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Professor Ian Hickie, executive director of the Brain and Mind Research Institute, writes:

Over the past 50 years or so, scores of reports and inquiries have documented the need for action to improve the lives of Australians with mental illness.

When the Council of Australian Governments (COAG) committed to national mental health reform in 2006, it began to look as though the stars were lining up. We had top-level political commitment, with pledges of support and money from Prime Minister John Howard and NSW Premier Morris Iemma. At that point, it was starting to look like governments might actually be prepared to do some of the tough work needed to create the sort of real changes -- in health, employment, education, social services and other sectors -- that would make a difference to peoples' lives.

This was always going to be a tough task -- not only because it's complex, but because it requires the political courage to take on the professional and bureaucratic interests that have such a stake in maintaining the status quo. To improve the services available to people with mental illness, governments have to be prepared to take on the influential groups in psychiatry and general medicine, as well as psychology and nursing. Persuading professionals to change the way they work is not a task for the faint hearted.

A few years later, and the wheels on the bandwagon of national mental health reform are looking dangerously wobbly. From where I sit, a large part of the blame should be borne by those professional groups and narrow clinical services that have not stepped up to the plate.

A prime example has been the roll-out of the Australian Government's Better Access program. This major change was meant to support team-based, multidisciplinary care with psychologists working alongside GPs, psychiatrists and other allied mental health professionals. An admirable goal, if only it was fulfilled for the Australians who most need such care.

In mid 2006, many mental health reform advocates went on the public record calling for independent monitoring to assess the impact of new mental health initiatives and to ensure accountability so that patients across the country could expect reasonable access. We also expressed our concern that plans that focused narrowly on traditional fee-for-service payments for psychologists to charge under Medicare, as indeed transpired with the Better Access program, would simply emulate the well-know failures of other Medicare schemes which had tried to increase access to specialist services.

We have years of experience with simplistic "fee-for-service" models that entrench disadvantage, by improving services in affluent metropolitan areas and for those who can pay - while leaving those on the urban fringes, those in regional and rural areas and those who can't pay scrambling for limited services.

On the basis of data recently released by the Federal Department, we now know that those concerns were entirely justified. The Better Access program has tended to deliver improved care to those who were already likely to be receiving treatment under previous systems of care. The people who have benefited least from the program are arguably those who most needed improvements in services – young people, those with less capacity to pay and those living outside of the major cities.

The Federal Health Department, as it too often does, developed the program based upon consultations with professional groups rather than a clear-headed analysis of community needs.

I'm not completely pessimistic about the future. Unlike her predecessor, Minister Roxon has taken direct responsibility for mental health reform. She has met an election commitment to appoint a new national ministerial advisory council on mental health. This was strongly resisted previously.

It sends a clear signal that she wants a greater community involvement in decision making. It suggests that future policies may be based more on evidence and less on direct advocacy by those with professional or political clout. And it's encouraging that she has committed to an independent evaluation of the Better Access program. 

But, as my colleague Professor Stephen Leeder suggested at a seminar on mental heath reform at the University of Sydney on Wednesday night, I'd feel much more confident if Prime Minister Rudd also took direct responsibility for ensuring the cross-portfolio work that is needed.

During the brief period in 2006 and 2007 when mental health reform was under the direction control of Howard's Department of Prime Minister and Cabinet, things really started to happen: the real machinery of government was let loose on the task.

Since then, we've returned to the status quo. As demonstrated by the cut-backs in the 2008 Budget commitments to mental health, the health bureaucrats are no match for Treasury. Rather than recognising that mental health expenditure is a key national investment to underpin future productivity, it has simply been reduced again to another round of health cost containment.

Let's face it -- mental health is always an easy target. Cancer prevention, and other more populist programs, maintained their place in the sun. Over $200m has gone from mental health, with most clawed back from unspent moneys that supported the new mental health nursing initiative. Given the lack of adequate planning, lack of innovation and unwillingness to engage a wider service community, this failure was entirely predictable.

The bigger lesson here, for a Government that has made many promises about its commitment to reform in health (not just mental health), is that this will require the political courage to stare down the powerful professional lobby groups.

Most of our so-called workforce crisis in mental health is really very poor use of the existing professional workforces, combined with an unwillingness to engage consumers, carers, family members and other community supports.

Achieving real health reform may also require a shake up of the Federal health bureaucracy. What we need is innovation in the design, implementation and funding models for services, as well as strong commitments to measuring whether existing or new programs deliver real health and social improvements.

 
