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SENATE SELECT COMMITTEE ON MEDICARE

TERMS OF REFERENCE

On 15 May 2003 the Senate agreed that a Select Committee, to be known as the Select Committee on Medicare, be appointed to inquire into and report by 12 August 2003 on the following matters:

The access to and affordability of general practice under Medicare, with particular regard to:

a) The impact of the current rate of the Medicare Benefits Schedule and Practice Incentive Payments on practitioner incomes and the viability of bulk-billing practices;

b) The impact of general practitioners shortages on patients’ ability to access appropriate care in a timely manner;

c) The likely impact on access, affordability and quality services for individuals, in the short and longer tem, of the following Government-announced proposals:

· Incentives for free care from general practitioners limited to health care card holders or those beneath an income threshold,

· A change to bulk-billing arrangements to allow patient co-payment at point of services co-incidental with direct rebate reimbursement,

· A new safety net for concession cardholders only and its interaction with existing safety nets, and

· Private health insurance for out-of-hospital out-of-pocket medical expenses; and

d) Alternatives in the Australian context that could improve the Medicare principles of access and affordability, within an economically sustainable system of primary care, in particular:

· Whether the extension of federal funding to allied and dental health services could provide a more cost-effective health care system,
· The implications of reallocating expenditure from changes to the private health insurance rebate, and
· Alternative remuneration models that would satisfy medical practitioners but would not compromise the principle of universality which underlies Medicare.

Capacity to pay rather than basis of need?
INTRODUCTION

The Mental Health Council of Australia

The Mental Health Council of Australia (MHCA) is the peak, national non-Government organisation established to represent and promote the interests of the Australian mental health sector.  The MHCA constituency includes consumers, carers, special needs groups, clinical service providers, private mental health service providers, non-Government organisations, Aboriginal and Torres Strait Islander groups, and State/Territory based peak mental health bodies
.  The activities of the MHCA primarily consist of management and coordination of national projects, representation on national committees, and development, analysis and evaluation of policies, including drafting of policy position papers and submissions to various inquiries.

The Global Burden of Disease

The Global Burden of Disease study was conducted by the World Health Organization, the World Bank, and Harvard University.  The study developed a single measure to allow comparison of the burden of disease across many different disease conditions by including both death and disability.  This measure, called Disability Adjusted Life Years (DALYs), measures lost years of healthy life regardless of whether the years were lost to premature death or disability.  The disability component of the measure is weighted for severity of the disability.  For example, disability caused by major depression was found to be equivalent to blindness or paraplegia, whereas active psychosis seen in schizophrenia produces disability equal to quadriplegia.

The next two decades will see dramatic changes in the health needs of the world's populations.  In the developing regions where four-fifths of the planet's people live, noncommunicable diseases such as depression and heart disease are fast replacing the traditional enemies, such as infectious diseases and malnutrition, as the leading causes of disability and premature death.  By the year 2020, noncommunicable diseases are expected to account for seven out of every ten deaths in the developing regions, compared with less than half today.  Injuries, both unintentional and intentional, are also growing in importance, and by 2020 could rival infectious diseases worldwide as a source of ill health.  (The Global Burden of Disease – A comprehensive assessment of mortality and disability from diseases, injuries, and risk factors on 1990 and projected to 2020)
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Estimats 1990 Frojeston 2020

Rank  Cause Stotal [ raic cause % total

Lower respiratory infections 8. Ischaemic heart disease 5.9
Diarrhoeal diseases 72 Unipolar maior depression 5.7
Perinatel condtions 67 Road traffic accidents 51
Unipolar maior depression 3.7 Cerebrovascular disease 4.4
Ischaemic heart disease 3.4 Chronic obs pulmonary disease 4.2
Cerebrovascular disease 28 Lower respiratory infections 3.1

Tuberculosis 28 Tuberculosis 30
Measles 27 War 30
Roadtraffic accidents 25 Diarrhoeal diseases 27
10 Congenital abnormalities 2.4 10 HV 26





The study illustrated the significant underestimation of the burden of psychiatric conditions.  For instance, as highlighted in the table below, of the ten leading causes of disability worldwide in 1990, (measured in years lived with a disability), five were psychiatric conditions including: unipolar depression, alcohol use, bipolar affective disorder (manic depression), schizophrenia, and obsessive-compulsive disorder.  In both developing and developed regions, depression is women's leading cause of disease burden. In developing regions, suicide is the fourth.
The leading causes of years lived with disability, worldwide, 1990
	 
	Total
(millions)
	Per cent 
of total

	All causes
	472.7
	 

	1. Unipolar major depression
	50.8
	10.7

	2. Iron deficiency anaemia
	22.0
	4.7

	3. Falls
	22.0
	4.6

	4. Alcohol use
	15.8
	3.3

	5.Chronic obstructive pulmonary disease
	14.7
	3.1

	6. Bipolar disorder
	14.1
	3.0

	7. Congenital anomalies
	13.5
	2.9

	8. Osteoarthritis
	13.3
	2.8

	9. Schizophrenia
	12.1
	2.6

	10. Obsessive compulsive disorders
	10.2
	2.2


	... while the severity and duration of different forms of mental illness vary substantially, the resulting disability may effect the individual for long periods of time… ‘The manifestations of mental illness are diverse, range in severity and are inextricably linked with quality of life issues, employment opportunities, social and family relationships, general health, economic factors and community participation’.  (Burdekin, 1993, p14)
Disease Burden by Selected Illness Categories in Established Market Economies, 1990, (measured in DALYs*)

	
	Percent
of Total

	All cardiovascular conditions
	18.6

	All mental illness including suicide
	15.4

	All malignant disease (cancer)
	15.0

	All respiratory conditions 
	4.8

	All alcohol use 
	4.7

	All infectious and parasitic disease
	2.8

	All drug use
	1.5


	Mental Illness as a Source of Disease Burden in Established Market Economies, 1990, (measured in DALYs*)

	

	
	Total
(millions)
	Percent
of Total

	All Causes
	98.7
	No Value

	Unipolar major depression
	6.7
	6.8

	Schizophrenia
	2.3
	2.3

	Bipolar disorder
	1.7
	1.7

	Obsessive-compulsive disorder
	1.5
	1.5

	Panic disorder
	0.7
	0.7

	Post-traumatic stress disorder
	0.3
	0.3

	Self-inflicted injuries (suicide)
	2.2
	2.2

	All mental disorders
	15.3
	15.4


Unipolar depression alone was responsible for more than one in every ten years of life lived with a disability worldwide.  Altogether, psychiatric and neurological conditions accounted for 28 per cent of all Years Lived with a Disability (YLDs), compared with 1.4 per cent of all deaths and 1.1 per cent of years of life lost.  The predominance of these conditions is by no means restricted to the rich countries, although their burden is highest in the Established Market Economies.  They were the most important contributor to YLDs in all regions except Sub-Saharan Africa, where they accounted for a relatively modes 16 per cent of the total (The Global Burden of Disease – A comprehensive assessment of mortality and disability from diseases, injuries, and risk factors on 1990 and projected to 2020).

As with the 1990 assessments, psychiatric diseases emerge as a highly significant component of global disease burden when disability, as well as death, is taken into account.  The projections show that psychiatric and neurological conditions could increase their share of the total global burden by almost half, from 10.5 per cent of the total burden to almost 15 per cent in 2020.  This is a bigger proportionate increase than that for cardiovascular diseases (The Global Burden of Disease – A comprehensive assessment of mortality and disability from diseases, injuries, and risk factors on 1990 and projected to 2020).
Prevalence of Mental Illness in Australia
The MHCA recognises the growing burden of mental illness in Australian society.  It has been estimated that currently, over one million Australians experience a mental illness, and at any particular point in time 3-4% of Australians experience severe mental disorders which will significantly interfere with their mental well being and reduce their capacity to participate fully in community life.

The National Survey of Mental Health and Well Being (1997) conducted by the Australian Bureau of Statistics found that almost one in five Australians aged 18 years or over met a criteria for a mental disorder at some time during the 12 months prior to the survey.  Alarmingly, only 38% of those surveyed with a mental disorder had accessed health services.  This suggests a large unmet need for mental health services.  Indeed, this indicates that 62% of people with a mental illness are either receiving no assistance, or are depending on informal sources of support usually from unpaid carers and families.  In addition, children and adolescents less than 18 years make up 25% of the Australian population and in any six month period 15-20% of this group may have a mental health problem.

Mental health is influenced by risk and protective factors that occur in the many different domains of everyday life.  Risk factors increase the likelihood that a mental illness or mental health problem will develop and can increase the burden of an existing illness or problem.  Protective factors give people resilience in the face of adversity and moderate the impact stress and transient symptoms have on social and emotional wellbeing, thereby reducing the likelihood of mental illness or mental health problems (Promotion, Prevention and Early Intervention for Mental Health – A Monograph 2000).

The determinants of an individual’s mental health include a range of psychosocial and environmental factors such as income, employment, poverty, education, access to community resources, physical health, and demographic factors such as gender, age and ethnicity (Promotion, Prevention and Early Intervention for Mental Health – A Monograph 2000).  Effective action to promote mental health, prevent the development of mental health problems, and intervene early in mental illness is crucial.  The growing burden of mental illness in Australia has an enormous economic cost to the Australian population.  More importantly, there is a direct and increasing burden to the individuals with mental health problems and those who provide care for them, often family and friends (National Action Plan for Promotion, Prevention and Early Intervention, 2000).
Stigma and discrimination is a common experience of those who suffer from mental illness.  The destructive effects of stigma and discrimination are well documented.  Groom, Hickie & Davenport (2003) identified how the profound barriers to community understanding of mental illness further perpetuate the experiences of stigma and discrimination.  For example, hospital transportation via police van rather than an ambulance reinforces the stereotype that people with mental illness are violent; media reporting on mental illness and suicide and the focus on mental illness rather than mental health stories may convey inaccurate messages about mental illness to the community.
“There is no such thing as a ‘schizophrenic’ and I urge researchers and the community to stop referring to people as an illness”  (Quote from Consumer - Groom, Hickie & Davenport, 2003, p27)

“If the general public are given the choice between supporting a fundraiser for cancer or diabetes…or the choice of supporting a fundraiser for the mentally ill, we all know where the money and support will go” (Quote from Consumer - Groom, Hickie & Davenport, 2003, p27).

The Medicare System

People with a psychiatric disability are often considered one of the most vulnerable and chronically disadvantaged groups in the community.  Numerous reports and national reviews clearly highlight the failings of current community-based systems to provide adequate services (see Groom, Hickie & Davenport, 2003).  Specifically, services are failing in terms of restricted access, variable quality, poor continuity of care, and lack of support for recovery from illness or protection against human rights abuses.  This does not represent a failure of policy, but rather a failure of implementation through poor administration, lack of accountability, lack of ongoing government commitment to genuine reform, and failure to support the degree of community development required to achieve high quality mental health care outside institutional-based settings (Groom, Hickie & Davenport, 2003).
Mental Health Workforce

Australia’s current mental health workforce predominantly consists of general practitioners, psychiatrists, mental health nurses, occupational therapists, psychologists, social workers and others.  However, the increasing prevalence of people with mental illness means the mental health workforce cannot meet demand.  It is clear across all disciplines of the mental health workforce, retention rates are decreasing and the numbers of new graduates are not sufficient to meet the escalating burden of mental illness.  These facts are applied across the public, private and non-government sectors, and are further heightened within specialist mental health areas such as youth, aged, indigenous, transcultural, rural and remote, and forensic.

Addressing the high rate of mental illness in Australia requires a multifaceted approach, including provision of equitable access to a range of quality services which enable participation, educating the community, improving the skills of health workers, improving community awareness of mental illness and the availability of treatment, decreasing the stigma attached to mental illness, and increasing the skills and reducing the isolation of service providers in rural areas.

· Role of Service Providers

Despite being under-resourced, service providers have a significant role in mental health promotion and illness prevention throughout Australia.  With the high rates of mental illness and suicide, particularly in rural Australia, service providers have an enormous task in addressing the mental health needs throughout Australia.  Limited staffing and financial resources calls for innovation in service delivery, such as the employment of psychiatrists working as consultants, and enhancing the role of service providers to meet increased demand.

An example of role expansion is the 2001 budget initiative which supports the primary health care providers to improve access to mental health services by providing mental health education and training to general practitioners with increased support from allied health professionals and psychiatrists.  Opportunities to better engage GPs in early intervention is recognised in this Better Outcomes in Mental Health Care Initiative.  This initiative, introduced in 2001, provides $120 million over four years to establish financial incentives, training and support for general practitioners to improve mental health assessment and treatment in general practice (Evaluation of the Second National Mental Health Report, 2003).  The initiative will increase the range of reimbursements for general practitioners treating mental illness and expand the availability of mental health care by facilitating greater access to additional health workers, in particular clinical psychologists.  The initiative acknowledges that many general practitioners already provide primary mental health care, often acting as the first point of contact for a majority of people with mental illness.  Indeed, mental health problems account for about 10% of all general practitioner consultations who see 75% of all persons receiving treatment of their condition.  The initiative aims to provide financial and other support to address the barriers to management of mental health problems in general practice. 

· Supply versus Demand

Lack of services is a major issue confronting the whole of Australia.  Particularly in rural Australia, many communities do not have the range of health professionals that are available in metropolitan areas.  As such, the workload of rural doctors is burdensome as they have to compensate and provide extra services, often which they do not have the expertise in.  The low level of mental health professionals may be attributed to a number of reasons such as community fear of mental illness and mental health problems; remuneration rates; training requirements; workplace demands in the absence of sufficient resources resulting in staff burnout; all of which may make a profession in the area less attractive.

Staff retention is a significant issue in mental health.  Working conditions, the nature of the work, and stresses resulting form limited resources, may contribute to the current ‘crisis’ confronting the mental health workforce, particularly mental health nurses whose workload far outweighs working conditions.  Incentives, better working conditions, increased support and resources are required to market mental health professions to the community.  Incentives are also required to attract mental health professionals to rural and remote areas of Australia.

Despite a trend indicating a slight increase in the number of mental health professionals during the initial National Mental Health Strategy from 1993 - 1998, such increases have limited significance given the increasing prevalence rates of mental illness which are quickly consuming available resources.

Consistent with the principles articulated in the National Mental Health Policy relating to access and equity, the distribution of the mental health workforce throughout Australia is of particular concern.  For instance, in relation to psychiatry, the 1999 report of the Australian Medical Workforce Advisory Committee titled The Specialist Psychiatry Workforce in Australia, noted that in 1999:

· there were a total of 1,960 psychiatrists in active practice in Australia;

· there were 10.6 psychiatrists per 100,000 population; and

· 86.1% of psychiatrists were located in capital cities, 5.4% in major urban areas, 4.9% in large rural centres, and 3.5% in other rural and remote location.

· Quality through Education and Training

The quality of care is dependent on the values, attitudes, knowledge and skills of the mental health workforce.  Ongoing education and training is vital to ensure the practices and services provided by mental health professionals remain current, consistent with research outcomes, and meet quality and effectiveness benchmarks identified under the National Mental Health Strategy.

The Final Report of the Enhancing Relationships between Health Professionals and Consumers and Cares Project (MHCA, 2000) identified three general principles of education and training for health professionals:

1. Strengthening the links between consumers, carers and education providers:

· opportunities for training and education provided by consumers and carers;

· promotion of positive images of consumers when they are well and have recovered from mental illness to students and staff;

· development of a clearing house for mental health information; and

· training should ensure an appreciation of the role and needs of carers is gained.

2. Updating curriculum (under-graduate and post-graduate):

· the quality of current tertiary curriculum raises concern over the capacity of graduates to effectively work in current mental health services;

· curriculum should cover mental health policy and legislation;

· promote key policy documents including those comprising the National Mental Health Strategy, in particular the National Standards for Mental Health Services and the Mental Health Statement of Rights and Responsibilities;

· consumers and cares must be involved in curriculum development as well as curriculum delivery;

· expanded focus on areas other than diagnosis, including consideration of the whole person, long term outcomes, recovery, rehabilitation, psychiatric disability and others; and

· the development of mental health skill base should be introduced to the curriculum of all health disciplines.

3. Innovation in education and training, for example:

· combined education and training for consumers, carers and health professionals;

· conjoint appointments between universities and health departments to ensure knowledge of current policy and practice;

· experiential learning; and

· mental health as a community issue.

· Rural and Remote Australia

The magnitude of issues facing metropolitan Australia are significantly heightened in rural and remote Australia where there is an even greater prevalence of mental illness in the absence of even fewer mental health services than metropolitan Australia and an even greater deficiency in the specialist mental health workforce.  The effect of this decrease in mental health services is reflected in the increasing number of suicides in rural Australia.

In the absence of sufficient specialist mental health service providers, general practitioners are currently providing 95% of all rural mental health treatment in Australia (Monash, 2001), despite the lack of rural general practitioners.  Service restrictions and deficiencies are also having a significant impact on the mental health care of specialist groups such as youth, elderly, transcultural, and Aboriginal and Torres Strait Islander peoples.

Initiatives such as the Mental Health Integration Projects,
 which entice and attract urban specialists to rural Australia, are required in addition to greater funding resources to create more appropriate services.  Clinical placements can be instrumental in encouraging students to consider a future career in rural Australia.  The employment and contracting of mental health specialists in rural areas and use of telepsychiatry will greatly increase service options for people with a mental illness in rural Australia.  Such initiatives will allow expertise in mental health to be brought to the community.  Education and training of all health professionals working in rural Australia, especially general practitioners who are often the first point of contact for people with mental illness, may assist in increasing the number of services which are available to people with mental illness.  The recent ‘Better Outcomes in Mental Health Care’ initiative will greatly increase service access via primary health care service provision.

Research indicates there will be a continuing escalation in demand for services.  It is clear the mental health sector is unable to meet all of the needs required of rural consumers and carers.  The sector must develop partnerships broader than that from within the sector itself.  In addition, the employment of specialists such as psychiatrists, psychologists, mental health nurses, and other allied health professionals into the rural mental health system will provide a solid base to begin the establishment of partnerships.

The development of partnerships to address mental health issues in rural Australia is crucial.  In the absence of sufficient resources, the resources that are available must join together in collaboration.  Psychiatrists are an essential component in the development of these partnerships.  Psychiatrists and psychologists have the capacity to bring to the community specific knowledge and expertise in mental health - expertise that is often scarce in rural communities.  Their involvement in the establishment of partnerships both within and external to the mental health sector, provides a sound basis for ensuring that specialist mental health expertise provides strong direction in addressing the needs of consumers and carers in rural areas.

Medicare - The Impact on Consumers

Access to health care under the Medicare system is a prime example of indirect discrimination as recently reported by the MHCA to the Productivity Commission’s Inquiry into the Disability Discrimination Act.  Despite Australia having a universal health insurance system under Medicare, variations in access to health care services are stark.  Changes to the Medicare system, specifically the current decline in the availability of bulk-billing systems of payment and the personal out-of-pocket expenses and requirement for ‘up-front’ payment for service, is a significant barrier to people with psychiatric disability accessing care.
Research indicates a high percentage of people with a psychiatric disability receive some type of income support payment, such as a disability support pension.  In fact, people with psychiatric disability comprise the second largest recipient group of the disability support pension.  In the absence of appropriate payment systems, people on low income (such as the majority of people with psychiatric disability) are restricted in access to health care, such as general practitioners, as they may not have the capacity to pay upfront for the consultation.  Moreover, they may not have the capacity to pay the gap between the Medicare rebate and the health professional’s fee.  This is in effect, indirect discrimination against people who are less able to manage on their incomes and who have a greater need for services (e.g. people with a psychiatric disability who are overly represented in this group).  The ‘one size fits all’ generic rule seemingly based on capacity to pay rather than basis of need, unreasonably excludes people with psychiatric disability from accessing the service, constituting ‘unjustifiable hardship’ on the part of the consumer.
This issue is particularly relevant given that the first point of contact for people with mental illness is usually their general practitioner, and there is no legislation in Australia restricting how much a GP can charge for a consultation (Young & Dobson, 2003).  Indeed, research on GP consultation usage by Australian women indicates that when higher out-of-pocket costs per GP consultation exist, there is lower use of GP consultations (Young & Dobson, 2001).  If people with a psychiatric disability are already experiencing barriers to access their GP, additional barriers such as increased consultation fees may indeed prevent access altogether.  In recognition of current severe restrictions in access to specialist mental health services, eliminating access to GPs for people with mental illness will cut off all common forms of effective assistance.
· The experience of current consumers of mental health care is that they have severely limited access to primary care (exacerbated by current declines in bulk-billing rates), emergency care, specialist care, or rehabilitation services.

· Current care systems are perceived to be chaotic, under-resourced and overly focused on providing brief periods of medicalised care within acute care settings.

· Private psychiatric services are grossly maldistributed and involve large out-of-pocket costs, while access to specialist psychologists and other allied health services has been restricted by lack of government or private insurance support.

· The demands on the carers and families of people with mental illness are increasing.

(Groom, Hickie & Davenport, 2003, p7 – 8)

This is contrary to the universal understanding that prevention and intervening early in mental health problems leads to better mental health outcomes.  Indeed, with current and predicted increasing prevalence rates of mental illness and the psychological impact of recent world events, new pressures on Australia’s health system will undoubtedly emerge.  Action is required to not only combat the current crisis, but also to invest in ensuring the long-term sustainability of a mentally healthy community through fostering promotion, prevention, and early intervention strategies.

Medicare – The Impact on General Practitioners

Whilst the impact of the Medicare system on consumers is concerning, the MHCA understands that such concern is not directly attributable to the practices of GPs alone.  General practices operate as a business and the services GPs provide are only partially subsidised by Governments, therefore GPs rely on income provided through consultations to meet other costs.  The costs GPs experience allowing them to conduct their business include salaries and wages, infrastructure costs, other overheads, as well as insurances, most significantly, professional indemnity insurance.
The recent crisis resulting from increases in professional indemnity insurance has severely restricted GP’s capacity to allow for bulk-billing.  For example, GPs who bulk bill may receive about $25 for up to a 20 minute consultation, half of which goes to overheads leaving $12.50 for the GP before tax.  Most GPs find it impossible to survive on approximately $10 per consultation, and still be able to meet the increasing costs of medical indemnity.  In response and in order to continue to meet their costs, GPs may schedule more consultations often of shorter duration to increase the level of income provided through consultations.  A ‘by-product’ of shorter consultations may be provision of lesser quality of care, as adequate time is not available to obtain all relevant information, conduct various examinations, and explore various treatment options.  Particularly for people who experience a mental illness, it is unreasonable to expect a person who may be mentally unwell to openly disclose their feelings and condition within a 7 minute consultation session.  Indeed, anecdotal reports suggest it is often through reporting of other ailments that an underlying mental illness or mental health problem may be identified, and this may not necessarily occur at the first consultation.
Whilst the Better Outcomes in Mental Health Care Initiative offers incentives for GPs to become more directly involved in the treatment plans of people with a mental illness and new Medicare item numbers have been developed under this initiative, anecdotal reports from some GPs suggest the administration and associated paperwork required in order for GPs to be able to claim the higher Medicare rebate requires urgent review.
Increasing the Medicare levy may certainly enable GPs to offer bulk-billing services and provide better quality of care through more thorough consultation sessions.  However, the effect on an increased levy on some individuals, such as low-income earnings, should be examined and exceptions provided for.  Moreover, the equity in discriminating between those who can afford to pay an increase in the levy, and those who cannot, and in addition the fact that low income earnings may in fact have a greater need to access health care services due to their socioeconomic status and impact of that on their health status, requires examination.
The availability of specific evidence-based psychological treatments such as cognitive behavioural therapy, provided by trained psychologists for people with high-prevalence mental illnesses, particularly for people who experience depression and anxiety disorders, is currently restricted to those people who can afford to pay for such service.  There is debate over the introduction of specific Medicare items for the delivery of specific psychological treatments provided by psychologists, however the introduction of such Medicare items would certainly increase the access (both physical and financial) for consumers to effective evidence-based treatments, and would assist in reducing the burden on GPs.
In addition, investment of early intervention and increasing access options to effective treatments is urgently required.  The absence of such access will ultimately result in greater costs at both a Commonwealth and State/Territory level becoming evident in other areas of service systems.  For example, costs would increase in accident and emergency departments of public hospitals and psychiatric units of public hospitals.  Similarly, potential increases could occur in homeless and forensic populations thereby creating greater reliance on the welfare / social security system.  The demands on carers who are already recognised as being over-burdened, under-resourced and unsupported in their critical roles will potentially result in increasing costs associated with meeting individual carer health and welfare needs.
Interaction of Health with other Portfolios

Mental illness and its associated disability is an issue which falls across several Governmental portfolios.  Such interaction requires consideration of the impact various policies and systems developed in one portfolio may have on another portfolio.  An example highlighting this interaction is illustrated in anecdotal reports collected during the national review of Australian mental health care (see Groom, Hickie & Davenport, 2003).  Such reports highlight the difficulties experienced by people with a psychiatric disability who require access to various support services, such as home care assistance (e.g. cooking lessons).  Reports suggest that when a person with psychiatric disability is unable to pay for such assistance, due to inadequate rate of payment under a pension, such support services ceased.

A key theme of the Out of Hospital, Out of Mind report was that while structural institutionalisation may have ceased by closing down the large psychiatric institutions and transferring care into the community, institutionalisation still exists in the community.

‘My son sits alone in a unit with nothing to do, no motivation, no energy and doped up on a tranquiliser.  I see other people like my son around where I live, who appear lost and lifeless, who roam aimlessly all day’ (Quote from a carer – Groom, Hickie & Davenport, 2003 p.18).
An example of the occurrence of institutionalisation in the community is in the location of public housing for people mental illness.  In the event that housing is actually available, often it is provided in regional centres or on the fringe of cities where there is limited access or ability to ‘connect’ with others and actively participate in community living.  Availability of public transport to these areas is restricted, resulting in people not having access to ongoing health care services (such as general practitioners) which are important in the management and treatment of mental illness, but also limits access to important community structures such as shopping centres, theatres, movies, sporting events, and public facilities such as libraries, restaurants and clubs.  Utilisation of these important structures promotes a feeling of community connectedness and can act as mental health protective factors.  Isolation of public housing for people with mental illness is a significant barrier to promoting a sense of connectedness to the community and community involvement, and may further perpetuate the likelihood of mental illness relapse.

Lack of such support services may prevent people from participating in community life / independent living, effectively discriminating against them due to their disability (both psychiatric disability and financial disability).

MHCA MEMBER ORGANISATIONS

Association of Relatives and Friends of the Mentally Ill (ARAFMI)

Australasian Society for Psychiatric Research

Australian & New Zealand College of Mental Health Nurses

Australian Association of Occupational Therapists

Australian Association of Social Workers

Australian Board of Certified Counsellors
Australian College of Psychological Medicine

Australian Counselling Association
Australian Infant, Child, Adolescent and Family Mental Health Association (AICAFMHA)

Australian Medical Association (AMA)

Australian Mental Health Consumer Network
Australian Neuroscience Society
Australian Psychological Society (APS)

Australian Rotary Health Research Fund

Australian Transcultural Mental Health Network

Carers Australia

Catholic Health Australia

GROW
Healthscope Limited
Institute of Australasian Psychiatrists

Lifeline Australia

Mental Health Coordinating Council

Mental Health Foundation of Australia

Mental Illness Education Australia
Mental Illness Fellowship Council of Australia
National Aboriginal Community Controlled Health Organisation (NACCHO)
National Network of Private Psychiatric Sector Consumers and Carers
National Rural Health Alliance

Network of Australian Community Advisory Groups
OSTARA Australia
Queensland Alliance of Mental Illness and Psychiatric Disability Groups

Ramsay Health Care

Royal Australian & New Zealand College of Psychiatrists

Royal Australian College of General Practitioners

Royal Flying Doctors Service of Australia

SANE Australia

VICSERV (Psychiatric Disability Services of Victoria)
Western Australian Association for Mental Health
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�  Member organisations of the MHCA are listed at Attachment A.





� The Mental Health Integrated Projects are expected to achieve improvements in the quality, appropriateness, and efficiency of mental health service delivery by:


assisting greater involvement of private psychiatrists in public sector mental health services;


providing continuity of care for private psychiatrists’ patients who require hospitalisation; and


improving linkages with primary care, especially general practitioners.
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