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Introduction 
 
Lived Experience Australia (LEA) is the representative organisation for Australian mental health consumers 
and carers and is the trading name of the Private Mental Health Consumer Carer Network (Australia) Ltd, 
formed in 2002. LEA is the only consumer and carer advocacy organisation with a focus on services 
provided within private sector settings as well as having approximately 1,600 individual consumer and carer 
members. Our core business is to advocate for systemic change, empowerment of consumers and carers in 
their own care, promoting engagement and inclusion of consumers and carers within system design, 
planning and evaluation and most importantly, advocating for consumer choice and family and carer 
inclusion.  
  
In discussions with the Department of Health, LEA offered to undertake a short-term survey (14 days 
duration) of consumers and a separate survey for carers across Australia in order to provide a targeted 
response from the consumer and carer perspective into the consultation for the 8 Adult Mental Health 
Centres (AMHCs). The survey results will enable the Department of Health, jurisdictions, PHNs and pilot 
sites to have a very clear understanding of consumer and carer perspectives and LEA was keen to be the 
vehicle for gaining this national data. 
 
The survey was offered by LEA to consumers and carers across Australia to provide feedback on the 
proposed model for the 8 new AMHCs over the period 7 July to 20th July 2020. The survey was distributed 
by LEA to their members (1,050 with current email addresses) those that had previously engaged with LEA 
in other activities (221), and by request for further distribution, through LEA’s consumer and carer 
organisational networks.  In total, 211 entered and 208 people completed the survey, (response rate of 
approximately 15% of those to whom the survey was distributed) with 150 being consumers and 61 being 
carers or family members (some were classified as both a consumer and a carer). The survey was open for 
only 14 days and the strong response rate indicates that consumers and carers have been enthusiastic in  
providing direct input into the service design of the AMHCs with some indicating this opportunity has 
provided them with a real sense of empowerment that otherwise they would not have had. 
 
On the whole, participants agreed with the proposed service delivery model, core services to be provided 
and services to be out of scope.  From a lived experience perspective of both consumers and carers, it also 
confirms the assumptions underpinning the service model. The responses from both consumers and carers 
were consistent regarding services required, their experience of existing mental health services, and 
barriers to accessing services. Having immediate access to support to enable earlier intervention rather 
than requiring access to an emergency department was highlighted by both consumers and carers as a 
critical component for the AMHCs. Access to peer workers for both consumers and carers was also 
identified by many of the respondents as a key service requirement.  
 
This report provides a detailed overview of the responses and separate sections highlighting feedback from 
consumers and carers.  
 

Survey Design 
 
SurveyMonkey was used as the survey tool. In the design of the surveys, LEA explored additional 
information around the elements of the model, underpinning assumptions, visual access and entry point, 
core services, what is out of scope, and the role the AMHCs should play, including for those experiencing 
suicidal crisis and distress. We teased out some of the questions to provide the Department of Health, 
jurisdictions, PHNs and pilot sites with more in-depth, relative information that consumers and carers 
would be seeking from the AMHCs. 
 
LEA asked about general demographic details, and thought supporting data around age, CALD or Aboriginal 
or Torres Strait Islander decent, sector of service provision (public or private), and length of mental ill-
health information would be useful for inclusion and analysis.  
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Respondents were asked to nominate whether they were completing the survey as a consumer or carer. 
According to their response, they were then directed to the survey questions aligned with their selection. 
The survey consisted of 34 questions directed to consumers with equivalent questions directed to carers 
(see Appendix 1). 

 

Further Information 
 
Crisis support questions were asked and if the AMHCs would be a valuable alternative to an Emergency 
Department (ED). LEA explored the issues around EDs, period of access, wait times, referral to a mental 
health professional, who that professional was, length of time for follow-up, and whether consumers and 
carers were taken seriously when the presenting issues were suicidal or self-harming thoughts or actions. 
This information could go to the multi-disciplinary staffing component of the AMHCs and it is important to 
note that access to and support from peer workers was mentioned often by survey respondents. 
 
LEA also explored what sort of in-house information and/or referral consumers and carers thought would 
be important for the AMHCs to provide as well as what other community support services an AMHC could 
refer people to i.e. financial, housing, gambling, drug and alcohol supports, training, relationship 
counselling, shelters and crisis lines. The surveys provided a good understanding of what respondents 
thought would work best for them. 
 
LEA explored some personal information about whether a person has a diagnosed mental illness and how 
long since their diagnosis was made. This provides detail as to whether people are new or more recently 
supported and whether there are any significant differences in terms of access and experiences. 
 
Finally, the surveys asked if an AMHC was accessible, would they prefer this as an option to an ED, and the 
clear responses were yes; though, consumers in particular noted the many conditions and improvements 
offered by an AMHC that would need to be in place for this to occur. These included ease of access, non-
traumatising and more calming features of the environment, a focus on holistic assessment and support 
(not one dominated by a clinical approach), more positive staff attitudes and attention to stigma, and staff 
with consumer-centred mental health skills. 
 

Principles 
 
The large majority (92%) of respondents agreed the principles proposed were important or very important. 
The main standouts for the principles as being not important were 5% rating ‘having a highly visible and 
accessible no wrong door entry point’ as not important and 8% rating ‘assist people to find, access and use 
digital forms of help’ as not important.  This indicates that people are not worried about being seen 
entering a well signposted centre and people put less importance at this time to assistance in accessing 
digital forms of help.  
 

Assumptions 
 
The survey results confirmed that consumers and carers support the assumptions underpinning the 
proposed model for the AMHCs. Additionally, they would generally be prepared to travel (10-25 kms = 37%; 
25-50 kms = 25%; and further than 50kms = 19%) to access support from an AMHC. This indicates that 
some people in regional, rural and remote areas would be prepared to travel significant distances. 
 
The survey results also advise show that culturally appropriate services and support, and a welcoming and 
safe environment, are important. These include education for families and targeted information for 
culturally and linguistically diverse (CALD) and Aboriginal and Torres Strait Islander communities, culturally 
safe services, appropriately trained staff, multicultural peer workers and culturally sensitive liaison, with 
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information in other languages that reflect the diversity of the community. A specific area from the 
Aboriginal and Torres Strait Islander people was a need for support with generational trauma. 
 

Core Services 

The survey questions explored several different areas for feedback and LEA can confirm that consumers 
and carers believe that those included as core services are on target.  
 
As such LEA does not have any other comments or suggested amendments other than to highlight the 
following: 97% of respondents highlighted the need for somewhere to go when in a crisis, 93% somewhere 
to be safe and 97% someone to talk to as very important or important. Additionally, 78% of respondents 
identified not being able to access support when needed, especially when feeling suicidal, including the 
current affordability/availability of services, as the biggest barriers. Additionally, respondents thought that 
the proposed AMHCs would certainly fill the gaps or barriers being experienced now in options available to 
them.   
 
The wait time in an ED for a mental health professional to attend to their needs shows that the most 
prevalent experience was of waiting for between 5-9 hours,  so access to immediate mental health 
clinicians as is the proposal for the AMHCs, is seen very positively. Of note, however, 76.5% of consumers 
and 66.6% of carers reported that they waited 5-9 hours or longer in ED to get support from a mental 
health professional. 
 
Of concern, and something to note of the benefit of AMHCs, are consumers and carers accounts of the 
perceived attitudes of staff within the EDs in relation to consumers presenting for support with suicidal or 
self-harming thoughts and whether they are taken seriously.  Of the 100 consumer respondents to this 
question, 35% reported only sometimes, with 25.3% stating no. These results suggest that consumers and 
carers believe that a mental health specific centre will be beneficial to them over their current experiences. 
 
In the short to medium term, respondents commented that targeted treatment services (as proposed) 
would mean a lot to them. Having access to immediate support and treatment options when they are 
needed, and early intervention were the most frequent comments. Peer support was also frequently 
identified as a required core service. 
 
The Consultation Paper also noted the core services allow for operational flexibility to meet the specific 
needs of the local community, and the responses to questions about travel to an AMHCs confirms that 
people are willing to travel, with 19% saying further than 50 kms is acceptable.  This will be important for 
the establishment and implementation phase of the AMHCs in looking to not only service local 
communities, but also keep in mind those specific needs of communities further away. 
 

In-house Core Services  
 
The Consultation Paper outlined types of in-house services, and the survey results confirm that the 
proposed service model captures most of these options, with the four core services provided by ALL AMHCs 
being seen as appropriate or very appropriate. 
 

Services Out of Scope 

The Consultation Paper list of services deemed to be out of scope is clear and appropriate according to 
survey respondents. 
 

 
National Branding 
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Survey results indicate that consumers and carers are less concerned about national branding; rather, what 
the AMHCs will provide. LEA believes that national branding will be imperative to easily identify the 
Centres.  This will mean that identification, easy access, and so forth will be enhanced much the same as 
the ‘headspace’ sites, for example. 
 

Further Data Analysis 

Analysis of the Quantitative Data  
 
This Detailed Report provides further analysis of some of the areas where consumer and carers responses 
were not fully aligned. To perform this analysis and determine if any of these differences were significant, 
further statistical tests were conducted in the Statistical Package for the Social Sciences (SPSS).  Whilst 
consumers and carers generally agreed, overall; there is evidence that some aspects were prioritised 
differently.  A limited number of analyses have been undertaken here due to the low cell counts for some 
variables precluding further comparative analysis. A summary table is provided in this Detailed Report, with 
a Supplementary File of the SPSS Output available upon request. 
 
Thematic Analysis of the Qualitative Data 

Many respondents took the time to make further comments to explain their perspectives. Thematic 
analysis was undertaken to capture the range of areas of feedback. Detailed results from this qualitative 
analysis are provided in this Detailed Report. 
 
Below represents a sample of responses on whether people would prefer access to an AMHC rather than 
an ED: 
 

Emergency departments in my experience are not the best environment to be in when having a mental 

health crisis.  Having a specific centre that was focused on mental health, accessible and safe, even if 

acutely unwell and I know it would be a safe place to go.  I would feel much better going there 

I have sat suicidal in emergency department for 3 days, waiting for a bed in a catatonic state. Lucky I 

was catatonic as I would have walked out and committed suicide. 

I would assume that a specified Mental Health Centre would have the immediate help and 

understanding staff that would be required whereas ED staff are busy with all comers and not 

necessarily well trained in mental health or how to support someone. Plus they are usually too busy to 

give enough time to the patient. 

It would reduce the inevitable stigma of receiving treatment from those not relevantly trained and/or 

lacking in empathy. 

More inviting, non-clinical and someone is there to listen rather than just sit in a waiting room for 

hours having situation escalate due to not getting support when needed. 

Safety!!!!! 

More specialised service at an AMHC. Ideally less waiting time, less embarrassment/shame compared 

to fronting up to an ED. 

I feel when I’ve previously presented to ED with panic attacks, I haven’t been taken seriously and have 

just been pushed out the door after being medicated with no links to community supports etc. Having 

access to this kind of service would make me much more comfortable with asking for help. 

Summary 
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LEA can confirm that consumers and carers do not want to see the AMHCs as duplicating that which is 
already in place. They have concerns and have identified current gaps, lack of choice, lack of access, 
services not currently available, not being taken seriously, discrimination because of a diagnosis, long wait 
times, and financial considerations, and so forth, all of which they hope will be addressed by the 
establishment of the AMHCs. 
 
Consumers and Carers want mental health services to be coordinated and integrated, with simplified 
referral processes and provision of targeted information. They do not wish to be repeating their stories 
over and over. They want their mental health issues dealt with by mental health clinicians who are trauma-
informed and know of their vulnerabilities, need for a safe and quiet environment; and they want access to 
lived experience / peer workers. 
 
LEA believes it critical to make the data available to the Department of Health. LEA is also keen to provide 
the data to the jurisdictions, PHNs and proposed pilot sites, in order to provide additional information on 
consumer and carer needs, what they would find most useful in service provision, and other information 
likely to be sought to inform the establishment and operation of the AMHCs. LEA would welcome the 
opportunity of further discussion with the Department of Health, jurisdictions, PHNs or any pilot sites. 
 
Summary findings of this survey are provided in the Brief Analysis Report that accompanies this more 
Detailed Report.  
 
LEA has found that this initiative has been very well received by consumers and carers, and the survey has 
given them an opportunity to provide their input into service design, delivery, and implementation. 
 

 

 
 
Janne McMahon OAM 
Chair and Executive Director 
Lived Experience Australia 
5th August 2020 
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1. Adult Mental Health Centres Survey – Summary of Consumer and 
Carer Respondents Demographic Details 
 

A total of 208 participants completed the survey. From this 150 (72%) were consumers and 61 (29%) were 

carers/family members, highlighting that some had classified themselves as being both a consumer and a 

carer or family member.  There were 88% females, 11% males and 1% other completing the survey.  

Geographic Location 

All states were represented in responses, with a good range of participation across all states and territories: 

• 23.1% from South Australia 

• 21.2% from Queensland 

• 18.7% from Victoria 

• 18.3% from New South Wales 

• 12.5% from Western Australia 

• 2.9% from Tasmania 

• 1.9% from the Australian Capital Territory 

• 1.4% from the Northern Territory 

 

Figure 1: Geographic Location 

There was also good representation across area type, with 73% of respondents being from a Capital City, 

25.5% from a Regional Centre and 1.5% from a remote town. 

 

Figure 2: Location Context 
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Age Range 

Respondents were drawn from across the spectrum of age range for adults, with 17% being 25-39 years, 

24% being 40-49 years, 41% being 50-64 years and 18% being over 65 years. There were no respondents 

under 25 years of age completing the survey. 

 

Figure 3: Age Range 

Country of Birth 

Only 7 respondents (3.4%) classified themselves as being of Aboriginal or Torres Strait Islander descent. For 

those who were not born in Australia, there was a wide range of responses including: 

 

Figure 4: Country of Birth 

94% of respondents identified that they speak only English at home, with 6% speaking both English and 

another language including Finnish, Greek, Hebrew, Italian, Mandarin, Noongar, Polish and Tamil.  

 

 

 

 

 

 

Contry of Birth (if not Australia)

Canada China England Finland Germany

Great Brittain Hungary India Israel Italy

Malaysia New Zealand Scotland South Africa UK

America Zimbabwe
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2. Consumer Feedback 

2.1 Demographic Details 

Consumers from across each Australian state and territory jurisdictions completed the survey (see 

Table 1) 

Table 1: Consumers - Location 

In which state/territory do you live? 

Answer Choices Responses 

Victoria 16.78% 25 

South Australia 20.81% 31 

New South Wales 18.79% 28 

Queensland 21.48% 32 

Tasmania 4.03% 6 

Western Australia 13.42% 20 

Northern Territory 2.01% 3 

Australian Capital Territory 2.68% 4 

 Answered 149 

 Skipped 1 
 

Consumers were drawn from across a wide range of age groups (see Table 2) 

Table 2: Consumers – Age Range 

What is your age range? 

Answer Choices Responses 

under 25 years 0.00% 0 

25 - 39 years 20.81% 31 

40 - 49 years 26.85% 40 

50-64 years 40.27% 60 

Over 65 years 12.08% 18 

 Answered 149 

 Skipped 1 

 

Most consumer respondents (almost 90%) were female (see Table 3). This suggests that the views of 

consumers who identified as male or LBGTI were under-represented in the survey. 

Table 3: Consumers’ Gender Identity 

Are you?   
Answer 
Choices Responses 

Male 11.49% 17 

Female 87.16% 129 

Other 1.35% 2 

 Answered 148 

 Skipped 2 
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Of the consumers who completed the questions about their receipt of mental health care, 75% were long-

term mental health consumers who have been receiving treatment for more than 11 years. Figure 5 and 

Table 4 below show how long individuals have been receiving treatment for.  

Table 4: Length of time receiving treatment for mental health 

Have you been receiving treatment for? 

Answer Choices Responses 

Less than 1 year 0.86% 1 

1-3 years 4.31% 5 

4-5 years 3.45% 4 

6-10 years 15.52% 18 

11-15 years 16.38% 19 

More than 15 years 58.62% 68 

I have not received treatment 0.86% 1 

 Answered 116 

 Skipped 34 

  

 

Figure 5: Consumers – Length of time in receipt of treatment 

2.2 Core Services 

From the responses, it appears that the proposed core services to be included in scope for the Adult Mental 

Health Centres are on target with what consumers are seeking and see as current gaps in service options 

available to them. 

Consumers’ access to public and private community mental health and hospital services varied (Table 5). 

Table 5: Access to Public and Private Mental Health Care 

Select from the following options which one best describes your access to public and/or private 
mental health / hospital services: 

Answer Choices Responses 

Only use public mental health services/hospitals 14.39% 19 

Only use private mental health services/hospitals 20.45% 27 

Use mostly public mental health services/hospitals and some private practitioners 32.58% 43 
Use mostly private mental health services/hospitals and some public mental health 
services/hospitals 26.52% 35 

Only go to my GP 6.06% 8 

Don't know 0.00% 0 

 Answered 132 

 Skipped 18 
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2.3 Principles 

In this survey, the principles that underpin the proposed service model were explored, with participants 

asked to rate which principles are the most important in guiding services provided. Overall, most 

respondents (92% or more) agreed that the principles proposed were important to very important. The 

main standouts from those who rated principles as being not important, were 5% rating ‘having a highly 

visible and accessible no wrong door entry point’ as not important, and 8% rating ‘assist people to find, 

access and use digital forms of help’ as not important (see Figure 6 and Table 6).  

Table 6: Consumers’ views on the Principles informing the AMHC 

What do you think are the most important things that should guide the services provided by the 
Adult Mental Health Centres 

 

Very  
Important Important 

Not  
Important 

Not  
Applicable Total 

Highly visible and accessible ‘no wrong door’ 
entry point 74.42% 96 17.83% 23 4.65% 6 3.10% 4 129 

Access to information and services designed 
to empower, support and improve 
psychological and physical health, social and 
emotional wellbeing 91.67% 121 7.58% 10 0.76% 1 0.00% 0 132 

Provide information and services to assist 
families and carers supporting people in 
need 71.97% 95 25.76% 34 1.52% 2 0.76% 1 132 

Provide an inclusive, welcoming, 
compassionate, culturally appropriate and 
safe environment 91.67% 121 8.33% 11 0.00% 0 0.00% 0 132 

Provide access to an immediate, short term 
on the spot advice, support and treatment 84.85% 112 13.64% 18 1.52% 2 0.00% 0 132 

Provide walk in access to a team of trained 
peer support workers, nurses, psychologists, 
social workers, occupational therapists, 
psychiatrists 83.97% 110 15.27% 20 0.76% 1 0.00% 0 131 

Assist people to find, access and use digital 
forms of help such as information, support 
and therapies 41.98% 55 48.85% 64 8.40% 11 0.76% 1 131 

Support people requiring longer term care to 
connect to existing community mental 
health services through integration, ie PHN 
commissioned services where they are 
accessible, GPs and state and territory 
provided services 68.18% 90 30.30% 40 0.76% 1 0.76% 1 132 

Provide an option for intervention and 
support that reduces the need to attend an 
Emergency Department 90.91% 120 9.09% 12 0.00% 0 0.00% 0 132 

Ensure confidentiality and privacy 
arrangements 90.15% 119 9.85% 13 0.00% 0 0.00% 0 132 

Explore opportunities for innovation 58.78% 77 36.64% 48 3.82% 5 0.76% 1 131 

Ensure transparency and accountability and 
maximise serviced quality 81.06% 107 16.67% 22 2.27% 3 0.00% 0 132 
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Figure 6: Consumers’ views on the Principles informing the AMHC 

2.4 Assumptions 

Preference for Accessing an Adult Mental Health Centre 
 
When asked whether they would prefer to access an AMHC if one was accessible to them, 95% (n=112) 
consumers said they would prefer this rather than an emergency department. 
 
Travel to an Adult Mental Health Centre 

When asked if they would be prepared to travel outside of their area, 130 consumers responded to the 

question with 68.5% (n=89) saying they would and 31.5% n=31) saying they wouldn’t be prepared to travel 

outside their area (see Figure 7).  

 

Figure 7: Consumer Preferences – Travel to AMHC Outside of Area 

When asked how far they would be prepared to travel, the consumers’ responses ranged from:                               

(see Figure 8) 

- Up to 10kms (19%, n=25) 

- 10-25kms (37%, n=48) 

- 25-50kms (25%, n=33) 

- Further than 50kms (19%, n=25) 
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What do you think are the most important things that should 
guide the services provided by the Adult Mental Health 

Centres
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Figure 8: consumer Preference – Travel Distance to AMHC 
 
Entering an Adult Mental Health Centre – Signage 
 
When asked if they would feel comfortable walking into a Mental Health Centre if it was well signposted, 
81% (n=105) of consumers said ‘yes’ while 19% (n=25) said ‘no’.  
 
2.5 Previous Access to Emergency Departments 

Just over half of consumers (55.5%, n=67) responded that they had either never or not recently (within the 

last 5 years) been to an emergency department for mental health support or treatment (see Figure 9). 

Responses included: 

• 30.5% (n=37) had been more than 5 years ago 

• 25% (n=30) had never been 

• 14% (n=17) had been in the last 12 months 

• 14% (n=17) had been in the last 3-5 years 

• 12.5% 9n=15) had been in the last 12 months – 2 years 

• 4% (n=5) had been in the last 2-3 years 

 

Figure 9: Previous Access to Emergency Departments 

Response Time When Accessing Emergency Departments 

Those consumers who accessed an emergency department had varying experiences regarding the time it 

took to get support from a mental health professional in the emergency department. Responses are shown 

in Table 7 and Figure 10 below; however, qualitative comments suggest that this was more linked to the 

response time at the emergency department and many consumers commented that they did not see a 

‘mental health professional’ during their time at the hospital. 
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Table 7: Time to get a Response from a Mental Health Professional in the Emergency Department 

What is the longest time it took to get support from 
a mental health professional in the Emergency 
Department? Please specify: 

Answer Choices Responses 

Immediately 6.67% 8 

1-4 hours 15.83% 19 

5 - 9 hours 21.67% 26 

More than 10 hours 6.67% 8 

Next day 9.17% 11 

More than the next day 10.00% 12 

Don't know 0.83% 1 

Not applicable 29.17% 35 

 Answered 120 

 Skipped 30 

 

 

Figure 10: Time to get support from a Mental Health Professional in the Emergency Department 

Referral from Emergency Departments 

From those who accessed an emergency department and expressed suicidal or self-harming thoughts, only 

half (49.4%, n=40) reported that they received a referral to a mental health professional or service for 

follow-up support. Of these, most referrals were made to a psychiatrist or mental health team (see Table 

XX). For the 18 consumers who reported being referred to ‘Other’, these included their GP (n=2), being 

admitted to an inpatient unit (n=7), a crisis line (n=1), a lived experience worker (n=1), and a drug and 

alcohol service (n=1) (see Table 8). 

Table 8: Referral from Emergency Department to Mental Health Professionals 

If yes to the above, which mental health professionals were you referred to? 

Answer Choices Responses 

Psychiatrist 40.82% 20 

Psychologist 18.37% 9 

Social Worker 6.12% 3 

Nurse 4.08% 2 

Peer Worker 6.12% 3 

Mental Health Team 44.90% 22 

Other (please specify) 36.73% 18 

Answered 49 /Skipped 101   
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From those who received a referral from the emergency department to a community mental health or 

other service, only a small proportion were contacted the next day, despite having presented in crisis to the 

emergency department: 

• 17% (n=8) were contacted the next day 

• 48% (n=22) were contacted within 2-7 days  

• 11% (n=5) were contacted within 8-14 days 

• 24% (n=11) were contacted more than 14 days after the referral 

Gaps in Access to Mental Health Services  

A majority of consumers (68%, n=88 of 130 respondents) identified a current gap in accessing mental 

health services, with 76.5% (n=95 of 124 consumer respondents) identifying that having an Adult Mental 

Health Centre available to them would likely reduce or remove this gap and better cater to their needs. 

When asked what targeted treatment services in the short and medium term, mean to them, 111 

consumer respondents gave a range of responses, with most comments indicating that targeted treatment 

services (such as those proposed to be provided by the AMHCs), would mean a lot to them. Having access 

to immediate support and treatment options (when they are needed) and early intervention were the most 

frequent comments. Peer support was also frequently identified as a core service required for the AMHCs. 

The word cloud below shows the most frequently used words in responding to this question, drawn from 

111 Qualitative consumer responses (see Figure 11): 

 

Figure 11: Word cloud – Targeted Support 

When asked about the proposed core services to be provided, 97% of respondents highlighted the need for 

somewhere to go when in a crisis (i.e. responding to people experiencing a crisis or in significant distress). 

Over 78% of respondents also identified not being able to access support when they needed it, and the 

affordability/availability of services as the biggest barriers to their recovery. This was consistent for 

consumers who are more newly diagnosed (in the past 5 years) and those with long-term mental health 

service access (5-15+ years). 
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2.5 Priorities for the Adult Mental Health Centres 

For those who might access the AMHCs in a crisis, somewhere to be safe, somewhere to go when in crisis 

and someone to talk to were identified as the most important to consumers (see Table 9 and Figure 12).  

Table 9: Experiences of Seeking Crisis Services 

What is most important in providing crisis services to you?       

     Total 

Somewhere to be safe 88.33% 106 5.00% 6 3.33% 4 3.33% 4 120 

Somewhere to go when I am 
desperate (ie in a crisis) 86.67% 104 10.00% 12 0.00% 0 3.33% 4 120 

Someone to talk to  81.51% 97 15.97% 19 1.68% 2 0.84% 1 119 

Getting a referral to access a 
psychiatrist, or psychologist 59.32% 70 29.66% 35 7.63% 9 3.39% 4 118 

Help in getting access to support 
from a community mental health 
team 58.33% 70 25.83% 31 9.17% 11 6.67% 8 120 

Getting a referral to services 
provided by an organisation in the 
community 51.69% 61 38.98% 46 6.78% 8 2.54% 3 118 

Getting information about support 
groups 49.58% 59 36.13% 43 13.45% 16 0.84% 1 119 

Getting more information about 
mental illness 36.44% 43 37.29% 44 22.03% 26 4.24% 5 118 

Assistance in accessing online 
support and therapies 34.17% 41 33.33% 40 30.83% 37 1.67% 2 120 

 

Figure 12: Consumers’ Priorities for the AMHC 

Experiences of consumers of being taken seriously when in a crisis by a range of mental health 

professionals varied. They perceived that they were most likely to be taken seriously by the GP or private 

practitioner most or all of the time when presenting with suicidal or self-harming thoughts. However, many 

consumers reported that often they are not taken seriously, particularly from emergency departments (see 

Table 10 and Figure 13). 
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Table 10: Experience of Being Taken Seriously when having Suicidal or Self-Harming Thoughts 

If/when you have suicidal or self-harming thoughts and request support, are you generally 
taken seriously by:   

 All the Time 
Most of the 

Time Sometimes No Total 

Emergency department clinicians 16.46% 13 22.78% 18 35.44% 28 25.32% 20 79 

Community Mental Health Team 30.77% 24 28.21% 22 21.79% 17 19.23% 15 78 

Private Practitioner (i.e. Psychiatrist, 
Psychologist, Social Worker, 
Occupational Therapist, etc) 49.46% 46 26.88% 25 17.20% 16 6.45% 6 93 

General Practitioner 46.81% 44 28.72% 27 21.28% 20 3.19% 3 94 

    

 

Figure 13: Perception of Being Taken Seriously when Experiencing Suicidal/Self-Harming Thoughts 
 
Information and Referral Preferences in the Community 
 
When asked what information and referral would provide the most assistance, consumers responded that 
the key areas for them included (in order of highest priority as very important) (see Figure 14): 

• Trauma counselling (65.8%, n=77) 

• Information about early warning signs (63.5%, n=75) 

• Access to a peer worker (63.2, n=74) 

• Development of a crisis plan (60.2%, n-71) 

• Community Support Groups (50.8%, n=59) 

• Psychotherapy (48.7%, n=57) 

• Education about my diagnosis (47.1%, n=51) 

Meditation was overwhelming rated as the least important. Cognitive Behaviour Therapy and Dialectical 

Behaviour Therapy were also rated as less important. 
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Figure 14: Information and Referral Services rated by Level of Importance 

When asked what other community support services they may want to access, the top three identified by 

over 40% of the 119 consumers who responded to this question included:  

• Mental Health Support Groups 71.5%, n=85) 

• Social Groups (54.6%, n=65) 

• Suicide Prevention follow up services (53.8%, n=64) 

• Connection with Work or Training Services (37.0%, n=44) 

• Family Support Services (35.3%, n=42) 

‘Other’ community services were identified by 31 consumer respondents, and included: 

• Informal places to meet peers, drop-in services 

• Perinatal support 

• Exercise and nutrition support groups 

• Sexual assault support and trauma counselling (see Figure 15) 

When asked if there were services that they had wanted to access in the past but were or have been 

unable to access, 57.1% (n=64) of 112 consumer respondents said ‘Yes’.  
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Figure 15: Preferred Access to Other Community Support Services 

When asked what services have most supported their recovery, consumer respondents identified mental 

health support groups and social groups as the top two most effective community services (outside of 

direct mental health providers) (see Table 11).  

Table 11: Services and their Contributions to Recovery 

What services have contributed most to support your recovery? 
Nominate up to 4 options 

Answer Choices Responses 

Mental health related support groups 67.00% 67 

Social groups 40.00% 40 

Connection with work or training services 29.00% 29 

Suicide prevention follow up services 20.00% 20 

Crisis lines 17.00% 17 

Drug/Alcohol support services 13.00% 13 

Family support services 12.00% 12 

Financial support services 8.00% 8 

Relationship/marriage counselling 8.00% 8 

Housing support services 7.00% 7 

Women’s shelter 6.00% 6 

Financial advice 4.00% 4 

Gambling support services 0.00% 0 

Men’s shelter 0.00% 0 

Youth shelter 0.00% 0 

 Answered 100 

 Skipped 50 
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From the above services, the biggest barriers to recovery identified by consumers have been being unable 

to access support when they need it, and affordability or availability of support, followed by being unaware 

of what services were available (see Table 12). 

Table 12: Biggest Barriers to Recovery  

From the above services, what has been the biggest barrier to your recovery?  

 
Significant 

barrier 
Somewhat 
of a barrier Not a barrier Total  

Weighted 
average 

(2.5) 

Unable to access support when I 
need it 57.14% 64 21.43% 24 21.43% 24 112 1.64 

I am not taken seriously 34.82% 39 28.57% 32 36.61% 41 112 2.02 

Affordability or availability of 
support services 55.36% 62 27.68% 31 16.96% 19 112 1.62 

Didn't know they were available 41.67% 45 28.70% 31 29.63% 32 108 1.88 

 

The biggest concerns (in order of priority) identified by more than half of the 116 consumer respondents to 

this question included the following rated as ‘very concerning’: 

• Lack of choice of support (43.1%, n=50) 

• Financial costs in accessing services (43.1%, n=50) 

• Long waiting lists (41.4%, n=48) 

• Discrimination because of their diagnosis 937.9%, n=44) 

• Not feeling respected 36.3%, n=42) 

• Lack of long-term support 34.5%, n=40) 

• Not being taken seriously 30.2%, n=35) 

• Services not available in their area (28.4%, n=33) 

• Unable to access support in their area (26.7%, n=31) (see Figure 16) 

 

Figure 16: Causes of Concern with regard to Support Access 
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2.6 Inclusive Support and Treatment 

Aboriginal and Torres Strait Islander Communities 

Respondents who identified being from an Indigenous background were asked whether there were any 

additional services that they would like to receive. The 5 responses received were: 

- Someone from our culture to explain what the diagnosis is and what treatment is required. 
- Regional mental health services with interpreters from each Aboriginal community and access to 

all. These will be accessed through the normal channels of community conversation, be the through 
a local co-op or safe house or through the elders, not the other way round where a service may be 
forced onto a community.  

- I think there should be more support with generational trauma.  
- There should be just as much help especially if they are in rural areas  
- ALL services should be culturally secure in my opinion ie if it's good for Aboriginal people then it 

would be good for all...that should be our main focus and goal 
 
Culturally and Linguistically Diverse Communities (CALD) 

Eleven consumer respondents spoke English and another language at home, including Greek, Hebrew, 

Italian, Mandarin, Noongar, Polish and Tamil.  

21 consumers were born outside of Australia. Countries included Canada, China, Germany, India, Italy, New 

Zealand, Malaysia, South Africa, the UK, and Zimbabwe.  

Respondents from CALD communities identified additional services they would like to receive, including: 

- Education for my parents about how my mental health is not my fault 

- Culturally sensitive and aware clinicians 

- Note takers to assist at appointments so that information is presented in the language of the client 

- Culturally safe services e.g. staff are trained to respond to the CALD community  

- Privacy and confidentiality to be followed specifically with own community (damage and shame 

experienced from own communities) 

- Multicultural peer workers and a space to practice alternative cultural therapies 

- Culturally sensitive liaisons or health workers 

- Information in other languages and workers that reflect the diversity of our community 
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3. Carer Feedback 

3.1 Demographic Details 

Carers from across each Australian state and territory jurisdictions completed the survey; though, none 

from Tasmania, Northern Territory or the ACT participated in the survey (see Table 13). 

Table 13: Carers – Location 

In which state/territory do you live?  

Answer Choices Responses 

Victoria 23.73% 14 

South Australia 28.81% 17 

New South Wales 16.95% 10 

Queensland 20.34% 12 

Tasmania 0.00% 0 

Western Australia 10.17% 6 

Northern Territory 0.00% 0 

Australian Capital Territory 0.00% 0 

 Answered 59 

 Skipped 2 

 

Carers were drawn from across a wide range of age groups, with more than 75% being 50 years or over (see 

Table 14). 

Table 14: Carers – Age Range 

What is your age range? 

Answer Choices Responses 

under 25 years 0.00% 0 

25 - 39 years 6.78% 4 

40 - 49 years 16.95% 10 

50-64 years 44.07% 26 

Over 65 years 32.20% 19 

 Answered 59 

 Skipped 2 

 

Most carer respondents (almost 90%) were female (see Table 15). This suggests that the views of 

consumers who identified as male or LBGTI were under-represented in the survey. 

Table 15: Consumers’ Gender Identity 

Are you   
Answer 
Choices Responses 

Male 10.34% 6 

Female 89.66% 52 

Other 0.00% 0 

 Answered 58 

 Skipped 3 
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From the 61 carers/family members who completed the survey, 67% were caring for long-term mental 

health consumers who have been receiving treatment for more than 11 years. Figure 17 below shows how 

long the people they care for have been receiving treatment for.   

 

Figure 17: Length of Treatment / Carer Role 

 

3.2 Core Services 

From the responses, it appears that the proposed core services to be included in scope for the Adult Mental 
Health Centres are on target with what carers are seeking and see as a current gap in service options 
available to them.  
 

Respondents identified that those they care for use a mix of both private and public mental health 
services currently (see Table 16). 
 
 

Table 16: Access to Public and Private Mental Health Care – Carers 

Select from the following options which one best describes the access to public and/or private 
mental health / hospital services for the person you support: 

Answer Choices Responses 

Only use public mental health services/hospitals 28.85% 15 

Only use private mental health services/hospitals 11.54% 6 

Use mostly public mental health services/hospitals and some private practitioners 23.08% 12 
Use mostly private mental health services/hospitals and some public mental 
health services/hospitals 26.92% 14 

Only go to my GP 9.62% 5 

Don't know 0.00% 0 

 Answered 52 

 Skipped 9 

3.3 Principles 

In this survey, the principles that underpin the proposed service model were explored, with participants 

asked to rate which principles are the most important in guiding services provided. Overall, most 

respondents (92% or more) agreed that the principles proposed were important to very important. The 

main standouts from those who rated principles as being not important, were 5% rating ‘having a highly 

visible and accessible no wrong door entry point’ as not important, and 8% rating ‘assist people to find, 

access and use digital forms of help’ as not important (see Table 17 and Figure 18).  
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Table 17: Carers’ views on the Principles informing the AMHC 

What do you think are the most important things that should guide the services provided by the Adult 
Mental Health Centres?  

 
Very 

Important Important 
Not 

Important 
Not 

Applicable Total 

Highly visible and accessible ‘no 
wrong door’ entry point 78.00% 39 20.00% 10 2.00% 1 0.00% 0 50 

Access to information and services 
designed to empower, support and 
improve psychological and physical 
health, social and emotional 
wellbeing 86.27% 44 13.73% 7 0.00% 0 0.00% 0 51 

Provide information and services to 
assist families and carers 
supporting people in need 82.35% 42 17.65% 9 0.00% 0 0.00% 0 51 

Provide an inclusive, welcoming, 
compassionate, culturally 
appropriate and safe environment 88.24% 45 11.76% 6 0.00% 0 0.00% 0 51 

Provide access to an immediate, 
short term on the spot advice, 
support and treatment 76.47% 39 23.53% 12 0.00% 0 0.00% 0 51 

Provide walk in access to a team of 
trained peer support workers, 
nurses, psychologists, social 
workers, occupational therapists, 
psychiatrists 78.43% 40 21.57% 11 0.00% 0 0.00% 0 51 

Assist people to find, access and 
use digital forms of help such as 
information, support and therapies 33.33% 17 52.94% 27 13.73% 7 0.00% 0 51 

Support people requiring longer 
term care to connect to existing 
community mental health services 
through integration where they are 
accessible, ie Primary Health 
Network commissioned services, 
GPs and state and territory 
provided services 76.47% 39 23.53% 12 0.00% 0 0.00% 0 51 

Provide an option for intervention 
and support that reduces the need 
to attend an Emergency 
Department 88.24% 45 11.76% 6 0.00% 0 0.00% 0 51 

Ensure confidentiality and privacy 
arrangements 74.51% 38 25.49% 13 0.00% 0 0.00% 0 51 

Explore opportunities for 
innovation 48.00% 24 50.00% 25 2.00% 1 0.00% 0 50 

Ensure transparency and 
accountability and maximise 
serviced quality 74.51% 38 23.53% 12 1.96% 1 0.00% 0 51 

Answered 51 

Skipped 10 
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Figure 18: Carers’ views on the Principles informing the AMHC 

3.4 Assumptions 

Preference for Accessing an Adult Mental Health Centre 
 
When asked whether they would prefer to access an AMHC if one was accessible to them, 98% (n=50) of 
carers said they would prefer this rather than an emergency department. 
 
Travel to an Adult Mental Health Centre 

When asked if they would be prepared to travel outside of their area, 52 carers responded, with 76.9% 

(n=40) saying they would and 23.1% (n=12) saying they wouldn’t be prepared to travel (see Table 18).  

Table 18: Carer Preferences – Travel to AMHC Outside of Area 

Would you travel to one of the Mental 
Health Centre if it was out of your area? 

Answer Choices Responses 

Yes 76.92% 40 

No 23.08% 12 

 Answered 52 

 Skipped 9 

 

When asked how far they would be prepared to travel, the carers’ responses ranged from:                               

(see Figure 19) 

- Up to 10kms (15.4%, n=8) 

- 10-25kms (38.4%, n=20) 

- 25-50kms (23.1%, n=12) 

- Further than 50kms (23.1%, n=12) 
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Figure 19: Carer Preference – Travel Distance to AMHC 
 
Entering an Adult Mental Health Centre – Signage 
 
When asked if they would feel comfortable walking into a Mental Health Centre if it was well signposted, 
94.2% (n=49) of carers said ‘yes’ while 5.8% (n=3) said ‘no’.  
 
3.5 Previous Access to Emergency Departments 

A third of carers (33,3%, n=17) responded that they had been to the emergency department with the 

person they support in the last 12 months. Other responses included: 

• 21.6% (n=11) had been more than 5 years ago 

• 19.6% (n=10) had been in the last 2-5 years 

• 13.5% (n=7) had never been  

• 11.8% had been 1-2 years ago (see Figure 20). 

 

Figure208: Previous Access to Emergency Departments 
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Response Time When Accessing Emergency Departments 

Those carers who accessed an emergency department with the person they cared for had varying 

experiences regarding the time it took to get support from a mental health professional in the emergency 

department (see Table 19 and Figure 21) 

Table 19: Time to get a Response from a Mental Health Professional in the Emergency Department 

What is the longest time it took to get support from 
a mental health professional in the Emergency 
Department? Please specify: 

Answer Choices Responses 

Immediately 7.69% 4 

1-4 hours 21.15% 11 

5-9 hours 34.62% 18 

More than 10 hours 5.77% 3 

The next day 7.69% 4 

More than the next day 3.85% 2 

Don't know 5.77% 3 

Not applicable 13.46% 7 

 Answered 52 

 Skipped 9 

 

 

Figure 21: Time to get support from a Mental Health Professional in the Emergency Department 

From those who attended an emergency department with the person they care for who was expressing 

suicidal thoughts, 70% reported that they received a referral to a mental health professional or service for 

follow up support (e.g. psychiatrist, psychologist, mental health team). From those who received a referral: 

• 42% were contacted within 1-7 days  

• 27% were contacted more than 14 days after the referral 

• 23% were contacted within 7-14 days 

• 8% were contacted the next day 
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Referral from Emergency Departments 

From those who accessed an emergency department and expressed suicidal or self-harming thoughts, only 

about half of carers (48.1%, n=25 of 52 who responded) reported that the person they care for received a 

referral to a mental health professional or service for follow-up support. Of these, most referrals (55.17%) 

were made to a mental health team (see Table 20). For the 4 carers who reported the person being 

referred to ‘Other’, these included their GP (n=1), and being admitted to an inpatient unit (n=1); the other 

two comments were about the futility of being referred to the mental health team. 

Table 20: Referral from Emergency Department to Mental Health Professionals 

If yes to the above, which mental health professionals were 
they referred to? 

Answer Choices Responses 

Psychiatrist 20.69% 6 

Psychologist 24.14% 7 

Social Worker 0.00% 0 

Nurse 0.00% 0 

Peer Worker 3.45% 1 

Mental Health Team 55.17% 16 

Not Applicable 13.79% 4 

Other (please specify) 13.79% 4 

Answered 29 / Skipped 32   

 

From those who received a referral from the emergency department to a community mental health or 

other service, carers reported that only a small proportion were contacted the next day, despite having 

presented in crisis to the emergency department: 

• 5.7% (n=2) were contacted the next day 

• 31.4% (n=11) were contacted within 2-7 days  

• 17.1% (n=6) were contacted within 8-14 days 

• 25.7% (n=9) were contacted more than 14 days after the referral 

Gaps in Access to Mental Health Services  

A majority of carers (84.6%, n=44 of 52 respondents) identified a current gap in accessing mental health 

services, with 86.2% (n=44 of 51 carer respondents) identifying that having an AMHC available to them 

would likely reduce or remove this gap and better cater to their needs. When asked what targeted 

treatment services in the short and medium term, mean to them, 44 carer respondents gave a range of 

responses, with most comments indicating that targeted treatment services (such as those proposed to be 

provided by the AMHCs), would mean a lot to them. Peace of mind in knowing that the person they care for 

has access to immediate support and treatment options when they are needed and to avoid hospital 

admission, were the most frequent comments. Reducing carer stress and anxiety, and helping carers feel 

supported, was also identified by carers. The word cloud below (Figure 22) shows the most frequently used 

words from carers in responding to this question: 

 

Figure 22: Word Cloud – Carers comments on targeted treatment services 
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3.6 Priorities for the Adult Mental Health Centres 

For those who might access the AMHCs in a crisis, somewhere to go when in crisis, somewhere to be safe, 

and someone to talk to were identified as the most important to carers (see Table 21 and Figure 23).  

Table 21: Carers’ Priorities for the AMHC for Consumers in Crisis 

What is most important in providing crisis services to the person you support?   

 
Very 

Important Important 
Not 

Important 
Not 

Applicable Total 

Somewhere to go when they are 
desperate (ie in a crisis) 90.20% 46 7.84% 4 1.96% 1 0.00% 0 51 

Somewhere to be safe 88.00% 44 12.00% 6 0.00% 0 0.00% 0 50 

Someone to talk to 76.47% 39 21.57% 11 1.96% 1 0.00% 0 51 

Help in getting access to support 
from a community mental health 
team 60.78% 31 31.37% 16 5.88% 3 1.96% 1 51 

Getting a referral to access a 
psychiatrist, or psychologist 70.59% 36 19.61% 10 9.80% 5 0.00% 0 51 

Getting a referral to services 
provided by an organisation in the 
community 50.98% 26 41.18% 21 7.84% 4 0.00% 0 51 

Getting more information about 
mental illness 39.22% 20 41.18% 21 19.61% 10 0.00% 0 51 

Getting information about support 
groups 45.10% 23 45.10% 23 7.84% 4 1.96% 1 51 

Assistance in accessing online 
support and therapies 35.29% 18 41.18% 21 23.53% 12 0.00% 0 51 

  

 

Figure 23: Carers’ Priorities for the AMHC for Consumers in Crisis 
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• Knowing there are wrap around services working in collaboration and as a carer I don't have to do 

all the leg work which would greatly reduce my stress load. 

• It is vital that in the case of someone with severe mental illness, families and carers are consulted in 

assessment. This requires appropriate assessment of the family situation, particularly if the person 

is refusing treatment. 

For those who might access the AMHCs in a crisis for the person they care for, ensuring that the person is 
taken seriously was identified as a critical component. Many carers reported that the person they care for is 
not taken seriously when in a crisis by a range of mental health professionals, most particularly from 
emergency departments (see Table 22 and Figure 24). 

 

Table 22: Carer Perception of the Person they Care for Being Taken Seriously when having Suicidal or 

Self-Harming Thoughts 

If/when the person you care for has had suicidal or self-harming thoughts and 
requested support, are they generally taken seriously by: 

 All the time 
Most of the 

time Sometimes No Total 

Emergency department clinicians 12.82% 5 28.21% 11 43.59% 17 15.38% 6 39 

Community Mental Health Team 27.03% 10 18.92% 7 37.84% 14 16.22% 6 37 

Private Practitioner (i.e. 
Psychiatrist, Psychologist, Social 
Worker, Occupational Therapist, 
etc) 46.15% 18 25.64% 10 25.64% 10 2.56% 1 39 

General Practitioner 30.00% 12 35.00% 14 32.50% 13 2.50% 1 40 

    

 

Figure 24: Carer Perceptions of the Person they Care for Being Taken Seriously when Experiencing 
Suicidal/Self-Harming Thoughts 

 
Information and Referral Preferences in the Community 
 
When asked what information and referral would provide the most assistance, carers responded that the 
key areas for them included (in order of highest priority as very important) (see Figure 25): 
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• Development of a Crisis Plan (70.6, n=36) 

• Access to a Carer Peer Worker (62.5, n=30) 

• Identification of Early Warning Signs ((58.2, n=30) 

• Education and Information about the Diagnosis (46.0%, n=23) 

• Trauma Counselling for Self (42.8%, n=21) 
 

Meditation and other supports and assessments for themselves was rated as the least important.  

 

Figure 25: Information and Referral Services rated by Level of Importance 

When asked what other community support services they may want to access, the top five identified as 

very important/important by over 60% of the 51 carers who responded to this question included:  

• Mental Health Support Groups (88.2%, n=45) 

• Family Support Services (75.5%, n=37) 

• Suicide Prevention follow up services (77.5%, n=38) 

• Crisis Lines (78.0%, n=39) 

• Social Groups (66.0%, n=33) 

When asked if there were services that they had wanted to access in the past but were or have been 

unable to access, 34.0%% (n=17) of 50 carer respondents said ‘Yes’ and 46.0% (n=23) said ‘No’..  

When asked what services have most supported them, most carers identified mental health support groups 

and social groups as the top two most effective community support services (see Table 23). 
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Table 23: Services and their Contributions to Recovery 

Which of the following services has contributed most to support YOU in 
the past? identify up to 4 

Answer Choices Responses 

Suicide prevention follow up services 21.28% 10 

Mental health related support groups 78.72% 37 

Family support services 31.91% 15 

Financial support services 6.38% 3 

Social groups 53.19% 25 

Housing support services 10.64% 5 

Gambling support services 0.00% 0 

Drug/Alcohol support services 4.26% 2 

Connection with work or training services 12.77% 6 

Crisis lines 36.17% 17 

Relationship/marriage counselling 6.38% 3 

Financial advice 4.26% 2 

Women’s shelter 4.26% 2 

Men’s shelter 0.00% 0 

Youth shelter 0.00% 0 

 Answered 47 

 Skipped 14 

 

From the above services, the biggest barriers to recovery identified by 50 carers have been being unable to 

access support when they need it, and affordability or availability of support, followed by being unaware of 

what services were available (see Table 24). 

Table 24: Barriers to Accessing Support Services for Carers 

From the above services YOU have accessed, what has been the biggest barrier for you? 

  
Significant 

barrier 
Somewhat a 

barrier Not a barrier Total 

Weighted 
Average 

(2.5) 

Unable to access support 
when I need it 52.08% 25 39.58% 19 8.33% 4 48 1.56 

I am not taken seriously 23.40% 11 46.81% 22 29.79% 14 47 2.06 

Affordability or availability of 
support services 52.17% 24 30.43% 14 17.39% 8 46 1.65 

Didn't know they were 
available 42.86% 18 38.10% 16 19.05% 8 42 1.76 

 

The biggest concerns (in order of priority) identified by approximately two-thirds of the 50 carer 

respondents to this question included the following rated as ‘very concerning’: 

• Lack of long-term support (68.0%, n=34) 

• Lack of choice of support (63.3%, n=31) 

• Long waiting lists/time (63.3%, n=31) (see Figure 26). 
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Figure 26: Causes of Concern with regard to Support Access 

 

3.7 Inclusive Support and Treatment 

Aboriginal and Torres Strait Islander Communities 

Respondents who identified being from an Indigenous background were asked whether there were any 

additional services that they would like to receive. No further comments were provided by the two carers 

who identified as Indigenous. 

 
Culturally and Linguistically Diverse Communities (CALD) 

Almost all carer respondents (98.3%, n=58 of 59 responses) spoke only English. 

Ten carers were born outside of Australia. Countries included Canada, Finland, Hungary, Israel, New 

Zealand, the UK, and the USA.  

Five carer respondents from CALD communities identified additional services they would like to receive, 

including: 

• Culturally appropriate services 

• Employing workers from diverse backgrounds 

• More support in the community by workers whose culture aligns with the person’s culture and 

language  

• Education for my parents about how my mental health is not my fault 

• More flexibility in thinking by service providers – inclusion of families 
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4. Comparison of Consumer and Carer Responses  

Following a scan of the consumer and carer data, we undertook further statistical analysis for those 

questions where there appeared to be potential variations warranting further analysis (see Table 25). 

Table 25: Differences between Consumer and Carer Responses 

Consumer 
Survey 

Question 
Number 

Carer 
Survey 

Question 
Number 

Comparison Question Areas p<.05? If significant, nature of 
difference? 

Statistics 

10 36 The most important things that guide 
services provided by AMHCs 
(confidentiality option) 

YES Confidentiality more important 
for consumers 

X2 (1, N = 183) = 7.38, p = .007 

11 37 Would they travel to an AMHC if out of 
area? 

(Were carers more comfortable with 
longer distance?) 

No  X2 (1, N = 182) = 1.29, p = .256 

13 39 Comfort with walk-in if AMHCs were 
well signposted (Do consumers may feel 
more stigma?) 

YES Consumers less comfortable 
walking in 

X2 (1, N = 182) = 5.17, p = .023 

14 40 Current access gaps (Are there any 
differences?) 

YES Carer more likely to perceive 
current access gap 

X2 (1, N = 181) = 5.05, p = .025 

15 41 Would availability reduce of remove 
gaps? (Are there any differences?) 

No Trend apparent (Note: qualitative 
data suggests consumers are 
more sceptical) 

X2 (1, N = 165) = 2.81, p = .094 

21 47 Longest time in ED to get support (Was 
in any better with carer present?) 

No  X2 (1, N = 126) = 4.05, p = .542 

22 48 ED referral to health professional or 
community following suicidal or self-
harm thoughts (Was it any better with 
carer present?) 

YES More likely to be referred with a 
carer present 

X2 (1, N = 117) = 4.06, p = .044 

23a 49a Referral from ED to psychiatrist 
following suicidal or self-harm thoughts 
(Was it any better if carer present?) 

No Trend apparent X2 (1, N = 52) = 3.05, p = .081 

23f 49f Referral from ED to Mental Health Team 
following suicidal or self-harm thoughts 
(Was it any better if carer present?) 

No  X2 (1, N = 52) = 1.65, p = .198 

24 50 Time taken for community response 
once referred (Was it longer when carer 
present?) 

No  X2 (1, N = 72) = 2.92, p = .405 

25 51 Being Taken Seriously when suicidal or 
self-harming thoughts and requesting 
support (Were there differences for GP 
and ED responses?) 

No  X2 (1, N = 134) = 3.74, p = .291 

26a 52a Information of assistance in meeting 
needs (Is the need to Identify early 
warning signs different for consumers 
and carers?) 

No  X2 (1, N = 166) = 0.63, p = .731 

26b 52b Information of assistance in meeting 
needs (Is the need to develop a crisis 
plan different for consumers and 
carers?) 

No  X2 (1, N = 165) = 1.16, p = .561 

26c 52c Information of assistance in meeting 
needs (Is the need for education and 
information about their diagnosis 
different for consumers and carers? 

No  X2 (1, N = 164) = 0.71, p = .700 
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26d 52d Information of assistance in meeting 
needs (Is access Meditation different for 
consumers and carers?) 

No  X2 (1, N = 160) = 2.00, p = .368 

26h 52e Information of assistance in meeting 
needs (Is access to Trauma counselling 
different for consumers and carers?) 

YES Consumers rated importance of 
trauma counselling higher than 
carers 

X2 (1, N = 158) = 8.57, p = .014 

26i 52f Information of assistance in meeting 
needs (Is information about Issues 
relating to Drug/Alcohol use difference 
for consumers and carers?) 

YES Consumers rated importance of 
issues relating to Drug/Alcohol 
use higher than carers 

X2 (1, N = 113) = 16.91, p = .000 

26j 52g Information of assistance in meeting 
needs (Is information and access to 
Physical check different for consumers 
and carers?) 

YES Consumers rated importance of 
physical check higher than carers 

X2 (1, N = 152) = 7.11, p = .029 

26k 52h Information of assistance in meeting (Is 
information about access to Peer 
Workers different for consumers and 
carers?) 

No  X2 (1, N = 152) = 0.20, p = .906 

26l 52i Information of assistance in meeting 
needs (Is information about access to 
Mental health support groups (e.g. 
depression, anger management, PTSD, 
etc) different for consumers and 
carers?) 

No  X2 (1, N = 161) = 1.59, p = .452 

26m 52j Information of assistance in meeting 
needs Important in assisting - 
community support groups (e.g. art 
therapy, friendship groups, etc) 

No  X2 (1, N = 161) = 0.23, p = .894 

30a 56a Biggest Barrier – Unable to access 
support when I need it 

YES Carers more likely to report this 
as a barrier 

X2 (1, N = 160) = 7.57, p = .023 

30b 56b Biggest Barriers to accessing services - I 
am not taken seriously 

No Trend towards consumers more 
likely to report this as a barrier 

X2 (1, N = 159) = 5.06, p = .080 

30c 56c Biggest Barrier to accessing services - 
Affordability or availability of support 
services 

No  X2 (1, N = 158) = 0.15, p = .927 

30d 56d Biggest Barrier to accessing services - 
Didn't know they were available 

No  X2 (1, N = 150) = 2.13, p = .345 

33a 59a Causes of concern - Services not 
available in my area 

No  X2 (1, N = 138) = 0.80, p = .671 

33b 59b Causes of concern - Unable to access 
support from those that are in my area 

No  X2 (1, N = 138) = 4.21, p = .122 

33c 59c Causes of concern - Lack of long-term 
support 

YES Carers more likely to report this 
as a barrier 

X2 (1, N = 145) = 13.51, p = .001 

33d 59d Causes of concern - Lack of choice of 
support 

No Trend towards consumers more 
likely to report this as a concern 

X2 (1, N = 143) = 5.37, p = .068 

33e 59e Causes of concern - Long waiting 
lists/time 

No Trend towards consumers more 
likely to report this as a concern 

X2 (1, N = 142) = 4.63, p = .099 

33f 59f Causes of concern - Financial cost in 
accessing services 

No  X2 (1, N = 143) = 0.42, p = .811 

33g 59g Causes of concern - Discrimination 
because of diagnosis 

No  X2 (1, N = 139) = 3.53, p = .171 

33h 59h Causes of concern - Not being taken 
seriously 

No  X2 (1, N = 144) = 0.23, p = .889 

33i 59i Causes of concern - Not feeling 
respected 

No  X2 (1, N = 151) = 1.57, p = .456 
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5. Qualitative Thematic Analysis 

As part of the survey, consumers and carers were invited to make further comments to expand on and 

explain their responses to various survey questions. Whilst it is difficult to capture all of the ideas and 

comments within this report, the following section provides a summary of the issues and ideas that seemed 

to resonate across the qualitative data. Thematic Content Analysis was used to group the ideas, given the 

short timeframe in which to produce the report. Results are displayed in tables for ease of access to the 

ideas: each theme is described briefly, and direct quotes are used to demonstrate the themes. Themes are 

not ordered by importance or emphasis; each theme is seen as important. 

5.1 What is Needed in the AMHCs? 

When asked to comment further on what they think are the most important things that should guide the 

services provided by the AMHCs, 36 consumers and 14 carers provided detailed comments. These included 

the need for a more validating and less stigmatising environment, focus on a non-clinical approach that 

includes more use of peer workers, a more holistic approach, more family inclusion and improved follow-up 

and communication across systems and stakeholders (see Table 26). 

Table 26: What is Needed in the AMHCs? 

Feedback from Consumers 
 

Theme: A Validating Environment, Trauma-Informed 
Validate peoples experience and uphold human rights. 
 
Care that is trauma informed and puts the person in the centre and decisions, information, care is 
provided with their full involvement. 
 
Don't discharge people to nothing. Make MH Units more holistic and trauma informed. 

Theme: Improved Follow-up Post-crisis 
Referrals to NGO's providing practical support, housing, financial assistance, domestic violence workers, 
parenting courses, these centre should have trained staff to support any children who accompany and 
adult, drug and alcohol workers and connections to NGO's that provide social support and connection to 
community via peer workers. 

Theme: Respect, Safety and Reduced Stigma when Help-seeking 
Highly visible signage escalates fear of stigma. It needs to have discrete entry. I have been to one only 
public MHS and I HATED walking in and sitting in a waiting room. I was afraid of being recognised as the 
local public facility inside a hospital site tends not to be used by 'someone like me.' Stigma we feel 
ourselves is a REAL barrier to walking in somewhere. GP is perfectly private. 

Theme: Less Coercive Care 
No judgement, discrimination. no seclusion or restraint (chemical or physical). 
 

Theme: Easier Access, Less Bureaucracy 
Signage at the front door must be clear and appropriate. The reality is that consumers feel the stigma so 
entering a property with a nig Mental Health sign would feel horrible and increase the feeling/thought 
patterns of 'Im crazy'. Likewise, signage must not be so small/hidden that people would have to ask 
around local business where to find the office. 
 
I would be concerned that the efforts at accountability lead to so many ticking of boxes, that workers 
have difficulty making their time count/giving clients what is needed. 

Theme: Peers and Non-clinical /More Holistic Care 
Ensure every person accessing services are treated with respect and dignity and that lived experience is 
treated as professional experience. 
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Walk in access to Peer Workers, clinical psychologists, and social workers is important. If the centres are 
going to be innovative, I’d prefer for there not to be psychiatrists and nurses. We don’t need more 
traditional, medical-model services which pathologise mental distress. Consultant Psychiatrists are 
expensive and can offer little in a crisis other than diagnosis and medication. Let’s shift the paradigm and 
use the money available more wisely! 
 
Listen to the person and their carers deeply and supportively without a diagnostic framework. Consider 
wider psycho-social factors and pressures on the person including trauma, family relationships, housing, 
poverty and discrimination in considering why the person needs help. 

Feedback from Carers 
 

Theme: A Non-Clinical Approach 
THE MEDICAL MODEL IS NOT THE BE ALL AND END ALL.  Medication may be necessary for a short time or 
longer, depending on the client.  An holistic and activity approach that involves diet, vitamins, other 
medication (if necessary) exercise, relaxation, forms of therapy that is suited to the client’s interests is 
VITALLY IMPORTANT….For the person who is facing mental health challenges, rediscovering their 
meaning in life, getting well, and being an active participant in family and  community needs to be the 
main focus of any mental health service provider; government or non-government. 

Theme: Consumer and Carer Peers 
Lived Experience Workers should be staff members as well as Board members to ensure good governance 
of these Adult Mental Health Centres.  
Use both carer and consumer peers  

Theme: Family Inclusion 
Family members, close friends  representatives of other appropriate services  which can be beneficial to 
the consumer for long term and immediate psycho social support as needed on the consumer's approval 
from the very first treatment meeting with mental health professionals to take place if possible within 24 
hours and which is organised by the call centre….Whenever the consumer has other individuals in his life, 
family friends etc who are willing and able to help him they need to be included in the treatment 
meetings as appropriate and possible to ensure the continuity of the support, everybody working towards 
the same goals and strengthening the trust. 

Theme: Improved Communication across care systems 
Ongoing care review / care after discharge or initial acute treatment. 
Effective communication with all the clinicians involved in the person's health care - including a person's 
specialist/s in discharge summaries and vice versa, so that all the team have up to date information, 
especially medication for other medical conditions. 
 
Provide a pathway to hospital admission if urgently required. Mentally ill patients may find hospital 
emergency rooms distressing or frightening and may not present. Note that very ill psychiatric patients 
are not appropriately triaged at public hospitals especially if they are relatively quiet - if they are noisy, 
they may see a security guard well before a doctor or nurse. 

Theme: Holistic Care 
Include physical health issues in assessment process. 
 
Ensure that all have safe affordable accommodation, and if needed, supported accommodation. 
 
Alternatives to ED, no locked wards for voluntary patients, separate facility for MH patients, good culture, 
peer workers, have cafe in facility, more support for carer/support persons/family member, 
approachable, long term rehabilitation and recovery facilities. 
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5.2 Current Gaps in Accessing Services? 

When asked what they perceive as the current gaps in accessing services, 78 consumers emphasised that 

the biggest gap was the absence of alternatives to the crisis-driven model currently perpetuated by 

services. Several also mentioned fear of using crisis mental health services due to past traumatic 

experiences with services; hence, many emphasised the need for more trauma-informed services and 

ongoing problems with staff skills and understanding, and stigma from the services where they do try to 

seek support. They also emphasised access to care gaps such as long wait-times, limited hours of 

operation/after-hours access, limited therapy options, service siloes, inadequate access to peers, and 

limited access for those in rural areas. 

When asked what they perceive as the current gaps in accessing services for the person they support, 32 

carers emphasised the lack of more appropriate alternatives to emergency departments to avoid crisis-

driven care, such as walk-in services, including services with more peers available and other staff to provide 

more personalised care and support. They also described problems with continuity of care and limited 

community support options for follow-up, problems with emergency department staff mental health skills 

and attitudes towards some people with mental health presentations, problems with access to care due to 

long wait-times, hours or operation, shortages of psychiatrists for ongoing care provision in the community, 

and lack of rural services, and lack of carer inclusion by staff and services (see Table 27). 

Table 27: Current Gaps in Accessing Services? 

Feedback from Consumers 

Theme: Lack of Options to Crisis-Driven Care (Walk-in and earlier intervention options needed) 
If I am too unwell to be at home but not unwell enough to be in hospital, there is nowhere for me to go to get 
intensive treatment. And I don't want to make my friends my full-time carers 24/7 if I am unwell and force 
them to be my jailers.   
I am forced to use private practitioners and pay gap fees as public mental health services are overloaded. 
Most public mental health services are so overloaded with people in crisis - there is no room for sub-acute 
care. 
 
There appears to be a lack of access to low intensity services with people facing mostly low intensity mental 
health issues. 

Theme: Trauma-Informed Care (Stigma, Access to Peers, skills and appropriate support gaps) 
I only access currently through my GP as I am too frightened to access government or other private services 
due to very poor past experiences. 
 
Walk in short stay with peer support to help me work thru things before the choice of medication and longer 
inpatient stays. 
 
Public outpatients is chaotic and poorly staffed with expert assistance. So many unprofessional mental health 
staff there is harmful for people with disabilities. 
 
I pay an inordinate amount of money for Private Health Insurance because I have found Public mental health 
services difficult to access, long waiting lists, psychiatrists who are either burned out or younger Drs who have 
very little experience with mental health. Stigma is, in my experience, a pervading attitude even among 
trained workers. Opinions about and preferences for programs offered etc are not seen as personal decisions 
but as evidence of demonstrating a "difficult" symptom of mental illness. I may have a mental illness but that 
doesn't mean I want to repeat mindless art classes because that is what the organisation is offering. 
 
The dominant psychiatric method is to drug me up rather than listening to me and addressing my issues. This 
has not changed over the 20 years I have been under the auspices of the psychiatric profession. It is bullshit. 
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No privacy - all services will record personal details - recorded at a Federal Government level, likelihood of 
being subjected to inappropriate questioning, judgemental attitudes and even more of the same stigma. 
 
Too medication oriented. Psychiatrists wield too much power; power over rather than power with. 
 
I don’t want to go the Emergency Department because I don’t want to be subjected to psychiatry….I’m 
petrified of needing to use public mental health services again. They’re awful; they make things worse for me. 
I’d go to a centre with an alternative model unless it was linked to the public mental health service in any way. 
Fine, provide me with information, but don’t take my choices and power away. I don’t need to be “referred” 
anywhere or reported on when I’m struggling - just cared for, understood, and empowered. 

Theme: Timely and more Appropriate Therapy / Support Options 
The several weeks or months long gap in availability for psychology support when I was, and others I know 
have been, in acute suicidal distress, and have not yet made a suicide attempt therefore not qualifying for 
hospital admission in most cases. 
 
Public mental health services seem to only have psychiatrists which leaves a big gap of public access to things 
like CBT and education so you can become better able to recognise how you feel and triggers and then help 
yourself more longer term. 

Theme: Access Issues (Wait times, After-Hours options) 
The wait time for good private mental health services in my area is very long. The ability to see a private 
psychiatrist is a long wait, months, and often a follow up is just as long. Often constant following up to ensure 
I get that appointment to discuss the new medication etc. 
 
There is also difficulty in accessing treatment while in employment, as there are very few options for those 
who work full time but need ongoing treatment in order to maintain employment. 

Theme: Rural Access 
We have a very poor mental health team at our local rural hospital, GPs in the area are under-skilled or 
unwilling to take on mental health patients due to complexity, medicolegal risk, lack of tertiary support and 
not viable financially in private practice. 
 
In XX, we have one mental health centre where you can access a psychiatrist and that's the XX centre. The 
centre makes it difficult to access them as you can only access them with a GP referral and then you have to 
be on a waiting list. The psychologist there are also not empathetic and have a carefree attitude, treating 
everyone as a number.  There is no real mental health support.    

Theme: Lack of Follow-up Options in Community, and Siloed Care 
When I was in need of accessing services there is gaps in terms of mental health services and other services 
e.g drug and alcohol support didn’t really communicate well or work together. 
 
If the goal is to reduce the amount of hospital readmissions and recidivism amongst those with chronic mental 
health conditions, accessibility of post-acute community treatment should be paramount.  Maintaining 
wellness is easier when a consumer feels productive and connected to society. 
 
There needs to be more free services after I am released from hospital. I would like to continue to attend long 
term therapy groups I have started to form bonds with whilst in hospital or the private clinic. I want to be 
treated as a person of value and given respect and choice. I want to learn new perspectives and practise new 
skills in a safe and supportive group session. 

Feedback from Carers 
 

Theme: Lack of Continuity of Care 
Lack of continuity of care and no follow up in place if they stop prescribed therapy or treatments; 
long complicated processes to obtain assistance; hospital is the only option and often resulting in frustration. 
Unless situation is very severe staff often do not know how to deal with person. 
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Theme: Mental Health Skills of Emergency Department Staff – Knowledge and Attitudes 
When our Son has psychotic break-thru and needs to be transported by Ambulance to our local A&E, often the 
locum Drs and Nurses don't fully understand his illness, and he often comes back home under medicated. This 
leads to the need for a locum Mental Health Liaison or Dr to have the correct assessments and first response 
medications given correctly. 
 
Staff are often not experienced or appropriately qualified, have had general nurses working there with not 
much clue about Mental Health. 
 
At triage level, it depends on the mood of the clinician on what response is received. It also seems like 
everyone has a different opinion on what crisis is. Apparently being pregnant, experiencing postnatal 
depression (from previous pregnancy), going through a relationship breakdown, having self-harm and 
suicided thoughts, and exposure to completed suicide of a family member, and suicide attempts from a family 
member is not enough for a CATT team to intervene! Being turned away from mental health services, when 
you are feeling helpless and unable to help a loved one from harming themselves, and worried about their 3-
year-old child, is quite a traumatic experience. I'd rather drive hours to another service, rather than call them 
again.   

Theme: Limited Options to Access Support Beyond the ED – Need for Walk-in, Peers 
There is NO community mental health support...We have repeatedly been told to wait till it gets worse in 
order to access help. Imagine telling a cancer patient or diabetes patient to wait for care till they deteriorate. 
This is medical malpractice in EVERY area other than mental health, where it is currently the norm.  
 
There needs to be more suitable or alternatives to the current emergency facilities (ED and AMHU), 
Community mental health requires more resources to work more effectively in the community with more staff, 
programmes and a place for peer workers etc.  More recovery practices and facilities for short term and long 
term, more peer workers….The ED is very busy and is a very stressful place where the staff are stressed and 
under pressure and is not conducive to helping people with severe anxiety, psychosis etc and is stigmatising 
and discriminatory as they are processed by being locked in….it has been traumatising, an adverse culture,  
some really good staff but the system/culture destroys them. 
 
Currently no walk-in service other than EDs which are not appropriate unless it’s an emergency situation. 
Need somewhere to go for assessment and advice, support, information, navigation of pathways, ongoing 
help advice, etc 
 
Need walk in compassionate, welcoming, services so people’s first contact is positive. Peer works as reception 
staff.    

Theme: System Access Issues (Wait-times, Opening Hours, Bureaucracy, Staff Shortages) 
 
Waitlists in public health are ridiculously long and use a very medicalized approach. Currently there is minimal 
access to qualified peer workers and support groups for carers.  
 
Apart from the acute mental health teams in the large public hospitals, most other services are only accessible 
in the "Mon-Fri 9-5" time slot. With my loved one, most episodes of acute relapse have occurred in "after 
hours". 
 
Yes, lengthy paperwork / referrals, long wait periods. 
 
It certainly seems that since the Medicare rules were changed a few years ago, that it is almost impossible to 
find a psychiatrist who will bulk-bill.  There is a desperate need in the community for bulk-billing psychiatrists. 
 
There is supposed to be a mental health nurse in the ED all the time but every time I have had to go they are 
not rostered on. 
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Theme: More Holistic Care Needed 
Physical Health is broken into different types of wards and facilities.  Mental Health is all lumped together and 
they often have physical health issues mainly due to their mental illness/ issues/conditions, their medications 
(a very big factor) and resulting life styles - there is a need for whole of person treatments and therapies also 
looking and improving social environment factors in the community. 
 
Not enough psychosocial and other community support options. Not enough support that are focused on the 
whole person needs. Most services are too diagnostically focused, too clinical, and not enough supporting 
people in their lives in the community eg. to have meaningful participation, occupation, and social connection 
with others. 
 
There seems to be a band-aid approach to mental health in XX and very minimal access to wholistic early 
intervention and engagement. You need to be in crisis before a service has availability. 

Theme: More Support for Families / Carers 
My son has chronic schizophrenia. His wife has panic attacks and Schizoaffective disorder, plus other physical 
health issues. Her Mum is in a nursing home and recently had several falls. XX visits and has power of 
attorney and this is really stressing her. Her father is aging and has been told to give up his licence. He had 4 
accidents this year causing his daughter to worry. It's too much stress being placed on XX’s shoulders and she 
has doubled her meds and is experiencing massive panic attacks….There needs to be someone helping XX to 
continue helping her parents with support and guidance because the needs of 4 people depend on getting 
help. 
 
The carers/family members/support persons should be welcomed included and their needs also need to be 
considered and taken into account. 
 
Most of the services don't support carers or know how to include carers in any planning.  

Theme: Access Gaps for Certain Populations (Rural, Youth) 
Living in rural area where limited funding is available means long distances are required to travel for 
accessible services. The waiting time for these services in rural areas is extensive and causes much anguish in 
normal environments but is extensive at this time with COVID19. 
 
There was a gap as she was an adolescent and fell through the gap 

 

5.3 Would an AMHC Reduce Service and Support Gaps? 

When asked whether availability of an AMHC would help to reduce or remove the gaps they identified and 

better cater for their needs, 56 consumers perceived that they would; however, almost half of consumer 

respondents expressed that success would be provisional of other concerns being addressed, or aspects of 

the AMHCs being achieved. That is, they were hopeful that the AMHCs would lead to change but were 

somewhat sceptical. 

When asked whether availability of an AMHC for the person they support would help to reduce or remove 

the gaps they identified and better cater for their needs, 27 carers perceived that they would. Although 

some carers also remained sceptical, they were much more likely to hold positive views than consumers. 

Reasons given for AMHCs helping to address gaps included the perception that they would provide more 

holistic care, avert crisis-driven approaches and provide earlier intervention, create a better care culture, 

improve communication and consistency, and improve access to support in a more timely way (see Table 

28).  
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Table 28: Would AMHCs Reduce Gaps? 

Feedback from Consumers 
 

Theme: System siloes, fragmentation and communication 
I’m not sure. They could probably advocate well but it just creates another new service that needs to link in 
and communicate with other existing services that the person may already be tied into. 
 
Communication between mental health centres and GPs will be paramount, if the communication is as poor 
as hospital to GP than this could be very bad for patients. 

Theme: Trauma-informed, Holistic, Non-clinical Support 
There is no question that a well-designed and considered place for people to go to when they are struggling is 
sorely lacking...everything is currently so clinical and pathologising, it can make MH challenges worse. 
 
As long as psychiatrists are considered the gods of the mental health sector very little progress will be made. 
 
When I was acutely suicidal, it would have helped to have someone I could quickly talk to, ideally someone I 
already knew or connected to a service I knew, to help me when distressed, and also to have the option to do 
something helpful, distracting or soothing with other people around. I really like the idea of safe houses for 
suicidal people. 
 
Would allow for me to speak to someone who can direct and link me in with services, when it is hard for me i 
struggle to do my own research online, call around and try to book appointments having that support when I 
am struggling would be very useful. 

Theme: A New Approach versus Improving the Same Approach 
I hope it would, but my experience with mental health services in XX is that there is no access to new mental 
health treatments, very little specialised treatment available, and what is available is hard to access. A one 
size fits all model with limited options and only available during business hours only helps those retired or not 
working/studying. 
 
The gap is so wide it would be nice to have a service at all and assuming this service is not provided by the 
existing service provider, there's a chance myself and many others will actually get a service.  
 
I think that the Government needs to focus more on ongoing support options for those with chronic mental 
health conditions. 
 
If the Centre was caring, inclusive, respectful and a place of learning, hope and growth. It would need to run 
well. It would need a passionate, well organised, fair and skilled leader in charge as the person in charge sets 
the cultural tone of any workplace.  Unfortunately, I know of mental health not for profits that are run by 
people who have control issues and such leadership is damaging the staff and clients. 
 
As long as it was a true alternative to ED and not simply an 'alternative ED'. 
 
Possibly. It would depend on the model and remit. I’d avoid it like the plague if it was linked to the public 
system, staffed by diagnosticians, run by some of the existing NGOs - particularly ones linked to churches and 
those which treat us as though we’re children and offer nonsense “group programs” where we make pizzas 
and paint on paper plates. 

Theme: Access (Rural, timely   ) 
I would rather go to one of these locally than an emergency room. However, this one would not be accessible 
to me due to distance. 
It would definitely provide another service where other services are not immediately or readily accessible. 
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Being more than 300km from the city it probably wouldn't be of much help to me personally, but one would 
hope that it would be accessible via phone, email video link etc for country people. 

Theme: Reduced Stigma, Better Support 
Research has proven that Safe Haven Cafes / Living EDge Room in QLD and Victoria have been successful in 
lowering the number of people accessing ED for mental health issues. It is the pathway that people can take 
to get help and support in a less stigmatised way. 

Feedback from Carers 
 

Theme: More Holistic Care 
What I would ideally like to see if I had a magic wand, is services that provide wraparound care and remove 
barriers to service delivery like homelessness and drug and alcohol use. 

Theme: Avert Crisis-Driven Approaches – Provider Earlier Intervention 
At least, if there weren't any barriers in accessing a clinician or support person, a loved one can deal with their 
crisis before it gets out of hand. Having someone listen and find out the person’s needs, it may be quicker for 
appropriate referrals, to helpful services. Thus, not be turned away because someone decides you're not in 
enough crisis for support.  

Theme: Create a Better Care Culture 
If it provided the appropriate services and supports and had a good culture. 

Theme: Improve Communication and Consistency 
It would be helpful to be provided with direction, and an empathetic ear, with clinicians who have knowledge 
on all areas of mental health services. 
 
If up to date medical history was accessible to maximise assistance.   
 
At times, I know at the hospital where we are sent, going through the process of explaining the current 
situation that has bought us there is so hard and I don’t blame the staff but until a doctor finally gets to see 
them I am repeating the same thing to nurses etc. So, having a mental health centre that has a clear 
understanding of what’s needed would be very helpful. 
 
Maybe if more services worked together, government and non-government, instead of maintaining their own 
"silos", and tried their best to meet the needs and interests of the client, it could be done. 

Theme: Improve Access (Timeliness) 
Yes, reduce wait times, therefore increase interventions in a timely manner, provide critical supports in crisis, 
help to navigate systems, avoid assessment and wait times at emergency dept. 
 
If it was available 7 days per week 24/7.  

Theme: Remaining Uncertainties 
This does depend though on whether it is another service like headspace which is ineffective and doesn’t meet 
the immediate needs of young people to the degree that is needed, certainly this is my experience anyway.  
 
Maybe, as long as it’s not more medical model, serious, forms with boxes to tick. 
 
As long as it wasn't solely focused on the crisis end of support. 
 
Yes, but not sure how it will help regional/rural/remote people. let alone Aboriginal regional/remote 
communities. 
 
Perhaps, it depends how lived experience friendly they were or whether they were just another service focused 
on clinical and ED stats reduction. 
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5.4 Would They Prefer to Access an AMHC? 

When asked if an AMHC was accessible to them, whether they would prefer to access this rather than an 

emergency department, 58 consumers overwhelming responded that they would. In particular, consumers 

perceived that they would be less traumatic and less stigmatising spaces in which to seek and receive 

support with distressed. 

When asked if an AMHC was accessible to them, whether they would prefer to access this rather than an 

emergency department, 26 carers overwhelming responded that they would. This was predominantly 

because they perceived that it would provide a better environment for managing trauma, reducing stigma, 

providing holistic care, being calmer, using less coercive practices, reducing wait times, and reducing crisis-

driven approaches (see Table 29). 

Table 29: Would They Prefer to Access an AMHC? 

Feedback from Consumers 
 

Theme: Less Traumatising, Safer and Calmer Environments 
Never want to go to an Emergency Department because they stick you in a psych ward, and you get severely 
traumatized!  It's horrible!  Takes years to recover! 
 
Retold ED experiences are always nightmares, or they are quick short-term fix to get you thru the system and 
gone because of the huge need for these services out there. 
 
Having a specific centre that was focused on mental health, accessible and safe, even if acutely unwell and I 
knew it would be a safe place to go. I would feel much better going there.    
 
Emergency departments are not built to treat or support someone who is mentally struggling. They are too 
busy, take too long and are too loud, bright, overwhelming.  
 
ED departments are busy, noisy places where trauma victims for road, heart attack knifings, fights, drug and 
alcohol. I have been subjected to listening to a person lose the battle to live and distraught relatives and was 
quite traumatised by the experience. I have also witnessed the violence of people who are affected by drugs 
and alcohol. 

Theme: Less Stigmatising  
In EDs, some nurses and doctors are horrible to people who have mental rather than physical challenges (they 
still don't get enough training in this area) It is common for people to be sent home to no support or follow up, 
which is not good enough.   
 
Emergency departments are horrific…they are not trained or set up to look after mental health, the 
environment is traumatizing and stigmatizing for those with mental health concerns and attending an 
emergency department and having a bad experience is a significant block to receiving hospital care when 
needed in the future. 
 
ED's are not recovery focused, trauma informed or respectful of the needs of people living with mental health 
issues when in crisis. We are treated as inconvenient, difficult and a nuisance if we ask a question. We are not 
believed or listened to. 
 
The staff at emergency are often rude and uninformed on how to appropriately react. Plus....I do not usually 
feel like talking to anyone, seeing anyone and having to explain myself while standing at a window while 
others in the waiting room are watching and listening is the main reason I have not gone. 
 
It would reduce the inevitable stigma of receiving treatment from those not relevantly trained and/or lacking 
in empathy. 
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Theme: Better Care and Support (Holistic, Non-Clinical, More Skills in Mental Health) 
I have sat suicidal in emergency department for 3 days, waiting for a bed. In a catatonic state. Lucky I was 
catatonic as I would of walked out and committed suicide. 
 
If for any reason I felt close to crisis, I would be much happier walking into a place that is specialised in mental 
health and does not have a clinical feel to it.  I would be much more likely to attend before I hit crisis point. 
 
Yes, because emergency clinicians have a propensity to not be trained in mental health sensitivity and this 
makes seeking appropriate interventions in crisis difficult / confronting. 
 
More inviting, non-clinical and someone is there to listen rather than just sit in a waiting room for hours 
having situation escalate due to not getting support when is needed 
 
When I’ve previously presented to ED with panic attacks, I haven't been taken seriously and have just been 
pushed out the door after being medicated with no links to community supports etc. Having access to this kind 
of service would make me much more comfortable with asking for help. 
 
The treating team in the mental health facility are specialists in this area and I would hope would have more 
empathy and compassion towards someone with a mental health issue. 

Theme: Physical Health Care Needs Overshadowed 
Last year I had a bad neurological reaction to a physical health related medication, and because I was 
recorded as having a mental illness, the ED staff threatened me and held me against my will, stating that I 
had attempted to hurt myself (because I had fallen over from nearly passing out, due to the medication). That 
is fairly standard treatment in Emergency Departments, and I have no expectation of better care for mental 
health issues. 
 
We are not believed or listened to. I have had treatment for physical health issues because of my mental 
health file and when I told the staff that I was not on the medication in that file I was told I was lying and 
delusional. Physical treatment was delayed until the acute team staff arrived. 

Feedback from Carers 
 

Theme: Improved Environment for Managing Trauma & Less Traumatising 
A 24-hour clinic is fine. People need to be in a peaceful setting in a quiet room and be seen as quickly as 
possible. Agitation builds with long waiting times and a lot of activity. Peer workers could meet and greet 
people and give them reassurance. 

Theme: Reducing Stigma  
Less stigma and stress if the person needs to go unaccompanied. 
 
I work on the inside of service delivery I see every day the attitude of emergency and crisis services I am 
appalled a lot of the time and don’t know how to express my frustration. There have been times when I have 
spoken directly to rebuke an attitude that is intolerable in my workplace. I honestly think that it is a hopeless 
cause and that a new approach from lived experience workers and crisis trained peers, should be the normal 
first point of call. 
 
Emergency Departments has a sense of stigma, when dealing with untrained clinicians in mental health. 
 
ED does not take mental health seriously. It takes too long; it is hard to see a psychiatrist and ED RNs are not 
sufficiently skilled in mental health. Also, I have experienced ED assuming that’s drug misuse/abuse is the 
primary problem (more than once for different relatives). 

Theme: Improving Holistic Care 
Most definitely as it is identified and more care and understanding of psychosocial disability. Emergency Dept. 
does not have an understanding of Mental Health and trauma. 
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The fact that you are seen in emergency means that you are actually labled as mentally ill before you have 
been even seen. That is why especially the first time when the clinical stuff meet with the prospective mentally 
ill person and his/her social support network  it should take place at home where possible and taken seriously 
and by engaging everybody as a vital part of the discussion  and possible treatment network. 

Theme: A Calmer & More Welcoming Environment 
A busy Emergency department is not a good place for people with mental health issues and are in crises (and 
not good for their support people/carers/family members). 

Theme: Use of Less Coercive Care Practices 
The pathway to hospital could be managed much better if there were emergency supports that did not involve 
police unless absolutely necessary! 
 
When my son is in an ED, he has a security guard sitting next to his bed the whole time, just because he is at 
risk of leaving the ED, not due to any history of violence, which he does NOT have.  This is extremely 
inappropriate in most cases, unless the person does have a history of violence.  I would hope that this will be 
rectified in the new Centres, by providing either trained carers or peer workers to sit and chat with clients.   

Theme: Reducing Wait Times 
The long waiting time in the Emergency, usually min. 6 hours or more.  

Theme: Reducing Crisis-Drive Care Approach – More Recovery Oriented Care 
An Adult Mental Health Centre should be better able to offer recovery-focused intervention as opposed to a 
more intense and triggering environment - less clinical and more welcoming. 

 

6. Limitations of the Survey 

There are a number of limitations that need to be acknowledged:  

• The sample size was modest and may not be generalisable or representative of the Australian 

mental health consumer and carer population. 

• The views of Aboriginal and Torres Strait Islander consumers and carers is under-represented due 

to the very small sample who participated in the survey. 

• The views of consumers and carers from Culturally and Linguistically Diverse (CALD) communities is 

likely under-represented due to the small sample who participated in the survey. 

• No consumers under 25 years of age participated in the survey; hence, the views of younger 

consumers are not represented. This is important, given that many people develop mental ill-

health prior to the age of 25. The views of young carers may also be under-represented in the 

survey 

• Most consumer and carer participants were female; the views of males and people who identify as 

LGBTI are under-represented in the survey. 

• Limited demographic information was sought from respondents. For example, carers were not 

asked if they were the person’s parent or spouse/partner, living arrangements were not elicited for 

either consumers or carers. Support needs may be different depending on whether they lived alone 

or with others, and according to proximity of consumers to carers and also whether they lived in 

the same household. 

• The method of recruitment to the survey may have led to a biased sample, given that the main 

vehicle for recruitment was the Lived Experience Australia membership database. It may be that 

people who use predominantly public mental health services and hospitals are under-represented 

in the survey, or that the view of those who use mainly private services are over-represented. 

However the other avenues of distribution of  the survey ie other consumer and carer organisations 

addresses this aspect in some sense. 

• Only 15% of the target sample participated in the survey. 
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• Respondents could skip questions if they wished to, which may have hampered a more rigorous 

analysis of the survey data. 

 

7. Appendix: Survey questions 

1. Which state/territory do you live 
2. Location, capital city, regional centre, rural or remote (this would enable information around access 

from regional, rural, and remote areas) 
3. Gender 
4. Age (enabling information on who might be more likely to seek access in a crisis or for other 

purposes) 
5. Aboriginal or Torres Strait Islander descent 
6. What is your country of birth (if not Australia) 
7. What language do you mainly speak at home 
8. Are you a consumer or carer (this enabled re-direction to a specific group of questions for carers) 
9. Access to public and/or private mental health / hospital services (this provided information as to 

whether people who receive support from the private hospital or office based practice might find the 
Adult Mental Health Centres as a way of filling any gaps or current barriers)  

10. What do you think are the most important things that should guide the services provided by    the 
Adult Mental Health Centres (seeking specific information around Principles) 

11. Would you travel to one of the Mental Health Centres if it were out of your area. (LEA wanted to 
explore how far people were prepared to travel to access a Adult Mental Health Centre) 

12. How far would you travel  (this enabled LEA to consider if any gaps currently experienced would be 
filled and whether people particularly in the regional, rural or remote communities around just how 
far they would go in order to access an Adult Mental Health Centre.) 

13. If the Mental Health Centre was well signposted, would you feel comfortable walking in (this goes to 
questions around stigma) 

14. Do you feel there is a current gap in accessing services for you? (several important gaps/barriers were 
identified) 

15. If you had a Mental Health Centre available to you, do you think this service would help to reduce or 
remove this gap and better cater for your needs? (if applicable) (more targeted information for core 
services) 

16. What does providing targeted treatment services in the short to medium term mean to you? (Please 
specify).  (LEA wanted to explore what consumers and carers thought the terms mean) 

17. If you are from the CALD community, what additional services would you like to receive? (please 
specify).  (this enables the information either in a crisis, or other information provided to be more 
targeted) 

18. If you are from of Aboriginal or Torres Strait Islander decent, are there any additional services would 
you like to receive?  (please specify) (Again seeking specific approaches/targeted information) 

19. What is most important in providing crisis services to you? (LEA believes this is an important question) 
20. Have you been to an Emergency Department for mental health support or treatment? (Please specify) 

(LEA felt it important to seek this information as one of the main principles and scope of the Adult 
Mental Health Centres is for crisis support and intervention) 

21. What is the longest time it took to get support from a mental health professional in the Emergency 
Department? (Please specify) (a question around current wait times) 

22. If you went to the Emergency Department when you had suicidal or self-harming thoughts, were you 
referred to a mental health professional or community mental health service for follow-up support?  
(this question goes to timely follow up) 

23. If yes to the above, which mental health professionals were you referred to? (this question also seeks 
information about referrals and to whom, currently from the Emergency Departments) 

24. If yes, how long did it take to get help from a community mental health team/private 
practitioner/peer worker after requesting it? (Goes to response time) 
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25. If/when you have suicidal or self-harming thoughts and request support, are you generally taken 
seriously by: (please specify) (this question goes to the principles for the Adult Mental Health Centres 
and responsiveness) 

26. If you are looking for access to information and referral, what would you consider to be the most 
important to assist you? (this question identifies what consumers and carers would seek from the 
information that can be better targeted to their needs) 

27. What other community support services might you want to access? (this question goes to referrals 
from the Adult Mental Health Centres) 

28. From the above services, are there any you wanted to access in the past but were/have not been able 
to? (as above but in more detail and reasons as well as gaps and barriers) 

29. What services have contributed most to support your recovery? Nominate up to 4 options 
         (this questioned the most important services that people find most useful) 
30. From the above services, what has been the biggest barrier to your recovery? 
31. Do you have a diagnosed mental health condition? (LEA asked this question to elicit any differences 

between someone with no formal diagnosis, those relatively newly diagnosed from those who have 
been within mental health services for many years in terms of acceptability, access etc) 

32. Have you been receiving treatment for: (years please specify) as above 
33. To what extent have the following caused you concern (this question goes to things such as choice, 

financial costs, long wait times, discrimination, not feeling respected, lack of long term support, not 
being taken seriously, services not available in their area and unable to access supports.  This 
provided important information as to targeting the needs of consumers and carers in terms of 
referrals, information provision etc) 

34. If an Adult Mental Health Centre were accessible to you, would you prefer to access this rather than 
an Emergency Department? (Question of consumer and carer choice and access) 

 


