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Families and friends of people living with mental ill health or co-occurring 

mental ill health and AOD use are respected, understood, valued, and 

supported to build their capacities and improve their quality of life.  



 

 

 

Mental Health Families and Friends Tasmania recognises the deep, ancient and 

everlasting history and culture of this island lutruwita upon which we learn, work, and 

live, and its people, the palawa people.  

We acknowledge Elders past, Elders present, future, and evolving Elders and pay our 

respects to those who did not and will not attain the status of Elder because of the 

ongoing pain and legacy of colonisation.  

 

 

 

 

Mental Health Families and Friends Tasmania respectfully acknowledges the lived 

experience of all families and friends everywhere. 

We recognise the expertise they hold and the invaluable contribution they bring to 

the care of another. 

We recognise that family and friends work hard and face many challenges. and 

acknowledge that they are doing the best they can with the time and resources they 

have.  

 



 

About Mental Health Families and Friends Tasmania 

Mental Health Families and Friends Tasmania (MHFFTas) is the peak body in Tasmania representing 

family members and friends of someone living with mental ill health or co-occurring mental ill health and 

alcohol and other drug use (AOD). 

 

We work with our community to:  

• Promote and improve the well-being of family members and friends of people living with mental 

ill health or co-occurring mental ill health and drug use through support and education. 

• Provide systemic advocacy from a family and friend perspective drawing on lived experience to 

improve mental health and AOD services and challenge the stigma surrounding mental health 

and AOD use. 

 

We aim to improve the quality of life for the five family members and friends, and the people they support 

across Tasmania.  

About Families and Friends 

Mental health and AOD families and friends are people who provide unpaid physical, practical, mental, 

social, financial, and or emotional support to a family member, friend, neighbour, or colleague with mental 

ill health and or AOD use.  

 

Family members and friends are the key educators, advocates, and natural supports for people living with 

mental ill health or co-occurring mental ill health and alcohol and other drug use. They hold a unique 

source of information about the person's life beyond their mental ill health and/or drug use, including 

information about their interests, skills, beliefs, and ambitions; their triggers, and what is normal and what 

is not normal for them.  

 

Families and friends develop a unique insight and knowledge about the person living with mental ill health 

or co-occurring mental ill health and alcohol and other drug use and the most effective management 

strategies to use during a crisis, how to motivate them through recovery, and how they are best supported. 

When shared with the clinical team, this information can inform genuine recovery-oriented care. 

 



 

 

Introduction 

 

On behalf of mental health and AOD families and friends in Tasmania, MHFFTas welcomes the 

opportunity to provide a submission in response to the Australian Government’s Mental Health Equity and 

Access Forum Discussion Paper (the Paper), which is a response to the Better Access Evaluation Report 

(the Report). We particularly commend the Australian Government for the extensive consultations 

undertaken to develop this review of Better Access, which has included consultations with consumers with 

lived experience and practitioners. We do note, however, that the consultations do lack the voice of 

families and friends and their lived experience supporting someone who is needing and or accessing 

support through Better Access.  

 

We note that our responses are informed by the lived experience of mental health and AOD family 

members and friends. The following submission will address each of the questions listed below, as they 

apply to the mental health and AOD family member and friend context in Tasmania.  

 

Question 1: How do we ensure equitable and affordable access to the Better Access Initiative and other mental 

health services? 

Question 2: How do we improve the access to services in regional, rural, and remote areas? 

Question 3: How can we incentivise providers to deliver services in areas of the highest need (in addition to 

telehealth)? 

Question 4: How are we supporting people from at-risk populations who don’t seek help in typical ways? 

Question 5: What workforce issues are impacting access and equity? 

Question 6: To what cohort is Better Access best targeted? Consider both lower levels of need and those with 

complex needs. 

Question 7: How could Better Access support practitioners to target interventions or 'level' of care provided to 

the severity of mental ill-health?   

Question 8: What wrap around services and supports outside of Better Access are needed to provide 

comprehensive care? 



 

Question 9: How can we improve integration between systems? 

Question 10: What other service models should we consider beyond MBS (Medicare Benefits Schedule), that 

complement MBS-funded services? 

Question 11: How can we optimise and encourage the use of digital, innovative platforms or self-directed care? 

 

Question 1: 

MHFFTas welcomes this discussion, as issues around accessibility and affordability are a common theme 

that the Tasmanian mental health and AOD family and friend cohort speak to us about. MHFFTas notes 

that there are larger factors and systems at play that impact accessibility and affordability, which are not 

unique to Tasmania. It is important for us to mention, with full appreciation that this is not a new or 

unknown issue, that the rising cost of living and the housing issues the many Tasmanians, and Australians, 

are experiencing are contributing both to the increasing need for psychological support and the 

accessibility and affordability of that support. Tasmanian mental health and AOD families and friends have 

shared their experiences of not even being able to afford the GP visit to get a mental health plan, let alone 

being able to afford the out-of-pocket expense of the treatment session.  

The limited number of rebate-approved sessions brings about another issue. Those receiving treatment 

and therapy through Better Access have the pressure to “recover” within the 10 sessions due to not being 

able to afford any more treatment. This can result in rushing the therapy and rushing a diagnosis, which, in 

turn, leads to people needing more episodes of treatment in the years following. Adding to the need to 

“recover” as soon as possible, is the cost of the sessions. It is also important to recognise that, while there 

is a rebate provided for these sessions, it is still expected that the person has the full amount, to begin 

with, and to wait, sometimes up to 7 days, to see the rebate. This is not a possibility for many Tasmanians 

and Australians.  

MHFFTas would discourage any means-testing to ensure that those on low incomes, who also experience 

higher rates of distress, are getting support from Better Access. We would also discourage any criteria 

being added to this program, as the feedback that we receive from the families and friends we support, is 

that the process of being told, often many times, that their loved one is "ineligible" for support from a 

service, is both exhausting and traumatising for all involved.  



 

MHFFTas would also like to make a note here that the better access and affordability of services, make 

the role that family and friends play easier. This should be of particular importance for Government, as the 

number of families and friends who call us looking for psychosocial support for themselves as a result of 

their support role, is substantial. As such, ensuring services are accessible and affordable is also a 

preventative health measure for families and friends, and allows the already stretched workforce to be 

there for the consumers.  

Given this context, MHFFTas advocates for the following considerations to ensure equitable and 

affordable access to the Better Access Initiative and other mental health services: 

• Lower GP out-of-pocket GP costs, and provide incentives for GPs to bulk bill,  

• Lower psychologist, psychiatrist, and other allied health professional out-of-pocket costs, and 

provide incentives to bulk bill,  

• A review of the Psychology and Psychiatry degrees to ensure that the quality and training of 

professionals once graduated are equal, 

• Incentives for Psychology, Psychiatry and other Allied Health Practitioners to complete their 

degrees and to work in rural and remote areas, 

• Services are to be distributed into areas outside of urban and major city areas. For Tasmania, areas 

such as the East Coast, North East, West Coast, North West, far South East, South West, and 

Midlands. This could also include increased funding to pre-existing services to allow them to 

expand their reach,  

• Incentives for professionals to move and remain in rural and remote areas to be able to provide 

these services. This will include housing, monetary, and professional incentives. This comes with a 

caveat; the housing crisis and wage discrepancies compared to mainland professionals will make 

this troublesome,  

• Appropriate services based on the level of need, and appropriately and fairly distributed in all 

areas to ensure there are no gaps based on level of acuity and severity, socio-economic status, or 

geographical area,  

• Appropriate support for key populations, including families and friends providing unpaid and 

informal support to someone living with mental ill health and or AOD use, and those living with 

co-occurring mental health and AOD conditions, 



 

• More funding to state Mental Health Reforms to ensure that those in the high severity, high 

acuity level of need and their families and friends are supported and not needing to access Better 

Access and or any other complementary services,  

• Involvement of those with living and lived experience living with mental ill health and those with 

living and lived experience supporting someone with mental ill health in all decision-making 

discussions and tables,  

• Remove the need to have a diagnosis to participate, which aligns mental health more with physical 

health where we don’t offer physical health support unless there is a diagnosis. This supports the 

aim to remove the stigma that mental illness impacts certain people, and that mental illness is 

only considered in terms of a disorder,   

• Training, education, and CPD for GPs – a family member we supported was told by a GP that 

“they don’t need a mental health plan” despite the impacts this person was experiencing while 

supporting a family member living with AOD use, 

• A further 10 sessions in one calendar year.  

 

Question 2: 

Under the Rural, Remote, Metropolitan Areas (RRMA) classification system and the Australian Standard 

Geographic Classification – Remoteness Areas1, the whole of Tasmania is considered rural or remote. This 

reality is felt by Tasmanians, even in the major cities of Launceston and Hobart where the dispersion of 

the population tends to be in the outer and remote suburbs, but the distribution of services is in the inner 

and urban areas. Consequently, the workforce shortages in Tasmania are felt disproportionately in areas 

outside of the major cities.   

MHFFTas recognises that there will be an overlap in its proposed considerations, which only highlights 

further the interconnected issues, and solutions, regarding mental health equity and accessibility:  

• Incentives for Psychology, Psychiatry and other Allied Health Practitioners to complete their 

degrees and to work in rural and remote areas, 

• Services are to be distributed into areas outside of urban and major city areas. For Tasmania, areas 

such as the East Coast, North East, West Coast, North West, far South East, South West, and 

 
1 (Shires, et al. 2015) 



 

Midlands. This could also include increased funding to pre-existing services to allow them to 

expand their reach,  

• Incentives for professionals to move and remain in rural and remote areas to be able to provide 

these services. This will include housing, monetary, and professional incentives. This comes with a 

caveat; the housing crisis and wage discrepancies compared to mainland professionals will make 

this troublesome,  

• Appropriate services are based on the level of need, and appropriately and fairly distributed in all 

areas to ensure there are no gaps based on level of acuity and severity, socio-economic status, or 

geographical area. 

 

Question 3: 

MHFFTas' considerations for this question come with a caveat; our knowledge and understanding of what 

is already there and what the possibilities are, are limited. Furthermore, we are a peak body advocating the 

needs and experiences of families and friends, not practitioners, and as such, we are not aware of the 

needs that this group has themselves identified. Furthermore, MHFFTas recognises that through the 

studies conducted in the Report, it was identified that face-to-face options are preferred, particularly for 

new consumers.  

• An overarching look and solutions to the housing crisis 

• Wage, salary, and or tax incentives 

• Housing incentives  

• HECS loan reductions and or waived incentives  

• Services are to be distributed into areas outside of urban and major city areas. For Tasmania, 

areas such as the East Coast, North East, West Coast, North West, far South East, South West, 

and Midlands. This could also include increased funding to pre-existing services to allow them to 

expand their reach,  

 

Question 4: 

MHFFTas raises the ongoing challenge that we as a nation continue to face, and that is stigma. Most as-

risk populations are exacerbated by the pervasive impacts of the stigma surrounding mental ill health. 



 

MHFFTas appreciates that State and Federal Government’s are committed and actively attempting to 

dismantle this stigma through a range of initiatives, however, MHFFTas advocates for targeted initiatives 

through education, early prevention, and intervention, and supports that are designed with, and provided 

by those with living and lived experience. For example, we know from the Report that First Nation 

peoples experience higher rates of high to very high psychological distress than non-Indigenous 

Australians, but access Better Access services and supports less. Furthermore, despite having a dedicated 

service for people in residential aged care facilities, the rates of uptakes and utilisation in comparison to 

the need, lads to the assumption that something is not working.  

MHFFTas encourages the following considerations: 

• Further exploration and identification of other at-risk populations, 

• Advisory groups for particular at-risk populations, with the majority of the membership being 

people who identify with that population, to identify needs, solutions, risks, and mitigation, 

• Initiatives funded through Primary Health Networks (PHN) to challenge stigma in these at-risk 

populations, but people in these at-risk populations,  

 

Question 5: 

MHFFTas are vital members of all advisory groups and committees related to the State Mental Health 

Services (SMHS) Reform, Child and Adolescent Mental Health Services (CAMHS) Reform, Older 

Persons Mental Health Services (OPMHS) Reform, and the Alcohol and other Drug (AOD) Sector 

Reform. Within all of these reforms, the systemic workforce issue is significant. Through these discussions 

and the subsequent knowledge, MHFFTas believe that this workforce issue is impacting access and equity 

in the following ways: 

• Overloading GPs and other Practitioners, leading to burnout and high staff turnover,  

• When the demand outweighs the resources, poorer quality of care is provided,  

• Consumers and families and friends are left traumatises and further harmed by the system, and 

consequently deteriorate and or avoid subjecting themselves to those experiences by not reaching 

out for support, even when needed, 

• Wait times increase. Currently, in Tasmania, it is not uncommon for consumers and their families 

and friends to wait 3+ months to have their first session with a Practitioner. MHFFTas have 



 

increasingly supported families and friends who have had to wait around 2 months after a suicide 

attempt to see a Practitioner,  

• The type of services that consumers are referred to (Better Access or State Mental Health 

Services) and the subsequent wait times are often informed by the support network that the 

consumer has. This is an effort to gatekeep the increasingly burdened workforce. For example, 

someone who has a higher level of severity, need, and or acuity, but has support through family 

and friends, will wait longer and be referred to Better Access, rather than getting almost 

immediate support from State Government services. The impact of this on the families and 

friends, who are then expected (with little to no consultation or collaboration) to provide support 

and safety, is so often overlooked. Families and friends are provided little to no support and are 

often denied any relevant information that can help them in their support role. This leads to the 

families and friends experiencing burnout and trauma, leading to yet another (unpaid) workforce 

depletion. As such, the demand for psychosocial support increases, leading to an even further 

depletion of services and Practitioners, 

• Due to larger and external factors, such as cost of living and housing issues, Practitioners are 

more likely to work in urban areas, leaving those in rural and remote areas without Practitioners 

close by,  

• Either early intervention and prevention are often overlooked, to ensure those with higher levels 

of need, severity, and or acuity get the most immediate support, or early prevention and those 

with lower or mild levels of need, severity, and or acuity, and those with higher levels of need, 

severity and or acuity, are supported, and the “missing middle” continues to go unsupported.  

• The rates of multiple episodes increase due to consumers and their families and friends not 

getting the appropriate support provided when they need it, resulting in less "new" consumer 

uptake and utilisation, and more previous consumer uptake and utilisation. 

 

Question 6: 

MHFFTas frequently hear from mental health and AOD families and friends telling us how detrimental, 

to themselves and the person/s they support, it is to be told “we can’t help you or your loved one” by 

numerous services. This leads the consumer and the families and friends scarred from engaging with 

services and systems and also leads to further harm and traumatisation. This is significant considering 

Federal and State mental health reforms all speak to the need to make services "trauma-informed". Being 



 

told “you are too unwell” or “you are not unwell enough”, leads to shame, guilt, and overall, worsening of 

symptoms. As such, MHFFTas encourages the avoidance of adding any "eligibility criteria". However, 

given the significant mental health reforms taking place within State Mental Health Services are targeted 

more towards the high-level needs or the lower-level needs, and many State and Federal initiatives are 

aimed at the early prevention level, it would be preferred that Better Access be especially accessible and 

available to the “missing middle”. Using such language ensures that no one should be turned away, but it 

highlights that those with lower-level needs can be directed to other avenues. Those alternative options 

could include peer support, education and information, and coping strategy initiatives.  

Regarding the “missing middle”, throughout the Paper, the term “complex needs” is used frequently, 

which we interpret as being the same thing. MHFFTas encourages, with the guidance and leadership of 

consumer and family and friend lived experience, the development of a clear framework, definition, and 

unified vision of what “complex needs” looks like, and how that might differ from high to very high 

severity, acuity, and needs.  

 

Question 7: 

MHFFTas believe that it is integral, for the best support, treatment, and care provided to consumers and 

their families and friends, that practitioners are supported effectively. Again, MHFFTas support and 

advocates for mental health and AOD families and friends, as such, our cohort does not include 

practitioners, so our knowledge of what this group needs is limited. As such, we advocate for further 

exploration, consultation, and collaboration with representatives from a range of practitioners to 

understand their needs and how they might be met. However, from the extensive involvement, and 

subsequent experience and learnings, MHFFTas would welcome the consideration of: 

• Unified assessment and referral methods 

• Training and Education  

• Funding for Mental Health Nurses in GP clinics to be able to manage Mental Health Treatment 

Plans and Referrals to take that pressure off of GPs.  

 

Question 8: 



 

MHFFTas have always been strong advocates for the need for holistic care, both for the consumers and 

the families and friends. MHFFTas would encourage the consideration of a similar model to the GP 

Management Plan, where participants can receive up to 5 Medicare rebate sessions across a Dietician and 

an Exercise Physiologist. This model recognises (albeit narrowly) the intersectionality of different factors 

in a person's physical health. MHFFTas would welcome the consideration of services and supports that 

look at these social, physical, emotional, economical, and environmental determinants of health: 

• Employment support 

• Housing support 

• Transport support 

• Peer groups and social group initiatives for at-risk populations 

• Physical health with initiatives to support people getting involved and staying involved in sporting 

clubs, noting the increase in the cost of living and the cost of being a part of a sporting club 

• Education opportunities that are affordable and accessible  

• Supports for those living with co-occurring AOD and mental health conditions 

MHFFTas would like to note here, again, that systems, do not exist in isolation. Everything is 

interconnected and intertwined, and as such, the success or failure of services, programs, and initiatives 

are dependent on seemingly unconnected factors being addressed at the same time.  

 

Question 9: 

Firstly, since MHFFTas moved into the AOD sector (to reflect what we were already doing and the 

people we were already supporting and advocating for), the integration between systems and services is of 

particular concern. MHFFTas notes that the Report and the Paper have not addressed the interplay of 

co-occurring mental ill health and AOD use and what impact that has had on those looking for treatment 

and therapy. It is an important issue to raise, as families and friends who support someone living with co-

occurring mental ill health and AOD use speak about being “pinballed” between AOD and mental health 

supports, with AOD supports telling them they can’t support their loved one because it is a “mental 

health issue”, and then mental health supports telling them they can’t support their loved one because it is 

an “AOD issue”. We also hear from the practitioners and services within these two sectors that everything 

is too “siloed”, making collaboration difficult. Mental health and AOD families and friends frequently 

express their frustrations at how the lack of integration, poor communication, and poor coordination 



 

creates more work for them and the person they support and means that they have to further navigate a 

system that, it seems, the services even struggle to do. Families and friends have shared their experiences, 

and the experiences of the person/s they support of being re-traumatised by having to re-tell their story. 

This is especially true when they have previously seen a practitioner who they felt made good inroads in 

their recovery, for them to either move on to another role, retire, or move states. Families and friends also 

speak about the transition from seeing their GP to speaking to the practitioner providing the treatment 

sessions. In some cases, the families and friends and the person/s they support weren’t told that they had 

to reach out following a referral being sent, and then followed up, the GPs weren't aware the consumer 

had to call, as this is unusual practice.  

MHFFTas encourages the consideration of:  

• Services, systems, and practitioners have a clear, unified, and agreed-upon process of referrals 

and assessments, and these processes are developed and informed by consumer and family and 

friend lived experience,  

• For those living with complex mental health needs, investing in more case managers to support 

the communication between systems and service and system navigation,  

• More complementary services that are integrated with and complement Better Access to ensure 

that appropriate referrals are taking place, minimising confusion across all systems and 

practitioners,  

• Standardised Mental Health Treatment Plans that all practitioners, consumers and families, and 

friends can understand to ensure that all parties in a person's recovery are informed on decisions,  

• A service directory to ensure that GPs are aware of any practitioners that are available to provide 

support, what support they provide, the therapy approaches they use, the level of care they are 

best suited to (mild, moderate, complex, severe), and their referral process. This will require 

ongoing funding to ensure it remains up to date, almost monthly due to the fast-changing climate 

of support we are currently experiencing. 

 

Question 10: 

MHFFTas welcomes the opportunity to offer possible considerations, which are guided by the feedback 

we receive from families and friends.  

• Further investment into more Head to Health centres to support those with lower levels of need,  



 

• Mental Health and AOD Family and friend-specific psychosocial supports. The Carer Gateway 

and Care2Serve have many limitations in Tasmania. MHFFTas have been involved in discussions 

regarding the Carer Gateway Evaluation. MHFFTas have also advocated that the experiences of 

mental health and AOD families and friends are unique compared to those caring for people who 

live with an intellectual or physical disability or someone frail and aged. Subsequently, MHFFTas 

advocates for services and supports that are specific to the mental health and AOD support 

person experience.  

• Investment into self-directed digital supports targeted at those with lower needs, ensuring that 

they are relevant and can be applied to a range of situations.  

•  A Head to Health-like model for those with complex needs; targeted at the “missing middle”.  

 

Question 11: 

MHFFTas would encourage the use of digital, innovative platforms, and or self-directed care, with some 

considerations: 

• Many self-directed, education and information initiatives can become repetitive and not 

applicable to a broad range of circumstances. It would be important that any new initiatives, or 

even reviewing of pre-existing initiatives, are developed with consumer and family and friend lived 

experience, 

• The option remains; the consumer and families and friends can choose how they engage: there 

needs to be options of face to face and digital,  

• Supporting those living in rural and remote areas where internet connection can be difficult and 

those with low socioeconomic status to be able to afford the necessary technology to be able to 

participate. MHFFTas are concerned that, while digital options have been useful in creating 

increased equity and accessibility, however, for a large number of people, digital options are 

another barrier to which those who don’t experience equity or affordability issues are further 

privileged. There are still costs and limitations to digital options. In Tasmania, the cost is incredibly 

important, given that Tasmania is the poorest State in Australia, with Tasmanians working less, 

earning less, and producing less than other States2,  

 
2 (Australian Financial Review 2021) 



 

• Linking with State Government and the relevant Peak Bodies, who have the trust and rapport 

with the targeted communities, to support the uptake of such initiatives, 

• Ensuring that they are accessible to those with low literacy levels. In Tasmania, more than 3 out of 

5 Tasmanians do not have adequate health literacy, making accessing, understanding, learning, 

and implementing information regarding health services increasingly difficult3. Furthermore, 

almost 50% of adult Tasmanians don’t have the adequate literacy skills to function in everyday 

life4. 

 

Conclusion 

MHFFTas welcomes the work that is being done by the Federal Government on the evaluation of Better 

Access and looking into mental health equity and affordability for all Australians.  

MHFFTas would like to conclude by sharing our appreciation of the magnitude of this evaluation and are 

encouraged by the use of lived experience throughout the studies. However, we would also like to stress 

the importance of family and friend lived experience involvement in all decision-making discussions, now 

and in the future. Families and friends play a vital role in the recovery of those living with mental ill health 

and save the Government billions of dollars5 in the care they provide. As such, it is imperative that their 

voice, needs, experiences, and concerns are represented, considered, and met. To support this, we 

encourage the adoption and practice of the Triangle of Care model in service provision and within whole-

of-government mechanisms in the pursuit of mental health care, equity, accessibility, and affordability.  

 

 

 

 

 

 

 
3 (Tasmanian Government, Department of Health 2021) 
4 (26TEN 2016) 
5 (Furnival and Cullen 2022) 
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MHFFTas looks forward to continuing its work with the Government to plan and implement 

meaningful change for support people in Ta 
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