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EXECUTIVE SUMMARY AND RECOMMENDATIONS FOR THE
REPORT OF THE STANDING COMMITTEE ON PUBLIC ADMINISTRATION
IN RELATION TO THE

COMPLIANCE OF THE DEPARTMENT OF HEALTH WITH RECOMMENDATIONS OF THE
AUDITOR GENERAL’S 2001 REPORT ON LIFE MATTERS: MANAGEMENT OF DELIBERATE
SELF-HARM IN YOUNG PEOPLE

EXECUTIVE SUMMARY
1

In November 2005, the Committee resolved to scrutinise all statutory office holders’
reports (that is reports of the Auditor General, the Commissioner for Public Sector
Standards, the Information Commissioner, the Parliamentary Commissioner for
Administrative Investigations and the Inspector of Custodial Services) to determine if
any subject matters could be matched against the Committee’s terms of reference for
further inquiry. This report is the first occasion of that initiative and arose out of the
Committee scrutinising the Auditor General’s Second Public Sector Performance
Report 2005, Report No 8, tabled in the Parliament on 19 October 2005.

2

In 2001, the Auditor General conducted a performance examination of the Department
of Health’s management of deliberate self-harm in young people. The report of that
examination, entitled “Life Matters: Management of Deliberate Self-Harm in Young
People”, was tabled in the Parliament on 28 November 2001. The 2001 Performance
Examination compared the care given by hospital emergency departments and
community mental health services against guidelines developed in 2000 by the
Australasian College for Emergency Medicine and the Royal Australian and New
Zealand College of Psychiatrists for the management of deliberate self-harm in young
people.

3

Four years later, the Auditor General audited the Department of Health’s compliance
with the six recommendations made in the 2001 Performance Examination. The
Follow-Up Examination, reported in the Auditor General’s Second Public Sector
Performance Report 2005, concluded that the Department of Health had made limited
progress in addressing the six recommendations.

4

Noting this conclusion of the Auditor General’s 2005 Follow-Up Examination, the
Committee considered that further scrutiny of the Department of Health’s actions in
the four years following the 2001 Performance Examination was warranted.

G:\DATA\PC\PCrp\pc.dsh.060915.rpf.002.fin.a.doc

i

Public Administration Committee

5

Through its inquiry, the Committee was able to scrutinise the specific actions taken by
the Department of Health following the 2001 Performance Examination. The
Committee examined witnesses from the Office of the Auditor General and the
Department of Health, providing both agencies with an opportunity to put forward
their respective views on the level of progress made by the Department of health
between 2001 and 2005.

6

The Committee also sought to examine the Department of Health’s progress from a
health consumer’s perspective, through Mr Keith Wilson, former Chair of the Mental
Health Council of Australia, and from a research/policy perspective, through Professor
Sven Silburn, Chair of the Ministerial Council for Suicide Prevention.

7

The Committee’s inquiry was welcomed by the Auditor General, as it provided an
appropriate vehicle for a more detailed investigation of the Department of Health’s
actions between 2001 and 2005, thus complementing the 2005 Follow-Up
Examination by the Office of the Auditor General.

8

The Committee identified specific improvements required to enhance the clinical
management of young people at risk of deliberate self-harm, particularly within the
context of more effective and efficient administrative practices.

RECOMMENDATIONS
9

Recommendations are grouped as they appear in the text at the page number
indicated:

Page 12
Recommendation 1: The Committee recommends that the Department of Health,
through the Office of Mental Health, actively monitors and facilitates compliance with
the Guidelines for the Management of Deliberate Self-Harm in Young People in
emergency departments throughout Western Australia.
Page 12
Recommendation 2: The Committee recommends that the Department of Health
prioritises the allocation of resources to expedite the completion of the Deliberate SelfHarm Risk Assessment Tool pilot project.
Page 12
Recommendation 3: The Committee recommends that the Department of Health, in
consultation with the universities and training institutions, urgently convenes a
working group to develop alternative strategies to address immediate and longer-term
mental health workforce shortages.

ii

G:\DATA\PC\PCrp\pc.dsh.060915.rpf.002.fin.a.doc

SECOND REPORT

Page 15
Recommendation 4: The Committee recommends that the Department of Health,
through either the Office of Mental Health or the Chief Psychiatrist, more actively
assist mental health services to gain and maintain compliance with National Mental
Health Standards.
Page 21
Recommendation 5: The Committee recommends that the Office of Mental Health
prioritises the development of a standardised framework, with clearly defined core
parameters, on which local collaborative care protocols would be based and that the
Office of Mental Health assumes a coordinating role in the establishment of local
collaborative care protocols.
Page 21
Recommendation 6: The Committee recommends that the Office of Mental Health
works closely with community based mental health services in prioritising resources to
ensure that deliberate self-harm patients receive post-discharge follow-up in the
community within the timeframes recommended in the Guidelines for the Management
of Deliberate Self-Harm in Young People.
Page 25
Recommendation 7: The Committee recommends that the Office of Mental Health
develops a formal evaluation framework for implementation of the Guidelines for the
Management of Deliberate Self-Harm in Young People.
Page 25
Recommendation 8: The Committee recommends that the program established by the
Ministerial Council for Suicide Prevention to monitor management of deliberate selfharm in metropolitan teaching hospitals be extended to all public hospitals in Western
Australia.
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REPORT OF THE STANDING COMMITTEE ON PUBLIC ADMINISTRATION
IN RELATION TO THE

COMPLIANCE OF THE DEPARTMENT OF HEALTH WITH RECOMMENDATIONS OF THE
AUDITOR GENERAL’S 2001 REPORT ON LIFE MATTERS: MANAGEMENT OF DELIBERATE
SELF-HARM IN YOUNG PEOPLE

1

REFERENCE

1.1

In November 2005, the Standing Committee on Public Administration (Committee)
resolved to scrutinise all statutory office holders’ reports to determine if any subject
matters could be matched against the Committee’s terms of reference for further
inquiry. This report is the first occasion of that initiative and arose out of the
Committee scrutinising the Auditor General’s Second Public Sector Performance
Report 2005, Report No 8, tabled in the Parliament on 19 October 2005.

2

BACKGROUND

2.1

In 2001 the Auditor General conducted a performance examination of the Department
of Health’s (Department) management of deliberate self-harm in young people. That
examination was titled “Life Matters: Management of Deliberate Self-Harm in Young
People”, Report No 11, (2001 Performance Examination) and tabled in the
Parliament on 28 November 2001.1

2.2

The 2001 Performance Examination compared the care given by hospital emergency
departments and community mental health services against guidelines developed in
2000 by the Royal Australian and New Zealand College of Psychiatrists and the
Australasian College for Emergency Medicine for the management of deliberate selfharm in young people (Guidelines).

2.3

Four years later, the Auditor General conducted a follow-up performance examination
of the Department. This was published in the Auditor General’s Second Public Sector
Performance Report 2005, Report No 8, (2005 Follow-Up Examination). The 2005
Follow-Up Examination audited the Department’s compliance with six
recommendations made in the 2001 Performance Examination.

1

That report may be viewed at: http://www.audit.wa.gov.au/reports/report2001_11.pdf (viewed on 19
September 2006).
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3

PROCEDURE

3.1

Four public hearings were held on 16 and 29 November 2005 and on 3 and 31 May
2006.2 The Committee examined witnesses from the Office of the Auditor General
and the Department.3 The Committee also heard evidence from Mr Keith Wilson,
former Chair of the Mental Health Council of Australia, and Professor Sven Silburn,
Chair of the Ministerial Council for Suicide Prevention (MCSP). The Committee
released one media statement about the inquiry that was published in The West
Australian newspaper and on the Parliament’s website.4

4

IMPETUS FOR THE 2001 PERFORMANCE EXAMINATION

4.1

The 2001 Performance Examination was motivated by: “growing community concern
over the increasing incidence of suicide and deliberate self-harm in young people”.5
In the 2005 Follow-Up Examination, the Auditor General explained that there are
some topics that are priority or sensitive issues in which audit review would add value
to the quality of administration of those issues.6 The Auditor General said:7
I interpret that as meaning that we look at things analytically, form an
opinion and report to the Parliament on what we think of the quality
of efficiency and effectiveness of whatever program is being
implemented that we have looked at. In the course of our reports we
also make recommendations on what should happen in the future. It
is in that context that, for over a decade, we have adopted a practice
of two to three years after tabling an initial report, where warranted,
we undertake a follow-up examination.
...
The purpose of our follow-up is not to pursue or advocate for the
conclusions or recommendations that we made. To me it is an
acquittal in as much as we made a judgment that the topic was of
such significance that we should look into it and report to the

2

Transcripts of evidence are available at: http://www.parliament.wa.gov.au.

3

The witnesses were: Mr Des Pearson, Auditor General, Office of the Auditor General; Dr Peter Wilkins,
Executive Director, Performance Review, Office of the Auditor General; Dr Peter Wynn Owen, Acting
Director, Office of Mental Health, Department of Health; and Ms Karen Dickinson, Manager, Office of
Mental Health, Department of Health.
A media statement appeared on the Parliament’s website on Wednesday 9 November 2005 and a Public
Notice appeared in the West Australian newspaper on Saturday 12 November 2005.

4

5

Auditor General for Western Australia, Life Matters: Management of Deliberate Self-Harm in Young
People, Report No 11, November 2001, p5.

6

Mr Des Pearson, Auditor General, Office of the Auditor General, Transcript of Evidence, 16 November
2005, p2.

7

Ibid.

2
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Parliament. We owe it to the Parliament to look at what has happened
in the intervening period, and again give a relatively objective
acquittal of what has happened in relation to our recommendations.
That is our position with this report. We have made a report, and the
overview is best summarised by saying that we have concluded that
there has been limited progress in dealing with its recommendations.
5

RECOMMENDATIONS OF THE 2001 PERFORMANCE EXAMINATION

5.1

In 2001, the Auditor General made six recommendations. These were that:8
(1) The Department of Health should endorse the Guidelines for the
Management of Deliberate Self-Harm in Young People and ensure
their implementation across the Western Australian health system.
(2) The Department of Health should, in consultation with community
mental health clinics, develop and implement minimum service
specifications, for example, in relation to after-care planning, timely
follow-up treatment and assertive follow-up where a client does not
attend an appointment.
(3) Hospitals should develop and implement local strategies for
providing effective care for managing deliberate self-harm patients in
accordance with the Guidelines. These local strategies should be set
out in a detailed action plan.
(4) Hospitals and community mental health services should develop
local protocols for timely referral of patients to care in the
community, timely transmission of relevant details and effective
collaboration and coordination between hospitals, community based
services and other relevant local groups.
(5) Community mental health services should ensure that adequate
management information is available and utilised to improve service
delivery.
(6) State strategies for suicide prevention need to be regularly
reviewed and evaluated and progress on achievements publicised via
a regular reporting mechanism.

8

Auditor General for Western Australia, Life Matters: Management of Deliberate Self-Harm in Young
People, Report No 11, November 2001, p7.

G:\DATA\PC\PCrp\pc.dsh.060915.rpf.002.fin.a.doc

3

Public Administration Committee

6

KEY FINDINGS OF THE 2005 FOLLOW-UP EXAMINATION

6.1

In 2005, the Auditor General made five Key Findings in the follow-up examination of
the 2001 Performance Examination. These were that:9
(1) Not all patients presenting with deliberate self-harm in hospital
emergency departments receive psychiatric attention in accordance
with applicable guidelines. This is due to a lack of appropriately
trained staff. The DoH [Department of Health] is increasing the
number of mental health clinicians, and has filled 70 per cent of the
new positions established under the State Mental Health Strategy.
(2) The DoH [Department of Health] does not actively monitor
compliance with the National Mental Health Standards, and is unable
to demonstrate that it has introduced minimum service specifications.
(3) Different referral and collaborative care protocols have been
implemented across individual health services. These differences
affect the efficiency and effectiveness of coordination between
hospitals and community-based mental health services.
(4) The online clinical information system – PSOLIS10 – has not been
implemented to the extent that it can be used by community mental
health services to plan service delivery and monitor performance.
(5) The DoH [Department of Health] is currently developing an
evaluation framework for assessing progress in achieving State
Mental Health Strategy objectives.

7

THE DEPARTMENT’S GENERAL RESPONSE TO THE AUDITOR GENERAL’S KEY
FINDINGS

7.1

The Department disputed the Auditor General’s general conclusion that limited
progress had been made in addressing the six recommendations in the 2001
Performance Examination. The Department said: “…significant progress has been
made, and it is a shame that has not been recognised.” 11

8

THE DEPARTMENT’S SPECIFIC RESPONSE TO THE AUDITOR GENERAL’S KEY
FINDING 1

8.1

Key Finding 1 of the 2005 Follow-Up Examination states:

9

Auditor General for Western Australia, Second Public Sector Performance Report 2005, Report No 8,
October 2005, p40.

10

Psychiatric On-line Information System.

11

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p2.

4
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(1) Not all patients presenting with deliberate self-harm in hospital
emergency departments receive psychiatric attention in accordance
with applicable guidelines. This is due to a lack of appropriately
trained staff. The DoH [Department of Health] is increasing the
number of mental health clinicians, and has filled 70 per cent of the
new positions established under the State Mental Health Strategy.
Assessment and Treatment of Deliberate Self-Harm Patients in Emergency Departments
8.2

The Department disputed the finding that: “Not all patients presenting with deliberate
self-harm in hospital emergency departments receive psychiatric attention in
accordance with applicable guidelines.” The Department explained that after the
2001 Performance Examination, it established a committee of emergency departments
and mental health services to oversee the implementation of the Guidelines.12 An
audit of the work of that committee in April 2003 revealed that: “all services were
progressing implementation of the guidelines”.13

8.3

Supplementary information supplied by the Department at the public hearing on 29
November 2005 refers to Doctor Yusef Nagree, Chair of the Emergency Department
Reference Group, stating that: “all emergency departments use the guidelines”.14 Dr
Wynn Owen, of the Department, explained that in country areas, the regional directors
of health services, mental health service heads and the clinicians were notified of the
Guidelines and an education exercise was undertaken.15

8.4

The Department advised that in October 2004, a funding injection of $173.4 million
over three years enabled the implementation of comprehensive mental health reform
initiatives identified in Delivering a Healthy WA, Western Australia’s Mental Health
Strategy 2004-2007 (Mental Health Strategy).16 The Mental Health Strategy has
five key initiatives. Relevantly, Key Initiative 1 addresses mental health services in
emergency departments. According to the Department, that initiative led to an
increase in specialist mental health nurses and psychiatric registrars working in
emergency departments and an increased number of mental health observation beds.
However, Dr Wynn Owen said that:17

12

Ibid, p3.

13

Department of Health, Supplementary Material tabled at a public hearing on 29 November 2005, p2.

14

Ibid, p3.

15

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p11.

16

See Appendix 1.

17

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p13. Dr Wynn Owen said that all metropolitan hospitals except
Rockingham have mental health liaison nurses in place.
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At the moment mental health liaison nurses are not in every ED
[emergency department] in every hospital in Western Australia.
However, every hospital has access through the rural link and
psychiatric emergency services telephone line. They will provide that
information if that service does not have direct access, and that is
staffed 24/7.
8.5

In evidence before the Committee, Mr Wilson voiced his concerns that the Guidelines
have not been adopted as a mandatory requirement in all hospitals, commenting:18
There are few risk assessment standards in place and clinicians seem
to resist the suggestion that they should comply with minimum
assessment standards on the basis that it is their professional
judgment and it is a matter between them and their patient, rather
than complying with those sorts of mandatory standards.

8.6

In evidence before the Committee, Professor Silburn said that the triage process for
deliberate self-harm patients has improved since the 2001 Performance Examination
and the placement of psychiatrically trained nurses in emergency departments has
been: “a very significant step forward”.19 Professor Silburn conceded, however, that:
“The extent to which that is happening around the state is variable and it is really
dependent on the availability of suitably trained staff to perform that role.”20

Progress in Implementation of the Guidelines between November 2001 and October 2004

8.7

The Committee noted during a hearing with representatives from the Department on
29 November 2005, that the Department focussed on current initiatives.21 The
Committee further noted that in October 2004 the Department received additional
funding under the Mental Health Strategy to recruit additional specialist mental health
nurses in hospital emergency departments, with a view to providing 24 hour
coverage.22

8.8

With regard to steps taken by the Department immediately following the release of the
2001 Performance Examination, Dr Wynn Owen stated in evidence that the then
Division of Mental Health, the Metropolitan Mental Health Service, the emergency

18

Mr Keith Wilson, former Chair, Mental Health Council of Australia, Transcript of Evidence,
3 May 2006, p3.

19

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p6.

20

Ibid.

21

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, pp2-3.

22

Under Key Initiative 1 of the Mental Health Strategy 2004-2007, an additional 42 FTE mental health
nurses will be employed to provide specialist mental health triage and clinical support in metropolitan
emergency departments.

6
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departments and mental health services “came together as a committee” to oversee the
implementation of the Guidelines, which included development of standardised
pathways, risk-assessment frameworks and “other strategies”. 23 The Office of Mental
Health undertook an audit of progress in 2003.24
8.9

The Committee sought further information from the Department as to the specific
steps that were taken between November 2001 and October 2004 to facilitate
implementation of the Guidelines. In correspondence to the Committee, Dr Wynn
Owen outlined the following chronology of events:25
8.9.1

On 10 December 2001, the Director General of Health wrote to all emergency
departments and mental health services enclosing a copy of the Guidelines,
advising that the Department had endorsed them and that the Department
accepted the recommendations in the 2001 Performance Examination.

8.9.2

On 14 December 2001, the Director General of Health wrote to the Auditor
General advising that the Department had adopted the Guidelines and had
advised all emergency departments and mental health services across the State
of the adoption of the Guidelines and the acceptance of the recommendations
in the 2001 Performance Examination.

8.9.3

In February 2003, a Statewide Reference Group, established to oversee the
implementation of the 2001 Performance Examination recommendations, first
met.

8.9.4

In April 2003, the Director of the Office of Mental Health wrote to Area
Health Chief Executives seeking information on:

a)

the steps taken to implement the Guidelines;

b)

assessment and treatment processes in place for deliberate self-harm patients
presenting at emergency departments; and

c)

processes in place to enable those people at risk of deliberate self-harm to
access emergency departments as required. The Area Health Services were
asked to provide this information by 28 April 2003.

8.9.5

In August 2004, a Deliberate Self-Harm Risk Assessment Tool was developed
and endorsed by the Statewide Reference Group. The Tool was to be piloted

23

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, pp2-3.

24

Ibid, p3.

25

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
10 April 2006. Correspondence and other written documentation provided by the Department of Health
is contained in Appendix 2.
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in two Emergency Departments prior to full roll-out. The Reference Group
decided not to pilot the tool until mental health liaison staff, to be recruited
under Key Initiative 1 of the Mental Health Strategy [see paragraph 8.4], are
in place.
8.10

On examining the summary of responses forwarded by individual health services to
the Office of Mental Health in April 2003, the Committee noted that the level of
information provided was highly variable.26 While some health services provided a
detailed account of steps that had been taken to implement the Guidelines and the
processes that were currently in place to ensure that deliberate self-harm patients were
appropriately assessed and treated, others provided very limited information. Of
particular concern to the Committee was how information provided by a number of
the regional health services was limited, rendering an evaluation of progress difficult.
The Committee also noted that a number of hospitals had identified issues that were
still to be addressed.

8.11

In further correspondence to the Committee,27 Dr Wynn Owen advised that there had
been no specific follow-up by the Department to ascertain whether further progress,
beyond that reported in April 2003, had been made in implementing the Guidelines
and/or developing appropriate protocols.

8.12

The Committee also noted from Dr Wynn Owen’s correspondence that the Deliberate
Self-Harm Risk Assessment Tool, which was developed and endorsed by the
Statewide Reference Group in August 2004, had yet to be piloted.28 Although the Tool
is to be piloted in only two emergency departments, the decision was made not to pilot
it until all emergency department mental health liaison nurses are in place. Dr Wynn
Owen advised that additional resources are required to conduct this pilot and that
consideration is currently being given to: “accessing the necessary resources to ensure
the pilot project is completed.”29

8.13

In evidence, Professor Silburn made the following comments on the progress of the
Office of Mental Health in implementing the 2001 Performance Examination
recommendations:30

26

See Appendix 2.

27

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
25 May 2006.

28

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
10 April 2006.

29

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
25 May 2006.

30

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p6.

8
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The Office of Mental Health set up a working group to look at the
implementation of the Auditor General’s recommendations. I must
say that that group really has made very slow progress, I think
because of some of the pressures experienced in the Office of Mental
Health; many meetings were cancelled and it was not pursued as the
matter of priority that it deserved.
8.14

In the opinion of Mr Wilson, a lack of data and a lack of ‘hard’ targets make it
difficult to assess the progress made by the Department between the 2001
Performance Examination and the 2005 Follow-Up Examination. Mr Wilson further
argued that this perceived lack of hard targets reflects a lack of leadership and
accountability in health services:31
If you cannot measure it, you really cannot say what is being
achieved. You have to have these measurable targets set so that there
can be a real measure of any improvement or deterioration,
Therefore, there is some accountability. I pointed out in the “Not for
Service” report32 and other reports that the two great things that are
lacking in the mental health services are leadership and
accountability.

Mental Health Workforce Recruitment
8.15

The Department disputed the 2001 Performance Examination finding that lack of
compliance with the Guidelines is due to a lack of appropriately trained staff.33 Dr
Wynn Owen explained that from the point at which the Department received
additional funding under the Mental Health Strategy, there had been no difficulty
recruiting for mental health liaison nurse positions and no major difficulty in
recruiting psychiatric registrar positions.34 He did concede, however, that recruitment
and retention of mental health personnel is more difficult in a number of rural and
remote areas and that there would be recruitment difficulties in further developing the
Mental Health Strategy, due to an international shortage of mental health personnel. 35

31

Mr Keith Wilson, former Chair, Mental Health Council of Australia, Transcript of Evidence, 3 May 2006,
p14.

32

Mental Health Council of Australia, Not for Service: Experiences of Injustice and Despair in Mental
Health Care in Australia, Mental Health Council of Australia, Canberra, 2005.

33

Department of Health, Supplementary Material tabled at a public hearing on 29 November 2005, p4.

34

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p6.

35

Ibid.
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8.16

Dr Wilkins raised the issue of alternative workforce strategies when commenting on
the challenge of skill shortages facing many professions, including the health
professions: 36
The question for management is how long a department should
continue with a strategy when it knows that it will be unlikely to fill
positions. Should they [the Department] revisit the strategy as they
may not be able to get all the people they need in the current
environment, or should they consider another couple of strategies to
help meet that need? In the inquiries we made during the follow-up
process, we were not given any indication of an option B, other than
trying to get the positions filled.

8.17

Both the Chair of the Ministerial Council for Suicide Prevention and the former Chair
of the Mental Health Council of Australia advocated greater flexibility in addressing
chronic workforce shortages, citing examples from other jurisdictions where, for
example, clinical psychologists, social workers and psychiatric nurses have taken on
some of the responsibilities historically undertaken by psychiatrists.37

8.18

Professor Silburn considered that by adopting a more flexible approach to the mental
health workforce, other States have made better progress than Western Australia in
improving access to appropriately trained mental health personnel in country areas,
where workforce shortages are generally most pronounced. Further, he sees an
important role for universities and training institutions, advocating the use of
scholarship schemes and/or bonding arrangements:38
The training opportunities that exist in these areas are enormous. You
are never going to get the depth of experience that you are likely to
get as a practitioner in Port Hedland or Derby, just because you have
to deal with everything. I think the universities could play a much
more active role in supporting that happening and creating a culture
where this is the best experience they are likely to get.

Committee Comment
8.19

The appropriation of additional funding in October 2004 accelerated the
implementation of the Guidelines and the Committee notes the Auditor General’s
view that progress was limited in the three years immediately following the 2001
Performance Examination.

36

Dr Peter Wilkins, Executive Director, Performance Review, Office of the Auditor General, Transcript of
Evidence, 16 November 2005, pp7-8.

37

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p9.

38

Ibid, p11.

10

G:\DATA\PC\PCrp\pc.dsh.060915.rpf.002.fin.a.doc

SECOND REPORT

8.20

The Department’s audit of health services in April 2003 suggested that
implementation of the Guidelines and the development of appropriate protocols was
progressing to varying degrees in individual hospitals. In the Committee’s view, it
would have been appropriate for the Department, through the Office of Mental Health,
to continue to monitor progress and to assume a more pro-active role in the
implementation of the Guidelines.

8.21

The Committee acknowledges the Department’s commitment to ensuring
implementation of and compliance with the Guidelines and standardised treatment
protocols. However, the Committee notes that the Deliberate Self-Harm Risk
Assessment Tool, which: “was developed from the Guidelines to enable staff to
identify the risk of self-harm of the presenting patient and incorporates the clinical
classification and management components outlined in the Guidelines”,39 had yet to
be piloted as at 25 May 2006,40 almost two years after being developed and endorsed
by the Statewide Reference Group.

8.22

The Department stated that it has “significantly increased the number of staff working
in emergency departments and its capacity to make assessments in a timely way.”41
However, this may be inconsistent with the Auditor General’s statement in the 2005
Follow-Up Examination that the “Department of Health has acknowledged that not
all patients presenting with deliberate self-harm are assessed against an appropriate
Mental Health Triage Scale.”42

8.23

In the Committee’s view, a focus on developing a broader range of strategies (as
identified in paragraph 8.16) for addressing the chronic workforce shortages in mental
health should be considered. Such strategies may prove useful as an alternative to
relying entirely on traditional recruitment approaches. This is of particular importance
in rural and remote communities.

8.24

The Auditor General commented that: “as at June 2005, the Department advised that
70% of positions had been filled.”43 The Committee noted Dr Wynn Owen’s
correspondence of 12 July 2006, which said that 204 new staff had been recruited
under the Mental Health Strategy, with a further 223 to be recruited over the next

39

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
10 April 2006.

40

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
25 May 2006.

41

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p3.

42

Overview, p44. In arriving at this statement, The Office of the Auditor General stated that it conducted
document reviews and meetings with the Department of Health’s Division of Mental Health North and
South Metro Health Services, metropolitan hospitals and mental health services.

43

Auditor General for Western Australia, Second Public Sector Performance Report 2005, Report No 8,
October 2005, p44.
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three years.44 The Committee is unsure of the relationship between the statistics
provided by the Auditor General and the Department. Given the international shortage
of mental health personnel,45 the Committee is concerned that these targets may be
difficult to meet. Dr Wynn Owen also advised that the Department is: “very aware of
the need to look at ways of enhancing and supporting service provision in rural and
remote areas”.46 However, his correspondence did not indicate how or when this
enhancement and support would be achieved.

Recommendation 1: The Committee recommends that the Department of Health,
through the Office of Mental Health, actively monitors and facilitates compliance with
the Guidelines for the Management of Deliberate Self-Harm in Young People in
emergency departments throughout Western Australia.

Recommendation 2: The Committee recommends that the Department of Health
prioritises the allocation of resources to expedite the completion of the Deliberate SelfHarm Risk Assessment Tool pilot project.

Recommendation 3: The Committee recommends that the Department of Health, in
consultation with the universities and training institutions, urgently convenes a
working group to develop alternative strategies to address immediate and longer-term
mental health workforce shortages.

9

THE DEPARTMENT’S SPECIFIC RESPONSE TO THE AUDITOR GENERAL’S KEY
FINDING 2

9.1

Key Finding 2 of the 2005 Follow-Up Examination states:
(2) The DoH [Department] does not actively monitor compliance with
the National Mental Health Standards, and is unable to demonstrate
that it has introduced minimum service specifications.

44

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
12 July 2006, p4.

45

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p6.

46

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
12 July 2006, p4.
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9.2

Compliance with the National Mental Health Standards is a requirement of the
Australian Health Care Agreement whereby all public mental health services in
Australia were required to register with an external accreditation agency and undergo
review against the standards by June 2003.48 According to the Department, Western
Australia met that timeframe.49

9.3

Dr Wynn Owen explained the different levels of audit within the Western Australian
mental health service:50

9.4

•

an internal audit performed by the health service itself and monitored as a
whole by the Department’s clinical governance area;

•

an audit of mental health services by the Office of the Chief Psychiatrist
against his own clinical governance framework; and

•

an external audit by the Australian Council of Health Care Standards.

According to Dr Wynn Owen these audits: “will all have looked at the compliance
with deliberate self-harm monitoring”.51 Supplementary material provided by the
Department confirms that the Department does not monitor compliance by the various
mental health services with each individual National Mental Health Standard, the
rationale being that: “this aspect is related to service delivery and clinical governance
and therefore is under the direct jurisdiction of the health service management”.52
Under the Australian Health Care Agreement, public mental health services are
externally reviewed by the Australian Council on Healthcare Standards every four
years and: “liaise directly with them”.53

Committee Comment
9.5

47

48

49

The Committee notes the distinction between registration and accreditation. Whilst
all Western Australian public mental health services met the requirement of

These Standards are national standards for mental health services, endorsed by the Australian Health
Ministers' Advisory Council's National Mental Health Working Group in December 1996. They may be
viewed at: http://www.mmha.org.au/Sites/MMHA/Policy/NationalStandards (viewed on 21 March 2006).
Standards 1 to 7 are related to universal issues which address issues of human rights, dignity, uniqueness
and community acceptance. Standards 8 to 10 address issues related to mental health service
organisational structure and links between parts of the mental health sector. Standard 11 has six parts
(each part has a standard) which describe the process of delivering care on a continuum commencing with
access to the mental health strategy and concluding with exit from it. Standard 11.4 has five parts (each
part has a standard) which broadly describe the types of treatment and support available.
Department of Health, Supplementary Material tabled at a public hearing on 29 November 2005, p5.

50

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p5.

51

Ibid.

52

Department of Health, Supplementary Material tabled at a public hearing on 29 November 2005, p3.

53

Ibid.
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registration with an external accreditation agency by June 2003, only 51 percent had
completed an external review and been judged to have met all the National Mental
Health Service Standards and a further eight percent had completed an external review
and been judged to have met some but not all National Mental Health Service
Standards. Twenty three percent of services had begun an external review and the
remaining 17 percent had yet to formally arrange an external review.54 The Committee
expects the next National Mental Health Report will provide more up-to-date statistics
to determine whether all Western Australian public mental health services have yet
been accredited in accordance with National Mental Health Standards.
9.6

In the 2005 Follow-Up Examination, the Auditor General stated that the Department:
“should promote compliance with minimum service specifications.”55 The Auditor
General said:56
… my point in raising the issue about the monitoring and compliance
is that it appeared to me in lay terms that there was a bit of
bureaucratic blame sharing when one centre says it is not its
responsibility, it is someone else’s responsibility, and it does the
circle within the system.

9.7

The Department reported to the Committee that it had provided to the Office of the
Auditor General information with regard to governance of mental health services, and
that the Department does not monitor compliance because monitoring comes under the
direct jurisdiction of the various health service managements, and not the
Department.57 Dr Wynn Owen explained:58
Health services are run through the area chief executive, who is
responsible for the health and the population of that area. The health
department does not run the health services. There is no relationship
between the health service management unit and the Department of
Health. The Department of Health is there to develop policy and as a
strategic platform.

54

Australian Government Department of Health and Ageing, National Mental Health Report 2005:
Summary of Ten Years of Reform in Australia’s Mental Health Services under the National Mental
Health Strategy 1993-2003, Commonwealth of Australia, Canberra, 2005, p152. Note: the report
incorporates the most recently available data, which covers the 2002-03 year.

55

Auditor General for Western Australia, Second Public Sector Performance Report 2005, Report No 8,
October 2005, p44.

56

Mr Des Pearson, Auditor General, Office of the Auditor General, Transcript of Evidence, 16 November
2005, p6.

57

Department of Health, Supplementary Material tabled at a public hearing on 29 November 2005, p3.

58

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p5.
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9.8

As mental health services are externally reviewed by the Australian Council of
Healthcare Standards, it may represent a duplication of effort for the Department to
also monitor compliance with National Mental Health Standards. However, the
Committee can see benefit in the Department developing and implementing minimum
service specifications. Further, public health administration would be enhanced if the
Department, through either its Office of Mental Health or the Chief Psychiatrist, more
actively assisted mental health services to gain and maintain compliance with National
Mental Health Standards.

Recommendation 4: The Committee recommends that the Department of Health,
through either the Office of Mental Health or the Chief Psychiatrist, more actively
assist mental health services to gain and maintain compliance with National Mental
Health Standards.

10

THE DEPARTMENT’S SPECIFIC RESPONSE TO THE AUDITOR GENERAL’S KEY
FINDING 3

10.1

Key Finding 3 of the 2005 Follow-Up Examination states:
(3) Different referral and collaborative care protocols have been
implemented across individual health services. These differences
affect the efficiency and effectiveness of coordination between
hospitals and community-based mental health services.

Implementation of Referral and Collaborative Care Protocols
10.2

In evidence before the Committee, Dr Wilkins elaborated on Key Finding 3 as
follows:59
… if there are variations, we want to know whether they have been
thought through and that the pros and cons of varying from the
standard practice are clear. However, when we asked about the
reasons behind it … no clear reasons were given that this was a
conscious effort. It was more that the different areas and services had
interpreted the guidelines differently and there was no central
cohesion to ensure that variations were consciously being made for
known reasons and that sort of variation could then be communicated
to the community organisations so they understood why area A did
something and area B did something different.

59

Dr Peter Wilkins, Executive Director, Performance Review, Office of the Auditor General, Transcript of
Evidence, 16 November 2005, p5.
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10.3

The Department accepted this Key Finding, although arguing that variability in local
protocols is desirable on the grounds: 60
a)

there is a higher likelihood of protocols being implemented, rather than sitting
on the shelf, if staff contribute to their development, thereby ensuring some
level of ownership; and

b)

each of the age specialties, service settings and specialisations have varying
needs, which require specific protocols to address their particular
circumstances.

10.4

Dr Wynn Owen acknowledged that the Department: “should be working towards
more standardisation.” 61 The Department also advised the Auditor General that it
will: “review current practices with a view to achieving standardisation across the
sector.” 62

10.5

In addition to the Auditor General’s concerns about variability in collaborative care
protocols, Professor Silburn voiced his concern about the extent to which collaborative
care protocols have been developed by individual hospitals:63
Something that has not been done as actively as it should have been is
for hospitals and community mental health services to develop local
protocols about what the expectations are regarding timely referral
and the case management processes. That can be driven at the local
level, and it really requires a stronger imperative from the Office of
Mental Health to make that happen. That can only be driven within
the Department of Health. It does require linkage with other
community agencies and other community services. That is something
that we would like to see the regional directors pursuing much more
actively.

10.6

In correspondence, Dr Wynn Owen referred the Committee to the Clinical Risk
Assessment and Management Project,64 as evidence of the Department’s current

60

Department of Health, Supplementary Material tabled at a public hearing on 29 November 2005, p4.

61

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p3.

62

Auditor General for Western Australia, Second Public Sector Performance Report 2005, Report No 8,
October 2005, p45.

63

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p6.

64

Mr Keith Wilson, former Chair, Mental Health Council of Australia, also referred to this project during a
hearing, tabling a document that summarised the project’s aim and projected timeframe. The project
summary document is included in Appendix 3.
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commitment to progressing the development of referral and collaborative care
protocols.65
10.7

The Committee understands that the first phase of the project (2005-06) involves the
development of a statewide policy and framework. These documents are expected to:
“guide and support services in developing more specific local protocols and
procedures for managing clinical risk and to support consistency in assessment and
management across mental health services.”66 The second phase (2006-07) will
involve the Office of Mental Health, the Mental Health Services and the Mental
Health Network “collaborating to achieve, maintain and review the standards.”67

Other Issues Surrounding Referral and Collaborative Care
10.8

Concerns were raised by Professor Silburn in relation to two other aspects of referral
and collaborative care of deliberate self-harm patients: the limited capacity of
community based organisations to deal with deliberate self-harm patients after
hospital discharge; and the failure of community based clinics to prioritise postdischarge follow-up of emergency cases:68
There have been continuing problems with, for example, child and
adolescent mental health services and adult community mental health
services in allocating priority appointments to people being
discharged from hospital or to people who are acutely suicidal. …
when people need acute care there needs to be a greater capacity to
deal with these emergency cases. There is a point when you can catch
people in the period of crisis where you really can make a major
difference in the ongoing course of care, and if you miss that
opportunity, two things happen: one is that there is a much greater
risk for deaths or further self-harm, and the opportunity to engage
people properly in treatment that is going to lead to long-term
stabilisation and recovery is lost.

10.9

Professor Silburn asserted that if clearly articulated protocols are in place, practices
are actively monitored and health professionals in hospitals and community settings
are mobilised to act, people can be followed up in the community in a timely
manner.69 As an example, Professor Silburn cited a deliberate self-harm intervention

65

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
12 July 2006, p3.

66

Ibid.

67

Ibid.

68

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p6.

69

Ibid, p12.
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study undertaken in Perth teaching hospitals in the early 1990s, in which 85 percent of
people were seen in the community within 48 hours of discharge from hospital.70
10.10

The Committee notes that a recent report of a Coroner’s investigation highlighted the
potentially tragic consequences of poorly developed referral and collaborative care
protocols, particularly when the hospital and community clinic are geographically
separated. In that case, the Coroner recommended that, inter alia:71
1. Metropolitan Hospitals discharging country patients
(a) Ensure oral contact is made with Community Health
Services giving them a time of discharge, and a
comprehensive outline of the management plan to be
implemented. The current interim discharge documents arrive
too late when considering the actual circumstances of
discharge are a very critical phase for patients returning to
their prior situation.
…
2. Community Health Services are adequately resourced to
realistically respond to discharge information and be pro-active in
the family circumstances where it is warranted.
3. There are and continue to be adequate resources to ensure
24hours emergency contacts can offer realistic help.

10.11

The Management and Implementation Committee, a sub-committee of the Mental
Health Network Coordinating Group, met in February 2006 to discuss the
recommendations of the abovementioned Coroner’s investigation. Of particular
relevance to the current inquiry, the Committee noted that an internal communication
arising from that meeting stated the following with regard to Coroner’s
Recommendation 1(a):72
i) Community services and hospitals must both provide a continuity
of service throughout a 7-day week to ensure that discharge
procedure is followed for all cases.
ii) Whilst oral contact is vital in the discharge process, it was
agreed by the committee that they should go beyond the

70

Ibid, pp1, 12.

71

Coroner of Western Australia, Record of Investigation of Death Ref No: 32/05, 4 November 2005, p30.

72

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
25 May 2006, Attachment 2.
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recommendations by the Coroner on this point. Oral contact should
be in addition to transfer of information via fax or email.
iii) It was suggested that oral contact be recorded and documented,
at both ends, to allow it to be an auditable factor.
iv) It was agreed by the Committee that to ensure community health
services are provided with a management plan for the patient in
question, a discharge template should be completed to provide a
comprehensive outline regarding the patient. This template should
cover the following points:
•

Diagnosis

•

Current medication

•

Accommodation/Home Situation

•

Risk Assessment

•

Contact Information

•

Follow-Up Arrangements for Care

v) It was agreed that the Registrar implementing the discharge
would be best situated, at the time of discharge, to complete this
template.
vi) It was noted that the new Mental Health Act will include a
specific section, which requires both discharge planning and
implementation process.
Committee Comment
10.12

The Committee notes Dr Wynn Owen’s evidence of 29 November 2005 that the
Department is working towards more standardisation in collaborative care protocols.
He said:73
The commitment from emergency department and mental health staff
to build good working relationships and to share information more
effectively is a strong indicator that there will be continued
improvement in this area…

73

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p3.
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10.13

The Committee notes the need for improvement in the processes in place prior to
November 2005 and believes there is a need for careful monitoring to ensure these
improvements are achieved.

10.14

The Committee notes that the Guidelines recommend follow-up within three days of
discharge for Lesser Risk74 deliberate self-harm patients, and more urgent follow-up
for those patients who have been assessed as being of Immediate75 or Serious76 Risk.
Given the very short timeframe for follow-up, and the potentially tragic consequences
of delays, the Committee is of the view that a number of measures must be put in
place to ensure effective and efficient referral and follow-up of deliberate self-harm
patients:
•

clearly articulated discharge and communication procedures;

•

rapid and reliable transmission of information between hospital and
community mental health services;

•

an adequately resourced community mental health sector; and

•

appropriate prioritisation of resources in community mental health services to
meet the recommended timeframes for post-discharge follow-up.

10.15

The Committee is encouraged by the discharge and communication procedures
articulated by the Management and Implementation Committee in response to the
Coroner’s recommendations.77 The Committee is of the view that the Department
should ensure that these procedures are implemented within the shortest possible
timeframe.

10.16

Further, whilst acknowledging that individual health services have a role to play in
developing local referral and collaborative care protocols to address their particular
circumstances, the Committee is of the view that the management of deliberate selfharm patients within and between health services would be greatly improved if the
Office of Mental Health assumed a more active role in facilitating the development of

74

The Guidelines recommend that patients should be classified as Lesser Risk if it is their first episode of
deliberate self-harm with: no evidence of major psychiatric disorder; no evidence of continuing suicidal
ideation or intent; no history of drug or alcohol abuse; and evidence that the “crisis” has resolved (p5).

75

The Guidelines recommend that patients should be classified as Immediate Risk under the following
circumstances: attempted hanging; self inflicted gun shot wound; carbon monoxide poisoning; serious
laceration requiring suture; medical treatment beyond activated charcoal or routine neurological
observation required; admission of critical care unit required; major psychiatric illness/psychosis; or
evidence of serious suicide intent (p4).

76

The Guidelines recommend that patients should be classified as Serious Risk under the following
circumstances: evidence of psychiatric illness such as depression, schizophrenia, personality disorder; a
history of psychiatric illness and treatment; alcohol or drug abuse; previous suicide attempt; access to a
firearm; chronic physical illness; or evidence of continuing suicidal ideation or intent (p4).

77

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
25 May 2006, Attachment 2.
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local collaborative care protocols across the mental health system. A mechanism is
currently being developed for this to happen, through the Clinical Risk Assessment
and Management Project.78 However, the Committee is of the view that it should be
progressed by the Office of Mental Health as an urgent priority.
Recommendation 5: The Committee recommends that the Office of Mental Health
prioritises the development of a standardised framework, with clearly defined core
parameters, on which local collaborative care protocols would be based and that the
Office of Mental Health assumes a coordinating role in the establishment of local
collaborative care protocols.

Recommendation 6: The Committee recommends that the Office of Mental Health
works closely with community based mental health services in prioritising resources to
ensure that deliberate self-harm patients receive post-discharge follow-up in the
community within the timeframes recommended in the Guidelines for the Management
of Deliberate Self-Harm in Young People.

11

THE DEPARTMENT’S SPECIFIC RESPONSE TO THE AUDITOR GENERAL’S KEY
FINDING 4

11.1

Key Finding 4 of the 2005 Follow-Up Examination states:
(4) The online clinical information system – PSOLIS – has not been
implemented to the extent that it can be used by community mental
health services to plan service delivery and monitor performance.

11.2

The Department explained that PSOLIS was rolled out in June 2003 and that: “it is
generally acknowledged that it takes one to two years to implement the necessary
changes and fully realise the benefits of a new system”.79

11.3

In evidence, Dr Wynn Owen said mental health staff have access to PSOLIS within
the emergency departments as well as all community based and in-patient-based
mental health staff.80 However, Dr Wynn Owen disclosed that the generalist
emergency department staff did not at that time have direct access to PSOLIS. The
Committee notes that they have: “indirect access through the mental health staff, but I

78

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
12 July 2006, p3.

79

Department of Health, Supplementary Material tabled at a public hearing on 29 November 2005, p6.

80

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p12.
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am currently facilitating ED [emergency department] access to the screens that will
be required.”81
Committee Comment
11.4

The Committee notes that applying the timeframe stated in paragraph 11.2, suggests
that PSOLIS should have been fully operational, at the latest, by June 2005. However,
the Auditor General stated that the Department advised him that full roll-out would be:
“by the end of 2006.”82 The Committee notes the inconsistency between these
estimates for the completion of the roll-out. The Committee is of the view that the
completion of the roll-out is urgently required for community mental health service
providers to be able to access the system for planning ongoing care.

11.5

The 2001 Performance Examination found community mental health services were
making little or no use of summary data in planning and managing services for
deliberate self-harm patients. In the 2005 Follow-Up Examination, the Auditor
General said PSOLIS: “… does not yet provide information that can help mental
health services to plan and monitor services.”83 According to the Auditor General,
data entry appears to be a burden for staff, with computer hardware not available to
run the software in some community health centres.84 Deliberate self-harm in young
people is a significant health issue. Such inefficiencies as described in the 2005
Follow-Up Examination contribute to the urgency of achieving the earliest possible
roll-out of the PSOLIS.

11.6

It is of particular concern to the Committee that generalist emergency department staff
may not yet have access to PSOLIS, given that as of July 2006 mental health liaison
nurses were not in every emergency department in every hospital in Western
Australia.85 Although Dr Wynn Owen stated that every hospital has access to PSOLIS
through the rural link and psychiatric emergency services telephone line: “staffed
24/7”,86 it is inefficient for generalist emergency department staff not to have direct
access to PSOLIS.

81

Ibid, p13.

82

Mr Des Pearson, Auditor General, Office of the Auditor General, Transcript of Evidence, 16 November
2005, p10.

83

Auditor General for Western Australia, Second Public Sector Performance Report 2005, Report No 8,
October 2005, p46.

84

Dr Peter Wilkins, Executive Director, Performance Review, Office of the Auditor General, Transcript of
Evidence, 16 November 2005, p10.

85

In a letter dated 12 July 2006, Dr Peter Wynn Owen, Acting Director, Office of Mental Health,
Department of Health, advised that, with the exception of Swan Districts Hospital, all mental health
liaison nurses to be recruited to metropolitan emergency departments under Key Initiative 1 of the Mental
Health Strategy 2004-2007 were in place. Information on recruitment of mental health nurses to nonmetropolitan emergency departments was not provided.

86

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, p13.
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11.7

The Committee is of the view that delays in the full roll-out of PSOLIS have mitigated
against excellence in public administration in this respect and may have undermined
the confidence of some users of the system.

12

THE DEPARTMENT’S SPECIFIC RESPONSE TO THE AUDITOR GENERAL’S KEY
FINDING 5

12.1

Key Finding 5 of the 2005 Follow-Up Examination states:
(5) The DoH [Department] is currently developing an evaluation
framework for assessing progress in achieving State Mental Health
Strategy objectives.

12.2

In April 2006 the Department advised that: “an overall framework for monitoring the
implementation of the Mental Health Strategy 2004-2007 has been developed.... This
framework does not evaluate whether the Guidelines have been implemented.
However, it does provide the indicators and evaluation framework for Key Initiative 1,
Mental Health Strategy.”87

12.3

Although there was no formal evaluation framework for implementation of the
Guidelines, in correspondence, Dr Wynn Owen advised that the Emergency
Department Reference Group, meets monthly “to consider issues pertaining to ED
[emergency department] service delivery”, and has been “monitoring the use of the
Guidelines and reports that all EDs [emergency departments] currently use the
Guidelines.”88

12.4

Dr Wynn Owen also acknowledged in the above-mentioned correspondence that
through the Ministerial Council for Suicide Prevention (MCSP), as well as through its
own processes, the Department has access to comprehensive, up-to-date data on
suicide and deliberate self-harm.89 Dr Wynn Owen advised that the Department will:
“look at developing improved processes to ensure services regularly use the data that
is collected for service planning and development.”90

Committee Comment
12.5

The Office of the Auditor General told the Committee that in 2001, the Department
did not have an evaluation framework that it could use to: “look across this area
[deliberate self-harm] to clearly establish what it was trying to achieve and a point

87

Department of Health, Supplementary Material tabled at a public hearing on 29 November 2005, p9.

88

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
12 July 2006, p2.

89

Ibid, p4.

90

Ibid, p4.
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and a process by which it would be established.”91 The Auditor General commented
that unless there is a cohesive approach to watching and monitoring what is going on,:
“… how do you know how well you are going and the extent to which you are
achieving your outcomes, and how are you prompted to change your strategies?”92
12.6

Whilst acknowledging that the Department is currently monitoring the “use” of the
Guidelines through the Emergency Department Reference Group, the Committee
concurs with the Auditor General’s view that without a formal evaluation framework,
it is difficult to evaluate the extent to which standards and outcomes are being
achieved. For this reason, the Committee is of the view that an evaluation framework
for implementing the Guidelines should be a part of any review of State strategies for
managing deliberate self-harm in young people.

12.7

As noted in paragraph 12.4, the Department advised that it will “look at developing
improved processes”93 to make use of the comprehensive information that is currently
being collected. The Committee is of the view that the improved processes should be
developed as a matter of priority.

12.8

Referring to the MCSP program, which collects data and monitors the extent to which
“enhanced care” is being practiced in management of deliberate self-harm patients in
Perth teaching hospitals, Professor Silburn stated in evidence:94
We have good information from the teaching hospitals as to what is
the current practice, what is the level of pre-discharge planning, and
what was the level of assessment that was carried out. We have seen
that as a really important tool in maintaining the adherence to good
standards.

12.9

The Committee notes Professor Silburn’s view that the information currently being
collected in Perth teaching hospitals offers a valuable tool to monitor clinical practice
and adherence to standards in the management of patients who deliberately self-harm.
This data collection program, if extended to all Western Australian public hospitals,
could provide the means through which clinical practice and adherence to standards is
monitored throughout the State.

91

Dr Peter Wilkins, Executive Director, Performance Review, Office of the Auditor General, Transcript of
Evidence, 16 November 2005, p4.

92

Mr Des Pearson, Auditor General, Office of the Auditor General, Transcript of Evidence, 16 November
2005, p11.

93

Letter from Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health,
12 July 2006, p4.

94

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p5.
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Recommendation 7: The Committee recommends that the Office of Mental Health
develops a formal evaluation framework for implementation of the Guidelines for the
Management of Deliberate Self-Harm in Young People.

Recommendation 8: The Committee recommends that the program established by the
Ministerial Council for Suicide Prevention to monitor management of deliberate selfharm in metropolitan teaching hospitals be extended to all public hospitals in Western
Australia.

13

THE MANNER IN WHICH THE 2005 FOLLOW-UP EXAMINATION WAS CONDUCTED

13.1

During the course of the inquiry, two issues arose with regard to the manner in which
the 2005 Follow-Up Examination was conducted by the Office of the Auditor
General: the question as to whether or not the Department of Health was able to
collect statistical information on deliberate self-harm presentations; and the rationale
for and appropriateness of restricting the Follow-Up Examination to metropolitan
areas.

Availability and Use of Statistical Information on Deliberate Self-Harm Presentations
13.2

There was disagreement between the Department and the Office of the Auditor
General as to the availability of statistical information on the number of deliberate
self-harm and suicide events in young people in Western Australia. Dr Wilkins made
the following statement in relation to the Office of the Auditor General’s access to upto-date data on youth suicide and deliberate self-harm presentations:95
During the follow-up, we asked the Department of Health whether it
now had information of that kind. It could not provide any more
recent consolidated information on the issues contained in the
original report. … A number of steps are being put in place to try to
provide that sort of information; for instance the number of deliberate
self-harm cases arriving at hospital emergency departments cannot
yet be collected, but we are told that it will be collected in the future.

13.3

In evidence, Dr Wynn Owen explained that there is a lag of several years in
availability of data on confirmed suicides, as confirmation requires the completion of
a coronial inquiry with a finding of death by suicide. At the time of the Department’s
appearance before the Committee, the most recent full year data was for 2002, as

95

Dr Peter Wilkins, Executive Director, Performance Review Division, Office of the Auditor General,
Transcript of Evidence, 16 November 2005, p4.
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some 2003 cases were still pending. During a later hearing, Professor Silburn advised
the Committee that complete figures on suicide rates are now available for 2003.96
13.4

With regard to data on emergency department deliberate self-harm presentations, Dr
Wynn Owen advised that one of the outcomes of the 2001 Performance Examination
was that the Emergency Department Information System (EDIS) database was altered
to enable collection of statistics on the number of deliberate self-harm presentations
and that these data would have been made available to the Auditor General during the
2005 Follow-Up Examination, had it been requested.97 Dr Wynn Owen tabled a
document summarising data from the EDIS database on the number of deliberate selfharm presentations in metropolitan emergency departments in 2004-05. The
Department later forwarded information from the Hospital Morbidity Data System on
the number of separations98 in metropolitan and country hospitals where an external
cause of deliberate self-harm was recorded.99

13.5

Ms Karen Dickinson, Manager, Office of Mental Health, disputed Dr Wilkins’ claim
that the Office of the Auditor General asked for statistics on deliberate self-harm
presentations during the 2005 Follow-Up Examination.100

13.6

Professor Silburn expressed his disappointment that the MCSP, which played an
important role in the 2001 Performance Examination, was not consulted or asked to
provide data during the Follow-Up Examination:101
We felt that we did have a perspective and some of the data that we
had about hospital management could really have been useful in that
performance report. I think that was a disappointing aspect of the
second performance report.

Limiting the 2005 Follow-Up Examination to Metropolitan Hospitals
13.7

Whilst the 2001 Performance Examination investigated the management of deliberate
self-harm patients in both metropolitan and country hospitals, the 2005 Follow-Up

96

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p3.

97

Dr Peter Wynn Owen, Acting Director, Office of Mental Health, Department of Health, Transcript of
Evidence, 29 November 2005, pp5-6.

98

‘Separation’ refers to the process by which an episode of care for an admitted patient ceases (for example
through discharge, transfer or death).

99

See Appendix 2.

100

Ms Karen Dickinson, Manager, Office of Mental Health, Department of Health, Transcript of Evidence,
29 November 2005, p6.

101

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p2.
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Examination was limited to metropolitan hospitals. Dr Wilkins explained the rationale
for this decision as follows:102
Given the early comments I made about the scope of the follow-up
and the relative resources we put into revisiting areas compared with
going into new territory, the interviews and case information in the
follow-up report is based on metropolitan sites only. … If the results
had quickly provided an assurance that everything was fixed and
running smoothly in the metropolitan area, that might have been a
further question. However, given that the finding has been that limited
progress has been made in terms of the metropolitan sites, it leaves
open the concern about what would happen if the information were
collected in non-metropolitan areas from regional hospitals.
13.8

Professor Silburn was critical of the Auditor General’s decision not to extend the
follow-up examination to country hospitals:103
A particular omission that surprised me was that the performance
review did not extend to any of the country areas. … We made very
particular recommendations about country services particularly
because hospitals and country services are staffed largely by general
practitioners, most of whom are in private practice but operate under
contract with the Department of Health. The importance of having
clear hospital guidelines as departmental policy we felt was most
particularly needed for country hospitals.

Committee Comment
13.9

The Committee notes the Department’s position with regard to the availability of
statistical information on the number of deliberate self-harm presentations in
metropolitan emergency departments at the time of the 2005 Follow-Up Examination,
as described in paragraphs 13.3 - 13.5. The Committee also notes the Auditor
General’s comment that: “the Office of Mental Health became aware of the data
during the course of the Committee’s Inquiry and that Office’s advice to audit during
the examination was incomplete, possibly due to fragmented roles within the health
system.”104 It would appear that miscommunication, either within the Department, or
between the Department and the Office of the Auditor General, may have resulted in
this discrepancy in evidence.

102

Dr Peter Wilkins, Executive Director, Performance Review, Office of the Auditor General, Transcript of
Evidence, 16 November 2005, p7.

103

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Transcript of Evidence,
31 May 2006, p4.

104

Letter from Mr Des Pearson, Auditor General for Western Australia, Office of the Auditor General,
11 August 2006, p2. See Appendix 4.

G:\DATA\PC\PCrp\pc.dsh.060915.rpf.002.fin.a.doc

27

Public Administration Committee

13.10

The Committee received limited information during the course of this inquiry on
which to draw conclusions with regard to progress in implementation of the 2001
Performance Examination recommendations in country areas, although there was a
clear impression that access to mental health services is generally better in
metropolitan areas.

13.11

The Committee notes that Mr Wilson was highly critical of mental health services in
regional areas, labelling the situation “deplorable”:105
No real consideration is given to the special needs of those
populations. … We still do not have an appropriate funding model in
spite of the strategy [Mental Health Strategy]. The allocation of funds
under the strategy have been random… Generally it has been fitful,
subject to funding cuts, and the workforce recruitment problems are
almost self-defeating.
…
We are still looking at mental health and situations such as EDs
[emergency departments] and people presenting with suicide and
suicide prevention from a very metropolitan-centric point of view.

13.12

Given the particular difficulties associated with recruitment and retention of mental
health professionals in country areas, the Committee is of the view that many country
hospitals may have experienced greater difficulty than their metropolitan counterparts
in implementing the Auditor General’s recommendations.

13.13

The Committee acknowledges the need for the Office of the Auditor General to
balance resources between follow-up and new investigations. However, the
Committee is of the view that the 2001 Performance Examination raised significant
concerns about the management of deliberate self-harm patients in country hospitals
and that the Follow-Up Examination would have been greatly enhanced if it had
included a follow-up examination of country areas.

14

SUBSEQUENT DEVELOPMENTS IN MENTAL HEALTH

14.1

The Committee notes that since the release of the 2005 Follow-Up Examination, a
commitment by the Council of Australian Governments (COAG) to reform
Australia’s mental health system has resulted in a number of initiatives which, it is
hoped, will improve services for deliberate self-harm patients. In July 2006, COAG

105

Mr Keith Wilson, former Chair, Mental Health Council of Australia, Transcript of Evidence, 3 May 2006,
p5.
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released its National Action Plan on Mental Health 2006-2011, which outlines
Commonwealth and State implementation plans for mental health reform.106
Commonwealth Mental Health Initiatives
14.2

New Commonwealth mental health funding of $1.9 billion over five years was
announced on 5 April 2006, and included in the Commonwealth Budget 2006-07, as
part of the COAG package. Of particular relevance to the current inquiry, $62.4
million over five years was committed to expansion of national and community-based
projects under the National Suicide Prevention Strategy. From July 2006, funding will
be provided for a range of initiatives including counselling, practical strategies and
support for families and communities affected by suicide or suicidal behaviour.107

14.3

The Commonwealth Implementation Plan also provides for expansion and/or
introduction of other initiatives, which, although not specifically targeted at people
who have experienced or are at risk of deliberate self-harm, may benefit this group to
varying degrees. These include:108
•

$538 million over five years to improve access to psychiatrists, psychologists
and general practitioners through the Medicare Benefit Scheme;

•

$191.6 million over five years to provide funding for eligible private
psychiatry practices, general practices and other organisations, such as
Aboriginal and Torres Strait Islander Primary Care Services, to employ
specialist mental health nurses;

•

$284.8 million over five years to enable the non-government sector to engage
900 personal helpers and mentors to assist people with mental illnesses who
are living in the community to better manage their daily activities;

•

$73.9 million over five years to build the capacity of non-government
organisations to provide appropriate services for people with co-existing
mental health and substance abuse disorders and a further $21.6 million over
four years for a public awareness communication campaign on the links
between substance use and mental illness;

•

$51.7 million over five years to improve access to appropriately trained allied
mental health professionals (including psychologists, social workers,
occupational therapists) in rural and remote areas;

106

Council of Australian Governments, National Action Plan on Mental Health 2006-2011, available at
http://www.coag.gov.au/meetings/140706/docs/nap_mental_health.pdf (viewed on 1 August 2006).

107

Ibid, pp9-11.

108

Ibid.
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•

$103.5 million over five years to fund 75 scholarships in nursing and
psychology, provide an additional 420 mental health nursing and 200
psychology places in universities, expand clinical training options for trainee
psychiatrists and to provide junior doctors with clinical training in the mental
health area; and

•

$20.8 million over five years to provide training for 840 Aboriginal Health
Workers, counsellors and clinical staff to recognise and treat mental illness, to
provide training in mental health first aid for 350 transport and administration
staff located in Aboriginal Health Services, to create five scholarships for
Indigenous students to undertake studies in mental health and to fund 10
additional mental health worker positions.109

Western Australian Mental Health Initiatives
14.4

Western Australia’s contribution to the National Mental Health Action Plan is a
continuation of the State’s Mental Health Strategy and amounts to a funding
commitment of $252.5 million over the six financial years to 2009-10.

14.5

A range of initiatives under the Western Australian Implementation Plan may benefit
people who have experienced or are at risk of deliberate self-harm:110
•

$45.2 million (July 2006 - July 2010) to increase community mental health
team staffing levels to allow for the introduction of the Assertive Community
Care model;

•

$10.5 million (September 2005 to July 2010) to provide for two Multisystemic Therapy teams for young people (12-16 years) at risk of developing
mental illness in south and north metropolitan areas;

•

$2.0 million to establish an Intensive Community Youth Service in the south
metropolitan area to provide counselling, access to stable accommodation,
education and employment access for homeless youth at risk of mental illness;

•

$24.5 million (July 2006 to July 2010) to employ additional mental health
nurses and psychiatric registrars in emergency departments across the
metropolitan area;

•

$9.0 million (from September 2006 to July 2010) to provide additional
psychiatrist and medical officer cover in rural and regional areas;

109

http://www.health.gov.au/internet/budget/publishing.nsf/Content/3544F095D797DFD8CA2571
67001A9BDD/$File/hfact08.pdf, (viewed on 3 August 2006).

110

Council of Australian Governments, National Action Plan on Mental Health 2006-2011, Canberra, July
2006, pp26-29.
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•

$20.1 million (March 2007 to July 2010) for establishment of observation
mental health beds at Joondalup, Fremantle and Royal Perth Hospitals and a
four-bed admissions unit at Graylands Hospital;

•

$5.5 million over six years to provide for a major recruitment drive in
Australia and overseas to recruit and retain mental health staff and to work in
collaboration with Western Australian universities to attract graduates and
post-graduates to mental health nursing; and

•

$129.4 million over six years to provide for a range of initiatives, including
supported accommodation, to assist people with chronic mental illness to
participate in employment and the community.

15

OTHER RELEVANT MATTERS

15.1

During the course of this inquiry, the Committee became aware of two issues that are
of particular relevance to the management of deliberate self-harm in young people:
•

The rate of deliberate self-harm and suicide in young Indigenous people is
significantly higher than the rate of suicide and deliberate self-harm in young
non-Indigenous people.111 Between 1998 and 2002, young Indigenous people
accounted for 26 percent of all completed suicides in Western Australia;112
and

•

A significant number of young people with mental health disorders have coexisting substance abuse disorders. Anxiety/depression and substance abuse
disorder is the largest ‘dual diagnosis’ cohort and accounts for a very high
proportion of deliberate self-harm and suicide events in Australia.113

15.2

These issues are external to the Committee’s objectives in undertaking the current
inquiry and, as such, the Committee was not able to fully explore them. However, the
Committee considers that they are worthy of note, as they should be central to any
consideration of the management of deliberate self-harm in young people.

16

CONCLUSION

16.1

Managing deliberate self-harm in young people remains a matter of significant public
interest and a challenge for public health administrators. The Committee finds that

111

Professor Sven Silburn, Chair, Ministerial Council for Suicide Prevention, Supplementary material tabled
at a public hearing on 31 May 2006. See Appendix 5.

112

Jane Freemantle, Fiona Stanley, Anne Read, Nick de Klerk, First Research Report: Patterns and trends
in mortality of Western Australian infants, children and young people 1980 - 2002. Advisory Council on
the Prevention of Deaths of Children and Young People, the Department for Community Development,
Government of Western Australia., 2004, p125.

113

Commonwealth of Australia, Senate Select Committee on Mental Health, Report 1, A national approach
to mental health - from crisis to community, 30 March 2006, pp377-378.
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there have been some improvements in the management of deliberate self-harm in
young people since the 2001 Performance Examination. However, the Committee is of
the view that further improvements in clinical management could be achieved through
more effective administration, including: greater involvement of the Office of Mental
Health in facilitating the implementation of policy imperatives; a more formalised
approach to evaluation and monitoring of outcomes; and more effective use of
existing information and resources.
16.2

Through this inquiry, the Committee believes that it has progressed its objective of
further exploring the issues raised by the Auditor General, thus enhancing and
complementing the role of that Office in scrutinising the efficiency and effectiveness
of the Western Australian public sector.

-------------------------------------------------------Hon Barry House MLC
Chairman
21 September 2006

32

G:\DATA\PC\PCrp\pc.dsh.060915.rpf.002.fin.a.doc

APPENDIX 1
WESTERN AUSTRALIA’S MENTAL HEALTH STRATEGY
2004-2007

SECOND REPORT

MENTAL HEALTH STRATEGY
2004·2007
Foreword from the Minister for Health
Implementing the initiatives outlined in the Mental Health
Strategy 2004-2007 represent major reform for Western
Australia's mental health services.
Our State's mental health system has been under significant
pressure for many years, and improving mental health services
for patients and staff is now a top priority for this Government.
The State Government has allocated $173,4 million in additional
funding over the next three years to enable the implementation
of the comprehensive mental health reform initiatives identified in

and disadvantage.

the Mental Health Strategy 2004-2007.
Next year total annual funding from the State Government for mental health
will be more than $300 million, or 9 per cent of the total health budget, making
Western Australia the first state to achieve this level of funding.

The outcome will be a mental
health program that is valued
by the people of Western
Australia.

It will also mean that total spending on mental health will increase by 50 per cent from
the $208 million annual expenditure when the Gallop Government came to office in 2001.
This strong commitment to funding a range of new initiatives and the expansion of existing
mental health services will have significant benefits to many individuals, carers and families
in Western Australia who need support.
The Mental Health Strategy 2004-2007 outlines key reforms needed to address the most
pressing areas of need within our current mental health system. The aim is to meet demand
for services, improve access to appropriate inpatient services, increase intermediate care options,
provide more community support services and improve safety for our patients and staff. These
key strategies form part of the first phase of the innovative longer term plans for public health
system reform outlined in the Health Reform Committee's final report.

The Mental Health Strategy 2004-2007 is the culmination of an extensive consultation process
and reflects the significant consideration the mental health sector has given to developing better
services for mental health consumers.
Dr Neale Fong, Executive Chairman of the Health Reform Implementation Taskforce, will lead
the major implementation process of the Mental Health Strategy 2004-2007, in partnership
with the Office of Mental Health.
The implementation of the mental health reform and the provision of significant funding for
initiatives in the Mental Health Strategy 2004-2007 provide a comprehensive approach by
this Government to better meet community need for mental health services in Western Australia.

Jim McGinty
Minister for Health MLA
14 October 2004
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MENTAL HEALTH STRATEGY 2004·2007
The mental health reform initiatives outlined in the Mental Health Strategy 2004-2007 aim to increase the
capacity of mental health services to meet the increase in demand
The focus will be on relieving pressures in the mental health system, especially where this impacts on other parts
of the health system such as Emergency Departments, Increasing access to appropriate inpatient services and
addrflssing the lack of intermediate care treatment options and community support services
During the past few years a number of reports have been generated to plan for the delivery of mental health care
in Western Australia, These include:
A Healthy Future for Western Australians - Report of the Health Reform Committee; and
Enhancing the Capacity of Mental Health Services,
Specifically, the Mental Health Strategy 2004-2007 addresses five main areas In the health system where
targeted interventions have the capacity to immediately and significantly increase access to mental health services
and reduce demand on acute hospital beds, The five strategy areas are
Mental health emergency services
Adult inpatient services
Community mental health services (Adult & Young people)
Supported community accommodation
Workforce, standards and safety initiatives
These strategies are aligned with the innovative and longer term plans outlined in the Health Reform Committee's
final report, which is being rolled out by the Health Reform Implementation Taskforce,
The development of these individual strategies is the culmination of a significant amount of consultation involving
consumers, carers, mental health professionals, govemment and non~government mental health bodies and peak
industry organisations,
To assist with the implementation of major reforms to mental health services in Western Australia, a Mental Health
Advisory Group has been established,
The Advisory Group of mental health specialists will oversee implementation of the Mental Health Strategy
2004-2007 and play an integral role in the development and monitoring of activities
Tile Advisory Group will also be involved in engaging consumers, carers, community bodies and other stakeholders
in the provision of advice and feedback and assist with communicating information out to the community,

Key Initiative 1 MENTAL HEALTH EMERGENCY SERVICES
Objective
To expand statewide mental health emergency services to meet the demand for services within
emergency departments,

Actions
1 ~ Increasing the number of specialist mental health nurses within hospital emergency departments, The service
will provide 24-hour coverage for people presenting with mental health problems, An additional 42 (FTE)
mental health nurses will be employed to provide specialised mental health triagingand clinical support within
emergency departments across the metropolitan area,
2, Increasing the number of on duty psychiatric registrars for after hours cover across the metropolitan area,
to provide psychiatric assessment, treatment and support for mental health patients in the emergency
department.
3~

36

Establishing 19 new mental health observation beds at Joondalup Health Campus, Fremantle Hospital and
Royal Perth Hospital and a four-bed admissions unit at Graylands Hospital. These units will provide a safe and
secure environment for both consumers and staff within the emergency departments,
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Key Initiative 2 ADULT INPATIENT SERVICES
Objective
To increase access to adult inpatient beds for people with severe mental illness.

Action"
1. Provision of additional beds in the following locations:
a,

Graylands Hospital- construction of a facility to provide 12 new acute secure beds,

b, Armadale Hospital - creation of 8 new beds within tile current facility,
c,

Mother and Baby Unit - the mother and baby unit at Graylands Hospital will be transferred to King
Edward Memorial Hospital for the establishment of an 8 bed authorised unit

d, Bunbury Regional Hospital- expansion of the acute psychiatric unit to provide an additional 18 beds,
e,

Intermediate Care - establishment of 47 new intermediate care beds. 22 beds in the north and 25 beds
in the south metropolitan areas. to provide rehabilitation. disability and clinical support services,

2, Provision of additional psychiatrist cover in Albany, Bunbury and Geraldton to ensure inpatient services in these
rural areas are maintained,

Initiative 3 COMMUNITY MENTAL HEALTH SERVICES
a) ADULTS
Objective
To improve clinical outcomes for people with a mental illness through provision of accessible community
services, which in the objective encourage early identification, intervention and recovery.

Actions
1, Expansion of community mental health clinical services, through an assertive case management approach,
These services will be undertaken by multidisciplinary community teams,
2. Establishment of day therapy services to individuals with a major mental illness, The services will provide
structured individual and group based clinical programs, Therapy services may include intensive rehabilitation
and be provided in the person's own home or in a community facility.
3, Extension of the statewide perinatal mental health services for mothers with babies through the statewide
expansion of non-government community services, particularly in areas with a high number and projected
growth of young families, Research will also be undertaken to inform the developrnent of perinatal mental
health services for Aboriginal and Torres Strait Islander people and people from culturally and linguistically
diverse backgrounds,

b) YOUNG PEOPLE
Objective
To enhance service coverage and accessibility and provide a whole of service/government approach
to ensure that young people with a mental health problem are given the best opportunities for early
intervention.

f\ctlons
1, Development of two MultiSystemic Therapy (MST) teams for young people aged 12-16 years at risk of
developing mental illness in the south and the north metropolitan areas,
2, Establishment of the IntenSive Community Youth Service to provide intensive counselling, access to stable
accommodation, education and employment This service is for homeless youth at risk of mental illness, with
little farnily or guardian support. in the south metropolitan area.
3, Expansion of the Bentley Child and Adolescent Mental Health Service's transition unit for its Day Treatment
Program, to support 10 extra children and treat others at home to prevent unnecessary hospital admission,
4, Recruitment of additional clinical staff to expand existing Child and Adolescent Mental Health Services into
areas of rapid youth population growth to provide services to young people with severe and complex mental
disorders.
5. Establishment of a counselling service in the South Metropolitan region to support Children Of Parents

With A Menta/Illness (COPMI).
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6. Development of a service to assess and
The service will have strong links with "'n';nll/?~I',3'.!r1~.

_~. ~,' __ .

Key Initiative 4 SUPPOR
Objective
To expand community supported

Actions
1. Creation of 420 community beds statewide through
a. Supported Community Residential Units - provision of 200 beds in cluster a,ccommodation for up to
25 people with 24 hour on-site staff support in locations including the metropolitan area, Albany, Bunbury,
Busselton and Geraldton.

b. Licensed Psychiatric Hostelsresidents.
c.

Community Options 100 - transition
to community living with associated

d. Psychosocial Support Servicesservices to assist people to live in their
for the Independent Living Program.

e. Supported Accommodation -

octohl;ch'riiSfiF,Ae""'fjui,"'''",'hfTib''' «,i\I;roQ:ih IOb'rth

Fremantle to support 50 homeless
'drop in' services and community outreach.

Initiative 5 WORKFORCE,
INITIA TlVES
Objective
To ensure services are adequately staffed with th<"'","ihl'{'j",ri:'
Health Services are safe places where innovative

Mental

Actions
1. Recruitment and retention of 425 staff through the following:
a. Major marketing and recruitment drives in Australia and overseqS Mental health staff including
psychiatrists, nurses, social workers and occupational therapists will be recruited.
b. Consideration of future workforce requirements and skill mix, Development of new vocational positions if
appropriate.

c. Promotion of workforce re-entry processes for staff that have ,left the workforce InrlOvative education and
training models will equip the workforce with the skills,knowledge and attitudes to competently do their
work.
d. Enhanced mental health nurse graduate programs
e. Improvement of workplace safety. A safety working group will address issues SLich as the use and
availability of duress alarms, communication (including mobile phones), the safe transportation of patients
and safe, flexible working environments. Mental health staff will be provided with improved education and
training in key areas of practice such as assessment, risk assessment and dealing with aggression.
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f.

Expansion of the electronic mental health clinical information system PSOLIS to provide immediate
information to all clinicians to assist them with day to day clinical decision making.

g

Implementation of national standards for non government providers of mental health services.
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SECOND REPORT
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REFERENCE NO:
ISSUE
Presentation to the Standing Committee on Public Administration re the Office
of Auditor General (OAG) Follow Up Periormance Examination - "Life
Matters: Management of Deliberate Self-Harm in Young People", 2001
BACKGROUND
This briefing will address key findings of the OAG follow up periormance
examination and issues raised at the Standing Committee of Public
Administration public hearing. The Department of Health (DOH) appeared
before the public hearing to give evidence to the committee on 29 November
2005.

The Office of Auditor General conducted a follow up periormance examination
to assess progress of the DOH in addressing recommendations made in the
Life Matters report. In the follow up examination the Auditor General made 5
key findings. In June 2005, the DOH responded to the Auditor General's 5 key
findings, stating that it disagreed with the findings and argued that steady
progress had been made, particularly under Key Initiative 1, Mental Health
Strategy 2004-2007.
The Auditor General, at the hearing, suggested that statistical information had
not been provided by the DOH. The DOH had responded to the Key Findings
of the Auditor General and that at no point was any request made for any
statistical information.
The DOH could not have anticipated that this
information was required as the recommendations focused on interiace issues
between services not on whole of government issues such as suicide rates.
CURRENT ISSUES
The structure of the document includes the identified issue bolded and in
italics with the DOH response below.
The DOH has made limited progress in
recommendations

dealing

with

the

OAG

DOH response
The DOH expressed its disappointment with the Auditor General's
conclusions and presented evidence that significant progress has been made
with implementation of the Guidelines for the Management of Deliberate Self
Harm in Young People ('the Guidelines').
This included a substantial
investment being made with the comprehensive mental health reform
initiatives identified in the Mental Health Strategy 2004-2007.

In summary, the DOH stated that there had been a significant increase in the
number of staff working in Emergency Departments (EDs) and their capacity
to make assessments in a timely way. The DOH has introduced a new

1
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CURRENTISSUES(con~

information system that facilitated sharing of information across· all mental
health service settings.
Many exciting initiatives such as the Mental Health Care Interface Project,
involving EDs and mental health staff working together to achieve certain
KPls were also described. The DOH argued that the guidelines had been
fully implemented, albeit some work was still to be done in increasing
standardisation of assessment and discharge processes across the state.
Lack of compliance with the applicable Guidelines

DOH response
• The Guidelines were developed by the Australian College for Emergency
Medicine and the Royal Australian and New Zealand College of
Psychiatrists. The DOH has distributed the guidelines to EDs and mental
health staff working in EDs. An evaluation was undertaken in April 2003 to
determine what steps services had taken to implement the guidelines and
how successful they had been. The responses from health services
indicated that all services were progressing implementation of the
guidelines.
• The ED Reference Group includes heads of EDs and meets monthly to
consider issues pertaining to ED service delivery. The Chair of that group,
Dr Yusef Nagree reports that all EDs use the Guidelines. The Group has
developed the Deliberate Self-Harm Risk Assessment Tool as a result of
the OAG report. The Tool incorporates the clinical classification and
management components outlined in the Guidelines. The Tool will be
used by EDs to identify the clinical risk for people presenting with
deliberate self-harm to EDs as a way of monitoring the implementation of
the Guidelines. The ED Group did not progress with implementation of the
tool earlier as it wanted to involve the mental health liaison nurses. The
tool is to be piloted at two sites early in 2006.
Lack of compliance with the Guidelines due to a lack of appropriately
trained staff and recruitment difficulties

DOH response
Recruitment continues for positions under the Mental Health Strategy 20042007. For Key Initiative 1 - Emergency Services, 37.0 full time equivalents
(FTE) against a total requirement of 74.47 FTE had been recruited up to 23

2
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CURRENT ISSUES

(conij

November 2005. Outstanding recruitment is, in the main, related to services
for which capital works is not yet complete. There have been no significant
recruitment difficulties related to employing staff to work in EDs.
• Specialist mental health nurses are in place 24 hours per day seven days
per week at Royal Perth Hospital (5.5 FTE), Sir Charles Gairdner Hospital
(5.5 FTE), Fremantle Hospital (5 FTE), Bentley Health Service (3 Triage
• Nurses) and Joondalup Health Campus (3 FTE).
This is the full
complement for these services.
• Armadale Kelmscott Hospitals has one FTE and advertised for a further
1.0 FTE mental health nurse, which will bring them up to their full
complement.
• Rockingham Kwinana Hospital has 3 FTE and Geraldton Hospital 1.0 FTE.
• The expansion of Psychiatric Emergency Services in South Metropolitan
Area Health Service and North Metropolitan Area Health Service (NMAHS)
has been progressed. A central mental health call centre has been
negotiated in collaboration with NMAHS.
• The On Duty Psychiatric Registrars are in place at Royal Perth Hospital,
Sir Charles Gairdner Hospital and Swan Districts Hospital.
• The Observation beds are operational in the Emergency Departments at
Royal Perth Hospital and Joondalup Health Campus.
The DOH is not actively monitoring compliance with the National Mental
Health Standards

DOH Response
A key finding was that the DOH does not actively monitor compliance with the
National Mental Health Standards.
The following information was provided:
The DOH does not monitor compliance by services with each individual
Standard. This aspect is related to service delivery and clinical governance
and therefore is under the direct jurisdiction of the health service
management. Services receive reports from the ACHS and liaise directly with
them. Reviews under ACHS occur every 4 years.
Under the Australian Health Care Agreement, all jurisdictions made a
commitment to commence implementation' of the National Standards for
Mental Health Services. Under this commitment, all public mental health
services in Australia are required to register with an external accreditation
agency (eg the Australian Council on Healthcare Standards, ACHS) to

3
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CURRENT ISSUES (confl
undergo a review against the Standards by June 2003.
met this requirement within the specified timeframe.

Western Australia

The Chief Psychiatrist has a legislative responsibility to ensure quality of care
The Chief
is provided for the consumers of mental health services.
Psychiatrist carries out reviews of mental health services on a regular and
ongoing basis. The outcomes of these reviews are communicated to health
services and appropriate quality improvement plans are developed and
implemented as required. As such, the activity of the Chief Psychiatrist is
strongly linked to the DOH framework for managing health services.
Different referral and collaborative care protocols have been
implemented across individual health services.
These informal
protocols result in variable practices, inefficiencies and dUplication.
DOH Response
• Shortly after the 'Ufe Matters' report was released In 2002, the then
Metropolitan Mental Health Service (MMHS) developed "The Care
Pathway Standards for Admission through to Discharge Planning for Adult
Mental Health Services". In 2002, the MMHS had a monitoring system in
place in an attempt to ensure compliance with the standards. The issue
has been raised for discussion at many meetings where all serv.ices are
represented.
• WA mental health services have a framework for the screening,
assessment and management of clinical risk. The OMH has recruited a
project officer to review the current framework and develop a training
package in clinical risk management to facilitate standardisation across the
sector.
• The reasons for variability include:
o When staff in services contribute to the development of local
protocols this ensures some level of ownership.
o The guidelines and other key documents shape the
development of local protocols. The needs of each of the age
specialties, service settings and specialisations is different and
require specific protocols to address their specific requirements.

The Auditor General raised concerns about waiting times to be seen in an ED.
The Metropolitan Health Services Annual Report demonstrates waiting times
for triage 1 patients are in the recommended time. Waiting times for patients
in triage 2, 3 and 4 are outside of the Australian College for Emergency

4
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Medicine (ACEM) recommended times. The issue of waiting times for mental
health patients will be raised with the Mental Health Network.
PSOLIS - has not been implemented to the extent that it can be used by
community mental health services to plan service delivery and monitor
performance.

DOH Response
• PSOLIS facilitates the sharing of information across all mental health
services. PSOLIS operates across community, mental health inpatient
services and in EDs where mental health staff are employed.
• All staff have access to 'global information', which provides information on
frequency of contact with ED mental health staff, mental health community
and inpatient services. This information is useful in knowing which agency
made a referral, to whom, and the identified treatment team members.
• PSOLIS also permits the sharing of global information through the
development of a Crisis Care plan, which is available to all staff across the
state.
• The introduction of PSOLIS and the National Outcome Casemix Collection
(NOCC) has heralded a significant change to the work practices in mental
health services in WA. The PSOLIS support team continues to work with
the services to resolve issues as they arise. It is generally acknowledged
that it takes one to two years to implement the necessary changes and
fully realise the benefits of a new system.
• In 2003, WA made a significant investment purchasing new computers.
WA has one of the highest computers to clinician ratios across the country.
• An Online Reporting process has been developed that will provide
services with reports to assist planning and performance monitoring.
• DOH and the vendor, Fujitsu and Consulting, have agreed on detailed
specifications for outstanding Unit Tasks with respect to the delivery of the
remaining PSOLIS scope as originally agreed.
• ED staff cannot use PSOLlS, however, all clinicians employed by mental
health services in EDs have access to PSOLIS.
WA has high
jurisdictions.

rates

of suicide compared with

other Australian

DOH Response
The Australian Bureau of Statistics suicide by State and Territory 1999-2003,
rate per 100,000, Age and sex standardised using the indirect method,
5
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indicates that Northern Territory, Tasmania and Queensland have above the
National rate of suicide. WA does not have a high rate of suicide compared
with other jurisdictions.
Lack of statistics from the DOH
DOH Response
The Health Information Centre, DOH is responsible for gathering statistical
information, and deliberate self-harm data (including suicide data) is available
from the Emergency Department (ED IS) and Hospital Morbidity Data
Collections.

•

The Emergency Department Data Collection information is sourced from
the EDIS hospitals since March 2004.
This is one of the data
development initiatives that have occurred since the 2001 report. Data is
available for example, by departure status.

•

Hospital Morbidity Data Collection information for deliberate self-harm is
also available and was available for 2001 - 2005. Data for the last 5
available years is also attached by a range of variables. This data
demonstrates (as shown by the crude rates in the attachment) that the
extent of deliberate self-harm across the whole. population has been
reasonably stable over the past 4 years.

•

Data for youths aged 15-24 are also available from both data collections.

•

Note that those cases of deliberate self
(suicide) prior to presentation at ED will not
based collections apart from those that
mortuary at SCGH. (See attached ED data
the 2004-05 data)

•

It is recommended that an improved process is developed to ensure
services regularly use the data for service planning and development.
This matter will be tabled with the Mental Health Network.

harm which result in death
be reflected in these hospitalare referred to the coronial
- there were 16 such cases in

The DOH has made little progress with reporting KPls
DOH Response
The DOH was not asked to provide any information on DOH KPls in the follow
up examination.

6
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The DOH reports a range of relevant KPls in relation to Suicide. The DOH
and Metropolitan Health Services Annual Report KPls were given to the
Standing Committee.
The DOH Annual Report 2004-2005 provided KPls on Preventable Years of
Loss of Life (PYLL) which showed that from 1992 to 2003 period there has
been no significant change in the annual PYLL per 1,000 population attributed
to suicide.
The Metropolitan Health Services Annual Report 2004-2005 indicates the
following.
• Approximately 100% of triage 1 patients are seen in the
recommended time. Waiting times for patients in triage 2, 3 and 4
are outside of the Australian College for Emergency Medicine
(ACEM) recommended times. (Waiting times were an issue raised
by the Auditor General).
•

The rate of unplanned hospital readmissions within 28 days to the
same hospital for a related condition. The 2004, readmission
percentages for all MHS hospitals are low. These results suggest
that good clinical practice and discharge planning are in place.

•

The rate of unplanned hospital readmissions within 28 days to the
same hospital for a mental health condition. The 2004 readmission
percentages for all MHS hospitals are low resulting in an overall
readmission rate of 5.36%. These results suggest good clinical
practice and discharge planning are in place.
While the
readmission rate has increased slightly it is well within the ACHS
threshold for readmission for a mental health condition.

•

The percent of contacts with community based public mental health
non-admitted services within 7 and 14 days post discharge from
public mental health inpatient units. This KPI was developed for the
first time in 2003 and results indicate that the percent of contacts
within 7 days post discharge for 2004 has marginally increased
since 2003.

7
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The DOH has not developed an evaluation framework for assessing
progress in achieving State Mental Health Strategy objectives.
DOH Response
• A document outlining an overall framework for monitoring the
implementation of the Mental Health Strategy 2004-200 7 has been
developed.
• The document brings together the key components put in place for
measuring the extent to which the desired outcomes as identified in the
Strategy have been achieved. This framework does not evaluate whether
the Guidelines have been implemented. However, it does provide the
indicators and evaluation framework for Key Initiative 1, Mental Health
Strategy.

Coroners report re a patient who suicided
The Chairman of the Standing Committee raised the Coroner's Report
inquiry into a patient who suicided which identified sharing of information
between services as a significant problem.
DOH response

The deceased suicided on 31 August 2003 near Busselton.
The deceased was referred to Bentley Mental Health Service on 20
August 2003 and admitted on a voluntary basis.
The deceased stated that she wanted to go home on 25 August. The
deceased was discharged on 26 August to the care of her spouse.
Discharge plans included:
The deceased to be managed in the community with monitoring by a
•
Community nurse in Busselton and follow up by Psychiatrist.
The deceased was also advised to see a clinical psychologist, to
•
address an alcohol problem with Next Step or Alcoholics anonymous.
The Inquest into the deceased's death was held in Busselton on 2 and 3
November 2005. The Coroners Report was requested and arrived in the
OMH on 30 November 2005. The Recommendations of the Coroner will
be taken to the Mental Health Network for action.

8
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In brief the Coroner's recommendations are:
1.
Metropolitan hospitals discharging country patients:
• Ensure oral contact is made with community country services giving
them a time of discharge and a comprehensive outline of the
The current interim
management plan to be implemented.
discharge summaries arrive too late and this needs to be addressed
as a priority.
• Ensure oral contact with patients GP, especially if they were the
referring doctors.
• Provide Carers to whom the patient is discharged a clear 24-hour
emergency contact.
2.
Community Mental Health Services are adequately resourced to
realistically respond to discharge information and be proactive in family
circumstances where it is warranted.
3.
There are and continue to be adequate resources to ensure 24-hour
emergency contacts can offer realistic help.
4.
Community mental health caseworkers provide assistance to the family
as a whole where they are caring for a family member. Community mental
health services cannot provide ongoing support if they are continually dealing
with the immediate crisis.
5.
Where it has been necessary for a patient to be assessed and treated
in a facility far removed from their expected carers when back in the
community some attempt is made to provide interim care closer to the
expected community location to enable carers interaction with both the patient
and treating nurses and doctors. It is hoped this will prepare them for the
reality of the patient's progress, rather than the expectation that all will be
well.

The Chairman commented that WA has more funding per capita.
(Inference was why are the outcomes not better than other States and
Territories).
DOH Response
From 1993-1998 WA reported the fastest growing expenditure on Mental
Health Services with 50% increased spending over this period. WA moved
from 4th rank in 1993 to top ranking 'jurisdiction in overall per capita spending
in 1998. WA remains the highest ranked jurisdiction 'in overall per capita
spending in 2002-2003.

9
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It is worth considering in this context that WA has the lowest number of
Private Psychiatrists of the larger mainland jurisdictions (only the Northern
Territory has less per popu'lation). The absence of a private sector to deal
with the demand for mental health care results in the burden of care being
shifted to the State Government. This somewhat accounts for the significant
increase in funding by the State Government to Mental Health Services, as
private services have been significantly underdeveloped in WA.

RECOMMENDATION
For information.

CONTACT:

Karen Dickinson
Acting Manager, Clinical Governance and Infrastructure
Office of Mental Health
92224088

SIGN OFF:

Dr Simon Towler
Executive Director
DIVISION OF HEALTH POLICY & CLINICAL REFORM

10
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SECOND REPORT
Counts and percentages of WA hospital separations where an external cause of
deliberate self-harm was recorded in the financial years 2000/2001 to 2004/2005
Perth Metro Hospitals Only
Source of Referral - Location
Acute Hospital
Home
Psychiatric Hospital
Other (see note 'a')
Total
Source of Referral - Professional
Emergency Department Clinician
General Practitioner
Specialist Clinician
Other (see note 'b')
Total
Admission Status
Elective
Emergency
Total
Mode of Separation
Against Medical Advice/At Own Risk
Home
Transfer to Acute Hospital
Transfer to Psychiatric Hospital
Other (see note 'c')
Total

2000/01
2001/02
2002/03
2003/04
2004/05
Sep'ns % Sep'ns % Sep'ns % Sep'ns % Sep'ns %
366 13
320 12
312 13
302 12
307 12
2328 84
2198 86
2137 86
2104 86
2254 87
43
2
23
1
22
1
13
1
16
1
22
1
25
1
16
1
26
1
21
1
2759 100
2566 100
2487 100
2445 100
2598 100
2000/01
2001/02
2002/03
2003/04
2004/05
Sep'ns % Sep'ns % Sep'ns % Sep'ns % Sep'ns %
2294 83
2119 83
2059 83
2044 84
2200 85
55
2
37
1
31
1
16
1
20
1
295 11
287 11
328 13
312 13
314 12
115
4
123
5
69
3
73
3
64
2
2759 100
2566 100
2487 100
2445 100
2598 100
2000/01
2003/04
2004/05
2001/02
2002/03
Sep'ns % Sep'ns % Sep'ns % Sep'ns % Sep'ns %
135
5
143
6
122
5
105
4
90
3
2624 95
2423 94
2365 95
2340 96
2508 97
2759 100
2566 100
2487 100
2445 100
2598 100
2000/01
2001/02
2002/03
2003/04
2004/05
Sep'ns % Sep'ns % Sep'ns % Sep'ns % Sep'ns %
118
4
106
4
88
4
79
3
73
3
2044 74
1997 78
1992 80
2007 82
2096 81
205
7
163
6
146
6
188
8
251 10
298 11
202
8
181
7
96
4
118
5
94
3
98
4
80
3
75
3
60
2
2759 100
2566 100
2487 100
2445 100
2598 100

Source:

Hospital Morbidity Data System (HMDS), prepared by Health Data Collections, ICAM

Date:

05/12/2005

Ref:

2924_rm

Notes:

- Data are preliminary.
- Excludes funding hospital (duplicate) cases.
- 'Self-harm' is defined where an external cause code in the range X60-X84 (ICD-10-AM)
was recorded in any external cause data field.
- For multiple admissions related to an injury, the same external cause code should be recorded.
- 'a' Source of Referral - Location of 'Other' includes: other health care accomodation,
prison, residential aged care facility.
- 'b' Source of Referral - Professional of 'Other' includes: community health clinician,
hospital clinician (re-admission), outpatient department clinician, statistical admission,
statistical type change, other.
- 'c' Mode of Separation of 'Other' includes: deceased, transfer to residential aged care
service, transfer to other health care accommodation, statistical type change,
statistical discharge from leave. The mode of separation of 'other' included 89 deceased.
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Counts and percentages of WA hospital separations where an external cause of
deliberate self-harm was recorded in the financial years 2000/2001 to 2004/2005
Rural WA Hospitals Only
Source of Referral - Location
Acute Hospital
Home
Psychiatric Hospital
Other (see note 'a')
Total
Source of Referral - Professional
Emergency Department Clinician
General Practitioner
Specialist Clinician
Other (see note 'b')
Total
Admission Status
Elective
Emergency
Total
Mode of Separation
Against Medical Advice/At Own Risk
Home
Transfer to Acute Hospital
Transfer to Psychiatric Hospital
Other (see note 'c')
Total

2000/01
2001/02
2002/03
2003/04
2004/05
Sep'ns % Sep'ns % Sep'ns % Sep'ns % Sep'ns %
35
5
33
5
33
4
40
5
39
5
660 94
653 93
746 95
701 93
696 94
0
0
0
0
0
0
0
0
0
0
9
1
19
3
7
1
13
2
2
0
704 100
705 100
786 100
754 100
737 100
2000/01
2001/02
2002/03
2003/04
2004/05
Sep'ns % Sep'ns % Sep'ns % Sep'ns % Sep'ns %
604 86
627 89
708 90
653 87
647 88
49
7
37
5
40
5
55
7
50
7
18
3
17
2
14
2
26
3
22
3
33
5
24
3
24
3
20
3
18
2
704 100
705 100
786 100
754 100
737 100
2000/01
2001/02
2002/03
2003/04
2004/05
Sep'ns % Sep'ns % Sep'ns % Sep'ns % Sep'ns %
19
3
31
4
24
3
26
3
32
4
685 97
674 96
762 97
728 97
705 96
704 100
705 100
786 100
754 100
737 100
2000/01
2001/02
2002/03
2003/04
2004/05
Sep'ns % Sep'ns % Sep'ns % Sep'ns % Sep'ns %
53
8
76 11
80 10
81 11
60
8
556 79
523 74
568 72
560 74
554 75
69 10
65
9
98 12
88 12
102 14
23
3
33
5
37
5
19
3
13
2
3
0
8
1
3
0
6
1
8
1
704 100
705 100
786 100
754 100
737 100

Source:

Hospital Morbidity Data System (HMDS), prepared by Health Data Collections, ICAM

Date:

05/12/2005

Ref:

2924_rm

Notes:

- Data are preliminary.
- Excludes funding hospital (duplicate) cases.
- 'Self-harm' is defined where an external cause code in the range X60-X84 (ICD-10-AM)
was recorded in any external cause data field.
- For multiple admissions related to an injury, the same external cause code should be recorded.
- 'a' Source of Referral - Location of 'Other' includes: other health care accomodation,
prison, residential aged care facility.
- 'b' Source of Referral - Professional of 'Other' includes: community health clinician,
hospital clinician (re-admission), outpatient department clinician, statistical admission,
statistical type change, other.
- 'c' Mode of Separation of 'Other' includes: deceased, transfer to residential aged care
service, transfer to other health care accommodation, statistical type change,
statistical discharge from leave. The mode of separation of 'other' included 4 deceased.
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Department of Health
Government of Western Australia

Your ref
Our ref

HE66701

Enquiries

Mr Barry House MLC
Chairman
Standing Committee on Public Administration
Parliament House
PERTH WA 6000

Dear Mr House
DELIBERATE SELF-HARM - THE LIFE MATTERS ENQUIRY
Guidelines for the Management of Deliberate Self-Harm in Young People

Thank you for your letter dated 22 March 2006 requesting information about
specific initiatives that occurred between November 2001 and October 2004,
to progress the implementation of the Guidelines for the Management of
Deliberate Self-Harm in Young People (the Guidelines) published by the
Australian College for Emergency Medicine and the Royal Australian and New
Zealand College of Psychiatrists.
Following the release the Auditor General's report in November 2001 the
Department of Health (DoH) distributed th~ guidelines to Emergency
Departments and mental health services. Attachment I includes:
• A copy of the letter sent to all services by the Director General on 10
December 2001 enclosing the Guidelines, advising that DoH had
endorsed them and that DoH accepted the Office of Auditor General
report recommendations;
• A copy of the letter sent to the Office of the Auditor General on 14
December 2001 advising that DoH had adopted the Guidelines and
had advised all Emergency Departments and mental health services
across the state of the adoption of the Guidelines and the acceptance
of the recommendations in the OAG report;
• A copy of a letter sent to the Director General from the Chief Executive
Sir Charles Gairdner Hospital on 17 January 2002 acknowledging the
Director General's letter and stating how they were ensuring the
Guidelines would be implemented within their hospital.
A process for the establishment of a Statewide Reference Group was
commenced and the first meeting held in February 2003. The purpose of this
group was to oversee the implementation of the report recommendations.

189 Royal Street East Perth Western AustraLia 6004
Letters PO Box 8172 Perth Business Centre Western Australia 6849
Tel (08) 9222 4222 TTY-1800 067 211
ABN 28 684 750 332 http://www.health.wa.gov.au
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In April 2003 the Director of the Office of Mental Health wrote to Area Health
Chief Executives asking for service units to provide information on the steps
taken to implement the Guidelines, assessment and treatment processes in
place for deliberate self-harm patients presenting at Emergency Departments
and processes in place to facilitate those people at risk of deliberate selfharm being able to access Emergency Departments as required. The
responses from health services indicated that all services were progressing
implementation of the guidelines. Attachment 2 includes:
• A copy of the letter sent to the Area Chief Executives requesting the
above information;
• A summary of the responses received which by the Office of Mental
Health.
The Deliberate Self-Harm Risk Assessment Tool was developed and
endorsed by the Statewide Reference Group in August 2004. The Tool was
developed from the Guidelines to enable staff to identify the risk of self-harm
of the presenting patient and incorporates the clinical classification and
management components outlined in the Guidelines. The intention is to pilot
the Tool in an Emergency Department to determine its effectiveness prior to
implementation. It was decided not to pilot the tool until the mental health
liaison staff, to be recruited under Initiative 1 of The Mental Health Strategy
2004-200,7 were in place. This will happen in 2006. The Tool is Attachment
3.
The Emergency Department Reference Group includes heads of Emergency
Departments and meets monthly to consider issues pertaining to Emergency
Department service delivery. That group has been monitoring the use of the
Guidelines and endorsed the Deliberate Self-Harm Risk Assessment Tool.
Many of the initiatives outlined in the previous response to the Standing
Committee, which occurred prior to the development of the Mental Health
Strategy 2004-2007, reflect the process described in the Guidelines
implementation.
Coroner's Report Information

In regard to the personal information contained in the Supplementary Material
I would ask that the information be presented in the following form.
The Chairman of the Standing Committee raised the Coroner's Report inquiry
into a patient who suicided which identified sharing of information between
services as a significant problem.
The deceased suicided on 2 September 2003 near Busselton.
The deceased was referred to Bentley Mental Health Service on 20 August
2003 and admitted on a voluntary basis.
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The deceased stated that she wanted to go home on 25 November. The
deceased was discharged on 26 November to the care of her spouse.
Discharge plans included:
• The deceased to be managed in the community with monitoring by
a Community nurse in Busselton and follow up by Psychiatrist.
• The deceased was also advised to see a clinical psychologist, to
address an alcohol problem with Next Step or Alcoholics
anonymous.
The Inquest into the deceased's death was held in Busselton on 2 and 3
November 2005. The Coroners Report was requested and arrived in the
OMH on 30 November 2005. The Recommendations of the Coroner will be
taken to the Mental Health Network for action.

The remainder of the information contained in the Supplementary Material is
appropriate to be included in the Committee's report.
Thank you for the opportunity to provide further clarification regarding the
implementation of the Guidelines.
Yours sincerely

wen
DIRECTOR, MENTAL HEALTH
Att:
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DEPARTMENT OF HEALTH
3688
01-01599

Ms LynAuld
Executive Director
Performance Review Division
Office of the Auditor General
4th Floor Dumas House
2 Havelock Street
West Perth WA 6005

DearMs Auld
Thank you for your letter of 28 November 2001 enclosing a copy of the report Life
Matters: Management of Deliberate Self-Harm in Young People.
Since the report has been tabled in Parliament, the Department of Health has adopted
the Guidelines prepared by the Australasian College of Emergency Medicine and the
Royal Australian and New Zealand College of Psychiatrists as policy; It has also
advised all hospital emergency departments and mental health services across the
state of the adoption of the Guidelines and the acceptance of the recommendations in
your report. 1 am currently waiting on confirmation from service managers that all
relevant staff have access to the Guidelines.
Early in 2002 processes will be established to address the other recommendations in
Life Matters.

V

l

Mike Daube
.
DIRECTOR GENERAL

14 December 2001
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gl:poh
File No: 01-01599

Dear
RE:

GUIDELINES FOR THE MANAGEMENT OF DELIBERATE SELF - HARM
IN YOUNG PEOPLE (THE GUIDELINES)

Please find enclosed a copy of the above guidelines. Dr Hugh Cook from the Royal
Australian and New Zealand College of Psychiatry and Dr Tom Hamilton from the
Royal Australian College of Emergency Medicine prepared the Guidelines.
The Guidelines were issued as part of the National Youth Suicide Prevention
Strategy and provide a framework for the management of deliberate self-harm within
Emergency Departments and for linkages to ongoing care in the community
focussing on the care and treatment of patients.
The Department of Health (DOH) has endorsed the Guidelines.
The Office of the Auditor General (OAG) h2 .. recently conducted an examination on
the management of cases of deliber· a self-harm in hospital emergency
departments. I would draw your attention to this report entitled Life Matters:
Management of Deliberate Self-Harm in Young People. The report is available on
the
Office
of
the
Auditor
General
website.
The
address
is
http://www.audit.wa.gov.au/. If you click on Latest Reports to Parliament you will be
able to access the report.
The major findings of the report were:
• The quality of care received in emergency departments by deliberate self-harm
patients and the quality of documentation in patient files was adequate in three
quarters of the cases reviewed;
• The Guidelines have been implemented to varying degrees in metropolitan
hospitals however, in regional hospitals most staff were unaware of the
guidelines;
• There were no specific training programs in place to educate staff about the
Guidelines;
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Teaching hospital information systems were adequate although problems with
consistency of coding limited the capacity to readily identify deliberate self-harm
patients;
A wide range of specialist staff providing services to deliberate self-harm patients
were available on-call in the teaching hospitals however in regional areas after
hours access to community facilities was non-existent with the exception of
Kalgoorlie;
Waiting times for accessing community-based mental health services can be
excessive.

It is very encouraging that many services have already begun to implement the
Guidelines and I compliment those services on their efforts so far. Nevertheless, it is
clear that more remains to be done.
Contained in the OAG report are a series of recommendations for improvement.
DOH accepts these recommendations and will implement processes in collaboration
with services to ensure they are acted on.
The first step is to make certain that all emergency departments and mental health
services are aware of the Guidelines and that it is DOH policy that they be
implemented. I would ask that Chief Executive Officers promote the guidelines to
their staff and advise me when this has occurred. This advice can be provided by
letter to Peter O'Hara, Senior Policy Officer, Office of Mental Health, Department of
Health, or by telephone 9222 4454 or fax 9222 2351.
The guidelines are also available on the web and the website address is:
http://www.acem.org.au/open/documents/news.htmlf you click on Guidelines for the
Management of Deliberate Self-Harm at the bottom of the homepage you will have
immediate access.
These guidelines have a vital role to play in helping to reduce the incidence of
deliberate self-harm and suicide in youth. Western Australia is regarded nationally
as playing a leading role in the area of suicide prevention and implementation of this
initiative will continue to enhance this profile.
I thank you for your attention/to this very important matter.
1 I
!
Yours sinc~rrl1!
/)
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Mike Daube
v
DIRECTOR GENERAL

10 December 2001
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IR CHARLES GAIRDNER HOSPITAL

HD:jw/200S.7
W (OS) 9346 4446 - Facsimile: (OS) 9346 4760
17 January 2002

Mr Peter O'Hara
Senior Policy Officer
Office of Mental Health
Department of Health
1S9 Royal Street
EAST PERTH WA 6004

Dear Mr O'Hara
re:

Guidelines for the Management of Deliberate Self-Harm in Young People (The
Guidelines)

Mr Craig Bennett, the Chief Executive of Sir Charles Gairdner Hospital has asked that I reply on his
behalf to the letter from the Director General, Mr Mike Daube, dated 10th December 2001 which
relates to the above subject.
Drs Cook and Hamilton provided verbal feedback to staff in Emergency Medicine and Psychiatry
following the audit process which indicated that SCGH had performed very well with respect to
evidence of implementation of the guidelines. The Auditor General's report is complimentary about
the activities of the Self Harm Intervention Program (SHIP) which is based at SCGH.
The hospital has a range of strategies to ensure that the guidelines are promulgated to new staff,
given the turnover of medical and nursing staff in the two high acuity clinical departments.
~ A hard copy of the guidelines is distributed to all new Emergency Department and
Psychiatry Registrars.
~
Heads of Department are aware that the guidelines are now Department of Health policy.
~
Clinical guidelines for management of self-harm are given to all new medical staff in the
Emergency Department.
~
Training sessions on management of self-harm are provided to Registrar, RMO and
Interns.
~
We are investigating the guidelines being promulgated on the hospital's Intranet.
As part of the hospital's approach to continuous Quality Improvement, the guidelines have been
added LO the existing ciinical inforrnationartJ education provided to medical staff about apPiOptiate
management of patients presenting with deliberate self-harm
Yours sincerely

~
Dr Helen Durkin
Medical Co-Director
Central Services CSU
cc

Mr Craig Bennett, Chief Executive SCGH
Dr David Mountain, Director Emergency Department, SCGH
Dr Andy Zorbas, Head of Department Psychiatry & Behavioural Science SCGH

\\NSOCi5CRMQE\vOL1\GROUPS\C'ntmll'f'lJ.1\Jpll\>\ft2[H'i'lP7~Ml<e,
17 January, 2002
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Department of Health
~f5ernment

of Western Australia

01-04233
Your ref
Our ref
Enquiries

Mr Glyn Palmer
Area Chief Executive
East Metropolitan Health Service
PERTH WA 6847

FILE C

r

Dear Glyn
OFFICE OF AUDITOR GENERAL (OAG) REPORT - LIFE MATTERS:
MANAGEMENT OF DELIBERATE SELF HARM IN YOUNG PEOPLE.

The Department of Health has endorsed the recommendations contained in the
above report and will be working with emergency departments and mental health
services to ensure they are acted upon. One of the report recommendations is to
ensure the implementation of the Guidelines for the Management of deliberate
Self-Harm in Young People (the Guidelines) across the Western Australian
health system. The Director General of the Department of Health has asked
Chief Executive Officers to promote the Guidelines and look at ways of
implementing them in their service units.
The Department of Health is accountable for the implementation of the
recommendations to the OAG who will be reviewing compliance with the report
recommendations at the end of 2003. Hence it is very important that strategies
are put in place to address each of the recommendations.
I am chair of a statewide reference group that has been established to facilitate
the implementation of the report recommendations. You have nominated a
representative from your health area to sit on the reference group and the group
has met on two occasions. One of the first tasks of the group is to determine the
current emergency department treatment processes and the relationships
between emergency departments and mental health services both within the
hospital and the community.
As part of this process I am writing to you for information regarding the following:
• What steps have been taken to implement the Guidelines in your service
units;
• What processes currently are in place to ensure that deliberate self-harm
patients presenting at emergency departments are appropriately assessed,
treated and followed up if needed;
• Are there processes currently in place or existing relationships between
relevant services to facilitate those people at risk of deliberate self-harm being
able to access emergency departments as required.

189 Royal Street East Pert h 'Western Australia 6004
Letters PO Box 8172 Perth Business Cent re Western Australia 6849
Tel (08) 9222 4222 TTY-1800 067 211
ABN 28 684 750332 http://www.heatth.wa.gov.au
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For your information I have enclosed a copy of the OAG report and the
Guidelines.
It would be much appreciated if information on the above could be provided to
Peter O'Hara, Office of Mental Health, by COB Monday 28 April 2003,
either by global email or fax 9222 2351.
Many thanks for your assistance.
Yours sincerely

Dr Aaron Groves
DIRECTOR
OFFICE OF MENTAL HEALTH
7 April 2003
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Area Feedback
What steps have been taken to implement the Guidelines in your service units?
South Metro
Fremantle
Day - Triage/Intake Officer on duty for both consumers and mental health consumers
Night - Mental Health Nurse based in ED. Assesses people presenting in ED with mental health issues
and concerns.

Both roles supported by Duty Medical Officer (generally Psych Registrar). Support, supervision
provided by Consultant Psychiatrist on call.
A deliberate self-harm social worker has been in place since 1995. Targets people less than 25 years
presenting to hospital after self-harm or suicide attempt, or with suicidal ideation.
Sees all ages, prioritises youth where possible.
Armadale
Triage/Duty Officers in CAMHS & Adult Mental Health Services provide assistance during business
hours.
Suicide Intervention Officer - attached to CAMHS & Adult Mental Health Community Teams.
Provides services to children, adolescents and youth. Community education programmes are also
provided to schools, non government and govt organisations
Outside business hours: Hospital medical officer located at Armadale ED assesses and refers on. ED
supported by a mental health medical officer until 2300hours and On-Call psychiatrist.
Rockingham
Triage/Duty Officer provides assistance.
Community Mental Health Team not based at Rockingham Hospital. They do visit the ED and provide
support as and when requested.
The PET and DMOfficer at Alma Street Centre are available for consultation outside business hours.
Peel
The Peel CMHT provides assessment and support to Peel when possible. Cannot respond to ED on an
urgent basis.
Need for Consultation Liaison recognised. Discussion needs to occur with Peel Health Campus about
how this can happen.

SOUTH WEST AREA HEALTH SERVICE
Senior Mental Health Nurse in Bunbury ED Friday, Sat, Snn from 1500-2400hrs (Assesses DSH pts,
assists emergency staff in formulating and implementing care & discharge follow up, Iiaises with
intersectorial agencies)

Two sites (Bunbury and Busselton) have Consultants or Senior Medical Practitioners who perform
physical and basic mental health assessments. Other Sites have access to a Visiting Medical
Practitioner 2417 days per week (South West AHS)
Registered Nurses in Triage must have one of the following:
Triage Training Program
Extensive Triage Experience
An emergency nursing course
At least 6-12 months relevant emergency nursing experience
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(South West AHS)
Collie & Harvey Community MH Teams located on hospital site. Bunbury, Busselton & Margaret
River located off-site. (South West AHS)
Many sites have ED's with access to interview rooms due to redevelopment in past 5 yrs.
7 ED sites (12-30yrs old) access interview that are not necessarily within the dept.
All policies and protocols are in process of being reviewed to meet evidence based practice and provide
standardisation across (South West AHS)
Currently do not integrate health records with mental health records. ED staff can contact base mental
health site (Bunbury) to search records and provide info.
All sites have photocopiers and faxes for rapid production and transmission of clinical info to care
providers.
Coding system implemented for self harm reporting on Hcare and Topas in SWAHS. Mental Health
investigating coding through the new PSOLIS data system and South West 24 report on calls that
indicate self harm, suicidality issues during assessment process.
Documented through Clinical Incident Monitoring System for emergency departments. Those sites
with salaried medical officers perform case reviews. Root Cause Analysis has commenced in 2003.
South West 24 provides 2417 mental health telephone triage and risk assessment. Referrals to
appropriate emergency services are made when contact has been made with the call centre.
A standardised card or pamphlet is being developed informing pts ofthe mental health clinician, time
and place of their follow-up appointment and other relevant information.
Currently no formal meetings held between emergency depts and mental health services
Two year social health program has been completed within Warren Blackwood area of SWAHS.
Investigating aspects of capacity building at a primary health level, with a mental health clinician
advising child health nurses and allied health staff in risk factors and self-harm.
Salaried emergency medical staff have opportunity to undertake accredited training with ACEM,
PTEC. Visiting medical practitioners for SWAHS have access to Westlink services for training
through Division of Rural General Practice. Emergency Nursing Staff have undertaken triage training
and community mental health clinicians offer training on request from staff development and
management.
Community Mental Health practitioners - all staff have undertaken the approved training with MCSP
in suicide assessment, intervention and treatment.
Triage workshops held in 2002 for all clinicians, govt and non-govt involved in assessment of mental
health presentations including self-harm. Mental health clinicians access telepsychiatry staff through
the State Clinical Enhancement Program co-ordinated through the Rural and Remote Mental Health
Managers Group.

RPH

-Existing referral links from PET, ICMH, Next Step and SARC to RPH ED
-Adopted specific Mental Health Triage Guidelines (Hobart). Aim to improve triage and decrease Did
Not Wait's (DNWs). Mental Health triage guidelines validated in Tasmania. Utilisation has involved
adaptation of existing guidelines, training and monitoring.
Management plans. An alert system on ED info system (EDIS) utilised warning of specific mgmt
plans for pts assessed as high risk
Allows rapid assessment and disposition of some patients from the ED in consult with psych
medical team.
24 hour availability of Registrar level of psych assessment.
Aboriginal Liaison Officer is member of ED staff, addresses issues in providing cultural link to
Aboriginal people accessing care in the ED
Joint College Guidelines adopted by ED at time of publication.
Guidelines posted on ED intranet site.
Guidelines support a risk-stratification approach.
RPH ED policy that all DSH patients undergo psychosocial evaluation prior to discharge from ED
or hospital
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Training of ED junior staff by Consultant Psychiatrist
All junior doctors provided with an aide memoir on Mental State assessment as part of orientation
toED
Observation ward managed by ED has been long-standing resource available in management of
self-harm in young people while important psychosocial issues are assessed.
Toxicology Consultation. Early involvement of Psych liaison service in ED Obs Unit and ICU.
All Deliberate self-poisoning patients are reviewed by Psych service or Youth Self-Harm Social
Worker prior to discharge from ED or hospital
Pre-formatted ED assessment sheet being designed for toxicology patients (DSP), which will
incorporate psych assessment and disposition. Designed to prompt the treating doctor to consider
the psychosocial aspects ofDSP.
Ongoing formal review of service between Psych Team and the ED
Success of Psych Liaison Service has led to a proposal to extend this service

Geraldton Regional Hospital
Policy for Care of Patients at Risk of Deliberate Self Harm for Midwest & Murchison area (?at ward
level)
Draft copy of Integrated Mental Health Service Inpatient Mgmt - highlights support for AlE staff
identified. Includes Continue education on MSE and Crisis Mgmt, Orientate staff to meet needs of
mental health client, Develop education package for new staff outlining skills, protocols & resources
available in the community to support mental health patients.
Risk Assessment tools referred to and policy states 'every patient who is admitted with a risk of
deliberate self-harm must be assessed using the Risk Assessment Tool'

Inner City Mental Health Service (RPH)

ED Psych Liaison team establised in 2002 to assess mental health patients including DSH
Recently expandedConsultant Psych 0.1 FTE
ME Nurse 1.5 FTE
Drug & Alcohol Advisory Service 0.1 FTE
Youth Self-Hann Social Worker 1.0 FTE
Aboriginal Liaison Officer provides advice to DSH social workers, and other health professionals
who are dealing with Aboriginal DSH patients
Upgrading of interview rooms. Mental Health Nurse office now close to hospital ED.
Admission to hospital at discretion of Consultant and availability of appropriate beds.
Hospital protocols in place outlining access for staff debriefmg and counselling

Continuity of Care
-Regular Meetings held to review mgmt of mental health patients
-Local strategies developed to encourage close collaboration between emergency services and mental
health liaison service
Currently developing
Role delineation
Documentation protocols
Client care framework
Youth Self-Harm Worker report for additional information.
Documentation
New ED Mental Health Assessment form redeveloped to capture more relevant info including
An outcome measure - Health of National Outcome Scale (HoNOS)

64

G:\DATA\PC\PCrp\pc.dsh.060915.rpf.002.fin.a.doc

SECOND REPORT

Risk Identification - Brief Risk Screening Tool adopted from Risk Assessment framework
document. Tool also accompanied by a section addressing level of support available
Triage - MHTS (Tasmania). 4 categories 2-5 consistent with National Triage Scale. Suicide
identified as category 3 (urgent) treatment activity is within 30 minutes. Consistent with
recommended guidelines
Reason for Refenal- under 'Self Harm' the risk classification categories have been included
Form is in fmal draft phase and currently awaiting approval. Expected implementation June 2003.
Training & Education
Ongoing training for professional development based on discussion of clinical cases. Review in team
environment.
Formal training completed in 2002/2003 includes Youth Self-Harm Social Worker - Mental State
Exam Training. All staff have attended training in the use ofNOCC (National Outcome Casemix
Collection)
New Initiatives:
Develop resource file of protocols for new staff (Nov 2003)
Develop timetable for team education (June 2003)
Develop joint education calendar between MH and general ED team - I session to be on mgmt ofDSH
(Aug 2003)
Information Services
TOPAS & EDIS utilised by general ED
LAMHIS used by Mental Health Nurses (data entered by Data Entry Clerk) with an aim to
implement PSOLIS (Sept 2003)
Youth Suicide Database used by Youth Self-Harm Social Worker (clinical direct entry)
Allied Health Systems (AHS) used by Youth Self-harm Social Worker
Additional computers being purchased for MH Liaison nurse position to assist with clinician direct
entry of statistics
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What processes currently are in place to ensure that deliberate self-harm patients presenting
at Emergency Departments are appropriately assessed, treated and followed up if needed?
Fremantle
Cross referral between MHS, ED and DSH Social Worker exists.
Routine ED liaison meetings
Triage clinicians/DMO's during office hours
Nurses in ED at night
DSH Social Worker - when on duty
Armadale
Duty doctor in ED assesses and ifneeded Mental Health medical officer would complete mental health
assessment if required
ED medical officer may contact duty officer in community clinic.
Duty officer would then arrange follow up by one of the suicide intervention officers and mental
health team
The suicide intervention officer attends the ED if required. Provides a short term follow up
service up to 3 months and referral to other agencies as necessary
PARK MHS ED staff to access and treat DSH patients.
Referral is made to CMH Services by ED staff for those that require
Intake process defmes level of response
ED staff can refer to specialised inpatient services at Alma Street Centre or Bentley IPMH for children
& adolescents

Inner City Mental Health Service
MH ED liaison team has led to:
Early id of youth self-harm patients
Increased referrals to the youth self hann social worker via psych registrars
Improved liaison between mental health and the general ED
Increased admissions to ED observation ward overnight for further review
Increased communication between team members and decreasing gaps in service
Areas of Continuing Development
Role delineation protocols & client care frameworks being developed
Continue implementation ofMH ED liaison team recommendations.
Documentation - currently role delineation
Development of a closer collaboration between the MH ED team and Y outhlink - aim for Youthlink
rep to participate in ED team meetings by June 2003.
Are there processes currently in place or existing relationships between relevant services to facilitate
those people at risk of deliberate selt~harm being able to access Emergency Departments as required?
Fremantle
Formal meetings and good informal relationships between MHS and ED. Also a Memo of
Understanding that assists communication of information.
Armadale
Memo of Understanding between ED & General Medical Services & MHS. Inclusive of people at risk
of self harm
ED at Rockingham Kwinana & Peel readily available to community.
Staff of PARK MHS use facility for Medical emergencies including DSH
Regular meetings occur between Peel HC, Peel CMHS &RockKwin District Hospital & RockKwin
MHS (Adult).
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MOU in place between RockKwin District Hospital & RockKwin MHS
Draft MOU between Peel HC & Peel CMHS awaiting ratification by Medical Advisory Committee of
Peel HC. Process facilitates improved access to ED for people at risk ofDSH

ISSUES

Gaps in implementing guidelines for Regional/Secondary Hospitals. Evident in Armadale,
Rockingham Kwinana & Peel H.C. Also Fremantle as well as coverage is limited.
Planning underway for Consultation Liaison input into Secondary/Regional Hospitals. Peel HC needs
resolution
... local solutions have been found to deal with a common problem.
Access to different care and assistance depending upon where the consumer presents and at what time
It would be important for clear guidelines and agreed resource allocation for each site to ensure that
there is consistency in provision of care and assistance to people presenting with DSH
SUGGESTION
South Metro Area Mental Health Service Working Party on Consultation Liaison to Secondary
Hospitals could review Guidelines to ensure area has recommendation regarding how to achieve full
compliance.
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North Metro Health Service
Risk Assessment Strategy ~ in place across service

Sir Charles Gairdner
Self Harm Intervention Project Team works closely with Emergency Dept and Mental Health Services.
l.6 FTE. Weekend cover by Social Work Supervisor.
Guidelines distributed to all Consultants and Registrars within ED
Hosted a seminar for all ED medical staff to discuss and improve knowledge of guidelines
Conducted 6 monthly audits of all patients through ED in these categories that attended in the previous
month, and report their fmdings to Head of ED.
SCGH continued
Screens all pts attending ED by diagnosis suggestive of self-harm. If team discovers DSH mgmt plan
is reviewed to ensure appropriateness. Where deficit is discovered, patient contacted. All pts referred
back to community from ED are contacted to offer service.
PROPOSED STRATEGIES
Using QI process to implement risk assessment checklist that is completed by all medical staff in ED
Business case "Psychiatric Liaison Nurse Emergency Department" has been developed to provide
dedicated triage of patients with mental health presentation to address the remaining shortfalls in
implementing the Guidelines. Has been submitted to North Metro Health Services Development
Committee, with AMHS support

Joondalup Health Campus
All pts attending ED having attempted self-harm are subjected to a formal risk assessment process
Copy of the "guidelines" was distributed to all medical staff nurses working with the ED, further copies
distributed as Registrars rotate into ED
Consult ~ Liaison MH Nurses 7 day a week cover to ED. Level 2 nurse M-F day shift and a Level 3
nurse cover evenings and weekends
Psychiatric Registrar is either on duty to ED or on call 24 hours a day
Number of staff have undergone Risk Management Training
Adult Mental Health Community Clinics provide, at minimum telephone, follow up to emergency
referrals within 24 hours. Same day appt often outcome depending on clinical need
Child & Adolescent Mental Health Services have clear policies in place "Suicidal Risk ~ Risk
Assessment and Case Management Protocol". CAMHS class referrals in this category as "Urgent"
which requires them to be seen within 48 hours.
CONCERN that inpatient facilities do not provide timely referrals of inpatients to CAMHS. CAMHS
Service Development Group is currently examining options to improve this situation
Graylands Hospital
Referrals from ED at this service would be initially assessed on a high acuity secure unit depending on
clinical need. Policies are in place for discharge planning and referral
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Difficulties exist with discharge planning as early discharge forced through current pressure on beds at
times leads to this process not being complete at time of discharge
"Risk Assessment Strategy" is attended on presentation to Graylands to clearly alert all staff to
potential of self-harm or aggression
As potential of self-harm is "core business" to mental health services, hospital policies and procedures
reflect this risk assessment and management
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Fremantle Hospital and Health Service
GIVEN NAMES

DELIBERATE SELF-HARM RISK
ASSESSMENT

SEX

POST
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Attcmpted hanging
Self-inflicted gun shot ",Ollrrl,d I
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Carbon monoxide poisoIj.i1j.gi I
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Serious laceration requirmg- s.uture ,~~
Medical treatment beyonkcharcoal / neurological obs.
Requiring admission to Critical Care Unit
Major Psychiatric illness/ psychosis
Evidence of serious suicide intent

\
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PSYCHIATRIC CONSULTATION
ADMIT PSYCHIATRYI OTHER
APPROPRIATE UNIT

SERIOUS RISK - yes to any ofthe following
Evidence of psychiatric illness at presentation
History psychiatric illness and treatment
Alcohol/drug abuse
Previous suicide attempt
Access to fireanms
Chronicjlhysical illness
Evidence of continuing suicidal ideation or intent

PSYCHIATRIC CONSULTATION
CONSIDER PSYCHIATRIC
ADMISSION! OTHER
APPROPRIATE UNIT

LESSER RISK - yes to all of the following
None of the above
AND
First episode DSH
No evidence of major psychiatric disorder
No evidence continuing suicide ideation or intent
No history of alcohol or drug abuse
Evidence that the'crisis' has resolved

I
'YES' TO ALL, REFER TO DSH
SOCIAL WORKER
ANY 'NO', CONSULT
PSYCHIATRY

RISK ASSESSED AS _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

OTHER RELEVANT COMMENTS

YES

NO

Risk Assessment completed and documented?
Mental State Examination completed and documented?
Physical Assessment and Management completed?
Appropriate follow-up for Risk Level arranged?

ED REGISTRAR/ CONSULTANT REVIEW
SIGNATURE
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Department of Health
Government of Western Australia

Your ref
Our ref

HE 66701

Enquiries

Mr Barry House MLC
Chairman
Standing Committee on Public Administration
Parliament House
PERTH WA 6000

PUBLIC

Dear Mr House
DELIBERATE SELF-HARM - THE LIFE MATTERS ENQUIRY
Guidelines for the Management of Deliberate Self-Harm in Young People

Thank you for your letter dated 11 May 2006 requesting clarification about the
information provided by myself in response to your initial letter of 11 March
2006 regarding the progress of the implementation of the above guidelines.
An initial letter was sent by the AlGeneral Manager of the Mental Health
Division on 18 February 2002 asking services to promote the guidelines and
advise when this had occurred. Responses were received from the South
East Coastal Mental Health Service, the Lower Great Southern Health Service
and the Coastal and Wheatbelt Mental Health Service. The letter and
responses are included as Attachment 1. The North West MentaL Health
Service had advised of the promotion and education about the guidelines in
response to the initial letter sent by the Director General of the Department of
Health on 10 December 2001. A copy of this response is not included as
permission is required from the North West Mental Health Service prior to the
contents of the letter being released to a third party.
In regard to the summary of responses received there was no specific follow
up with individual hospitals at that stage. Under Key Initiative 1 of the Mental
Health Strategy 2004-2007 the aim is to expand statewide mental health
emergency services to meet the demand within emergency departments.
When the Strategy was launched in September 2004 the focus was on
increasing the number of mental health staff within emergency departments.
This increase in staff has been an ongoing process over the last 18 months
and is now almost complete. The mental health nurse component at Swan
District Hospital and the on-call psychiatrist component at the Armadale
Hospital remain outstanding. This initiative will assist in improving the service
to young people presenting to emergency departments and result in more

189 Royal Street East Perth Western Australia 6004
Letters PO Box 8172 Perth Business Centre Western Australia 6849
Tel (08) 9222 4222 nY-1800 067 211
ABN 28 684 750332 http://www.health.wa.gov.au
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effective use of the Guidelines with mental health staff working closely with
other emergency department staff. The Emergency Department Reference
Group, which includes heads of emergency departments and meets monthly
to consider issues pertaining to emergency department service delivery, has
also been monitoring the use of the guidelines.
As stated above, the recruitment of mental health liaison staff in the
emergency departments is virtually complete. It is intended to pilot the
Deliberate Self-Harm Assessment Tool as soon as possible however extra
resources are required to conduct this pilot project. The Emergency Medicine
Clinical Practice Improvement Unit of the Department of Health was to
conduct the pilot but is now not in a position to do so. Consideration is
currently being given to accessing the necessary resources to ensure the pilot
project is completed.
In regard to the Department of Health's response to the recommendations of
the Coroner's report I have attached a summary of the Management and
Implementation Committee's consideration of the recommendations
(Attachment 2). The Management and Implementation Committee, a subcommittee of the Mental Health Network Coordinating Group, is responsible
for coordinating policy development and implementation, planning and service
delivery in the mental health sector in Western Australia.
Thank you for pointing out the incorrect dates in the Supplementary Material
in relation to the subject of the Coroner's report. The dates should be the 25
and 26 August 2003 not the 25 and 25 November 2003, and the 31 August
2003 not the 2 September 2003. I have included these amendments in the
amended Supplementary Material, which- I confirm is acceptable for inclusion
as an Appendix in the Committee's report (Attachment 3).
Thank you for the opportunity to provide further clarification regarding the
implementation of the Guidelines.
Yours sincerely

W nn Owen
E DIRECTOR, MENTAL HEALTH
25 May 2006
Aft:
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Dear
RE:

GUIDELINES FOR THE MANAGEMENT OF DELIBERATE SELF HARM IN YOUNG PEOPLE (THE GUIDELINES)

In December last year Mike Daube, Director General of the Department of
Health (DOH), advised Chief Executive Officers and Mental Health Managers
of the Department's endorsement of the Guidelines and the acceptance of the
recommendations contained in the Office of the Auditor General (OAG) report.
The OAG report examined the management of cases of deliberate self-harm
in hospital emergency departments and one of the report's recommendations
was that DOH endorse the Guidelines and ensure their implementation across
the Western Australian Health system.
As part of the process of implementation Chief Executive Officers were asked
to promote the Guidelines to their staff and advise the Director General when
this had occurred. This advice was to be provided by letter to Peter O'Hara,
Senior Policy Officer, Mental Health Division, Department of Health, or by
telephone 9222 4454 or fax 9222 2351.
I am aware that some services have already provided the above advice
however, I am writing to ask that those services that have yet to advise Peter
O'Hara of the promotion of the Guidelines to their staff to please do so by
Thursday 28 March 2002. Once this advice is received from all services the
next stage in the implementation of the OAG report recommendations process
can begin.
I would remind you that the Guidelines are available on the web and the
website address is:
http://www.acem.org.au/openidocumentsinews.htmlf you click on Guidelines
for the Management of Deliberate Self-Harm at the bottom of the homepage
you will have immediate access.
I thank you for your attention to this very important matter.
Yours sincerely

Dr Aaron Groves
A/GENERAL MANAGER
MENTAL HEALTH DIVISION

18 February 2002
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O'Hara, Peter
From:
Sent:
To:
Subject:

Stilian, Chris
Wednesday, 6 March 2002 17:41
O'Hara, Peter
Self harm guidelines

Hi Peter
As per our phone call, we accessed about 60 copies of the booklet in about November 2000. We distributed these
all the GP's in the Wheatbelt and to the mental health staff.

to

In response to the OAG's report the Coastal and Wheatbelt MHS and Public Health Unit have initiated a small working
party to look at assisting the 17 general hopitals in the region to develop some consistent protocols. This group has
been put temporarily on hold until after our In depth mental health review in march 2002, but we will reconvene early
April to progress the issue.
Any support from the Department in implementing protocols in the Hospitals or the development of a statewide policy
would be more than welcome!

Regards
Chris S\ilian
• 'I'nager, Coastal and Wheatbelt Mental Health Service

h 0896210999
Fax 0896222734
Mob 0408822334
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Department of Health
PO Box 8172
Stirling Street

'J "

PERTH WA 6849

RE:

GUIDELINES FOR THE MANAGEMENT OF
DELIBERATE SELF HARM IN YOUNG PEOPLE

I refer to the letter dated 21 February 2002 from Dr Aaron Groves.
I can confirm that the above guidelines have been promoted to staff and action is underway
to optimise compliance with them.

Yours sincerely,

A~.~~
Keith Symes
GE)lIERAL MANAGER

~~brUary 27, 2002
c.c.

Richard Menasse

Lower Great Southern Health Service - Albany Regional Hospital
Warden Avenue (PO Box 252), ALBANY WA 6330
Phone: 9892 2222 Fax: 9841 8557
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Dear Peter

RE: Guidelines for the Management of Deliberate Sel -.~~!.....!::!.o-~
Guidelines)
The South E~ Coastal11etltal Health Service has received the above document and this has
beenc,irculated to and· discussed with the mental health . $.!!fi';m!l.til.b!\i,!;} at the Esperance
Executive meeting.
.
The recommendations from the Mental Health Services Quality hnprovement Program
1999/2000, The Prevention of Suicidal Behaviours in the South East Coastal Health Region,
Research and Evaluation Report, December 2001, has been circulated to the Esperance
District Hospital and Esperance Health Service Board. The recommendations will be
implemented by the South East Coastal Mental Health Service in collaboration with the
Esperance District Hospital.
A meeting was held on Tuesday 19'h February 2002 between,
• COll1111unity Mental Health Hospital Liaison Nurse,
• Esperance Health Service Nursing Coordinator, the
• Level 3 Nurse, Emergency Department, Esperance Hospital
• Dr Donald Howarth General Practitioner, (GP Liaison for the Mental Health Service)
• Mental Health Manager.
(Apologies were received from Craig Donaldson Senior Sargeant, Officer in Charge,
Esperance Police Station)
The standard tools for use in the Emergency Department (ED) at Esperance District Hospital
using the above documents was discussed, the follow-up of all people presenting at ED
suspected of deliberate self harm will be referred to the Community Mental Health Hospital
Liaison Nurse.
To implement procedures and documentation for the management of deliberate self-harm, the
mental health team is in the process of reviewing the assessment tools from the above
documents and from the Framework for Clinical Risk Assessment and Management of Harm
(September 2001, Mental Health Division). Peter please contact me if further information is
required.
Yours truly

' Denise Murtagh
Manager
South East Coastal
Mental Health Service
cc Mark Edgar General Manager, SECHS

~ ,Fe,b~n 29n ' I
opponun i ty employer
c U S TOM E I'.
Foe U 5

working
free
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Attachment 3

Coroner's Report Information
In regard to the personal information contained in the Supplementary Material
I would ask that the information be presented in the following amended form.

The Chairman of the Standing Committee raised the Coroner's Report inquiry
into a patient who suicided which identified sharing of information between
services as a significant problem.
The deceased suicided on 31 August 2003 near Busselton.
The deceased was referred to Bentley Mental Health Service on 20 August
2003 and admitted on a voluntary basis.
The deceased stated that she wanted to go home on 25 August. The
deceased was discharged on 26 August to the care of her spouse.
Discharge plans included:
• The deceased to be managed in the community with monitoring by
a Community nurse in Busselton and follow up by Psychiatrist.
• The deceased was also advised to see a clinical psychologist, to
address an alcohol problem with Next Step or Alcoholics
anonymous.
The Inquest into the deceased's death was held in Busselton on 2 and 3
November 2005. The Coroners Report was requested and arrived in the
OMH on 30 November 2005. The Recommendations of the Coroner will be
taken to the Mental Health Network for action.
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Department of Health
Government of Western Australia

Your ref
Our ref
Enquiries

006/7481
HE 66701

Mr Barry House MLC
Chairman
Standing Committee on Public Administration
Parliament House
PERTH WA 6000

PUBLIC

Dear Mr House

DELIBERATE SELF-HARM - THE LIFE MATTERS ENQUIRY
Thank you for your letters dated 24 May, 14 June and 3July 2006 providing
transcripts of the evidence presented to the Standing Committee on Public
Administration (the Standing Committee) by Mr Keith Wilson and Professor
Sven Silburn and represented in a matrix of evidence together with
Department of Health evidence.
The DoH has already provided
documentation and information to the Office of the Auditor General and the
Standing Committee regarding actions taken in implementing the
recommendations of the Auditor General's report however I would like to
. make some general comments and updates in regard to the summary of
evidence that you have provided.
Progress in Implementing the Auditor General's 2001 recommendations

The DoH believes that significant progress has been made in implementing
the Auditor General's recommendations. The DoH has provided a range of
information to the Auditor General and the Standing Committee outlining the
strategies and initiatives put in place to address the specific recommendations
and the issue of youth suicide and deliberate self-harm in general. It is
recognised that more needs to be done to reduce the incidence of suicide and
the prevalence of self-harming behaviours and that this is a whole-ofgovernment and whole-of-community responsibility. It should be noted that
Western Australia has played a leading role in initiating the development of
this broad approach particularly through the Ministerial Council for Suicide
Prevention, which is funded by the DoH.
The Mental Health Strategy 2004-2007 identifies five key initiatives that will
underpin reform of mental health services in this State. The progress in
relation to Key Initiative 1, which is aimed at improving mental health service
provision in Emergency Departments (EDs), is outlined below. A number of
other areas of the Mental Health Strategy 2004-2007 have also concentrated
on improving outcomes for youth and these have been described in the
189 Royal Street East Perth Western Australia 6004
Letters PO Box 8172 Perth Business Centre Western Australia 6849
Tel (08) 92224222 TTY-1800 067 211
ABN 28 684 750 332 http://www.health.wa.gov.au
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documentation and the evidence provided to the Standing Committee by
myself and Karen Dickinson form the Office of Mental Health.
Implementation of the RANZCP Guidelines (the Guidelines)

The DoH has provided evidence to the Standing Committee of the process for
implementation of the Guidelines in EDs. This included correspondence
advising services that the Guidelines had been endorsed by the DoH and it
was expected that they be implemented. An evaluation to determine what
steps services had taken to implement the guidelines and how successful
they had been was conducted and the responses from health services
indicated that all services were progressing the implementation.
The
Emergency Department Reference Group which meets monthly to consider
issues pertaining to ED service delivery has been monitoring the use of the
Guidelines and reports that all EDs currently use the Guidelines.
Assessment and Triage of Deliberate Self-Harm Patients in Accordance
with the Guidelines

There had been a significant increase in the number of staff working in EDs
as a result of the implementation of Initiative 1 of the Mental Health Strategy
2004-2007. At this stage all mental health liaison nurse services are in place
except at Swan Districts Hospital ED and recruitment is currently occurring for
these positions. All on duty psychiatric registrar services are in place except
at Armadale/Kelmscott Hospital ED and recruitment is occurring for these
positions. This substantial increase in staff in EDs has improved the overall
capacity to make assessments and triage those presenting to EDs in a timely
way. The mental health staff in the EDs provide an interface between mental
health services and the ED staff, which enhances the care that is provided to
people presenting with deliberate self-harm.
Psychiatric Review of DSH Patients in Accordance with RANZCP
Guidelines

With the increase in mental health staff all people presenting with attempted
suicide or deliberate self-harm are seen by a mental health professional.
Data Collection on the Number of DSH Cases

As noted in the summary DoH has provided the Standing Committee with
EDIS data on DSH presentations to metropolitan EDs for 2004-2005 and
HMDS data for metropolitan and rural hospitals between 2000-01 and 200405.
ED Waiting Times for DSH Patients

The issue of waiting times for ED Patients will be raised with the WA Mental
Health Network subcommittee, which is currently being convened to look at
the standardisation of ED procedures for patients presenting with mental
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illness/self-harm. This subcommittee will also be looking at the use of the
Guidelines and other ED protocols.
Referral and Collaborative Care Protocols

The Clinical Risk Assessment and Management Project in the Office of
Mental Health is focused on working collaboratively with staff in public mental
health services to develop a framework for clinical risk assessment and
management. The project activities are in two phases.
Phase 1: Policy and Framework Development (2005/06)
This phase involves working with the Reference Group and other
interested stakeholders to develop and design a statewide policy and
framework for practice. The policy will outline overarching standards
and principles for clinical risk assessment and management, while the
framework will cover broader conceptual issues and provide the
background to the policy. The aim of these documents is to guide and
support services in developing more specific local protocols and
procedures for managing clinical risk and to support consistency in
assessment and management across mental health services.
Phase 2: Implementation and Support (2006/07)
The second phase is about the OMH, Mental Health Services and the Mental
Health Network collaborating to achieve, maintain and review the standards.
This will include consideration of the best methods for implementation,
including training and/or methods of competency-based assessment as
required.
Access to Psolis Database

Mental health staff in EDs have access to PSOLIS and non-mental health
staff have indirect access through them to this database. As such the
significant increase in the number of mental health staff in EDs has enhanced
the use of PSOLIS in EDs. Every hospital has access through the rural link
and psychiatric emergency telephone line and that is staffed 24/7.
Evaluation of Mental Health Services Against National Mental Health
Standards

As outlined in the summary had met its requirements that all public mental
health services would be registered with an external accreditation agency to
undergo a review against the Standards by June 2003.
Monitoring of Compliance with National Service Standards

As outlined in the summary the several levels of audit within each health
service looks at will all have looked at the compliance with deliberate selfharm monitoring.
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Evauation Framework for State Mental Health Strategy
The document Monitoring Framework for the Implementation of the Mental
Health Strategy 2004-2007 was sent to you on 7 July 2006. It outlines the
key components of an overall monitoring framework for the Mental Health
Strategy 2004-2007 in order to measure the extent to which the desired
outcomes as identified in the Strategy are achieved.
Number of Additional Mental Health Staff
At present 204 new staff have been recruited to mental health services as part
of the Mental Health Strategy 2004-2007 with the aim of recruiting an
additional 223 over the next three years.
Quality of Services in Country Versus Metropolitan Areas
There is a commitment to increasing staff in rural and remote areas but there
are recruitment and retention issues. There has been an increase in inpatient
beds at facilities in Albany, Bunbury and Kalgoorlie but there are difficulties in
staffing these services. The DoH is very aware of the need to look at ways of
enhancing and supporting service provision in rural and remote areas.
Methods of Investigating and Reporting
DoH can provide data from EDIS on deliberate self-harm presentations and
has access to comprehensive up to date data on suicide and deliberate selfharm rates through Departmental processes and the Ministerial Council for
Suicide Prevention.
DoH will look at developing improved processes to
ensure services regularly use the data that is collected for service planning
and development.
Thank you for the opportunity to provide further comment on the evidence
presented.
Yours sincerely

n Owen
DIRECTOR, MENTAL HEALTH DIVISION
12 July 2006
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MONITORING FRAMEWORK FOR THE IMPLEMENTATION OF
THE
MENTAL HEALTH STATEGY 2004-2007

Version 4.0
June 2006

MENTAL HEALTH DIVISION
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PURPOSE
The purpose of this document is to outline the key components of an overall monitoring
framework for the Mental Health Strategy 2004-2007 (the Strategy) in order to measure the
extent to which the desired outcomes as identified in the Strategy are achieved.

BACKGROUND OF THE MENTAL HEALTH STRATEGY 2004-2007
As part of the Government's commitment to improving mental health services for Western
Australians, the Department of Health (DoH) developed The Mental Health Strategy 20042007. The main.purpose of the Strategy is to build the capacity of mental health services to
meet the increase in demand. The focus is to relieve pressures in the mental health
system, especially where this impacts on other parts of the health system such as
Emergency Departments, increasing access to appropriate inpatient services and addressing
the lack of intermediate care treatment options and community support services.
The State Government has allocated $173.4M in additional funding over the three-year
period to enable the implementation of the comprehensive mental health reform
initiatives identified in the Strategy.
The Strategy addresses five main areas in the health system where targeted interventions
have the capacity to significantly increase access to mental health services and reduce
demand on acute hospital beds. The Strategy consists of five key initiatives:
-

Key Initiative 1 - Mental Health Emergency Services
Key Initiative 2 - Adult Inpatient Services
Key Initiative 3 - Community Mental Health Services
Key Initiative 4 - Supported Community Accommodation
Key Initiative 5 - Workforce and Safety Initiatives

These initiatives are aligned with the innovative and longer-term plans outlined in the
Health Reform Committee's final report, which is being rolled out by the Health Reform
Implementation Taskforce.
The objectives of the Strategy are:
-

-

To expand statewide mental health emergency services to meet the demand within
emergency departments.
To increase access to adult inpatient beds for people with severe mental illness.
To improve clinical outcomes for people with a mental illness through accessible
community services which encourage early identification, intervention and recovery.
To enhance service coverage and accessibility and provide a whole of
service/government approach to ensure that young people with a mental health
problem are given the best opportunity for early intervention.
To expand community supported accommodation services for people with severe
. mental illness.

3
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-

To ensure services are adequately staffed with the appropriate skills and discipline
mix and that Mental Health Services are safe places where innovative clinical
practice is fostered.

MONITORING THE MENTAL HEALTH STRATEGY
There are five key components in place for monitoring the outcomes of the Strategy. These
include ongoing activities to regularly monitor progress and outputs of specific projects and
initiatives. These activities are outlined in the first four components below as well as in
the purpose and outputs sections of the matrix (fifth component). Other activities relate to
assessing high-level goals of each key initiative as outlined in the matrix (fifth component).
These activities wbuld be conducted occasionally, perhaps once a year using existing data
collections for example, the National Outcome and Casemix Collection (NOCC) and the
National Minimum Data Set - Mental Health Establishments. This activity will enable
comparisons to be made with previous years within the state as well as nationally. The five
key components are outlined below.
1. Implementation plan
An Implementation plan, which is essentially the framework to guide planning and
implementation of the Strategy, has been developed. It expands on the Strategy Business
Case by describing the processes that will instruct the groups in their tasks/activities to
ensure that the agreed project outputs occur. It details essential components and
processes, and ensures that progress reporting is clear and explicit. The plan provides all
project staff with the ability to perform the project's activities in a consistent manner and
it will be reviewed and amended to meet changed conditions during the project's life span.
The implementation plan includes a process for an evaluation review of the Strategy as
outlined below:
Determining the timing of evaluations and reviews of the Strategy are the
responsibility of the Project Control Group (PCG).
- The Program Manager is responsible for the post implementation review process.
- All relevant stakeholders are to be included in the review process.
- The report(s) will be delivered to the PCG, the Executive Sponsor, and where
appropriate to the Expenditure Review Committee (ERC).
- The reviews will be conducted at the end of a phase and/or after all outputs
have been delivered prior to the project being closed.
- Included in the review(s) will be the outputs from the project and the success of
the project.

-

2. Check list
A checklist has been developed to monitor the scope of the work for the Strategy which
includes compliance with the requirements specified by the ERe. The template is shown
below:

4
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Develop and implement an overarching project
management plan for the Strategy.

Completed

Program Manager

Meet strategic/operational plans for service
r1o'"O\()nlTIPnr in a time
manner within bu

Ongoing

Program Manager

Coordination and effective management of
human financial and
resources.

Ongoing

Program Manager

Engagement of consumers, carers, staff and
other key stakeholders in the implementation of
the
.

Ongoing

Program Manager, Key project
staff

Public communication and marketing of the
Strategy.

Ongoing

Executive Director, Mental Health
Division, Program Manager, Key
staff

Ensure compliance with National and State
lans
and standards

Ongoing

Program Manager, Key project
staff

Ongoing

Executive Director, Mental Health
Division, Program Manager, Key
project staff

Ongoing

Program Manager, Key project
staff

Coordination and facilitation of pool recruitment Ongoing
to address identified risks around inadequate
supply of mental health clinicians and to assist
in
staff.

Program Manager, Key project
staff

Ensure the development of the WA Mental
Health Plan. As a part of the approval process
for the Strategy, the ERe requested the
Department of Health to develop a plan for
Mental Health, including performance markers,
for reconfiguring mental health service delivery
in Western Australia.

Program Manager, Mental Health
Division, Key project staff

Monitoring and evaluation on ongoing basis to
ensure projects implemented under the Strategy
are providing quality programs with good
ation with clinical and other

Final draft to
be submitted
to ERC in
July 2006.

3. Project Status Reports
Project Status Reports are compiled monthly from information provided by key project
staff based in the Health Services, the Office of Mental Health and Non-Government
Organisations. These reports provide information on current progress, changes to milestone
dates and updates the percent of the project completed. The reports are provided to the
Minister for Health, the Director General of Health, the ERe, the Health Reform
Implementation Taskforce (HRIT), the Health Infrastructure Steering Group (HISG) and
relevant project control I advisory groups.
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4. Monitoring individual projects
Project Managers are responsible for monitoring individual projects under the Strategy and
reporting on progress every month to the peG, through the Project Status Report.
5. Matrix for monitoring implementation of the strategy
The Logical Framework1 approach was used to develop a matrix for monitoring the
implementation of the Strategy. This matrix is the product of the analyses carried out to
develop the implementation plan, the action plan and business cases for each of the
initiatives of t.he Strategy. The developmental work included an analysis of problems,
stakeholders, objectives, identification of risks and the selection of a preferred
implementation strategy. The matrix is a high level summary of what the Strategy intends
to do and how, what the key assumptions are and how outputs and outcomes will be
monitored. The matrix below provides a high level framework for monitoring each of the
five key initiatives with respect to the goal, purpose and outputs.

Commonwealth of Australia 2000. Logical Framework Approach. AusAid - The Australian Government's overseas aid
program. www.ausaid.fov.au.

1
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Clients receive timely and
appropr,iate mental health care in
Emergency Departments.

of clients with a menta
health problem presenting to an ED
who were referred to a MH liaison
nurse and/ or on-call Psychiatric
registrar.
2_ Number of individuals who return to
ED within 72 hours with the same

Purpose

Outputs

mental nealtn liaison
nursing staff in Emergency
Departments.
Z. Additional on duty psychiatric
registrars.
3. Expanded Psychiatric Emergency
services.

1_

Assumptions
Data is recorded by
staff in PSOLIS or
Emergency Department
EDIS.
Information System
Status reports and
(EDIS).
risk registers are
maintained and
monitored.
and status I· Funding continues to
be available.
Additional staff are
recruited and
retained.
status I

liaison nursing staff.
2. Number of additional psychiatric
registrars by hospital.
3. Expanded Psychiatric Emergency
Services established and operational.

Risks

Recruitment Delays.
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Activities undertaken to achieve required outputs:
Increase number of specialist mental health liaison nurses within hospital Emergency Departments.
Increase the number of on-duty psychiatric registrars for after hours access across the metropolitan area.
Expand Psychiatric Emergency Services to ensure comprehensive coverage in the north and south metropolitan areas.

89
beds per 100,000 of
adult population by type of bed
(acute or intermediate).
2. Psychiatrists per 100,000 rural and
remote population in WA.
3. Observation beds per 100,000 adult
population in the metropolitan area.

access to mental health
inpatient care in Western Australia.

ServiceslNational
Minimum Data Set
Mental Health
Establishments and ABS
status

IlllI"'''.

Outputs

acute care
Additional psychiatrist cover in
Albany, Bunbury and Geraldton.
3. Additional intermediate care
beds.
4. Observation mental health beds
in selected Emergency

I
,

£

.,.".,-

_.

_ •• <-

'-_.-1_

k..

I

n'~'ectlstatus

I

Assumptions
Status reports and
risk registers are
maintained and
monitored.
Funding continues to
be available.
Additional staff are
recruited and
retained.

Risks
reports.. Recruitment delays.

hospital.
Number of additional psychiatrist FTE
in Albany, Bunbury and Geraldton.
3. Number of additional intermediate
beds by hospital.
4. Number of observation mental health
2.

beds in

i='rnorno.nr\1

Activities undertaken to achieve required outputs:
Increase adult inpatient beds in Graylands, Armadale-Kelmscott, King Edward, Sunbury and Joondalup.
Establish intermediate care services in the north and south metropolitan areas.
Establish additional psychiatrist cover in Albany, Sunbury and Geratdton.
Establish observations units at Joondalup, Fremantle and Royal Perth and Graylands Hospitals.

8
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Initiative 2: Adult Inpatient Services

Minimum Data Set Mental
Health Establishments and ASS
population data.

Purpose

u

Outputs

11.

2.
3.
4.
5.

Public Administration Committee

6.
7.
8.

9.

10.

"'~"cu, '''''~JJ.

Multidisciplinary clinical services
expanded through assertive case
management.
Establishment of Day therapy
services for adults.
Expanded Post Natal Depression
(PND) services.
Establishment of Multi Systemic
Therapy teams for young people.
Establishment of Intensive
Community Youth.
Expanded transition unit - Bentley
Child and Adolescent Mental Health
Service (CAMHS).
Expansion of existing CAMHS.
Establishment of Counselling service
in the South Metropolitan area for
Children of Parents with a Mental
Illness (COPMU).
Establishment of Eating Disorders
service.
Establishment of access to the
national beyondblue program for
Western Australians.

I1'1

1.

2.
3.
4.

5.
6.
7.
8.

9.

10.

Arro.rtlve l.....a5e
Jlldllct~t::'IIIt=llI..IIIV~'-~
Assertive
Case management
developed and implemented.
Day therapy services established and.
operational.
Increased expenditure on PND
services.
Multi Systemic Therapy teams in
place and operational.
Intensive Community Youth Service
established and operational.
Number of additional staff in
community CAMHS in Bentley
(transition unit).
Number of additional staff in
community CAMHS.
Counselling service for COPMI in the
South Metropolitan area established
and operational.
Eating Disorders service established
and operational.
Contract with beyondblue
established.

9
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2.
3.
4.
5.
6.
7.
8.
9.
10.

4- ....

f.., ....

r.n.n.nrtc

Progress/ status report>.
DoH financial records for
funding to NGOs.
Progress/status reports.
Progress/status reports.
Progress/status reports.
Progress/status reports.
Progress/status reports.
Progress/status reports.
Progress/status reports.

Status reports and
risk registers are
maintained and
monitored.
Funding continues
to be
available.
Additional staff
are recruited and
retained.
RisksRecruitment

delaY5.
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service coverage
accessibility to community mental
health services for adults.
I 2.
Enhanced service coverage and
accessibility to community mental
health services for children and
adolescents.
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Activiti",s undertaken to achieve required outputs:
Expansion of public mental health multidisciplinary clinical services, through an assertive case management approach.
Establishment of day therapy services to individuals with a major mental illness.
Extension of the statewide Post Natal Depression (PND) services for mothers with babies through the statewide expansion of mental health non-government
community services, including in areas with a high growth of young families. Research will also be undertaken to develop PND services for culturally and
linguistically diverse and Aboriginal groups.
Development of two Multi Systemic Therapy (MST) teams for young people aged 12-16 years at risk of developing mental illness in the south and the north
metropolitan areas.
Establishment of the Intensive Community Youth Service to provide intensive counselling, access to stable accommodation, education and employment access
for homeless youth at risk of mental illness, with little family or guardian support, in the south metropolitan area.
Expansion of the Bentley Child and Adolescent Mental Health Service's transition unit for its Day Treatment Program, to support 10 extra children and treat
others at home to prevent hospital admission.
Recruitment of additional clinical staff to expand existing Child and Adolescent Mental Health Services (CAMHS) into areas of rapid growth for youth with
severe and complex mental disorders.
Establishment of a counselling service in the South Metropolitan Area Health Service for Children of Parents with a Mental Illness (CQPMI).
Development of a statewide service to assess and treat people with an eating disorder, particularly young adults_ The service will have strong links with rural
and remote services.
Develop contact with the beyondblue program (a national initiative on depression).

of community
supported residential beds
per 100,000 population.
2. Average subsidy per bedday
to support residents in
metropolitan licensed
psychiatric hostels.
3. Average cost per hour for
non-clinical community
support provided by Non
Government Organisations
(NGOs) to people with a
severe and persistent
atric illness

status
reports.

nal
community accommodation
beds/housing units.
2. Increased expenditure for
services in supported
accommodation.

status
reports.
2. DoH financial records
for funding to NGOs.

1.

DrnnrA<d

Activities
undertaken
achieve required
outputs:
Construction
of 200toCommunity
Supported
Residential Units with 24 hour on-site staff support in locations including the metropolitan area (Bentley, Osoborne
Park, Stratton, Kalamunda, Armadale, Peel) and rural locations (Albany, Sunbury, Susselton and Geraldton).
Licensed Psychiatric Hostels _ increase in the personal care support to improve service quality to hostel residents.
Community Options 100 _ transition of 30 people with long-term support needs from Graylands Hospital to community living with associated support services in the
metropolitan Support
area. Services _ expansion of statewide non-clinical psychosocial (disability) support services to assist people to live in their own homes. This
Psychosocial
includes the construction of 120 housing units for the Independent Living Program.
Supported Accommodation _ establishment of non-government services in Perth inner city and Fremantle to support 50 homeless people with a mental illness. The
services witt provide 24-hour support, 'drop in' services and community outreach.
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To expand the range and amount
of community supported
accommodation for people with
severe and persistent mental
illness.
1.
community accommodation
beds Ihousing units.
Improved access to supported
2.
accommodation.

ServiceslNational
Minimum Data Set Mental
Health Establishments,
Department of Health
financial records for
funding to NGOs and ABS
population data.

Status reports and risk
registers are
maintained and
monitored.
Funding continues to
be available.
Risks
Delays may occur in
contracting
tradespeople to
undertake the
redevelopments in
time.
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2.

Direct care clinical staff per
100,000 population.
Public Mental Health Services
meet National Standards for
Mental Health Services.

Data collected through
National Survey of Mental
Health Services/National
Minimum Data Set Mental
Health Establishments and
ABS nODulation data.

Recruitment drive completed
and number of staff recruited
by discipline.
Processes in place to
encourage re-entry into the
workforce.
Implementation of the
National Practice Standards for
mental health workforce.

1-

Purpose

Outputs

2.
3.

Increased number of direct
care clinical staff.
Improved workforce re-entry
processes.
Improved workplace
practices and conditions.

1.

2.
3.

2.
3.

Progress/status reports
and workforce records.
Progress/status reports
and workforce records.
Progress/status reports
and workforce records.

Assumptions
Status reports and
risk registers are
maintained and
monitored.
Funding continues
to be available.
Additional staff are
recruited and
retained.
Risks
Recruitment delays.

Activities undertaken to achieve required outputs:
Recruitment and retention of 425 staff through the following:
A major recruitment drive in Australia and overseas. Mental health staff including psychiatrists, nurses, social workers and occupational therapists will be
recruited.
Incentives to practice in areas of greatest need.
Improvement of workforce re.entry processes for staff who have left the workforce. Educati()n and training will be tailored to address the projected workforce
requirements. Innovative education and training models will equip the workforce with the skills, knowledge and attitudes to competently do their work.
Improvement of workplace practices and conditions through convening a statewide safety working group that will make recommendations for many current
complex safety issues. The safety working group will address issues such as the use and availability of duress alarms, communication (including mobile phones),
the safe transportation of patients and safe, flexible working environments. Mental health staff will be provided with improved education and training in key
areas of practice such as assessment, risk assessment and dealing with aggression.
National Practice Standards for the Mental Health workforce will be implemented at all public mental health services, resulting in enhanced knowledge and skills
in the mental health workforce.
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Initiative 5: Workforce and Safety Initiatives

APPENDIX 3
SUPPLEMENTARY MATERIAL TABLED BY MR KEITH
WILSON, FORMER CHAIR, MENTAL HEALTH COUNCIL
OF AUSTRALIA, 3 MAY 2006

SECOND REPORT

Office of Mental Health
Clinical Risk Assessment and Management Project
PROJECT SUMMARY

The Clinical Risk Assessment and Management Project is one of several projects under Key initiatitve
5 (Workforce and Safety initiatives) of the Mental Health Strategy 2004-2007 aimed at supporting
implementation of the National Practice Standards. The work of this project is also supported by the
National Safety Priorities for Mental Health (2005) and Clinical Risk Management Guidelines for the
Western Australian Health System (Office of Safety and Quality (2005).
What's it about?
The project aims to work collaboratively with staff in public mental health services to develop a
framework for clinical risk assessment and management. The project activities are in two phases.
Phase 1: Policy and Framework Development (2005106)

This phase involves working with the Reference Group and other interested stakeholders to
develop and design a statewide policy and framework for practice. The policy will outline
overarching standards and principles for clinical risk assessment and management, while the
framework will cover broader conceptual issues and provide the background to the policy.
The aim of these documents is to guide and support services in developing more specific local
protocols and procedures for managing clinical risk and to support consistency in assessment
and management across mental health services.
Phase 2: Implementation and Support (2006/07)

The second phase is about the OMH, Mental Health Services and the Mental Health Network
collaborating to achieve, maintain and review the standards. This will include consideration
of the best methods for implementation, including training andlor methods of competencybased assessment as required.
The project's activities are driven by a Reference Group including consumer and carer
representatives, ..clinicians and managers from across the age specialties and across settings. It is
chaired by Dr Steve Patchett, AlDirector, State Forensic Mental Health Service. Membership also now
includes Office of the Chief Psychiatrist who are supporting the design of the policy and framework.
'''{here's it up to?
Intormation has been gathered through a number of tasks, including a staff survey, to inform Phase 1
and the project direction. In particular, the Reference Group group held a planning workshop in late
February 2006 to draft key elements and content of both statewide policy and framework. The Group
considered a wide range of policies, frameworks and practice guidelines from WA, nationally and
internationally. The Group also discussed and made recommendations about how the standards set
within policy could be monitored and maintained, including models of training, implementation and
resourclng. They plan to reconvene in May to review the first draft of the policy and framework and
decide upon a process for consultation with services and key specialty groups. The consultation Rh~se
is scheduled between June and July and clinicians will be asked to provide feedback on the.
framework and policy.
Who can I talk to about it?
For more information, or to provide feedback, comment and input into the project, please contact:
Bronwyn Williams
Project Officer
Ph: 9222 0244 or email
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APPENDIX 4
CORRESPONDENCE FROM THE AUDITOR GENERAL,
11 AUGUST 2006
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•

Western Australia

AUDITOR

Our Ref: 4869

GENERAL
Hon Barry House MLC
Chairman
Standing Committee on Public Administration
Legislative Assembly of Westem Australia
Parliament House
WEST PERTH WA 6005

4th Floor Dumas House
2 Havelock Street
West Perth 6005
Western Australia

PUBLIC

Dear Mr House

Tel: 089222 7500
Fax: 08 9322 5664
Email: info@audit.wa.gov.au

SERVING THE PUBliC iNlERESl

INQUIRY iNTO DELIBERATE SELF HARM IN YOUNG PEOPLE
Thank you for providing the summary of evidence received by the Standing Committee on
Public Administration in relation to this inquiry. It is encouraging to note the Department
of Health's advise regarding progress in relation to matters raised in my 2005 follow-up
performance examination, particularly in regard to the successful recruitment of a full
complement of mental health nurses to triage and assess patients in hospital emergency
departments.
I wish to clarify several of the items that are listed in the Matrix of Evidence in Summary.
These are listed by item number below.
Item 2
The Department has advised the Committee that the RANZCP Guidelines have been fully
implemented, however, this appears to be inconsistent with Item 4, where the Department
appears to have advised that it has yet to place on-duty psychiatric registrars at all
metropolitan emergency departments. Among other things, the Guidelines recommend that
all DSH patients are provided with a psychiatric review and my 2005 report noted that the
Department was arranging for psychiatric registrars to be on-duty at all times in
metropolitan emergency departments in order to meet this recommendation.

A useful line of inquiry for the Committee may be to further examine the Department's
evidence that the guidelines are fully implemented by asking the Department to demonstrate
that appropriate strategies have been implemented and are operating effectively.
Item 3
The Matrix appears to represent disagreement between my Office and the Department of
Health regarding recruitment difficulties. It might be more helpful to a reader to have the
Auditor General entry quote directly from the report (page 44) "The DoH has acknowledged
that not all patients presenting with DSH are assessed against an appropriate Mental Health
Triage Scale, largely due to limited numbers of appropriately trained mental health
clinicians", and to separately note that subsequent to the Report, the Department of Health
has apparently made significant progress in recruiting mental health staff to address this
issue.
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Items 5 and 6
The Committee addresses the availability of data relating to DSH presentations at hospital
emergency departments. It appears from the Transcript of Evidence (29 November 2005,
p5) that the Office of Mental Health became aware of the data during the course of the
Committee's Inquiry and that Office's advice to audit during the examination was
incomplete, possibly due to fragmented roles within the health system. This issue of role
delineation was raised by Audit and explored by the committee during the Committee's
hearings.

Item 8
The Matrix does not precisely reflect the statement in the Transcript of Evidence regarding
access by community mental health staff to PSOLIS. Rather than stating that community
mental health staff do not have access to PSOLIS, it might be more helpful to a reader to
have the Auditor General entry in the Matrix read "A number of issues affecting the
implementation of PSOLIS in community mental health services were identified, including
appropriate hardware, data entry load, and immediate benefit to staff'.
Item 13
The cited statement in the Transcript of Evidence regarding progress in regional areas
"leaves open the concern" should be interpreted as my office not being in a position to
dismiss concerns regarding the level of progress in regional services.

Yours sincerely

DDRPEARSON
AUDITOR GENERAL
11. August 2006
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SUPPLEMENTARY MATERIAL TABLED BY PROFESSOR
SVEN SILBURN, CHAIR, MINISTERIAL COUNCIL FOR
SUICIDE PREVENTION, 31 MAY 2006

SECOND REPORT

Suicide in Australia
Suicidal behaviour (including fatal and non-fatal self-inflicted injury) is a leading cause of preventable
death and major public health and mental health issue in Australia. Australia's all-ages rate of suicide
falls within the upper third of OECD nations ranking higher than the UK, most European nations, the
USA and Canada but is lower than the rates in New Zealand, Finland and former Soviet Union nations.
Whilst there has been no significant overall change in the Australian suicide rate since the 1920s, there
was a steady increase of suicide deaths for males aged 15-24 years from the mid-1960s. Rates for this
age group more than tripled until the late 1990s, when they began to decline i.

Male age-specific suicide rates
Australia 1981-2001
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Source: Australian Bureau of Statistics, 2002

Since 1997/1998 there has been a significant and sustained reduction in the rates of suicide among
young men. The 33% reduction in the rate of male youth (15-24) suicide from1997 to 2001 represents
around 140 fewer deaths per annum. The rate of suicide among this group in 2001 is the lowest it has
t h since the early 1980s.
Rates for males aged 25 to 34 steadily increased from the early 1990s and although rates have
stabilised in recent years, they remain higher than other age groups. In particular, rates for men are
relatively stable through middle age before rising again sharply in older agei.
Rates for women are more stable than those for men throughout the life-span with increases during the
third decade and older age. The ratio of male to female suicide is approximately 4:1 i.

Suicide in WA
The most recent complete Coronial data available show that in the period 1986-2002, 3,773 people of
all ages completed suicide in Western Australia. Of these 3,051 were males and 722 were females.
Males completed suicide at around four times the rate of females. In the year 2002, 193 male suicide
deaths and 53 female deaths were recorded. Western Australia's rate of suicide is marginally higher the
national rate but this difference is not statistically significant

Suicide & Suicide Prevention in WA
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Suicide among young people in WA
A total of 759 WA males aged between 15 and 24 years completed suicide in the period 1986-2002,
accounting for 20.1 % of all male suicide for this period. The age-adjusted male youth suicide rate for
the state was 28.1 per 100,000 population. Over the same period 116 females aged 15-25 years
committed suicide which corresponds to an age-adjusted rate of 5.53 per 100,000population.
Completed suicide in this age group is thus predominantly a male phenomenon being over five times
more prevalent among young males than among young women. The age adjusted rates of suicide
among males over the period 1986 -2002 is shown in the figure below. (It should be noted that due to
the relative infrequency of suicide among females it was not possible to calculate meaningful annual
female rates.) There has been a marked reduction in the number of young males committing suicide
between 1998 when rates peaked and 2002, the most recent year for which complete data are
available.

Completed suicide: young males 15-24 years
Age specific rates per 100,000 population 0fVA 1986 - 2002)
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Suicide as a percentage of all injury deaths
Self-inflicted injury (i.e. suicide and other undetermined intent) was the leading cause of injury death in
Western Australia over the period 1995 - 2000 ahead of motor vehicle and other transport injury deaths
(DOH, 2003).

Ranking of Injury Deaths by Cause
Western Australia 1995 - 2000
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An Epidemiology of Injuries in Western Australia, Perth: Department of Health
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Cost of Suicide
Suicide has a significant effect on the community as well as for family, friends and others. The financial,
social, and psychological costs of suicide are substantial. During the study period of 1986-2002 the
average potential life years lost from male and female suicides were 34 years and 33 years
respectively. The 3,773 suicides reviewed in this study accounted for over 122,557 years of potential
life being lost.
The total estimated costs of self-inflicted injury for people hospitalised in
Western Australia during 2001/02 was $147 million. These include direct health system and longterm care costs, loss of paid earnings, unpaid household and community work, other legal and financial
costs and loss of quality of life.

Gender and Age

In 2002, 57 male suicide deaths were recorded within the 25-34 year age group. The rates for this age
group have increased steadily from 26.0 per 100 000 in 1990 to 40.3 in 2002. The suicide rates for
males 25-29 years have also increase in since 1997 and this age group now has the highest rates and
number of suicide deaths of all age groups. This is a change from 1986-1997 when male suicides were
highest in this 20-24 year age group.
""'pgraphical Variations - Metropolitan, Rural and Remote Comparisons
Suicide rates among males in remote areas within WA are high and are continuing to increase, shown
by the trends as evidenced in the period 1986-2002. It is now evident that there has been a steady
increase in 15-24 year old male suicide rates in almost all rural areas of Australia since the mid 1960s with the sharpest increases occurring in smaller rural and inland areas.
Over the period of 1986-2002, female rates were highest in the Perth Metropolitan area particularly the
East Metropolitan Health Zone where the rate was 1.2 times higher than the state rate for females.
Particularly high rates of male suicides were evident in the Kimberley and Goldfields Health Zones at
1.9 and 1.5 times greater than the state rate respectively. This increase is in part due to an increased
proportion of Aboriginal suicides particularly in the Kimberley region.
Several factors are thought to contribute to the overall increase in male youth suicide rates in rural
areas. These include structural factors such as economic downturn and increased unemployment.
Other relevant factors include family stress and dysfunction being intensified by financial strain, social
and geographic isolation, problems in accessing and using services, and the greater availability of
means of lethal self-harm.

priginal Suicides
The rate of suicide among Aboriginal males averaged 39.3 per 100,000 population during 1986-2002.
Suicide rates amongst Aboriginal males were almost double those of non-Aboriginal males in the state
(39.3 vs 20.6 per 100, 000). Aboriginal male suicides were almost twice that of Aboriginal females
suicides with the male to female ratio of 7: 1 in comparison to the state average of 4.2: 1.
Traditional Aboriginal culture has historically offered protection from suicide. However, the recently
increasing suicide rate, particularly among young Aboriginal males has raised concern. This increase is
consistent with their higher rates of injury and deaths from unnatural causes. There have been many
reasons suggested for this including the ongoing experience of dispossession, separation of children
from their parents, social disadvantage, modernisation, and lack of services.
Of particular concern are anecdotal reports of a recent spate of suicides in the Kimberley and Pilbara
over the past 6 - 8 months. The State Coroner's office is reluctant to confirm the preCise number of
cases currently under investigation as this could be seen as pre-empting the coronial findings.
However, the numbers reported anecdotally do appear to be in excess of the average number of
suicide deaths for previous years in these regions.

Suicide & Suicide Prevention in WA
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Associated risk factors
Alcohol and other drugs
Increased alcohol and other drug use frequently occurs in the period before suicide. A recent study
conducted by the MCSP for the WA Alcohol and Drug Authority examined the association between
drug and alcohol use and suicidal behaviour over the period 1986-2002. This found that 29% of men
and 21 % of females had harmful substance use within three months prior to their death. Regular overuse of alcohol and other drugs clearly increase the risk of mental health disorders and suicide.
However, that data also showed that the major portion of this increased risk was attributable to short
term effects of acute intoxication on behaviour - particularly the disinhibition and loss of control
associated with impulsive suicide. Long term use and/or dependency were reported to result in
increased psychosocial stress that triggered or intensified existing mental health disorders. (This
information is available on-line at www.mcsp.org.au/docs/illicit drugs suicide. pdf )
Precipitating Stresses
Major life events can significantly affect a person's ability to cope with everyday life stressors. Stress
can be increased if people do not have positive ways for coping or lack close friends and/or family to
help them through difficult times. The Western Australian Coroners' Database shows that the most
frequently recorded precipitating stress for males was a relationship breakdown with a spouse or
partner (36%), psychiatric disorder (27%), drug abuse (21%) and financial problems (20%). The most
fr 'lJently recorded stress for females was psychiatric illness (50%), relationship breakdown with a
sl--..J6se or partner (27%), issues with family and friends (26%) and physical illness (22%). It should be
noted that these stresses, alone, do not cause a suicide but are usually one the many factors that
contribute to overall suicide risk.
Previous Suicide Attempts
Western Australian data deliberate self-harm hospital admissions are over 18 times more common than
deaths for people aged 14 to 24 years. In 1999, 866 young people were admitted to public and private
hospitals following suicide attempts in comparison to 47 deaths by suicide in the same age group. The
majority of suicide attempts are thought to go undetected, with only an estimated 5% to 30% of suicides
resulting in an admission to hospital.
In the period 1986-2002 around one in four male suicides and nearly half of female suicides had also
previously attempted suicide. Previous attempts were highest for males in the 25-29 and 35-39 year
age groups and in the 40-44 and 25-29 year age groups for females.
A WA Department of Healthy study by Serafino, Somerford and Coode (2000) similarly found that a
quarter of males and over half of the females had previously attempted suicide before their death. The
study also found that people who attempt suicide are 20 times more likely to die by suicide and four
til"'~.s more likely to die from other causes than those in the general population (i.e. those who have not
n. )e a previous suicide attempt.)

Psychiatric disorders
An important question in addressing suicide is the extent to which mental health problems and mental
illnesses are involved in suicide.
In the period 1986-2002, one third of male suicides (34%) and almost two thirds (57%) of female
suicides were found to have suffered from a diagnosed psychiatric disorder in the 12 months prior to
their deaths. These disorders included depressive disorders, schizophrenia, substance misuse,
personality and other adjustment disorders.
In 2002, around half (55%) of all male suicides and 80% of female suicides had sought some form of
help in the preceding 12 months. Most commonly this help was sought from a General Practitioner
(male 39%; female 57%), a psychiatrist (male 23%; female 45%) or some other health worker or
counsellor (male 80%, female 26%).

Suicide & Suicide Prevention in WA
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Socio Economic Status
Suicide occurs more often among males who are in the lowest quintile of socio-economic disadvantage.
By contrast females, in the quintile least socio-economically disadvantaged have significantly higher
rates of suicide than other females.

Approaches to Suicide Prevention
Current understandings of suicide recognise the importance of two sets of risk factors. The first are
proximal factors, such as an individual's mental state, and precipitating circumstances, such as life
stress events and drug and alcohol use in the weeks and months preceding suicide. The second are
longer term factors, which have a cumulative effect from early childhood and through the life course.
Differing prevention strategies and interventions are required to counter the effects of each set of
factors.
Preventive interventions for high-risk seek to reduce or interrupt the proximal risk pathways of
persons already exhibiting symptoms and tend to be more clinical and individual in their focus.

Recognising and addressing proximal risks

Lower risk
Social
- Strong taboos I religion
- Available support
- Presence of others
- Difficult to access means

Source: Adapted from Shaffer 0 (2000) Progression of suicide risk: Concepts for structuring suicide
prevention initiatives. NY, Columbia University.

Universal preventive interventions are longer term strategies targeting the entire population from
early in the life-course. These seek to promote positive mental health and stress-hardiness at the
whole population level to decrease the proportion of individuals who will respond to adverse life
circumstances with suicidal behaviour. This is based on the fact that the likelihood of suicidal behaviour
increases with the number of long-term risk factors such as social disadvantage, exposure to family
violence, development of mental health problems in adolescence and recent stressful events such as
relationship breakdown or trouble with the law.

Suicide & Suicide Prevention in WA
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Developmental (cumulative) risk model
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Prevention approaches to reduce the distal risks of suicide are therefore required much earlier in life
and must necessarily target the entire population i.e. improving the life chances for all children and
young people. Current resiliency research is now focused on the key leverage points through child and
adolescent development when environmental opportunities and normative developmental experiences
can optimise health, education and social development outcomes and confer increased resilience to the
impact of future adversity.
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High-risk intervention strategies are resource intensive and need to be underpinned by healthy public
policy and recognition of the critical importance of early childhood and adolescence by families,
schools, communities and governments. Another way to conceptualise suicide prevention is using
Mrazek and Haggerty's (1994) classification of interventions .

. .1----- IIAental Health Promotion
Figure 1: The spectrum of interventions for mental health problems and mental disorders (Mrazek & Haggerty, 1994)

evention Strategies
•

Universal prevention strategies are broad strategies aimed at promoting strong, resilient
communities, improving the mental health of the population and may include primary
preventative activities that affect the whole population like reducing the number of
paracetamol tablets per box and catalytic converters in older cars to lower carbon monoxide
emissions.

•

Selective prevention strategies target groups who are at increased risk by virtue of the
group being known to have an average increased risk eg Aboriginal youth, children of
parents who have suicided or who has a parent with a substance abuse problem, children
growing up with domestic violence.

•

Indicated prevention involves prevention strategies that target individual people who have
already developed symptoms or who are at the highest risk of suicide (eg young people with
depression or those who have attempted suicide).

Treatment Strategies
•

Case identification/early treatment involves the early recognition and response to people
identified as being at current risk of suicide.

•

Standard treatment involves providing access to services for people exhibiting suicidal
behaviour or who have attempted, including those who are hospitalised.

Maintenance Strategies
•

Relapse prevention and longer-term treatment involves the engagement of people who
are at chronic risk or who repetitively self-harm and strategies aimed at preventing recurring
suicidal behaviour or readmissions.

Suicide Prevention in Western Australia
The role of MCSP is to understand risk and resilience pathways and use this understanding to
adequately support Western Australian professionals and communities in preventing suicide. This
approach is supported by a recent report demonstrating that the annual return rate to Australian health
research and development was up to $5 for every $1 spentii.
WA was the first state in Australia to develop a comprehensive state-wide strategy to address the
problem youth suicide which first emerged as a community and professional concern in the late 1980s.
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Since then other States and Territories and the Commonwealth have set up similar advisory and
coordinating bodies.
The WA Youth Suicide Advisory Committee (YSAC) was established in 1989 and received annual
funding from the Health Department to coordinate action in Western Australia to reduce suicide and
self-harm among young people and to promote scientific, professional and community understanding of
these issues. In 2001, YSAC changed its name to the Ministerial Council for Suicide Prevention
(MCSP), to reflect the broadened mandate of suicide prevention across all ages.
The MCSP is responsible for coordinating and developing strategies that aim to:
1. Reduce both fatal and non-fatal suicidal behaviour across all age groups in Western Australia.
2. Reduce the impact of suicide and suicidal behaviours on individuals, their families and
communities.
3. Enhance the capacity of individuals, families and communities to reduce the prevalence of risk
factors for suicide.
In September 2001, the MCSP endorsed and adopted the following principles of the liFE national
framework for suicide prevention (July 2001)ili.
1. Suicide prevention is a shared responsibility across the community, professional groups, nongovernment agencies and the government sectors.
2. It requires a diversity of approach, targeting the whole population, specific population subgroups
and individuals at risk.
3. It must be evidence-based and outcome-focused.
4. It must incorporate community and carer involvement and expert input.
5. Activities must be accessible to those who need them, and appropriate and responsive to the
social and cultural needs of the groups or populations they serve.
6. They must be sustainable, to ensure continuity and consistency of service for communities, and
evaluation must be an integral part.
The MCSP's approach to suicide prevention has been guided by the establishment of data systems in
the WA Coroner's office and the Emergency Departments of Perth's teaching hospitals.
The identification of key risk factors for suicide has enabled effective targeting of preventive
interventions in hospitals, community mental health settings, schools and the justice system. For
example, the finding that youth who had survived a suicide attempt were around 30 times more likely to
subsequently end their lives through suicide and that this was most likely to occur within the first six
weeks after discharge led to the YSAC/MCSP initiating a major preventive intervention in WA hospitals
tied through the NHMRC. This study demonstrated significant reductions in the rate of re-attempt
with enhanced hospital and post-discharge care and the findings have been used in the development of
national practice guidelines jointly published by the Australasian College of Emergency medicine and
the Royal Australian and New Zealand College of Psychiatrists.
Improved access to counselling and mental health treatment for individuals troubled by suicidal
thoughts and impulses and improved hospital care and follow-up arrangements for those who have
attempted suicide are other examples of high-risk prevention strategies that have been implemented in
Western Australia. This has involved a major focus on the training of professionals in risk assessment
and management skills.
Currently the MCSP is made up of five working groups, each working on a different aspect of the
Councils overall strategy.
The Research Working Group is a primary function of MCSP. Research is conducted through
collaboration with the WA Coroner's office and the Emergency Departments of Perth's teaching
hospitals, as well as community-based studies. This has led to a better understanding of the factors
that contribute to suicide, which has allowed us to target prevention strategies in hospitals, community

Suicide & Suicide Prevention in WA

112

G:\DATA\PC\PCrp\pc.dsh.060915.rpf.002.fin.a.doc

SECOND REPORT
mental health settings, schools and the justice system and to contribute to policy development across
government in Western Australia.
The Resource and Information Working Group seeks to translate the research that underpins the
work of the MCSP into resources and practice. The strategy also develops community resources to
meet the needs of specific target groups and communities within WA. The second component of this
program is the development of the Australian Suicide Prevention Information and Resource Exchange
(ASPiRE), which consists of the MCSP website and online library.
The Education and Training Working Group conducts a range of workshops and presentations for
professionals and communities. The main workshop is the "Gatekeeper" training, which is delivered by
Regional Trainers throughout the state. This workshop allows caregivers to recognise and respond to
people at risk of suicide. The training develops worker competence and confidence, promotes best
practice guidelines and assists development of intra and inter agency policies and protocols. The
MCSP is currently running a project to adapt the training for Aboriginal communities.
The Bereavement Support Working Group was responsible for developing an information package
for people bereaved by suicide. This was informed by research and support needs of families
bereaved through suicide. The information pack is provided to parents, children, siblings, spouses and
other relatives and friends bereaved by the suicide of a loved one. The information pack is distributed
widely across the state by the Coronial Counselling Service. This working group is currently developing
alt"'\native ways to distribute the Pack. Copies of the Pack can be downloaded from the MCSP website,
ltv
v.mcsp.org.au
The Aboriginal Suicide Prevention Working Group was reconvened in April 2004 to consider its
function and direction. Short term funding from the Office of Children and Youth in 2005 enabled the
working group to employ an Aboriginal research officer to adapt the MCSP gatekeeper training
materials for training Aboriginal community members and professions in community based suicide
prevention.

The current situation of the MCSP
In March 2004 the Hon Sue Ellory approved the restructuring of the Council to include a broader
representation of Departments and community agencies with relevant needs in this area. This new
structure is currently in the process of being set into place and the first meeting of the newly constituted
Council is scheduled for Wednesday 21 st June, 2006.
Since its inception, the Council has sought to build the capacity required to meet the on-going need for
suicide prevention training within Departments such as Justice, Education, DCD and Health and in
improving community understanding of the link between suicide and mental health problems. This
ill 'pes promoting understanding of the need for early identification, referral and intervention for
inlodiduals at risk and improving standards of hospital management, discharge planning and community
follow-up of people hospitalised following suicide attempts,
The Council has developed and continues to disseminate safe and reliable information for the general
community and professionals. Expertise and capacity to support communities experiencing suicide
"clusters" has also been developed and implemented on a number of occasions. This capacity has
been built up over a decade through the Council's recurrent State Government funding from the
Department of Health ($221,700 p.a.) and the Department of Education and Training ($91,000 p.a.).
The Council has also supplemented its income by tendering for competitive grants from the National
Suicide Prevention Strategy (NSPS) and other funding bodies (e.g. NHMRC), and undertaking other
short-term project work e.g. for the Office of Children and Youth ($54,000 in 2005). Corporate
philanthropy from Woodside Energy has also provided $400,000 over the period 2002-2005.
However, the Council has experienced serious funding difficulties this year (2006) due to the conclusion
of the Woodside Energy sponsorship which occurred because of a change in the company's community
funding program and because Woodside viewed the on-going support of the State's suicide prevention
infrastructure to be a Government responsibility. The NSPS funding also concluded at the end of 2005
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and while the Australian Government has recently announced the re-establishment of NSPS as part of
the new National Mental Health Plan but this funding will only become available in 2007,
One of the first tasks of the newly re-structured Council will thus be to identify other sources of funding
to diversify its funding base and to continue to lobbying the WA Government to develop and implement
a formalised State Plan for Suicide Prevention,
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