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Foreword
The agreement by COAG in July 2006 to the National Action Plan on Mental Health was
based on a recognition that, after a decade of national reform, renewed government effort was
needed to give greater impetus to the reform process. The Action Plan represented a
landmark in the history of mental health services in Australia. For the first time, leaders of
all governments focused on the issue of mental health and agreed to a plan to reform mental
health services that addressed not only health needs, but made commitments to activities in
other key areas of housing, employment, education and correctional services, all of which
have an essential part to play in improving the mental health of Australians. Backing this
agreement, a total of $4.1 billion was committed to a wide range of initiatives over the
2006-11 period, representing the largest collective investment in mental health by Australian
governments to date.
While the Plan is a ‘whole of government’ responsibility, Health Ministers were assigned the
task of reporting annually to COAG on its progress. This is the second in the annual report
series, and describes the progress made in 2007-08.
The report presents information about allocations to date in each of the priority areas, along
with details of additional funding commitments made by jurisdictions. This year’s report
notes that, subsequent to the release of the Action Plan, all governments have made further
commitments to mental health in one or more of the Action Areas. The combined value of
the additional commitments is $1.4 billion, taking the total value of Action Plan initiatives to
$5.5 billion, 34% above the original commitments.
The report also brings together the most current data relevant to 12 progress indicators agreed
by COAG for measuring the outcomes of the Plan. Last year’s report established the
‘baseline’ for monitoring change. The current report presents updated information on 9 of
the progress indicators, and provides first glimpses into the extent to which changes are
taking place in key areas targeted for reform. The new data show access rates to mental
health services increased significantly in 2007-08, driven largely by the new arrangements in
Commonwealth Medicare funded services. Despite this, the number of people accessing
services still remains far less than the known rates of mental illness in the community.
Updated data for each state and territory are also presented on readmissions to hospital and
rates of community follow-up after discharge and continue to reveal significant variation
between jurisdictions.
Most importantly, this report presents, for the first time, information on the clinical outcomes
of mental health care in state and territory services and private hospitals that show the extent
to which consumers improve (or do not improve). These first insights into mental health care
outcomes represent the result of substantial investments by all jurisdictions, and the private
hospital sector, to develop an outcome focused mental health service system. Further work is
needed to refine these initiatives but the steps taken to present such information in the public
domain are welcomed by all Health Ministers.
The Action Plan is due to be completed by 2011 but mental health reform is a long term
process that requires continued government commitment and renewal. To this end, Health
Ministers endorsed a new National Mental Health Policy in December 2008 and agreed to
develop a 4th National Mental Health Plan for the period 2009-2014. Together, the Policy
and the 4th National Mental Health Plan will build upon the whole-of-government

commitments of the COAG Action Plan and provide national directions and priorities for
mental health reform within Australia’s health system.
As noted in the Foreword to last year’s report, publications such as this require considerable
work and coordination between governments. I offer my thanks to my Health Minister
colleagues, other Ministers responsible for implementing the Action Plan and their respective
administrations for the cooperation shown in bringing together the information presented in
this report.

The Hon. Katy Gallagher
Chair, Australian Health Ministers’ Conference 2009
Minister for Health, Australian Capital Territory
September 2009

Contents
Foreword
PART A

National overview .................................................................................. 1

Chapter 1 Overview of the National Action Plan .......................................................................... 2
Action Plan in summary.................................................................................................................. 2
Commitment to annual monitoring and independent evaluation .................................................... 3
Action Plan in context ..................................................................................................................... 3
Chapter 2 Progress in implementation ......................................................................................... 5
Action Plan commitments and first year allocations ....................................................................... 5
Action Area 1: Promotion, prevention and early intervention ......................................................... 7
Action Area 2: Integrating and improving the care system ............................................................ 8
Action Area 3: Participation in the community and employment, including accommodation ......... 9
Action Area 4: Increasing workforce capacity .............................................................................. 10
Action Area 5: Coordinating care ................................................................................................. 11
Chapter 3 Progress towards outcomes ...................................................................................... 14
Indicator 1: Prevalence of mental illness in the community ......................................................... 16
Indicator 2: Rate of suicide in the community .............................................................................. 18
Indicator 3: Rates of use of illicit drugs that contribute to mental illness in young people ........... 20
Indicator 4: Rates of substance abuse ......................................................................................... 20
Indicator 5: Percentage of people with a mental illness who receive mental health care ............ 23
Indicator 6: Mental health outcomes of people who receive treatment from state and territory
services and the private hospital system ..................................................................................... 26
Indicator 7: Rates of community follow up for people within the first seven days of discharge
from hospital ................................................................................................................................. 28
Indicator 8: Readmissions to hospital within 28 days of discharge .............................................. 30
Indicator 9: Participation rates by people with mental illness of working age in employment ..... 32
Indicator 10: Participation rates by young people aged 16-30 with mental illness in education
and employment ........................................................................................................................... 33
Indicator 11: Prevalence of mental illness among people who are remanded or newly
sentenced to adult and juvenile correctional facilities .................................................................. 34
Indicator 12: Prevalence of mental illness among homeless populations ................................... 35

PART B Jurisdiction reports on progress of Individual
Implementation Plans ............................................................................................ 37
Australian Government ..................................................................................................................... 38
New South Wales ............................................................................................................................. 42
Victoria .............................................................................................................................................. 46
Queensland....................................................................................................................................... 50
Western Australia.............................................................................................................................. 54
South Australia.................................................................................................................................. 58
Tasmania .......................................................................................................................................... 62
Australian Capital Territory ............................................................................................................... 66
Northern Territory.............................................................................................................................. 70

APPENDIX 1: Action Plan funding commitments and allocations ..................... 73
Australian Government ..................................................................................................................... 75
New South Wales ............................................................................................................................. 77
Victoria .............................................................................................................................................. 79
Queensland....................................................................................................................................... 81
Western Australia.............................................................................................................................. 83
South Australia.................................................................................................................................. 85
Tasmania .......................................................................................................................................... 86
Australian Capital Territory ............................................................................................................... 87
Northern Territory.............................................................................................................................. 89

APPENDIX 2: Technical Notes .............................................................................. 91

PART A
National overview
This section of the report summarises the second year of
progress in implementation of the National Action Plan, along
with updated data available on agreed outcomes.

Chapter 1 Overview of the National Action Plan
Action Plan in summary
In July 2006, the Council of Australian Governments (COAG) agreed to the National Action
Plan on Mental Health 2006-2011, recognising the need for a change in the way governments
respond to mental illness. The Plan provides a strategic framework that emphasises
coordination and collaboration between government, private and non-government providers,
aimed at building a more connected system of health care and community supports for people
affected by mental illness.
The Action Plan outlines a series of initiatives that will be implemented between 2006 and
2011, described in Individual Implementation Plans prepared by each government. A total of
145 separate initiatives are described in the Individual Implementation Plans, with a
combined value of $4.1 billion.
While most initiatives represent additional commitments to expand ongoing programs, many
are new and take the delivery of services for people with mental illness into areas beyond the
boundaries of traditional health care. Key human service programs operating outside the
health system that have major responsibilities under the Plan include housing, employment,
education and correctional services. Additionally, the initiatives funded under the Plan
emphasise the role of the non-government sector in the delivery of a wide range of
community support services. These provide the services needed by many people affected by
mental illness, complementing the role of health services.
The Plan identifies five ‘Action Areas’ for combined government action, with specific policy
directions within each area. The Action Areas provide an organising framework for grouping
and understanding the relative investments by governments.
Governments also committed to four outcomes by which the success of the Plan can be
assessed. The Action Areas and outcomes are summarised below.
Figure 1: COAG Action Plan agreed Action Areas and outcomes
Action Areas agreed in the COAG Plan

Agreed outcomes

•

Promotion, prevention and early intervention

•

•

Integrating and improving the care system

Reducing the prevalence and severity of mental
illness in Australia

•

Participation in the community and employment,
including accommodation

•

Reducing the prevalence of risk factors that
contribute to the onset of mental illness and prevent
long term recovery

•

Increasing workforce capacity

•

•

Coordinating care (‘Coordinating care’ and
‘Governments working together’)

Increasing the proportion of people with an
emerging or established mental illness who are able
to access the right health care and other relevant
community services at the right time, with a
particular focus on early intervention

•

Increasing the ability of people with a mental illness
to participate in the community, employment,
education and training, including through an
increase in access to stable accommodation
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Commitment to annual reporting and review
Heads of Governments agreed to the discipline of annual reporting, stipulating regular
monitoring of the implementation of the Action Plan and progress against agreed outcomes.
Responsibility for this function is assigned to Health Ministers. Governments also agreed to
evaluation and review of the Plan after five years, with all jurisdictions also responsible for
undertaking evaluations of measures under their control.
The primary role of the annual reports is to chart progress made under the Action Plan, and
monitor the extent to which the agreed initiatives are taking place, addressing the question of
‘Are we doing what we said we would’? Additionally, annual reports present interim data on
Action Plan outcomes, where data are relevant and available. The annual reports will serve
as key building blocks for future COAG review of the Plan, as represented in the figure
below.
Figure 2: Contribution of Action Plan annual reports to COAG 5-year review
COAG Annual Reports
prepared under auspice of
Health Ministers

COAG review

“Are we doing what we
said we would?”

“Have we achieved the
outcomes we expected?”

Provide information about:
• implementation progress
• updated information about
developments within each
jurisdiction including funding
allocations
• updates on Action Plan outcome
indicators where available

Action Plan in context
In monitoring the progress of the Action Plan, Health Ministers believe that it is important to
recognise that the new COAG funding commitments are being directed to bolster an
established specialist health sector that has been the subject of an ongoing national reform
framework (the National Mental Health Strategy) since 1992. Substantial growth in services
has occurred under the Strategy, with government recurrent spending on mental health
totalling approximately $4 billion in 2007-08. This is equivalent to $20 billion when
extended over the 5-year course of the Action Plan.
A total of $4.1 billion in new funding was originally committed by governments, on signing
of the Action Plan, on 14 July 2006, rising to $5.5 billion with a number of additional
commitments, as documented in Chapter 2. This represents a 25% increase in total spending
on mental health over the 2006-11 period.
The Action Plan added much needed impetus to accelerate reforms and focuses on areas that
had not progressed sufficiently under the National Mental Health Strategy. As the Action
Plan continues to be implemented, it will be necessary to not only monitor the progress of the
COAG National Action Plan on Mental Health - Progress Report 2007-08
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new initiatives, but also ensure that base commitments pre-dating the Plan are maintained.
Monitoring base spending is outside the scope of this report but will be achieved through
other national reports prepared regularly on mental health, in particular the National Mental
Health Report.
The Action Plan has an expiry date of 2011 but mental health reform is a long term,
evolutionary process that requires continued government commitment and renewal. To this
end, Health Ministers endorsed a new National Mental Health Policy in December 2008 and
agreed to develop a Fourth National Mental Health Plan for the period 2009-2014. Both the
new Policy and the Fourth National Mental Health Plan will build upon the whole-ofgovernment commitments of the COAG Action Plan and provide national directions and
priorities for mental health reform within Australia’s health system.
The Fourth National Mental Health Plan is scheduled to be completed by mid 2009.
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Chapter 2 Progress in implementation
Action Plan commitments and first year allocations
Original commitments made by governments totalled $4.1 billion. While most of the
committed outlays were targeted at ongoing service delivery, funding commitments by
several governments included substantial capital components, largely directed at building
new facilities and expanding or upgrading hospitals and community care centres.
Subsequent to the release of the Action Plan, most governments have made further
commitments to mental health in one or more of the Action Areas, announced through their
2007 and 2008 budgets. The combined value of the additional commitments is $1.4 billion,
taking the total value of Action Plan initiatives to $5.5 billion, 34% above the original
commitments.
Table 1: Action Plan funding commitments 2006-11 and actual allocations to 2007-08 (millions)
Funding commitments
2006-11
As reported in
the Action
Plan July 2006
Australian Government

New funding
allocated

Subsequent Total funding
new funding commitments
commitments
2006-11

2006-07

2007-08

Total

1,855.1

138.3

1,993.4

215.6

561.1

776.7

New South Wales

938.9

41.4

980.3

134.2

226.9

361.1

Victoria

472.2

172.6

644.8

104.4

69.9

174.3

Queensland

366.4

617.4

983.8

111.4

166.5

277.9

Western Australia

252.5

231.4

483.9

58.8

76.8

135.6

South Australia

116.1

172.4

288.5

29.9

32.5

62.4

Tasmania

43.0

15.7

58.7

9.0

10.6

19.6

Australian Capital Territory

20.7

20.9

41.6

3.8

4.3

8.1

Northern Territory

14.5

0.6

15.1

2.9

3.8

6.7

4,079.4

1,410.7

5,490.1

669.9

1,152.5

1,822.4

Total

Combined allocations of $670 million were made in 2006-07, rising to $1,152 million in
2007-08, the first year of full operation for most of the new and expanded programs. If
2007-08 allocations are maintained for the remaining three years of the Action Plan, all
governments are on track to meet or exceed their funding commitments.
Each government has provided a summary of its progress to 2007-08, primarily focusing on
the main developments in second year. These are presented in Part B of the report.
Additionally, in keeping with the requirements of the Action Plan, governments have
submitted details of their funding commitments, annual allocations, and any new
commitments made since the Action Plan was agreed in July 2006. These are presented in
Appendix 1.
Funding commitments made under the Action Plan are spread across four of the five Action
Areas, with about two thirds directed to Area 2 (Integrating and Improving the Care System).
The relative balance of investment in the Action Areas varies across the jurisdictions,
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reflecting both differences between states and territories in the range and scale of services in
place prior to the Action Plan, as well as differences in how specific initiatives are classified.
Figure 3: Funding commitments by Action Area 2006-11, original and revised
6,000

5,000
Integrating and
improving the
care system

Millions

4,000

3,000
Participation in the
community and
employment,
including
accommodation

2,000
Promotion,
prevention
and early
intervention

1,000

0

Increasing
workforce
capacity

Other
related
initiatives

Action Area 1

Action Area 2

Action Area 3

Action Area 4

Other

Total

454.3
562.3

2,645.3
3,701.8

794.8
944.2

185.0
277.0

0.0
4.8

4,079.4
5,490.1

Initial commitments
Revised commitments

Figure 4: Annual funding allocated to each of the Action Areas in the first two years
1,250

Integrating and
improving the care
system

Millions

1,000

750

500

250

0

6

Participation in the
community and
employment,
including
accommodation

Promotion,
prevention and
early
intervention

Increasing
workforce
capacity

Other
related
initiatives

Action Area 1

Action Area 2

Action Area 3

Action Area 4

Other

Total

2006-07

76.0

459.4

107.6

26.9

0.0

669.9

2007-08

75.5

869.9

156.1

50.9

0.0

1,152.5
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Action Area 1: Promotion, prevention and early intervention
Figure 5: Promotion, prevention and early
intervention – Action Plan policy directions
►

Building resilience and coping skills of
children, young people and families

►

Raising community awareness

►

Improving capacity for early
identification and referral to
appropriate services

►

Improving treatment services to better
respond to the early onset of mental
illness, particularly for children and
young people

►

Investing in mental health research to
better understand the onset and
treatment of mental illnesses

COAG agreed that promotion, prevention and
early intervention are critical to enabling the
community to better recognise the risk factors
and early signs of mental illness and to find
appropriate treatment. The Action Plan
identifies this area as requiring increased
investment, based on growing evidence that
mental illnesses are less severe, of shorter
duration, and less likely to recur when
identified and treated early.
The Plan spells out five policy directions to
guide future investments in promotion,
prevention and early intervention (Figure 5).

Governments originally committed a combined
total of $454 million additional funding to
initiatives grouped under Action Area 1,
increasing to $562 million when more recent government budget announcements are
included. Based on the progress reports, $152 million of this new funding was allocated in
the first two years of Action Plan implementation.
Funding directed to promotion, prevention and early intervention represents 10% of the total
revised Action Plan commitments and 8% of combined government allocations made to date.
Table 2: Action Area 1 - funding commitments 2006-11 and allocations (millions)
Funding commitments
2006-11
As reported in
the Action
Plan July 2006

New funding
allocated

Subsequent Total funding
new funding commitments
commitments
2006-11

2006-07

2007-08

Total

Australian Government

158.4

5.8

164.2

15.0

25.8

40.8

New South Wales

102.2

19.5

121.7

31.4

14.8

46.2

80.3

17.4

97.7

13.1

10.0

23.1

6.9

9.4

16.3

0.5

2.5

3.0

Western Australia

60.7

46.1

106.8

10.7

12.4

23.1

South Australia

39.5

7.6

47.1

3.8

8.1

12.0

Tasmania

2.0

0.2

2.2

0.2

0.2

0.4

Australian Capital Territory

3.3

1.8

5.1

0.8

1.0

1.8

Northern Territory

1.0

0.3

1.3

0.5

0.8

1.2

454.3

108.0

562.3

76.0

75.5

151.5

Victoria
Queensland

Total
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Action Area 2: Integrating and improving the care system
Figure 6: Integrating and improving the
care system – Action Plan policy directions
►

Resourcing adequately health and
community support services to meet
the level of need

►

Developing ways of coordinating
and linking the range of care that is
provided across the continuum of
primary, acute and community
services by public, non-government
and private sector providers

Action Area 2 of the Plan promotes future
investment in mental health towards two policy
directions. The first concerns resources and
aims to increase current provision of health care
and community support services to a level
where the needs of the Australian population are
being met. Reducing the high level of unmet
need for mental health care is paramount and is
the focus of one of the key outcome indicators
COAG set for monitoring the overall success of
the Plan (Indicator 5 - see Chapter 3).

The second policy direction targets the need to
better integrate and connect services by private,
public and non-government health and community providers who deliver care to people
affected by mental illness.
Concerns about coordination between services accessed by people with mental illness were at
the forefront of a number of major reports on mental health care in Australia in the lead up to
the Action Plan. The Plan promotes improvements in all arrangements, both within the
health sector as well as between health and community service providers, such as
accommodation and employment services. Better coordinated and integrated services are
aimed at preventing people in need from ‘slipping through the care net’, and experiencing the
adverse consequences that can follow such as unplanned readmissions to hospital,
homelessness, imprisonment or suicide
To give prominence to the role of coordination, governments committed to two ‘flagship’
initiatives to better coordinate and link the range of care across the continuum of primary,
acute and community services, provided by public, non-government and private sector
providers. ‘Care coordination’ and ‘Governments working together’ are described under
Action Area 5.
Governments originally committed a combined total of $2.65 billion additional funding to
initiatives grouped under Action Area 2, increasing to $3.70 billion when more recent
government budget announcements are included. Individual progress reports indicate that a
total of $1.33 billion new funding was allocated in the first two years of implementation.
Funding directed to initiatives to integrate and improve the care system represents 67% of the
total revised Action Plan commitments and 73% of combined government allocations made
to date.
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Table 3: Action Area 2 - funding commitments 2006-11 and allocations (millions)
Funding commitments
2006-11
As reported in
the Action
Plan July 2006
Australian Government

New funding
allocated

Subsequent Total funding
new funding commitments
2006-11
commitments

2006-07

2007-08

Total

1,196.9

132.9

1,329.8

161.8

432.6

594.4

New South Wales

699.7

21.9

721.6

93.1

187.4

280.5

Victoria

284.8

147.3

432.1

64.0

58.3

122.3

Queensland

289.1

428.4

717.5

78.7

117.9

196.5

Western Australia

53.6

162.4

216.0

27.4

40.8

68.2

South Australia

75.6

139.5

215.1

25.0

23.9

48.9

Tasmania

21.1

15.5

36.6

5.1

5.1

10.2

Australian Capital Territory

11.5

8.7

20.1

2.3

1.5

3.9

Northern Territory

13.0

13.0

2.0

2.5

4.5

3,701.8

459.4

869.9

1,329.4

Total

2,645.3

1,056.5

Action Area 3: Participation in the community and employment, including
accommodation
Figure 7: Participation in the community
and employment, including accommodation
– Action Plan policy directions
►

Enhancing support services for people
with mental illness to participate in the
community, education and employment

►

Enabling people with mental illness to
have stable housing by linking them with
other personal support services

►

Improving referral pathways and links
between clinical, accommodation,
personal and vocational support
programmes

Action Area 3 of the Plan gives emphasis to
the role played by services that operate
outside the health sector in promoting
recovery from mental illness. People affected
by mental illness have the same requirements
as other people for stable housing, home
support, recreation, employment, education
and family relationships. When their disorder
results in disability, they may require access to
a range of supports to live independently and
participate fully in community life.

The Action Plan recognises that reform of the
specialised mental health sector alone will not
produce the broader change required to
► Expanding support for families and
carers including respite care
improve services for mental health consumers
in these areas. Four policy directions are
identified to accelerate the development of support services in the community, with a special
focus on employment, accommodation and services to assist carers (Figure 7).
Governments committed a combined total of $795 million additional funding to initiatives
grouped under Action Area 3, increasing to $944 million when more recent budget
commitments are included. Progress reports indicate that a total of $264 million new funding
was allocated in the first two years of implementation.
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Funding directed to ‘participation in the community’ initiatives accounts for 17% of the total
revised Action Plan commitments and 14% of combined government allocations made to
date.
Table 4: Action Area 3 - funding commitments 2006-11 and allocations (millions)
Funding commitments
2006-11
As reported in
the Action
Plan July 2006

New funding
allocated

Subsequent Total funding
new funding commitments
2006-11
commitments

2007-08

Total

369.5

25.7

78.9

104.6

113.8

6.0

20.4

26.4

Australian Government

370.0

New South Wales

113.8

Victoria

102.7

7.9

110.6

26.5

1.7

28.1

64.3

104.1

168.4

30.7

29.3

60.0

129.4

10.2

139.6

16.3

20.7

37.1

22.1

22.1

0.2

0.2

3.6

5.6

0.8

0.8

Queensland
Western Australia
South Australia
Tasmania

-0.5

2006-07

11.3

11.3

2.0

Australian Capital Territory

2.8

5.3

8.1

Northern Territory

0.5

0.3

0.8

0.4

0.6

1.0

794.8

149.4

944.2

107.6

156.1

263.7

Total

Action Area 4: Increasing workforce capacity
Figure 8: Increasing workforce capacity
– Action Plan policy directions
►

Increasing the mental health
workforce

►

Improving its ability to meet patient
needs across Australia, particularly
in rural and regional areas and for
Aboriginal and Torres Strait
Islander people

The Action Plan recognises that shortages across
the mental health workforce are a key limiting
factor to improving mental health services.
Additionally, distribution of the workforce,
particularly across rural and regional areas, needs
priority attention.

The nature of the workforce providing mental
health care in Australia has changed substantially
over the last decade. Complementing the
specialist public mental health services managed
► Supporting the non-government
and private sector to provide
by states and territories, primary care is now
quality services to people with
recognised as a critical element of comprehensive
mental illness
mental health services. New and expanded roles
have also developed for private and nongovernment providers. The skill mix to deliver
quality services is diverse and requires adequate numbers of psychiatrists, nurses,
psychologists, social workers, occupational therapists, other allied health providers, general
practitioners and Aboriginal and Torres Strait Islander health workers.
The Action Plan sets three policy directions to target governments’ future workforce
investments (Figure 8), all aimed at building capacity in terms of supply, distribution and
skills.
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A combined total of $185 million additional funding to initiatives grouped under Action
Area 4, increasing to $277 million when more recent government budget announcements are
included. Based on the progress reports, $78 million of this new funding was allocated in the
first two years of Action Plan implementation.
Funding directed to workforce initiatives represents 5% of the total revised Action Plan
commitments and 4% of combined government allocations made to date.
Table 5: Action Area 4 - funding commitments 2006-11 and allocations (millions)
Funding commitments
2006-11
As reported in
the Action
Plan July 2006

New funding
allocated

Subsequent Total funding
new funding commitments
2006-11
commitments

2006-07

2007-08

Total

129.9

13.1

23.8

36.9

23.2

23.2

3.7

4.3

8.0

Victoria

4.4

4.4

0.8

Queensland

6.1

70.8

76.9

1.5

17.0

18.4

Western Australia

8.8

12.7

21.5

4.4

2.8

7.2

South Australia

1.0

3.2

4.2

1.0

0.4

1.4

Tasmania

8.6

8.6

1.7

1.7

3.4

Australian Capital Territory

3.1

5.2

8.3

0.6

1.0

1.7

92.0

277.0

26.9

50.9

77.8

Australian Government
New South Wales

129.8

Northern Territory
Total

0.1

0.8

185.0

Action Area 5: Coordinating care
The Action Plan contains two flagship initiatives directed at providing more seamless and
coordinated health and community services for people with a mental illness. It was
anticipated that work in this area would be undertaken within existing resources with no
funding earmarked in the Action Plan.
Governments working together
Figure 9: Coordinating care - Action
Plan policy directions

In the first year of the Action Plan, Premiers or
Chief Minister Departments in each State and
Territory and the Australian Government
► Coordinating care
Department of Health and Ageing convened COAG
► Governments working together
Mental Health Groups to provide forums for
oversight and collaboration in planning and
implementing initiatives under the Action Plan. The
groups include representatives from government departments with responsibility for
implementation of initiatives. Non-government organisations, the private sector, and
consumer and carer representatives are also engaged.
On average, each group continued to meet quarterly throughout 2007-08 in an ongoing effort
to ensure that implementation of the Action Plan proceeds collaboratively across portfolios.
COAG National Action Plan on Mental Health - Progress Report 2007-08
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Coordinating care
Through the Action Plan, COAG committed to ensuring that care is coordinated for people
with severe mental illness and complex needs who are most at risk of falling through the gaps
in the system. This group of people have persistent symptoms and significant disability, have
lost social or family support networks and often need the support of multiple health and
community services to maintain their lives within the community. In particular, access to
clinical care needs to be complemented by access to accommodation support to ensure stable
housing, and a range of community support services focused on employment, income
support, education and social and family support. When one or more of these needs is not
met, the person’s recovery and their capacity to live in the community are jeopardised.
The aim was a new system, building upon existing coordination arrangements, whereby care
coordinators, with the support of clinical providers, will ensure the person is connected to
these services.
A set of high-level principles and implementation guidelines were developed in the first year
of the Plan to guide the work. The implementation by each jurisdiction was recognised as
needing to be flexible, reflecting differences between jurisdictions in local systems.
During 2007-08, work continued on the development of state-based care coordination models
in all states and territories through care coordination sub-groups of the state-based COAG
Mental Health Groups. All jurisdictions have made some progress towards the development
of care coordination models.
State-based COAG groups considered how their existing systems could be restructured to
facilitate a care coordination model. This included looking at governance arrangements, and
considering issues relating to privacy and information sharing across care providers
(including the development of a paper-based or electronic single integrated care plan),
referral pathways, and ways to track clients participating in the model.
The Australian Government participated in all state-based groups as well as undertaking
further consultations on the development and implementation of the Personal Helpers and
Mentors initiative, which complements services provided by states and territories.
All jurisdictions have provided summary details of their progress in implementing care
coordination in Part B of this report. Table 6 summarises the key developments reported by
each of the states and territories.
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Table 6: Key care coordination developments reported by states and territories in 2007-08
New South Wales

Victoria

Queensland

Western Australia

8 demonstration sites
established to implement
the ‘two coordinator
model’.

3 pilot sites established to
identify and address
barriers to integrated care
delivery.

Developed care
coordination framework.

Evaluation framework
being developed.

Lessons will be used to
develop a statewide care
coordination framework.

20 Service Integration
Coordinator positions
newly funded to
facilitate care
coordination across
Districts.

South Australia

Tasmania

Draft care coordination
paper completed,
consultation ongoing.

Continuing development of
Care Coordination Model
using existing ‘Mental
Health Service Maximising
Recovery Panels’ as single
points of entry to assess
and allocate applicants to
community sector partners.

Care coordination to be
built into the new system
of community mental
health care.

$4.8 million new
funding allocated.
Australian Capital
Territory
ACT Care Coordination
Project commenced in
October 2007.
Care Coordination
model developed.

6 pilot sites established,
drawing on lead service
delivery organisations
(government and NGO
government).
Northern Territory
NT Care Coordination
Policy Paper completed.
Care coordination trial
planned for Darwin urban
area to commence July
2009.

Pilot trial of the model
commenced in early
2008.

COAG National Action Plan on Mental Health - Progress Report 2007-08
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Chapter 3 Progress towards outcomes
The Action Plan identifies four outcome areas targeted for long term change. Collectively,
the actions committed by governments aim to improve the status of the population’s mental
health, stimulate better outcomes from health services, as well as achieve improvements at
the broader social and economic level. A total of 12 progress indicators are identified to
track improvements across the agreed outcome areas. The indicators are representative rather
than comprehensive, and are designed to provide a snapshot of progress in key areas.
Figure 10: COAG Action Plan outcome areas and progress indicators
Four
Outcome Areas

Reducing the prevalence
and severity of mental
illness in Australia

Reducing the prevalence of
risk factors that contribute
to the onset of mental
illness and prevent longer
term recovery

Increasing the proportion of
people with an emerging or
established mental illness
who are able to access the
right health care and other
relevant community
services at the right time,
with a particular focus on
early intervention

Increasing the ability of
people with a mental illness
to participate in the
community, employment,
education and training,
including through an
increase in access to stable
accommodation

Twelve
Progress Indicators

1.

The prevalence of mental illness in the
community

2.

The rate of suicide in the community

3.

Rates of use of illicit drugs that contribute to
mental illness in young people

4.

Rates of substance abuse

5.

Percentage of people with a mental illness who
receive mental health care

6.

Mental health outcomes of people who receive
treatment from State and Territory services and
the private hospital system

7.

The rates of community follow up for people
within the first seven days of discharge from
hospital

8.

Readmissions to hospital within 28 days of
discharge

9.

Participation rates by people with mental illness
of working age in employment

10. Participation rates by young people aged 16-30
with mental illness in education and
employment
11. Prevalence of mental illness among people who
are remanded or newly sentenced to adult and
juvenile correctional facilities

What the progress
indicators tell us about
improved mental health

Population health
outcomes

Are we more mentally
healthy as a nation, with less
risk factors for mental
illness?

Health service delivery
outcomes
Are health services more
effective in the care they
provide to people with mental
illness?

Social and economic
outcomes

Have we increased
opportunities for participation
in community life for people
with mental illness? And
reduced the social impact of
mental illness

12. Prevalence of mental illness among homeless
populations

This section of the report presents the most up-to-date information for the 12 progress
indicators, drawn from currently available data.
The Action Plan indicators were designed on an understanding that not all indicators are
appropriate for annual collection and reporting, due to the complexity of the data collection
requirements, or because the underlying phenomenon being measured (e.g., prevalence of
mental illness in the population) requires change to be monitored over a longer period.
Primary data sources for five of the indicators are collected on an annual basis (Indicators 2,
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6, 7, 8, 12), while the remainder are collected periodically (3 to 5 yearly) through special,
sampled collections.
For the current report, new or updated data are incorporated in 10 of the 12 progress
indicators. The table below provides details on which indicators have been updated with
more recent data.
Table 7: Summary of updated data used to report on COAG progress indicators
Progress Indicator

Updated data
provided?

Details

1.

The prevalence of mental illness
in the community

Yes

Current report incorporates preliminary results from 2007
National Survey of Mental Health and Wellbeing,
released by ABS Oct 2008.

2.

The rate of suicide in the
community

Yes

Indicator updated to 2006, based on ABS Causes of
Death publication, released March 2008

3.

Rates of use of illicit drugs that
contribute to mental illness in
young people

Yes

Report updated to incorporate (a) 2007 National Drug
Strategy Household Survey, released by AIHW
December 2008 and (b) preliminary results from 2007
National Survey of Mental Health and Wellbeing,
released by ABS Oct 2008.

4.

Rates of substance abuse

Yes

As per indicator 3.

5.

Percentage of people with a
mental illness who receive mental
health care

Yes

Report updated to incorporate (a) preliminary results from
2007 National Survey of Mental Health and Wellbeing,
released by ABS Oct 2008 and (b) new 2007-08 data and
revised estimates for previous years, provided by states
and territories and the Private Mental Health Alliance.

6.

Mental health outcomes of
people who receive treatment
from State and Territory services
and the private hospital system

Yes

New data presented on consumer outcomes 2006-07,
provided by states and territories and Private Mental
Health Alliance. No comparable data has been previously
made available in the public domain.

7.

The rates of community follow up
for people within the first seven
days of discharge from hospital

Yes

Report incorporates new data for 2007-08 and updated
results for previous years, provided by states and
territories.

8.

Readmissions to hospital within
28 days of discharge

Yes

As per indicator 7.

9.

Participation rates by people with
mental illness of working age in
employment

Part
only

Report includes new data on DSP recipients 2007-08.
Updates on indicator available later in 2009 following
release of unit record data by ABS from the 2007
National Survey of Mental Health and Wellbeing.

10. Participation rates by young
people aged 16-30 with mental
illness in education and
employment

No

Updates of indicator available later in 2009 following
release of unit record data by ABS from the 2007
National Survey of Mental Health and Wellbeing.

11. Prevalence of mental illness
among people who are remanded
or newly sentenced to adult and
juvenile correctional facilities

No

Data for this indicator is dependent on new collections
being established in correctional facilities. Results from a
trial national collection to be undertaken in July 2009 are
expected to be available for inclusion in the 2010
progress report.

12. Prevalence of mental illness
among homeless populations

Yes

Incorporates the most recently available data relating to
SAAP services covering 2006-07 plus a special collection
on SAAP clients with high and complex needs,
conducted June 2008. Summary data added on
homelessness derived from 2007 National Survey of
Mental Health and Wellbeing.
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OUTCOME AREA 1:
Reducing the prevalence
and severity of mental
illness in Australia

Indicator 1: Prevalence of mental illness in the community
Mental disorders are common in the Australian population, affecting
the lives of individuals, their carers and the wider community.
Awareness of the scale of mental illness and its extensive social
impact has increased substantially over the past decade, both within
governments and the general population.

National surveys undertaken in 1997 and 1998 provided the first comprehensive assessment
of mental disorders in Australia. The surveys found that, in the preceding 12 months, about
one in five of the adult population were affected by one or more of the common mental
disorders (anxiety, affective [mood]and substance use disorders) in any one year. One in four
of these individuals were reported to experience more than one mental disorder. Just under a
half also had a chronic physical illness. An additional 2-3% of adults were estimated to suffer
from other less prevalent mental illnesses such as schizophrenia, eating disorders and
personality disorders that were not specifically counted in the general population surveys.
The main survey – referred to as the National Survey of Mental Health and Wellbeing
(NSMHW) – was repeated in 2007, with some differences in methodology, to gather an
updated picture on Australia’s mental health. Preliminary results released by the Australian
Bureau of Statistics (ABS) in October 2008 mirror those reported a decade earlier, as well as
providing additional insights to illnesses experienced over the lifespan. One in five (20%)
Australians aged 16-85 years experienced one of the more common mental illnesses in the
preceding 12 months, equivalent to 3.2 million people. The 2007 survey also revealed that
45% of adults experience one or more of these illnesses at some period in their lifetime, a
figure that is consistent with similar surveys in comparable countries.
Figure 11: Prevalence of common mental disorders in the
Australian population, 1997 and 2007 ***
4-17 *

14%
n.a
27%
26%

16/18-24 **

Age Group

Some methodological
differences between the two
surveys make caution necessary
when interpreting the results,
particularly small differences in
12-month prevalence rates.
Methods used to identify a
person as experiencing a mental
illness over the previous year
were different, as were the
‘rules’ applied to establish a
diagnosis. Overall, however,
both the methods used and the
broad findings are very similar,
pointing to the relative stability
in patterns of mental illness in
the Australian community over
the decade.1

21%

25-34

25%
20%

35-44

23%
18%

45-54

21%
12%

55-64

65+ **
All adult
population

14%
6%

2007

8%

1997

18%
20%

* Based on 1998 specific survey of children and adolescents. Equivalent data not
available for 2007
** 1997 survey age range was 18-99 years; 2007 survey sampled 16 to 85 years.
*** Estimates include alcohol and drug use disorders. If these are excluded, overall
prevalence of mental illness in the adult population reduces from 20% to 17%.
1

See Appendix 2 Technical Notes, page 94 for further details on differences between the 1997 and 2007
surveys.
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Both surveys showed prevalence of mental illness varies across the life span. Rates are
higher in the early adult years, the period during which many people first experience
symptoms of illness. For people in the age range 16 to 24 years, the prevalence of mental
illness (26%) is one third higher than the average for the overall adult population. This
finding is consistent with the 1997 results, and highlights the need to strengthen early
intervention services that target younger Australians.
Mental illness impacts on people’s lives
at different levels of severity (Figure
12). Based on earlier analysis reported
in last year’s COAG progress report, an
estimated 2-3% of Australians have
severe disorders, judged according to the
type of disorder (diagnosis), the
intensity of symptoms, the length of
time symptoms have been experienced
(chronicity), and the degree of
disablement that is caused to social,
personal and vocational functioning.
This group represents half a million
Australians. About 50% of these people
have a psychotic illness, primarily
schizophrenia or bipolar affective
disorder.

Figure 12: Estimates of mental illness in the
population by severity level, based on diagnosis,
disability and chronicity
Severe disorders
2-3% of population
Approx 500,000
Moderate disorders
4-6% of population
Approx 900,000

Mild disorders
9-12% of population
Approx 1.9 million

The Action Plan aims to reduce both the prevalence and severity of mental illness. Reduction
in prevalence may be brought about by preventive efforts to stop an illness occurring in the
first place, or by increasing access to effective treatments for those in whom the illness has
begun. Reducing the severity of mental illness requires a range of services designed to
alleviate the disablement that may be caused to a person’s social, personal and vocational
functioning. A substantial proportion of the Action Plan initiatives have targeted these areas.
Additional population surveys are necessary to complete the picture of the extent of mental
illness in the community. Specifically, surveys of the child and adolescent population, and of
people who suffer from the more uncommon (‘low prevalence’) severe disorders such as
schizophrenia, are needed to complement the 2007 general adult population survey and build
a stronger evidence base to inform future mental health policy.
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OUTCOME AREA 1:
Reducing the prevalence
and severity of mental
illness in Australia

Indicator 2: Rate of suicide in the community

While suicide accounts for only a relatively small proportion (1.3%)
of all deaths, it accounts for a much greater proportion of deaths
within certain cohorts. In 2006, more than one in every five deaths of
males aged 20–25 years was due to suicide. Similarly for females,
suicide deaths comprise a much higher proportion of total deaths in younger age groups
compared with older age groups. Each represents not only a loss of a life, but also affects
family and friends left behind and the community as a whole.
Table 8: Suicide by state or territory, number of deaths 2002-2006
2002
2003
2004
2005
2006

NSW

Vic

Qld

WA

SA

Tas

ACT

NT

Total

692
640
587
549
504

528
540
521
506
444

537
466
453
459
340

242
227
194
203
207

170
193
178
231
170

70
69
88
74
73

26
35
26
35
32

55
44
51
45
29

2,320
2,214
2,098
2,101
1,799

There were 1,799 deaths in 2006, down from 2,101 the previous year. Over three quarters
(78%) of suicides were males. The ABS has drawn attention to significant data quality
problems that may explain much of the apparent decrease in suicide rates.
Suicide rates fluctuate across time, often greatly within smaller jurisdictions due to the
relatively small number of suicides registered annually. There is also significant variation
across jurisdictions in the finalisation of coronial processes. To compare jurisdictions,
suicide rates are therefore best averaged over a number of years to reduce the impact of
temporary fluctuations and identify any underlying differences that endure over time.
Figure 13 compares states and territories on average annual suicide rates over the 5-year
period 2002 to 2006.
Figure 13: Suicide by state or territory age-standardised rate 2002-2006
40

Deaths per 100,000

35
30
25

Males

20

Females

15

Persons

10
5
0
NSW

Vic

Qld

WA

SA

Tas ACT

NT

Source: ABS (unpublished), derived from Causes of Deaths, Australia; Cat. no. 3303.0

The average annual suicide rates shown in Figure 13 highlights the rates for the Northern
Territory (22.1 per 100,000) as a major concern, more than double the national rate of 10.4
per 100,000. Tasmania had rates 52% above the national rate (15.8 per 100,000), and
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Queensland (11.6 per 100,000) and South Australia (12.1 per 100,000) were 12% and 16%
above the national rate respectively. New South Wales, Victoria and ACT all had rates
below the national average. Higher proportions of rural areas and Indigenous peoples
contribute to these differences
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OUTCOME AREA 2:
Reducing the prevalence
of risk factors that
contribute to the onset of
mental illness and
prevent longer term
recovery

Indicator 3: Rates of use of illicit drugs that contribute to
mental illness in young people
Indicator 4: Rates of substance abuse
The National Action Plan reflects concern at the level of government
and the broader community level about substance abuse and its
perceived contribution to increased rates of mental illness and
associated demand upon health services. While national programs have been initiated under
the National Drug Strategy, further targeted efforts are required in reducing substance abuse,
particularly the use of illicit drugs that may contribute to mental illness, and in dealing with
the challenge of providing services to people presenting with comorbid mental health and
substance abuse problems.
Updates on the level of substance abuse and associated disorders have become available from
two recent sources – the 2007 National Survey of Mental Health and Wellbeing, conducted
by the ABS, and the 2007 National Drug Strategy Household Survey, conducted by the
Australian Institute of Health and Welfare (AIHW).
The NSMHW revealed that harmful substance abuse and substance dependence (mainly
alcohol related) were common mental disorders within the community in 2007, and present in
about 5% of the adult population. Rates for males (7.0%) were more than twice those for
females (3.3%). Overall rates of mental disorders associated with substance use were slightly
less in 2007 than 1997, although as noted in Indicator 1, differences in survey methodology
may have contributed to this.
Figure 14: Trends in recent (past 12 months) drug use,
1998 to 2007, selected years drugs, Australian
population aged 14 years or older

The AIHW 2007 survey obtained
more general information on
substance use, based on responses
from approximately 25,000
households. When examined
against the results of earlier AIHW
surveys, a long term picture of drug
and alcohol use in the Australian
population can be built (Figure 14).

81%
84%
83%

Alcohol
25%
21%
19%

Tobacco

18%
11%
9%

Marijuana/cannabis

Alcohol
Alcohol is the most commonly used
and abused substance, and a major
cause of death, injury and illness in
Australia. In 2007, 10% of people
aged 14 years and over drank at risk
or high-risk levels for long-term
health problems (including liver
cirrhosis and cardiovascular
disease). This is the result of high
level regular daily patterns of
drinking. While 32% drank at risky
or high-risk levels (associated with
drinking on a single day) for shortterm risk such as injury, acute
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Ecstasy

2%
3%
4%

Meth/amphetamine

4%
3%
2%

Cocaine

1%
1%
2%

Hallucinogens

3%
1%
1%

0.8%
Heroin 0.2%
0.2%

1998
2004
2007
Percentage of population
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pancreatitis and even death. The proportion who had drunk at levels considered risky or high
risk in both the short term and long term was 9%.
Cannabis and methamphetamines remain the most widely used illicit drugs in Australia.
Usage rates for each of these drugs by younger people are of particular concern due to the
mental health problems often associated with their use.
Cannabis
Cannabis is the illicit drug most used in the community, across all age groups. In 2007, 34%
of the population aged 14 years and over had used cannabis, equivalent to 5.5 million people.
One in five teenagers (14–19-year-olds) reported having used cannabis at some time.
The demand for interventions for cannabis-related problems is increasing with around one in
five alcohol and drug treatment episodes being for a primary cannabis use disorder. Research
evidence is accumulating that cannabis use may precipitate schizophrenia in people who have
a personal family history of the disorder, and increases the risk of psychotic symptoms for
those who have a vulnerability to psychosis. Cannabis use may also exacerbate symptoms of
schizophrenia, but it remains unclear whether or not cannabis causes additional cases of
schizophrenia. Cannabis use also poses a moderate risk for later depression, with heavy
cannabis use possibly posing a small additional risk of suicide.
Use of cannabis has been decreasing over the past decade. According to AIHW, after
peaking in 1998, the proportion of the population aged 14 years or older who had used
cannabis in the previous 12 months declined steadily, from 21% in 1998, to 11% in 2004 and
9% in 2007. While reduced recent use is evident across most age groups, it is particularly
marked in young people (Figure 15). Use of cannabis in the preceding 12 months by young
people aged 14-19 years dropped from 35% in 1998 to 18% in 2004, and to 13% in 2007.

14-19

20-29

24%
30-39

50-59

1%

0%

4%

3%

6%

8%

9%

40-49

1%

2007

17%

16%

2004

12%

21%

1998

13%

18%

26%

35%

44%

Figure 15: Prevalence of recent (past 12 months) cannabis use by age, 1998 to 2007

60+

Age group in years

Males continue to be more likely than females to use cannabis, to use with greater frequency
and to use the more potent parts of the plant. In 2007, recent cannabis use is most common
among males in the 20-29 year age group.
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Methamphetamine use
Growth in use of methamphetamine in the 1990s, coupled with an increase in the use of
crystalline methamphetamine, has been associated with a range of mental health and related
problems arising from drug use. Symptoms of psychosis are one of the particularly troubling
consequences of methamphetamine use and dependent methamphetamine users also suffer
from a range of comorbid mental health problems. Among methamphetamine users who take
the drug monthly or more often, the prevalence of psychosis is 11 times higher than among
the general population. The symptoms usually last hours to days, and in severe cases, can
lead to hospitalization. In rare cases, the condition can last weeks to months, or can remit and
recur over a longer period of time, contiguous with drug use and other life stressors.
Users who have schizophrenia, mania or other psychotic disorders are more likely to
experience the recurrence of psychotic symptoms, or more severe symptoms, making
treatment substantially more difficult.
Reported use of methamphetamine peaked in 1998, with 3.7% of people aged 14 or more
reporting use in the previous 12 months (see Figure 14). In 2004, 9% reported having used
the drug at some point in their life. These general statistics on overall use mask high use of
methamphetamine among young adults. In 2004, one in five people aged 20-29 years
reported having used the drug at some stage in their life.
The 2007 AIHW survey points to a decline in recent methamphetamine use in Australia. For
people sampled in 2007, use of the drug in the preceding 12 months was 2.3%, dropping from
3.7% in 2004. For young adults aged 20-29 years, 7% reported using methamphetamine in
the previous year, dropping from 11% in 2004 and 12% in 1998.

11%

1998
2004

20-29

30-39

0.4%

0.4%

1%

4%

3%

2%
14-19

4%

7%

2007

4%

6%

12%

Figure 16: Prevalence of recent (past 12 months) methamphetamine use by age, 1998 to 2007

40+

Age group in years

Early onset of drug use is an important predictor of later problematic use patterns. The onset
of methamphetamine use typically occurs in the mid-to-late teens, and this is reflected in the
lifetime prevalence of 8% among 16-17 year old secondary school students. The 2007 survey
data also confirm a reducing level of recent use of methamphetamines by teenagers (14-19
years). A total of 1.6% reported using the drug in the previous year compared with 4.4% in
2004 and 5.9% in 1998.
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OUTCOME AREA 3:
Increasing the
proportion of people
with an emerging or
established mental
illness who are able to
access the right health
care and other
relevant community
services at the right
time, with a particular
focus on early
intervention

Indicator 5: Percentage of people with a mental illness who
receive mental health care
Widespread concern about access to mental health care and the need
for better coordinated services were key factors that placed mental
health as a priority issue on the COAG agenda.

First insights into the gap between need for mental health services and
services actually delivered were provided by national population
surveys undertaken in 1997 and 1998. The surveys revealed that only
38% of adults and one quarter of children and younger people with a
mental disorder received treatment from a health service. Of those
who received services, the majority (77%) consulted their general
practitioner, although about half also attended another health service.
The implication is that, ten years ago, about two thirds of the one in five adult Australians
who were experiencing a recent mental illness received no treatment for that illness from any
part of the health system.
An updated picture on the extent of unmet need for mental health care in the adult population
is now available from the 2007 National Survey of Mental Health and Wellbeing. Conducted
by the Australian Bureau of Statistics in 2007, results released in October 2008 suggest that
little change has occurred over the past decade in the overall rates of treatment for people
with mental disorders, with approximately two thirds (65%) continuing to receive no
treatment. However, the 2007 survey indicates that service use patterns have changed.
People receiving health care for their mental health condition in 2007 were twice as likely to
see a mental health professional than they were in 1997 (Figure 17).
Figure 17: Types of health services used by adults with a current mental disorder, 1997 and
2007
1997
Mental health
professional
12%

2007
Mental health
professional
22%

Other health
service
12%
General
practitioner
only
10%

General
practitioner
only
14%

No services
62%

Other health
service
3%

No services
65%

‘General practitioner only’ does not include an additional 15% in each year who saw both a GP and another health provider.

When the survey findings are scaled to the total population, they suggest that 2.1 million
adult Australians experienced the symptoms of a mental illness in 2007 but received no
health care for their conditions. Treatment rates varied according to the severity of the
person’s condition and type of disorder. Approximately two thirds (64%) of those with
severe disorders received some level of health care. About 39% of people with moderately
COAG National Action Plan on Mental Health - Progress Report 2007-08
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severe disorders and only 17% of people with milder (but still clinically significant) disorders
were found to receive mental health care. People with an affective disorder (mainly
depression) were more likely to have received services for their mental health condition than
those affected by one of the various anxiety disorders (59% and 38% respectively). These
rates are similar to those observed in 1997.
The lack of change in overall treatment rates for mental illness is contrary to common
expectation. Substantial service growth occurred in the period 1997-2007. The specialist
mental health clinical workforce employed by states and territories increased by about one
third, coupled with new initiatives by the Australian Government to expand the role of the
primary health sector in providing mental health care and to increase access to mental health
services through new Medicare items. Alongside these developments, steps were taken under
the National Mental Health Strategy to increase community awareness about mental illness
and the availability of effective treatments. Higher levels of access could reasonably be
expected to have resulted from these initiatives.
Work is ongoing to better understand the recent ABS findings. Differences in the methods
used in the 1997 and 2007 surveys reduce the validity of comparisons but these cannot fully
explain the results. The similarity between treatment rates in 1997 and 2007 suggests that
achieving significant improvements in the rates of treatment for people experiencing mental
illness will take sustained government effort and investment over the long term.
The 2007 ABS survey provided important new
Table 9: Needs reported by people with a
current mental illness who received no health
data on how individuals with symptoms of
services, 2007
mental illness perceive their own needs. Of
those experiencing mental illness symptoms in
Type of service
No
need
the previous 12 months who were not receiving
Information
94%
mental health care, approximately nine out of
ten reported having no need for any of a range
Medication
97%
of services, including counselling, medication
Talking therapy
89%
and information (Table 9). Further work is
Social intervention
94%
needed to tease out the extent to which this
Skills training
96%
finding is a function of factors such as lack of
recognition by the person that they have an
No perceived need for any of the above
86%
services
illness, lack of awareness that effective
treatments are available, negative experiences
of previous service use, and continuing stigma associated with mental illness.
Large scale population surveys provide snapshots of the level of mental illness in the
community but are not the only way to monitor access to care. To complement the periodic
population surveys, for the purposes of this report, health administrations within each
jurisdiction agreed to pool related data on the number of people receiving services through all
the government-funded clinical mental health care streams. The Private Mental Health
Alliance also agreed to contribute data on people treated in private hospitals.
Results for the first two years of the Action Plan are presented below. They suggest that
approximately 1.3 million people, or 6% of the population, received clinical mental health
care in 2007-08, compared with 980,000 in the previous year. Growth in the proportion of
the population people seen by Medicare-funded mental health services is the main driver of
the change over the two years.
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Figure 18: Access to clinical mental health care by state and territory
2006-07
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Western
Australia

5.0%

New South
Wales

1.7%

Queensland

Northern
Territory

2007-08

1.8%
1.9%
2.2%

Northern
Territory

2.2%
3.1%

4.8%

Australia

1.6%

1.5%

Several caveats need to be considered when interpreting these figures. First, comparisons of
relative coverage between state/territory mental health services and Medicare-funded services
need to take account of differences in the type and intensity of services provided across these
sectors, with states and territories having their main focus on treating people severe mental
disorders. Second, the estimate of the total number of people seen assumes minimal overlap
between state/territory and Medicare-funded services. Third, the growth in Medicare-funded
services is, in part, a function of the fact that the Australian Government Better Access to
Mental Health Care initiatives commenced only mid way (Nov 2006) into the first year of
the Action Plan. Thirdly, comparisons between state and territory services need to be made
cautiously because jurisdictions differ in the way in which they count the number of people
under care.
Table 10: Percentage of population receiving clinical mental health care, 2007-08

New South Wales
Victoria
Queensland
Western Australia
South Australia
Tasmania
ACT
Northern Territory
Australia
No. of people seen

State
Community
Mental
Health
Services

Private
hospitals

1.6%
1.1%

Medicare-funded services

Private
Psychiatrists

General
Practitioners

Clinical
Psychologists

Allied
Health

All MBS
funded
services

0.1%

1.3%

3.7%

0.6%

1.3%

5.0%

0.1%

1.5%

3.9%

0.6%

1.8%

5.4%

1.5%

0.1%

1.2%

3.1%

0.4%

1.4%

4.3%

1.8%

0.1%

1.0%

3.0%

1.0%

0.6%

4.1%

1.7%

n.a

1.6%

3.1%

0.7%

0.9%

4.6%

1.5%

n.a

0.9%

3.1%

0.8%

1.1%

4.1%

1.8%

n.a

1.0%

3.0%

0.6%

1.2%

4.1%

2.2%

n.a

0.4%

1.5%

0.1%

0.4%

1.9%

1.5%

0.1%

1.3%

3.4%

0.6%

1.3%

4.8%

312,947

23,075

269,582

728,274

127,914

277,849

1,006,985
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OUTCOME AREA 3:
Increasing the
proportion of people
with an emerging or
established mental
illness who are able to
access the right health
care and other
relevant community
services at the right
time, with a particular
focus on early
intervention

Indicator 6: Mental health outcomes of people who receive
treatment from state and territory services and the private
hospital system
Establishing a standardised system for the routine monitoring of
consumer outcomes has been the focus of extensive activity in
state/territory-funded mental health services and the private hospital
sector, with support from the Australian Government. The goal has
been to develop standard measures of a consumer’s clinical status and
functioning and apply these at entry and exit from care to enable
change to be measured. For consumers who require longer term care,
the measures are applied at three monthly review points. The outcome
measures provide both clinician and consumer perspectives on the
extent to which services are effective in achieving improvements.

The concept is simple but ambitious. Successful implementation required major overhaul of
clinical information systems as well as extensive training of the clinical workforce in the use
of the new outcome measures. International precedents have not been available to guide
Australia because no other country has established routine consumer outcome measures
comprehensively across their publicly and privately funded mental health services.
First steps to put these arrangements on the ground were taken in 2001, and are continuing
across all jurisdictions. Routine measurement of consumer outcomes is now in place in an
estimated 85% of public mental health services and 98% of private hospitals. Over 12,000
clinicians have received training. Systems have also been established to enable pooling and
analysis of the information at the national level as well as being made available via the
internet to support clinical staff in assessing the progress of individual consumers (see
www.mhnocc.org).
Summary information about the clinical outcomes of consumers under care, extracted from
the national data, is shown in the figure below. The national picture can be summarised as
follows:
Figure 19: Clinical outcomes of people receiving various types of mental health care, 2006-07
STATE AND TERRITORY PUBLIC MENTAL HEALTH SERVICES

People in ongoing
community care

28%

People discharged from
community care
People discharged from
hospital

55%
55%

17%

5% B

39%
72%

A

23%

6% C

PRIVATE HOSPITAL PSYCHIATRIC UNITS

People discharged from
hospital
Significant improvement
No significant change
Significant deterioration

26

79%

Based on difference
between first and
last clinical ratings
made in the year for
people in longer
term, ongoing
community care

17%

Based on
difference in
clinical ratings
at admission
and discharge
from hospital or
community care

4% D

Note: Indicators for all groups based on changes in ratings on the
Health of the Nation Outcome Scale ‘family’ of measures (HoNOS and
HoNOSCA), completed by clinicians at various points over the course
of a consumer’s treatment and care.
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•

For people admitted to state and territory managed psychiatric inpatient units (Group C in
Figure 19), approximately three quarters (72%) have a significant reduction in the
symptoms that precipitated their hospitalisation. Notwithstanding the changes in
symptoms for this group, most remain symptomatic at discharge, pointing to the need for
continuing care in the community. For a small percentage (6%), their clinical condition is
worse at discharge than at admission. About one in four (23%) are discharged with no
significant change in their clinical condition.

•

Similar results are achieved for people admitted to private psychiatric hospital units
(Group D in Figure 19), with 79% experiencing a significant clinical improvement, 4%
deteriorating and 17% having no significant change during their hospitalisation.

•

The picture for people treated in the community by state and territory mental health
services is more complex because it covers a wide range of people with varying
conditions. Some people receive relatively short term care in the community, entering
and exiting care within the year (Group B in Figure 19). For this group, approximately
half (55%) experience significant clinical improvement, 5% deteriorate and about 40%
(39%) experience no significant clinical change.

•

A second group of consumers of state and territory community care are in longer term
ongoing care (Group A in Figure 19). This group, representing a significant proportion of
people treated by state and territory community mental health services, are affected by
illnesses that are persistent or episodic in nature. More than half of this group (55%)
experience no significant change in their clinical condition, compared with approximately
one quarter (28%) who improve and 17% who undergo clinical deterioration. An
important caveat to understand for this group is that, for many, ‘no clinical change’ can
be a positive result because it indicates that the person has maintained their current level
and not undergone a worsening of symptoms.

These results are both complex and challenging to policy makers who prefer to distil health
outcome indicators to a single message. The data suggest that consumers of state and
territory and the private hospital sector mental health care have a range of clinical outcomes
that are not simple to interpret. They also raise questions about what ‘best practice’ outcomes
should be expected by consumers treated in Australia’s mental health system.
The picture derived from Australia’s investment in routine outcome measurement represents
‘work in progress’ that is both imperfect and incomplete. The main outcome measurement
tools being used describe the condition of the consumer from the clinician’s perspective and
do not address the ‘lived experience’ from the consumer’s viewpoint. Although consumerrated measures are included in Australia’s approach to outcome measurement, uptake by
public sector services has been poor to date. Additionally, there are many technical and
conceptual issues that are the source of extensive debate. Foremost among these is the fact
that the outcome measures are imprecise measurement tools. There is also concern that the
approach used to report outcomes separates a consumer’s care into segments (hospital vs
community) rather than tracking the person’s overall outcomes across treatment settings.
Continued government collaboration will be required to support the further development of
the national approach to measuring and reporting on mental health consumer outcomes.
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OUTCOME AREA 3:
Increasing the
proportion of people
with an emerging or
established mental
illness who are able to
access the right health
care and other
relevant community
services at the right
time, with a particular
focus on early
intervention

Indicator 7: Rates of community follow up for people within
the first seven days of discharge from hospital
Discharge from hospital is a critical transition point in the delivery of
mental health care. People leaving hospital after an admission for an
episode of mental illness have heightened vulnerability and, without
adequate follow-up, may relapse or be readmitted. It is also a period
of great stress and uncertainty for families and carers.

Evidence gathered in recent years from a number of consultations
around Australia suggests that the transition from hospital to home is
often not well managed. The inclusion of this indicator as a measure
of progress under the Action Plan targets the performance of the
overall health system in providing continuity of care, recognising the
need for substantial improvement in this area. The standard underlying the measure is that
continuity of care involves prompt community follow-up in the vulnerable period following
discharge from hospital.
Results for the first two years of the Action Plan, and the year immediately preceding are
shown in Figure 20 for state and territory-funded mental health services. They reveal
substantial variation. Across the jurisdictions in 2007-08, one-week post discharge follow-up
rates range from a low of 20% to 76%. For most jurisdictions, the rates appear to be
relatively stable across the two years, with little improvement evident in those jurisdictions
with low rates. Equivalent data for the private and Medicare-funded sectors are not available
for comparison.
Recent work undertaken as part of an Australian Government-funded initiative to support
benchmarking in public mental health services is providing learnings about why
organisations, and jurisdictions, may vary on one week post discharge follow-up rates.
Accuracy of information systems in tracking the movement of people between hospital and
community care, particularly across organisations, is critical. Lower follow-up rates may
also be the result of some consumers being managed outside the state/territory public system
(e.g., GPs, private psychiatrists, or Aboriginal/remote health services in the Northern
Territory). These activities are not captured by existing mental health information systems.
Overall, the variation in post-discharge follow-up rates suggests important differences
between mental health systems in their practices. An observation being made by
organisations engaged in the benchmarking work is that, while there may be legitimate
reasons for non follow up of some consumers in the week after discharge, this group is small.
The final report of the national benchmarking work, currently in preparation, is expected to
make recommendations on specific good practice targets for post discharge community
follow up for adoption by states and territories over the next 12 months.
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Figure 20: Percentage of discharges receiving 7-day community follow up, state and territory
mental health services
GROUP A JURISDICTIONS
100%

100%

New South Wales

75%

75%

50%

Victoria

46%

46%

58%

59%

58%

2005-06

2006-07

2007-08

50%

37%
25%

25%

0%

0%
2005-06
100%

2006-07

2007-08
100%

Queensland

75%

50%

75%

46%

50%

44%

25%

49%

51%

52%

2005-06

2006-07

2007-08

50%

25%

0%

0%
2005-06

100%

75%

Western Australia

2006-07

2007-08

Australian Capital Territory
72%

75%

76%

100%

Northern Territory

75%

50%

50%

25%

25%

30%

24%

20%

0%

0%
2005-06

2006-07

2005-06

2007-08

2006-07

2007-08

GROUP B JURISDICTIONS
100%

100%

South Australia

75%

Tasmania

75%

50%
34%

39%

50%
31%

27%
25%

21%

25%

0%

0%
2005-06

2006-07

2007-08

n.a
2005-06

2006-07

2007-08

Group B jurisdictions differ from those in Group A by having less capacity to track post-discharge follow up
between hospital and community service organisations, due to the lack of unique patient identifiers or data
matching systems. This factor can contribute to an appearance of lower follow-up rates for these jurisdictions.
GROUP AVERAGES

GROUP A
GROUP B

2005-06
50%
27%

2006-07
49%
27%
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2007-08
49%
35%
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Indicator 8: Readmissions to hospital within 28 days of
discharge
Readmission rates can be regarded as a non-specific indicator of the
overall functioning of health systems. High rates may point to
deficiencies in hospital treatment or community follow-up care, or a
combination of the two.

Readmission rates are also affected by other factors, such as the cyclic
and episodic nature of some illnesses or other issues that are beyond
the control of the health system. Notwithstanding the complexity of
the indicator, it is used by many countries to monitor health system
performance. It has special relevance to areas of health care that
involve provision of services to people with longer term illnesses who
need a combination of hospital and community-based treatment. The underlying standard is
that, while multiple hospital admissions may be necessary over the course of a lifetime for
some cases, a high proportion of unplanned readmissions occurring shortly after discharge
largely reflects failures in the care system.
The greatest risk period for re-admission is in the month following discharge. Unplanned
readmissions following a recent discharge may indicate that treatment provided during the
inpatient stay was incomplete or ineffective, or that follow-up community care was
inadequate to maintain the person out of hospital.
Figure 21 shows the results for state and territory-funded mental health services in the first
two years of the Action Plan and the year immediately preceding. As with the post-discharge
follow up indicator (Indicator 7), variation between jurisdictions is evident, with 28-day
readmission rates ranging from 8% to 15% in 2007-08. Comparable data for the private and
Medicare-funded sectors are not available.
Accurate monitoring of 28-day readmission rates depends on unique identifier information
systems that track the movement of people between hospitals. Six of the eight jurisdictions
(“Group A’ jurisdictions in Figure 21) had achieved this capacity by 2007-08, improving the
comparability of the data.
Reasonable targets for readmission rates have not yet been identified, and are likely to differ
within sub-specialities (adult, aged, child and adolescent and forensic mental health services).
The final report of the national benchmarking work referred to earlier (Indicator 7) is
expected to contribute to better understanding of good practice targets and make specific
recommendations for consideration by states and territories.
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Figure 21: Percentage of discharges readmitted within 28 days of leaving hospital, state and
territory mental health services
GROUP A JURISDICTIONS
25%

New South Wales

25%

20%
15%

20%
15%

14%

15%
15%

10%

10%

5%

5%

0%

14%

14%

14%

2006-07

2007-08

0%
2005-06

25%

2006-07

2007-08

2005-06
25%

Queensland
20%

Western Australia

20%

19%

20%

15%
15%

15%

10%

10%

5%

5%

0%

13%

13%
9%

0%
2005-06

25%

2006-07

2007-08

Australian Capital Territory

20%
15%

Victoria

2005-06
25%

2006-07

2007-08

Northern Territory

20%

15%

13%

12%

14%

14%

2005-06

2006-07

15%

10%

10%

5%

5%

13%

0%

0%
2005-06

2006-07

2007-08

2007-08

GROUP B JURISDICTIONS
25%

25%

South Australia

20%

20%

15%

15%

10%

12%
9%

10%

Tasmania
18%

16%

10%

8%

5%

5%

0%

0%
2005-06

2006-07

2005-06

2007-08

2006-07

2007-08

Group B jurisdictions differ from those in Group A by having less capacity to track readmissions that occur
between hospitals, due to the lack of unique patient identifiers or data matching systems. This factor can
contribute to the appearance of lower readmission rates for these jurisdictions than actually occur.
GROUP AVERAGES

GROUP A
GROUP B

2005-06
15%
13%

2006-07
15%
13%
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2007-08
13%
10%
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Indicator 9: Participation rates by people with mental
illness of working age in employment
Mental illness can reduce participation in the workforce in two broad
ways. For those in employment, untreated mental illness can diminish
the person’s engagement and activity in the workplace. Annual losses
to national productivity caused by untreated mental illness in the
Australian workforce have been estimated in the range $5-10 billion.

For those not in the workforce, mental illness can act as barrier to the
person gaining or holding a job. Additionally, the absence of
meaningful vocational roles can compromise recovery from mental illness through the
associated impacts of social exclusion, welfare dependency, unstable housing and long-term
poverty. An increasing body of evidence is accumulating that vocational outcomes for people
affected by mental illness can be improved substantially, leading to better health outcomes
A range of earlier Australian evidence
pointed to the scale of the problem.
Population surveys conducted in 2003
showed that only 44% of people with a
Percent in
mental disorder who are of working age
labour force
participate in the workforce, about half
Working age Australians with
the participation rate for those people of
a mental disorder
comparable age who do not have a
Anxiety disorders
53%
mental disorder. Participation in the
44%
Depression
workforce decreases in proportion to the
25%
severity of the disorder. For people
Psychotic disorders
affected by psychotic illnesses, only 25%
44%
Any mental disorder
were in the labour force. More recent
Working age Australians without
81%
analysis by the Productivity Commission,
a mental disorder
based on alternative data gathered
between 2001 to 2004, suggests that of six major health conditions (cancer, cardiovascular,
major injury, mental disorder, diabetes, arthritis), mental disorders are associated with the
lowest likelihood of being in the labour force.
Table 11: Labour force participation rates for
people of working age with a mental disorder,
2003-04

An implication of these earlier findings is that 1.4 million working age Australians who have
a mental disorder are not in the workforce, and account for about 40% of the working age
population not in employment or looking for work. The estimates highlight the importance of
COAG initiatives to improve workforce participation by people affected by mental disorders.
Of the 730,000 people on Disability Support Pensions (DSP) in June 2008, 28%
(approximately 202,000 people) had a psychiatric or psychological condition recorded as their
primary condition. This group has been growing in number by an annual average of 5% since
2001, at more than twice the rate of overall growth in DSP recipients. Based on the June 2008
data, for every 1,000 adults of working age, 13 are on a disability pension due to mental
illness. Rates vary across the states and territories.
Across all categories of government income support recipients, the 1997 population survey
data indicated that almost one in three had a mental disorder, 66% higher than the prevalence
among Australian adults not receiving income support. More up-to-date estimates of
workforce participation for people with mental disorders will be available later in 2009,
following the release by the ABS of detailed unit record data from the 2007 National Survey
of Mental Health and Wellbeing.
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Indicator 10: Participation rates by young people aged
16-30 with mental illness in education and employment
Mental disorders are more prevalent in early adult years (see
Indicator 1), frequently having their onset in late adolescence or early
adulthood. For those affected, education can be disrupted causing
premature exits from school or tertiary training, or disruptions in the
transition from school to work. When this occurs, the impact can be
long lasting, restricting the person’s capacity to participate in a range of
social and vocational roles over their lifetime.

Relatively little data are currently available that directly address this indicator. However,
research conducted using the Australian Bureau of Statistics’ 2003 Survey of Disability,
Ageing and Carers provides preliminary insights into the extent of the problem. One third of
young people aged 15 to 29 who have a mental disorder are neither in education nor
participating in the labour force. Rates for healthy comparable aged groups were not
available for this report.
Table 12: Education and labour force participation rates for young people with mental
disorders aged 15-29 years, 2003-04

People with mental disorders
Healthy Australians

Still at school /
in education

In
employment

Looking
for work

Not in the
labour force

11.0%

45.4%

9.4%

34.3%

n.a

n.a

n.a

n.a

More current estimates of education and employment participation rates by young people
with mental disorders will be available later in 2009, following the release by the ABS of
detailed unit record data from the 2007 National Survey of Mental Health and Wellbeing.
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Indicator 11: Prevalence of mental illness among people
who are remanded or newly sentenced to adult and juvenile
correctional facilities
High levels of mental illness within the Australian prison population
prisoners have been well documented in a number of research studies
over the past decade. These studies have found that that around 40%
of prisoners have a mental disorder and that 10-20% are affected by
severe disorders.

Last year’s report on progress of the Action Plan reported that no
Australia-wide, systematic collection of information on prisoners’ health was in place to
inform COAG on regular updates on this indicator. This remained the case in 2007-08 but
significant steps were taken to fill the gap through work initiated under the auspice of the
Prisoners Health Information Group, a group established in 2004 by the Australian Health
Ministers’ Advisory Council. The group has been tasked with developing a range of policyrelevant health indicators for prisoners (including mental health) and a national prisoner
health dataset, to enable regular monitoring of the health status of Australia’s prison
population. Stemming from this work, a one week census of new entrants to Australian
prisons is scheduled to take place in July 2009, as a precursor to more regular national data
collection.
Data from this trial national collection are expected to be available for presentation in the
2010 progress report on the Action Plan.

34

COAG National Action Plan on Mental Health - Progress Report 2007-08

OUTCOME AREA 4:
Increasing the ability of
people with a mental
illness to participate in
the community,
employment, education
and training, including
through an increase in
access to stable
accommodation

Indicator 12: Prevalence of mental illness among homeless
populations
Getting accurate estimates of the mentally ill homeless population is
difficult. Evidence cited in last year’s COAG report suggested that up
to 75% of homeless people aged 18 years and over have a mental
disorder and, of these, about a third of these (approximately 29,000
people) are affected by severe disorders. More recently, mental illness
featured prominently in the community submissions and consultations
occurring in the lead up to the release of the Australian Government
White Paper on homelessness in December 2008.

Australia’s primary services for homeless people are delivered through the Supported
Accommodation Assistance Program (SAAP), a cost shared program between the
Commonwealth and state and territory governments. SAAP provides crisis accommodation
and related support services to people who are homeless or at imminent risk of becoming
homeless. Data are routinely collected on SAAP clients through a national minimum dataset,
which provides the main base for monitoring progress for this report.
Last year’s report summarised the then most available SAAP data, covering the 2005-06
year, and reported that 13% of the 106,500 users of SAAP services were deemed to seek
assistance due to mental health issues. These included clients who were referred from a
psychiatric unit; reported psychiatric illness and/or mental health issues as reasons for
seeking assistance; were in a psychiatric institution before or after receiving assistance;
and/or needed, were provided with or were referred on for support in the form of
psychological or psychiatric services. An additional 13% were identified with problematic
drug, alcohol and/or substance use as reasons for seeking assistance. A further 6% of clients
were considered to have both mental health and substance use problems (comorbidity).
The most recently available SAAP data, covering 2006-07, shows a similar picture
(Figure 22). While the overall number of SAAP clients increased to 118,800, the relative
proportions of people presenting with mental health problems, substance use and comorbidity
remained relatively stable.

% of overall SAAP clients

Figure 22: SAAP clients with mental health, substance use and comorbid problems, 2005-06 and
2006-07
13% 13%

13%

13%

2005-06
2006-07
6%

Mental health
problems

Substance use

7%

Comorbidity
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In response to concerns that the data collected routinely by SAAP services may significantly
underestimate the number of people with mental illness who use those services, a special
census was undertaken across jurisdictions in June 2008. This aimed to gather more accurate
data on the proportion of SAAP clients with high and complex needs, and recorded new data
on approximately 10,500 SAAP clients.
The results confirmed that mental illness is more prevalent in the SAAP population than
suggested by the administrative data, with 34% of the survey sample identified as having
mental health issues. Of these, about half (56%) had a known diagnosis of a mental illness
and about a third (31%) were identified as current users of specialised mental health services
(Figure 23). This latter group represents about 10% of the overall SAAP sample.
Figure 23: SAAP high and complex needs census June 2008 – characteristics of the 34% who
were identified as having mental health problems

Mental health
issues
34%

Known diagnosis of mental disorder

56%

Self reported mental illness

28%

Suspected to have a mental illness

29%

Current use of specialised mental
health service

31%

Note: More than one of the above factors could be
recorded for each client

No mental health
issues identified
66%

Census sample – 10,683 SAAP clients

The available data support the conclusion that homelessness remains a significant problem
for many with mental illness, and that the two issues often go hand in hand. Preliminary
findings from the 2007 National Survey of Mental Health and Wellbeing support this
conclusion. The ABS reported that more than half of those who had ever been homeless had
a current mental illness, defined as experiencing symptoms over the past 12 months. This
was almost three times the prevalence of current mental illness in those who reported they
had never been homeless.
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PART B
Jurisdiction reports
on progress of
Individual
Implementation
Plans
This section of the report presents summary highlights, prepared
by each jurisdiction, of the second year of implementation of the
National Action Plan.
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Australian Government
During 2007-08, the Australian Government portfolios of Health and Ageing (DoHA),
Families, Housing, Community Services and Indigenous Affairs (FaHCSIA), Education,
Employment and Workplace Relations (DEEWR), and Veterans’ Affairs (DVA) all made
significant progress in the implementation of the Council of Australian Governments
(COAG) National Action Plan on Mental Health 2006-2011.
Consultations also began on a range of national policy reforms which have the potential to
further mental health reform, including the development of new National Health Care
Agreements, primary health care and preventative health strategies, the new Australian Social
Inclusion Board, and the development of a mental health and disability employment strategy.
ACTION AREA 1: PROMOTION, PREVENTION AND EARLY INTERVENTION
Expanding Suicide Prevention Programmes: The Living Is For Everyone – A Framework
for Prevention of Suicide and Self-Harm in Australia was completed. Following this, a new
work program for the National Suicide Prevention Strategy was developed that refocussed
activity to place a stronger emphasis on support for people at highest risk of suicide and a
collaborative approach to planning the implementation of community-based suicide
prevention activities through partnerships with states and territories.
Alerting the Community to Links Between Illicit Drugs and Mental Illness: This
campaign proposed to increase awareness of co-morbidity of illicit drugs and mental health
problems and encourage at risk individuals to seek early assistance. Market research
undertaken in 2006-07 found there is a considerable level of awareness amongst young
people about potential mental health problems associated with illicit drug use, hence a
specific campaign regarding the issue was not necessary. The mental health effects of illicit
drug use will continue to be covered in a range of illicit drug information and health
education materials.
New Early Intervention Services for Parents, Children and Young People: Investment in
resources for childcare workers was undertaken to support early intervention for children at
high risk of mental illness. This included funding for the development of a new Australian
Child and Adolescent Trauma, Loss and Grief Network and continuation of the Kidsmatter
primary school pilot program.
Community Based Program to help Families Coping with Mental Illness: Phase 1 of this
initiative was implemented in June 2007 with the initiation of two high priority projects.
Seven Family Mental Health Support Services provide services to families affected by mental
illness. Carers Workshops were conducted in 2007-08 that assisted family members and
carers of a person with a mental illness to develop coping and management skills. Phase 2 has
funded non government organisations approximately $40.3 million to deliver 38 projects for
services including counselling, education, skills development, whole of family support,
networking, awareness raising and social inclusion. Projects are now fully operational.
National Perinatal Depression Initiative: In March 2008 the Australian Health Ministers’
Advisory Council agreed to collaborate on the development of a national perinatal depression
initiative to improve prevention and early detection of antenatal and postnatal depression.
ACTION AREA 2: INTEGRATING AND IMPROVING THE CARE SYSTEM
Better Access to Psychiatrists, Psychologists and General Practitioners (GPs) through the
Medicare Benefits Schedule (MBS): The Better Access initiative introduced new Medicare
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items on the Medicare Benefits Schedule (MBS). The 1 November 2006 launch by the
Australian Government saw a substantial increase in access to treatment for those who require
mental health care in the Australian community. As at 30 June 2008, over 1 million people have
benefited from these Medicare rebated services, including over 250,000 people in rural and
remote areas. More than 4.4 million mental health services have been provided to patients
including almost 800,000 GP Mental Health Care Plans; around 840,000 clinical psychology
items; over 1.7 million Focussed Psychological Strategies services (provided by registered
psychologists, occupational therapists and social workers); and almost 133,000 psychiatry
services for new patients.
Information on the Better Access initiative was distributed to support GPs and allied mental
health providers through peak professional organisations and the Australian General Practice
Network. An interdisciplinary training package is being delivered nationally by the Mental
Health Professionals’ Network over two years from 2008-2010. Since the introduction of the
initiative, nearly 13,000 allied mental health providers have been registered with Medicare
Australia to provide Better Access services.
Mental Health Nurse Incentive Program: The initiative provides an incentive payment to
community based general medical practices, private psychiatrist services and other appropriate
organisations who engage mental health nurses to assist in the delivery of clinical care for people
with severe mental disorders. The program formally commenced on 1 July 2007. At the end of
June 2008 there were 386 organisations registered as participants of the program.
Mental Health Services in Rural and Remote Areas: $55.5 million was originally
committed over five years (2006-07 to 2010-11) to provide rural and remote areas of
Australia with more allied and nursing mental health services. Inequities in access to services
subsidised under the Medicare Benefits Schedule (MBS) will be addressed by targeting areas
where access to the MBS is low, and workforce shortages will be tackled by providing
flexible employment models suited to local conditions. To June 2008, 15 organisations had
been funded to deliver almost 11,000 services to over 3,000 clients.
Improved Services for People with Drug and Alcohol Problems and Mental Illness: $20
million per annum to 2011-12 will fund non-government drug and alcohol treatment
organisations to improve services for clients who also have a mental health problem. The
initiative was rolled out with two key components:
1. Capacity Building Grants of up to $500,000 have been provided to 122 treatment services
to undertake a range of service improvement activities to build their capacity to respond to
comorbid clients. Total funding for capacity building grants is $44.8 million over three years.
2. The Cross Sectoral Support and Strategic Partnership (CSSSP) project complements the
capacity building grants program and involves funding alcohol and other drug nongovernment peak bodies (or equivalent state-based support organisations) to assist services to
build partnerships with other health sectors, identify workforce development and training
opportunities, and undertake service improvement activities. These organisations have
initially been provided 12 months funding totalling $1.7 million from January 2008.
Funding for Telephone Counselling, Self-help and Web-based Support Programmes:
This program provides for the enhancement of general psychosocial help-lines, online
self-help resources and self-directed online treatment modules. New services were funded in
2007-08 that utilise the internet to provide support and resources across Australia for people
with mental health problems, their families and carers. These services include online peer
support, counselling, cognitive behavioural programs for depression and anxiety disorders,
and a system that helps people track their wellbeing.
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New Personal Helpers and Mentors Program: 28 demonstration sites have been
operational since May 2007 in 17 metropolitan and 11 rural, regional and remote locations. A
second funding round added a further 48 sites that have been operational since November
2007 in 24 metropolitan and 24 rural, regional and remote locations. As of 31 May 2008
approximately 2,200 participants had been accepted into the program. The third funding
round has been announced with an additional 79 sites across Australia in 47 metropolitan and
32 rural, regional and remote locations.
Veterans' mental health care - improving access for younger veterans: Operation Life – a
new suicide prevention initiative to increase awareness of mental health and provide support
services to the veteran community was launched in September 2007. The At Ease mental
health and wellbeing website was launched in May 2008 and provides evidence-based
information about mental health problems common to the veteran community. An additional
initiative, the Australian Defence Force (ADF) Mental Health Lifecycle Package was
introduced by the Government in 2008. The initiative introduces a range of strategic mental
health initiatives to improve and integrate mental health across an ADF member’s lifecycle –
entry, service, transition and rehabilitation into civilian life. The initiatives are being
undertaken as a partnership between DVA, the Department of Defence and the Australian
Centre for Posttraumatic Mental Health.
Mental Health Support for Drought Affected Communities Initiative: This initiative
provides funding of $10.1 million over two years (2007-08 to 2008-09) to build the capacity
of drought affected communities to respond to the psychological impact of drought. Funding
has been allocated to 43 eligible rural and remote Divisions of General Practice to engage
community support workers to provide community outreach and crisis counselling for
distressed individuals, families and communities. Funding has also been provided for
community awareness activities and national coordination through beyondblue and the
Australian General Practice Network respectively.
ACTION AREA 3: PARTICIPATION IN THE COMMUNITY AND EMPLOYMENT
INCLUDING ACCOMMODATION
Helping People with a Mental Illness enter and remain in Employment: Measures
implemented in 2006-07 continued through 2007-08, including additional Personal Support
Program places, Job in Jeopardy places and the Intermittent Service Fee (Mental Health) for
the Disability Employment Network program. The Vocational Rehabilitation Services
Intermittent Post-placement Support Fee was made available in July 2007.
Nine research projects were completed in 2007-08 to increase the evidence base about
employment and mental health. Significant progress was made on two other research
projects: the three year ‘Evaluation of Best Practice (EBP) employment assistance’ project;
and the ‘Survey of income support recipients granted exemption for the Activity Test’.
Content related to mental health on the JobAccess website was revised and updated
throughout 2007-08.
Support for Day-to-day living in the Community: This initiative provides $45.5 million
over five years to increase the ability of people with a severe and persistent mental illness to
live independently in the community. Sixty grants totalling over $21 million (to June 2009)
have been provided to non government organisations in 49 pre-identified sites across
Australia, to provide 6,968 places in structured social activity programs for individuals.
Helping Young People stay in Education: Since implementation of the Helping Young
People stay in Education initiative on 1 January 2007, 4,278 young people with mental health
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issues have been assisted through Youth Pathways. For the six month period to 30 June 2008,
1,647 young people have been identified as having a possible mental health issue that was a
barrier to their successful participation in education. Participants are referred to appropriate
professional services or local community support services as part of their transition plan to
address mental health as a barrier to their successful participation in education.
More Respite Care Places to help Families and Carers: In 2007-08, 54 centres were
funded a total of $17.4 million to broker respite services for carers of people with a mental
illness/psychiatric disability or intellectual disability. $19.6 million was allocated through
National Respite Development Funding rounds in 2007 and 2008 for 117 new services for
centres to broker to. $51 million has been allocated over 3 years 2007-08 to 2009-10 to these
services. The program brokered a total of 406,700 respite hours from 1 July 2007 to 30 June
2008.
ACTION AREA 4: INCREASING WORKFORCE CAPACITY
Additional Education Places, Scholarships and Clinical Training in Mental Health:
New places in Australian Universities for undergraduate and postgraduate study in mental
health professions commenced in 2007 and were included in relevant providers’
Commonwealth Grant Scheme Funding Agreements. The places are ongoing.
Mental Health in Tertiary Curricula: Funding agreements were signed with eight health
profession accreditation bodies to review undergraduate course accreditation requirements for
social workers, nurses, occupational therapists, osteopaths, dieticians, pharmacists, dentists
and chiropractors. Teaching and resource material to assist the universities to implement
curriculum changes for dieticians and chiropractors is also being developed. 13 university
schools of nursing and midwifery are being funded in 2008-09 to review their undergraduate
pre-registration nursing curricula for mental health content. Eight university schools of
nursing and midwifery are being funded in 2009-2010 to develop a mental health major in
their undergraduate pre-registration degrees.
Improving the Capacity of Workers in Indigenous Communities: This measure includes
training in Mental Health First Aid for front line workers, resources for people in Indigenous
communities who interact with people with a mental illness, as well as ten additional mental
health workers positions. Development of a mental health tool kit and a culturally appropriate
mental health assessment tool are currently being scoped. An Indigenous mental health
textbook is being developed. Five additional Puggy Hunter Memorial Scholarships were
awarded in 2008 to support study in a mental health discipline within the fields of medicine,
nursing, allied health and Aboriginal Health Worker studies.
ACTION AREA 5: COORDINATING CARE
Coordinating Care: National principles and implementation guidelines have been developed
to guide planning and inform consistent evaluation approaches for the care coordination
models through the state-based COAG Mental Health Groups in each jurisdiction.
Governments Working Together: The state-based COAG Mental Health Groups acted as
forums for seeking advice on the development of specific programs e.g. Mental Health
Services in Rural and Remote Areas, Support for Day–to-day living in the Community and
the New Personal Helpers and Mentors initiatives. The COAG Mental Health Implementation
Interdepartmental Committee (IDC) continues to meet quarterly to discuss issues in relation
to implementation, monitoring and evaluation of the Australian Government initiatives under
the COAG National Action Plan.
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New South Wales
ACTION AREA 1: PROMOTION, PREVENTION AND EARLY INTERVENTION
The Youth Mental Health Service Model provides mental health services to young people
14-24 years of age in youth-friendly settings, co-located with primary health, drug and
alcohol and other services. Following a successful pilot on the Central Coast, these services
are being implemented statewide from 2008/09.
Collaboration continued with the Brain and Mind Research Institute with construction
underway to establish a purpose built Youth Mental Health Clinical Research Facility in
Sydney to provide clinical services and research during the early phases of mental illness as
well as other neurological disorders including multiple sclerosis
The new SAFE START program provides early identification services through screening
women at maternity and child and family health settings for depression and other mental
health problems before and after the birth of their child. Support for the entire family is
provided with a strong focus on mental health of both parents and families.
The School-Link Initiative continued to provide skills and training for school and TAFE
counsellors and mental health child and adolescent workers to identify and help students with
mental health issues including depression, suicide, self-harm and co-existing substance abuse.
Phase 5 of the training program, relating to helping students with anxiety related disorders,
was piloted and implemented. Over 2,000 school counsellors and mental health child and
adolescent workers received each phase of "School-Link" training.
Under the NSW Service Plan for Specialist Mental Health Services for Older People,
specialist community teams of psychiatrists, specialist psycho-geriatric nurses and allied
health professionals have been enhanced to promote prevention and early intervention and
improve access to mental health assessment and treatment for older people and with mental
illness across NSW. Over 80 additional clinicians have been appointed to these teams.
The NSW Drought Mental Health Assistance package was extended for a further 18
months with additional workers appointed, packages delivered to 60 towns throughout NSW
and 82 events attended by about 3,000 people. Mental Health workshops for front line
workers were attended by over 800 people. Resource kits have been disseminated to
communities and a Rural Mental Health Support Line provides 24/7 help and referrals.
Dedicated Eating Disorder Services were enhanced to support inpatient treatment and
expand community based care including over 30 specialist eating disorder beds statewide,
and for children under 16 years, services include six to eight non-specialist and eight
specialist beds. A community Early Intervention Program is being piloted for those with
emerging issues at Wyong.
ACTION AREA 2: INTEGRATING AND IMPROVING THE CARE SYSTEM
Ongoing implementation of the mental health capital works program continued to increase
mental health beds, refurbish existing and build new facilities. In 2007/08, more than 40
new mental health beds were open with there being 2,367 mental health inpatient acute and
non acute hospital beds statewide as at 20 June 2008.
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Emergency mental health responses have been enhanced statewide. Psychiatric and
Emergency Care Centres (PECCs) are providing specialist mental health assessment and
referrals at eight major metropolitan hospitals with PECC services provided at a further two
hospitals. In rural and regional NSW, other approaches are being put into practice to suit
local conditions including extended telephone assistance, tele-psychiatry services in more
remote areas and over 60 new Community Mental Health Emergency Care specialists.
A range of models to ensure better integration of mental health and drug and alcohol
services to treat people with co-morbid illnesses in the community are being implemented
across the State. This includes Stimulant Treatment Trials at St Vincent's and Royal
Newcastle Hospitals which treated over 300 people and enhancement of Cannabis Treatment
Clinics to respond to the mental health needs of their clients. Consultation Liaison services
and specialist nurses have been established in regional hospitals with psychiatric emergency
departments to enable them to better respond to co-morbid patients.
Services are being remodelled to focus on support across the life span. In 2007-2008,
enhancements were made to child and adolescent mental health services with an additional
19.6 specialist staff. The Transitional Behavioural Assessment and Intervention Service
Inpatient Units (T-BASIS) unit model of care is now substantially complete, to provide shortmedium stay facilities for older people with severe and persistent behaviours associated with
dementia and mental illness.
Work continued on the development of a Statewide Mental Health Telephone Access Line
to provide 24/7 mental health telephone triage assessment and referral service staffed by
mental health clinicians. When finalised, this will interface with the National Call Centre.
Integration and improvements to Mental Health services in the criminal justice system
resulted in both adults and young people being effectively screened and diverted from
custody to both custodial and community-based treatment as well as supported upon release
from custody. The Community and Court Liaison services screened over 13,500 adults and
diverted about 1,500 to treatment with 60% of the over 440 young people referred to the
Adolescent Court and Community Team diverted to treatment. The Adult Community
Forensic Service completed over 200 assessments and 200 civilian consultations to help
ensure inmates are supported on release.
Once completed, the new Forensic Hospital at Malabar will provide a 135-bed forensic
facility for adults and young people. The new Long Bay Prison Hospital is an 85-bed facility
located within the correctional centre catering for aged inmates and those with physical
and/or mental illness. The Mental Health Unit of the hospital comprises 40 beds and will act
as a step-up and step-down Unit for people that require comprehensive assessment and who
may require treatment at the Forensic Hospital. The long-stay Mental Health Rehabilitation
Hostel provides 27 mental health beds and has been re-located to lower security community
facilities.
ACTION AREA 3: PARTICIPATION IN THE COMMUNITY AND EMPLOYMENT,
INCLUDING ACCOMMODATION
More than 1000 funded Housing and Accommodation Support Initiative (HASI) places
with a range of supports were established state-wide with over 100 operational places in each
Area Health Service. The HASI program assists people with mental illness to participate in
the community and maintain successful tenancies through a unique partnership where
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accommodation, support and rehabilitation services are provided by NGOs, clinical care and
long term rehabilitation by specialist mental health services and long term secure and
affordable housing and tenancy management by housing providers.
The Vocational Education Training and Employment program provides a coordinated
pathway and targeted plan to address education and employment needs for people with
mental illness including both first presenters and those with chronic issues. This is being
implemented statewide through an enhanced network of clinical rehabilitation and vocational
education training and employment workers who provide individual assessments and linkages
to Vocational Rehabilitation providers, employment services and educational providers.
The new Recovery and Resource Services Program funds six specialist NGOs to increase
capacity to provide support and access to quality mainstream community social, leisure
and recreation opportunities and vocational and educational services for people with a mental
illness at 19 locations across NSW.
Support for families and carers continued to be provided through the Family and Carer
Mental Health Program. Partnerships have been established with key NGOs to provide
support services for families and carers including education and training, information,
involvement of families and carers in assessment, care and discharge planning and better
access and referrals for families and carers to other community services.
ACTION AREA 4: INCREASING WORKFORCE CAPACITY
Nurses. 600 undergraduate and postgraduate scholarships have been provided for enrolled
and registered nurses to undertake mental health studies, with 563 scholarships awarded from
2006 to 2008. In 2007, 10 Mental Health Nursing Innovation Scholarships were awarded to
promote contemporary evidence-based mental health nursing practice. As at May 2008, 137
nurses had taken up mental health positions as a result of the Nurse Connect Program.
Psychiatrists/GPs. In 2007, 27 General Practitioners enrolled in the Mental Health
Postgraduate programs provided through the Institute of Psychiatry.
Aboriginal Mental Health Workforce Program. By the end of 2007, 16 Aboriginal mental
health trainees completed their first year of the training program. An additional eight trainees
commenced in 2008.
VARIATIONS AND ADDITIONAL FUNDING COMMITMENTS
An additional $23 million was included in the 2007-08 NSW State budget specifically for
new and enhanced child and adolescent outpatient services statewide, including community
care and better linkages between inpatient and community care and establishment of an
additional 19.6 FTE specialist child and adolescent workers, and for inpatient treatment for
eating disorders and expanded community based care for eating disorders (detailed above).
ACTION AREA 5: COORDINATING CARE
Under the NSW Care Coordination initiative, a person with severe mental illness is provided
with two care coordinators – a clinical provider and a community coordinator – to provide
support from different configurations of services working flexibly to meet their needs. This is
being implemented in eight “demonstration sites” in Inner City Sydney, Parramatta,
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Campbelltown, Ryde, Central Coast, Wollongong, Newcastle, and Orange. As at June 2008,
there were over 100 participants.
As at 30 June 2008, all sites are progressing. Area Advisory Committees have been
established in each area and are focussed on strengthening local level service agreements,
communication protocols and referral flowcharts, as well as building the concept of
collaborative care area services. Further work is also underway to make clearer referrals for
PHAMs participants, and to address concerns expressed by NGOs about managing more than
one contract for the purposes of care coordination. Relations have been established between
PHAMs providers, Mental Health Services and other key agencies with regular service level
meetings being held in all eight areas.
All members of the NSW COAG Mental Health Group have encouraged relevant agencies to
participate in care coordination. The guidelines for the PHAMS Program provides an outline
of care coordination and clear guidance that participation in care coordination is an activity to
be undertaken by all funded providers. FaHCSIA wrote to all PHaMs round 1 service
providers in July 2007 to reinforce this message and followed up with a two day face to face
workshop in September 2007 at which care coordination was a key theme. FACSHIA has
also convened or participated in ad hoc meetings to address specific care coordination issues.
The NSW COAG Mental Health Group is developing a framework for the evaluation of the
Care Coordination in NSW as well as assisting in identifying when new programs should be
incorporated into care coordination. The NSW Group is also identifying opportunities for
greater collaboration and linking Commonwealth and NSW mental health services for the
Aboriginal population in NSW.
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Victoria
At the commencement of the National Action Plan in July 2006, the Victorian Government
committed funding of at least $472.4 million over five years. Since then, it has committed an
additional $69.9 million in 2007 08, and an additional $102.6 million in the 2008 09 State
budget. This takes Victoria’s commitments under the National Action Plan to $644.9 million,
as set out below.
ACTION AREA 1: PROMOTION, PREVENTION AND EARLY INTERVENTION
Expanding early psychosis programs ($26.9 million)
The statewide rollout of Youth Early Psychosis (YEP) services for young people (16-25
years) was a strategic priority for the Victorian Government. This objective has now been
attained with YEP services being delivered from more than 25 sites across the State and
assisting around 2,000 young people each year. Young people throughout the State now have
access to this innovative youth-specific early intervention program within their region.
Expanding primary prevention and promotion programs ($40.6 million)
VicHealth continues to provide a focus on mental health primary prevention and promotion
through its mental health strategy and research program. Activities in 2007-08 have
included:
•
•
•

Refinement of indicator sets to support research and evaluation studies and allow
comparison of the efficacy of interventions designed to promote mental health and
prevent illness.
Consolidation of the Community Indicators Victoria project designed to collect and
disseminate data to inform local government planning to promote mental health and
reduce health inequalities.
Development of a short course designed to support cross sector activity to prevent
violence against women and reduce the mental health impacts of this violence.

Support for children of parents with a mental illness (was $2.4 million, now $4.9
million)
New funding has been provided to refocus the Families where a Parent has a Mental Illness
(FaPMI) Strategy to target vulnerable children, young people and families where a parent has
a mental illness and/or a substance misuse problem who are engaged with Child FIRST
(Child and Family Information, Referral and Support Teams) agencies.
Perinatal screening and support for mothers ($4.92 million)
State funding has been allocated to support a national, Commonwealth-funded program for
perinatal screening to facilitate the early identification of post-natal depression and other
mental health problems.
ACTION AREA 2: INTEGRATING AND IMPROVING THE CARE SYSTEM
Expanding child and adolescent, adult and aged specialist community services (was
$47.3 million, now $57.3 million)
The new budget allocation will be combined with existing recurrent funding to undertake
reforms that will deliver a better system of mental health care for children and young people
in two demonstration sites – one metropolitan and one rural. These projects will address
barriers to service access and continuity of care across age groups, including discontinuities
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between child and adolescent and adult mental health service provision, and between
specialist mental health and other service sectors.
Expanding services to drought-affected areas ($0.59 million)
The Department of Human Services provided additional one-off funding of $0.6 million in
2007-08 to supplement eight rural Primary Mental Health teams by a position each (between
0.8 EFT and 1 EFT per team). The one-off funding was extended for drought counselling
which has been expanded to 30 positions until September 2008.
Other drought support programs include the drought support line, care coordination and
mental health first aid training. The Victorian Government has re-oriented its drought focus
to one of rural adjustment with a package of measures under the ‘Future of Farming’ strategy
from mid 2008. As part of this strategy, DHS will facilitate the establishment and then
manage the National Centre for Farmer Health.
Expansion of Mental Health Teams in hospital emergency departments ($23.9 million)
The Department of Human Services funded five hospitals in 2005 and nine in 2006 to
provide an enhanced mental health response in emergency departments (EDs). Funding to 15
health services (covering 17 EDs) was rolled out in 2007-08. Use of the funding has been
informed by a mapping project, which was completed in December 2007, and has been used
to optimally support Departmental guidelines for the model of mental health care in EDs (see
‘Hospital demand management’ below).
Additional step-up/step-down PARC sub-acute places (was $30.8 million, now $51.1
million)
The 2008-09 State Budget provides funding to build three additional 10 bed Prevention and
Recovery Care (PARC) services to provide improved access to step up/step down bed-based
care as an alternative to hospital inpatient care. This builds on funding provided in the
2007- 08 State Budget for a 20-bed PARC facility at Deer Park and provides recurrent
funding for two 10-bed PARC facilities in Broadmeadows and Preston.
Increasing the acute mental health bed capacity (was $42.4 million, now $48.6 million)
Construction has commenced on five new acute beds at Maroondah Hospital. Five additional
beds opened in 2008 and a further 15 are expected to open in 2009. Funding for capital has
commenced for further 25-bed expansion at Northern Hospital, and for planning at
Dandenong Hospital (120 beds) and the Heidelberg Repatriation site (122 beds), the
Dandenong project including secure extended care and aged as well as adult acute beds.
Improving access to mental health aged care residential beds ($1.7 million)
Fifteen newly constructed aged persons mental health residential beds at the Grace McKellar
Centre became operational in late 2007.
24/7 mental health information and referral service ($7.7 million)
Funding commencing in 2008 09 will provide the community with information and 24/7
telephone access to standardised screening-level assessment and referral to appropriate
services, including specialist mental health services where required. Clear information on
mental health and pathways to care will support consumers, carers and families in the
community.
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Improving triage practice (was $2.8 million, now $6.9 million)
The new funding is for an initiative that will further develop specialist mental health triage
services in metropolitan and regional areas. This initiative builds on the success of previous
work undertaken in a pilot site and strengthens the 24/7 specialist mental health triage
response provided at the local level, including referrals from existing consumers, carers and
local service providers. It will support the Crisis Assessment and Treatment (CAT) teams to
provide intensive treatment in the community.
Expanding eating disorders services ($1.9 million)
From 2008-09, additional funding is being provided to continue the boost previously given to
address paediatric eating disorder services at three metropolitan services.
Building better mental health facilities (was $47.6 million, now $82.3 million)
The establishment of new facilities is progressing. Master planning and design work is
progressing at Heidelberg, construction is now completed at Ambermere, with occupancy
expected in August 2008, and the Bouverie Centre relocated to its newly-built facility in
November 2007. As part of Maroondah Hospital redevelopments, a new purpose-built
adolescent acute inpatient unit opened at Box Hill Hospital in 2007, replacing the former unit
at Maroondah and providing better linkages to medical services for young people. The first
stage of the replacement and expansion of adult acute inpatient units at Maroondah has also
been constructed and occupied in May 2008. Planning for developments at Dandenong
hospital includes replacement of existing inpatient units with new purpose-built facilities.
Funding has also been provided to reconfigure the mental health adult acute unit at Ballarat
Hospital to improve access and client amenity, and to refurbish the Queen Victoria building
to accommodate community mental health facilities.
ACTION AREA 3: PARTICIPATION IN THE COMMUNITY AND EMPLOYMENT,
INCLUDING ACCOMMODATION
Growing Psychiatric Disability Rehabilitation Support Services (was $48.0 million, now
$51.7 million)
The Department provided additional funding in 2007-08 to improve access in areas of high
need and to provide accommodation support for vulnerable individuals, and to enhance the
capacity of the Carers Network to provide systemic advocacy on issues affecting carers of
people with a mental illness.
Further new funding was provided to enable the opening of a 10-bed accommodation and
support facility for women with a mental illness who are homeless or at risk of homelessness.
Additional funding was also provided to enable the organisation to support the women to
move into community housing options as they progress in their recovery.
New funding in 2008-09 will expand the capacity of this sector to support people who require
intensive and sustained psychosocial and clinical outreach support to live in various types of
independent housing. It will enable different levels of support to be provided based on
assessed need and be targeted at developing appropriate support models for adults and young
people with severe mental illness exiting correctional facilities, mental health treatment
facilities and homelessness services.
Homelessness and mental health initiatives (was $8.0 million, now $10.2 million)
From July 2004, the Department of Human Services provided funding to create stable and
affordable housing pathways for people with a mental illness post discharge from adult acute
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in-patient and extended care facilities. The model was evaluated and following positive
outcomes expanded by the Housing and Community Building Division. Pathway services are
now established in all eight Department of Human Services regions, providing up to 320
episodes of support to people with a mental illness exiting mental health acute in-patient and
extended care facilities.
A new Supportive Housing model was announced in the 2008 09 State Budget to assist
people with mental illness to achieve stability in accommodation and other aspects of their
lives. The initial purpose built site in Elizabeth Street, Melbourne, will house at least 130
people, a proportion of whom will have mental illness. Individualised mental health support
will be provided to assist residents to maintain tenancy and address support needs.
CARE COORDINATION
Victoria has developed a care-coordination model that will complement its unique and highly
developed service system with an established case management approach to treatment and
care.
The Victorian care-coordination initiative focuses on a subset of consumers who have severe
mental illness, complex coexisting problems and high levels of dysfunction who require
multi-service responses. Three pilot sites have been identified and provided with non
recurrent funding of $0.2 million to develop integrated care plans and provide support. The
pilot sites will be used to identify and address barriers to integrated care delivery, then the
information used to develop a care coordination framework to be rolled out across the state.
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Queensland
The NAP in Context
On 14 July 2006, the Queensland Government announced its initial contribution of $366.2m
to the COAG National Action Plan on Mental Health 2006-2011 (NAP). This investment has
been increased by an additional $528.8m over four years as part of the 2007-2008 State
Budget that further expands the programs outlined in the NAP (Table A). It has resulted in an
unprecedented investment in mental health of $895m over five years by the Queensland
Government. In 2008-2009, a further $88.6 million has been allocated over four years to
continue implementation of this Plan (including $6m to Disability Services Queensland to
provide non-clinical support under the Housing and Support Program (HASP)), bringing the
total Government commitment since July 2006 to $983.6 million.
Table A: Queensland Government investment under the COAG NAP 2006-11
2006-111

Priorities for Reform
Priority 1: Promotion, prevention and early
intervention
Priority 2: Integrating and improving the care
system
Priority 3: Participation in the community

2008-20113

2006-2011

$6.9m

$9.35m

$0.0m

$16.25m

$289.0m

$345.78m

$82.6m

$717.38m

$64.3m

$98.09m

$6.0m

$168.39m

$4.77m

$0.0m

$4.77m

$6.1m

$70.82m

$0.0m

$76.92m

$366.2m

$528.8m

$88.6m

$983.6m

Priority 4: Coordinating care
Priority 5: Workforce, information, quality and
safety
TOTAL

2007-20112

Highlights of the Queensland Government Achievements 2007-08
In 2007-08, Queensland continued to implement the NAP with major achievements in the
following areas:
− supported social housing;
− employment;
− independent living and social support services;
− homelessness;
− child safety therapeutic and behaviour support services;
− primary mental health care; and
− continued enhancement of community mental health services including mental health
intervention.
In addition, Queensland has made significant progress toward the statewide implementation
of care coordination for people with severe mental illness and complex care needs.
•

Housing and Support Program

The Queensland HASP provides social housing options for people with mental illness and
psychiatric disability in collaboration with Queensland Health, Department of Housing and
Disability Services Queensland. In the 2007-08 State Budget, the Queensland Government
expanded this program by committing a further $40m capital and $22.45m operating
expenditure for support services over four years to assist an additional 160 people with
1
2
3

The initial funding was allocated in 2006/07 over 5 years
The second funding commitment was announced in 2007/08 over 4 years
The third funding commitment was announced in 2008/09 over 4 years
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mental illness into supported social housing. A further $6m for HASP was allocated to
Disability Services Queensland in the 2008-09 State Budget. A total of 240 supported social
housing places will have been provided to people with a mental illness through the HASP
over five years.
•

Non-Government Sector

The non-government sector in Queensland has been expanded with 18 organisations
receiving funding to provide independent living and social support services to people with
mental illness residing in the community. The initial allocation of $5m each year for five
years has been further enhanced in the 2007-08 State Budget, with an additional $35.64m
over four years. These enhanced funds will purchase a range of accommodation and personal
support services including: residential recovery programs; consumer operated crisis/respite
services; personal support packages for people residing in hostels; boarding houses and their
own homes; and support services for people with a mental illness transitioning from
correctional facilities to accommodation in the community.
•

Responding to Homelessness

Homeless Health Outreach Teams (HHOT) have been established in four locations across
Queensland—Gold Coast, Brisbane, Townsville and Cairns. A fifth team is being established
in Mt Isa and is expected to be operational by July 2009. The Transitional Housing Teams in
Brisbane and Townsville continue to provide innovative and goal focused services to
consumers with successful transition into long term housing solutions. Outcomes relating to
education and employment have been also been achieved.
•

Employment and Training Opportunities

Queensland allocated $5m over five years through the Department of Employment and
Industrial Relations (DEIR) to provide approximately 100 places each year for people with
mental illness in the Work ‘n’ Place Project (previously Community Jobs Program). In
2007-08, this program enabled 100 people with mental illness to gain 24 weeks of open
employment, paid at the award wage. It could be further complemented if the employment
outcomes were recognised and generated payments for the DEN provider. Queensland
continues to work collaboratively with key stakeholders in the Commonwealth to lobby for
policy realignment.
Furthermore, Queensland Health has allocated one-off funding of $450,000 in total to six
District Mental Health Services to engage employment specialists within community mental
health teams to assist them in accessing appropriate employment options. Queensland Health
has signed a Memorandum of Understanding with the Queensland Centre for Mental Health
Research to undertake a collaborative study to evaluate the integration of evidence-based
supported employment services into community mental health teams. Queensland Health has
committed $360,000 over two financial years to fund the research.
•

Child Safety

Queensland recently reviewed the EVOLVE Therapeutic Services program and found
positive outcomes for children and young people in the areas of placement stability, improved
educational participation, de-escalation of challenging behaviours and reduced placement
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costs. A new initiative is under way to improve the capacity of EVOLVE teams to better
manage children and young people who display sexually abusive behaviours.
•

Community Mental Health Services Enhancements

Queensland has increased community public mental health services with funding for the
allocation of more than 130 new positions in 2008-09. The new positions are allocated to a
range of community and tertiary statewide services. Enhancements in 2008-09 will increase
capacity to deliver services across the spectrum of care. Work is being progressed to identify
best practice frameworks and improve consistent service delivery across community mental
health services. Specific service models for rural and remote, older persons and indigenous
mental health services are being developed.
•

Primary Mental Health Care

Queensland Health allocated $1.42 million to the implementation of the Partners in Mind
(PIM) Framework. General Practice Queensland and Queensland Health have led the PIM
Framework’s implementation in seven demonstration sites across Queensland since July
2007. The Framework identifies a range of strategies at both the local and state-wide levels to
support a more integrated and effective mental health care system. Furthermore, the PIM
Framework aligns with and supports several Commonwealth Government initiatives
including the MBS Better Access item numbers and Mental Health Nurse Incentive Program
(MHNIP), along with Queensland Health initiatives including the Connecting Healthcare in
Communities (CHIC) initiative. An extensive evaluation of the implementation of the PIM
Framework is underway and will be available in late 2009.
In 2007-08, Queensland Health committed $3.24m over four years to employ additional
primary care coordinators to improve coordination of services between primary health care
and public mental health service providers. Seven positions have been established across
Queensland and the remaining three positions will be allocated during 2009.
In November 2008, Queensland finalised the document Working Better Together in Shared
Care (previously titled Enhancing Consumer Choice), an options paper that aims to better
integrate public mental health services with primary care and private specialist mental health
providers, with a focus on the MBS Better Access items and Mental Health Nurse Incentive
Program. This document addresses the discontinuities and fragmentation between public and
private mental health service providers and provides recommendations supporting better
alignment.
•

Mental Health Intervention

The Mental Health Intervention Project is an Australia first, cross-government partnership
aimed at the prevention and safe resolution of mental health crisis situations. Now in its third
successful year, the project relies on the Queensland Police Service (QPS), Queensland
Ambulance Service (QAS) and Queensland Health to work together at a district level and
build upon existing collaborative processes to prevent and safely resolve critical mental
health incidents and crises. This project has enhanced existing services’ capacity to respond
more effectively in day-to-day and mental health crisis situations. QPS and QAS have
developed extensive mental health training packages which are accessible for all staff. More
than 3,500 front line police officers have received training in de-escalation skills. The success
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of this project represents a significant development in collaborative service delivery and will
ultimately assist in improving the health of all Queenslanders.
Governments Working Together
In 2007-08, Queensland continued to provide advice and support to assist the local
implementation of the various Commonwealth Government measures. Specifically,
Queensland has provided advice to FaHCSIA on priority locations for the Personal Helpers
and Mentors program and on the Helping Children with Autism package, as well as
information on the National Mental Health and Disability Employment Strategy. Similarly,
advice has been provided to DoHA to ensure appropriate linkage between the
Commonwealth and State suicide initiatives, and to closely align the Expanding Suicide
Prevention Programs with existing Queensland Government initiatives.
•

Care Coordination

In 2007-08, Queensland committed $4.77m to the implementation of care coordination.
Queensland Health established 20 district based Service Integration Coordinators who will
engage local service providers, government, non-government and private sectors service
providers to participate in the Care Coordination Model. Coordinators are promoting
integration with primary health care providers and engaging housing, employment, disability
support and other agencies to provide a ‘seamless’ system of care for people with a severe
mental illness and complex care needs. A Memorandum of Understanding (MoU) committing
relevant Queensland Government agencies to participate in care coordination has been
endorsed by the Mental Health Inter-Departmental Committee. The MoU has been
progressed to formal signing by Director-Generals (or equivalent) of participating agencies.
A suite of documents including the draft MoU, draft Local Partnership Agreements, draft
Operational Protocols and Guidelines, Role Description and Information Papers have been
disseminated to all sites. In 2008-09, a cross-sector training and professional development
strategy will be implemented. Each site will establish a local governance structure to oversee
and support the implementation of the model.
•

Queensland COAG Mental Health Group

The Queensland decision to include a broader range of stakeholders on the Queensland
COAG Mental Health Group (QCMHG), in addition to the relevant Queensland and
Commonwealth government agencies, has proved to be positive throughout 2007-08. The
composition of the group has lead to an increased level of accountability and transparency,
and the ability to raise and address issues of concern to various stakeholders.
The well established governance structure and the support of the COAG Mental Health Team
have ensured that Queensland continues to drive implementation of initiatives in an
integrated way. This approach has been complemented with a comprehensive communication
and marketing strategy which includes regional visits, organisation of consultation forums,
the establishment of one-off and ongoing sub-groups. The quarterly QCMHG Communiqué,
which is distributed to more than 1000 key stakeholders throughout the state, has successfully
promoted local engagement and dissemination of information. In 2007-08, Queensland
launched the QCMHG website, which is hosted through the Queensland Mental Health
Branch homepage and provides up-to-date information on Queensland COAG mental health
initiatives. The COAG Mental Health Team has been extended to end June 2009 to continue
support for the implementation of the NAP.
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Western Australia
Reform in mental health care in Western Australia (WA) has progressed significantly since
the commitment by the State Government of the day to the WA Mental Health Strategy
2004-2007. The next phase of reform in WA closely aligns with the recommendations of the
National Action Plan for Mental Health 2006-2011 (National Action Plan), and continues to
target key areas, while creating a more sustainable mental health system.
HIGHLIGHTS
In February 2008, the Premier of Western Australia and the Minister for Health announced
additional investment in mental health services across Western Australia up until 2010-2011.
The investment brings the total extra money allocated by the previous State Government for
mental health to $507 million4 since 2004.
State Government elections held on September 2008 brought a change of government with
the new Liberal Government making a very clear commitment to mental health in Western
Australia. One of the commitments was the provision of $13 million over the period of the
National Action Plan for the WA Suicide Prevention Strategy. The following sections outline
the 2007-2008 highlights, summary of initiatives and ongoing progress, variations to funding,
and key barriers related to Western Australia’s individual implementation plan.
Action Area 2: Integrating and Improving the Care System. Strategies in this action area
focus on further expanding the range and quality of inpatient and community services.
•

The Mother and Baby Unit adjacent to King Edward Memorial Hospital became
operational in August 2007. This 8 bed specialised service is a home like facility and
replaced the three bed ward at Graylands Hospital.

•

The Bentley Rehabilitation Unit (John Milne Centre) was opened in April 2008 and
currently has 8 beds that are operational.

Action Area 3: Participation in the Community and Employment, including
Accommodation
•

Three Supported Community Residential Units were opened in regional locations
to provide accommodation for people with low to medium level support needs. These
include the 11 bed Albany facility which became fully operational in November 2007;
the 14 bed Geraldton facility which became fully operational in November 2007 and
the 10 bed Busselton facility which became fully operational in December 2007. In
addition, construction of the 15 bed Bunbury facility was completed in May 2008 and
the opening is scheduled for September 2008.

•

The 8 bed Community Options supported accommodation facility for people with
high level support needs was opened in the metropolitan area in June 2008.

Action Area 4: Increasing Workforce Capacity. Strategies in this action area recognise that
essential components of providing quality health care include a positive and vibrant
4

This includes funds administered by the Department of Housing through their Mental Health Housing
Strategy.
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workforce culture, workforce safety and the capacity to develop a sustainable workforce into
the future.
• The Clinical Risk Assessment and Management Policy and Standards was
completed and printed in March 2008. Training modules are being developed and
training will be delivered to staff in mental health services during 2008-2009.
SUMMARY OF INITIATIVES AND ONGOING PROGRESS

Action Area 1: Promotion, Prevention and Early Intervention. Strategies in this action
area aim to reduce the incidence and impact of mental illness through the expansion of
community-based services for at-risk populations. Ongoing initiatives include:
•
•
•
•

Two Multi-systemic Therapy (MST) Teams in the metropolitan area for people
aged 12-16 years at risk of developing serious mental illness.
Community-based Post-natal Depression (PND) Services delivered statewide
through non-government community organizations.
Assertive Case Management Systems to provide intensive treatment for people with
severe and persistent mental illness in the metropolitan area.
Intensive Community Youth Services (Youth Reach South) to provide clinical
community based services, counselling, and access to accommodation, education and
employment services for homeless youth in the south metropolitan area.

Action Area 2: Integrating and Improving the Care System. Ongoing initiatives include:
•
•
•
•

Emergency Department Mental Health Liaison Nurses and On-duty Registrars to
provide 24 hour, 7 day triage and clinical intervention at metropolitan hospitals.
18 new Mental Health Emergency Department Observation Beds and a Specialist
Discharge Unit at hospitals in the metropolitan area.
Additional Psychiatrists and Medical Officers recruited for rural locations.
Specialist Inpatient Beds in the metropolitan area at Graylands, Armadale, Bentley
and Joondalup Health Hospitals.

Action Area 3: Participating in the Community and Employment, including
Accommodation. Ongoing initiatives include:
•
•
•
•
•

Day Treatment Programs, a Transition Program for adolescents, and an Art
Therapy Program in the metropolitan area.
Supported Community Residential Units in rural and metropolitan locations to
provide accommodation for people with low to medium level support needs.
Community Options supported accommodation facilities in the metropolitan area for
people with high level support needs.
Increased Personal Care Subsidy to improve the quality of care for residents of
licensed private psychiatric hostels.
Additional Psychosocial Support Services in rural and metropolitan areas for people
living independently in the community.

Action Area 4: Increasing Workforce Capacity. Ongoing initiatives include:
•
•
•

Upgraded safety measures including additional duress alarms.
Overseas recruitment drives and representation at National Expos.
Recruitment incentives through the provision of overseas and interstate relocation
costs.

COAG National Action Plan on Mental Health - Progress Report 2007-08

55

•
•

Scholarships in postgraduate training programs.
Marketing campaigns to attract national and international staff.

•
•

Cultural Competency training package and audit tool for mental health services;
Implementation and monitoring of service standards for non government
organisations who provide community support services.
System upgrade for the mental health clinical information system known as PSOLIS
to provide clinicians with immediate access to clinical information.

•

VARIATIONS AND ADDITIONAL FUNDING COMMITMENTS
Additional funding has been provided to further enhance mental health services to meet the
mental health needs of the whole community and include the following programs:

Action Area 1: Promotion, Prevention and Early Intervention
An additional $46.10 million invested to provide a range of specialist support services:
•
•
•
•
•
•
•

Continued commitment to WA’s beyondblue partnership.
Expansion of the Aussie Optimism program, building resilience in school aged
young people.
Further development of the Positive Parenting Program (Triple-P) across the State.
Additional support services and resources for Children of Parents with a Mental
Illness ( COPMI).
Development of the Peer Support Program, linking consumers with peers to assist
in health promotion.
Establishment of clinical rehabilitation teams to provide clinical support.
WA Suicide Prevention Strategy as part of election commitments of the new Liberal
Government.

Action Area 2: Integrating and Improving the Care System
An additional $162.41 million invested to address the increased demand for specialist mental
health services and inpatient facilities:
•
•
•
•
•
•
•

Establishment of two Specialist Attention Deficit Hyperactivity Disorder (ADHD)
teams in the metropolitan area.
Improved management of inpatient bed availability including operational funding
for a new acute psychiatric unit in Broome.
Specialist Eating Disorders services for young people.
Assertive Case Management and enhanced Consultation Liaison Services for
children and adolescents at Princess Margaret Hospital.
Additional inpatient beds at Bunbury Hospital and the Marion Centre.
Mother and Baby Unit at King Edward Memorial Hospital.
Rehabilitation Unit at Bentley Health Campus.

Action Area 3: Participation in the Community and Employment, including
Accommodation
An additional $10.23 million invested to further expand mental health specific supported
accommodation and rehabilitation services:
• Clinical Rehabilitation Services in rural and metropolitan areas, providing a key link
between non-government service providers and clinical services, for people living in
supported accommodation.
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•

Community Supported Residential Units in rural areas, providing accommodation
and on site support for people with low to medium level support needs.

Action Area 4: Increasing Workforce Capacity
An additional $12.68 million invested to further expand workforce development and safety
initiatives.
•
•
•

Development of training modules and delivery of training for the Clinical Risk
Assessment and Management (CRAM) clinical practice framework policy.
Overseas recruitment drive in February 2008, focused on attracting staff to vacant
mental health nursing positions.
Development of marketing resources to attract allied health, nursing and
psychiatrists to vacant mental health positions.

KEY BARRIERS TO IMPLEMENTATION
WA faces two key barriers to the implementation of its commitment to the National Action
Plan. These barriers include the ongoing shortage of appropriately trained and skilled mental
health professionals and the resources boom that is adversely impacting on WA’s capital
works and infrastructure programs.
The WA government is committed to addressing these barriers through the development and
implementation of a range of workforce strategies to recruit and retain staff, including
ongoing international recruitment campaigns and scholarships and incentives for people to
enter the WA mental health workforce. In addition, a collaborative partnership between the
Department of Health and the Department of Housing and Works has been established to
actively monitor the construction of the housing units for the supported community
accommodation program.
ACTION AREA 5: COORDINATING CARE
WA has developed a care coordination framework to provide seamless and coordinated
health and community services to people with a severe mental illness following the
coordinating care national principles and implementation guidelines as developed by COAG
Mental Health Groups.
The WA care coordination framework outlines a partnership approach between clinical
service providers, psychosocial support agencies and the client to develop an individual
shared care plan. The partnership approach extends beyond the core agencies to include other
government and non-government agencies (including a range of agencies, initiatives and
services funded under the National Action Plan).
WA identified local champions, mental health services and non-government agencies that
were considered to be leaders in delivery of mental health care to participate in the WA care
coordination initiatives. Partnerships were established at six pilot implementation sites
(Rockingham-Kwinana, Armadale, Hawthorn House, YouthReach South, Busselton and
Bunbury) to coordinate care for people with a severe mental illness using the WA care
coordination framework.
WA provided additional funding to some non government agencies as an incentive to be
involved in the care coordination trials. Without this incentive, agencies would not have been
in a position to participate.
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South Australia
During the 2007-08, the Government of South Australia has made significant progress in the
implementation of its commitments under the National Action Plan for Mental Health 20062011. Key highlights in each of the action areas for 2007-08 are outlined below
ACTION AREA 1: PROMOTION, PREVENTION AND EARLY INTERVENTION
Promoting Mental Health
The partnership between the Government of South Australia and beyondblue supported
action to promote awareness of depression and increase help-seeking behaviours of South
Australians. A range of activities were undertaken, including raising awareness of depression
and anxiety, promoting the health of young people, assisting rural communities to cope and
thrive through times of drought and developing postnatal depression prevention and research
activities.
Early Intervention with Young People
The implementation of the Healthy Young Minds Program continued, including provision of:
•

an additional 20 community outreach workers and three psychiatrists for Child and
Adolescent Mental Health Services to assist in reducing waiting lists for adolescents; and

•

an outreach service for adolescents with mental illness and substance use issues, which
includes employments of two specialist mental health workers and a consultant
psychiatrist.

A new service model for the creation of a youth first episode psychosis service in 2008-09
was also finalised. This early intervention team will help to both improve access to services
for young people needing initial treatment and reduce the frequency and severity of relapses.
The team will also provide extra support for carers.
ACTION AREA 2: INTEGRATING AND IMPROVING THE CARE SYSTEM
Redevelopment of Glenside Campus
A master plan for the redevelopment of the Glenside campus into a new integrated health and
community development was released. The master plan features a new 129 bed hospital for
the treatment of mental illness and substance abuse and also includes a new 15 bed
intermediate care facility and 40 supported accommodation places. These facilities will be
integrated with new residential areas incorporating affordable housing, a shopping centre
with shops and cafes, commercial developments and a cultural precinct.
Investment in Non-Government Organisations
South Australia reassessed its investment in non-government organisations in consultation
with the NGO sector. A new and more rigorous funding process was developed to ensure
that investment in the NGO sector is targeted. New models of care were developed for the
provision of new service packages and programs to ensure that people discharged from
facility-based care can be supported in the community and do not have unplanned or
emergency readmissions to hospital.
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Development of New Models of Care
New models of care have been completed for intensive psychiatric care, acute care,
intermediate care, supported accommodation, perinatal and infant care, aged care and secure
care.
Improving Services to People with Chronic and Complex Needs
A model of care and guidelines for the identification, assessment and referral of people with
chronic and complex needs to enable them priority access to services was completed. A pilot
program was implemented which targeted people with a mental illness who may also
experience drug and alcohol problems, a history of homelessness or who may be involved in
the criminal justice system, as well as those who frequently present to emergency
departments. SA Health worked with non-government service providers to provide packages
of care to this vulnerable group.
Shared Care with General Practitioners
Shared Care with General Practitioner programs continued to be implemented. This initiative
has provided an additional 30 mental health professionals to work with GPs to assist people
with mental illness and to provide much needed support to our GP workforce.
Improving Access to Acute and Community-based Clinical Services
A review of community mental health services was completed and a search for suitable
locations for six new community centres commenced. These community centres will provide
a range of specialist assessment and treatment community mental health services, offering
consulting and rehabilitation space for consumers and a range of specialist health
professionals. The centres will also bring mental health facilities closer to the communities
where consumers live. The key aim is to provide increased access to early intervention and
recovery services, leading to a reduction in the number of hospital referrals. The centres will
enable better interaction for the delivery of mental health services between the public health
sector, general practice and the non-government sector. A new model of care has been
drafted and work completed on the development of new catchment areas.
ACTION AREA 3: PARTICIPATION IN THE COMMUNITY AND EMPLOYMENT,
INCLUDING ACCOMMODATION
Intermediate Care
Planning for the placement of four 15 bed intermediate care facilities across the metropolitan
area and 30 beds across country South Australia commenced. These facilities will be for
people who are either becoming unwell or who are able to be discharged from acute hospital
beds, but still need significant support before returning home or getting further care in
rehabilitation centres or 24 hour supported accommodation. Construction of the first two
centres will commence in mid-2009 and be completed in mid-2010.
Supported Accommodation
Planning for the delivery of an additional 73 supported accommodation places across the
metropolitan area commenced. These places will assist people who struggle, for a variety of
reasons, to maintain their tenancies. The initiative will provide clustered housing (usually
single bedroom units) with staff on site 24 hours a day. The focus of the service is
rehabilitation and recovery.
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ACTION AREA 4: INCREASING WORKFORCE CAPACITY
Workforce expansion
As part of the implementation of the GP Shared Care initiative and the Health Young Minds
programs, the employment of additional psychiatrists, specialist mental health workers and
community outreach workers resulted in an increase in mental health workforce capacity by
approximately 43 workers.
Nurse Practitioners
Arrangements for the recruitment of eight nurse practitioners across country South Australia
over the next for years were completed. This will provide a significant boost to the mental
health workforce in regional South Australia.
ACTION AREA 5: COORDINATING CARE
One of the key aims of the National Action Plan for Mental Health 2006-2011 is to improve
the care coordination process for people with severe mental illness and complex needs. In
2007-08, the Government of South Australia completed a review of community mental
health, which has resulted in the development of a five year action plan for a more integrated
and co-ordinated mental health system. Care co-ordination will be built into the new system
of mental health care for South Australia, including through the development of new models
of care that will support mental health care reform. Key components of the reform agenda are
outlined in the report A review of Community Mental Health Services in South Australia
(January 2008), available at http://www.publications.health.sa.gov.au.
VARIATIONS AND ADDITIONAL FUNDING
During 2007-08, the State Budget provide some $134 million for the development of the
Glenside mental health campus into a new state of the art 129 bed specialist mental health
centre. Some $71.29 million of the funding has been committed in the COAG National
Action Plan period. Funding was adjusted from previous commitments such as intermediate
care and supported accommodation as the Glenside Redevelopment includes a component of
these types of services.
BARRIERS FACED IN IMPLEMENTATION
Barriers to the implementation of the COAG reforms include the:
•

Overlap between Australian and South Australian Government services as the delivery of
services to consumers by multiple agencies can result in confusion. Improved care coordination is required to ensure that care pathways are clear and that persons with the
greatest needs are assessed and provided with services first.

•

Need for access to more affordable housing and supported accommodation for mental
health consumers.

•

Need for more input by consumers and carers in the implementation of policy and
services to be provided across the jurisdictional and other service provider sectors,
including the non-government sector.
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•

Need for better oversight of NGOs to ensure they have robust governance arrangements
as there has been a significant increase in funding to the sector as a result of COAG
initiatives.

•

Need to maintain workforce supply, training and development in an environment where
resources, including the available workforce, are limited.

•

Challenges posed by time limited funding to NGOs, which gives rise to service
sustainability issues, particularly in the area of staff retention.

•

Difficulty in recruiting appropriate staff to work with Aboriginal and culturally and
linguistically diverse communities, as well as ensuring access to services for these groups.

•

Existing strain on services to families and others who care for people with mental illness,
particularly in the area of young carers.

•

Shortfall in employment strategies for people with a mental illness.
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Tasmania
Over the 2007-08 financial year, Tasmania continued to work closely with the
Commonwealth Government, the community sector and related state and federal partners on
implementing and refining initiatives arising the from Council of Australian Governments
(COAG) National Action Plan for Mental Health 2006-2011 (Plan). In line with the five key
action areas identified in the plan, Tasmania continues to focus attention, and develop
strategies and partnerships, in areas of promotion, prevention and early intervention, service
integration, participation in the community and creation of employment opportunities,
developing workforce capacity and improving overall care coordination through development
of key partnerships with related service providers.
The key action areas identified in the Plan, together with their identified outcomes,
complement the service principles and strategic priorities as articulated in the Mental Health
Services Strategic Plan (2006-2011). This plan identifies six strategic priorities for the life of
the plan these being model of care, participation and partnerships, governance and leadership,
workforce development, quality and safety and sustainable resources. In acknowledging the
importance of the Plan in supporting increased investment in mental health in Tasmania,
Mental Health Services Tasmania is cognisant of the need to work with existing strategic
frameworks, whilst continually exploring creative ways to work with federal, local and
community sector organisations.
During the 2007-08 financial year, the Personal Helpers and Mentors Program (PHaMs)
continued to develop with the established service operated in Launceston by Mission
Australia joined by a new service in Southern Tasmania, with Anglicare Tasmania Inc.
(Anglicare) successful in being awarded the contract to operate this service. Anglicare is a
state-wide non-government human services agency which employs over 600 staff and
delivers over 40 social support programs to disadvantaged Tasmanians.
The PHaMs programs are providing new opportunities for government and the nongovernment sector to work closely together in Tasmania to provide help and support for
people in the community with a severe functional limitation resulting from a serious mental
illness. The Tasmanian Government recognises the importance of the role played by
community sector organisations (non-Government) in the facilitation of a range of recovery
and rehabilitation based services for people who are severely impacted by a mental illness,
having well established partnerships with a range of providers in Tasmania.
Mental Health Services Tasmania
The Mental Health Services Strategic Plan 2006 - 2011 facilitates a model of care that is
integrated and standardised, focused on customers, and based on early intervention and
assertive case management. The service principle is ‘recovery’, which emphasises key social
and economic determinants of employment, housing and civic engagement for people with
serious mental illness. The objectives of the model of care are further reinforced with the key
elements of the Plan, which has complementary outcomes.
During the 2007-08 financial year, Mental Health Services underwent a reorganisation in
order to improve service integration resulting in an alignment of mental health services,
alcohol and other drug services, forensic mental health services and correctional primary
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health services. The new structure will strengthen Tasmania’s ability to provide increased
coordination and integration across the wider mental health and related sectors.
Care Coordination Model
The Plan establishes the basis for a Care Coordination initiative to be implemented in each
State and Territory. Mental Health Services Tasmania has built upon an existing Care
Coordination Model, enhanced in accordance with the implementation of COAG based
initiatives. The model continues to be developed to improve the overall level of collaboration
between Commonwealth agencies, the Tasmanian Government, non-Government and private
sector organisations. The Tasmanian Care Coordination Model uses the existing Mental
Health Service Maximising Recovery Panels as a single point of referral pathway into the
range of community sector support services.
The model has also drawn on elements from those in operation in other jurisdictions, and is
endorsed by the Tasmanian COAG Mental Health Group. The Model was initially piloted in
conjunction with the implementation of PHaMs demonstration sites and the Day to Day
Living initiative, and is now used more commonly when assessing the suitability of support
services for individual clients referred to Mental Health Services. An important element of
the model is the role played by primary health care providers including General Practitioners,
with regard to COAG based initiatives and more generally in order to strengthen the overall
capacity of the sector to meet demand for services.
In Tasmania COAG initiatives at a state level are managed collaboratively between State and
Federal Government agencies through a COAG Mental Health Group. This Group,
comprising of Commonwealth and State government representatives adopts a whole of
government approach and connects with other collaborative mechanisms which engage with
key stakeholders including general practice, community sector organisations, consumers and
carers in order to deliver the best possible system of care.
The Group provides oversight and works cooperatively on bringing together different
initiatives put forward by all tiers of Government, to ensure they are complementary across
the continuum of care and are delivered in a coordinated manner. At a regional level, Mental
Health Services managers work in partnership with a range of care providers to ensure that
clinical pathways are accessible and understood by partners, consumers and carers.
Mental Health Service’s Area Managers meet regularly with community sector providers of
COAG Programs in their area to determine and monitor the intersecting pathways between
the services and exchange ideas on service integration improvements.
Integrated Employment
Improving employment outcomes for people experiencing mental illness is a key strategy
driving a recovery focus in Mental Health Services and is aligned to the Plan goals and
measures of success. Tasmania has adopted a successful national model that integrates
employment providers with mental health community services. As part of this initiative sites
are being established in both Southern and Northern Tasmania. Integrating vocational
services into public sector mental health services is recognised by Tasmania as an essential
ingredient of evidence-based psychosocial rehabilitation for people with severe mental
illness.

COAG National Action Plan on Mental Health - Progress Report 2007-08

63

The Individual Placement Support for Competitive Employment (IPS) model involves the
location of an employment specialist directly into a mental health adult community team. The
employment specialist from a Disability Employment Network (DEN) works closely with
Mental Health Services staff to identify and place into employment clients for whom gaining
employment is a ‘good option’. Integration aims not only to improve vocational outcomes,
but also health outcomes for people with severe mental illness accessing public mental health
services. The IPS approach to competitive employment has been extensively researched and
randomised control trials conducted nationally and overseas.
Kids in Mind Tasmania
Mental Health Services has undertaken a project to re-develop and re-design programs
operated as part of the Kids in Mind Tasmania Project consisting of a range of programs
including camps, clubs and parenting support programs. Kids in Mind Tasmania is a program
that focuses on the needs of children and young people in families where a parent has a
mental illness, with the overall goal of improving outcomes for these children through
interventions which support the child and their family. These programs provide statewide
early intervention services to children, young people and families with parental mental
illness. Funding has been secured for a 5-year period to continue development of this
program.
Guiding the provision of services under the Kids in Mind Tasmania initiative is an
acknowledgement that the programs fit within a broader mental health promotion, prevention
and early intervention framework as outlined in the National Action Plan on Mental Health
2006 – 2011, the National Action Plan for Promotion, Prevention and Early Intervention for
Mental Health Care 2000 and as identified under Action Area 1 of the Plan.
Suicide Prevention
The Tasmanian Suicide Prevention Steering Committee (TSPSC), chaired by the Chief
Executive Officer Mental Health Services, undertook statewide consultation during 2007.
The consultation process identified gaps in services and will be used as the basis to provide
stronger communication and coordination between community activity in suicide prevention
and government activity. A Tasmanian Suicide Prevention Reference Group has been
established and a quarterly electronic newsletter is being produced to provide information on
suicide prevention locally, statewide and nationally. A statewide suicide prevention forum
was conducted during September 2007 with the theme ‘building healthy communities and
positive partnerships in suicide prevention’. A sudden traumatic loss resource has been
developed, and was launched in February 2008.
Alcohol and Drug Funding
The Alcohol and Drugs Service, of Mental Health Services Tasmania, aims to increase public
awareness of the problems related to alcohol and drug use and the options for effectively
responding to these problems, and enable people who use alcohol and drugs to make
informed choices about their alcohol and drug related behaviour.
In late 2006, a review of alcohol, tobacco and other drug (ATOD) services was undertaken by
an independent consultant, Healthcare Management Advisors, who released their final report
on the review of ATOD services in Tasmania in early 2008. To address some of the urgent
issues identified throughout the course of the review, the State Government, through the
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2007/08 State Budget process, allocated the Alcohol and Drug Service an additional $1.5
million.
In responding to the issues associated with alcohol and drug use in Tasmania, the State
Government has announced an additional $17.1 million to ATOD service reform over the
next four years, resulting in a final ongoing annual increase of $6.16 million for additional
service provision. In addition, the State Government also allocated just under $0.7 million
annually ($2.7 million over the next four years) to increase efforts to reduce smoking in
Tasmania. A key target group will be smokers with a mental health issues.
A future directions plan for the provision of ATOD service in Tasmanian has now been
developed to guide the investment of funding and the development of services over the next
five years.

COAG National Action Plan on Mental Health - Progress Report 2007-08

65

Australian Capital Territory
The population mental health framework of the ACT Mental Health Strategy and Action Plan
2003 – 2008 guides mental health service delivery and prevention activity in the ACT. The
strategy describes the local service picture and priorities for the territory. The prioritising of
mental health by COAG has enabled a number of ACT priorities to be brought forward. The
actions in the ACT section of the COAG Action Plan for Mental Health emerge from the
alignment of local priorities with the areas identified for action in the COAG plan.
In the 2006-07 Budget the ACT Government committed $20.4 million, in addition to existing
base funding, to be spent on mental health in the key action areas over the five years of the
Plan. In the 2007-08 Budget the ACT Government committed an additional $12.86 million
to the implementation of the ACT initiatives. The commitment included: Mental Health
Promotion Prevention and Early Intervention ($4.78 million), Integration and Improving the
Care System ($19.32 million), Participation in the Community and Employment ($7.81
million) and Increasing Workforce Capacity ($7.46 million).
The ACT Government recognises that to meet the mental health needs of the ACT
community within the COAG National Action Plan framework will require a commitment to
increase resourcing the sector. The ACT Government has committed to increasing the
funding the mental health sector over the next five years. The ACT Government is exploring
options to achieve 12% of the overall Health budget by 2012, but realises this is a challenging
goal. In the 2008-09 Budget the ACT Government has committed an additional $6.23
million to 2011 to initiatives that align with priorities in the COAG Action Plan for Mental
Health. In addition, the ACT Government has allocated $36.8 million for the construction of
new mental health facilities for the ACT, including a 15 bed secure mental health facility, a
40 bed adult mental health facility and a six bed mental health assessment unit co-located
with the Canberra Hospital Emergency Department
CARE COORDINATION
The ACT Care Coordination Project commenced in October 2007. An advisory group
consisting of community, consumer, carer and ACT Health representatives was set up to
oversee the project. The ACT Care Coordination Advisory Group reports to the ACT COAG
Mental Health Group.
The Care Coordination Project Officer consulted widely across the mental health sector
(government and community) and consulted with consumers and carers through several focus
groups. A Care Coordination model was developed and a pilot trial of model commenced in
early 2008. The trial bought together clinical coordinators from Mental Health ACT, the
public mental health service, and from General Practice, with the community coordinators
being drawn from mental health community agencies, including ACT funded agencies and a
PHaMS service. The results of the pilot will inform the finalisation of the model and
education for care coordination implementation in the mental health sector.
ACTION AREA 1: PROMOTION, PREVENTION AND EARLY INTERVENTION
Peri-natal and infant mental health services expansion - this initiative is designed to
enhance the capacity of mental health services to participate in an integrated model of early
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childhood health care, and provide an early intervention approach to service delivery. The
expanded service has been launched and is ongoing.
Community Education – this initiative aims to increase the capacity of community agencies
to provide mental illness education to the ACT community through schools and other
agencies. Services are based on a ‘consumers and carers as educators’ model. The expanded
service has been provided with additional funding over the last two years. This enhanced
funding has enabled provision of increased services in secondary school mental health
education programs, youth resilience programs and in mental health education sessions to
community & emergency service agencies, targeted professional groups and tertiary students.
Children of Parents with a Mental Illness - development and delivery of Training
Program– this initiative provides for the development and delivery of a training program for
professionals and community workers across sectors to enhance skills in working with
children of parents with a mental illness (COPMI). The program has been implemented and
is ongoing.
Workplace mental health promotion program development and delivery – this initiative aims
to facilitate development of mental health promotion programs in workplaces throughout the
ACT. This program is being delivered in partnership with beyondblue and the University of
Melbourne and commenced in September 2007.
Early Recovery Support – to provide intensive early recovery support for people who have
experienced an episode of mental illness and hospitalisation, to overcome the barriers to reengagement with the community, employment and rehabilitation programs. Early recovery
support workers have been recruited and the program has commenced.
ACTION AREA 2: INTEGRATING AND IMPROVING THE CARE SYSTEM
Improving the general health of people with mental illness – this program improves
physical health outcomes for persons with serious mental illness through improved referral
and access for clients of Mental Health ACT to GP practices and improved support to these
practices. The service has been implemented and is ongoing with recurrent funding. The
program is being incrementally funded to expand across the ACT community mental health
regions.
Increase capacity for carer and consumer participation in service planning – to provide
additional part-time carer and consumer consultant positions to improve the level of
consumer and carer contribution to the development of mental health services that better meet
their needs. A coordinator has been recruited and the program implemented. The 2008-09
ACT Budget provided increased funding to the consumer and carer peak agencies to
participate in this initiative.
Mental health legislation review – to ensure compatibility with the ACT Human Rights Act
and consistency with current best practice for mental health. The review is being conducted
in consultation with consumers, carers and all other key stakeholders. An Options Paper was
released in November 2007 and in depth consultation on the Paper has continued to April
2008. The stakeholder advisory body are currently working on the legislative model
required.
Mental Health Services Plan – to guide the future development and operation of
government and community agency mental health services, including redevelopment of
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inpatient services to meet the special needs of groups such as women, adolescents and
culturally and linguistically diverse communities. A paper has been prepared for to facilitate
public consultation in early 2008-09.
Intensive Treatment and Support Program for People with dual disability – this
initiative provides a comprehensive additional service for an identified group of clients aged
17 and over who have an intellectual disability and a mental disorder with complex
behavioural problems and who are at significant risk of entering the criminal justice system.
The program includes step-up short-term purpose-built accommodation to be used for people
requiring intensive support. This service has commenced and is ongoing.
ACTION AREA 3: PARTICIPATION IN THE COMMUNITY AND EMPLOYMENT,
INCLUDING ACCOMMODATION
Youth supported accommodation – This service is provided as a partnership between
Mental Health ACT and Centacare ACT. It will increase capacity to provide 24-hour
supported accommodation and outreach services to youth with mental illnesses, which is an
identified area of need in the ACT. The service is delivered using a “step-up/step-down”
models of care and provides early interventions as an alternative to hospital admission, and a
facility for youth discharged from an inpatient setting while still requiring additional support.
ACTION AREA 4: INCREASING WORKFORCE CAPACITY
Additional medical workforce positions - to provide medical officer positions for the ACT
public mental health system to help to improve access to specialist mental health services in
the ACT. As a result of this initiative, additional medical positions have been recruited.
ACT 2007-08 Budget: An additional $12.86 million over 4 years
The commitments by the ACT Government in the 2007-08 Budget towards mental health
services were announced in June 2007 and included the following initiatives.
24-hour “Step up/Step down” & Outreach program for Adults with serious mental illness
($3.97 million over 4 years)
The “step-up-step-down model of care” complements existing services and provides
alternative options for acute admission, early intervention and improved options for support,
subject to the level of need assessed by the consumer. The “Step-up” component provides an
opportunity to provide a person with additional short term residential support and hopefully
avoid a hospital admission. The “Step-down” component provides a person with an
opportunity for additional short-term residential support on their discharge from an acute
admission and prior to returning to their usual community residence. The initiative provides
outreach transitional support for those returning to their usual community accommodation.
This will ensure continuity of care for clients so that those exiting the program are supported
and reliably linked into other appropriate community support programs to maintain their
living skills in the community. The community provider and Mental Health ACT are
providing this service in partnership.
Additional mental health clinical positions and enhanced training ($3.8 million over 4
years): new clinical mental health positions in the hospital Emergency Departments and the
mental health inpatient unit will improve consumer services and safety. This service has
commenced. Specialist mental health educators will be contracted to provide targeted
training packages.
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Enhanced mental health community sector quality improvement and sector development
($0.56 million over 4 years) – to provide investment in the mental health peak body
supporting enhanced carer and consumer participation and non-government organisation
service and workforce development. This program is being implemented.
Additional funding committed in the 2007- 08 Budget towards 2006-07 initiatives includes
the following:
Mental Health Services Plan - to plan and design the redevelopment of acute inpatient
services.
Youth supported accommodation (additional $1.04 million over 4 years), additional
funding, to the original appropriation, for the full implementation of the program was
provided in this budget.
ACT 2008-09 Budget: An additional $6.228 million over 3 years
Key Initiatives include:
Access to Community mental health services:
This enhancement of community mental health teams, particularly in key growth pressure
areas of child and adolescent psychiatry, Consultation Liaison Psychiatry and community
forensic psychiatry.
Care and Consumer Participation Framework:
This initiative will continue to implement recommendations within the Consumer and Carer
Participation Framework and assist Mental Health ACT to meet government requirements for
effective consumer and carer participation in health care. This initiative also implements the
National Mental Health Policy priority for consumer and carer participation in mental health
policy and service planning at all levels.
Mental Health Vocational Enhancement
Employment has been identified as a key element in promoting and sustaining recovery from
mental illness. This proposal is for the development of approaches to enhance vocational
services and employment success, including social firms and individual placement and
support
Transcultural Mental Health Liaison
will work across government and community organisations to improve access to mental
health services for consumers and carers who are from culturally and linguistically diverse
backgrounds. This program will facilitate increased usage of those services available through
the NSW Transcultural Mental Health Centre and Multicultural Mental Health Australia.
2008-09 Additional Mental Health ACT Budget Funds $37.58 Million Capital Works:
• Design of 20 bed Youth Mental Health Inpatient Facility
Construction of:
• 6 bed Mental Health Assessment Unit in the TCH Emergency Department
• 15 Bed Secure MH Treatment facility
• 40 bed Adult MH Treatment facility
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Northern Territory
HIGHLIGHTS FOR 2007-08
At the commencement of the National Action Plan in July 2006 the Northern Territory
Government committed funding over the five years of at least $14.5 million across activities
within the five action areas. Commitments made under the NT Individual Implementation
Plan on Mental Health have now been fully implemented. A summary of progress in key
areas includes:
1. Suicide Prevention and Response ($1.279 million)
An additional $270,000 has been committed to this target area.
Funding has been provided to increase suicide prevention and response and early intervention
activities.
Progress to date:
Suicide Prevention
• Appointment of an NT Suicide Prevention Coordinator and establishment of a cross
Government Co-ordinating Committee for Suicide Prevention.
•

The committee developed an NT Suicide Prevention Action Plan (note - launched by the
Minister in March 2009). Representatives on the committee were drawn from the
relevant NT and Australian Government Departments. Suicide prevention forums and
regional consultation have also informed the plan.

•

Expansion of the Life Promotion Program in Central Australia to Tennant Creek.

•

Provision of suicide prevention training throughout the NT, including rural and remote
communities.

•

Additional funding for crisis counselling services in the Central Australian Region.

•

Bereavement support group established for people affected by a completed suicide in
Darwin.

Early Intervention
• headspace Top End established. Headspace Central Australia operational and formally
opened February 2009.
•

Primary health service established within the public mental health service in Central
Australia.

•

Perinatal training program for professionals working in perinatal and infant mental health.

2. Sub-acute Beds ($5.5 million)
24 hour supported community based services as an alternative to hospital admission or to
facilitate intensive support following discharge from hospital.
Progress to date:
•
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Evaluation completed of the 18 month trial sub-acute individual care package program
that provides intensive time limited support for people who are at risk of hospital
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admission or to facilitate post-discharge support in their own accommodation. Positive
outcomes were achieved and a further three years funding was committed for the
program.
•

The eight bed sub-acute facility in Darwin is operational. A more flexible model
comprising four beds has been established in Alice Springs. These services complement
the sub-acute individual care package programs and provide 24 hour support for people
who are unable to be intensively supported in their own home, including people from
rural and remote areas.

•

Housing Support Project to identify the range of housing and support needs in Central
Australia has commenced.

3. Rural and Remote Services ($4.0 million)
Increased services to rural and remote communities.
Progress to date:
•

This initiative has been fully implemented, including
−
Expansion of adult mental health services to increase the frequency and duration of
visits to rural and remote communities. The focus of visiting services, in addition
to delivering specialist assessment and intervention, has been to support and up skill
local service providers to deliver primary mental health services.
−

Additional child and adolescent positions to facilitate regular visits to regional
centres.

−

Increased consultant psychiatrist services (in addition to MSOAP funding) to ensure
most remote communities now receive regular visits.

−

Funding for Aboriginal mental health programs in the non-government sector.

4. Prison In-reach Services ($3.5 million)
Increased services to people in correctional facilities who have a mental illness, acquired
brain injury or intellectual disability.
Progress to date:
•

Additional forensic mental health, behavioural and Aboriginal Mental Health/Disability
Worker positions providing in-reach services to people in correctional facilities in Darwin
and Alice Springs.

•

Consideration of further resource allocation will occur once demand for voluntary
diversion provisions under amendments to the NT Mental Health and Related Services
Act (commenced 2 March 2009) is known.

5. Rehabilitation and Recovery Services ($0.79 million)
An additional $290,000 has been committed to this target area.
Increased funding for rehabilitation and recovery and carer support services provided by the
non-government sector.
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Progress to date:
•

This initiative has been fully implemented and additional funding to Non-Government
Organisations for a range of services including carer support, consumer recovery and
support services has been allocated.

6. Care Coordination
One of the main aims of the NAP is to improve the Care Coordination process for people
with severe mental illness and complex needs. This aspect of the National Action Plan was
not specifically funded and has been difficult to progress in the Territory within existing
resources.
Progress to date:
•

An NT Care Coordination Working Group has been established and NT Care
Coordination Policy Paper completed.

•

Regional sub-groups were established to inform the NT Care Coordination Working
Group and progress care coordination at the operational level.

•

The Darwin based sub-group has concluded its work. A trial care coordination project is
planned for the Darwin urban area however implementation of this project has been
delayed. The project is scheduled to commence in July 2009.

•

The Alice Springs group is currently in the process of merging with two other Central
Australian working groups that have similar aims and objectives. The new group the
‘Central Australian Mental Health Services Network’ will provide a forum for key mental
health services and individual programs and projects within mental health in Central
Australia. This will enable members to work together on matters relating to mental health
planning, policy and service delivery. It will facilitate the development of a shared
understanding of mental health issues in Central Australia and assist in identifying gaps in
service provision. It aims to ensure that strategic partnerships and collaborations occur
which will maximise the coordination of care and resources available for clients, families
and communities.
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APPENDIX 1
Action Plan
funding
commitments and
allocations
This section of the report presents jurisdictional funding
summary tables by Action Area.
Details are included of each government’s original commitment,
additional funding commitments announced subsequent to
signing of the Action Plan (14 July 2006), and funding
allocations in 2006-07 and 2007-08.
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Explanatory notes to Appendix 1 tables
The tables in this appendix present data on funding commitments and allocations for the
individual initiatives listed by each jurisdiction in the Action Plan, grouped into four ‘Action
Areas’. Data prepared by jurisdictions also allowed for reporting of new additional mental
health funding allocations in areas where the activity is directly relevant to the Action Plan
objectives and where the associated additional funding commitments were announced
subsequent to signing of the Plan (14 July 2006).
For all funding data, the amounts shown are in millions, rounded to two decimal places, and
reported in current year prices relevant to the reference year. To aid the readability of the
tables, cells in which the value is zero are shown as blank.
Action Plan funding commitment 2006-11

Figures entered in this column list the total funding commitment as specified in the Action
Plan for each initiative, recognising that for some jurisdictions, the amounts include
allocations in years prior to the first year of the Plan (2006-07) or do not extend across the
full 2006-11 period.
Subsequent additional mental health funding commitments 2006-11

Figures in this column present aggregate amounts for any new funding commitments
covering the period 2006-11 in areas that are directly relevant to the Action Plan objectives,
and where those funding commitments have been announced by the relevant government
subsequent to signing of the Action Plan (14 July 2006). The amounts reported show the
cumulative total funding commitment over 2006-11.
Funding allocated 2006-07 and 2007-08

These columns provide details, for each initiative, of the funding expended or provided to
services by the relevant government in the 2006-07 and 2007-08 years. Initial data for 200607 reported in last year’s report has been amended where jurisdictions have provided more
accurate updates. Given the tight timelines for preparation and submission of this report,
funding allocations for 2007-08 may be preliminary estimates, based on funds committed.
Adjustments will be made in subsequent progress reports where annual reconciliation and/or
acquittal processes provide more accurate data on actual allocations in previous years.
Cumulative funding allocations from July 2006

This column provides details, for each initiative, of the cumulative funding allocations since
1 July 2006. For most jurisdictions, this equals the amounts reported for 2006-07. For those
jurisdictions that included pre-COAG agreement funding commitments (i.e. years prior to
2006-07) in their Individual Implementation Plans, pre-1 July 2006 allocations are included.
Other new mental health funding allocations relevant to COAG Action Plan objectives

Any initiatives grouped in this category present information relating to new funding
commitments made subsequent to 14 July 2006 that are directly relevant to the Action Plan
but cannot be grouped under one of the four Action Areas.
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Australian Government
$MILLIONS
Action Plan
funding
commitment
2006-2011
Action Area 1: Promotion, Prevention and
Early Intervention
Expanding suicide prevention programmes
Alerting the Community to Links between Illicit
Drugs and Mental Illness
New Early Intervention Services for Parents,
children and young people
Community based programmes to help families
coping with mental illness
Increased funding for the MHCA
Perinatal depression initiative
Total Action Area 1
Action Area 2: Integrating and Improving
the Care System
Better Access to Psychiatrists, Psychologists,
GPs through MBS
New Funding For Mental Health Nurses
Mental Health Services in Rural & Remote
Areas
Improved Services for People with Drug and
Alcohol Problems and Mental Illness
Funding for Telephone Counselling, Self-help
and Web based Support Programmes
New Personal Helpers and Mentors
Veterans' mental health care - improving
access for younger veterans
Other DVA initiatives
Mental Health Support for Drought Affected
Communities Initiative
Total Action Area 2
Action Area 3: Participation in the
Community and Employment, including
Accommodation
Helping People with a Mental Illness Enter and
Remain in Employment
Support for Day to Day Living in the Community
Helping Young People Stay in Education
More Respite Care Places to Help Families and
Carers
Total Action Area 3
Action Area 4: Increasing Workforce
Capacity
Additional Education Places, Scholarships and
Clinical Training in mental health
Mental Health in Tertiary Curricula
Improving the Capacity of Health Workers in
Indigenous Communities
Total Action Area 4
Other new mental health funding allocations
relevant to COAG Action Plan objectives
Total Other initiatives relevant to Action
Plan
Total funding commitments/allocations

Subsequent
additional
mental health
funding
commitments
2006-2011

62.38

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

10.28

10.85

21.13

21.60

-21.16

0.40

0.04

0.44

28.14

0.30

1.90

2.55

4.45

2.23

12.17

14.40

45.22
1.04

Note

a

0.20

0.20

0.40

158.38

26.70
5.84

15.01

25.81

40.82

538.00

215.77

132.60

333.91

466.51

c

191.60

-133.00

1.38

5.45

6.83

d

51.70

9.10

5.35

14.33

19.68

3.64

19.40

23.05

7.02

11.96

18.98

5.08

37.58

42.66

6.72

4.34

11.06

7.10

0.70

0.70

10.10

4.95

4.95

161.80

432.61

594.42

6.05

7.52

13.57

5.38
6.13

9.61
12.48

14.99
18.61

8.16

49.28

57.44

73.90
56.93

4.07

284.77
19.72

1,196.90

132.86

39.80
45.96
59.53

-0.50

224.66

b

369.95

-0.50

25.72

78.89

104.61

103.48

0.11

9.72

16.77

26.50

5.60

1.26

1.16

2.42

20.75

2.12

5.84

7.96

129.83

0.11

13.10

23.77

36.87

1,855.07

138.31

215.64

561.09

776.72
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Notes to Australian Government table:
a.

Funding reallocated following market research finding that a specific campaign regarding the issue was not necessary.
See Australian Government report, Part B.

b.

New national initiative covering 2008-09 to 2012-13.

c.

Increased funding to this initiative was provided in the 2008-09 Federal Budget. Some elements of Better Access
expenditure on Medicare rebates are notionally offset by the cost of services that would otherwise have resulted in
Medicare claims. These offset services are general medical services and not specifically for the provision of mental
health care. For the purpose of this report, the Commonwealth's expenditure on Better Access Medicare rebates does
not 'net off' other Commonwealth mental health expenditure.

d.

Under the 2008/09 Federal Budget, program funding was adjusted to reflect lower than anticipated demand. Should take
up for demand increase above what is expected, funding levels will be reviewed.
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New South Wales
$MILLIONS
Action Plan Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 1: Promotion, Prevention
and Early Intervention
Expanding university based research
Expanding early intervention services for
youth
Specialist assessment of the needs of
older people
State wide 24 hour mental health access
by telephone
Safe Start - Maternal & Infant Care
Expanding University Based Research Grants to Brain & Mind at Institute
University of Sydney
Total Action Area 1
Action Area 2: Integrating and
Improving the Care System
Enhancing Community Mental Health
Emergency Care
Expansion of community forensic mental
health services
Better integration of mental health
services with drug and alcohol services
Supporting people with Mental Illness in
the prison system
Further increasing the number of acute
and non acute mental health beds
Building and operating new forensic
facility at Long Bay Prison
Expansion of community based
professional mental health services
including child and adolescent services
Specialist mental health services for older
people
Improving mental health clinical
information and accountability
Building new facilities to accommodate
new mental health beds including works
at Lismore, Illawarra and Bloomfield
Hospital
Redevelop and integrate mental health
services with drug and alcohol services at
St Vincent's Hospital
Refurbishing and relocating mental health
facilities at Concord, Gosford, Newcastle,
and Orange Hospitals
Establishing Psychiatric Emergency Care
Centres
Eating Disorders
Child & Adolescent mental Health
Outpatient Services
Forensic Hospital
Total Action Area 2

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

10.00

10.00

28.60

1.40

7.20

8.60

37.30

4.00

5.70

9.70

1.71

1.71

0.18

0.18

26.30
3.50

10.00

16.00

16.00

19.50

31.40

14.79

46.19

51.40

6.76

6.76

6.76

6.50

1.30

1.30

1.30

17.60

5.60

5.12

3.21

5.00

1.00

1.00

1.00

151.70

19.10

15.01

22.60

171.60

67.60

3.80

66.10

14.30

1.50

1.50

3.20

10.80

2.15

2.10

2.15

7.60

1.50

1.50

1.50

117.00

29.70

13.60

42.70

23.00

23.00

23.00

117.40

19.40

15.00

26.00

5.80

4.80

3.40

6.10

102.20

699.70

16.00

4.10

0.80

15.80

2.00

2.00
21.90
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93.09

187.42

2.00
280.51
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Note

$MILLIONS
Action Plan Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 3: Participation in the
Community and Employment,
including Accommodation
Housing Accommodation and Support
Initiative
Community Rehabilitation Services
Enhance NSW Family and Carer Mental
Health Programme
Total Action Area 3
Action Area 4: Increasing Workforce
Capacity
Mental Health Workforce Programme
Aboriginal Mental Health Workforce
Programme
Total Action Area 4
Other new mental health funding
allocations relevant to COAG Action
Plan objectives
Total Other initiatives relevant to
Action Plan
Total funding
commitments/allocations

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

58.80

1.89

11.80

13.69

41.50

3.08

5.60

8.68

13.50

1.03

3.01

4.04

113.80

6.00

20.41

26.41

11.00

2.20

2.20

4.40

12.20

1.52

2.05

3.57

23.20

3.72

4.25

7.97

134.21

226.87

361.08

938.90

41.40 (a)

Notes to New South Wales government table:
a.
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Enhancements to funding announced by the New South Wales Government after submission of data for this report may
not be included the amounts reported in the column titled ‘Subsequent additional mental health funding commitments.’
Where applicable, these will be incorporated in future reports.
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Note

Victoria
$MILLIONS
Action Plan
Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 1: Promotion, Prevention and
Early Intervention
Expanding early psychosis programs
Expanding conduct disorder programs
Support for children of parents with a mental
illness
Postnatal depression support services
New Centre for Women's Mental Health
Expanding counselling in community health
services
Expanding primary prevention and promotion
programs
Mental Health Research
National Perinatal screening and support for
mothers
Total Action Area 1
Action Area 2: Integrating and Improving
the Care System
Expand child and adolescent, adult and aged
specialist community services
Expanding dual diagnosis services
Expansion of mental health teams in Hospital
Emergency Departments
Supporting transition to the community for long
term residents of extended care facilities
Expanding capacity in bed-based Forensic
Mental Health Services
Additional step up/down PARC Sub-acute
Places
Hospital Demand Management
Increasing the acute mental health bed
capacity
Improving triage practice
Building better mental health facilities Heidelberg, Shepparton, Bouverie Centre
relocation
Cost growth in forward estimates over the 5
years of the Plan
Building better mental health facilities Northern Hospital, Deer Park, Preston &
Broadmeadows, Heidelberg, Ringwood,
Monash, Frankston, Ballarat
Improving access to mental health aged care
residential beds
Improving services
Enhanced support for carers
Expanding services to drought affected areas
24/7 mental health information and referral
service
Eating Disorders
Total Action Area 2

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

9.97

12.81
1.39

16.90
8.40

9.97

2.84
1.39

2.40

2.46

0.35

0.35

4.90
1.10

0.65
0.19

0.65
0.19

2.60

0.50

0.50

36.00

7.20

7.20

8.00
4.92
80.30

17.35

13.11

9.97

23.08

47.30

14.56

8.12

4.57

12.69

8.90
15.60

1.50
8.31

2.98

1.50
8.31

11.29

6.60

0.66

0.66

21.10

2.59

2.59

25.10

26.03

17.40

1.19

5.78

3.32

6.97
3.32

39.90

8.68

8.13

2.53

10.66

2.80

4.06

0.64

0.64

20.50

1.50

4.57

4.57

79.60

4.67

15.12

15.12

60.00

1.50

27.10

28.60

1.66

0.05

1.66

1.71

7.50
0.24
0.59

13.64

7.50
0.24
0.59

21.14
0.24
0.59

64.01

58.28

122.29

7.69
284.80

1.85
147.34
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Note

$MILLIONS
Action Plan
Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 3: Participation in the
Community and Employment, including
Accommodation
Growing Psychiatric Disability Rehabilitation
Support Services
Expanding Community Care Units
Supported Accommodation for vulnerable
people
Homelessness and mental health initiatives
Cost growth in forward estimates over the 5
years of the Plan
Total Action Area 3
Action Area 4: Increasing Workforce
Capacity
Enhancing workforce capacity
Total Action Area 4
Other new mental health funding
allocations relevant to COAG Action Plan
objectives

38.60

5.63

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

7.20

1.66

8.86

7.50

0.91

0.91

40.40

11.00

11.00

5.77

5.77

1.59

1.59

8.00

2.23

8.20
102.70

7.86

4.40
4.40

26.47

1.66

0.84
0.84

28.13

0.84
0.84

Total Other initiatives relevant to Action
Plan
Total funding commitments/allocations

472.20

172.55

104.43

69.91

174.34

Notes to Victorian government table: Nil
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Note

Queensland
$MILLIONS
Action Plan Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 1: Promotion, Prevention and
Early Intervention
Early Years Service Centres
Prevention strategies in schools (reprioritising
budget to allow development)
Dual Diagnosis Positions
Transcultural Mental Health Workforce
Qld Centre for Promotion, Prevention & Early
Intervention (PPEI)
Innovative technologies in PPEI
Cross-sectoral strategies to reduce suicide risk
Perinatal & infant mental health hub
Total Action Area 1
Action Area 2: Integrating and Improving the
Care System
Blueprint for the Bush Service Delivery Hubs
Indigenous Domestic and Family Violence
Counselling
Child Safety Therapeutic and Behaviour Support
Services
Health Action Plan - Existing Service Pressures
Community Mental Health Services Enhancement
Dual Diagnosis Positions
Mental Health Intervention Teams
Forensic Mental Health Services
Transcultural Mental Health Positions
Area Clinical Mental Health Networks
Alternatives to Admission
Responding to Homelessness
Mental Health Services in Prisons
Mental Health Capital
Primary care liaison coordinators
Implementation of "Partners in Mind"
Consumers Consultants
Child and Youth Mental Health Services
Adult Community Mental Health Services
Older Person's Community Mental Health
Services
Mobile Intensive Treatment Services
Extended Hours Acute Care
Consultation Liaison
Centre for Rural and Remote
ATSI Mental Health
Administrative support staff
District leaders, supervisors and quality & safety
staff
Intellectual disability & mental health
Eating Disorders
Sensory impairment and mental health
Implementation of Butler recommendations
Total Action Area 2

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

1.02

1.02

0.29
0.24

0.29
0.24

0.58
0.48

0.53

0.02
0.17
0.36
0.38
2.48

0.02
0.17
0.36
0.38
3.00

4.90
0.80
1.20

6.90

4.97
0.50
2.91
0.97
9.35

1.80

0.08

0.08

1.20
17.60

9.23

11.20

58.10

11.60

11.60

23.20

114.50

18.00

18.00

36.00

1.86
1.72
0.06
3.00
9.00
13.81
2.38
13.69
0.50

1.62
3.16
5.32
1.42
4.50
13.50
25.31
4.76
25.69
0.50

0.45
2.71
3.43

0.45
2.71
3.43

18.70

2.08

2.08

11.55
27.47
9.63
2.36
5.15
5.70

1.45
5.01
0.75
0.34
0.34
0.60

1.45
5.01
0.75
0.34
0.34
0.60

15.32

0.84

0.84

0.04

0.04

13.01
117.85

13.01
196.52

4.70
4.10
14.80
6.80
7.70
17.50
19.70
8.60
12.00

289.10

2.92
10.50
1.80

204.15
3.24
1.42
2.97
37.78
9.44

0.97
2.71
1.12
53.48
428.38

COAG National Action Plan on Mental Health - Progress Report 2007-08

1.62
1.30
3.60
1.36
1.50
4.50
11.50
2.38
12.00

78.67
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Note

$MILLIONS
Action Plan Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 3: Participation in the
Community and Employment, including
Accommodation
Housing Capital
Health Action Plan Non-Government
Organisation Funding
Disability Services Respite and Sector Capacity
Building
Employment and Training
Mental Health Services in Prisons
DSQ - NGO personal support & accommodation
DSQ- Personal support in social housing
Total Action Area 3
Action Area 4: Increasing Workforce Capacity
Increased Workforce Remuneration
Mental Health Transition to Practice Nurse
Education Programme
Workforce development & research
Growth funding
Information management
Total Action Area 4
Other new mental health funding allocations
relevant to COAG Action Plan objectives
Care Coordination

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

20.00

10.00

30.00

25.00

5.00

5.00

10.00

12.00

2.40

2.40

4.80

5.00
2.30

1.00
2.30

30.70

1.00
2.30
6.12
2.43
29.25

2.00
4.60
6.12
2.43
59.95

1.16

1.16

2.32

1.46

1.60
4.00
10.21
16.97

0.30
1.60
4.00
10.21
18.43

111.35

166.55

277.90

20.00

64.30

35.64
28.45
104.09

5.80
0.30

6.10

0.30
8.06
43.00
19.76
70.82

4.77

Total Other initiatives relevant to Action Plan
Total funding commitments/allocations

40.00

4.77
366.40

617.41

Notes to Queensland government table: Nil
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Note

Western Australia
$MILLIONS
Action Plan
Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 1: Promotion, Prevention and
Early Intervention
Multi-systemic Therapy for Adolescents
Post-natal depression services
Assertive case management systems
Homeless clinical services
Intensive community youth services
Promoting mental health
Development of the WA Suicide Prevention
Strategy
Total Action Area 1
Action Area 2: Integrating and Improving
the Care System
ED mental health liaison nurses and on-duty
registrars
Acute observation ED Beds
Rural and Remote medical cover
Increase in Acute Inpatient Facilities
Hospital demand management
Specialist services
Total Action Area 2
Action Area 3: Participation in the
Community and Employment, including
Accommodation
Intermediate care units
Day treatment programme
Supported community residential units
Licensed psychiatric support expansion
NGO Psychosocial Support Expansion
Clinical rehabilitation teams
Community options
Total Action Area 3
Action Area 4: Increasing Workforce
Capacity
Workforce and Safety Initiatives
Workforce development and expansion
Standards and implementation monitoring
Total Action Area 4
Other new mental health funding
allocations relevant to COAG Action Plan
objectives

10.50
2.00
45.20
1.00
2.00

2.31
2.87
-0.56
17.31
3.67
7.51

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

1.91
0.72
6.31

1.99
0.75
7.80

6.34
2.42
20.47

0.98
0.75

1.01
0.85

2.39
3.49

13.00
60.70

46.10

10.66

12.40

35.11

24.50

3.89

4.00

4.51

13.75

20.10
9.00

1.71
2.46
141.72
1.38
11.24
162.41

3.59
1.73
18.08

2.61
1.91
30.25

9.12
5.27
60.97

27.40

1.53
40.81

1.53
90.64

c

129.40

0.74
1.15
20.29
-2.34
-3.32
-21.13
14.85
10.23

3.07
4.41
6.30
1.03
1.03
0.19
0.32
16.35

2.73
5.35
7.86
1.09
1.09
0.73
1.88
20.74

6.20
13.17
15.04
4.10
3.12
0.92
2.71
45.27

d

2.30
5.50
1.00
8.80

2.30
-2.59
12.97
12.68

1.46
1.65
1.30
4.41

1.30
0.26
1.25
2.82

3.42
1.91
5.15
10.48

e

252.50

231.43

58.82

76.76

181.50 (a)

53.60

25.00
29.00
27.20
10.00
10.00
28.20

Total Other initiatives relevant to Action
Plan
Total funding commitments/allocations

Note
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b

Notes to Western Australia government table:
a.

The reported WA cumulative funding allocation from July 2006 is greater than total funding allocated for 2006-07 and
2007-08 because, for some initiatives, expenditure prior to July 2006 was included in the WA Individual Implementation
Plan.

b.

The WA State Government has increased the funding commitment to several initiatives under Action Area 1 by a total of
$44.10M over the period of the NAP. This funding only includes funds administered by the Department of Health, not
funds administered by the Department of Housing through their Mental Health Housing Strategy.

c.

The WA State Government has increased the funding commitment to several initiatives under Action Area 2 by a total of
$162.41M over the period of the NAP.

d.

WA State Government has increased the funding commitment to several initiatives under Action Area 3 by $10.23M over
the period of the NAP. This funding only includes funds administered by the Department of Health, not funds
administered by the Department of Housing and Works.

e.

WA State Government has increased the funding commitment to several initiatives under Action Area 4 by $12.68M over
the period of the NAP.
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South Australia
$MILLIONS
Action Plan
Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 1: Promotion, Prevention and
Early Intervention
Promoting mental health
Preventing mental illness by building resilience
Early intervention with young people
Total Action Area 1
Action Area 2: Integrating and Improving
the Care System
Shared care with general practitioners
Improving services to people with mental
illness and drug and alcohol issues
24 hour mental health access by telephone
Enhancing emergency department responses
Improving access to acute and communitybased clinical services
Increased services for people in country areas
Extra support for Aboriginal and Torres Strait
Islander people
Community support
New Model of Care
Provision of priority access to services for
people with chronic and complex needs
Smooth transition between the current system
and the five new tiers
Non-clinical community support funding to
NGO's for people with a mental illness
Establishment of 6 community mental health
centres across Adelaide over the next 4 years
Establishing a new 129 bed specialist mental
health service at Glenside
Total Action Area 2
Action Area 3: Participation in the
Community and Employment, including
Accommodation
90 New intermediate care beds
73 supported accommodation beds
Total Action Area 3
Action Area 4: Increasing Workforce
Capacity
Peer Support Workers
Eight mental health nurse practitioners in
regional areas
Establishment of a team to provide outreach
services to young people experiencing their
first episode of mental illness
Total Action Area 4
Other new mental health funding
allocations relevant to COAG Action Plan
objectives
Total Other initiatives relevant to Action
Plan
Total funding commitments/allocations

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

1.11
29.60
8.80
39.51

5.09
2.52
7.61

0.28
2.96
0.61
3.85

0.28
5.52
2.31
8.10

0.56
8.48
2.92
11.95

10.00

2.89

0.74

2.74

3.49

3.50

0.99

0.76

0.98

1.74

8.00
6.70

1.73

0.71
1.59

1.58
1.71

2.28
3.30

22.70

5.69

5.69

5.69

11.37

7.60

1.90

1.90

1.90

3.80

5.10

1.28

1.28

1.28

2.56

1.50

12.00
0.38

0.38

12.00
0.76

0.47

0.49

5.95

5.95

1.18

1.18

23.86

48.90

0.05
0.15
0.20

0.05
0.15
0.20

12.00
1.47
1.84
36.80
12.08
71.29
75.60

139.45

25.04

14.20
7.94
22.14
1.0

1.00

1.00

1.60
1.60

0.38

0.38

1.0

3.20

1.00

0.38

1.38

116.11

172.40

29.89

32.54

62.43

Notes to South Australia Government table: Nil
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Note

Tasmania
$MILLIONS
Action Plan
Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 1: Promotion, Prevention and
Early Intervention
Kids in Mind Tasmania
One off funding for 2008 - 09
Total Action Area 1
Action Area 2: Integrating and Improving
the Care System
Improved Alcohol and Drugs programmes
Secure Mental Health Unit
Improved access to acute psychiatric care,
including emergency, crisis, acute inpatient
and community services
Improved youth health services (CAMHS)
Increased funding of $17 million of 5 years for
Alcohol and Drug Services, commencing in
2008 - 09 with $1.8 million
Increased funding of $1.5 per annum to
increase bed numbers at the Secure Mental
Health Unit
Total Action Area 2
Action Area 3: Participation in the
Community and Employment, including
Accommodation
Additional accommodation for people with
mental illness
Support to the non government sector to
provide quality services to people with mental
illness

Total Action Area 3
Action Area 4: Increasing Workforce
Capacity
Improve the working conditions and
remuneration for doctors and allied health
professionals
Total Action Area 4
Other new mental health funding
allocations relevant to COAG Action Plan
objectives

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

0.18

0.21

0.39

0.18

0.21

0.39

2.00
12.50

0.40
2.50

0.40
2.50

0.80
5.00

1.50

0.28

0.28

0.56

5.10

1.90

1.95

3.85

5.08

5.13

10.21

1.40

1.60

3.00

8.60

1.72

1.72

3.44

8.60

1.72

1.72

3.44

8.95

10.65

19.60

2.00
2.00

0.22
0.22

11.00
4.50
21.10

15.50

6.30
5.00

11.30

Total Other initiatives relevant to Action
Plan
Total funding commitments/allocations

43.00

15.72

Notes to Tasmanian government table: Nil
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Note

Australian Capital Territory
$MILLIONS
Action Plan
Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 1: Promotion, Prevention and
Early Intervention
Perinatal and Infant Mental Health Services
Community Education
Children of Parents with a Mental Illness
Workplace Mental Health Promotion
Early Recovery Support
Mental Health Nurses in TCH Emergency
Department
Transcultural MH Liaison
Total Action Area 1
Action Area 2: Integrating and Improving
the Care System
Improving the General Health of People with a
Mental Illness
Increase Capacity for Carer and Consumer
Participation in Service Planning
Mental Health Legislation Review
Mental Health Services Plan
Intensive Treatment and Support Programme
for People with a Dual Disability
Enhancement of Older Persons MH Inpatient
Unit
Enhancement of Adult MH Inpatient Care
Total Action Area 2
Action Area 3: Participation in the
Community and Employment, including
Accommodation
Youth Supported Accommodation
Adult 'Step-up Step-down' Supported
Accommodation and Outreach
Mental health vocational enhancement
Total Action Area 3
Action Area 4: Increasing Workforce
Capacity
Additional Medical Workforce Positions
Mental Health Community Sector Quality
improvement and sector development
Additional mental health clinical positions and
enhanced training
Growth funding for clinical training
Update clinical database
Total Action Area 4
Other new mental health funding
allocations relevant to COAG Action Plan
objectives

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

0.18
0.07
0.05
0.18

0.18
0.07
0.05
0.12
0.18

0.36
0.14
0.10
0.12
0.36

1.48

0.35

0.36

0.71

0.30
1.77

0.83

0.96

1.78

0.13

0.15

0.28

0.90
0.40
0.30
0.70
1.00

3.30

0.80

a

0.40

0.82

0.07

0.07

0.14

0.20
0.08

3.49

0.06
0.06

0.06
0.02

0.12
0.08

2.02

0.93

2.95

2.34

0.30
1.53

0.30
3.87

10.00

b

2.53
11.48

1.82
8.65

c
2.80

1.04

0.55

0.55

0.24

0.24

2.80

3.97
0.32
5.33

0.79

0.79

0.64

1.26

0.14

0.14

0.17
0.10
1.67

8.11

3.10

0.62
0.56
3.80

3.10

0.53
0.31
5.20

0.62

0.17
0.10
1.05

20.68

20.95

3.79

4.32

Total Other initiatives relevant to Action
Plan
Total funding commitments/allocations

Note
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Notes to ACT government table:
a.
b.
c.

d.

88

Action Plan Funding -the 2008-09 Budget committed funding for Transcultural mental health liaison.
The 2008-09 Budget funded a new initiatives supporting the capacity for carer and consumer participation in policy and
planning of mental health services.
The tender and contract negotiations for the Adult Step-up Step-down Supported Accommodation initiative concluded in
May 2008. The Youth Step-up Step-down Supported Accommodation began operation in March 2008. The 2008-09
Budget committed funding to support vocational programs for mental health consumers.
The 2008-09 ACT Budget committed funds to the mental health clinical workforce initiative including child and adolescent
mental health, forensic and consult liaison. The Budget also funded a new initiatives supporting the capacity for carer and
consumer participation in policy and planning of mental health services.
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Northern Territory
$MILLIONS
Action Plan
Subsequent
funding
additional
commitment mental health
2006-2011
funding
commitments
2006-2011
Action Area 1: Promotion, Prevention and
Early Intervention
Suicide Prevention and early intervention
Total Action Area 1
Action Area 2: Integrating and Improving
the Care System
Sub-acute Beds
Rural and Remote Services
Prison In-reach Services
Total Action Area 2
Action Area 3: Participation in the
Community and Employment, including
Accommodation
Rehabilitation and Recovery Services
Total Action Area 3
Action Area 4: Increasing Workforce
Capacity

1.00
1.00

0.27
0.27

5.50
4.00
3.50
13.00

Funding
allocated
2006-07

Funding
allocated
2007-08

Cumulative
funding
allocations
from
July 2006

0.47
0.47

0.76
0.76

1.23
1.23

0.75
0.80
0.45
2.00

0.82
0.86
0.77
2.45

1.57
1.66
1.22
4.45

0.50
0.50

0.29
0.29

0.39
0.39

0.59
0.59

0.98
0.98

14.50

0.56

2.86

3.80

6.66

Total Action Area 4
Other new mental health funding
allocations relevant to COAG Action Plan
objectives
Total Other initiatives relevant to Action
Plan
Total funding commitments/allocations

Notes to Northern Territory government table: Nil
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Note

APPENDIX 2
Technical Notes
This section of the report presents explanatory notes for the
indicators and statistics presented in Chapter 3 of the report.
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Indicator 1 – Prevalence of mental illness in the community
The 1997 estimates of mental illness prevalence for people aged 18 years and over are based
on the 1997 National Survey of Mental Health and Wellbeing, as published by the Australian
Bureau of Statistics. Estimates for children and young people in the age range 4-17 years are
based on a parallel survey of children and adolescents, conducted by the University of
Adelaide in 1998.
The 2007 estimates of mental illness prevalence are based on preliminary data from the 2007
National Survey of Mental Health and Wellbeing 2007, released by the Australian Bureau of
Statistics in October 2008.
There were several methodological differences between the 1997 and 2007 National Survey
of Mental Health and Wellbeing (NSMHWB). These include:
•

The 1997 survey was focused on providing prevalence estimates of mental disorders over
a 12 month time frame but the 2007 survey was designed to provide lifetime estimates.
The estimates of 12 month prevalence of disorders derived from the two surveys are
therefore not strictly comparable.

•

The 1997 survey covered people in the age range 18 years and older; the 2007 survey
covered people aged 16 to 85 years.

•

The 1997 survey had a substantially higher response rate (78% compared with 60% in
2007).

•

Based on development work over the preceding decade, the 2007 survey used new and
different algorithms to derive diagnoses to those used in 1997.

Each of these factors could have impacted on the comparability of the findings. Further
detail on the differences between the surveys is provided in the recent (2008) publication by
the Australian Bureau of Statistics, who advise that caution is required when comparing data
from the two surveys.
It is important to note that the ‘all population’ prevalence estimates shown in Figure 11 (18%
for 1997, 20% for 2007) are based on the more common (‘high prevalence’) disorders that are
found in the population, primarily anxiety, depression and alcohol/drug related disorders.
These disorders are amenable to accurate enumeration in large-scale population surveys that
use lay interviewers. The estimates do not include a range of less prevalent conditions, such
as schizophrenia and other psychotic illnesses, eating disorders, personality disorders and a
number of other conditions. Collectively, these add an additional 2-3% to the total number of
Australians affected by mental disorders. When these are added to the group of people
affected by the more common disorders, it is estimated that 20-22% of the total Australian
adult population are affected by one or more mental disorders in any given year.
Splits by severity levels shown in Figure 12 are based on population planning norms
published by New South Wales. New South Wales estimates are derived from extensive
definitional work and epidemiological studies completed in the United States, and incorporate
data gathered in the Australian National Survey of Mental Health and Wellbeing (1997). In
brief, severity is judged according to the type of disorder (diagnosis), the intensity of
symptoms, the length of time symptoms have been experienced (chronicity), and the degree
of disablement that is caused to the person’s functioning. This approach differs from the
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classification of severity used by the ABS in its analysis of the (NSMHWB) which is based
only the World Mental Health Survey Initiative severity measure.
Sources:
Australian Bureau of Statistics (1998), Mental Health and Wellbeing: Profile of Adults,
Australia 1997, ABS Cat. No. 4326.0. Commonwealth of Australia, Canberra.
Australian Bureau of Statistics (2007), National Survey of Mental Health and Wellbeing:
Summary of Results, ABS Cat. No. 4326.0. Commonwealth of Australia, Canberra.
Centre for Mental Health, Department of Health New South Wales (2001) Mental Health
Clinical Care and Prevention Model: A Population Mental Health Model
Sawyer M, Arney F, Baghurst P et al. (2000) The Mental Health of Young People in
Australia. Commonwealth of Australia, Canberra
Indicator 2 – Rate of suicide in the community
Source used for all data presented under this indicator, except for Figure 13:
Australian Bureau of Statistics (2008), Causes of Death. ABS Cat. No. 3303.0. Canberra,
Australian Bureau of Statistics.
Figure 13 source data based on unpublished analysis conducted by the ABS for the Australian
Government Department of Health and Ageing.
Indicator 3 – Rates of use of illicit drugs that contribute to mental illness in young people
Indicator 4 – Rates of substance abuse
Sources:
Australian Bureau of Statistics (2007), National Survey of Mental Health and Wellbeing:
Summary of Results, ABS Cat. No. 4326.0. Commonwealth of Australia, Canberra.
Australian Institute of Health and Welfare (2005). 2004 National Drug Strategy Household
Survey: First Results. AIHW cat. no. PHE 57. Canberra: AIHW (Drug Statistics Series
No. 13).
Australian Institute of Health and Welfare (2008). 2007 National Drug Strategy Household
Survey: First Results. AIHW cat. no PHE 98. Canberra: AIHW (Drug Statistics Series
number 20).
National Drug and Alcohol Research Centre (2007), Illicit drug use in Australia:
Epidemiology, use patterns and associated harm. Second edition. NDARC.
Indicator 5 – Percentage of people with a mental illness who receive mental health care
Estimates of health services used by adults with a mental disorder (Figure 17) are based on
Department of Health and Ageing analysis of the 1997 and 2007 National Surveys of Mental
Health and Wellbeing, as published by the Australian Bureau of Statistics. For 1997, the
estimates of the percentage of people seen by the various health provider groups differ from
those presented in last year’s COAG Action Plan Progress Report and are based on recent
unpublished re-analysis of the ABS source data by the Department of Health and Ageing.
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As noted in the Technical Notes for indicator 1 (see 92), there were important differences
between the 1997 and 2007 surveys that warrant caution when comparing the findings.
These include differences in the way that information was collected from people on the type
and range of health professionals consulted for a mental health problem. These differences
could have impacted on the comparability of the service utilisation findings, but the extent to
which this is the case is unknown. A recent ABS Service Users Guide provides more details
on how the 2007 survey differed from the 1997 survey in the methodology used to gather
information about service utilisation.
Sources:
Australian Bureau of Statistics (1998), Mental Health and Wellbeing: Profile of Adults,
Australia 1997, ABS Cat. No. 4326.0. Commonwealth of Australia, Canberra.
Australian Bureau of Statistics (2007), National Survey of Mental Health and Wellbeing:
Summary of Results, ABS Cat. No. 4326.0. Commonwealth of Australia, Canberra.
Australian Bureau of Statistics (2009), National Survey of Mental Health and Wellbeing:
Users’ Guide, ABS Cat. No. 4327.0. Commonwealth of Australia, Canberra.
Source data prepared by each jurisdiction and the Private Mental Health Alliance used for
Table 10 are presented below.
Table 13: Number of people receiving clinical mental health care, 2006-07 and 2007-08 a,b
Medicare-funded mental health services f

State
Private
e
Community hospitals
Mental Health
c, d
Services

New South Wales
Victoria
Queensland
Western Australia
South Australia
Tasmania
ACT
Northern Territory
Australia
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l

Private
g
Psychiatrists

General
h
Practitioners

Clinical
Psycholi
ogists

Allied
j
Health

All MBS
funded
k
services

2006-07

113,829

6,399

90,295

140,745

15,001

40,713

223,466

2007-08

109,367

6,965

89,754

253,058

41,369

92,232

345,026

2006-07

58,444

5,922

78,086

115,013

12,743

40,937

186,555

2007-08

57,047

5,957

76,443

203,673

32,264

92,064

285,452

2006-07

72,856

4,723

50,006

69,184

4,774

25,384

116,029

2007-08

63,230

4,728

49,579

131,957

15,461

57,320

183,396

2006-07

37,787

2,655

21,052

33,539

8,378

5,112

53,101

2007-08

37,459

2,842

21,129

63,341

21,616

12,933

86,326

2006-07

26,877

*

24,783

25,691

2,841

6,121

48,763

2007-08

27,626

*

24,838

49,574

10,990

13,710

73,659

2006-07

7,591

*

4,827

8,480

1,418

2,681

12,928

2007-08

7,448

*

4,631

15,273

4,140

5,428

20,530

2006-07

6,037

*

3,588

5,417

708

1,629

8,720

2007-08

6,078

*

3,562

10,086

2,172

4,219

14,097

2006-07

4,770

-

781

1,637

124

334

2,354

2007-08

4,692

-

785

3,188

313

910

4,068

2006-07

328,191

22,342

272,194

399,051

45,895

122,621

648,891

2007-08

312,947

23,075

269,582

728,274

127,914

277,849

1,006,985
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Notes to Table 13:
a.

Estimates are based on unique counts of individuals receiving care within the year,
within each service stream, where each individual is only counted once regardless of
the number of services received. The columns cannot be added to give a total count
across jurisdictions because people may be seen by more than one service stream. For
example, it is estimated that up to 95% of people treated in private hospital psychiatric
units are also treated by Medicare-funded private psychiatrists. Additionally, all people
seen by clinical psychologists and allied health providers are included in the counts of
persons seen by GPs, because referral by a GP is necessary for these services to be
accepted by Medicare Australia for billing purposes. Options for developing nonduplicated estimates of the number of people receiving mental health care across all
service streams will be explored for future years.

b.

2006-07 data update the preliminary estimates presented in last year’s COAG Progress
Report. The 2007-08 estimates are preliminary only. The strict timelines required for
Action Plan progress reporting dictate that data submitted by jurisdictions is usually in
advance of final end-of-year reconciliations, with the possibility that some service
utilisation data may not be included. Adjustments to historical data will be made in
subsequent progress reports when more complete data are available.

c.

Person counts for state and territory mental health services are confined to those
receiving one or more contacts provided by ambulatory mental health services. This
approach was adopted to improve consistency across the service streams (particularly
for comparison of state and territory services and Australian Government-funded
Medicare mental health services) as well as picking up most people seen in state and
territory inpatient services. All service contacts are counted in defining whether a
person receives a service, including those delivered ‘on behalf’ of the consumer i.e.
where the consumer does not directly participate. This approach was taken to ensure
that the role of state and territory mental health services, in providing back up as
tertiary specialist services to other health providers, is recognised.

d.

State and territory jurisdictions differ in their capacity to provide accurate estimates of
persons receiving services due to the lack of unique patient identifiers, or data matching
systems, in some jurisdictions. Tasmania and South Australia indicated that the data
submitted was not based on unique patient identifier or data matching approaches.
Additionally, jurisdictions differ in their approaches to counting clients under care.

e.

Private hospital estimates for 2006-07 and 2007-08 are of unique counts of individuals
receiving specialist psychiatric care within the private hospital service stream,
including both overnight and sameday admitted patient care, using information
submitted to the Private Mental Health Alliance's Centralised Data Management
Service by private hospitals with psychiatric beds. The statistics for 2007-08 are an
estimate based on data submitted for the first 9 months of the financial year. The
statistics include estimates of person counts for non-participating private hospitals with
psychiatric beds. Services provided to patients with a principal psychiatric diagnosis by
other private hospitals (that is, those without designated psychiatric beds) are not
included. Data for jurisdictions marked by an asterisk have been suppressed for
confidentiality purposes.

f.

All Medicare funded data are based on year of processing, as provided by the
Australian Government Department of Health and Ageing and billing data maintained

COAG National Action Plan on Mental Health - Progress Report 2007-08

95

by Medicare Australia. A significant component of the data includes services provided
under the Australian Government Better Access to Mental Health Care initiative, which
commenced on 1 November 2006. MBS estimates for 2006-07 are therefore part-year
only for these services.
g.

Private psychiatrist data represents a unique count of people seen who received one or
more consultant psychiatrist attendance items billed to Medicare Australia.

h.

General practitioner data represents a unique count of people who received one or more
general practitioner attendance items, billed to Medicare Australia, that are mental
health specific. These include items under the Better Mental Health Outcomes
initiative for 2006-07, new items under the Better Access to Mental Health Care
initiative (available 1 November 2006 onwards) and a small number of other mental
health related items (Family Group Therapy). A small proportion of this latter group
may also be provided by other medical practitioners. The count does not include
people receiving GP-based mental health care that was billed as a general consultation.

i.

Clinical psychologist data represents a unique count of people who received one or
more clinical psychologist attendance items, billed to Medicare Australia, as introduced
under the Better Access to Mental Health Care initiative. These commenced in 1
November 2006.

j.

Allied health data represents a unique count of people who received one or more
attendance items provided by registered psychologists, social workers or occupational
therapists, billed to Medicare Australia, as introduced under the Better Access to Mental
Health Care initiative. The person count also includes a small number of services
provided by allied health professionals provided under the Enhanced Primary Care
Strategy.

k.

‘All MBS funded services’ provides a unique count of persons receiving one or more
services provided under any of the Medicare-funded service streams described at (g) to
(j). Persons seen by more than one provider stream are counted only once.

l.

Population rates presented as percentages in Table 10 are calculated using ABS
estimates of state and territory populations at December, based on the 2006 census.

Indicator 6 – Mental health outcomes of people who receive treatment from state and
territory services and the private hospital system
Estimates of the proportion of state and territory services that have introduced routine
outcome measurement are as provided by the Department of Health and Ageing. Estimates
of private hospital coverage are based on information provided by the Private Mental Health
Alliance, using information submitted to the Centralised Data Management Service by
private hospitals with psychiatric beds.
Notes to Figure 19:
a.
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For the purpose of this indicator, assessment of clinical outcomes is based on the
changes reported in a consumer’s score on a rating scale known as the Health of the
Nation Outcomes Scale (HoNOS), or in the case of children and adolescent consumers,
the Health of the Nation Outcome Scales for Children and Adolescents (HoNOSCA).
Developed originally in England in the 1990s, these ratings scales comprise a set of
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standard items that are rated by a clinician to measure the severity of the consumer’s
symptoms or disability across a range of domains (for example, depressed mood,
hallucinations, substance use, suicidality, overactivity, activities of daily living,
cognitive impairment). The HoNOS/HoNOSCA form part of small suite of
standardised rating scales used to monitor outcomes across all state and territory public
sector mental health services and approximately 95% of private hospitals with a
specialised psychiatric unit.
b.

Complex conceptual and technical issues are faced when using these standardised
outcomes scales to generate a summary picture of ‘average outcomes’ for consumers of
mental health services in Australia. A single score, ‘one size fits all’ approach does not
do justice to a complex service system in which services are delivered across multiple
settings (inpatient, community, residential) and provided as discrete, short term
episodes of care to some consumers but to others, over prolonged, indefinite periods.
The measures themselves are imperfect and relatively crude instruments that, while
useful for some purposes, have restrictions. Foremost amongst these is the fact that
they only tell part of the story about outcomes, from the clinician’s perspective. The
approach used in this report to present a summary picture from the HoNOS/HoNOSCA
data represents ‘work in progress’ and involves a series of compromises. It is likely
that, with increasing experience, new approaches will evolve for use in future progress
reports to COAG.

c.

Figure 19 summarises mental health outcomes for four different cohorts of consumers,
all based on the most current data available (2006-07).
•

Group A: People in ongoing community care (State and territory mental health
services)
This group covers people receiving relatively long term community care from a
state/territory mental health service. It includes people who were receiving care for
the whole of 2006-07, and those who commenced community care sometime after
1 July 2006 who continued under care for the rest of the year. The defining
characteristic of the group is that all remained in ongoing care when the year ended
(30 June 2007). Outcome scores were calculated as the difference between the total
HoNOS/HoNOSCA score recorded on the first occasion rated and the last occasion
rated in the year.

•

Group B: People discharged from community care (State and territory mental
health services)
This group covers people who received relatively short term community care from a
state/territory mental health service during the 2006-07 year. The defining
characteristic of the group is that the episode of community care commenced, and
was completed, within the year. Outcome scores were calculated as the difference
between the total HoNOS/HoNOSCA score recorded at admission to, and
discharge, from community care. A subgroup of people whose episode of
community care completed because they were admitted to hospital are not included
in this analysis.
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•

Group C: People discharged from hospital (State and territory mental health
services)
This group covers people who received a discrete episode of inpatient care within a
state/territory designated psychiatric inpatient unit during the 2006-07 year. The
defining characteristic of the group is that the episode of inpatient care commenced,
and was completed, within the year. Outcome scores were calculated as the
difference between the total HoNOS/HoNOSCA score recorded at admission and
discharge. The analysis excludes episodes where length of stay was less than 3
days because it is not meaningful to compare HoNOS/HoNOSCA admission and
discharge ratings for short duration episodes.

•

Group D: People discharged from hospital (Private hospital psychiatric units)
This group covers all separations of people discharged from private hospital
psychiatric units that occurred in the period 1 July 2006 – 30 June 2007, where the
length of stay was greater than 3 days. Outcome scores for this group were
calculated as the difference between the total HoNOS/HoNOSCA score recorded at
admission and discharge.

d.

For all 4 groups, outcome scores was then classified as either ‘significant
improvement’, ‘significant deterioration or ‘no significant change’, based on Effect
Size. Effect size is a statistic used to assess the magnitude of a treatment effect. It is
based on the ratio of the difference between pre- and post- scores to the standard
deviation of the pre- score. As a rule of thumb, effect sizes of 0.2 are considered small,
0.5 considered medium and 0.8 considered large. Based on this rule, a medium effect
size of 0.5 was used to assign outcome scores to the three outcome categories. Thus
individual episodes were classified as either: ‘significant improvement’ if the Effect
Size index was greater than or equal to positive 0.5; ‘significant deterioration’ if the
Effect Size index was less than or equal to negative 0.5; or ‘no change’ if the index was
between -0.5 and 0.5.

e.

The analyses presented in this report were provided by the following:
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•

State and territory data – analysis conducted by the Australian Mental Health
Outcomes and Classification Network (AMHCON), using data submitted by states
and territories to the Australian Government Department of Health and Ageing.
The state and territory analysis includes all valid data for all age groups, for all
jurisdictions except the ACT. To be considered valid, HoNOS/HoNOSCA data
needs to be completed correctly (a specified minimum number of items completed)
and have a ‘matching pair’ – that is, a beginning and end rating are needed to
enable an outcome score to be determined. It is not possible to accurately estimate
the sample coverage of valid data in the public sector but best estimates suggest that
valid outcomes data were available in 2006-07 for less than 40% of potential
inpatient observations.

•

Private hospital data – analysis conducted by the Private Mental Health Alliance's
Centralised Data Management Service using data submitted by private hospitals
with psychiatric beds. The same data validity requirements were applied as
described above for state and territory data. Valid data for private hospitals in
2006-07 covered 80% of in scope separations.
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Source data provided by AMHOCN and the PMHA are summarised below.
Table 14: Consumer outcomes data for state and territory mental health services and private
hospital psychiatric units, 2006-07
Percentage of episodes/cases
Mean
number of
Number
days
of
between Significant
No
episodes/ rating
deterior- significant Significant
cases
points
ation
change improvement
State and territory public mental health
services
GROUPA: People in ongoing community care

24,593

167.6

16.8

55.5

27.7

GROUP B: People discharged from community
care

16,431

70.0

5.4

39.4

55.2

GROUP C: People discharged from hospital

27,303

21.6

5.6

22.8

71.6

18,141

22.1

4.4

17.1

78.5

Private hospital psychiatric units
GROUP D: People discharged from hospital

Indicator 7 – Rates of community follow up for people within the first seven days of
discharge from hospital
Estimates shown for Indicator 7 (see Figure 20, page 29) are based on source data submitted
by jurisdictions, as shown below.
Total number of admitted patient overnight separations from the
state/territory psychiatric inpatient services occurring within the reference period
NSW
Vic
Qld
WA
SA
Tas
ACT
NT

2005-06
30,262
16,059
14,805
6,941
5,700
2,478
1,051

2006-07
32,160
16,775
14,573
6,830
6,027
2,691
938

2007-08
24,620
13,286
9,726
6,686
4,700
1,712
760

1,029

932

899

Total number of admitted patient overnight separations for which a community
mental health contact was recorded in the seven days immediately following separation
NSW
Vic
Qld
WA
SA
Tas
ACT
NT

2005-06
13,847
9,379
6,777
3,393
1,518
n.a.
761
307

2006-07
11,989
9,847
7,310
3,501
2,047
564
704
227

2007-08
11,202
7,687
4,275
3,469
1,847
529
576
181

Notes to Indicator 7:
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a.

Based on all ‘in scope’ separations from state and territory psychiatric inpatient units,
defined as those for which it is meaningful to examine community follow-up rates. The
following separations were excluded: same day separations; overnight separations that
occur through discharge/transfer to another hospital; statistical discharge – type change;
left against medical advice/discharge at own risk and death

b.

Data for 2005-06 and 2006-07 reflect full year activity but for 2007-08, the data are
based only on the first 9 months of the year (because full year data were not be
available within the reporting timeframe). For all jurisdictions, data for 2005-06 and
2006-07 updated the estimates presented in last year’s progress report.

c.

Community mental health contacts counted for determining whether follow-up
occurred are restricted to those in which the consumer participated. These may be faceto-face or ‘indirect’ (e.g., by telephone), but not contacts delivered ‘on behalf of the
client’ in which they did not participate (Exception: Northern Territory data includes all
contacts, but advised that the impact on the indicator is believed to be marginal).
Contacts made on the day of discharge are also excluded.

d.

Only community mental health contacts made by state and territory public mental
health services are included. Where responsibility for clinical follow-up is managed
outside the state/territory mental health system (e.g., by private psychiatrists, general
practitioners), these contacts are not included.

e.

States and territories vary in their capacity to accurately track post-discharge follow up
between hospital and community service organisations, due to the lack of unique
patient identifiers or data matching systems. Two jurisdictions –Tasmania and South
Australia - indicated that the data submitted was not based on unique patient identifier
or data matching approaches. This factor can contribute to an appearance of lower
follow-up rates for these jurisdictions.

Indicator 8 – Readmissions to hospital within 28 days of discharge
Estimates for Indicator 8 (see Figure 21, page 31) are based on source data submitted by
jurisdictions, as shown below.
Total number of admitted patient overnight separations from the
state/territory psychiatric inpatient services occurring within the reference period
NSW
Vic
Qld
WA
SA
Tas
ACT
NT

2005-06
30,262
16,059
14,805
6,941
5,700
2,478
1,051

2006-07
32,160
16,775
14,573
6,830
6,027
2,691
938

2007-08
24,620
13,286
9,726
6,686
4,700
1,712
760

1,029

932

899

Total number of admitted patient overnight separations that were followed by a
readmission to a state/territory psychiatric inpatient service within 28 days of discharge
NSW
Vic
Qld
WA
SA
Tas
ACT
NT

100

2005-06
4,595
2,174
3,030
886
533
434
154
146

2006-07
4,599
2,405
2,726
865
615
426
123
130

2007-08
3,654
1,905
1,507
599
582
138
94
114
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Notes to Indicator 8:
a.

Based on all ‘in scope’ separations from state and territory psychiatric inpatient units,
defined as those for which it is meaningful to examine readmission rates. The
following separations were excluded: same day separations; overnight separations that
occur through discharge/transfer to another hospital; statistical discharge – type change;
left against medical advice/discharge at own risk and death.

b.

Data for 2005-06 and 2006-07 reflect full year activity but for 2007-08, the data are
based only on the first 9 months of the year (because full year data were not be
available within the reporting timeframe). For all jurisdictions, data for 2005-06 and
2006-07 updated the estimates presented in last year’s progress report.

c.

For the purposes of this indicator, a readmission for any of the separations identified as
‘in-scope’ is defined as an admission to any another public psychiatric unit within the
jurisdiction that occurs within 28 days of the date of the original separation.

d.

No distinction is made between planned and unplanned readmissions because data
collection systems in most Australian mental health services do not include a reliable
and consistent method to distinguish a planned from an unplanned admission to
hospital.

e.

As for Indicator 7, data for this indicator is collected by all states and territories but
varies depending on whether the jurisdiction has a system of state-wide unique client
identifiers in place, or equivalent data matching systems. Those jurisdictions with
state-wide unique client identifiers or data matching systems have the capacity to track
whether a person is readmitted to any hospital in the jurisdiction. Other jurisdictions
can only monitor whether a readmission occurs back to the same hospital from which
the person was discharged. Different readmission rates will be obtained depending on
the method used, reducing the validity of comparison between jurisdictions.

f.

Two jurisdictions – Tasmania and South Australia - indicated that the data submitted
was not based on unique patient identifier or data matching approaches. This factor can
contribute to the appearance of lower readmission rates for these jurisdictions

Indicator 9 – Participation rates by people with mental illness of working age in
employment
Estimates of the annual losses to national productivity caused by untreated mental illness are
based on unpublished recent analysis collected by Whiteford, Hilton and colleagues in the
WORC study (Work Outcomes Research and Cost-Benefit). Funded by the Australian
Government, this study is being conducted by the University of Queensland in collaboration
with Harvard University.
Estimates of workforce participation rates for people with mental disorders (Table 11) are
based on analysis conducted by Waghorn and colleagues at the Queensland Centre for Mental
Health Research, using information collected in the Australian Bureau of Statistics 2003
Survey of Disability, Ageing and Carers (SDAC). The working age population is defined as
those between 15 and 64 years.
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The term ‘not in labour force’ is as defined in the Australian Bureau of Statistics’ Labour
Force Statistics publications and refers to persons who are were not in the categories
‘employed’ or ‘unemployed’ as defined by the ABS.
Recent analysis published by the Productivity Commission, based on the Household, Income
and Labour Dynamics in Australia (HILDA) survey corroborate Waghorn and colleagues
analyses and suggest that, of those with a mental disorder, only 39% participate in the labour
force (cf Waghorn et al – 44%, based on SDAC).
Data on the number of people on Disability Support Pensions (DSP) in 2007-08 is as
provided by the Department of Families, Housing, Community Services and Indigenous
Affairs (FaHCSIA). Historical data were taken from the various annual publications
Characteristics of Disability Support Pension Customers (June 2001 to June 2007) available
at: http://www.facsia.gov.au/internet/facsinternet.nsf/
The number of DSP recipients represents a point in time count of current and suspended
Disability Support Pension customers who have identified themselves as having
psychological/psychiatric disability as the primary condition. Estimates based on DSP
recipients ‘primary condition’ need to be interpreted cautiously. These clients may have
multiple disabilities, including psychological/psychiatric disability.
Estimates of the number of working age Australians with mental disorders who are not in the
labour force are based on analysis by the Australian Government Department of Health and
Ageing, using prevalence statistics presented in Indicator 1.
Estimates of the prevalence of mental disorders in income support recipients are based on
published studies by Butterworth that analysed data collected in the 1997 National Survey of
Mental Health and Wellbeing, conducted by the Australian Bureau of Statistics.
Sources:
Butterworth P (2003) Estimating the prevalence of mental disorders among income support
recipients: Approach, validity and findings. Department of Family and Community Services
Policy Research Paper No. 21, Commonwealth of Australia, Canberra.
Hilton M, Sheridan J, Cleary C, Morgan A, Whiteford H. (2007) The concealed
burden of mental health. Australian & New Zealand Journal of Psychiatry, 41
[Supplement 1], A32.
Laplagne P, Glover M, Shomos A. (2007) Effects of health and education on labour force
participation. Staff Working Paper, Productivity Commission, Melbourne.
Waghorn G, Chant D, White P, Whiteford H. (2004) Delineating disability, labour force
participation and employment restrictions among persons with psychosis. Acta Psychiatrica
Scandanavica, 109, 279-288.
Waghorn G, Chant D, White P, Whiteford H. (2005) Disability, employment and work
performance among people with ICD-10 anxiety disorders. Australian & New Zealand
Journal of Psychiatry, 39:55-66.
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Indicator 10 – Participation rates by young people aged 16-30 with mental illness in
education and employment
Estimates of workforce and education participation rates for people aged 15 to 29 years are
based on analysis conducted by Waghorn and colleagues at the Queensland Centre for Mental
Health Research, using information collected in the Australian Bureau of Statistics 2003
Survey of Disability, Ageing and Carers (SDAC).
Indicator 11 – Prevalence of mental illness among people who are remanded or newly
sentenced to adult and juvenile correctional facilities
Source:
Mullen P E, Holmquist C L, Ogloff J R P. (2004) National Forensic Mental Health Scoping
Study. Canberra: Department of Health and Ageing.
Indicator 12 – Prevalence of mental illness among homeless populations
a.

Information presented for this indicator is based on analysis of the SAAP National
Minimum Data Set 2005-06 and 2006-07, conducted by the Australian Institute of
Health and Welfare. Source data are presented in the table below.

Table 15: SAAP clients with mental health, substance use and comorbid problems, 2005-06 and
2006-07
Mental illness

Substance use

Comorbidity

Total

%

No.

%

No.

%

No.

%

No.

5.1

5,400
1,400

7.9

8,400
2,100

3.7

3,900
900

39.9

42,400
13,500

2005-06
Males
0–24 years
25–44 years

2,700

4,500

2,300

19,500

45–64 years

1,100

1,600

600

7,400

65+ years
Females
0–24 years

100
7.6

8,100
2,500

100
5.3

5,600
2,100

<50
2.6

2,800
1,100

1,100
60.1

63,900
23,200

25–44 years

4,100

2,900

1,400

45–64 years

1,100

400

200

7,200

100

<50

<50

1,000

65+ years
Total Clients

30,600

12.7

13,500

13.2

14,100

6.3

6,700

100.0

106,500

5.3

6,300
1,700

7.4

8,800

3.8

4,500

39.9

46,000

2006-07
Males
0–24 years

2,300

1100

15,300

25–44 years

3,100

4,800

2,600

21,300

45–64 years

1,300

1,700

800

8,300

200

100

<50

1,200

65+ years
Females
0–24 years

7.6

9,000
2,900

5.1

6,000

2.7

3,200

60.1

72,800

2,300

1,200

27,200
35,800

25–44 years

4,500

3,100

1,700

45–64 years

1,500

500

300

8,700

100

<50

<50

1,000

65+ years
Total Clients

12.8

15,200

12.5

14,900

6.5

7,700

100.0

118,800

Note: All figures rounded to nearest hundred.
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Quantifying the extent to which people with a mental health problems or problematic
substance use issue appear in the SAAP population can be difficult, as there is no single
data item that allows easy identification of clients who have these issues. The SAAP
client population is divided into four main client groups, defined as follows:
-

Mental health: Clients who were referred from a psychiatric unit; reported
psychiatric illness and/or mental health issues as reasons for seeking assistance;
were in a psychiatric institution before or after receiving assistance and/or needed,
were provided with or were referred on for support in the form of psychological or
psychiatric services.

-

Substance use: Clients who reported problematic drug, alcohol and/or substance use
as a reason for seeking assistance and/or needed, were provided with or were
referred on for support in the form of drug and/or alcohol support or intervention

-

Comorbidity: Clients who reported at least one of the mental health characteristics
and at least one of the substance use characteristics listed above in the same support
period.

-

Other: Clients who met none of the criteria used above.

For the data presented in Table 15 above:
-

Due to errors and omissions in reporting of ‘age’, the sum of the age groups is less
than the totals for both males and females.

-

Client groups are not mutually exclusive. A client can have more than one support
period in a year and their circumstances might vary between support periods. In
addition, a client can report mental health, substance use and comorbidity criteria
within the same period of support. Consequently, the number of clients in the
‘substance use’, ‘mental health’, ‘comorbidity’ and ‘neither’ groups will not sum to
the total number of clients

-

Figures have been weighted to adjust for agency non-participation and client nonconsent.

Data summarised in Figure 23 are sourced from the ‘High and Complex Needs Census’
conducted by staff of the Housing and Homelessness Unit, AIHW, from 932 SAAP
agencies, covering 69% of eligible SAAP agencies.. The census collected information
on the level and complexity of the needs of 10,683 clients who received assistance over
a one-week period in June 2008. Source data prepared by AIHW are provided in the
tables below.
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Table 16: SAAP clients by needs area – high and complex needs study
Male

Female

Not
stated

Total

Housing
Money management/finances

3,167

5,654

98

8,919

Percentage of
full sample
83%

1,995

3,686

55

5,736

54%

Alcohol & other drug use

1,650

1,580

38

3,268

31%

Mental health issues

Needs area

1,325

2,264

39

3,628

34%

Disability

891

1,307

28

2,226

21%

Exposure to/effects of violence

956

4,073

46

5,075

48%

Challenging behaviour

1,136

1,182

29

2,347

22%

Personal safety and wellbeing

1,121

2,464

42

3,627

34%

Physical health and self care

1,237

2,025

38

3,300

31%

Accessing services

1,578

3,146

51

4,775

45%

Access to social supports

1,353

2,948

41

4,342

41%

Parenting/caring

449

2,651

35

3,135

29%

Accompanying children

184

2,715

31

2,930

27%

Total

10,683*

*Note: Total is a unique count of clients, excluding overlap in identified needs areas.

Table 17: SAAP clients by report mental health issue – high and complex needs study
Mental Health Needs area

Male

Female

Not
stated

Total

Mental Health issues

1,325

2,264

39

3,628

Known diagnosis of mental disorder(s)
Self reports as having a mental illness

790

1,230

25

2,045

314

686

11

1,011

Suspected to have a mental illness

392

648

12

1,052

Current use of specialised mental health service

412

700

12

1,124

4

9

0

13

Not stated
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