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BrainStorm Mid North Coast – Regional Consumer Advocacy Group 

 

SUBMISSION: Legisla�ve Council Por�olio Commitee 2: Health 

Inquiry into the equity, accessibility, and appropriate delivery of mental health care in NSW 

September 2023 

 

BrainStorm Mid North Coast welcomes a review into improving the equity, accessibility, and 
appropriate delivery of mental health care in NSW.  

We are a small non-profit community group in Coffs Harbour, established in 2016. Our members are 
people with a lived experience, carers, and family of people with a mental health condi�on. We 
provide emergency food and toiletry packs (atachment A) and informa�on on services in our region 
to people on discharge from the mental health unit, Coffs Harbour Base Hospital. Prior to covid 
restric�ons, we also hosted fortnightly morning teas and other ac�vi�es within the Mental Health 
Unit, which have not yet recommenced. We also provide input from a consumer and carer 
perspec�ve into reviews or consulta�ons. BrainStorm Mid North Coast is commited to improving 
service delivery and mental health outcomes in the Mid North Coast Region. 

While we welcome a review, we also note that this is one of many in a long series at the regional, 
state, and federal levels that have resulted in no discernible differences to service delivery in our 
region at all. Our submissions made to other inquiries therefore remain relevant, such as the 
Seclusion and Restraint Review, Produc�vity Commisssion Inquiry, and others, as there has been no 
no�ceable change to service delivery at the community level. This is not only disheartening but also 
frustra�ng. Some of the previous material we have submited to these inquiries is therefore included 
here, as it remains per�nent.  

While the sta�s�cs on mental health get far worse, improvements in service delivery are not 
forthcoming. Why this may be the case is concerning, as much public money seems to have been 
directed to a mul�tude of reviews and inquiries with no substan�ve ac�on subsequently undertaken. 
Hundreds of thousands of people con�nue to be let down badly by the mental health care system, 
and in many cases further trauma�sed by it.  

In rela�on to the terms of reference: 

(a) equity of access to outpa�ent mental health services 

Access to outpa�ent services appears to only be possible in Coffs Harbour if you have been a very 
recent inpa�ent. You need to reach crisis point, be admited to hospital, and then on discharge are 
given limited access to outpa�ent services in the form of temporary contact from a community 
services team and perhaps one follow-up appointment with a psychiatrist. It is unclear how it is 
determined who gets ongoing access to these community teams, and what range of services they 
encompass. This informa�on is not always ar�culated or provided to consumers. 

There is difficulty accessing psychiatric or psychological services directly via the outpa�ent clinic. For 
example - if a GP refers you to see a psychiatrist at the hospital outpa�ent service, the referral will be 
sent back to the GP asking the GP instead to “monitor” the pa�ent. It is then incumbent upon the 
pa�ent to con�nue to make GP appointments, when nothing can be achieved at these appointments 
as the GP cannot make medica�on changes or undertake medica�on reviews. 
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This situa�on leaves the consumer with the op�on of only being able to access very expensive 
private services if they wish to see a mental health care professional. However, wai�ng lists and 
medicare gap fees are some�mes insurmountable - meaning many (or even most low-income 
people) get no treatment at all. Many psychiatrists have closed their books to new pa�ents, and the 
gap can be $250 even for a 15-minute consulta�on.  

If you personally ring the outpa�ent clinic to request to see a psychiatrist, you will be either turned 
away or told it will first need to be discussed at a staff mee�ng to determine if your request is 
considered valid. For example, when one member rang the outpa�ent clinic directly in 2022, they 
were asked dismissively why they wanted to see a psychiatrist. When they informed them they 
wanted a medica�on review, they were told that the medica�on they were taking “was not relevant 
to them”. Within a very short �me frame a�er that call, the person was involuntarily admited to the 
mental health unit. This was despite making all efforts to seek care. 

There needs to be a “no ques�ons asked” policy if someone rings or atends an outpa�ent clinic 
seeking to see a psychiatrist or other clinician. There is an urgent need for outpa�ent services to be 
expanded by elimina�ng restric�ons on who can access them, reducing the �meframes and red-tape 
around assessment or triage processes, and by providing other public services as alterna�ves such as 
Community Hubs and Safe Havens/Spaces which are staffed by peers and clinicians. Greater and 
easier access to case management support via the outpa�ent service or Community Hubs is also 
recommended.  

(b) naviga�on of outpa�ent and community mental health services from the perspec�ves of 
pa�ents and carers 

Naviga�ng community mental health care services is difficult and �me consuming. If you reach crisis 
point and are hospitalised, you are discharged with very litle ongoing support within the community. 
There is a community mental health team who will contact you in the days or couple of weeks 
following discharge, but this offers very litle prac�cal support. For example, they may check you are 
taking your medica�on, but do not always link you to services if you are suffering from side effects or 
want to get counselling or see a psychologist. Many people do not need access to such services 
immediately upon discharge, but in the weeks or months following it.  

There are two main paths to accessing services in the community that we are aware of. The first is to 
call the NSW Mental Health Access Line, which directs the enquiry to the Community Mental Health 
Services team at the Hospital. They then interview you to assess if you fit certain criteria, and a 
treatment plan is developed if you fit this criterion. However, a referral to a psychologist or a 
psychiatrist is not automa�c via this service.  

Therefore, this facility is restric�ve and does not allow self-referrals to mental health professionals 
which is important. We would like to see the opera�on of this service modified to reduce or 
streamline the interview/triage process, and provide automa�c referrals to psychiatrists, 
psychologists or counsellors if requested. The benefit of this service is that it removes the need to 
schedule a visit to a GP and can be done over the phone.  

The other method to gain access to services in the community is via a mental health care plan from 
the GP. This may involve a wai�ng �me and cost, as it may not be bulkbilled. However, GPs are 
generally more flexible with referring people to see psychologists and psychiatrists and offer care 
plans in collabora�on with the person. The care plans are only for 10 sessions (although can be 
renewed yearly) and involve significant out of pocket expenses so are not suitable for everyone, 
especially those with chronic condi�ons and low incomes.  
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Mental health care plans are usually of insufficient dura�on to adequately treat many condi�ons, 
there are a limited range of clinicians available that can see pa�ents in a �mely manner, and the cost 
can be prohibi�ve. The necessity to con�nue sharing descrip�ons of your condi�on or history many 
�mes can also be emo�onally draining. The main factor discouraging the greater use of mental 
health care plans is cost – the medicare gap can be considerable. People on healthcare cards need 
further subsidisa�on for therapy sessions under these plans.  

Access to physical services appears to be usually triggered only in crisis situa�ons, which is resource 
intensive as well as trauma�sing for the person. Preven�ng or obvia�ng the need for ter�ary level 
care by improving subsidised access to psychiatrists, psychologists, and counsellors as well as case 
management at the community level would improve naviga�on as well as provide the most 
appropriate form of care at the right �me. Peer support workers are one valuable resource that can 
help navigate services that needs expansion and wider availability.  

According to the Mid North Coast Local Health District website, people are referred to community 
services from the emergency department, general wards, and the mental health unit. However, 
whether or how this works in prac�se is ques�onable. For example, members of our group have 
never been referred to any community services (apart from the community team, with a limited role) 
on discharge, or even been given the phone number for the NSW Mental Health Line. It can be 
difficult to find informa�on on services, or know how to access them, and it can be daun�ng for 
someone in recovery to try to follow this up independently.   

On discharge from the public hospital, you are only usually told you need to go to a GP to get a 
prescrip�on within the next week, which is difficult to do considering wait �mes. Then the GP tries to 
find a psychiatrist or psychologist that is available and within your budget to refer you to, if you 
would like follow-up treatment. Due to the difficulty, wait �mes and cost in accessing care at the 
community level, many consumers just stop trying. It’s simply seen as a fu�le exercise.  

Naviga�on is therefore extremely challenging as there is a chasm at the community level of any 
affordable services in the private sphere, and restric�ve “gatekeeping” of services in the public 
sphere. This is compounded by socio-economic factors that o�en affect people disadvantaged by 
poor mental health such as low income, lack of transport, homelessness or instability in housing, 
substance abuse and lack of support/isola�on.  

There is a lack of knowledge about the NSW Mental Health Access Line, the services it offers, and a 
percep�on that it can only be used in emergencies. Greater promo�on and publicity of this phone 
line and awareness of the range of services it offers can help people more easily access local support. 
Informa�on on this service should be given on discharge either verbally or via pamphlets that include 
other services available in the community including welfare services.  

The gap or fragmenta�on on informa�on on services could be partly addressed by an online regional 
portal which covers both public and private service providers and agencies (which is discussed under 
(g) benefits and risks of online and telehealth services), as well as peer support workers at 
community hubs. An online regional portal of informa�on could benefit consumers as well as 
clinicians.  

We would like to see the use of community teams expanded, the dura�on of treatment/contact 
under them lengthened if requested, automa�c referrals to suitable community mental health 
services once the community team has completed its du�es, and more frequent follow up if 
requested in the months a�er discharge, and not just in the couple of weeks a�erwards.     
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There is also a lack of u�lisa�on of peer support (both volunteer and paid), which can be invaluable 
in naviga�ng the mental health care system. There is currently no support group for consumers in 
our region, despite us approaching several agencies to partnership with us to provide one. We have 
been unable to secure a venue or linkage with any agency within the community to provide a peer 
led support group.  

Support groups are one very effec�ve way to help consumers navigate the system in an informal and 
non-threatening way, as well as assist in minimising social isola�on. We strongly advocate the 
assisted establishment of peer led support groups in communi�es where feasible. The quickest and 
most efficient way to learn about services and how to access them, and other maters relevant to 
mental health care consumers such as medica�ons, is from peers who have experienced the same 
condi�on and the same issues. Peers also provide hope for recovery and give unique insight into 
services that allied health professionals lack.  

 

(c) capacity of State and other community mental health services, including in rural, regional, 
and remote New South Wales 

Capacity in Coffs Harbour and surrounding region of services is inadequate for the volume of need 
across the full spectrum of mental health condi�ons (mild/moderate/acute), as well as for the 
community demographics. For example, youth, elderly and culturally and linguis�cally diverse 
groups. There is great unmet demand for affordable and accessible psychosocial support services.   

The scope of what is encompassed by “community mental health care services” needs to be 
expanded to include social inclusion as well as other factors that are crucial to mental health and 
wellbeing, such as access to educa�on, employment, lifestyle or physical health ac�vi�es, and 
housing. Social par�cipa�on and inclusion programs for consumers are currently weak or non-
existent in our region. This is more pronounced for consumers who cannot access the NDIS. 

Mental health is not just dependent upon clinical healthcare services for treatment and support. 
There are a range of factors directly influencing mental health beyond these services, so linking and 
co-ordina�ng a variety of social, welfare, physical health and economic agencies that could help 
people with mental health condi�ons is important. Community Hubs could be used to improve social 
inclusion as well as provide peer support, access to other relevant services, and co-ordinate the 
provision of informa�on across a range of domains.  

We look forward with op�mism to the establishment of a Community Hub in Coffs Harbour later this 
year, which we an�cipate will greatly improve service delivery. We have been lobbying for a 
Community Hub for some �me and are pleased that one will soon be opera�ng, as this is vitally 
important for increasing provision of informa�on as well enabling face-to-face contact with peers 
and clinicians in a safe and non-threatening environment.  

We hope a Safe Haven also becomes opera�onal within our community without undue delay, and 
that these are progressively expanded state-wide as a mater of priority. Community Hubs and Safe 
Havens are a cost effec�ve and culturally appropriate way to improve capacity of services, increase 
their range and reach, and reduce pressure on acute care or emergency departments in regional 
areas. The Mental Health Co-Ordina�ng Council Report “Shi�ing the Balance” provides a 
comprehensive case for improving capacity by expanding community-based care, which we strongly 
support. 
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(d) integra�on between physical and mental health services, and between mental health 
services and providers 

What “integra�on” means in prac�se is not clear. Is this referring to co-loca�on of services, 
integra�on of health records, or referral paths between service providers and clinicians? Mental 
health o�en has co-morbidity with physical health condi�ons due to side effects of psychiatric 
medica�ons, and physical health has direct impact on mental health. The links between mental and 
physical health are clear, but the division between physical and mental health care service delivery 
and providers can lead to omissions or oversights in care provided.  

There needs to be sensi�vity to consumer preferences as to record or informa�on sharing between 
clinicians. Not all consumers want their mental health records or details freely shared with other 
clinicians or providers, who are trea�ng physical health condi�ons. The perspec�ve of the consumer 
is vital to this mater. While service providers or prac��oners may see some benefit in the 
“integra�on” of these services via sharing records or informa�on, some consumers may not.  

Mental health raises specific concerns around privacy and confiden�ality and some consumers may 
prefer these services remain dis�nct and operate independently. In par�cular, the integra�on of 
physical and mental e-health records should not be automa�c, and consumers need to retain the 
right to either link or de-link these records.  

The “integra�on” of services is a complex issue, which may be addressed in a variety of ways besides 
direct paths of informa�on sharing between different service providers. For example, by lifestyle 
counsellors (or what the Produc�vity Commission called “low intensity therapy coaches”). This is by 
using a manpower category who informally co-ordinates aspects of both physical and mental 
healthcare, rather than by developing or enforcing more elaborate links between different service 
providers. Care co-ordina�on that encompasses both physical and mental health condi�ons is 
important and can be done with support workers opera�ng from Community Hubs.  

A support person (whether in the form of a case manager, peer worker, lifestyle counsellor, or low 
intensity therapy coach, recovery coach, mentor), who is familiar with the range of condi�ons the 
person has, as well as their unique situa�ons and needs, may be able to link the person with services 
and providers more effec�vely and sensi�vely than developing addi�onal levels of administra�on or 
bureaucracy, more intricate referral processes, or informa�on sharing between clinicians. They could 
also provide diet, exercise and lifestyle advice as well as help a person access services in rela�on to 
these.   

Community Hubs represent an effec�ve way to integrate the delivery of these services, with a range 
of services for both physical and mental health offered in the same loca�on. Given the complexi�es 
of trea�ng mental health condi�ons, the links between mental health and physical health, and the 
limita�ons of current approaches “…it is now urgent that a more integrated pa�ent-centred 
approach occur within the field of mental health, with a par�cular focus also on physical health. Both 
are in�mately connected and influence each other, thus an approach which considers both body and 
mind as one interrelated nexus (is necessary)” (Ee et al., 2020:11). 

Community Hubs can also reduce s�gma as consumers are not iden�fying as someone with a 
“mental illness” by using the hub but are simply accessing a health service. In smaller communi�es, 
people may not want to access services that are specifically iden�fied with mental health condi�ons, 
so hubs with a broader and holis�c health focus would be beneficial. The expansion of “step-up step-
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down” services could also enhance delivery and co-ordina�on of support across levels of care, and 
aid integra�on between services and providers.  

Regular educa�on and training for GPs around common side effects of different psychiatric 
medica�ons is important as these are some�mes overlooked. A GP is usually the main clinician 
involved in treatment and first port of call for all health-related maters, so is typically aware of the 
mental health condi�on/s as well as physical condi�ons of their pa�ents. However, GPs are general 
health care clinicians, not specialists, and the effects of psychiatric medica�ons can be complex.  

GPs need to have access to more regular training and informa�on on mental health, to maintain up 
to date knowledge about condi�ons and their treatments. More training and support for GPs in 
recognising early symptoms of mental health condi�ons, iden�fying services available, helping the 
pa�ent link to the most suitable one, and understanding medica�ons/treatments can aid the 
integra�ve provision of healthcare. It would assist in more targeted referrals as well as more 
comprehensive care at the GP level.  

Conversely, more emphasis and recogni�on by psychiatrists of physical health condi�ons generated 
by medica�ons and prompt ac�on to address them is also necessary. It should be mandatory to 
provide informa�on verbally on physical side effects of any psychiatric medica�ons when they are 
prescribed, either by the Psychiatrist or dispensing pharmacist. The sole reliance on informa�on 
brochures within the medica�on packet is not adequate, as they can be confusing or not use plain 
English, and do not sufficiently meet the needs of groups such as CALD, or those with low literacy.  

Providing more integra�ve and comprehensive or holis�c care can thus be partly addressed by 
ensuring GPs have more educa�on and training on psychological issues and monitor these more 
closely including making or offering follow up appointments with consumers (instead of assuming 
consumers will make these appointments independently if needed). Psychiatrists could also have 
more focus on physical health issues linked to the medica�ons they are prescribing, and discuss 
these with the consumer, including addressing any methods they can use to lessen or mi�gate the 
side effects.   

The limited scope of GP services means that even in the case of obvious side effects from 
medica�ons, litle can be done except a referral to a psychiatrist for a medica�on review. This is not 
always feasible due to cost or access issues, so many physical side effects are not addressed, and this 
can cause a range of chronic health problems. Some of these are irreversible, increase mortality, or 
create memory or cogni�ve impairments and other serious condi�ons (Ee et al., 2020:2; Ritvo AD et 
al., 2023; Shi et al., 2022).  

Addi�onally, many people do not receive the full therapeu�c benefit from the use of drugs (Sarris & 
Lake, 2012:82). While there is evidence that drugs work for some people and some condi�ons, and 
can treat many of the symptoms of psychiatric disorders, there is less evidence that they can provide 
a “complete and sustained remission” alone (Ee et al., 2020:2). Access to other forms of treatment or 
therapy are impera�ve, including nutri�on, exercise, and counselling for example. These may be 
more appropriate or beneficial than sole reliance on drugs, which is currently what many consumers 
only have.  

Long  term use of medica�ons, which may not be necessary, presents a range of complica�ons and it 
has been es�mated that up to half of long term an�-depressant prescrip�ons have no evidence 
based indica�ons (Van Leeuwen et al., 2021). People are prescribed with medica�ons, repeat the 
prescrip�ons indefinitely or without review, and can take these medica�ons for years, despite them 
being ineffec�ve or producing harmful side effects. These side effects can significantly impair the 
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quality of life or reduce lifespan. The availability of a fully subsidised medica�on review by a 
psychiatrist once every twelve months for anyone taking a psychiatric medica�on would be 
beneficial. This should also cover the main aspects of physical health status.  

Integra�on between mental health care services and providers is mainly fragmented between the 
public and private sectors. While most of the infrastructure/services is public, many service providers 
are private. When you are discharged from a public hospital mental health unit, you are not always 
provided with informa�on on private services available in the community. It’s very easy to “fall 
between the gaps” and suffer in silence as you may not have the capacity emo�onally or mentally to 
follow up treatment op�ons yourself.  

This is why case management, whether by a peer support worker or other similar professional (via 
the outpa�ent service or a Community Hub), can be very valuable and should be offered to more 
people with mental health condi�ons. These can be arranged on discharge from Mental Health Units 
or offered to those who have contact with community mental health care services. A case manager 
can also provide a stable link in con�nuity of care, which is o�en missing when the consumer has had 
to access many different clinicians for a variety of condi�ons.  

Currently, it is incumbent upon the consumer to educate and inform themselves about their 
psychiatric condi�on/s, the physical side effects of any medica�on/s, alterna�ve medica�on/s that 
can treat their condi�on, and which service providers are available in their region that may assist 
them. The consumer needs to become a strong and proac�ve advocate for themselves, and expert in 
their own condi�on as well as the medica�ons they have been prescribed. This is not an easy task.  

For enhanced integra�on we would like to see 

• The co-loca�on of physical and mental health care services within Community Hubs 
• The use of lifestyle coaches/case mangers/ peer workers to co-ordinate care 
• More training for GPs on mental health condi�ons and psychiatric medica�ons 
• More emphasis and informa�on by Psychiatrists on physical side effects of medica�on 
• Mandatory verbal informa�on on the physical side effects of psychiatric medica�ons 
• Access to a fully subsidised medica�on review from a psychiatrist every 12 months that 

encompasses physical health status (such as weight, blood pressure, blood test). 
 

(e) appropriate and efficient alloca�on of mental health care workers, including psychiatrists, 
nurses, psychologists, GPs, counsellors, social workers, allied health professionals and peer 
workers 
 

The lack of psychologists, psychiatrists, counsellors, and bulk billing GPs in regional areas is well 
known and documented. The wait �me and lack of bulk billing affects accessibility (current wait �me 
in Coffs Harbour depending on clinic – 2-3 weeks), with many GPs now closing their books to new 
pa�ents. Expanding the number of GPs in regional areas is crucially important, especially as many 
regional areas have experienced popula�on growth combined with an aging popula�on.  

The lack of �mely and affordable access to GPs and other allied health professional’s results in more 
reliance on the emergency departments of hospitals for condi�ons which are beter treated 
elsewhere. High numbers of presenta�ons to emergency departments for mental health condi�ons, 
or to crisis services, is an indicator that the system is failing. Many people with mental health 
condi�ons need to reach crisis point before they can access care, which is then admission (voluntary 
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or involuntary) to the mental health unit. This is far more resource intensive, as well as trauma�c, 
than other types of care.  

Trying to improve the alloca�on of these clinicians across the state without economic incen�ves or 
compulsory requirements to work in regional, rural, or remote areas as part of obtaining their 
qualifica�on may be difficult. More fully subsidised training places for nurses, GP’s and allied health 
professionals in TAFE or University campuses located in those regions may assist this goal in the 
medium to longer term.  

There may be poten�al to expand the scope or alloca�on of visas for certain occupa�ons under the 
schemes opera�ng, as well as streamlining these processes and reducing costs associated with it. 
Subsidising more interna�onal students who wish to undertake certain courses and then reside in 
Australia to work is also a feasible op�on. The shortage is cri�cal so measures to increase the 
workforce, both physically and via online services, needs to be addressed in innova�ve ways.  

The expansion of peer support workers is a very posi�ve op�on, as they offer unique insight into self-
management as well as naviga�on of the myriad of services available. They provide guidance with 
compassion, dignity, and hope, and give faith in future wellbeing – which is vital for recovery. The 
ability and capacity of peer workers to play a role in mental health management and care is currently 
underes�mated and underu�lised. There needs to be more fully subsidised places for peer workers, 
and more diversity in the peer support workforce. Iden�fying as having a mental health condi�on 
(being a “peer”) may be one factor preven�ng some people from following this occupa�on choice. A 
more neutral term such as recovery coach may encourage more people to take up this profession. 

 
(f) the use of Community Treatment Orders under the Mental Health Act 2007 

 

According to Jus�ce Ac�on, NSW has one of the highest rates of imposing CTOs worldwide, with 
nearly 7000 issued in 2022. The use of CTOs are not always effec�ve as therapeu�c tools. The 
applica�on of puni�ve measures undermines establishing a therapeu�c rela�onship needed for any 
benefits to be obtained. Alterna�ves to CTOs need to be developed, as the way they are currently 
administered can be seen as demeaning and intrusive.  

For example, not giving sufficient no�ce of breaches of the CTO (as required), direc�ng people to 
atend the emergency department for an assessment within a very short �me frame (rather than 
making an appointment at the Mental Health outpa�ent service), direc�ng the person to atend 
more appointments than is necessary under the order, and not providing copies of the order as 
required when a breach has been determined.  

We advocate the elimina�on, reduc�on, or revision of CTOs as these are not always beneficial, can 
be very invasive, and involve the threat of police force if they are breached. If they cannot be 
eliminated, they need to be revised or reworded to be less onerous and restric�ve, par�cularly 
around the use of police presence or use of police force to take a person who has not complied with 
the requirements to the hospital. Instead, community treatment teams could visit the person at 
home for example. A more collabora�ve approach to developing and enforcing the requirements of a 
CTO should be encouraged, such as determining preferred methods of contact, more op�ons and 
flexibility around dates and �mes of appointments, and frequency of contact from the case manager. 

Entering a CTO can be voluntary and can be seen as one way to access services and support such as a 
psychiatrist or a case manager but should not be necessary as the only way to access these services. 
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The intent of the CTO is to enforce access to services, but it’s currently framed and operated with the 
assump�on that the pa�ent is not compliant and is resistant to treatment which is not always (or 
even o�en) the case.  

People may have relapsed for many reasons, such as lack of access to medica�on reviews, and not 
always because they refuse to take medica�on. The current tone and manner that CTOs are framed 
and applied does not give dignity and respect to the pa�ent and perpetuates stereotypes and myths 
about people with chronic mental health condi�ons - such as they are unwilling to take responsibility 
for their condi�on or lack insight into it. We strongly advocate and encourage the revision of the CTO 
framework and educa�on and training for staff about their responsibili�es and obliga�ons under it.  

An example of the recent applica�on of a CTO from one of our members highlights some of these 
issues:  

The consumer was discharged in late June or early July 2023 from the Mental Health Unit at Coffs 
Harbour Base Hospital with a 6-month CTO which required two reviews by a psychiatrist 3 monthly 
intervals and fortnightly contact by a case manager. This CTO was voluntarily agreed to by the 
consumer, who felt it was the only way to get access to a psychiatrist which they had not been able 
to obtain in the previously except during hospital admissions.  

The person atended their first appointment for review with a psychiatrist as required on 13th July.  
However, at that appointment the psychiatrist deemed that the consumer had not answered the 
questions in the way the psychiatrist "preferred" (they did not like their “attitude”) so they were 
considered “technically” in breach of the CTO. This is despite meeting their only legal obligation 
under the CTO, which was to attend a review in person. Due to this, another appointment was then 
made for a further review one month later, 10th August.  

The consumer forgot to attend the additional psychiatrist appointment on the 10th August, due to 
having another medical appointment booked the same morning. They had also lost the pathology 
report for the compulsory blood tests required under the CTO. After missing that appointment, they 
were contacted on Tuesday 15th August and told that the psychiatrist appointment would be 
rescheduled. They were offered the dates of 11th and 25th of September, neither of which were 
suitable. 
 
They were then given an ultimatum by the case manager that one of those dates must be chosen or 
they would be in breach of the CTO.  Every text message sent regarding appointments came with a 
threatening and intimidating "warning of breach" if there was non-compliance, which the consumer 
found extremely offensive and stereotyping/stigmatising as well as unnecessarily coercive.  
 
The consumer expressed this frustration and anger at the manner the texts were being sent in and 
was then told on the same day – prior to either accepting or rejecting the appointments offered on 
11th or 25th September – that they were now in breach of the CTO and would be given written notice 
of that. Also, that they must attend a psychiatrist review on Friday 18th August (in 3 days), by 
presenting at the emergency department. It appeared the appointments offered on 11th or 25th of 
September had now been withdrawn without notice, and the consumer was considered already in 
breach for either missing the appointment on 10th August or not having the blood test.  
 
No written notice of this breach was received as indicated. The following day, on Wednesday 16th 
August, the consumer was then told written notice of a breach would instead be received if they did 
not present to the emergency department on Friday 18th August. The consumer had a pre-existing 
arrangement on 18th August so did not present to the Emergency Department on that date.  
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On Tuesday 22nd August a notice of breach was placed in the letterbox telling the consumer they had 
been given sufficient notice of a breach under the Act, that they must now attend the Emergency 
Department immediately or the Police would be attending their home, and that the conditions of 
the CTO were attached. No paperwork was attached to this letter, and there was no pathology 
request form for a blood test. This situation was only resolved when the consumer contacted 
bureaucrats within the MNC LHD and complained about the process and timeframes used and asked 
how to apply to have this CTO revoked.  
 
This example shows that CTOs can: 

• be applied without due process 
• use the resources of Emergency Departments and the Police unnecessarily 
• can escalate to Police intervention quickly and without cause, and 
• can generate extreme pressure, stress, and anxiety for consumers during periods of time 

when the focus should be on recovery and healing.   
 
We agree and endorse the posi�on of the Jus�ce Ac�on organisa�on on the use of CTOs. Their 
discussion/research paper on this is very comprehensive and presents the case clearly from a 
consumer perspec�ve including many case studies. It’s linked from 
htps://jus�ceac�on.org.au/community-treatment-orders/ 

 

(g) benefits and risks of online and telehealth services 
 

The main benefits of online and telehealth services are convenience, ease of access, ability to be 
anonymous for some services, and usually reduced wai�ng �mes for access. People may be more 
willing to access some services in the privacy of their own home than atend clinics where they could 
be iden�fied or seen. Some people may feel more comfortable raising issues related to their mental 
health in an online capacity where they are not necessarily visible and may not have to iden�fy 
themselves.  

Health workforce shortages in regional, rural, and remote areas may be partly addressed by 
telehealth ini�a�ves, however access to technology needs to be considered as a poten�al barrier to 
uptake. Low-income earners may not have sufficient hardware, internet access or data capacity to 
benefit. While most or nearly all homes now have access to the internet, some may have limited 
capacity with data allowances.  

Private rooms with the free use of the internet to use these services within community hubs or safe 
havens could be one method to enable easier access to online services. There is a risk that some of 
the most vulnerable consumers with highest need have financial, technical and literacy barriers to 
using online services. Therefore, telephone services should always operate in tandem with online 
services and be co-ordinated to address service gaps. 

Telehealth services are not a subs�tute for face-to-face services with a health care professional. 
Telehealth services may offer an adjunct to physical services but not a replacement. Some people are 
not comfortable with the use of online services for various reasons, and the provision of online 
services should not be viewed as a suitable or sole alterna�ve in all cases. Online services, telephone 
services and face-to-face services should all be offered, and be co-ordinated to maximise service 
delivery outcomes.  

https://justiceaction.org.au/community-treatment-orders/
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Face-to-face services can be considered crucial for some people due to the nature of their mental 
health condi�on. Being in the physical presence of a clinician or therapist can impart a sense of 
comfort or support which is lacking in the online delivery of services. Online services may increase 
the sense of aliena�on and isola�on. Online services may be suitable as a temporary solu�on for 
some, whereas others may find them suitable longer term for their needs. If all op�ons are available 
(online/telephony/in person), then consumers can choose the service delivery method most suitable 
to their needs. People should not be forced to use telehealth services due to lack of other op�ons.  

The re-establishment of bulk billed tele-psychiatry services is promising however it is unclear yet if 
this has made any difference at the service delivery level in this region. GPs may require more 
informa�on about this service, as well as others that are available for mental health at regional, 
state, and federal levels, as GPs are o�en not fully aware of what is available or where to direct 
people if they cannot refer them to a local psychiatrist or psychologist. The quickly changing and 
evolving landscape in the digital mental health field may be one factor for this.  

Awareness campaigns of online services that are already available and the Head to Health portal are 
important, as recogni�on by consumers of the different online services available is variable, and 
online service delivery appears fragmented. We support the development of a regional online 
naviga�on pla�orm for mental health services, based on the HealthPathways portal currently used 
by most PHNs, which incorporates the ability to book consulta�ons with service providers.  

We would like to see the range of services contained within these regional portals to be expanded to 
include for example – emergency accommoda�on services, subsidised food outlets (food banks), 
welfare services, public transport routes, educa�on and training/employment agencies, loca�ons of 
pharmacies and bulk billing medical clinics, support groups, and rebates available from state and 
na�onal governments for u�li�es and services. 

There is therefore scope for regional portals on mental health services to provide informa�on to 
mental health consumers beyond clinical services, and to link consumers with a range of social 
services that can support and enhance their mental health by reducing financial stress, and making it 
navigate clear and easy across the range of clinical, allied health, psychosocial and welfare services 
available at a regional level.  

Forums or chat rooms moderated by peers could also be atached to some online services, as there is 
great support and reassurance offered by other consumers, which can reduce social isola�on as well 
as provide informa�on informed by lived experience. Online support groups represent a posi�ve 
alterna�ve to other forms of support and need to be considered as a viable alterna�ve to face-to-
face groups.  

The main risks we see with the use of online and telehealth services is privacy, data reten�on (or 
storage and retrieval of recordings or records made), data breaches and issues around third-party 
access. How these services and the informa�on provided in them are stored, who can access them, 
and issues around record reten�on are the main concerns. Consumers should always retain the right 
of consent around recording of calls or sessions (recording should not be compulsory to use 
telehealth or online services). Regula�on around record reten�on and consent for this needs to be 
clear and encompass both private and public spheres. 

The use of electronic health records for mental illness in par�cular poses many concerns and we do 
not believe e-health records should be compulsory or phased in as a necessary part of the stepped 
care model. The use of e-health records needs to be mater of individual choice, and not 
implemented without consent by the service provider. Wide consumer consulta�on and informa�on 
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around this needs to be undertaken prior to implementa�on. In summary, we see the benefits and 
risks as: 

Benefits  

• convenience 
• privacy 
• reduced wai�ng �mes 
• may be available out of normal business hours 
• useful for people without transporta�on or with physical disabili�es 
• cost – may be free or cheaper than face-to-face services 

Risks 

• May be seen as a subs�tute for rather than an alterna�ve to other services 
• Reten�on of records and third-party access 
• Consumers not being aware of or informed of implica�ons of the terms of service 
• High or unregulated fees or costs for some services 
• May not enhance con�nuity of care 
• May not meet needs of vulnerable or socially or physically isolated groups – eg. CALD, those 

with literacy issues, limited technical skills or restricted access to hardware/wifi 
• The range of services and their scope can be overwhelming and confusing to navigate 
• Inadequate evalua�ons or lack of reviews to determine effec�veness and efficiency 
• Poor links to physical services or lack of follow up 

 

(h) accessibility and cultural safety of mental health services for First Na�ons people, 
culturally and linguis�cally diverse (CALD), LGBTQIA+ people, young people, and people 
with disability 

First na�ons: Indigenous communi�es can access a variety of agencies for health care needs 
including mental health care in this region, however we are unable to comment on access issues. 
Indigenous healers may be one asset as mental health care workers. The use of indigenous healers 
was canvassed by the Produc�vity Commission and represents a method to expand the range and 
reach of services in a cost effec�ve and more culturally appropriate way. The World Health 
Organisa�on recognises tradi�onal medicine and tradi�onal healers as a valuable and vital resource 
at the primary health care level, and they may have par�cular significance in the mental health care 
sphere where culturally sensi�ve support could aid recovery.  

CALD: Coffs Harbour and the surrounding region has an ethnically diverse popula�on, including 
refugee groups, which the services do not appear to recognise. Language and cultural differences are 
not accommodated in informa�on brochures or in signage (for example, there is a large Indian 
popula�on, as well as Afghani and Sudanese refugees). We would like to see services that more 
closely accommodate the differences within the community and are tailored to meet the needs of 
these groups. Trauma experienced by displaced communi�es for example, could be addressed. There 
are refugee setlement agencies which offer various services, but the links between these services 
and other services available in the community are not clear.  

LGBTQIA+: We are not aware of any access and safety issues for this community in our region. A 
diverse range of peer support workers in Community Hubs can provide sensi�ve access to a variety 
of services for many minori�es, including indigenous, CALD, and LGBTQIA+ communi�es.   
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Young people: The Mental Health Care Unit has no beds for youth, which means young people 
(under 18) need to be transferred to Lismore Base Hospital for treatment. This causes great hardship 
and stress. One example is a sole parent family, whose 14-year-old daughter needed to be treated as 
an inpa�ent. Due to no allocated beds for youth at Coffs Harbour Base Hospital, she was transferred 
by ambulance to Lismore. The mother then had to spend 4 weeks in Lismore to be close by, so 
needed to send some of her other children to Sydney for care. An elderly rela�ve also had to come to 
Coffs Harbour to care for another.  

The absence of allocated beds for adolescents in Coffs Harbour has been raised many �mes over 
many years but no ac�on on this has been taken. This is an unacceptable situa�on for a regional 
centre the size of Coffs Harbour (popula�on 78 000) and causes immense stress and anxiety for 
families during an already very difficult �me. Beds located within the Mental Health Unit specifically 
for young people needs to be a mater of priority. Mental health wards for adolescents like the one in 
Lismore (popula�on 44 000) need to be expanded to all main regional centres at a minimum - 
currently there is only one in Lismore and one in Newcastle.  

There is a lack of services dedicated to youth in Coffs Harbour. While it may appear that there are 
many service providers, most of these are booked out many months (even up to one year) in 
advance with others not taking new clients. This means that parents can some�mes only access 
services for their children via the NSW Mental Health Line. Depending upon the assessment, the 
child may be offered unlimited access to a psychologist as well as a psychiatrist as needed. 
Alterna�vely, access to a psychologist may be provided but is short term. Con�nuity of care is 
therefore an issue.  

Given that many adolescent mental health issues relate to self-harm or ea�ng disorders, there is a 
need for access to early detec�on and interven�on programs specifically for these condi�ons. This 
may require educa�on and training for teachers, as well as expanding the availability of counsellors 
at schools, and incorpora�ng more detailed informa�on on mental health into school curriculums.   

People with a disability: People with a physical disability as well as a psychosocial disability may be 
able to access the NDIS with greater ease, and therefore have greater support and access to services 
via case workers, peer workers or social workers. We are not aware of any specific significant issues 
related to access for this group.  

The elderly: Our region has a large propor�on of re�red and elderly people. Many of the elderly are 
vulnerable to social exclusion and isola�on, as well as lacking the skills to access online or telehealth 
services.   

(i) alterna�ves to police for emergency responses to people experiencing acute mental 
distress, psychosis, delirium, demen�a or intoxica�on in the community, including but not 
limited to Police, Ambulance, Clinical, Early, Response (PACER) 

The Police should not be used for most acute mental health cases, and instead specially trained 
paramedics are preferred. The excep�on to this may be life threatening or public safety situa�ons. If 
the Police are automa�cally called for emergency mental health cases, further training in mental 
health and dealing with people who have mental health condi�ons is urgently required. It should 
form a core component of training. Discrimina�on and bias s�ll exist, based on poor understanding 
of these condi�ons.  

The automa�c use of the Police is based on stereotypes that all people with mental health condi�ons 
in crisis situa�ons are poten�ally violent or dangerous, and we would like to see this myth addressed 



BrainStorm Mid North Coast – Submission – Legisla�ve Council Commitee 2: Health Sept 2023 
 

14 
 

based on the facts and reality around mental health admissions and condi�ons. People with mental 
health condi�ons are far more likely to be the vic�ms of violence, than perpetrators of it. The fear 
around people living with mental health condi�ons who may be experiencing a psycho�c episode or 
crisis is unfounded, exaggerated, and based on inaccurate assump�ons that need to be dispelled.  

It is extremely trauma�c for people with mental health condi�ons to have contact with the Police 
Force in emergency situa�ons and more sensi�vity and compassion is needed. There is scope for vast 
improvement in this area, which needs to address a cultural issue within the Police Force itself. The 
Police are not equipped to deal with these maters, and do not appear recep�ve to improving their 
ability or capacity to respond to them.  

As part of a general s�gma reduc�on approach, we support more educa�on and training about 
mental illness for Police. People with lived experience can be used in training, so that the barriers 
between the Police and people with mental health condi�ons are reduced. This is important given 
that people with a mental illness are overrepresented in every part of the jus�ce system.  

On-going educa�on and training should be regularly undertaken, and not just once as part of ini�al 
training. The appropriate use of force, methods to de-escalate situa�ons, and effec�ve 
communica�on with people suffering from mental health condi�ons should be aspects covered.  

We advocate the elimina�on of pepper spray and tasers when dealing with unarmed or non-violent 
people suffering a psycho�c episode or other mental illness. The use of pepper spray and tasers, as 
well as excessive force, is not only totally unnecessary but generates extreme pain and trauma. The 
frequency that these are used when police atend a mental health call-out should be officially 
recorded, monitored, and used as a performance indicator. Alterna�ve methods to approach, 
restrain or sedate people with mental health condi�ons needs to be urgently addressed in training.   

While PACER teams or similar are the preferred op�on and should be widely used, but in some 
loca�ons may not be feasible. If uniformed police are deemed essen�al or clinicians are unavailable, 
then every shi� should have at least one specially trained officer with exper�se in mental health 
condi�ons and interac�on/communica�on with people with mental illness who atends, directs the 
team and co-ordinates with ambulance or hospital staff. If combined police/clinician teams are used, 
the clinician should be the main point of contact with the person with a mental health condi�on, 
with the police remaining unobtrusive and only par�cipa�ng when necessary.  

Police uniforms can be confron�ng and frightening for people suffering from a mental health 
episode. It may be beter differen�ated or demarcated from the view of the pa�ent/consumer if a 
vest over the uniform is worn, like a high-visibility vest but that looks more clinical (like being white 
in colour, or another colour). This may clearly signal to the person that while the police are in 
atendance, they are there in a different capacity to normal. This could help reduce s�gma and fear.  

Communica�on is the most important way to de-escalate the situa�on and deal humanely and 
compassionately with the person involved. Very simple and easy techniques like using the person’s 
name, speaking respec�ully, and explaining clearly what is happening can make a big difference to 
the experience from the consumers perspec�ve. No mental health pa�ent should be transported to 
the hospital in a police van, which happens on numerous occasions.  

All people with a mental health condi�on should be treated with dignity and respect, which is o�en 
not the case when excessive force is used, or the police respond in the same manner as when they 
are dealing with a criminal mater. People with mental health disorders are suffering from symptoms 
of a health condi�on and are not criminals or inherently dangerous. It’s vital this dis�nc�on is kept 
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upper most in the minds of responding/trea�ng teams. The unfounded fear of poten�al violence 
from a consumer should not result in the actual use of violence and excessive force by Police in the 
form of weapons like tasers and pepper spray, or extreme and painful physical restraint. 

(j) any other related mater. 

Sole parent families: The Produc�vity Commission Inquiry reported that the household 
characteris�cs of people with a mental illness shows that one parent families with children are the 
largest group represented (over 30%), and single parents are more likely to suffer from social 
exclusion and poor mental health. Both single parents and their children are at greater risk for 
developing mental health condi�ons. 

There is a clear link between sole parent’s mental health and children’s mental health. Children 
raised in sole parent households are significantly more likely to be exposed to all the risk factors 
associated with developing mental health condi�ons. This includes socio-economic disadvantage 
(which can be directly linked to poor physical health), personal trauma (including the breaking up of 
the family unit, disjointed care arrangements with primary caregivers, poten�al exposure to 
domes�c violence, substance abuse or mental illness within the family unit), instability in housing, 
and being in the child protec�on system (PC Vol 2:661). 

Children within sole parent families are therefore more vulnerable to poor outcomes in physical, 
social, and emo�onal health and face mul�ple risk factors (PC Vol 2:662). Both parents and children 
within sole parent family units therefore need to be considered a significant group who merit special 
measures when developing mental health preven�on and support programs, or addressing access, 
equity, and appropriateness of service delivery issues. 

We would like to see greater support for sole parents with mental health condi�ons, as well as sole 
parents more generally as well as their children. This would lead to less incidences of formal 
interven�on/removal of children from the family unit. This can have a devasta�ng impact on both 
parent and child and could be prevented with greater support at the community level and access to 
respite. Respite services could be like that currently offered to carers.  

Developing specific measures targeted at these family units is therefore strongly supported, and we 
believe one parent family units need to be recognised and iden�fied as a priority for prac�cal 
support and assistance in trea�ng and preven�ng mental ill health at the community level. We would 
like sole parent families to be included alongside other segments of the community that are targeted 
for specific measures such as indigenous, LGBTQIA+, CALD and young people as they have very 
specific needs and are the largest group represented in mental health sta�s�cs which is currently not 
recognised in any access and equity measures.  

Natural disasters: The impact of natural disasters like fires and floods on communi�es can be 
extensive and long las�ng. We would like to see the development of innova�ve and flexible programs 
such as rapid response teams, that deal specifically with mental health issues, that can be deployed 
quickly in �mes of these crises. Access to free psychological support at the earliest possible �me is 
important in communi�es that have faced trauma�c natural disasters. Early interven�on may avoid 
the need for more extensive support and care later.  

While communi�es are resilient and can develop local strategies, the early and addi�onal provision 
of professional or specially trained manpower could be crucial to improved recovery. This could be 
low cost, if formed by volunteers with a par�cular skill or qualifica�on in this area (like the State 
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Emergency Service). Southern Cross University (Dr Eric Brymer) is currently undertaking research into 
this area which could also inform the development of op�ons to address this.  

S�gma and discrimina�on: Unfortunately, there is s�ll widespread discrimina�on and s�gma. This 
can deter people from accessing services, or from seeking support. Methods to achieve this need to 
be ac�vely explored and further expanded such as talks in schools, and at hosted events within the 
community. For example, we are not aware of any s�gma and discrimina�on reduc�on programs 
opera�ng within our community.  

Preven�on: There are few or no proac�ve or preventa�ve strategies to address known physical side 
effects of psychiatric medica�ons, or to prevent mental health condi�ons developing. Preven�on 
strategies to reduce the development of disorders have been successful for other health condi�ons, 
like cancer and cardiovascular disease, but similar programs for common mental health condi�ons 
are lacking (Jacka et al., 2013). Preven�ng condi�ons developing is easier and more cost effec�ve 
than trea�ng them once they have emerged. More emphasis on preven�on, and more focus on 
primary health care, is a more suitable focus than the con�nued expansion of, or reliance on, ter�ary 
level or acute services.  

Complaints mechanisms: The Official Visitor Program, Health Care Complaints Commission, NSW 
Ombudsman and Law Enforcement Conduct Commission are not effec�ve or appropriate for 
consumers to lodge complaints about care with. For example, complaints lodged with the Official 
Visitor in 2022 have s�ll received no response. A single independent complaint body specifically for 
mental health consumers that can deal with a range of complaints or concerns across both the public 
and private spheres would be preferred. 

Conclusion 

Thank you for the opportunity to par�cipate in this Inquiry. We look forward to the outcome and to 
changes that may eventuate from it. In summary, our lived experience in rela�on to the inquiry is 
that there are too few public community level services and service providers, wai�ng lists are too 
long and costs too high for private services, and medicare gaps for services are too large for mental 
health care plans to be of benefit to low-income earners (ie. those on healthcare cards). Community 
Hubs, Safe Havens and the peer worker workforce require far more investment and expansion. 

We are op�mis�c that this inquiry will lead to inves�ng in fixing the mental health care system as a 
mater of urgency before more people die, and more people suffer unnecessarily. This is an issue of 
quality of life, as well as human rights. The fact that the system is broken is obvious – someone now 
needs to have the courage to take responsibility to fix it.  

This problem is not unique to NSW, and is experienced worldwide – up to 50% of people in high 
income countries and 85% of people in low to middle income countries do not receive required 
mental health treatment (Ee et al., 2020:2). The World Health Organisa�on es�mates that fewer than 
half those affected by depression, and in some countries less than 10%, receive treatment (Bodeker, 
2018:99).  Cost and access issues are crippling, and many people are le� without any form of support 
or therapy at all.  

Those with mental health condi�ons suffer in silence and are mostly a voiceless and powerless 
segment of the community. It is unconscionable that today in NSW, many people s�ll cannot access 
treatment for mental health condi�ons, and s�ll cannot afford it. It’s a complicated issue that needs 
to be proac�vely addressed now not only for the benefit of current consumers, but for future 
genera�ons. Collabora�on and innova�on are the ways forward. Rather than focussing on the 
problems of the past, we can focus on moving forward with hope into the future. Let’s take this 
opportunity to make genuine and las�ng change. 
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ATTACHMENT A:  

Contents of the packs provided on discharge, with an informa�on brochure on local services: 

 

CARE PACK 
CONTENTS 

 

FOOD PACK     HYGIENE PACK 

       

1 1Lt   UHT milk     1 toothpaste     

1 750g muesli     1 toothbrush 

1 500g pasta     1 roll on deodorant 

1 500g pasta sauce    1 pocket �ssues 
 
1 420g baked beans    2 15ml body wash    
   
1 185g tuna in spring water   2 15ml body lo�on 
   
1 100g rice crackers 
 
2 125g diced fruit in juice 
      
2   30g soup in a cup 
      
2   40g oat bars 
 
5   85g instant noodles        
  

 

PROVIDED BY BRAINSTORM MID-NORTH COAST 

A lived experience advocacy group  

NEW MEMBERS WELCOME! 

Join us to make change 

Email: Brainstorm.mnc@gmail.com *** Instagram: @brainstorm.midnorthcoast 

 

*** Generously funded by the Pink Ladies Auxiliary Coffs Harbour Base Hospital***  

mailto:Brainstorm.mnc@gmail.com
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