STANDING COMMITTEE ON PUBLIC ADMINISTRATION

“‘LIFE MATTERS: MANAGEMENT OF SELF-HARM
IN YOUNG PEOPLE"

TRANSCRIPT OF EVIDENCE TAKEN
AT PERTH
WEDNESDAY, 31 MAY 2006

Members

Hon Barry House (Chairman)
Hon Ed Dermer (Deputy Chairman)
Hon Matthew Benson-Lidholm
Hon Vincent Catania
Hon Helen Morton




Public Administration Wednesday, 31 May 2006 Page 1

Hearing commenced at 11.19 am

SILBURN, PROFESSOR SVEN ROBERT
Chair, Ministerial Council for Suicide Prevention,
C/- Telethon Institute for Child Health Research, &amined:

The CHAIRMAN : Welcome to everybody, including the witness &mel people in the public
gallery. There are a few formalities to go throdigst. On behalf of the committee, | would like t
welcome you to the meeting. You have signed a mhecd entitled “Information for Witnesses”.
Have you read and understood that document?

Professor Silburn Yes.

The CHAIRMAN : These proceedings are being recorded by Hans&rdranscript of your
evidence will be provided to you. To assist thepottee and Hansard, please quote the full title of
any document you refer to during the course of lleigring, for the record. Please be aware of the
microphones and try to speak into them. They atefor amplification; they are for recording
purposes. | remind you that your transcript wigicome a matter for public record. If for some
reason you wish to make a confidential statemenhguoday’s proceedings, you should request
that the evidence be taken in closed sessionheltommittee grants your request, any public and
media in attendance will be excluded from the meari Please note that until such time as the
transcript of your public evidence is finalisedshiould not be made public. | advise you that
premature publication or disclosure of public evicee may constitute contempt of Parliament and
may mean that the material published or discloseubt subject to parliamentary privilege.

Would you like to introduce yourself and make aemipg statement to the committee?

Professor Silburn  Thank you. My interest in being able to testifgre really comes from a
couple of roles that | have had in this area. tlirg chair the Ministerial Council for Suicide
Prevention which reports to the Minister for Headhd all other ministers on the cabinet
subcommittee for social policy. Our council adgistate government, maintains epidemiological
registers on suicide and deliberate self-harm halspdmissions and coordinates the efforts of
government and community organisations in reduselftharm and suicide. It also has a service
role in providing training for service providersdaseeks to advance community and professional
understanding of suicide and its prevention. Té®ored reason that | was interested in appearing
here is that | was the chief investigator on a df&tl Health and Medical Research Council
investigation of all deliberate self-harm admissida Perth teaching hospitals in the early 1990s
and that study looked at investigating whether ankd care in the hospital and community follow-
up of deliberate self-harm admissions could redugeide or reduce rates of re-attempt and health
service utilisation. We studied some 650 youngppeander the age of 25, and we followed all of
them through the state’s epidemiological registefBhat study demonstrated that more active
hospital intervention, particularly pre-dischardarming and follow-up, could significantly reduce
subsequent mortality and rates of deliberate s@ifahand also improve the rates of mental health
follow-up care in the community.

Two of the co-investigators on the study were Dghi€Cook and Dr Tom Hamilton, who were both
members of what was then the youth suicide advisorgmittee, which subsequently became the
Ministerial Council for Suicide Prevention. Huglodk and Tom Hamilton together led efforts
within their respective colleges; that is, the Aalstsian College for Emergency Medicine and the
Royal Australian and New Zealand College of Psyeisis. This led to those two colleges coming
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together to produce this document, “Guidelinestf@@ Management of Deliberate Self Harm in
Young People,” jointly authored by the Australasi@ollege for Emergency Medicine and the
Royal Australian and New Zealand College of Psytcisis.

Following that, we were approached by the Auditen&al in 1989 or 1990. He was interested in
doing a performance audit of what was happeningrnmergency department management of
deliberate self-harm, because it provided a windae how the pointy end of mental health care
and the emergency departments were interfacing avithanother, and because there was a defined
standard of care he was interested in looking péréormance audit. He asked if our committee
would support him in developing the methodologytow that performance audit should be carried
out. One of the issues was that medical pracéti®mvere very unhappy about having their clinical
practice audited, but if that could be done witl slupport of the colleges and the professions, they
felt that that provide a more accurate understandinwhat was going on. In fact, the Auditor
General employed Hugh Cook and Tom Hamilton to lu® dlinical audits of case notes. They
played a very important role in the first perforrnameport by the Auditor General.

| was therefore very surprised when our council nasconsulted at all in the second performance
report. We felt that we did have a perspective smghe of the data that we had about hospital
management could really have been useful in thatoymeance report. | think that was a
disappointing aspect of the second performancertepdiave some comments | am able to make
about the second performance report, and | amtaldpeak in more general terms about the state’s
approach to suicide prevention, and to answer amicplar questions that the committee may
have.

The CHAIRMAN : Thanks, Professor. How would you like us toradd you?
Professor Silburn: Sven.

The CHAIRMAN : Thank you. As the chairman, | will ask a senésore questions, but the other
members may come in with other questions relatesbtoe aspect. | am sure they will have some
other questions at the end.

The first question you have mostly answered, IkhifPerhaps you could provide the committee
with an overview of the Ministerial Council for Side Prevention - its history and functions. You
did this at the beginning, but in terms of its brgt how long have you been in operation?

Professor Silburn: The council has been in operation for the lastd years as a council; prior to
that it operated as a committee, reporting to theidter for Health since 1989. For the first 12
years of its operation, its focus was primarilyyauth suicide prevention, but more recently, as we
become aware that the age group with the highass raf suicide and the highest numbers of
suicide is actually people in their late 20s andye20s, we have broadened the mandate so that it
looks at suicide prevention across all ages. THoat includes prevention of suicide among the
elderly, which is becoming more of an issue.

The CHAIRMAN : What is the composition of your council? Whe #re members?

Professor Silburn. The current membership is listed in the docuntkat | tabled, which is the
annual report for 2004-05 of the Ministerial Codrior Suicide Prevention to the Honourable Jim
A. McGinty. On page 7, you will see there is cuathg a small board, which | chair. It includes
Jane Brazier, Director General of the DepartmentGommunity Development; Professor John
Finlay-Jones, who is Assistant Director at the #ela Institute for Child Health Research; Tony
Fowkes, who represented the Western Australiandaton for Mental Health and Association for
Relatives and Friends of the Mentally Ill; it was Baron Groves, but now Dr Peter Wynn Owen
represents the Department of Health; and Mr Michatott is the member who represents the
National Advisory Council for Suicide PreventioWe then have a series of working groups which
include representation from most government departs) which have some involvement with this
area, including Police, Corrections, Education, ltheand Community Development.
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[11.30 am]

The CHAIRMAN : You have tabled that annual report and theransther document that you
might care to explain, or will that come into quesing later?

Professor Silburn When | attended the meeting of the committee resh€eith Wilson was
testifying there was some comment made about tladaénity of up-to-date statistics. What |
provided here is really quite a general overviewvbht the current situation is in Australia and in
WA, and what the issues are for youth. The docusnemdicate the importance of self-inflicted
injury as a major cause of injury death but als@®y expensive cause of injury morbidity; areas of
the state that have most immediate needs; and dibalisuicide and the approach the state has
taken in its approach to prevention. | have oatlitwo particular approaches. One is a high risk
approach that looks at the very pointy end of tledlem, which is addressing the immediate needs
of those people who are in acute distress and wkd rmmediate intervention. The other approach
is really a much more long term approach that aionseduce the proportion of people in the
population who become at risk for suicide througéntal health problems and vulnerability to
stresses in their lives. That then concludes witlescription of the role and history of the colnci
The final page just reports the current situationterms of how the council is about to be
restructured and the particular funding difficudtidat we have experienced this year. It contains
very general comment about what we hope to do tivenext couple of years.

The CHAIRMAN : Thank you very much. That document, | am swit,be referred to in some

of the questions that | subsequently ask. The dttew's inquiry, as you would be aware, focuses
on management of deliberate self-harm in young lgeapd, more specifically, what progress has
been made towards implementing the recommendadibtiee Auditor General’s 2001 report “Life
Matters - Management of Deliberate Self Harm in igiPeople.” Do you have recent figures on
the incidence of deliberate self-harm and suicadgaung people? Has there been any reduction in
the incidence of deliberate self-harm and/or seiéidyoung people in recent years?

Professor Silburn The most complete recent figures that we haeeugrto the year 2003. The
way in which suicide statistics are recorded ig thlaen a death occurs it is notified to the State
Coroner. A process of investigation is undertakgnthe police and the state forensic service.
Once the coroner has made a legal determinatitimeofause of death and made a ruling, that case
can then be determined as suicide. Sometimeptbaess can take two or three years, so the latest
year that we have complete figures for is 2003elifdinary figures are sent to the Registrar
General and those are the figures that are repdnyetihe Australian Bureau of Statistics. Our
figures are the gold standard but there is qugeiicant volatility in the official figures repaetl by

the ABS because sometimes those are artefacts diuild-up of cases. It only takes the coroner to
have long service leave due and you can get a bioté cases of suicide that get shifted from one
year into the next, and you can get these artifgpikes in the figures; so that the figures weehav
for 2003 are the most accurate up-to-date figuidsat shows that for young people under the age
of 20 there has been a continuing decrease ino&tscide but there continues to be an increase i
the rates of young people 25 to 29, and that haggsrare continuing in the 32 to 34 age group. The
rates of suicide in Australia peaked in 1999 anthenchart on the first page you can see that there
was a significant reduction up to 2001. The WAufgs match those fairly closely, this is for all
ages, and in fact there has been a further redufho2002 and 2003. We are actually making
some progress, we believe, when you look at theplmtyire, but there are certain groups who are
sort of standing out as being particularly needy.

Hon ED DERMER: Just to confirm with you, the figures you aréereng to are the ones based
on the year in which the suicide occurred as oppdsehe ABS figures which are based on the
year in which the coroner made a finding?

Professor Silburn Yes, it is the year of death.
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Hon MATT BENSON-LIDHOLM : On the graph that you have provided, it woulghesgy as
though there are peaks and troughs. What sornaysis is being made of the reasons behind those
peaks and troughs? | look at them and | see, ablyidn terms of rates increasing, 1981, 1985,
1989 and then 1999 being significant years. Iseth@y analysis of that particular trend?

Professor Silburn. There have been some analyses conducted. dveauwition that while there
are significant numbers of suicide, as a percentddiee overall population it still remains a fairl
rare event, so there is always some volatility igufes for where you have the occurrence of
something that has a low base rate. Howevernktttiere is no question that the improvement in
the country’s economic position has made a diffeeeand that there is an association between
unemployment and employment opportunities and daliddiehaviour. But at the same time | think
the nation’s efforts in suicide prevention reallylyokicked in around 2000 and that the reductions
we have seen are actually beyond what one would bapected from what has been attributed to
the benefits one would see because of improvedamant opportunities.

Hon MATT BENSON-LIDHOLM : Taking on board though one of the headings yavehn
your briefing paper with regard to geographicalatawns and also the fact that you said high rates
continue in the higher age group, representing @artiral WA, and given the sorts of issues that
occur in terms of finance and seasonal conditionsagricultural regions, there is obviously
something there as far as | am concerned. Repnegehese people | would like to have a look at
those figures more closely for myself to see what af information | can deduce from that pattern.

The CHAIRMAN : Did you want to respond to that comment?

Professor Silburn: We are actually in the process of producing pdated monograph that gives
the most current figures and it includes a breakdbw each of the state’s health regions, so that
would give you the regional profile and you willeserhat the regional trends have been within any
particular region.

The CHAIRMAN : Just on the figures, and this is transgressidigtle, it seemed that in the
Auditor General's 2005 report, | am not sure whetf@ can call it a criticism but an observation
was made that there were not recent figures ondeuimade available to him. When we had
officials from the Department of Health with us yat that position to those officials and they said,
“Well, he didn’t ask us.”

Professor Silburn. No, he did not ask us either and I think thaswsareal surprise. It certainly
seems to me that the report was very much a oneelightly report; that it could have gone into a
lot more depth, | would have considered.

[11.40 am]
Hon ED DERMER: The 2005 report?

Professor Silburn The 2005 report - in comparison to the 2001 repA particular omission that
surprised me was that the performance review didertend to any of the country areas. It was
only confined to the metropolitan area. We mads yarticular recommendations about country
services particularly because hospitals and cousewices are staffed largely by general
practitioners, most of whom are in private practiceé operate under contract with the Department
of Health. The importance of having clear hospiaidelines as departmental policy we felt was
most particularly needed for country hospitals.

The CHAIRMAN : When the Auditor General was asking the Depantm&f Health for
information on this general area, would you notehaxpected the Department of Health to provide
these figures if it had them?

Professor Silburn.  Again, | am surprised that they were not askédthey had been asked, we
would have provided those figures to the Departméhtealth and to the Auditor General.
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Hon ED DERMER: That is within the understanding, that | thinbuyexplained today, that the
best available figure to date is that for 2003?

Professor Silburn Exactly.
Hon ED DERMER: Each particular year you have that three-yegatdaking backwards?

Professor Silburn What we do have, and what there is access tajrig current information
about deliberate self-harm admissions, throughhibepital morbidity data system. For the last
eight years our council has also instituted a dataitoring system in all of the teaching hospitals
in Perth, specifically around the management obdehte self-harm. We do not just want to know
how many there were; we actually keep a minimura dat of the extent to which enhanced care is
being practised. The Auditor General did lookletttinformation in the first performance report.
By not contacting us, we would see this as a ndgficiency in that report.

Hon ED DERMER: Those reports on self-harm, the statistics raependent of the coroner?
Professor Silburn: Yes.

Hon ED DERMER: It is logical that you have more up-to-date fegi on self-harm than you
would on suicide?

Professor Silburn  Exactly. The Department of Health’s purchastogtract with the hospitals
meant hospitals had been provided with deliberaiéhsrm social workers to assist in the
emergency department. A condition of their beingvfwled was that they should keep information
about the hospital management of these cases. a¥e fpood information from the teaching
hospitals as to what is the current practice, whahe level of pre-discharge planning, and what
was the level of assessment that was carried O¢. have seen that as a really important tool in
maintaining the adherence of good standards.

Hon HELEN MORTON : Sven, are you saying that each hospital wasigedvwith a social
worker to monitor and assist specifically delibers¢lf-harms?

Professor Silburn Exactly.

Hon HELEN MORTON : Are you aware of those social workers there gldimat work now?
When was that?

Professor Silburn: It has been implemented since 2000. They weseféinded by clinical health
goals and standards money. Initially, our coupmivided the funds to the hospitals and they were
accountable to us. Subsequently, that has beem @aker by the contract management section of
the Office of Mental Health, and a requirementhiatthospitals must deliver these statistics each
year. The hospitals have continued to do thater@s a cost associated with keeping records of
these things. We had hoped that that would barsiieed by the psolis system coming on line,
which will make that a much easier process.

Hon VINCENT CATANIA : Is that hospitals across regional Western Aliates well?

Professor Silburrt  No, just the metropolitan area. It is certaismething we would like to see
implemented in all the regional hospitals, as dityjuassurance tool.

Hon ED DERMER: One of the difficulties, of course, is there agays various tangential
questions that arise from what you are saying. @fnt@e areas | particularly want to focus on is
progress since the first Auditor General’s reparttloe implementation of the recommendations. |
think the Chairman had that in his questions, babhder if you could provide us with a little bit
more on what progress you believe has occurred?

Professor Silburn: In terms of making sure that the department ktiet these guidelines were to
be implemented as a matter of departmental pdlieythen director general Mike Daube went on
record publicly and said that this was departmemalicy, and through the departmental
notification processes all hospitals were on noticat they should be implementing this as
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departmental practice. The Office of Mental Head#t up a working group to look at the
implementation of the Auditor General’'s recommeiute. | must say that that group really has
made very slow progress, | think because of somthefpressures experienced in the Office of
Mental Health; many meetings were cancelled amc# not pursued as the matter of priority that it
deserved. However, placing psychiatrically traimedsing staff in the emergency departments has
been a very good initiative. From everything | édweard about that clinically and from what |
have observed first-hand, | think that has maderg significant difference to the speed with which
cases are processed. The triage process has maprdwvthink the Auditor General felt that more
could be done, but that has been a very significéep forward. The extent to which that is
happening around the state is variable and it alyralependent on the availability of suitably
trained staff to perform that role.

The recommendation about hospitals developing podgowith the local service providers has
again been implemented with variable success. eTagr some areas where that is working quite
well. Fremantle is a good example, where theregamal linkages developed with primary health
care services, and the GP group has taken a move agle as a first-line mental health service
provider and point of referral to more specialisstvices. | think that has been a very good
initiative. We certainly would like to see more thlat happening. Something that has not been
done as actively as it should have been is foritedspand community mental health services to
develop local protocols about what the expectatiares regarding timely referral and the case
management processes. That can be driven at tla lkvel, and it really requires a stronger
imperative from the Office of Mental Health to maket happen. That can only be driven within
the Department of Health. It does require linkagéh other community agencies and other
community services. That is something that we wdike to see the regional directors pursuing
much more actively.

Hon ED DERMER: Is that an area restricted by a lack of avallginf suitable personnel?

Professor Silburn: 1 think that certainly has been an issue andethe no question that the
emergency departments and the mental health sysé®m been under extreme stress because of
funding constraints. You have two systems thatuader strain; where they overlap you really do
get the greatest likelihood of breakdown in thesleof care.

The CHAIRMAN : You have covered a couple of the questions ehere. The Auditor General
raised specific concerns about integration of hakpind community-based services. The phrases
he used were “continuum of care” and “preventinggods from falling through the gaps”. What
else needs to be done, in your view, to improvedhea?

[11.50 am ]

Professor Silburn There have been continuing problems with, faregle, child and adolescent
mental health services and adult community mentadlth services in allocating priority
appointments to people being discharged from halspitto people who are acutely suicidal. These
services are very busy and they have long waitstg, Ibut when people need acute care there needs
to be a greater capacity to deal with these emeygeases. There is a point when you can catch
people in the period of crisis where you really aaake a major difference in the ongoing course of
care, and if you miss that opportunity, two thilggpen; one is that there is a much greater risk fo
deaths or further self-harm, and the opportunitgrigage people properly in treatment that is going
to lead to a long-term stabilisation and recovsripst. Improving that capacity for that emergency
response and immediate post-discharge responsdédshewa much higher priority for child and
adolescent mental health services and adult mke#dih services.

The CHAIRMAN : Do you feel there has been an improvement ingbality of care at that point?

Professor Silburn: | think again it has been variable. Certainflywe were to compare it to how
things were 10 years ago, | would say it has vastfyroved, but | do think there is a long way to
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go. There is a lot more that could be improved &rdbes require further resources, but it also
requires more assertive leadership with thoseipasr

Hon ED DERMER: You referred to 10 years. If you look at theedaf the first Auditor
General’s report for the period in which that wasnlg compiled, has there been an improvement
since then?

Professor Silburn: | think there was an initial improvement for tfikest couple of years and what
we are seeing is that things are stalling, ancedlly is through services being overstretched.
Something that has been brought to our attentioa esuncil as we do a lot of work around the
state, training professions, agencies, school mdgglsts, prison officers and so on in the need for
early identification and referral and the sortgpaiblems that need referring, is that often itesyv
difficult to get the appointments when you neednthe We have had representation from the
university counselling services that they are daegalvith much more severe cases now than they
ever did previously and that they are constantlsthated at the difficulty they have in getting
prompt referrals for cases that they consider todaé priorities. It really is an issue of service
capacity.

Hon ED DERMER: Is this a matter of an increasing demand as ragcnrestriction on supply?

Professor Silburn: It is both and | think that there needs to beréased demand. One of the
effects of the hospital intervention study wasnoréase mental health care utilisation, and that is
good thing. Those people were much less likeldi and they were much less likely to be
readmitted for further self-harm.

Hon ED DERMER: So it is difficult to asses whether the totamher of people needing care is
increasing or whether a larger proportion of theke do need care are actually seeking assistance?

Professor Silburn: It is not an either/or situation. There is atiy evidence that the rates of
mental health problems in the community are inéngasind we have that from a number of
sources. Rates of depression based on longitusindies has occurred in all developed countries
around the world basically since the 1950s. Weehsaen steady increases in rates of serious
mental health problems, particularly in teenagers] those serious problems are occurring at
earlier ages. That is a true increase, an almafbfd increase in the rates of depression.

Hon VINCENT CATANIA : Is that due to the increase in awareness of ahdmgalth - the
programs that were put in place by the Auditor Gal®ereport?

Professor Silburn: It is more than that. It is related to the fdwt a lot of young people in their
formative years are being exposed to a greater auoftsignificant stressors at the time their brain
is developing. The highest rates of mental healdblems are occurring in developing countries,
and particularly countries that have experiencaglasehaos. The fallout we will see from places
like Timor is just astronomical. Developed cousdriare experiencing this because of all the
changes in modern living, stresses, technology,famaly life. All of that is a major issue. There
are hypothesised reasons for this including quitstesnatic changes in the diet of whole
populations with the industrialisation of food puation and systematic elimination of particular
nutrients that are important for the developingrbend good mental health. | think we can assume
with a lot of confidence that the increased rateproblems are a true increase. There is also
increased awareness and we would see that thgtsdathing because these are problems which if
caught early are much more amenable to assistamttecaovery if they are dealt with early rather
than letting them fester and become much more metieel and difficult to deal with.

Hon ED DERMER: Have you had an opportunity to study the Semsalect committee that
reported in April of this year on mental health?

Professor Silburn: It is an enormous document and | must admit thetve scanned it and read
the bits that particularly interested me.
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Hon ED DERMER: We do have the advantage of very diligent spaffviding us with very
helpful summaries or something similar. One oftthiegs that struck me was the incidence of what
they referred to as a dual diagnosis linking meoataicerns or psychiatric disorders with substance
abuse. | would be interested in your thoughts,iandy be an intuitive thought, on particularlgth
end of the question - is it a matter of people vhawe psychiatric weaknesses being inclined to
substance abuse or is it a matter of substances agggavating or initiating psychiatric problems,
or could it be an element of both?

Professor Silburn We have the opportunity of looking at that sysaéioally. The Alcohol and
Drug Authority commissions us to do some reseanth the drug and alcohol use patterns of all
youth who commit suicide in WA, and we have acdedslood toxicology results and information
from the coroner’s files as to the drug use histarpeople who had committed suicide. We also
look at the other data that is around on drug ns&chool-age people and the national surveys of
drug and alcohol use. There is no question thakesof the increases that we have seen in suicidal
behaviour in young people is directly attributatiehe increased proportion of young people who
are using alcohol particularly, but also cannaharg] that the more recent strains of cannabis are
much more potent than the cannabis that was ard@éntb 20 years ago. The toxic levels of
cannabis in people who had committed suicide ssedrus. We could see a clear relationship in
the proportion of suicides of young people involyinannabis where cannabis was detected in
significant levels. In fact, it was much steeg®rt the increase in the rates of use. So thedserio
when rates of youth suicide increased were paeallbl very sudden increases in cannabis use, and
there are two issues with that. One is that pgeoncannabis use certainly triggers depressive
disorders and schizophrenia in young people, orcexkates them when they have that
predisposition. However, the other thing that data showed is that acute intoxication is realgy th
major problem and that a lot of the impulsive sigs that come out of the blue, as it were - in, fact
the greater majority of those - were associatetl vy acute intoxication. It did not matter which
substance it was, acute intoxication diminishegoent and increases impulsivity. If you put
those two together you are much more likely to hawempulsive suicide which, if the method is
lethal, will be lethal.

Hon VINCENT CATANIA : So are you seeing an increase in young peoplegytout these forms
of illegal drugs and an increase in suicide becafitieat?

Professor Silburn It depends a bit on the drug. The cannabisystothat cannabis now is as
frequently used or tried by teenagers as is tobaddee problem arises when there is very regular
use. If people are using regularly - that is, mitv@n once a week - their risks for mental health
problems and suicide just go up. If they are ugiisg occasionally, like every few weeks or once a
month, we do not see any of those increased risks.

Hon HELEN MORTON : Getting back to some of your comments abouthdigge planning, |
was really interested in the comments about thelifighconstraints. | have been in Parliament
when the minister has made it clear that this weareéntal health recurrent budget was underspent
by $14 million. It would seem that in terms of ecurrent situation there was money that was
underspent by a considerable amount across thd boadoth community-based services as well as
inpatient services. It is really hard to know fifat is the case - and it is the case, because the
minister actually made that clear statement inreges hearings - where the problem is because it
would appear to me that that funding constraimidsthere. Why is it that we cannot get decent
discharge planning? | know from people who havdernzontact with me that there is sometimes a
four to five-week waiting time for them to be sdBna community-based organisation that is going
to be providing their ongoing support in the comityun What is it that is stopping those things
from happening in that window of opportunity if thes such a significant factor in terms of
managing that person’s problems more effectively?

[12.03 pm]
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Professor Silburn: It is very distressing to hear that there waspamt money in the mental health
budget. Our council has experienced a major remlua capacity because some of the money that
we have had in the past from corporate sponsoestipnational funding has stopped this year, so
we have actually reduced capacity. We have magolesentation to the state government for over
18 months now, anticipating that this would ocamnd, despite promises being made, those have
not been delivered on. That has caused us toslmse very good expertise in our council. We
have not been able to retain very experienced pewpb have been running some of our training
programs, and it has really reduced our capacitgs$pond to emergency situations that can arise.
To address your question about why pre-discharganghg and community follow-up has not
developed as much as it should, | think it reallystrboil down to failures in administration in not
making sure that those priorities are properly espnted in the budget planning processes. Two
things are needed to improve that: one is thatetltiyes need to be continued pressure and
advocacy to identify when gaps in services ariseghe can lead to very tragic situations that have
enormous consequences for the family and the contyngenerally; and that there are standards of
practice which should be maintained and monitor#cthis was in another area of medicine, say
surgery, and the proper standards were not beihgrad to, the health system would put itself in a
very vulnerable position for litigation. It is gn& matter of time before that happens.

Hon HELEN MORTON : | am very interested in the capacity for nomiclal people to assist in
providing support in some form or another for peophen they are discharged from hospital. The
example | can give is something like a health ag€iray care-type service where they are not
untrained in that they have certificate 11l or degate IV training of some sort or another. Bhéte
seems to be a desire to require people to havéfispmental health training to provide any form of
community-based support for people once they aehdrged from hospital. My understanding is
that quite frequently families just want someondecthere with them for a couple of hours a day,
or to take them shopping, or to do some of thosggshin the home etc. | know there are some
services like that, but | just want to know whetlgeu feel that if that side of it were increased
significantly it would make a difference to caphgithose people in that window of opportunity,
straight after discharge?

Professor Silburn: Yes. | think there is good reason to believat tihat would be helpful. In
1990, we did a trial of something similar. The %aitans provided a person who had some level of
training that particularly could assist - this wiadry to deal with the problem of unattached youth
young people who might have no capacity - to dropn them and physically get them to their
appointments. The reason that people were natdakp follow-up care is that they had no means
of getting to their appointment, or it was all @Wificult. They could call around and say, “Howear
you going? You've got an appointment coming up domaow, do you want a lift?” Things as
simple as that we found could work. It was verfficlilt to sustain because the hospital services
were very reluctant to deal with someone from aroomity agency coming in to the emergency
department. 1 think if it were set up where thesses confidence in the level of training and there
was some sort of accountability process, then ¢batd work. That is certainly something our
council would like to investigate further.

The CHAIRMAN : These are very interesting and wide-rangingassu would like to get through
some of the core questions relating specificallyssues raised by the Auditor General, and then |
am sure members will have things to add to thai.y&u have a comment on the Auditor General’'s
finding that access to appropriately qualified fstaf deal with deliberate self-harm patients was
particularly problematic in regional areas?

Professor Silburn A lot is being done to try to improve the avhildy of mental health
practitioners in country areas. | think the otbites are doing much better on this front than WA.
In New South Wales and Queensland, | know thaticainpsychologists, social workers and
psychiatric nurses are taking on that role. Imteof the kinds of risk assessments that need to be
made on admission, prior to discharge and on foligwthose practitioners can conduct equally
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valid and helpful mental health states examina#iod risk assessments. | think it is a matter of
training, and it is a matter of multidisciplinamyaim procedures. | think that the new generation of
psychiatrists are much more open to working in ¢hsarts of teams, and looking at their special
role as psychiatrists being used in a much morasied way for the areas which are their very
particular areas of expertise, particularly medaratand more complicated mental health

assessments.

Hon VINCENT CATANIA : Regional Western Australia has a problem aitrggteople from the
general professions and there is a lack of prajesss in those areas. Mental health is no orphan.
The resource sector suffers the same sort of laskilbked workers. Do you see that as being quite
similar - finding people to go to regional WA?

Professor Silburn: | think that is an issue. It is interestingttbéher countries have addressed that
problem in other ways. The United States and cmmtike South Africa have looked at training
clinic psychologists for some of those roles, waih additional year of training, particularly in
psychopharmacology, and that is one of the meanghiigh they have solved that problem. That is
something | think will inevitably happen in Austeal It is just a matter of time.

Hon MATT BENSON-LIDHOLM : You mentioned New South Wales and Queenslar@hnihot
quite quote you, but | think you said that they dang better than we are here in Western
Australia. Queensland is an interesting case @stjpn, because of the demographics of the place
and the distribution of population. What sortghlohgs are they doing in their more regional, rural
and remote areas that we are not doing here? Hewhay addressing those sorts of issues?
Particularly, Queensland does have a significardriginal population, and there is probably a fair
amount of leakage into Queensland from placesAllee Springs. What are they doing?

Professor Silburn.  Queensland has in the last few years developsthi@ plan for suicide
prevention. They have allocated something likeb $2illion for that purpose to do an equivalent
thing to what our council does, but they particlylggut money into regional areas to get mental
health teams that may not be headed by a psychidit may be headed by other professionals
who have mental health training, and link them ughwetworks. But again, the demography of
regional Queensland is very different to WA. Yavé bigger concentrations of population. WA,

| think, is much more challenged by the very renspeead.

Hon MATT BENSON-LIDHOLM : Going along those lines and looking at Aborigjiredes that
are mentioned in some of the materials that we have, and given those sorts of figures, we really
do need a specific unit focus on Aboriginal suicidees, because the figures that Hon Ed Dermer
and | were looking at last night in the house weoeful. Is there a specific unit which is, or abul
be, involved in this sort of thing?

Professor Silburn: Our council was involved with setting up a wardgiparty that looked at a state
response to Aboriginal suicide prevention. Thatuded a lot of initiatives being made. Some of
the money that came from the link-up service frdra tBringing Them Home” report and the
“Bringing Them Home” counsellors was earmarked spatly, and many of those counsellors
were trained by us in suicide prevention. Thereewaewhole range of initiatives across different
government departments that were directed to waealh elepartment could do to reduce suicide.
There does need to be some regional capacity. Mdnathe process of re-establishing that
committee. The problem in Aboriginal communitiessthat there is a very high likelihood of
clustering where there are social contagion factgksdeath in a very small community can have
huge ripple effects, and in some of the clusteas we have seen in the East Kimberley - previously
around Bidyadanga, Broome and the Dampier Peninswi@re some very big spikes, which had
settled down. There was an immediate need togyét-west mental health working in much better
collaboration with the Aboriginal medical service$raditionally, they have not collaborated well,
and it literally took community leaders to draglime Aboriginal medical service people, by saying,
“We cannot let our children continue dying.” Théx@s been, | would say, a very big improvement
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in that collaboration in the West Kimberley, bug tissue in the East Kimberley, around Kununurra
and down around Halls Creek, does require a mucte fazused effort and those communities
desperately need to be supported. We used todmadoriginal staff member. We no longer have
that because the commonwealth money for that stefinber stopped. We had set up the
possibility of training a new member at the requdgteople in Halls Creek and we had negotiated
with all the Aboriginal senior elders, particulasyth the men in that area. That was all set to go
but we were not able to proceed because the fundingout and we did not have the financial
capacity to send anyone. It had to be addresseith@r ways.

[12.16 pm]

Hon VINCENT CATANIA : Since there is a large population of people wt® working in the
resource sector and a lot of people who are flymdlying out, working longer hours and being
away from their partners and families, do you $eeresource sector assisting in mental health as
much as they could do considering the high suicades that exist in the resource sector and mental
problems that result from that?

Professor Silburnt  Our council was very fortunate in getting a gquattnership with those at
Woodside Energy. They provided around $400 0O0®éoccouncil over a five-year period and their
interest in doing that was because of their awa®pnéthe situation. We are currently trying té ge
grant funding through the Australian Research Ciousmed are seeking other mechanisms to
collaborate with the resource sector and with umion what we can do in apprenticeship training
and in the industry itself to address some of thess issues and the support needs. It is patigul
important for the young men on their own in verglaged places and where there are the risks of
heavy drinking and so on, to give them some lifdlssko cope with that and to have the mental
health literacy to know when they are getting itrtmuble or one of their colleagues is getting into
trouble, and to have avenues to address that béfeeeomes a major issue. That is an area that we
would really like to progress.

Hon ED DERMER: | wanted to get your view on the possible solusito the problem of finding
appropriate personnel for the service delivery. ewlyou refer to Queensland and New South
Wales enjoying more success | wonder if one ofrd@asons for that is that their populations are
more decentralised, and whether the prospect dinfinthe very rare person who has the vocation
to be, say, a psychiatric nurse and getting thetobbsydney or Brisbane might be easier than
attracting such a rare and vital staff resourceobirerth. Do you have any suggestions you might
be able to make in terms of finding a greater totahber of appropriate staff and also encouraging
them to go into areas where they are most needketi®e absence of staff the real bottleneck on the
service delivery that we would like to achieve?

Professor Silburn. One of the solutions is likely to come througk university training sector and
something | would really urge the government toseder is the possibility of scholarship schemes
or bonding arrangements. The increased cost oftsity study with HECS is enormous. You
could provide real incentives to people to worls@rvice areas like remote country practice, rural
and remote medicine, Aboriginal health and mengallth in these areas. Scholarship schemes like
that would pay dividends. The training opportwgstihat exist in these areas are enormous. You
are never going to get the depth of experience ytbatare likely to get as a practitioner in Port
Hedland or Derby, just because you have to deal aierything. | think the universities could play
a much more active role in supporting that happgemind creating a culture where this is the best
experience they are likely to get.

The CHAIRMAN : Because our inquiry focuses on the Auditor Galereport, | will focus on a
couple of specific matters that the Auditor Genemsed and then we can branch into general
guestions. The Auditor General observed that afhomost hospitals have the services of an
Aboriginal liaison officer, these officers are mptecifically trained to deal with deliberate sedim
patients. Do you have a comment on that?
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Professor Silburn. Yes. That is something that could very easdyaddressed. Our education and
training programs have trained psychiatrists, amtidand emergency nurses - all sorts of
professions. We have a gatekeeper training foiepstonals and we have adapted that gatekeeper
training for Aboriginal people. That is somethiwg could do almost immediately with funding.
We could run training and advanced skills progrémnshose Aboriginal liaison officers. The other
issue with Aboriginal liaison officers is that thegive to do everything and in some of the hospitals
like Princess Margaret Hospital for Children theg having to do so many things. At Royal Perth
Hospital very often the Aboriginal liaison servisgust simply not used because the people are too
busy or they cannot find them or they are busy wgylon something else. There really does need
to be a proper examination of what is an appropudioriginal liaison service presence in relation
to the population need for that hospital.

The CHAIRMAN : A key focus of the mental health strategy 200872is recruitment of mental
health nurses and psychiatric registrars in emesgelepartments. The Auditor General raised
some concerns about this approach, given the ahsbwirtages in the mental health nursing work
force as well as difficulties with recruitment aredention. Are there alternative models of caes th
should be explored with health professionals? inkthihis semi-relates to Hon Helen Morton’s
earlier question.

Professor Silburn: Yes. | think the range of mental health prof@ss that could be suitable for
that situation needs to be broadened, particutariyclude clinical psychologists. However, | do
think that Hon Helen Morton’s suggestion about gsather community members and training them
to provide that support role as the home and conitsnaare model is definitely worth pursuing.

Hon ED DERMER: You mentioned accountability in that contextliear Can you tell us a little
more about that?

Professor Silburn: If you are having a service like that, the dians in the hospital need to be
confident that when they call on that service aspercan be found, that they can rely on the
service, that they can have some confidence irktiosviedge and skills of that person and that
there are clear communication lines; that the persaot going to get out of their depth and will
know when to consult and ask for help when theydnee Those are processes that you can work
through. They certainly have to operate in a fotegional areas where, because there is nobody
else around, community members just step into #me g

Hon HELEN MORTON : In the performance indicators around the comtywemd mental health
services there was a performance indicator taigéb @r 75 per cent of people who had to be seen
within the first two weeks of discharge. That sedike that was a long time out of discharge. |
can understand why you do not have a target ofpEd@ent, because some people do not even live
in the area that they are seen in, etc. Howelieridrget is that 74 per cent should be seen within
14 days of discharge and 60 per cent seen withansdays by a community-based public mental
health service. That seems like a low target to rA&so, a fortnight out was too far out for my
liking.

Professor Silburn: 1 would agree. When we did our interventiondstwe managed to get 85 per
cent of people seen within 48 hours and that ishesause we mobilised people to say that this is
what has to happen, and we had people in the labsipiving it to make sure it did happen. It can
be achieved but | think that unless you activelynitoy these things, the programs drift, and with
the high turnover of staff, the corporate knowledfjevhat is the correct standard of practice tends
to disappear; so this is the reason that you reddlyneed to have clearly spelt-out protocols.
Something the Office of Mental Health is working @na very brief two-page checklist of the
actions that need to happen. | am not 100 perstertof where that is up to but | could check with
Peter O’Hara to see if he knows. That was sometthat was seen as being a very simple tool that
would enable some of those things to be followedugh.

Hon ED DERMER: Are there trained people available to make plogsible?
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[12.25 pm]

Professor Silburn: The trained people are available in communityitaehealth clinics, providing
they have a system that can prioritise who needietseen. They have a huge caseload of people
who are coming in for regular maintenance appointsygrescription renewals and things like that.
They have to get through that. At the moment, theyally allocate one day for urgent new cases.
| would argue that to deal with this end of thelgdeon, that capacity must be expanded. People are
there, it is just a matter of how the communityids are allocating their priorities.

Hon MATT BENSON-LIDHOLM : On the issue of recruitment and retention thet Thairman
started the discussion with, and perhaps evenwoilp on from what Hon Vincent Catania has
said, with respect to skills and expertise shodame other employment areas, are wages and
salaries the issue? Are we attracting people fsearseas? Do we have a recruitment plan in place
there? | do not mean poaching people from New ISWtles and Queensland, but certainly, in
terms of the building trade and things like thagrgone realises that New South Wales is slowing
down. The problem is that if they come over hdrey need to bring their tent because there are no
houses. What are we doing with respect to recantnand retention? Are wages and conditions
appropriate? That is a very political and poirgeéstion, | know, but | think we need to look dt al
scenarios.

Professor Silburn: The public sector psychiatry has great diffigult competing with the rewards
that are available to psychiatrists in private pcac That is a continuing problem. That is aterat

of supply and demand. | do think that all of th@sgchiatrists in private practice have received
their training in the public system and | think tthlae public sector should make a much greater
demand on the professions, particularly in theaining years, in seeing that there is some
mechanism to get those skills, particularly eailigpeople’s careers.

Hon MATT BENSON-LIDHOLM : The point about bursaries and scholarships isxaellent
one, because certainly if you go back, dare | gajhe dark past when certain members here were
bonded to the education department, it certainpt kis in the system for a few years. The problem
was that after that some of them found this plaw @thers turned to the private system and all
sorts of other things. | think that is an excdllpoint that you make about scholarships and #ee |i

| think that has a lot of potential.

Hon ED DERMER: | was asking about the coincidence, if you ligethe issue of the drug use,
substance abuse, and increasing demand, and & teado wonder to what extent is the gap in
service delivery a product of limited resources?it Imore a case of the increase in demand being
such that with appropriate will, policy and res@agthe system is failing to keep up with increase
in demand?

Professor Silburn:  There is no question that both of those reasoastrue. | do think that it
highlights the need to broaden the traditional wafydoing things. | think that there is increased
importance in general practitioners as the usuat fpoint of contact for people who are in
difficulty. We recently did a study with men, tngj to understand why they are so reluctant to
access mental health services. We did a study feiwahundred men who had actually been
suicidal, half of whom had sought professional el others who had got through on their own.
What was very interesting is that of those who kadght help, almost all had gone to a GP for
their first point of contact, but they were bitiedisappointed with how they were dealt with. They
had a very short period of time that they were seahthey were ushered out the door and pointed
to connect with some other service. Increasingctpacity of GPs would provide a better level of
care to those people. They can do that by scheglidnger appointments and they are reimbursed
by Medicare for longer consultations, but the gaheublic does not know that. Men had very
particular views about the service they got frorairtthealth services and views about how that
would make them much more accessible and amenalieeh using those services. There are
things that services could do to make them moradaive and usable at earlier stages of problem
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formation, rather than at the more difficult stagéhere is no one single solution. It is going to
require whole-system change, because the probleot going to go away. It is likely to increase.

The CHAIRMAN : That could be an issue even in our electoratthénsouth west. The coastal

towns, by and large, are serviced well by GPsplhutr towns are not serviced very well at all. For
instance, Manjimup has two GPs. There is obvioasBevere physical time restriction there for
them to deal with issues like this.

Professor Silburn: Before | forget, | think there is another potehsolution. The mining industry
has demonstrated that you can have fly in, flysmitices. There is no reason you could not have
mental health services provided, not only justlmnfty in, fly out basis. | have done fly in, fbut
clinics in the Pilbara and Geraldton. It is onmdghto go there for a day, see a whole lot of cases
and then come back home to do all your follow ugddgphone; it is quite another matter to go up,
be in a hospital for 10 days and then come batkdrsame sort of way that the mining sector does.
| think that is something that could be very atikag; particularly for single people.

[12.34 pm]

Hon VINCENT CATANIA : Fly in, fly out is one of the contributors to nal health, so it is a bit
of a catch 22.

Hon ED DERMER: So you are visualising them seeking each ottesistance?

The CHAIRMAN : Are there any other general questions? Mr &ilpwe have covered a lot of
ground. Would you like to say anything in conotusby way of summary or rounding up?

Professor Silburn. No. 1 think this is a very useful focus for pigbadministration. | think it is
one of the pointy ends of the health system anoWtbra lot of the problems into high relief and
demonstrates where some of the solutions need foube.

The CHAIRMAN : In direct reference to our terms of inquiry aths, the Auditor General’s
comment - do you have a summary comment in terntheofAuditor General’'s treatment of this
issue?

Professor Silburn Again, | was disappointed with the level of istigation and the fact that that
did not include country areas. It would be my hipe the Auditor General revisit this area again
in the future and that there is a fuller invesiigathroughout the state.

The CHAIRMAN : Thank you very much for your time. Your comnsehave been very useful.
Hearing concluded at 12.35 pm




