
 
 

Summary of and Commentary1 on the National Mental Health and Suicide Prevention Agreement2  
 

 

The Agreement “sets out the shared intention of the Commonwealth, State and Territory governments to 
collaborate on delivering a whole-of-government, comprehensive, coordinated, consumer focused and 
compassionate mental health & suicide prevention system to benefit all Australians…. Its priory areas include 
prevention & early intervention, suicide prevention, treatment & support, supporting the vulnerable, workforce 
and governance, and quality & safety… its implementation will be informed by people with lived experience” 
 
In Schedule A it states “The Parties commit to whole-of-government approaches to mental health and suicide 
prevention in the priority areas of education, work environments, homelessness, alcohol and other drugs, 
financial counselling, family, domestic and sexual violence, child maltreatment 3, and justice with a focus on the 
priority groups outlined in Clause 111 (see below) 
 
Roles and Responsibilities  
 
The Agreement seeks to “establish clear roles, responsibilities and accountabilities for the funding and delivery of 
mental health and suicide prevention services”. In summary these are:  

 
The Commonwealth is responsible for funding and managing:  

1. Medicare  
2. PBS (Pharmaceutical Benefits Scheme)  
3. PHNs 
4. NDIS 
5. ACCHOS (Aboriginal Community Controlled Health Organisation Services) 
6. Aged Care mental health services 
7. Veterans, defence force personnel and people in immigration detention mental health services  
8. Collecting data3 relating to mental health-related services, including funding for AIHW 
9. Workforce (mental health and suicide prevention) planning, standards, and training4  
10. Some clinical and non-clinical community based mental healthcare5 

 
1 Commentary is done from the persecutive of the Agreement’s implications for the CMO sector  
2 The Agreement is complimented by individual Bilateral agreements with each State and Territory. 
3 This long term may turn out to be a major game changer for the “currently largely invisible” CMO sector 
4 This also appears in the “shared responsibility” category, so again is in danger of blame shifting.  
5 Unclear what this is (other than the psychosocial support programs managed by PHNs) 

Comment 1  

Like so many Plans and Reports before it, the Agreement has noble aims expressed in its Principles, 
Objectives, Outcomes and Outputs1. If these were truly implemented, they could be transformational.  
 
The Agreement is to be followed by a series of Implementation Plans. It is these that are monitored & 
reported on, by whatever “committee structure” is to be set up (as previously for COAG).   
 
Stakeholders must make ensure that these Implementation Plans are co-designed and that they include 
all the sufficient and necessary steps to achieve the above noble aims.  

 
The risk is that the Implementation Plans only include what is already being done + a little more … 
meaning we don’t shift much from status quo. 

https://federalfinancialrelations.gov.au/sites/federalfinancialrelations.gov.au/files/2022-03/nmh_suicide_prevention_agreement.pdf


 
11. Some non-health sector mental health support services6, including income and employment support 
12. National population mental health, suicide prevention and wellbeing, surveillance and surveys  
13. Regulating private hospitals and private health insurance 
14. Research and clinical trials 

The States and Territories (the states) are responsible for: 
  

1. Regulatory and policy framework for mental health & suicide prevention services within jurisdictions  
2. The public hospital system (and Local Hospital Networks) 
3. Specialist community-based mental health services (i.e. outpatient services) 
4. Mental health and suicide prevention support in non-mental health and rehabilitation inpatient 

settings 
5. Providing mental health and suicide prevention services to state funded aged care residential settings  
6. Care to those admitted under mental health legislation, or who require secure care 
7. Appropriate inpatient care for remanded and sentenced prisoners in custodial settings. 

 
Shared roles and responsibilities7: 

1. Ensure equitable access to effective mental health and suicide prevention services for all Australians 
2. Promoting the best possible mental health and wellbeing outcomes for all Australians  
3. Delivering of an integrated set of acute, recovery and rehabilitation health services, trauma informed 

care, preventative and early intervention programs, for consumers, families and carers  
4. Funding non- government organisations and privately delivered services 
5. Address existing gaps over time in the funding and delivery of new and additional community-based 

mental health services to support equitable access to treatment, care and support for people 
experiencing mental illness and psychological distress 

6. Support priority populations who are at higher risk of mental illness and/or suicide, due to experiencing 
vulnerability caused by social, economic, and/or environmental circumstances 

7. Determining funding policy and exploring innovative models of care in the national funding model 
8. Undertaking mental health promotion, prevention, early intervention and social and emotional 

wellbeing programs, suicide prevention, stigma reduction and digital information and help/crisis lines 
9. Supporting better integrated service planning and care coordination at a regional level, accompanied 

by accountability mechanisms and reporting 
10. Undertaking mental health workforce planning 
11. Suicide prevention and early intervention and aftercare and postvention programs 
12. Prevention and wellbeing services to and from health sector services 
13. Psychosocial support services for people who are not supported through the NDIS - including 

working together to develop future psychosocial support roles and responsibilities 
14. Co-designing place-based approaches at a local level 
15. A shared contributing to closing  the  gap in Aboriginal  and  Torres  Strait  Islander peoples 
16. A commitment to make the physical health of people living with mental illness a priority at all levels 
17. Working with Registered Training Organisations on the mental health and suicide prevention training 

by the VET sector.  

 

 
6 Again, unsure what these are 
7 As said above the danger of having “shared responsibilities” is that accountability can be ambiguous, especially when things 
don’t work or don’t happen then fingers are pointed 

Comment 2 

Such a large list of shared responsibility is a risk, as accountability can be ambiguous, especially when 
balls are dropped (i.e., things not done), then fingers are pointed.   

In this “Shared Responsibilities” section are most of the initiatives that the Lived Experience and CMO 
sector have been advocating for a long time are. As said above it will be essential to see these 
translated into actions in the Implementation Plans, so they don’t fall through the responsibility gaps.  



 
Governance Arrangements 
 
The Parties do not intend any of the provisions of this Agreement to be legally enforceable. The Agreement will 
be on the Federal Financial Relations website for the life of this Agreement. Governance mechanisms established 
for this Agreement will align with, and not duplicate, existing structures wherever possible and will clearly align 
with priorities identified by the following structure: 
 

 
 
 
 
 
 
 
 
 
 

 

 
REVIEW OF THIS AGREEMENT 

This Agreement will include a final review of its effectiveness in delivering its agreed objectives, outcomes and 
outputs. This final review of this Agreement will be conducted by an appropriately skilled and qualified 
independent third party and agreed by Health Chief Executives.  
 
 

 

National Cabinet 

First Ministers

Health Ministers and/or Mental 
Health Ministers    

Commonwealth and the State 
Health Chief Executives

Mental Health Senior Officials

Time- limited Working 
Groups

Consultation 
with People with 
lived experience 

of mental ill 
health and/or 

suicide and their 
families and 

carers  

+ 
 where relevant, 
consultation with 

“Priority 
Population 

groups (see box 
below) 

Advice from other 
organisations such as  

National Mental 
Health Commission 
(NMHC), the AIHW, 

state or territory 
mental health 

commissions, national 
Aboriginal and Torres 

Organisations, etc. 
 

Priority Populations groups (where relevant): Aboriginal and Torres Strait Islander peoples; LGBTQIA+SB people; 
CALD; People experiencing homelessness or housing instability; Children and young people; Older Australians;  
People living in regional, rural and remote areas of Australia; People experiencing or at risk of abuse and 
violence, including sexual abuse, neglect and family and domestic violence; People with a disability; Australian 
Defence Force members and veterans; People experiencing socioeconomic disadvantage; People who are (or 
were previously) in contact with the criminal justice system; People with complex mental health needs; People 
with harmful use of alcohol or other drugs, or people with substance use disorders; People who have made a 
previous suicide attempt or who have been bereaved by suicide. 
 

Comments 3 

It will be important for the CMO sector to (a) develop relationships with stakeholders at all levels; (b) to 
become members of all relevant “time-limited Working Groups”; (c) to ensure that people with lived and 
living experience are central to the design, deliver and governance of CMO activities and (d) through our 
Peaks to be and be seen to be credible organisations providing useful and usable advice   
 



 
REPORTING 

Implementation plans will be developed within the first twelve months. Templates for these implementation 
plans will firstly be developed and agreed by all Parties. Annual reviews from jurisdictions will be developed by 31 
August each year. These annual Jurisdiction Progress Reports will be consolidated into a National Progress Report 
by 30 November to be made public within three months of completion. 
 
DATA AND EVALUATION 
 
The Parties agree to:  

1. Recognise the commitment made under the Intergovernmental Agreement on Data Sharing between 
Commonwealth and State and Territory governments to build the data systems needed to understand 
and improve population mental health and wellbeing. 

2. Establish an appropriate governance forum, reporting to the HSO, with input from people with lived 
experience of mental illness and Aboriginal and Torres Strait Islander peoples  

3. Improve consistency in commonwealth/state data collections & agree minimum data specifications for 
jointly funded programs and data for the National Mental Health Service Planning Framework. 

4. The States continuing to collect and share state/territory delivered mental health service data. The 
Commonwealth will collect and share data on their funded mental health and suicide prevention services 
AND will provide funding to maintain national data infrastructure for national data collections. 

5. Establish processes that enable the routine linking of national data, including mental health data linked 
with data from, human services (including education, housing and justice). 

6. Develop and report on a range of outcomes measures and KPIs which reflect the objectives and goals of 
this Agreement including having a whole- of-government focus where relevant. 

7. Share evaluation findings between government and with commissioning organisations, service providers 
and the public where appropriate. 

8. Contribute funding to engage an external consultant to undertake a costings exercise for the 
development of a national evaluation framework.  

9. Develop national guidance on domains and measures to assess effectiveness and efficiency of programs 
within the second year of this Agreement  

10. Consider a role for the National Mental Health Commission in monitoring and enabling the evaluation 
activities in this Agreement. 

 
FINANCIAL ARRANGEMENTS 

All Parties will maintain or increase their existing levels of investment in mental health and suicide prevention over 
the life of this Agreement. 

The Commonwealth funding contribution to mental health services in the National Health Reform Agreement 
(NHRA) will be attributed to the Commonwealth. 

The Commonwealth will not fund services if the same service, or any part of the same service, is funded through 
this Agreement or any other Commonwealth program except as specifically exempt. 

 
 

Comment 5 

The need for developing and implementing an adequate data set for the CMO sector is acknowledged in 
ANNEX B: PRIORITY DATA AND INDICATORS FOR DEVELOPMENT of the Agreement. It will be vital to be 
involved in this process as the existing options (e.g. NGOE data set) need overhaul to ensure data is 
collected on CMO’s locations, workforce details, services delivered, outcomes, etc 
 



 
 
Priority Populations 

1. Aboriginal and Torres Strait Islander peoples  
2. LGBTQIA+SB people 
3. Culturally and linguistically diverse communities and refugees 
4. People experiencing homelessness or housing instability 
5. Children and young people, including those in out-of-home care 
6. Older Australians (over 65, or over 50 for Aboriginal and Torres Strait Islander peoples) 
7. People living in regional, rural and remote areas of Australia 
8. People experiencing or at risk of abuse and violence 
9. People with a disability 
10. Australian Defence Force members and veterans 
11. People experiencing socioeconomic disadvantage 
12. People who are (or were previously) in contact with the criminal justice system 
13. People with complex mental health needs 
14. People with harmful use of alcohol or other drugs, or people with substance use disorders 
15. People who have made a previous suicide attempt or who have been bereaved by suicide. 
 

It is also recognised that not everyone who dies by suicide has lived experience of mental health issues. Broad 
suicide prevention policy response is needed to promote the protective factors, address the economic, 
environmental and social drivers of distress, and support social, emotional and cultural wellbeing. 

 
Stigma Reduction 

The Parties commit to reducing stigma and discrimination for those affected by mental ill-health by responding 
proactively and providing leadership when stigma or discrimination is seen; empowering consumers and carers 
to speak about the impacts of stigma and discrimination; and contributing to promotion and normalisation of 
help seeking. 
 
Safety and Quality 

The Parties reaffirm their joint commitment to making safety and quality central to mental health and suicide 
prevention service delivery and will collaborate to establish and maintain nationally consistent standards for 
mental health and suicide prevention care, policy, planning and reporting.  

Gaps in the System of Care 

This Agreement recognises that the Parties have shared responsibility for addressing gaps in the system of care 
and that all Governments are committed to improving the experience of mental health and suicide prevention 
care for all people living in Australia. The Parties will collaborate to:  

1. Explore policy solutions and develop new models of care in relation to people experiencing mild to moderate 
mental illness or psychological distress. 

2. Partnering to deliver accessible and affordable community-based treatment and care for people 
experiencing mild to moderate and severe and enduring mental illness or psychological distress. 

3. Improve integration between tertiary, community and primary care services in a geographical region 

4. Prioritising and delivering whole of person, mental health-focused prevention and early intervention 
services. These services should be easily accessible and responsive so they can be accessed in a timely 
manner. This will reduce future presentations at emergency departments and acute services and will likely 
reduce overarching health system costs and generate economy-wide benefits. 

 
 

 



 
Suicide Prevention and Response 

The Parties agree that:  

1. There are many contributing factors which can increase an individual’s risk of suicide including behaviours, 
environmental characteristics and psychosocial factors such as a history of self-harm, relationship problems, 
legal issues, financial pressures, unemployment or homelessness.  

2. A whole-of-government approach is required, and that many enablers of suicide prevention reform are 
beyond the influence of the health system alone and include where people live, work, learn and socialise  

3. They work collaboration to seek to reduce suicide deaths, suicide attempts, and self-harm towards zero 

4. The Commonwealth will establish the National Suicide Prevention Office (NSPO) to lead a national whole-of-
government approach to suicide prevention in collaboration with the States 

Psychosocial Supports Outside of the NDIS (reproduced in full here) 

1. The Parties recognise that psychosocial supports for people with mental illness and associated functional 
impairment are an important part of a well-equipped mental health service system. Supports provided 
through the NDIS are out of scope for this Agreement. 

2. The Parties will work together to develop and agree future psychosocial support arrangements (including 
roles and responsibilities) for people who are not supported through the NDIS. 

3. To inform future arrangements, the Parties agree to undertake further analysis of psychosocial supports 
outside of the NDIS, to commence within the first twelve months from the commencement of this Agreement 
and be completed as soon as possible within the first two years of this Agreement. This work will include: 

a. Developing and agreeing a common definition for psychosocial support that builds on the 
work already being undertaken through the National Mental Health Service Planning 
Framework, or other nationally agreed frameworks. 

b. Estimating demand for, compared to current availability of, psychosocial supports outside of 
the NDIS according to the agreed common definition. This will be achieved by: 

i. Comprehensive state-based mapping of all current psychosocial support services outside 
of the NDIS, led by the States and supported by the Commonwealth; 

ii. Sharing of appropriate and relevant data, including from the NDIS (subject to applicable 
NDIS legislation and associated definition of 'psychosocial disability'); and 

iii. State-based analysis of the target cohort and demand for psychosocial supports outside 
of the NDIS, compared to current availability, to be jointly undertaken by the Parties 
through information sharing about funding, commissioning, services and clients. 

4. The Parties agree that further clauses relating to future arrangements for psychosocial supports outside of 
the NDIS will be developed after the analysis work has been completed and attached to this Agreement as 
a Schedule. 

5. To ensure continuity of psychosocial support services for Australians with severe mental illness and enable 
the sector to retain a skilled workforce, the Commonwealth and the States will maintain investments in 
current psychosocial support programs outside the National Disability Insurance Scheme while the further 
analysis work is undertaken. 

Regional Planning and Commissioning 

The Parties agree to work together to strengthen regional planning and commissioning of mental health and 
suicide prevention and psychosocial services to provide person-centred care and place-based care and drive 
better outcomes by improving system integration and will support Primary Health Network (PHNs), Local Health 
Networks (LHNs) and other commissioning bodies to develop and/or strengthen Joint Regional Plans  
 
The Parties acknowledge the diversity of service delivery in local communities and regions, and that other 
organisations will be included in regional planning and commissioning arrangements as required. This includes 



 
non-government organisations (NGOs), Aboriginal Medical Services (AMSs), ACCHSs, and where appropriate, 
organisations delivering services that support the social and cultural determinants of mental health. 

 
The Parties agree to use the National Mental Health Service Planning Framework (NMHSPF), and/or other tools 
appropriate for their local population, to support regional planning and commissioning. 

 
National Consistency of Initial Assessment and Referral 

The Parties commit to work toward national consistency of initial assessment and referral to improve integration of 
mental health and suicide prevention services so that consumers experience a consistent and seamless service 
system regardless of which level of government is funding and delivering services; 
 
The Parties agree to work together to determine the suitability of the Commonwealth Initial Assessment and 
Referral (IAR) Tool as a mechanism for improving consumer experiences and outcomes, and to improve 
integration in and between services.  
 
Workforce 

The Parties agree that they will: 

 
1. Ensuring a skilled mental health and suicide prevention workforce and that additional resources will be 

required to support the attraction and retention of an appropriately skilled workforce 

2. Use the National Mental Health Workforce Strategy (Workforce Strategy) as a ten-year and by mid-2022 and 
work together to agree on the Workforce Strategy’s implementation 

3. Work in partnership with professional peak bodies, colleges and the education and training sector  

4. Support the use of the NMHSPF and to achieve optimal workforce planning at the regional level. 

5. Undertake immediate action to respond to critical shortages for the following professions: 

c. Psychiatry 
d. Psychology 
e. Mental health Nursing 
f. Aboriginal and Torres Strait Islander mental health and suicide prevention workers 
g. Lived experience (peer) workforce 
h. Other relevant allied health professions 

 
6. Parties will maintain their investment in the Mental Health Professional Online Development (MHPOD) 

platform over the life of this Agreement.  

7. Parties will work together to reduce stigma associated with working in the mental health and suicide 
prevention sector and promote the system as an attractive career option. 

 
WHOLE-OF-GOVERNMENT ACTION TO IMPROVE MENTAL HEALTH AND PREVENT SUICIDE 

The Parties: 

1. Recognise that a whole-of- government approach is required across and beyond the health portfolios, and 
that the enablers of mental health and suicide prevention reform are beyond the influence of the health 
system alone and span all aspects of where people live, work, learn and socialise. 

2. Acknowledge recognition of the influence of social, economic, cultural and environmental factors on mental 
health and suicide prevention and that investment in prevention and early intervention is needed. 

3. Commit to working together to pursue whole-of-government approaches to mental health and suicide 
prevention in the priority areas of education, work environments, homelessness, alcohol and other drugs, 
financial counselling, family, domestic and sexual violence, including sexual harassment, child 
maltreatment, and justice with a focus on the priority groups  


