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services. . . perhaps it is time for them to cede their 
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territory provision of public-sector services,
and rising out-of-pocket expenses at the
individual level. A coordinated funding sys-
tem would be preferable.

There are six contributors to Australia’s
mental health service — general practition-
ers, private psychiatrists, private psycholo-
gists, private hospitals, state inpatient and community services,
and non-government charitable organisations. The work of these
contributors is poorly coordinated. It is like a six-horse chariot
with six horsemen who seldom communicate.

Coordination of health care is vital. In Canada, when Saskatoon,
Edmonton and Calgary realised that a wave of influenza was
coming, they had GPs give antiviral injections in nursing homes,
made room in hospital intensive care units and had ambulances
check their oxygen units. The wave of influenza came, there was
no crisis and there were no unnecessary deaths. In Toronto, there
was no such coordination — nursing homes closed, emergency
rooms and intensive care units became full, ambulances circled the
block and many people died unnecessarily.2 Coordinating the
elements of a health system is important. The chariot needs a
single horseman.

In this issue of the Journal (page 396), Whiteford and Bucking-
ham detail the achievements of the Australian Health Ministers’
Advisory Council’s National Mental Health Strategy 1993–2003,
an attempt at federal–state coordination to which they contrib-
uted.3 The achievements have been considerable,4 but there are
some reservations:
• While expenditure on mental health has increased, it has only
increased in line with expenditure on other health services.
• Acute public-sector inpatient beds are at a satisfactory 18 per
100 000, but hospitals often are unable to admit critically ill
patients because the number of rehabilitation beds and beds in the
community is one quarter of the 50 per 100 000 recommended.5

Services that can’t discharge can’t admit.
• Community mental health services have grown as the number
of hospital places has decreased. However, the absence of rehabili-
tation and community beds means that staff are being asked to care
for people in the community who should be in supervised
residential places.

• There have been few area-wide attempts to integrate the work
of GPs, private psychiatrists and psychologists with the work of
state inpatient and community services.

Also in this issue of the Journal (page 401), Hickie and col-
leagues provide a manifesto for change, asking for money to
establish national targets for mental health outcomes, to promote
early intervention in the young, provide effective treatment in
primary care, maximise rehabilitation opportunities, and invest in
sustainable innovation.6 These are good aims, but won’t necessar-
ily solve the present crisis. They do not address the issue of
governance, how to enable the six contributors to work together,
and how to remedy the deficiency in supervised accommodation.

How did this crisis come about? Australia’s burden of mental
illness (anxiety, depression, substance misuse and psychosis) is

similar to that of other developed countries.
Our coverage (proportion of people with a
current mental disorder who seek treat-
ment) is better than in most such countries.
Our trained workforce is good. We have a
strong consumer and carer movement and a
powerful lobby in the Mental Health Serv-

ices Conference <http://www.themhs.org>. We have very good
data and know who is treated in each care sector.7 We have
calculated that optimal care at current coverage would cost no
more, but would be twice as effective as current care.8 So, while
more money might make things easier, lack of money is not the
cause of the crisis.

The current crisis is most evident in the inability of the acute-
care units to admit emergency cases, but there is a much more
worrying problem looming — psychiatrists and nurses do not
want to work in public-sector inpatient and community services.3

Psychiatrists in training, who staff state hospital and community
services, find it uncongenial and resolve to leave the public system;
and nurses who are no longer trained within the system resolve not
to enter it. Information from new brain-imaging strategies and
from the human genome project is changing our understanding of
mental disorders. One would think that this impending avalanche
of information would produce clinicians eager to be involved. In
much of medicine, any physician hoping for an appointment at a
teaching hospital will be doing a research doctorate. This is not
happening in psychiatry. Patients deserve better.

What to do? Is there any evidence that integrating the elements
can improve services? There is. Projects in three health areas were
funded by the federal government in 1999 to improve linkages
between disparate parts of the mental health system. In each area,
patient care improved, there was no increase in expenditure, and
provider collaboration continued after the trial was over.9

Is Christopher Pyne right? Would things be better if there was a
single payer and a single source of governance? Tony Abbott,
Minister for Health and Ageing said “speculation about structural
change is likely to dominate this year’s health debate”,10 which at
least suggests that the matter is still on the table. The Constitution
probably precludes the federal government forcibly taking over the
states’ responsibility for health, but a way around this impasse has
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been suggested, arguing for an “Australian Health Commission”
that could take responsibility for all health services and provide a
patient-focused health care system which would be to everyone’s
benefit.11 If something like this happens, the chariot would have
one horseman, and the recurring crises in mental health might
gradually ease.
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care systems”.1 The importance of transition of young people with
chronic health conditions from paediatric to adult care is finally
being recognised, but it needs to be addressed in a coordinated
and integrated way. In Australia, as internationally, there are some
well established and potentially effective transition programs.
However, little is known about the efficacy of such programs, as
there is little published evaluation.2

What is clear, both anecdotally and with some modest support
in the literature, is that the journey faced by young people with
chronic and disabling conditions is a complex one.3,4 The majority
will face obstacles that arise from the lack of infrastructure and
precedent in this specialised area of health care. Current
approaches are rarely ideal, the most likely options being abrupt
transfer to adult services, staying in the paediatric setting longer
than is appropriate, or leaving medical supervision altogether.5

The study at the Royal Children’s Hospital, Melbourne, reported
by Lam and colleagues6 in this issue of the Journal (page 381)
revealed a doubling in admissions of young adults aged 18 and
over between 1992 and 2001, along with an overall increase in the
numbers of adolescents admitted. In a more detailed analysis of a
cohort of 247 young adults admitted during 2001, the authors also
examined disease complexity and discovered a paucity of transi-
tion planning, particularly in surgical units. While some medical
services (eg, Endocrinology, Respiratory Medicine) appeared to
effect transition of adolescents with complex health issues effi-
ciently, this was definitely not the norm.

With increasing prevalence of some diseases and improved
survival rates for previously fatal childhood conditions, pressures
on all tertiary care facilities continue to rise. In paediatric hospitals,
one possible outcome is pressure to improve facilities for adoles-
cents. A psychosocial survey of Australian hospitals undertaken in
2004 by the Association for the Welfare of Child Health showed an

psychosocial services — needs that are usually better served in
dedicated adolescent facilities. While the impact of this trend on
transition practices is yet to be determined, the broader challenge
is to consider transition needs in the coordinated planning of
health care services. Until transition to adult care is recognised by
the adult health care system as requiring a demonstrable change in
attitude and resources, little real progress will be possible.

Older adolescents deserve to be treated more as adults than as
children. Keeping young adults in the paediatric system is working
against this goal on many levels. A sense of maturity and hope for
the future are implied in “moving on”,8 but one of the prerequisites
for an effective transition program is “an interested and capable
adult service”. By allowing young adults to stay on in the paediatric
system (which carries its own set of problems, including the
inappropriate collocation of young children with “adults”), the
development of such services is effectively stifled, and adult
physicians and surgeons are not encouraged to develop their skills
in the area.

The article by Lam et al asks, “Why are they there?” It has been
proposed that paediatric services may hold onto patients because
of mistrust of adult services9 or through failure to promote
independence and autonomy in health-care seeking.10 Some other
probable reasons are less strongly supported by the literature. One
is that paediatric services are family-focused, while adult services
treat patients as independent adults. This is problematic for young
adults who still require family involvement because of the nature
or severity of their disease or disability.

Doctors and other staff in adult services may have limited
knowledge and understanding of childhood chronic illnesses in
young people who survive into adulthood, or of developmental
issues in adolescents. Furthermore, young people are “diluted” in
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