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PRESIDING MEMBER'S FORWARD 
The prevention of psychological injuries falls within the scope of the Work Health and Safety 
Act 2012 which places a primary duty of care on a Person Conducting a Business or 
Undertaking (PCBU) to so far as reasonably practicable ensure that workers are not 
exposed to risks to their health and safety as a result of work with the PCBU. When a work 
related injury occurs, the Return to Work Act is the safety net for many workers. However, 
entitlements for psychiatrically injured workers are subject to limitations. 
Work is beneficial to mental health and personal wellbeing because it provides people with 
a feeling of self-worth, identity and opportunities to develop skills and to also form social 
relationships. But the world of work has been changing and with this change, increases in 
mental disorders and psychosocial hazards arise. As improved design and technology 
eliminates many physical hazards, modern work health and safety and management 
practices are now challenged with an increased focus on the prevention of risks to 
psychological wellbeing. 

Prolonged mental stress can contribute to serious physical and mental disorders, can 
adversely impact on productivity and is a considerable burden on the economy and society. 
The top three primary causes of work related mental stress are work pressure, bullying and 
harassment and exposure to occupational violence. Workers also experience higher levels 
of stress due to factors such as family and financial issues, which can be a consequence of 
precarious employment, social isolation and personal health. 
Many people of working age will at some time in their life suffer from a mental disorder, the 
disabling effects of which are broad and can include loss of housing, employment and social 
skills as well as loss of support networks. The World Health Organisation warns that 
depression is one of the most common causes of disability and is tipped to be the number 
one health concern in developed countries by 2030. It is estimated that 80% of unproductive 
time and absenteeism is the result of depression which is a significant cost to employers 
and the economy in general. 

Work related mental disorders experienced over a long period of time without resolution can 
contribute to serious physical and mental illnesses. But, reliance on workers compensation 
data seriously underestimates the size of the problem because not all employees who suffer 
work related mental disorders will decide to make a claim for compensation. It is estimated 
that 70% of workers who experienced a work related mental disorder did not apply for 
workers compensation. Casual employees are often less likely to make a claim for 
compensation due to the precarious nature of their employment and for fear of job loss, and 
there are a number of workers who are not covered by workers compensation such as sub-
contractors and the self-employed. 
There is a high level of mental stress in the public sector due to the inherent risks associated 
with human service work. Teachers, nurses and police officers report high rates of 
psychological injury, while in the private sector community service workers and personal 
carers as well as truck drivers/store persons and clerks feature. Due to the nature of the 
employment in which many females are engaged, they report the highest levels of mental 
disorder while males tend to report higher levels of post-traumatic stress disorder (PTSD). 
Suicide is the leading cause of death in men and women of working age. Not all people with 
a diagnosed mental disorder will have suicidal tendencies but it is a major risk factor, 
particularly for men and those with untreated depression. More people die from suicide in 
South Australia than are fatally injured in road traffic accidents. However, there is no 
available data on work related suicides and little research has been undertaken because the 
connection to work factors is often difficult to assess. 



Some occupational groups are at high risk of suicide. Construction workers, apprentices 
and mine workers are at high risk of suicide but while suicide is a relatively rare event, 
suicide ideation may be more common. Police, ambulance officers and emergency service 
personnel are exposed to violence and aggression but are also the first responders to a 
suicide, which makes them vulnerable to suicide ideation. Knowing how to support workers 
who are at risk through the cumulative effects of high risk work and identify the signs 
depends on organisations having transparent human resource policies, procedures and 
practices in place and ensuring that trained personnel are able to identify the signs. 

The same focused approach that has led to the reduction in physical injuries should now be 
applied to reducing psychological hazards and the injuries that arise from them. Research 
has demonstrated that employers will realise a significant Return on Investment (ROI) when 
they invest in strategies aimed at reducing psychological injuries. 

Government money alone will not prevent suicide and the medical profession alone cannot 
solve depression. If we notice signs that things don't seem OK, then we need to ask and 
we need to create an environment where people feel comfortable to seek help whether that 
be in the workplace, in sporting clubs or other environments. Let's focus on creating 
mentally healthy workplaces where people are engaged and understand that the many 
pressures in this rapidly changing world may effect an individual's mood and response. 

The Committee has made a significant number of recommendations and intends to keep 
this matter under review and monitor progress of outomes. 

The Committee would like to thank all those who contributed to this inquiry, who gave of 
their time and expertise to assist the Committee in understanding and revealing the issues, 
which are of great social and economic importance. 

4A-rL 
Hon Steph Key MP 
Presiding Member 
Parliamentary Committee on Occupational Safety, Rehabilitation and Compensation 

Date  -2- 	/ 	I 	/2016 
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EXECUTIVE SUMMARY 

Background 
The prevention of psychological injuries falls within the scope of the Work Health and Safety 
Act 2012 which places a primary duty of care on a Person Conducting a Business or 
Undertaking (PCBU) to so far as reasonably practicable ensure that workers are not 
exposed to risks to their health and safety as a result of work with the PCBU. 
Work is beneficial to mental health and personal wellbeing because it provides people with 
a feeling of self-worth and identity, opportunities to develop skills and to form social 
relationships. But the world of work has been changing and with this change, increases in 
mental disorders and psychosocial hazards arise. As improved design and technology 
eliminates many physical hazards, modern work health and safety and management 
practices are challenged with an increased focus on common mental disorders such as 
depression, anxiety and suicidal behaviour. 

Legal and Policy 
Workers with mental disorders are protected from discrimination under the Commonwealth 
Disability Discrimination Act which requires employers to make reasonable adjustments to 
accommodate special needs where possible. However, the stigma around mental illness 
and a lack of transparent human resource policies, procedures and practices is likely to 
prevent many workers from speaking up. 
The new Return to Work Act includes a higher standard of proof for psychiatric injuries than 
is required for physical injuries. Unless injured workers are successful in making a claim for 
serious injury status they will now be limited to receiving financial support for the first two 
years only, and medicals for a further 12 months. The decision of Walmsley v Crown 
Equipment Pty Ltd, clarified a question about rehabilitation and return to work, which the 
Tribunal held is an ongoing obligation in accordance with section 18 of the Return to Work 
Act but there is concern that these legal limitations will place psychiatrically injured workers 
at risk. 
To achieve serious injury status workers need to demonstrate that they have a whole person 
impairment (WPI) of 30 percent or greater. However, psychiatric injuries that are 
consequential to physical injuries, such as post-traumatic stress disorder and those 
assessed as secondary to a physical injury are excluded from a WPI assessment. The WPI 
is extremely high and for many workers with a recognised mental disorder who are assessed 
as just below 30%, they are unlikely to be able to return to work or if they do so may place 
others at risk. 
Mental disorders are a focus for action in the SafeWork Australia National Strategy 2012-
2022 because of the severe consequences for workers with poor mental health, the large 
number of workers estimated to be affected by mental disorders and the existence of known 
preventative options. 
The national suicide prevention strategy and the South Australian equivalent are designed 
to assist government, community groups and other organisations to 'prevent suicide and 
promote mental health and resilience. Witnesses revealed little awareness of the whole of 
government strategy and concerns were raised about the limited resources of the Chief 
Psychiatrist to promote awareness of work related mental health. 
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Privacy 
A worker's mental health and wellbeing is a private matter protected by the Privacy Act 1988 
(C'wealth) and the South Australian Mental Health Act 2009. It is not only difficult for health 
workers in regional and rural communities to maintain privacy around their own mental 
health, the problem is compounded by the lack of access to available services which are 
predominantly located in urban areas. Technology is available and in use in Victoria to 
improve access to services and ensure privacy. However, improvements may be required 
in South Australia to provide health workers with similar access to mental healthcare that is 
private and reasonably available. 

What the Data Indicates 
Return to Work SA (RTWSA) no longer produces and publishes annual statistical data about 
workers compensation and trends, which is of concern given the importance of the data for 
policy makers. The unilateral decision to cease publication of information and statistics is in 
contravention of the Corporation's obligations under section 13(1) of the Return to Work 
Corporation of South Australia Act 1994. 

Because workers compensation claims data is not the most reliable source for work related 
mental injury or suicide, data has been drawn from a range of sources to assist in 
understanding the breadth and depth of the problem. 

Psychological injury claims represent about 4% of all accepted claims but are responsible 
for five times more in costs and absence from work. Workers in their mid-career (40-59) 
account for 46% of all psychological injury claims in South Australia. 
The main occupational groups at risk of psychological injury are professionals employed in 
the public sector (teachers, nurses, police officers). However, in the private sector the 
community service sector, whole sale and retail workers and those in the finance industry 
report the most psychological injury claims. Clerical and administration workers are 
increasingly reporting mental disorders which most likely stem from low control / high 
demand work and limited resources. There is an increased risk of self-harm and suicide in 
farming communities due to stressful environments, changing regulatory controls and lack 
of available supports. 

The Australian Psychological Society (APS) revealed in their annual stress and wellbeing 
survey that Australians experienced significantly higher levels of stress in 2014 compared 
to previous years. The APS reported that one in four people reported moderate to severe 
levels of distress. The effect of high levels of anxiety or depression can include gambling, 
smoking, drinking alcohol and taking recreational drugs. 

Safe Work Australia reported that 32% of mental disorder claims can be attributed to work 
pressure, but the South Australian data reveals a higher frequency which is of concern. 
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Public Sector Return to Work SA 

Work Pressure 43.6% 40% 

Harassment and bullying 28.1% 40% 

Occupational violence 21.9% 13% 

Traumatic 	or 	critical 
incidents 

5.7% 

The gender profile of mental disorder claims indicates that 56.4% of claims are reported by 
females and 43.6% by males. A survey of South Australian police officers found that 42% 
of those who participated in the survey suffered adverse psychological health effects as a 
result of their employment. 
The high rate of mental disorders in the public sector is due to the inherent risks associated 
with human service work. The occupational hazards argument is not new and is 
unacceptable at a time when available technology, data and research can provide insights 
that may not previously have been readily available. The same focused approach that was 
taken to reduce physical injuries now needs to be applied to reduce psychological injuries. 
A Victorian research study found that in some occupational groups, work factors could be 
responsible for up to 19% of reported suicides. Men between the ages of 18-44 are the 
highest risk demographic for suicide. They are almost four times more likely to take their 
own life than women, although higher levels of attempted suicide are recorded by women. 
In Australia, 2,864 people suicided during 2014, 240 of them were South Australians, which 
is more than double the road traffic fatality rate for the same period. The mineral and 
resource sector which is a male dominated industry and socially isolated, is a high risk 
industry for suicide. Risk factors include lifestyle, lack of family life, shift work and stigma 
relating to mental illness. A research report into suicide rates in the construction industry 
found that young male construction workers were ten times more likely to die from suicide 
than from a work injury. Low wage rates, financial pressures and isolation from family, 
friends and social networks adversely affects the mental health and wellbeing of workers in 
the construction and mining industries. 
First responder occupations (police, fire and emergency services, prison officers, bus and 
train drivers) are also at high risk of suicide. For police it is the cumulative exposure to 
dealing with crime that affects their mental health and wellbeing. While suicide is a matter 
of public health concern, Professor McFarlane said that suicide ideation is a significant issue 
within the Metropolitan Fire Service but there is a lack of expertise to deal with occupational 
mental health. The South Australian Ambulance Service (SAAS) said that ambulance 
officers are subject to aggression and violence arising from drugs and alcohol, inappropriate 
behaviour and mental illness which are increasing in frequency. 
The Commissioner for Public Sector Employment said that five suicides had occurred in the 
last five years, which were attributed to workload / work pressure. 
The rate of suicide in South Australia is unacceptable, particularly in rural areas where the 
rates are significantly higher than in metropolitan areas and where there is less access to 
support services. 
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Economic and Productivity Costs 
Common mental disorders such as depression, anxiety and substance use are common. 
One in seven Australians is likely to suffer from a mental disorder in their lifetime. The World 
Health Organisation reports that depression is one of the most common causes of disability 
and will be the number one health concern in developed countries by 2030. 
A Medibank Private commissioned study which examined the causes of mental disorders in 
workplaces, found that mental stress was a significant economic and social issue in the 
workplace with an estimated cost of $14.81 billion and an estimated direct cost to employers 
of $10.11billion, excluding the hidden costs of re-staffing, retraining and staff turnover. Other 
costs include rising disability rates, increasing social welfare, increased absence from work, 
and lost productivity. Left untreated the social and economic costs could be significant. 
It is estimated that up to 80 per cent of lost productive time is the result of absenteeism 
arising from depression. Those who attend work when unwell, may be no more productive 
than if they had stayed away. The term presenteeism is commonly associated with people 
attending work when unwell, putting in long hours but not working, and working at reduced 
levels. 

While there is an increasing state of knowledge about work related mental health and the 
risk of suicide and intentional self-harm in Australia, there remains a stigma. Unlike physical 
injuries, psychological illness and injuries are invisible, they prevent people from fully 
engaging in work and community life. 

Research undertaken by SuperFriend estimated the cost of suicide to the Australian 
economy at $17.5billion annually which includes productivity costs. In 2012 death claims 
paid out in Australia by Group Life Insurers where suicide was the known cause amounted 
to $100million. In the construction industry alone, the cost of a self-harm attempt resulting 
in short term absence from work is estimated at $925, with each self-harm attempt resulting 
in incapacity estimated at $2.78million and each suicide attempt resulting in fatality at 
$2.14million. A research report by Hunter Medical Research Institute estimated the cost of 
suicidal behaviour in the South Australian construction industry at $57.34million in 2012, 
most of which was borne by the government. 

Consequence of traumatic work related death 
The circumstances and experiences that lead someone to take their own life are complex 
and varied. Suicide has serious long term and emotionally devastating ripple effects for 
family members, co-workers, friends and others who were close to the person who took their 
own life. Whilst few suicides occur at work, research undertaken in Victoria found that work 
was the primary contributing factor in 17 percent of suicides investigated. 
A traumatic work related death such as a suicide may leave people close to the worker 
suffering depression, anxiety or post-traumatic stress disorder (PTSD). The event can be 
emotionally devastating for colleagues and may result in a contagion effect amongst 
vulnerable people, if supports are not available. Workers who are exposed to the death of 
a colleague by suicide are 3.5 times more likely to die from suicide compared to non-
exposed counterparts. 

Emergency service workers who are often first to respond to suicides and other traumatic 
events often supress emotions, only delaying the effects of the trauma. They can become 
hypervigilant which can result in increased heart rate, blood pressure and blood sugar levels. 
They may seek to avoid activities and places associated with feelings that trigger reminders 
of the traumatic event. In the workplace, supervisors, peers and OHS staff should be alert 
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to signs of PTSD and mental health problems such as Increased alcohol use, interpersonal 
and/or family conflict, social withdrawal, depression, somatic distress and performance 
deterioration'. 

Dealing with the Impact of Workplace Suicide 
The World Health Organisation estimates that for every 15 suicide attempts there is one 
fatality. People who may be affected by suicide include family members, co-workers, carers, 
friends and social networks such as sporting clubs. Professor McFarlane said that suicide 
is an unfortunate and relatively rare event, much more common is suicide ideation. 
RTWSA said that they are not usually made aware of suicide which is usually treated as a 
private family affair, but they have established a Mentally Healthy Workplace program to 
assist small to medium enterprises (SME) and their workers. Case workers have been 
trained in mental health first aid and they have engaged Beyond Blue to deliver programs to 
SMEs and general practitioners who are identified as needing assistance. 
Many workers do not seek support from their employer because of a lack of policies and 
procedures to support psychological health or they are not well known, but most believe that 
employers have an ethical duty to provide support to someone experiencing mental health 
concerns. 
A mentally healthy workplace is a productive workplace and should be the emphasis for all 
employers because of the intangible benefits — increased employee engagement and 
morale, recruitment and retention, maintenance of intellectual capacity and an overall 
positive work environment. However, some managers exacerbate psychological distress by 
treating it as a performance issue and not providing workers with counselling and support. 
Some workers may be required to take leave and not return until certified fully fit. 
Uniting Communities said that talking about suicide is particularly important to provide 
support to people exposed to a risk of suicidal behaviour. Following the death of an 
apprentice by suicide, Peer Veet learned the importance of factual communication to prevent 
rumours and keeping in touch with people as well as providing critical incident debriefing to 
co-workers, family, friends and others affected by the incident. 

Availability and Effectiveness of Information, Training and Education Programs 
Beyond Blue in collaboration with a number of businesses, not for profit organisations and 
governments (Mentally Healthy Workplace Alliance) developed the HeadsUp website to 
assist businesses to create mentally healthy workplaces. The national initiative aims to 
increase the prevention of work related stress and reduce stigma surrounding mental health. 
Other initiatives such as R U OK Day, World Suicide Prevention Day, and World Mental 
Health Day promote social inclusion and raise awareness of positive ways to think about 
mental health. 
Business leadership is the key to creating mentally healthy workplaces, which a 
PricewaterhouseCoopers analysis revealed delivered an effective return on investment 
(ROI). 	The Australian Council of Superannuation Investors (ACSI) recognised the 
importance of the safety and wellbeing of workers and the commitment of employers but 
argued there is a lack of reporting against initiatives in the same way that reports are made 
against other business investments, such as human resources and workers compensation. 
In the public sector, the Commissioner submitted that continuous improvement through the 
High Performance Framework provides a consistent approach for leaders at all levels to 
monitor and evaluate their organisation. She said that the government's response to the 
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national safety strategy includes a focus on psychological wellbeing. However, Professor 
McFarlane said that nobody in the Department of Health has oversight of occupational 
mental health and work related mental health is not within the Chief Psychiatrists purview. 
There are a range of Internet based information and training programs to assist businesses 
and individuals to deal with mental disorders, including iCBT (internet Cognitive Behavioural 
Therapy). Face to face training programs delivered by both private and not-for-profit 
organisations were reported to be uncoordinated because many providers are not located 
within South Australia. Rural and regional businesses have even less access to these 
resources. Cost can also be an impediment for small to medium enterprises that wish to 
access telephone counselling, face to face counselling or awareness training. 

Nationally a number of mental health prevention and intervention programs have been 
developed by the construction and resource sectors to prevent suicide and raise awareness 
of mental health issues. MATES in Construction, which is a not-for-profit organisation finds 
that cost and the stigma surrounding mental illness prevents some businesses from 
releasing workers for awareness training, which may take half a day, but more intense 
training may take several days. Funding for these programs is also a matter of concern. 
Police and emergency service workers are exposed to violence and aggression, to traumatic 
incidents and can become hypervigilant. SA Police invests resources into pre-employment 
psychological screening, training officers in resilience, trauma exposure, and health 
monitoring but the Police Association said that prevention of mental disorders should also 
include evaluation of existing programs for effectiveness, mental health first aid and physical 
exercise programs to help reduce mental stress. 

Identification and Prevention of Suicide and Intentional Self Harm 
Employers have a legal obligation under the Work Health and Safety Act to as far as 
reasonably practicable eliminate risks to health and safety. Where this is not possible, risks 
should be minimised. The obligation extends to psychological as well as physical hazards. 
Depression is one of the most common mental disorders and the most manageable, but 
many people do not receive any treatment and it is often overlooked in the workplace, which 
can increase the risk of suicide. The ability to understand and use information to help 
someone suffering from a mental illness is known as mental health literacy. 
There are enormous opportunities to provide preventative interventions in the workplace but 
there is no systemic planning or oversight and the Office of the Chief Psychiatrist is not 
equipped to deal with work related mental disorders, and SafeWork SA's primary focus is 
on physical safety. 

While we all have an important role in promoting and maintaining a mentally healthy 
workplace, there is no single strategy that will prevent suicide or suicidal behaviour. Suicide 
prevention requires a multiplicity of approaches through community awareness raising, 
education, prevention and intervention as well as postvention. 

A range of interventions were identified as the most effective for the prevention of suicide, 
but more research may be required to determine if they have a notable effect on employee 
sick leave absences. 
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Primary interventions 	• Increasing employee control (eg self-scheduling 
of shifts, gradual / partial retirement) 

• Health promotion (eg healthy eating, access to 
mental health services, physical activity) 

Secondary interventions 	• Screening with follow-up support and care 
• Cognitive behavioural therapy programs (CBT) 
• Counselling (eg EAP) 
• Stress management programs 

Tertiary interventions 	• Cognitive behavioural therapy programs (CBT) 
• Return to work programs which include CBT 
• medications 

Farmers are exposed to a range of stressful situations outside their control such as 
bushfires, pests and disease outbreaks, conflicts over land use or succession planning, 
changing regulations relating to the use of land, water, chemicals and movement of farm 
machinery as well as price volatility. The University of South Australia in collaboration with 
the University of Adelaide, the National Centre for Farmer Health and the Freemasons 
Centre for Men's Health is developing an online mental health program specifically for 
farmers, which aims to lap into their needs and sense of humour and lifestyle'. 
There is a foreseeable risk of traumatic exposure to threat, violence, horrific injury and death 
by police and emergency service workers. Prevention of psychological injury therefore 
requires risk management strategies and for employers to anticipate and manage the 
aftermath of cumulative traumatic exposures. Professor McFarlane said that if we are 
serious about having emergency services we need to have a system that allows people who 
are unwell to exit with dignity, rather than being harassed through a workers compensation 
system that treats them as malingerers. 

Engagement with Community and Consumer Groups 
Key influencers in promoting suicide prevention includes employer organisations, employee 
associations and national organisations through the Mentally Healthy Workplace Alliance, 
the National Mental Health Commission, SafeWork Australia, not-for-profit organisations 
such as Beyond Blue, the Black Dog Institute and some universities. 
In South Australia, SafeWork SA, RTWSA, Business SA, the Small Business Commissioner 
and the Department of Health and Ageing along with industry and unions are in a unique 
position to influence employers to adopt suicide prevention policies and practices in 
association with organisations like LifeLine, MATES in Construction and other key entities 
of interest. 
SafeWork SA established a community engagement directorate in 2014, which connects 
with businesses and supports them to achieve compliance with their Work Health and Safety 
obligations. They have also created a webpage with a focus on psychological health where 
employers and employees can access information and assistance on mental health 
concerns. However, the agency does not usually get involved in suicide matters unless 
there has been a breach of health and safety legislation that contributed to the outcome. 

RTWSA is taking an increased interest in addressing mental disorders in small to medium 
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enterprises (SME) because of the associated economic and human costs which are 
increasing, compared to physical injuries which are reducing. While SafeWork SA applies 
resources at the industry level to help prevent mental disorders, RTWSA applies resources 
at the individual business level. RTWSA also engages with Beyond Blue through the 
NewAccess program and HeadsUp and has relaunched the use of mediation to resolve 
conflict which can lead to mental stress and long term injuries. 

The Police Association (PASA) is assisting Flinders University with research into resilience 
in police which is examining the methods used by police to normalise their experience to 
preserve the delicate balance between victims and survivors in their everyday environment. 
While PASA have not previously collaborated with other emergency service unions they 
propose to do so in the future and explore ways to share information. 

Availability of Support 
Exposure to trauma or psychological hazards may result in anxiety, depression or substance 
use and in some cases suicidal behaviour. Support for those affected by risks to their mental 
health need follow up care, counselling (EAP), stress management programs or CBT 
(Cognitive Behavioural Therapy). While mentally healthy workplaces are productive 
workplaces, the policies, procedures and work practices may not be well known or promoted 
which could leave workers and managers unclear about the available support and options. 
In these circumstances, managers may lean towards treating mental disorders as a 
performance issue rather than referring workers and their families for appropriate support. 
There is a wide range of private, public and not-for-profit organisations that will support 
individuals and their families suffering mental disorders or suicidal behaviour. But it first 
requires the individual to seek help. In the workplace, communication, ongoing monitoring, 
staff training and relationship management are key to addressing the risks associated with 
suicidal behaviour. Relationships with Beyond Blue, Employee Assistance Providers (EAP) 
and similar networks will be important for many organisations. However, small to medium 
enterprises (SME) that may be located in regional or rural locations may not have the 
available resources to adopt these approaches. 

Funding for mental health and suicide prevention programs in the construction industry is 
largely delivered by MATES in Construction which is a not-for-profit organisation. It relies 
on funding from the Building Industry Redundancy Scheme Trust (BURST) and the 
Department of Health and Ageing. While MATES delivers training and support in South 
Australia, there is no other funding source from within the State. Given that research has 
identified construction workers to be at high risk of suicide, there is a greater need for 
construction companies to support organisations like MATES in Construction or develop 
their own programs aimed at reducing psychological hazards and the risk of suicide. 
Police and emergency service workers are often exposed to violence and aggression and 
are therefore a specific group who are at increased risk of exposure to trauma and 
psychological hazards. SA Ambulance's Peer Support Program has been in place for 25 
years and provides staff wellness and assistance services including early intervention. SA 
Police (SAPOL) includes resilience and suicide awareness training to officers and their 
families during recruit training. They also provide psychological screenings, counselling 
support through the Employee Assistance Program, crisis behaviour and dealing with death 
taskings. However, to date the SAPOL program has not been evaluated, which means it is 
not possible to say if it is effective. 
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Availability of Postvention and Related Training for Employer Organisations 
Previous exposure to suicide is an established risk factor for suicide. Knowing how to 
comfort and support people affected by suicide is known as postvention. While there is no 
universal model of postvention, it assists those bereaved by suicide with grief and loss and 
has been identified as one of the best ways to prevent suicide. Giving people the knowledge 
and skills to recognise when someone is struggling and intervene can provide a positive 
benefit to an individual's life. 
The workplace provides a unique opportunity to identify and support individuals at risk of 
suicide and self-harm because workers spend more time at work than anywhere else. 
Primary Producers (PPSA) said that postvention training should be made available to key 
influencers in rural communities. They identified key influencers as agronomists and other 
consultants, grower group facilitators, service providers and suppliers. The Healthy Farmer 
Advisor in collaboration with the National Centre for Farmer Health in Victoria has run 
physical and mental health checks at field days but this has only occurred once in South 
Australia. However, UniSA, the University of Adelaide, the Freemasons Foundation Men's 
Health and the National Centre for Farmer Health are currently collaborating on the 
development of an online program specifically to address the mental health risks in the 
farming community. The Office of the Chief Psychiatrist also has in place a community 
grants scheme to support suicide prevention and postvention, with grants of up to $10,000 
for organisations seeking to progress the goals of the Suicide Prevention Strategy. 
MATES in Construction provides postvention to workers in the construction industry for as 
long as it is needed, whether or not the company provides financial support to MATES. In 
rural areas MATES works with Standby Response which is a known suicide postvention 
support agency. 
The Police Association noted that SAPOL does not have a suicide prevention policy in place, 
which should ideally incorporate postvention. 
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ADDRESS IN REPLY BY HON JOHN DAWKINS 
On 20 May 2014, the Hon John Dawkins spoke about the suicide rates in South Australia 
and current prevention strategies in place. Here is an excerpt from his speech. 

I was very pleased that in the Governor's speech there was quite a significant reference to mental health, but 
particularly to suicide. As you, Mr President, and members well know, suicide prevention is a passion of mine 
and a portfolio responsibility that I hold. The Governor did say that the rate of suicide in South Australia is 
unacceptable, and in rural areas the rates are significantly worse than those of metropolitan areas. He goes on 
to express how disturbing it is to consider the amount of depression, anxiety and other mental illnesses that 
exists in what I suppose we would normally describe as prosperous, safe communities. The reference in that 
sentence is specifically referring to young people. I am the first to recognise that there is a significant amount 
of suicide happening in rural areas and to young people, but as I have said recently it is right across society. I 
think for us to put it just into rural areas and young people, or older men, as is quite often said, is dangerous. 
We need to treat this as an all of society issue. 

The Governor mentioned the work of the newly flagged Mental Health Commission. I am very hopeful that 
that commission will work with and assist the Office of the Chief Psychiatrist, which is doing very good work 
with minimal resources to roll out the government suicide prevention strategy. I think what we need to do is 
to do more to help a vast array of groups that are out there, largely with little or no funding. I thought it might 
be helpful to go through a number of the groups that are working either in the area of suicide prevention or 
with people who are affected by a suicide or an attempted suicide. 

The danger of going through and listing some of these groups is that you miss some out. There is a vast 
number, and I am going to list some of them now. It started off in a geographical sense in the former home 
town of the Hon. Mr Lucas and went north. I had quite a bit to do with the terrific people at Lifeline South East, 
who have had a very strong role in the development of the Mount Gambier Suicide Prevention Network, and I 
commend the Limestone Coast LSA of SAPOL for its strong involvement in that work in the South-East. 

I note that Lifeline South East has also been involved in the development of the Naracoorte mental health 
round table. I met with the mayor of Naracoorte Lucindale last week. There will be a suicide prevention forum 
in Naracoorte on 12 August, and I will be in attendance at that forum. I was pleased to be involved in the 
launch of the Murray Bridge Suicide Prevention Network last year. The ongoing work of that group is 
exceptional, and certainly the Rural City of Murray Bridge is to be commended for its support. 

Also at Murray Bridge is a group called Silent Ripples, which specifically deals with the families of people 
bereaved by suicide, and along with the Rural City of Murray Bridge developed the marvellous memorial garden 
overlooking the old original bridge over the Murray, where people who have been bereaved by suicide can go 
to remember those they have lost in this manner. 

Last Wednesday evening I was privileged to go to the launch of the Sedan suicide prevention awareness 
program, held in the small Murraylands town of Sedan, with sponsorship from the Mannum men's watch group, 
two local ministers and also the Mid Murray Council. One of the groups that presented at that program was 
the organisation called Ski for Life, which raises money for men's mental health and suicide prevention with an 
annual skiing event going from Renmark down to, I think, first Murray Bridge, but the second time I think they 
went as far as Wellington. I have also been heavily involved with the Strathalbyn and Community Suicide 
Prevention Network, which started off with assistance from Wesley LifeForce in Sydney. Since then they have 
developed their own leadership and have been doing some terrific work in that community. 

The Community Response to Eliminating Suicide (CORES) group is one I have mentioned in this place many 
times, and I am proud to say that I have had a lot to do with the establishment of those programs on Eyre 
Peninsula and in the Riverland. The Riverland chapter is extraordinarily active still. I was only reading something 
recently about a further suicide prevention program, which will be held in Loxton shortly by that group. 

In Port Augusta I have been privileged to work with the Suicide Intervention Life Preservation Action Group 
(SILPAG), and I know the member for Stuart has given them great support in that community, which is 
particularly important because of the large Aboriginal population there. We know, unfortunately, that the 
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suicide prevalence in that community is far higher than in the rest of society. 

In my own home town I have been pleased to be involved in the launch of the Gawler Suicide Prevention 
Community Group and continue to attend those monthly meetings as often as I can. A lot of those networks 
and community groups that have been set up through the work of the Office of the Chief Psychiatrist. Initially 
they put in a lot of effort developing their own action plan that suits the community they serve. Another that 
has just been developed is the City of Playford Suicide Prevention Community Network, and that city council 
has a very strong track record of working in this area, going back a number of years ago when I attended a 
forum run jointly with Rotary in that city, when 300 people were in attendance. 

Also in the northern suburbs we have the Northern Suicide Bereavement Support Group, which does important 
work. I have also been privileged to speak to a number of groups that are not specifically designed around 
suicide prevention but are very keen to tap into anybody providing assistance in that area. One of those groups 
is the Northern Carers Network. I have also been pleased to visit Neami National at Elizabeth and see the work 
that that organisation is doing with mental health clients, many of whom have come out of facilities such as 
Glenside, and they are very involved in getting those people back into the community, into employment and 
into voluntary work as well. 

Just going through a number of other groups: the Mental Health Activity and Resource Centre and the One 
Voice Network. Another I have had an enormous amount of involvement with is Minimisation of Suicide Harm 
(MOSH), an organisation started by a wonderful lady, Jill Chapman, who lost her son to suicide, and her 
response has been to do everything she can to make sure any people who suffer a loss from suicide do not 
have to go through as much of the anguish as she did without support. MOSH is a terrific organisation. 

Anglicare is very involved in this space. I think a number of people have heard of the Living Beyond Suicide 
program. They have also recently launched A Cry for Help, and I went to the launch of that in St Peter's 
Cathedral recently. A Cry for Help is about helping the people who have attempted suicide and been 
unsuccessful and, of course, their families, as they all grapple with the results of that. 

Obviously, Uniting Communities play a particular role in the area, particularly through Lifeline Adelaide but in 
other ways as well. I think Lifeline is one of those groups that comes to mind when people are thinking about 
those who need urgent assistance with mental health or if they are thinking of taking their own life. 

Of course, I have supported the Salvation Army Red Shield Appeal for many years, but their work in suicide 
prevention is probably not as well known even though they have been in the space for over 100 years. Their 
Hope for Life—Lifekeeper Memory Quilt is a very good reminder of the unfortunate loss that we suffer in this 
state, and particularly brought home to me a couple of years ago the number of families who have lost more 
than one member to suicide. 

I have also had some involvement with the Mental Illness Fellowship South Australia. I was a speaker at the 
group Grandparents for Grandchildren. They were very interested to learn about, I suppose, the greater 
readiness within the community to talk about these issues. Only today, I have had a call from someone I met 
at that group about assisting someone who they think is under great threat. 

The emphasis on young people in the mental health area, and particularly those at risk of suiciding, is often 
related back to the services that are available in an online fashion. There are three in particular, that are based 
in South Australia, that I have been involved with. One is In 2 Life. The others are TalkLife and ReachOut.com. 

The first two are sort of in a Facebook style, I think, where they allow people to have a conversation with some 
trained people at the other end about their issues and have that conversation in a way that suits the young 
people of the day. Many of us in this place would probably prefer face-to-face conversation, but that is the 
way it is done with a lot of the younger generation. ReachOut.com  is another one that has been around for 
quite a while now and is well regarded. 

There are many other organisations that I could mention, but I just thought it was worth putting on the record 
that those organisations and many others largely operate without any government assistance. There are some 
that get some small government assistance, but the great majority of them operate on volunteers and on local 
fundraising, and I think we need to turn our eye towards providing more assistance for those groups. I say that 
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because I have also organised forums on suicide prevention in the electorates of Giles, Florey, Newland, Little 
Para, Taylor, Napier, Hartley, Fisher, Mitchell and Light, and I think there is great potential for many more of 
these to be held and for the follow-up to happen. 

So I say to the government—and I know I have moved a motion in this house which emphasises some of this 
as well—that I think it is very important that the terrific work that has been done by the Office of the Chief 
Psychiatrist be added to, because there is only one person trying to roll-out the government strategy across 
the whole of South Australia at the moment. That lady, Lynne James, is doing a wonderful job, but we need to 
provide some help. 
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RECOMMENDATIONS 

Legal and Policy 

Recommendation 1 (page 12) 
The Committee recommends that the Minister for Attorney General commission an independent 
review of the South Australian Guide to Evaluation of Psychiatric Impairment for Clinicians 
(GEPIC) to ensure it is a valid and reliable measure of psychiatric impairment. 

Recommendation 2 (page 12) 

The Committee recommends that the Minister for Industrial Relations investigate the call 
for presumptive provisions for police and emergency service personnel who suffer 
prescribed mental disorders. 

Recommendation 3 (page 15) 

The Committee recommends that Minister for Mental Health and Substance Abuse 
proactively promote the benefits of help seeking behaviour by workers and make available 
tools to assist employers to respond appropriately. 

Recommendation 4 (page 17) 

The Committee recommends that the Minister for the Public Sector ensure that all 
government agencies review the State Suicide Prevention policy and adopt relevant 
aspects of the policy as per the Health in All Policy approach. 

Recommendation 5 (page 17) 
The Committee recommends that the Minister for Mental Health and Substance Abuse ensure 
that the Chief Psychiatrist has adequate resources to develop, promote and implement 
the 2017-2021 Suicide Prevention Policy and Strategy and that there will be continuity of 
service. 
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Privacy issues 

Recommendation 6 (page 19) 
The Committee recommends that Minister for Mental Health and Substance Abuse 
explore technological opportunities to provide confidential mental health services to 
medical and allied healthcare staff working in regional and remote locations. 

Data Analysis 

Recommendation 7 (page 21) 
The Committee recommends that the Minister for Industrial Relations require Return to 
Work SA to restart publishing information and statistics in accordance with their 
obligations under the Return to Work Corporation Act. 

Recommendation 8 (page 29) 
The Committee recommends that the Minister for Public Sector explore ways to reduce 
the incidents of psychological injury claims arising from excessive or prolonged work 
pressure in the public sector. 

Recommendation 9 (page 37) 
The Committee recommends that the Minister for Mental Health and Substance Abuse 
ensure that the Chief Psychiatrist has adequate resources to fund early intervention 
programs that focus on reducing the risk of suicidal behaviour in identified high risk 
industries. 

Economic and Productivity Costs 

Recommendation 10 (41) 
The Committee recommends that the Minister for Industrial Relations ensure that 
SafeWork SA to makes available suitable mental health and wellbeing training programs 
for identified high risk industry groups, businesses, managers and workers. 
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Recommendation 13 (page 50) 
The Committee recommends that the Minister for Police commission an evaluation 
of the following SA Police psychological health programs and report the findings to 
the Committee within 12 months: 

• Resilience 
• psychological screening 
• crisis behaviour 

• suicide awareness training 
• employee assistance 
• dealing with death taskings 

Consequences of Traumatic work related death 

Recommendation 11 (page 44) 
The Committee recommends that the Minister for Police commission research into suicidal 
behaviour of police officers and identify suitable mitigation strategies and report findings 
to the Committee within 12 months. 

Dealing with the impact of workplace suicide 

Recommendation 12 (page 50) 
The Committee recommends that the Minister for the Public Sector: 

• ensure that the State Suicide Prevention policy and strategy is adopted by all 
public sector agencies; and 

• an evaluation of mentally healthy workplace programs is undertaken in all public 
sector agencies with a view to identifying opportunities for improvement and 
implementation of risk mitigation strategies 

• that a progress report be provided to the Committee on implementation of the 
above activities within 12 months. 

Information, training or education 

Recommendation 14 (page 56) 
The Committee recommends that the Minister for the Public Sector ensures that all public 
sector agencies report on the progress of mental health prevention programs and their 
effectiveness in their annual reports. 
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Recommendation 15 (page 58) 
The Committee notes that the SA Health Healthy Workers — Healthy Futures information 
and resources are useful for a health body and a healthy mind. The Committee therefore 
recommends that the Minister for Mental Health and Substance Abuse ensure that the 
resources are more proactively promoted for this purpose. 

Recommendation 16 (page 60) 
The Committee recommends that the Minister for Industrial Relations ensure that Return 
to Work SA evaluate their Mentally Healthy Workplace Program annually and report on 
performance in their annual report. 

Recommendation 17 (page 64) 
The Committee recommends that the Minister for Industrial Relations ensure that 
SafeWork SA promote help seeking behaviour by encouraging industries to: 

• include mental health awareness, reporting processes and assistance to all new 
workers within induction programs 

• consider training supervisors and senior staff to respond to workers who appear 
mentally unwell, particularly in those industries where there is a high risk of 
mental disorder and suicidal behaviour 

Recommendation 18 (page 66) 
The Committee recommends that the Minister for Mental Health and Substance Abuse 
ensure that the Chief Psychiatrist adopts a formal consultation process and consults with 
the SA Police Commissioner, emergency service organisations and employee 
associations as part of the development, promotion and implementation of the Suicide 
Prevention Policy and Strategy. 

Recommendation 19 (page 66) 
The Committee recommends that the Minister for Police commission an evaluation of SA 
Police psychological health programs and report on the findings to the Committee within 
12 months. 
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Prevention of Suicide and Self Harm 

Recommendation 20 (page 72) 
The Committee recommends that the Minister for Mental Health and Substance Abuse 
ensure that SA Health Healthy Workers - Healthy Futures resource is evaluated and the 
findings reported to the Committee within 12 months. 

Recommendation 21 (page 75) 
The Committee recommends that the Minister for Police and Emergency Services: 

• commission a review of tasks and activities undertaken by police and emergency 
service personnel and identify those that are likely to expose officers to reasonably 
foreseeable cumulative psychological harm, trauma or death 

• commission comprehensive risk assessments to the above and apply risk 
mitigation strategies to reduce psychological harm. 

Engagement of Community and Consumer Groups 

Recommendation 22 (page 79) 
The Committee recommends that the Minister for Industrial Relations ensue that 
SafeWork SA in conjunction with RTWSA implement a program to assist industry 
associations .and businesses that have a high risk of mental illness and/or suicide to 
undertake risk assessments and implement mentally healthy workplace programs to 
address those risks. 

Availability of Support Services 

Recommendation 23 (85) 
The Committee recommends that the Minister for Police and Emergency Services provide 
details of how workers in rural and regional areas are supported in the event of a traumatic 
or critical incident given the apparent lack of available services outside urban centres. 
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Recommendation 24 (page 86) 
The Committee recommends that the Minister for Police commission an evaluation into 
the Victorian smart app and consider if it may be an effective early intervention tool to 
assist South Australian police officers and managers to deal with mental health concerns 
and reduce the risk of suicide. 
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1. OCCUPATIONAL SAFETY, REHABILITATION AND 
COMPENSATION COMMITTEE 

	

1.1 	Preamble 
This is the 26th report of the Parliamentary Committee on Occupational Safety, 
Rehabilitation and Compensation (the Committee). 

On 5 June 2014, on its own motion, the Committee resolved to inquire into work related 
mental disorders and suicide prevention. In 2014 240 South Australians took their own 
lives, 184 of whom were men, which represents a 17.5% increase on the previous 
yearl. While females have a lower suicide rate than men, they have a higher rate of 
attempted suicide and self-harm resulting in hospitalisation. Hospital data reveals that 
62 percent of all people admitted for self-harm were female. 
The Work Health and Safety Act 2012 places a primary duty of care on a Person 
Conducting a Business or Undertaking (PCBU) to so far as reasonably practicable 
ensure that workers are not exposed to risks to their health and safety as a result of 
work with the PCBU. The obligation extends to psychological as well as physical health 
and wellbeing. 

Mental disorders are a focus for action in the SafeWork Australia National Strategy 
2012-2022 because of the severe consequences for workers with poor mental health, 
the large number of workers estimated to be affected by mental disorders and the 
existence of known prevention options. 
While it is noted that complaints of bullying behavior in the workplace can and have 
been responsible for some very serious mental disorders, this was not the specific 
focus of the Committee's inquiry. 

Along with submissions and evidence from witnesses who have contributed to this 
inquiry, contemporary research has been used to provide context and information 
about the nature of mental disorders and the complexity of high risk work, the 
availability of support services or gaps in the system. 

2. COMMITTEE MEMBERSHIP AND FUNCTIONS 

	

2.1 	Members of the Committee 
The Parliamentary Committee on Occupational Safety, Rehabilitation and 
Compensation is established pursuant to sections 15D of the Parliamentary 
Committees Act 1991. 

Following the March 2014 State election, the Sixth Parliamentary Committee on 
Occupational Safety, Rehabilitation and Compensation was constituted with the 
following Membership: 

Hon Steph Key, MP (Presiding Member) 
Hon John Darley, MLC 

1  Reliability of suicide and self-harm data is affected by differences in State reporting methods, and delays in post 
mortem processing by Coroners. 
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Hon Gerry Kandelaars, MLC 
Hon John Dawkins, MLC 
Mr Stephan Knoll, MP 
Ms Nat Cook MP* (appointed on 10 February 2015) 
Ms Katrine Hildyard MP (May 2014— February 2015). 

	

2.2 	Committee staffing 
The Committee is supported by Ms Susan Sedivy, Executive Officer. 

	

2.3 	Functions of the Committee 
Section 15F of the Parliamentary Committees Act 1991 defines the functions of the 
Occupational Safety, Rehabilitation and Compensation Committee as: 

(a) to keep the administration and operation of the Occupational Health, Safety and 
Welfare Act 1986, the Workers Rehabilitation and Compensation Act 1986, and 
other legislation affecting occupational health, safety or welfare, or occupational 
rehabilitation or compensation under continuous review; and 

(b) to examine and make recommendations to the Executive and Parliament about 
proposed regulations under any of the legislation mentioned in paragraph (a), and 
in particular regulations that may allow for the performance of statutory functions 
by private bodies or persons; and 

(c) to perform other functions assigned to the Committee by this or any other Act or 
by resolution of either House of Parliament. 

	

2.4 	References 
Pursuant to Section 16 subsection (1) of the Parliamentary Committees Act 1991, any 
matter that is relevant to the functions of the Committee may be referred to the 
Committee: 

• by resolution of the House of Assembly; 
• by the Governor, by notice published in the Gazette; 
• of the Committee's own motion. 

	

2.5 	Ministerial responses 
Pursuant to Section 19 of the Parliamentary Committees Act 1991, any 
recommendations directed to a Minister of the Crown require a response from that 
Minister within four months. This response must include statements as to: 
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• which (if any) recommendations of the Committee will be carried out and the 
manner in which they will be carried out; 

and 

• which (if any) recommendations will not be carried out and the reasons for not 
carrying them out. 

The Minister must cause a copy of the response to the Committee's report to be laid 
before the Committee's appointing House within six sitting days after it is made. 

	

3. 	MOTION 
On 5 June 2014, on its own motion, the Committee resolved to conduct an inquiry into 
work related mental health and suicide prevention. 

	

3.1 	Terms of reference 
The Terms of Reference of the inquiry are: 

1. What is an employer's legal responsibility to provide a mentally healthy 
workplace, including identifying the prevalence of mental health conditions and 
implementation of preventative actions? 

2. Are there any privacy concerns that would prevent employers from embarking 
on a structured mental health prevention program and if so, how could this be 
managed? 

3. What are the main occupational groups most at risk of work related suicide and 
what are the main causes? 

4. Are there any gender or age groups that appear to be most at risk of work 
related suicide? 

5. What are the economic and productivity costs of mental health conditions in 
South Australian workplaces? 

6. What are the consequences of traumatic work related death on the workforce, 
family and the local community? 

7. What is the impact on the remaining workforce of a death by suicide and what 
support is provided by employers, unions or is available in the community for 
affected workers, contractors and volunteers? 

8. What information, training or education programs are available to workers, 
contractors and volunteers in relation to the prevention of suicide? 

9. How do employers in 'at risk organisations' identify and prevent the risk of 
suicide or self harm by employees, contractors or volunteers? 

10. Community and consumer participation is recognised as essential for improving 
the effectiveness of services to a diverse population. How well do community 
and consumer groups engage with employer organisations and unions to 
promote suicide prevention? 

11. How readily available are support services for at risk workers, their colleagues 
and employers in regional and rural communities? 
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12.1s suicide post intervention training available to employers to enable them to 
support their workforce and the affected families? 

4. 	ADDRESSING THE TERMS OF REFERENCE 

4.1 	Legal responsibilities 

What is an employer's legal responsibility to provide a mentally healthy workplace, 
including identifying the prevalence of mental health conditions and implementation 
of preventative actions? 

4.1.1 Legal Frameworks 

(a) 	Work Health and Safety Act 2012 

There are a number of legal frameworks that apply to persons with a mental illness. 
For work related psychological injuries, the Work Health and Safety Act 2012 places a 
primary duty of care on a Person Conducting a Business or Undertaking (PCBU) to so 
far as reasonably practicable ensure that workers are not exposed to risks to their 
health and safety as a result of work with the PCBU (section 38). The obligation 
extends to psychological as well as physical health and wellbeing. 
The former Occupational Health, Safety and Welfare Act 1986 focused on physical 
hazards, but the Work Health and Safety Act now defines hazards as physical, 
biological, chemical or psychological (section 5). The legislation places psychological 
hazards on the 'same footing' as physical hazards2. 
Specifically, section 19 of the Work Health and Safety Act places a primary duty on 
PCBUs to as far as reasonably practicable: 

• Provide and maintain a work environment that is without risks to health and 
safety 

• Provide and maintain safe systems of work 
• Monitor the health and safety of workers and the conditions at the workplace to 

ensure that work-related illnesses and injuries are prevented 
• Provide appropriate information, instruction, training and supervision to workers 

(and others) at the workplace to enable work to be carried out safely. 

The Work Health and Safety Act is supported by Regulations and a number of 
Approved Codes of Practice that provide guidance on addressing hazards and risks. 
It is incumbent on employers to be aware of the critical risks to their business and 
ensure that they are being effectively managed through appropriate supervision and 
random audits (Comcare v Transpacific Industries [2015] FCA 500). 

Clauses 32 to 38 of the Work Health and Safety Regulations prescribe the process of 
managing risks to health and safety. The Regulations require that PCBUs take 
reasonably practicable measures to eliminate risks to health and safety, wherever 
possible. Where this is not possible, the Regulations prescribe a process for 

2  Purse K, Police Association Submission No 13 to Parliamentary Committee Inquiry, May 2015 16. 
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minimisation of risks to health and safety by applying the hierarchy of controls: 
1. Eliminate the hazard 
2. Substitute the hazard with something less hazardous 
3. Isolate the hazard from any person exposed to it 
4. Implement engineering controls 
5. Apply administrative controls (changes to policies and procedures, training) 
6. Provide personal protective equipment and/or clothing. 

The Approved Code of Practice on How to Manage Health and Safety Risks, lists 
psychological hazards as work related stress, bullying, violence and work related 
fatigue, which are subject to investigation if reported to SafeWork SA. 

Workplace violence may cause physical injury but can also expose workers to 
psychological trauma, which can have long term psychological affects such as 
depression, anxiety and/or post-traumatic stress disorder. SafeWork SA's guide to 
Preventing and Responding to Work Related Violence covers violence associated with 
a robbery or other crime (external violence) and violence associated with providing a 
service to customers or clients (service related violence). 
A range of guidance material and fact sheets published by SafeWork SA aims to assist 
employers to eliminate or minimise the risk of workplace bullying, including: 

• Dealing with a workplace bully — a worker's guide 
• Guide to preventing and responding to workplace bullying 
• Preventing psychological injury under work health and safety laws (fact sheet). 

(b) 	Return to Work Act 2014 

In the event that a worker is exposed to a psychological or psychiatric injury, the Return 
to Work Act provides support with some limitations. 

Prior to 1 July 2015, workers who reported a psychiatric injury arising from their 
employment could make a claim for compensation in accordance with section 51 of 
the Workers Rehabilitation and Compensation Act 1986. Section 30A of the Workers 
Rehabilitation and Compensation Act 1986 prescribed the entitlement to compensation 
in the event of psychiatric injury. Employment needed to be a substantial cause of a 
psychiatric injury and was not compensable if it arose from reasonable management 
action such as to transfer, demote, discipline, counsel, retrench or dismiss the worker, 
as long as those actions were taken in a reasonable manner. 
According to Mr Graham Harbord, the Return to Work Act treats workers suffering a 
psychiatric injury differently from those who have sustained a physical injury. He said 
the 'legislation clearly discriminates against workers suffering from a mental condition'. 
Mr Harbord said: 

The legislation demeans such workers by according those with a psychiatric injury much 
less by way of benefits under the workers compensation scheme compared with those 
suffering a physical injury3. 

He said that the Return to Work Act assumes you can neatly delineate between 
physical and mental conditions but one can have a severe impact on the other. 

3  Harbord G, Committee Hansard Transcript Question 364, 25 February 2016. 
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Physical injuries and severe pain can result in mental injuries and vice versa4. 

The new Return to Work Act 2014 limits claims for psychiatric injuries by requiring that 
employment be 'the significant contributing cause' of the injury with the exclusion of 
reasonable management actions taken in a reasonable manner (section 7)5. 
A worker who sustains a primary psychiatric injury must have a diagnosis in 
accordance with DSM — 5 (Diagnostic and Statistical Manual for Mental Disorders) 
which may include any one of the following common psychiatric disorders: 

• Acute stress disorder 
• Post-traumatic stress disorder (PTSD) 
• Generalised anxiety disorder 
• Adjustment disorder with depressed mood and/or anxiety 
• Panic disorder with or without agoraphobia 
• Major depressive disorder 
• Pain disorder 
• Substance use disorder 
• Dysthymic disorder. 

Mr Harbord provided an explanation of psychiatric injuries which are defined in section 
4 of the Act, 

[T]he concept of mental harm as meaning impairment of a person's mental condition; 
psychiatric injury means pure mental harm; pure mental harm is defined as meaning mental 
harm other than consequential mental harm; and consequential mental harm means mental 
harm that is a consequence of bodily injury to the person suffering the mental harm6. 

The legislation only provides for the rehabilitation and return to work of those who have 
an accepted workers compensation claim in accordance with the provisions of the 
Return to Work Act. Some employers have more flexible arrangements in place to 
support those workers whose claim is not successful or who choose not to make a 
claim (such as Employee Assistance Programs). 

'The nature and eligibility criteria of the legislation has a major bearing on access to 
compensation payments and commencement of the return to work processes7. 

The Australasian Faculty of Occupational & Environment Medicine (AFOEM) and the 
Royal Australasian College of Physicians (RACP) Position Statement states that 'for 
most individuals, working improves general health and wellbeing and reduces 
psychological distress.' But in the nine years prior to 2014, there had been a 70% 
increase in requests for sickness certificates in Australia without a corresponding rise 
in morbidity. They state that the increase is mostly driven by people with common 
health problems such as musculo-skeletal disorders and mild to moderate mental 
health problems. There has also been a corresponding increase in sickness benefits 
for psychological or psychiatric conditions and the return to work rate has been 

4  Ibid. 

5  Opcit Purse 2. 

6  Opcit Harbord. 

Opcit Purse. 
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declining8. Their agreed position and that of their stakeholders is that work is good for 
people, including those experiencing mental illness. 

Many people with mental health conditions do not receive psychiatric or psychological care. 
In fact, emotional symptoms and minor psychological problems are common in the working 
age population and most people cope with these most of the time without health care or 
sickness absence from work9. 

The AFOEM and RACP Position Statement states that even for people with a 
diagnosable mental disorder who have experienced absences from work, the 
consequences associated with long term unemployment are greater. People with 
mental health problems are more likely to be out of work for longer, are more likely to 
experience insomnia and suffer a further deterioration in their mental health, further 
reducing their chance of gaining employment. Early intervention and durable return to 
work with appropriate support is an effective way to support people with mental health 
problems1°. 

The Police Association of South Australia (PASA) submitted that the increased 
restriction on workers compensation laws for psychological injuries means that many 
employers place less emphasis on the prevention and mitigation of the causes of these 
injuries11. 

In evidence, Mr Carroll said that the PASA is not a fan of the Return to Work Act and 
is supportive of the Hon Robert Brokenshire MLC, who is seeking to make 
amendments to the Police Act 199812  to protect the entitlements of police officers 
injured whilst in the line of duty. 

We believe the Return to Work Act doesn't assist our members, has absolutely no 
understanding of our profession and makes no allowances for our members and the work 
that they perform. I've said in my oral statement that there is a difference between police 
and just about everybody else and their work13. 

Mr Carroll said that police are 'not just the front line, they are the last line and everything 
in between'. He outlined some case studies and said that post-traumatic stress 
disorder can be contracted later by the most resilient people but the Return to Work 
Act makes no allowances for injuries that occur today and develop over time and there 
is no guarantee that a seriously injured police officer will be assessed as having a 
whole person impairment of 30 percent or greater14. 
(c) 	Whole Person Impairment 
Once it been established that work was 'the significant contributing cause' (Section 7 
(2) (i)), and the claim is accepted, the claims manager will monitor the workers 
condition to determine when it has achieved maximum medical recovery, which is not 

The Australasian Faculty of Occupational & Environmental Medicine and the Royal Australasian College of 
Physicians 'Position Statement: Realising the Health Benefits of Work', 2014 5-12. 

9  Ibid. 

1° Ibid. 

Opcit Purse 3. 

12  Police (Return to Work) Amendment Bill 2015. 

13  Carroll M, Committee Hansard Transcript Question 347, 29 October 2015. 

14  Ibid. 
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likely to occur for at least 12 months, in serious cases. 
In order for a worker to remain in the RTWSA scheme for more than two years they 
must demonstrate evidence of a serious injury through assessment of whole person 
impairment (WPI) of 30percent or greater. The degree of whole person impairment 
will not only determine if the worker is categorised as seriously injured and entitled to 
weekly payments after the first two years, but will also determine whether they can 
pursue a claim at common law (sections 70-74). 

Section 22 of the Return to Work Act sets out the processes and criteria for assessing 
permanent impairment in relation to physical and psychiatric disabilities, which must 
be assessed separately and not be consequential to each other. 
Mr Harbord said that the concept of pure mental harm seems to have been borrowed 
from the Civil Liability Act where it applies in relation to motor vehicle accidents15. He 
explained the meaning of psychiatric injury as expressed in the legislation: 

Section 4 of the act sets up a number of definitions. It defines the concept of mental harm 
as meaning impairment of a person's mental condition; psychiatric injury means pure 
mental harm; pure mental harm is defined as meaning mental harm other than 
consequential mental harm; and consequential mental harm means mental harm that is a 
consequence of bodily injury to the person suffering the mental harm16. 

The Guide to the Evaluation of Psychiatric Impairment for Clinicians (GEPIC) is the 
assessment tool to be used by accredited psychiatrists when assessing the degree of 
impairment arising from a psychiatric disability, which can only occur following a 
diagnosis in accordance with DSM-V and when there is evidence that the injury has 
stabilised. The GEPIC has been in use in Victoria since about 1997 where it was 
developed by three experienced psychiatrists. It emerged out of a recognition that the 
AMA Guides to Evaluation of Permanent Impairment were unsatisfactory for 
psychiatric evaluation17. 
The South Australian and Victorian assessment of whole person impairment for those 
who are seriously injured is complex and may not adequately protect psychiatrically 
injured workers who may be left without support at the end of the two year period. 
PASA cited a case study in which a police officer who was shot, had reconstructive 
surgery to his face and jaw, skin grafting and a range of other treatments but may not 
meet the 30 percent whole person impairment criteria. PASA said that 30 percent 
whole person impairment is a very high threshold: 

[W]e are told by the experts that that's a very high threshold. So, if we take Brett Gibbons, 
they can't tell him today whether he is or whether he isn't. I mean, we saw Brett after he 
was injured and he's lucky to be alive. He will have, for the rest of his life, ongoing treatment 
requirements and he may not meet the threshold. So, I would have thought there's 
something fundamentally wrong with the legislation if someone like that, today, some four 
years after he was shot, still going through his surgeries, cannot be assessed as a seriously 
injured worker under the new legislation. It doesn't sit well with us18. 

15  Ibid. 

16  Harbord G, Committee Hansard Transcript Question 364, 25 February 2016 96. 

17  Schultz G, 'GEPIC Overview' presented at the Law Society Conference 'Both Sides of the Fence', Adelaide, 16 
October 2015. 

18  Carroll M, Committee Hansard Transcript Question 348, 29 October 2015 92. 
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Mr Carroll raised concern over police officers with many years' experience who are 
now trying to process what they have dealt with in a 30-35 year career. He said that 
even the most resilient person may develop post-traumatic stress disorder (PTSD) in 
the future as a result of their work. He said: 

I mean, we are not just the front line, we are the last line and everything in between, and 
to expect a police officer like Brett Gibbons, who went into the house at Hectorville and 
saved lives and had his face shot off, to think that he might, sometime in the future, contract 
post traumatic stress disorder—he is a very resilient man, but who knows what might 
happen to him in the future.19  

In evidence, Dr Michael Clarke said that it is quite common for someone with a physical 
injury which impacts on their life in a significant way, to then suffer a psychiatric injury 
He said that: 

they then suffer a psychiatric injury because their injury upsets their entire life sometimes, 
not being able to work and then what happens at home, their leisure pursuits, and people's 
identity is very much wrapped up in their physical prowess and abilities and they do not 
have much else in their life and they have a manual job, so it is very understandable that 
they will become unwell, but with the new legislation there will be this separation that that 
part is not combined with the other. So, someone could be quite disabled as a result of a 
depression anxiety, as well as their physical injury, but it is seen as a separate issue.2° 

Mr Harbord provided the Committee with a case study example of two ambulance 
officers who each sustained a work related injury during the same incident but will be 
treated differently for the purposes of the assessment of whole person impairment. He 
outlined a case where two paramedics attend an incident where one is assaulted. 

The first paramedic gets attacked by that patient and is stabbed, and suffers physical 
injuries and is incapacitated for work. He subsequently suffers an adjustment disorder from 
the pain resulting from the injuries, and depression. In that case, all of that mental condition 
would be considered to be consequential mental harm and, therefore, not taken into 
account for the purposes of the 30 per cent threshold test21. 

However, Mr Harbord said that the second ambulance officer who witnesses the attack 
might go on to develop severe Post Traumatic Stress Disorder (PTSD) but suffer no 
physical injuries. He said that those injuries would be pure mental harm and able to 
be assessed in accordance with the 30 percent threshold: 

That second paramedic may well have an entitlement to continuing weekly payments, 
whereas the first paramedic, if the physical injuries aren't severe enough to reach the 30 
per cent threshold, has no entitlement to continuing weekly payments after the two-year 
cut-off date22. 

Mr Harbord said that while the rationale behind the GEPIC is to have an objective 
measurement, it doesn't seem very useful at present. He said: 

I think the problem with GEPIC, at least in this state, is still in its early stages days and we'll 
need to see how it plays out23. 

13  Ibid. 
20  Clarke M, Committee Hansard Transcript Question 435, 14 April 2016 122. 
21  Opcit Harbord, 97. 
22  Ibid. 
23  Harbord G, Committee Hansard Transcript Question 378, 25 February 2016 100. 
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Professor McFarlane said that the system has a 'whole lot of unintended 
consequences' and creates a lot of 'disincentives to any individual who is 
psychologically unwell putting up their hand'. 
He said: 

I think there is a real need to completely reconsider this issue of the WorkCover legislation 
for those who have got predictable exposures in the workplace that carry with them 
significant and known and predictable mental health consequences24. 

Professor McFarlane said there are much more objective ways to measure impairment 
than the GEPIC. 

There are now much more objective ways of measuring impairment by active measures of 
behaviour and brain function, and the science behind that impairment scale is really not 
well established, and there are some significant issues that could I think be done to improve 
that method of assessment25. 

Workers in Victoria and South Australia must demonstrate a higher level of impairment 
than NSW workers in order to be entitled to compensation payments for longer than 
two years. 
Like South Australia, the NSW Workers Compensation Act 1987 does not allow 
payment of compensation in respect of permanent impairment that results from a 
secondary psychological or psychiatric injury; and no compensation is payable unless 
the level of permanent impairment for psychological/psychiatric or physical injury 
exceeds 10 percent. In the event that a worker sustains a primary psychological/ 
psychiatric injury as well as a physical injury, he or she is only entitled to receive one 
payment, which will be the greater of the two separately assessed injuries. 
NSW Workers Compensation Act 1987 prescribes that claimants are entitled to two 
weekly payment periods. The first payment period is for 13 weeks at the rate of 
95percent of the worker's Average Weekly Earnings (AWE) and the second payment 
period is for 14-130 weeks (2.5years) at the rate of 80percent of AWE. Section 38 
prescribes circumstances where entitlements to workers compensation weekly 
payments may continue past 130 weeks but the Act limits payments to five years 
unless the worker has sustained an injury that results in permanent impairment greater 
than 20 percent. A seriously injured worker who is assessed as having no current work 
capacity and the situation is unlikely to change is entitled to apply to be assessed as 
seriously injured. The worker may need to undergo a work capacity evaluation but that 
is nof an essential requirement (s36-40). 
Mr Harbord said that a South Australian worker would need to be very seriously injured 
to have a 30 percent or more whole person impairment. In evidence he said: 

The views that I've heard from psychiatrists is that a person will need to be very severely 
impaired. For instance, they will have to maybe have difficulty leaving the home; need 
support such as in activities of daily living such as perhaps in self-cleaning; be very anxious 
and depressed; and may be quite socially isolated. So the opinion of various psychiatrists 
that I've spoken to is that it would be at a very debilitating level before a person with a 
psychiatric injury reached that 30 per cent threshold26. 

24  McFarlane A, Committee Hansard Transcript Question 373, 18 July 2016 98-99. 

26  Ibid. 
26  Harbord G, Committee Hansard Transcript Question 364, 25 April 2016 97. 
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This view was confirmed by Dr Clarke who said that the GEPIC is very complicated to 
explain but he advised that: 

For someone to reach 30 per cent of psychiatric incapacity they have to actually be very, 
very ill, and there will be a lot of people who really will not consider themselves able to work 
but would fall under the 30 per cent because over 30 per cent people have to have a major 
disability in many facets of their life that is sometimes very destructive to themselves or 
other people, sometimes transgressing the law27. 

Dr Clarke said that he expects a lot of disputes once people reach the 104 week period 
because there is a distinct margin between getting over 30 per cent and a lesser 
assessment of 25 per cent. The assessment criteria has a lot of implications for 
people, but those who will be most impacted will have a moderate impairment of 
around 25 per cent. He said that this group will 'probably really struggle to get back to 
work'28. 

In evidence, Mr Harbord said that a person who suffers a work related mental disorder 
but does not meet the criteria for whole person impairment may be forced to disguise 
his or her condition, in which case they could put work colleagues or members of the 
public at risk. He said: 

[A] paramedic who does suffer a significant mental condition but may not meet that 30 per 
cent threshold may, in fact, be forced to disguise their condition somewhat and try to 
continue working. That could have an impact on their colleagues and, indeed, the general 
public. They are forced to work because otherwise they are off the system and on the 
streets and they've got no further income—particularly, let's say, paramedics, who are 
highly trained and, often, that has been their only career since they left schoo1.29  

He went on to say that while medical expenses continue for 12 months after the two 
year cut off point, it will depend on individual private health funds and Medicare if they 
are prepared to pay medical expenses for a work related injury. However, if a worker 
is off the scheme they may not be in a position to afford private health30. 
Dr Clarke said that the two year time limit was not all bad because ongoing support 
can be a disincentive to return to work and in the long run it is not good for the majority 
of people who have a fairly mild condition. He added that there are many intervening 
factors that add to a worker's stress including the General Practitioner and others who 
are treating the worker as well as claims managers who may not always be helpful. Dr 
Clarke said: 

Then there are the inputs from various people involved in that person's claim. People 
sometimes have a vested interest in that person being unwell, whether it is at home or 
people treating them or having financial gain from their input into this person's claim—
whether that be representatives or whatever31. 

Ms Cook asked Professor McFarlane to describe for the Committee what a 30 percent 
impairment from a mental health point of view would look like. He said 

There are a series of domains of function, like people's ability to travel, people's ability to 
manage their self-care, people's ability to concentrate and focus and people's ability to deal 

27  Clarke M, Committee Hansard Transcript Question 435, 14 April 2016 122. 
28  Ibid. 

29  Opcit Harbord 97. 

30  Ibid. 

31  Clarke M, Committee Hansard Transcript Question 436, 14 April 2016 123. 
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with relationships, so essentially .they are measures. It's a rating system that really 
aggregates those levels of function against defined levels where you get a numeric value 
on a scale, but it' a very arbitrary way of defining somebody's function and it takes no 
account of the effort or the struggle that a person might have to perform those functions32. 

He said that if someone puts in a great deal of effort to try to maintain some level of 
function, they are penalised, because they're not seen as impaired. He said that it's 
better to present a series of complex tasks rather than seek self reports, which are very 
subjective and flawed. 

Recommendation 1 
The Committee recommends that the Minister for Attorney General commission an 
independent review of the South Australian Guide to Evaluation of Psychiatric Impairment 
for Clinicians (GEPIC) to ensure it is a valid and reliable measure of psychiatric 
impairment. 

Recommendation 2 
The Committee recommends that the Minister for Industrial Relations investigate the 
call for presumptive provisions for police and emergency service personnel who 
suffer prescribed mental disorders in a similar way to which has occurred for fire 
fighters. 

(d) 	Fitness for work and the Fair Work Act 
The Fair Work Act was amended in 2012 following a report from the Federal House of 
Representatives Standing Committee on Education and Employment to provide a 
mechanism for dealing with bullying complaints. The Fair Work Act (Cth) now has 
jurisdiction over reported claims of workplace bullying but does not prescribe systems 
to prevent workplace bullying, although an order can be made for the behaviour to 
cease33. 
The Fair Work Act, the Public Service Act and other industrial instruments provide 
employers with the ability to terminate workers who are unable to perform the inherent 
duties associated with their employment but the decision of Walmsley v Crown 
Equipment Pty Ltd in the South Australian Employment Tribunal held that employers 
who take this action are not necessarily precluded from their obligation to provide 
ongoing suitable employment in accordance with section 18 of the Return to Work Act. 

Section 18(1) of the Return to Work Act, requires the employer to provide suitable 
employment to a worker who is incapacitated for work as a consequence of a work 
injury. If the worker believes that the employer has failed to discharge its obligation, 
the worker may serve a notice on the employer confirming that he or she is ready, 

32  McFarlane A, Committee Hansard Question 382, 18 July 2016 101. 

33  SafeWork SA, Submission No. 7 to Parliamentary Committee Inquiry, 3 September 2014 7. 
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willing and able to return to work. The notice should include information about the type 
of employment the worker considers that he or she is capable of performing. 
If the employer still fails to provide suitable employment, the matter may proceed to 
the Tribunal for an order. Before making an order, the Tribunal will consider the 
worker's recovery and prognosis, the worker's skills and retraining potential, the 
employer's size, history and operational circumstances and the previous relationship 
between the worker and the employer, including health and safety issues. 
The Committee's Presiding Member referred Mr Walsh, of DW Fox Tucker to Section 
58B of the Workers Rehabilitation and Compensation Act 1986 and asked if there was 
a time limit against which suitable employment should be provided to injured workers. 
Mr Walsh said that in his view there is no time limit. 

Somebody who has sustained a compensable injury is able to make application pursuant 
to section 18 of the Act for the pre-injury employer to provide suitable duties. It's incumbent 
upon the pre-injury employer to make a decision as to whether or not it's reasonable or 
unreasonable to do so. If the decision is that it's not reasonable for us to provide those 
duties, that then brings into play the ability of the worker to make an application to the 
Employment Tribunal, and the Employment Tribunal will be the ultimate arbiter as to 
whether it is reasonable or not34. 

Mr Walsh said that he thought it would be far easier for a small employer to establish 
that it was unreasonable for them to provide suitable employment but larger employers 
would have great difficulty.35  

Walmsley v Crown Equipment Pty Ltd [2016] SAET 4 
In the case of Walmsley, Crown Equipment Pty Ltd had terminated the 
worker's employment on the grounds that it could no longer provide suitable 
employment. Whilst in the employ of Crown Equipment Pty Ltd, Walmsley 
suffered a number of injuries resulting in more than 776 days on workers 
compensation. The employer provided Walmsley with a collation of duties 
which went on for some time. When the employer formed the view that the 
worker was unlikely to return to his preinjury duties he was dismissed. 

The worker notified the employer that he was ready, willing and able to return 
to work and provided information about the work he was capable of 
performing. Crown Equipment Pty Ltd believed that by terminating the 
worker's employment in accordance with the Fair Work Act they no longer had 
such an obligation. They argued that the power to make an order under the 
Return to Work Act was inconsistent with the Fair Work Act. The Employment 
Tribunal held that section 18 of the Return to Work Act was not directly or 
indirectly inconsistent with the Fair Work Act. The Tribunal further held that it 
was not unreasonable for Crown Equipment Pty Ltd to provide suitable 
employment to Walmsley and ordered that they do so36. 

34  Walsh J, Committee Hansard Transcript Question 444, 14 April 2016. 
36  Ibid. 

Walmsley v Crown Equipment Pty Ltd [2016] SAET 4. 
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(e) 	Discrimination Act 1992 

It is unlawful to discriminate against a person with a mental disorder, unless the person 
is unable to perform the inherent requirements of the job, which include: 

• The ability to perform tasks which are essential to perform a job productively 
and to the required quality 

• The ability to work effectively in a team or other organisation 
• The ability to work safety. 

The Disability Discrimination Act 1992 requires that employers prevent discrimination 
and harassment of individuals experiencing mental health conditions and to make 
reasonable adjustments to allow an employee to productively perform their job 
function. Business SA submitted that: 

The Disability Discrimination Act 1992 requires employers to prevent discrimination and 
harassment of an individual experiencing a mental health issue condition, including 
physical and verbal abuse, and to make reasonable adjustments to allow an employee to 
productively perform the functions of a job37. 

The Australian Human Rights Commission states that employers must consider how 
the person with a disability could be provided with reasonable adjustments to help them 
perform their role38. However, it's not easy for anyone to declare they have a 
psychological illness or injury and it's not always easy to recognise if someone has a 
problem. 

The ANMF said that workplaces are not generally 'open to conversations around 
stress, growing levels of mental illness, or even the potential for self-harm'39. 
According to MATES in Construction, there is a stigma and shame around mental 
health and wellbeing. There is a need to increase help seeking behaviours because 
people don't usually put their hand up and say "I'm struggling. I want someone to help 
me."4° The Police Association of South Australia (PASA) spoke about the stigma of 
psychological injury and how it affects police officers. Mr Carroll said that police do not 
want to put their hand up and say they've got a psychological injury41. Uniting 
Communities confirmed the stigma surrounding mental illness, which Dr Greenland 
said is not spoken about42. Following discussion on ways to increase awareness and 
the benefits of mental health first aid, Mr Knoll said that: 

the issue with mental health, as I see it, is that it needs to be something that everybody is 
across to be able to identify it because, if you have an organisation with 100 people and 
you have a first aider, they are not going to be intimate enough with their colleagues to see 
whether there is a need there. If people come and say This person you can come talk to' 
that's okay, as long as the person comes and presents to them43. 

3737  Cairney R, Submission No. 6 to Parliamentary Committee Inquiry, Business SA 2014 7. 

38  Australian Human Rights Commission, Inherent Requirements  https://www.humanrights.00v.au/duick-
guide/12052.  

39  Bonner R, Committee Hansard Transcript Question 114, 12 February 2015 29. 
40 Caston M, Committee Hansard Transcript Question 56, 20 November 2014 12-16. 

41  Carroll M, Committee Hansard Transcript Question 337, 29 October 2015 87. 

42  Greenland N, Committee Hansard Transcript Question 23, 30 October 2014 5. 

43  Knoll S, Committee Hansard Transcript Question 25,30 October 2014 6. 
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A Canadian survey of 2219 working adults found that 40 percent would not report a 
mental health problem to their manager because of negative attitudes to mental health 
in the workplace. The head of Canada's Centre for Research on Employment and 
Workplace Mental Health said: 

Stigma is a barrier to people seeking help. Yet by getting treatment, it would benefit the 
worker and the workplace and minimise productivity loss44. 

Recommendation 3 

The Committee recommends that Minister for Mental Health and Substance Abuse 
proactively promote the benefits of help seeking behaviour by workers and make 
available tools to assist employers to respond appropriately. 

4.1,2 Public policy 

(49 	National Work Health and Safety Strategy 

The Australian Work Health and Safety Strategy 2012-2022 promotes a vision for safe, 
healthy and productive lives in several action areas. As the nature of work has 
changed and will continue to change in response to economic factors, technological 
innovation and demographic shifts, the nature of risks to health and safety also change. 
One of the national priority areas targeted for reduction in the first five years is a 
reduction in the number of mental disorders, which reflects the severity of 
consequences for workers and the loss of productivity45. 

Suicide is the leading cause of death of Australians between the ages of 15-34 but 
while the relationship between work and suicide is unclear, it is the leading cause of 
death amongst working age people46. 
(73) 	Suicide Prevention Policy 

The national suicide prevention action plan "Life is for Everyone" and the 
corresponding South Australian Suicide Prevention Strategy 2012-2016 is designed to 
assist government, community groups and other organisations to 'prevent suicide and 
promote mental health and resilience'47. The national Framework is based on the 
understanding that: 

• suicide prevention activities will do no harm 
• that there will be community ownership and responsibility for action to prevent 

suicide 

44  Dewar C, Would you tell your manager you had a mental health problem? Centre for Addiction and Mental 
Health, 
htto://wvwv.camh.ca/en/hosoital/about  camh/newsroom/news releases media advisories and backorounders/c 
urrent year/PaoesNVould-vou-tell-vour-manager-you-had-a-mental-health-problem.aspx, downloaded 8 
September 2016. 

45  SafeWork Australia, The Australian Work Health and Safety Strategy 2012-2022 (The Second Progress 
Report), 31 August 2015 24. 

4646  Ibid. 

47  Department of Health and Ageing, LIFE: A Framework for Prevention of Suicide in Australia, 2007. 
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• that service delivery will be client-centred. 
The South Australian 2016-2020 Suicide Prevention Strategy is a whole of 
Government policy which cascades from the national action plan. It serves to promote 
awareness, intervention and postvention suicide prevention initiatives across 
government agencies and non-government organisations48. 	However, from 
questioning by the Hon John Dawkins the policy did not appear to be well known by 
employer or employee associations. He asked each of the witnesses what they knew 
of the Chief Psychiatrist's review of the State's Suicide Prevention Strategy and/or 
what involvement they have had with its development. 
Mr Carroll, President of the Police Association of SA (PASA) informed the Committee 
that the Association had not been consulted by the Office of the Chief Psychiatrist 
about the review of the Suicide Prevention Strategy. The Hon John Dawkins said that: 

A lot of the work currently has been based around geographical communities, but more 
and more, I am urging them to look at the communities that go across occupations such as 
yours (police and emergency services). I think it would be very valuable if you can make 
sure that you get some involvement in the development of that strategy, which I believe 
they hope to release at the end of next year49. 

He later questioned Ms Erma Ranieri, Commissioner for Public Sector Employment 
about the matter: 

Thank you to each of you for your presentation. You would be well aware that we are 
coming to the end of the initial state suicide prevention strategy and that the Office of the 
Chief Psychiatrist is leading the development of the strategy for 2017 to 2020. I am 
interested to know what involvement your office, Ms Ranieri, and perhaps the other 
agencies have had in that stage of the development of the 2017 to 2020 strategy50. 

Ms Ranieri replied that the Public Sector had its own strategy but she was not aware 
of any public sector agencies that had been involved with the review by the Chief 
Psychiatrist. 

As I said, we have a draft strategy for ourselves, and I noticed that that was a strategy 
being looked at by the Chief Psychiatrist. I am not sure if individual agencies have had an 
involvement, but I haven't to date, but I was very interested in hearing what they had given. 
Ours is in draft form and yours is as well. I think that is an opportunity that we need to kind 
of capture, but I haven't had any involvement, unless any other of my colleagues here 
have.51  

The Hon John Dawkins advised Ms Ranieri that the State's Suicide Prevention 
Strategy is a whole of government strategy and while he recognised the limited 
resources available to the Chief Psychiatrist, he is 'keen to know that every sector of 
government is involved in that work1.52  
The Health in All Policy approach is about promoting healthy public policy across 
government. It was established in 2007 and is an overarching framework to facilitate 

48 Opcit Tyllis. 

49  Dawkins J, Committee Hansard Transcript, Question 342, 29 October 2015. 

59  Dawkins J, Committee Hansard Transcript, Question 397, 24 March 2016. 

51  Ranieri E, Committee Hansard Transcript, Question 397, 24 March 2016. 

52  Dawkins J, Committee Hansard Transcript, Question 398, 24 March 2016. 
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a focus on population health in policy development53. The State's Suicide Prevention 
Policy is an example of a health policy that should be adopted by all government 
departments. 

Recommendation 4 

The Committee recommends that the Minister for the Public Sector ensure that all 
government agencies review the State Suicide Prevention policy and adopt relevant 
aspects of the policy as per the Health in All Policy approach. 

Recommendation 5 
The Committee recommends that the Minister for Mental Health and Substance Abuse 
ensure that the Chief Psychiatrist has adequate resources to develop, promote and 
implement the 2017-2021 Suicide Prevention Policy and Strategy and that there 
will be continuity of service. 

4.2 	Privacy issues 

Are there any privacy concerns that would prevent employers from embarking on a 
structured mental health prevention program and if so, how could this be managed? 

The Privacy Act 1988 prohibits employers from disclosing information about employee 
health issues without their permission and all information must be maintained 
confidentially. Business SA submitted that confidentiality can only be breached for a 
legitimate reason such as 'serious and imminent threat to health, safety or property of 
any person in the workplace or community'54. 

The Australian Nursing and Midwifery Federation (ANMF) submitted that Employee 
Assistance Programs (EAP) are confidential services offered to employees by the 
employer. The employer is provided with information on the number of workers that 
access the service and general information on the reasons (eg work or non-work 
related). Workers can be confident that they can 'fully engage with their counsellor 
about sensitive, prejudicial or embarrassing personal information'55. 

53  SA Health, Health in All Policies, 
http://www.sahealth.sa.cloy.au/wps/wcm/connect/public+content/sa+health+internet/health+reform/health+in+all+p  
olicies  

54  Cairney R, Business SA Submission No 6 to Parliamentary Committee Inquiry, September 2014, 7. 

55  Dabars E, ANMF Submission No 10 to Parliamentary Committee Inquiry, 14 October 2014. 
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An EAP is defined as: 
[A]n employer funded intervention program designed to enhance the emotional, mental and 
general psychological wellbeing of all employees. In a majority of cases it includes services 
for immediate family members. The aim is to provide preventive and proactive interventions 
for the early detection, identification and/or resolution of both work and personal problems 
that may adversely affect performance and wellbeing56. 

According to the EAPAA professional guidelines, an EAP service should have a range 
of professional referral sources that can be utilised to provide specific or specialised 
services. These referral sources should include legal and financial advisers, inpatient 
drug and alcohol services, specific community support groups and psychiatric services. 
While an EAP provider may refer a worker to a specialist service, the funding 
arrangements are unknown57. 

In the event that an EAP provider refers a worker to a psychiatrist for treatment, the 
psychiatrist has powers under the Mental Health Act to restrict individual rights and 
enforce treatment under certain circumstances in order to provide lifesaving treatment 
for the patient and others, which is confidential. In his review of the Mental Health Act 
2009, The Chief Psychiatrist said: 

Section 106 requires that information is confidential unless disclosure is required: by 
request or consent of the person, by law, to lessen or prevent a serious threat to life or 
safety, or for the treatment, care or rehabilitation of the person58. 

The ANMF submitted that privacy issues related to EAP: 
[M]eans that the counselling services cannot flag individuals who are at risk of self-harm or 
make recommendations to the employer about how best to support an individual59. 

The ANMF further submitted that while they support strict confidentiality in counselling 
services, they recognise: 

[T]he benefit of information exchange between EAP providers and employers for the 
purpose of improving workplace supports, where the employee has consented to the 
disclosure of information60. 

Mr Bonner raised a concern over privacy for health professionals who work in small 
communities. He said that if there's only one General Practitioner (GP) in town you 
might have to travel 100kms away to access a confidential service that's sufficiently 
targeted to the health worker's needs and distant from the workplace. He spoke about 
the Victorian system which uses videoconferencing, skype counselling and telephone 
calls: 

[T]hey are running programs that reach across the state of Victoria from Melbourne and 
they might have a need for someone to travel down to Melbourne once every so often for 
detailed clinical assessment but then they kick in the programs locally. But it is about 
providing, as I say, a capacity for anonymity to the professional within their communities 

56  Employee Assistance Professional Association of Australasia (Inc), What is an Employee Assistance Program? 
EAPAA, http://wvmeapaa.oro.au/ 

57  Ibid. 

58  Tyllis P, The Review of the Mental Health Act 2009: A Report by the Chief Psychiatrist of South Australia", 
2014, 15. 

59  Opcit Dabars. 

69  Ibid. 
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because its pretty difficult, if you're one of the local health professionals, to be signing up 
for your own needs as wel161. 

The Australian Workplace Barometer report found that psychological health problems 
were a large concern for people living in rural areas due to disadvantages in accessing 
support62. A Monash University research study confirmed socioeconomic and 
geographical disparities between urban and remote populations63. 
The Small Business Commissioner said that it was difficult to obtain information about 
psychological injuries occurring in small business due to the Privacy Act. He advised 
the Committee that in his role as Small Business Commissioner he tries to assist small 
business to comply with the Work Health and Safety Act and to resolve disputes. He 
said that it is difficult for small business to deal with the complexity around bullying and 
cultural change issues64. At a recent breakfast meeting he found that: 

One of the key issues which was raised was the issue of bullying. Small business seemed 
to understand their responsibilities in terms of physical injuries, but the questions that were 
raised very much related to bullying and psychological injuries in the workplace. This does 
seem to be an area of concern and I asked ReturnToWorkSA to provide me with statistical 
information relating to workers compensation claims around psychological injury relating to 
bullying65. 

Mr Chapman said that it is very difficult to know where all the small businesses are 
located and who they are: 

'How do I get in touch with small business and let them know I exist or that our office exists?' 
That is where I used ReturnToWork, who were very generous in allowing me to slip my 
brochure into their mail out. For privacy reasons that seems to restrict it; ReturnToWork 
would have the best information but we cannot access it66. 

Recommendation 6 
The Committee recommends that Minister for Mental Health and Substance Abuse 
explore technological opportunities to provide confidential mental health services to 
medical and allied healthcare staff working in regional and remote locations. 

61  Bonner R, Committee Hansard Transcript Question 130 12 February 2015 33. 

62  Dollard M, Bailey T, McLinton S, Richards P, McTernan W, Taylor A and Bond S, 'The Australian Workplace 
Barometer: Report on psychosocial safety climate and worker health in Australia', 2012, University of South 
Australia 57. 

63  Meadows G, Enticott J, lnder B, Russell G and Gun-  R, 'Better access to mental health care and the failure of 
the Medicare principle of universality', The Medical Journal of Australia 2015, 202 (4) 190-194. 

64  Chapman J, Committee Hansard Transcript Question 47, 19 November 2015 13. 

65  Ibid. 

" Opcit Chapman 47. 
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4.3 	Data Analysis 
What are the main occupational groups most at risk of work related suicide and what 
are the main causes? 

RTWSA no longer publishes annual data reports as is required in section 13(1) of the 
Return to Work Corporation Act. The Presiding Member raised her concerns about 
the lack of publicly available information from RTWSA and the unilateral decision to 
cease publication of the annual Statistical Review Reports: 

You are saying here in your letter to me on 6 May that 'this copy of the review will not be 
made available publicly and is intended for the use of the committee only' and that you will 
not be continuing in the future to produce the statistical review going forward'. We are 
running out of time now, but I would be really interested to have a full explanation from you 
on that. 

I would just remind you that having sat through the legislation—Return to Work Corporation 
of South Australia Act 1994—there are a whole lot of provisions there that you would well 
know with regard to collecting and analysing and publishing (and underline 'publishing') 
information and statistics relating to health, safety and welfare, workers rehabilitation and 
workers compensation. I would be interested to know why we are going to have this change 
and why this information is secret to this committee67. 

The Parliamentary Committee along with many other stakeholders including the Small 
Business Commissioner rely on publicly- available workers compensation data as well 
as reports from SafeWork Australia. However, Mr McCarthy said that the data is old 
and by the time it is published it is almost irrelevant: 

I will just say that the decision not to provide that was made before my time, but part of the 
problem with that report is that the way in which it is compiled is that the data is so old by 
the time it goes out it becomes almost irrelevant and there is a better way that we can 
provide information today that is more up-to-date and more current. What we would be 
doing is, as I did in that letter to you, to ask you for some feedback on the type of information 
that you want68. 

The age of data does not appear to be a concern for SafeWork Australia which 
publishes many annual data series reports which are vital to stakeholders including 
industry groups, individuals and policy makers. SafeWork Australia collects data from 
all jurisdictions, including from RTWSA in order to provide a national perspective and 
from which strategies are developed such as the Work Health and Safety National 
Strategy 2012-2022. 
The Presiding Member also raised concerns about the Corporation's annual report, 
which she said was lacking in data. 

Well, when you look at the annual report, the performance summary section 2013-14 of the 
annual report does not provide the total number of claims that were lodged in 2013-14. As 
to information on the number of claims that resulted in 10 days or more lost time—so this 
is public information that is tabled in parliament. 

The comparable claims data for self-insured employers for 2013-14 who account for, as 
you would know, over a third of the claims—and also it just seems to me that, okay, we 
have a better scheme, that is a terrific thing, but how is one who studies this and has an 

67  Key A, Committee Hansard Transcript Question 81, 14 May 2015 23. 
88  McCarthy G, Committee Hansard Transcript Question 52, 14 May 2015 23. 

Page 20 



interest in this able to make a comparison if you totally change the indicators?69. 

Mr McCarthy pointed to the Actuarial Reports, which he said are publicly available and 
contain all the relevant information. However, the reports which are produced by Finity 
Consulting Pty Ltd on behalf of RTWSA do not provide any detail on the nature of 
claims, the industries in which claims are incurred or the duration of claims. The claims 
data is limited to the number of claims per 1,000 employees, the liabilities, profitability 
and premium rates. A chart on Return to work rates is included which shows that South 
Australia's performance is below the national level, although it has been improving 
slightly. The report also makes comparisons with other jurisdictions in a variety of 
areas but there is a lack of detailed information on workers compensation claimsn. 
The report is of limited value to those interested in understanding what is occurring 
within industry sectors, by gender or cultural differences, age groups or for those who 
wish to tackle problem areas such as in the area of psychological injury. 

The Committee attended RTWSA offices at 400 King William Street, Adelaide on 15 
October 2015 at the invitation of Mr McCarthy to examine data of interest to the 
Committee. However, the process of obtaining relevant data took some months and 
much consultation, which could have been avoided had detailed annual statistical 
reports been available. 

Recommendation 7 
The Committee recommends that the Minister for Industrial Relations require Return 
to Work SA to restart publishing information and statistics in accordance with their 
obligations under the Return to Work Corporation Act. 

4.3.1 Main occupational groups most at risk of work related suicide 

RTWSA data shows that during 2012-2013 (2013FY), a total of 1,503 psychological 
injury claims were reported. Registered employers were responsible for 744 of those 
while the Crown self-insured sector recorded 530 and the remaining 229 were 
recorded by private sector self-insured employers. In the following financial year, the 
number of psychological claims increased by 67, due to an increase in claims reported 
by Crown self-insured employers. 
Mr McCarthy said that 'the Crown represents 18 per cent of the scherne'71  but they are 
responsible for half the total number of psychological injuries or 80 per cent of the 
scheme. 'They have a very high incidence of psychological injury'72. 

69 Opcit Key 83. 

70  McInerney A, Shepherd M, D'finitive [workers compensation] December 2014 Finity Consulting Pty Limited. 

71  McCarthy G, Committee Hansard Transcript Question 259, 15 October 2015 71. 

72  Worthington-Eyre P, Committee Hansard Transcript Question 260, 15 October 2015 71. 
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The Commissioner for Public Sector Employment, Ms Erma Ranieri submitted that: 
Crown self insured agencies, instrumentalities and non-government organisations account 
for' approximately 18% of total claims in South Australia and slightly more than 40% of 
psychological injury claims (RTWSA data). In the 2014-15 financial year, Crown had a total 
of 3535 accepted workers compensation claims, of which 388 (11.0%) were for accepted 
mental stress claims". 

Ms Ranieri agreed that the number of mental stress claims in Crown had increased 
relative to other claims but submitted that this had been 'driven by a significant 
decrease in the number of all other injury claims.' She submitted that the high rate of 
psychological injury relates to the inherent risk associated with work in human service 
industries such as police, corrective and emergency services, health and education.74  
The data reflects the findings of the SafeWork Australia report on work related mental 
disorders75. Ms Ranieri's argument of 'occupational hazards' was used for decades in 
relation to physical injuries but research and data analysis along with a committed 
focus to reducing injuries and death have resulted in significant improvements in work 
practices and work environments. If this same focus was applied to psychological 
injuries, it would no doubt result in similar improvements. 
The 'community service' sector is a high risk sector for psychological injuries in South 
Australia. The sector experienced 270 psychological claims in 2013FY which was a 
high point from the previous two years but has been trending downwards since then. 
The following two non-government high risk industries are 'wholesale and retail trade' 
which experienced a high number of claims in 2012FY (140) and has since been 
trending downwards. 'Finance, property and business' experienced 104 psychological 
injury claims in 2013FY and is only showing a slight reduction in claim numbers. 
Psychological injury claims comprise about 4 percent of total claims but are 
responsible for more than 5 times more lost time injuries (226.7 days 2013FY) than 
physical injury claims (42.8 working days lost) and represent about 19 percent of all 
income support claims. In 2013FY, 93.7 percent of all mental stress claims incurred 
greater than 20 working days absence from work and 62.6 percent were absent for 
more than 65 working days. The average cost of a claim for mental stress is over 
$25,000 for males and over $34,000 for females. 
Workers in their mid-career account for 46% of all psychological injury claims. The 
highest frequency of psychological injury claims is reported by workers aged 45-49 
(17%), followed by those aged 40-44 (15%) and a little less in the age range 50-54 
(14%). Nationally, workers in their mid-career stage are more likely to be compensated 
for a work related mental disoreder compared to other workers. However, claims for 
anxiety/stress disorders by younger workers have shown an increase arising from 
occupational violence (55% increase) and sexual harassment (74% increase)76. 
The Australian Psychological Society (APS) annual Stress and Wellbeing Survey 
which has been conducted every year since 2011, found an increase in reports relating 
to workplace psychological wellbeing. There were reportedly, 'lower levels of wellbeing 

73  Ranieri E, Office for the Public Sector Submission No 15, 17 March 2016 10. 

74  Ibid. 

75  SafeWork Australia, Work Related Mental Disorders Profile 2015. 

76  lbid 16. 
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and workplace wellbeing and higher levels of stress, depression and anxiety 
symptoms' since the survey began77. 
The top five causes of stress over the five years were found to be: 

• Personal finances — 49 per cent 
• Family issues — 45 per cent 
• Personal health — 44 per cent 
• Trying to maintain a healthy lifestyle — 40 per cent 
• Issues with the health of others close to us — 38 per cent. 

In 2013, the APS found that while the unemployed and students reported higher levels 
of depression and anxiety than older Australians, amongst the working population 
occupations with the highest frequency of mental stress were 'professionals' followed 
by 'intermediate clerical staff, sales and service workers'78. By 2015 there had been a 
noticeable improvement in job satisfaction and work life balance but the levels had not 
returned to the 2011 baseline measure79. 
The most recent national report into work related mental stress found that the majority 
of workers compensated were employed in four main industries80: 

• Public administration and safety - 21% 
• Healthcare and social assistance - 21% 
• Education and training — 14% 
• Transport, postal and warehousing — 8%. 

The above report supports the South Australian experience which demonstrates that 
clerical and administrative workers report the highest frequency of mental stress 
claims, followed by community and personal service workers (see Appendix 1 — Return 
to Work S data). In both these occupational groups, there is an increasing frequency 
of psychological injury, most likely because these groups are likely to be working in 
high demand /low control jobs with limited resources.81  
In South Australia, the incidence of psychological injuries by clerical and administrative 
workers and community and personal service workers is high, but when Crown and 
private self-insurers are included, the professions dominate82. 
Mr Worthington-Eyre said that in the Crown and private self-insured 'Primary school 
teachers and secondary school teachers are the two bigger groups in that category, 
and also social workers'83. 

RTWSA data shows that in the 2012-13 financial year 530 psychological injury claims 
submitted by Crown self-insured agencies and this number increased in the two 
following years (600 in FY 2014 and 601 in FY 2015). 

77  Australian Psychological Society, 'Stress & Wellbeing: How Australians are Coping with Life', 20154. 

78  Casey L, Stress and Wellbeing in Australia Survey 2013, Australian Psychological Society. 

79  Opcit Australian Psychological Society 26. 

8°  Opcit SafeWork SA 6. 
81 Opcit Dollard et al. 18. 

82  Opcit Worthington-Eyre, Q271 73. 

83  Ibid. 
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Data from the Office for the Public Sector reported on accepted psychological injury 
claims as well as those that were rejected, withdrawn and undetermined. The total 
number of psychological injury claims for the same periods is as follows: 

Total Psych claims FY2013 FY2014 FY2015 

Crown self-insured 540 595 563 

RTWSA insured 744 711 599 

Private self-insured 229 259 248 

The main occupational groups reporting psychological injuries by Crown employees 
were: 

• Teachers - 109 
• Registered or enrolled nurses - 51. 
• Clerks — 45 
• Police officers — 31 

During the same period there were 744 (FY2013), 711 (FY2014) and 599 (FY2015) 
psychological injury claims submitted to RTWSA by registered employers of which 270 
were experienced by workers in the community services sector. 

• Aged or disabled care worker, community service or personal care — 65 
• Truck driver / storeperson — 29 
• General clerk — 24 
• Sales assistant — 19. 

SafeWork SA submitted that a Victorian research study undertaken by Urban Ministries 
in 2002 reviewed 109 suicides where work factors had contributed to the person's 
suicide and found the following occupational categories where work related suicide 
had occurred84.  

Trades and technical (apprentice, electrician, photographer) 	19% 

Employer, managerial (businessman, accountant, manager, 18% 
supervisor) 

Unskilled worker (builder's labourer, driver) 
	

16% 

Professional (social workers, teacher, doctor) 
	

14% 

Security (police, defence, prison officer) 
	

11% 

Unemployed (retired, student) 
	

10% 

Clerical 
	

7% 

84  Russell B, SafeWork SA Submission No 7, 3 September 2014 9. 
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Hospitality 	 4% 

Farmers 	 2% 

While the above data is interesting it should be treated with some caution because it 
is more than a decade old and is a small sample. However, there does not appear to 
be more recent data of this nature available. 
(a) 	Farmers and rural workers 
Primary Producers SA (PPSA) submitted that there is an increased risk of self-harm 
and suicide in the farming community, many of whom work in stressful environments 
with 'many volatile factors (including climate, commodity prices and changing 
regulatory controls over many activities)' but there are limited available health services, 
particularly in the areas of mental health85  
According to PPSA the farm suicide rate in South Australia was 'estimated to be 33.8 
per 100,000 men and 6.7 per 100,000 women', which is much higher than the rural 
state average. Agricultural workers are more than 'twice as likely to die by suicide as 
members of the general employed population' and the suicide rates are'189% higher 
in very remote areas'88. 

PPSA submitted that while factors such as poor diet, and lack of physical activity can 
contribute to stress and chronic disease; alcohol consumption and smoking, which are 
common in rural areas, can increase when stressed. High levels of stress among 
farmers who are often self-employed, not only affects their own ability to function but 
on their ability to support workers: 

While it is acknowledged that employers must provide a safe workplace for employees, 
support for employers also needs consideration. Many primary producers are self-
employed and this large group should not be overlooked87. 

While the data presented by PPSA is 15 years old and may not reflect the current 
situation in the farming community, which is affected by economic, environmental and 
service related problems, it is acknowledged that: 

A range of rural circumstances contributes to broad sociocultural, mental health, economic 
and service-related problems and conditions, which in turn place individuals in those areas 
at greater risk of self-harm88. 

A study conducted by Monash University revealed that psychiatric and psychological 
services are less available in outer regional and remote areas. 

Increasing remoteness is consistently associated with lower service activity, revealing 
important socioeconomic and geographical disparities associated with the use of Better 
Access and related Medicare services88. 

85  Kerin R, Primary Producers SA Submission No 9, 3 October 2014 1. 

86  Ibid. 

87  Ibid. 

88  National Rural Health Alliance, Suicide in Rural Australia: Fact Sheet 14, May 2009. 

89  Meadows G, Enticott J, lnder B, Russell G and Gurr R, Better access to Mental Health Care and the failure of 
the Medicare principle of Universality in The Medical Journal of Australia 2015, 202(4) 190-194. 
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Research found that Medicare's Better Access program which was designed to 
improve access to psychiatrists, psychologists and general practitioners does not 
reach rural communities as well as metropolitan areas90. The disparity of access has 
obvious implications for workers and farmers in regional and remote areas as claimed 
by PPSA. 

4.3.2 Main causes of mental disorders and suicide 

(a) 	Main causes of mental disorders 

The term mental disorder and mental stress can often be used interchangeably, but a 
mental disorder is the nature or type of injury while mental stress is the cause of the 
inju 11/- 
Mental stress, which is the adverse reaction experienced by workers to workplace 
demands and responsibilities, accounted for about 95 percent of work related mental 
disorder claims in the past ten years. Mental stress can contribute to serious physical 
and mental illness, can adversely impact on productivity and is a considerable burden 
on health and welfare services91. 

The Australian Psychological Society (APS) reported that Australians experienced 
significantly higher levels of stress and distress in 2014 compared to the previous 
years. One in four Australians of working age reported moderate to severe levels of 
distress with women and men reporting similar levels of depression and anxiety. In 
2014 13% reported severe to extreme levels of anxiety92. While the causes of stress 
varied according to age group, those in the 26-45 (26-35 and 36-45) age range 
reported issues in the workplace as sources of stress. 

TABLE. 14 Top five sources of stress among different age groups 

Age 	. iessor 1 	 tresxir 	 :lessor 5 

18-25 	Personal 	Issues with trying 	Family issues 	Friendship 	Issues related 
financial issues 	to maintain a 	 issues 	 to study 

healthy lifestyle 

26-35 	Personal 	 Issues in the 
	

Family issues 
	

Relationship 	Issues with trying 
financial issues 	workplace 

	
issues 	 to maintain a 

healthy lifestyle 

36-45 
	

Personal 
	

Family issues 
	

Personal 	 Issues in the 	Issues with trying 
financial issues 
	

health issues 	workplace 	to maintain a 
healthy lifestyle 

46-55 	Personal 	Family issues 	Issues with the 	Personal 	Issues regarding 
health issues 	 health of others 	financial issues 	the current 

close to you 	 political climate 

56-65 	Personal 	Family issues 	issues with the 	Personal 	Issues regarding 
health issues 	 health of others 	financial issues 	the current 

close to you 	 political climate 

66/+ 	Personal 	Issues with the 	Issues regarding 	Family issues 	Issues about the 
health issues 	health of others 	the current 	 economy 

close to you 	political climate 

Source: Stress and Wellbeing in Australia Survey 2014, Australian Psychological Society page 19. 

99  Ibid. 

91  SafeWork Australia, The Incidence of Accepted Workers Compensation Claims for Mental Stress in Australia, 
2013. 

92  Casey L and Pui-Tak Liang R, Stress and Wellbeing in Australia Survey 2014, Australian Psychological 
Society. 
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The 2015 survey found that 26 percent of Australians reported moderate to extremely 
severe depression. People in the 18-25 year age group reported lower levels of 
wellbeing than older Australians. The effects of higher levels of anxiety and depression 
include gambling (41%), smoking, drinking alcohol (61%) and taking recreational drugs 
(31%). These rates increase as symptoms increase93. 

The survey found that workplace wellbeing increased in 2015 but had not returned to 
2011 levels, when job satisfaction and work-life balance were at their highest. 

Table 10. Workplace Wellbeing 

Wellbeing 2011 2012 2013 2014 2015 Average 
Overall workplace wellbeing 44* 4.3* 4.2 4.2* 4,3 4.3 
Job Satisfaction (0-10) 6.7* 6.6* 6.3 6.3* 6_5 6_6 
Work-life balance Satisfaction 
(0-10) 

6.4* 6.3 6.2 6.2* 6.3 63 

Job Interesting (0-6) 43 4.1* 4.0 4.0 4.0 4.1 
Job Stressful (0-6 inversed) 3.0* 2.8* 2.7 2.7 2.8 2.8 
Appropriateness of salary (1-5) 3.1 3.1 3.1 3.1 3.1 3.1 
Likelihood of unemployment (1-4 
inversed) 

3.2* 2.7 2.8 28* 2.9 2.7 

*Significantly different at p<..05 

Source: Stress and Wellbeing in Australia Survey 2015, Australian Psychological Society page 26. 

A SafeWork Australia report into work related mental disorders found that 32 percent 
of mental disorder claims were attributed to work pressure and older workers were 128 
percent more likely to be awarded compensation for psychological injury94. 

Prolonged exposure to mental stress can lead to mental illness such as depression, 
post-traumatic stress disorder (PTSD) and anxiety as well as physical symptoms such 
as high blood pressure, migraines and sleep disorders95. 

SafeWork SA's submission included information from a research report by the former 
Urban Ministry Network into Work Factors in Suicide: Evidence for a New Commitment 
in Occupational Health and Safety Research, Policy and Practice (the Report)96. 

The Ministry analysed data from the following sources: 

• Victorian coronial findings between 1989-2000 
• Reports from families and work mates bereaved by suicide 
• Existing research literature on work factors in suicide. 

The Report reviewed 109 suicides where work factors contributed to the person's 
suicide and identified the following main factors: 

• Work stress (21%) 
• Unspecified work problems (19%) 
• An argument or disagreement with a work colleague or boss (13%) 
• Fear of retrenchment (12%) 

93  Pui-Tak Liang R, Stress and Wellbeing in Australia Survey 2015, Australian Psychological Society. 

9494  SafeWork Australia, Work Related Mental Disorders Profile 2015 

95  Brijnath B, Mazza D, Singh N, Kosny A, Ruseckaite R and Collie A, Mental Health Claims Management and 
Return to Work Insights from Melbourne, Australia in the Journal of Occupational Rehabilitation (2014) 14:766. 

96  Opcit Russell. 
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• Work injury or work related illness (31%) 
Return to Work SA data (refer to Appendix 1A) indicates that the most frequently 
reported causes of work related mental stress are: 

• work pressure (40%) 
• harassment and bullying (40%) 
• exposure to occupational violence (13%). 

While harassment and bullying and occupational violence are well understood, work 
pressure is less well understood. Work pressure can involve: 

• Lack of variety of work or meaningless work 
• Work overload, time pressures 
• Inflexible work arrangements or unpredictable/unsociable hours 
• Low participation in decision making, lack of control over work 
• Poor communication, low levels of support for problem solving 
• Role ambiguity, role conflict. 

In evidence, Mr Fox, Director of Risk Management at RTWSA advised that their 
analysis of psychosocial injury claims and mental stress revealed that there is not one 
single cause: 

It really was a kaleidoscope or a jigsaw puzzle that we were dealing with these individuals. 
The different personality factors that were going on, their resilience, coping skills, the family 
supports and relationships that they had at work. We also saw the impact that life was 
having on them. It might have been divorce, relationships at home, relationships with kids, 
pre-existing depression, pre-existing mental health problems, like bipolar etc97. 

The Commissioner for Public Sector Employment, submitted that the main causes of 
mental stress in the public sector98  are: 

• Excessive or prolonged work pressure 43.6% 
• Bullying or harassment 28.1% 
• Workplace aggression, threat and violence 21.9% 
• Traumatic or critical incidents 5.7%. 

According to Ms Ranieri, there are inherent psychological risks associated with working 
in human services such as policing, corrective and emergency services, which are not 
evident in the private sector99. 

The Police Association of South Australia (PASA) submitted that the six most common 
causes of work related psychological injury reported by South Australian police officers 
include: 

Harassment/ bullying /discrimination /racism / victimisation 25% 

Accumulation and/or build-up of stressful circumstances 15% 

Exposure and/or continual exposure to a traumatic incident 11% 

97  Fox G, Committee Hansard Transcript Question 304, 15 October 2015 77. 

98  Ranieri E, Office for Public Sector Employment Submission no 15, 17 March 2016 13. 

99  !bid 10. 
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Excessive workloads / pressure / staff shortages 	 9.5% 

Management related issues 	 9.5% 

Lack of support and/or structure 	 7% 

PASA submitted that including the classifications of harassment/ bullying 
/discrimination /racism / victimisation together presents a problem because 
'harassment can include physical assaults and appears to be attributable to 
interactions with the general public', while bullying appears to be related to internal 
South Australian Police (SAPOL) events, which play a significant role in the causation 
of psychological injuries100. 

PASA submitted that a two stage research study into South Australian front line police 
officers was conducted between 2007 and 2009. It found that '42% of officers who 
participated in the study were suffering adverse psychological health effects of varying 
degrees as a result of their employment' and 49 officers had submitted workers 
compensation claims for psychological injury. SAPOL conducted a Psychosocial 
Safety Climate (PSC) survey during the same period, which revealed that less job 
resources provided a risk of psychological harm to officerswl. 

Recommendation 8 
The Committee recommends that the Minister for Public Sector explore ways to 
reduce the incidents of psychological injury claims arising from excessive or 
prolonged work pressure in the public sector. 

(b) 	Main causes of Suicide 

While there is a link between mental illness and suicide, not everyone who engages in 
suicidal behaviour is mentally ill. People who attempt to intentionally self-harm usually 
have many risk factors but few protective factors, although the taking of one's life is a 
complex matter and there is no clear predictable pattern to indicate why different 
people with the same risk factors behave differently given similar circumstances. 
'Many people who take their own life do not want to die but can't see any other way 
out of their situation'. 

There are a number of risk factors or vulnerability factors that influence if someone is 
likely to take their own life. Risk factors can exist when a person has mental or physical 
health issues, low self-esteem and inability to deal with difficult circumstances and 
manage emotions or cope with stress102. 

1°° Purse K, Police Association of South Australia Submission no 13, 10 June 2015 8. 
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The tipping points to suicide, sometimes referred to as triggers or precipitating events 
include: 

[Mental disorders or physical illnesses, alcohol and/or other substance abuse, feeling of 
interpersonal loss or rejection, or the experience of potentially traumatic life events 
(unexpected change in life circumstances)103. 

In a letter to the Committee, Ms Rose said that during her 30 years working as a nurse 
in the community and occupational health she counselled many employees with work 
related mental health problems. Many of them continued to have health issues long 
after they had escaped their tormentors by resigning from their work104. 

Several attempted or actually suicided. In all cases I never once saw the Institution or 
WorkCover succeed in dealing with the perpetrator of the bullying, or support the victim. 

WorkCoverSA submitted that cause of death data obtained from the Australian Bureau 
of Statistics (ABS) is derived from Coroner's findings. Mr McCarthy submitted that: 

Suicide is a rare event and assuming that workers compensation data is the most relevant 
data source, that sample size is too small to generalise to occupational groups most at 
riskl°5. 

Dr Bowers said that suicide is a complex interaction of many vulnerabilities, triggers 
and factors in a person's life. She spoke about the precursors to suicide: 

[T]here are precursors to suicide and they are all the risk factors. They are all of the 
symptoms and signs that we talk about to the workforce so that they can pick up on those 
signs early. The suicide issue is like the end of the road. There is a lot more that goes 
before it and it does need a very comprehensive approach ...106. 

4.3.4 High Risk industry Sectors 

(a) 	Public Sector Employment 
The South Australian Public Sector is the largest and most diverse employer in the 
State with more than 100,000 employees in over 250 different job types that provide 
services across metropolitan, regional and remote South Australia. The roles include 
regulatory, health, education, policing, corrective services, construction, agriculture, 
scientific, administrative, legal, social welfare, emergency services, maintenance, 
parks, policy and legal enforcementlu. 
The Commissioner for Public Sector Employment, Ms Ranieri submitted that Public 
sector employees are covered by several different legal instruments such as the Public 
Sector Act 2009, the Police Act 1998, Education Act 1972 and others. The Code of 
Ethics which is issued under the Public Sector Act sets out professional standards 
expected of all public sector employees and is underpinned by Public Sector values 
which establish a shared culture and vision for the sector108. 
In her submission, Ms Ranieri advised that all South Australian Public sector agencies 
(SAPS) are self-insured employers with a strong commitment from Government to 

103  lbid 14. 
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improving work health and safety and injury management performance. The public 
sector is also continually improving and evolving the delivery of services through the 
High Performance Framework which consistently monitors and evaluates policy 
decisions and strategic priorities109. 

She submitted that SAPS agencies had '3,535 accepted workers compensation claims 
in the 2014/15 financial year of which 388 (11%) were for accepted mental stress.' She 
submitted that 38.6% of all mental stress claims in the public sector are for 
anxiety/stress with anxiety/depression accounting for a further 31.9% of accepted 
mental stress claims110  . 

The Office for the Public Sector does not keep data on suicides, but Ms Ranieri was 
able to provide information on suicides that had occurred in agencies within the last 
five years. The Commissioner said: 

Every case of suicide is a tragedy for the person's family and has a profound impact on 
their work group. We are aware of five accepted claims for suicide of public sector 
employees over the last five years; however, as the committee would appreciate, the 
causation of suicide is complex and it is often difficult to determine the contribution that 
workers made to that'''. 

The Department of Education and Child Development (DECD) had two workers 
compensation claims in the last five years following the suicide of an employee. 
Compensation was paid for one while the other claim is in dispute. SA Health reported 
one accepted claim for suicide in the last five years relating to workload / work pressure 
and the South Australian Police (SAPOL) accepted two workers compensation claims 
for death by suicide in the last five years. In both cases there were non-work related 
factors involved but work was a contributing factor112. 
Ms Ranieri submitted that change is ongoing in the public sector: 

Change ranging from small scale process modifications to major departmental restructures, 
has the potential to significantly impact mental health. The Office for the Public Sector 
provides an online Change Management Toolkit to support the public sector manage 
change at agency leve1113. 

Ms Ranieri submitted that while the purpose of the toolkit is to support leaders to 
manage change, it is also available to all employees. 
In evidence, Ms Ranieri said that: 

The proportion of mental stress claims is higher in the Crown than in the registered scheme, 
and this is primarily due to the inherent risks in much of the frontline public sector work. 
The Crown has many employees working in the highest risk human service industries such 
as policing, corrective and emergency services114. 

She went on to say that the top five occupations for mental stress in the public sector 
are primary and secondary school teachers, police officers, registered nurses and 

1°9  Ibid 3. 
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welfare professionals115. 
(b) 	Minerals and Resources Sector 

The level of mental distress and suicide is higher in the Fly-In-Fly-Out (FIFO) workplace 
than in the general community: 

The resources industry workforce is predominantly male, aged between 25 and 45, and 
working in a trade or labouring role. The National Survey of Mental Health and Wellbeing 
found that more than one in five men aged between 25 and 44 will experience a mental 
health disorder in any 12-month period. The demographic features of the FIFO workforce 
mirror the groups within society with an increased risk of mental illness. To ignore this 
demographic profile is to ignore a clear indicator that members of the FIFO workforce may 
be vulnerable in terms of mental illness116. 

Men working in socially isolated work environments such as the FIFO or DIDO (Drive-
In-Drive-Out) industry have been identified at higher risk of suicide. A report 
commissioned by LifeLine WA found that out of 924 workers employed in the Western 
Australian FIFO industry, 81.2 percent were almost exclusively Caucasian males, 
under the age of 49 years and about 10 percent were divorced and half were parents. 
One in five claimed that the industry had no support services such as counselling or 
Employee Assistance. A significant number of those interviewed said that they would 
not make use of those services if they were offered117. 
Those employed in the FIFO resource industry live in basic serviced accommodation 
and are at increased risk of intentional self-harm due to social isolation, the remoteness 
of their work locations and the long working hours. Dr Bowers who established the 
Australasian Centre for Rural and Remote Mental Health (ACRRMH) nine years ago, 
has been working with indigenous communities and the agricultural and farming 
sectors. She said that other than anecdotal information, there is little scientific research 
available about rural and remote workers in the resource and construction 
industries118. 

I spent four years then consulting. We had round tables, we had forums in the West and 
East Coast, we asked expert advice from industry and a range of other sectors and we 
came to understand that the research that was available was very anecdotal, very 
subjective and very low numbers in terms of the workforce, so there was not a lot of real 
evidence there119. 

Since establishing ACRRMH, Dr Bowers said that she has engaged with all levels of 
management and workers on sites and has conducted wellbeing and lifestyle surveys, 
the results of which assist her to develop programs reflecting site specific risk factors. 

In terms of the results of the wellbeing and lifestyle survey, we found that across a range 
of fly-in and out sites across Western Australia and South Australia the prevalence of 
mental distress—which can be measured against the national average, the national figure 
of 20 per cent— ranges from 34 to 28 per cent; the national average being, I remind you, 
20 per cent. So, the level of mental distress across all of those sites is much higher and we 
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can give that information back to each site by site as well as aggregated across the 
industry, and that averages out at 29 per cent. So, that is considerably higher than the 
national average120. 

The Mining and Quarrying Occupational Health and Safety Committee (MAQOHSC) 
submitted that: 

Isolation from family and friends, shift work, fly-in/fly-out and drive-in/drive-out rosters, 
relationship stresses, misuse of alcohol and drugs, environmental extremes and dangerous 
workplaces can often contribute to compromised mental health and, in extreme cases, 
suicide121. 

In evidence, Dr Bowers said that risk factors related to work include life style and family 
life, which is affected by senior management, the length of shifts and the stigma relating 
to mental illness. The remoteness, living circumstances and social isolation and lack 
of social participation all impact on the mental wellbeing of people working in FIFO 
industries. She said that: 

In terms of their family major stress factors, they relate to missing special events, such as 
birthdays and anniversaries, and that is universally top of the list; relationships with 
partners; interestingly, relationships with children; and, even more interesting, relationships 
with parents; and finally, their financial situation122. 

MATES in Construction (MATES) referred to research undertaken by the Australian 
Institute for Suicide Research and Prevention (AISRAP) which found that construction 
workers were twice as likely to suicide and have more mental health issues than any 
other industry123. The long hours of work, including over weekends has an impact on 
family life, attending sporting events and family celebrations. In evidence, Ms Caston 
said that: 

There is a lack of financial security, there is no permanency within our industry any more. 
Workers may go from job to job, and there may be a break between those jobs where they 
are retrenched at the end of the contract, but they still have school fees to pay and 
mortgages to pay and families to support124. 

Ms Caston said that the low wage rates for apprentices in the construction industry 
places financial pressure on them and issues like gambling are a problem. She said 
that the industry is very mobile. Workers tend to go with the builder which means they 
could be working interstate, away from family, friends and other community support 
networks. She reported the horrific statistic from the AISRAP report that a 'young 
apprentice within the 16 to 25-year-old age group is 10 times more likely to die from 
suicide than an accident at work'125. 

A report by Hunter Medical Research Institute for MATES in construction noted that 
there were 144 fatalities by suicide in the South Australian construction sector between 
2001-2012 and in 2012 seven suicides were recorded among male construction 
workers. They argued that previous research found that lower skilled workers were at 
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higher risk of suicide than the highest skilled workers126. 

Table 3: Number of suicide deaths and average age, South Australian 

Construction Industry, 2001-2012 

Year South Australia Average age 
2001 13 35.7 
2002 16 33.3 
2003 10 40.5 
2004 9 35.1 
2005 13 36.4 
2006 10 38.5 
2007 13 41.0 
2008 9 30.6 
2009 14 33.8 
2010 14 38.8 
2011 16 38.9 
2012 7 39.5 

Source: Hunter Medical Research Institute report for MATES in Construction, 2015 

Mr Darren Roberts of the CFMEU said that the precarious nature of work in the industry 
adds a great deal of pressure and unease to workers127. 
While research recognises that the military and emergency service personnel as well 
as bank officers and train drivers are at high risk of exposure to post traumatic stress 
disorder (PTSD), it can affect any workplace following an unpredictable catastrophic 
disaster. Workers in the mining, agriculture and fishing industries are also prone to 
PTSD, but McFarlane and Bryant argue that they have received little attention128. 
(c) 	Police and Emergency Service Workers 

Nationally, one in five police, fire fighters and defence force members reports a work 
related mental disorder. This group of first responders is one of the most at risk 
occupations for mental stress, followed by community workers, prison officers and bus 
and rail drivers129. 
Professor McFarlane said 'police officers who are psychologically unwell have a 
significantly greater risk of being violent because, basically aggression is a way of 
dealing with fear.' 

There are people basically in those roles who are not fit to do the duties but, because of 
the nature of the compensation legislation, they have no choice but to stay therelm. 

He said that many of the roles that police would retreat to have now been civilianised. 
Police are on the streets 24 hours a day throughout their career with little thought of 
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the consequences for them. It's the cumulative exposure of dealing with crime and 
investigating crime scenes that is a great cost to their psychological wellbeing131. 
Policing is a 'high risk occupation as far as psychological injury is concerned' with 247 
accepted workers compensation claims being recorded by the South Australian Police 
(SAPOL) in the five year period to June 2014 at a cost of $2,325,195 in the 2013-14 
financial year alone, which the Police Association of South Australia (PASA) submitted 
was an increase of 26.3 percent over the four year period132. In evidence, Mr Carroll 
said. 

I think we all understand that stress is an inherent and inescapable feature of police work. 
Every day police deal with the trauma of road deaths, child abuse, horrific crime scenes, 
and all forms of violence including attacks on police themselves.133  

Policing takes its toll on officers over time who may find themselves 'distant and 
alienated from social networks and friendships' as the job places greater demands on 
their time due to 'shift-work-induced sleep deprivation, poor diet, and a sedentary 
personal life style'134. 

The Police Association of South Australian (PASA) submitted that almost one quarter 
of all police deaths in South Australia are due to suicide: 

SAPOL data for the past 11 years indicate that 8 of the agency's 33 recorded fatalities were 
due to suicide. Apart from cancer, work related suicide is the most significant cause of 
death among South Australian police officers135. 

Mr Carroll said that many police officers who have had long careers are now trying to 
'process what they have dealt with in a 30 to 35 year career'. They are people who you 
would think are resilient but as they get older, the events of the past keep circulating 
in their mind and they suffer post-traumatic stress disorders later in life136. 
Superintendent Bruhn questioned data presented by PASA indicating that work related 
suicide was the most frequent cause of death amongst South Australian police officers. 
He said: 

Firstly, the term 'police deaths' needs some clarification. The number 33 is simply the 
number of employees currently in employment, and I don't know what was meant by the 
word 'police death'. Secondly, two of the eight suicides have subsequently been accepted 
as work related to the extent that they are compensable, and we would say in the other six 
that employment as a police officer is coincidental but not contributory. That's not to say, 
of course, that we downplay the industry in which we work and the risk of suicide137. 

Emergency service personnel, which includes ambulance officers are an occupational 
group that evokes special concerns in relation to suicide. Ambulance officers are at 
significant risk of developing PTSD because of the workload pressures, the number of 
callouts to which they respond and their close proximity dealing with victims and 
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families in distress, and from failed intervention attempts138. 
Prof McFarlane submitted that the cause of post-traumatic stress (PTSD), to which 
many police and emergency personnel are exposed on a cumulative basis is 
objectively defined139. In evidence, he said that suicide ideation is a significant issue 
within the Metropolitan Fire Service: 

I think the direct relationship between workplace exposures and mental health is much 
more causally apparent and also is a very important issue in terms of suicidal ideation and 
attempted suicide. I know this is a public statement, and we haven't published our reports 
on the Metropolitan Fire Service, but I can tell you that suicidal ideation is a significant issue 
within that workforce140. 

South Australian Ambulance Service (SAAS) provided data on reports of violence and 
aggression against staff and volunteers. Between Jan 2013 and June 2016, 90% of 
all incidents of aggression and violence perpetrated against ambulance officers and 
volunteers arose from three main sources - drug and alcohol (44%), inappropriate 
behaviour of adults (32%) and mental illness (14%). Assaults include kicking, biting, 
punching, verbal aggression and threats which begin to increase in frequency about 
5.00pm and continue until about 1.00am on any given day. 
For more details on SAAS Incidents of Violence and Aggression refer to Appendix 1C. 
4.3.6 Gender profile of those most at risk 

Are there any gender or age groups that appear to be most at risk of work related 
suicide? 

Using Australian Bureau of Statistics data, RTWSA estimates there are about 800,000 
workers in South Australia, of which about 500,000 are covered by the RTWSA 
scheme (see Appendix 1 - Labour force data). 
Examination of data provided by RTWSA (see Appendix 1A) revealed that the gender 
profile of psychological injuries for the 2013FY were: 

• Female 56.4 percent 
• Male 43.6 percent 

These percentages have remained constant over preceding and following years. 
There is an average of 700 psychological injury claims (not including SA Public Sector 
Crown and private sector self-insured) each year with slightly more females than males 
reporting work related psychological harm, which has been consistent over the last five 
financial years141  (see Appendix 1A — Psychological Claims by Gender by Claim 
Receipt Date). 
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In evidence, Mr Worthington-Eyre said: 
There is a higher percentage of claimants between around 35 and 59 years as a 
percentage of the workforce there. Keeping in mind that average of about 0.14 per cent, 
you can see though that it is not a huge increase142. 

The total number of serious mental disorder claims reported in the 2013-2014 financial 
year was 6,195. Female workers reported a higher frequency of serious mental 
disorders (9.2%) compared to males (3.9%)143.  

According to the profile report, SafeWork Australia's data shows that 65 per cent of 
mental disorder claims were awarded to workers aged 40 and above. Psychological 
injury claims are usually associated with above average time off work and higher 
payment of benefits. According to SafeWork Australia, the higher incidence of claims 
for mental disorders by females relates to the industries in which they are employed, 
such as teaching, health care and social assistance while males are more likely to 
claim post-traumatic stress disorder in the predominantly first responder industries (eg 
police and emergency services)144. 

While there is a lack of current or trend data about suicide and intentional self-harm 
and the relationship to work factors, Professor McFarlane said that: 

The direct relationship between workplace exposures and mental health is much more 
causally apparent and also is a very important issue in terms of suicidal ideation and 
attempted suicide145. 

He said that 'suicidal ideation is a significant issue for the workplace' but there is a lack 
of knowledge or expertise in government to deal with occupational mental health. 
Suicide is the leading cause of death for males aged 25-44 and for females 25-34146, 
but women are at increased risk of attempted suicide: 

Rates for females hospitalised as a result of intentional self-harm were at least 40% higher 
than male rates over the period from 1999-00 to 2011-12, with female cases out-
numbering male cases most markedly in the teen years147. 

Uniting Communities submitted that men in the construction and resource industries 
are at a higher risk of suicide than the general male working population148. 

Recommendation 9 
The Committee recommends that the Minister for Mental Health and Substance 
Abuse ensure that the Chief Psychiatrist has adequate resources to fund early 
intervention programs that focus on reducing the risk of suicidal behaviour in 
identified high risk industries. 
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4.4 	Economic and productivity costs 
What are the economic and productivity costs of mental health conditions in South Australian 
workplaces? 

4.4.1 Economic and productivity cost of mental disorders 

(a) Background 

Mental illness is very common. The most common conditions are depression, anxiety 
and substance use disorder, which can often occur in combination. There is a high 
prevalence of depression which will affect one in seven Australian's in their lifetime. It 
is the number one cause of non-fatal disability, which means that people live with it for 
many years. The World Health Organisation reports that depression is one of the most 
common causes of disability and will be the number one health concern in developed 
nations by 2030149. 
Mental disorders are common in the working population and represent a growing 
concern, adversely affecting workers who are subject to discrimination from employers 
and the community in general. Employers are affected by a loss of productivity, rising 
work injury claims and the community is affected by increasing social welfare costs 
through rising disability pensions150. 
The cost of mental illness in the working population is estimated to be about 4% of 
gross domestic product (GDP). Costs include rising disability rates, healthcare costs 
and costs associated with high staff turnover. The cost of psychological injury claims 
is double the cost of physical injury claims and the duration of work absence is greater. 
Depression and anxiety are associated with high levels of occupational disability and 
absence from work accounting for 35 percent of sickness benefits. Left untreated, the 
cost to the government, employers and individuals can be significant.151  

Common mental illnesses such as anxiety and depression affect the wellbeing of many 
people and their families with 'consequences for employers and governments as a 
result of diminished productivity at work, reduced rates of labour participation, foregone 
tax receipts, and increased health and other welfare expenditures'.152  

The economic and social benefits of good mental health include both its intrinsic value 
(improved mental health and wellbeing) and also its instrumental value, in terms of being 
able to form and maintain relationships, to work or pursue leisure interests, and to make 
decisions in everyday life153. 

HeadsUp estimates that 45 per cent of Australians between the ages of 16-85 will 
experience a mental disorders in their lifetime. 
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The estimated cost to workplaces of untreated mental health is approximately $10.9billion 
per year. This comprises $4.7billion per year in absenteeism, $6.1billion in presenteeism 
and $146million in compensation claims 154  

Work characteristics can influence whether workers attend work or take sick leave due 
to mental illness such as major depression. It has been estimated that employees who 
present for work when they are suffering major depression account for up to 80 per 
cent of lost productive time and it is more costly than absenteeism155. 
High levels of work related mental stress have been linked to: 

• Nervousness 
• Tension 
• Strain 
• Anxiety 
• Depression. 

As stress levels increase, health decreases but many employees may resign rather 
than make a claim for compensation which places hidden costs onto employers who 
need to re-staff and re-skill their workforce leading to further reduced productivity: 

The productivity losses incurred through workplace stress reduce overall business 
productivity resulting in lower GDP, private consumption, investment, imports, exports and 
industry production156. 

A number of studies have been conducted about presenteeism and its effect on 
productivity which have been examined and summarised by the Australian Public 
Service Commission. While there is no single unified definition of presenteeism, it is 
commonly associated with three meanings: 

• People attending work even though they're sick 
• Putting in long hours but not working all the time 
• Working at a reduced level due to other distractions. 

There are varying reasons why people attend work when unwell: 
Some definitions focus on the issue of sick employees being at work and not being 
productive; however, the subject is much broader—a more accurate definition would 
encompass a number of possibilities (e.g. physical or mental ill-health, disillusionment with 
the workplace, a protest element at perceived unfairness, poorly functioning work-life 
balance arrangements etc.) 157. 

(b) 	Evidence 

In evidence, Mr Harbord from Johnston Withers Lawyers described the impact of 
mental disorders on the wellbeing of injured workers. He said there is a significant 
level of stigma in the community in relation to people suffering mental illness. The 
condition can fluctuate from day to day, making it difficult for people to operate well 
and continue in relationships with friends and family. He said it can be difficult for 
family and friends to understand what's happening. 
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there's a lot of more complex problems concerning people suffering mental injuries as 
against physical where it's clearly diagnosable and even if it's a permanent injury, at least 
you know what it is and you can seek to compensate for that158. 

Unlike physical injuries, psychological injuries are not clearly visible and can result in 
individuals being unable to participate in work. In serious cases they may be unable 
to engage in community life, 'socialise, attend children's netball functions etc. When 
'there's a mental injury, you often find the husband becomes isolated' which can place 
an increased burden on the partner. Mr Harbord said 'suddenly they're cutoff from 
friends, so that can have quite a debilitating impact on the partner and even the children 
as well'169. 
Prof McFarlane submitted that: 

people with disorders such as depression struggle to function and will look for proximate 
explanations for their distress and may inappropriately attribute the causes to workplace 
stress rather than acknowledge their inability to copemo. 

Prof McFarlane submitted that research indicated that 'physical disabilities are 
attributed to workplace injury when the existence of a mental disorder plays a 
significant role in the onset'. He submitted that this comorbidity is not adequately 
conceptualised or managed through preventative treatment programs.161  
Professor McFarlane said that the national mental health and wellbeing survey in 2007 
showed that 18% of the Australian workforce suffered from depression and anxiety but 
government departments do not deal with workplace mental health issues well and are 
ill informed on how to address the issue. 

I think one of the first issues that I would make is that I think the government and the way 
that government departments are structured really don't deal with this issue well. In fact, I 
just met this morning with a senior official from the Department for Health and asked her 
whether there is anybody in the Department for Health who holds the responsibility for 
occupational health. Obviously, they will have individuals within the Department for Health 
who deal with the Department for Health, but nobody really takes that oversight of 
occupational health or mental health162. 

He said that each government department has their own health and safety program 
and there 'really isn't an adequate degree of sharing of information.' 
4.4.2 Economic and productivity cost of suicide 

(a) 	Background 

Suicide Prevention Australia (SPA) argue that there is a relationship between work 
related stress and suicide. - 

While suicide behaviour is the extreme outcome of stress, significant productivity gains are 
to be had by managing workplace stress163. 

SPA referred to a cost estimate by Mendoza and Rosenberg that estimated the cost 
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of suicide to the Australian economy at $17.5billion annually, which included 
productivity costs. They stated that: 

Research conducted by SuperFriend and IFS Insurance Solutions estimated that in 2012 
death claims paid out in Australia by Group Life Insurers in Superannuation where suicide 
was the 'known' cause of death amounted to more than $100million164. 

Doren and Ling estimated the economic costs of suicide in the New South Wales 
construction industry on the basis of lost income over productive years, the burden of 
which they argued is borne largely by the government. 

The average cost of a self-harm attempt resulting in a short term absence from work is 
estimated at $925 in 2010 dollars. Each self-harm attempt resulting in full incapacity is 
estimated at $2.78million and each suicide attempt resulting in a fatality is estimated at 
$2.14m illion165. 

They further argue that the 57 suicide fatalities among construction industry workers 
in 2010 were the result of 710 self-harm attempts, each causing a short tem absence 
from work. The total cost of suicide and suicide behaviour in the New South Wales 
construction industry alone is estimated to be in the order of $527million in 2010 
dollars166. 

A report by the Hunter Medical Research Institute estimated that the economic costs 
of suicide and attempted suicide by South Australian male construction workers was 
significant: 

[i]t is estimated that there were 18 self-harm attempts resulting in full incapacity and 87 
self-harm attempts resulting in a short absence from work. Multiplying these numbers with 
average cost per incident, results in an estimate of the cost of suicide and suicide behaviour 
in the South Australian Construction Industry at $57.34 million in 2012, with 98% ($56.03 
million) of this cost borne by the Government167  

The economic burden on government, business and individuals arising from untreated 
mental disorders such as depression, anxiety and substance use is significant, and 
adversely affects productivity. 

Recommendation 10 
The Committee recommends that the Minister for Industrial Relations ensure that 
SafeWork SA to makes available suitable mental health and wellbeing training 
programs for identified high risk industry groups, businesses, managers and 
workers. 

164 ibid.  

165  Doran C and Ling R, The Economic Cost of Suicide Behaviour in the NSW Construction Industry and the 
Impact of MATES in Construction Suicide Prevention Strategy in Reducing this Cost, Hunter Medical Research 
Institute and University of New Castle, 2014 3. 
166 ibid.  

167  Doran C, Ling R and Milner A, The Economic Cost of Suicide and Suicide Behaviour in the South Australian 
Construction Industry, Hunter Medical Research Institute and University of New Castle, 2015 2. 

Page 41 



4.5. 	Consequences of traumatic work related death on workforce, family and 
community 

What are the consequences of traumatic work related death on the workforce, family and the 
local community? 

Suicide is a horrific tragedy with significant consequences for those left behind. It is 
not only the sad loss of life for a loved one, but for work mates there will also be feelings 
of grief and loss. It has many ripple effects on family, friends and the community in 
which the deceased was engaged. 
The consequences of a traumatic work related death such as suicide on the workforce, 
on family and others who were close to the deceased can be significant. People may 
experience post-traumatic stress disorder (PTSD), depression, anxiety or other 
psychosocial problems. Through their research, Johnston et al found that it is not easy 
to predict who will go on to develop any of these symptoms, but estimated that in about 
10 percent of cases where symptoms develop, the injury can be severe enough to 
require hospitalisation. Where PTSD occurs 'in conjunction with a physical injury, the 
research found that it is a marker of later disability'168. 

In the event that a work colleague takes their own life, it can be emotionally devastating 
for the people affected, such as a community, workplace, hospital or school and can 
result in a contagion or clustering effect amongst vulnerable people, such as young 
people or in Aboriginal communities. Uniting Communities reported that following the 
death of Robin Williams there was an increased spike in suicide related calls to 
Lifeline169. 
The harmful effects of suicide on the bereaved can include depression, post-traumatic 
stress, as well as grief, and an increase in suicidal ideation and suicide attempts. 
Workers exposed to the death of a co-worker by suicide can be 3.5 times more likely 
to die from suicide compared to their non-exposed counterpartsm. 
Peer Veet is a group training organisation that employs apprentices and trainees under 
a contract of training. 

Our name is an acronym for the industry sectors to which we supply apprentices and 
trainees and the type of work that we do: Plumbing, Electrical, Electronic and Refrigeration; 
Vocational Education, Employment and Training =PEER VEET171. 

In evidence, Peer Veet spoke about the effect a traumatic event such as suicide had 
on staff, co-workers, trainers and support staff who interact with apprentices over the 
four years during which the apprenticeship takes to complete. Mr Boyce spoke about 
the suicide of a young apprentice and Peer Veet's learnings: 

I think what we learnt was that we didn't see it coming. I think the first evaluation was that 
it was a surprise. This young man was a normal, healthy young man. He was in a close 
group of people; in fact, he was in one of our top classes. He was a good performer on the 
job and off the job, he had good mates, he had a supportive family, he lived at home with 
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mum and dad, he was the youngest of four boys and everybody, including the parents, 
today don't know why. There was no note. The shock that creates for everybody is just 
amazing. It was certainly a challenging environment for us to go through at the time172. 

Emergency workers such as paramedics, firefighters and first responders to 
emergency situations are unsung heroes in the community but their job comes at a 
cost. In order to cope they learn to detach from the situation and suppress their 
emotions, only delaying the effects of the trauma on their mental wellbeing173. 
The Hon Gerry Kandelaars noted the high suicide rate by female police officers and 
asked PASA what analysis has been done around that. Mr Carroll said that while the 
incidence of police suicide is not different to the general population, he was surprised 
to see that data. 

That was a statistic that I didn't think would present itself. From memory, our last female 
officer to commit suicide, in horrific circumstances, came back from annual leave and went 
into a toilet and shot herself in the heart at work. 

So you can imagine the impact on everyone else in the workplace and the organisation in 
general. It is just a horrific tragedy. I can't answer that question as to why that statistic is as 
it is, but it is something that we will discuss with SAPOL because it seems to be out of the 
ordinary174. 

The Hon John Dawkins agreed that the statistic was alarming and that more research 
should be done to understand the reason: 

But twice as many men suicide than women, but when you look in the general community 
at the attempted suicides, women far outrank men. Perhaps, and you might not want to 
speculate, the fact that women in the police force are far more familiar with firearms, with 
violence, maybe that might be a factor. I do not know that, but between us and you it is 
something we could do some research on175. 

Police and emergency services personnel are regularly exposed to traumatic events 
when they attend fatal motor vehicle accidents, witness brutal assaults and attend or 
document gruesome crimes or when they are 'personally subjected to violent risks of 
injury or death'. The Police Association of South Australia (PASA) submitted that 
police can become hypervigilant (a heightened alertness to potential danger) resulting 
in increased heart rate, blood pressure and blood sugar levels176. 
Hyper vigilance is essentially a survival mechanism that 'permits the on-duty officer to 
develop the perceptual set required for maximum officer safety'. The adverse effects 
of hyper vigilance are both physical and mental. It can result in exhaustion, 
detachment, social isolation and apathy and it can also adversely impact on family life. 
In severe cases it can lead to depressive illnesses and even suicidem. 

According to Beyond Blue, people who suffer a post-traumatic stress disorder (PTSD) 
can have extreme feelings of panic or fear and can relive the event through recurring 
memories or dreams, have difficulty sleeping and lack concentration. They may also 
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seek to avoid activities, people or places that trigger feelings associated with the 
traumatic event and may feel emotionally numb178. 

A systematic review of research literature undertaken by University of South Australia 
recommended that employers, supervisors, peers and OHS staff should be alert to 
signs of PTSD and mental disorders such as Increased alcohol use, interpersonal 
and/or family conflict, social withdrawal, depression, somatic distress and performance 
deteriorationl 79. 

Recommendation 11 
The Committee recommends that the Minister for Police commission research into 
suicidal behaviour of police officers and identify suitable mitigation strategies and 
report findings to the Committee within 12 months. 

4.6 	Dealing with the impact of suicide in the workplace 
What is the impact on the remaining workforce of a death by suicide and what support is 
provided by employers, unions or is available in the community for affected workers, contractors 
and volunteers? 

4.6.1 The impact of suicide on the workforce 
Suicide is the leading cause of death in people of working age - males aged 25-44 
years and females aged 25-34 years and has an impact on many people including 
family, local community groups and workmates. 

Mental disorders are a major risk factor for suicide. A suicide is a deliberate act of self-
harm taken with the expectation that it will be fatal. A suicide attempt is a non-fatal act of 
self-harm, often with the aim of seeking help. Attempted suicide is far more common than 
fatal suicide events and it is currently believed that for every death by suicide, there are 10 
and 20 attempted suicides180. 

The World Health Organisation estimates that 20-30 percent of the workforce will suffer 
a serious mental disorder and for every employee who dies by suicide another 10-20 
will make an attempt. 

[F]or every 15 suicide attempts there is one fatality, and from the 15 attempts, 3 (17%) are 
classified as full incapacity and 12 (83%) classified as short absence. Corresponding 
duration of absence (for use in calculation of production disturbance costs) are 0.2 weeks 
for short absence; and, 2.6 weeks for full incapacity and fatality181  

Suicide is a complex interaction between individual vulnerabilities, work related and 
personal stress. More people die from suicide than in road accidents and it is 
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emotionally devastating for people who are bereaved by the suicide of a loved one or 
colleague/ co-worker182. 

According to information from the Mindframe website, females are more likely to self-
harm: 

According to hospitals data, females are more likely to deliberately injure themselves than 
males. In the 2008-2009 financial year, 62% of those who were hospitalised due to self-
harm were female183. 

The South Australian Suicide Prevention Strategy identifies a range of people who may 
be affected by suicidal behaviour or a suicide including carers, family members, friends 
and colleagues as well as bystanders. 

Suicide is devastating for those left behind; impacting family, friends, workmates and the 
community in profound ways. Goal 5 focuses on improving the care and support for those 
who have made a suicide attempt, and supporting the partners, carers, family, friends and 
community affected by a suicide or suicide attempt.184  

Prof McFarlane appeared before the Committee and in evidence said that 'suicide is 
an unfortunate and relatively rare outcome. What is much more common is the rate of 
suicide ideation'185. He said: 

the direct relationship between workplace exposures and mental health is much more 
causally apparent and also is a very important issue in terms of suicidal ideation and 
attempted suicide186. 

Uniting Communities submitted that: 
exposure to a suicide death of a peer may have harmful consequences, including 
depression, post traumatic stress disorder (PTSD), complicated grief, traumatic grief, 
increase in suicidal ideation and suicide attempts187. 

The Hon John Dawkins, asked RTWSA about the ripple effects of suicide: 
Given that there is an increasing amount of recognition of the ripple effect of suicide across 
families and workplaces, to what extent do you know the amount of perhaps impact of 
suicides or attempted suicides in the workplace that are impacting some of those other 
categories?188  

Mr Cord iner replied, that they did not know. 
Sometimes we know about an odd situation because someone has discussed it but, as a 
general rule, it's not information that a worker or an employer is required to give an insurer, 
and people don't choose to give that sort of private information about a family circumstance 
or something else that might be impacting their situation189. 

Whilst suicide is a rare event, workers suffering work related mental health concerns 
such as depression and anxiety are at increased risk of suicidal ideation and intentional 
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self-harm. The impact of suicidal behaviours on colleagues, co-workers and others 
can be significant and may result in depression, PTSD, grief and even suicidal ideation. 
4.6.2 Availability of support 

(a) 	Background 

Support for those who have been exposed to trauma or psychological hazards which 
may result in anxiety, depression or substance19° use include: 

• Screening with follow-up support and care 
• Cognitive behavioural therapy programs (CBT) 
• Counselling (eg EAP) 
• Stress management programs 

A research report for the Black Dog Institute recommended that a number of healthcare 
initiatives should be adopted following a suicide attempt, the most promising of which 
they argued was psychosocial therapy such as CBT (Cognitive Behavioural Therapy) 
and problem solving therapy. The report also recommended greater support for family 
and care givers who want to support their loved ones while managing their own distress 
191 

TNS Social Research undertook a survey for HeadsUp and found that employees 
believe that employers have an ethical obligation to support workers experiencing 
mental illness. 

Three quarters of Australian employees (75%) believe workplaces should provide support 
to someone who is experiencing depression or anxiety and almost two thirds (64%) believe 
they would receive some form of support from colleagues, management or a union192. 

But many workers do not actively seek support from their employer because of a lack 
of policies, procedures and practices to support mental health or they are not well 
known. And the majority of workers surveyed said they would not disclose a mental 
illness, particularly in mentally unhealthy workplaces193. 
(b) Evidence 

Business SA submitted that: 
A proactive workplace supporting mentally healthy workplace initiatives should be the 
emphasis for employers, rather than increasing expectations of them in the prevention of 
suicide in at-risk individuals, a serious mental health issue that requires professional 
support194. 

In evidence, Business SA said that mentally healthy workplaces have a positive impact 
on productivity, staff retention, and performance as well as many intangible benefits: 

There are further intangible benefits commonly accepted to have an impact on productivity 
in organisations: increased employee engagement and morale, recruitment and retention 
of staff, maintenance of intellectual capacity and an overall positive working environment 
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that promotes reputation and productivity in the workplace195. 

The ANMF submitted that despite the availability of support services, managers often 
exacerbate an employee's psychological distress by treating it as a performance issue 
and do not routinely provide counselling or ongoing support. They also prefer workers 
to take leave or reduce their working hours until they are certified fully fit. 

Reluctance of managers to implement ongoing support may be the result of lack of training, 
skills or confidence. There also appears to be a widely held belief that it is unfair to give 
an employee 'preferential treatment' with respect to workload or hours/systems of work 
unless the employee has an accepted workers compensation claim — even when significant 
mental health issues have been identified196. 

Ms Caston said it is incredibly important to support the family, friends and workmates 
following a suicide or suicide attempt and provide them with support. She spoke of 
how MATES had supported the family of a young man who had suicided: 

The family aspect has also been found to be of incredible value for our program. We had 
a young lad who suicided in April this year, and his dad works in construction. We worked 
with dad, and we have worked with that young lad's girlfriend and best mates because that 
is his family. We have supplied support around them because we know that they are a 
particularly vulnerable group because they have a suicide firsthand197. 

The Office of the Public Sector submitted that all public sector agencies have 
confidential and comprehensive Employee Assistance Programs (EAP) in place for 
workers and their families. EAP is well promoted through internal communications, is 
confidential and includes management of critical incidents for individuals and 
workgroups. Managers are provided with specific training programs on managing 
difficult issues and provided with supporting educational materials198. 
Ms Ranieri said that: 

Agencies have implemented a range of other preventative initiatives, specifically aimed at 
mental stress risks. They can include respectful behaviours policies; associated grievance 
and mediation processes; work health and safety processes for assessment and 
management of psychosocial risks; training for managers and staff including resilience 
training; mental health promotion information including beyondblue (from internal and 
external sources); and comprehensive employee assistance programs with a referral on to 
specialised services where required.199  

Ms Hanisch from Uniting Communities said that talking .about suicide is particularly 
important to provide support to people exposed to a suicide because the risk of suicide 
increases in those who know someone who has taken their own lifem. 

Peer Veet stated that after the first suicide of an apprentice, they realised how 
important mental wellbeing was and the risk to young apprentices. They undertook a 
lengthy evaluation process and implemented improvements to their recruitment 
processes, ongoing monitoring of apprentices, training of key staff and relationships 
with host employers. Mr Boyce said that during the evaluation they learnt a lot about 
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the importance of early and factual communication.201  

Mr Boyce said that it is important to quickly communicate the known facts to people 
who are affected, particularly to family and friends, classmates and staff to prevent 
rumours: 

[A] couple of years ago we had a workplace death, and that was a tragic situation at the 
time, and we engaged a communications expert to actually help us put together a plan of 
how to go about that, and we were able to use that last year as well. A good learning 
exercise is really very much about how you structure your communications and how quickly 
you do it and how effectively you do it202. 

Craig Mitchell is an Employment Services Coordinator with Peer Veet and it is his role 
to keep in contact with apprentices on a regular basis. He said that there is less support 
in rural areas, which is where a young apprentice recently suicided. He said that 
following the incident, they immediately contacted CHG (Corporate Health Group) and 
implemented the critical incident response to co-workers, family and members of the 
host organisation203. 
Mr Mitchell said that a young apprentice who lives at home with his parents found the 
body of the deceased apprentice and continues to be supported, although he has 
returned to work. 

What I have continued to do is to communicate with the young man's father and also the 
host employer. My plan at this stage is to, one, determine when the funeral will occur; but, 
then, because I visit the apprentice on an eight weekly cycle it has fallen to about the time 
where I need to visit the apprentice. It has actually just gone slightly over but I think that, at 
this time, it is probably better to let him have a little bit of space and then I hope to see him 
next week204. 

RTWSA reported that they have established a Mentally Healthy Workplace program to 
assist small to medium enterprises (SME) and their workers. The program has not only 
trained claims agency case managers in mental health first aid but they have also 
engaged with Beyond Blue to deliver a number of programs to SMEs and general 
practitioners who are identified as needing assistance205. 
The former Executive Director of SafeWork SA, Mr Russell said that because of the 
difficulty in determining if a suicide is work related or not, they have not provided 
support to affected workers or family members. 

There is a broader issue there in terms of what type of support we provide to families 
generally where there is a workplace fatality, and that is an important issue. We do have a 
process in place for providing arrangements for family members to be given appropriate 
information at various intervals in regard to events that transpire following a fatality206. 

Mr Russell said that the Community Engagement Directorate works with businesses 
such as Holden's to identify risks and particular issues that may impact on the health 
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and safety of workers, such as psychological issues207. 
(c) 	Police and emergency services 

Johnston et at suggested that peer support programs in high risk occupations may help 
protect against post-traumatic stress and other post trauma risk factors but 
psychological first aid in response to traumatic incidents needs further evaluation. 
However, there is 'protective value in good supervisor / worker communication and 
social support systems at work and at home'208. 
SA Ambulance has had an operationally driven Peer Support Program in place since 
1991. The Program is strongly supported by Executive and involves 55 trained support 
officers who volunteer for the roles. The Program is monitored and in the 12 months 
between July 2014 and June 2015 there were 2,600 responses completed by the peer 
support officers, which 'equated to 700 hours of voluntary work'. The Manager of 
Operations, Mr Howie said that: 

The program provides the staff wellness and assistance services including: early 
intervention welfare checks from peer support officers; one-on-one intervention with clinical 
and organisational psychologists; immediate triage to one of SAAS's mental health 
providers to ensure appropriate high-level early intervention for highrisk incidents such as 
acts of violence and aggression perpetrated against our operational staff; group processes, 
including critical incident debriefing and diffusing; and pre-employment and promotional 
psychological evaluation, at which time psychological development plans are produced, 
certainly during the pre-employment phase. So, if somebody is employed we already have 
a plan in place for how we are going to be able to develop them and where they need to 
im prove2°9. 

Mr Howie said that despite the daily risks faced by paramedics, the Ambulance Service 
does not rank as one of the highest five rating occupations for mental stress claims210. 
Superintendent Bruhn is the Officer in Charge of Health, Safety and Welfare at SA 
Police (SAPOL). Supt Bruhn said that in 2010 SAPOL recognised they could do better 
and have included resilience and suicide prevention training in the recruit training 
program. The Program includes a session for families and partners to learn about the 
role of policing. He said that: 

Commencing in 2014, we rolled out a significant corporate training program focused on 
suicide awareness, and that was followed by another corporate program specifically on 
building resilience211. 

Supt Bruhn provided the Committee with an overview of the management systems and 
structures in place used to monitor hazards and incidents, the appointment of specialist 
psychological injury claims managers and the Employee Assistance Program, which 
he said is outsourced. He also said they have 'maintained an engagement and 
connection' with Beyond Blue212. 
The Police Association of South Australia (PASA) agreed that SAPOL had introduced 
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a range of psychological health programs including resilience and suicide awareness 
training, psychological screening, employee assistance as well as crisis behaviour and 
dealing with death taskings. However, Mr Carroll questioned whether these programs 
had made any meaningful contribution to the prevention of psychological injury. Mr 
Carroll said that he recently asked the Police Commissioner, Mr Grant Stevens, 

to provide information concerning the adherence to general orders relating to mandated 
psychological health monitoring annual assessments in sections such as major crash, 
major crime, and special crimes investigation branch, who deal with child abuse 
investigations. These areas have local policies mandating annual assessments, but we are 
unsure of adherence to them or auditing of this requirement213. 

He also said that there are a number of other support programs that they would like to 
see implemented such as aerobic fitness and psychological first aid. 
Professor McFarlane said that in his vast experience working with defence and 
emergency services he has found inconsistent health and safety systems and 
information, and a lack of shared knowledge. He said: 

I think there are enormous opportunities to provide preventative interventions within the 
workplace, and the trouble is that there is no systematic planning or oversight of that214. 

Recommendation 12 
The Committee recommends that the Commissioner for Public Employment: 

• ensure that the State Suicide Prevention policy and strategy is adopted 
by all public sector agencies; and 

• an evaluation of mentally healthy workplace programs is undertaken in 
all public sector agencies with a view to identifying opportunities for 
improvement and implementation of risk mitigation strategies 

• that a progress report on the outcome of the review and recommendations 
for further action be provided to the Committee within 6 months 

Recommendation 13 
The Committee recommends that the Minister for Police commission an evaluation 
of the following SA Police psychological programs and report the findings to the 
Committee within 12 months: 

• Resilience 
• psychological screening 
• crisis behaviour 

• suicide awareness training 
• employee assistance 
• dealing with death taskings 
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4.7 	Availability and effectiveness of information, training or education 
programs 

What information, training or education programs are available to workers, contractors and 
volunteers in relation to the prevention of suicide? 

There is a wide range of information available on the Internet about mental illness and 
suicide prevention. Beyond Blue's HeadsUp campaign provides assistance and 
guidance for creating mentally healthy workplaces. 	Their National Workplace 
Program assists organisations committed to preventing and reducing job stress and 
encourages leaders to create mentally healthy workplaces216. 
Universal suicide prevention initiatives such as R U OK Day, World Suicide Prevention 
Day and World Mental Health Day aim to promote social inclusion and positive ways 
of thinking about mental health. A comprehensive list of resources is provided in 
Appendix 3 — List of Mental Health and Suicide Prevention Resources and Services. 
The list of available resources was compiled by researching numerous websites and 
links within websites. For anyone wishing to find resources their first stop is likely to 
be Beyond Blue, but it was not easy to locate a specific program within their site unless 
the correct name of the program is already known. Local community programs that 
may meet the needs of some individuals are not listed on Beyond Blue's site. 
4.7.1 Business leadership and commitment 
(a) Background 

Leadership and organisational culture are key Action Areas under the Australian Work 
Health and Safety Strategy 2012-2022 because the culture of an organisation can 
influence the mental health and wellbeing of individuals within the organisation either 
positively or negatively. 

A mentally healthy workplace is good for business because it can lead to reduced 
absenteeism and improved productivity. Creating a mentally healthy workplace 
requires leadership commitment and implementation of initiatives at the individual, 
team and organisational leve1216, as shown below: 
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Primary 
	 Secondary 

	 Tertiary 
intervention 
	Intervention 
	 intervention 

./.\ 
1 

Designing and 
managing work to 

minimise harm 

Enhancing personal 
resilience, generally 
and for those at risk 

Supporting workers' recovery from mental 
illness 

JOB DESIGN INDIVIDUAL 

Promoting protective 
factors at an 

organisational level 

TEAM/ORGANISATIONAL 

Promoting and facilitating 
early help seeking 

ORGANISATIONAL 

Increasing awareness of mental health and reducing stigma 

II , ' 

HEALTHY 	 OR AT RISK WORKER 

SYMPTOMATIC 

WORKER 4.110 ILLN ESS 	 ABSENCE 
MENTAL 

 1.1+ 

 SICKNESS 

Source: Creating a Mentally Healthy Workplace: A Review of the Research by Harvey et al. 

The Mentally Healthy Workplace Alliance (the Alliance) is a national collaboration of 
business, community and government that encourages Australian workplaces of all 
sizes to become mentally healthy, for the benefit of the whole community.217  

The Alliance's public face — HeadsUp, provides information on available face to face 
and online training programs to help leaders, managers and employees to understand 
and manage mental health in their workplace. Information on how to support and 
recognise the signs and symptoms of depression and anxiety is also available. Their 
booklet "Creating a Mentally Healthy Workplace: A Guide for Business Leaders and 
Managers" provides simple, effective actions to assist businesses to promote positive 
mental health in the workplace218. 

Chisholm et al argue that investments in common mental disorders such as depression 
and anxiety are meagre, while the illnesses account for substantial human misery and 
lost health as well as economic output.219  

A cost benefit analysis undertaken by PricewaterhouseCoopers (PwC) found that for 
every dollar spent on implementation of mentally healthy workplace programs, there 
was an average $2.30 in benefit to the organisation or Return on Investment (R01)220. 
Programs evaluated by PwC for the purposes of their report included: 

• worksite physical activity programs 
• coaching and mentoring programs 

217  HeasUp https://www.headsup.org.au/ 
218 ibid.  

219  Chisholm D, Sweeney K, Sheehan P, Rasmussen B, Smit F, Cuijpers P and Saxena S, 'Scaling up treatment 
of depression and anxiety: a global return on investment analysis', in The Lancet/Psychiatry April 2016. 

229  PricewaterhouseCoopers, Creating a Mentally Healthy Workplace: Return on Investment Analysis' Final 
Report, 2014 15-17. 
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• mental health first aid and education 
• resilience training 
• CBT based return-to-work programs 
• well-being checks or health screenings 
• encouraging employee involvement. 

For more information on these programs see Appendix 3 or the report by PwC. 
In a report commissioned by SafeWork Australia on Workplace Health and Safety, 
Business Productivity and Sustainability it was noted that while national or global 
economic costs and benefits are useful for determining a case for regulatory standards, 
it does not provide an adequate basis for business investment in WHS. 

A business case relies on individual businesses demonstrating that investments in 
traditional WHS practices and systems yield a positive economic return to the business 
alone.221  

The authors argued that there are advantages for businesses to reframe the economic 
cost/benefit argument in terms of the direct benefit to the individual business because 
it sensitises business to the direct bottom line effects of poor WHS performance. The 
report cited a number of WHS business cases which resulted in improved outcomes in 
business productivity and organisational safety culture. 222 

A report by the Australian Council of Superannuation Investors (ACSI) found that a 
large number of ASX200 financial, utilities and resource organisations recognise the 
importance of the safety and well-being of their employees and demonstrate a high 
level of commitment to the implementation of Employee Assistance Programs (EAP), 
flexible work arrangements, volunteering programs and conducting employee 
satisfaction surveys. Many companies also provide grievance programs to address 
workplace bullying and harassment and other forms of work related mental illness. 
However, ACSI found a lack of reporting on these initiatives: 

Only a small proportion of companies disclose qualitative or quantitative information on 
issues such as utilisation of EAPs, employee satisfaction levels, staff turnover rates, 
training data, absenteeism, or overtime worked. This stands in stark contrast to the 
observed very high disclosure rates for physical health and safety, in particular for the 
mining and utilities companies in the ASX200.223  

There is an increasing state of knowledge about mental illness and the risk of suicide 
or self-harm in Australian workplaces. The recent inquiry by the Parliament of Western 
Australia found that the Fly-in-Fly-Out (FIFO) industry should have known the risks to 
male employees who work in socially isolated and physically demanding conditions224. 
ACSI noted that in the FIFO and Drive-in-drive-out (DIDO) mining sector, which has 
been the focus of much public debate about workforce mental health, 'only 33 percent 
disclose details of initiatives that contribute to improved mental health through family 

221  Gahan P, Sievewright B and Evans P, Workplace Health and Safety, Business Productivity and Sustainability', 
University of Melbourne 2014 10. 

222 ibid.  

223  Davidson L, Workplace Mental Health and Safety: Corporate Risks and Opportunities for Financials, Mining 
and Utilities Companies in the S&P / ASX200, Australian Council of Superannuation Funds, 2015 13. 

224  The Western Australian Standing Committee on Education and Health, The Impact of FIFO Work on Mental 
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friendly rosters or other family friendly programs'. This is in contrast to more than 80 
percent of European industry peers that disclose information on work-life initiatives to 
address the challenges faced by the industry.225  
ACSI argues that it is 'difficult to determine leadership commitment to mental health 
without greater insight from companies on how the issue is addressed'. Leadership 
cannot be assumed until there is increased open reporting on the performance of 
mental health and wellbeing initiatives.226  
To assist leaders to determine the most appropriate prevention and intervention 
strategies for their workforce, psychosocial safety climate surveys can be useful. They 
help organisations to identify opportunities for improvement and should seek feedback 
on policies and programs in place: 

Surveillance systems that are designed to monitor workplace psychosocial risk factors are 
increasingly recognised as best practice to inform national approaches towards worker 
injury prevention and intervention.227  

(b) 	Evidence 
The South Australian Public Sector (SAPS) is a large employer with a diversity of job 
types providing services across South Australia. SAPS takes a high level approach to 
organisational and workplace culture and behavioural expectations that support 
wellbeing at work. The approach, which is issued under the Public Sector Act 2009, 
begins with a Code of Ethics which is also known as a Code of Conduct. Ms Ranieri 
submitted that the Code underpins the values, shared vision and culture for the Public 
Sector228. It promotes: 

• Service 
• Professionalism 
• Trust 
• Respect 
• Collaboration and engagement 
• Honesty and integrity 
• Courage and tenacity 
• Sustainability 

The Commissioner for Public Sector Employment submitted that the sector is 
committed to continuous improvement through their High Performance Framework 
(HPF) which is designed to provide a 'consistent approach for leaders at all levels to 
monitor, evaluate and improve their organisation'.229  
The HPF seeks to confirm that agencies have a clearly defined set of cultural values 
and behaviours, aligned to the Public Sector Values. An employee perceptions survey 
tool has been developed that includes measurement of employees' beliefs regarding 
change management, respectful behavior, workplace diversity and work/life balance; 

228  Opcit Davidson. 
226 ibid.  

227  Dollard M, Bailey T, McLinton S, Richards P, McTernan W, Taylor A and Bond S, The Australian Workplace 
Barometer: Report on Psychosocial safety climate and worker health in Australia, 2012 12. 
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The SA Public Sector Workplace Wellbeing Framework 
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factors that strongly influence mental wellbeing in the workplace.23° 

Ms Ranieri submitted that workplace change is ongoing in the Public Sector and can 
have a profound impact on work related mental health She submitted that the 'Office 
of the Public Sector provides an online Change Management Toolkit to support 
agencies to manage change at the agency level'. She also submitted that information 
is available to employees informing them of redeployment, retraining and redundancy. 

Over the last decade, the Public Sector has implemented successive safety strategies 
with the latest being 'Safety and Wellbeing in the Public Sector 2010-2015'. 

The strategy acknowledges that wellbeing is not merely the absence of accidents or 
incidents but is founded on the deliberate building of supportive work environments that 
pursue the development of wellbeing at work231. 

The Workplace Wellbeing Framework is designed to address workplace risk factors 
known to contribute to work pressure and related injuries by creating more positive 
working environments: 

Source: Submission by Office of the Public Sector, 18 March 2016, 

A further focus on psychological wellbeing was demonstrated through the development 
of the Building Safety Excellence in the Public Sector 2015-2020. 	It is the 
Government's response to the national Safety Strategy. The strategy has three key 
objectives: 

• Cultivate an organisational culture that promotes wellbeing 
• Systematically manage psychological risks 
• Engage workers in workplace decisions that affect safety and wellbeing 

230  Ibid. 
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However, Professor McFarlane said that: 
just met this morning with a senior official from the Department for Health and asked her 

whether there is anybody in the Department for Health who holds the responsibility for 
occupational health. Obviously, they will have individuals within the Department for Health 
who deal with the Department for Health, but nobody really takes that oversight of 
occupational health or mental health. 

And 
The other issue is, I think, generally speaking the government departments would be very 
ill informed about what is a very substantial body of knowledge available to them to address 
this issue. I think there's really, in a sense, a black hole in terms of the management and 
the oversight of the knowledge that exists232. 

Recommendation 14 
The Committee recommends that the Minister for the Public Sector ensures that all 
public sector agencies report on the progress of mental health prevention programs 
and their effectiveness in their annual reports. 

t7.2 Internet based information and assistance 
The Australian Government invested $180million into online mental health therapy 
programs. 

Internet delivered cognitive behaviour therapy courses (iCBT) are efficacious for anxiety 
and depressive disorders (the number needed to treat is about two); they significantly 
reduce symptoms and disability associated with these disorders233. 

Five randomised controlled trials of internet based cognitive behavioural therapy 
(iCBT) programs for depression and generalised anxiety that involved 482 participants 
undertaking six online sessions and homework assignments were conducted in 2009 
by the University of New South Wales. The iCBT trials were found to be effective in 
reducing self-reported absenteeism compared with standard interventions involving 
psychologists and pharmacological treatment, although the authors stated that the 
study had limitations. 

Limited demographic data were collected, and the effect of potentially important 
background and clinical characteristics (such as socioeconomic status, occupation type, 
and comorbid mental and physical conditions) could not be determined.234  

McKenzie et al argued that their findings generated significant occupational benefits 
as well as reduced symptoms but further research was recommended on similar iCBT 
programs and socioeconomic groups outside Australia. 
Beyond Blue is funding the National Centre for Farmer Health (NCFH) to lead an 

232  McFarlane A, Committee Hansard Transcript Question 370, 18 July 2016 96. 
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innovative project to assist male farmers to take action on mental illness. 
The project, called "The Ripple Effect," is being funded through donations from the 
Movember Foundation and is one of six new "beyondblue" projects that aim to tackle 
suicide through technology, each targeting different demographics of Australian men.235  

Men are known to avoid help seeking for many health issues including mental health 
because they believe that they should "demonstrate toughness and self-reliance, 
rather than emotional vulnerability.236  

Lifeline Adelaide has developed a plan to deliver suicide awareness and intervention 
training in workplaces. They submitted that a number of other not for profit 
organisations provide e-learning or face to face courses. Uniting Communities 
submitted that: 

Studies have demonstrated that mental health has a significant impact on productivity. 
Employer investment in employee wellbeing is an investment that delivers positive returns. 
It is important that employer groups understand the benefits of suicide awareness and 
intervention training. A broad strategy involving promotion of suicide awareness and 
intervention training through WorkCover and/or SafeWork SA would be an efficacious 
means of delivering this message.237  

The SA Health initiative "Healthy Workers — Healthy Futures" is a whole of government 
program that encourages workplaces to create working environments that support 
employees to: 

• Increase physical activity 
• Improve nutrition 
• Decrease rates of smoking 
• Reduce harmful and hazardous alcohol consumption. 

The site contains tools and templates and is currently supported by a number of host 
agencies including: 

• Australian Industry Group 
• Civil Contractors 
• Defence Teaming Centre 
• Primary Producer SA. 

The program is funded until 2018 and is designed to help workplaces develop policies, 
procedures and work practices so that workers can become healthier and more active. 
The program includes a focus on mental and emotional wellbeing and things in the 
workplace that could be a source of stress238. 

The resource is not easy to find either through the SA Health website or through a 
search of SafeWork SA. The document and links can be found under 'healthy workers' 
and are not promoted as relevant to 'mental health'. It would be useful if the information 
was proactively.promoted as a health body healthy mind resource. 

235  National Centre for Farmer Health: Making a Difference to Farmers' Lives, The Ripple Effect' 
http://www.farmerhealth.orq.au/page/research-centre/the-ripple-effect  
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Recommendation 15 
The Committee notes that the SA Health Healthy Workers — Healthy Futures 
information and resources are useful for a health body and a healthy mind. The 
Committee therefore recommends that the Minister for Mental Health and Substance 
Abuse ensure that the resources are more proactively promoted for this purpose. 

4.7.3 Face-to-face assistance 
A range of face to face treatment is available from government, not for profit providers 
and also through a number of community support groups and private providers. 

The Mental Health Coalition of South Australia reported that over the last three years 
they have delivered training in mental health to 300 non-government mental health 
workers in the South Australian rural and regional Community and Mental Health 
Service Sector.239  The Coalition in collaboration with other organisations has also 
delivered a number of workshops and promotional activities to inform the community, 
professional and business sectors about mental health issues, such as: 

• Mental health and alcohol and other drug workshop 
• National media initiative (about responsible media reporting of suicide) 
• Mental health justice forum (discussed over representation of people with 

mental illness in the justice system) 
• Professional development workshops to enhance and develop knowledge of 

mental health and related topics. 
Workers in rural and regional areas have less available access to publicly available 
mental health services. While larger employers are likely to provide EAP access to 
workers and family members but small to medium enterprises (SME), are unlikely to 
have this type of support available. Although the Mentally Healthy Workplace program 
that RTWSA has recently implemented may go some way to helping businesses and 
their employees in rural and remote areas. 
Many non-government organisations provide crisis and other support to organisations 
affected by suicide, such as Standby Response Service, which provides 24 hour on 
call response in regional centres like Mt Gambier and Port Augusta249. 
The Australian Nursing and Midwifery Federation (ANMF) submitted that: 

Despite these programs being available, the ANMF (SA Branch) experience is that, more 
often than not, the approach taken by managers is to treat mental health disorders as an 
individual weakness (either performance or psychological) rather than symptomatic of poor 
workplace culture or excessive workload.241  

239  Mental Health Coalition of South Australia Annual Report 2014/15. 
240 Opcit Dabars. 
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Mental health training programs are not well coordinated according to Uniting 
Communities who submitted that there are a range of mental health training programs 
that are delivered either online or face to face but many providers are not located within 
the State and workshops are not delivered at regular intervals.242  
Uniting Communities submitted that the value of training cannot be under estimated 
and that it should be delivered with support from RTWSA and SafeWork SA.243  
In evidence, Ms Hanisch said that she has been delivering training programs to 
businesses for over 10 years and has found that it changes the way people think. She 
spoke of a common question that is raised: 'if I was having thoughts of suicide, who 
would I tell?' She said that the answer is always that they would tell a friend, a 
colleague or someone in their family that they perceived as caring. They would not tell 
a professional. Ms Hanisch said that there is a real need for training in workplaces, 
the community sector and high risk workplaces.244  
Lifeline (Uniting Communities), which delivers a number of training programs and 
provides counselling services is seeking to fill the gap in mental health training and has 
suggested the following internationally accredited courses that would be suitable for 
business to enable them to identify a mental health issue and provide initial assistance 
to workers: 

Applied Suicide Intervention Skills Training 
(ASIST) 

SafeTALK 

SuicideTALK 

Mental Health First Aid 

2 day workshop that prepares participants to 
provide first aid intervention to people at risk 

3 hour workshop that helps participants 
identify people with thoughts of suicide 

1-2hour session which explores challenges 
related to talking about suicide 

Participants learn about the signs and 
symptoms of mental health problems and how 
to provide initial help. 

The Standby Response Service delivered by Lifeline provides counselling, referrals 
and practical assistance to affected communities in Southern country areas of South 
Australia: 

The Standby Response Service delivered by Uniting Communities is in its infancy, but has 
been utilised a number of times so far. It is expected that community promotion of the 
service will increase its popularity.245  

Uniting Communities advised that ASIST training costs $6,000 per program or $250 
per person with a maximum of 24 people per program. SafeTALK costs $1,800 per 
program or $75 per person with a maximum of 24 people per program.246  

242 Opcit,Uniting Communities Submissiom. 
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Ms Ranieri submitted that most prevention of psychological injury is provided at the 
agency level with some training being provided by the Institute of Public Administration 
Australia. She submitted that a workplace workshop presentation and panel event 
which was hosted by Beyond Blue and Flinders University attracted 400 public sector 
employees. 
She submitted that: 

feedback raised the issue that managers found 'Mental Health' a difficult conversation to 
be had with their staff, and led to the development of a series of workshops focusing on 
key topics under the mental health banner.247  

Ms Ranieri provided the following information on IPAA mental health training 
workshops which had been provided under the Mental Health banner: 

Event / Workshop Times Run Participants 

Mental Health and the Workplace workshop 1 400 

Assertiveness skills 5 144 

Bullying and Harassment 6 232 

Corporate Psychology 1 137 

Difficult Conversations 11 426 

Difficult Conversations 2 32 

Positive Psychology 7 177 

Personal Resilience 4 51 

Wellness at Work 5 169 

When Compassion Hurts — Vicarious Trauma and 
Burnout 

4 181 

Total 42 1798 

Source: Submission by the Office of the Public Sector, pages 5-6, 18 March 2016. 

Recommendation 16 
The Committee recommends that the Minister for Industrial Relations ensure that 
Return to Work SA evaluate their Mentally Healthy Workplace Program annually and 
report on performance in their annual report. 

247 Opcit Office for Public Sector Employment Submission. 
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KEY DIRECTIONS 

PPEVEVI3N 
CLINT-POLS 

4.7.4 Training within the minerals and resource sector 
Nationally, there are a number of mental health prevention and intervention programs 
that have been developed by and for the resource industry. The Minerals Council of 
Australia in conjunction with the Newcastle University and the Hunter Institute of 
Mental Health Institute "Blueprint for Mental Health and Wellbeing" (the Blueprint). The 
Blueprint includes a framework for actions to assist the mining industry and its 
members to implement the initiatives outlined in the document such as education and 
training, policy support and health assessments in partnership with mental health 
networks.248  

KEY ACTIONS. 111:21.1:3W> 

Source: Blueprint for Mental Health and Wellbeing, Page 10. 

Dr Bowers said that the Blueprint for Mental Health and Wellbeing was developed by 
Prof Brian Kelly, formerly a member of the Board of the Australasian Centre for Rural 
and Remote Mental Health. The Blueprint is 'focused on research and is university 
based' compared to her program, which is about raising awareness.249  

The website "Mining Family Matters" was created in 2010 by a FIFO wife and mother 
who teamed up with experts to create a site that would provide professional support 
and practical online advice to workers and their families in the mining and resource 
sector. The site is supported by many entities such as BUPA, The South Australian 
Mining and Quarrying OHS Committee (MAQOHSC), Orica, BHP Billiton and 
Bridgestone to name a few.25° 

Dr Bowers advised the Committee that in her opinion there are very few mental health 
programs specifically targeted at the resource sector: 

[T]here are very few comprehensive, integrated, prevention mental health programs, and 
there are very few targeted specifically at this industry. To the best of our knowledge there 
are none that can be delivered regularly over the long term based on these key pieces of 
evidence that relate to that. Finally, this can be a very positive, uplifting, humorous 
environment that we can create. It's not about trying to force clinical information down the 

248  Minerals Council of Australia, 'Blueprint for Mental Health and Wellbeing: Industry Guide', 
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throats of people who don't want to hear it; it's a matter of trying to engage with the 
workforce in innovative and clever ways251. 

She said that her program is the only one 'using the evidence base to directly inform 
management and the site of what the issues are so they can deal with it'. Dr Bowers 
went on to say that there is a lot of work going on in the industry in relation to mental 
health but 'there is a lack of collaboration; I think there is not room for duplication'. She 
said that the workforce will turn off if they feel over surveyed or over researched and 
'they don't like having some of this information rammed down their throat'.252  

In South Australia, the Mining and Quarrying OHS Committee (MAQOHSC) has been 
acknowledged by Mining Family Matters as unique in the world. MAQOHSC is a 
statutory tripartite body funded by the South Australian resource industry and works 
proactively with industry bodies, employers, unions and government to promote good 
work health, safety and hygiene practices (for more information refer to their website 
http://www.maqohsc.sa.gov.au/).  

Mr O'Malley said that the large mines look after themselves in relation to all aspects of 
workforce health, safety and wellbeing but there are a lot of small mines and quarries 
that need assistance. 

There are lots of smaller mines and quarries and a lot of them need a lot of help. Honestly, 
you would not believe some of the stuff out there. If we get the word that something out 
there is not too good, we can get there and help them fix UP.253  

Mr O'Malley went on to say that if a mine or quarry does not respond to MAQOHSC 
assistance when risks are identified, the inspectorate will get involved. 

A pilot program titled "Rock Solid" was developed by MAQOHSC for the South 
Australian mining and quarrying industry in collaboration with Wesley LifeForce and 
Mining Family Matters to prevent suicide and keep families strong and happy. The 
program was launched in early 2015 and included an information booklet and free 
suicide prevention workshops to teach simple yet effective interventions to keep people 
mentally safe.254  

Construction workers are sometimes employed at mining sites and if things are slow 
they have been known to move into construction. Mr O'Malley said that the Mining and 
Quarrying OHS Committee (MAQOHSC) does not fund or provide training within the 
construction industry: 

I have seen the statistics from another organisation, quite frankly, from the Construction 
Industry Training Board—work in both industries. When it's slow in one industry they move 
over. If it's slow in mining they will go to construction, and if it's slow in construction they go 
to mining. There is a commonality between the types of work they do in the construction 
industry. That's most probably the only link. When it comes to funding or anything like that, 
that's not our brief. We don't fund anything in construction.255  

MATES is trying to change the stigma associated with mental illness within the 
construction industry by assisting workers to understand there is no shame in admitting 
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that you're doing it tough. Ms Caston spoke about the important role that MATES plays 
in preventing suicide in the construction industry and said that: 

[C]onstruction workers are twice as likely to die from suicide than any other group of men 
in Australia according to the Australian Institute for Suicide Research and Prevention which 
is up in Queensland. Griffith University in Queensland did a report which is known as the 
AIS RAP report and that is what the MATES in Construction program was based on initially 
when we started.256  

MATES provides general awareness training for workers, managers and senior 
executives and more intensive training for those who want to be able to intervene when 
they notice a mate is struggling. Further training in ASIST (Applied Suicide Intervention 
Skills Training) can also be provided which is much like senior first aid. Workers in the 
construction industry all have access to the 24/7 1300 number hotline, whether their 
employer has engaged with MATES to provide training or not.257  

The sign below is an example of what is displayed once an employer has completed 
accredited training in suicide prevention with MATES in Construction. 

PRIME TRAFFIC SOLUTIONS 

IS A 

MATES IN CONSTRUCTION 

ACCREDITED EMPLOYER 

CONSTRUCTING A HEALTHIER INDUSTRY 

1300 642 11124/7 de/A1 
ErnST 

Ms Caston said that the hotline service and support is available to workers and their 
families, which is unique. 

The other thing that makes us quite unique from programs such as Beyondblue, which 
does an incredible amount of work, or even the suicide call-back line, which is also an 
incredibly valuable line is that we can come out and meet people face to face.258  

MATES works closely with several training organisations, including PEER Veet who 
have just made MATES their charity of choice. MATES provides training for trainers 
in training organisations who are then able to identify apprentices who may be 
struggling. Apprentices are made aware that bullying and harassment is not 
acceptable. 

256  Caston M, Committee Hansard Transcript Question 55, 20 November 2014 11. 
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Recommendation 17 
The Committee recommends that the Minister for Industrial Relations ensure that 
SafeWork SA promote help seeking behaviour by encouraging industries to: 

• include mental health awareness, reporting processes and assistance to all 
new workers within induction programs 

• consider training supervisors and senior staff to respond to workers who 
appear mentally unwell, particularly in those industries where there is a high 
risk of mental disorder and suicidal behaviour 

4.7.5 Training within police and emergency services 

The South Australian Police (SAPOL) undertook a review of programs designed to 
improve psychological health and strengthen existing programs to reduce the prospect 
of mental disorders. The Police Association of South Australia (PASA) submitted that 
SAPOL have revised their General Order 8540 which came into operation in January 
2015, which commits them to establish and maintain systems to identify and minimise 
the potential for psychological harm that arise from work related activities. However, 
the General Order does not explicitly address suicide prevention.259  
PASA made a number of recommendations within their submission, one of which was 
that: 

General Order 8540 be amended to include specific reference to suicide prevention as a 
key work health and safety objective for SAPOL.26° 

In evidence, Mr Carroll said that SAPOL has a number of psychological health related 
programs in place including resilience training, trauma exposure reporting and 
monitoring, annual psychological screening for officers in high risk task areas and an 
employee assistance program but these have not yet been audited by SAPOL. Mr 
Carroll said: 

I recently asked commissioner Grant Stevens to provide information concerning the 
adherence to general orders relating to mandated psychological health monitoring annual 
assessments in sections such as major crash, major crime, and special crimes investigation 
branch, who deal with child abuse investigations. These areas have local policies mandating 
annual assessments, but we are unsure of adherence to them or auditing of this 
requirement.261  

PASA submitted that while health and wellbeing programs, including programs relating 
to physical exercise and psychological first aid are valuable, it is important to have a 
sharper focus on 'primary prevention measures including a greater emphasis on 
reducing and modifying excessive job demands'.262  
Physical exercise and psychological first aid programs have not been implemented by 

259  Purse K, Police Association of South Australia Submission no 13, 10 June 2015 16. 

269  Recommendation 3 of Police Association submission (page 16). 

261  Carroll M, Committee Hansard Transcript Question 337, 29 October 2015 87. 
262 ibid.  

Page 64 



SAPOL, although they have been adopted by interstate police forces.263  Mr Carroll 
said that physical exercise, such as aerobic activity and psychological first aid 
'contribute to resilience by counteracting hypervigilance and other stresses' and 
contribute to psychological wellbeing as well as 'offering greater operational 
effectiveness', but SAPOL does not have a work based physical regime.264  
Police work spills over into family life so it is important that families are also given the 
tools to support injured officers: 

Families can serve as a critical support base for the injured officer. We simply must engage 
with families and equip them with the tools to understand the impact that policing has on 
their loved ones and strategies to prevent alienation from the family unit.265  

In response to a question from the Hon John Dawkins about support for officers who 
deal with suicide in the community, Mr Carroll said that training is provided during the 
Cadet program on how to deliver death messages. He went on to say that New South 
Wales, provides training to supervisors and line managers about Dr Gilmartin's 
emotional survival work which is a comprehensive package about crisis behaviour. Mr 
Carroll advised the Committee that PASA hosted Dr Gilmartin to deliver the training to 
SA police officers and their families: 

It's a full-on training package about the issues of police work and the psychological injuries 
that it accounts for. In fact, it is normally done over a day because there are two four-hour 
sessions. We chose to do it as a lecture series at the Convention Centre, and then we had 
well in excess of 1,000 of our members and their families attend those two lecture series.266  

According to Johnston et al, psychological first aid should be the first response which 
includes the provision of information, comfort, emotional and instrumental support, to 
survivors of traumatic incidents. Their immediate needs should be met and they should 
be monitored over time with referral to a primary care physician if symptoms do not 
diminish within two weeks. Johnston et al found that an early return to work was 
beneficial as long as exposure to further trauma is prevented267. 
In a review of post-traumatic stress disorder in occupational settings McFarlane and 
Bryant recommended a number of risk management strategies, one of which is to 
ensure that: 

supervisors are trained to detect indirect manifestations and behaviours as being possible 
signs of the effects of exposure to traumatic events and institute the appropriate requests 
for independent health assessments rather than depending on punitive administrative 
procedures alone.268  
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Recommendation 18 
The Committee recommends that the Minister for Mental Health and Substance 
Abuse ensure that the Chief Psychiatrist adopts a formal consultation process and 
consults with the SA Police Commissioner, emergency service organisations and 
employee associations as part of the development, promotion and implementation 
of the Suicide Prevention Policy and Strategy. 

Recommendation 19 
The Committee recommends that the Minister for Police commission an evaluation 
of SA Police psychological health programs and report on the findings to the 
Committee within 12 months. 

4.8 	Identification and prevention of suicide and risk of intentional self-harm 
How do employers in at risk organisations' identify and prevent the risk of suicide or self-harm 
by employees, contractors or volunteers? 

4.8.1 Prevention of Intentional Self Harm and Suicide 
(a) Background 
Employers have a legal obligation under the Work Health and Safety Act to identify 
psychosocial hazards and prevent harm to workers. Psychosocial hazards are those 
aspects of the design, organisation and management of work, and its social and 
environmental context that can cause psychological, social or physical harm269. 

According to a review undertaken by Zalsman et al of a range of suicide prevention 
interventions implemented between 2005 and 2014, there is no single strategy that 
clearly stands above others in preventing self-harm. However, there is an increased 
risk of suicide in those with untreated depression.27° 

A primary intervention measure for improving the identification of mental disorders and 
self-harm risks is through raising awareness. The ability to understand and use 
information that will enable individuals to promote and maintain good physical and 
mental health is known as mental health literacy. 

When people have low levels of mental health literacy it prevents them from being able 
to recognise mental illness and seek appropriate help or know how to help others. For 
mild states of depression, social support, physical exercise and self-help books on 
cognitive behavioural therapy (CBT) can be effective. However, understanding of the 
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value of medication in assisting a range of mental disorders was found by Jorm to be 
poor271  

There are many initiatives aimed at raising awareness about mental health and suicide 
prevention in the general community. R.U. OK Day, World Suicide Prevention Day, 
World Mental Health Day, Beyond Blue's intervention and prevention programs and 
Lifeline. Crisis intervention services such as Standby Response, which is a community 
based prevention program provides a coordinated response to assist organisations 
that have been bereaved by suicide272. These are known as universal initiatives aimed 
at the general population to promote social inclusion and positive mental health.273  
Depression is the most common mental disorder and the most manageable, but many 
people receive no care at all. It has largely been overlooked in workplace prevention 
strategies but Dietrich et al argues that it is imperative that workplaces implement 
mental health programs and early intervention schemes that increase awareness and 
knowledge about depression274. 

While there has been some improvement in mental health literacy 'beliefs about 
effective medications and interventions for mental disorders' there is still room for 
'further improvement in areas of recognition and treatment beliefs for mental disorders', 
particularly for schizophrenia and anxiety disorders275. 
Prevention of common mental health disorders focuses on three levels of intervention 
— primary, secondary and tertiary. 
Primary interventions are proactive interventions aimed at preventing exposure to a 
known risk or to enhance an individual's tolerance or resilience. Secondary 
interventions are those that identify and treat those who have developed symptoms 
and risk factors (eg stress, trauma), while tertiary interventions aim to treat and 
manage existing diagnosed conditions to minimise impact on daily living through 
rehabilitation276. 

A range of interventions was considered by Joyce et al but the following were identified 
as the most effective, although they recommended more research to determine if the 
interventions would have a notable effect on employee sick leave absences.277  
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Primary interventions 	• Increasing employee control (eg self-scheduling 
of shifts, gradual / partial retirement) 

• Health promotion (eg healthy eating, access to 
mental health services, physical activity) 

Secondary interventions 	• Screening with follow-up support and care 
• Cognitive behavioural therapy programs (CBT) 
• Counselling (eg EAP) 
• Stress management programs 

Tertiary interventions 	• Cognitive behavioural therapy programs (CBT) 
• Return to work programs which include CBT 
• medications 

A survey conducted by TNS Social Research for Headsup found that while there was 
wide spread agreement that a mentally healthy work environment is important, half the 
workers surveyed thought their employers placed more importance on physical safety 
than mental health and wellbeing. The survey, also found that employees in mentally 
unhealthy work environments were four times more likely to take time off work due to 
feeling mentally unwell and expressed symptoms of depression or anxiety278. 

Mental health and physical safety importance and 
performance - by location 

BY STATE 

MENTAL HEALTH 
Importance 	Performance 

PHYSICAL SAFETY 
Importance 	Performance 

NSW/ACT 91 52 84 73 

VIC 94 51 89 76 

QLD 87 46 88 76 

SA/NT 94 50 94 79 

WA 93 62 92 80 

'Note: base size does not permit analysis for all statestterntories 

Source: Heads Up Report `State of Workplace Mental Health in Australia' 2014 page 2. 

The survey found evidence of mental health stigma in workplaces with one in three 
workers reporting that they would have reservations working with a person 
experiencing depression or anxiety. Males and older employees were more likely to 
have concerns about workplace performance of a colleague experiencing depression 
or anxiety279. 
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(b) 	Evidence 

The ANMF submitted that: 
[T]here is a reasonably predictable link between a workplace stressor and a risk of suicide 
or self-harm, such as the case of a worker who is reprimanded or dismissed/made 
redundant and subsequently attempts or commits suicide. Certain events are also 
commonly recognised as stressful, such as redundancies or job transitions, and require 
preventative measures to protect against the risk of suicide or self harm280. 

Providing employees and their immediate family members with access to short term 
counselling through an Employee Assistance Program (EAR) helps to support them 
through work related and non-work related change processes. However, managers 
do not routinely offer ongoing support to employees 'even when mental health issues 
are identified'281. The ANMF submitted that: 

Training on the recognition and early detection of mental health difficulties and 
organisational commitment to preventing and reducing job stress is available to 
organisations through initiative such as Beyond Blue's National Workplace Programs 
(NWP). The NWP is an awareness, early intervention and prevention program, specifically 
for workplace settings, which aims to increase the knowledge and skills of staff and 
managers to address mental health programs in the workplace282. 

The Commissioner for Public Employment said that all public sector agencies have 
policies, procedures and practices such as hazard and incident reporting systems, 
which are valuable in identifying 'issues that may adversely impact on mental health'. 
Ms Ranieri said: 

Agencies have implemented a range of other preventative initiatives, specifically aimed at 
mental stress risks. They can include respectful behaviours policies; associated grievance 
and mediation processes; work health and safety processes for assessment and 
management of psychosocial risks; training for managers and staff including resilience 
training; mental health promotion information including beyondblue (from internal and 
external sources); and comprehensive employee assistance programs with a referral on to 
specialised services where required283. 

Prof McFarlane said that there is a lack of knowledge and expertise within government 
to deal with occupational mental disorders, 'despite the very significant data sets we 
have on South Australian people'. He said: 

I think the difficulty for the government is that the system has really been driven by the 
workers compensation system. Equally, I think many of the issues around workers 
compensation, which I would like to make some specific comments about, haven't really 
been informed by the knowledge284. 

He said that: 
the mental health system is very focused on the severe end of the spectrum — psychosis, 
essentially, and severe personality disorder — and really doesn't get into the types of 
psychiatric disorders which are really the issues within the workplace285. 
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He went on to say that 'there are enormous opportunities to provide preventative 
interventions within the workplace, and the trouble is that there is no systematic 
planning or oversight of that286. 

In evidence, Peer Veet advised the Committee about the effectiveness of their 
Employee Assistance Program, which has been in operation for over 8 years. 
Employees, including apprentices, family members and close friends who have been 
affected by trauma or critical incidents are able to access up to three EAP sessions 
any time of the night or day. If necessary, more sessions can be made available, but 
this has only occurred once or twice in the eight year period. Mr Boyce said that: 

[W]e believe we have had about a 99 per cent success rate of people who were 
experiencing problems overcoming those problems and going on to successfully complete 
their apprenticeship. So the EAP was already there and had already proven successful. 
That's a 24-hour crisis management service as wel1287. 

According to Mr Boyce, the success of Peer Veet's Employee Assistance Program can 
be measured by the apprenticeship completion rates, which at 65 to 70 percent are 
higher than the national average of 50 percent288. 
Primary Producers SA (PPSA) submitted that: 

Counsellors and financial support have been provided in rural communities in South 
Australia at times (between 1999 and 2012) when the impacts of drought have been 
particularly bad289. 

But PPSA submitted that there are a range of other stressful situations where extra 
support is required for farmers such as bushfires, pest and disease outbreaks, conflicts 
over land use or succession planning, changing regulations relating to the use of land, 
water, chemicals and movement of farm machinery as well as price volatility290. 
According to the PPSA appropriate support at these difficult times should be available 
to prevent attempted suicide: 

On the one hand there has been significant loss of social infrastructure in numerous rural 
communities due to depopulation. However, on the other hand, there are also networks of 
farmer groups across South Australia that, with appropriate resourcing, training/information 
and tools, may help to mitigate mental health and suicide risks291. 

The University of South Australia in collaboration with the University of Adelaide, the 
National Centre for Farmer Health and the Freemasons Centre for Men's Health is 
developing an online mental health program specifically for farmers. 
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The lead researcher, Ms Kate Fennel said: 
It is different from anything else because it helps farmers learn how to deal with things 
beyond their control, and also learn how to access help if they need professional face-to-
face mental health support.292  

Ms Fennell expects the program to be available in about 12 months. 

Ms Caston said that safety inductions that include information and support for mental 
health and wellbeing should be mandatory on every building site. MATES accredits 
sites where more than 80 percent of workers have undertaken the general mental 
health awareness training. She said that: 

What we mean by an accredited site' is a site that will have at least 80 per cent of their 
workers who have done the general awareness training, which is our initial training 
program. That is a one-hour training program around the things you see, sense and hear 
when your mate is doing it a bit tough. So, it is starting to bring up that awareness. Then 
they can volunteer to do a four-hour connector training293. 

This approach was supported by Peer Veet who said that they have included General 
Awareness Training from MATES since the death of one of their apprentices. Mr 
Hartley said that MATES attend all their apprentice inductions: 

they attend all of our inductions now and do the general awareness training to all of our 
apprentices in training who commence an induction. They also work very closely with the 
Drug and Alcohol Board in South Australia as part of BIRST, and they also do a two-hour 
presentation—one sort of leads into the other as well. There are some, I suppose, common 
elements to that. So, they are the two areas where we provide training to all of our 
apprentices294. 

While the link between work and suicide is unclear, 'suicide predominantly occurs 
among people of working age'. Poor mental health is a risk factor for suicide and 
because many people spend a third of their lives at work, worksites are key sites for 
implementation of preventative measures and intervention. 

Postvention is the term used to refer to support services and strategies delivered to 
bereaved individuals and communities following the death by suicide with the aim of 
providing support and preventing further suicides296  

The Hon John Dawkins asked Mr Russell, former Executive Director of SafeWork SA: 
Is there any specific suicide prevention training that's actually been planned for your own 
staff, given that they deal with some stressful situations in workplaces, as the Hon. Mr 
Kandelaars has described? Is that something that you've done or plan to do?296  

Mr Russell said that SafeWork SA does not have this type of prevention training in 
place for their own staff, but they do monitor staff 'particularly the inspectors who have 
to deal with often emotionally traumatic situations in the workplace'. The manager 
counsels every inspector who is involved with a serious incident or a fatality and they 
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may be referred to the Employee Assistance Program.297  

Recommendation 20 
The Committee recommends that the Minister for Mental Health and Substance 
Abuse ensure that SA Health Healthy Workers - Healthy Futures resource is 
evaluated and the findings reported to the Committee within 12 months. 

4.8.2 Police and emergency services 

(a) 	Background 

While police agencies around the world have dedicated psychologists and employee 
assistance programs, according to Gilmartin they are not focused on prevention, rather 
they try to resolve issues after they have occurred. Training is focused on keeping 
police alive on the street; on reducing and preventing physical injury and death, which 
is highly valued but he argued that the battle for emotional survival is being lost298. 

A psychological autopsy of 34 police suicides in New South Wales revealed that 
although the NSW Police service had supportive peer relationships and good human 
resource systems in place, the system had failed to recognise a growing range of 
problematic behaviours such as 'deteriorating personal relationships, increased 
alcohol abuse and problematic behaviour and performance in the workplace'. The 
behaviours had been treated as disciplinary/management issues which compounded 
problems experienced by officers who had immediate access to a 'highly lethal means 
of self-harm'299. 
There is a forseeable risk of traumatic exposure to threat, violence, horrific injury and 
death by police and emergency service workers, therefore it is important for employers 
to identify strategies to minimise adverse outcomes. McFarlane and Bryant undertook 
a review of various prevention and risk management strategies and concluded that 
employers need to have an active strategy in place to anticipate and manage the 
aftermath of cumulative traumatic exposures300. 
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McFarlane and Bryant state that in developing a risk strategy the focus should be: 
on those individuals who have displayed the high risk factors (e.g. prior psychiatric history, 
repeated exposure to fatalities or very grotesque events, observed deficiency in 
performance or increase in interpersonal difficulties) and ensure that those individuals are 
monitored and offered the opportunity for mental health assistance3°1. 

Minimisation of harm can be achieved by organisations having in place a staffing plan 
that allows for restoration of normal patterns of psychophysiological arousal through 
flexible rotation of staff. Supervisors should be trained to 'detect manifestations and 
behaviours as being possible signs of the effects of exposure to traumatic events and 
institute appropriate health assessments'302 303. 
(b) Evidence 

In evidence, Prof McFarlane said that no-one takes responsibility for occupational 
mental health within the Department of Health and the Chief Psychiatrist is not 
resourced to have oversight of that issue. He spoke about the lack of funding for 
occupational mental health in South Australia compared to New South Wales and 
Victoria where specialist units with expertise are set up. He said that from his 
experience, workplace mental health in South Australian government departments is 
dealt with poorly, particularly in emergency services. He said there is inadequate 
sharing of information and lack of collaboration which results in each department 
approaching health service delivery and care differently. Professor McFarlane said 
there 'is an enormous opportunity to develop systems of care' in large organisations. 

I think one of the interesting experiences for me is having worked within the Australian 
Defence Force because the Australian Defence Force obviously gets a great deal of 
scrutiny through the media and through parliament, which I think is entirely appropriate. But 
there, there is a model where the military knows that the mental health and wellbeing of 
personnel is critical to their operational capacity, and every person in the Defence Force 
has to have a five-year medical and they have to reach certain medical standards to be 
able to continue to be able to be deployed304. 

The Police Association of South Australian (PASA) submitted that it is imperative that 
the number of police suicides is reduced through a program that minimises 
psychological harm305. 

PASA submitted that work related suicide is preventable and suggested a range of 
programs such as mental health first aid, physical exercise, resilience training, 
confidential Employee Assistance Programs and 'addressing the root causes of 
psychological injury within South Australia's policing context.' 

A good start for a revised suicide prevention and psychological wellbeing agenda involves 
identifying all the main high job demands/low job resources policing tasks and practices. 
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And 
Any review of high job demands needs to include not only operational stressors but 
organisational factors as well. Operational stressors such as authoritarian leadership 
styles, bullying behaviour and unnecessarily bureaucratic impediments to getting the job 
done often have a more important impact on the psychological health than is generally 
recognised306. 

PASA submitted that this work should be done in conjunction with a comprehensive 
training and education program rolled out throughout SAPOL. 
In evidence, Superintendent Bruhn said that SAPOL recognised in '2010 that they 
could do better in terms of selecting the right recruit for policing in terms of personal 
resilience and suitability for the role'. He said: 

our internal recruit psychological profiling was outsourced to a specialist firm in Melbourne 
that has a far more comprehensive set of tests for screening at recruiting, with a particular 
focus on knowledge of the policing industry307. 

Superintendent Bruhn said that they currently have a session dedicated to family 
orientation where recruits' families, partners and supporters attend and are given 
information about the service. He said that SAPOL has also 'rolled out a significant 
training program focused specifically on suicide awareness, and that was followed by 
another corporate program focused on building resilience.' Elements of these 
programs have since been incorporated into recruit training.308  

Superintendent Bruhn provided an overview of the SAPOL health and wellbeing 
programs in place which includes two psychological injury claims managers in their 
workers compensation or injury management unit, engagement and connection with 
Beyond Blue and an outsourced Employee Assistance Program. He said that SAPOL 
and SA Ambulance will be using Beyond Blue's good practice framework for first 
responder organisations as a measuring stick against their current practices and will 
looking for opportunities for improvement. 

As part of the safety and wellbeing working group in AANZPA there's been further work 
done by all agencies in collaboration for developing a draft set of guidelines for managing 
mental health in policing specifically, and the introduction of the requirement for the 
reporting of trauma exposure through the HRIS system (incident reporting system) is a part 
of redefining what we mean by operational safety. Operational safety developed very 
effectively some years ago but with a focus quite purposely dedicated to physical safety, 
and we are now incorporating a greater culture and understanding around operational 
safety—in policing being not only about physical safety but psychological safety. 

The above strategies are not prevention focused, they are as Gilmartin asserted in his 
book on Emotional Survival for Law Enforcement, which was referred to earlier, a way 
to resolve issues after they have occurred. They are also driven by workers 
compensation (after the event) rather than from a prevention perspective. 

Mr Chris Howie, Operations Manager with SA Ambulance Service (SAAS) informed 
the Committee said that the Ambulance Service has had a Peer Support program in 
place since 1991. He explained that the program is well respected by employees and 
volunteers, which is reflected in the self-referral and utilisation rates. The team 
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comprises 55 Peer Support officers and three mental health professionals. 
The program provides the staff wellness and assistance services including: early intervention 
welfare checks from peer support officers; one-on-one intervention with clinical and 
organisational psychologists; immediate triage to one of SAAS's mental health providers to 
ensure appropriate high-level early intervention for highrisk incidents such as acts of violence 
and aggression perpetrated against our operational staff; group processes, including critical 
incident debriefing and diffusing; and pre-employment and promotional psychological 
evaluation, at which time psychological development plans are produced, certainly during the 
pre-employment phase. So, if somebody is employed we already have a plan in place for how 
we are going to be able to develop them and where they need to improve309. 

Mr Howie said that training and development is also offered to all new SAAS staff and 
volunteers on building resilience, psychological first aid, difficult conversations, suicide 
risk factors and compassion fatigue. 

In response to the Hon Gerry Kandelaars comment to Mr Howie that SAAS has done 
particularly well to reduce psychological injury claims to 5%, Ms Ranieri responded: 

Having worked in ambulance myself, these operations here do it exceptionally well. If 
there's one thing that I want to probably leave with the committee it is that I think we need 
to set some standards across government, where we might pick up what is best in class, 
which it could be. It might not be needing quite the same processes as SAAS, but I can't 
honestly say that it's the same across every part of government, so we need to look at 
what's working well there310. 

Professor McFarlane said: 
if we are serious about having emergency services, you actually have to have a system 
that allows people who are unwell to exit with dignity, rather than being harassed through 
a workers compensation system that essentially treats them as malingerers311  

Professor McFarlane said that criminal lawyers are subject to psychological 
consequences in the same way as police and emergency services. 

If you deal with criminals and have to take graphic statements about horrific crime scenes, 
just as with police, they are not immune to the psychological consequences of doing that 
sort of work312. 

Recommendation 21 
The Committee recommends that the Minister for Police and Emergency Services: 

• commission a review of tasks and activities undertaken by police and 
emergency service personnel and identify those that are likely to expose 
officers to reasonably foreseeable cumulative psychological harm, trauma or 
death 

• commission comprehensive risk assessments to the above and apply risk 
mitigation strategies to reduce psychological harm. 
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4.9 	Engagement of community and consumer groups with employer 
organisations 

Community and consumer participation is recognised as essential for improving the 
effectiveness of services to a diverse population. How well do community and consumer 
groups engage with employer organisations and unions to promote suicide prevention? 

4.9.1 Influencing, engaging and promoting a mentally healthy workplace 
Key influencers in promoting suicide prevention include employer organisations, 
employee associations and national organisations through the Mentally Healthy 
Workplace Alliance, the National Mental Health Commission, SafeWork Australia and 
SafeWork SA, not-for-profit organisations such as Beyond Blue, the Black Dog Institute 
and some universities.313  

SafeWork SA has established a community engagement directorate with responsibility 
for connecting with businesses and supporting them to achieve compliance with their 
WHS obligations. The role is supportive and advisory rather than punitive. 

The former Executive Director of SafeWork SA, said that: 
We commenced this activity, that is, the three directorates commenced operations, on 1 
July 2014. So, the engineering process went through a period following on from Operation 
Connect over a period of six months, which involved consultation with various stakeholders, 
including the SafeWork SA Advisory Council, and obviously with staff. That structure is now 
in place, and the structure provides an opportunity, I think, to be able to deliver against the 
key recommendations that came out of this committee, and a theme within those 
recommendations was the need for SafeWork SA to engage more effectively with 
workplaces and to be able to support and guide workplaces in complying with their 
legislation. That particular theme, I think, is reflected in the number of recommendations, 
and we have undertaken efforts to deliver against that314. 

Mr Musso advised that SafeWork SA promotes MATES in Construction on their Twitter 
feed and Facebook315  and they did provide sponsorship of $1000 at the Inaugural 
Fundraiser Breakfast.316  While the primary focus of SafeWork SA appears to be 
related to worker safety rather than health, they do promote psychological health on 
their website, providing links to resources, information and advice and entities that can 
support workers and businesses to address mental health concerns.317  

Complaints relating to psychological health such as bullying and harassment, fatigue 
and stress are commonly investigated by SafeWork SA. Whilst they are able to 
prosecute breaches of the Work Health and Safety Act, they also provide education, 
support and information to PCBU's (a Person Conducting a Business or 
Undertaking)318. Mr Russell said that SafeWork SA would only get involved if there 
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was a breach of health and safety legislation that contributed to the outcome319. 
Suicide Prevention Australia (SPA): 

[C]alls on organisations of all sizes to implement workplace policies and programs that 
promote a mentally healthy workforce and prevent suicide behaviours320. 

The National Coalition for Suicide Prevention involves '25 of Australia's leading 
organisations in suicide prevention' and shows great promise in halving suicide over 
the next decade: 

The National Coalition with SPA as the backbone organisation, is working towards the 
ambitious goal of halving suicide over the next decade321. 

In South Australia, SafeWork SA, RTWSA, Business SA, the Small Business 
Commissioner and SA Health along with industry and unions are in a unique position 
to influence employers to adopt suicide prevention policies and practices in association 
with organisations like LifeLine, MATES in Construction and other key entities of 
interest. 

MATES in Construction engages with employers and unions in the construction 
industry to deliver suicide prevention and awareness training to workers and offers 
postvention support and counselling to bereaved family, friends and workmates. They 
also work collaboratively with unions and employers to support staff affected by a death 
on site. 'MATES field officers support community development on site as part of the 
implementation of the MIV program.' They organise ongoing opportunities for events 
which provides workers with information and support322. 
The Hon John Dawkins asked Mr Russell, the former Executive Director of SafeWork 
SA what work was being done with various bodies and industry sectors to provide 
ongoing support and postvention. 

To what extent has SafeWork SA been able to work with MATES in Construction and any 
other similar bodies that are out there doing work in various sectors of industry? Also what, 
if any, work are you doing with organisations that are particularly involved in post-vention 
and providing ongoing support for the families and the workmates that have been impacted 
by a suicide in the workplace?323  

Mr Russell said that suicide is a very difficult issue for the regulator because it is difficult 
to establish causation. 

The untangling of the causation is often very complex and very difficult; in many instances 
a suicide will arise from personal issues and emotional issues as opposed to work-related 
issues, and trying to untangle that is not a straightforward process324. 

RTWSA said that many of the physical injuries caused through practices such as 
unguarded machinery have been eliminated and the traditional workers compensation 
insurance approach which just looked at safety now needs to address mentally healthy 
workplaces in those small to medium businesses that do not have access to human 
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resource functions. Mr McCarthy said that the `best way to manage risk is to prevent 
the claim in the first place' and while SafeWork SA applies its resources at the industry 
and community level, RTWSA can focus at the individual employer level. 

So, we try to work at the employer level rather than at a kind of broader scheme or 
community level. So we are actually getting into the workplaces and identifying those 
employers with problems and then trying to create mechanisms or tools for those people 
to use just to create a better workplace for themselves325. 

Mr McCarthy said that claims management practices are now more proactive and 
positive and include mediation services and a partnership with Beyondblue through 
their NewAccess and Heads Up programs. He said that they have initiated a medical 
engagement strategy, and established support networks for 64 general practices, 
which is expanding and enables general practitioners to obtain a voluntary second 
opinion or specialist advice from a psychiatrist to assist with the worker's medical 
management. General practitioners can also access workshops that are delivered by 
'eminent treating psychiatrists'326. 
Mediation was used earlier under the old WorkCover scheme but was seen as an 
industrial matter, but when poor communication in the workplace results in a claim, 
mediation is a useful tool in resolving that and assisting in an early return to work. If 
the communication issues cannot be resolved early the bad feeling festers and return 
to work becomes more challenging. 

If I can say something briefly around that, we only reintroduced it back into the scheme, 
because it was there for use quite a while ago—many years ago—and it hadn't been used 
for a long time under the proviso that it wasn't actually treating a medical condition. But that 
was, effectively, us all living with our heads in the sand, that many of these issues didn't 
start out that way327. 

Mr McCarthy said that the idea to begin reusing mediation came out of stakeholder 
forums: 

It came out of some stakeholder forums, union and employer forums that we ran early in 
the piece when Rob and I arrived. Both employers and union groups had asked us about 
mediation and we scratched our head and said, 'Don't you do it?' No, they stopped doing it 
about 10 years ago. It just seemed to make sense to US328. 

RTWSA spoke about their engagement and collaboration with Beyond Blue to 
implement a Mentally Healthy Workplace Program accessible by small to medium 
employers registered with RTWSA and their workers: 

We started a unique relationship with Beyondblue; we were the first insurer in Australia to 
do it. We engaged with them about the rollout of the new access program in South Australia 
to any worker who was suffering anxiety or low-level depression so that we could get 
cognitive behaviour therapy (CBT) services provided to a worker as soon as it was 
recognised that they were having difficulty329. 

Mr Fox, Director Risk Management said that the program is peer reviewed through the 
Flinders University and Flinders Medical Centre so that treatment can be escalated as 
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needed. 

The Police Association of South Australia (PASA) is also working with Beyond Blue in 
relation to a first responders program. Mr Carroll said: 

We are also in discussion with Beyondblue, which is developing a first responders' program 
to produce a good practice framework for emergency service organisations. The framework 
aims to provide practical, useful information about the range of programs and practices 
required to effectively support first responders and create mentally healthy workforces330. 

Mr Carroll went on to say that PASA is also assisting a Flinders University PhD 
candidate with research into resilience training: 

The association is also assisting Flinders University PhD candidate, Andrew Patterson, in 
his research dealing with resilience among police in Australia. Andrew's research will 
explore mechanisms police officers use to normalise their experience, to preserve the 
delicate professional balance between coping (or what they call psychic numbing) and 
being responsive to victims and survivors in their everyday work environment331. 

While PASA have not previously collaborated with emergency service unions, Mr 
Carroll said that they are sitting down with the Ambulance Employees Association and 
the United Firefighters Union of South Australia and others to explore a way forward. 
He said that he believes those employee associations are also engaged with Beyond 
Blue332. 

Recommendation 22 
The Committee recommends that the Minister for Industrial Relations ensure that 
SafeWork SA in conjunction with RTWSA implement a program to assist industry 
associations and businesses that have a high risk of mental illness and/or suicide to 
undertake risk assessments and implement mentally healthy workplace programs to 
address those risks. 

4.10 	Availability of support services 
How readily available are support services for at risk workers, their colleagues and employers 
in regional and rural communities? 

(a) 	Background 

If a worker sustains a work related injury and makes a claim for compensation, they 
enter the system that has a number of statutory obligations such as provision of 
prescribed medical certificates, completion of supporting documentation in accordance 
with the current legal and regulatory framework, which in South Australia is the Return 
to Work Act 2014. The claim is assessed by a claims or case manager and if 
successful the worker is entitled to payment of lost income and support aimed at 
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rehabilitation and early return to work in accordance with the provisions of the Act. 
The Australian Faculty of Occupational and Environmental Medicine and the Royal 
Australasian College of Physicians recognise that work is good for people and is 
important for general health and wellbeing. It reduces poverty and social exclusion 
faced by indigenous and disadvantaged groups and provides many other economic 
and social benefits. 

Work practices, workplace culture, work-life balance, injury management programs and 
relationships within workplaces are key determinates, not only of whether people feel 
valued and supported in their work roles, but also of individual health, wellbeing and 
productivity333. 

Early intervention through appropriate support mechanisms assists physically and 
psychiatrically injured workers to make an early return to work. Failure to intervene 
and provide appropriate support risks long term absence from work. 
Common mental disorders such as depression and anxiety lead to significant loss in 
workforce participation and productivity. According to Chisholm et al, a direct potential 
benefit of treating these disorders is a 'decrease in overall healthcare costs'334. 

Research conducted in Melbourne, demonstrated that there is often poor 
communication and conflicting medical opinion relating to claims for work related 
mental disorders which leads to lower return to work rates and poorer outcomes. 

Where there is diagnostic uncertainty, failure to diagnose underlying mental illness, 
conflicting medical opinions and poor communication between stakeholders, RTW rates 
are lower and outcomes are poorer for injured persons335. 

It can be difficult to delineate between mental illness that developed as a result of work 
related stress and pre-existing mental illness secondary to work such as family conflict 
and genetic predisposition. Brinijnath et al cited one employer who said: 

The most difficult part of a stress claim is working out the validity of it to start with, whether 
work is a contributing factor or significant factor336. 

Monash University undertook the largest ever study of mental healthcare over the four 
years to June 2011. The lead author, Professor Graham Meadows found inequitable 
mental healthcare services across Australia. 25million instances of health care were 
assessed and found that highly qualified mental health staff (psychiatrists and clinical 
psychologists) were used up to three times as much in wealthier suburbs, while less 
qualified health staff like general practitioners, general psychologists and social 
workers, where the out of pocket costs were less, were more often used in 
disadvantaged areas. This is despite Medicare's introduction of the 'Better Access' 
program designed to improve patient access to psychiatrists, psychologists and 
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general practitioners337. 

While access to mental health care was found to be reasonably well available in urban 
areas, Meadows et al found inequity in more disadvantaged and rural areas: 

Our findings, confirming previously demonstrated inequity in private psychiatric service 
activity, show that the Better Access initiative is not providing universality or consistent 
equity of delivery in mental health care (Meadows, Enticott, Inder, Russell, & Gurr, 2015). 

The chart below shows the availability of mental health services by remoteness. 

Selected mental health service use 
by remoteness status 

Major Cities 
80 

Inner Regional 
II Outer Regional 

60 	 III Remote 
III Very Remote 

33 n_ 
40 

20 

All/most psychiatry items 	Clinical psychologist therapy services 

Source: The Guardian, 2 March 2015 (Davey & Evershed, 2015) 

At the strategic level research is being undertaken by several universities to ensure 
that treatments are evaluated for effectiveness. 

Government, non-government and private sector organisations deliver a range of 
support and treatment services which are listed in Appendix A - Mental Health and 
Suicide Prevention Resources (attachment). 
(b) Evidence 

MATES in Construction (MATES) which provides suicide prevention training and 
support to workers in the construction industry informed the Committee that the 
organisation is a charity and is likely to run out of funding by June 2016. MATES relies 
on funding from the Building Industry Redundancy Scheme Trust (BIRST) ($183,000) 
and receives some funding from the Department of Health and Ageing ($316,000 
annually). Ms Caston said that 'Lend Lease is in the process of giving $75,000 
nationally, but here in South Australia we have no other financial support at this 
stage'338. 

SafeWork SA advised that the provided some support to MATES: 
SafeWork SA supported the Mates in Construction program through its sponsorship of the 
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Mates In Construction Inaugural Fundraiser Breakfast. The value of the sponsorship was 
$1000 (DeMusso, 2014). 

Ms Caston said that if the funding does not emerge, the valuable prevention and 
support work that MATES provides will no longer be available to the highest risk 
workers in South Australia. She said that while employers are happy to release 
workers for the one hour awareness training, they are not so ready to release them for 
longer training sessions such as the ASIST training which takes four hours. It is 
particularly difficult for contractors and subcontractors where budgets are very tight. 

Ms Caston said: 
We want builders to come on board and say, 'We see the value of this program.' If we have 
a mentally healthy workforce, we know they are a productive workforce and we know they 
are a safe workforce. One of the things we are particularly passionate about at MATES in 
Construction is that we know it is an occ health and safety issue. If you have a worker on 
your site who is struggling with any of their emotional stuff, any of the issues that are 
happening in their world at home or even on that site, they are not safe, but more 
importantly their crew is not safe. 

If we can keep your workforce mentally healthy and supported, then we know that they are 
going to be a more productive workforce anyway, so it's a win-win for everybody—for the 
workforce and also for the builders339. 

MATES would like to expand into rural communities and has already assisted 255 
workers through the call back line but without funding that's not going to be possible. 
In response to the Presiding Member's reference to comments by the Executive 
Director of SafeWork SA that work related suicide is not a matter for them because it's 
a complex personal issue, Ms Caston said: 

I would argue that you can't say it's not work related. To say that it's just personal, I would 
argue, isn't accurate. We know, as I touched on briefly, even the bullying and harassment, 
the pressure on a worksite for the job to get done, the lack of job security are all work-
related stresses, so I would argue that that's actually not accurate340. 

Peer Veet is a not for profit registered training organisation (RTO) employing over 500 
apprentices in a contract of training in the areas of: 

• Electrical 
• Plumbing 
• Roof Plumbing 
• Data Communications 
• Refrigeration & Air Conditioning. 

Twelve months ago they experienced the first suicide of a 24 year old apprentice 
electrician. The apprentice took his own life at home and it led Peer Veet to consider 
mental health which included a lengthy internal evaluation process341. 

Peer Veet supports apprentices from the time they are hired, during placement at host 
employers and on a 24/7 basis. The Manager of Employment Services, Ms Hartley 
said that prior to employment, all apprentices undergo a pre-employment medical that 
includes questions about mental health. If an apprentice alerts Peer Veet to a pre- 
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existing mental health problem it does not exclude them from gaining employment. 
Ms Hartley said: 

It does not exclude an apprentice, an applicant, from being selected for employment, it just 
provides us with an opportunity to address that with them and also provides us with the 
awareness so that we know what is going on and it allows us the opportunity to look further 
into that342. 

Candidates undergo an extensive induction program including General Awareness 
training delivered by MATES in Construction and they are also provided with 
information about drugs and alcohol. Peer Veet has six apprenticeship coordinators 
who visit apprentices at the host employer worksite every eight weeks, which gives the 
coordinator an opportunity to see how the apprentice is going. 

Our apprenticeship coordinators are all accessible; as well as myself and the work health 
and safety coordinator, we are all accessible after hours as well. We have phones and 
iPads and all those sorts of things. That contact that apprentices have I will say is 24 hours. 
They can try and ring an apprenticeship coordinator any time of the day, and that often 
does happen343. 

Ms Hartley said that all staff at Peer Veet have undergone mental health training with 
MATES in Construction, including General Awareness training, Connector training and 
ASIST training. Further support is provided to apprentices who are experiencing 
difficulties in any area of life through the Employee Assistance program. 
Ms Hartley said: 

We provide our apprentices the opportunity to see someone, a psychologist, from a 
corporate health group, and that's a confidential process. They do not consult with us 
afterwards or anything like that. We have found that that has been a very worthwhile and 
useful strategy in keeping apprentices on track, those who are struggling; it helps them to 
keep on track and complete their qualifications344. 

The Police Association of South Australia (PASA) responded to a question from the 
Hon John Darley who asked what level of support is available to police interstate. Mr 
Carroll said that New South Wales and Victoria are leading the way: 

New South Wales have taken the lead in relation to putting together a care package of 
support, and this has pretty much been driven by the Police Association of New South 
Wales. The Police Association of New South Wales engaged with Dr Gilmartin and brought 
him to Australia, and all of us were able to piggyback on the back of that345. 

The Victorian Police in collaboration with the Victorian Government and the Police 
Association have jointly funded a smart app that provides people with quick and easy 
access to information about psychological health, which Mr Carroll said is something 
that PASA is considering, but it needs buy in from SAPOL leadership346. 
Mr Carroll went on to say that Queensland has adopted psychological first aid and peer 
support programs, which had previously been trialled by SAPOL but have not been 
continued: 
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SAPOL did trial a peer support program in the south coast local service area some years 
ago, but that wasn't continued. I have recently discussed with our new Assistant 
Commissioner, Bryan Fahy, who is now in charge of human resources, this very topic. I 
think that he is a person who agrees that more and better systems can be done, and we 
have a meeting scheduled to discuss these very issues with him in the near future347. 

Superintendent Bruhn from SA Police said that any psychological hazards or near 
misses reported are investigated and followed up. 

We have a morning meeting every working morning in my branch where all of the previous 
24 hours' hazard and incident reports are carefully assessed by my team, which includes 
people across workers compensation, preventions and the employee assistance section. 
In particular, any psychological injuries, hazards or near misses are identified. They are 
required to be followed up with the individuals involved and, where any ongoing need is 
identified, a management plan is instituted regardless of whether or not that report goes on 
to become a workers compensation claim345. 

SAPOL has maintained an engagement with Beyond Blue and following attendance at 
the launch of their Good Practice Framework for Mental Health and Wellbeing and First 
Responder Organisations, we are evaluating opportunities for improvement. Supt 
Bruhn said that SAPOL are also looking at ways to increase awareness and involve 
family and personal supporters.349. 
While there is ample evidence to indicate that people living in rural and regional 
communities have less access to healthcare and mental healthcare than their urban 
counterparts, the Committee did not receive any evidence from SAPOL or PASA on 
the level of mental disorders reported by police in those areas or what supports are 
available to assist officers in the event of trauma or critical incidents. 
Small to medium employers registered with RTWSA are not usually in a position to 
provide support for workers because they have limited resources and they usually lack 
the human resource specialisations within their business to assist them. RTWSA said 
that they have trained Case Managers within the Claims agencies in mental health first 
aid and a mental health expert is located in both agencies. 

We trained the case managers within the claims agency in mental health first aid. The 
greater understanding of the people managing claims as a result of that has been 
significant. The other thing we did is we rolled out a mental health expert in both claims 
agents. We paid for someone with a mental health background to be at the claims agents 
to help the claims people manage claims where there is a mental health issue350. 

While these initiatives are secondary, rather than primary interventions focused on 
prevention, they may reduce the risk of escalating mental illness concerns. Mr Fox 
said: 

They talk to the worker, they talk to the treating doctor, they give support, they work out 
whether they need a mental health plan, whether they need treatment or whether it is an 
expression of frustration. What they need to do is to help the case manager move them on 
so that they can regather their thoughts and move back into their treatment and their 
management and a successful return to work. I think that those two things, with the mobile 
case manager being significant, better communication, more talking and more contact 
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helps prevent the deterioration of someone within the scheme351. 

Mr Fox said that the engagement of Beyond Blue by RTWSA has been beneficial to 
doctors who may feel that their patient needs some psychological support, particularly 
in country areas where support may be limited352. 
In evidence, RTWSA spoke about other programs aimed at supporting workers who 
are experiencing difficulties in various areas of their lives such as with housing, 
finances or relationships. While helping workers to address these problems is outside 
traditional insurance practice, they recognise that if these multifactorial issues are not 
addressed return to work can be delayed and long term illness behaviours can be 
established353. 

Mr Fox explained that case managers have been trained to understand the range of 
networks and support services that are available to workers, such as ReCONNECT 
and Partners in Recovery: 

ReCONNECT, while it's there to also support workers that are no longer on the scheme—
no longer getting benefits but are still needing support in some way—the reality is that this 
service, and its contacts, its relationships with other providers, is available to both claims 
agents. 

And 
Partners in Recovery has leads in Central Adelaide and Hills, Country North and Southern 
Adelaide Fleurieu that will draw together those services. What we have been able to do is 
get a partnership arrangement, where they will either help us find services for workers who 
need support or they will help us with case management. It's all focused around mental 
health so it's quite an exciting initiative for US354. 

Other Beyond Blue programs the organisation is using is New Access, which will not 
only provide coaching support to workers but also to family members or the employer. 
Mr Fox said that participants are assessed prior to cognitive behavioural therapy (CBT) 
treatment and following treatment, with good signs of improvement being shown355. 

Recommendation 23 
The Committee recommends that the Minister for Police and Emergency Services 
provide details of how workers in rural and regional areas are supported in the event 
of a traumatic or critical incident given the apparent lack of available services outside 
urban centres. 
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Recommendation 24 
The Committee recommends that the Minister for Police commission an evaluation 
into the Victorian smart app and consider if it may be an effective early intervention 
tool to assist South Australian police officers and managers to deal with mental 
health concerns and reduce the risk of suicide. 

4.11 Availability of postvention and related training for employer 
organisations 

Is suicide post intervention training available to employers to enable them to support their 
workforce and the affected families? 

Previous exposure to suicide is an established risk factor for suicide. Knowing how to 
comfort and support workers and others who have been bereaved by the suicide is 
important to the prevention of suicide. 

The South Australian Suicide Prevention Strategy: Life is Worth Living states that there 
needs to be a transparent partnership of suicide prevention, intervention and 
postvention services between all levels of government. Programs need to be culturally 
sensitive, and meet the needs of all age groups in the community. People in rural and 
remote communities have been identified as one of the high risk groups for suicide. 
The Strategy recommends that community action plans be developed to address 
specific suicide prevention needs and should include consideration of appropriate care 
for individuals, groups and others bereaved by suicide.356  

Grants for suicide prevention and postvention programs are available until June 2017 
through the Office of the Chief Psychiatrist, but the 2016 round of applications closed 
on 29 April 2016.357  In July, about 20 community organisations were awarded a share 
of $150,000 in grants to raise awareness of suicide prevention through support, 
training and events. Many of the community organisations were in regional and rural 
communities358. 

While there is no universal principal or model for responding to a death by suicide, the 
fundamental principal is 'do no harm'. Postvention assists survivors of suicide with 
grief and loss and is one of the best ways to prevent suicide359. 

Dr Greenland said that postvention was one of the best ways to prevent suicide after 
a death has occurred.369  Uniting Communities submitted that there are no guidelines 
to assist employers to manage postvention following the suicide of an employee, 
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although there are a number of metropolitan and regional services that are accessible 
to employers and communities361. Dr Greenland said: 

There is a real opportunity there, and there is a body of research that demonstrates that 
giving people the knowledge and the capacity to recognise the signs when someone is 
struggling and to intervene really impacts on people's knowledge, attitudes and beliefs—
and their self-belief that they can, and would be willing to, intervene. There is a body of 
knowledge out there that says that this sort of training does have an impact on people's 
capacities to positively intervene in somebody's life362. 

The ANMF submitted that the 'workplace provides a unique opportunity to identify and 
support individuals at risk of suicide and self harm' because workers spend more 
waking hours at work than anywhere else in their day363. 
Primary Producers of SA (PPSA) submitted that training and support should be 
available for key influencers in rural communities to enable them to provide mental 
health support. Training in awareness could be provided to interested key influencers 
such as 'grower group facilitators, agronomists and other consultants, service 
providers and suppliers' who should themselves be able to obtain ongoing support if 
needed364. 

PPSA supports programs such as Menswatch, Men's Shed groups and Sustainable Farm 
Families Program which make positive contributions to the mental health and resilience of 
rural communities. PPSA's Healthy Famers Adviser has been working with both 
Menswatch and the University of Adelaide's Centre for Men's Health to run groups in the 
South East of SA, in particular365. 

The Healthy Farmers Adviser has run physical and mental health checks at field days 
with vineyard workers in collaboration with the National Centre for Farmer Health in 
Hamilton Victoria. The Adviser will also be working with the 'industry group "Partners 
in Grain" in 2015 to deliver Sustainable Farm Families program in other regions of SA', 
which is run frequently across Australia but has only been run once in South 
Australia366. 

The Committee notes that grants are available from the Office of the Chief Psychiatrist 
to implement awareness and education programs on suicide prevention and 
postvention in the key groups identified by PPSA. 

In evidence, Ms Caston told the Committee that MATES in Construction provides 
postvention to the construction industry and will support workers for as long as needed: 

[W]e provide postvention support to a site. An example of that is one we had on Fisher 
Street, where they had a young apprentice suicide. They rang us and we went down on the 
site. We went down with the CFMEU and the CEPU, because it was a young electrical 
apprentice. So we come on site at the toolbox the next morning, we speak to all the workers, 
we provide our 1300 number, and we keep going back. We will go back for as many times 
as they may need that support. We also work with StandBy, which is a known suicide 
postvention support agency, particularly out in rural areas—StandBy is out in rural areas— 
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so we can refer on to them for that postvention support367.. 

Given the high number of psychological claims recorded by the South Australian Police 
(SAPOL), the nature of the work and the incidence of suicidal behaviour recorded by 
police and emergency personnel, it is surprising that the Police Association of South 
Australia (PASA) have not recommended the adoption of a postvention program. 
Ideally, this should form part of the Suicide Prevention policy that PASA has 
recommended368. 

Resources: 
There are a number of resources available to assist employers to consider how to 
assist someone in their workforce who is bereaved by suicide. 

Information and support pack: for those bereaved by suicide or other sudden death, 
2010. Produced by the Commonwealth Department of Health and Ageing. 

http://www.livindisforevervone.com.au/Information--Support-pack-for-those-bereaved-by-suicide-or-
other-sudden-death.html  

Suicide, Bereavement and Postvention, Beyond Blue (there are a number of links to 
services that can assist the bereaved. 	https://www.bevondblue.orq.au/the- 
facts/suicide/helpful-contacts-and-websites/suicide-bereavement-and-postvention-resources  

Postvention Australia: Supporting Bereaved Family and Friends 
http://postventionaustralia.orq/supporting-bereaved-family-friends/   

A Manager's Guide to Suicide Postvention in the workplace. This is an American 
resource produced by the Carson J Spencer Foundation. It is a useful guide for 
managers. 
http://actionallianceforsuicideprevention.orq/sites/actionallianceforsuicideprevention.org/files/Man   
aciers-Guidebook-To-Suicide-Postvention-Web.pdf 

Position Statement: Suicide Bereavement and Postvention, 2009 Suicide Prevention 
Australia 	http://suicidepreventionaust.org/wp-content/uploads/201  2/01 /SPA-Suicide- 
Bereavement-And-Postvention-Position-Statement.pdf 
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APPENDIX 1 - LABOUR FORCE DATA REPORT (RTW SA) 

Age band 

15-19 years 

20-24 years 

25-29 years 

30-34 years 

35-39 years 

40-44 years 

45-49 years 

50-54 years 

55-59 years 

60-64 years 
65 years and 

over 
All * 

Labour force ('000) 
Australian Bureau of 

Statistics index 6202.0 - 
Labour Force, Australia, Sep 

2015 

Total 	Males 	Females 

43.3 	19.6 	23.8 

75.9 	39.5 	36.5 

86 	48 	38 

82.5 	46.3 	36.2 

78.3 	40.4 	37.9 

89.8 	46.4 	43.4 

90.6 	47.5 	43.1 

89.5 	45.4 	44.1 

76.7 	40.8 	35.9 

57 	32.2 	24.9 

29.2 	16.4 	12.8 

798.8 	422.5 	376.6 

Psychological claims 
incidence - average per 

annum FY2011 to FY2015 
(RTWSA Insured) 

Total 	Males 	Females 

13 	4 	9 

42 	16 	26 

63 	28 	35 

62 	28 	34 

81 	36 	45 

101 	46 	55 

112 	46 	66 

92 	34 	58 

73 	29 	44 

42 	23 	19 

7 	3 	4 

688 	293 	395 

Estimated percentage of workforce with a 
psychological claim for a given year 

(RTWSA Insured) 

% 
% workforce 

% workforce 	 workforce 
with a psych 

with a psych 	 with a 
claim 

claim (total) 	 psych claim 
(males) 

(females) 

0.05% 	0.03% 	0.06% 

0.09% 	0.06% 	0.11% 

0.11% 	0.09% 	0.14% 

0.12% 	0.09% 	0.15% 

0.16% 	0.14% 	0.19% 

0.18% 	0.15% 	0.20% 

0.19% 	0.15% 	0.24% 

0.16% 	0.12% 	0.21% 

0.15% 	0.11% • 	0.19% 

0.12% 	0.11% 	0.12% 

0.04% 	0.03% 	0.05% 

0.1.314 	0.11% 	0.16% 

Psychological claims 
incidence - average per 

annum FY2011 to FY2015 
(All) 

Total 	Males 	Females 

17 	5 	12 

59 	21 	38 

105 	42 	63 

121 	52 	69 

160 	70 	90 

221 	94 	127 

245 	95 	150 

251 	93 	158 

205 	81 	124 

111 	47 	64 

18 	7 	11 

1513 	607 	906 

Estimated percentage of workforce with a 
psychological claim for a given year (All) 

% workforce 
workforce 

workforce 	 with a psych 
with a 

with a psych 	 claim 
psych claim 

claim (total) 	 (females) 
(males) 

	

0.04% 	0.03% 	0.05% 

	

0.08% 	0.05% 	0.10% 

	

0.12% 	0.09% 	0.17% 

	

0.15% 	0.11% 	0.19% 

	

0.20% 	0.17% 	0.24% 

	

0.25% 	0.20% 	0.29% 

	

0.27% 	0.20%• 	0.35% 

	

0.28% 	0.20% 	0.36% 

	

0.27% 	0.20% 	0.35% 

	

0.19% 	0.15% 	0.26% 

	

0.06% 	0.04% 	0.09% 

	

0.19% 	0.14% 	0.24% 
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23.8 

19.6 

36.5 

39.5 

38 

48 

0.20% 0.20% 	0.20% 

0.19% 
0.17% 

% workforce with a psych claim (males) 
0.24% 

0.10% 
0.17% 0.05% 

0.09% 0.20% 
0.15% 

0.29% 
0.26% 

South Australian Workforce 
September 2015, Labour force status and Gross changes (flows) by Age, Sex, State and Territory, February 1991 onwards (GM1), 

Australian Bureau of Statistics - 6202.0 - Labour Force, Australia 
Units per 1,000 people 

43.4 43.1 44.1 

Males 

24.9 

Females 

36.2 
37.9 35.9 

46.3 46.4 47.5 45.4 

ma  

40.4 40.8 32.2 
12.8 

16.4 

15-19 years 20-24 years 25-29 years 30-34 years 35-39 years 40-44 years 45-49 years 50-54 years 55-59 years 60-64 years 65 years and 
over 

Estimated percentage of South Australian Workforce with a psychological injury 
claim for a given year 

Data sourced from Australian Bureau of Statistics - 6202.0- Labour Force, Australia, September 2015 and the average number 
of primary psychological disab 

% workforce with a psych claim (total) 	 0.35% 	0.36% 	0.35% 

0.05%  

15-19 years 20-24 years 25-29 years 30-34 years 35-39 years 40-44 years 45-49 years 50-54 years 55-59 years 60-64 years 65 years and 
over 

0.11% 
0.09%   0.04% 
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FY 2014 
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APPENDIX IA— RETURNTOWORK SA PSYCHOLOGICAL CLAIMS 
DATA 
The statistics that were provided to the Committee on 15 October 2015 are provided 
below. All data is as at 14 October 2015. Please note when interpreting this 
information that the data is provided by claim receipt date unless specified (rather 
than injury date) as this provides for a shorter data development time. 

Psychological claims by self insured type by claim receipt date 
tome claims have moved to and from self insurance therefore the totals match, but the non-self insured may be slightly different to the other Incit.ators 

1600- 

FY 2012 FY 2013 

248 

FY 2015 

Sum of Claim Count for each Claim Received Date Year. Color shows details about Employer Self Insured Status. The marks 
are labeled by % of Total Claim Count and Number of Claims. The data is filtered on Psychological Claim Group, which keeps 
Confirmed and Potential. The view is filtered on Claim Received Date Year, which keeps FY 2011, FY 2012, FY 2013, FY 2014 
and FY 2015. 

Employer Self Insured Status 
*" Unknown 
Privately Insured 
Crown 
RTWSA Insured 
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FY 2011 Pr' 2012 FY 2013 

ReturnToWorkSA Insured employers only, includes potential primary psychological claims 
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700 
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738 753 

Psychological claims received by claim receipt date 

Confirmed 
Potential 

715 

  

 

566 

 

111, 37 

FY 2014 	 FY 2015 
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FY 2011 FY 2012 FY 2013 

Psychological claims by gender by claim receipt date 
RetumTaWorkSA insured ernployevs only, ,nclJdes potent :a/ pronary psycholowcal cla,s Gender 

Female 
Male 

FY 2014 	 FY 2015 
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700 
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350 
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50 
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6% 

10% 

10% 

14% 

12% 

13% 

6% 

Psychological claims age group at injury by claim receipt date 
ReturnToWorkSA Insured employers only, inoudes potent.' primary psychological dawns. 

6% 

8% 

9% 

12% 

14% 

17% 

13% 

10% 

7% 

17% 

14% 

10% 

6% 
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700 
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8% 

9% 

8% 

11% 

16% 

16% 

13% 

10% 

6% 

6% 

10% 

9% 

13% 

16% 

14% 

11% 

6% 

FY 2011 	FY 2012 	FY 2013 	1Y2014 	FY 2015 

Worker Age 
at Injury 

0-19 
20-24 
25-29 
30-34 
35-39 
40-44 
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65 and over 
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Psychological claims by age group at injury vs estimated working population 
ReturnToWorkSA Insured employers only. 

130 U Average psychological claims per year (last 5 years) 
• Estimated % of working population (RTWSA insured) with psychological claims 0.22% 
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RTWSA Insured employers. excludes incidents 

Year of Claim .. 
• FY 2011 
• FY 2012 
• FY 2013 
• FY 2014 
• FY 2015 
III FY 2016 

$50.0M 

$45.0M 

$40.0M 

$35.om 

$30.0M 

$25 OM 

$20.0M 

$15.0M 

$10.0M 

$5.0M 

$0.0M 

Psychological claim costs since Injury 

0 	5 	10 	15 	20 	25 	30 	35 	40 	45 	50 	55 	60 	65 

Months since Injury 
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Psychological claims by receipt date and industry 
Note: Industry is the employer's industry listed time of injury, RTWSA insured employer's. 

198 

100 
104 

83 
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700 
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94 

Industry 
* Employer unknown 
Agriculture, Forestry, Fishi.. 

IN Communication 
Community Services 
Construction 

• Electricity, Gas And Water 
IN Finance, Property And Bus.. 
tl Manufacturing 

Mining 
• Non-Classifiable 
• Public Administration And., 

Recreation, Personal And.. 
• Transport And Storage 
T1  Wholesale and Retail Trade 

FY 2011 	FY 2012 	FY 2013 	FY 2014 	FY 2015 
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Psychological claims by received 
ReturnToWort6A Insured employers 

date and occupation Year of Claim R.. 
FY 2011 

Clerical and Administrative Workers 36 ,A 61 55 42 36 FY 2012 
FY 2013 

Community and Personal Service Wo.. C 42 50 49 44 29 FY 2014 
Labourers 34 37 38 53 48 FY 2015 

Sales Workers; 27 36 41 34 45 

Managers 25 27 40 38 40 

Nursing Support and Personal Care.. 17 21 27 38 26 

Machinery Operators and Drivers ' 19 31 24 28 24 

Technicians and Trades Workers 20 33 21 22 26 

Professionals 18 27 21 34 13 

Welfare Support Workers 19 23 29 24 18 

Truck Drivers 15 20 20 	29 21 

Retail Managers 14 16 14 22 21 

Human Resource Professionals 7 11 18 18 18 

Security Officers and Guards ;14 12 16 15 13 

Receptionists l7 11 14 15 10 

Child Carers nfd 11 11 16 65 

Registered Nurses Mcl 1 8 11 10 8 8 

Welfare, Recreation and Community ..17 14 9 6 9 

Advertising and Sales Managers nfd 18 7 12 12 

N/A1 37 

Motor Mechanics nfd 17 12 9 8 

Real Estate Sales Agents nfd 12 9 8 7 

0 20 40 60 80 100 120 140 160 180 200 220240 
Claims 
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Mechanism of psychological claims by receipt date 

	

Work pressure 	 271 	 278 	 255 

	

Work related harassment and/or wor.. 	 289 	 260 	190 

	

Exposure to workplace or occupation.. 	83 109 	118 

	

Exposure to a traumatic event 	55 
Other harassment 

Other mental stress factors 
Unspecified mechanisms of incident 

Being assaulted by a person or perso.. 

N/All 
Vehicle accident II 

Other and multiple mechanisms of in..11 

Suicide or attempted suicide 

Being hit by moving objects 
Muscular stress while lifting, carrying,.. 

Contact with electricity 

Falls on the same level 
Hitting moving objects 

Being bitten by an animal 1 
Being trapped by moving machinery.. 1 

Exposure to environmental cold 1 

Long term exposure to sounds 1 
Repetitive movement, low muscle la.. 1 

0 100 200 300 400 500 600 700 800 900 1000 1100 1200 1300 
Claims 

FY 2011 
FY 2012 
FY 2013 

II FY 2014 
MI FY 2015 
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3.6% 4.0% 

All claims vs Psychological claims by received date 
RTINSA Insured employers, excludes incidents 
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Number of Claims 
Psychological claims (% of total) 

4.6% 	 4.2% 
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FY 2014 	FY 2015 

6.6% 
1111111111111111111111111.11111  

FY 2011 FY 2012 

$350.0M 

$300.0M 

$250.0M 

$200.0M 

$150.0M 

$50.0M 

$0.om 

FY 2013 

All costs vs psychological claim costs by claim received year 
RTWSA Insured employers, excludes incidents 

Average full time equivalent days lost from work for physical vs psychological 
claims by injury year 
ReturnToWorkSA empoyers only. 

2011 2012 2013 2014 2015 

Physical injury claim 50.6 46.1 42.8 31.5 15.4 

Primary Psychological claim 288.7 273.8 226.7 141.8 63.0 

Primary Psychological Cost over Physi.. 5.7 times 5.9 times 5.3 times 4.5 times 4.1 times 
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$0 to <$10k 

465 

 

$10k to <$50k 

495 

—11111( $50k to <$100k 

203 
$100k to <$500k 

343 

Employers with psychological claims by employer size (Last 5 years) 
RetumToWorkSA Insured employers, claims recerved in financial years 2110-11 to 2014-15. 

Employer Size 
$0 to <SAN 	1,051 
Sic:1k to <$50k 	1,031 
$50k to <$100k 	387 
$100k to <$500k 	500 
$500k to <$1m 	63 
$1m+ 	 24 
Unknown 	129 

Employer Size 
IN  $0 to <$10k 
• $10k to <$50k 
• $50k to <$100k 
• $100k to <$500k 
• $500k to <$1m 
• $1m+ 
II Unknown 
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APPENDIX 1B - RESPONSE TO QUESTIONS ABOUT STATISTICAL 
REVIEW 2012-13 (RTW SA) 

Total claims received by received year 
The following table shows the non-self-insured claims received, excluding incident 
reports, between 2011-12 and 2014-15 as recorded at 1 November 2015. 

All claims 	 Psychological injury 

Financial year 
of claim 
receipt 

2011-12 

Not 
recorded Female Male Total Female Male Total 

3 5,118 12,892 18,013 423 

424 

416 

304 

326 

297 

727 (40%) 

750 (4.5%) 

713 (4.6%) 

563 
(4.0%)* 

2012-13 2 4,753 11,991 16,746 

2013-14 1 4,450 10,985 15,436 

2014-15 1 4,181 10,048 14,230 326 237 

" Does not included potential psychological injuries (34) which would bring the total to 597 (4.2%) 

Of claims received by received year, those receiving income support 
The following table shows the non-self-insured claims receiving income support for 
more than 10 days (either where the employers' excess is waived and 
ReturnToWorkSA have made any payments, or where the employers' excess is not 
waived and ReturnToWorkSA have paid more than two weeks of income support), 
excluding incident reports, between 2011-12 and 2014-15 as recorded at 1 
November 2015. 

All claims 	 Psychological injury 

Income 

	

Receivin Income 	 Receivin support 
Financial year 	 g> 10 	support 	 g > 10 	claims as Total 	 Total  of claim 

	

received days claims received days 	% 
receipt 	 income 	as % all 	 income psycholog 

support 	claims 	 support 	ical injury 
claims 

2011-12 18,013 7,004 38.9% 727 564 77.6% 

2012-13 16,746 7,080 42.3% 750 593 79.1% 

2013-14 15,436 6,233 40.4% 713 436 61.2% 

2014-15 14,230 4,922 34.6% 563 194 34.5% 

There is a disclaimer on page 12 of the Statistical Review 2012-13 regarding how 
the employer excess is treated. Income support numbers change (increase) over 
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time with the payments and back-payments of income support and employer 
reimbursements. 

Whilst with regards to claims received, psychological injury claims represent 
approximately 4% of claims, when looking at only income support claims, 
psychological injury claims represent a higher percentage. In the above table they 
represent around 8% of claims receiving income support more than 10 days (noting 
the more recent years will take time to develop). 

Total cost of claims to date by received year 
The following table shows the cost to date for non-self-insured claims received, 
excluding incident reports, between 2011-12 and 2014-15 as recorded at 1 
November 2015. 

Financial year 
of claim 
receipt 

2011-12 

2012-13 

2013-14 

2014-15 

Income 
support 

costs 
WO 

158.1 

140.1 

95.1 

44.8 

All claims 

Other 
costs 
WO 

178.2 

143.1 

102.6 

53.5 

Total 
costs 
($m) 

336.3 

283.2 

197.7 

98.3 

Income 
support 

costs ($m) 

29.5 (18.7%) 

26.7 (19.1%) 

14.4 (15.1%) 

3.8 (8.5%) 

Psychological injury 

Other costs 
($m) 

16.4 

14.6 

8.6 

2.7 

Total costs 
($m) 

45.9 (13.6%) 

41.2 (14.5%) 

23.0 (11.6%) 

6.5 (6.6%) 

The more recent years are under-developed, however, for claims received in 2011-
12 and 2012-13, costs on psychological injuries represented approximately 19% of 
income support costs and 14% of total costs. 

This can be somewhat seen in the Statistical Review 2012-13 where mental 
disorders are approximately 4% of claims, and show an average cost considerably 
higher than total claims. 

Total claims by main type of injury/disease* 

Table 1.27 Percentage of claims injured in 2012-13 by main type of injuryklisease: WorkCover-insurediself-insured 
WorkGover-insured claims Self-insured claims 

mjuryldisease Male Female All Male Female All 
Traumatic joinagament and muscle/tendon injury 32.5% 38.6% 35.0% 46.5% 48.8% 47.6% 
Wounds, laoerations, amputations and internal organ damage 21.2% 12.8% 18.8% 13.7% 10.7% 12.2% 
Musculoskeletal and connective tissue diseases 16.7% 20.2% 17.7% 126% 16.1% 14.3% 
Other injuries 6.6% 2.31% 5.4% 6.1% 2.8% 4.5% 
Fractures 6.6% 4.9% 6.1% 2.9% 3.9% 3.9% 
Mental disorders 2.6% 8.9% 4.4% 6.3% 10.3% 8.2% 
Nervous system and sense organ diseases 26% 1.9% 2.4% 4.9% 1.8% 3.4% 
Burn 2.2% 2.7% 2.3% 1.5% 1.5% 1.5% 
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Average cost of claims by selected injury/disease type 

Table 1.54 Average cost of claims injured in 2012-13 by selected injury.disease types: WorkCover-insured 
Average cost Total claims Income claims 
InjOry/disease* Male Female Al Male Female All 
Traumatic jcintligament and muscle/tendon injury $8,320 $6,562 $7,766 $25,263 $18.291 $23,020 
Musculoskeletal and connective tissue 	seases $12.985 $12,468 $12.813 $30,138 $24,679 $28,163 
Wounds. lacerations, amputations and internal organ damage $2,474 $1,767 $2.337 $16,327 $12,679 $15,685 
Fractures $14,589 $10,517 $13,659 $25,272 516.948 523,290 
Mental disorders $26,290 524,152 $25,059 $37,441 532.274 $34,385 
Digestive system diseases $10,674 $10,512 510,663 $15,608 $14,252 $15,510 
Other injuries $3,170 52.945 $3,143 565,273 328.737 557.778 
Nervous system and sense organ diseases $9,641 513.110 $10,435 $26,667 $24,687 $25.840 
Burn $3,698 $2.228 $3.217 $15,011 511.417 $14,026 
Skin and subcutaneous tissue diseases $3,253 57.661 $4.109 $13.745 $26,060 $17,104 
Intracranial injuries $15.414 $1,376 511,152 $63,865 $6,983 $60,705 
Injury to nerves and spinal cord $9,628 51,513 $8,276 $20,907 nia $20,907 
Infectious and parasitic diseases $4,453 52,489 $3,655 $14,292 $8,392 $12,080 
Circulatory system diseases $18,220 $4,239 514.363 $32,146 $13.545 $29,284 
Respiratory system diseases $3,116 57.366 $5,005 $12,366 $26,382 $19,374 
Neoplasms (cancer) $2.473 nee $2,473 nia n/a nia 
Other diseases $77,731 $6,767 $44,979 $180,927 $35,047 5144,457 
Other claims $20,895 $630 512.769 $183,668 rile $183.668 
Unresolved $1,787 $1,166 $1,575 $37,842 $21,284 $31.881 
All iniuriesidiseases (total claims) 58.160 $8.499 58.256 $26,908 $22,620 $25.470 
700CS3.1 codes are used ba this table. 

Table 1.1 Total claims by received year 
WorkCover-insured 
Received 
year Male Female 

Total 
claims 

2004-05 18,506 6,470 24.977 
2005-06 17,098 6,184 23,282 
2006-07 16,507 5.755 22,273 
2007-08 15,527 5,517 21,049 
2008-09 14,456 5,352 19,822 
2009-10 13.259 5,140 18,404 
2010-11 13,780 5,053 18.837 
2011-12 12,886 5,108 17,997 
2012-13 11.971 4,744 16,717 

Uncoiled claims are included in the total but not displayed 
separately 

The total claims received at that point was 16,717 [Table 1.1], multiplied by 4.4% 
[Table 1.27] gives approximately 736 claims. The total claims multiplied by average 
cost ($8,256 [Table 1.54] x 16,717) is $138m, and total cost of mental disorder 
claims multiplied by average cost ($25,059 [Table 1.54] x 736) is $18.4m, or just 
over 13% of total costs as at 31 January 2014. 

Duration of incapacity 

The actual duration of incapacity is difficult to ascertain accurately as it is generally 
derived from payments of income support and average weekly earnings to calculate 
days lost. Income support payments grow over time and hence change historical 
values. 
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type*: WorkCover-insured 
Claims 

›20 days 
1,236 

949 
443 
182 
461 

07 	71 	70 00/ 	10 	10C 0/ 

Table 1.55 Duration of income claims injured in 2012-

Type of injury/disease 

Traumatic jointiligament and muscleitendon injury 
Musculoskeletal and connective tissue diseases 
Fractures 
Wounds, lacerations, amputations and internal organ 
Mental disorders 
flirinetaxn ructra, rliersocrke 

13 by injury/disease 
Income 
Claims 
1.629 
1,133 

525 
damage 	301 

492 

	

Percentage 	Claims 	Percentage 
›20 days ›65 days ›65 days 

	

75.9% 	600 	36.8% 

	

83.8% 	540 	47.7% 

	

84.4% 	159 	30.3% 

	

60.5% 	60 	19.9% 

	

93.7% 	308 	62.6% 

Duration of income claims by selected types: WorkCover-insured 

Tables 1.55, 1.56 and 1.57 show the number of claims that have at least 20 days lost (one month) and the 
percentage of total income claim. The tables also show the number of these claims that then go on to have at 
least 65 days lost (three months) and the proportion of total income claims. Claims greater than 65 days may be 
understated due to reporting lags. 

Using the definitions within the Statistical Review, the durations look reasonable for 
that timeframe. Looking at the data as at 1 November 2015 using the definitions 
above, shows 593 claims received in 2012-13 moving past 10 days of income 
support payments. Of these 561 (94.6%) go past a month (— 20 days), and 509 
(85.8%) past two months. 

Occupations 
As reported in the 2012-13 Statistical review: 

Occupations by selected injury/disease types: WorkCover-insured (cont.) 

Table 2.7 Selected injury types—  - main occupations* for total claims injured 2012-13: WorkCover-insured 

Male  
Mental disorders 

2012-13 Female  
Mental disorders 

2012-13 

  

Occupation 
Truck Driver (General) 
Storeperson 
Security Officer 
Aged or Disabled Carer 
Forklift Driver 

Total claims Average cost 

	

18 	$23.249 

	

10 	$26,928 

	

8 	$22.307 

	

7 	$30.585 

	

7 	$27,619  

Occupation 
Personal Care Assistant 
General Clerk 
Sales Assistant (General) 
Aged or Disabled Carer 
Community Worker  

Total claims Average cost 
22 	$11,352 
21 	$24,440 
19 	$24,122 
18 	$27,488 
16 	$35,909 

This level of reporting is very detailed (lowest level of the hierarchy), hence the 
smaller number of claims in each group. Looking at claims received in 2012-13 
(noting the statistical review is by injury date) as at 1 November 2015 shows the 
following (with costs having developed since the Statistical Review) which is 
consistent with what was supplied: 
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Numb 
er of 

claims 

Averag 
e cost 

Claims received 2012-13 for psychological injury (ReturnToWorkSA Insured) 

Males 	 Females 

Occupation 

Truck Driver (General) 

Storeperson 

Aged or Disabled Carer 

Number Average 
of claims 	cost 	Occupation  

19 	$54,531 	General Clerk 	 24 	$52,738 

10 	$54,372 	Personal Care Assistant 	21 	$21,702 

9 	$45,700 Sales 	Assistant 19 $44,963 
(General) 

Recruitment Consultant 
	

8 	$65,639 Aged or Disabled Carer 	18 	$51,896 

Security Officer 	 8 	$36,233 Community Worker 	17 	$69,455 

Claims received 2012-13 for psychological injury (Self-Insured) 

Males 	 Females 

Occupation 
Number Aver 

of age Occupation 
claims cost 

Number 
of claims 

Aver 
age 
cost 

Police Officer 	 31 	 General Clerk 
	

45 

Secondary School Teacher 	19 
	

Primary School Teacher 	44 

Youth Worker 	 15 
	

Secondary School Teacher 	33 

Primary School Teacher 	13 	 Registered Nurses nec 
	

28 

Gardener (General) 9 	 Enrolled Nurse 	 23 

     

For claims received in 2014-15, the occupations are broadly similar for both 
RetumToWorkSA and self-insured employers. Below are the number of 
psychological claims received between 2010-11 and 2014-15 by most common 
occupations for ReturnToWorkSA and Self-Insured employers cornbined. 
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Title 

Psychological claims by occupation 
San of Number of Claims broken down by Claim Self Insured Flag and Gender Description vs. Occupation Description. The data is filtered on Psychological Claim Flag, Current 
Determination Status Description and Claim Received Date Year, The Psychological Claim Flag filter keeps Tnie. The Current Determination Status Description filter excludes 
Incident The Claim Received Date Year filter keeps FY 2011, FY 2012, FY 2013, FY 2014 ard FY 2015. 

Occupation Description Female 

Claim Self Insured Flag / Gender Description 

False 	 True 

Mae 	Total 	Female 	Male 

Grand 

Total 	Total 

General Clerk 81 6 37 203 40 243 330 

Primary School Teacher e 3 9 245 66 311 320 

Secondary School Teacher 9 6 15-  163 118 281 296 

Police Officer 66 164 230 230 

Personal Care Assistant 99 17 116 97 15 112 228 

Registered Nurses riec 15 2 17 176 33 209 226 

Aged or Disabled Carer 92 30 122 60 11 71 193 

Sales Assistant (General) 78 29 107 52 16 68 175 

Enrolled Nurse 26 5 31 94 17 111 142 

Community Worker 47 17 64 63 14 77 141 

Youth Worker 29 3 32 57 51 106 140 

Teachers Aide 4 1 5 91 16 107 112 

Truck Driver (General) 6 95 101 10 10 111 

Retail Manager (General) 56 26 82 10 13 23 105 

Social Worker 9 4 13 67 19 86 99 

Storeperson 14 42 56 11 30 41 97 

Commercial Cleaner 49 19 68 26 2 28 96 

Prison Officer 4 6 10 30 37 67 77 

Program or Project Administra., 24 6 30 30 17 47 77 

Bank Worker 22 3 25 34 17 51 76 

Security Officer 23 43 66 4 3 7 73 

Recruitment Consultant 44 19 63 1 3 4 67 

Disabilities Services Officer 4 6 10 37 19 56 66 
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Industries 

Below are the number of psychological claims received between 2010-11 and 2014-
15 by industry for ReturnToWorkSA and Self-Insured employers combined. 

Title 

Psychological claims by industry 
Number of Claims broken down by Self Insured Flag and WorkerGenderDescription vs. SawicDivisionTypeName. The data is filtered on ClaimReceivedDate Year and 
CurrentDeterminationStatusDescription. The ClaimReceivedDate Year fitter keeps FY 2011, FY 2012, FY 2013, FY 2014 and FY 2015. The CurrentDeterrninationStatusDescription 
filter excludes Incident 

Self Insured Flag / WorkerGenderDescription 

RTWSA Insured 	Self-Insured 	Grand 
SawicDivisionTypeNarne Female Male Female 1,,,th e  Total 

*Employer unknown 26 18 44 

Agriculture, Forestry Fishing And Hunting 19 22 3 8 52 

Communication 14 12 26 

Community Services 879 276 2,000 917 4,072 

Construction 42 130 9 33 214 

Electricity, Gas And Water 4 4 12 28 as 

Finance, Property And Business Services 274 201 99 49 623 

Manufacturing 113 234 45 109 501 

Mining 11 39 4 15 69 

Public Administration And Defence 1 235 224 460 

Recreation, Personal And Other Services 195 103 13 13 324 

Transport And Storage 51 134 15 98 298 

Wholesale and Retail Trade 339 297 135 75 846 

Grand Total 1.967 1.471 2,570 1.569 7,577 

The chart below shows the number of psychological claims received between 2010-
11 and 2014-15 by industry for ReturnToWorkSA and Self-Insured employers 
combined as a percentage of all claims received for those industries during the five 
years. 
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Grand Total 

4.20% 
4-4 

1.40% 
52 

26.00% 

9.76% 

1.95% 
214 

4.51% 
48 [Ines 

11.57% 
623 Class 

1.99% 
501 rims 

332% 
69 (Inn 

936% 
460 (Inn 

4.61% 
324 (f P715 

4.38% 
29 ,  

4.06% 
846 (Ifni 

Title 

Psychological claims by industry as percentage of claims in industry 
% of Total Number of Claims and Number of Claims broken down by Self Insured Flag and WorkerGenderDescription vs. SawicDivisionTypeName and ClaimGroup. The data is 
filtered on Claim ReceivedDate Year and CurrentDeterrninationStatusDescription. The ClaimReceivedDate Year filter keeps FY 2011, FY 2012, FY 2013, FY 2014 and FY 2015. The 
CurrentDeterminationStatusDescription filter excludes Incident The view is filtered on WorkerGenderDescription, which excludes [DI Migrated - Unknown. 

Self Insured Flag / WorkerGenderDescription 

	

RTWSA 	Insured 	 Self-Insured 

	

Female 	Male 	Ferrate 	Mae 

	

949% 	235% 

	

26 Ors 	18 ctms 

	

3.07% 	0.78% 	4.55% 	3.74% 

	

/9 rims 	22 cOns 	3 cons 

	

28.00% 	26.09% 

	

14 clms 	12 rims 

	

9.17% 	4.07% 	1196% 	10.59% 

	

879 cirns 	276 rims 	2000 arns 	917 

	

9.07% 	137% 	11.54% 	341% 

	

42 rims 	130 rims 	9 cirns 	33 arn, 

	

11118% 	440% 	18.18% 	3.16% 

	

4 am/ 	4 anis 	12 clms 	28 an% 

	

14.75% 	738% 	19.72% 	1628% 

	

274 clms 	201 clms 	99 clms 	49 ctrrs 

	

4.72% 	1.46% 	4.13% 	1.93% 

	

113 clms 	234 dais 	45 ams 	109 dm: 

	

11.58% 	2.66% 	11.11% 	3.12% 

	

11 rims 	39 clms 	4 cirrs 	15 arr: 

	

4.17% 	18.04% 	6.26% 

	

1 arns 	235 clms 	224 rim: 

	

5.76% 	323% 	6.77% 	431% 

	

195 rims 	103 ctms 	13 clms 	13 rim: 

	

10.10% 	2.61% 	10.54% 	9.61% 

	

51 rims 	134 ctms 	15 clms 	98 Clr.,i: 

	

7.86% 	2.68% 	4,48% 	3.11% 

	

339 clms 	297 ctms 	135 c/ms 	75 am:. 

SawicDivrsionTypeName 

* Employer unknown 

Agriculture, Forestry, Fishing And Hunting 

Communication 

Community Services 

Construction 

Electricity, Gas And Water 

Finance, Property And Business Services 

Manufacturing 

Mining 

Public Administration And Defence 

Recreation, Personal And Other Services 

Transport And Storage 

Wholesale and Retail Trade 

Income support claim numbers 

Using the definition in the Statistical Review, the number of psychological injury 
claims for ReturnToWork Insured employers remains mostly unchanged. 

Table 4.21 Mental disease income claims: WorkCover-insuredself-insured 
2006-07 2007-08 2008-09 2009-10 2010-11 2011-12 2012-13 

WorkCover-insured dein' Male 
Female 

134 	122 	138 	162 	189 	200 	201 
146 	162 	208 	181 	279 	309 	291 

Total 280 	284 	346 	343 	468 	509 	492 

SO-insured claims 	Male 	137 	107 	102 	110 	142 	142 	148 
Female 	193 	171 	206 	243 	274 	288 	245 
Total 	330 	278 	308 	353 	416 	430 	393 

Overall total 
	

610 	562 	654 	696 	884 	939 	885 

Title 
Psychological injury claims with more than 2 weeks of income support 
Sum of Number of Claims broken down by Claim Received Date Year vs. Claim Self insured Flag and Gender Description. The data is filtered on Psychological Claim Flag, 
Current Determination Status Description and Employer Excess Period End Date. The Psychological Claim Flag fitter keeps True, The Current Determination Status Description 
filter excludes :ncident. The Employer Excess Period End Date fiter exclJdes Null. The view is filtered on Claim Received Date Year, which keeps 9 of 30 members. 

Claim Received Date 

	

Claim Self Ins.. Gender Descri.. FY 2007 	FY 2008 	FY 2009 	FY 2010 	FY 2011 	FY 2012 	FY 2013 	FY 2014 	FY 2015 

RTWSA Insured Female 	136 	169 	204 	181 	265 	322 	328 	243 	106 

Male 	 144 	118 	135 	149 	196 	215 	235 	162 	69 

Total 	 280 	287 	339 	330 	461 	537 	563 	405 	175 
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Title 

Psychological injury claims with more than 2 weeks of income support (self-insured) 
Sum of Number of Claims broken down by Employer Notified Date Year vs. Claim Self Insured Flag and Gender Description. The data is filtered on Determination Status 
Description, SelfInsuredTimeLostDaysQuantity and Psychological Claim Flag. The Determination Status Description filter excludes Incident, The 
SeelnsuredTimeLostDaysQuantity filter includes values greater than or equal to 11, The Psychological Claim Flag filter keeps True. The view is filtered on Employer Notified 
Date Year, which keeps 9 of 59 members. 

Employer Notified Date 

Claim Serf Ins. Gender Descri.. FY 2007 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 

Self-Insured Female 208 172 236 256 287 296 283 304 111 

Male 140 105 106 116 143 151 187 167 66 

Grand Total 348 277 342 374 430 447 470 471 177 

Total costs for psychological claims 

Costs have progressed since the 2012-13 report as below. 

Table 4.22 Mental disease income claim expenditure: WorkCover-insuredself-insured 
2006-07 2007-08 2008-09 2009-10 2010-11 2011-12 2012-13 

WorkCover-insured claim Male 
Female 

$14,430 
$15,525 

$10,537 
$11,608 

$13,069 
$16.367 

$14,939 
$14,613 

$16.505 
$18,826 

$12,967 
$15,200 

$7.526 
$9,392 

Cost ($'000) Total $29,954 $22.145 $29,436 $29,553 $35,331 $28.168 $16,917 

SeIt-insured claims Male 
Female 

$10,453 
$13,952 

$8,219 
$10.647 

$7.974 
$12.766 

$6,792 
$13,045 

$9,328 
$15.914 

$8,176 
$13,429 

$4,978 
$7,436 

Cost ($'000) Total $24,404 $18,866 $20,740 $19,836 $25.242 $21,605 $12,414 

Total cost ($000) $54,359 $41.011 $50.175 $49,389 $60.572 $49,772 529,332 
IICOCS3.1 codes and descriptions are used ior these tables. 

Title 

Psychological claims with more than 10 days time costs to date - RTINSA insured 
Sum of TotalPaid broken down by Clai mReceived Date Year vs, Serf Insured Flag and WorkerGenderDescri anon. The data is filtered on CurrentDeterminationStatusDescripbon, ClaimGroup and 
TwoWeeks. The CurrentDeterminationStatusDescription filter excludes incident The CaimGroup filter keeps Psychological claim. The TwoWeeks lifter keeps 1. The view is filtered on Self 

Insured Flag and ClaimRecervedDate Year. The Self Insured Flag filter keeps R1WSA Insured, The ClaimReceivedDate Year filter keeps 9 of 29 members. 

ClaimReceivedDate 

Self Insured FL WorkerGende.. FY 2007 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 fY 2013 FY 2014 FY 2015 

RTWSA Insured Female $15,459K 814,6381K 815,7421K 820,47211 824,11611 52526911 $20943K $1161511 $291111 

Male 8181791K 812,7231K 915,117K 817,287K 824,799K 520,00611 819,78511 $10,66111 52,87711 

Grand Total $31.63* $27.3618 $30.8588 $37.1501( $40.9151( 845.275K $40.7K 822.7371( $5,707K 

Title 

Psychological claims with more than 10 days time costs to date - self insured 
Sum of TotalPaid broken down by Employer Notified Date Year vs. Self Insured Flag and WorkerGenderDescription. The data is tittered on CurrentDeterminationStatusDescription, CiaimGroup 
and Time Lost Days Quantity. The CurrentDeterminationStatusDescription filter excludes Incident. The ClaimGroup filter keeps Psychological claim. The Time Lost Days Quantity filter includes 
values greater than or equal to 11. The view is filtered on Self Insured Flag and Employer Notified Date Year. The Self Insured Flag fitter keeps Self-Insured. The Employer Notified Date Year filter 
keeps 9 o(62 members. 

Employer Notified Date 

Self insured FL. WorkerGende.. FY 2007 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 

Self-Insured Female 915,807K 910,465K 913,453K 914,594K 520,765K 920,51111 317,606K 913,464K 97,347K 

Male 911.690K 59,724K 49,817K 37,615K 99,720K 912,035K 812,183K 910,860K 95,53211 

Grand Total 927,49711 920,18911 923,270K 922,209K 530,48511 532,546K 929,78911 524,324K 812,8798 

Costs by industry for income claims 

Costs have progressed since the report. Eg, Agriculture for 2009-10 showed 3 
income claims claims at a cost of $667k, this is now showing 5 claims at a total cost 
of $1.2m. 
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Psychological claims with more than 10 days costs to date 

Psychological claims with more than 10 days time costs to date - RTWSA 

Insured 
Number of Claims and TotalPaid broken down by WorkerGenderDescription vs. SawicDivisionTypeName and 

ClaimReceivedDate Year. The data is filtered on CurrentDeterminationStatusDescription, ClaimGroup, Self Insured 

Flag and TwoWeeks. The CurrentDeterminationStatusDescription filter excludes Incident. The ClaimGroup filter 

keeps Psychological claim. The Self Insured Flag filter keeps RTWSA Insured. The TwoWeeks filter keeps 1. The view 

is filtered on ClaimReceivedDate Year, which keeps 9 members. 

Sawic Division Type 
Name 

Year of Claim 
Received Date 

Male 

Number of 
Claims TotalPaid 

WorkerGenderDescription 
Female 

Number of 
Claims 	TotalPaid Claims 

Grand Total 

Number of F 
, 	TotalPaid 

* Employer unknown FY 2008 1 $295K 1 $295K 

FY 2010 1 $1K 1 $1K 

FY 2011 3 $132K $247K 2 $379K 

FY 2012 4 $591K 5 $279K 9 $870K 

FY 2013 3 $89K 3 $89K 

FY 2014 1 $70K 1 $109K 2 $179K 

FY 2015 1 $27K 1 $27K 

Agriculture, Forestry, FY 2007 1 $7K 1 $6K 2 $13K 

Fishing And Hunting FY 2008 3 $880K 1 $52K 4 $333K 
FY 2009 5 $108K 5 $108K 

FY 2010 4 $1,116K 1 $73K 5 $1,189K 1 
, 

FY 2011 4 $225K 4 $782K 8 $1,007K ! 
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Grand Total 

Number of 
Claims TotalPaid 

7 $526K ' 
$461K ' 

5 $387K 
3 $54K : 
1 $289K ' 
1 $55K 
1 $4K 
1 $686K 
3 $384K 
3 $169K 
1 $30K 
3 $82K 
6 $109K 

97 $12,901K 
87 $6,921K 

103 $7,911K 
107 $9,688K 
161 $15,531K 
183 $14,019K 1 
229 $15,656K 
175 $8,328K 

65 $1,878K ' 
, 

13 $1,154K J 
11 $1,402K 

TotalPaid 
$391K 1 

$2K ! 

$56K 

$54K 

$55K 

$4K 

$384K 

$17K 

$30K 

$49K 

$54K 

$7,598K 

$5,014K 

$5,627K 

$7,231K 

$10,886K 

$10,445K ' 

$11,179K 

$5,597K 

$1,496K 

$441K 

$61K 

WorkerGenderDescription 

Sawic Division Type 
Name 

Year of Claim 
Received Date 

Male 

Number of 
Claims TotalPaid 

Female 

Number of 
Claims 

FY 2012 3 $136K 4 

FY 2013 7 $459K 1 

FY 2014 4 $331K 1 

FY 2015 3 

Communication FY 2007 1 $289K 

FY 2008 1 

FY 2009 1 

FY 2010 1 $686K 

FY 2011 3 

FY 2012 2 $152K 1 

FY 2013 1 

FY 2014 1 $33K 2 

FY 2015 4 $55K 2 

Community Services FY 2007 32 $5,303K 65 

FY 2008 17 $1,907K 70 

FY 2009 22 $2,284K 81 

FY 2010 26 $2,457K 81 

FY 2011 35 $4,645K 126 

FY 2012 41 $3,574K 142 

FY 2013 57 $4,478K 172 

FY 2014 42 $2,732K 133 

FY 2015 15 $382K 50 

Construction FY 2007 10 $713K 3 

FY 2008 8 $1,341K 3 
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Sawic Division Type 
Name 

Year of Claim 
Received Date 

Male 

Number of 
Claims TotalPaid 

WorkerGenderDescription 
Female 

Number of 
Claims 	TotalPaid 

Grand Total 

Number of 
Claims , 	TotalPaid 

FY 2009 8 $1,279K 2 $77K 10 $1,356K 

FY 2010 10 $1,945K 8$459K 18 $2,404K 

FY 2011 21 $3,047K 4 25 $3,392K 

FY 2012 21 $1,906K 11 

$$9345KK 55 

32 52,861K 

FY 2013 19 $1,661K 9 $802K 28 $2,463K , , 
FY 2014 16 $1,519K 5$344K 21 51,863K 

FY 2015 8 $556K 5 $103K ' 13 5659K 

Electricity, Gas And FY 2009 1 $557K 1 $557K ' 

Water FY 2010 1 $32K 1 $32K 

FY 2012 1 $201K 1 $201K 

FY 2013 1 $15K 2 $75K 3 $90K 

Finance, Property And FY 2007 21 $1,463K 16 $2,282K 37 $3,744K 

Business Services FY 2008 11 $349K 28 $2,640K 39 $2,989K 

FY 2009 17 $1,564K 26 $2,318K 43 53,882K 

FY 2010 24 $2,064K 28 $4,239K 52 $6,303K 

FY 2011 37 $4,482K 39 $3,634K 76 $8,115K 

FY 2012 28 $2,425K 43 $4,110K 71 56,535K 

FY 2013 35 $2,850K 52 $3,066K 87 55,916K 

FY 2014 19 $967K 40 $2,079K 59 $3,046K 

FY 2015 10 $206K 19 $402K 29 5607K 

Manufacturing FY 2007 20 $1,821K 7 $1,448K 27 $3,269K 

FY 2008 14 $1,427K 9 5956K 23 52,383K 

FY 2009 21 $2,366K 11 $1,388K 32 $3,754K 

FY 2010 22 $2,056K 9 $1,620K , 31 $3,676K 
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Sawic Division Type 
Name 

Year of Claim 
Received Date 

Male 

Number of 
Claims Total Pa id 

WorkerGenderDescription 
Female 

Number of 
Claims 	Total Pa id 

Grand Total 

Number of 
Claims 	TotalPaid 

FY 2011 29 $3,044K 15 $979K 44 $4,024K 
FY 2012 36 $3,540K 23 $2,077K 59 $5,616K 
FY 2013 38 $3,793K 9 $391K 47 $4,184K 
FY 2014 32 $1,752K 18 $1,000K 50 $2,752K 
FY 2015 10 $461K 6 $162K 16 $623K 

Mining FY 2007 1 $516K 1 $516K 

FY 2008 4 $121K $121K 

FY 2009 2 $138K 1 $388K $527K 

FY 2010 5 $1,546K 1 $545K $2,092K 

FY 2011 7 $1,162K 3 $263K 10 $1,425K 
FY 2012 3 $211K 1 $25K $236K 
FY 2013 8 $823K $823K 
FY 2014 7 $447K 2 $231K $678K 
FY 2015 2 $124K $124K 

Non-Classifiable FY 2007 1 $53K $53K 
FY 2009 1 $72K $72K 
FY 2010 1 $10K $10K 

Public Administration FY 2008 2 $390K 1 $390K 
And Defence FY 2012 1 $187K $187K 

Recreation, Personal FY 2007 12 $1,394K 18 $1,448K 30 $2,842K 
And Other Services FY 2008 15 $1,553K 21 $2,484K 36 $4,037K 

FY 2009 22 $1,646K 29 $1,785K 51 $3,431K 
FY 2010 15 $612K 21 $1,820K 36 $2,432K 
FY 2011 20 $754K 28 $1,280K F 48 $2,034K 
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Sawic Division Type 
Name 

Year of Claim 
Received Date 

Male 

Number of 
Claims TotalPaid 

WorkerGenderDescription 
Female 

Number of 
Claims 	TotalPaid C 

Grand Total 

Number of 
r 

Claims 	TotalPaid 

FY 2012 17 $1,068K 33 $1,669K 50 $2,737K 

FY 2013 16 $910K 31 $1,579K 47 $2,490K 

FY 2014 8 $456K 18 $484K 26 $940K 

FY 2015 8 $205K 9 $209K 17 $414K 

Transport And Storage FY 2007 19 $1,375K 6 $219K 25 $1,593K 

FY 2008 19 $3,053K 3 $309K 22 $3,362K 

FY 2009 14 $2,376K 10 $676K 24 $3,051K 

FY 2010 18 $1,287K 3 $610K 21 $1,897K 

FY 2011 17 $1,510K 6 $300K 23 $1,810K 

FY 2012 26 $2,814K 8 $557K 34 $3,372K 

FY 2013 23 $1,716K 9 $502K 32 $2,218K 

FY 2014 7 $390K 8 $313K 15 $703K 

FY 2015 7 $298K 1 $2K 8 $300K 

Wholesale and Retail FY 2007 27 $3,761K 23 $1,500K 50 $5,262K 

Trade FY 2008 26 $1,796K 32 $2,679K ' 58 .$4,475K 

FY 2009 31 $2,726K 50 $3,480K ; 81 $6,206K 

FY 2010 29 $3,477K 35 $3,873K 64 $7,349K 

FY 2011 38 $5,799K 47 $5,015K , 
85 $10,814K 

FY 2012 46 $3,402K 64 $4,543K 110 $7,946K 

FY 2013 44 $3,080K 56 $3,228K 100 $6,309K 

FY 2014 35 $1,963K 36 $1,354K 71 
$3$399127KK  FY 2015 15 $590K 19 $402K 34 
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Mental disease* income claims by industry: WorkCover-insured 

Table 4.23 Mental disease income claims by industry: WoricCover-insured 
Male Female Total 

Industry 
Injury 
year 

Income 
claims 

Cost 
($000) 

Income 	Cost 
claims 	($000) 

Income 
claims 

Cost 
(5000) 

Agriculture, Forestry, Fishing 
And Hunting 

 	2012-13 

2008-09 
2009-10 
2010-11 
2011-12 

4 
2 
6 
2 
6 

$84.88 
$473.37 
$282.74 
$102.51 
$204.14 

1 
1 5 

2 
- 

$73.19 
$193.37 
$351,85 
$195.70 

$0.00 

5 
3 

11 
4 
6 

$158.07 
$666.74 
$634 59 - 	- 
$29821 
$204.14 

Data for self-insured employers has also progressed. 

Workplace violence 

Figures are relatively unchanged for claims by injury year. 

Workplace violence (WPV) claims 

Workplace violence (WPV) numbers are lower in 2012-13 due to higher registered numbers. 

Table 4.50 VI/PV - total claims by injuryyear: WorkCover-insurecitself-insured 
Exempt Non-Exempt Total 

Injury year Income Average Income Average Income Average 
2005-06 673 $20,180 504 $37,433 1,177 $27,568 
2006-07 622 $21,507 568 $37,899 1,190 $29,331 
2007-08 583 $21,030 560 $23,941 1,143 $22,456 
2008-09 583 $20,573 564 $31,634 1,147 $26,012 
2009-10 556 $21,724 633 $29,776 1,189 $26,010 
2010-11 600 $21,035 552 $35,775 1,152 $28,098 
2011-12 598 $19,473 605 $27,843 1,203 $23,682 
2012-13 587 $12,689 213 $26,872 800 $16,465 

Title 

Workplace violence - claim numbers 
Suet of Number of Claims broken down by Claim Self Insured Flag vs. Injury Datetime Year. The data is filtered on Determination Status Description and Workplace Violence Flag. The 
Determination Status Description filter excludes Incident The Workplace Violence Flag filter keeps True. The view is filtered on Injury Datetirne Year vellich keeps 10 members. Costs to end of 
October 2015. 

Year of Injury 
Datetime 

Claim Self Insured Flag 

RTWSA 	 Grand 
Insured 	Self-Insur„ 	Total 

FY 2006 504 673 1.177 
FY 2007 566 622 1.188 
FY 2008 556 583 1.139 
FY 2009 560 583 1.143 
FY 2010 607 557 1.164 
FY 2011 554 601 1.155 
FY 2012 603 598 1.201 
FY 2013 213 587 BOO 
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The mechanisms of injury also remain relatively unchanged. 

WPV claims by most common mechanism of injury 

Table 4.55 WPV - total clams by most common mechanism of injury: WorkCover-insured 
Mechanism 2006-07 2007-35 2005-09 2339-10 2'310-11 2011-12 2312-13 
Being assaulted by a person or persons 250 221 214 254 213 203 73 
Work related harassment andor workplace 
bullying 

127 130 139 199 173 246 87 

Exposure to workplace or occupational violence 145 152 156 120 109 97 32 

Other harassment 22 23 12 13 22 13 /0 

Title 

Workplace violence - claim numbers 
Sum of Number of Claims broken down by Claim Self Insured flag and Injury Datetime Year vs. Mechanism Of Injury Description. The data is filtered on Determination Status Description and 
Workplace Violence Flag, The Determination Status Description filter excludes Incident. The Workplace Violence Flag filter keeps True, The view is filtered on Injuty Datetirne Year and Claim 
Self Insured Flag. The Injury Datetime Year filter keeps 10 members. The Claim Self Insured Flag filter keeps RTWSA insured. Costs to end of October 2015. 

Claim Self Insured Flag / Injury Datetime 

RPNSA Insured 

Claim Self Insured Flag 

Grand 	E (All} 

Mechanism Of Injury Desc.. FY 2006 FY 2007 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 Total F 	Total 	 RTWSA insured 

Being assaulted by a perso.. 246 250 219 211 233 213 203 73 L648 1.648 
T. 	Self-Insured 

Work reated harassment a.. 109 126 128 135 198 175 244 66 L205 L205 

Exposure to workplace or - 115 145 152 155 118 109 97 33 924 924 

Other harassment 16 21 23 12 13 22 13 11 131 131 

Muscular stress while ham. 4 7 7 11 14 7 10 3 63 63 

Being hit by moving objec. 2 1 6 8 9 3 6 2 37 37 

Contact with, or exposure.. 1 6 4 4 4 6 10 35 35 

Hitting moving objects 1 4 2 4 7 1 7 1 27 27 

Falls on the same level 3 2 3 3 2 2 1 16 16 

Being hit by falling objects 3 2 1 1 2 2 11 11 

Exposure to a traumatic ev. 1 1 4 1 1 3 11 11 

Being hit by a person acci.. 2 2 1 1 3 1 10 10 

Hitting stationary objects 2 2 1 2 2 1 10 10 

Work pressure 1 2 1 1 3 1 1 10 10 

Muscular strtz with no ob. 1 3 1 1 6 6 

Being trapped by moving .. 2 1 3 3 

Contact with hot objects 2 1 3 3 

Other mental stress factors 1 2 3 3 

Being trapped between st. 2 2 2 

Muscular stres 	 while Ain.. 1 1 2 2 

Other and multiple mecha. 1 1 2 2 

Falls from a height 1 1 1 

Suicide or atternpted suici.. 1 1 1 

Unspecified mechanisms a.. 1 1 1 

Vehicle accident 1 1 1 
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SAAS Total Number of Violence and Aggression Challenging Behaviours and Causative Factors during the 
period 1st Jan 2013 to 30th June 2016 

• Adult -Inappropriate Behaviour 
• Children-Inappropriate Behaviour 
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% SAAS Violence and Aggression Challenging Behaviours and Causative Factors during the period 1st Jan 2013 
to 30th June 2016 

• Adolescent-Inappropriate Behaviour 

• Adult -Inappropriate Behaviour 

• Alzheimers 

• Children-Inappropriate Behaviour 

it Dementia 

• Drugs and Alcohol 
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Medical Condition Other 

Mental Illness 

-• Seizures 

Collegue Inappropriate Behaviour 

APPENDIX 1C SAAS INCIDENTS OF VIOLENCE AND 
AGGRESSION 2013-2016 

Data provided is extracted from reports made by SAAS staff and volunteers following incidents of violence and 
aggression against them. 

TOTAL INCIDENTS - all causes 
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Total Number of Violence and Aggression incidents Associated with Drugs and Alcolol Abuse Yearly Comparative 
Data during the period 1st January 2013 to 30 June 2016 
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Total Number of Violence and Aggression Incidents Associated with Drugs and Alcohol Abuse by Day and Hourly 
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Total Number of Violence and Aggression incidens Associated with Drugs and Alcohol Abuse by Breakdown Codes during 
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Total Number of Workers reported Violence Aggression Incidents Associated with Drugs and Alcohol Abuse by 
Age,Gender and FTE during the period 1st January 2013 to 30th June 2016   
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total Number of Violence and Aggression Incidents Associated with Drugs and Alcohol Abuse by SAAS location during the 
period 1st lanuary2013tolOth June 2016 
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APPENDIX 2- OFFICE OF THE PUBLIC SECTOR DATA REPORT 
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APPENDIX 3- AUSTRALIAN BUREAU OF STATISTICS REPORTS 

Intentional Self Harm Rates — year age groups 
Table 3303.0 Causes of Death: 11.1 Intentional self-harm, Number of deaths, 5 year age 
groups by sex, 2005-2014 

Reference year 

Age group 
(years) 

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 

no. no. no. no. no. no. no. no. no. no. 

Males 
0-14 7 7 8 8 0 8 7 6 16 6 
15-19 67 81 84 73 77 91 81 72 112 92 
20-24 166 149 150 155 133 135 161 145 152 174 
25-29 156 124 160 165 167 144 177 170 161 171 
30-34 207 153 181 189 169 173 170 181 161 230 
35-39 167 185 209 207 201 229 172 202 165 193 
40-44 204 167 167 212 195 221 185 209 212 247 
45-49 177 193 164 198 197 224 197 206 183 192 
50-54 138 141 147 148 162 164 150 185 186 225 
55-59 93 115 107 130 119 136 131 142 145 179 
60-64 68 81 93 88 117 115 101 107 116 132 
65-69 47 56 61 82 64 62 82 77 88 91 
70-74 49 57 44 57 49 58 52 70 65 65 
75-79 38 47 51 48 60 69 49 46 53 59 
80-84 40 26 40 40 35 51 48 56 44 42 
85 and over 33 41 33 33 40 34 49 56 60 62 
All ages 1,658 1,624 1,699 1,833 1,785 1,914 1,812 1,930 1,919 2,160 

Females 
0-14 3 1 4 3 3 5 9 10 6 15 
15-19 24 29 32 25 28 26 36 59 40 38 
20-24 33 39 34 35 38 55 57 50 53 58 
25-29 43 35 41 37 50 51 41 43 47 56 
30-34 36 39 49 53 53 47 44 55 46 63 
35-39 51 55 52 63 57 59 59 65 60 72 
40-44 43 57 59 52 49 54 65 71 79 69 
45-49 46 37 53 56 48 64 57 51 64 63 
50-54 39 46 55 60 67 55 49 71 66 68 
55-59 25 43 46 39 48 45 53 45 48 55 
60-64 25 30 38 21 32 30 26 38 46 39 
65-69 20 19 19 16 22 15 17 22 26 35 
70-74 18 23 15 21 14 16 22 18 22 28 
75-79 20 16 16 14 16 15 12 15 18 11 
80-84 11 15 6 4 14 17 12 26 10 15 
85 and over 7 10 11 9 13 12 21 11 18 19 
All ages 444 494 530 508 552 566 581 650 651 704 

Source: Australian Bureau of Statistics: Report 3303.0 Causes of Death 2014(Downloaded 22 March 2016). 
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Intentional Self Harm Rates by State and Territory 

Table 11.5 Intentional self-harm, State and territory, Number of deaths, Age-standardised death 
rate, Rate ratio, Sex, 2005-2014 

Reference year 
Standardise 

d Death 
Rate 2010- 

2014 

Rate 
Ratio 
2010-
2014 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 

no. no. no. no. no. no. no. no. no. no. Rate Rate 

Males 
NSW 438 461 459 477 466 520 465 526 516 590 14.3 0.8 
Vic. 394 360 358 429 434 426 401 391 386 497 14.8 0.9 
Qld 360 383 397 440 415 441 438 477 515 490 21.0 1.2 
SA 182 132 167 129 138 157 167 150 151 184 19.5 1.1 
WA 169 182 204 237 218 250 229 271 249 282 20.8 1.2 
Tas. 52 55 47 60 59 47 51 57 52 56 20.9 1.2 
NT 37 29 45 31 31 39 38 41 22 33 27.2 1.6 
ACT 26 22 22 30 23 34 23 17 28 28 14.2 0.8 
Australia 1,658 1,624 1,699 1,833 1,785 1,914 1,812 1,930 1,919 2,160 17.2 1.0 

Females 
NSW 111 116 152 143 157 154 152 201 193 205 4.8 0.9 
Vic. 112 125 116 116 142 132 125 123 133 149 4.6 0.8 
Qld 99 111 123 113 110 147 140 154 154 158 6.6 1.2 
SA 49 48 38 46 47 40 45 48 47 56 5.6 1.0 
WA 34 63 62 63 61 63 80 96 84 92 6.8 1.2 
Tas. 22 17 19 13 20 17 23 14 20 13 6.5 1.2 
NT 8 2 10 7 6 6 6 7 11 21 8.5 1.6 
ACT 9 10 10 6 9 7 10 7 9 10 4.5 0.8 
Australia 444 494 530 508 552 566 581 650 651 704 5.4 1.0 

Persons 
NSW 549 577 611 620 623 674 617 727 709 795 9.5 0.8 
Vic. 506 485 474 545 576 558 526 514 519 646 9.6 0.9 
Qld 459 494 520 553 525 588 578 631 669 648 13.7 1.2 
SA 231 180 205 175 185 197 212 198 198 240 12.5 1.1 
WA 203 245 266 300 279 313 309 367 333 374 13.8 1.2 
Tas. 74 72 66 73 79 64 74 71 72 69 13.5 1.2 
NT 45 33 55 38 37 45 44 48 33 54 18.4 1.6 
ACT 35 32 32 36 32 41 33 24 37 38 9.2 0.8 
Australia 2,102 2,118 2,229 2,341 2,337 2,480 2,393 2,580 2,570 2,864 11.2 1.0 

All causes of death data from 2006 onward are subject to a revisions process - once data for a reference year are 'final', they 
are no longer revised. Affected data in this table are: 2006-2012 (final), 2013 (revised) and 2014 (preliminary). See 
Explanatory Notes 52-54 and the Causes of Death Revisions, 2012 and 2013 Technical Note in this publication. 
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APPENDIX 4- MENTALLY HEALTHY WORKPLACE PROGRAMS 
Excerpt from PricewaterhouseCoopers report 

Action 	 Scope of action 

Worksite physical activity 
program 

Coaching and mentormg, 
e.g. cognitive 
behavioural-based 

• A fitness provider provides 1 hour per week of exercise outside of work hours for 20 
weeks 

• Provided to -5o% of employees in classes of 6 -8 people 
• 1, 2  and 25 classes run in small, medium and large organisations respectively 

• The action is provided to executives (-5% of the workforce) 
• The action has three components: a 360 feedback tool, a half-day leadership 

workshop and 4 individual coaching sessions 

• Selected employees are trained to provide support to others in the workplace 
• The action provides training to -30% of the employees who volunteer for the 

training twice per year .... 
• The action provides training to develop resilience for stressful situations 
• 1-2  employees are instructed in becoming drivers of and instructors for the training 
• The training is provided to  1, 3 and 5o  people within an organisation (small, 

medium and large respectively) ...... 
• Occupational therapists provide training to those returning to work from long leave 

CBT based return-to- 	of absence 
• -5% of workforce have a long leave of absence which will be equivalent to  1, 2  and 

26  people within small, medium and large organisations 

• The action targets people with a substance use condition in the previous 12 month 
period 

Well-being checks or 	• An external service provider discusses policies, and provides a supervisory training 
health screening 	 program and a helper program 

• Policies are discussed on a whole-of-organisation basis 
• Programs are provided to -20% of employees 

M1110•11/Mile•  ••••••••• 	  111411.1.bi 	••••••••• 11111.1111•••••• 

Encouraging employee 
involvement 

• The action uses a web-based psychological assessment survey to assess measures 
relating to job control, health, absence and acceptance 

• The survey is provided to all employees  in the organisation and reviewed on an 
individual level and on an aggregate basis 

Source: PricewaterhouseCoopers, Creating a Mentally Healthy Workplace: Return on Investment Analysis, 2014. 

Mental health first aid 
and education 

Resilience training 

work programs 
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APPENDIX 5- SUBMISSIONS 

List of submissions received 

Mr J Filsell 3 July 2014 

Mates in Construction 25 August 2014 

Ms Elaine Rose 26 August 2014 

SafeWork SA 3 September 2014 

Uniting Communities 11 September 2014 

Primary Producers SA 9 October 2014 

Return to Work SA (formerly WorkCoverSA) 3 December 2014 

Australian Nursing and Midwifery Federation 12 February 2015 

Business SA 26 February 2015 

Mining and Quarrying OHS Committee 19 March 2015 

Small Business Commissioner of SA 7 May 2015 

Return to Work SA 14 May 2015 

SafeWork SA 4 June 2015 

SA Police Association 10 June 2015 

Peer Veet 30 July 2015 

Office for the Public Sector 18 March 2016 

DW Fox Tucker 14April 2016 

Adelaide University 18 July 2016 
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APPENDIX 6- COMMITTEE HEARINGS 

List of Hearings and Witnesses 

Date Witness/es Organisation 

16 October 2014 Mr Greg McCarthy 
Mr Michael Francis 
Ms Trudy Minett 

WorkCover SA 

30 October 2014 Dr Natalie Greenland 

Ms Danielle Hanish 
Uniting Communities 

13 November 2014 Mr Bryan Russell 
Mr Stephen De Musso 

SafeWork SA 

20 November 2014 Ms Michelle Caston 
Mr Michael Harper 
Mr Darren Roberts 

Mates in Construction 

4 December 2014 Ms Amy Williams Primary Producers SA 

12 February 2015 • Mr Rob Bonner Australian 
Ms Katherine Couzner 

Nursing 	and 
Midwifery Federation 

26 February 2015 Mr Rick Cairney Business SA 

19 March 2015 Mr Martin O'Malley 

Ms Leonie Calderelli 
Dr Jenifer Bowers 

Mining and Quarrying 
Occupational Health and 
Safety Committee 
(MAQOHSC) 

7 May 2015 Mr John Chapman SA Small Business 
Commissioner 

4 June 2015 Ms Marie Boland 
Ms Kate Curyer 

SafeWork SA 

30 July 2015 Mr Mike Boyce 
Ms Toni Hartley 
Mr Craig Mitchell 

Peer Veet 

15 October 2015 Mr Greg McCarthy 

Mr Michael Francis 
Mr Rob Cord iner 

ReturnToWork SA 

Page 133 



Date Witness/es Organisation 
Mr Glen Fox 

Mr Peter Worthington-Eyre 

29 October 2015 Mr Mark Carroll 
Mr Tom Scheffler 

SA Police Association 

25 February 2016 Mr Graham Harbord Johnston Withers Lawyers 

24 March 2016 Mr Erma Ranieri 
Mr Matthew Walton 

Superintendent John Bruhn 

Mr Chris Howie 

Office for the Public Sector 

SA Police 

SA Ambulance 

14 April 2016 Mr John Walsh 
Dr Michael Clarke (Psychiatrist) 

DW Fox Tucker Lawyers 

18 July 2016 Prof Sandy McPherson Centre 	for 	Traumatic 
Studies, Adelaide University 
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APPENDIX 7- MENTAL HEALTH RESOURCES AND SERVICES 
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Mental Health and Suicide Prevention Resources and Services 

Background 

About the compilation of this data 
The following pages list the names, web addresses and details of organisations found to be working in the 
mental health sector in South Australia and the programs they deliver. Organisations may be 
Commonwealth funded, State funded, not for profit or privately funded. 

The range of mental health resources is large and diverse and while every effort has been made to locate 
as many as possible, it is likely that some smaller agencies or services have not been located during this 
research. 
The names and interests relevant to each of the providers listed in the following pages was obtained from 
several sources: 

1. Commonwealth and State Government websites (eg Department of Health and Ageing, Medicare 
Local official websites) 

2. Individual provider websites 
3. National organisations where a list of memberships are shown (eg Beyond Blue, Black Dog, 

National Coalition for Suicide Prevention) 
4. University and partner websites (eg Australian National University, University of Tasmania, Flinders 

University etc) 
5. ABC Health OnLine 
6. Associations (eg Employee Assistance Professional Association) 

Information about the services that are provided have been copied from the organisation's websites. No 
assessment has been made about the quality, reliability or validity of the information provided. 

When reviewing a website to identify mental health or suicide prevention programs there is usually a 
reference to other organisations that provide similar services. In such instances a check of original source 
material was undertaken. 
For example, Uniting Care Wesley Brompton stated that they provide NewAccess coaching and 
mentoring. In order to find out more about the service, which was stated to be a Beyond Blue program, a 
review of Beyond's website was undertaken. However, the service was not located using the drop down 
menu under the `Resources' on Beyond's site or through a generic search using the words 'coaching, 
mentoring'. It was eventually found by typing the exact name into the search option. 

The mental health resource for business titled "Business in Mind" is also a Beyond Blue resource, initially 
created at the University of Tasmania. ABC Health on Line published an article titled "Mental illness hits 
small business owners hard", which spoke about the research that had been undertaken by Professor 
Angela Martin at the Tasmanian School of Business and Economics, University of Tasmania. Information 
about the Business in Mind program on the University's website revealed that it had been trialled and 
evaluated and was now available through Beyond Blue. Again information about the program was not 
found by using terms such as 'small business, business' but was by using the exact search term "business 
in mind". 
These searches brought into question the ease of finding resources if the exact name of the program is 
unknown to the user. 

Business 
While most large businesses make their own arrangements to support the health and wellbeing of their 
staff, there are a number of programs suitable for small to medium enterprises that often don't have the 
resources or expertise to support workers who are struggling with emotional or psychological health 
issues. These resources are located in this document under the heading "Support for Business and 
Employees". 

Information in this document is accurate as at 20 April 2015/updated 23 November 2015. 
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National Influences 

Research, Policy and Education 

National Health and Medical Research Centre 
http://cresp.edu.au/content/cornmunity-response-eliminating-suicide-cores-australia   

The Centre of Research Excellence in Suicide Prevention (CRESP) 

CRESP aims to generate new research to increase the knowledge base regarding effective prevention 
and treatment in suicide prevention. Research focuses on: 

• Better delivery of interventions 
• Better knowledge of causes and risks 
• Improved help seeking 
• Improved prioritising of suicide funds 

National Institute for Mental Health Research 
http://nimhr.anu.edu.au/ 

The National Institute for Mental Health Research (NIMHR) aims to improve the mental health of 
individuals through research and development, training, policy and the dissemination of health information. 

To reduce the prevalence of mental health concerns in the community and improve the lived 
experience of people with a mental illness, through high quality research and translation of research into 
practice and policy. 

Brain and Mind Centre 

http://sydney.edu.au/brain-mind/  

The University of Sydney's Brain and Mind Centre was established to reduce the burden of disease due 
to brain and mind disorders through interdisciplinary, collaborative, basic, translational and clinical 
research, education and clinical services. 

Diseases of the brain and mind, including substance abuse, clinical depression and dementia now account 
for more than 40 percent of all illness. These diseases are devastating for those affected, their families, 
and for society, costing the Australian economy an estimated $30 billion each year. 

The BMRI brings together patients, support groups and front-line carers with scientists and clinicians 
working in neurosciences and brain research, providing hope for those affected. 

Society for Mental Health Research 

http://www.smhr.orci.au/ 

SMHR's primary objectives are to promote research in psychiatry; disseminate information on psychiatric 
research carried out in Australasia; enable methodological help to be provided to those involved in 
psychiatric research; and facilitate the development of collaborative and inter-disciplinary research 
linkages. 

Beyond Blue 
http://www.beyondblue.org.au/about-us   

An independent, not-for-profit organisation working to increase awareness and understanding of anxiety 
and depression in Australia and to reduce the associated stigma. Goals are to: 

• Increase awareness of depression and anxiety 
• Reduce stigma and discrimination 
• Improve help seeking 

Information is correct as at 15 April 2015/updated 23 November 2015. 



• Reduce impact, disability and mortality 
• Facilitate learning, collaboration, innovation and research. 

Black Dog Institute 
http://www.blackdoqinstitute.orq.au/  

Founded in 2002, the Institute is a world-leader in the diagnosis, treatment and prevention of depression, 
bipolar disorder and suicide. 

Its focus is on the rapid translation of quality research into improved clinical practice, increased 
accessibility for consumers, and delivery of long-term public health solutions. Black Dog undertakes 
research in partnership with universities, training of health professionals and communities. 

Orygen (National Centre of Excellence in Youth Mental Health) 

https://orygen.org.au/ 

Orygen, The National Centre of Excellence in Youth Mental Health is the world's leading research and 
knowledge translation organisation focusing on mental ill-health in young people. 

At Orygen, our leadership and staff work to deliver cutting-edge research, policy development, innovative 
clinical services, and evidence-based training and education to ensure that there is continuous 
improvement in the treatments and care provided to young people experiencing mental ill-health. 

Psychosis Australia Trust 
http://www.psychosisaustralia.com.au/ 

Mental health disorders rank third after heart disease and cancer as the largest causes of illness related 
burden in Australia. 

The mission of the Psychosis Australia Trust is to support organisational, investment, and policy capacity 
to carry out priority-driven research into schizophrenia and bi-polar disorder — with the aim of helping all 
those affected by these mental illnesses to live better lives now. 

Digital Dog 
http://digitaldoci.ong.au/ 

Digital Dog is a research initiative of the Black Dog Institute grant funded by the National Health and Medical 
Research Council. The research group is researching the use of technology to solve mental health problems 
in five key areas: 

• Interventions to lower depression, lower suicide risk and promote wellbeing. 
• Social media as an indicator of mental health risk 
• Mobile phones as pervasive devices to measure mental health 
• Harnessing technology to prevent mental health problems in schools 
• Public documents to promote the usefulness and cost effectiveness of e-health technologies for 

Australia. 
Statistics show that less than half of all Australians reporting the symptoms of mental illness seek formal 
treatment. Despite increased investment and strong evidence showing prevention and intervention save 
lives, factors like geography, stigma and social circumstance make it hard for people to get help. The 
internet, social media networks and e-health technology are seen as ways to improve access to help for 
many who may not usually access it. 

Digital Dog is currently trialing 11 different e-health approaches including apps, Twitter, social medial tools 
etc aimed at various demographics and will evaluate their effectiveness. 

Australian Institute of Male Health Studies (AIMHS) 

http://aim  hs.conn .au/cms/index. ph p?paqe=m enswatch-proq ram  

A not for profit non-government organisation which began in the United States. It undertakes research, 
publishes peer reviewed journal articles and promotes excellence in the fields of men's health. University 
of South Australia has links to AIMS and delivers the Menswatch program in Whyalla. 
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Menswatch program provides men with new knowledge and skills to deal with crises. 

The program was awarded the SA Government, 2009 Dr Margaret Tobin Award for Excellence in 
Community Mental Health Education and has undergone formal evaluation by McGregor Tan Research. 

Mental Health and Substance Use 
http://www.unisa.edu.au/Research/Sansom-Institute-for-Health-Research/Research-at-the-Sansom/Research-
Concentrations/Nursing-Midwifery-and-Mental-Health/Mental-Health-and-Substance-Use/  

The Mental Health and Substance Use Research Group was established in partnership with the University 
of South Australia Division of Health Sciences, SA Health and non-government sectors in 2010. 

The research of the Mental Health and Substance Use Research Group is focussed on improving the lives 
of people with mental health issues across the lifespan. It encompasses clinical practice approaches and 
techniques, the experience of the individual and groups in settings including acute care and the community. 

Some of the research projects are listed below: 

• Suicide Education Prevention Program 
• Discharge from community mental health facility to GP: evaluation 
• Examining the design and therapeutic milieu of a purpose built mental health unit 
• Cognitive Behaviour Therapy for older adults with major depression in South Australia 
• Stressed spaces: design and being well. 

Suicide Prevention Australia 
http://suicidepreventionaust.org/  

Suicide Prevention Australia (SPA) provides policy advice to governments, community awareness and 
public education, has increased involvement in research and a future role in leading Australia's 
engagement internationally. 

Suicide Prevention Australia is the only national umbrella body in suicide prevention throughout Australia 
and is convenor of the National Coalition for Suicide Prevention. Suicide Prevention Australia is a broad-
based organisation bringing together diverse interests across disciplines, practitioners, researchers, and 
the community affected by suicide. 

Suicide Prevention Australia supports communities and organisations throughout Australia, and promotes 
collaboration and partnerships in suicide and self harm prevention, intervention and postvention. 

Griffith University, Queensland 
http://www.griffith.edu.au/health/australian-institute-suicide-research-prevention   

The Australian Institute for Suicide Research and Prevention 

Conducts research and provides education and training for health and allied professionals. 

BluePages 

http://bluepaqes.anu.edu.au/index.php?id=about-bluepages   

BluePages is produced by the Australian Institute for Mental Health Research at the Australian National 
University. It provides users with the highest quality scientific evidence on interventions for depression 
plus consumer perspective and understanding. 

BluePages maintains a high standard of information on interventions for depression through ongoing 
"systematic reviews". A systematic review involves a lengthy process of searching for all the scientific 
research on a specific intervention, and compiling and integrating the highest quality evidence. This is 
considered to be the most objective approach to evaluating different interventions. 
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Treatment and Intervention Programs 

Commonwealth Government Funded Programs 

The Commonwealth Department of Health funds a number of programs to address mental health, some 
of which are administered through Medicare Local agencies. One such program is the Access to Allied 
Psychological Services (ATAPS) and the Better Outcomes in Mental Health Care initiative. 

Patients who are referred by the General Practitioner are eligible for up to 12 treatment sessions each 
calendar year, with a further six sessions being available in exceptional circumstances. The patient may 
be referred to a psychologist, social worker, mental health nurse, occupational therapist or Aboriginal and 
Torres Strait Islander health care worker with specific qualifications. Treatment sessions can be individual 
or group therapy sessions. 

The aim of the ATAPS program is to provide short term, goal oriented focused therapeutic counselling for 
people aged 14 and above who experience common mental disorders of mild to moderate severity. 
General practitioners are required to complete a mental health treatment plan as part of the referral 
process. Referral process is through a Mental Health Treatment Plan administered by the General 
Practitioner. 

The Better Access program aims to increase community access to mental health professionals through 
education and training of General Practitioners. 

Medicare Local mental health services 
http://www.medicarelocals.clov.au/internet/medicarelocals/publishing.nsf#.VRH-JLX9nVq  

There are five Medicare local offices in South Australia which are responsible for ensuring access to mental 
health services relevant to the needs of their local communities. This occurs through direct provision of 
the service or contracting the service through a tendering process. 

1. Central Adelaide and Hills  http://www.cahml.org.au/ 
2. Southern Adelaide, Fleurieu and Kangaroo Island  http://www.safkiml.com.au/ 
3. Country South — SA  http://www.cssaml.org.au/  
4. Country North — SA  http://countrysaphn.com.au/  
5. Northern Adelaide  http://www.naml.com.au/ 

Medicare Local offices link people with diagnosed or undiagnosed mental health issues to national 
programs that are delivered locally such as Headspace, Partners in Recovery or to providers authorised 
under the ATAPS scheme (psychologists, social workers, mental health nurses or psychiatrists etc). 

Living is for everyone (LIFE) 
http://www.liyingisforeyeryone.com.au/Home.html   

Living Is For Everyone (LIFE) is a national framework for the prevention of suicide in Australia funded by 
the Commonwealth Department of Health and Ageing. In 2006 COAG agreed to a national action plan on 
mental health involving a joint package of measures and significant investment by all governments over 
five years to promote better mental health and provide additional support for people with mental illness, 
their families and their carers. 

The program provides resources for academics, researchers, policy makers, community groups and 
individuals involved in suicide prevention activities. Dedicated to providing the best available evidence 
and resources to guide activities aimed at reducing the rate at which people take their lives in Australia, 
the website is designed for people across the community who are involved in suicide and self-harm 
prevention activities. 

LIFE has offices in every State and Territory. In South Australia, the LIFE framework is managed through 
SA Health. 
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Mentally Healthy Workplace Alliance 
http://www.mentalhealthcommission.gov.au/our-work/mentally-healthy-workplace-alliance.aspx  

The Mentally Healthy Workplace Alliance (the Alliance) is a national approach by business, community 
and government to encourage Australian workplaces to become mentally healthy for the benefit of the 
whole community and businesses, big and small. SafeWork Australia is a member of the Alliance, which 
was established by the Mental Health Commission on 1 July 2013. Tthe Alliance aims to make sure all 
people in the workplace, including those who experience mental health difficulties, their families and those 
who support them, are supported. 

This includes minimising harm, promoting protective factors and having positive cultures that are 
conducive to mental wellbeing. It also recognises that a mentally healthy workplace is not just good for 
people. it is also very good for business. 

JobAccess 
http://www.iobaccess.gov.au/ 

JobAccess is a free information and advice service about the employment of people with disability. 
JobAccess helps people with disability, employers, service providers and the community to access 
information about services, financial assistance and workplace solutions. 

JobAccess funds employers up to $1500 for mental health awareness training, which can be accessed 
through accredited training providers. Their website also includes a vast amount of information on 
proactively managing and supporting people with mental illness, including: 

• Managing mental health in your organisation 
• Mental health first aid training 
• How to support an employee when they experience symptoms of mental illness 
• Workplace assistance and mental health support services 
• Employment Assistance Fund 
• How to be a mental health champion in the workplace 
• Mental health e-learning 
• Mental health and wellbeing at work 

MindHealthConnect 
http://www.mindhealthconnect.orq.au/ 

MIndHealthConnect is a Commonwealth Government funded program operated by Health Direct Australia. 
MindHealthConnect was launched in July 2012 as part of the Federal Government's national E-mental 
health strategy. 

The MindHealthConnect website provides access to a range of mental health resources and online 
programs, fact sheets, audio and video content from trusted sources. Users can also find mental health 
services by clicking on one of the listed treatment services and typing in the post code. The search function 
will then provide a list of names, addresses and contact details for providers in the area together with a 
location map. 

Mindspot 

http://mindspot.org.au/ 

The MindSpot Clinic is a free service for Australian adults with stress, worry, anxiety, low mood or 
depression. Mindspot provides mental health Screening Assessments, Treatment Courses or helps people 
find local services that can help. 

Mindspot is a Commonwealth government program supported by Beyond Blue, Macquarie University and 
Mindhealthconnect. 

Free online and telephone Screening Assessments are provided to help you learn about your symptoms 
of stress, anxiety, worry, and low mood. Complete the Online Screening Assessment and a MindSpot 
therapist will then contact you via telephone or email to provide you with your results. 
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Partners in Recovery (PIR) 

http://www. health. qov.au/internet/main/publishinq  .nsf/Content/mental-pir-about 

PIR aims to better support people with severe and persistent mental illness with complex needs and their 
carers and families, by getting multiple sectors, services and supports they may come into contact with 
(and could benefit from) to work in a more collaborative, coordinated, and integrated way. 

E-couch 
https://ecouch.anu.edu.au/new  users/welcome01  

E-couch is a personal self help guide to better mental health. It provides information about emotional 
problems - what causes them, how to prevent them and how to treat them. It includes exercises to help 
you understand yourself and others better. Even better, it provides you with a set of strategies that might 
help you to improve your life. 

The e-couch program was developed by the National Institute for Mental Health Research at the Australian 
National University and includes information, exercises and a workbook to track your progress and record 
your experiences, and toolkits to help you to improve your mood and emotional state, and tackle 
challenges that you may be facing. 

MoodGym 
https://moodqym.anu.edu.au/welcome   

MoodGym is a training program developed by the National Institute for Mental Health Research at the 
Australian National University. It is a free interactive program consisting of five modules to help people 
overcome problem emotions by showing them coping skills to enjoy good mental health. 

MensLine Australia 
https://www.mensline.orq.au/  

MensLine Australia is the national telephone and online support, information and referral service for men 
with family and relationship concerns. The service is available from anywhere in Australia and is staffed 
by professional counsellors, experienced in men's issues. Through our dedicated counselling services 
available through a range of modalities. 

MensLine provides: 

• A safe and private place to talk about concerns; 
• Confidential, anonymous and non-judgmental support; 
• Coaching and practical strategies for managing personal relationship concerns; 
• Relevant information and linkage to other appropriate services and programs as required. 
• MensLine Australia is managed by On the Line, Australia's leading professional telephone and 

online counselling and training provider. 
This unique, dedicated service for men is an initiative of the Commonwealth Department of Social 
Services. It was launched in September 2001. 

BlueBoard 
https://blueboard.anu.edu.au/ 

BlueBoard is an online community for people suffering depression or anxiety, their friends and carers, and 
for those concerned that they may have depression or anxiety. The bulletin board enables people to reach 
out, to seek help and get advice and receive help. 

BlueBoard is an initiative of the Australian National University and the National Institute for Mental Health 
Research. 
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State Government Funded Programs 

SA Health 
http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/health+services/mental+health+services/me   
ntal+health+services 

SA Health has a comprehensive range of public mental health services for children, adolescents, adults 
and older people with services provided through community health centres and public hospitals as well as 
to consumers in their own homes. General Practitioners can make referrals for specialist mental health 
treatment but in an emergency the mental health triage service can be contacted on13 14 65. A list of all 
services is available on the SA Health website. 

Centre for Treatment of Anxiety and Depression 

htto://health.adelaide.edu.au/psycholocw/clinic/  

CTAD is a free government clinic providing evidence-based outpatient psychological therapy for anxiety 
disorders and depression. The clinic is a partnership between the University of Adelaide and SA Health 
and is one of the largest psychotherapy teaching clinics for psychologists and psychiatrists in Adelaide. 

Centre for Psychiatry and Related Disorders (CARD) 
http://www.flinders.edu.au/medicine/sites/psychiatry/card/  

CARD is a Southern Adelaide Local Health Network (SALHN) service that provides free treatment for 
anxiety, depression and other related disorders. The multidisciplinary team offers Cognitive Behavioural 
Therapy (CBT) and other evidence-based therapies to adults aged 18 to 65 years of age. The service 
includes outpatient and inpatient treatment. 

Non-Government Organisations and Programs 

Mental Health Australia 
http://mhaustralia.oro/  

The Mental Health Australia is the peak, national non-government organisation representing and 
promoting the interests of the Australian mental health sector and committed to achieving better mental 
health for all Australians. It was established in 1997 as the first independent peak body in Australia to 
represent the full spectrum of mental health stakeholders and issues. Mental Health Australia members 
include national organisations representing consumers, carers, special needs groups, clinical service 
providers, public and private mental health service providers, researchers and state/territory community 
mental health peak bodies. 

Mental Health Coalition of SA 
http://mhcsa.orq.au/  

The Mental Health Coalition of SA is the peak body for the mental health sector in South Australia. The 
Coalition's vision and mission is to influence the development, range and responsiveness of services to 
support people affected by mental illness to live well in the community. 

Mindshare project is a website designed as a place where consumers and carers can share information, 
artwork, stories etc with others. It was developed in partnership between the Coalition and the Media 
Resource Centre.  http://mindshare.orq.au/  

Many of the following organisations are members of the Mental Health Coalition. 

GROW SA 
www.grow.net.au   
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Grow is a State Government structured peer support program that provides mutual support to people 
suffering mental health issues. The method of peer led group therapy sessions is based on the Alcohols 
Anonymous principles. 

Grow has approximately 25 groups meeting in different suburbs of Adelaide and country towns throughout 
South Australia. Groups meet weekly at different day or evening times. Meetings include sharing and 
problem solving, learning about mental and emotional health through reading and discussion, support and 
friendship building. Grow provides in-service training for volunteer leaders. Confidentiality is respected. 

Mind Australia 
http://www.mindaustralia.orq.au/  

Mind Australia offers a range of community and residential services in South Australia: 

• information and advice 
• personalised support services 
• residential services 
• family and carer services 
• group support services 
• care coordination services. 

Participation in services offered by Mind is voluntary. Most services are free or are available for a small 
charge. In accommodation services, a service fee or rent is usually charged. 

Mind works to support people experiencing mental health issues in their personal recovery. The type of 
services offered to an individual varies, depending on what they need and what else is available in the 
local community. 

Some of the areas that people need help in could be: 

• managing the effects of mental ill-health 
• improving physical health 
• finding and/or keeping a job, or returning to education 
• building new friendships, and joining local activities 
• developing living skills such as cooking or managing money 
• addressing drug and alcohol use 
• finding suitable housing. 

Each client has a mental health worker who works with them to create an individual recovery plan. This 
plan sets out what the client wants to achieve, and what both the client and the worker are each going to 
do. The worker will involve family and carers wherever possible in this planning. 

Funding for ATAPS (Access to Allied Psychological Services) will be used to target a broad range of people 
in Mount Gambier and surrounding regions who are not easily able to access Medicare Services because 
of location or population group and may include: 

• low income earners (Health Care card, unemployed) 
• people of Aboriginal and/or Torres Strait Islander descent 
• people from culturally and linguistically diverse backgrounds 
• women with pre- or postnatal depression 
• people under the age of 25 (including children and adolescents) 
• people affected by severe climatic incident. 

Other services include suicide prevention and rural primary health, which focuses on health and wellbeing 
of people living in rural and remote communities. 

Life Without Barriers 
http://www.lwb.orq.au/health-and-housinq-support/   

At Life Without Barriers we deliver services to help the people we support have their most basic needs 
addressed, including those of health and housing. 
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We know too well that any major challenges to either one of these basics — your health or housing — can 
be disruptive to your relationships and your life and we are here to assist. 

It's better for everyone if our health support services can help you to understand the signs and symptoms 
of mental illness and provide a safe, friendly and helpful environment to engage support. 

Our approach to mental health support operates within a framework of recovery. We encourage an 
individual's involvement in decision-making when planning their care and recovery process. Our services 
operate respect the culture and influence of individual experience and help the people we support to 
develop their existing strengths to maximise resilience. 

Mental Illness Fellowship SA 
http://www.mifsa.orcil  

MIFSA is a community based, not for profit organisation delivering a range of programs and services for 
people affected by mental illness, carers and the community. 

If you have a mental illness and need support to get the most out of daily life we can help you with 
rehabilitation and managing your recovery. 

MIFSA understands that a diagnosis of mental illness affects families and loved ones as well as the 
individual and we provide support, education, counselling and respite for carers and families and friends. 
All our programs are delivered with the input and participation of people who themselves live with mental 
illness. 

Programs include personal helpers/mentors, respite, carer support, therapeutic groups, activity programs, 
counselling, support groups and community education. 

Hunter Institute of Mental Health 
http://www.himh.org.au/home  

The Hunter Institute of Mental Health works with Commonwealth and State governments, philanthropic 
organisations, research institutions, NGOs and businesses to develop and roll-out innovative and effective 
mental health and suicide prevention programs. 

The Institute's programs include arts projects such as MindPlay and Youth Rockin' the Black Dog as well 
as the following: 

• Mindframe — a national media initiative 
• Conversations matter — an online resource developed to support discussions about suicide 
• Partner in Depression — group based mental health promotion for carers 
• ResponseAbility — supports pre-service preparation of teachers 
• CHiRP — evidence based program for families and carers of children living with chronic illness 
• Working Well — research project to explore mental health and wellbeing of coal miners and deliver 

interventions to prevent mental illness and suicide. 
Neami National 
http://www.neaminational.orq.au/  

Neami National is a community mental health service supporting people living with mental illness to 
improve their health, live independently and pursue a life based on their own strengths, values and goals. 

We provide services in over 40 diverse communities in Western Australia, Queensland, South Australia, 
Victoria and New South Wales, ranging from the inner-city and suburbs to regional and remote areas. 

Their approach to providing mental health service includes consumer collaboration, researching and 
refining what works, peer support by professional who combine their expertise with lived experience and 
learning from data and feedback as well as promoting a healthy body health mind. 

Neami services include: community group programs, prevention and early intervention programs (eg 
Optimal Health Program), service coordination to help those with complex needs and homelessness 
support. 
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Relationships Australia 
http://www.rasa.org.au/  

Relationships Australia provides support to people of all ages and nationalities in challenging times when 
they may find it difficult to cope. They offer a broad range of services which are oriented towards enabling 
people to bring about positive change. Relationships Australia celebrates diversity and ensures that 
whatever your culture, religion, sexuality, age or gender they are there to support you. 

Support for people with personal, social or emotional health and wellbeing is provided through a range of 
health and wellbeing counselling programs. 

Survivors of Torture and Trauma Assistance and Rehabilitation Service 
http://www.sttars.orq.au/ 

STTARS is a non-government, not for profit organisation with no political or religious affiliations. STTARS 
assists people from refugee and migrant backgrounds who have experienced torture or been traumatised 
as a result of persecution, violence, war or unlawful imprisonment prior to arrival in Australia. 

Programs include: counselling, child and youth programs, mental health clinics, community development 
and education and training. 

Uniting Communities 
http://www.unitinqcommunities.orq/  

Uniting Communities (formerly Uniting Care Wesley) has a number of mental health programs aimed at 
meeting the needs of their local community. 

• Bowden Community Support Scheme 
http://www.ucwb.org.au/  

The community support scheme located in Bowden emphasises early intervention and prevention, 
improving social connectedness and staying active and healthy. 

• Pt Adelaide community mental health program 
http://www.ucwpa.org.au/ 

The Pt Adelaide community mental health program aims to help people with a mental health condition 
to live independently and manage their recovery. Access to the programs is by referral from a medical 
practitioner, Disability SA or mental health services. There are a few self-referral options. 

Uniting Care Wesley Port Adelaide is a New Access coaching location (refer  New Access). 

dNet 

http://depressionet.org.au/ 

DepressionNet (dNet) is a privately funded online community created by Australians from a variety of 
backgrounds who have had personal experiences with depression. DepressionNet states that while it does 
its best to ensure all medical information is accurate, they can take no responsibility for individual's health 
and wellbeing. Each person is encouraged to take responsibility for themselves. Information is provided 
to help people if they feel unsafe. Please discuss any information you find here with your doctor or other 
health care professional, and make your own, best informed, decisions. 

The dNet website has information on depression, treatment, research articles and a message board. 

MindOUT! 
http://lqbtihealth.orq.au/mindout  

Established in March 2011, in response to the research that identifies that LGBTI people have significantly 
higher rates of depression, anxiety and have an increased risk of suicide, MindOUT! began by undertaking 
a series of surveys of LGBTI people, LGBTI organisations and mainstream organisations about LGBTI 
related mental health and suicide prevention issues. 
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MindOUT! Works with mainstream mental health and suicide prevention organisations to assist them to 
be more responsive to the needs of LGBTI people and communities. 

Assists LGBTI organisations to be more responsive to suicide prevention and mental health issues for 
LGBTI persons and communities. 

Supports LGBTI people and communities to better identify and respond to their mental health needs. 

MindOUT! Runs a number f programs including: 

• Lifeguard — for gay men which is funded by an alliance with Beyond Blue, Movember and 
• QLife - Australia's first nationally-oriented counselling and referral service for LGBTI people. QLife 

provides nation-wide, early intervention, peer supported telephone and web based services to 
diverse people of all ages experiencing poor mental health, psychological distress, social isolation, 
discrimination, experiences of being misgendered and/or other social determinants that impact on 
their health and wellbeing. 

• Research and Policy - provides a national voice on policy related to the health and wellbeing of 
people with same-gender attractions and/or relationships, people of trans experience, and people 
with intersex variations. 

Suicide Prevention and Crisis Support 

Suicide prevention programs are provided through Medicare Local Mental Health Services. Patients who 
have attempted suicide or a self-harm incident and have been discharged from hospital or an emergency 
department into the care of their General Practitioner do not require a Mental Health Treatment Plan. The 
General Practitioner can simply phone through the referral. 

AnglicareSA 'A Cry for Help' Program 
https://ancilicaresa.com.au/cry-help/   

AnglicareSA's 'A Cry for Help' Program is a pilot program supporting individuals and their families after a 
first suicide attempt. 

There is very little information available on the 'Cry for Help' website or the Anglicare website on how the 
program works. 

Menswatch 
http://aimhs.com.au/cms/index.php?paqe=menswatch-program   

Menswatch is a not for profit program that raises awareness and takes action to address male suicide and 
depression. The program operates at Whyalla with over 1500 men having completed the program. 

The program is conducted through all-male groups because experience has shown that they are an ideal 
setting for male learning, and for psychologically and culturally 'safe' self-disclosure and interpersonal 
sharing of experience. 

It is based on many years of experience and success in working effectively with men from a wide range of 
backgrounds. The program has proven particularly effective in rural and remote communities and with men 
that often have little familiarity with human service concepts or with human psychology and concepts of 
mental health. 

Women's Mental Health and Wellbeing Service 
http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/health+services/womens+healt  
h+services/womens+nnental+health+and+wellbeinq+services/womens+mental+health+and+wellbeinq+services  

A mental health service for women of child bearing age when emotional and psychological stress is 
common. 
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MATES in Construction 
http://www.matesinconstruction.orq.au/MATES-model   

MATES in Construction is a not-for-profit charity organisation that delivers an integrated program of 
training and support with a focus on prevention of suicide. Mates in construction is independent of 
employers and unions and works across the construction industry. MATES connects employees to 
services in their areas such as Employee Assistance Programs, Financial Counselling, grief counselling, 
family counselling etc. 

MATES in Construction provide community development programs on sites and supports workers in need 
through case management and a 24/7 help line. In a joint venture with the Oz-Help Foundation, MATES 
in Construction also provides Life Skills Toolbox training to apprentices and young workers. 

SANE Australia 
https://www.sane.orq/  

SANE Australia is a national charity helping people affected by mental illness to lead a better life, including 
people living with mental illness, their family and friends. It operates a helpline and website and advocates 
for Australians affected by mental illness. SANE works in partnership with universities, Australian 
governments, consumer and carer groups and professional groups as well as the corporate sector. 
Suicide prevention is at the heart of all SANE programs. 

Wesley LifeForce Suicide Prevention 
http://www.wesleymission.orq.au/weslevlifeforceservicefinder/  

Wesley LifeForce is a suicide prevention program funded through Commonwealth Government Grant. 
The website is accessible by computer or mobile phone and allows individuals to search for suicide 
prevention and crisis support services by location, postcode and state. I undertook a search by postcode 
and was taken to a new webpage that included a comprehensive list of services in the area and 
surrounding region. Information included the name of the service, the phone contact and e-mail address: 

• 24 hour crisis support 
• National helplines (domestic violence, gambling, dads in distress, drought and farmer assistance, 

drug and alcohol support, eating disorders, sexual assault, youth support etc) 
• Public hospitals 
• Statewide referral counselling (Aboriginal legal services, child abuse report line, financial advice, 

homelessness gateway, LGBTI Counselling, Women's Healthline, Youth Homelessness Gateway 
etc) 

• Local support services (Child and Adolescent mental health, counselling for relationships, crisis 
care, family relationship centres, men's shed online, psychological support services, Headspace 
etc). 

Lifeline 
https://www.lifeline.orq.au/Home   

Lifeline was created by Wesley Mission and is a national charity providing all Australians experiencing a 
personal crisis with access to 24 hour crisis support and suicide prevention services. 

Minimisation of Suicide Harm (MOSH) Australia 
www.moshaustralia.orq.au   

MOSH Australia (Minimisation of Suicide Harm) is a not for profit organisation founded by Jill Chapman 
and Sandra Lockwood to honour the lives and memories of their sons Michael Chapman and Mark Quick. 

The main aim of MOSH is to cater for the needs of those at risk of self-harm and suicide and those 
bereaved through suicide. 

MOSH provides group therapy, art therapy, meditation sessions and fundraising activities such as golf 
days, movie nights and a charity shop. 

Membership of the organisation costs from approximately $24 (concession) - $96 (corporate) per annum. 
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AnglicareSA Mental Health Services 
https://ancilicaresa.com.au/support-disability/mental-health-services/personal-helpers-mentors-qawler/  

Anglicare Personal Helpers and Mentors (PHaMs) program is for people living with a severe mental illness 
that affects their ability to function on a day-to-day basis. Clients have an AnglicareSA worker to support 
them to identify new opportunities and gain access to appropriate services and programs. 

PHaMs focuses on strengths and what people can do, rather than want they can't. PHaMs is recovery-
based and supports people to lead a full and rewarding life in their community. 

PHaMs covers the Barossa, Gawler, Mallala and Light regions as well as Playford. 

The service also provide respite care for carers and care recipients and supported home care for Aboriginal 
men with high and complex needs. 

Postvention Programs  

Wesley LifeForce reaches out and supports those who have been bereaved by suicide. They recognise 
that losing a loved one to suicide is a traumatic experience and that those affected are often left with many 
unresolved questions and emotions. 

Wesley LifeForce holds Memorial Days and has a Memorial Wall to bring those who have been bereaved 
by suicide together in a spirit of comfort and hope and provide the opportunity to express thoughts and 
emotions. 

National Standby Response Service is a not for profit organization and one of Australia's leading suicide 
postvention programs dedicated to assisting people and communities affected by suicide. The StandBy 
Response Service was established by United Synergies in 2002. 

The service currently operates in several communities across Australia and has significant experience in 
the provision of postvention support in a range of communities and contexts. The StandBy Response 
Service comprises four areas of operations, including: 

• the delivery of the StandBy Response Service, an extensively tested and evaluated community-
based active postvention model 

• the StandBy Critical Postvention Response (CPR), a short term rapid response to communities 
experiencing suicide crises 

• the StandBy for LiFE training and community education program 
• research, continuous improvement and practice development. 

National Standby Response Service  http://www.unitedsyneroies.com.au/ 

Support for Business and Employees 

Business in Mind 
http://learn.bevondblue-elearninq.orq.au/businessinmindM/home   

Business in Mind is a free resource especially for small to medium enterprises (SME). Initially developed 
by the University of Tasmania, it reaches a wider audience now that it is available through Beyond Blue. 
The program provides a range of resources such as information, videos and checklists to help SMEs to 
manage their own mental health and mental health issues that may be experienced in the workplace. In 
each section you can also hear from a number of small business owners speaking about their experiences 
and providing advice for overcoming challenges. 
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HeadSCip 

http://www.headsup.org.au/  

HeadsUp is a free initiative of the Mentally Healthy Workplace Alliance and Beyond Blue, it is supported 
by a range of businesses, university, government and not for profit organisations such as: 

• the Business Council of Australia 
• the Australian Chamber of Commerce and Industry 
• Sane Australia 
• Small Business Australia 
• SafeWork Australia and many more. 

The Heads Up website provides access to valuable resources, including help with creating a customised 
action plan. This guides the user in identifying priority areas for the workplace to positively influence the 
culture, management practices and ultimately the employee experience. 

NewAccess 
http://www.beyondblue.orchau/resources/for-me/newaccess---a-beyondblue-prociram   

New Access is funded by Beyond Blue and Movember to provide free confidential support to help 
individuals tackle day to day problems. Specially trained and experienced coaches support clients to set 
practical goals. The program includes six free sessions, which includes an initial assessment to assess 
the client's needs. The program can help with: 

If any of the following are causing you to feel unhappy, moody, angry or unable to concentrate or sleep 
this service could be right for you: 

• Work stress or uncertainty 
• Change in living arrangements 
• New parent worries 
• Family problems 
• Health concerns or uncertainty 
• Long-term isolation or loneliness 
• Financial worries 

Access coaches are specifically trained at Flinders University to help guide you through your tailored plan. 
They are also well connected in the community and can point you in the right direction of other supporting 
groups such as employment, financial, education, housing and more. 

Healthy Workers — Healthy Futures 

http://www.sahealth.sa.gov.au/wps/wcm/connect/public+contentisa+health+internet/healthy+livincilhealth   
Vi-communities/workplaces/about+healthy+workers+-
+healthy+futures/about+healthy+workers+healthy+futures  

The Healthy Workers — Healthy Futures initiative is funded and managed by SA Health. 

This initiative builds upon the learning and successes of the SA Health delivered Healthy Workers — 
Healthy Futures Initiative funded by the Commonwealth through the National Partnership on Preventative  
Health  . 

The initiative encourages all workplaces to create working environments that support employees to: 

• increase physical activity 
• improve nutrition 
• decrease rates of smoking 
• reduce harmful and hazardous alcohol consumption to counter chronic disease. 

This website contains tools, templates and ideas to support any workplace, within any industry, to create 
a culture and environment supportive of healthy lifestyles, following a clear step by step process. 
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Mindful Employer 
http://www.mindfulemployer.orq/ 

The Mindful Employer program is an initiative of SANE Australia. It is an eLearning and face-to-face 
workplace mental health training program for all and any sized business Australia wide. The online training 
program provides managers and employees with advice and information on mental health in the workplace 
through three e-Learning courses accessible online through a customised website. A three hour face to 
face workshop provides participants with appropriate information on mental illness and training to 
recognise the early warning signs and the appropriate skills for early intervention. 

The cost of a three hour workshop is about $135 per participant. 

National Workplace Program 
http://www. beyond  bl ue. orq.au/about-us/program  s/workplace-and-workforce-prociram/proqrams-resources-and-
tools/national-workplace-program  

The National Workplace Program (NWP) is a Beyond Blue program in awareness, early intervention and 
prevention designed specifically for workplace settings. It aims to increase the knowledge and skills of staff 
and managers to address mental health conditions in the workplace. 

The NWP utilises an evidence-based approach and focuses on: 

• how to recognise when a work colleague may be experiencing depression or anxiety 
• how to support someone to get help 
• good management strategies such as return-to-work plans and making adjustments in the 

workplace. 
The NWP is designed to meet the specific needs of organisations and has been extensively evaluated 
across a range of organisational settings throughout Australia. 

The NWP is delivered under license nationally by Davidson Trahaire Corpsych and therefore probably has 
a cost but that information was not provided on the Beyond Blue website. 

Workplace OnLine 
http://www.bevond  bl ue. orq.au/about-us/program  
tools/workplace-online  

The The Workplace OnLine program is a free program developed by Beyond Blue to raise awareness about 
depression and anxiety in the workplace. The program provides practical strategies to support individuals 
and promote mental health in the workplace. 

The program has six or more tutorials that each take about 20 minutes to complete. They address things 
like leadership, returning to work, how to approach someone who you're concerned about and mental 
health awareness. 

OzHelp Foundation 
https://ozhelp.org.au/support/  

The OzHelp Foundation proactively supports men in the construction, mining and trades by providing 
counselling, health assessment (Tune-Ups) and training. OzHelp began about 5 years ago following the 
suicide of several men on a construction site in Canberra. The Foundation's main purpose is to prevent 
suicide by providing working men with training and mental health support. We meet in an informal way with 
workers at work sites through barbeques and field visits. These visits are designed to let workers know what support 
is available if they're having a tough time, and also to give advice about how to help a mate if they're struggling 

OzHelp operates in Australian Capital Territory, Northern Territory, New South Wales and Western 
Australia. It does not currently operate in South Australia but will refer to other organisations such as 
MATES in Construction. 

Mental Health First Aid Training for Front Line Community Workers 
htto://www.health.qov.au/internet/main/publishinq.nsf/Content/mental-firstaid   
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Commonwealth Government funding is provided for mental health first aid training for frontline community 
workers in the financial and legal sectors, relationship counsellors, and healthcare workers. These sectors 
interact with people who may be in financial, legal or relationship crisis where the risk of suicide is 
increased. The training has a specific focus on suicide prevention to help better identify and respond to 
the needs of people at risk of suicide or who have attempted suicide. 

The department engaged the following three leading mental health first aid training providers: 

• Mental Health First Aid International 
• Wesley LifeForce 
• The Salvation Army (NSW) 

JobAccess Mental Health Awareness Training 
http://vvww.iobaccess.qov.au/ 

JobAccess is a free information and advice service about the employment of people with disability. 
JobAccess helps people with disability, employers, service providers and the community to access 
information about services, financial assistance and workplace solutions. 

JobAccess funds employers up to $1500 for mental health awareness training, which can be accessed 
through accredited training providers. Their website also includes a vast amount of information on 
proactively managing and supporting people with mental illness, including: 

• Managing mental health in your organisation 
• Mental health first aid training 
• How to support an employee when they experience symptoms of mental illness 
• Workplace assistance and mental health support services 
• Employment Assistance Fund 
• How to be a mental health champion in the workplace 
• Mental health e-learning 
• Mental health and wellbeing at work 

Employee Assistance Programs (EAP) 

Many medium to large employers invest in contracted Employee Assistance Program (EAP) providers that 
provide support to employees with psychological health and wellbeing problems. Employers will usually 
have in place a policy statement indicating who the provider is, the number of contacts that are allowable 
at no cost to the employee and the process for accessing the service. EAP providers usually provide de-
identified statistical reports to the employer on an agreed schedule. The reports are used by employers 
to monitor the use of EAP and to monitor the types of problems for which the service is being accessed. 
This along with other types of human resource and work health and safety and injury management data 
provides employers with an indication of the psychological health of the workforce. 

The Employee Assistance Professional Association is the Peak Australasian Body representing provider 
and user members that supply Employee Assistant Programs in the workplace. In co-operation with 
employees and management, EAPAA members' primary objective is to provide the most effective 
employee assistance services to individuals and their families suffering from personal or work related 
problems, which negatively affect their work and wellbeing.  http://www.eapaa.orp.au/  

The Employee Assistance Professional Association lists the following providers in South Australia. 

Access Programs 

  

ACCESS Programs provides tailored Employee Assistance 
Programs, critical incident response, training, mediation and 
organisational consulting. 

At Assure, we combine boutique origins with global best practices 
to develop collaborative Employee Assistance Programs and 
Organisational Development services. We have more than 23 
years experience in supporting Australian businesses across all 
industries. 

www.accessprograms.com.au   

Assure Programs 

  

www.assureprocrams.com.au   
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Broomhall Young Psychology 
www.broomhallyounq.com.au   

Broomhall Young Psychology is one of Adelaide's largest 
providers of psychological services including EAP, bespoke 
training programs, complex HR consulting, clinical counselling 
and assessment. 

COGNITION is a specialised provider of EAP and psychological 
services. Operating since 1991, we have a reputation for quality, 
personalised services, aimed at achieving results for individuals 
and organisations. 

Delivering a holistic range of EAP, Health and Wellbeing, 
Training, Conflict Resolution and organisational consulting 
services across Australia. Our flexible solutions-focussed 
approach is designed to meet the changing needs of 
organisations. 

Experienced, National EAP firm tailoring EAPs to meet specific 
needs 

Drake WorkWise is a highly experienced national provider who 
partners with clients to embed EAPs into an organisation's 
culture. Drake WorkWise also provides Trauma Management, 
Psychometric Testing, HR Services, Coaching, Mediation, and a 
range of Training Services. 

Delivering tailored, quality EAP, counselling and organisational 
psychology solutions to organisations, large and small, for over 
thirty years. 

OAS is a national provider of EAP services (counselling, 
debriefing), organisational consulting, and training. 

OAS will assist employees with developing organizational skills, 
effective communication skills, leadership skills, management 
skills,and effective stress management. 

Our ability to help employees remain at work and be fully 
functional is paramount. 

National provider with international reach. 

Psychological Health Interventions provides supportive and 
active interventions to employers, insurers, medical professional 
and allied health providers. 

National Provider of EAP's providing a range of innovative 
services to organisations to enhance the health and wellbeing of 
its employees. Other services include critical incident 
management, mediation, psychological assessment, training, 
coaching, consulting and workplace intervention. 

One-on-one counselling to help people address issues such as 
anxiety, trauma, conflict, communication. 

The service is often free but may incur a small charge depending 
on family income. 

Cognition 
www.cognition.com.au  

Converge International 
incorporating Resolutions RTK 
www.resolutionsrtk.com.au   

Davidson Trahaire Corpsych 
www.davcorp.com.au   

Drake Workwise 
www.drakeworkwise.com.au  

McPhee Andrewartha 
www.mcpheeandrewartha.com.au  

OAS Occupational Assistance 
Service 
http://www.oaseap.com.au/ 

Psychological Health 
Interventions 
www.psychi.com.au  

Recovre 
http://www.recovre.com.au/  

Relationships Australia 
wvvw.rasa.orq.au  
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The above list is limited to those providers that are registered with the Employee Assistance Professional 
Association. There are many other Employee Assistance Program providers that can be located through 
the yellow pages or by using a Google search. 

On the Line 
http://www.ontheline.orq.au/  

On the Line provides support to people in rural and remote areas via telephone, on line chat and video 
forums. 

We provide remote support services ranging from telephone helplines to call back services, video 
counselling, moderated forums and real-time online counselling. These remote modalities are proven to 
increase uptake and engagement, offering anonymity, immediacy and 24-hour availability. 

On the Line can help you support the wellbeing of your people with tailored counselling, coaching, 
debriefing and referral services, provided over the phone or online. They are committed to boosting 
productivity and efficiency by improving the health and wellbeing of your staff. We are looking to work with 
communities and organisations to deliver tailored support services. 

Mental Health Treatment for Youth 

Headspace (National Youth Mental Health Foundation) 
http://www.headspace.orq.au/ 

About 60 Headspace centres across Australia, six of which are located within South Australia: 

• Edinburgh North (serves Edinburgh North, Gawler, Elizabeth, Salisbury and Modbury) 
• Murray Bridge 
• Berri 
• Noarlunga 
• Port Augusta 
• Woodville 

Headspace is a free service for young people aged between 12-25 and engages with local communities 
to increase mental health literacy. Several Headspace sites have established a Youth Reference Group 
(YRG) comprising young people from diverse backgrounds and experiences. They provide input on 
matters relating to quality of service, community/youth engagement and health promotion. 

Headspace provides a postvention service to schools 

ReachOut.com  
http://au.reachout.com/ 

ReachOut.com  is a not for profit organization that provides specially targeted information to help any young 
person who visits the service. When they visit ReachOut.com, a young person will be guided to practical 
tools designed just for their needs, even when they don't know what they're looking for. 

ReachOut works alongside young people to deliver tools and supports that address youth mental health 
and reduce youth suicide. Everything on ReachOut.com  is developed in partnership with young people, 
making it relevant and engaging. Plus, it's all based on the latest evidence for promoting mental health, 
making it trustworthy and effective. 

It's a safe space for young people to learn about what they can do to get through tough times and, for 
many a chance to help others through their tough times. 

Tal kLife 
http://talklife.com.au/ 
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Talklife is a social network for young people who are going through some struggles. TalkLife is a safe 
social network where young people can get help and give help in a community that understands. The app 
is available on iTunes and Google Playstore. 

TalkLife is a youth peer-to-peer support network. A safe environment for young people to talk about life's 
ups and downs plus all those little bits in-between — the struggles that are sometimes hard to talk to family 
and friends about in everyday life. 

The Talklife community is always there with thousands of supportive users waiting to talk to you, at any 
time, about anything. We value encouragement, acceptance and safety — no judgement or bullying! 

Whether it is mental health, depression, self harm, relationships, school or work, you're free to open up 
about anything that's on your mind, and can even do so anonymously. 

Talklife is sponsored by Microsoft Research, Harvard University and Massachusetts Institute of 
Technology and British Investor groups such as Nesta, Bethnal Green Ventures and Rackspace. It spans 
125 countries. 

In2Life 
http://in2life.orp.au/  

Formed in 2001, In 2 Life is an independent non-profit organisation operating early intervention mentoring 
programs and various life skills programs for young people aged 12-16. 

In 2 Life engages with up to 300 young people a week and contributes to the well-being of a further 300 
family members. 

In 2 Life operates the following programmes: 

• Volunteer mentor support programs 
• Employed youth workers as mentors for high and complex needs children and young people 
• High School seminars 
• Mentoring young people into employment 

In 2 Life partners with local organisations nationally in their own particular region to operate the RUSH 
volunteer mentoring programmes. 

Programs address: 

— Feeling at ease in challenging situations 

— Strategies to withstand criticism and peer pressure 

— Knowledge to create awareness about substance abuse 

— Developing problem solving strategies 

— Job preparation 

— Making a difference in your community (youth leadership) 

Target age groups are: senior primary school and high school students and youth 11 -16 years old. 

Rural and Remote Mental Health Services 

National Rural Health Alliance Inc. 
http://www.ruralhealth.org.au/  

The National Rural Health Alliance is Australia's peak non-government organisation for rural and remote 
health. Its Vision is good health and wellbeing in rural and remote Australia and it has a commitment to 
equal health by the year 2020. 
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The Australian Psychological Society Rural and Remote Interest Group is a member of the National Rural 
Health Alliance.  http://groups.psychology.orq.au/rriq/   

The Rural and Remote Psychology Interest Group serves psychologists, academics, probationers and 
students who are working in rural or remote areas, or have an interest in rural and remote issues. 

Australasian Centre for Rural and Remote Mental Health 
http://www.acrrmh.com.au/ 

The Australian Centre for Rural and Remote Mental Health (ACRRMH) is a not for profit organisation that 
delivers prevention and early intervention programs to rural and remote communities, including: 

• The mining and resource sector 
• The agricultural sector 
• Indigenous Australia. 

ACRRMH demonstrates a commitment to practical outcomes by focusing on early intervention, the 
identification of problems on the horizon and the prevention of them where possible. The programs 
delivered include: 

• Building bridges — community suicide prevention initiative 
• Mental health roadshows 
• Passport to mental health in agriculture 
• Partners in Recovery - national program to improve outcomes for people who experience severe 

and persistent mental illness. 
• Coordinated Accommodation and Support (CASP) - provide personalised support to stabilise 

tenancies in social housing, and improve mental health and wellbeing. 
Not all of the above programs are delivered within South Australia. 

On the Line 
http://www.ontheline.orq.au/ 

On the Line provides support to people in rural and remote areas via telephone, on line chat and video 
forums. 

We provide remote support services ranging from telephone helplines to call back services, video 
counselling, moderated forums and real-time online counselling. These remote modalities are proven to 
increase uptake and engagement, offering anonymity, immediacy and 24-hour availability. 

Critical support services operate nationally and around the clock. On the Line provides some of Australia's 
most vital and trusted services, like MensLine Australia and the Suicide Call Back Service, which support 
tens of thousands of people in need each year. We also specialise in creating tailored support services for 
communities and organisations to boost productivity, health and wellbeing. 

On the Line can help you support the wellbeing of your people with tailored counselling, coaching, 
debriefing and referral services, provided over the phone or online. They are committed to boosting 
productivity and efficiency by improving the health and wellbeing of your staff. We are looking to work with 
communities and organisations to deliver tailored support services. 
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