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Australian mental health reform: time for real outcomes
Ian B Hickie, Grace L Groom, Patrick D McGorry, Tracey A Davenport and Georgina M Luscombe

His suicide was tragic, made all the more so because it was
preventable, we believe, but for the inadequacy of the public
mental health system. [Our son] died just two weeks after his
first suicide attempt, eight days after his discharge from the
psychiatric unit, two days after being refused admission following a second suicide attempt, and within hours of contact with
the mental health crisis team. On the day of his death, [our son]
had contact with the mental health system no less than three
times. (Parents, Public Consultations of the Mental Health
Council of Australia, the Brain & Mind Research Institute and
the Human Rights & Equal Opportunity Commission, 2004;
submission #2881)

A

2002 survey of Australia’s leading mental health organisations, conducted by the Mental Health Council of Australia
(MHCA), asked respondents to nominate their priorities for
national mental health reform.2 The top 10 priorities are shown in
Box 1, and include national implementation of early-intervention
strategies, development of innovative services for comorbid alcoTheother
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National Mental Health Report 2004 suggests reasonable
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progress,4 a complementary survey in 2003–04 by the MHCA of
723 mental health organisations, health professionals, consumers
and carers indicated that there was very little evidence that these
community-derived priorities were actually being achieved (Box
1). This community view is consistent with other recent reports
that suggest that we still struggle to provide the most basic
spectrum of acute and ongoing care.1,2,5-7
Recently when I phoned the triage service for help, I was told
that I had been categorised by the Mental Health Team as ‘Not
for Service’. (Consumer; forum #171)

The problems
Despite having developed world-leading innovations in population-based mental health policy, having recognised the legitimate
roles of consumers and carers, having developed novel earlyintervention programs for young people with psychosis, and
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ABSTRACT
• After 12 years of national mental health reform, major service
gaps and poor experiences of care are common.
• The mental health community reports little progress in
implementing its key priorities, such as expanded earlyintervention programs, comanagement of people with mental
health problems and related alcohol or substance misuse,
and widening of the spectrum of acute care settings.
• We propose new national targets for reducing the social and
economic costs of poor mental health; these include
increased access to effective care, reduced suicide rates and
improved rates of return to full social and economic
participation.
• We detail specific service reforms designed to maximise the
chance of achieving these targets, and prioritise youth health
and integrated primary care programs.
• New independent and national reporting systems on the
progress of mental health reform are urgently required.
MJA 2005; 182: 401–406

having promoted primary care psychiatry, we have not achieved
widespread implementation of these advances.4 In 2003, people
aged between 25 and 49 years accounted for 56% of all suicides in
Australia, and rates were highest in men aged 25 to 29 years (31.1
per 100 0008). Sixty per cent of all health-related disability costs in
15–34-year-olds are attributable to mental health problems, and
27% of all years lived with disability in Australia are attributable to
mental disorders.9 Less than 40% of people with mental disorders
receive any mental health care in a 12-month period compared
with almost 80% for other common physical health problems.10
Currently, 75% of that mental health care is provided in the
primary care sector,11 with limited access to specialist support.11,12
Additionally, almost 50% of people with mental disorders are not
recognised by their general practitioner as having a psychological
problem.13
Three months later he succeeded in killing himself. I was so
angry at having been so consistently “fobbed off” that I went to
the mental health unit . . . and complained and the lady I spoke
to said “These things happen” as if it simply wasn’t important.
(Wife; submission #961)

Although most common mental disorders commence before 18
years of age,14 people aged 25–44 years and 45–64 years are more
than twice as likely as those aged under 25 years to receive an
active treatment when seen in general practice.12 This pattern of
poor population coverage — particularly among young people —
and delayed delivery of effective care means that less than 10% of
the health burden due to depression is currently averted.15
Similarly, most psychotic disorders commence before age 25, and
there is commonly a delay of 2–8 years before first presentation for
treatment.16,17 It has been estimated that up to 60% of cases of
alcohol or other substance misuse could be prevented by earlier
treatment of common mental health problems.18
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1 Community evaluation of implementation of priorities for national mental health reform
Priorities outlined

% In favour*

1. Implementation of early-intervention strategies nationally

56%

Implemented locally†
17%

2. Innovative services for people with mental health and alcohol or other substance misuse disorders

54%

11%

3. Develop wider spectrum of acute and community-based care settings

52%

12%

4. Support for service development in rural and regional areas

49%

7%

5. Implementation of national standards for mental health services

45%

16%

6. Support for service development in poorly resourced areas

44%

2%

7. Support for programs that promote attitudinal change among mental health workers

44%

10%

8. Increased support for stigma reduction campaigns

43%

11%

9. Development of specific inter-governmental service agreements (eg, between health, education,
housing, employment and social security)

42%

15%

42%

17%

10. More genuine consumer participation at regional and local service levels
2

* Data from a survey of 270 mental health organisations and key individuals. † Data from a survey of 723 mental health organisations, providers, consumers and carers.3

Our core business is education — we identify children with
intellectual disability but not psychiatric disability. I have staff
using the expulsion/suspension guidelines to exclude these
kids. . . Because of a lack of services there’s nothing left but to
exclude these kids. Actually they really need care. (Teacher;
forum #171)

The rate of workforce participation in Australia among people
with mental illness is low (29%) compared with people with
physical disability (49%19). Indeed, the relative employment rate
of people with any disability (not just mental health) compared
with those with no disability in Australia (0.55) is among the
lowest for Organisation for Economic Co-operation and Development (OECD) countries (OECD average, 0.62; Canada, France and
Norway, each, 0.72; Switzerland, 0.7920). Furthermore, on average, only one in nine disability-benefit recipients in Australia are
employed, compared with the OECD average of one in three.20
Australia’s national health spending continues to grow, reaching
$72.2 billion or 9.5% of gross domestic product (GDP) in 2002–
03.21 As a proportion of this expenditure, and despite a decade of
active mental health care reform being supported by all Australian
governments, total recurrent mental health spending has consistently remained below 7%.4 The medical and allied health workforce required to deliver improved mental health care is in short
supply.22 Medicare-reimbursed services provided by psychiatrists
have declined by 6.5% since 1995–96, while total out-of-pocket
expenses per attendance have increased by 48.6% (calculated from
tables in National Mental Health Report 20044). An increase in
services will require not only a swift and effective increase in the
resource-base but also major enhancements in workforce recruitment and support.
Government cannot continue to blame lack of staff for our
current mental health care problems . . . Any money thrown at
the current system without a fundamental change . . . will not
work. (General practitioner; submission #3261)

In the recent federal election, the coalition government committed to increase funding for mental health care by $110 million over
4 years, with an emphasis on youth health, enhanced primary care
and increased community awareness of mental disorders.23 The
large deficits in specialist care, particularly within the public
sector, however, have been left to the state and territory govern402

ments. Between 1992–93 and 2001–02, the federal government
proportion of national mental health expenditure increased from
27% to 37%.4 About two-thirds of this increase was accounted for
by an almost sixfold increase in the costs of medications reimbursed through the Pharmaceutical Benefits Scheme.4 With nine
governments and the private heath sector (which contributes 4.7%
of total spending) variously responsible for different aspects of
health care in Australia, the opportunity to avoid direct responsibility for mental health service gaps, or shift costs, remains large.
Perhaps the greatest disconnection has occurred between the
consumers, the providers and the decision makers. Consumers
are no longer being consulted about their needs here. It was 12
months ago that we clinicians wrote to the District Director . . .
Nothing was done! . . . The clinicians don’t want to work like
this but we are forced to work in crisis-mode. (Psychiatrist;
forum #151)

While any new funding for mental health care is welcome, we
have estimated that $110 million over four years represents only
10% of the federal government investment that is needed.3 The
state governments are not immune. A similar increase in their
spending is also needed. Over the past decade, under two 5-year
plans,24,25 all Australian governments promoted a broad and
gradual approach to reform, with the most recent third national
plan (2003–08) failing to define specific targets for increased
investment or enhanced care.26 Instead, it states blandly that “the
next five years provide an important opportunity to build upon the
policy platform that has been put in place so firmly over the past
decade. A whole-of-government, cross-sectoral approach will put
the policies into practice, improving the mental health of the
Australian community, and improving the care of people with
mental illness across the lifespan”.26
If consumers need acute care (in a country centre) they have to
be taken to a GP and then tranquilised and strapped to a
stretcher to be transported to Perth. I was told, when I was
suicidal, to drive myself to the city. (Consumer; forum #45)

New challenges
Community demand for appropriate and accessible mental health
services will continue to escalate.1,2,6,7 Grass-roots pressures reflect
an increasing incidence of mental disorders in young people,27
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increased numbers of presentations for care28,29 and more disturbed behaviour,29,30 often in association with alcohol or other
substance misuse problems. Most likely, the incidence of illness
will continue to increase, particularly among younger people,
partly because of the adverse effects of current social and environmental factors. These include increased family breakdown,
decreasing participation in other community-based structures
such as churches, sporting and recreational associations and social
clubs, and increased exposure to substances such as cannabis and
illicit stimulants.31-35 The prevalence of mental disorders among
older people will also continue to rise as the ageing of Australians
is accompanied by an increased incidence of vascular, degenerative
and other brain disorders.36
New national targets
We propose that it is time to set new and specific 10-year national
targets for mental health (Box 2). These targets are distilled from
the key priorities proposed by leading mental health organisations,2 the adverse economic and social impacts of current gaps in
services,3,37-39 and the opportunities for improved outcomes, such
as reduced suicide rates,40 that are supported by both population
health approaches32 and enhanced delivery of treatments.41,42
Other specific measures of quality and safety (eg, number of
people who die within 1, 3 and 12 months of contact with
specialist mental health services) need to be agreed on and
reported annually. Once we know these figures, we can set targets
for appropriate reductions.
Our targets can be contrasted in their specificity with the 34
general or process outcomes detailed under the 2003–08 National
Mental Health Plan.26 For example, the first two recommended
outcomes of the new plan are an “Increase in the extent to which
mental health promotion is incorporated into policy and planning,
at Commonwealth, State/Territory and local levels” and an
“Increase in the extent to which mental health and social wellbeing is promoted within communities”.
Their implementation
We need a 10-year implementation plan designed to build a
cohesive spectrum of community-based and hospital-based care that
can deliver these targets. The current preoccupation with enhancing
only the most resource-intense and specialised domains of emergency and acute care30 may further delay development of costeffective community-based and early-intervention models.43,44
Within early-intervention frameworks, we need to develop and
evaluate new, youth-friendly, models45,46 to complement more
traditional forms of primary care. While young people often prefer
general practice to other existing care pathways,47 actual use of
general practitioners’ services for mental health problems remains
low, and GP responses to young people underestimate their need
for psychological assessment and intervention.13
After his discharge from hospital [X] had a couple of appointments with the psychiatrist . . . then was discharged from there
and told to go to his GP for his medication. So far [X] has gone
twice to be issued with six month repeat prescriptions. There
has been no other contact — not even a phone call to ask how
he is doing. (Mother; submission #991).

We need to allocate financial and human resources across the
whole spectrum of care. In our view, only 25% of new funds
should be devoted to expanding acute hospital-based services and

2 Proposed 10-year national targets for mental health
outcomes
• That 60% of those with mental disorders be provided with care in
any 12-month period (currently, this figure is 38%).
• That national disability costs attributable to mental disorders be
reduced from 27% to 20%.
• That national disability costs among 15–34-year-olds attributable
to mental disorders be reduced from 60% to 40%.
• That participation in work among those on disability support
pensions for psychological reasons be increased from 29% to 60%.
• That national suicide rates be reduced from 11.8 to 8 per 100 000.

forensic or other restrictive-care environments. We argue that most
new spending needs to track innovative models of youth and
primary care (20% of funding), stepped care (20%),42,48-52 as well
as specialised recovery programs (20%). While some of these
models are under development in Australia,41,42,48,49 others have
been trialled in other health care and social contexts.50-54 Additionally, sustained investments are still required in broad population measures (10% of funding), and research and innovation (5%
of funding).
We now propose seven specific steps that link these service
development elements with our 10-year targets for mental health.
1. Sustained implementation of broad population
measures
Unfortunately, general mental health promotion, specific illness
awareness and prevention, and broader destigmatisation programs
remain in their infancy. To develop a robust base, we need to sustain
initiatives that have delivered early results (eg, MindMatters,55
beyondblue: the national depression initiative,32,56,57 and VicHealth’s
Mental Health Promotion Plan 1999–200258).
2. Rapid expansion of youth-health and primary care
services
A “sea change” is now under way in Australian primary care. The
population-based benefit of the rapid expansion in depression
treatments that occurred in the 1990s was reflected in reductions
in suicides among those who reached medical care.40 GPs are
increasing their skills, providing new evidence-based medication
and psychological treatments, and beginning to emphasise longterm functional outcomes rather than short-term relief of symptoms.41 Early-intervention paradigms depend on earlier presentation for treatment. 42 Future progress now depends on
development of an effective and accessible youth-health and
related primary care network.
I have been advocating for improved psychiatric services in this
region for eight years now. Over one-third of our GPs have
undertaken additional training. But there are no psychiatrists
east of Dandenong! As GPs we have little to no support from the
specialist sector. (GP; forum #81)

3. Development of “stepped-care” programs, particularly
for young people with first episode psychosis and severe
mood disorders
Commonly, more complex mental health problems respond best to
the interventions provided by a multidisciplinary team. “Stepped
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care” is a term used to describe service systems in which the
primary care team is central, but where other levels of professional
service are then added proportionately to the severity and complexity of the clinical scenario. Thus, effective primary medical
care is linked with the appropriate and timely use of specialist
resources. Internationally, such models have proved to be costeffective.50-52 Such systems do not operate in Australia because of
the dislocation of specialist practice from community need.59 In
particular, young people with psychotic or severe mood disorders
typically need specialised interventions as well as continuing
medical and psychological care to achieve the best education,
training and social outcomes.42,48,49 Given Australia’s place in the
development of such ground-breaking early-intervention42,48,49
and primary care systems,41 we should lead the world in these
developments. A strong case can be made for developing and
evaluating a new nationally-funded youth network focusing on
this priority area.
4. A new spectrum of acute care programs
Recently a friend of mine went to hospital willingly and was
turned away. So out of sheer frustration . . . she picked up an
ashtray and threw it at the window and smashed it. They called
the police. They took her to the police station and called the
Crisis Assessment Team (CAT) who then admitted her! It’s a
joke that someone has to do something like that to get care.
(Consumer advocate; forum #51)

The current crisis in acute mental health care usually evokes a
“build more beds” response. After 3 decades of moving acute
mental health care from stand-alone centres to general emergency
and general hospital psychiatry units, there is an increasing
realisation that we have not delivered an effective or safe acute care
system.1,2,6,7,29,30
When I turn up there and [my child] is in crisis, I call the Crisis
Assessment Team and they tell me to call the police! I want to
know why I’m left standing there alone and nobody is coming
to help me. (Mother; forum #11)

In some states, there appears to be an increasing trend towards a
“law and order” rather than a clinical-care approach. Accounts
from consumers and carers emphasise increased use of physical
security measures, forced detention, increased use of sedation,
protection of staff rather than patients, and rebuilding of new
separate secure areas.1 By contrast, some states (notably Victoria)
are increasing their commitment to a range of graded levels of
acute care facilities that are more likely to result in better
movement through various hospital and non-hospital settings.
5. Specialised recovery and workforce participation
programs
. . . in some countries such programs (ie, special employment
programs for people with disabilities) . . . seem to make an
important contribution to the employment of severely disabled
people and of people with certain types of disabilities, such as
intellectual and mental health disabilities. (Organisation for
Economic Co-operation and Development20)

The potential for return to education, training and full employment by young people with first onset major psychiatric disorders
is not often realised in the Australian system. Our systems just do
not deliver the workforce participation rates achieved in other
OECD countries.20 Specialised recovery and work participation
404

programs are not only of great benefit to young people with first
episodes of illness,42 but also deliver benefits for those with more
chronic forms of illness.42,54
6. National standards of care for people held in custodial
settings
The psychiatric consultant who examined [my son] phoned me
and told me he was going to be discharged as he was only
homesick. I pleaded with him not to discharge him as he was
really sick and needed help . . . I begged him to keep my son in
hospital . . . [my son] was discharged the next morning and on
the drive on the way home he killed his friend because he was
still sick and hallucinating. He was sent to jail and had his
glasses and hearing aid removed. He was sent to a jail which
does not have a psychiatric ward . . . That is where he stayed for
two months. We spent two months trying to get him his glasses
and hearing aid. He didn’t phone on father’s day and none of us
knew where he was or what was happening . . . I informed and
pleaded with the authorities to make them aware he was sick
and suicidal. They informed me he would be put in a cell with
another inmate who could watch him but in fact he was placed
in a single cell . . . [He] hung himself on the Friday night.
(Mother; forum #11)

Australia has a poor record in providing appropriate services for
those who have committed crimes while mentally ill. The inadequacy of forensic systems and the increasing demand for psychiatric services within the prison system continue to be reported.1,2
Only Victoria has supported the development of a high-quality
system through investment and clinical and academic leadership.60 New South Wales has recently articulated a similar vision.
However, national standards for such services must be developed,
agreed on and implemented in all States within the next 5 years.
It is becoming obvious, that people who previously were treated
within the mental health system are increasingly being shunted
into the criminal justice system. People with mental illness must
not be criminalized as a result of inadequate funding for the
mental health system. (Police Association of New South Wales,
submission #591)

7. Investment in medical research and innovation
Australia’s total public expenditure in health-related research and
development is 0.1% of GDP, and compares unfavourably with
Switzerland (0.29%) and the United States (0.23%).61 Research
investment in mental health (both public and private expenditure)
is low by comparison with other major health areas (2.8% of total
expenditure or $48 million, compared with cancer at 9.4% or
$160 million, and pharmaceutical treatments at 8.3% or $141
million).61 However, there is a new national willingness to develop
a serious research and innovation agenda.62
Making governments accountable
It is essential that, to qualify as best practices, the activities in
question be evaluated in terms of the criteria of innovation,
success and sustainability by both experts and the people
concerned. (United Nations Educational, Scientific and Cultural Organization, best practice63)

For serious progress to occur, there is a need for genuine
leadership. Without a clear commitment by a range of political
leaders, we are unlikely to see the necessary financial investments.
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A range of new accountability measures have been proposed
including reporting to the national parliament, reporting to the
Prime Minister, oversight by the Australian Human Rights and
Equal Opportunity Commission, establishment of a new national
commission modelled on United States or New Zealand examples,
or expansion of the reporting powers of the MHCA.2,64 While we
may have led the world in mental health policy, we have not yet
come close to achieving the “best practice” that may be of real
benefit. Continuing to monitor systematically and then report
annually the experiences of those receiving care should be a
fundamental aspect of all government-funded mental health
systems.
Competing interests
None identified.
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The Roadmap for National Mental Health Reform provides a pathway towards achieving the vision of an Australian society that values
good mental health and wellbeing. The Roadmap uses the â€˜social determinants of health frameworkâ€™ in recognising the wide
range of factors that can impact on an individualâ€™s mental health.Â The Roadmap confirms the shared intents and goals of
Commonwealth, State and Territory governments to develop better mental health services and support across all relevant government
portfolios, including mental health, health, education, early childhood, child protection, youth, employment and workplace relations,
housing and homelessness, police and the justice system. One in five Australians experience mental illness each year, and adopting
new digital options can be crucial. This is why The Black Dog Institute has established itself as a leader in e-mental health research, to
supercharge the uptake in solutions that complement traditional face-to-face services.Â It also includes a two-way, real-time interface
for the sharing of data between clinicians and patients, as well as in remote settings. The system uses an algorithm that baselines the
patient at the time of reading and identifies physiological changes in the patient throughout the diagnosis and treatment process. The
submission followed a successful 230-person clinical study at eight sites across the US and Australia. Mental Health and Work: Australia
says that one in five Australian suffers from a mental disorder. The OECD estimates that mental health issues cost the Australian
economy AUD 28.6 billion per year, equivalent to 2.2% of GDP. Adding indirect costs, such as productivity loss or sickness absence,
nearly doubles that amount.Â In Australia, people affected by mental health issues are three times more likely to be unemployed than
those with no mental health problems. To limit the risk of long-term unemployment, Australia must improve early identification of mental
health problems, invest in appropriate services for jobseekers with mental-ill health and encourage post-placement support. In Australia,
people affected by mental health issues are three times more likely to be unemployed, an alarming figure made worse when you factor
in that a prolonged absence from work significantly reduces the likelihood of a person ever returning. If a person is off work for 20 days,
they have a 70% chance of returning to work.Â AIA Vitality aims to be the catalyst for real change to the positive health outcomes of
Australians. In 2017, AIA Australia launched myOwn, a new brand created to bring together health and life insurance with the AIA
Vitality wellbeing program to help its members live longer, healthier, happier lives. myOwn is a joint initiative of AIA Australia, not for
profit health fund GMHBA and South African financial services provider Discovery.

