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Position Statement 
AMSA believes that:  
1. The current rates of mental illness and suicide within the Australian community 

are unacceptable and are in part attributable to the lack of an organised and 
efficiently laid out mental health support system structure. 

2. Immediate action should be taken to further the development of Australia’s 
mental health support network. 

3. The current mental health system is crisis-driven and does not adequately 
facilitate prevention and appropriate care. Mental health initiatives that reduce 
social stigma and discrimination whilst encouraging mental health promotion 
and early intervention should continue to be promoted. 

4. The Australian mental health system is deprived of sufficient funding and 
access to necessary resources, causing a lack of capacity and intolerable 
delays in care, increased wait times, and a deficiency in healthcare workers. 

5. It is the duty of the medical profession to play an active advocacy role in the 
prevention, education, and amelioration of mental illnesses, proactive research 
into mental health, and in fostering an effective and inclusive mental health 
system.  

6. Current legislation regarding treatment and community treatment authorities 
do not appropriately consider patient autonomy and represent human rights 
breaches and must be reviewed and repealed. 

7. Multifaceted and innovative strategies should be put in place by health 
regulation authorities. These should result in improved service delivery, funding, 
and mental health infrastructure. 

8. University students and representative bodies, such as AMSA, should be 
engaged as key stakeholders during the consultation, planning, 
implementation, and monitoring stages of any mental health system structure 
changes relevant to student communities. 
 
 
 



 

Policy Points 
AMSA calls upon: 

1. Federal, State and Territory Governments to: 
a. Uphold the patient’s right to autonomy and use capacity-based 

criteria for the determination of treatment authorities by: 
i. Eliminating the discriminatory use of diagnosis of mental 

illness as a selection criteria; and 
ii. Implementing and promoting the use of shared-decision 

making and patient-centred healthcare models; 
b. Ensure a clear description and division of roles and responsibilities 

between levels of government and between mental health-related 
services to provide a more robust and transparent mental health 
system; 

c. Ensure clear description and appointment on how health and non-
health sectors should collaborate in achieving whole-of-government 
mental health reform; 

d. Ensure that National Mental Health Strategies, Disability Strategies, 
and Suicide Prevention Plans are linked with measurable and 
accountable funding commitments; 

e. Revert the number of claimable sessions in the Mental Health 
Treatment Plan from 10 back to 20 per calendar year; 

f. Consistently monitor existing mental health services via tracking of 
performance indicators according to the National Mental Health 
Framework for quality improvement; 

g. Implement effective school-based prevention programs for students, 
parents and school staff to identify emerging mental health problems 
in children and adolescents and encourage early help seeking 
behaviour; 

h. Ensure that transitional youth-friendly mental health services for 
adolescents that reach the age boundary between Child and 
Adolescent Mental Health Services and Adult Mental Health Services 
are available; 

i. Ensure existing strategies in mental health promotion, prevention, 
and early intervention work in tandem with other endeavours to 
address: 

i. The underlying social determinants of mental health; 
ii. The social causes of mental distress; and  

iii. The accessibility of service for at-risk groups. 
j. Ensure that general mental health services are implemented and 

provided with a baseline level of cultural safety towards underserved 



 

populations such as Aboriginal and Torres Strait Islander peoples, 
people with a disability, and LGBTQIASB+ people;  

k. Ensure legislation appropriately reflects the needs and gaps of 
service expressed by underserved communities by direct 
consultation of those communities, including Aboriginal and Torres 
Strait Islander peoples, individuals living with disability, the “Missing 
Middle”, LGBTQIASB+ Australians, and those living with mental 
illness or distress; and 

l. Increase funding and workforce capacity for: 
i. Psychiatric training positions and rural psychiatric training 

positions; 
ii. Preventative and early-intervention services; 

iii. Services catered to at-risk populations; 
iv. Collaborative and multidisciplinary programs for long-term 

complex care; 
v. Mental health-related services including increased funding for 

MBS and PBS subsidies; 
vi. Community-led and lived-experience mental health support 

services, and peer support programs;  
vii. Services in rural and remote areas;  

viii. Crisis intervention services that are accessible at all hours and 
geographical locations; and 

ix. Mental health research to expand knowledge base for 
promotion, prevention and early intervention. 

2. Mental Health Non-Governmental Organisations to: 
a. Improve and implement mental health support services catered to at-

risk populations;  
b. Continue to work with medical health professionals and societies to 

ensure that evidence-based practices and mental health support 
programs are being implemented across all organisations, including 
areas such as social prescribing and peer support programs; and 

c. Continue to research, develop, and implement new programs focused 
on the promotion, prevention, and early intervention of mental illness. 

3. The Federal Australian Medical Association (AMA), State-Based AMA’s, and 
the Australian Medical Council to: 

a. Advocate for good mental health support systems that promote early 
prevention, intervention and treatment; 

b. Advocate for a model of collaborative care, that incorporates other 
allied health professionals, that will allow patients to seek integrated 
mental and physical health care form primary health providers; 



 

c. Work with care-providing facilities including hospitals and medical 
centres to ensure that evidence-based care is implemented at all 
levels of the mental health support system; 

d. Ensure that care models are accessible to all people in Australia, 
including at-risk populations and underserved populations; and 

e. Provide clear avenues to receive feedback from medical students and 
student societies regarding Australian mental health support 
structures. 

4. Royal Australian and New Zealand College of Psychiatrists (RANZCP) to: 
a. Increase the number of psychiatrist training positions, particularly in 

regional and remote areas;  
b. Urge current medical students and junior doctors to pursue 

psychiatry specialty training through by promoting the unique 
contributions of psychiatry and mental health care on holistic 
healthcare; and 

c. Cease sole usage of the DSM-V as the standard of diagnostic criteria 
for mental health disorders by; 

i. Transitioning towards a biopsychosocial model approach; 
and 

ii. Investing and promoting intersectional research towards a 
holistic diagnostic model, such as a collaboration of the 
HiTOP and RDoC diagnostic tools. 

5. Royal Australian College of General Practitioners (RACGP) and the Australian 
College of Rural and Remote Medicine (ACRRM) to: 

a. Facilitate continuous, interconnected care by supporting ongoing 
relationships between patients and general practitioners; 

b. Provide adequate training in the delivery of mental health services to 
support general practitioners as the first point of contact for mental 
health related issues; 

c. Provide adequate training in the identification of risk factors and 
social determinants of health that lead to mental illness in order to 
promote prevention, early intervention, and trauma-informed practice; 
and 

d. Further develop emphasis in training curriculum to the 
intersectionality of overlapping forms of discrimination and 
marginalisation that contribute to mental health related 
presentations in general practice. 

6. Medical specialty training colleges to: 
a. To ensure that all specialty colleges take the necessary steps to 

ensure that their trainees and the organisation receives adequate and 



 

culturally responsive training in identifying and managing mental 
illness and suicide by; 

i. Fostering working environments that do not tolerate bullying 
and other practices detrimental to mental health;  

ii. Incorporating modules on unconscious bias training; and 
b. To work collaboratively with other specialty training colleges to 

improve service delivery and encourage a multidisciplinary 
collaborative healthcare approach amongst the specialties. 

7. Medical schools to: 
a. Acknowledge their role in improving mental health care and support 

structures across Australia by: 
i. Providing mental health education and mental health first aid 

to all students which equips them with the skills necessary to 
contribute effectively to Australia’s mental health support 
structures; 

ii. Providing mental health education with a focus on prevention 
and early intervention that enables students to recognise the 
risk factors and social determinants of health which lead to 
mental illness; 

iii. Ensuring that education and support is catered to all student 
populations, particularly at-risk populations; and 

iv. Integrating a patient-centred and shared-decision making 
model as a core component of the healthcare curriculum; 

b. Provide mental health care education to students that: 
i. Incorporates a biopsychosocial and holistic approach; and 

ii. Includes modules on Trauma-Informed Care, Social 
Prescribing, Collaborative and Integrated Crisis Care, After 
Care, and Patient Autonomy. 

8. Medical students to: 
a. Continue to advocate for adequate mental health support services at 

their university; and 
b. Provide feedback to medical associations and other relevant 

stakeholders when deficiencies in the Australian mental health 
support structures are noted. 

9. Health care professionals to: 
a. Engage with ongoing training and education to ensure competency in 

providing safe, effective, and culturally appropriate mental health 
care; 

b. Foster collaboration and a multidisciplinary approach between 
general practitioners, mental health specialists and allied health 



 

professionals to provide collaborative care that integrates mental and 
physical health into primary care services; 

c. Incorporate a shared-decision making model and patient-centred 
approach to providing healthcare that respects the patient’s 
autonomy and uses a holistic approach to wellbeing; 

d. Incorporate a trauma-informed care and strengths-based framework 
in their approach to providing healthcare to; 

i. Create a safe environment that prevents retraumatization; and 
ii. Acknowledge the effect of trauma on the individual’s physical 

and mental wellbeing; 
e. Work with individuals experiencing mental illness to ensure an 

ongoing model of care taking into account both acute and long-term 
biopsychosocial needs;  

f. Provide culturally responsive mental health care services catered to 
all populations; and 

g. Prioritise their own mental health by advocating for; 
i. A zero-tolerance policy for bullying in the workplace, 

ii. Sustainable working conditions that include features such as 
a positive work culture, reasonable working hours, appropriate 
remuneration, and manageable shift frequency; and 

iii. Implementation of peer support groups. 

Background 

Prevalence 

According to the World Health Organization (WHO), mental health is “a state of 
mental well-being that enables people to cope with the stresses of life, realise their 
abilities, learn well and work well, and contribute to their community.” The WHO also 
highlights mental health as an integral component of health and wellbeing. [1] 
Mental health conditions are becoming increasingly recognised as an important 
health issue in contemporary society, especially as relationships between mental 
and physical health are being identified, with those who have a mental illness being 
more likely to develop physical illness. [2] Mental illness can be described by two 
broad categories: any mental illness (AMI) and serious mental illness (SMI). AMI 
encompasses all mental illnesses, whereas SMI is a smaller, more severe subset of 
AMI. [3] Furthermore, AMI is defined by its encompassment of conditions with 
variable impact or no impact. SMI is then used to define mental illnesses resulting 
in serious functional impairment that impairs activities of daily life. To highlight a 
few examples, SMI includes major depression, schizophrenia, bipolar disorder, 
obsessive compulsive disorder, panic disorder, and post traumatic stress disorder. 



 

The Australian Bureau of Statistics estimates that over 2 in 5 Australians aged 
between 16 and 85 have experienced a mental disorder at some point in their lives, 
with mental and substance use disorders being the second largest contributor to 
Australia’s non-fatal burden of disease. [4, 5] Anxiety is the most common disorder 
affecting 1 in 6 Australians, which is then followed by affective disorders and 
substance use disorders. [5] Mental illness is not limited to adults either, with nearly 
1 in 7 children and adolescents aged 4 to 17 estimated to have experienced a mental 
illness within the past 12 months. [5] 

Due to structural violence, the impact of mental illness disproportionately affects 
certain populations, such as Aboriginal and Torres Strait Islander peoples, 
individuals with a disability, and LGBTQIASB+ people. In 2018 and 2019, an 
estimated 24% of Aboriginal and Torres Strait Islander peoples reported having a 
mental health or behavioural condition. [6] Aboriginal and Torres Strait Islander 
peoples rely heavily on primary care for mental health treatment, seeking general 
practitioner management at a greater rate than non-Indigenous Australians. [7] This 
highlights the central role of general practice in the provision of mental health care, 
particularly as a first point of contact for mental health support in Australia. This is 
especially the case for Aboriginal and Torres Strait Islander peoples, given that 
general practice clinics are commonly the only point of care in certain areas of 
Australia. [8] 

Those living with disability have also been found to be affected differently by the 
prevalence of mental illness and mental distress. In 2018 and 2019, an estimated 
38% of adults with a disability reported psychological distress in the previous week, 
compared to 8% of all adults living without disability. Individuals living with 
psychological disability were also increasingly likely to report high or very high 
psychological distress (76%), followed by people living with intellectual disability 
(60%). [9] The Private Lives survey, most recently undertaken in 2020, surveyed 6,800 
LGBTQIASB+ participants. 61% reported being diagnosed with depression, 47% 
reported having anxiety disorder, and 57% of survey participants reported 
experiencing high or very high levels of psychological distress within the past four 
weeks. [10] This skewed distribution of burden of disease should command more 
attention and consideration with respect to how assistance is provided to those 
experiencing a mental illness. 

Diagnosis and Misdiagnosis 

Misdiagnosis is an ongoing challenge in healthcare that is met with the same 
difficulties in the space of mental health care. In 2021, it was found that nearly 40% 
of patients living with severe psychiatric disorders were misdiagnosed. [11] One 
major contribution is the current standard of diagnosis being used in Australia. 



 

The Diagnostic and Statistical Manual of Mental Disorders (DSM) 5 is the current 
standard classification of mental disorders in the US and Australia. With that being 
said, it has undergone a number of revisions of historical terminology and 
definitions. Previous editions have been met with criticism for uninterpretable 
diagnostic criteria, and pathologising of the human experience. The progression of 
the DSM through the editions also parallels and reflects the growing social 
acceptance of mental illness and its definition. The current DSM 5 Text Revision 
(DSM-5-TR) is the most up to date version, and was the first update to the manual 
since 2013. [12] This revision has notable changes that reflect the shifts in the 
literature which consists of a stronger focus of inclusivity. It incorporates current 
scientific literature including Prevalence, Risk and Prognostic Factors, Culture-
Related Diagnostic Issues, Sex- and Gender-Related Diagnostic Issues, Association 
with Suicidal Thoughts or Behaviour, and Comorbidity.  

However, the DSM-5 and the DSM-5-TR are still not refined enough to be considered 
the bases of diagnostic criteria, with researchers pointing out that two people could 
receive the same diagnosis without any common symptoms. [13] The pragmatic 
criteria, although giving clinical flexibility, undermines the diagnostic model. This 
does not mean that there are no resources that can fill this gap in knowledge and 
refinement. Other diagnostic systems such as The Hierarchical Taxonomy of 
Psychopathology (HiTOP) and Research Domain Criteria (RDoC) take a more holistic 
approach to diagnosis of mental health conditions both being created due to the 
current and ongoing dissatisfaction with the current classification systems. [14] 
These approaches should be seen as complementary approaches that allow for 
more accurate diagnostic criteria and research. [14]  

Although the DSM diagnostic criteria is far from the most effective and accurate, the 
recent text revision has reprimanded some of its biggest flaws that contributed to 
its incidences of misdiagnosis. An example of this is the increase in women who 
have been previously misdiagnosed with depressive or personality disorders, that 
are now being diagnosed with autism spectrum disorder (ASD). As previous 
iterations of the DSM contained an androcentric diagnostic criteria which failed to 
encompass alternative presentations of neurodiversity, there has been a high 
incidence of misdiagnosis. [15] Due to a late diagnosis and thus a delay or lack of 
treatment, these women have been found to develop comorbidities that overshadow 
the root issue, with many women only reaching an appropriate diagnosis after years 
of comorbidity treatment. [15] Thankfully these challenges are beginning to be 
addressed with the latest edition DSM-5-TR. Although still not the most accurate 
diagnostic criteria, it has slowly begun to reflect the sociocultural influences on 
mental health, and a deeper understanding of various risk factors including racism, 
discrimination, the use of non-stigmatising language, and many more. [12] 



 

Components of an Effective Mental Health System 

Promotion, Prevention, and Early Intervention 

In order to mitigate the burden associated with mental disorders, mitigation 
strategies such as mental health promotion, mental health illness prevention, and 
other early intervention strategies must be implemented prior to and concurrently 
with treatment. [16] Such strategies bolster mental health outcomes and provide the 
opportunity for intersectional responses to healthcare challenges. [16] However, the 
efficacy of these strategies become inconsequential and even counterproductive if 
it fails to appropriately address the underlying causes of mental illness and mental 
distress. It is then important to impart caution and to discuss a particular nuance of 
these strategies. One seemingly common approach to anti-stigma and mental 
health promotion campaigns is to attribute the causes of mental illness and mental 
distress to an almost exclusively biological and genetic (biogenetic) cause. These 
strategies fall short of their goals because they assume that attribution of mental 
illness to a biogenetic model will have a positive impact on the perspective of mental 
illness and those impacted by it. They have been repeatedly shown to be ineffective 
in achieving their goals of raising awareness and reducing the stigma around mental 
health, and furthermore have not demonstrated efficacy in addressing any 
underlying social causes of mental distress either. [17, 18]  
 
In order to appropriately provide a response that would improve accessibility and 
efficacy for various demographics within a healthcare system, strategy design 
should instead consider the factors and underlying social determinants of health, 
such as: age, culture, race, sexual identity, gender identity, socioeconomic status, 
and geographical location as examples, but with many more to be mentioned. [19] 
In order to cater to underserved communities and demographics, or those with 
higher barriers to care, implementing more focused policy will be necessary. There 
are many other at-risk groups worth mentioning as well. Such a policy should aim to 
remove barriers and access to care for groups such as: children and adolescents, 
the elderly, individuals with disability, patients of addiction and substance abuse, the 
incarcerated, communities affected by intergenerational trauma, women in 
vulnerable situations, those who have experienced trauma, and more specifically 
children who have experienced adverse events. [19] Efficacy of such strategies and 
policy are enhanced by utilising a “multi-pronged” approach. Below is further 
discussion and elaboration on the importance of mental health promotion, 
prevention, and early intervention in mental health policy. [20] 

Mental Health Promotion 

Mental health promotion refers to any action taken to improve psychological, social 
and emotional wellbeing among populations and individuals. [21] These actions, by 



 

aiming to improve mental health, help individuals increase their ability to realise their 
potential, to better cope with normal stressors of life, and to participate meaningfully 
within their community. As such, health promotion is not restricted to those with 
disordered mental health, but seeks to enhance mental health generally and of 
everyone in the community. [22] This is achieved through supporting communities 
and providing individuals with resources necessary to improve healthcare 
accessibility and to decrease the risk of mental disorders. Other mental health 
promotion strategies can also be approached by targeting health literacy gaps via 
media campaigns and community groups. [19] This in turn can promote community 
and individual action, encourage help-seeking behaviours and promote 
environments which are free of mental-health related stigma. [19] As these 
strategies of mental health promotion aim to improve the mental health of the 
community, they should also be approached in tandem with other efforts that also 
tackle the underlying social stressors and causes of mental distress. While the 
mention of these strategies are siloed in their own discussions, it must not be 
mistaken that the need for a multifaceted approach is absolutely necessary. 

Mental Disorder Prevention 

Mental disorder prevention involves strategies which attempt to decrease the 
severity and incidence of symptoms arising from mental illness. This is achieved by 
minimising risk factors, and enhancing protective factors for individuals and 
communities. Such primordial preventative measures may seek to address social 
and political factors, and especially disparities, which can directly or indirectly 
exacerbate experiences of mental illness. Preventative measures may be classified 
as either universal, selective or indicated interventions according to their intensity. 
[19]  
 
Universal preventive interventions target the general public and seek to provide 
interventions for those who have not necessarily been identified as being at risk of 
developing a mental health disorder. [21] For example, a mental health or substance 
abuse curriculum provided for school children may be categorised as universal 
prevention. [22] Selective preventative interventions are targeted towards 
individuals or subgroups who are predisposed to being at a greater risk of developing 
a certain mental, emotional or behavioural disorder. [21] Such predisposing factors 
may be biological, psychological, social, or a combination of these. [23] For example, 
such interventions may include a mental health support group for children with 
exposure to domestic violence. [22] Indicated preventive interventions are targeted 
towards individuals identified as being at a high risk of developing a mental, 
emotional or behavioural disorder. [21] These individuals may typically display some 
identifiable signs or symptoms of such disorders, but do not yet fulfil all diagnostic 
criteria. [20] Such interventions may include a program seeking to develop healthy 



 

coping mechanisms provided to young people in child serving systems due to 
behavioural challenges. [22] Additional classification models may further define 
prevention as according to the stage of development at which it is ideally employed. 
This however, is generally secondary to intensity classification. [20] 

Early Intervention of Mental Disorder 

Early intervention refers to interventions that target people displaying the early signs 
and symptoms of, or those experiencing their first episode of, a mental disorder. [88] 
Such early intervention seeks to impede the progression of subsyndromal 
symptoms and prevent development of a diagnosable disorder. [24] Alternatively, 
such interventions may seek to limit the impact and severity of those symptoms 
associated with the disorder following onset. [24]  
 
Early interventions most frequently require an individual focus, although may be 
aided by group work and support groups. Additionally, such interventions should 
continue beyond symptom onset and resolution, due to the frequently episodic 
nature of mental health disorders and their symptoms. [20] To maximise the success 
of these early interventions, care should be taken to recognise social and political 
factors contributing to individuals' experience with mental disorders, as addressing 
such factors may alleviate stressors giving rise to disordered symptoms thus 
avoiding an excessive pathologizing of patients. [25] By extension, it would be 
prudent to take a cautious and thorough approach in identifying patients for early 
intervention. Otherwise, hasty and ill-informed practice may result in harmful 
targeting of individuals that are otherwise exhibiting normal behaviour. [25] 

Trauma-Informed Care 

Trauma-Informed Care (TIC) is a strengths-based framework which centres upon the 
notion that trauma affects affected individuals’ physical and mental wellbeing, and 
attempts to create a safe environment to prevent re-traumatisation. [26, 27] There is 
no universally agreed definition for ‘trauma’. However, most will agree that it refers 
to an event, a series of events, or a set of circumstances that an individual 
experiences as physically or emotionally harmful, and incurs lasting adverse effects 
across mental, physical, social, emotional, or spiritual domains. [28] Sweeney and 
Taggart, who write from their positions as researchers and trauma survivors, 
stipulate that TIC undertakes sensitive enquiry into trauma experiences and refers 
individuals to evidence-based trauma-specific support, while prioritising 
trustworthiness and transparency in communications and working in partnership 
with trauma survivors to design, deliver and evaluate services. [29] TIC is a relatively 
new approach and there are few studies which evaluate its efficacy in Australia, 
however early indications are promising and warrant further clinical use and further 
investigation. [30] 



 

Collaborative Care, Integrated Crisis Care, and After Care 

The process of deinstitutionalisation in mental healthcare in Australia requires the 
ongoing maintenance and improvement of an effective network of collaborative 
medical, allied health and community mental health providers and organisations. 
[31-33] In Australia, a range of interventions involving this type of collaboration have 
been successful in treating mental health comorbidities. [31, 34] Organisations have 
also been successful in pioneering linkages between healthcare professionals 
working across healthcare disciplines. [35-37] For example, between GPs, 
psychiatrists, psychologists, public and community health workers, police and 
ambulance services, and mental health nurses, social workers and counsellors. [36-
38] Sustaining such a network in collaborative mental healthcare delivery requires 
optimisation of the capacity of the workforce to deliver the right skills in mental 
healthcare across diverse communities and locations within funding constraints, 
particularly in rural areas, where highly skilled and specialised practitioners are a 
scarce resource. [39] 

Small scale community mental health programs, particularly in rural settings, are 
well-recognised as being better able to foster collaborative working relationships 
among local health professionals, leading to better community engagement, and 
resulting in better mental health outcomes in their communities. [33, 38, 
39]  However, collaborative mental healthcare delivery models in Australia are often 
siloed by the structure of the healthcare system they exist in, leaving small-scale 
community programs vulnerable to shifting policy and funding priorities and staff 
turnover, and struggling to form a comprehensive network of services that are 
responsive to unique communities they serve. [31, 35-38] 

Within the Medicare subsidised system, general practitioners are the most frequent 
providers of mental healthcare, providing services to community members with 
needs that are complex and require long-term follow-up care. General practitioners 
demonstrate a need and a willingness to work collaboratively with other medical and 
allied health professionals in long-term complex mental healthcare delivery. 
However, they find that Australia’s mental health care delivery model lacks cross-
disciplinary coordination, and is crisis-driven to the extent that funding and focus in 
policy falls away even in the immediate need for after-care following mental health 
crises. [38, 40] 

Case management programs are a model of mental healthcare that serve 
community members needing ongoing care as part of early intervention, follow-up 
care after a mental health crisis, and long-term management of complex conditions 
and co-morbidities. [33, 38, 40] A case management program involves a care 
coordinator, or a care coordinating organisation, linking community members to 
medical, allied health, and other community professionals for both therapeutic 



 

services, and services that benefit psychosocial health such as employment, 
housing, and social connectedness. Australian examples of this type of program 
have shown success in improving the psychosocial health of community members 
receiving care for their mental health, but further research is needed to establish the 
extent of success and potential for improvement in impact on mental health 
outcomes, like rates of hospital admission. [33, 37, 41] 

Expanding the scope of mental healthcare integration to consider biopsychosocial 
health, two distinct categories of healthcare recipient emerge; those that systems 
of healthcare consider to be primarily physically ill, but at risk of developing co-
morbid mental illness, and those who are considered to be primarily mentally ill, who 
develop physical comorbidities. [42] In Australia, integrated healthcare programs 
designed to mitigate the risk of developing poor mental health due to physical illness 
such as cancer, and life events strongly connected to physical health such as 
pregnancy and child-birth, do exist and are shown to be effective. However, they are 
often underutilised, lacking in consistency of quality, and reliant on under-resourced 
general practitioners and patients themselves for service coordination. [43, 44] 
Integrated healthcare programs for those who are considered to be primarily 
mentally ill with physical comorbidities are thus lacking. People with mental illness 
frequently experience their physical health symptoms being attributed to their 
mental health, resulting in under treatment and worse health outcomes than people 
without mental ill health who have the same physical health conditions. [42] 

Service continuity between child and adolescent mental health services (CAMHS) 
and adult mental health services (AMHS) is also an issue related to integration of 
systems of mental healthcare in Australia. [45, 46] The Australian national standard 
for transitions in care calls for timely, relevant and structured handover between 
mental health practitioners in order to maximise optimal outcomes and promote 
wellness. [47] However, service gaps that often leave patients exiting CAMHS 
without adequate support in transition to AMHS persist. [40, 45, 46, 48] 

Australian governments both at the federal and state level recognise the importance 
of an integrated, multidisciplinary approach to mental healthcare and support 
service delivery, underpinned by good coordination between service providers, ease 
of access and understanding for service users, and good communication across all 
stakeholders. [49-54] Service integration in mental healthcare needs buy-in from all 
stakeholders to be effective in each of these aspects. [40, 41, 55] Efforts in 
collaborative service provision that are not responsive to this need can result in 
medical and allied health professionals being unable to contribute at an optimum 
level, and community members receiving mental healthcare to not fully engage with 
the services offered to them. [40, 41, 52, 56] Recognition of what is required to get 
integrated mental healthcare right has not yet translated to high quality 



 

collaborative care that is accessible, easy to navigate, and engageable, across 
Australia’s health system. [40] 

Community Led Mental Health Services and Peer Support 

Community led mental health services are essential to ensuring that individuals 
across the country can access support that is tailored to their needs and is situated 
within their own community and support system. They also help reduce the burden 
on other front-line mental health professionals such as general practitioners. These 
predominantly government-funded or not-for-profit health care outpatient clinics 
provided support to nearly 481,500 patients in 2020 to 2021 with around 10.2 million 
community mental health care service contacts being provided. [57]  Examples of 
these include but are not limited to Flourish Australia, Neami National, the Rural 
Adversity Mental Health Program (RAMHP), AIDS council of NSW (ACON) and The 
Essential Network (TEN). [58] To highlight how forms of community and peer 
support health services have been implemented in the past, these examples are 
discussed in further detail.  
 
Services such as Neami National and Flourish Australia provide vital psychosocial 
support to over 27,000 individuals within their own community in rural, regional and 
metropolitan areas all across Australia. They provide key interventions such as peer 
support, employment services and overall encourage general wellbeing in 
individuals. [59, 60] 
 
Those living in rural or regional communities are often over-represented in poor 
mental health outcomes. [61] This makes the existence of targeted services such as 
RAMHP particularly vital in helping people from those areas access mental health 
support. Between July of 2016 and December of 2020, this service linked 11,499 
people to mental health related services and resources and provided social support 
services to 2% or 740 of those individuals. [62] 
 
Similarly, ACON is a service designed to target those in the LGBTQIASB+ community 
who also experience disproportionate levels of poor mental health outcomes. The 
peer work program was only launched in 2021 yet provided 625 peer work occasions 
of service to the community. Another of their programs, "Trans Vitality '', similarly 
provides peer support and education to those who identify as transgender in the 
community and have provided over 1830 hours of counselling care, coordination and 
peer support to over 300 clients. [63] 
 
The Essential Network (TEN) provides resources and support that target health care 
professionals and is open to healthcare workers of any background including 
students, allied health, nursing and administrative staff. [64] Particularly of note, the 



 

"Hand n Hand" Program provides one to one or group peer support services with 
individuals of similar age, profession and experience. Upon professional evaluation 
it was shown the individuals reported that the peer support provided by the Hand n 
Hand Program helped them feel less alone and provided a safe space for them to 
discuss issues. 50% of respondents said they felt heard and understood, and 44.4% 
reported feeling less alone. [65] 
 
Despite these services being available, the existence of other, more targeted peer 
support avenues demonstrate that more can be done to support not only vulnerable 
groups within the population, but other mental health professionals for example 
general practitioners or other front-line mental health workers. Peer review groups 
(PRGs) which are commonly used and endorsed by psychiatrists. PRGs are shown 
to contribute to the reduction of vulnerability to stress and burnout among 
participants. Furthermore, a study evaluating the service demonstrated that 97.4% 
of participants agreed it provided a safe space for reflection and peer support, and 
over 75% rated their participation as being beneficial to well-being, stress reduction, 
and to improving clinical care. [66] 

Social Prescribing 

Social prescribing or community referral involves enabling health professionals to 
refer people to local or community non-clinical services and encourage underserved 
and often isolated individuals to partake in various activities such as gardening, 
cooking, or sports. Of its many endeavours, it reduces feelings of loneliness and 
isolation that can arise from poor mental wellbeing and a breakdown of social 
supports which are critical to positive outcomes. It has a broader scope than 
community mental health services by focusing on the holistic needs of individuals. 
Those thought to benefit from this include people with mild or longer-term mental 
health conditions, those with complex needs, those who are more socially isolated 
or those who frequently attend primary or secondary health care services. [67] These 
individuals are also likely those who most benefit from the aforementioned mental 
health support structures and plans currently in place by the government. 
 
As a mental health intervention, social prescribing not only improves the individual's 
sense of holistic wellness, but it also serves to reduce the burden on primary or 
secondary healthcare services. Hence, it contributes to reducing some of the burden 
on existing mental health support structures and the health system in general. [68] 
Although not formally implemented into Australia's healthcare funding, the Royal 
Australian College of General Practitioners (RACGP), among other organisations are 
looking to have become a more prominent aspect of primary and preventative 
patient care and thus it should be incorporated more explicitly into mental health 
support structures across Australia. [69] However, in order to successfully develop 



 

and integrate social prescribing as a mental health support structure, a framework 
and plan is needed. 

Autonomy in Mental Health Care 

The importance of respecting and acknowledging a patient’s autonomy extends 
beyond the basic human rights that are deserved to all individuals. Behaviour is only 
considered autonomous if it is self-initiated, and free from external constraints. [70] 
Patient decisions on their own healthcare management may oftentimes be dictated 
by their healthcare providers or family members. The principles of healthcare are 
heavily influenced by the traditional four pillars of biomedical ethics, first introduced 
by Beauchamp and Childress. These are the principles of non-maleficence, 
beneficence, justice, and autonomy. However, it is historically known, even in today’s 
healthcare, that the patient’s autonomy in mental health care is frequently neglected 
or ignored. [71] It goes without saying then that a strong mental health support 
system is necessitated by mental health care that respects the individual’s 
autonomy. This means sharing the healthcare decision-making power with the 
patient and placing the final decision in the hands of the patient, regardless of 
whether the decision contradicts that of the healthcare professional. [72] In doing 
so, this protects the patient from unwanted or unnecessary intervention that may do 
more harm than good. [73] Appreciating the patient’s role in contributing to the 
decision-making of their own care is related to a movement towards a patient-
centred and shared decision-making model of healthcare. In combination, this 
implies the importance of acknowledging the patient’s right to choose what services, 
and the types of services they choose to engage with as well. These models of 
healthcare, which places the patient’s autonomy front and centre, are crucial in an 
effective mental health support system. 

Patient-centred care is a framework that recruits the patient as a collaborative 
partner with the healthcare provider. [74] Healthcare decisions are made with the 
patient, rather than by the healthcare professional, for the patient. This ensures that 
the patient’s own specific health needs and desired health outcomes are prioritised. 
More than that, it respects the preferences, values, cultural traditions, and 
socioeconomic conditions of the patient. [74] By focusing on the patient’s needs and 
perceptions as an integral component of their own healthcare, this brings us away 
from a healthcare model that has been historically paternalistic and deficit-focused. 
[75] In one study, primary care physicians that engaged in patient-centred care were 
found to have patients experiencing better recovery, better emotional health, 
requiring fewer diagnostic tests, and fewer referrals. [76] Patient-centred care is also 
positively correlated with the patient’s wellbeing, social wellbeing, and satisfaction 
with care. [77] This approach thus can be extended into psychiatric and mental 
health care to ensure the patient’s needs are best met. 



 

A closely related model is the shared decision-making model of healthcare which 
emphasises the patient’s role in making decisions on their own healthcare, rather 
than leaving the impetus to the healthcare professional. [78] This encourages 
patients to understand their own health problems, the pros and cons of their 
healthcare options, but furthermore their goals and values. By fostering proactivity 
and autonomy, the patient’s health literacy for biomedical and other health 
epistemologies improves. [79] Low health literacy has been found to increase 
comorbidity and reduce accessibility to healthcare. [80] Even worse is seen in elderly 
patients where low health literacy is associated with a nearly two-fold increase in 
mortality. [81] In short, the focus on a patient’s autonomy extends much further into 
these models of care. They have far-reaching effects beyond human rights 
considerations alone, and hold the capacity to drastically improve the wellbeing and 
outcome of patients. 

Australia’s Mental Health System 

Governance 

Governance refers to the framework of institutions, systems, and processes which 
instruct a government on how they ought to manage an issue. Effective governance 
strives to meet three roles, as outlined by the Productivity Commission: [82] 

1. Encouraging closer coordination and integration of services, and  
2. Promoting public trust in decision making, and  
3. Assisting governments to achieve the aims and actions to which they 

commit. 
 
Federal, state and territory governments are jointly responsible for mental health 
policy and the provision of mental health-related services. [82] The Australian 
Government is responsible for national policies, regulation, funding, and delivery of 
primary care through Medicare, including the Medicare Benefits Schedule (MBS) and 
Pharmaceutical Benefits Schedule (PBS). Meanwhile, state and territory 
governments play a key role in administering health services in public hospitals, 
community mental health services and ambulance services. States and territories 
are especially important in terms of promoting awareness of and preventing mental 
illness, as well as reducing stigma. 
 
The National Mental Health Strategy directs mental health policy at a national level, 
with some ancillary direction from the National Disability Strategy. For a number of 
reasons, it is not fit for purpose. Firstly, the Strategy fails to outline how health and 
non-health sectors should collaborate in achieving whole-of-government mental 
health reform in Australia, despite declaring to do so in its vision statement. It lacks 
clarity about roles and responsibilities across all mental health-related services. The 



 

Strategy is also not linked with funding commitments, representing a key reason 
why governments have failed to successfully implement past reforms. A variety of 
other national and regional policies have been designed and implemented with a 
view to improve population mental health. These include the Fifth National Mental 
Health and Suicide Prevention Plan, the National Mental Health Suicide Prevention 
Agreement, Vision 2030, National Mental Health Policy, the National Mental Health 
and Wellbeing Pandemic Response Plan, and the National Mental Health Workforce 
Strategy Taskforce. These plans lack clarity, cohesion, and accountability, resulting 
in significant gaps, duplication and fragmentation of responsibilities. A more 
strategic and cross-portfolio approach to mental health is required. 

History of the Australian Mental Health Care Plan 

 
The first National Mental Health Plan in Australia was established in 1993 - 1998, 
and involved a shift in services from stand alone psychiatric hospitals to community 
based services that are more accessible to the general public.  The second plan 
(1998 - 2003) focused on the principles of mental health promotion, prevention and 
quality; a notable contribution to this was the marked increase of funding in these 
areas. The third National Mental Health Care Plan (2003 - 2008) focused on 
promotion and prevention, increasing service responsiveness, strengthening quality, 
and fostering research. The third plan lacked state incentives and accountability 
mechanisms, leaving it open to many flaws. [83] 
 
With the second latest edition being the fourth National Mental Health Care Strategy, 
this plan identifies 5 priority areas including Social inclusion and recovery, 
Prevention and early intervention,  Service access, Coordination and Continuity of 
care, Quality improvement and innovation and finally Accountability—measuring and 
reporting progress. [84] These five action areas made a solid foundation for the 
current strategy to build upon.  

Changes in the Number of Covered Sessions 

 
Since 2006, a ‘Mental Health Treatment Plan’ has been provided to those with a 
mental illness diagnosis to claim up to 10 individual and 10 group based sessions 
each calendar year. [85-86] It should be noted that the plan typically begins with 6 
sessions to gauge the amount of assistance each individual needs. This plan pays 
the whole cost for bulk billing sessions and offers a rebate for private sessions. As 
a response to the COVID-19 pandemic and rise in mental healthcare needs, this plan 
was changed to support up to 20 sessions in one calendar year. Despite 
overwhelming support by many groups including the Australian Psychiatrist Society, 
this change was reverted by the Health Minister after they deemed that the program 



 

was not serving all people equally and was benefiting some groups better than 
others, and with the shortage in the workforce that the additional sessions were 
increasing wait times. [87, 88] Frustratingly, the Melbourne University evaluation in 
which the Australian Government was basing these decisions on still recommended 
that the additional sessions be maintained on the basis of supporting those with 
more complex mental health needs. [89] 

The Current Mental Health Care Plan and its Deficiencies 

Australia’s current approach to mental health care has been largely shaped by the 
COVID-19 pandemic with an increased awareness of the importance of mental 
health, primary prevention and early intervention in supporting individuals with their 
mental health and resilience. Since 2019, evaluations, inquiries and acts have been 
passed to challenge the current approach to various aspects of mental health. These 
included an evaluation of the Better Access initiative in 2022, the Productivity 
Commission Report on Mental Health in 2020 and South Australia’s Suicide 
Prevention Act of 2021. 

The Better Access scheme, enacted in 2006, is an initiative that aims to improve 
treatment and management of mental illness within the community through 
subsidised sessions with a mental health professional. [90] In 2022, an independent 
evaluation was undertaken that involved surveying front-line mental health workers 
such as general practitioners, clinical psychologists, social workers and 
occupational therapists. The main concerns raised were focused on affordability, 
wait times, and an inadequate number of subsidised sessions.  The review found 
that in 2021, 47% of all Better Access services involved a co-payment by the 
consumer and the median co-payment was $74. [91] Due to this, those with the 
lowest incomes were the least likely to access services and were also faced with 
longer median wait times. [91] Access was further complicated by many Better 
Access providers being at capacity, with one in three being unable to see new 
consumers in 2022 which has increased from one in four in 2021, and one in one 
hundred before the pandemic. [91] Similarly, providers felt their compensation to be 
inadequate with scheduled fees reportedly not keeping pace with indexation and the 
cost of running a private practice. For group sessions in particular, many found it 
difficult to arrange and financially unviable. Over 50% of participating psychologists 
and occupational therapists also disagreed or strongly disagreed that the Better 
Access program enabled them to provide consumers with mental healthcare that is 
affordable, as did over 30% of social workers and over 25% of clinical psychologists. 
[91] Session numbers were another primary concern brought up by the review. Ten 
more individual sessions were subsidised as part of the scheme during the COVID-
19 pandemic, but were terminated on the 31st of December 2022. Many providers 
and participants criticised this decision as well as the “one size fits all” approach to 



 

the scheme. The review found that around half of the two thirds receiving care in a 
2021 survey had attended or were more likely to attend more than ten sessions and 
additionally three quarters of participants felt that the additional ten sessions 
should be retained as a standard offering. [91] More frequent sessions may also be 
correlated with better client outcomes, with more clinically significant gains found 
in those attending once a week and more significant deterioration in those attending 
once a fortnight. [92] The frequency of treatment initially may also have an impact 
on longer term outcomes, particularly within the first three months for those with 
depression, anxiety or personality disorders, further highlighting the systemic 
inadequacy the 10 currently subsidised sessions provides for many individuals. [93] 

Future Directions and Focuses 

The Productivity Commission Report on Mental Health in 2020 covered all aspects 
of Australia’s current mental health approach, from a government to an individual 
level. It included 24 recommendations on a wide variety of topics targeting 
underserved groups - for example the homeless, children, tertiary students and 
Aboriginal and Torres Strait Islander people, as well as advocating for more 
extensive and accessible support structures. This report led to the development of 
the National Suicide Prevention Act Legislation of 2021, the first of its kind at the 
national level. The Act aims to address the prevalence of and to reduce the incidence 
of suicide by establishing a prevention plan, a council, and guidelines to better 
implement training and education programs in addition to policies, campaigns and 
programs to assist in both primary prevention and early identification. [94] The act 
focuses on 5 pillars, these being prevention and early intervention, suicide 
prevention, treatment, support for the vulnerable and a focus on workforce and 
governance, thus highlighting key focus areas to which government funding can be 
directed. [95] 

A Shortage In Healthcare Professionals 

On the discussion of Australia’s mental health system, it is imperative to briefly 
discuss the healthcare workforce shortage and more specifically in mental health 
care. While access to  mental health support is already a difficult process wrought 
with barriers to access and long wait times, these deficiencies are in part caused by 
a workforce shortage. With increasing demands every year and supply not being 
met, approximately 2 in 3 Australian patients wait more than 12 weeks to receive 
any mental health care. [96] These wait times are in part due to the slow rate in new 
psychologists and mental health workers, as well as an increased need. While only 
1 in 100 psychologists stated to not being able to take on new clients pre-pandemic, 
it is currently reported that now 1 in 3 psychologists are unable to take on any new 
clients. [96] The problem is further  exacerbated in rural Australia as well. For every 



 

100,000 people, there are 19 psychologists available in rural South Australia, 
compared to 589 psychologists in inner Perth. Across the nation, that measures up 
to nearly 90% of all psychiatrists working in the cities. [97] Nearly 30% of all 
Australians live in rural or remote environments, and yet there is both a drastically 
reduced quantity of support, and less accessible support for them. [98] Even though 
the prevalence of mental health illness in rural and remote Australia may be equal 
compared to regional and urban parts of Australia, rural and remote Australians 
experience much worse mental health outcomes. [98] As one metric, the suicide rate 
is double in remote Australia compared to major cities (9.4 per 100,000 persons to 
18.1 per 100,000 persons). [99] With the mental healthcare system being stretched 
thin and patients experiencing longer wait times just for an appointment, 
considerations must be made immediately for strategies in increasing the number 
of psychiatric training programs and reducing the wait times and existing burden on 
the healthcare system. 

Lack of Support for Healthcare Professionals 

 
The endemicity of COVID-19 in Australia has foregrounded an issue that has been 
long-standing beyond the virus’ initial outbreak: lacklustre mental health support for 
healthcare professionals. [100] The pandemic spotlighted the mental health needs 
of healthcare professionals as a public health concern and threat to quality 
healthcare delivery. [101] Within their work, healthcare professionals are exposed to 
multiple stressors, such as large patient volumes and insufficient resources, that 
negatively affect their physical, emotional, and mental well-being. [102,103] Given 
the relationship between poor mental health and risk of burnout, promotion of 
evidence-based interventions and support for healthcare professionals needs to 
occur proactively - a pertinent fact given the projected shortfall of 18 million 
healthcare professionals worldwide by 2030. [104]  
 
To proactively address mental health stressors amongst healthcare professionals, 
such stressors must be recognised - many of which are unique to their profession. 
The notion of vicarious traumatisation has recently gained attention in the context 
of healthcare, whereby healthcare professionals develop traumatic stress 
secondary to the distressing stories and experiences of their patients. [105] Such 
stress can be augmented when considering innate trauma responses and 
interpersonal conflicts. [106] Studies have detailed syndromes associated with 
vicarious traumatisation, including loss of appetite, insomnia, irritability, and 
inattention; however, symptoms may remain subclinical, or healthcare professionals 
may feel conflicted to disclose mental health issues. [107]  
 
 



 

This internalised conflict stems from the perceived stigma associated with 
healthcare professionals experiencing ‘stress’ and ‘mental health problems’, 
particularly in the context of medical licence withdrawal. [108] Without proactively 
challenging these stigmas and facilitating accessible mental health support, 
healthcare professionals fail to disclose mental health issues and seek help, leading 
to over-reliance on self-treatment, low peer support, and increased risk of suicide. 
[109]  
 
During the COVID-19 pandemic, temporary appraisals and gifts for healthcare 
professionals became widely practised - this included free lunches/snacks, clapping 
and posters, and songs thanking “healthcare heroes”. [100] Though acting as “short 
term mood boosters”, studies indicate that these temporary acknowledgements can 
mask the serious health and mental well-being challenges healthcare professionals 
face. [110] Additionally, the repeated reference of healthcare professionals as 
“heroes” may act as a barrier for seeking mental health support: “heroes help others, 
they don’t need help”. [100]  
 
Though these appraisals became most pertinent during the COVID-19 pandemic, it 
underscores the importance of investing in protective and preventive measures for 
healthcare professionals’ mental health that is proactive, sustainable, and evidence-
based. Irrespective of the presence of public health emergencies, healthcare 
professionals need adequate support systems that address the unique and 
multifaceted stressors of working in healthcare. [111]  
 
Currently, there is an onus on healthcare professionals to recognise and manage 
their own stress, burnout, and/or depression, with few resources readily available to 
support this process. [100] Institution-provided stress management and 
mindfulness practice support have shown measurable efficacy in reducing 
stress/burnout and promoting resilience in healthcare professionals. [100,112] In 
addition, peer-to-peer support groups or professional support pathways can be 
established to facilitate debriefing following traumatising clinical experiences. [113] 
Peer support groups and professional support pathways help with overcoming 
barriers of receiving help and support by providing alternative and additional 
avenues of help. Hence, they work in conjunction with existing pathways. These 
professional support pathways can also allow healthcare professionals to express 
their needs and inspire change at an organisational level, such as through policy 
change and/or integration of self-care plans into workplace culture and practice. 
[114] 



 

Breach in Human Rights and Autonomy 

In the context of mental health, the right to autonomy refers to having the capacity 
and power to make decisions regarding one’s own mental health care. 
Problematically, legislated substitute decision making and coercion into treatment 
for psychiatric patients takes away that right. [115] As stated by the WHO, it must 
be emphasised that this sets a precedent for patients to also lose their right to 
informed consent, confidentiality, and privacy. [115] Particularly in Australia, 
legislation for a treatment authority or treatment order can permit the treatment of 
a person with mental illness without their consent. Although there may be slightly 
differing processes of approving them, all treatment orders must meet certain 
criteria. The patient in which an authorised psychiatrist is applying the treatment 
authority for must be diagnosed with a mental illness, does not have capacity to 
consent, and if not treated, is a risk of harm to others, or is at risk of deterioration or 
harm to themselves. [116-119] The use of these treatment orders enable authorised 
psychiatrists and physicians to protect patients from imminent danger. However, 
the evidence for the efficacy of treatment orders is weak and inconsistent. [120] The 
selection criteria requiring the person to have been diagnosed with mental illness 
can also be interpreted as discriminatory, because it assumes that mental disorder 
is an implication for mental incapacity and lack of decision-making capacity. [121] 
Current legislation should update the criteria as a move towards capacity-based 
criteria. In one study, it was found that even among very mentally ill patients 
admitted to acute psychiatric wards, approximately 50% of patients retain mental 
decision-making capacity. [122] Using diagnosis of mental illness as a criteria 
causes systemic stereotyping and associates mental disorder with incapacity. 
Historically, the agency of patients with severe mental illness are typically already 
disregarded in their diagnosis and management. [97] A meta-analysis done in 2020 
investigating schizophrenic and bipolar patients found that over 70% of them 
understood treatment options to the point of having capacity to make their own 
healthcare decisions. [70] Furthermore, a second look must be strongly considered 
regarding laws around treatment authority and orders. 

An example of capacity-based treatment authorisations can be seen in Norway, 
which was implemented in 2017. Norway sets an example of how treatment orders 
can be used to protect patients but for many others, provide an avenue for patient-
centred care for psychiatric patients that still present with the capacity for decision 
making. Their goal was to increase patient autonomy, legal protection, and to reduce 
the use of coercion into treatment. [123] As a result, patients reported feelings of 
greater autonomy, freedom, and respect. [124] It must also be noted that for the 
overwhelming majority of patients there were no changes in the treatment and care 
of the patients after the new change in legislation. The only difference being that the 
treatment was not coerced or involuntary, but rather agreed upon with the patient in 



 

a shared-decision making model. Unsurprisingly, healthcare professionals were 
found to be much more likely to involve their patients in discussion and listen to their 
opinions with this change. [124] Patients reported to participate more actively in 
collaboration, offered their own opinion, and in general felt they were more 
respected. Lastly, patients reported that after years of having their medical decisions 
made for them, they became passive and detached from their own healthcare 
treatment. As discussed previously, a patient’s lack of engagement in their own 
health problems and healthcare fosters low health literacy and worsens health 
outcomes in a number of departments. 

Although the evidence in favour of capacity-based treatment authorisations are not 
plentiful, the human rights violations of treatment orders must be considered and 
brought into the spotlight. Current legislation also provides an avenue for misuse or 
systematic discrimination. One group investigating the rates of Australian and New 
Zealander community treatment orders (mandatory treatment for patients living in 
the social community) found that those from migrant backgrounds were 47% more 
likely to be on a treatment order. [96] They also found people that were “male, single, 
and not engaged in work, study, or home duties”, were significantly more likely to be 
on a treatment order than any other demographic. Compared to low-usage, 
jurisdictions that had high usage of treatment orders were less likely to see a 
reduction in readmission rates. In conclusion, suggesting that treatment orders do 
not incur any greater benefit of recovery than other modes of healthcare 
management. 

The Missing Middle - Service Gaps in Mental Health Care 

 
In 2014, the Australian National Mental Health Commission identified a significant 
gap in the delivery of mental health care to individuals experiencing moderate 
mental illness. [125] These individuals, whilst requiring help beyond that which can 
be provided by a GP, don't yet qualify for treatment on a hospital level, nor should 
they. [125] Because those in this group find themselves in a service gap between 
two ends of the spectrum of mental health care, the “missing middle” has been 
frequently used to describe this group. Those considered within the missing middle 
include: those who aren’t receiving services for their mental health needs, those who 
are accessing services but are underserved, those on long waiting lists, those who 
have exhausted affordable care provided by their mental health care plan, and those 
who fail to access care following the receipt of such a plan. [126] Initially, these gaps 
in care were attributed as being a consequence of incorrect funding incentives, 
which overfunded crisis treatment relative to care delivered prior to severe disorder 
onset. [125] Such asymmetric funding allows for cyclical treatment which neglects 
the ongoing needs of patients prior to, and following, hospitalisation. [127] 



 

Furthermore, failure to sufficiently integrate mental health care into other healthcare 
platforms was identified as a contributing factor in need of correction. [128] 
 
The burden arising from the absence of a comprehensive, accessible continuum of 
healthcare is distributed unequally amongst Australian populations. The 
‘Understanding the Missing Middle’ report by the ACT Government found factors 
giving rise to a need for intersectional and culturally competent care to be significant 
predictors of an individual's inability to access middle mental healthcare. [126] This 
demonstrates that not only is funding of care for those experiencing moderate 
illness insufficient, but is consequently not specialised enough to cater to the needs 
of a diverse population in Australia. [129] 
 
Reformed service models must be employed to ensure services which cater to and 
are tolerant of patients of variable backgrounds become accessible to those in need 
of them. [96] Although the Mental Health and Suicide Prevention Plan will make 
attempts to improve upon current models by decreasing wait times, and increasing 
provision of care to young people, this plan largely neglects the need of rural 
communities. [130] Additional funding of care which expands services in rural areas 
is pertinent as, for example, approximately ⅘ of the funding given to treatment under 
this plan will expand Early Psychosis Youth Services only in metropolitan areas. 
[130] 
 
Additionally, Aboriginal and Torres Strait Islander communities remain particularly 
underserved in health promotion, disorder prevention, early intervention and 
treatment. Services which take into account Aboriginal and Torres Strait Islanders’ 
understanding of mental, emotional, social, and behavioural wellbeing are 
underemployed. [98]  Furthermore, practitioners remain insufficiently educated, thus 
leading to a shortage of workers who can provide culturally competent care. 
Moreover, underrepresentation of Aboriginal and Torres Strait Islander populations 
in health service workforces remains a barrier to addressing current practitioner-
patient mistrust, a consequence of Australia's history of persecution of Aboriginal 
and Torres Strait Islander populations. [125] Therefore, health care models must be 
reformed to better include consideration of Aboriginal and Torres Strait Islander 
understandings as well as include Aboriginal and Torres Strait Islander populations 
in healthcare decisions, policies, and workforces. [131]  Therefore, healthcare 
models ought to be reformed so that Aboriginal and Torres Strait Islander 
populations are better involved in healthcare decisions, policies and workforces, and 
their various perspectives and understandings regarding mental health receive 
greater consideration. [131]  
 



 

The merits of increasing Aboriginal and Torres Strait Islanders’ access to holistic 
and culturally determined care is evidenced by the outcomes of existing, although 
limited, programs such as the Youth Initiative Project. [132] Such programs, 
however, are frequently limited by a lack of funding or resources. [133] Thus, in 
addition to reforming care to further Aboriginal and Torres Strait Islander 
involvement in mental health care, successful programs which exist currently should 
be identified, reviewed as to direct future programs, and enabled to expand where 
possible. [132] 
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