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My name is  and I am a 19yr old woman. I have accessed the NSW outpa�ent 
and CAYMHS services since I was 14 in 2018 and due to my mental health, I have also had a 
few interac�ons with police and ambulance. All my experiences with outpa�ent and 
community mental health care services were voluntary and based on my experiences, I 
would like to address the following points in the provided terms of reference: 

- accountability and process of complaints for outpa�ent care (term b) 
- the response and general prepara�on and training for GPs in the context of mental 

health (terms d and e) 
- the process of deciding whether to admit or refer to community mental health teams 

when presen�ng to emergency (term e) 
- Alterna�ve responses to mental health crisis calls to Triple Zero (term i) 

 
Term b) When naviga�ng the mental health system, I believe that it is impera�ve to have 

explained to one about where to go and how to approach the situa�on if it is not 
providing the support a pa�ent needs. Not only if there is a major issue, but also if 
perhaps a consistent atempt has been made for progress, however something just 
isn’t working. For therapy to be most effec�ve there needs to be trust, which is not 
something that can be forced. I know that in inpa�ent care, there is the official 
visitors box, however, I believe in outpa�ent care, more needs to be done to either 
explain how to navigate providing both posi�ve and nega�ve feedback, or, more 
extensive structures need to be implemented.  

 
Furthermore, I believe exis�ng systems of feedback need to be made more widely 
accessible in different formats. Just anecdotally, I have been atemp�ng to file a 
complaint about a psychiatrist who is part of NSW Health, however, the only format 
the HCCC accepts is a writen statement. I understand the need for record-keeping, 
documenta�on and being unbiased, but currently there is no support for people who 
are not able to file writen reports. This provides a huge barrier of entry to many 
demographics who would be a large minority of affected persons, some of which 
include people who:  

o Are neurodiverse,  
o Are struggling with recovery a�er physical injury or complica�ons 

from poten�al blunders 
o Are of lower educa�on or literacy levels (very o�en because of, or in 

correla�on with, being of lower socioeconomic status) 
o Those who just do not have the capacity, �me or don’t want to have 

to relive the trauma and agonise over the phrasing of individual words 
let alone an en�re report 

• The internal turmoil and in�mida�on about repor�ng the 
misconduct, the second-guessing about “was it my fault”, 
internalised vic�m blaming (for want of a beter world) and 
“what did I do wrong”, thoughts of “what good will it do” are 
agonising but regular thoughts through my brain 

 
As stated before, this means that naviga�ng the process of filing a complaint is inaccessible 
to a vast number of people who might otherwise fit the criteria and be en�tled to at least a 
voice to raise their concerns.  



 
• A simple fix to this issue of naviga�ng the mental health system, in par�cular the 

process of raising a concern is to have different accessibility measures to ensure 
that the barrier of access is mi�gated. Examples include dicta�on services, or 
op�mis�cally speaking, a branch who can talk to a vic�m of alleged misconduct 
to help them document the o�en trauma�c experience(s). I believe these 
services should have at least some experience or training in counselling, which 
would aid them in helping people to feel like their voice is being heard and 
listened to in a system which is at the moment very hard to navigate if the 
professional who is being paid to help you is poten�ally causing harm.  

 
Term d) Another point I would like to address is term of reference d) being the integra�on of 

mental and physical healthcare which also bleeds into point c) and e). It is well 
known at this point that psychological services are highly sought a�er and needed in 
the present day, with the Australia Psychological Society repor�ng in February of 
2022 that 1 in 3 psychologists were not able to take on new clients, an astronomical 
increase from the 1 in 100 prior to the pandemic. Combine this with the process for 
seeing a psychologist under Medicare requiring a referral from a GP, and that general 
prac�ces are usually the first point of call for an issue, unless the situa�on has 
regressed significantly and an Emergency Department visit is needed.  

 
GP’s play a vital role in the medical system, as they are a jumping-off point for many 
people to reach specialists. According to the Black Dog Ins�tute (no publishing date 
provided), “General Prac��oners are not required to partake in any mental health 
specific training”. However, as we see mental health becoming a more prevalent 
issue, it is important to cater towards the needs of society, and GP's not being 
trained in mental health is unfair to both pa�ents and GP's. This ar�cle by the Royal 
Australian College of General Prac��oners summates the issue well. This lack of 
training and resources is only exacerbated in rural, regional and remote areas.  

 
Point e) Furthering my thoughts on point e) I think the current system that is set up 

predominantly in Emergency Departments is not a sufficient solu�on for providing 
support for people par�cularly with Suicidal Idea�on (SI). At the moment, the 
framework is largely reac�ve so if someone has atempted to take their own life they 
will be admited to an inpa�ent unit. I acknowledge there is a lengthy framework 
when assessing a pa�ent with SI, however I have observed both anecdotally and 
more broadly through interac�ons with people online and face to face that 
essen�ally, if there is no intent communicated in the present moment, even if there 
is a plan in place, that is enough for clinicians to warrant discharge from the 
emergency department. There needs to be more extensive care taken in this 
framework for people who are suicidal and on the outer cusp of the threshold for 
admissions.  

 
These people want help, they have presented to emergency with a serious concern 
for safety but there aren’t enough resources and beds available to support them. 
They are deemed lower risk because they haven’t yet taken ac�ve steps towards 
ending their own life. From personal experience and by talking to an extensive 

https://www1.racgp.org.au/newsgp/professional/a-huge-issue-call-for-more-gp-support-to-address-m


number of adolescents who have issues with their mental health, I know that when 
this situa�on takes place, every single person I iden�fies feeling discarded and 
invalidated because “they just aren’t sick enough to deserve help”. This leads to 
people already at risk, taking dras�c ac�ons they may not have otherwise acted 
upon, because they so desperately need help but the only way to get said help in 
that moment is to atempt and fail to take their own life. In a worst-case scenario, 
this can unfortunately go too far in some scenarios and end up with the person 
passing away or being le� with severe lifelong disabili�es.  

 
It is for this reason that I think the system of a�ercare a�er discharge from ED needs 
to be vastly improved. Overall, in order to improve standards of care, I believe the 
mental health system needs to be more focused on being proac�ve as opposed to 
reac�ve. Follow up and check ins need to be more �mely. The urgency and aten�on 
that is paid to these appointments need to show the person in crisis that people do 
care if they are alive or not and soothe and qualm the current feelings of isola�on 
and rejec�on that are felt. Misconcep�ons that because you are currently asking for 
help, you can’t actually be suicidal because if you really wanted to kill yourself you 
would have done it by now. This has actually been said to me on a PECC ward by the 
consultant psychiatrist, which under the nursing unit manager, is the head of 
department. I do not say this to muddy any reputa�on but because I believe there is 
a huge disconnect between the a�tudes of both inpa�ent and outpa�ent 
psychiatrists and the reality of their role when tending to pa�ents. In my experience, 
some of the mental health professionals I have encountered have the a�tude that 
pa�ents are just on a “to see” list and don’t realise the impact they have on the lives 
of their pa�ents.  

At the moment, on page 8 of “Planning and Transfer of Care for Consumers of 
NSW Health Mental Health Services” it states that follow ups needs to be 
within 7 days a�er discharge from a PECC (Psychiatric Emergency Care 
Centre) ward. To be clear, this is for people who have already been iden�fied 
as a risk to their own or others safety and have been admited because of 
concern. I was not able to find the policy regarding a discharge from an 
Emergency Department. I believe this is not given the amount of urgency it 
requires, which is supported by this study �tled “Short-term suicide risk a�er 
Psychiatric Hospital Discharge”. The study states that “The period 
immediately a�er psychiatric hospital discharge poses an excep�onally high 
risk for suicide. Although only about 6% of mental health outpa�ents receive 
psychiatric inpa�ent care each year, approximately one-third of all suicides 
among pa�ents with mental disorders occur within 3 months of discharge 
from an inpa�ent psychiatric unit” A separate study �tled “Suicides in Users 
of Mental Health Care Services: Treatment Characteris�cs and Hindsight 
Reflec�ons” states that “The results indicate that the quality of mental health 
care for suicidal pa�ents could be improved by focusing on communica�on 
among clinicians, con�nuity of care, suicide risk assessment procedures, and 
the involvement of rela�ves” 
 
Addi�onally, and I acknowledge this is extremely idealis�c, I don’t feel that a 
singular follow-up appt is sufficient, especially when wait �mes to see 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8259698/#ref-list-a.l.ctitle


outpa�ent support can be long – I don’t know what the triaging would be like 
for pa�ents who don’t have outpa�ent or community support so I cannot 
speak to this, but even with another appt lined up it can feel very 
overwhelming and I do think there could be greater support on discharge. 
This support would not only benefit the pa�ent but also help the families feel 
more comfortable in suppor�ng their family member who is feeling unsafe.  

 
In other terms of support, I believe the help lines already implemented are a good 
support for people who are feeling unsafe, however wait �mes mean that the 
amount of good they could do is limited at a certain point. Some�mes it also feels 
like the operator just takes your name and details and explana�on of what led up to 
the moment and then tells you to go see your local doctor at your earliest 
convenience, with almost no input to the dialogue and no form of crisis counselling 
which isn’t beneficial when the number and service is displayed as a helpline. 
 

• To poten�ally improve this vital service, I believe more extensive training 
or ongoing development is needed so operators do not sound like they 
are reading off a script and are able to interact and empathise in a way 
that validates the caller and deescalates situa�ons 

• A higher number of operators or a way to even out the load between 
various helplines would also be useful to ensure the process of talking to 
a trained operator is as streamlined as possible 

 
Term i) The final reference point (term i) that I would like to address is that I strongly believe 

that when dealing with crisis calls to Triple Zero, unless there is a pa�ent who is 
violent, police should absolutely not be dispatched. Instead, I believe NSW and even 
more broadly Australia should implement something similar to various Crisis 
Response Teams that have been tested and implemented across many countries such 
as in America. I found this ar�cle which I believe explains some helpful structures 
that have been tested and implemented to great success. Police are gradually 
receiving more training in responding to mental health issues as seen in these notes 
from NSW Parliament, but I just haven’t seen that put into prac�ce from my personal 
experience. When someone is in crisis, their brain is o�en in “fight or flight”, where 
thinking is focused on perceiving threats and priori�sing iden�fying routes of escape. 
I believe that when police are involved in crisis response, in atempt to deescalate 
the scenario effec�vely their ac�ons need to have a marked shi� as opposed to if 
they were responding to a call where a crime is suspected. People in crisis are not 
criminals, and being able to effec�vely switch between those main two responses is 
challenging for police when given the litle informa�on on dispatch that I suspect 
officers are given. According to the Canberra Times, 1 in 10 calls to ACT Police are 
related to mental health.  

 
• This indicates that if a scheme separate to, but in coali�on with, emergency 

services were to be implemented, aside from the incalculable amount of good for 
Australia’s mentally ill popula�on, there would be more than sufficient return on 
investment. We already have the basic individual systems in place with the 
various help lines and the training that police are apparently being given, there 

https://www.apa.org/monitor/2021/07/emergency-responses
https://www.parliament.nsw.gov.au/la/papers/pages/qanda-tracking-details.aspx?pk=51177


just needs to be the legisla�ve structures and organisa�onal framework to get 
people in these response roles who are not so confronta�onal or in�mida�ng 
because of the uniform they wear or the connota�ons with the ins�tu�on they 
are a part of.  

 
Police have enough work to do where they are objec�vely helpful, with adding in 
dispatch responses where the value of their presence is more dubious. According to 
the ABC, as of May 2023, the officer shortage is at a crisis point. NSW did not provide 
numbers, but as the ar�cle states, Victorian police force are adver�sing 800 vacant 
posi�ons, and Queensland is reportedly looking to increase their police presence by 
1450 officers. Police should be allowed to focus on the tasks and situa�ons that are 
directly related to their job descrip�on instead of having to also take up the slack 
where there is an arguable gap in the systemic handling of mental health crisis 
scenarios. 

 
All in all, I know I didn’t address every term of reference, and I have many other ideas that I 
didn’t have �me to put into this submission. The ones I did address include terms b, c, d and 
i. I would love to give evidence at a hearing as I have had a long experience in the mental 
health system and have many ideas for steps that could be taken to improve it. However, I 
have no op�ons for how to express these ideas and this would be an amazing first 
opportunity.  
 
 
Long form links and bibliography: 
Ar�cle by RACGP long form link: 
htps://www1.racgp.org.au/newsgp/professional/a-huge-issue-call-for-more-gp-support-to-
address-m 
 
Short-term suicide risk a�er Psychiatric Hospital Discharge long form link: 
htps://www.ncbi.nlm.nih.gov/pmc/ar�cles/PMC8259698/#ref-list-a.l.c�tle 
 
Police Response and crisis response teams long form link: 
htps://www.apa.org/monitor/2021/07/emergency-responses# 
 
Police and mental health training long form link: 
htps://www.parliament.nsw.gov.au/la/papers/pages/qanda-tracking-details.aspx?pk=51177 
 
Links and sources: 
htps://psychology.org.au/for-members/news-and-updates/news/2022/australians-need-
psychological-help-more-than-ever# 
 
htps://amp.abc.net.au/ar�cle/102304538 
 
htps://www.psychologytools.com/resource/fight-or-flight-
response/#:~:text=The%20fight%20or%20flight%20response,body%20to%20fight%20or%20
flee. 
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htps://www.blackdogins�tute.org.au/wp-content/uploads/2022/08/Finding-a-mental-
health-friendly-doctor-fact-sheet.pdf 
 
htps://www.healthdirect.gov.au/psychiatrists-and-
psychologists#:~:text=Visit%20your%20doctor%20(GP)%20if,your%20doctor%20about%20m
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