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A message from the Premier

Throughout Australia and, indeed, the world, attitudes to mental health
are changing.

Stigma and denial are giving way to awareness, acceptance and
understanding.

As a result, thousands of South Australians suffering from anxiety,
depression and a range of other mental illnesses are today coming out
from under the shadow that has long darkened their lives.

There is today a stronger emphasis on being frank about mental health,
on intervening early in order to prevent iliness, and on getting people
back on track so that they can enjoy rich and rewarding lives.

The importance our State places on mental health is reflected in the fact
that a firm target for the reduction of “psychological distress” has been
included in South Australia’s Strategic Plan.

It is in this social and policy context that | asked the Social Inclusion
Board to have a close look at South Australia’s mental health system,
and to recommend ways in which it might be modernised, reformed and
improved.

Under the leadership of its Chair, Monsignor David Cappo, the Board
undertook research, obtained expert opinion and — by talking to
hundreds of people across South Australia — carried out one of the most
extensive programs of public consultation on mental health in the
history of our State.

The result of that effort is this outstanding report, Stepping Up, which
examines a wide range of issues, offers 41 recommendations for
change, and maps out a five-year action plan.

On behalf of the State Government, | sincerely thank Monsignor Cappo
and the Board for their insight, hard work and dedication to the cause of
mental health.

The Government warmly welcomes Stepping Up, and it will carefully
consider this thoughtful plan with the aim of bringing about even greater
change for the better.

Mike Rann
Premier of South Australia
Minister for Social Inclusion
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Foreword from the Commissioner and Chair of the Board

This report lays out a detailed five-year action plan to reform the mental
health system in South Australia and to provide better, more responsive
services and an integrated system of care. In doing so, the Board
believes this will give much needed hope and deliver increased
wellbeing for many South Australians.

Improving the wellbeing of the community of South Australia is the
prime objective of the work of the Social Inclusion Board. We carry out
this work by focusing our energy on addressing major social needs in
our community. That is why when the Premier, Mike Rann, gave the
Social Inclusion Board the mandate in August 2005 to prepare a major
reform plan for the Mental Health System in South Australia, we knew
that we had been given a very serious responsibility, one that we have
not taken lightly.

Far from being overwhelmed by this responsibility, the Social Inclusion
Board immediately set out with a clear resolve to provide the
Government and the community with a plan of action for effective and
rapid reform of our mental health system. The report Stepping Up is
the result of our work. The report is so named because the Board has
put together a newly developed stepped system of care. People who
need mental health services will enter the new stepped system at the
level their need demands and if necessary, they would move from step
to step as their progress or regress requires. This new system of less
intensive to more intensive services will be well integrated and clearly
focused on the recovery needs of people.

In order to find out what was wrong with the old system of mental
health —a system that had not received any major reform for decades —
we needed to know what was working and what wasn’t working well in
our mental health services. We wanted to know what the community
thought about the system, particularly those South Australians who
have been consumers of mental health services, their families, their
carers, and their professional helpers. We gathered an enormous
amount of information locally, nationally and from expert advisers
internationally. We are confident that the results of this work will mark a
new and hope filled era in mental health in this state. | am sure that
when this action plan is implemented South Australia will have a mental
health system that is world class, fiscally responsible, consistent with
the National Mental Health Plan, in harmony with the Commonwealth
Government’s initiatives in mental health and second to none in
Australia.

The development of Stepping Up has truly come from the community.

A great many people have been involved in working on this plan and |
want to acknowledge with deep gratitude their generous commitment
and expertise. | want to give special mention to those who are currently

viii



working in the mental health system. They are very dedicated people
doing a great job. Stepping Up honours their work and provides them,
and those new workers who will be drawn to the new system, with
increased resources and hopefully less pressures.

The non-government sector has been outstanding in its support and
generous giving of wisdom in our ongoing discussions. And many
professionals in the field, as well as public servants in many
government departments, have helped us to put together a ‘joined-up’
plan, a term that has been uniquely applied in the work of the Social
Inclusion Board to mean new and innovative linkages across a wide
range of government departments. The reader will note these unique
linkages in these pages as Stepping Up responds to the varied, and at
times, complex needs of people who will use the mental health system.

Above all, | wish to thank the members of the Social Inclusion Board
and the Social Inclusion Unit. You have all shown not only a firm grasp
of the social needs of the community, but also good strategies to
properly answer our social needs.

And to our Premier, Mike Rann and to Gail Gago, the Minister
responsible for the implementation of the Government’s response to
this report, | thank you both for your confidence in us in carrying out this
important role for the community of South Australia.

| submit the report Stepping Up: A Social Inclusion Action Plan for
Mental Health Reform 2007-2012, to the Government of South Australia
for its consideration.

-

Monsignor David Cappo
Commissioner for Social Inclusion
Chair, Social Inclusion Board



Recommendations

DEVELOPING A PEOPLE-CENTRED SYSTEM

Recommendation 1

People with a mental illness who are consumers of the state’s mental health
services should participate at all levels of the system. This will require
innovative ways of ensuring their meaningful involvement in planning,
organising and evaluating services.

Recommendation 2

The carers and families of consumers must be seen as partners in the care
process. They should be included in care planning processes, with the
agreement of the consumer, and receive timely and appropriate information
and support.

UNDERSTANDING THE PEOPLE WHO USE THE MENTAL HEALTH
SYSTEM

Recommendation 3

The analysis of the people who use the current mental health system indicates
that Aboriginal people, people who live in the country and people with complex
needs should be considered as populations that require a specific focus in the
implementation of the recommendations throughout this report.

Recommendation 4

The Department of Health should work from an “understanding people as
individuals” approach to planning mental health reform and delivery of mental
health services. A people-centred approach means that consumers are
recognised when they enter, re-enter or move through the different pathways
across the system.

Recommendation 5

In support of a people-centred approach to planning, the Department of Health
must ensure that it can report accurately and regularly on the numbers of
individuals, their profiles and their interaction with the mental health system.
Community mental health services must develop a system of individual
(unique) identification that can become inter-operable with inpatient data
collections.

IMPLEMENTING A STEPPED SYSTEM OF CARE WITH COMMUNITY
SERVICES AT ITS CENTRE

Recommendation 6

The South Australian mental health system should fully adopt a recovery
orientation that is focused on helping people dealing with mental iliness to live
a satisfying, hopeful and contributing life.



Recommendation 7
The principles of recovery should be translated into organisational cultural
norms and behaviours that must apply across the system.

Recommendation 8

A stepped system of care must be implemented, ensuring there is sufficient
volume at each level of care from the least to the most intensive—supported
accommodation to community rehabilitation to intermediate care, acute care
and secure care. The aim is to maintain the system in balance and guarantee
recognition for people who present at each step. The Board supports using the
modelling work of Andrews and Associates as the basis for planning and
designing a stepped system for South Australia.

Recommendation 9

The Chief Executive of the Department of Health should take direct leadership
responsibility for ensuring system redesign benefits Aboriginal people. A
leadership group will be required who will undertake strategic audits of
progress against key measures and report to the Chief Executive on progress
and options for improvement.

Recommendation 10

Community mental health services must be situated at the centre of the

system by:

e allocating lead responsibility to them for all facility-based and community
care other than acute and long-term hospital care

e reorienting their functions and structure to implement the stepped system
of care

e organising services across adult, older people, and child and adolescent
sectors around geographic catchment areas to support a population health
approach

e establishing formal networking to drive practice consistency and
improvement within and across catchment areas.

Recommendation 11

The community mental health service should hold and manage funds that are
linked to reform. Transition funding and the reinvestment of funds that can be
freed up through implementation of the Plan must be enveloped and managed
carefully. The arrangements will require extensive discussion and the
development of a detailed model to ensure rigour and accountability.

Recommendation 12

In designing and implementing the reforms of community mental health
services, it is essential that the Department of Health pay particular attention
to the unique circumstances of country South Australia. This should be
reflected in defining the country catchment area and in the functioning of the
clinical networking, as well as in the community teams themselves and the
Rural and Remote Mental Health Service.

Recommendation 13

South Australia should invest in facility and non-facility based intermediate
care as an integral part of a stepped system of care.
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Recommendation 14

Intermediate care should provide holistic nurse-led care. It should be planned,
managed and evaluated on the basis of increasing responsiveness and choice
for consumers, reducing the state’s reliance on acute and emergency or
unplanned admissions and, in collaboration with community mental health
services, effective management of the pathways between hospital and home.

Recommendation 15

Mental health services must establish a focus on people with chronic
conditions and complex needs. The requirement is to provide co-ordinated
care that is supported by a joined-up approach across Government.

Recommendation 16

South Australia must advance a systematised response to people with dual
diagnosis. This system must be particularly responsive to people with complex
needs.

Recommendation 17

In implementing this response to complex needs, it is essential that privacy
principles are not misused or misapplied so that information is not shared
between agencies or with carers. This requires careful consideration by
agencies of how they fulfil their duty of care, the process they use for gaining
informed consent to share information and how they involve consumers in
planning for potential future relapses.

Recommendation 18

People with chronic conditions and complex needs who are involved with the
justice system should be a core client group for the focused and co-ordinated
response to people with complex needs.

Recommendation 19

South Australia should continue to build the capacity in the non-government
sector to deliver psychosocial rehabilitation and support services. The
development should be framed within a partnership approach that builds on a
system that will have community mental health at its centre.

Recommendation 20

South Australia should reassess its current investment in services provided by
non-government organisations, based on the evidence from the evaluation
that is due for completion in early 2007. A new and more rigorous contracting
process that builds on the concepts of the stepped system is warranted.
Rehabilitation and support services should be focused on helping people to
step down from formal care to maintaining ordinary associations in society that
support a meaningful life.

DEVELOPING A WORKFORCE FOR THE FUTURE
Recommendation 21
The Department of Health must immediately commence structured workforce

planning that is geared to sustaining staffing levels in specialist services, to
support a stepped system of mental health care.
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Recommendation 22

Short, medium and long-term workforce development planning and initiatives
need to be co-ordinated across government and non-government sectors.
There must be a dedicated plan for improving training, recruitment and
retention of Aboriginal people in clinical positions.

Recommendation 23

The Department of Health should negotiate private practice rights for
psychologists to enhance their career development and support recruitment
and retention. Other allied health professions should be encouraged to
negotiate similar private practice rights.

Recommendation 24

The Department of Health should establish a job redesign strategy for the
mental health system across the continuum of activity from incremental
change in existing roles, to designing new jobs that support a mental health
system that puts people first and is recovery oriented.

FOCUSING ON PREVENTION AND EARLY INTERVENTION

Recommendation 25

The impact of early childhood mental health promotion and prevention
interventions should continue to be highlighted. Planning and staff
development for programs supporting children during their early years should
increase their focus on achieving such an impact.

Recommendation 26

The Department for Education and Children’s Services and the Department of
Health should negotiate the design of an integrated system for responding to
children and young people with serious mental health or behavioural
problems.

Recommendation 27

South Australia should be working towards professional school-based
counsellors working in partnership with specialist child and adolescent mental
health services.

Recommendation 28

Child and Adolescent Mental Health Services should remain as specialist
services. However, they should operate functionally within their catchments to
support a range of primary mental health care services to ensure that young
people and their families experience seamless services. Aboriginal children
and young people need to be regarded as a priority population.

Recommendation 29

The human and economic benefits of early intervention for younger people
with early psychosis must be promoted. South Australia must fast track the
development of a response to first episode and early psychosis, sited and
managed as a specialist service. Careful planning and consideration must be
given to appropriate settings and young people should be involved in the
design and development of the program. Family interventions, education and
support must be elements of the program.
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Recommendation 30
In the context of the National Mental Health Action Plan, South Australia
should:

e align the recommended developments in private practice rights for
psychologists and other allied health staff with the National Action Plan.

e develop mental health nurse practitioner roles in country South Australia.
The focus should be on access for people who are at risk because of
shortages of GPs and a limited pool of visiting psychiatrists

e align the South Australian Government’s commitment to the Healthy Young
Minds Initiative with the MindMatters national initiative that aims to embed
promotion, prevention and early intervention activities for mental health
and suicide prevention in secondary schools in Australia

e align with developments in the field of guided self-management, including
web-based technologies, that could be incorporated into specialist
practice. particularly for rural and remote communities

e work with the Commonwealth to implement a universal system of routine
depression screening by general practitioners and for hospital inpatients.

Recommendation 31

South Australia must have a clear plan of action for the future management of
long-term aged residential care that is consistent with good practice and
contemporary policy. A focus on earlier intervention is required, ensuring that
people at risk and needing specialist services are identified and given priority
access to services. Partnerships with the Commonwealth and aged care
providers are essential to deliver a scalable and sustainable response.

REDEVELOPING GLENSIDE AS A CENTRE FOR STATE-WIDE
SPECIALIST SERVICES

Recommendation 32

Recent international developments and the practices of the private hospital
sector in Australia, should be taken into account in the design and
management of mainstreamed mental health inpatient services. This is
particularly with regard to the amenity of facilities and the recognition of the
therapeutic value of space.

Recommendation 33
The South Australian Government should build on its commitment to retain
Glenside and redevelop it as a stand-alone centre for state-wide specialist
mental health services.

Recommendation 34

The principles that are contained in the Board’s report should be used to guide
the redevelopment to ensure that it delivers the desired structural and
functional renewal of Glenside. The whole redevelopment should encourage
every day interaction between the people who are using mental health
services and the general community.

Recommendation 35

Establish a specialist service for Aboriginal people and locate it at Glenside.
Co-location with the other specialist services proposed for Glenside—including
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the drug and alcohol service and the early psychosis service—will benefit
Aboriginal people. The specialist service will be supported by a dedicated
research effort in Aboriginal mental health care.

ENCOURAGING AGENCIES TO WORK TOGETHER

Recommendation 36

The five mental health Partnerships for Joined-up Government that have
commenced work should continue. Completing their agendas to deliver co-
ordinated and where required, integrated responses to mental health issues
are essential to the stepped system of care.

Recommendation 37

Reporting on the progress of the Partnerships should be formalised through
the establishment of an Inter-Ministerial Committee, chaired by the Minister for
Mental Health and Substance Misuse and supported by senior officials.

TACKLING STIGMA AND DISCRIMINATION

Recommendation 38

The South Australian Government should develop two campaigns:

o A targeted awareness campaign on the changes to the Equal
Opportunity Legislation to protect people with a mental illness from
discrimination.

o A ‘slow stream’ public health campaign under the banner of ‘An Open
Mind’ to educate the community on the facts about mental illness and
promotion of positive messages about people dealing with mental
illness.

Recommendation 39

An Across-Government Action Plan should be developed and implemented to
ensure that the South Australian Government is an exemplary organisation in
managing the psychological wellbeing of employees and in the employment of
people with mental health issues.

IMPLEMENTING THE PLAN —MAKING IT HAPPEN

Recommendation 40

The South Australian Government should implement the Social Inclusion
Board’s Plan of Action for the reform of the mental health system over five
years.

Recommendation 41

In planning for the implementation of the Board’s recommendations, the
Department of Health must ensure that consumers, carers and families have
meaningful input at all levels.
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The frameworks
and mechanisms
of social inclusion
are essential for
people to achieve
their goals in life.

be a place for the delivery of state-wide specialist mental health
services.

Finally, the Board recommends how South Australia must use the
frameworks and the mechanisms of social inclusion. In its essence,
this is a report on how to support people with mental iliness to lead
the satisfying and hopeful lives they so desire.



LISTENING AND RESPONDING

Consultations

The first step for the Social Inclusion Board in formulating this advice
was to consult widely with people involved with mental health in South
Australia. It was clear from the outset that the success of any project to
reform the mental health system would be dependant on engaging with
the views of people with a mental iliness, their carers and with those of
service providers.

In total, over 1400 people were formally involved in the consultation
process. In addition, various interest groups have presented their views
to the Board. Members of the Board and the Social Inclusion Unit met
with interested groups and individuals upon request. The Board, without
bias or favour, has considered the full array of opinions.

The Board’s consultation process

The consultation process with service users and providers included the
following elements:

1. A phone-in was widely advertised and held 27-30 March 2006. A total of
288 phone calls were received with just over three in every five callers
(61%) living in the metropolitan area. Consumers (29%) and carers (31%)
accounted for 60% of callers.

2. An on-line survey was also advertised, to which 528 people submitted
responses. The respondent category breakdown was as follows:
consumers (10.8%); carers (9.1%); concerned citizens (10.5%); and
health care providers (21.7%). The largest group was the ‘other’ category
(34.1%), of which four in every five respondents (148 in total) were
principals or teachers.

3. Four perspective panels — consumers and advocates, professions and
workforce organisations, non-government organisations, public sector
managers — were each convened for three meetings, chaired by Board
members. Between December 2005 and April 2006 specific consultations
with country South Australia and with Aboriginal people occurred in
parallel with the panel meetings. A communiqué from each of the panels
and the country and Aboriginal consultations was presented to the Social
Inclusion Board for consideration in May 2006.

4. A reference group was established, comprised of 4-6 members from each
panel and participants from the Aboriginal and country consultations. The
communiqués provided the foundation of the discussion and debate. The
Reference Group met on six occasions between May and August 2006 to
discuss and build consensus regarding the following issues:

e Policy drivers

Primary and intermediate care

Psychiatric disability, housing, rehabilitation and support services

Priority populations

Community-based clinical mental health care

Workforce.

The Board
consulted widely
and, without bias
or favour, has
considered the
full array of
opinions.



The change
agenda is
informed by
extensive
research,
consultation and
expert advice.

Several wide-
ranging inquiries
and national
developments
have also
contributed to
the philosophy
and direction of
the Board’s
advice.

The Board commissioned extensive research, examined the evidence
and considered the advice of experts. Consideration was also given to
developments in mental health policy in other states. Drawing on
experience from its other references, as well as the evidence base, the
Board has developed its advice on mental health reform within a social
inclusion framework.

In undertaking its analysis and drawing its conclusions, it is the trust
and hope for the future that people dealing with mental illness have
placed in the Board that is the driving force behind the change agenda
proposed in this report.

Context

The Board prepared this report to the Government at a time when there
were several wide-ranging inquiries and important national
developments in the area of mental health.

In August 2005, just as the Board was receiving its mental health
reference, the Mental Health Council of Australia, the Human Rights
and Equal Opportunity Commission and the Brain and Mind Research
Institute released its review report, Not for Service. The report captured
the current critical themes in mental health care from the perspective of
those who use and deliver its services on a daily basis.

In December 2005, the National Mental Health Report (2005) was
released and provided a ten year review of trends across the First and
Second National Mental Health Plans.

At the same time the Senate Select Committee on Mental Health was
finalising its investigations into the service system and delivered a
comprehensive report in March 2006.

The Council of Australian Governments (COAG) released the National
Action Plan on Mental Health 2006—2011 in July 2006 that emphasises
coordination and collaboration between government, private and non-
government providers to deliver a more seamless and connected care
system.

The South Australian Government commissioned a review of legislation
relevant to mental health. In response to the resulting Bidmeade Report
(2005), the Government has committed itself to reforming mental health
legislation in South Australia.

The Board values the insights and understandings that have come from
these investigations. They provide an important underpinning for the
philosophy and direction of the Board’s advice. The Board has built on
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them to develop the reforms necessary to achieve a better system for
mental health care in South Australia.

The Board recognises that a new system needs to fit into the national
framework with clear understandings of responsibility between the
Commonwealth and States and Territories. The Board has monitored
the COAG process and its outcomes and took these into account in the
deliberations that led to this report. This has been important for the
Board in determining the scope of its advice to the South Australian
Government.

Focus of Board’s advice in the context of Commonwealth and
state responsibilities

State
Responsibilities

Figure 1:

Commonwealth
Responsibilities

State Funded Primary Health
Care

Primary Health Care MBS &
PBS

*Public Sector Specialist
Mental Health Services and
contracted NGOs

Private Specialist Mental
Health Services

Employment,
Training, Housing,
Aged Care, Drug
and Alcohol Services

Employment, Training,
Housing, Aged Care,
Disability, Justice

*Focus of Advice

It is the Board’s understanding that the State-funded mental health
system is and should remain a specialist service. It should focus on
providing services to those people who have serious conditions that
require responses not readily available in the community or that require
specialised expertise. Widening the range of people cared for by a
specialist mental health system when it is not required has the potential
to do more harm than good'. It also does not make good economic
sense. Managing people in the normal settings of primary health care
reinforces the fact that most mental health conditions are common
problems and people should not, through shame or prejudice, fail to
seek treatment through their general practitioner.

! Baicker, K and Chandra, A, Medicare Spending, the Physician Workforce and
Beneficiaries’ Quality of Care, Health Affairs, 2004.
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South Australia
has an
imbalanced
mental health
system with
pathways that
are congested
and crisis-driven.

What we heard

The messages to the Board were clear and consistent from a range of
perspectives and across the consultation:

e Consumers, carers and families want the system to understand and
recognise them as individuals.

e Consumers want to access the services they need, when they need
them.

e There should be more flexibility and choice tailored to people’s
individual circumstances.

e The hope for recovery must be consistently reflected in day-to-day
practice.

e Carers and families want to be appropriately involved in planning
and providing the care for their family member.

e Transitions between hospital and home are particularly difficult,
especially with the system geared to deal with crises and
emergencies, but less positioned to prevent a crisis occurring or to
support the transition to a rehabilitation process in the community.

e Some people with complex needs and chronic conditions are not
assertively followed up and get ‘lost from the system’ until they have
another crisis.

e Stigma and discrimination are still issues.

e People with severe mental illness continue to be socially excluded.

e Issues relating to recruitment and retention of staff and workforce
morale must be addressed.

e Leadership accountabilities and responsibilities between the
Department of Health and the health regions need to be clearer.

Defining the problem

Having analysed these messages, the Board has concluded that the
over-arching problem is a state specialist mental health system that is
out of balance. People do not have appropriate accommodation or care
to remain well in the community and avoid hospital admissions. When
people need more intensive care, there are very few options for those
who do not necessarily require an expensive hospital bed. Hospital
beds are not then readily available for people with more urgent
requirements and people are discharged with limited planning to make
way for emergencies. The pathways of care that link the system are not
currently managed to support responsiveness or continuity.



A system out of balance

South Australia:

e has overall 23 acute beds per 100 000 population compared with the

national average of 19.9 and the Victorian level of 19.5

e spends at above national average levels on clinical community

mental health services

e spends well below national average levels on community non-
clinical care for people with mental illness (usually provided through

non-government organisations)

e has an undersupply of supported accommodation places for people

with mental illness.

The current configuration of the clinical system is based on a linear

pathway —admission to treatment to discharge.

Figure 2: Current system —configuration of care pathways
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The Board’s advice is that the Government should commit to seven
strategic directions and that those strategic directions should be
implemented over five years:

One:

Two:

Three:

Four:

Five:

Six:

Seven:

Understanding the people who use the mental health
system.

Implementing a stepped system of care with community
services at its centre.

Developing a workforce for the future.
Focusing on prevention and early intervention.

Redeveloping Glenside as a centre for state-wide
specialist services.

Encouraging agencies to work together — partnerships for
participation.

Tackling stigma and discrimination.
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1. UNDERSTANDING THE PEOPLE WHO USE THE
MENTAL HEALTH SYSTEM

This section of Stepping Up brings together the information from the
Board’s research on the people who use mental health services in
South Australia. This section also includes a comparison with New
Zealand, a country that collects and reports on individual people who
use mental health services.

The purpose of this section is to provide a basis for the Board’s
recommendations, as well as a starting point for the implementation of
the Board’s recommended reforms.

A mental health system that puts people first needs to understand the
people it serves as individuals. Developing an ongoing profile of the
people who use services, together with an understanding of their social
context and circumstances and the way they interact with the system, is
the basis for realistic planning, service design and effective delivery.

Sources of information

The Social Inclusion Board has been successful in piecing together
data to begin to build a picture of the people who use mental health
services. Health systems accumulate good information around the
diagnoses and events that bring people in contact with hospitals or
mental health teams. The Board’s challenge was to gather information
about mental health and other related systems as a whole and about
the people using the system.

The Department of Health and the Department for Families and
Communities analysed information and generated specific reports that
significantly assisted the Board in developing its analysis and
understanding.

The Department for Families and Communities, in partnership with
regional community mental health services-, undertook a ground-
breaking audit of people using Adult Community Mental Health Services
in August 2006.% The findings from the audit significantly contributed to
our understanding in this area. Also, the Department of Health

2 The Audit was necessary because most of the ongoing data collection in the states
and territories is generated for the National Mental Health Report. However, the
report does not have reliable quality data on the number of individuals supported by
community mental health services. See Department of Health and Ageing, National
Mental Health Report (2005), Appendices Tables See Note a) page 66 — number of
patients treated and service contacts by ambulatory care.
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and 6,000
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undertook for the Board a specific calculation of individual people using
hospital services, and the Social Inclusion Unit carried out modelling
based on a range of published prevalence and service usage data.

Information on older people and child and young people has been
sourced mainly from the Clients in Common program,® work that was
commenced in the previous Department of Human Services based on
2002 data.

People who need specialist services

As already noted, nationally and internationally, the focus for specialist
services is on people with serious to severe mental health conditions. A
significant proportion of the work will involve lower prevalence psychotic
conditions and/or people who have a significant level of functional
impairment because of their mental iliness. The prevalence of psychotic
conditions in the Australian community is estimated to be between 0.4%
and 0.7% of the adult population at any one point in time.* This equates
to 3900 to 6700 people in South Australia.

Based on the Adult Community Mental Health Services Audit in August
2006 (‘the Audit’), it would seem that the number of individual people
aged between 18 and 65 receiving clinical support from these services
at any one time is between 4900 and 6000.°

The calculation on usage of hospital services reliably concluded that
4,404 individual people were hospitalised during 2004-05, some of them
more than once. Analysis of the Australian Bureau of Statistics
Disability and Carers Survey estimated the number of people aged
under 65 who had a psychiatric disability of a severity that classified
them as high need was 4,500 individual people at any one time.

* Based on data report generated from the Clients in Common project. This is a joint
project of the Departments of Health and Families and Communities. The project
sets out to describe the clients and patterns of their service use across the bulk of
the service delivery arms of the above two departments. Data were obtained for the
2002-2003 financial year from Child and Adolescent Mental Health Service
(CAMHS), Community Health Services (CHS), Child and Youth Health (CYH),
Children, Youth and Family Services (CYFS), Disability Services (DS), South
Australian Housing Trust (SAHT), South Australian Community Housing Authority
(SACHA), Aboriginal Housing Authority (AHA), all metropolitan public hospitals,
community mental health services and Glenside Hospital. (Further data were
obtained from Mount Gambier and Whyalla hospitals and CHS.)

Jablensky, Assen et al. People Living with Psychotic lliness: An Australian Study
1997-98, Department of Health and Aged Care, Canberra, 2000.

The estimate for adult community mental health would only include people from the
assessment and crisis intervention teams that were managed as clients at the time
of the audit. The 4900 figure may be understated because a small number of teams
did not fully participate.

12



The three estimates are not mutually exclusive. In fact, it is expected
that there is a crossover between the core client groups in each
category, as illustrated in Figure 3.

Figure 3: Estimated numbers of individual people using community mental
health and hospital services

—

Individual people using

O Community Mental
Health Services at any
one time

) Individual people in
Hospital in one year

Estimated Individual
people with High Need
Impairment at any one
time

4,500

The extent of the crossover could only be confirmed by matching the
identity of individual people across the three estimates. Systems must
be developed to make such information readily available to support
mental health system planning and development.

The profile of people using community mental health

services
The Board has

As already noted, the basis for realistic planning, service design and started the
effective delivery must be in consideration of the people who use work of building
services, their social context and circumstances and the way in which a profile of the

. . . . people who use
they interact with the system. The Audit and other data give us a good Community
insight into the profile of the people using community mental health Mental Health
services. We now have an understanding of the age profile (Figure 4), Services.

people’s housing circumstances (Figure 6) their housing security
(Figure7) and their sources of income (Figure 8)

In summary:

e 44% are females, 56% males

e 9% are Aboriginal people

e 66% of people are under 44 years of age

o 25% live in the country and 75% metropolitan

e 40% lived alone

e 85% report a long-standing mental health condition (of these, 18%

are homeless or in vulnerable situations)

e 71% report the Disability Support Pension as their major source of
income.
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Figure 4: Age profile of clients of Community Mental Health Teams
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Figure 5: Location of clients of Community Mental Health Teams
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Figure 6: Housing type
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Figure 7: Stability of housing
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Figure 8: Source of income
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Also of particular importance is the finding that 24% of individuals in the
audit have children under 18 years of age. Of these people, 58% have
significant responsibility for at least one of their children. It seems that
about 800 families® are being directly touched by the work of community
mental health services at any point in time.

A country perspective

South Australia has 28% of its population living outside the Adelaide
metropolitan area. This is comparable to national metro-country
patterns of population distribution. However, there is an important
difference in South Australia: in this state there are no regional centres
with populations greater than 25 000. The predominant pattern is
scattered settlement in small towns with populations of up to 3 000 with
density becoming progressively lower in the far reaches of the state to
the west and north. Road travel to Adelaide—or to the nearest centre
that has commercial flights to Adelaide—is the main method of travel in
country South Australia. Unlike some other states and territories, there
are no commercial flights between regional centres without first flying to
Adelaide and regional passenger rail services of the type seen in New
South Wales, Victoria and Queensland are non-existent.

These unique characteristics of South Australia’s country population
must be taken into account in the redesign of the mental health service

¢ Based on the higher estimate of 6000 clients.
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system. For people living in country South Australia, integrated care has
an important geographical imperative, which is easily forgotten in
Adelaide, but whose consideration is essential for proper systems
design.

Aboriginal people

The resident population of Aboriginal people in South Australia is
27,060 people representing 1.8% of South Australia’s total population
and 5.6% of the national Aboriginal population. Approximately half of
South Australia’s Aboriginal population lives in metropolitan Adelaide
and half in regional, rural and remote areas. ’

As in general health, Aboriginal people are relatively over-represented
in the mental health system with nine percent of people using
community mental health services identifying as Aboriginal. Overall, the
number of people is relatively small (in the range of 300-500) and they
are dispersed across the state.

The Aboriginal population is relatively much younger than the general
population —a median age of 20.8 years compared with 37.8 years. The
general lower life expectancy in the Aboriginal community, combined
with the lower life expectancy for people with severe mental illness,
means that there are very few Aboriginal people in the profile of
services for older people.

Imprisonment rates for Aboriginal people are more than twelve times
higher than the non-Aboriginal population.® The rate of juvenile
detention for Aboriginal males is forty times greater—over 1000 per 100
000 compared to 25 per 100 000.

If South Australia’s mental health system is to provide effective
interventions to assist Aboriginal people with a mental illness, and their
families, these factors need to be taken into account. The particular
challenge for those designing service systems is that the Aboriginal
population of South Australia is relatively small and dispersed, and their
relative disadvantage is significant.

The advantage is that in absolute terms the numbers of Aboriginal
people needing mental health services is small. A well-resourced
system can rise to the challenge, provided it has the necessary cultural
competency and works at developing an Indigenous mental health

” Australian Bureau of Statistics, Population Distribution, Indigenous Australians, 2001,
Australian Government, Canberra.

¥ Steering Committee for the Review of Government Service Provision, Overcoming
Indigenous Disadvantage Key Indicators 2005 Report, Aged standardised
imprisonment rates, June 2004.
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workforce. These issues are discussed in greater detail in subsequent
sections of the report.

Older people

Based on prevalence studies, South Australia could expect about 9000
people aged between 65 and 74 years and about 8500 people aged 75
years and over to have some kind of mental or behavioural problems in
the course of a year. Of the total of approximately 17 000 people, the
most common condition experienced will be some form of mood
disorder (such as depression) or anxiety related problem, which in the
main can and should be managed and treated in a primary care
context.

An area of growing concern in mental health for older persons is
dementia. The capacity of the aged care sector to manage dementias
without recourse to state specialist mental health service has increased
enormously. However, dementia is frequently associated with other
mental health problems such as depression or psychotic features.®

There are very few older people with conditions such as schizophrenia
and bipolar disorder. People with a severe mental illness are less likely
to survive into old age. People with mental illness have a 2.5 times
higher mortality rate than the rest of the population, which is equivalent
to a life expectancy in the 50-59 year age group.'°

While no detailed information on the profile of patients of mental
services for older people was available, there is some information from
other sources. Based on data collected for the Clients in Common
program,’’ a reasonable minimum estimate of the number of persons
65 years and over who would be consumers of state government
funded mental health services is 3100 per year. The expected gender
breakdown is 31% male and 69% female, with 77% of the total living in
the metropolitan area. We also know that in 2004-05 there were 523
people over the age of 65 who where hospitalised one or more times in
a designated mental health bed.

It is clear that the profile of mental iliness is very different in older
people than in the 18-64 year old age group, resulting in a different set
of needs. These differences need to be accounted for in service design.
A partnership with relevant Commonwealth Government agencies will
be essential.

? Australian Bureau of Statistics, Mental Health in Australia: A Snapshot, 2004-05.
" Lawrence D and Coghlan R, Health Inequalities and the Health Needs of People
with a Mental lliness, 2002.
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Children and young people

It is estimated that 14.2% of Australian children aged four to 17 years
have a diagnosable mental disorder. The most common condition is
Attention Deficit/Hyperactivity Disorder (ADHD), which affects 11.1% of
children and young people. A quarter of those with ADHD have one or
more other mental health conditions at the same time.

The other two most common mental health conditions in children and
young people are conduct disorders (aggressive, delinquent behaviour)
and depressive disorders (depression and anxiety)."

Males have a higher prevalence of conduct disorders and ADHD than
females, but there is little difference in the prevalence of depressive
disorders. 27% of male children and young people with ADHD will have
two or more mental health conditions, compared with 15% of females.

The majority of these conditions are treated and managed in community
settings. In fact, of the estimated 14.2% of children and young people
with a mental illness or behavioural problem, half will rate ‘low’ on a
‘problem level scale’. Only one in ten will rate ‘very high'’. In this context,
we know that only 305 people under the age of 18 were hospitalised
one or more times in a designated mental health bed in 2004-05.

The Clients in Common data indicates that 8810 children and young
people were consumers of state government funded mental health
services in 2002-03. Of these 61% were female and 39% male. The
data show that only 60% are from the metropolitan area suggesting
either an undercount in the city or, more likely, a greater focus in the
country by state funded services because there are fewer options for
access to private psychiatrists and psychologists.

Based on work by Michael Sawyer and associates™ it might be
expected that about 5000 children and young people with a diagnosed
mental illness or behavioural problem will come into contact with state
specialist community mental health programs as part of their treatment.
Using data from the Clients in Common program, it seems that in 2002-
03 CAMHS had 3052 children and young people as registered clients,
probably an undercount, but still close to the expected number.

Again, the profile of mental health conditions in younger populations is
very different from that seen in the dominant adult (18-64 years of age)
service system. This difference needs to be accounted for in service
planning and implementation.

12 Australian Bureau of Statistics, Mental Health in Australia: A Snapshot, 2004-05.

' Sawyer et al. Mental Health and Special Programs Branch, Commonwealth
Department of Health and Aged Care, The Mental Health of Young People in
Australia, Publication Production Unit, Commonwealth Department of Health and
Aged Care, Canberra, 2000.
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Figure 9: Numbers of individual people hospitalised as in-patients 2004 -
2005 by gender
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Risk factors

The Community Mental Health Audit identified the following range of
risk factors that give some insight into the levels of functional
impairment for people using adult mental health services:

Social isolation 65%
Substance abuse 44%
Lack of family support 42%
Behavioural problems 37%
Poor health 28%
Chronic disease 21%
Victim of violence 20%
Contact with criminal justice 16%

system or offending behaviour

However, there is a broad spectrum of functional capacity across these
risk factors. In this context it is important to remember that diagnosis of
a severe mental illness does not in itself determine an individual's
functional capacity.

The nature of the risk factors identified in the Audit and the spectrum of
functional capacity presented in Figure 10" reinforces the point that
there is scope to help people with a mental illness to build their social
capital and improve their life chances. In this context, social capital
means the networks, social ties and mutual obligations that are

19 Jablensky, Assen et al. People Living with Psychotic lliness: An Australian Study
1997-98, Department of Health and Aged Care, Canberra, 2000.
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Figure 11: Number of contacts, bed nights and individual people seen at all
District Health Boards 2001-2004 *'
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The annual count is 2.6 times the monthly count, which means 18,230
individual people in an average month, and represents 0.6% of the adult
population. Translated to South Australia, the estimated average
monthly count for South Australia is 5700 individual people. Assuming
that the patterns are the same for South Australia, the annual count
would be around 14 800 individual people.

The Department of Human Services Clients in Common Project for the
2002-03 financial year identified 12 000 people who were users of the
mental health system which suggests that the annual count is likely to
be somewhere between 12 000 to 14 800 individuals.

Unmet demand

It is often quoted that between 40-60% of people with a mental health
problem do not get a service and half of those that do are not getting
effective evidence-based interventions. This gives the perception of a
significant unmet demand.

In order to examine this issue in detail, the Board used the modelling of
Andrews and Associates to identify the service requirements and costs

2l New Zealand Health Information Service, Ministry of Health, Mental Health Service
Use in New Zealand, 2004.
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hospital wards can be less than therapeutic for seriously ill people in
disturbed states.>®

With changing design standards, general hospital sites—with a focus on
short lengths of admission (average of three to five days)—will struggle
to provide the space and tranquillity that facilitate effective treatment for
people with serious mental illness.

The Board has noted the emerging practice in the United States and
United Kingdom to build new stand-alone specialist psychiatric
hospitals. For example, the Birmingham (UK) Mental Health Trust is in
the process of building a new 137-bed psychiatric hospital providing
core specialist services, older adult services, acute adult mental health
beds and an intensive therapy unit for patients whose behaviour is so
disturbed that they cannot be managed in open acute treatment places.

This state of the art public hospital is due to be completed in 2007 and

will provide:

¢ single room sleeping space with en-suite for each inpatient

e significant day space, including provision of women-only day space,
therapeutic activities space and space in which patients can
withdraw and seek solitude

o facilities for visitors, including child friendly spaces

e dining areas for main meals and ward/unit kitchens for the
preparation of snacks and hot drinks by patients and staff

e external space.”’

The Board also notes that in Australia 75% of the 1727 private
psychiatric hospital beds are in stand-alone mental health facilities, not
in general private hospitals.®® In South Australia, all three private
hospitals providing mental health services are stand-alone facilities.

The Adelaide Clinic—91 beds: provides a full range of general, acute and
specialised psychiatric services, including an elderly assessment and
treatment unit.

Fullarton Private Hospital-44 beds: includes a specialised adolescent unit in
addition to providing general acute psychiatric care, and a stand-alone day
patient facility.

Kahlyn Day Centre-licensed as the Kahlyn Private Hospital for 40 beds but
now run as a day program with inpatient services provided through the
Adelaide Clinic. Specialises in the treatment of drug and alcohol disorders and
general acute psychiatric care.

%% Select Committee on Mental Health, A National Approach to Mental Health — from
Crisis to Community, Senate Printing Unit, Parliament House, Canberra, 2006.

> Birmingham and Solihull Mental Health NHS Trust, Birmingham New Hospitals
Project: Outline Business Case, 2002.

52 Department of Health and Ageing, National Mental Health Report 2005,
Commonwealth of Australia, Canberra, 2005.
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Guiding principles for the Glenside redevelopment

1.

10.

11.

12.

13.

The primary purpose of the site will be to provide modern, state of the art
facilities that meet the service needs of people with a mental illness or people
with a drug and/or alcohol dependency.

The mental health services remaining on the campus will be of sufficient size to
achieve clinical sustainability and viable staffing arrangements.

Other services should only be added to the site if they can enhance the primary
purpose of the site.

Design of facilities will optimise the benefits of the healing space of the gardens
and grounds of the Glenside Campus for mental health clients and their
families, all who work on site and the local community.

The design, location, scale and form of buildings will provide an environment
that is as home-like as possible, which facilitates multi-purpose opportunities
and the ability for flexible adaptation over time.

The redevelopment will design and locate facilities in a manner that supports
service partnerships to enhance improved mental health and drug and alcohol
treatment outcomes.

Site planning and building design will meet best practice standards in
ecologically sustainable design resulting in more efficient use of energy, water
and other natural resources.

Landscape and environmental design features will be used to promote
recovery, protect privacy and provide safety.

The redevelopment should strengthen community support and acceptance of
the importance of the range of health services provided on the Glenside
Campus and maintain and enhance the relationships with neighbours to the
site.

Optimise the social, economic and environmental value of the site by
establishing a model for integrated governance.

Develop facilities in a manner that supports cost-effective and efficient service
provision and that matches the level of care and management required by
clients, as these change over time.

Build partnerships with other government agencies and local government to
deliver environmental outcomes that contribute to broader state and regional
natural resource management objectives.

Encourage the positive engagement of the private sector to optimise the
economic benefits of their investment in the realisation of the master plan in
accordance with these principles.

76



























messages integrated within existing programs and subjects—rather than
as a separate add-on-is the ideal to be working towards.

The partnership will be based on the Department of Education and
Children’s Services and the Department of Health continuing to work
towards delivering integrated services for young people who need more
intensive interventions because of serious mental health or behavioural
issues. This will necessarily mean changes for both systems. However,
integration of the work of professional school-based counsellors with
that of specialist mental health services, provided through Child and
Adolescent Mental Health Services (CAMHS), will be essential.

The focus of the joined-up partnership in this area should be on:

e Describing the evidence-based policy framework for child and
adolescent mental health services, including a definition of the
proposed roles of specialist and primary health services and how
they relate to schooling and social supports.

e Implementing existing early childhood programs (including antenatal
programs) with a focus on mental health, ensuring that standard
business planning and staff development and performance
management processes focus on increasing the mental health
promotion and prevention capacity of early childhood programs.

e Implementing processes for educating young people about mental
health and mental illness within the existing curriculum, rather than
an as add-on.

e Integrating school-based services with specialist mental health and
wellbeing services in the community.

A future-looking case study:
Tim—-possibilities from a joined-up response

When Tim had his first psychotic episode, just before his 17" birthday,
he was admitted to the adolescent inpatient service at the Child, Youth
and Women'’s Health Service and diagnosed with schizophrenia. During
that stay his family received counselling and advice to facilitate a
successful return to home. Following discharge, his CAMHS ‘gateway’
worker worked with Tim and his family on a plan for him to transition to
the early psychosis service based at Glenside. His CAMHS and early
psychosis case managers co-worked for six months to ensure that the
transition ran smoothly. From then onwards, Tim received regular home
visits from clinicians and allied health professionals from a community
mental health team (CMHT) working from a comprehensive care and
relapse plan. In addition to treatment for Tim, the CMHT also provided
continuing support and advice to his family and his girlfriend.
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Change is always challenging. Implementing the vision in this report is
as much about changing culture as it is about changing structures.
Engaging the hearts and minds of all partners is crucial.

The Social Inclusion Board is convinced that the South Australian

mental health system has the willingness and ability to meet this
challenge. In partnership we can make it happen.
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Glossary of terms

Acute care

Short-term medical treatment, usually in a hospital, for patients having an
acute illness, which generally exhibits a rapid onset followed by a short,
severe course.

Catchment
The geographical area and its population that is serviced.

Clinical
Related to the treatment of a disorder.

COAG

Established in 1992, the Council of Australian Governments (COAG) is the
peak intergovernmental forum in Australia. COAG comprises the Prime
Minister, state premiers, territory chief ministers and the President of the
Australian Local Government Association (ALGA). The role of COAG is to
initiate, develop and monitor the implementation of policy reforms that are of
national significance and which require co-operative action by Australian
governments.

Community mental health
Those services and teams that are delivering care outside of hospital settings
across the child and adolescent, adult and older people sectors.

Contracting
The process whereby government purchases services from other sectors
based on agreed specifications, resources and accountability arrangements.

Country South Australia
The geographic area and its population outside of the Adelaide metropolitan
area.

De-institutionalisation

Refers to the process of discharging long-term patients from psychiatric
hospitals and other long-term facilities so that they can live in the general
community.

Forensic services
Specialised services for people who have a mental illness and are in contact
with the courts or the corrections system.

Full time equivalent
The percentage of time a staff member works represented as a decimal where
1 equals full time.

Mental health

Mental health is not simply the absence of mental ililness. It is a state of
emotional and social wellbeing in which the individual can cope with the
normal stresses of life and achieve his or her potential.
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Mental illness

Mental illness is a clinically diagnosable condition (or disorder) that
significantly interferes with an individual’s cognitive, emotional or social
abilities.

Intermediate care
A range of service types with the common aim of providing short-term
substitutes for acute admissions or hospital stays.

Inpatients
People receiving care in hospital settings.

Joined-up government
Agencies across government working together to deliver benefits for particular
people or interest groups whose needs span more than one portfolio.

Mainstreaming
The transfer of beds from stand-alone psychiatric hospitals to psychiatric
wards in general hospitals.

Non government organisations (NGO)

In the context of the report, refers to those organisations in the not for profit or
for profit sector who are contracted to deliver services for people with a mental
iliness.

Psychotic conditions

A diverse group of illnesses that are characterised by fundamental distortions
of thinking, perception or emotional response and include schizophrenia,
bipolar affective disorders and delusional disorders.

Psychosocial rehabilitation

Practice that encourages people to participate actively with others in working
on their mental health and social competence goals. The process emphasises
wholeness and wellness and has a comprehensive approach to the delivery of
vocational, residential, social/recreational, education and personal adjustment
services.

Recovery

A deeply personal, unique process of changing one’s attitudes, values,
feelings, goals, skills and/or roles. It is a way of living a satisfying, hopeful and
contributing life.

Shared care

In the context of this report, shared care refers to arrangements where
practitioners from the primary care and specialist sectors work co-operatively
to achieve positive outcomes for a person or group.

Social capital

The networks, social ties and mutual obligations that are accumulated over
time and can be drawn upon and used in a way that produces personal,
economic and social gain. They are a shared or group-held social resource.

Specialist services
In the context of this report, specialist refers to the secondary and tertiary
services that are the state funded component of mental health services.
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Stepped care

A service system that is organised as a range of steps from the least intensive
to the most intensive. The system is balanced by ensuring there is sufficient
capacity at each of the less intensive service steps so as to limit the need for
more intensive options. Costs are likewise graduated across the steps from
the least expensive to the more expensive.
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APPENDIX 1: Social Inclusion Board members

Monsignor David Cappo (Chair)
Ms Amanda Blair

Mr Mark Butler

Prof Bettina Cass

Mr Bill Cossey

Prof Graeme Hugo

Ms Ingrid Marshall

Mr Alwyn McKenzie

Ms Tanya Smith

Prof Roger Thomas

Mr Brenton Wright
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APPENDIX 2: Reference Group and Panel

Members

Reference Group

Cappo, Monsignor David

Belperio, Dorothy, Ms
Blieschke, Jeremy, Mr
Bonner, Rob, Mr
Brayley, John, Dr
Bria, Robert, Mr
Buckskin, Mary, Ms
Butler, Mark, Mr
Chhabria, Belinda, Ms
Colbung, Kerry, Ms
Cossey, Bill, Mr
Devlin, Janet, Ms

Dodd, Zell, Ms
Fielke, Ken, Dr
Fisher, Jane, Ms
Frost, Peter, Dr

Harris, Geoff, Mr
Hundertmark, James, Dr

Johnson, Bob, Mr.
Laubsch, Sam, Ms
Lawrie-Smith, April, Ms
Maguire, Madge, Ms
Martinez, Lee, Ms
Miliotis, Natasha, Ms
Oxlad, Lindsay, Mr
Panter, David, Dr.
Rozenbilds, Ute, Dr

Saltis, Johanna, Dr
Sanders, Cathy, Dr

Smith, Tanya, Ms
Steeples, Tom, Mr
Thomas, Roger, Mr
Upton, Sue, Ms
Waterford, David, Mr

Warmington, Rosemary, Ms

Whitehorn, Jill, Ms
Winefield, Helen, Dr

Wright, Brenton, Mr
Yates, lan, Mr

(Chair)

The Richmond Fellowship of SA

Social Inclusion Unit

Australian Nursing Federation
Department of Health

Social Inclusion Unit

Aboriginal Health Council of South Australia
Social Inclusion Board

Department of the Premier and Cabinet
Department of Health

Social Inclusion Board

South Australian Divisions of General
Practice

Southern Adelaide Health Service

Rural & Remote Mental Health Services
Council on the Ageing South Australia
South Australian Divisions of General
Practice

Mental Health Coalition of South Australia
Royal Australian & New Zealand College of
Psychiatrists

Country Consumer

Youth Affairs Council of South Australia
Department of Justice

Catherine House Inc

Department of Health

Mental lliness Fellowship of South Australia
Public Service Association

Department of Health

Royal Australian and New Zealand College
of Psychiatrists

Australian Psychological Society of South
Australia Branch

South Australian Divisions of General
Practice

Social Inclusion Board

Health Consumer Alliance

Social Inclusion Board

Helping Hand Aged Care Inc

Social Inclusion Unit

Carers Association of South Australia Inc
Social Inclusion Unit

Australian Psychological Society South
Australia Branch

Social Inclusion Board

Council on the Ageing South Australia
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Consumers, Carers & Advocates Advisory Panel

Wright, Brenton, Mr
Burgess, Anne, Ms
Di'Orio, Mirella, Ms
Doogue, Barbara, Ms
English, Lyn, Ms
Harley, John, Mr
Haynes, Coralie, Ms

Hilton, Michelle, Ms
Kluzek, Ben, Mr

Laubsch, Sam, Ms

Mason, Paola, Ms
Miliotis, Natasha, Ms

Parry, Trevor, Mr

Potter, Reg, Mr

Rigney, David, Mr
Seiboth, Joy, Ms
Slocombe, Colin, Mr
Smith, Ann, Ms
Smith-McCue, Dy, Ms

Steeples, Tom, Mr
Stocco, Denis, Mr

Van de Ven, Michelle, Ms

Warmington, Rosemary, Ms

Waterford, David, Mr
Whitehorn, Jill, Ms
Yates, lan, Mr

(Chair)

Equal Opportunity Commission
Disability Action
NORCAG
Panic Anxiety Disorder Association
Office of Public Advocate
Flinders Medical Centre Mental
Health Consumer Group

ASEC (Youthink)
Eating Disorder Association of
South Australia Inc
Youth Affairs Council of South
Australia
Children of Mentally Il Consumers
Mental lliness Fellowship of South
Australia Inc
Noarlunga Mental Health
Consumer Group
Consumer & Carer Advisory
Council covering Glenside Campus
& Eastern Mental Health Services
Disability Advocacy & Complaints
Service
Association of Relatives & Friends
of the mentally Il
Obsessive Compulsive Disorders
Support Group
Flinders Medical Centre Mental
Health Consumer Group
Youth Think (Child & Adolescent
Mental Health Service
Health Consumer Alliance
Mood Disorders Association of
South Australia
Mood Disorders Association of
South Australia
Carers Association of South
Australia Inc
Social Inclusion Unit
Social Inclusion Unit
Council on the Ageing South
Australia



Management Panel

Cossey, Bill, Mr

Beltchev, George, Mr
Bosio, Anne, Ms

Brayley, John, Dr
Caudrey, David, Mr

Cappo, David Mons
Cusack, Lynette, Ms

Diamond, Mark, Mr
Dow, Alastair, Dr

Durrington, Learne, Ms
Evans, Keith, Mr

Fahy, Bryan, Mr
Goodes, Tim, Mr
Komorek, Marie, Ms

Leggett, Mark, Mr
MacDonald, Gerard, Mr
Miller, Sandy, Mr
Mondy, Gail, Ms

Panter, David, Dr
Rafalowicz, Eli, Dr
Reid, Simonne, Ms
Severin, Peter, Mr
Smith, Tanya, Ms

Waterford, David, Mr
Whitehorn, Jill, Ms
Wildash, Helen, Ms

Wilson, Liz, Ms

(Chair)

Department of Health

Department of Further Education,
Employment, Science and
Technology

Department of Health

Department for Families &
Communities

Commissioner for Social Inclusion
Drug & Alcohol Services South
Australia

Department of Health

Department of Education & Children’s
Services

Department of Health

Drug & Alcohol Services South
Australia

South Australian Police

Attorney General's Department
Children, Youth & Women'’s Health
Service

Department of Health

Department of Treasury & Finance
Department of Health

Children, Youth & Women’s Health
Service

Department of Health

Southern Adelaide Health Service
Department of Health

Department of Correctional Services
Office of the Executive Committee of
Cabinet

Social Inclusion Unit

Social Inclusion Unit

Department of Education & Children’s
Services

Department for Families &
Communities
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Non-Government Organisations Advisory Panel

Smith, Tanya, Ms

Ballestrin, Darryl, Mr
Belperio, Dorothy, Ms
Biven, Andrew, Mr

Brown, Josephine, Ms
Buckskin, Mary, Ms
Cleary, Terry, Mr
Duncan, Jennifer, Ms
Dunn, Midge, Ms
Fitzpatrick, Colleen, Ms
Graham, Colin, Mr
Grogan, Karen, Ms
Harris, Geoff, Mr
Horsnell, Jan, Ms

Klun, Viv, Ms

Lowe, Steve, Mr
Marks, Sue, Ms

McGrath, Bernadette, Ms

McGuire, Madge, Ms
Millar, Sean, Mr
Schwarz, Peter, Mr

Senior, Paul Mr
Smith, Sonia
Steinfort, Patrick, Mr
Upton, Sue, Ms
Warner, Peter, Mr
Waterford, David, Mr
Whitehorn, Jill, Ms
Wilson, Robert, Mr
Young, Bev, Ms

(Chair)

GROW (South Australia) Inc

The Richmond Fellowship of South Australia
South Australian Network of Drug & Alcohol
Services

Neami Port Adelaide

Aboriginal Health Council of South Australia
Anglicare South Australia Inc

SACOSS

Life Without Barriers

Lutheran Community Care

Aboriginal Health Council of South Australia
South Australian Council of Social Services
Mental Health Coalition of South Australia
Anglicare, South Australia Inc

Isolated Persons Project of Norwood
Clubhouse South Australia

Roofs South Australia

Supporting Survivors of Torture & Trauma
Catherine House Inc

Neami Port Adelaide

Recreation Link-Up Program, Young Men’s
Christian Association

Centacare Catholic Family Services
Isolated Persons Project of Norwood

Peer Support Foundation Victoria

Helping Hand Aged Care Inc

Uniting Care Wesley Port Adelaide

Social Inclusion Unit

Social Inclusion Unit

Baptist Community Services (South Australia) Inc
Southern Cross Care South Australia Inc
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Workforce and Professions Advisory Panel

Butler, Mark, Mr
Barkway, Pat, Ms

Bonner, Rob, Mr
Cain, Chris, Dr

Cooper, Steph, Dr
Dhillon, Rohan, Dr
Gilbert-Hunt, Sue, Ms
Hare, Jon, Mr

Keeler, Ngara, Ms
Leow, Steven, Dr

Oxlad, Lindsay, Mr
Pegram, Robert, Dr

Rozenbilds, Ute, Dr

Rugen, Connie, Ms
Sanders, Cathy, Dr

Waterford, David, Mr
Whitehorn, Jill, Ms
Winefield, Helen, Dr

(Chair)

Australian & New Zealand College of
Mental Health Nurses

Australian Nursing Federation

Australian Medical Association South
Australia Inc

South Australian Salaried Medical Officers
Association

South Australian Salaried Medical Officers
Association

Australian Association of Occupational
Therapists, South Australia

Psychologists Association of South
Australia

Convenor, Aboriginal Health Workers
Forum

Royal Australian College of General
Practitioners

Public Service Association

Royal Australian College of General
Practitioners

Royal Australian & New Zealand College of
Psychiatrists

Australian Association of Social Workers
South Australian Divisions of General
Practice

Social Inclusion Unit

Social Inclusion Unit

Australian Psychological Society South
Australia Branch
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APPENDIX 3: Partnerships for joined-up
responses

Partnership 1: Education, Employment and Training/Mental Health

Department of the Premier and Cabinet—Social Inclusion (COAG)
Department of the Premier and Cabinet—Aboriginal Affairs and
Reconciliation

Department of Health—Mental Health Unit

Department of Further Education, Employment, Science and Training
Commonwealth Department of Health and Ageing—Mental Health
Commonwealth Department of Human Services—CentreLink
Commonwealth Department of Employment and Workplace Relations

Partnership 2:General Health/Mental Health/Drug and Alcohol
Services

Department of Health

Department of Health—Aboriginal Services Division
Commonwealth Department of Health and Ageing—Primary Health
Care

Regional Health Services—General and Mental Health

Drug and Alcohol Services SA

Office for Women

Department of the Premier and Cabinet—Social Inclusion Unit
Department of the Premier and Cabinet—Aboriginal Affairs and
Reconciliation

Partnership 3: Child and Adolescent Psychological Wellbeing

Child and Adolescent Mental Health Services

Child, Youth and Women’s Health Service

Department of Education and Children’s Services

Department for Families and Communities

Families SA

Department of the Premier and Cabinet—Social Inclusion Unit
Department of the Premier and Cabinet—Aboriginal Affairs and
Reconciliation

Office for Youth

Partnership 4: Housing/Social Care/Aged Care/Mental Health
Department of Health - Mental Health

Department for Families and Communities—Disability Services
Department for Families and Communities—High Need Housing
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Department for Families and Communities—Office for the Ageing
Housing SA

Community Housing

Regional Mental Health Services

Commonwealth Department for Families and Community Services and

Indigenous Affairs (FACSIA)

Commonwealth Department of Health and Ageing (DoHA)—Aged Care

Partnership 5: Justice/Mental Health

Attorney-Generals Department

SA Police

Department of Correctional Services

Courts Administration Authority

Department of Health—Mental Health

Department of Health—Aboriginal Health Division

Department of Health—Prisoner Health Services

Drug And Alcohol Services SA

Regional Mental Health Services

Department of the Premier and Cabinet—Social Inclusion Unit
Department of the Premier and Cabinet—Aboriginal Affairs
Reconciliation
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