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18Mental Health

Anand Choudhary

Learning Objectives
In this chapter, the reader will learn about:

•	 Burden of mental illnesses.
•	 Brief history of mental health in Australia.
•	 Policy context for mental health in Australia.
•	 Structure of mental health services.
•	 Pertinent issues within mental health services 

for the medical administrator.
•	 Mental health workforce issues.
•	 Activity-based funding for mental health 

services.
•	 Mental health legislation.

18.1	� Introduction

The World Health Organisation views health as a 
state of complete physical, mental and social 
well-being and not merely the absence of disease 
or infirmity [1]. In recent years, there has been 
increasing recognition of the important role men-
tal health plays in achieving overall happiness 
[2]. It is now acknowledged that poor mental 
health contributes to poor health outcomes, pre-
mature death, human rights violations, and global 
and national economic loss [3]. The Diagnostic 
and Statistical Manual of Mental Disorders, Fifth 

Edition (DSM-5), published in 2021 has defined 
mental illness as a syndrome characterised by 
clinically significant disturbance in an individu-
al’s cognition, emotion regulation, or behaviour 
that reflects a dysfunction in the psychological, 
biological, or development processes underlying 
mental functioning [4]. A person, however, does 
not need to suffer from a mental illness to be 
adversely impacted by their mental health [5].

A health administrator who is responsible for 
the decision-making of mental health service pro-
vision ought to have an explicit understanding of 
mental illnesses, mental health services delivery 
and the issues around providing mental health 
care, as mental health services are now an integral 
part of an integrated continuum of health service 
care. The current chapter aims to discuss current 
structures and strategies of mental health service 
delivery in Australia, as well as legislations and 
common issues, to assist medical administrators 
in dealing with everyday situations.

18.2	� Magnitude of the Issue

The impact of mental illnesses on society is 
widely known. A study was published in early 
2022 [6] which attempted to understand the prev-
alence and burden of mental disorders across 204 
countries and territories between 1990 and 2019. 
The study noted that the global number of 
Disability Adjusted Life Years (DALYs) due to 
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mental disorders increased from 80·8 million to 
125·3 million between 1990 and 2019, suggest-
ing that mental disorders remained among the top 
ten leading causes of burden worldwide, with no 
evidence of any global reduction in the burden.

The 1997 National Survey of Mental Health and 
Wellbeing (NSMHWB) was the first nationally 
representative survey of mental disorders carried 
out in Australia and represented a landmark study 
in the epidemiology of mental disorders in Australia 
[7]. This same survey was repeated in 2007 and 
recently between 2021 and 2023. These surveys 
revealed important information about the mental 
health status of Australians. We know that the pro-
portion of people between 18 and 65, accessing any 
mental health care service within the previous 
12  months increased significantly from 1997 to 
2007, from 12.4% to 21.4%. This percentage 
dropped to 17.5% in 2021, possibly due to lock-
downs and restrictions. In 1997 and 2007 surveys, 
over 90% of participants aged 60 years or over with 
self-assessed mental health problems reported 
obtaining no help for their mental health problem 
[8]. According to the NSMHWB 2007 survey, the 
prevalence of any lifetime mental disorder was 
45.5%. In 2021, this prevalence was relatively 
unchanged at 43.7%. In other words, over two in 
five Australians aged 16–85 years (8.6 million peo-
ple) had experienced a mental disorder at some 

time in their life. The prevalence of any 12-month 
mental disorder was 18% in 1997, 20.0% in 2007 
and 21.4% in 2021 (Fig. 18.1). There were other 
4.4 million people who had a mental illness in their 
lifetime but not in the last 12 months (Fig. 18.2). In 
terms of the individual psychiatric disorders among 
people who experienced a mental disorder within 
the last 12  months (21.4%), anxiety disorders 
(16.8%) were the most common class of mental 
disorder, followed by affective disorders (7.5%), 
and substance use disorders (3.3%) [9].

Mental illness affects all of us, directly or 
indirectly. One in five Australians experience 
mental illness at any given 12  months. Mental 

Fig. 18.1  12 Months Prevalence of mental disorders in age 18–65 (NSMHWB 1997, 2000, 2021)

Fig. 18.2  Prevalence of mental illness in Australian pop-
ulation between age 18 and 65 (NSMHWB 2021)
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and substance use disorders are important causes 
of disability and morbidity. The Australian 
Burden of Disease Study 2015 [10] examined the 
health loss due to various diseases and injuries 
that is not improved by current treatment. For 
Australia, Mental and substance use disorders 
were estimated to be responsible for 12% of the 
total burden of disease in 2015, placing it fourth 

as a broad disease group after cancer (18%), car-
diovascular diseases (14%) and musculoskeletal 
conditions (13%) (Fig. 18.3).

Furthermore, three among six disease groups 
causing non-fatal burden of disease were mental 
illnesses [11] (Fig.  18.4). Non-fatal burden of 
disease is a measure of the number of years of 
‘healthy’ life lost due to living with a disability.

Fig. 18.3  Top 6 by the proportion (%) of total burden (DALY), by disease group in Australia in 2015 (The Australian 
Burden of Disease Study 2015)

Fig. 18.4  Leading six causes of non-fatal burden in Australia in 2015
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18.3	� History of Mental Health 
and Services

Mental disorders have been of concern since 
ancient times. Interestingly, ancient theories 
about mental illness across different cultures 
often included beliefs that supernatural causes, 
such as demonic possession, curses, sorcery, or a 
vengeful god, are causing the unexplained symp-
toms of mental illness [12]. The treatments 
ranged from trephining (making holes in the skull 
to let the evil spirit out) to prayers, atonement, 
exorcisms or incantations [12, 13]. The first psy-
chiatric hospital was established in Valencia, 
Spain, in 1410  CE [14] (Fig.  18.5), and moral 
treatments for mental illness were introduced in 
the late 1700s. It was Pinel who developed a 
hypothesis that mentally unhealthy patients 
needed care and kindness in order for their condi-

tions to improve, and this humane approach was 
regarded as ‘moral treatment’ [15].

Sigmund Freud, an Austrian neurologist and 
psychiatrist, has been deemed by some as the 
father of modern psychiatry. He developed his 
theory of psychoanalysis, which gave rise to the 
practice of psychotherapy, which continues to be 
an important part of modern-day treatment [16]. 
The importance of Freud’s works lies in the rec-
ognition of mental illness as similar to other ill-
nesses. Freud’s work opened doors for other 
mental health treatments, such as psychosurgery, 
electroconvulsive therapy (ECT), and psycho-
pharmacology. These treatments are based on the 
biological model of mental illness, which consid-
ers mental health problems as being caused by 
biochemical imbalances in the body that can be 
treated like physical diseases. With its increasing 
use of medications along with other treatment 

Fig. 18.5  A scene from an asylum
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approaches such as psychotherapy and social 
interventions, modern-day psychiatry looks very 
different from how it was practiced a century 
ago. The effective use of pharmacotherapy has 
led to early and substantial improvements in 
mental illness minimising the need for in-patient 
care. This has led to the increased integration of 
the mentally ill population with the general 
population.

In Australia, criminals, the intellectually 
impaired and the mentally ill were clustered 
together in the Town Gaol at Parramatta due to 
them being seen as a nuisance to the community 
soon after the settlement. By 1811, a mental asy-
lum was established at Castle Hill, New South 
Wales and an attempt was made to separate those 
who were criminal from those who were men-
tally ill [17]. Later, in 1838, a purpose-built psy-
chiatric facility, Tarban Creek Asylum (later 
Gladesville Hospital) was established in Sydney. 
It wasn’t until early 1980s, when the deinstitu-
tionalisation process commenced following a 
landmark report by DT Richmond titled ‘The 
Richmond Report’. This report uncovered the 
various abuses perpetrated against those individ-
uals being held in institutions and argued for the 
deinstitutionalisation of people with mental ill-
ness [18]. Another seminal work was completed 
by the Human Rights Commissioner in 1992 
titled Burdekin Report, which brought the human 
rights issues of overt abuse within institutions, 
and covert neglect in the wider community, to the 
attention of the general public [19]. For the next 
decade, Australian government implemented 
national mental health plans with the aim to 
improve genuine participation of consumers and 
carers, develop high-quality community-based 
mental health services and a broader population-
based health promotion and disease prevention 
approach [20].

Deinstitutionalisation in Australia was cer-
tainly not in isolation. Europe had experienced a 
societal movement of deinstitutionalisation of the 
mentally ill population since the 1960s. This pro-
cess commenced in Italy and expanded to other 
parts of Europe including the United Kingdom 
[21]. The United States of America also wit-
nessed a significant reduction of admitted patients 

since the advent of pharmacotherapy, although 
the significant investment into community mental 
health did not occur until the end of the twentieth 
Century [22]. Research [23–26] within Australia 
and internationally has demonstrated beneficial 
effects of deinstitutionalisation for the mentally 
ill population. There have been positive changes 
in adaptive behaviours, perceived quality of life, 
improved choice making and reduction of mal-
adaptive coping mechanisms.

18.4	� Policy Initiatives 
and Frameworks

Following the Human Rights and Equal 
Opportunity Commission (HREOC) inquiry into 
human rights and mental illness (the Burdekin 
Report) in the early 1990s finding serious prob-
lems in the area of mental health, Federal, State 
and Territory Governments collaborated to pro-
duce the National Mental Health Strategy 1992 
[27]. The strategy aimed to

•	 Promote the mental health of the Australian 
community;

•	 Where possible, prevent the development of 
mental disorder;

•	 Reduce the impact of mental disorders on 
individuals, families and the community; and.

•	 Assure the rights of people with mental 
disorder.

The1997 report, ‘Evaluation of the first 
National Mental Health Strategy’, [28] indicated 
that the state of mental health services improved 
from ‘being in a poor state’ in 1992 to ‘raising the 
awareness of the previously hidden problem 
areas’. The report emphasised the need for many 
more improvements. The Australian Government 
has adopted a series of National Mental Health 
Plans since, including the last published National 
Mental Health Plan for 2017 and 2022 (The Fifth 
National Mental Health Plan). The national direc-
tion of mental health reform has been prescribed 
by this National Mental Health Strategy, which 
included the National Mental Health Policy, the 
Mental Health Statement of Rights and 
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Responsibilities [29] and five National Mental 
Health Plans. The first National Mental Health 
Care Plan was introduced in 1992. There have 
been five national mental health care plans in 
total. The Fifth National Mental Health and 
Suicide Prevention Plan (Fifth Plan) was endorsed 
by the Coalition of Australian Governments 
(COAG) Health Council in August 2017.

The National Mental Health Policy 2008 [30] 
provided a strategic vision for further whole-of-
government mental health reform in Australia, 
with the following four objectives -

•	 Promote the mental health and well-being of 
the Australian community and, where possi-
ble, prevent the development of mental health 
problems and mental illness.

•	 Reduce the impact of mental health problems 
and mental illness, including the effects of 
stigma on individuals, families and the 
community.

•	 Promote recovery from mental health prob-
lems and mental illness.

•	 Assure the rights of people with mental health 
problems and mental illness, and enable them 
to participate meaningfully in society.

18.5	� Current and Future Policy 
Framework

A number of inquiries and strategic documents 
are likely to shape mental health services of 
future. The following are some of the key 
documents.

18.5.1	� The Fifth National Mental 
Health and Suicide 
Prevention Plan

The Fifth National Mental Health and Suicide 
Prevention Plan (Fifth Plan) [31] was endorsed 
by the Council of Australian Governments 
(COAG) Health Council in August 2017. The 
Fifth Plan sets out to achieve outcomes in eight 
priority areas that align with specific aims and 
policy directions in the National Mental Health 

Policy. The eight priority areas of the Fifth Plan 
are:

	1.	 achieving integrated regional planning and 
service delivery,

	2.	 effective suicide prevention,
	3.	 coordinating treatment and supports for peo-

ple with severe and complex mental illness,
	4.	 improving Aboriginal and Torres Strait 

Islander mental health and suicide 
prevention,

	5.	 improving the physical health of people living 
with mental illness and reducing early 
mortality,

	6.	 reducing stigma and discrimination,
	7.	 making safety and quality central to mental 

health service delivery,
	8.	 ensuring that the enablers of effective system 

performance and system improvement are in 
place.

The National Mental Health Commission 
(NMHC) is responsible for monitoring and report-
ing on the implementation of the Fifth National 
Mental Health and Suicide Prevention Plan. To 
that effect, the Commission releases annual reports 
which provide an account of the activities under-
taken during the preceding financial year [32]. In 
2019, the commission surveyed consumers and 
carers of mental health services and released a 
report based on the survey findings [33]. Several 
key issues were identified by consumers and carers 
during this survey including the availability and 
adequacy of services as barriers impacting con-
sumer experiences, as well as issues with access to 
appropriate support services and the lack of avail-
able services during times of need. Issues of avail-
ability and cultural appropriateness of services 
were also reported as barriers by Aboriginal and 
Torres Strait Islander respondents.

18.5.2	� Productivity Commission 
Inquiry into Mental Health

The Productivity Commission is the Australian 
Government’s independent research and advisory 
body on a range of economic, social and environ-
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mental issues affecting the welfare of Australians. 
The Commission’s role is to help governments 
make better policies to help the Australian com-
munity. Its inquiry into mental health has been 
described as a ‘once in a lifetime’ opportunity to 
reform the mental health system [34]. The scope 
of the inquiry was broad, covering Australia as a 
whole, and the roles and responsibilities of dif-
ferent levels of governments. It considered the 
effect of supporting mental health on economic 
and social participation, productivity and the 
Australian economy; how sectors beyond health 
can contribute to improving mental health; the 
effectiveness of current programs and initiatives; 
and whether current investment in mental health 
is delivering the best outcomes.

The final report was released on 16 November 
2020. The package of reforms presented in the 
Inquiry report cover five broad areas. These are 
prevention and early intervention, mental health-
care, services beyond the health system, mentally 
healthy workplaces, and reforms to the overarch-
ing system architecture. It reflects many of the 
recommendations made by the Commission 
including those for a cross-portfolio and whole-
of-government approach to mental health and 
suicide prevention, priority investment in early 
intervention and recovery, and clarification of 
funding arrangements for mental health services.

18.5.3	� National Suicide Prevention 
Adviser Final Advice

In July 2019, then Prime Minister Scott Morrison 
announced the commitment of the Australian 
Government to working ‘towards zero suicides’ 
and the appointment of the First National Suicide 
Prevention Adviser, Christine Morgan. Initially 
an interim advice and more recently a final advice 
has been released [35]. During the process, con-
sultation included different levels of government 
and portfolios, organisations working in suicide 
prevention, researchers, leaders in Aboriginal 
and Torres Strait Islander suicide prevention, 
community members and, most importantly, 
many people who have lived experience of 
suicide.

Similar to the Productivity Commission’s 
inquiry, the advice calls for a national whole-of-
government approach to suicide prevention. Its 
eight recommendations provide a path for imple-
menting this approach. The advice emphasises 
that while suicide prevention is generally the 
responsibility of health departments, the evi-
dence shows that a broader focus is required to 
ensure that we can address the social and eco-
nomic drivers of distress, and assist people as 
early as possible, building social connection and 
support.

The final advice highlights that suicide pre-
vention would benefit from the involvement of 
the Prime Minister and premiers to provide this 
whole-of-government focus. It calls improved 
data and evidence to inform decision-making. It 
also emphasises the importance of targeted and 
coordinated approaches that meet the needs of 
priority populations.

18.5.4	� Vision 2030: Blueprint 
for Mental Health and Suicide 
Prevention

Vision 2030 is an aspiration by the National 
Mental Health Commission of a successful, con-
nected and well-functioning mental health and 
suicide prevention system that meets the needs 
of the whole community [36]. It provides a stra-
tegic framework through which current recom-
mendations and future strategies and plans can 
be viewed. It outlines a set of principles 
including

•	 Recognition of lived experience knowledge is 
central to policy, planning and practice and 
participation.

•	 Partnership and collaboration across health, 
other sectors and communities.

•	 A social and emotional well-being approach.
•	 A community-based approach.
•	 Best practice care (education, interventions 

and supports).
•	 Equity and equality through a rights-based 

approach to mental ill-health,
•	 A recovery-oriented approach.
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•	 Recognition of the importance of intersection-
ality in the development of mental health 
policy.

•	 Flexible solutions.
•	 Trauma-informed approaches.
•	 Innovation.

18.5.5	� Royal Commission into 
Victoria’s Mental Health 
System

In February 2019, Premier Daniel Andrews 
requested the Governor of the State of Victoria to 
formally establish the Royal Commission into 
Victoria’s Mental Health System as he along with 
countless people living with mental illness, fami-
lies, carers and supporters felt that the system 
was failing to meet their needs and was in fact 
‘broken’. The Royal Commission has set out an 
ambitious reform agenda to redesign Victoria’s 
mental health and well-being system [37].

The Royal Commission’s report outlines 65 
recommendations to transform Victoria’s mental 
health system. Some of the recommendations are 
foundational and focus on creating new struc-
tures to support a sustainable mental health and 
well-being system. Some concentrate on ensur-
ing that treatment, care and support are available 
and accessible. Others focus on redesigning ser-
vices to move from a crisis-driven model to a 
community-based one that delivers beneficial 
outcomes for people. Collectively, these reforms 
go beyond making isolated improvements to the 
existing system  – they represent a complete 
transformation in the way mental health and 
well-being treatment, care and support that will 
be provided in state of Victoria.

18.5.6	� Royal Commission into Aged 
Care Quality and Safety

The Royal Commission into Aged Care Quality 
and Safety was established on 8 October 2018 to 
investigate the quality of aged care services cur-
rently being delivered to older Australians in the 
community and in residential aged care facilities 

[38]. The commission has released its final report 
titled ‘Care, Dignity and Respect’.

The Royal Commissioners has made 148 
wide-ranging recommendations and calls for fun-
damental and systemic aged care reform. One 
area highlighted was the lack of access to appro-
priate mental health care for residents in residen-
tial aged care facilities. The report recommended 
the need for strong linkages between aged care 
service providers and more specialised services 
to assist older people who need additional ser-
vices, such as specialist mental health services. 
The Commission recommends an approach based 
on the Contributing Life Framework, which pro-
vides a whole-of-person, whole-of-system, 
whole-of-life framework to mental health and 
well-being.

18.5.7	� National Mental Health 
and Suicide Prevention Plan

In 2021, the Australian Government announced a 
historic investment of $2.3 billion in the National 
Mental Health and Suicide Prevention Plan [39]. 
This was in response to the Productivity 
Commission’s Inquiry into Mental Health and 
Suicide Prevention Adviser’s Final Report. The 
Budget commitment included creating a land-
mark national network including up to 57 addi-
tional mental health treatment sites as well as 
more centres for youth and children through the 
Head to Health and headspace programs. The 
Plan brings the government’s total estimated 
mental health spend to $6.3 billion in 2021–22. 
The Plan is based on five key pillars:

	1.	 prevention and early intervention,
	2.	 suicide prevention,
	3.	 treatment,
	4.	 supporting the vulnerable,
	5.	 workforce and governance.

The Plan aspires to transform mental health 
care in Australia by

•	 building a digital gateway for Australian deal-
ing with mental health issues;

A. Choudhary



393

•	 ensuring our mental health and suicide pre-
vention system reaches Australians where 
they work, learn and live;

•	 enhancing mental health in primary care;
•	 establishing a network of mental health cen-

tres for adults, young people and children 
through the Head to Health and headspace 
programs;

•	 building a system that is efficient, joined up, 
easy to navigate and people-focused;

•	 providing appropriate, ongoing follow-up care 
to every Australian discharged from the hospi-
tal after a suicide attempt.

18.6	� Structure of Mental Health 
Service

The Australian Institute of Health and Welfare 
(AIHW) estimates that spending on mental 
health-related services in Australia from all 
sources (government and non-government) was 
around $9.0 billion, or $373 per person, in 2015–
16 and is around 11 billion in 2019–20, which is 
roughly $431 per person [40]. This equates to 

7.6% of government health expenditure. $6.7 bil-
lion was spent on state/territory mental health 
services in 2019–20; $2.9b on public hospital 
services and $2.6b on community services. $1.4 
billion, was spent by the Federal Australian 
Government on benefits for Medicare-subsidised 
mental health-specific services and another $566 
million was spent on subsidised mental health-
related prescriptions under the PBS/RPBS during 
2019–20 (Fig. 18.6).

Responsibility for funding and regulating 
mental health services in Australia is shared 
between the Australian and state and territory 
governments [41]. Below is a broad outline of 
government responsibility for mental health ser-
vices in Australia.

18.6.1	� Federal Australian 
Government

•	 Medicare-subsidised mental health services 
provided by general practitioners (GPs), psy-
chiatrists, and allied health professionals 
through the Better Access initiative.

Fig. 18.6  Mental Health Expenditure (AIHW, 2019–20)
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•	 Subsidised mental health prescription medica-
tions under the PBS and Repatriation 
Pharmaceutical Benefits Scheme (RPBS).

•	 Veterans’ mental health services through the 
Department of Veterans’ Affairs.

•	 Primary care through Primary Health 
Networks (PHNS).

•	 Social security payments such as the Disability 
Support Pension.

18.6.2	� State and Territory 
Governments

•	 Public hospitals including specialised psychi-
atric units and Emergency Departments.

•	 Funding and management of community men-
tal health services including residential units.

18.6.3	� Shared Responsibility

•	 Funding of public hospital services based on 
an agreed national activity-based funding 
(ABF) formula as outlined in the National 
Health Reform Agreement.

•	 Registration and accreditation of mental 
health professionals through the Australian 
Health Practitioner Regulation Agency 
(AHPRA).

•	 The National Disability Insurance Scheme.
•	 Homelessness.
•	 Suicide prevention.

In addition to these, there are a range of crisis, 
support and information services. These services 
are funded by both levels of governments. The 
following are some of the major crisis services 
available.

•	 Head to Health – An online and hotline ser-
vice to assist individuals struggling with men-
tal health issues.

•	 At Ease – This organisation helps veterans and 
families of veterans.

•	 Beyond Blue  – This organisation supports 
individuals struggling with a wide range of 
mental health issues.

•	 Headspace  – Headspace targets adolescents 
and young adults between 12 and 25 years of 
age with issues surrounding mental health. 
Headspace focusses on early intervention.

•	 KidsMatter  – This organisation focuses on 
preventing problems and supporting chil-
dren’s mental health.

•	 LifeLine Australia – They run a suicide pre-
vention hotline and are a registered charity.

•	 Health Direct – This is an online portal pro-
viding information about Australia’s health 
services and general information about 
illnesses.

•	 OzHelp Foundation – It is an organisation that 
supports industry and workplaces focussing 
on supporting employees to prevent the devel-
opment of mental illness.

18.6.4	� Private Sector

Private sector services include admitted patient 
care in a private psychiatric hospital and private 
services provided by psychiatrists, psychologists 
and other allied health professionals. In 2019–20, 
there were 161 public hospitals and 68 private 
hospitals [40]. Private practice psychiatry is con-
siderably different from public practice psychia-
try in many ways. Private psychiatrists rely only 
on income from seeing patients. In Australia, 
there is a subsidy from the government through 
Medicare, but it is usual to charge a co-payment 
(gap) on top of this. Sometimes patients are seen 
where a third party assumes responsibility for 
payment, such as the Department of Veteran 
Affairs (DVA) or WorkCover.

The types of patients seen in private psychia-
try differ considerably in Private Psychiatry. One 
tends to see high prevalence disorders such as 
Major Depression, Persistent Depressive 
Disorder and all the anxiety disorders more than 
low prevalence, severe disorder such as severe 
depression, mania, schizophrenia and severe drug 
dependence [42].

Private health insurers fund treatment costs in 
private hospitals and sometimes in public hospi-
tals. Despite this, the patients are expected to 
pick up costs for the initial excess (out-of-pocket) 
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as well as doctors fees, procedural fees and medi-
cation costs, if any. The case mix within private 
hospitals in different, because of the voluntary 
nature of the patient population. While a typical 
public hospital is likely to be full of patients with 
Schizophrenia, mania, severe depression or 
severe personality disorders, the main diagnoses 
within private in-patients are major affective and 
other mood disorders (49%), and alcohol and 
other substance abuse disorders (21%) [43].

18.7	� Pertinent Issues for Medical 
Administrators

Mental illnesses are chronic and debilitating. 
There are a number of issues that impact people 
with mental illness, which in turn makes their 
recovery difficult.

18.7.1	� Psychological Distress

Psychological distress is unpleasant feelings or 
emotions that affect a person’s level of function-
ing and interfere with activities of daily living. 
The presence of psychological distress or impact 
on socio-occupational functioning is one of the 

criteria for diagnosing mental illness. The 
Australian Bureau of Statistics (ABS) measures 
psychological distress using the Kessler 10 (K10) 
psychological distress scale measuring non-
specific psychological distress based on ques-
tions about negative emotional states experienced 
in the past 30 days. This distress has been increas-
ing over time. In 2017–18, 13% or 2.4 million 
Australians aged 18 and over experienced high or 
very high levels of psychological distress, which 
is higher compared to 2014–15 (12% or 2.1 mil-
lion Australians). In 2020–21 the Australian 
Bureau of Statistics conducted the first cohort of 
the National Study of Mental Health and 
Wellbeing (NSMHW), a component of the wider 
Intergenerational Health and Mental Health 
Study. First insights from the study [44] were 
published late 2021, which reveals that 15% of 
Australians are experiencing moderate or severe 
personal distress (Fig. 18.7).

18.7.2	� Co-morbidity

Co-morbidity refers to the occurrence of more 
than one condition/disorder at the same time 
[45]. Such co-morbidity is common among those 
with mental illness and causes more disability. 

Fig. 18.7  Personal Distress between sex (NSMHW, 2015, 18 and, 2021)
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Such individuals are more likely to consume 
resources than those with one disorder. The co-
morbidity can involve the presence of two or 
more mental disorders or a physical disorder 
along with a mental disorder.

Psychiatric co-morbidity refers to the pres-
ence of two or more psychiatric disorders. 
Differentiating psychiatric disorders is not always 
easy. For example, a person with depression who 
also meets the criteria for alcohol abuse could be 
seen as self-medicating instead of suffering from 
two disorders. In the Early Developmental Stages 
of Psychopathology Study, 48.6% of patients 
with a diagnosis of major depression also had at 
least one anxiety disorder. Just over one-third 
(34.8%) had no other mental disorder [46].

AIHW released a report on co-morbidity 
between mental disorders and physical condi-
tions based on the National Survey of Mental 
Health and Wellbeing 2007 [47]. The 2007 sur-
vey reported that people with anxiety have the 
highest level of physical co-morbidity. According 
to the survey, nearly 1.4 million Australians have 
anxiety and a physical health condition. The sur-
vey also found that people with mental illness 
and physical co-morbidity had a higher rate of 
hospitalisation, healthcare needs and are more 
likely from low socio-economic status. The 
co-morbidity also affected their quality of life. 
These people rated their personal distress ten 
times higher than those without the co-
morbidities. People with a mental disorder and 
physical health conditions were also more likely 
to be out of work.

High mortality among people with mental ill-
ness is also related to physical health conditions 
[48]. Nearly 80% of people with serious mental 
illness who die before the average life expectancy 
of 79.5 years for men and 84 years for women do 
so due to physical health conditions, losing any-
where between 10 and 36 years of expected life. 
The Royal Australian and New Zealand College 
of Psychiatrists (RANZCP) and Australian 
Health Policy Collaboration at Victoria University 
commissioned a report to determine the cost to 
the economy due to co-morbidity [49]. This 
report estimates that the annual cost of premature 

death from comorbid mental and physical health 
conditions in people with serious mental illness 
is $15 billion (AUD) in Australia and $3.1 billion 
(NZD) in New Zealand. When the burden of sub-
stance abuse is included, these costs increase 
sharply to $45.4 billion and $6.2 billion, 
respectively.

18.7.3	� Mentally Ill in General 
Hospital

Mental illnesses are much more common in gen-
eral hospitals than in the general community, 
with the prevalence of patients with mental health 
symptoms making up between 60% and 70% of 
the total hospitalised population [50]. Length of 
stay is longer, and mortality is worse for patients 
with mental health problems than those without. 
Most of such patients would typically receive 
their mental health care through Consultation-
Liaison (CL) Psychiatry services. These services 
offer ‘consultation’ and ‘liaison’. The consulta-
tion component is a process whereby attending 
physicians, surgeons, other staff, patients them-
selves or family members may request mental 
health services, and a clinical team member 
responds to this request by conducting an initial 
assessment, arriving at a clinical diagnostic 
impression, facilitating interventions as needed 
and making appropriate referrals if warranted. 
The liaison component refers to collaborative 
working with non-psychiatric clinicians and 
requires a certain degree of integration at not 
only the service level (i.e., multidisciplinary 
teams) but at the organisational level as well [51].

Mentally ill patients constitute about four per-
cent of general medical and surgical wards but 
often require more resources in terms of staffing 
hours and medications. Caring for mentally ill 
patients with physical ailments can also have an 
emotional impact on the caring nurses and other 
staff [52]. A qualitative analysis was completed 
by Foye, Simpson and Reynolds [53] during a 
service evaluation of general medical hospitals in 
the UK, identified a significant care gap between 
medical and mental health patients, identifying a 
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number of systemic factors surrounding the insti-
tutional culture, ward cultures and collaborative 
working, and individuals sensemaking of mental 
health and personal well-being.

Thus, it is important for medical administra-
tors and the rest of the hospital management to 
provide clear leadership around pathways for 
mental health needs so staff know the best way to 
provide care and encourage collaborative work-
ing. Furthermore, staff support is also needed to 
assist them personally manage their own well-
being and mental health, including supervision to 
improve understanding from the patient’s per-
spective and to provide emotional support to 
manage difficulties.

18.7.4	� Emergency Departments 
and Mentally Ill

Hospital emergency departments (EDs) play an 
important role often as an initial point of contact 
or for after-hours care. A report by the Australian 
Institute of Health and Welfare released in 2020 
[54] confirms that 3.8 percent of all presenta-
tions are for mental health reasons, with drug-
related presentations being the most common 
(28%). Other three common mental health pre-
sentations included stress related (27%), 
Schizophrenia (12%) and mood disorders 
(9.7%). Despite low numbers, mentally ill popu-
lation often have very long ED lengths of stay. 
For all ED presentations, 90 per cent of people 
left the ED within seven hours, while for people 
presenting with acute mental health crises, this 
figure was 11.5 h [55]. The Australian College 
of Emergency Medicine (ACEM) had an 
Australian Summit on Mental Health Care in 
the Emergency Department in October 2018 
which was attended by over 170 delegates. 
Following the summit, ACEM commissioned 
the Mitchell Institute for Education and Health 
Policy to conduct an analysis from an emer-
gency department perspective of why Australia’s 
health system is failing to meet the urgent needs 
of people presenting to emergency departments 
for mental health care. The report is titled 

‘Nowhere Else to Go Report’ [56]. The report 
identifies a lack of alternate and more appropri-
ate mental healthcare options, particularly out-
of-hours. It advocates for wider system 
responses including additional community sup-
port to avoid the types of crises that precipitate 
a visit to the emergency department, as well as 
more timely treatment options to minimise the 
time that people seeking mental health care wait 
in the emergency department.

The issue of long wait times within ED 
requires a multi-prong approach focussing on 
different strategies including, but not restricted to 
[57]

•	 Telepsychiatry Services  – to improve access 
to psychiatric services.

•	 Psychiatric Observation Units and Treatment 
Protocols  – Specific psychiatric emergency 
department, and/or observation units are uti-
lized to pull psychiatric patients out of the 
general ED once they are stabilized.

•	 Patient Navigation–Community organisations 
or paramedics can assist patients in navigating 
the often-cumbersome health-care environ-
ment and take them directly to psychiatric 
hospitals.

•	 Mobile Crisis Units  – Teams of multidisci-
plinary mental health professionals that 
respond to individuals in the community 
requiring assistance with a psychiatric crisis. 
The team can provide a range of services that 
can include assessment, crisis intervention, 
information, referrals, and supportive 
counselling.

•	 Regional Health Registries  – A streamlined 
state or regional dashboard showing bed avail-
ability coupled with available transfer 
mechanisms are helpful in reducing the time 
and effort it takes to get patients to definitive 
care.

•	 Protocols for Safe Discharge  – Evidence-
based decision tools can be helpful in allow-
ing an emergency physician to safely discharge 
a patient with a mental health disorder.

•	 Ambulance and mental health clinician co-
responder models – where mental health clini-
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cians are co-located with ambulance officers 
and see people in mental health crisis in their 
home for assessment to manage the crisis 
safely if it is safe to do so.

•	 Safe space hubs  – located near emergency 
departments as an alternative for emergency 
department presentation either prior or after 
for people in psychological distress as a peer-
led service.

18.7.5	� Common Terms Used 
in Mental Health Services

In contemporary, recovery-oriented mental health 
services, the term ‘patient’ is no longer used. 
Many people prefer the term ‘consumer’, which 
implies the centrality of the consumer within the 
services. Social and emotional well-being is also 
used to outline mental health [58]. The term 
reflects the fact that people accessing health care 
services may experience mental health issues in 
the absence of a diagnosed mental illness.

‘Recovery’ is understood to be more than sim-
ply reduction in clinical symptoms, and as ‘being 
able to create and live a meaningful and contrib-
uting life in a community of choice with or with-
out the presence of mental health issues’ [59]. 
Recovery-oriented mental health practice refers 
to the application of sets of capabilities that sup-
port people to recognise and take responsibility 
for their own recovery and well-being and to 
define their goals, wishes and aspirations [58]. 
Such a practice will offer evidence-informed 
treatment, work in partnership with consumer 
organisations and ensure the development of new 
models of peer-run programs and services.

Trauma-informed care is another commonly 
used term within mental health services. Trauma 
informed care refers to an organisational and 
practice approach to delivering health services 
directed by a thorough understanding of the neu-
rological, biological, psychological and social 
effects of trauma and its prevalence in society. It 
is a strengths-based framework that emphasises 
physical, psychological and emotional safety for 
people who have experienced trauma, their fami-
lies and carers, and service providers [60].

18.7.6	� Mental Health Issues Within 
Aboriginal Population

Mental health issues within Aboriginal popula-
tion are often referred to as ‘social and emotional 
wellbeing’, which has been defined as ‘a multidi-
mensional concept of health that includes mental 
health, but which also encompasses domains of 
health and well-being such as connection to land 
or ‘country’, culture, spirituality, ancestry, family 
and community’ [61]. A 2020 report into indige-
nous health [62] found that Aboriginal people 
experience depression (52%) and anxiety (59%) 
at much higher levels than non-Aboriginal 
Australians (32% and 47%). In 2018–19, 31% of 
Aboriginal people and 23% of Torres Strait 
Islanders over 18 years reported high or very high 
levels of psychological distress.

A report titled ‘Working Together: Aboriginal 
and Torres Strait Islander Mental Health and 
Wellbeing Principles and Practice’ [58] outlines 
the historical, social, cultural, and policy contexts 
that have shaped Aboriginal mental health and 
well-being. This context includes, but is not 
restricted to

•	 Stolen generations  – The impact of the past 
Stolen Generations and ongoing removal of 
children puts a lot of mental pressure on 
people.

•	 Underlying, unresolved trauma – Trauma is a 
significant factor in aboriginal health and if 
unresolved can lead to several psychiatric 
conditions.

•	 Perceived loss of identity and culture  – 
Separation from their culture and identity 
gives rise to feelings of incompleteness.

•	 Grief and loss  – About the loss of culture, 
land, connection, and many more areas, often 
connected to the history of invasion.

•	 Discrimination and racism. Discrimination 
based on race or culture, as well as racism, can 
have a significant impact on any person’s 
mental health.

•	 Socio- economic disadvantaged status.
•	 Poor physical health – Physical health prob-

lems contribute to the feeling of inadequacy 
and exclusion.
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•	 Incarceration – Being imprisoned has a pro-
found effect on people’s mental health.

•	 Culturally inappropriate treatment  – 
Especially the health area is prone to assess 
Aboriginal people with non-Aboriginal crite-
ria, or expose them to culturally insensitive 
environments.

•	 Violence – Domestic violence, as well as vio-
lence in prisons, for example, contributes to 
poor mental health.

•	 Substance abuse – Use of substances to deal 
with unresolved psychological issues can lead 
to other mental health issues.

The Australian Government has launched an 
Aboriginal and Torres Strait Islander mental 
health program [63], which funds Primary Health 
Networks to engage culturally appropriate men-
tal health services for Aboriginal and Torres 
Strait Islander people. Such localised services 
can include psychological therapies, complex 
mental health support, case management or clini-
cal care coordination.

Dedicated services specifically to support 
Aboriginal and Torres Strait Islander people 
include [64]:

•	 Eheadspace – which provides free online and 
telephone support and counselling to young 
people 12–25 and their families and friends, 
including fortnightly yarn circles.

•	 The National Aboriginal Community 
Controlled Health Organisation  – is the 
national leadership body for Aboriginal and 
Torres Strait Islander health in Australia.

•	 WellMob – This organisation brings together 
online resources made by and for our mob.

•	 The Centre of Best Practice in Aboriginal and 
Torres Strait Islander Suicide Prevention 
(CBPATSISP) – is Australia’s leading author-
ity on Indigenous suicide. The Centre pro-
motes evidence-based suicide prevention 
practice that empowers individuals, families, 
and communities and respects their culture.

•	 13Yarn – is a free support line with free, con-
fidential crisis support 24/7 run by Aboriginal 
and Torres Strait Islander people.

18.7.7	� Homelessness and Mental 
Health

In Australia, the 2014 General Social Survey 
(GSS) examined the relationship between mental 
health and homelessness [65]. The survey showed 
that 2.5 million Australians (13%) aged 15 years 
and over reported experiencing homelessness at 
some point in their lives. People who reported 
having a mental health condition were more than 
twice as likely to have experienced homelessness 
in their lifetime compared with people who did 
not (25% compared with 10%). People who 
reported a mental health condition were also 
more than twice as likely to have experienced 
homelessness in the last 10 years compared with 
people who did not (15% compared with 6.1%). 
People with mental disorders who are homeless 
also experience wide-ranging and compounded 
disadvantage issues such as poor education, poor 
general health, extremely low income and experi-
ence high imprisonment rates and social exclu-
sion [66].

Given the fundamental nature of safety, stabil-
ity and security of home for optimal mental 
health, National Mental Health Commission has 
been working towards the issue of housing, 
homelessness and Mental Health. In 2017, a 
national consultation on housing issues in rela-
tion to mental health was undertaken. This 
resulted in a comprehensive report by the 
Australian Housing and Urban Research Institute 
(AHURI), which was published in 2019 titled 
Housing, homelessness and mental health: 
towards systems change [67]. This report identi-
fies housing, homelessness and mental health as 
being interlinked but receiving fragmented care. 
It also identified lack of affordable, safe and 
appropriate housing or discharge planning for 
people with lived experience of mental ill health. 
The report produced sixteen options to scale up 
successful models of consumer and recovery-
oriented housing, stabilise existing tenancies, 
reshape state and federal policies to more effec-
tively address housing insecurity for people with 
lived experience of mental illness and prevent 
failed discharge planning.
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In 2020–21, the Australian Federal 
Government decided to spend $8.4 billion in 
housing support and homelessness services as 
part of the National Housing and Homelessness 
Agreement [68]. This included $5.5 billion in 
Commonwealth Rent Assistance and $1.6 billion 
through the National Housing and Homelessness 
Agreement (NHHA). The Australian Government 
has also committed up to $118 million over 
5 years to 30 June 2023 for the Reconnect pro-
gram, which assists young people who are home-
less, or at risk of homelessness and another $78 
million to ensure there are additional safe places 
for women and children. Specialist Homelessness 
Services are agencies that receive funding to pro-
vide specialist homelessness services under the 
National Housing and Homelessness Agreement 
(NHHA) [69]. Australian populations known to 
be at particular risk of homelessness include 
those who have experienced family and domestic 
violence, young people, children on care and pro-
tection orders, Indigenous Australians, people 
leaving health or social care arrangements, and 
Australians aged 55 or older.

18.7.8	� Mental Health and Suicide

During 2020, 3139 people died by suicide and 
suicide was the 15th leading cause of death [70]. 
Young and middle-aged people, particularly 
males, are more likely to die by suicide than 
those in older age cohorts. In 2020, suicide was 
the leading cause of death for 15–44-year-olds 
and was the leading cause of premature mortality 
due to high likelihood in younger population.

Suicide is often seen as related to mental ill-
nesses, while the causes of suicide are multiple 
and complex. It includes stressful life events, 
trauma, mental illness, physical illness, drug or 
alcohol abuse and poor living circumstances [71]. 
In some countries, such as Switzerland, assisted 
suicide is allowed in severe medical illness.

As mentioned above, the Australian 
Government announced the National Mental 
Health and Suicide Prevention Plan in 2021, 
which focusses on reducing suicides across the 
country. Under this plan, National Suicide 

Prevention Strategy [72] has been adopted. This 
strategy focusses on adopting a whole-of-
community approach to suicide prevention in 
order to extend and enhance public understand-
ing of suicide and its causes. It also aims to 
increasing support and care to people, families 
and communities affected by suicide or suicidal 
behaviour by funding and evaluating initiatives 
that enhance or inform the establishment of bet-
ter support systems. National Aboriginal and 
Torres Strait Islander suicide prevention strategy 
[73] addresses the high rates of suicide among 
Aboriginal and Torres Strait Islander people. This 
strategy outlines six action areas including 
improving resilience within communities and 
individuals, targeted suicide prevention strategies 
as well as co-ordinated, evidence-based approach 
to suicide prevention.

As part of the ongoing efforts to address sui-
cide, Australian Government commissioned a 
Suicide Prevention Trial, which occurred between 
2017 and 2020 and was conducted by the 
University of Melbourne. During this trial, twelve 
Primary Health Networks (PHNs) were funded to 
develop and implement a systems-based approach 
to suicide prevention at a local level for at-risk 
populations. A final evaluation report of this trial 
[74] has been released in 2021, which contains 
several recommendations. The report advocates 
for using systems-based suicide prevention 
frameworks, adopting a broader system-wide 
approach beyond health and mental health, com-
munity involvement and promoting coordination 
and integration at the service level and system 
level as critical to the success of some of the 
projects.

18.7.9	� Impact of COVID-19 on Mental 
Health

During the initial 2  years of the COVID-19 
Pandemic, there were significant impacts on 
mental health in Australia. Widespread restric-
tions of movement, social distancing measures 
and physical isolation, or ‘lockdowns’, were 
implemented from March 2020. This along with 
the sudden loss of employment and social inter-
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action, the added stressors of moving to remote 
work or schooling, and sudden, localised ‘lock-
downs’ to prevent further outbreaks, impacted 
the mental health of many Australians [75]. 
Therefore, during most of 2020 and 2021 we wit-
nessed heightened psychological distress during 
the pandemic.

Australians used an increased number of men-
tal health services during this period. A wide 
range of additions to the Medicare Benefits 
Schedule (MBS) to support the provision of 
health care via telehealth (telephone and video-
conference) were introduced. In August 2020, the 
Better Access initiative was expanded to provide 
10 additional MBS individual psychology ses-
sions for people affected by the pandemic. In the 
4 weeks to 19 September 2021, 1,215,475 MBS 
mental health-related services were processed, 
7.1% and 21.8% higher than the same periods in 
2020 and 2019, respectively [76]. Crisis services 
also received historically high number of calls. In 
the 4 weeks to 19 September 2021, Lifeline saw 
several historical record high daily call volumes, 
and 96,273 calls were offered in total, up 14.1% 
and 33.1% from the same periods in 2020 and 
2019, respectively; Kids Helpline received 
32,572 answerable contact attempts, up 4.6% and 
16.7% from the same periods in 2020 and 2019 
respectively and Beyond Blue received 27,099 
contacts, down 2.7% and up 20.9% from the 
same periods in 2020 and 2019 respectively.

In addition to the expansion of Medicare and 
better access scheme, Head to Health Pop-Up 
services have been established to provide free 
mental health support to people of all ages living 
in New South Wales, Victoria and the Australian 
Capital Territory who are experiencing mental 
health issues because of the COVID-19 pandemic 
[77]. In December 2020, the Melbourne Institute 
released the report ‘Coping with COVID-19: 
rethinking Australia’ [78], which found that rates 
of mental distress had a similar pattern to finan-
cial stress over the course of the pandemic. The 
rate of mental distress in November 2020 (24%) 
was slightly higher than in April 2020 (22%), and 
over double the rate of mental distress in the 
Australian community prior to the pandemic 
(10%). It is envisaged that with the life returning 

to ‘normal’ the specific impacts of COVID-19 on 
mental health will also return to its previous 
levels.

18.8	� Mental Health Workforce

The mental health workforce and its challenges 
are noteworthy. On the ground experience shows 
significant workforce shortage across all disci-
plines and sectors within Mental Health Services. 
When compared with other countries, Australia’s 
mental health workforce superficially seems sat-
isfactory. Data published by the World Health 
Organisation in 2019 about the number of psy-
chiatrists and mental health nurses per 100,000 
population between 2014 and 2016 [79] shows 
that Australia employs 13.5 psychiatrists and 
90.6 nurses. There are countries such as 
Switzerland, who employs 44 psychiatrists for 
the same population and Turkey, which employs 
150 nurses for the same population.

The mental health workforce consists of psy-
chiatrists, psychiatrists in training (also known as 
psychiatry registrars) or junior medical officers, 
nurses, social workers, occupational therapists, 
psychologists, vocationally trained mental health 
workers (such as community support workers 
and recovery support workers) and consumer and 
carer workers. While working with people from a 
range of professional backgrounds is a positive 
aspect of employment in mental health, provid-
ing care, support and treatment to people who 
may sometimes have severe behavioural distur-
bance and related safety issues can be challeng-
ing. The work can be stressful and can test the 
capabilities, resources or needs of workers [80].

The University of Queensland conducted a lit-
erature review of existing national and jurisdic-
tional workforce strategies relevant to the mental 
health workforce and recent findings of mental 
health reviews and inquiries commissioned by 
the Australian Government [81]. The literature 
review identified six key workforce challenges 
for mental health services: (1) Defining the men-
tal health workforce; (2) Responding to diverse 
and changing population needs; (3) Mental health 
workforce shortages; (4) Rural and remote ser-
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vice provision; (5) Developing responsive and 
flexible mental health workforce and (6) 
Measuring progress.

The need for a sustainable, skilled and appro-
priate workforce as being fundamental to the suc-
cess of the mental health strategy has been long 
recognised. The Fourth National Mental Health 
Plan, which was developed in 2009 contained a 
specific action to support the development of a 
national mental health workforce strategy. The 
National Mental Health Workforce Strategy 
developed in 2011 [82] outlines five priority 
areas which include –

	1.	 Developing, supporting and securing the cur-
rent workforce,

	2.	 Building capacity for workforce innovation 
and reform,

	3.	 Building the supply of the mental health 
workforce,

	4.	 Building the capacity of the general health 
and well-being workforce, and.

	5.	 Data and monitoring and evaluation.

Among the recent developments, it is impor-
tant to note that both The Productivity 
Commission [34] and National Suicide 
Prevention Adviser [35] recommended address-
ing workforce shortages, development and capa-
bility to enable the delivery of compassionate 
care. The National Mental Health and Suicide 
Prevention Plan 2021 [39] has outlined ‘work-
force and governance’ as an important pillar for 
mental health and suicide prevention in the 
country. Accordingly, Australian Government is 
committed to investing $202 million dollars 
towards addressing workforce and governance 
issues. Key workforce areas targeted in this plan 
include: growing and upskilling the mental 
health and suicide prevention workforce, sup-
porting the mental health of our critical health 
workers, putting the needs of people at the centre 
of design and delivery of mental health services 
in Australia and stronger governance and 
accountability.

A National Mental Health Workforce Strategy 
Taskforce [83] was established in 2020 to oversee 
the development of a ten-year National Mental 

Health Workforce Strategy. The taskforce devel-
oped a National Mental Health Workforce 
Strategy  – Consultation Draft [84], which was 
available for public consultation late 2021. This 
draft aspired to ‘develop an appropriately skilled 
mental health workforce of sufficient size that is 
suitably deployed to help Australians be mentally 
well by meeting their support and treatment 
requirements at the time and in the way that best 
meets their needs’. This paper outlined six objec-
tive area including ensuring that the careers in 
mental health are, and are recognised as, attrac-
tive and that data underpins workforce planning. 
Other objectives include ensuring that the entire 
mental health workforce is utilised, that the men-
tal health workforce is appropriately skilled, the 
mental health workforce is retained in the sector 
and the mental health workforce is distributed to 
deliver support and treatment when and where 
consumers need it.

Consultation was provided by important 
organisations such as RANZCP [85], Beyond 
Blue [86] and National Aboriginal Community 
Controlled Health Organisation [86], which 
emphasised on a holistic approach centred around 
social and emotional well-being combining the 
clinical, non-clinical, and cultural aspects of 
health to treat the individual, not just the diag-
nosed health condition. Other feedback included 
Australian Nursing and Midwifery Federation 
[87], Mental Health Co-ordinating Council [88] 
and Volunteering Australia [89].

While the mental health workforce strategy is 
being developed, A National medical Workforce 
Strategy 2021–31 [90] was released in late 2021. 
The strategy aims to address medical workforce 
issues by exploring actions that fall under the 5 
key priorities:

•	 collaborating on medical workforce planning 
and design,

•	 rebalancing the supply and distribution of 
doctors across specialties and locations,

•	 reforming medical training pathways,
•	 building the generalist capability of the medi-

cal workforce,
•	 building a flexible and responsive medical 

workforce.
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18.9	� Activity-Based Funding 
(ABF) for Mental Health 
Services

The National Health Reform Agreement 2011 
[91] led to increased partnership between federal 
and state governments via the Council of 
Australian Governments to improve health out-
comes for all Australians by establishing an 
increasing federal proportion of reimbursement 
to local health districts or local hospital networks 
by casemix or activity-based funding. The 
Independent Hospital Pricing Authority’s (IHPA) 
is a body that was established in 2011 to enable 
activity-based funding for Australian public hos-
pital services [92]. IHPA does this by delivering 
an annual national efficient price and national 
efficient cost. These measures determine the level 
of Commonwealth Government funding for pub-
lic hospital services and provide a price bench-
mark for the efficient cost of providing public 
hospital services. To put it simply, activity-based 
funding (ABF) is a way of funding hospitals or 
services whereby they get paid for the number 
and mix of patients they treat. IHPA updates the 
pricing framework annually to ensure that the 
national efficient price and national efficient cost 
is up to date and current. To achieve this, IHPA 
classifies patients using classification systems. 
Classification systems aim to provide the health-
care sector with a nationally consistent method of 
classifying all types of patients, their treatment 
and associated costs in order to provide better 
management, measurement and funding of high-
quality and efficient health-care services [93].

For mental health services, IHPA developed a 
classification system called ‘Australian Mental 
Health Care Classification (AMHCC)’ [94]. It 
covers admitted and community patients and uses 
six major splitting variables as outlined below.

	1.	 Setting – Inpatient or community.
	2.	 Mental health phase of care – This is the goal 

of the care and decided clinically. There are 
five phases of care: assessment only, acute, 
functional gain, intensive extended and con-
solidating gain. The classification also pro-
vides for ‘unknown phase’.

	3.	 Age group  – child and adolescents 
(0–17 years), adults (18–64 years), and older 
persons (65+ years).

	4.	 Mental health legal status  – voluntary or 
involuntary. Only applies to admitted setting 
with acute phase for 18–64 years age group.

	5.	 HoNOS complexity – The HoNOS (Health of 
the Nation Outcome Scales) is a clinical out-
come measure that captures the symptoms 
and functioning of the consumer.

	6.	 LSP-16 complexity – The Life Skills Profile 
(LSP-16) is a clinical outcome measure that 
assesses the level of functioning of mental 
health consumers living in the community.

The Activity-Based Funding Mental Health 
Care National Best Endeavours Data Set (ABF 
MHC NBEDS) defines information about con-
sumers receiving mental health care within the 
activity-based funding scope [95]. The ABF 
MHC NBEDS 2020–21 contains data elements 
that are required to be reported for all settings of 
mental health care and all age groups. These data 
elements include:

•	 Organisation/service identifiers.
•	 Person identifiers.
•	 Date of birth.
•	 Sex.
•	 Marital status.
•	 Indigenous status.
•	 Country of birth.
•	 Area of usual residence.
•	 Episode start and end date.
•	 Episode start and end mode.
•	 Mental health phase of care  – start and end 

date.
•	 Mental health phase of care.
•	 Mental health phase of care leave days.
•	 Service provider setting origin.
•	 Principal diagnosis.
•	 Additional diagnoses.

The data elements which describe consumer 
functioning and symptom severity include:

•	 Health of the Nation Outcome Scales for 
Children and Adolescents (HoNOSCA).
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Table 18.1  Mental Health Legislations across Australia 
and New Zealand

Location Legislation
New South 
Wales

Mental Health Act 2007 (NSW) [97]

Victoria Mental Health Act 2014 (Vic) [98]
Queensland Mental Health Act 2016 (Qld) [99]
Western 
Australia

Mental Health Act 2014 (WA) [100]

Tasmania Mental Health Act 2013 (Tas) [101]
South 
Australia

Mental Health Act 2009 (SA) [102]

ACT Mental Health Act 2015 (ACT) [103]
Northern 
Territory

Mental Health and Related Services 
Act 1998 (NT) [104]

New Zealand Mental Health (Compulsory 
Assessment and Treatment) Act 1992 
(NZ) [105]

•	 Health of the Nation Outcome Scales 
(HoNOS).

•	 Health of the Nation Outcome Scales for 
Older Persons (HoNOS 65+).

•	 Children’s Global Assessment Score (CGAS).
•	 Factors Influencing Health Status (FIHS).
•	 Abbreviated Life Skills Profile (LSP-16).
•	 Resource Utilisation Groups  – Activities of 

Daily Living (RUG-ADL).

The ABF model for Mental Health Care has 
received varying perception. Mental Health 
Commission, New South Wales undertook a 
review of transparency and accountability of 
mental health funding to health services in 2017 
[96]. The commission expressed concerns over 
challenges with data quality in mental health, 
especially for non-admitted and other community-
based services and paucity of mental health KPIs 
in the Ministry’s Service Agreements with health 
services. There are ongoing issues around fund-
ing of consultation-liaison services and data 
collection.

18.10	� Mental Health Legislation

Mental Health Acts (MHAs) enable the involuntary 
commitment and treatment of people suffering 
acute psychiatric illness. There are different Mental 
Health Legislations in force across all the jurisdic-
tions within Australia and New Zealand (Table 18.1).

18.10.1 � Involuntary Treatment

Each act is slightly different in terms of the crite-
ria that must be apparent before involuntary com-
mitment and treatment can be authorised. The 
following table is a simplified attempt to compare 
the acts, while ensuring that the essential criteria 
are mentioned (Table 18.2).

18.10.2 � Capacity to Consent

All mental health acts require that clinicians pre-
sume that a person has capacity to give or with-
hold informed consent to treatment. A clinician 
must seek the informed consent of the person 
before administering treatment for a mental ill-
ness. A person is presumed to have capacity to 
consent to be treated they are capable to under-
stand [106]:

•	 that they have a mental illness which is affect-
ing their mental health and well-being,

•	 the nature and purpose of the proposed treat-
ment for the illness,

•	 the benefits and risks of the treatment and 
alternatives,

•	 the consequences of not receiving treatment, 
and,

•	 the person is capable of making a decision and 
communicating it in some way.

The clinician should provide support to the 
individual towards decision-making and should 
be aware that capacity can fluctuate over time. 
This means that a cross-sectional assessment of 
capacity is not always reflective of the person’s 
capacity to consent. The clinician should also be 
aware that a lack of capacity cannot be concluded 
based on the person’s refusal to consent, despite 
possessing the capacity to consent.

18.10.3 � Less Restrictive Ways

All of the mental health acts do prescribe a 
requirement to exclude all possible less restric-
tive forms of treatments prior to administering 
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involuntary treatment. Such less restrictive ways 
include [106]:

•	 Voluntary treatment.
•	 In case of a minor consent can be obtained 

from their parents.
•	 If the person has made an advance health 

directive  – under the advance health 
directive,

•	 If a personal guardian or an attorney has been 
appointed for the person – with the consent of 
the personal guardian or the attorney.

•	 The person’s statutory health attorney can also 
provide consent.

18.10.4 � Electroconvulsive Treatment 
(ECT)

ECT can be seen as one of the most invasive pro-
cedures in psychiatry and involves application of 
modified electric current to specific areas of the 
head to produce a generalised tonic-clonic sei-
zures under general anaesthesia, in conjunction 
with the administration of a muscle relaxing 
agent, for the treatment of a mental illness.

It is always desirable to administer ECT with 
the patient’s informed consent. However, if such 
a consent cannot be obtained, ECT can also be 
administered under the provisions of a Mental 
Health Act. The requirements are fairly similar 
across the states and territories [107]. In order to 
administer ECT under the Mental Health Act, ini-
tial application is ought to be completed by a psy-
chiatrist, preferably with input from another 
psychiatrist. In some states (e.g. NSW), two psy-
chiatrists are required to make the application. In 
Western Australia and in New Zealand, the appli-
cant not need to be a psychiatrist. The psychia-
trist must be satisfied that the person meets all the 
essential criteria, which includes

•	 The person has a mental illness.
•	 ECT is the most clinically appropriate 

treatment.
•	 Other alternative for the treatment been 

considered.
•	 Patient/family preferences been considered.

•	 Given the degree of suffering there is a need 
for rapid response.

With the exception of Australian Capital 
Territory (where ACT Civil and Administrative 
Appeal Tribunal), a Mental Health Review 
Tribunal makes a decision about the feasibility of 
ECT.

The tribunal considers the following factors 
before giving approval [108]:

•	 the performance of the therapy is in the per-
son’s best interests,

•	 evidence supports the effectiveness of the 
therapy for the person’s particular mental 
illness,

•	 if the therapy has previously been performed 
on the person – the effectiveness of the ther-
apy for the person,

•	 if the person is a minor, evidence supports the 
effectiveness of the therapy for persons of the 
minor’s age.

18.10.5 � Emergency ECT

A medical administrator is required to be aware 
of this provision. Under certain circumstances, 
Emergency ECT can be administered, if there is a 
need to save the patient’s life or prevent the 
patient from suffering irreparable harm [109]. A 
psychiatrist makes the application to the Medical 
Administrator of the hospital. The medical 
administrator should ensure that a simultaneous 
application to Mental Health Review Tribunal 
has also been made and the patient meets criteria 
outlined in their own jurisdiction (Table 18.3).

18.10.6 � Seclusion

The Queensland Mental Health Act (2016) [110] 
defines seclusion as ‘the confinement of a person, 
at any time of the day or night, alone in a room or 
area from which free exit is prevented’. Seclusion 
significantly affects patient rights and liberty and 
therefore can only be authorised as a last resort to 
prevent imminent and serious risk of harm to 
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Table 18.3  Emergency ECT provisions across Australia 
and New Zealand

Jurisdiction Emergency ECT criteria
New South 
Wales

No specific criteria mentioned

Victoria ECT is needed to save the life of the 
patient or prevent serious damage to 
health or prevent the patient suffering 
or continuing to suffer significant pain 
or distress

Queensland  �� • Need to save the patient’s life or 
prevent the patient from suffering 
irreparable harm

 �� • A second opinion should be 
sought from another psychiatrist

Western 
Australia

 �� • ECT needed to save life or 
because there is an imminent risk 
of the patient behaving in a way 
that is likely to result in serious 
physical injury to the patient or 
another person

 �� • Approved premises (to administer 
ECT) required

South 
Australia

ECT urgently needed for the patient’s 
wellbeing, and in the circumstances, it 
is not practicable to obtain that 
consent
Notify the chief Psychiatrist within 
one business day afterwards

Tasmania No specific criteria mentioned
Australian 
Capital 
Territory

 �� • The person has a mental illness
 �� • ECT is necessary to save the 

person’s life, or to prevent the 
likely onset of a risk to the person’s 
life within 3 days

 �� • ECT is the most appropriate 
treatment, reasonably available or 
all other

 �� • Treatments reasonably available 
have failed

Northern 
Territory

 �� • ECT immediately necessary to 
save life, prevent serious mental or 
physical deterioration, or to relieve 
severe distress

 �� • Report ECT to MHRT as soon as 
practicable afterwards

New Zealand No specific criteria mentioned

patients and staff, where less restrictive interven-
tions have been unsuccessful or are not feasible. 
A doctor trained in Mental Health Act (autho-
rised doctor, usually a psychiatry registrar) is 
required to commence a period of seclusion. 
However, under emergency circumstances, a 
health practitioner in charge of a unit (usually the 

in-charge nurse) can initiate an emergency 
authorisation of seclusion of a patient for a short 
period of time, if the authorised doctor is not 
immediately available and there is no other rea-
sonably practicable way to protect the patient or 
others from physical harm.

The Australian Institute of Health and Welfare 
[111] reports 8.1 seclusion events per 1000 bed 
days for acute specialised mental health hospital 
services in 2019–20, down from 13.9  in 2009–
10. The average duration of seclusion in 2019–
20 was 4.9  hours. Seclusion is generally used 
with the aim of preventing injury and reducing 
agitation, but evidence shows that their use can 
also have negative physical and psychological 
effects on both the individual and staff [112]. It 
is important to minimise, and where possible 
eliminate, the use of seclusion, which requires 
leadership, commitment and motivation, and a 
change in culture underpinned by the recovery 
model with a focus on workforce and training, 
prevention and early intervention, good clinical 
care, and supporting practice change. RANZCP 
recommends [113]:

•	 Appropriate policies, resources and frame-
works aimed at minimising seclusion and a 
culture that uses seclusion and as a last resort.

•	 Making sure that people with lived experience 
of mental health conditions are involved in 
designing policies and frameworks.

•	 Consistency of definitions and data across 
jurisdictions to allow for more accurate data 
collection.

•	 Long-term research programs into resources, 
models and strategies.

•	 Strengthen cultural approaches for Aboriginal, 
Torres Strait Islander and Maori peoples.

•	 Appropriate trauma-informed post-incident 
debriefing for staff and individuals using a les-
son learned approach.

18.10.7 � Restraint

Restraint is the restriction of individual’s free-
dom of movements [114]. Restraint can be of dif-
ferent types: Physical restraint refers to physically 
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stopping the person from moving; mechanical 
restraint involves the use of mechanical devices; 
restraint by threat involves the threat of using 
restraint; while chemical restraint is a pharmaco-
logical method used solely to restrict movement 
of an individual. As this is the most restrictive 
form of intervention, most of the Mental Health 
Acts do prescribe its use only when there is no 
other less restrictive way to protect the patient or 
others from physical harm, absconding or persis-
tent destruction of the property. Clinicians are 
required to use it for the least amount of time pos-
sible and use interventions to minimise its need 
in future.

Similarly, mechanical restraint is to be used as 
a last resort to prevent imminent and serious risk 
of harm to patients and staff, where less restric-
tive interventions have been unsuccessful or are 
not feasible. Chief Psychiatrist’s Policy in 
Queensland [115] prescribes the following 
principles:

•	 maintaining the safety, well-being and dignity 
of the patient,

•	 protecting the safety and well-being of staff,
•	 mechanical restraint should only be used for 

the minimum period of time necessary,
•	 all staff actions should be justifiable and in 

proportion to the patient’s behaviour and 
broader clinical context.

Mental Health Services are attempting to 
reduce seclusion and restraint and consequently, 
there have been increasing restrictions towards 
use of these restrictive interventions. Australian 
Health Ministers’ Advisory Council have out-
lined national principles to support the goal of 
eliminating mechanical and physical restraint in 
mental health services [116]. Routinely collect-
ing data around seclusion and restraint will allow 
services to analyse information around restrictive 
practices. Secondly, for restrictive restraints to 
decrease, training for all staff needs to be built on 
personal relationships around values and a 
person-centred approach, consistent and 
replicable.

18.11	� Reflections

In this chapter, you have learned:

•	 Complexities of Mental Illnesses, burden and 
impact of mental illnesses on patients, fami-
lies and the communities.

•	 Policy context of Mental Health services.
•	 Relevant issues that a medical administrator 

should be aware of, within Mental Health 
Services.

•	 Relevant and specific workforce issues for 
Mental Health Services.

•	 Activity-Based Funding for Mental Health 
Services.

•	 Mental Health Legislation within different 
jurisdictions, their similarities and 
differences.
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