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I. Introduction

3. Throughout the mission, all levels of Government and other relevant actors were open and constructive. The Special Rapporteur had the pleasure of meeting the Minister for Health and Ageing, Nicola Roxon, MP, the Minister for Immigration and Citizenship, Senator Chris Evans, the Minister for Indigenous Health, Rural and Regional Health and Regional Services Delivery, Warren Snowdon, MP, and the Parliamentary Secretary for Disabilities and Children’s Services, Bill Shorten, MP, as well as a number of senior

Government officials.
37. The Special Rapporteur was moved by the stories told by members of Indigenous communities, the living conditions witnessed, and the extent of preventable disease and health-related disability demonstrated during the mission. The gap between the everyday lives of mainstream and Indigenous Australia, the latter being affected heavily by ill-health, disability and death, was striking and confirmed the existence of stark inequalities.

(a) Mental illness

69. Under the Standard Minimum Rules for the Treatment of Prisoners, every institution is required to include a psychiatric service for the diagnosis of mental diseases, and prisons in Australia appear to comply with this requirement. However, it seems that current services are insufficient to treat the number of inmates who suffer from mental illness.

70. Individuals with mental illness are significantly overrepresented within the prison system in Australia. In New South Wales, 43 per cent of prisoners met the diagnostic criteria for at least one mental illness, in comparison to a 15 per cent 12-month prevalence rate of mental illness in the wider community.69 Psychosis is at least 10 times more prevalent in prisons than in the community.
71. Since the commendable process of deinstitutionalization of mental health care services has occurred throughout Australia, there has been insufficient provision of replacement community-based treatment options, particularly in light of population increases. This has resulted in prisons becoming de facto mental institutions, which invariably increases pressure on existing prison mental health services. This has the potential to result in poor long-term mental health outcomes for detainees.
72. Time spent in custody represents a unique opportunity for psychiatric diagnosis and intervention for persons who may have difficulty accessing services outside of prison, particularly because they frequently experience periods of incarceration interspersed with time in the community. Although prison is by definition an unsatisfactory place in which to treat the mentally ill, the prevalence of mental illness is noted to be lower within the sentenced prison population than at reception into imprisonment. The exact reasons for

this are uncertain, but it is likely that treatment within these facilities is a factor in

decreasing the prevalence recorded.
73. Despite this, resourcing of mental health diagnosis and treatment within prisons, particularly for chronic illnesses, remains inadequate.74 Although funding for generic mental health initiatives has increased (particularly in light of the Council of Australian Governments’ National Action Plan on Mental Health), more needs to be done in relation to provision of services to specific groups such as prison populations.

(a) Mental health

92. A correlation between length of stay in immigration detention and mental health issues has been established through various studies, including a large-scale review of health in Australian immigration detention centres. The results indicate that those detained for longer periods of time (greater than 24 months) had particularly poor health, both mental and physical. Significantly, people detained for over 24 months had rates of new mental illness 3.6 times higher than for those released within 3 months. The mental health of detainees reportedly deteriorates significantly during immigration detention, and numerous instances of self-harming behaviour have been documented, including among

children.
93. Although it is commendable that the current Government has taken significant steps to reduce lengths of stay in detention, as of 23 October 2009, 30 per cent of the detainees in Australia’s IDCs were detained for more than 3 months. As such, length of detention remains an area of concern for the Special Rapporteur. Depressive, anxiety and post- traumatic stress disorders are common psychological sequelae of torture and trauma, which are well-documented among refugee and asylum seekers. Under conditions of detention

or prolonged uncertainty about the future, the negative psychological impact of previous experiences of trauma is exacerbated.
94. During his mission, the Special Rapporteur was impressed by the standard of mental health services provided in the IDCs by specialist nurses, counsellors, psychologists and psychiatrists. However, he notes with some concern the role of the centre’s security services in facilitating access to mental health and other health services. Detainees generally communicate their need for medical care to security officers, who then facilitate access to services. Detainees who are at risk of suicide and self-harm (SASH) are identified by security services personnel; their behaviour is monitored once they have been placed in SASH rooms, and security personnel can make decisions regarding the detainees’ placement back into the regular facilities. The Special Rapporteur is concerned about the lack of support and specialized training provided to security personnel to adequately fill these roles.

