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“MENTAL ILLNESS AFFECTS ONE IN FIVE AUSTRALIANS. 
WHAT I DIDN’T REALISE IS THAT MY OWN MENTAL HEALTH 

MATTERS AND I CAN PLAY A ROLE IN MAINTAINING IT.”

“MY MENTAL HEALTH PROMISE IS TO ENGAGE WITH OTHERS...”
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pAul DuGDAlE
Chair of the Australian Healthcare  
and Hospitals Association (AHHA) Moving forward  

on mental health
 How Australia can invest in a productive community

M
ental health is an issue of 

undeniable importance to 

Australians and to the broader 

health sector. As well as 

having a direct effect on individual and 

community health, the economic cost is 

vast. It is estimated to be up to $40 billion 

a year in direct and indirect costs, and lost 

productivity and job turnover. In 2012‐2013, 

the Commonwealth spent almost $10 billion 

on mental health and suicide prevention 

programs.

With an estimated 3.6 million adults and 

60,000 children experiencing mental ill‐

health a year, strong leadership is needed. 

The Report of the National Review of Mental 

Health Programmes and Services released 

in April 2015 describes a poor experience of 

care by those with lived experience of mental 

illness, their families and support people. 

It describes a mental health system that 

doesn’t prioritise people’s needs or see the 

whole person, a system that is fragmented 

and responds too late, and a system that 

uses resources poorly. Leading figures 

working within the mental health sector 

have attributed this situation to a lack of 

overarching leadership.

AHHA believes expenditure on health, 

including mental health, must be viewed as 

an investment in a productive community and 

economy. 

Mental health services must be user 

focused and based on prevention, early 

intervention and support for recovery. As 

such, greater investment in well‐planned, 

evidence‐based, cost‐effective, community‐

based mental health services is required. 

The social determinants of mental health 

must be addressed, with particular attention 

to supporting families and communities to 

prevent (as well as support those impacted 

by) childhood maltreatment and trauma. 

Integration and 

coordination of services 

around the needs of 

the individual are an 

important component 

of care and which 

can be facilitated and 

monitored at a local 

level by Primary Health 

Networks. 

The development and 

expansion of programs and bundled funding 

packages that support safe, appropriate 

and cost effective alternatives to hospital 

admission must be a priority for governments 

and health services. 

‘Any major funding shift towards 

prevention, early intervention and community 

services, needs to be planned and delivered 

over time in the context of an integrated 

service approach to mental health. Funding 

shifts should avoid exacerbating difficulty of 

access and availability to acute services for 

those with mental illness. 

To achieve the best possible mental health 

and well‐being for Aboriginal and Torres 

Strait Islander people, all Commonwealth, 

State and Territory programs and initiatives 

must consider, reflect and complement the 

National Aboriginal and Torres Strait Islander 

Health Plan. 

Innovative 

technologies should be 

used to improve access 

to services and support.

AHHA is proud 

to be involved in 

furthering the national 

conversation on mental 

health through its 

ongoing Mental Health 

Network meetings. 

The Network was established to provide 

opportunities to share information and 

expertise around mental health initiatives 

with a focus on primary health care. The 

Mental Health Network began meeting this 

year and has so far congregated in Brisbane, 

Newcastle and Darwin. The final meeting for 

2016 will be held on October 28 in Sydney. 

To join the network, or to view presentations 

from previous meetings, visit the web page at 

ahha.asn.au/mental‐health‐network. ha

VIEW FROM THE CHAIR

“MENTAL ILLNESS AFFECTS ONE IN FIVE AUSTRALIANS. 
WHAT I DIDN’T REALISE IS THAT MY OWN MENTAL HEALTH 

MATTERS AND I CAN PLAY A ROLE IN MAINTAINING IT.”

“MY MENTAL HEALTH PROMISE IS TO ENGAGE WITH OTHERS...”
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“AHHA believes 
expenditure on health, 
including mental health, 
must be viewed as 
an investment in a 
productive community 
and economy.”
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FROM THE AHHA & MHA DESK

Prevention is  
better than cure
AHHA Chief Executive Alison Verhoeven sits down with Mental Health Australia 
CEO Frank Quinlan to discuss what needs to be done in mental health.

F
or this special partnership edition 

of The Health Advocate, AHHA Chief 

Executive Alison Verhoeven and 

Mental Health Australia CEO Frank 

Quinlan sat down together to discuss mental 

health in Australia and what needs to be done 

to improve it.

Frank Quinlan: Mental health providers 

have for decades recognised the need 

for significant reform across the sector. 

The services provided to consumers are 

not as responsive as they should be. The 

good news is that now, governments have 

come to a position of similar recognition, 

and are pursuing that reform. Part of that 

process is driven by the National Disability 

Insurance Scheme (NDIS), and also by the 

Commonwealth response to the National 

Review of Mental Health Programmes and 

Services (conducted by the National Mental 

Health Commission (NMHC)). This is an 

era of unprecedented reform, which is a 

reason for caution. We don’t want to resist 

the reform processes, but we must ensure 

reform is orderly and sustainable, and we 

don’t have people falling through the cracks 

of a redesigned mental health system. For 

example, we can’t have services discontinued 

without replacement services in place. This 

is one of the major issues — there is no 

centralised responsibility for the overarching 

picture of mental health and mental health 

reform.

Alison Verhoeven: Ongoing reforms across 

the sector, such as the processes underway 

in aged care, chronic disease and in primary 

care with the trial of Health Care Homes, 

will impact on mental health as well. And the 

tight funding situation for public hospitals 

impacts their ability to allocate resources 

to acute mental health services. Better 

integration across all sectors is needed, 

including better resource allocation and 

sharing of patient records. Each reform 

process on its own is quite commendable, but 

will be affected by disparate governance and 

funding.

FQ: The NMHC found a disproportionately 

high amount of funding had gone towards 

acute care in mental health, compared to a 

disproportionately low amount in community 

care. We have to re‐orient this so the ratio 

is inverted. We saw in this Budget that less 

per capita is being spent in community 

care programs, despite reforms. According 

to Department of Health data, 680,000 

Australians are diagnosed with severe mental 

illness each year. Of these, 250,000 to 

300,000 people require individual support. 

There are 58,000 places available in the NDIS, 

so we can only offer places to one‐twelfth 

of the people who experience mental illness 

each year. The responsibility for the care of 

the majority of people falls outside the NDIS, 

in community care. 

AV: This is made more complex by the 

inherently different funding mechanisms, 

with individuals as fund holders in the NDIS 

and aged care, and providers as fund holders 

in the health sector. People suffering mental 

illness can be among the most disempowered 

in society, and are more likely to be on lower 

incomes. With less access to resources and 

sometimes lower health literacy, it can be 

difficult for them to navigate the funding 

structures. Government support is vital in 

ensuring they can access the right services.

FQ: We would welcome any shift towards 

greater individual control of healthcare, but 

we must also recognise there needs to be a 

sustainable framework for service providers 

to offer services, otherwise it’s a false 

freedom. We must set up funding that offers 

individual choice and control for people, 

while protecting service providers.

AV: Governments do face a challenge 

regarding how much funding they can allocate 

to the health sector. More sophisticated 

budgetary thinking is needed on supply, 

demand and need. We now have a situation 

where spending in one area of health is paid 

for by cuts in another area of health, and it 

has to be re‐thought.

FQ: Mental health spending provides the 

clearest possible example of the “invest 

to save” model. In the medium term, it 

makes sense to invest more, as the costs of 

mental illness to the community are huge. 

Investments in mental health could kick big 

goals in GPD and macroeconomic reform — 

more so by far than other tax reforms. The 

Australian economist and Chair of the NMHC 

Professor Allan Fels AO has said that if the 

mental health sector was 10% more effective, 

it would lead to a 1% bump in the GDP.
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AV: Politically, health spending is always 

looked at as nothing more than a cost to the 

taxpayer, but health is also one of the fastest 

growing sections of our economy.

FQ: Additionally, the approach now seems 

to be that maintaining the status quo has no 

cost, when it absolutely does. We have to 

change that view.

AV: If you had a magic wand, what would 

you change about the mental health sector?

FQ: I think the sector is very coherent as 

it is. It’s been absolutely clear regarding its 

overall direction, and consistent in pushing 

for greater investment in community services 

and programs. The question is making sure 

we have the will to achieve those goals. We 

need to ensure there is a clear and visible 

overarching responsibility – nowhere in 

Australia, at the moment, is mental health 

considered in a unified way. We have a mix 

of forums between states and territories, the 

Commonwealth Government and separate 

Departments. The forthcoming Fifth National 

Mental Health Plan is an opportunity to 

establish that responsibility. The other issue 

is about political will. The Prime Minister 

and the Opposition Leader both made strong 

statements about mental health during the 

election. If we had political leaders willing 

to take the issue on and drive that wide‐

reaching reform, we could make progress. 

Otherwise, we are just tinkering around the 

edges.

AV: I would say on a practical level, the 

Plan can provide the architecture of what 

must be done, but nationally resources must 

be commensurate to the needs of Australians 

— we must move past the notion of health as 

a burden on the taxpayer.

FQ: Mental health causes 14‐15% of 

morbidity costs, and takes up 7‐8% of the 

health budget. Essentially we’re investing 

half of what we should be. And many 

things we would seek to address at an early 

intervention level — relating to diet, sleep, 

social inclusion, community resilience — will 

also bring improved health benefits across 

the board.

AV: It’s a very strong message that health 

leaders perennially communicate, the need 

for governments to invest in prevention 

and to see it as an investment in society. 

It’s a real area for them to demonstrate 

bipartisanship,  ha

AHHA Chief Executive Alison Verhoeven and MHA CEO Frank Quinlan.
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AHHA in 
the news

HAVE YOuR SAY...
We would like to hear your opinion 
on these or any other healthcare 
issues. Send your comments and 

article pitches to our media inbox: 
communications@ahha.asn.au

Free palliative care online 
training helping people 
live well with chronic 
illness
Palliative Care has become widely recognised 

as one of the most vital disciplines in Australian 

health, with our ageing population and 

increasingly effective medical treatments 

bringing about longer and longer final care 

stages of life, as AHHA Chief Executive Alison 

Verhoeven wrote in a guest blog for CareSearch 

in early Semptember.

Palliative care can be an awkward subject 

to broach — it is difficult to talk about death. 

However, given our ageing population and our 

rising rates of chronic and complex disease, 

including increasing instances of multiple 

morbidities, these discussions have never been 

more important and following the discussion, 

we must meet the growing need for carers with 

palliative care skills.

AHHA’s free Palliative Care Online training 

portal (at www.palliativecareonline.com.au) 

offers self‐paced training in six modules to 

health professionals and carers who provide 

palliative care to members of their community. 

It includes the knowledge, skills and values that 

are required to communicate and contribute to 

the care of clients in the community who have 

a life limiting illness and or are approaching the 

final stages of the normal ageing process.

The free online training provides those 

working in end‐of‐life and chronic disease care 

with a great opportunity to gain an insight into 

best‐practice delivery, to ensure their clients 

are kept as comfortable and happy as possible 

at the end‐of‐life.

The training can be completed entirely at 

your own pace.

The first four modules cover topics including 

a palliative approach to care, planning and 

assessment, providing care, and delivering 

a palliative approach for aged care in the 

community setting. More recently, two new 

modules have been developed which delve into 

pain management and recognising deteriorating 

clients.

Movement on private 
health insurance 
welcomed
The Australian Healthcare and Hospitals 

Association (AHHA) welcomed early 

September’s announcement by the Turnbull 

Government as it moved forward with the 

Private Health Insurance Review.

“AHHA looks forward to working with the 

members of the newly formed Private Health 

Ministerial Advisory Committee and its Chair, 

Dr Jeffrey Harmer AO, to ensure industry, 

consumer and provider viewpoints are heard 

as the Government explores reforms to private 

health insurance to deliver better value for 

money,” said AHHA Advocacy Director Krister 

Partel.

“During the Government’s private health 

insurance review consultation process in 

late 2015, 40,000 Australians provided input 

with broad calls, including from the AHHA, 

for simpler products, better communication, 

policies which meet consumer need, better 

business practices, the removal or better 

application of the Private Health Insurance 

Rebate, and assurance that Australians without 

insurance would continue to have equitable and 

affordable access to health care.

“In 2014–15 the Australian Government spent 

$5.8 billion on the Private Health Insurance 

Rebate, meant to assist Australians meet the 

cost of private health insurance. But there 

is international evidence that the cost of 

subsidising private health insurance exceeds the 

fiscal benefits to the public sector.

“Australians have expressed concerns about 

the complexity of private health insurance 

products, the lack of information provided 

by insurers and the value they receive for 

their insurance policies, and AHHA commends 

Minister Sussan Ley as she works toward 

developing proposed new arrangements for 

private health insurance aimed at improving 

value and transparency of information for 

consumers.”

prostheses 
announcement a 
welcome advance
Alongside the Turnbull Government’s unveiling 

of its Private Health Insurance Review push was 

an announcement for a revamped Prostheses 

List Advisory Committee.

Minister for Health Sussan Ley said reforming 

the PLAC was a necessary first step as part 

of the Turnbull Government’s broader private 

health reform agenda, designed to ensure 

consumers received better value for money and 

choice from their policy. 

“The number one focus for the new PLAC 

will be to improve affordability and access to 

medical devices for consumers. The PLAC will 

also improve the transparency of the listing 

process and reduce duplication with the TGA’s 

assessment processes,” Minister Ley said. 

“AHHA also welcomes the Government’s 

revamped Prostheses List Advisory Committee 

with Professor Terry Campbell as its new chair,” 

AHHA Advocacy Director Krister Partel said.

“And AHHA welcomes the Government’s 

commitment that the revamped Committee will 

work to provide health consumers with better 

value for money and more certainty and equity 

through their private health insurance.

“AHHA calls on the Prostheses List Advisory 

Committee to look at concerns raised by 

stakeholders that the prostheses listing process 

is resulting in inflated prices which are passed 

onto consumers in premiums.”
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FROM THE AHHA DESK

positive leadership, 
community engagement 
needed for health 
reforms
The latest edition of the AHHA’s peer‐reviewed 

academic journal Australian Health Review 

(AHR), published in August, opens with a call 

from Editor‐in‐Chief Professor Gary Day for 

strong leadership on health reform.

“Strong leadership demands the 

Government of the day actively engages the 

community about the future of healthcare 

in Australia,” Professor Day writes in 

his editorial.

“Australia lacks a sense of urgency, 

creativity and decisiveness when it comes 

to health policy. Policy makers, health 

professionals and bureaucrats need to lead 

the debate and bring people along in the 

conversation.”

Professor Day points to urgent health issues 

such as the rising costs of care for Australia’s 

ageing population, the growing burden of 

chronic disease and the increasing national 

obesity rate as requirements for “strong, 

positive leadership.”

This edition of the AHR 40(4)  focuses 

on a broad range of policy issues, 

including workforce development, Aboriginal 

and Torres Strait Islander health, service 

demand management and advance care 

planning.

AHHA is proud to support research through 

the AHR that contributes to optimising the 

delivery of high quality, efficient and effective 

health services for all Australians.

Health Care Homes an 
excellent move towards 
better integrated care 
BuT funding and data 
critical
The August announcement of the trial sites 
for the Commonwealth’s Health Care Homes 
project was welcomed by the AHHA as a sign 
of commitment to the landmark primary care 
reform.

“The AHHA supports this reform aimed at 
providing better integrated care to Australians 
with chronic and complex conditions,” AHHA 
Chief Executive Alison Verhoeven said.

However, the AHHA urged the Government 
to ensure the Health Care Homes trial 
was provided with the funding and 
resources needed to succeed in delivering 
transformational change to the primary care 
system and to the care of all patients.

“The establishment of Health Care Homes 
across Australia was recommended by the 
Primary Healthcare Advisory Group to deliver 
continuity of care through coordinated 
services and a team‐based approach 
according to the needs and wishes of the 
patients. It builds on the efforts of Primary 
Health Networks (PHNs) that are already 
implementing relevant services in their areas.”

“The establishment of Health Care Homes 
is a step in the right direction to resolving 
fragmented primary and acute care services 
for people with chronic conditions, but it will 
be important to get the funding balance right 
so that incentives promote value, not volume 
of services.

“However, the stated objectives cannot 
be achieved with inadequate funding and the 
investment proposed for this trial looks set 
to fall substantially short of requirements. 
Evidence from a number of sources suggests 
that funding of between $1300 and $2500 
per person per annum would be required to 
truly deliver reform via a Health Care Home. 
There is much to be learned from previous 
coordinated care trials both in Australia and 
internationally about appropriate funding 
and incentives to promote quality care over 
volume.”

Early commitment 
needed to universal 
healthcare
The AHHA has begun to meet with 

Commonwealth Ministers and Shadow 

Ministers of health portfolios with 

Parliament underway again, following 

congratulating them on their respective 

appointments and re‐appointments following 

the 2016 Federal Election.

“The clear message from the election is 

that Australians value universal healthcare 

highly and want our Government to commit 

to an accessible, equitable and affordable 

health system,” AHHA Chief Executive Alison 

Verhoeven said.

“While the Coalition’s recent health 

initiatives have made some amends for the 

damaging cuts in the 2014 Budget, there is 

much work still to be done to address issues 

of access, equity and affordability.”

Australia has a high quality health system 

delivering world‐class health outcomes. This 

has been achieved through a long‐standing 

commitment to universal healthcare, 

ensuring all Australians have access to 

healthcare.

With a number of review processes 

underway, the Turnbull Government must 

ensure its health system reforms are 

innovative, patient‐centred, sustainable and 

adequately funded, evidence‐based and 

data‐informed, and must look beyond siloed 

issues and consider their impacts on the 

broader health system. 

Ms Verhoeven also called on the new 

health ministry to reverse the Medicare 

freeze and commit to long‐term sustainable 

hospital funding.  ha

“The clear message from the 
election is that Australians value 
universal healthcare highly...”
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V
ictorian community mental health 

service providers have an extensive 

history of partnership, both across 

government and community sectors 

and also between consumers and providers. 

This experience has enabled over time 

the development of a strong collaborative 

approach to practice. Lessons drawn from 

this experience will be important in this the 

next phase of development for Australia’s 

mental health sector.

In particular the insight brought to the 

task of system reform by those with lived 

experience is key to creating effective future 

responses. The reality of system navigation, 

responding to complexity and the need to 

build in flexibility and individual choice, are 

issues best understood by those with first 

hand knowledge, who rely on their ability to 

negotiate these issues to secure their health 

and wellbeing.

The understanding that many consumers 

need to traverse multiple aspects of both 

the mental health and other systems in the 

course of their lives and in periods of illness, 

coupled with an appreciation of the adverse 

consequences of fragmentation, duplication 

and disengagement; has lead to the 

development of strong partnership practice. 

This practice has enhanced the processes and 

alignment and ultimately quality of care. Our 

system is far from perfect and probably not 

even a system in the true sense of the word, 

but it does offer insight into the benefits 

of sectors working together to enhance 

both efficiency and quality of consumer 

experience.

A centrepiece and exemplar of these 

changed approaches have been “the 

Alliances”. The formal partnerships 

between the Victorian community mental 

health sector and the Area Mental Health 

Services (our clinical service providers). 

These alliances traditionally involved a 

range of functions, including the sharing 

of information, collective allocation of 

resources, and engagement in the task of 

system evaluation, design and evolution 

as well as detailed care discussions. These 

forums were constituted and authorised by 

government policy makers (and funders) 

and gave imprimatur to the transparent and 

robust discussion of priorities, objectives, 

directions and issues for the region.

The discussion that has taken place within 

the alliances has encouraged players to 

contribute, to recognise specific capability 

and expertise within the system and to pay 

attention to the way in which processes 

(of access, navigation and quality) actually 

function. This produced learning through the 

sharing of insights and perspectives. This 

has in turn enabled meaningful discussion 

of and responses to system barriers and 

inefficiencies, for example, new funding 

opportunities and externalities such as 

changes in the broader environment. At the 

very least this has served to monitor and 

strengthen awareness of changes occurring 

within the system and enabled adjustments 

to be made as required. 

Incidentally these collaborative settings 

have also allowed for extensive and useful 

professional development and knowledge and 

skill transfer across the system, with many 

secondments, training placements and shared 

training forums a feature of the relationship 

between participants. The development 

of a strong peer workforce of consumer 

consultants has been a key benefit and one 

which has enhanced workforce capability 

across our system.

Importantly regional alliances also 

enabled the development of integrated 

models of shared care, including but not 

limited to integrated services settings such 

as Prevention and Recovery Care (PARC) — 

Collaboration  
and partnership  
Building systems that work.

BRIEFINg

lYN MORGAIN
Chief Executive  
cohealth
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our step up, step down residential settings 

which are managed by community partners 

and staffed by both community and clinical 

staff. These discussions also lead to the 

development of the Multiple and Complex 

Needs Initiative (MACNI), which brings 

together government agencies such as human 

services, housing and justice, in assessment 

and coordination panels with both clinical 

and community providers of services. The 

aim of this approach is the development 

of a comprehensive understanding of the 

full range of clinical and social support 

needs of each consumer, facilitating vastly 

improved approaches to planning care. In 

each case, community and clinical providers 

work together to ensure care and other 

support is delivered by the most appropriate 

professional for the identified need, in the 

lowest intensity context.

This partnership based context has 

highlighted and embraced the importance 

and value of the experience and perspective 

of those with lived experience. Consumer 

advocates, peer workers and consultants 

have brought to the table their insights, 

expectations and concerns, firstly through 

community settings and subsequently as 

vital components of many of our clinical and 

other models. The Victorian mental health 

system would not be as it is today, had not 

the system changed and adapted in response 

to the strenuous and vocal input of those who 

use the system. Today it would be unthinkable 

to undertake a system 

related task without 

consumer participation. 

It is important to 

acknowledge that it 

wasn’t always this 

way and many of our 

consumer leaders 

were trailblazers 

in a time when this 

contribution was less 

well appreciated. 

This illustrates an 

overarching lesson 

regarding these ways 

of working. Working in 

partnership and true collaboration requires 

skill. Those who are good at it demonstrate 

some key attributes—listening, sensitivity, 

thoughtful critique and engagement with 

new ideas and change, authenticity, 

integrity, honesty and the ability to challenge 

constructively, to acknowledge errors and 

commit to amends and redress. We cannot 

neglect the vital importance of individuals 

with these attributes and skills, in achieving 

system reform.

The embedded approach to partnership 

and collaboration we experience today is 

as a consequence of the 

effort and initiative of 

all the players within 

our early sectors. People 

who recognised and set 

about realising the value 

of working together in 

genuine partnership 

aimed at achieving 

common good. It will be 

important to ensure that 

this experience and skill 

is brought to bear in our 

new context of markets, 

personal budgets and 

stepped care models commissioned by our 

Primary Health Networks. We will need to be 

conscientious and cautious as well as visionary 

and resilient to ensure that these beneficial 

practices and processes aimed at improving 

quality outcomes are retained as the basis for 

our new systems.  ha

“The Victorian mental 
health system would 
not be as it is today, 
had not the system 
changed and adapted 
in response to the 
strenuous and vocal 
input of those who use 
the system.”
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T
he stories and voices of people with 

mental illness provide a common 

message — their experience of 

services and the relationship they 

have with people in these services are vital 

to their recovery yet they and their families 

experience many barriers in their search for 

support.

Consumers speak of the challenges 

of not knowing who to call in a crisis or 

understanding the steps to take in their 

recovery. They recount feeling traumatised 

by a bewildering health system, an added 

burden on top of struggling to cope with 

mental ill‐health.

Driven to find a solution to help consumers 

find the right help at the right time, 

Nepean Blue Mountains Primary Health 

Network (NBMPHN), the lead agency for the 

Commonwealth Government’s Partners In 

Recovery program in the region, developed 

a local Mental Health Navigation Tool (www.

mentalhealthhelp.com.au) to help people in 

the Blue Mountains, Hawkesbury, Lithgow and 

Penrith navigate more than 200 local mental 

health programs and services.

Early in the development phase, 

consumers, carers and clinicians decided on 

a short but challenging brief — for people to 

find the help they need within five clicks. The 

Partners In Recovery team made this central 

to the project, and then worked closely with 

consumers and carers to co‐design every 

aspect of the tool. This included employing 

a consumer within the team to drive the 

development of content.

Consumers and carers believed that labels 

and diagnoses have 

no place on a website 

that is seeking to help 

people understand 

their mental health. 

Instead of terms like 

“depression” and 

“schizophrenia” the tool 

unpacks how people 

feel before pointing 

them to appropriate 

help. This resulted 

in one of the tool’s 

key features, a tab titled “I am feeling…” 

which directs them to the most appropriate 

services for the type or severity of their 

mental health problem. Throughout extensive 

user testing this feature was praised for 

being easy to relate to and helpful in making 

people feel more comfortable in seeking 

help.

The Tool provides quick navigation to 

mental health services in an emergency 

or crisis situation or to other services 

such as drug and alcohol, gambling, 

employment, emergency relief, housing 

and accommodation. It also provides 

general mental health advice and accurate, 

comprehensive information about getting 

help, treatment and support. Day‐to‐day 

living programs, youth, 

post‐natal information 

and grief and 

bereavement sections 

will be added soon. 

With a responsive user 

interface, it is suitable 

for desktop computers 

and tablets and 

operates like an app on 

mobile phones.

The Tool was 

launched at the Living 

Well in Nepean and Blue Mountains Forum 

organised by the Mental Health Commission 

of NSW in June 2016 where the consumer 

who drove the development of content 

gave a well‐received presentation about the 

importance of the consumer voice in the 

design of the tool and how it will continue to 

be improved in the future.

The Tool is now being promoted widely 

across the region. It is attracting a large 

Helping the  
local community
New website helping people in Nepean Blue Mountains  
primary Health Network navigate mental health system.

IN DEPTH

“Early in the 
development phase, 
consumers, carers and 
clinicians decided on a 
short but challenging 
brief — for people to 
find the help they need 
within five clicks.”
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and increasing number of visits each week. 

Local services have been enthusiastic about 

promoting it to their own clients and supporting 

it as the single “go to” website for consumers 

and carers to navigate the service system. 

People with lived experience played a crucial 

role in its success. The tool’s design, simple 

language and easy navigation is a tribute to 

the value of consumers and carers with a 

clear understanding of the community need 

which is the feature that differentiates it 

from other service directories. The PIR team 

was privileged to ‘walk the walk’ alongside 

consumers and carers and help realise the 

vision of making mental health information 

easily available to the community.   ha

Wentworth Healthcare Limited, provider of 
the Nepean Blue Mountains PHN and lead 
local agency of the Partners in Recovery 
initiative.

Partners in Recovery provides support for 
people with severe and persistent mental 
illness who have complex needs and require 
assistance from multiple agencies across 
different sectors. It is a Commonwealth-
funded initiative.

The Mental Health Navigation Tool helps people in the 
Blue Mountains, Hawkesbury, Lithgow and Penrith districts 
navigate local mental health services.



BRIEFINg

B
risbane North PHN is committed to 

involving consumers and carers in the 

development, implementation and 

evaluation of programs and services 

and the ‘North Brisbane PIR Peer Evaluation 

Project’ is one example of this in practice.

Brisbane North PHN leads a 13‐member 

consortium, which collectively oversees 

implementation of the Partners in Recovery 

(PiR) initiative, for people living with a 

severe and persistent mental illness, in North 

Brisbane, the Moreton Bay region and Kilcoy.

The Project was developed in response to 

identified needs from the PIR Consortium and 

aimed to:  

• Identify and train a group of people with 

a lived experience of mental illness to 

undertake a feedback and evaluation 

process independently of the North 

Brisbane PIR Consortium; 

• Improve and grow the engagement and 

leadership opportunities for people with a 

lived experience of mental illness across 

the region; and

• Increase the capacity of people with a 

lived experience of mental illness.

Peer Evaluators were recruited through 

an open and inclusive process advertised 

through a broad range of PIR agencies, 

non‐Government organisations, consumer 

and carer representative organisations, 

neighbourhood and community centres and 

the Big Issue.  

Through this process six PIR Peer Evaluators 

were employed and integrally involved in the 

design and implementation of the evaluation 

activities. Together with project staff and an 

evaluation expert, the PIR Peer Evaluators 

made designed, planned and undertook all 

aspects of the evaluation activities.  

The six PIR Peer Evaluators contacted 

over 600 people and invited them to 

participate in our evaluation activities, 

coordinated the dissemination of hundreds 

of surveys, collected survey data from close 

to 150 participants, entered survey data 

into databases, 

contributed to the 

analysis of survey 

data, designed focus 

group activities, 

invited participation 

in the focus groups, 

facilitated the 

focus groups and 

contributed to the 

analysis of the focus 

group data.

The involvement 

of people with a 

lived experience 

of mental illness 

in service evaluation was highly valued. 

Positive feedback was received from North 

Brisbane PIR staff, the participants who were 

contacted to provide feedback, and by the 

Peer Evaluators themselves.

Brisbane North PHN Chief Executive 

Abbe Anderson said “Whilst we were very 

pleased to say the evaluation shows that the 

overwhelming majority of people involved 

in PiR are receiving appropriate assistance, 

more importantly, having people with both 

a lived and currently‐living experience of 

mental illness as evaluators was found to be a 

major asset during the evaluation project.”

“PIR consumers and carers valued the 

ability to be able to connect with someone 

who also had experience of mental illness.  

For some people, this was the reason they 

felt able to contribute to the project.” Ms 

Anderson said.  

The North Brisbane PIR team is in no 

doubt that it was the 

involvement of peers 

as evaluators who 

supported so many 

consumers and carers 

to ‘have a voice’ and 

share their experiences 

of being involved in the 

PIR program.  

Based on the 

success of this project, 

Brisbane North PHN 

has developed a 

Regional Framework 

for consumer and 

carer participation in 

mental health services and has established 

an extensive network of consumers and 

carers. The network offers consumers the 

opportunity to enhance their capacity to 

engage with mental health service providers 

throughout the region through training, 

development and skills sharing.   ha

For more information about North Brisbane 
PIR, go to: www.northbrisbane.pirinitiative.
com.au

“pIR consumers and 
carers valued the ability 
to be able to connect 
with someone who 
also had experience 
of mental illness. For 
some people, this was 
the reason they felt  
able to contribute to  
the project.” 

Consumer evaluation  
gives voice to service users
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North Brisbane PiR Consumer Evaluators

Involving consumers and carers to design, deliver and 
evaluate program activities has improved consumer 
engagement and provided greater input to service evaluation 
according to the outcomes of the North Brisbane partners 
in Recovery peer Evaluation project.

The Health Advocate  •  october 2016   15



16    The Health Advocate  •  october 2016

H
ow do mental health clinicians talk 

with a community about anxiety 

issues when there is no such word, 

spoken or written, in someone’s 

language?

Working with Indigenous communities 

in Central Australia, a Royal Flying Doctor 

Service (RFDS) mental health team has found 

a way to get people talking about anxiety 

through the “Worry Boss” story 

An idea pitched by RFDS Mental Health 

Clinician Anne Bromhead from the team 

based in Alice Springs has resulted in this 

short video animation about anxiety. 

Anne said the video, which is produced 

in English and local traditional languages 

Arrente and Alyawarr, gives those in the 

communities where English is not their first 

language an opportunity to understand the 

issue of anxiety where there is no word for 

word translation in their own language.

“The Worry Boss story will assist health 

staff working in remote communities to 

establish an understanding and dialogue with 

their Aboriginal clients who may not have the 

English vocabulary to describe their mental 

health experience.”

Fellow RFDS Mental Health Clinician, Jessy 

Waine, explains that the RFDS has received 

positive feedback from community members 

involved in the development of the video, 

many of whom 

strongly identified 

with the main 

character’s story.

“Using an 

audiovisual resource 

delivered in local 

Aboriginal language 

assists Aboriginal 

people to better 

understand mental 

health concepts 

and terminology 

that have been 

formulated in a 

Western context”.

“The video helps 

Aboriginal and non‐Aboriginal people to 

understand anxiety and the impact it has 

on their lives; it also provides strategies for 

people and their families to manage anxiety.”

Using animation, the story depicts a 

conversation between an Aboriginal man and 

an Elder woman, who asks what’s troubling 

him. The chat leads to her helping him to 

realise the difference between his every 

day worries and 

worries that make 

him feel angry and 

unfocused.

“Don’t let the 

Worry Boss get you,” 

she tells him. The 

characters discuss 

ways they can do 

this.

The video is 

a collaborative 

project of the 

RFDS, the Federal 

Department of 

Health, iTalk Studios 

in Alice Springs, 

Akeyulerre Healing Centre, and Arrente and 

Alyawarr people from Ampilatwatja, Atitjere 

and Santa Teresa.

iTalk Studios Director, Christopher 

Worry  
Boss
The Royal Flying Doctor Service is helping 
Indigenous communities talk about anxiety 
through the “Worry Boss” story.

“It was good, because 
you have to get the 
message to people who 
can’t read or write, so 
they can understand it 
properly,I reckon a lot of 
things need to be put in 
language, to bring things 
out, put them on the table, 
so we can sort it out.”

IN DEPTH
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The recording of the Worry Boss video.

Brocklebank, said the story focuses on what 

makes people worry, how that makes them 

feel and what they can do about it.

“Some of the kinds of worries are ‘tea and 

sugar worries’ — the sort that take up a lot 

of room but are not very important; ‘sticky 

worries’ — when other people’s worries stick 

to you; and ‘sneaky worries’ — when it is 

hard to get to sleep at night because they go 

round in your head,” 

RFDS mental health staff talked through 

the story for the video during a two‐day 

workshop in Alice Springs in early 2016 

involving 14 key people from Ampilatwatja, 

Santa Teresa and the Akeyulerre Health 

Centre in Central Australia. This was followed 

by further consultation with the three 

communities to ensure the story reflected 

real life situations.

Elder Magdaline Lynch, who was involved 

in the project, said it was important to find a 

way to communicate these issues in different 

ways.

“It was good, because you have to get the 

message to people who can’t read or write, 

so they can understand it properly,”.

“I reckon a lot of things need to be put in 

language, to bring things out, put them on 

the table, so we can sort it out.”

The roles for the video in English and 

Arrente were voiced by local Elders Stephen 

Kernan and Magdaline Lynch who also 

provided the models for the animation. The 

Alyawarr version was voiced by Lulu Teece 

and Mark Ross.

There are three versions of the video in 

English, Alyawarr and Arrente, and it has 

been made available on YouTube, the iTalk 

Studios website, the RFDS website, mobile 

phones and tablets which will give the 

Worry Boss story broad availability to use in 

community clinics and centres for anyone to 

view.

The Worry Boss story will be widely 

used as part of the Mental Health Services 

in Remote and Rural Australia (MHSRRA) 

program delivered by the RFDS in Central 

Australia. It will also be available to other 

Social and Emotional Wellbeing, mental 

health and health programs, and requests 

have already been made for the video to be 

made in more traditional languages.  ha

The MHSSRA program provides 
culturally appropriate in-field 
treatment of mild to moderate 
diagnosable mental illness to 
outback communities where 
there is limited access to clinical 
mental health services. Visiting 
communities on a weekly/
fortnightly basis, the multi-
disciplinary team of RFDS mental 
health clinicians delivers clinical 
services including cognitive 
behavioural therapy, narrative 
therapy, brief interventions, 
counselling, and motivational 
interviewing. The MHSRRA team 
also provides mental health 
capacity building activities and 
community development. Each 
year the RFDS MHSRRA team in 
Alice Springs conducts around 
6,000 consultations.
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A new approach to suicide 
prevention in Australia.

S
uicide is the most common cause of 

death in Australians aged 15‐44 years 

— more common than deaths from 

motor vehicle accidents or skin cancer. 

In 2014, 2864 people died by suicide, which 

represented a significant increase in the 

suicide rate from 2013. 

Despite increased investment into 

awareness activities and suicide prevention 

programs over the past decade, we have 

not yet been able to make or measure any 

substantial reduction to the suicide rate. 

Clearly, it is time to make major changes 

to how we address suicide and suicidal 

ideation in Australia. 

A new approach to suicide 
prevention
If we want to be really serious about saving 

lives, we need to understand why people 

become suicidal and identify how we can 

best tackle these issues at an individual and 

population level.  

The research evidence highlights a number 

of interventions that can reduce both suicide 

deaths and suicide attempts. Whilst some 

of these are already used in Australia, 

their implementation is often fragmented. 

Furthermore, support provided for these 

interventions is often disproportionate to 

their impact on the ground.

The research team at the NHMRC Centre 

of Research Excellence in Suicide Prevention 

at the Black Dog Institute scoured the 

research literature to identify which suicide 

prevention strategies are likely to have a 

substantial and sustainable impact in the 

Australian setting. 

Large‐scale trials overseas have 

demonstrated the cumulative benefits of 

delivering multiple evidence‐based strategies 

in an integrated fashion. The benefit of 

this approach is that the limitations of 

individual strategies can be overcome whilst 

maintaining the flexibility to address local 

needs. 

Termed the systems approach to suicide 

prevention and branded “LifeSpan”, analysis 

confidently predicts it will reduce suicide 

deaths by at least 20% and suicide attempts 

by 30%.

The LifeSpan framework 
There are nine key strategies involved with 

the LifeSpan approach (see Fig 1). At the 

population level, these include limiting 

access to lethal means, establishing a 

national awareness program, managing media 

reporting of suicide, implementation of mass 

screening and prevention programs amongst 

high school students and training people in 

frequent contact with those at risk to act as 

“gatekeepers”.

At the individual level, strategies include 

training GPs, Emergency Department staff 

and first responders to identify and tackle 

suicidal intent, ensuring universal access to 

high quality psychological treatments and 

providing continuing care to those who have 

made a previous suicide attempt.

The key to this approach, and what makes 

it different to what has been tried before, 

is the intensity of the interventions. This 

is the first time we are recommending the 

implementation of specially tailored and 

evidence‐based strategies at the same time, 

within the same community.

Importantly, this approach incorporates 

the knowledge of those people who have 

experience of suicidal thoughts in themselves 

or a loved one and is underpinned by cutting 

edge technology including real time data 

collection and intervention delivery via 

smartphones. 

BRIEFINg

Saving lives with 
LifeSpan 

“If we want to be really serious 
about saving lives, we need to 
understand why people become 
suicidal and identify how we can 
best tackle these issues at an 
individual and population level.” 
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Fig 1 : The nine evidence-based suicide 
prevention strategies implemented 
through the LifeSpan framework

Putting research into practice
The LifeSpan systems approach has now 

formed the basis of suicide prevention 

plans in NSW and Victoria, as well as being 

recommended for national implementation 

through the Australian Primary Health 

Networks. Health workers will be integral to 

shaping the development of LifeSpan as well 

as the success of the local delivery of this 

ground breaking program. 

We are extremely grateful to the Paul 

Ramsay Foundation who, recognising the 

strong evidence and the urgent need, 

stepped in to fund a major trial of LifeSpan 

across four major NSW regions — Newcastle, 

Illawarra Shoalhaven, Central Coast and 

Murrumbidgee. 

The largest trial of its kind in Australia, 

the NSW LifeSpan project will not only pave 

the way for a more national roll‐out of this 

life‐saving approach, it will facilitate rigorous 

evaluation and support the establishment 

of much needed infrastructure such as a 

National Suicide Register. 

We are enormously excited to lead this 

program and look forward to working with 

health networks and districts across the 

country to deliver LifeSpan more widely.  ha

Prof Helen Christensen is the Chief 
Scientist of the Black Dog Institute and the 
NHMRC Centre for Research Excellence in 
Suicide Prevention

Find out more about the LifeSpan systems 
approach to suicide prevention at www.
LifeSpan.org.au

Should you feel distressed by this article 
or need to talk please contact Lifeline on 
13 11 14.

Saving lives with 
LifeSpan 
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W
ith up to 1 in 3 fly-in fly-out 

(FIFO) workers reportedly 

experiencing mental health 

difficulties, suicide prevention 

organisation R U OK? has collaborated with 

the FIFO industry to help workers recognize 

when a workmate might be struggling and 

to support one another before they hit rock 

bottom.

Given that safety and risk aversion 

is at the heart of FIFO work practices, 

the campaign has been a much‐needed 

reminder that identifying emotional 

danger in the workplace isn’t as obvious as 

identifying physical danger. 

With the number of Australians taking 

their own lives on the rise to almost eight 

deaths every day1, R U OK? CEO Brendan 

Maher urges employers and business 

leaders to do more to foster workplace 

cultures that encourage peer‐to‐peer 

conversations about wellbeing.

“Working away from family and 

friends inevitably takes a toll on people; 

especially if they’re dealing with issues 

at home. We need to remind workmates 

to watch out for the subtle changes that 

suggest someone isn’t coping so well. 

“Sharing this campaign within your 

organization — and 

championing it in a 

genuine, authentic 

way — is one 

strategy all team 

leaders can employ 

to foster positive 

talking behaviour 

between peers.”

The new 

campaign materials 

include a range of 

posters, videos, a 

step-by-step flow 

chart to have a 

conversation, and toolbox talking points 

for managers to share with their teams. 

The visual across the resources features 

three workers; two wearing high visibility 

clothing and one receding into darkness. 

The scenario serves as a prompt to 

genuinely ask after each other more often.

R U OK? Scientific Advisor and Lifeline 

Executive Director Alan Woodward said 

that research 

shows that men, 

in particular, need 

to be encouraged 

to speak up when 

they’re struggling:

“We know that 

people are more 

likely to turn to 

family, friends and 

workmates during 

times of stress, 

so it’s vital that 

workmates are 

empowered to have 

open and non‐judgemental conversations,” 

Alan said. “It’s not about fixing someone’s 

problems — it’s about giving them the 

confidence and reassurance that they’re 

Workmates  
helping 
workmates 
FIFO workers watch out for workmates who 
might be struggling with life.

“We know that people 
are more likely to turn 
to family, friends and 
workmates during times 
of stress, so it’s vital 
that workmates are 
empowered to have open 
and non-judgemental 
conversations.”
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BRIEFINg

Blake Wood (pictured) felt like he’d entered another world when he 
took on the life of a perth-based FIFO worker, seven years ago.

Four thousand kilometres away from family and friends, everything 
familiar was turned upside down. Struggling to adapt to his new 
lifestyle, he felt disconnected and alone.

“I felt like I didn’t have anybody… I felt like I’d lost part of my 
family, all my friends. I’d moved from Sydney to perth, I didn’t know 
anybody and I was spending a lot of time on site,” he said.

“I found it really difficult trying to adjust to the FIFO lifestyle.”

Blake said his first few months felt suffocating.

“I couldn’t see a way out for myself and I didn’t know how to express 
that so I’d supress a lot of my feelings.”

As a result he found himself in a dark place, emotionally.

“I was putting on a mask that everything was ok when really I felt 
like my life was spiralling out of control.”

The turning point for Blake came after he caught up with his mate 
George, for the weekend. Blake later received a text message from 
George, reminding him he wasn’t alone.

“I believe in you,” it read.

Blake said it was as simple as that. The text reminded him that 
someone had his back and that was the moment things started to 
change for the better.

“I felt like he didn’t judge me, he just showed me a bit of 
compassion and really understood the space I was in. He showed 
me support when I needed it most.

“You never truly know what someone is going through. Just be there 
as a mate, you don’t have to have the answers, it’s just a simple I’m 
here for you, you know?”

not alone. And — if necessary — being 

positive about the role of health experts in 

improving mental wellbeing.” 

The FIFO campaign has been supported 

by the global helicopter transportation 

services company, Bristow. Human 

Resources Manager of the Asia Pacific 

Region Keir Williams said the campaign is 

being launched at a critical time:

“While company executives are 

asking themselves what they can — and 

should — be doing to help support their 

employees through uncertain times, it’s 

also important that peers look out for 

one another,” Keir said. “FIFO workmates 

are best placed to understand the impact 

and challenges of working remotely for 

long periods, and therefore best placed to 

support each other through that.”  ha

1. 3303.0 — Causes of Death, Australia, 

2014, published by ABS 2016



Suicide prevention:  
go to the source
lifeline urges engagement as key to saving lives.
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E
ach year in Australia, it is 

conservatively estimated by the 

Australian Bureau of Statistics that 

65,000 people attempt suicide. This is 

a much larger number than those who die by 

suicide, which in 2014 as reported by the ABS 

amounted to 2,864 of our fellow Australians. 

We need to acknowledge the tragic loss 

of these individuals as friends, fathers, 

partners, work colleagues who are no longer 

with us. However, for us to do something 

about reducing the number each year of 

suicide deaths, we need to concentrate on 

the first figure — those who have actually 

made an attempt to end their life but, 

fortunately, remain alive.

Research has established that those who 

are most likely to die by suicide are those 

who have already made an attempt to end 

their life.1 Further, the re‐attempt and 

possible death by suicide may occur in a 

relatively short time period after the initial 

attempt. We need to connect with the 

people who are in the depths of a suicidal 

crisis, who are experiencing the despair 

and intent to end their lives. We need to 

promote recovery and hope.

While this seems obvious, it does not 

necessarily happen. In its report titled 

Care After Suicide Attempt, the Black Dog 

Institute reported on the results of survey 

research that showed only just over half 

(59%) of those who attempted suicide 

engaged with mental health services 

afterwards and just 60% of those who 

were admitted to hospital engaged with 

community mental health services on 

release.2 It is apparent that many people 

who attempt suicide do not engage with 

the health and hospital system afterwards.

This is now recognised in the policy 

direction for reform in suicide prevention 

in Australia, with governments calling 

for enhanced post‐hospital support and 

treatments. 

It will need to be more than just the 

health system that achieves this, however, 

for the suicidal person and their immediate 

family or carers are often needing more 

than a medical response. Also from the 

Black Dog Institute research, the most 

often stated reason for dissatisfaction in 

health service response being ‘failure to 

address emotional distress’ for the suicidal 

person and their carers.3 This signals a 

role for services outside the hospital 

boundaries – for a more integrated and 

human response to what is, after all, a 

highly traumatic and distressing time. 

Could it be that the traditional 

telephone crisis lines that operates to 

attract suicidal persons in crisis could 

be well placed to offer post‐hospital and 

health service support through its model of 

service for crisis support? These services 

specialise in providing a mix of emotional 

support, safety checks and engagement 

with persons to encourage help seeking 

and recovery.

In the US, the National Suicide 

Prevention Lifeline conducted focus groups 

with survivors of suicide attempts, asking 

participants about the possibility of follow‐

up calls from the crisis line and found the 

following: 

“Follow‐up calls for attempt survivors 

would be both welcome and beneficial.  

Primarily, helping survivors set “achievable 

goals” and empowering them to facilitate 

their own linkages to services would be 

most helpful. For example, a crisis line 

worker could give the caller a number to 

call to make an appointment. The crisis 

line worker could then follow‐up with the 

caller to see how the call went”. 

How would this look? Does it mean 

planting crisis line phones in hospital 

accident and emergency departments? 

Well, maybe. Perhaps it might look like 

a protocol that offers every suicidal 

attempt survivor a card with the Lifeline 

phone number on it at the time they leave 

hospital? Could a trained Lifeline crisis 

worker make a quick ‘check in’ call to this 

person the next day? Would community 

mental health workers encourage their 

clients to contact the national crisis line 

whenever they feel the suicidal thoughts 

are overwhelming them? Will a text service 

be immediately available for a person to 

simply send the message: “I need help.”

We need to be more deliberate in our 

support for the suicidal person. In the 

post‐attempt period, there is the chance 

to make a difference in that person’s life 

by maintaining contact, keeping the lines 

of communication open, encouraging 

transition from the dark place to a more 

optimistic and future‐oriented choice. 

In doing so, the chances of adherence 

to mental health treatments will be 

enhanced, and the potential for good 

outcomes more likely.

Perhaps most importantly, attention 

to ‘going to the source’ — working 

collaboratively to engage with suicidal 

persons at their time of greatest need — 

may well save lives.   ha

1. Owens, D., J. Horrocks, and A. House, 

Fatal and non‐fatal repetition of self‐harm. 

A systematic review. British Journal of 

Psychiatry, 2002. 181: p. 193‐199.

2. Centre for Research Excellence in Suicide 

Prevention, Black Dog Institute (2014) Care 

Affect Suicide Attempt Research Report.

3. Centre for Research Excellence in Suicide 

Prevention, Black Dog Institute (2014) Care 

Affect Suicide Attempt Research Report.

Should you feel distressed by this article 
or need to talk please contact Lifeline on 
13 11 14.
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Suicide prevention:  
go to the source

BRIEFINg

“Research has 
established that 
those who are most 
likely to die by 
suicide are those 
who have already 
made an attempt to 
end their life.”
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Care is at the heart of 
everything we do 

We are a trusted local Hospital Hotel Services 
Provider that ensures a hygienic, safe and 
productive environment.
 
Visit our website to find out more about how 
we are improving the quality of people’s lives.
 

broadspectrum.com
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BRIEFINg

T
here is an expanding body of 

evidence demonstrating a strong 

association between communication 

disorders and/or swallowing 

problems and mental health problems. 

Research shows that speech, language and 

communication disorders frequently co‐occur 

with mental health issues. The incidence of 

speech and language problems in individuals 

receiving mental health services is higher 

than for the general population. For children 

with speech, language or communication 

disorders, the early signs of mental ill‐health 

can be evident as early as in the pre‐school 

years. 

Speech pathologists are the allied 

health practitioners who specialise in 

diagnosing and treating speech, language, 

communication and swallowing problems. 

Speech pathologists working in mental 

health services have the capacity to enhance 

the health, well‐being and participation 

of people with mental health conditions 

through prevention, early detection and 

treatment of communication and swallowing 

disorders. 

The role of speech pathologists as part of 

the clinical team in mental health services is 

particularly relevant for many young children 

where speech and language problems can 

lead to distress, isolation and an inability 

to communicate with parents, educators, 

and friends, and can result in high levels of 

mental ill‐health.1 By age 19, children with 

a history of language problems are twice 

as likely to have a psychiatric disorder as 

those without this history.2 Twice as many 

adolescents stutterers than the general 

population exhibit at least one mental health 

disorder.3  

Co‐morbidities in communication and 

mental health make effective treatment 

more complex for all clinicians involved. 

Speech pathologists play an important role 

in a number of multidisciplinary teams 

for Child and Adolescent Mental Health 

Services across Australia. They contribute to 

differential diagnosis where mental health 

conditions and communication disorders 

co‐occur. Speech pathology assessment in 

child mental health settings also considers 

the psychosocial functioning of the child 

and its impact on language development for 

individuals. They often provide specialised 

management for children and young people 

with language and communication difficulties 

in these services. 

Speech pathologists may also have a 

consultancy role within the team, providing 

recommendations on modifications to the 

delivery of mental health interventions for 

children and young people with reduced 

communication abilities. This helps optimise 

participation and engagement in mental 

health assessment and interventions 

delivered by other clinical team members.  

In some states and territories, these speech 

pathologists also provide training and 

capacity building activities with staff and 

multidisciplinary colleagues both inside and 

external to the organisation (such as staff 

involved in drug and alcohol services, youth 

justice or housing supports). 

Despite the evidence of the co‐occurrence 

of mental ill‐health and communication 

disorders, current speech pathology services 

are inadequate and underrepresented in 

mental health settings, particularly in the 

area of prevention for at risk populations. 

In several states (Queensland, Victoria, 

South Australia, Western Australia and 

to lesser degree New South Wales and 

Tasmania) there are a small number of 

speech pathologists employed within 

child and youth/adolescent mental health 

services. In recognition of the professional 

skill mix that speech pathologists bring to 

a multidisciplinary mental health team, the 

recent National Review of Mental Health 

Programmes and Services recommended 

the extension of funding streams to other 

allied health practitioners such as speech 

pathologists given the important role they 

play in prevention and early intervention for 

these children.4  ha

1. National Mental Health Commission, 2014: The 

National Review of Mental Health Programmes 

and Services. Sydney: NMHC

2.Beitchman, J. H., Wilson, B., Johnson, C. J., 

Atkinson, L., Young, A., Adlaf, E. et al (2001). 

Fourteen‐year follow‐up of speech/language‐

impaired and control children: Psychiatric 

outcome. Journal of the American Academy of 

Child & Adolescent Psychiatry, 40(1), 75‐82.

3. Gunn, A., Menzies, R. G., O’Brian, S., Onslow, 

M., Packman, A., Lowe, R. & Block, S. (in press). 

Axis I anxiety and mental health disorders among 

stuttering adolescents. Journal of Fluency 

Disorders. Volume 40, June 2014, Pages 58–68.

4. Alfred CYMHS Response to Community Affairs 
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prevalence of different types of speech and 

communications disorders and speech pathology 

services in Australia (Submission # 120) February 

2014

The importance of speaking
Speech pathology 
Australia on the 
connection between 
communication disorders 
and mental health 
problems in the young.

Speech pathology can be important 
in preventing mental health issues in 

children and young people.
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We are a trusted local Hospital Hotel Services 
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we are improving the quality of people’s lives.
 

broadspectrum.com



celebrating 70 years as 
the voice of public healthcare

70 years serving  
our members
Keeping our members at the centre of AHHA’s work

T
he AHHA has been focused on 

providing a voice to its members 

since its initial founding in 1946. The 

Association’s focus on its members 

has been such that twice in its history it 

has changed its name to reflect its growing, 

diversified base and that of the health system 

it worked within. Founded as the Australian 

Hospital Association, in 1996 the name 

became the Australian Healthcare Association, 

and the Australian Healthcare and Hospitals 

Association in 2006, reflecting its membership 

from across the primary and acute sectors.

Initially, the then‐AHA was formed to 

provide a voice in policy debate for the 

large teaching hospitals in Melbourne 

and Sydney. However, as more and more 

of government policy focused on out‐of‐

hospital solutions such as primary and 

community care, the Association became 

determined to provide a voice for all 

bodies and organisations involved in public 

healthcare, to ensure Australians were 

supported by the best possible health 

system.

Throughout our 70th year, AHHA has 

continued to support our members through 

our advocacy program, research activities 

and the provision of advisory, education 

and consultancy services.

AHHA members stretch across the 

spectrum from primary and community 

health services to the acute hospital and 

aged care sectors. Members also include a 

wide range of organisations whose activities 

support the healthcare 

sector and range in 

size from whole state 

health departments, 

to our highly engaged 

individual members. 

AHHA values each 

member and has 

sought to develop 

member benefits that 

are of use and value 

to this broad spectrum 

of individuals and 

organisations. 

Members receive and are able to contribute 

to our key publications, Australian Health 

Review and The Health Advocate. They 

have contributed to our submissions and 

other advocacy work and receive discounts 

on our training and events programs.

One focus in 2015–16 has been the 

development of networks of health 

practitioners, administrators, researchers 

and policy makers on topics of interest to 

our members. To date, three networks, 

examining data, innovation and mental 

health, have been instituted with meetings 

held around Australia. AHHA members have 

hosted the meetings, which has enabled us 

to deliver these for free to members and 

for a small fee to non‐

members. 

AHHA has continued 

to develop our training 

offerings throughout 

the year. In addition 

to the now well 

established ‘Lean 

Healthcare’ training, 

AHHA members have 

discounted access 

to a range of online 

courses including 

health economics and a selection of 

clinical practice and workplace compliance 

training.

Our membership base continues to 

grow and represent the diversity of the 

Australian health sector. As AHHA looks 

forward to the next 70 years, we will 

continue to work closely with our members 

ensuring that the Association continues to 

reflect their views and respond to their 

needs.

“Throughout our 
70th year, AHHA has 
continued to support 
our members through 
our advocacy program, 
research activities 
and the provision of 
advisory, education and 
consultancy services.”
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In May 2016 the AHHA Board approved 

the Association’s new Strategic Plan for 

2016‐2020, which laid out a number of 

guidelines for what members can expect 

as benefits from their membership. The 

Strategic Plan emphasises that AHHA is 

built on its members and exists to provide 

services such as: 

• Capacity to influence health policy

• A voice on national advisory and 

reference groups

• An avenue to key stakeholders 

including governments, bureaucracies, 

media, like‐minded organisations and 

other thought leaders in the health 

sector

• Access to and participation in research 

and knowledge translation

• Access to networking opportunities, 

including quality events

• Access to education and training 

services

• Access to affordable and credible 

consultancy services   ha

To find out more about AHHA’s 
membership or to join, visit  
ahha.asn.au/membership.

AHHA members can take 
advantage of events such as 

regular Think Tanks.
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J
uly 1 2016 has come and gone, and 

most  service users and providers 

in the mental health NGO sector 

now have more information about  

when the National Disability Insurance 

Scheme (NDIS)  is due to ‘roll out’ in their 

part of Australia, for all types of disability 

including psychosocial. 

Most of us, whether people with severe 

mental illness, 

carers or service 

providers, welcomed 

the announcement in 

2012 that disability 

related to mental 

illness would be 

part of the NDIS. 

We all know that 

the promises made 

twenty or more 

years ago — that 

a full range of 

community supports 

would replace the 

mental hospitals 

being closed down — have not been delivered 

in full, particularly to people with severe 

and persistent mental illness and complex 

disabilities. There was not much argument 

that 55,000 to 60,000 people seemed a 

reasonable estimate of how many needed 

comprehensive ‘packages of care’. There has 

been anxiety about the ‘insurance model’ 

and what it actually meant, and several 

other major issues. To be fair, the National 

Disability Insurance Agency (NDIA) have put 

in a lot of effort to resolve many of these. 

 So yes, there are still big concerns about 

exactly how the scheme will work for users 

and providers. But by far the biggest concern 

is how this will affect people who are not 

going to get a package of care — the people 

outside the target group.

Estimates of how many people have severe 

mental illness and episodic or persistent 

disabilities have been put forward by the 

National Mental Health 

Commission, the 

National Mental Health 

Services Planning 

Framework, and by 

the Productivity 

Commission when 

it advised the 

Government, 

before the scheme 

was legislated. 

The Productivity 

Commission gave the 

lowest figure, which 

was 480,000 people, 

of whom 56,000 were 

to be covered by the NDIS. But, and this is 

a very big but, in 2013 the Commonwealth 

Government, followed by several States and 

Territories, then promised to part‐fund the 

NDIS with money that underpins assistance 

to people who will mostly not qualify for 

a package. Services that several hundred 

thousand Australians affected by severe 

mental illness, and their family carers, have 

been able to depend on for the last ten years 

or more. Services that were introduced by 

the Howard Government and then expanded 

by the Rudd and Gillard Governments, always 

with bi‐partisan support. 

While politicians and senior bureaucrats 

generally agree there is an issue here, there 

seems to be a thick fog of obfuscation and 

delayed answers whenever it is raised. Key 

to this is the complete lack of an agreed 

definition of eligibility for the scheme. 

Apart from the fiscal risks that poses in an 

uncapped scheme, it leaves all of us unable 

to prove the points I have made above — if 

we can’t find out who is in, we can’t work 

out how many people might need other 

programs to address their need in future. 

And of course, the situation is not static — 

new people emerge every day with severe 

mental illness, so a ‘guarantee’ that no 

current participant will be disadvantaged 

falls well short of what is needed. 

No‐one who welcomed this initiative 

thought it would be achieved by back‐

tracking on so much that has been achieved. 

We have been pointing out this major policy 

error for more than three years, since we 

first heard that a number of programs were 

going to be ‘rolled in’ to the NDIS. As of 

August 2016, we still don’t seem any closer 

to a resolution. If nothing changes, many 

more ‘wrong doors’ for people in desperate 

need of help will emerge in the next two or 

three years.   ha

OPINION

The NDIS and 
mental health
Who will get help?

DAVID MElDRuM
CEO 
Mental Illness Fellowship of Australia

“We all know that the 
promises made twenty or 
more years ago — that a 
full range of community 
supports would replace 
the mental hospitals being 
closed down — have not 
been delivered in full, 
particularly to people with 
severe and persistent 
mental illness and complex 
disabilities.”
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H
ow we interact with the world 
— professionally, socially, 
romantically and even for matters 
of our health — is changing with 

the widespread and prolific use of mobile 
phones and the internet. With it, we 
are seeing the barriers to seeking help 
diminish. 

There has been much discussion in 
recent years about technology’s role in our 
sense of connectedness. On one hand the 
world is smaller than ever with the ability 
to communicate instantly with anyone, 
anywhere and at any time. On the other, 
there is the argument that this increased 
focus and dependence on online interactions 
has made many of us feel disconnected 
from our communities and further from the 
people right in front of us. 

Whether we like it or not, there is no 
doubt that most of us are finding, or at 
least maintaining connections online — for 
business or pleasure and everything in 
between. Most of us are becoming more 
comfortable interacting and communicating 
with others even when we are not seeing 
them in person. 

While nothing quite beats catching up 
with your friends and loved ones face‐to‐
face, changes brought about by technology 
are making it easier and cheaper for people 
to keep in touch virtually. Longer, in‐depth 
telephone conversations are commonplace 
and the increasingly prolific use of mobile 
phones means it is easy to talk in a private 
or comfortable place. 

For counselling services, this means 
telephone and online options are becoming 
increasingly attractive. 

On the Line Australia supports tens of 
thousands of people in need each year with 
24/7 professional telephone, video and 
online‐chat counselling. 

On the Line CEO, Linda Kensington says 
that while online therapies have proven to be 
effective but flexible, immediately accessible 
online support is not yet widespread. 

“MensLine and the Suicide Call Back 
Service are unique in that they offer 
immediate counselling across our service 
modalities so clients can access support 
via telephone, video or web‐chat,” said Ms 
Kinsignton.

“We offer our clients counselling 
through means they are most familiar and 
comfortable with. Taking that first step to 
seek support can be daunting, but we are 
seeing people embracing counselling  with 
our services. Chatting on the phone or 
online, whether through video or text, is 
part of everyday life now so it’s not as big 
a step as it once was to de‐brief or talk 
through issues through these avenues.”

The discrepancy between the level of 
need for mental health support and the 
services available is immense — especially 
in rural and remote Australia where many 
people in need experience profound 
difficulty in accessing support. This is greatly 
due to geographic distance and the scarcity 
of professional, specialist services with only 
12% of Psychologists and 4% of Psychiatrists 
practicing in such areas.1 

An increasingly broad section of the 
general population are now able to access 
online mental health services with greater 
ease and expediency than face‐to‐face 
services. Therapies delivered online, or 

e‐therapies, have been shown to be effective 
for a number of mental health issues. The 
Australian Government Institute of Family 
Studies has released findings that confirmed 
online therapies are as effective as face‐to‐
face and the Australian Psychological Society 
highlighted in a media release that “online 
treatments will be essential if Australia is to 
meet the growing demand for mental health 
services”.  

Through our experience in delivering 
these services, we are only too aware of 
this urgent need. People requiring support 
deserve to be able to choose a modality that 
suits their current situation and personal 
preference. These modalities should include 
innovative modern options, including online 
services. On‐demand online counselling 
ensures people receive vital counselling 

services when they need it.  ha

1. Rajkumar S, Hoolahan B. Remoteness and 

issues in mental health care: experiences from 

rural Australia. Epidemiologia e Psichiatria 

Sociale 2004; 12(2): 78‐82

On the Line provides 24/7 professional 
telephone, video and online-chat 
counselling services to support tens of 
thousands of people in need each year. 
Experts in men’s mental health, healthy 
relationships and suicide prevention, On 
the Line provides some of Australia’s most 
vital and trusted services, like MensLine 
Australia and the Suicide Call Back Service.

MensLine Australia 1300 78 99 78
Suicide Call Back Service 1300 659 467

Telephone and 
online counselling 
removes barriers
The way we interact with the world is changing  
and so too are the barriers towards seeking help. Irma — On The Line
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T
he prevalence of dementia is 

growing rapidly as our population 

ages. People living with dementia 

are highly vulnerable to abuse and 

they may find it difficult or impossible to 

fully comprehend, recall, or report abuse 

when it happens, or to have their reports 

taken seriously. 

There is a spectrum of abuse affecting 

people with dementia. At one end are the 

more obvious and widely acknowledged 

forms of abuse such as deliberate financial 

exploitation. Research shows this often 

occurs by those closest to the person, for 

example family members. Abuse may also be 

defined as intentional physical assault, which 

can occur in the family home or in residential 

aged care. However these examples are 

only part of the picture. Underlying these 

incidents of abuse are more subtle forms of 

human rights abuse, such as chronic neglect 

by carers or inappropriate physical and 

chemical restraint of health and aged care 

residents and patients.

Our most effective approach is to think 

about how we can prevent abuse before it 

happens.

Abuse of elders with dementia by family 

members is something of a taboo topic. 

Unfortunately, financial abuse is not 

uncommon and perpetrators frequently 

exploit the very agreements that were meant 

to protect the older person. Older people 

need targeted information to support their 

financial literacy and a strong regulatory 

framework to protect their rights including 

measures to end abuse of Power of Attorney 

agreements.  

Physical and psychological abuse and 

neglect of people with dementia by family 

members and carers also occurs, and often 

coexists with endemic issues within the 

family. Capacity 

building and practical 

support services 

are needed to help 

carers of people with 

dementia manage the 

impacts of caring, 

and conversely, the 

law needs to step in 

when elders are being 

abused within families.

Assault of residents 

in aged care facilities 

is frequently 

highlighted in the 

media, and while effective staff screening, 

monitoring and incident reporting is vital, 

we also need broader approaches to improve 

performance and quality in aged care. 

Deliberate assault is only the tip of the 

iceberg: it is the inevitable outcome of an 

aged care system in which concerns about 

quality of care, poly pharmacy, physical 

restraint, and poor pain management 

are all too common. In a recent survey 

commissioned by Alzheimer’s Australia, 

only one in four people were confident that 

if they had to find an aged care facility 

for themselves or a family member with 

dementia, high quality services would be 

available where they were needed.

Adequate and skilled 

staffing in residential 

aged care is critical 

to safety and quality. 

Carers and families are 

very concerned at the 

continuing reduction 

in staffing ratios and 

particularly in qualified 

nursing staff in aged 

care. Urgent action is 

needed to arrest and 

reverse this trend, and to 

address staff education 

and training needs and 

end care practices that are not person‐

centred. To underpin this, we need publicly 

available data on quality and performance so 

people can make informed choices when they 

are selecting a residential aged care facility.  

Out of sight,  
out of mind?
We need comprehensive action to prevent and 
address abuse of older people, including people 
living with dementia.

“Alzheimer’s Australia 
is advocating for a 
range of important 
legislative and legal 
system reforms, in the 
context of the current 
Australian law Reform 
Commission Inquiry 
into Elder Abuse.”

MAREE MCCABE
CEO 
Alzheimer’s Australia

IN DEPTH



Improving transparency and quality will help 

to protect residents’ rights.

While we would like to believe that all 

elder abuse can be prevented by measures 

such as this, we know that this is unlikely. 

Alzheimer’s Australia is advocating for a 

range of important legislative and legal 

system reforms, in the context of the 

current Australian Law Reform Commission 

Inquiry into Elder Abuse.

We believe Public Advocates are needed 

in all jurisdictions, and their role should 

be expanded to include investigating and 

responding to elder abuse for all vulnerable 

older people. In cases that involve potential 

criminal conduct, criminal prosecutions 

should be pursued. State and territory 

criminal law should address specific offences 

against older people, including expanding 

police powers in cases of suspected elder 

abuse. Harmonisation of state and territory 

domestic violence legislation could provide 

a consistent and comprehensive framework 

for use of protection orders including in 

cases of elder abuse. The capacity and 

preparedness of police and prosecutors 

to act on elder abuse also needs to be 

improved. 

When older people report abuse, they 

can become even more vulnerable, as they 

are often dependent on their abusers for 

care.  There are currently major gaps that 

need to be addressed in the provision of 

services such as helplines to report abuse, 

emergency housing services that meet the 

specific needs of victims of elder abuse, and 

free legal services. We are also keen to see 

measures to improve access by older people 

to courts and tribunals.  

Finally, we need good information for 

consumers about their legal rights, and 

improved community awareness about 

elder abuse. If all jurisdictions appointed 

Commissioners acting for senior members 

of their communities, to highlight issues 

such as elder abuse and support and 

advocate for action, this would be an 

important first step in addressing the 

stigma and denial that currently surrounds 

the issue of elder abuse.   ha
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C
ommunity pharmacies are 

combining mental health services 

with specialist baby clinics to 

better support stressed young 

mothers.

The extent of the problems new mothers 

face is becoming clearer as more research 

is undertaken. A study of current evidence 

on post‐partum depression and parenting 

— reviewed in the Harvard Review of 

Psychiatry’s January‐February edition this 

year — found post‐partum depression to 

be a common disorder, affecting 10 to 20 

per cent of mothers. Children cared for by 

mothers with such depression were at risk 

of adverse outcomes, with increased rates 

of psychiatric disorders and developmental 

problems.

The review found this depression 

was clearly linked to poorer parenting 

behaviours, based on the results of 33 

studies. 

The pressures on a young mother 

are compounded if she is also working 

and a recent La Trobe University study 

examined how combining work and family 

commitments affect parents. According to 

the Australian Bureau of Statistics, in 2012‐13 

some 48 per cent of households with children 

reported that both parents worked.

Lead author of the La Trobe study, Dr 

Elizabeth Westrupp, said the research 

focused on the mental health outcomes of 

parents when they struggled to juggle work 

and family responsibilities.

“We found it wasn’t a one‐way street so 

that when mothers were juggling family/

work roles they were more likely to have 

mental health problems.  But vice versa was 

also true so when they had mental health 

problems they were more likely to struggle 

in juggling those work/family roles and 

responsibilities,” Dr Westrupp said.

“What we were surprised at was that 

these issues were just as strong as they 

were for children in primary school as they 

were in the first years of life. That was really 

interesting because most of the services 

really are focused on supporting mothers in 

the early post‐partum period.

The pressure on these parents, 

particularly mothers, is 

clear when looking at 

community pharmacies 

which offer both child 

clinics and mental 

health services.

Penrith High Street 

Chemmart Pharmacy in 

NSW is a local hub for 

young mothers seeking 

help and pharmacist 

Janis Bardsley‐Smith is 

the person most of them 

talk to.

As a mother, grandmother and specialist 

pharmacist she is well qualified to help 

young mothers.

“It’s a hard job being a young mother and 

we are here to help them,” she said.

“Your children teach you what you need to 

know in the first week but you have to teach 

them what you want them to know in the 

first month. A lot of it is common sense but 

young parents get a lot of conflicting advice 

and this adds to the pressure on them — 

pressure which can be overwhelming.

“We know mental health issues are 

growing at a rapid rate and we want to 

help everyone in our community, not just 

the young mums we may see. And there is 

a seamless crossover between the mental 

health area and parenting at times.

Mrs Bardsley‐Smith said the pharmacy 

also had developed a program to help young 

mothers addicted to pain killers.

“Just being able to talk to them and help 

them get off the pain killers helps their 

mental health immeasurably,” she said.

“I think the great asset a pharmacist has is 

making time to talk to people. 

“Breast feeding is a major issue as it 

causes a lot of stress and mental health 

pressure for young 

mums.

“Lack of sleep is also 

an issue which causes 

a lot of stress and also 

lack of family support 

adds to mental health 

issues facing some 

young mothers.”

Ms Baldeman said 

adapting to the changes 

brought about after 

having a baby often 

seemed insurmountable for some young 

mothers.

“After you’ve had a baby it’s a big shock 

and a lot of young mums don’t feel confident 

but after we have a chat they feel more 

reassured and able to do the job,” she said. 

“We just have a quick chat and I find the 

informal approach is best as they then come 

back and I ask how they are going and we 

can keep the relationship going. 

“I also address some mothers groups which 

a lot of mothers find really helpful.”   ha  

The Pharmacy Guild of Australia is the 
national peak body representing community 
pharmacy. It seeks to serve the interests 
of its members and to support community 
pharmacy in its role delivering quality 
health outcomes for all Australians.

Lifting the pressure 
on mothers
Why the pharmacy can be a support for new mums in need.

“After you’ve had a 
baby it’s a big shock 
and a lot of young 
mums don’t feel 
confident but after we 
have a chat they feel 
more reassured and 
able to do the job.”

BRIEFINg
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Connecting parents 
to their teens
New digital tool helps parents reach out to their teenagers. ReachOut
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E
arlier in the year, ReachOut 

launched a new digital service 

which will provide parents of 

12 to 18 year olds with free 

evidence‐based practical support and 

tips on a range of mental health and 

wellbeing issues like bullying, sex and 

communication, that’s available 24 hours 

a day.

ReachOut Parents, available online 

at www.reachout.com, helps parents 

understand what their child is going 

through; offers strategies to help parents 

support and have conversations with their 

teens; and encourages parents to read 

and share insights on a community forum. 

It includes pathways for further support 

services if parents or young people are in 

serious distress. 

At ReachOut, we have been supporting 

young people through everything from 

everyday issues to tough times, for over 18 

years now. We work alongside young people 

to deliver online tools that address youth 

mental health and youth suicide, directly 

into the hands of the young people, enabling 

them to take control of their mental health 

and wellbeing.

Over that time, we’ve extended that 

support to youth professionals and schools, 

so they are equipped to support young 

people who turn to them for help. 

For a long time we’ve wanted to extend 

this support to parents. Parents play a vital 

role in the mental health and wellbeing of 

their children — from the identification of 

an issue through to whether or not a young 

person will access support — and with the 

majority of mental health issues emerging 

during the teenage years, it makes sense to 

equip parents with the practical strategies 

to support their children.

We know parenting teenagers is hard 

work. This is the first generation of parents 

who’ve had to deal with their kids’ social 

media use, cyber‐bullying and when their 

kids should get their first mobile phone. 

When you add those issues to the list of sex, 

drugs and alcohol, stress, you start to build 

a picture of how complex parenting is these 

days.

And while there is a range of tools and 

support out there for parents of babies and 

toddlers, there are not many online services 

for parents of teens — which is when things 

get more complex. 

Like all our services at ReachOut, our new 

Parents service is underpinned by research, 

with parents and young people active 

participants and co‐designers throughout the 

design and research process to ensure they 

are relevant, meaningful and engaging to 

the young people and parents who stand to 

benefit from them. 

This included quantitative research with 

1100 parents and focus groups in both 

metropolitan and regional areas of Australia. 

The research helped identify how parents 

are using technology for help‐seeking, the 

issues they wanted help with, and how they 

wanted support and advice presented to 

them.

Parents told us they wanted a non‐

judgemental service that empowers them 

through reassurance, empathy and practical 

help while recognising them as experts in 

their own lives — they didn’t want to be 

patronised or feel like ‘bad parents,’ Parents 

were also concerned the world had changed 

so much since they were growing up that it 

was difficult to know exactly how to support 

their children and to understand what was 

happening in their lives.

Parents wanted to be validated, wanted 

help to understand what their child is going 

through, and have practical strategies so 

they can choose what’s right for them and 

their family. 

We also examined parents’ barriers to 

accessing help for their teenagers to ensure 

parents would take up our service. Parents 

reported their main barriers as a lack of 

financial resources, not knowing where 

to get help, the stigma attached to them 

as parents as well as to their teens, and 

negative experiences they’ve had with 

services in the past.

The research also confirmed that parents 

were increasingly looking online for help, so 

providing an evidence‐based, free easy to 

use support service made sense.

Parents told us that their top concern 

when it comes to their young person is 

communication. They are concerned about 

a range of issues — bullying, alcohol and 

drugs, technology — but on all these issues 

they want to know how to raise issues in 

a constructive way that won’t make their 

young person turn away or disengage.

This was confirmed when we asked 

young people what they wanted from their 

parents. They reported that they felt that 

rather than listening to them, parents could 

push for information or ask the same thing 

over and over, yell at them, make critical 

comments or offer unwanted advice. 

Young people reported that they wanted 

their parents to take the time to listen, 

validate their feelings and show support.

ReachOut Parents provides tools, fact 

sheets, stories and practical tips that help 

parents have these conversations with their 

teenagers and support them as they grow. ha

BRIEFINg

“We know parenting 
teenagers is hard work. 
This is the first generation 
of parents who’ve had 
to deal with their kids’ 
social media use, cyber-
bullying and when their 
kids should get their first 
mobile phone.”
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The National StandBy 
Response Service

BRIEFINg

A
ustralia’s leading suicide 

bereavement support service, the 

National StandBy Response Service 

is making a genuine difference to 

the lives of those affected by suicide across 

Australia by connecting them to local care 

and support. Losing someone to suicide is a 

traumatic and devastating experience that 

can shatter the lives of those left behind 

struggling to survive their loss. Whole 

communities may be affected when someone 

dies, particularly under sudden, unexpected 

and traumatic circumstances such as suicide. 

Covering two thirds of Australia’s land mass, 

‘StandBy’ continues to provide 24/7 care and 

community coordination in the aftermath of 

suicide with the support of the Australian 

Government. Postvention describes activities 

and services that aim to assist people and 

communities who have experienced loss 

through suicide.

Suicide is a major cause of mortality, 

both internationally and in Australia.  Across 

Australia 2,864 people of all ages died by 

suicide in 2014. This translates to seven 

people dying by suicide in this country 

every day. Almost 75% of those were men.  

Suicide remains the leading cause of death 

for males 15‐44 and has risen 60% in young 

females 16‐19 years old (Australian Bureau 

of Statistics 2014). The highest age-specific 

suicide rate for females in 2014 was observed 

in the 35‐39 age group (9.2 per 100,000), 

followed by the 50‐54 age group (8.6 per 

100,000) (ibid), Tragically suicide rates 

amongst older Australians (80yr+) exceeds 

all other groups. During the past decades 

several countries, including New Zealand and 

Australia, have developed National Suicide 

Prevention Strategies with governments also 

supporting services targeting known ‘at risk’ 

groups including those bereaved by suicide.  

Programs such as StandBy aim to reduce the 

incidence of adverse health outcomes amongst 

the bereaved, including reducing the risk of 

further suicides and improving quality of life 

for those affected.  

When considering the number of people 

bereaved by the suicide the impact is 

considered greater than previously thought. 

While suicidologist Ed Shneidman’s historic 

commentary of ‘six people bereaved by 

each suicide’ has taken on a mythical status, 

Wrobleski’s (Crosby & Sacks 2002) estimation 

that for every completed suicide at least 10 

people are directly affected, translates to 

approximately 28,640 Australians directly 

impacted by suicide in 2014 equating to 

at least 70 Australians each day. However 

increased understanding of suicide 

bereavement as a public health issue has 

been a key driver in change as population 

statistics become more significant, supported 

by growing knowledge of the long term 

impact of suicide loss on productivity and 

service demand and the sheer number of 

those exposed. A recent research study in 

the USA undertaken has indicated that 60% of 

the population surveyed had been exposed 

to suicide loss in a meaningful and impactful 

way (Cerel, Maple et al 2014). This study 

also suggested that each suicide creates at 

least five and as many as a hundred newly 

bereaved people which has considerably 

altered previous perceptions about the impact 

and effects of suicide as a population health 

concern.

The National StandBy Response Service 

recognizes suicide as a public health issue 

and has utilized a ‘whole of community’ 

approach to provide an effective response 

after suicide. The National StandBy Response 

Service comprises four areas of operations 

as part of its strategic oversight of StandBy 

activities including: continuous improvement 

and practice development; the delivery of 

the StandBy Response Service, an extensively 

tested and evaluated community‐based active 

postvention model; the StandBy Critical 

Postvention Response (CPR), a short term 

response to communities experiencing suicide 

crises; and the StandBy for LiFE training and 

community education program.

In the past two years StandBy has 

responded to more than 5528 requests, 

supported 1547 people bereaved by suicide 

and directly recruited 1633 local and national 

groups and agencies in addition to the existing 

system of care and coordination. With the 

support of the Australian government StandBy 

delivers 24 hour ‘postvention’ or after suicide 

outreach response in sixteen localities across 

Australia. 

The National StandBy Response Service 

is an initiative of United Synergies Ltd. a 

Sunshine Coast not-for profit organization 

dedicated to better lives. StandBy is currently 

offered in the following locations: East Coast 

Queensland, Brisbane, Far North Queensland, 

North Coast New South Wales, Canberra, 

North/North West Tasmania and Southern 

Tasmania, Loddon Mallee Victoria, Country 

South and Country North in South Australia, 

Top End Northern Territory and Central 

Australia, the Pilbara, and East Kimberley 

and West Kimberley in Western Australia. 

The StandBy CPR program responds nationally 

to areas experiencing suicide clusters or 

contagion.   ha

For further information about the StandBy 
program contact National StandBy on 
(07) 5442 4277, email standbynational@
unitedsynergies.com.au or www.
unitedsynergies.com.au.  
Should you feel distressed by this article  
or need to talk please contact Lifeline on  
13 11 14.

The importance of ‘postvention’ to communities affected by suicide. 
united Synergies ltd Australia
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We all deserve the chance to be healthy; 
and you can help make this happen. 

Ten years into the campaign for 
Indigenous health equality, Aboriginal and 
Torres Strait Islander health outcomes 
are improving. The support of people like 
you is helping make that difference. But 
we still have a long way to go to close the 
gap entirely by 2030.

It is critical that we keep pressure on 
our governments to create the long term 
changes required to close the gap on 
health inequality.

Closing the gap will require improvements 
to Indigenous health that go above and 
beyond those of the general community.  
This will take serious commitment and 
long-term resourcing to achieve.

We need your help: join the 220,000 
Australians who have already pledged 
their support to the Close the Gap 
campaign. Send a strong message 
that ours must be the generation that 
closes the gap!

support Indigenous health equality

Support health equality for Alyssa, oxfam.org.au/closethegap

YOU CAN
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AVAILABLE NOW ON

AHHA’s
ONLINE TRAINING PORTAL

Learn about appropriate use of social and 
digital media in the workplace and how to 
avoid breaching workplaces standards and 
safety legislation in this interactive online 
training course. 

Social Media and the

Workplace

https://ahha.asn.au/training
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T
he Framework for Mental Health 

in Multicultural Australia is a 

practical online resource that 

allows mental health services 

and staff to evaluate and enhance their 

cultural responsiveness (www.mhima.org.

au/framework).

The Framework was 

developed through 

the Mental Health in 

Multicultural Australia 

(MHiMA) Project with 

advice from the MHiMA 

National Culturally and 

Linguistically Diverse 

(CALD) Consumer and 

Carer Working Group 

(NCCCWG), and has 

been aligned with 

current mental health policies and standards. 

It incorporates three key components: the 

Organisational Cultural Responsiveness 

Assessment Scale (OCRAS), implementation 

guides, and supporting resources and 

information.

The Framework was launched in early 

2014 and has been piloted across sites in 

Queensland, Victoria, Western Australia, 

South Australia, and 

New South Wales. 

Mental Health Australia 

has been managing the 

MHiMA Project since 

September 2015, and 

we are pleased to 

present a snapshot of 

the implementation 

experience from 

our NSW Framework 

pilot sites below, 

as facilitated by the Transcultural Mental 

Health Centre (TMHC).

Snapshot:  
The Framework in NSW
NSW Health has a long established practice 

and reputation for enhancing mental health 

service capacity to respond to the needs of 

culturally and linguistically diverse (CALD) 

communities.  

The Transcultural Mental Health Centre, 

a NSW Health statewide service located 

and administered in Western Sydney Local 

Health District (WSLHD) provides tertiary 

level services to complement local service 

provision for CALD populations. 

The implementation of the Mental 

Health in Multicultural Australia (MHiMA) 

Framework has provided an opportunity 

to enable discussions within services to 

work systematically to identify areas for 

improvement at a facility level by bringing 

to the forefront of an organisations 

strategy local CALD population needs and 

“The implementation 
of the Mental Health in 
Multicultural Australia 
(MHiMA) Framework has 
provided an opportunity 
to enable discussions 
within services…”

Enhancing the cultural responsiveness of 
mental health services across Australia.

Towards  
culturally inclusive 
service delivery
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Towards culturally inclusive service delivery

Introductory guide

Framework
Mental Health Multicultural Australiafor in

Framework
MH MA
Mental Health in Multicultural Australia

opportunities. The Framework provides a 

structure in which to look at the mental 

health needs of CALD communities and 

service practice at an organisational level 

empowering them to take ownership of 

addressing diversity in the workplace and 

utilising the skills, knowledge and resources 

available to them. 

In NSW, two pilot sites were selected to 

trial the MHiMA Framework. As participating 

pilot sites, WSLHD Mental Health Services 

and Concord Centre for Mental Health 

identified a range of priority areas: 

1. Roll out of in‐services for staff on how 

to increase access to and utilisation of 

Health Care Interpreters Services within 

the mental health setting; 

2. Better identify patients from a CALD 

background at admission by building 

capacity of staff through culture and 

mental health training provided in 

collaboration with the Transcultural 

Mental Health Centre and use of its 

resources in transcultural assessment 

and referral guide; and development of a 

staff skills database to identify language 

concordance and skills availability within 

the facility. 

3. Dedicated quality improvement 

strategies to provide evidence to meet 

accreditation Standards especially in 

the areas of: Governance for Safety 

and Quality in Healthcare Organisations 

(Standard 1); Partnering with Consumers 

(Standard 2); and Service Delivery 

(Standard 11).

The TMHC continues to work with services 

that identify areas for development within 

local facilities from a systemic level through 

to service provision levels in partnership 

with health and mental health professionals, 

communities, individuals, families and carers.

Future directions
The Australian Health Services Research 

Institute (AHSRI) has recently conducted 

an independent review of the Framework, 

which considered the Framework’s 

structure, delivery and sustainability, and 

provided recommendations for future 

implementation. The review’s findings 

informed recommendations on the future 

of the MHiMA Project, submitted by 

Mental Health Australia to the Australian 

Government in early 2016. We are currently 

waiting on the Government’s response about 

the future of the project, including next 

steps for the Framework.  ha

Mental Health in Multicultural Australia 
(MHiMA)



T
he World Health Organization 

estimates that over 800,000 

people die by suicide each 

year — that’s one person every 

40 seconds. In Australia more than 2500 

people die each year with latest figures 

(2014) telling us that 2,864 Australians 

took their own life. Research also tells 

us that some 65,000 

think about attempting 

suicide each year.

This tragic ripple 

effect means that 

there are many, many 

more people who 

are impacted by or 

exposed to suicide 

and the pain it brings 

when it touches 

our lives. Suicide 

Prevention Australia 

(SPA) in collaboration with the University 

of New England has conducted a national 

research project investigating the exposure 

to and impact of suicide in Australia. This 

was a convenience study of more than 3500 

respondents from across Australia.

The purpose of this survey was to gain a 

clearer understanding of how individuals are 

affected by suicide to help inform where 

we recommend funds and expertise are 

directed in suicide prevention. This supports 

the National Research 

Action Plan for Suicide 

Prevention’s priority 

to increase knowledge 

in suicide prevention, 

particularly from those 

with lived experience. 

‘Understanding 

the Exposure and 

Impact of Suicide in 

Australia: A Research 

Report on the Ripple 

Effect of Suicide’ was 

published on World Suicide Prevention Day 

on 10 September 2016. Results will inform 

work to better understand the suicide as a 

serious public health issue, what individuals, 

businesses, communities and government 

need to do to prevent it and how Australians 

can contribute to a positive ripple effect of 

prevention. Download the full report from 

Suicide Prevention Australia’s website www.

suicidepreventionaust.org

Some of the key research 
themes

The impact of suicide is far greater 
than previously reported

From the late 1960s there has been an 

estimate that 6 people are bereaved by 

each suicide death (Shneidman, 1969). This 

estimate was not based on any evidence, 

but has become a standard measure in the 

literature. Over the past decade, several 

researchers have attempted to quantify the 

number of people affected by each suicide 

death, with estimates ranging from 10 to 115 

(Berman, 2011).

Through this research we have learned 

that exposure to suicide is pervasive 

The ripple effect  
of suicide  
New research released on exposure to and impact of suicide in Australia.

IN DEPTH

“This tragic ripple 
effect means that 
there are many, many 
more people who are 
impacted by or exposed 
to suicide and the pain it 
brings when it touches 
our lives.”
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The ripple effect  
of suicide  
New research released on exposure to and impact of suicide in Australia.

and occurs beyond the immediate family of 

the person deceased with closeness to the 

deceased increasing the odds of depression and 

anxiety. Interestingly, this is not just closeness 

in kin terms but perceived closeness. Current 

depression and anxiety symptoms were shown 

to be higher in those exposed to suicide than in 

those not exposed individuals. What this tells 

us is that postvention is crucial to managing the 

health and wellbeing of those bereaved by suicide 

as well as those who have attempted suicide. 

It also tells us that perceived closeness to the 

deceased must be valued rather than assuming 

societal definitions of kin or closeness.

Lived experience of suicide must inform 
service improvement

Survey respondents ranged in their experience 

of suicide and often had multiple experiences 

such as bereavement and suicide attempts, or 

experiences as a carer or health professional. 

Some of the common themes emerging from the 

research study that require further review and 

attention include the:

• Need for better coordination and 

communication of support services available. 

Regular comments raised in the survey 

responses, particularly from carers and 

bereaved families were around a sense of 

confusion when faced with service options —

both in terms of navigating services as well as 

mental health literacy. 

• Need to bridge gaps in healthcare for those 

vulnerable to suicide, their families and 

carers. This was particularly true with a 

number of comments in relation to follow up 

and care information following treatment for 

an attempt.

• Need for culturally appropriate interventions, 

specifically for Aboriginal and Torres Strait 

Islander communities and Culturally and 

Linguistically Diverse (CALD) communities

• Need to better understand and support 

suicide prevention services for rural and 

remote communities

• Need to engage lived experience in workplace 

training and implement better workplace 

support for health professionals.   ha

Report findings highlight the 
need for continued focus 
on support and self-care for 
health professionals. 

“In working professionally 
with people who are suicidal 
for 20 + years I partake in 
clinical supervision and 
work with a team that helps 
by being able to debrief, yet 
some days I feel sad and 
slightly depressed and at 
the time I am unsure why. I 
usually realise later that it 
was after I have had multiple 
suicide assessments or a 
story that stays with me more 
than others.”

Kim Borrowdale
Deputy CEO, Suicide prevention 
Australia
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A
s a Nurse Practitioner and 

Credentialed Mental Health 

Nurse (MHN) living and working 

in the Barwon Region of 

Victoria I have had the pleasure to work 

with our local Primary Health Network 

(PHN). I am passionate about improving 

the health outcomes for those affected 

with mental illness in our community, 

including accessibility and coordination 

of care. Western Victoria PHN has been 

encouragingly inclusive across a broad 

interdisciplinary service area. The 

uncertainty for the Mental Health Nurse 

Incentive Program has caused great 

angst to nurses, GPs, clients and carers 

alike. Western Victoria PHN has worked 

efficiently and effectively at developing a 

new service delivery across this area.

In January of this year a tendering process 

enabled a number of new organisations, 

including my own practice, to deliver our 

services to those with moderate to severe 

mental illness. This service supports GPs to 

engage with clients requiring a level of care 

often not found outside public mental health 

services. 

As credentialed (Cred) MHNs we have 

significant postgraduate experience and 

a wide variety of postgraduate academic 

qualifications. We work in senior nurse roles 

that undertake therapeutic interventions, 

establish good partnerships with GP practices 

and the broader primary care services. 

Cred MHNs can not only support the ongoing 

recovery of those with mental illness but 

assist them to improve their overall physical 

health and social connectedness. 

Research shows us that enduring mental 

illness sees people die between 15 and 30 

years before those without a mental illness. 

They are also people who suffer great social 

disconnectedness and loneliness. The often 

revolving pattern of people being involved 

in public mental health services does not 

afford great consistency across tertiary 

and primary care. Physical health is often 

secondary to mental healthcare within the 

public mental health service. People often 

lose contact with GPs whilst case managed 

by public mental health services. Ensuring a 

service within primary care to support these 

people, identify relapse early and assist 

GPs to provide those early interventions 

across mental illness and chronic disease will 

hopefully result in improved health outcomes 

for this group of people.

I have recently been appointed a member 

of the Clinical Council of Barwon Otway 

Western Victoria PHN. Having had our first 

two meetings I am thrilled to be amongst 

an incredibly diverse group of clinical 

professionals from across the region. We 

Embracing  
change in mental 
health nursing  
Nurses can engage with local PHNs in the future development 
of primary care services.

OPINION
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Sian Pritchard

hope to report on clinical issues to inform 

Western Victoria PHN Board on the unique 

needs of our community and assist in 

developing local strategies to improve the 

operation of the health care system for 

patients in the PHN. 

I see this as a 

very exciting time 

for (Cred) mental 

health nurses and 

mental health nurse 

practitioners across 

primary care. Nurses 

are an affordable 

and accessible and 

large workforce and 

we have proven our 

ability to coordinate 

people’s care well. We are able to collaborate 

with GPs effectively, whilst intervening 

across all levels and stages of mental illness. 

From developing and implementing health 

promotion strategies, to early identification 

and diagnosis of mental illness. We as nurses 

provide first line care and treatment to 

people experiencing acute mental illness, 

including those at risk 

of suicide. 

This is a time where 

I believe nurses can 

engage with our local 

PHNs in the future 

development of 

primary care services, 

and we can really 

see a shift of focus 

away from acute care 

sectors; saving money 

and improving health 

outcomes for many. 

References ‘Report of the National 

Review of mental Health Programmes and 

Service’ Vol 1, page 20 states “The gap in 

life expectancy for people with psychosis 

compared to the general population is 

estimated between 14 and 23 years’.   ha

Sian Pritchard, Master in Nursing Practice 
(Nurse Practitioner) / Cred MHN
Sian is a Primary Care Nurse Practitioner 
who specialises in mental health and 
substance abuse disorders. She is also a 
Credentialed Mental Health Nurse and 
Credentialer with the Australian College 
of Mental Health Nurses (ACMHN), an 
active member of a number of lobbying 
and community groups. Sian has presented 
at many conferences across Australia and 
is a part time tutor at Deakin University, 
Geelong. Sian runs her own practice, 
Pritchard Consulting.

“The often revolving 
pattern of people being 
involved in public mental 
health services does not 
afford great consistency 
across tertiary and 
primary care.”
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Sane Australia CEO Jack Health

The right balance  
in suicide prevention  
SANE Australia CEO Jack Heath on the national goal  
to reduce suicide rates by half over the next decade.
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C
omplex mental illness does not 

have the right focus in Australia 

because it is stigmatised and 

misunderstood. And with the 

700,000 Australians living with complex 

mental illness at most risk of suicide, we’re 

calling for a national discussion and deep 

solution to shifting the conversation.

Suicide rates are at a ten‐year high. Anyone 

touched by suicide knows the devastating 

impact that the loss of one person can have 

on family, friends and work colleagues — a 

loss that can linger for decades.  

The national goal is to reduce suicide rates 

by half over the next decade.

When it comes to suicide, there are some 

at risk groups. We know from the latest 

Australian Bureau of Statistics data that men 

are three times more likely than women to 

die from suicide, and Indigenous Australians 

are also around three times more likely than 

non‐Indigenous Australians. It is estimated 

that Lesbian, Gay, Bisexual and Transgender 

and Intersex (LGBTI) have serious thoughts 

of suicide around eight times more than the 

general population. Each of these groups 

needs a concerted effort and dedicated 

resources as part of the wider national suicide 

prevention effort.

But the group of people who are at even 

greater risk are those living with complex 

mental illness. For these people, a current 

and comprehensive international review 

paints a very sombre picture.

For people living with schizophrenia, 

the risk of suicide is 13 times greater than 

the general population. Those living with 

bipolar disorder are 17 times more at risk. 

For sufferers of major depressive disorder it 

rises to 20 times. The risk rises to 31 times for 

those with anorexia and for Australians with 

borderline personality disorder, the risk of 

suicide is 45 times higher.

According to the National Mental Health 

Commission, there are around 700,000 adult 

Australians living with complex mental illness.

This enormous chunk of the Australian 

population must be supported as a core focus 

in the national suicide prevention effort. 

These numbers are real and cannot  

be ignored. 

As alarming as these figures are, it is also 

critical to strike the right balance when 

discussing complex mental illness. A focus on 

a diagnosis or a risk group can remove our 

individual humanity and reduce hope.  

This stigmatisation dehumanises. Yes, we 

are people who are part of a risk group or 

with a particular diagnosis, but we are  

people first.  

Figures show, it is a minority of people 

living with complex mental illness who 

attempt suicide. And not everyone who 

attempts suicide has a complex mental illness.  

For those of us who have attempted suicide, 

the majority will not attempt a second time. 

For those of us working in suicide 

prevention this presents enormous challenges. 

We must hone our messaging to strike a 

balance between effectively highlighting the 

severity of the issue, in a way that does not 

deter sufferers from seeking help.

The prevalent stigma around, and public 

focus on complex mental illness may deter 

people in this at risk group from reaching out 

for help. We must find tactical and engaging 

ways to enable support for these people 

whilst communicating the reality to bring 

awareness to the wider population.

Suicide devastates families, friends and 

workplaces. It leaves behind a sense of loss 

that can linger for decades. So we are joining 

in on the critical national conversation about 

the need to act on suicide. People need to 

know that suicide is preventable.  

The upcoming Fifth Mental Health 

and Suicide Prevention Plan provides an 

opportunity for political commitment across 

all governments to set a national goal to halve 

suicide in a decade and provide the resources 

needed. Yes, it’s a hugely ambitious goal but 

if we don’t aim high and act fast, many lives 

will be lost. And by acting right now, many of 

the deaths are preventable.

We can achieve this by working directly 

with those who have attempted suicide. 

Having made a suicide attempt puts people at 

significantly higher risk. We need to include 

the lived experience of these people to 

fuel the development of current and future 

policies and strategies.

The reduction in stigma surrounding mild to 

moderate mental health conditions in recent 

years is a significant achievement. 

But for those with complex mental illness, 

existing stigmas severely impact people 

seeking help.  

SANE Australia works with people who have 

attempted suicide and uses their valuable 

insights to formulate prevention strategies.  

We are publishing their stories to reduce 

stigma and to convey a sense of realistic hope 

to tens of thousands of Australians who are 

wondering right now if life is worth living.  

Governments need to apply these real and 

critical insights if we are to start reversing the 

national suicide rate.

No one should ever have to feel they are a 

burden and everyone needs to know the world 

is better off with you in it.  ha

Should you feel distressed by this article  

or need to talk please contact Lifeline on 

13 11 14.

“Suicide devastates 
families, friends and 
workplaces. It leaves 
behind a sense of  
loss that can linger  
for decades”
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I
t’s a distressing situation. You’re a 

young person recently diagnosed with a 

first episode of psychosis. You may have 

been experiencing extreme paranoia, 

auditory hallucinations and severe anxiety. 

You are working with your mental health 

team and your treating physician has 

prescribed medication which is easing 

the symptoms and restoring your mental 

wellbeing. However, the medication 

which has been so effective in managing 

the psychosis has wreaked havoc on your 

physical health causing you to gain eight 

kilos in the first months of treatment.

This is the reality for many young people 

experiencing first episode psychosis. Dr 

Simon Rosenbaum, exercise physiologist 

and mental health researcher, explains, “A 

number of important medications used to 

treat mental health symptoms disrupt the 

body’s glucose and lipid metabolism. These 

medications also promote cravings for sugary 

and fatty foods and cause patients to feel 

very lethargic. All this contributes to the 

alarming weight gain we observe in these 

patients. For young people dealing with 

the stress of life and the impact of their 

diagnosis, this a further blow to their self‐

image.”

The Bondi Junction Community Mental 

Health Centre has been operating for 

more than 30 years, 

providing services 

for young people 

aged between 15 

and 25 years who 

are experiencing, or 

are at risk of, a first 

episode of psychosis. 

In 2013 a study was 

conducted at the 

Bondi Centre to 

ascertain whether a 

lifestyle intervention 

could help to prevent the rapid weight gain 

commonly associated with anti‐psychotic 

medication.

Oscar Lederman, exercise physiologist 

and post‐graduate research candidate, was a 

student when he worked on the 2013 study. 

The “Keeping the Body in Mind” (KBIM) 

project is a 12‐week lifestyle intervention 

delivered by an exercise physiologist, a 

dietitian, a peer‐support worker and a nurse 

practitioner out of the Bondi Community 

Health Centre. The intervention targets 

patients who have 

recently commenced 

antipsychotics as a result 

of a first episode of 

psychosis. The program 

includes individual 

exercise physiology and 

dietitian consultations 

along with group 

exercise and diet / 

cooking sessions. The 

aim of the 2013 study 

was to determine if the 

KBIM lifestyle intervention could prevent 

antipsychotic induced weight gain and 

metabolic abnormalities. Results obtained 

from the KBIM group were compared with 

a usual‐care control group from another 

Sydney‐based early psychosis program. In 

Can a Keeping the Body in Mind lifestyle intervention 
prevent antipsychotic induced weight gain and metabolic 
abnormalities? Exercise and Sports Science Australia

Keeping the 
body in mind

“The aim of the 2013 
study was to determine 
if the KBIM lifestyle 
intervention could 
prevent antipsychotic 
induced weight 
gain and metabolic 
abnormalities.”
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order to deliver the exercise intervention, 

a group therapy room at the centre was 

converted into an exercise space. The KBIM 

study found significant positive results for the 

intervention group at Bondi with respect to 

preventing weight gain and changes in waist 

circumference. Following the success of this 

initial study, full‐time positions were created 

at the Bondi Centre, two other hospitals and 

one other community centre within the South 

Eastern Sydney Local Health District for a 

total of four KBIM teams, each comprising an 

exercise physiologist, dietician and clinical 

nurse consultant. 

“It is really exciting to be working 

as an exercise physiologist within the 

mental health sector. I have come to learn 

when working with this population that 

every individual is different and many 

factors, including current mental state, 

psychopathology, strengths and individual 

goals, must all be considered when designing 

exercise programs. For example, if someone 

is in a manic phase then there is a higher risk 

of over‐exercising or exceeding their physical 

capacities therefore high intensity exercises 

should be avoided and certain equipment 

may not be appropriate,” explained Oscar 

Lederman.

The work carried out at the Bondi Centre 

has contributed to a growing awareness 

of the importance of physical health for 

patients experiencing mental illness. Early 

lifestyle interventions, including exercise 

physiology services, are becoming an integral 

part of treatment for people experiencing 

mental illness.

People experiencing mental illness can 

access exercise physiology services in a 

number of ways.

Medicare Chronic Disease Management 

Plan — For patients with chronic and complex 

health, defined as a medical condition lasting 

6 months or longer, a GP can set up a Team 

Care Arrangement and coordinate treatment 

plans. 

Discharge planning for transition from 

inpatient settings into community‐based 

physical health services. 

Direct referrals via private psychologist/

psychiatrists represent further opportunities 

for exercise physiologists to contribute to 

the multidisciplinary health care team. 

For individuals who have private health 

insurance, they may be eligible for rebates, 

as most private health insurers recognise 

exercise physiology services. 

Collaboration between psychiatrists, 

exercise physiologists and mental health 

nurses has led to the publication of a 

consensus statement on the role of exercise 

physiologists in the health care of people 

experiencing mental illness (available at 

www.essa.org.au/for‐media/advocacy‐

platform/industry‐reports). An expanded 

version of this consensus statement has been 

published in the Australasian Psychiatry 

journal (Lederman et al., 2016).  ha

 Lederman, O., Grainger, K., Stanton, R., Douglas, 

A., Gould, K., Perram, A., … Rosenbaum, S. 

(2016). Consensus statement on the role of 

Accredited Exercise Physiologists within the 

treatment of mental disorders: a guide for mental 

health professionals. Australasian Psychiatry. doi: 

10.1177/1039856216632400 

The Bondi Junction Community Mental Health Centre before and after its gym makeover.
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Hearing about  
DIY super?

ADVERTORIAL

A 
self‐managed super fund (SMSF) 

is an option some people may 

consider for their super. The 

idea of being in full control 

by managing your own super may sound 

appealing. But it is vital to understand 

exactly what setting up an SMSF involves.

For many women, the discussion often 

centres around combining their super into a 

partner or other family members’ SMSF. 

But setting up an SMSF is one of the biggest 

decisions you can make about your super and 

there’s a lot to consider. To highlight these 

considerations, let’s compare an SMSF with a 

regulated industry fund, using HESTA as  

an example.

Is an SMSF right for you now —  
and for the long term?
If life changes unexpectedly — a partner or 

family member becomes disabled or passes 

away, or there’s a divorce — running an SMSF 

can get messy.

During a divorce, you remain responsible 

for the fund, including the decisions made 

by other members of the SMSF. Splitting the 

assets in the fund can also be a real headache. 

The death or disability of a partner — who 

may have looked after most of the day‐to‐day 

running of the SMSF — can leave a spouse, or 

children, with the burden of administering  

the fund. 

And, as women typically live longer than 

men, you could be left running the fund when 

that responsibility was previously shared.

SMSFs are a big responsibility
As a HESTA member, the management of your 

super is taken care of on your behalf. You 

don’t need to worry about HESTA’s operation, 

compliance and administration — we do it  

for you.

Look before you leap. 
HESTA

With more than 25 years of 
experience and $33 billion 
in assets, more people 
in health and community 
services choose HESTA 
for their super.
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If you’re managing your own super, you have 

to do all of this yourself. You’re also legally 

responsible if you get it wrong. If you set up 

an SMSF, you automatically become both a 

member and a trustee.

An SMSF can have up to four trustees. All 

trustees are equally responsible (legally) for 

the operation, compliance and administration 

of the SMSF. This applies even if some of those 

trustees are not as involved in running the fund 

as others.

Consider the full cost of an SMSF
The cost of an SMSF can quickly add up. 

The Australian Tax Office (ATO) estimates it 

costs around $2,000 per year to administer a 

median‐sized fund. The ATO cautions it is only 

economical to set up an SMSF if you’ve got at 

least $200,000 to invest.*

However, costs can run higher than $2,000, 

depending on the tax, legal and accounting 

services used. There’s also the additional 

cost of insurance, and sourcing and managing 

investments.

HESTA’s size allows us to pass on 

considerable cost savings to our members when 

it comes to insurance and investments. Our 

members also benefit from a comprehensive 

advice service, including personal advice on 

their super at no extra cost.

An individual in an SMSF would not have 

access to these benefits and cost savings.  

Advice for HESTA members  
One of the benefits of being a HESTA member 

is access to personal advice on their super — at 

no extra cost. Call 1800 813 327 to make the 

most of this great benefit

To find out more about SMSFs, read our fact 

sheet at hesta.com.au/factsheets.  ha

*Australian Tax Office/ASIC Publication 

NAT 72579, Thinking about self‐managed 

super. Issued by H.E.S.T. Australia Ltd ABN 

66 006 818 695 AFSL 235249, the Trustee 

of Health Employees Superannuation Trust 

Australia (HESTA) ABN 64 971 749 321. This 

information is of a general nature. It does 

not take into account your objectives, 

financial situation or specific needs so you 

should look at your own financial position 

and requirements before making a decision. 

You may wish to consult an adviser when 

doing this. Before making a decision about 

HESTA products you should read the relevant 

Product Disclosure Statement (call 1800 813 

327 or visit hesta.com.au for a copy), and 

consider any relevant risks (hesta.com.au/

understandingrisk).  



T
he Australian 

Healthcare and 

Hospitals Association 

(AHHA) is an 

independent national peak  

body advocating for universal 

and equitable access to high 

quality healthcare in Australia.

With 70 years of engagement 

and experience with the 

acute, primary and community 

health sectors, the AHHA is an 

authoritative voice providing: 

strong advocacy before 

Ministers and senior officials; 

an independent, respected 

and knowledgeable voice in the 

media; and a valued voice in 

inquiries and committees. 

By becoming a member of 

the AHHA, you will gain access 

to AHHA’s knowledge and 

expertise through a range of 

research and business services.

The Deeble Institute for 

Health Policy Research was 

established by the AHHA 

to bring together policy 

makers, practitioners and 

researchers to inform the 

development of health policy. 

In joint collaboration with 

our university partners and 

health service members, the 

Institute: undertakes rigorous, 

independent research on 

important national health 

policy issues; publishes health 

policy Evidence Briefs and Issue 

Briefs; conducts conferences, 

seminars, policy think‐tanks 

and workshops; and helps 

policymakers, researchers and 

practitioners connect when  

they need expert advice.

The AHHA’s JustHealth 

Consultants is a consultancy 

service exclusively dedicated to 

supporting Australian healthcare 

organisations. Drawing on 

the AHHA’s comprehensive 

knowledge of the health sector, 

JustHealth Consultants provides 

expert skills and knowledge in 

areas including: corporate and 

clinical governance training; 

strategy and business planning 

advice; organisation design and 

improvement; health services 

planning and program evaluation; 

and board induction training.

In partnership with the LEI 

Group, the AHHA also provides 

training in “Lean” healthcare 

which delivers direct savings 

to service provider and better 

outcomes for customers and 

patients. 

To help share important 

developments across these 

various health research, policy 

and training spheres, the AHHA 

publishes its own peer‐reviewed 

academic journal (Australian 

Health Review), as well as this 

health services magazine (The 

Health Advocate).  ha

To learn more about these and 
other benefits of membership, 
visit www.ahha.asn.au

Become an  
AHHA member
Help make a difference to health policy, share innovative ideas 
and get support on issues that matter to you – join the AHHA

FROM THE AHHA DESK

experience * knowledge * expertise * understanding

Phone: 02 6162 0780
Fax: 02 6162 0779
Email: admin@ahha.asn.au
Post: PO Box 78 | Deakin West ACT 2600 
Location: Unit 8, 2 Phipps Close | Deakin ACT 2600

Making connections across the health sector



AHHA Board 
The AHHA Board has overall 
responsibility for governance 
including the strategic direction 
and operational efficiency of the 
organisation, the protection of 
its assets and the quality of its 
services. The 2015‐2016 Board is:

Dr Paul Dugdale
ACT Health (Chair) 

Dr Deborah Cole 
Dental Health Services Victoria 

Mr Walter Kmet 
WentWest, NSW 

Mr Adrian Pennington 
Wide Bay Health and Hospital 
Service, Qld
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Dr Paul Burgess 
NT Health

Dr Michael Brydon 
Sydney Children’s Hospital 
Network

Ms Gaylene Coulton 
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program. It includes the AHHA 
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members can be found at: 
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Australian Health 
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Associate Editor, Policy

Prof Christian Gericke 
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Date:    
Time:    
Venue:   
  

28 October 2016
10:00am - 3:00pm
Stamford Plaza Sydney Airport 
cnr Robey & O’Riordan Streets 

Workshop: Stepped Care 
Models for Mental Health

Cost:  

Register:

$190 - AHHA Members
$300 - Non-members
http://ahha.asn.au/events

This workshop will bring together key players 
to discuss what has been learned to date in the 
development and implementation of stepped 
care models and the way forward to effective 
implementation in the Australian health care system.

Primary Health Networks have been funded by the 
Commonwealth to facilitate implementation of stepped care 
models in the Australian mental health services. 

Effective implementation requires partnerships with public 
sector mental health services, easy access to self-help 
and digital mental health, mental health “ready” general 
practice and primary care, refining of the ATAPS model, 
care packages for people with severe mental illness and 
strong linkages with a wide range of players including early 
intervention services, Headspace, NDIS and consumer and 
carer support services. 

This workshop presented by the AHHA in collaboration 
with the Black Dog Institute, brings together key players 
to understand what has been learned to date in the 
development and implementation of stepped care models 
and the way forward to effective implementation in the 
Australian health care system. Topics of discussion will 
include:

• Stepped Care Models - their role in the broader mental 
health system and their track record to date

• Stepped Care Requirement for PHNs
• Implementing Stepped Care - key issues, barriers, 

where we are at, how ready are we and what is 
required to make it happen.

Join us for a practical look at the opportunities on offer, find 
out what is happening now and how we can  successfully 
implement stepped care models. 


