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Royal Commission into 
Victoria's Mental Health System

WITNESS STATEMENT OF PROFESSOR MALCOLM HOPWOOD

I, Professor Malcolm Hopwood, Director of the Professorial Psychiatry Unit at Albert Road Clinic

and Ramsay Healthcare Professor of Psychiatry at the University of Melbourne, of 31 Albert

Road Melbourne, say as follows:

1 I make this statement on the basis of my own knowledge, save where otherwise stated. 

Where I make statements based on information provided by others, I believe such 

information to be true.

Background and experience

2 I am the Director of the Professorial Psychiatry Unit at Albert Road Clinic. I am also 

currently the Ramsay Healthcare Professor of Psychiatry at the University of Melbourne, 

based at Albert Road Clinic in Albert Road, Melbourne and a member of the 

Department of Psychiatry at the University of Melbourne. I have held these positions for 

six years.

3 Prior to my role at Albert Road Clinic, I was employed at the Austin Hospital for about 

25 years. From 1998 to 2013, I was the Head of the Psychological Trauma Recovery 

Service (incorporating the Veteran’s Psychiatry Unit) and the Brain Disorders Program.

4 I have worked in private practice full or part time for approximately 25 years as a 

consultant psychiatrist, providing both inpatient and outpatient care. I work 

predominantly in adult, old age and older adolescent psychiatry. During my period of 

work in the public mental health system I was involved in care of individuals with a 

broad range of mental health conditions and in all phases of care - inpatient, outpatient, 

day hospital and community care. This included periods of work in the Adult Area 

Mental Health service inpatient and community facilities for that region of Melbourne as 

well as consultancy services to the public Child and Adolescent Mental Health and Aged 

psychiatry services for that region. In addition, I played a significant role in the 

governance and quality management of those services. Attached to this statement and 

marked ‘MH-T is a copy of my curriculum vitae.

What is the Albert Road Clinic and what services does it provide?

5 The Albert Road Clinic is a private psychiatric facility operated by Ramsay Health Care. 

It is one of the largest private mental health facilities in Victoria and provides inpatient 

and outpatient care.
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6 As to its inpatient care, it has approximately 120 beds, approximately 30 of which are 

contained in the ward operated by the Professorial Psychiatric Unit. There are 

approximately 700 private inpatient beds in Victoria, 120 of which are at the Clinic.

7 As to its outpatient services, the Albert Road Clinic provides general adult psychiatry 

services, as well as specific programs for addictions, adolescent mental health, old age 

mental health, ECT and TMS treatment, day programs, community programs and an 

outreach nursing service.

8 There are also approximately 35 private consulting suites at the Clinic and about 50 

psychiatrists use those suites to provide private psychiatric services.

Please describe your current role and your responsibilities

9 As the head of the Professorial Psychiatric Unit at Albert Road Clinic I am responsible 

for:

(a) the clinical care of patients with diagnostically challenging mood or anxiety 

disorders, such as depression and bipolar disorder; and

(b) the teaching of medical students and trainee psychiatrists at Albert Road Clinic.

10 lam therefore responsible for the care of individual patients as well as the supervision 

of other psychiatrists and registrars. I also provide oversight to the research program of 

the Unit.

11 In addition, I provide an outpatient service approximately one day a week. That largely 

involves me supporting other psychiatrists, general practitioners and occasionally public 

mental health services in providing second opinions as to diagnosis and treatment.

Where does the Albert Road Clinic fit within the mental health system?

12 The Albert Road Clinic requires a GP referral to provide psychiatric services. The 

majority of individuals who are referred to private psychiatry will have had some 

treatment in the primary care system, generally from their GP or an allied health 

clinician (such as a psychologist) through Medicare.

Who receives the Albert Road Clinic’s services? What are the criteria for people affected

by mental illness to access the Albert Road Clinic’s services? Must the Albert Road

Clinic’s clients come from any particular geographic location?

13 The Albert Road Clinic provides care to all people, of all ages, from anywhere in 

Victoria.
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14 Generally there are three criteria for a person affected by mental illness to access the 

Clinic’s services:

(a) first, there must be a referral from the person’s GP, whether it be to see a 

psychiatrist in their consulting suite or to be admitted as a patient in its hospital;

(b) secondly, the person receiving the services has to be willing to receive them. 

Our services are provided voluntarily, and so a person has to be able to make 

an informed decision to receive inpatient or outpatient care;

(c) thirdly, there is a fee for the services, and therefore the person must be able to 

pay for the services.

15 The fee charged by Albert Road Clinic depends on the care and services that are 

provided. If a person requires inpatient care, or obtains services through day programs 

or our outreach nursing, generally private insurance is required. This is because these 

services, particularly inpatient care, are generally too expensive for a person to pay 

without the assistance of private insurance. By way of example, the average day cost of 

a hospital bed is around $800 to $900 a day, and the average length of stay in hospital 

is between 2 to 3 weeks. This is likely to be too cost prohibitive for most people, without 

private insurance.

16 However, to see a private psychiatrist in their consulting suite, generally private 

insurance is not required. A fee will be charged (which is set by the individual 

psychiatrist) and there will be a gap between what is paid and what is subsidised by 

Medicare. That gap will vary depending on the fee charged by the psychiatrist and will 

generally be paid by the patient.

17 If a person is seeking inpatient care (that is, an admission to the hospital), we would 

also screen them prior to admission for behaviours that might prove challenging in this 

environment - such as significant levels of physical aggression or an inability to comply 

with the general requirements of a hospital, or sexually disinhibited behaviour. Our 

screenings, however, are not so prohibitive that we don’t treat anyone who really needs 

treatments - because people with major mental illness can at times have behavioural 

problems as a result of their illness. There is a genuine desire to treat people if we can.

Does the Albert Road Clinic assist people affected by mental illness with all degrees of 

severity and complexity? If not, what kinds of providers would meet the needs of those 

people outside of the Albert Road Clinic’s reach? What other parts of the mental health 

system are your patients likely to use (or want to use)?

18 The Albert Road Clinic assists people with all types of mental illness, and with all 

degrees of severity and complexity. Some patients are profoundly ill. I would estimate
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that the proportion of patients in the Professorial Psychiatric Unit who have suicidal 

ideation is consistently over 80%.

19 Whilst there is no defined ‘minimum requirement’ as to how ill someone needs to be to 

access our services, in practice admissions to Albert Road clinic are all patients who 

have moderate to severe illness. Rates of complexity with co-morbid psychiatric 

diagnose, substance abuse and also physical illness are high. Level of psychosocial 

disadvantage would generally be unsurprisingly lower than for those admitted to public 

mental health facilities although it is to be acknowledged that there is a significant group 

of Victorians who maintain private health insurance despite financial hardship in order to 

retain access to private mental health care.

20 Our intake and screening process also tries to ensure that people are assisted as 

outpatients where we think that is more appropriate.

21 The Clinic admits patients with major psychiatric disorders. The most common 

diagnoses are severe mood and anxiety disorders. About 15% of the Clinic’s inpatients 

have psychotic disorders like schizophrenia, which is lower than the proportion admitted 

in the public mental health system. Both services see patients with mood problems and 

personality dysfunction and co-morbid substance abuse. However, in the private 

system, mood disorders (depression and bipolar disorder) form a bigger proportion of 

what we see, compared to the public system. We do see some extremely ill people with 

those disorders who I think do experience difficulties accessing the public system. I do 

worry what happens to those patients if they don’t have private health insurance 

(particularly if they require inpatient care) because the bar for access to the public 

system for those patients is quite high.

22 It may be valuable to know that the average level of disability of those people as 

measured with the Health of the Nation Outcome Scale is exactly the same as those 

admitted to the acute units publicly. In an unpublished study we compared the mean 

HONOS admission scale score of patients admitted to the Professorial psychiatry unit at 

Albert Road Clinic to that current national average for public acute adult mental health 

facilities and they were not statistically significantly different.

23 Importantly, the Albert Road Clinic is a voluntary facility - patients are in there with their 

consent, and therefore we do not seclude people or physically restrain them. However, 

there can come a time when a patient does refuse treatment because of their lack of 

capacity to make an informed decision about their care. If that occurs, and they 

otherwise meet the criteria for involuntarily care, we may have to arrange transfer to a 

public facility. This occurs on average perhaps once a month. Otherwise, if a person 

refuses care and they have capacity to do so, then it’s their decision as to whether they 

remain in the hospital or leave. The Clinic also will on occasion chose not to admit
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patients whose level of disturbance in behaviour is likely to adversely effect their and 

others care, for example due to aggression. Co morbid problems with substance abuse 

are not a barrier per se to admission, noting that the facility includes an addictions 

service.

24 The Albert Road Clinic regularly interacts with private psychiatrists, GPs and community 

based allied health clinicians, such as psychologists. For example, many of the 

individuals who access this facility have previously had interaction with the public 

mental health system, such as an emergency department or a crisis team, and so they 

may contact us and ask us to consider assisting the patient. Sometimes we will also 

have contact with community public mental health services, who have been assisting 

someone that they think has reached a certain level of stability, and the person might be 

able to then access private psychiatric care.

Briefly, how is the Albert Road Clinic funded?

25 Primarily, the Albert Road Clinic relies on income from patient-related activity. The 

major source of funding is private insurance from patients who are admitted to hospital 

or receiving other services through the day program or through outreach nursing.

26 From time to time, like other private psychiatric hospitals, we have reached 

arrangements with the government to deal with overflow in the public mental health 

system. The most recent example I can recall was when the Victorian state drug and 

alcohol services had an extensive waiting list, and so our addictions program admitted a 

number of people from that waiting list and those admissions were funded by the State. 

These are specific arrangements entered into for specific purposes.

27 Some of the research undertaken is also funded by government grants.

What are the key differences between the public mental health system and the private

mental health system?

28 First, I think the key initial difference is access. When looking at inpatient care, access is 

generally restricted to those with private health insurance and who were able to traverse 

through the process of getting a referral from a GP. Getting a referral may seem like a 

routine task, but for some people who are acutely unwell it is not a simple task.

29 I think it is important to acknowledge that knowledge about access to private mental 

health is not evenly distributed within the community. Many people believe that a very 

large amount of wealth is required to be able to access the private mental health 

system. In my experience, many people with mental illness make a very major effort 

and financial sacrifice to retain their private health insurance. However, although private
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health insurance is accessible to a reasonable proportion of people, it would be nice if it 

were more.

30 There is a separate access issue, which is about the workforce. Accessing private 

psychiatrists for consultation is limited by the number of psychiatrists who are available. 

Currently, as I understand it the general waiting lists for psychiatric care are measured 

in weeks, which is not very helpful if you have an acute mental health problem.

31 Second, in my view I believe that the psychiatrist plays a more significant role as a 

presence in the care of the patient in the private health system than in the public health 

system. That is, the psychiatrist will be the person with whom the patient primarily 

consults with as an outpatient and as an inpatient. Our minimum standard at this 

hospital is that we expect psychiatrists to see their inpatients at least four times a week. 

This increases to once a day if the patient is in the high dependency unit.

32 Otherwise, we have a multi-disciplinary team that works in a broadly similar way to what 

I have seen work in the public system - psychiatric nurses, psychologists, social 

workers and the like.

33 Third, the structure of the public community mental health system is not really replicated 

at this stage in the private health system. For example our outreach service is 

predominantly a nursing outreach service.

34 The overall design and layout of services within the public and private mental health 

systems are broadly the same. Clearly in acute public mental health services, where the 

patients are predominantly involuntarily and will often have relatively high levels of 

behavioural disturbance, the design of the facility reflects that. For example, certain 

components of a public facility for mental health may be locked, or there may be a 

proportion of beds where there is a high level of observation, or there may be facilities 

for practices like seclusion. At the Albert Road Clinic, whilst we have a high dependency 

unit, we don’t have seclusion facilities and the facility itself is not locked.

35 Fourth, the proportion of illnesses treated in the public and private mental health 

systems vary. Approximately 15% of Albert Road Clinic’s admissions are for psychotic 

disorders such as schizophrenia, whereas my understanding is that in the public mental 

health system, they are a much greater proportion.

Is the decision whether to work in the public system or the private system made solely 

by the psychiatrist? If not, what other factors affect whether a psychiatrist works in the 

public system or the private system?

36
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37 The exception to this would be those psychiatrists who were trained overseas and are 

subject to the '10 year moratorium’. This is an Australian Government policy that 

requires overseas trained psychiatrists who have gained registration in Australia, or 

gained fellowship, to work for 10 years before receiving access to Medicare benefits. 

One of the exceptions to the policy is if the psychiatrist is working in an area where 

there is a workforce shortage (usually a rural area), in which case they may be able to 

access Medicare benefits.

38 In practice, this means that overseas-trained psychiatrists working in Melbourne cannot 

work in the private health system until the 10-year moratorium is up.

Is there a trend towards psychiatrists leaving the public system for the private system? If

so, what factors are driving that trend?

39 There are generally two sources of data available on trends: first, the College of 

Psychiatrists (Victorian branch) conducts a voluntarily workforce survey, and so not 

everyone participates. There is also some data on MABEL (Medicine in Australia: 

Balancing Employment and Life) in relation to a survey conducted of Australian doctors.

I understand from that data that over the last decade the proportion of psychiatrists who 

work purely in the public mental system, or purely in the private mental health system, 

or a mixture of both, has not markedly changed.

What is the average cost of seeing a psychiatrist for one session? What is the out of

pocket cost?

40 The cost of seeing a private psychiatrist will vary significantly depending on the 

psychiatrist.

41 Thus, at the upper end, for a one hour initial consultation and assessment, a patient 

may pay somewhere between $130 and $200 out of their own pocket. This has grown 

over the last decade or so - that is, the gap between what the patient pays and what the 

patient receives back from Medicare has widened over the last 10 years or so. In my 

view, the Medicare freeze (where the Commonwealth government froze Medicare rates 

for a number of years) and the subsequent growth in Medicare rates being below 

inflation, has contributed to that gap. It is worth noting that here is still a substantial 

minority of patients who are charged either a lower out of pocket amount or bulk billed.

Why is it difficult to attract and retain psychiatrists to work in rural areas?

42 In my view, it is for a mix of reasons. I think that the pay and conditions is one of the 

problems. The overall salary levels for Victorian psychiatrists are amongst Australia’s 

lowest. The salaries in rural and remote areas in other States are better than in rural 

Victoria.
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43 l also think that the risk of professional isolation deters people from working in rural 

areas. Generally, there is a shortage of psychiatrists outside the metro area, both in the 

private and public mental health systems. Thus, rural specialists may have a higher 

work burden and less opportunity for face to face peer review and interaction and 

generally less opportunity for continuing professional development. Rural health 

services also vary in their attitude towards travel and educational opportunity. In 

addition, rural specialists face the challenge of working within a relatively smaller 

community with a greater risk of difficulties in separating who they see at work from who 

they see socially.

44 Finally, I think people are deterred by the challenges of providing psychiatric services in 

small communities. There are also very few private inpatient psychiatric facilities in rural 

areas. They exist in Melbourne, Geelong and Shepparton where there is about 100 

beds in total. As a result, bed access may be reduced and it is unlikely that subspecialty 

programs in areas like perinatal psychiatry, addiction psychiatry or aged psychiatry will 

be able to be offered.

In your experience (commenting on both private and public parts of the mental health 

system to the extent that your experience permits), in relation to the needs of people 

affected by mental illness for clinical treatment, is supply keeping up with demand? What 

gaps have you observed?

45 At the moment, current demand for private psychiatric consultation exceeds capacity. 

All psychiatrists run delays on getting treatment, waiting lists (some run for weeks) and 

a number who for periods have closed their books.

46 As to why demand is outstripping supply, there does appear to be growing awareness 

of mental health disorders and a greater proportion of Victorians are seeking treatment 

for a mental health disorder, including those who may have previously suffered without 

care. However, this does need improving. For example, on our estimate only about 50% 

of people with depression in Victoria seek treatment. This is a significant proportion of 

people who are in our community and are not receiving care.

47 For private psychiatric inpatient care, with the introduction of at least two new private 

hospitals in Victoria in the last few years, this has helped with supply but demand 

appears to be continuing and our facility is almost always fully occupied.

48 There is always a concern as to what happens to people when they need patient care 

while they’re waiting, and one always fears the worst outcomes.
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Do you have experience of the “missing middle” - people whose needs are too complex 

for the primary care system alone but who are not sick enough to obtain access to 

specialist mental health services?

49 Yes we do have experience of the missing middle. At the most severe level of mental 

health disorder, particularly where associated with severe behavioural disturbance or 

aggression towards others, people generally are able to gain access to the public 

system. But I have grave concern for the group of people that don’t have the resources 

to come into this facility or to go to a private psychiatrist. I think there is a significant 

group of people whose needs are not met.

50 From my experience, and having worked in the community, the public mental health 

services have become particularly specialised in the treatment of psychosis including 

drug-induced psychosis, which is a very challenging problem, and it has become less 

specialised in the treatment of severe depression, anxiety disorders or other mental 

health conditions. In my view, it is a mistake to think that those higher prevalence 

conditions are always less severe. In these circumstances there is the potential for 

suicidal ideation, and a potential for suicide.

51 If one looks at Victoria’s suicides a year, the most common diagnosis is not 

schizophrenia or bipolar disorder: it’s depression with substance abuse coming close 

behind (and often overlapping). And yet as I understand it, the vast majority of those 

patients have not accessed a specialist psychiatric service in recent times.

52 I think that the underlying diagnosis sometimes does influence things in some way. 

There is great familiarity and skill in our public mental health system in the treatment of 

disorders like schizophrenia. I think there is now less experience and confidence in the 

treatment of severe mood disorders (such as depression and bipolar disorder) and I 

think this results in an inadvertent bias such that those patients are relatively excluded. 

And my sense is that if I have a 7 risk in schizophrenia, I’m more likely to get an 

inpatient bed in a public hospital than if I have a 7 risk in depression.

What do you think are the most significant challenges facing the mental health system in 

meeting the needs of people affected by mental health? Please comment on both private 

and public parts of the mental health system to the extent that your experience permits.

53 In my view I think that one of the issues is resources (funding). Victoria has moved from 

the best-resourced state per capita to the lowest, and I think that has reduced the 

quality of services that we can offer in the public mental health system. If the mental 

health system were to attract extra resources, consideration would need to go to where 

it is best to spend the money. Whilst I think there is great interest in early intervention 

and prevention, and those efforts should be supported, I don’t think it should come at
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the expense of acknowledging that we will continue to have significant ongoing disease 

burden that we must treat well.

54 In my view there are not enough inpatient beds in Victoria. My current view is that the 

rate of beds per head of population in Victoria is amongst the lowest in Western country 

standards, and there is too high of a threshold for a person to get admission into public 

mental health inpatient facilities.

What do you think are the critical elements of a well-functioning mental health system?

What changes do you think would bring about lasting improvements to help people

affected by mental illness in rural areas, in relation to:

Access to treatment and services;

Navigating the mental health system;

Getting help to people when they first need it?

55 We do need further inpatient capacity. In my view there needs to be a range of 

environments for the different needs of people suffering from mental illness. Our current 

acute units in Victoria are relatively restrictive environments, and that is what is required 

for a particular group of patients. This would include those patients requiring involuntary 

care, any restrictive practice, or at the highest risk. However, if your needs are different, 

for example severe depression with suicidality but capacity to agree and accept 

treatment, actually that environment can be very intimidating for a patient and their 

families and may inadvertently be unhelpful rather than helpful.

56 We’ve seen the evolution of step up and step down units, and I think these types of 

facilities as well as community mental health facilities and home care, including home 

care in a crisis situation, are to be supported.

57 in reiation to care and crisis care, the Albert Road Clinic has the vaiue of providing 

outreach nursing to people in their homes. It is my clear view that the care for people in 

their homes, or the availability of group facilities, has diminished as a proportion of the 

care that Victoria delivers over the decade since de-institutionalisation. I believe that this 

is a trend that should be reversed. I had personal experience at that time of care in 

people’s homes, and ! was overwhelmed by what that type of care meant for patients 

and their families. The experience of having care provided in the home environment 

would very frequently enhance the sense of control and security for the family and 

patient, would facilitate a better shared decision making process and ensure a more 

even flow from acute to sub-acute phases of care. It is noteworthy that discharge from 

hospital is clearly evidenced as a period of high risk for harm to self or others and it may
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well be true that where we can provide more care in the home that risk will be 

decreased.

58 There are some international models of mood disorder outpatient clinics that I think 

could be considered. They function as specialist assessment and consultation clinics, 

with ongoing care. I think this would be immensely welcomed by GPs. Such a model 

exists currently in Denmark at the Copenhagen Mood Disorders Clinic and has been 

demonstrated to be associated with reduced hospitalisation, cost effectiveness and 

increased patients satisfaction.1 In my view, the essential element of an outpatient 

clinic is greater medical access.

59 In addition, I think there needs to be attention given to rural and remote areas. Access 

in those areas needs to be considered.

60 I also believe that we need to develop leadership and leaders within our mental health 

services. I’m supportive of initiatives that provide management and leadership training 

to psychiatrists. In other areas of the health system, there is a culture that embraces 

leaders and gives them considerable applause and recognition, and yet in my view that 

does not happen to the same degree or across the same range in mental health.

Drawing on your experience, how do you think the Royal Commission can make more

than incremental change?

61 Amongst the opportunities available for more than incremental change, improving 

interaction between the public and private system is a significant opportunity. The most 

obvious example surrounds the utilisation of both inpatient and potentially day patient 

capacity within the private health care system to ease burden on the public system 

during a much-needed phase of capital development. This would require clear 

negotiation between relevant parties as to when, for whom and how this could occur. In 

particular, some negotiation around how to best utilise private capacity to assist with 

those patients awaiting response in ED may be valuable. Further, specialised areas of 

care within the private system such as neurostimulation, mood disorders or disorders 

associated with developmental trauma may offer opportunities in increasing coverage 

across the spectrum of severe mental health disorders. Finally, any careful 

consideration of the workforce issues confronting Victorian Public Mental health should 

involve the private sector in its consideration. It would be advantageous to see this as 

an opportunity for potential collaboration and innovation rather than simply a competitive 

exercise.

1 Kessing, L., Hansen, H., Hvenegaard, A., Christensen, E., Dam, H., Gluud, C., & Wetterslev, J. (2013). Treatment in a 
specialised out-patient mood disorder clinic v. standard out-patient treatment in the early course of bipolar disorder: 
Randomised clinical trial. British Journal of Psychiatry, 202(3), 212-219.
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Professor Malcolm Hopwood
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