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About the Royal
Australian New
Zealand College of
Psychiatrists

The Royal Australian and New Zealand College of Psychiatrists (RANZCP) is a membership organisation
that prepares doctors to be medical specialists in the field of psychiatry, supports and enhances clinical
practice, advocates for people affected by mental illness and advises governments on mental health care.
The RANZCP is the peak body representing psychiatrists in Australia and New Zealand, and as a binational
college, has strong ties with associations in the Asia and Pacific region. The RANZCP has more than 5500
members including more than 4000 qualified psychiatrists and around 1400 members who are training to
qualify as psychiatrists.
The RANZCP NSW Branch represents over 1600 members including over 1200 qualified psychiatrists.
Psychiatrists are clinical leaders in the provision of mental health care in the community and use a range of
evidence-based treatments to support a person in their journey of recovery.

How this pre-budget submission
was developed
Our pre-budget submission was developed in consultation with members of the NSW Faculty and Section
Subcommittees and members of the NSW Branch Committee.
It draws on their knowledge and expertise of the mental health-care system, in identifying issues affecting
people living with mental health conditions and evidence-based solutions to improve their lives and
the mental health-care system. For the most part, it relies on the views and concerns of the individual
psychiatrists consulted for this pre-budget submission, and where appropriate, quantitative data to
validate key issues raised by them.
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Message from the Chair –
Dr Angelo Virgona
It gives me great pleasure to present our 2020
Pre Budget Submission (‘Submission’), “Let’s Fix
Something” to the NSW Government on behalf of
NSW members of the Royal Australian and New
Zealand College of Psychiatrists.
The development of our Submission comes at a time
when mental healthcare in this country is under
close scrutiny to see whether current investment is
delivering the best outcomes (and value for money)
for people with mental health conditions and their
families. Our Submission also comes at a time when
our mental healthcare system is being put to the test
by persistent drought and ravaging bushfires that are
devastating communities across this State.
We are not taking a scatter gun approach. Everyone
knows there is not enough of anything in this sector,
but the Branch supports an approach where critically
disadvantaged areas are brought into focus.
The submission we made to the Productivity
Commission (‘Commission’) inquiry into mental health in April last year highlighted the need for critical
evaluation and bold reform. The Commission heard this message from every corner of the mental health
sector, heeded it and is calling for a rebuild of the sector. Making these once in a generation changes to
funding and governance arrangements will take great commitment from all levels of government, and we
urge the State government to rise to the challenge.
This budget must see a strong focus on rural issues, and deliver programs that will turn the tide against
maldistribution of medical and specialist resources. We have recommended the reinvigoration of the Rural
Psychiatry Project, with the aim of getting more trainees to live and work in rural areas, as well as supporting
those trainees and psychiatrists already there. It worked before. It’ll work again.
We’ve recommended better scoping and planning of child and adolescent mental health services to ensure
children and their families get the best possible wrap-around responses available. Focussed investment in
early life services, across the State, is critical if we’re serious about prevention.
We’ve also recommended an overhaul of the Mental Health Access Line (MHAL). Our research found
significant shortcomings in most Local Health Districts’ access lines, creating confusion for consumers,
carers, GPs, psychiatrists and other mental health clinicians and workers. This confusion around access and
not getting timely responses and assessments, puts lives at risk. NOW is the time to fix this service. These
are times of more frequent and challenging crises, and the effective access points that properly functioning
MHALs deliver, are a critical component of responsive mental health systems.
We need to have an honest conversation about what’s going on in our prisons. They have been de facto
psychiatric wards for years, but wards where you don’t get treatment. Too many are being denied basic
mental health care. It’s simply not good enough to have people languishing in their cells, plagued by
untreated symptoms. Resources need to be increased and turf wars, between Justice Health and Corrections
need to be sorted.
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More generally, and its exploration is beyond the scope of this submission, is the need for dramatic reinvigoration
of the community mental health sector. At NSW Health’s Mental Health and Emergency Department forum
in December 2019, the focus was how to deal with the ever-increasing mental health demand in emergency
departments (EDs). The consensus view was that, in the absence of significant community mental health
investment, the demand on EDs will grow, and that any innovations in that space will not have significant
impacts on demand. All inquiries into the mental health sector since the 80’s have bemoaned the lack of a robust
and responsive community mental health sector. Hospital-based services will continue to suck the life out of
mental health budgets unless there is clear commitment to, and quarantined funding of, the community sector.
Our Submission reflects the priorities our Branch Committee and Faculty/Section Subcommittees have identified
over the course of the year in their deliberations on mental health policy issues. Accordingly, I would like to thank
those who contributed to the development of this important policy document.
Dr Angelo Virgona
Chair - RANZCP NSW Branch Committee
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Workforce

Grow and support the
psychiatric workforce in
rural communities
Invest $2.5 million over five years to
establish a Rural Psychiatry Project to
support rural psychiatric registrars.
Psychiatrists are an integral part of our mental health
system. They provide clinical services to people with
mental health conditions as well as clinical leadership
and governance to mental health services. They
also teach and supervise doctors training to become
psychiatrists, other doctors working in mental health
and other health practitioners.
When we talk to members about mental health
care in NSW, they tell us things need to improve
drastically if they are to meet growing demand for
mental health care, especially in rural communities
where access to essential and specialised mental
health services are limited or non-existent.

QUICK FACTS
• 2.8 million (or 36.5%) of NSW’s population
lives in regional, rural and remote areas1
• 287 towns in NSW have populations of less
than 1000
• Suicide rates are two to three times higher
in regional/rural LHDs than Sydney based
districts. Hunter New England LHD has the
highest number of suicides in NSW (154).
• People living in rural and remote areas
have two to six times less access to a
psychiatrist than people living in cities (see
Table 2).2
• 54% of Aboriginal people live in regional,
rural and remote areas.3 Aboriginal people
have significantly higher rates of mental
illness than non-Aboriginal people in New
South Wales. 4

1 Australian Bureau of Statistics 2016 Census. NSW Population. [Cited 21 November 2019]. Available at https://quickstats.censusdata.abs.
gov.au/census_services/getproduct/census/2016/quickstat/1GSYD?opendocument
2 Community Affairs References Committee. Accessibility and quality of mental health services in rural and remote Australia. The Senate,
2018. [Cited 21 November 2019]. Available at https://www.aph.gov.au/Parliamentary_Business/Committees/Senate/Community_Affairs/
MentalHealthServices/Report
3 NSW Office of Aboriginal Affairs Key Data Aboriginal people 2019 [cited 22 November 2019]. 229 p. Available at https://www.
aboriginalaffairs.nsw.gov.au/pdfs/new-knowledge/KEY-DATA-ABORIGINAL-PEOPLE-OCTOBER-2019.pdf
4 Audit Office of NSW 2019. Mental health service planning for Aboriginal people in New South Wales. NSW Auditor General’s Report.
[Cited 21 November 2019] 47 p. Available at https://www.audit.nsw.gov.au/sites/default/files/pdf-downloads/Final%20report_2019%20
MHSP%20for%20Aboriginal%20people%20in%20NSW_August%202019.pdf
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We hear there is a severe and worsening shortage of psychiatrists in rural and remote parts of NSW, and a lack of
incentives to support recruitment and retention of health professionals in areas of high need. For many people in
rural and remote NSW, mental health services are simply out of reach because of cost, distance, and a shortage
of health professionals. Higher rates of suicide in these communities are an unacceptable reflection of gaps in the
state’s health system.
Rural communities also experience greater mental health mortality and morbidity, being more vulnerable to
mental health problems related to natural disasters, financial hardship, lack of or inaccessibility to health services,
and geographical and social isolation. In addition, across rural and remote NSW, there is an acute shortfall in
treatment and recovery services (for example, for people who have experienced trauma and people who misuse
alcohol and other drugs) as well as subspecialty care for vulnerable groups, such as children and adolescents,
Aboriginal and Torres Strait Islander Peoples, and older people.
It is well-established that the geographic distribution of psychiatrists tends to be more concentrated in major
population centres than in rural and regional areas. This is attributed to:
• Professional isolation in more remote areas because there are fewer peers and support networks from whom
to learn from and seek advice on clinical practice
• Workloads being higher and less flexible because there are fewer health professionals patients can go to. This
limits opportunities to take time off to attend professional development activities or holidays.
• There being fewer job opportunities for partners
• The bulk of training opportunities taking place in cities. As a result, people establish their lives within their
local community and find it hard to leave when qualified.

NORTHERN NSW
NEPEAN BLUE MOUNTAINS

CENTRAL COAST

HUNTER NEW ENGLAND

MID NORTH COAST

WESTERN NSW

WESTERN SYDNEY
NORTHERN SYDNEY

FAR WEST

Location

Number of
Psychiatrists

Hours worked
by setting

Sydney
(Northern Sydney,
South Eastern
Sydney, Sydney
LHDs)

1 psychiatrist
per 4,102
population,
equating to
approximately 24.3
FTE per 100,000
population

600 psychiatrists,
working 3936
hours in the
inpatient setting,
working 2360
hours in the
outpatient setting

Outer Sydney
(Nepean, Blue
Mountains, South
Western Sydney
and Western
Sydney LHDs)

1 psychiatrist
per 12,311
population,
equating to
approximately 8.1
FTE per 100,000
population

186 psychiatrists,
working 2315
hours in the
impatient setting,
working 1223
hours in the
outpatient setting

1 psychiatrist
per 13,518
population,
equating to
approximately 7.4
FTE per 100,000
population

222 psychiatrists,
working 2147
hours in the
inpatient setting,
working 1456
hours in the
outpatient setting

SYDNEY
SOUTH EASTERN SYDNEY
SOUTH WESTERN SYDNEY
METROPOLITAN
(see breakout box)

MURRUMBIDGEE

ILLAWARRA SHOALHAVEN
ILLAWARRA SHOALHAVEN

NETWORK WITH VIC

SOUTHERN NSW
Specialty Networks
• Sydney Children’s
Hospitals Network
(Randwick and Westmead)
• Justice and Forensic
Mental Health Network
• St Vincent’s Health
Network

Regional/rural
(Central Coast, Far
West, Hunter New
England, Illawarra
Shoalhaven, Mid
North Coast,
Murrumbidgee,
Albury Wodonga
Health Service,
Northern NSW,
Southern NSW,
Western NSW
LHDs)

5 RANZCP submission 2018. Inquiry into Accessibility and quality of mental health services in rural and remote Australia. [Cited 21 November
2019] 11 p. Available at https://www.ranzcp.org/files/resources/submissions/sub-to-the-senate-into-rural-and-remote-mental-hea.aspx
6 Fitzsimmons, C. Growing use of locums in private psychiatry ‘really disruptive’. Sydney Morning Herald [internet]. 8 July 2019 [cited
18 November 2019]. Available from https://www.smh.com.au/national/nsw/growing-use-of-locums-in-public-psychiatry-really-disruptive20190705-p524lm.html
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We know from various data sources that populations in regional
and rural areas will continue to grow, some in the order of 20%
(e.g. Central Coast, Nepean Blue Mountains) and will require a
commensurate level of service planning and investment in new
mental health services. Only the Far West will see a decline in
population (see Table 1). And to improve health outcomes for
people with mental illness, regional and rural areas of NSW need
greater access to the diversity of care that is available to people in
urban areas.

FIFO and outreach services offer
an alternative where specialist
services are otherwise unavailable,
[however] they ‘should not be
seen as permanent solutions’
or replacements for a workforce
based on the location.5

We hear reports from our members and in the media that health
agencies are increasingly needing to turn to alternate models
of service delivery such as locums, visiting medical officers (VMOs) and fly-in fly-out (FIFO) doctors to address
the lack of mental health services and professionals available in rural and remote communities.6 The extent of
this situation is made evident in Table 1 where we see, for example, LHDs like Western NSW, Southern NSW
and Murrumbidgee delivering psychiatry services almost entirely through the use of VMOs. The case for more
psychiatrists in rural areas is also made evident in the data presented in Table 2. As shown, rate of growth for MBS
subsidised mental health services is highest in in regional, rural and remote areas, in some cases, six times higher.

While visiting specialists provide an adequate short-term solution to the problems noted above, they do not
address the psychiatry workforce pressures within the mental health system overall, nor do they address the
problem that many people with mental conditions living in these communities face which is a lack of continuity
of care and access to a broader range of mental health care services. In the large regional hospital I work in, all
the senior management are FIFO, and almost all the VMOs. They have no committed connection to the region,
or to VMO succession planning. Also, the defunding of outpatient services and consequent outsourcing to NGOs
and deskilling of outpatient services is very disheartening. This is a false economy which will have long-term
effects on whether clinicians can bear to work in the public system.
Workforce Survey Respondent – Psychiatrist, Rural LHD

The trend to fly-in services, while no doubt well-intentioned, has probably had an adverse effect on attracting
more psychiatrists to live in regional areas. In other specialties, locally, I have observed, that if a specialist
wants to move here, they have little difficulty in getting a VMO position at the base hospital. This provides a firm
foundation for their practice, and most of them stay, set up a local practice, become very invested in the local
community and spend their money locally. In psychiatry it has been inordinately difficult to attract people, and
when they do come, they are not welcomed by the public mental health service, are often only employed as
locums and inevitably they never get attached to the community and usually fairly quickly move back to the city.
Workforce Survey Respondent – Psychiatrist, Rural LHD
7 NSW HealthStats Population by Local Health District [Accessed 20 November 2019] Available at http://www.healthstats.nsw.gov.au/
Indicator/dem_pop_lhnmap
8 NSW Suicides 2017, HealthStats NSW, [Accessed 20 November 2019] http://www.healthstats.nsw.gov.au/Indicator/men_suidth/men_
suidth_lhn
9 Figures provided by NSW Health, Hospitalisation by category of cause [Accessed 21 November 2019] Available at http://www.healthstats.
nsw.gov.au/Indicator/bod_hos_cat/bod_hos_cat_lhn_snap
10 Assumes a population of 100,000 people.
11 8 were not stated
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4,627,231

Total

344,060
415,060

283,615

306,903

Western NSW

Northern NSW

251,910

3,393,483

NA

NA

Total

Justice

Sydney Children’s Network

8,022,733

NA

942,374

Hunter New England

Grand total

3,837,640

416,091

Illawarra Shoalhaven

9,867,526

NA

1,063,870

471,700

466,660

348,472

385,180

Central Coast

Nepean Blue Mountains

301,690

244,740

223,355

243,309

250,170

Mid North Coast

214,124

Southern NSW

27,780

6,027,850

1,482,480

Murrumbidgee

30,060

Far West

Regional and rural areas

1,027,226

Western Sydney

1,402,810

1,124,960

947,829

1,019,985

South Eastern Sydney

South Western Sydney

1,121,810

945,497

Northern Sydney

895,790

2036

686,694

2019

Sydney

City/metropolitan areas

LHD

1,844,793

NA

NA

444,157

121,496

55,609

81,480

66,588

37,157

18,075

1,431

28,555

36,046

-2,280

1,400,619

455,254

382,825

177,131

176,313

209,096

Change

23%

NA

NA

13%

13%

13%

21%

19%

12%

6%

1%

13%

17%

-8%

30%

44%

38%

19%

19%

30%

% + or -

145,719

NA

NA

60,272

18,717

7,139

8,959

8,498

3,167

3,577

2,872

4,513

2,330

500

85,447

17,585

13,701

17,058

21,103

16,000

Admissions
mental
disorders
2017-18

15
460

86811 (10.1)

43

112

46

18

17

14

8

4

0

5

0

0

290

59

29

60

71

71

Staff
specialists

277

5

19

184

20

18

10

13

18

41

21

15

20

8

69

5

34

8

17

5

VMOs

737

20

62

296

66

36

27

27

26

45

21

20

20

8

359

64

63

68

88

76

Total

# of public sector psychiatrists
(headcount) as July 20199

NA

NA

501

154 (16.5)

51 (13.1)

50 (13.6)

41 (11.9)

49 (17.6)

38 (13.8)

48 (21.5)

35 (15.1)

35 (16.1)

NA

340

56 (5.8)

84 (8.6)

97 (9.8)

49 (7.3)

54 (7.7)

# Suicide
(rate per
100,000)8

TABLE 1 - Current and projected population, number of public sector psychiatrists per 100,000 by LHD7

10885

NA

NA

11,464

14,278

11,558

14,266

12,906

11,804

6,303

11,586

11,168

10,706

3,758

12,889

16,050

16,190

13,939

10,744

9,035

Psychiatrist/
population
size

9.2

NA

NA

9.4

7

9

7

8

8

16

9

9

9

2610

7.75

6

6

7

9

11

Per 100,000
population
2019

3.5
123,788
121,239

People living in regional and rural communities deserve
the same level of access to mental health care as people
living in city and urban areas. This means providing
greater access to psychiatrists including those who work
privately and those who specialise in certain fields, for
example, addiction, trauma, old age and young people
who make up a large and growing number of people
who commit suicide.
We need to find ways to build and retain a ‘critical
mass’ of psychiatrists so that it is attractive for them to
want to work and live in the community and overcome
the professional and organisational disadvantages of
remoteness from urban centres.
To that end, we call on the government to invest $2.5
million over five years to establish the Rural Psychiatry
Project to build a sustainable psychiatry workforce in
rural NSW and improve rural mental health service
capacity through provision of peer support and continued
professional development. Funds will be used to employ
one full-time project officer, a 0.4 staff specialist to
oversee implementation of the Project and trainees’
educational expenses (e.g. attending Congress, books,
internet, research project, travel etc.). This particular
initiative should be overseen by the NSW Branch of
RANZCP in partnership with NSW Ministry of Health.

NSW

NA

91,012

94,460

97,870

101,633

107,937

113,548

118,687

9.5
3,480
3,517
1,961
Very remote

1,670

1,568

1,620

2,191

2,422

2,601

2,941

10.4
8,769
7,918
4,396
Remote

5,160

5,211

5,187

5,538

5,904

7,016

7,460

12.0
96,246
91,744
49,240
Outer regional

51,496

53,064

55,178

56,347

61,087

71,631

81,953

5.0
317,891
307,704
231,001
Inner regional

233,630

237,281

241,196

242,915

261,450

273,101

292,227

2.2
1,964,350
1,944,437
1,661,431
Major cities

1,673,339

1,684,357

1,704,398

1,749,890

1,802,990

1,830,321

1,917,112

2.9
2,390,788
2,355,319
1,949,702
All areas

1,967,222

1,983,481

2,009,411

2,058,777

2,136,042

2,216,848

2,302,742

Average annual change
(per cent) 2012–13 to
2016–17
2016–17
2015–16
2014–15
2013–14
2012–13
2011–12
2010–11
2009–10
2008–09
2007–08
Remoteness area

TABLE 2 - Psychiatry - MBS Medicare-subsidised mental health-specific services, by provider type (psychiatry), remoteness area, 2007–08 to 2016–1712

Actions required

12 The number of services reported for each remoteness area may not sum to the total due to
missing or not reported data.
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Improve access to the mental
health system
Properly fund the Mental Health Access Line (MHAL) to ensure people with mental health
conditions, their carers and health care professionals access the right mental health service
at the right time and place.

QUICK FACTS
MHAL was established more than a decade ago to provide triage and assessment of people
with mental health conditions. Depending on the help needed, the service links the person
up with a local mental health service for ongoing support. The line is staffed by mental
health experts and operates 24/7 all over NSW.
Psychiatrists use the service to follow-up on patients discharged from hospital or refer
them to a service in the community, often a crisis team.
For many people with mental health conditions, MHAL is the first entry point into the mental
health system.

12

Royal Australian and New Zealand College of Psychiatrists New South Wales Branch Priorities for 2020–2021

In 2019, the NSW Branch surveyed members about
their experiences of MHAL.13 The survey found
significant shortcomings in the operations of the
service to the extent that these were putting lives
at risk and causing users of the service to feel
frustrated, helpless and stressed.
The evidence received from our Fellows regarding
MHAL paints a worrying picture about the quality
and standard of the service. We heard that
approaches to referral, triage and advice are not
consistent and that some MHALs refuse referrals
because patients are considered high risk (e.g. not
age appropriate (e.g. a child) or not having the
right primary diagnosis (e.g. dementia).

Overall, how would you rate your experience
of using the MHAL (N=283)?
40%
35%
30%
25%
20%
15%
10%
5%
0%

Very Poor

Poor

Average

Good Very good

We heard members who responded to the survey
say they have given up using MHAL because it wastes their time, many of their calls are not returned, they are
put on hold for lengthy periods of time (sometimes up to two hours) and referrals getting bogged down in
bureaucratic processes. Many also said they would stop using the service altogether if not for the fact they are
forced to use it.
Of grave concern to us were reports of the service turning consumers away because their needs were too
complex or were at risk of suiciding.

Actions required
The NSW Premier has made suicide prevention a top priority during its next term of government. Any approach
to suicide prevention must include a commitment to the provision to timely and accessible mental health
services. An effective, clinician-staffed MHAL is an important component in the suite of services needed to
address the suicide epidemic in this country. We noted in our 2019/20 PBS that approximately $30 million
per year (based on tender responses over a decade ago) was needed to make MHAL a fully operational and
comprehensive service, but with improvements in technologies since, it is likely to be a less expensive.

13 The survey report is available at https://www.ranzcp.org/files/branches/nsw/mhal-survey-report.aspx
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Children and young people
Coordinate to intervene early
Invest $500,000 undertaking
consultations across all NSW Local
Health Districts and Networks
to identify service co-ordination
gaps in mental health services for
children and young people
Invest $750,000 annually creating
10 Child and Adolescent Psychiatry
Trainee Fellowships to build
capacity and capability in specialist
child and adolescent psychiatry in
high need areas.

QUICK FACTS
• Since 2007, the rate of suicide among 1724 year olds has almost doubled from 55
to 103 in 2017. Hospitalisation rates have
increased by 50% for this cohort over this
same period (see graph). 14
• As at 30 June 2018, there were nearly
14,000 children and young people in
statutory out of home care. Of these, 40%
were Aboriginal. 15
• 75% of mental health problems first appear
before the age of 25. 16

14 NSW Healthstats. Suicide [cited 5 December 2019] Available at http://www.
healthstats.nsw.gov.au/Indicator/men_suidth/men_suidth_age_trend
15 Family and Community Services. Quarterly report on services for families and
children services (2017-18) (Q4) [cited 6 December 2019] Available at file:///C:/Users/
bfolino/Downloads/Q4-families-and-children-services-reporting-2017-18.pdf
16 Black Dog Institute. Prevention of mental health disorders in young people, [cited
10 December 2019]. Available at https://www.blackdoginstitute.org.au/research/keyresearch-areas/prevention-in-young-people
17 Ibid.

14

• 1 in 4 young people aged 16–24 experience
a mental illness. 17
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The mental health system
works well when consumers
receive the mental health
support they need, when and
where they need it. It also
works well when various parts
of the system work together
to deliver the best care.
However, as reported by our
Fellows, many children and
young people have difficulty
successfully navigating
different service systems
relating to mental healthcare.
Some of these include early
childhood services, housing,
employment, and income
support, and services that help
with legal and alcohol and
drug issues.

Hospitalisations by cause, persons aged 0-16
and 17-24 years, NSW 2008-18

500 00

400 00

300 00

200 00

100 00

0
2007-8

2008-9

2009-10

2010-11

0-16 (persons)

2011-12

2012-13

2013-14 2014-15

17-24 (persons)

2015-16

2017-18

Total

We heard the current fragmentation of services in mental health is not maximising the best outcomes for
children, young people and their families. Poor planning can lead to a service environment that is difficult to
navigate. This is further impacted by a lack of capacity in localised service delivery required to respond to complex
need.
When we consulted our Fellows about the needs of children, adolescents and young people with mental health
conditions, they told us coordination works well in some areas and with some services, but there is still a long
way to go to achieve effective service coordination and integration for this vulnerable group.
Our Fellows told us that
Suicides 17-24 year-olds
childhood and adolescence
120
offers a crucial window of
opportunity to intervene
100
early to prevent children and
80
young people developing
serious mental illness and
60
self-harming. Funding to
40
implement prevention and
early intervention services
20
starting from pregnancy to
0
start of school aligned with
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016
2017
the “First 2000 days’ policy
could be the investment
that would make a difference to our children’s long term future. They tell us they need core psychosocial issues
tackled by wraparound services. This is particularly important in preventing young people entering the criminal
justice system.
We also heard that some health districts are unable to provide a full-range of experiences for child and
adolescent psychiatry trainees (e.g. preschool services, juvenile justice, developmental disability etc.) to meet
advanced training requirements and build capability and capacity in this area of specialist care. Our Fellows are
advocating for fully funded fellowships to guarantee future supply of and patient access to child and adolescent
subspecialists care.
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Actions required

Our visits … reminded us of
the importance of service
coordination to ensure that
our children and vulnerable
members of our community have
the chance to reach their full
potential and contribute to the
prosperity of our state
The Hon Bronnie Taylor MLC
Committee Chair 18

SPOTLIGHT
Outreach Support for
Children and Adolescents
(OSCA) provides a
specialist mental health
service within Child Youth
Mental Health Service
(CYMHS) that provides
short - term (up to 4
months) intensive and
outreach interventions.
Referrals for OSCA are
through the local CYMHS
community teams.

Our Fellows who specialise in child and adolescent psychiatry
told us governments need to continue funding a fully
integrated child and adolescent mental health services that
coordinates care from prevention to early intervention through
to clinical and specialist care. However, this needs to happen
in a planned and considered way that takes into account of
existing services and needs of the local community. To that
end, the Branch calls on the government to invest $500,000
holding consultations with key stakeholder groups across all
LHDs to map and benchmark existing services, highlight what
is working and what is not, and commit to fund identified
gaps.
In our consultations, our Fellows highlighted the need to
invest in child and adolescent opportunities to build capacity
and capability in child and adolescent psychiatry to ensure
children and young people get the care and mental health
support they need over the longer term. For this reason, we
are calling on the government to invest $750,000 annually
creating 10 (five full-time and five part-time) Child and
Adolescent Psychiatry Trainee Fellowships to be located in
high need areas.19

OSCA offers a family
focused multidisciplinary
approach aimed to provide
more intensive work for
young people (under 18
years) and their families
who are experiencing
moderate to severe mental
health issues.

18 New South Wales. Parliament. Legislative Council. Standing Committee on Social Issues Service coordination in communities with high social needs. Standing Committee on Social Issues.
[Sydney, NSW] 2015. – [xiv, 114] pages (Report ; no. 50)
19 Based on estimation that each Fellowship costs around $100,000.
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People with complex traumatic and
personality disorders
Invest to build capability of the mental health workforce
Invest $2 million annually to develop the capability of the mental health workforce in
delivering therapeutic interventions and supports for consumers with complex trauma and
personality disorders.
Personality disorder is a term used to describe
personality traits when they have become
extreme, inflexible and maladaptive. This tends
to create a pattern of problems that cause
the person and those around them significant
distress over a period of time.
It is thought that around 7-11% of the Australian
population suffers from this pattern of problems
at any given point in time. In relation to the NSW
population, this percentage equates to 525,000
and 750,000 people having condition.20 It is also
thought trauma (and related conditions such as
PTSD) plays a causal role in borderline personality
disorder (BPD).

QUICK FACTS
The condition is estimated to account for 40%
of psychiatric inpatient hospitalisations.21
People with personality disorders are more
likely to self-harm or commit suicide. 22
They are also more likely to experience
stigma, depression, and anxiety disorders and
to misuse alcohol and other drugs. 23
It is estimated that 60-70% of the prison
population has BPD. 24

20 NSW population is around 7,500,000.
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SPOTLIGHT
Spectrum is a centre of
clinical excellence for
personality disorders
in Victoria. It provides
treatment to BPD patients,
supports primary and public
sectors mental health
services, justice systems and
forensics. Spectrum works
with persons who are highly
suicidal and belonging to the
age group of 16-64 years.
Spectrum provides extensive
training and workforce
development opportunities.
Spectrum has treated people
with BPD in Victoria in the
past 20 years and trained
thousands of clinicians
within Victoria and across the
country.

When our members talk about people who have complex
trauma and personality disorders they voice concern about
the mental health workforce not being adequately trained
to identify, treat and manage people with this mental health
condition. They say people with this condition and their
families face significant stigma and discrimination and are
frequently excluded when they attempt to access services
from emergency departments and mental health services.
They also say many do not receive evidence-based help
because many front-line health workers do not know how to
recognise the condition, its underlying causes (i.e. trauma),
and administer evidence-based treatments. They also talk
about the way complex trauma affects both physical and
mental health and contributes to co-morbidity.
Our Fellows tell us current services and programs such as
the Westmead Psychotherapy Program and Project Air are
inadequately resourced to carry out the level and kind of
training needed to equip front-line staff with the right skills.
They tell us these organisations need to be funded and
established in the same way as those operating in Victoria
which last year invested $10 million over four years for the
Personality Disorder Initiative.

Actions required
Given the population prevalence, the high hospital admissions,
the high rate of suicide and self-harm characteristics of BPD,
and the state government’s intent to decrease the suicide
rate, attention must be given to responding more positively
to people with BPD and complex trauma. Most patients with
complex trauma and personality disorder will be best treated
in the community before they reach crisis. To that end, we
are calling on the government to invest $2.5 million annually
in building awareness and skills in the wider workforces
related to identifying BPD like symptoms (often in the context
of trauma) adopting supportive behaviours, developing
appropriate diagnostic and treatment pathways and delivering
definitive treatment. Consideration should be given the
establishment of an equivalent to Spectrum or upscaling
services such as the Westmead Psychotherapy Program to
have a state-wide remit.

21 National Health and Medical Research Council. Clinical Practice Guideline for the Management of Borderline Personality Disorder. [Cited 7 January 2020) Melbourne. 2012. 465.p. Available
from https://www.nhmrc.gov.au/sites/default/files/documents/reports/clinical%20guidelines/mh25c-bpd-appendix-h.pdf
22 Kendell RE. The distinction between personality disorder and mental Illness British Journal of Psychiatry pp. 2002. vol. 180 no.2. p. 110-1 Available from https://www.cambridge.org/core/
journals/the-british-journal-of-psychiatry/article/distinction-between-personality-disorder-and-mental-illness/F4FC446AEB38B5704ED132245F86E93B
23 American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders (2000) 4th Ed, Text Revision p.702
24 National Health Service. Working with offenders with personality disorder: A practitioner’s guide. UK. 2015. [Cited 7 January 2020] 152.p. Available from https://www.england.nhs.uk/
commissioning/wp-content/uploads/sites/12/2015/10/work-offndrs-persnlty-disorder-oct15.pdf
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Forensic
Ensure equivalency of care for people with mental illness in custody
• Invest $3 million annually to increase bed capacity (by up to 15 beds) for prisoners with
severe mental illness
• Establish an appropriate number of Assertive Multidisciplinary Case Management Teams
(with clinical leadership by a psychiatrist) to provide assertive treatment, follow up and
release planning for those in prison with serious mental illness. 25
Premier’s priority 10. Reducing recidivism in the prison population. Reduce adult reoffending
following release from prison by 5 per cent by 2023.

QUICK FACTS
• Prisoners are 2 to 3 times as likely as those in the general community to have a mental illness
and are 10 to 15 times more likely to have a psychotic disorder. 26
• 40.1 per cent of adults released from prison in 2017 had re-offended within a year of their
release. For Aboriginal people, the rate is 70%.

25 This would ideally reflect one case manager per 15 to 20 prisoners with serious mental illness if equivalent to the community.
26 The Royal Australian and New Zealand College of Psychiatrists (RANZCP) (2017) Position Statement 93: Involuntary Mental Health Treatment in Custody. Melbourne, VIC, Australia: RANZCP.
Available at: www.ranzcp.org/Files/Resources/College_Statements/Position_Statements/PS-93-Involuntary-mental-health-treatment-in-c-(2).aspx (accessed 20 December 2018).
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In custody, if a person is found
to be acutely unwell and is
assessed as a mentally ill
person requiring inpatient
involuntary care they are
placed on a waitlist for a bed
at a declared facility. It can
take several weeks to be
transferred to a declared
facility for treatment, and
during that time the person
may remain acutely unwell
and untreated. If they are at
risk of harm to themselves
they are placed in a safe cell
which is generally regarded
by inmates as harsh and
extremely distressing. 30

Under Rule 24 of the UN Standard Minimum Rules for the
Treatment of Prisoners, prisoners and detainees have the same
rights to availability, access and quality of mental health care
as the general population.27 However, when we talk to our
Fellows who work with mentally ill people in custody, they tell
us many of these individuals are denied this right. They tell us
inmates with severe mental illness receive nowhere near the
same level of access to care and treatment as people with the
same condition living in the community do. They also tell us
it is not uncommon for people (sometimes up to 15) to have
to wait weeks, even months, to be transferred to a prison
hospital or declared facility to get the treatment they need.
And if they are at risk of harm, it’s also not uncommon for
them to be put in seclusion for long periods of time. We hear
this happens a lot even though the law provides for inmates in
this situation to have equal access to treatment.28
We also hear prisons are increasingly being used as treatment
centres when clearly they are inappropriate environments
to be providing healthcare; it compromises clinical care and
proper management of prisoners, and breaches human
rights. We hear this happens because there aren’t enough
beds in the corrections hospital system to transfer patients
into, or because there aren’t enough resources to enable
patients to be transferred to a (declared) facility in the
community. Either way, more needs to be done to ensure
severely mentally ill people in custody receive treatment in an
equivalent timeframe to patients in the community. This view
is consistent with recommendation 16.2 of the Productivity
Commission’s Draft Report on mental health.29

Actions required
If government is serious about reducing re-offending rates
and giving people released from prison the best chance of
staying out of prison and re-integrating successfully back
into the community, then more resources need to be put in
to adequate treatment programs, secure hospital beds and
post-release support, which includes case-management and
housing.
To this end, we are calling on the government to:
• Invest $3 million annually to increase bed capacity (by up to
15 beds) for prisoners with severe mental illness
• Establish an appropriate number of Assertive
Multidisciplinary Case Management Teams (with clinical
leadership by a psychiatrist) to provide assertive treatment,
follow up and release planning for those in prison with
serious mental illness.

27 United Nations General Assembly: A/RES/70/175 adopted 17 December 2015 [cited 19 December 2019] available at https://undocs.org/en/A/RES/70/175
28 Section 55 of the Mental Health (Forensic Provisions) Act 1990 allows for transfer of a correctional patient to any declared mental health facility. 29 Thus: “National mental health service
standards should apply to mental healthcare service provision in correctional facilities to the same level as that upheld in the community.”
30 NSW Faculty of Forensic Psychiatry Subcommittee, Treatment of Mentally Ill in Custody, Issues Paper, 15 November 2019
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Older people

QUICK FACTS

More support is needed for older
people with mental illness

• Hospitalisation rates of people 65+ with
mental health disorders have doubled in
the past 10 years (see graph).31

Invest $28 million over four years to employ
45 clinical nurse specialists (in old age
psychiatry) across NSW to enable
increased access to mental health services
for older people with a mental illness who
are at risk of social isolation and suicide.
Invest $26 million over four years
establishing 16 Assertive Outreach
Teams to provide multidisciplinary care,
comprehensive assessment, proper care
planning, and follow-up monitoring and
care of older people with severe mental
health conditions.
Premier’s priority 10. Towards zero suicides.
Reduce the rate of suicide deaths in NSW
by 20 per cent by 2023.

• The number of suicides among this age
group has increased from 92 per year to
146 (or 59%) over this same period. 32
• The number of older people with mental
health problems is projected to grow by
34% over the next ten years, in line with the
total 65+ population growth rate. 33
• By 2026, there will be an estimated
260,000 people aged 65 years and over
with a mental health problem in NSW, and
approximately 56,000 (3.3% of the 65+
population) with a severe mental illness
requiring care from specialist mental
health services. 34

31 NSW Healthstats. Hospitalisations by category of cause [cited 12 December 2019] Available at http://www.healthstats.nsw.gov.au/Indicator/bod_hos_cat/bod_hos_cat_age_trend
32 NSW Healthstats. Suicide [cited 12 December 2019] Available at http://www.healthstats.nsw.gov.au/Indicator/men_suidth/men_suidth_age_trend
33 NSW Health. NSW Older People’s Mental Health Services Service Plan 2017-2027 [cited 17 December 2019]
34 Ibid
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NSW’s population is ageing. The number of people aged over 65 is expected to increase to 2.1 million people by
2036, growing at nearly three times the rate of the general NSW population. It is expected people aged 85 years
and over will double over this period (see Table 1).
These population projections suggest that people with long standing mental illness will be joined by those with
mental illness that develops in later life. Such illnesses include depression, anxiety disorders, schizophrenia and
other psychotic illnesses, bipolar disorder, alcohol and substance misuse disorders and dementia.
Our Fellows who specialise in psychiatric care of older people tell us the causes and management of mental
disorders in older people are complex and not easily addressed, for instance antipsychotic medication.35 They
also tell us that timely and easy access to services for older people with these conditions are often lacking, and
their complex needs are not being met by the healthcare, disability or aged-care sectors.

Population projections by age cohort 65 and 85+ 36
2011

2016

2021

2026

2031

2036

All

7,218,529

7,748,270

8,297,640

8,844,440

9,386,980

9,925,350

65+

1,048,904

1,240,760

1,440,230

1,665,450

1,877,520

2,072,580

85+

140,897

172,590

193,780

226,750

284,520

367,190

Actions required
Our Fellows who specialise in old age psychiatry
tell us access to timely assessment and treatment
for old people with mental health conditions
is essential if they are to be cared for and
supported properly in the community and avoid
hospitalisation or institutional care. For this
reason, they are calling on the government to
invest $54 million over four years to:
• Employ 45 Clinical Nurse Specialists (in Old
Age Psychiatry) in Older People Mental Health
Community Services to work with mentally ill
old people undertaking assessments (within
48 hours of referral), commencing treatment/
recovery plans, and monitoring patient
outcomes.37
• Establish 16 (15 LHDs and one Justice Health)
Assertive Outreach Teams within existing Older
People Mental Teams services to provide homevisits to patients requiring regular monitoring,
support and assistance with medication. The
team would operate on an extended-hours
basis (e.g. 7am to 8pm) seven days a week and
comprise one 0.4 psychiatrist, one full-time
nurse and one occupational therapist.38

Hospitalisations by cause: Mental disorders,
persons aged 65+ years. NSW 2007-8 to 2017-18

30,000

20,000

10,000

0

2007-8

2008-9

2009-10

2010-11

2011-12

2012-13

2013-14 2014-15

2015-16

2017-18

Number of suicides 65+ in NSW from 2007-2017
200

150

100

50

0
2007

2008

2009

2010

2011

2012

2013

2014

2015

2016

2017

35 In particular long acting injectable medications, and mood stabilisers, may not be well tolerated and need regular review to carefully titrate treatment response against adverse effects.
36 NSW HealthStats Population projections by local government area [cited 13 December 2019]. Available at http://www.healthstats.nsw.gov.au/Indicator/dem_pop_lgamap/dem_pop_proj_age_snap
37 Clinical Nurse Consultant costs approximately $153,000 per year to employ. 45 CNCs (x $153,000) over four years equates to $28 million (amounts include on-costs).
38 One staff specialist (psychiatry) costs $353,000 to employ per year. 16 at 0.4 FTE equates to $2,296,000. 16 (full-time) CNCs costs $2,460,000 and 16 (full-time) Occupational Therapists costs
$1,840,000. Total investment over four years is $26,384,000.

22

Royal Australian and New Zealand College of Psychiatrists New South Wales Branch Priorities for 2020–2021

Case
Study
Mrs Genny K is a 78-year-old woman with a long history of schizophrenia. In her
younger years, her psychotic episodes would occur every ten years or so, she managed
to work as a secretary and was a keen gardener. Over the past ten years, her illness has
become increasingly chronic and severe, she has been left with chronic symptoms
such as poor motivation and auditory hallucinations and requires regular antipsychotic
medications to prevent a relapse of severe psychosis that would require hospital
admission at least annually. She moved home several times due to her paranoia and
is now living in department of housing accommodation. She lives alone, is suspicious
of other people and has very only limited contact with her two adult children. Genny
currently attends the community health centre for olanzapine injectable medication
monthly and is required to stay for at least two hours on each occasion due to physical
monitoring requirements, which she finds both inconvenient and distressing. She does
not like injections and reports pain at the injection site each month. She has very poor
insight into her mental illness and multiple previous trials of oral medication have led to
relapse of psychosis as she does not take her medications at home. With an assertive
/outreach home treatment team in place we could offer oral medications and regular
monitoring at home, with the aim of encouraging improved mental health, stable
accommodation and enhanced community engagement and activities that will help to
maintain her mental health.
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