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Foreword

This submission is made on behalf of the Australian Government Department of Health.! It refers only to

the programs administered within that Department’s portfolio. %’(\
o . >

The submission is made in response to: Q\Q

On 19 March 2018, the Senate referred the following matter to the Senate Community Affairs Q)
References Committee for inquiry and report: (’\\

The accessibility and quality of mental health services in rural and remote Australia, with specif{'sﬁ\
reference to:

(o
e the nature and underlying causes of rural and remote Australians accessing ment@ﬁh
services at a much lower rate (see Parts 2-3) QO

e the higher rate of suicide in rural and remote Australia (see Part 5) A\‘g\
e the nature of the mental health workforce (see Part 6)

e the challenges of delivering mental health services in the regions (f\&rt 3)
e  attitudes towards mental health services (see Part 3)

e opportunities that technology presents for improved serviéQdelivery (see Part 6)
X
o
&
<O
Y
@)

e any other related matters,

©
Q@

A\
)

! Note: for the purposes of this document ‘Australian Government' is used to refer to the responsibilities of
government departments and agencies, while activity described in this document is limited to that within the
portfolio of the Department of Health. ‘Commonwealth’ refers to financial or other resource investment.
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1 Executive Summary

In August 2017, all levels of government endorsed the Fifth National Mental Health and Suicide
Prevention Plan. In doing so, each agreed to a collaborative approach to provide better mental
health and suicide prevention services in Australia.

The centre piece of the Australian Government’s contribution to this new approach has been to Q\Q
support Primary Health Networks (PHNs) as leaders in regional planning, coordinated funding and X
commissioning of mental health services. This will complement local general practitioner (GP) X,
activity and address service gaps. PHNs are required to tailor services to local needs, making this ap,
important development for accessibility and quality of mental health services in rural and remi&{(\

Australia.

Some of the current PHN innovations and trials are having immediate impact, while otlgzm Il take
time to consolidate and develop. The new PHN minimum data set will provide inform@' ata
more refined level to inform future policy and local service decision-making. Throu@such
initiatives, the Australian Government is contributing to improved mental health n@d suicide
prevention services in rural and remote areas, but there is still some way to %).

N
1.1 Background

Mental illness is widespread in Australia, as it is in other developeds@ntries. Data from the Australian
Bureau of Statistics (ABS) indicates that one in five people aged o 85 years will experience one of the
common forms of mental illness in-any one year’. Almost half&Mall Australians will experience a mental
illness at some point in their lifetime. Q

The impact of mental iliness on peoples’ lives varies, \A&different levels of severity and implications for
functional impairment. Some people may experien@a single episode and recover fully, while others may
experience ongoing effects on their quality of |i Qhd that of their families. Over 4 million Australian
adults are estimated to have common ment%@sorders, while for 3 per cent of Australians their mental
disorder is severe. Q\

The Australian Government recognissﬁ@‘is impact, including the emotional, social and economic cost of
mental iliness for individuals, families and communities. It also recognises the long-standing challenge of
access to health services in rurabnd remote communities, as well as the associated risk factors that
compound mental health ngagh

The improved mental health of Australians has been a national priority for over 25 years. Over that time,
there has been increaggd public awareness of the impact of mental iliness and the role of all governments
in supporting ac o mental health and suicide prevention services. Currently, the total spending of all
governments N\Tental health-related services and suicide prevention in Australia each year is $9 billion.?
There has al@*been a growing, combined government effort to ensure delivery of quality services across
public, pgyate, non-government and community sectors. The contribution of general practitioners
contig@es to be central to this through their role managing primary care and making specialist referrals.
The e practitioners are the front line of efforts to improve access to quality mental health services in
tralia.

2 Australian Bureau of Statistics. Media Release: One in five Australians have a mental ilness: ABC, October 2008
3 Australian Institute of Health & Welfare. Media release: Mental health spending hits $9 billion, 2 February
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1.2 National Mental Health and Suicide Prevention

Australia was amongst the first countries to develop a national framework for mental health reform.
Historically, our Federal governance arrangements have presented a challenge to these efforts. In some

instances, the roles and responsibilities of government have been blurred, while in others, there has not \s('\
always been adequate transparency and accountability for service delivery and quality. Despite examples (&
of success in some regions, these did not translate across the nation. For many years, implementation of Q\Q
best mental health practice was inconsistent with many practitioners and services operating in isolation. O‘\

A\

The Fifth National Mental Health and Suicide Prevention Plan, released in 2017, represents an important (\
step forward. The Plan brings together Commonwealth, State and Territory governments and consolida
existing partnerships, in a single national approach that emphasises the need to be responsive to the{\
specific needs of different regions. This approach is important because mental health challenges

complex and individual, while mental health system responses need to flexibly integrate publi ate
and community services. Planning and funding is to be undertaken at the regional level, wit@u losing
consistency and accountability at the national level. R\

The Australian Government has adopted a ‘plan nationally, act locally’ approach to builéon its past
leadership and leverage new and existing funding commitments. A key feature E&\e Commonwealth's
new role has been to support PHNs as the vehicles of integrated regional plang]®, coordinated funding
and targeted commissioning of mental health services. This is a ground-breaking new development for
mental health reform in Australia. For the first time, there is a clear line of sight, transparent accountability
and direct links between policy, resourcing and local delivery for qu,a@nental health and suicide

revention services.
p N4
o

X
1.3 National leadership in mentg{‘ﬁ\ealth through regional PHNs

The network of PHNs forms the centrepiece of the@stralian Government's recently expanded
contribution to accessible and quality mental h and suicide prevention services. PHNs have been
provided witha new flexible funding pool to&brdinate and commission mental health services at a local
level. They have quarantined funding for@ y intervention, youth and Indigenous mental health services
and have been entrusted with the cogt@nation of a range of other mental health initiatives. Accordingly, it
is the role of PHNs to engage with gg\eral and mental health practitioners to ensure the provision of
quality services to individuals. 6

This role of PHNs is vital as @Qy people in rural and remote areas do not have access to local mental
health professionals, and local general practitioners are usually the first point of contact and referral for
mental health services, In recognition of this, the Commonwealth has allocated mental health flexible
funding with signi{{@ t weighting for rurality, Indigenous status and socioeconomic status. These three
factors are kno o be associated with higher levels of need and lower rates of access to services. Further,
this approa omotes equity by addressing challenges around lower access to Medicare Benefits
Schedulg (@BS) mental health items in rural and remote areas.

Devaghdg national resources to provide maximum local benefit will provide significant benefits for rural
n¥OEmote communities, and will support the improved quality of care that comes from delivering
e’{Ervices through a stepped model that matches support to intensity of need (as discussed in Section 3.5).

0@ The success stories from this approach in rural and remote Australia are growing, but the innovative

@) mental health programs, initiatives and trials being developed by PHNs across Australia are still in their
early stages. These initiatives need time to consolidate and demonstrate impact.
,Q(\\ This submission by the Department of Health will demonstrate how good progress has already been made

with the ‘plan nationally, act locally’” approach, and describe the foundations that are being put in place to
provide for more such success into the future.

Department of Health | Senate Inquiry - Accessibility and quality of mental health services in rural and remote Australia |3
FOI 332-1718 7 of 63



2 Mental Health in rural and remote Australia

Mental health is a state of emotional and social wellbeing where the individual can cope with the normal
stresses of life and achieve their life potential. It includes being able to work productively and contribute
to community life. On the other hand, mental iliness refers to the range of cognitive, emotional and
behavioural disorders that interfere with the lives and productivity of people.

The experience of mental iliness is different for everyone. Mental iliness has many causes, can manifest
itself in different ways, and can have different outcomes. They may experience high levels of functional
impairment, persistent symptoms, comorbidities and side effects of medication. %)

Mental illness has a substantial impact across Australia. However, there are higher levels of need ((\
experienced within rural and remote communities, and suicide is a significant concern, particularly, (o
amongst Aboriginal and Torres Strait Islander people. This section will outline the prevalence @@E tal
illness in rural and remote Australia, as well as the significant challenges and substantial cos@o all
Australians. The range of programs, initiatives and trials within the Department of Healths@tfolio that
seek to address these challenges will be set out in following sections. ﬂ

q‘b
2.1 Prevalence of mental illness in rural and reﬁ'aote areas

In Australia, as in many other countries, the prevalence of mental iIInesQand suicide is high. In 2007, the
Australian Bureau of Statistics (ABS) conducted the second Nationa&@rvey of Mental Health and
Wellbeing. The survey involved approximately 8,800 people age er 16 years and living in private
dwellings in all states and territoriesof Australia. It reported 6& alence of mental illness at approximately
20 per cent.* That means that one in five Australians will Qé\%rlence a mental disorder in any given year,
no matter where they live.? O‘\

The prevalence of mental illness in Australia, combj with the significant disability associated with it,
results in a substantial personal burden of disea&bver 45 per cent of Australians will experience a mental
illness during their lives.® The burden of mer@a Iness is ranked only behind heart disease and cancer in
contribution to the total burden of disea%fh Australia’. Depression and anxiety account for over half of
this burden, with depression being the @ading single cause of disability among all disorders. Most
Australians have been affected by mgptal illness, either directly or indirectly, by being involved with
someone who has a mental illnags.

The latest AIHW report® on @tal health services reported that approximately 2.4 million Australians
received Medicare-subsidised services in 2016-17. In that same year, 4 million people received mental
health-related prescriptions. While prevalence of mental illness is consistent between metropolitan and
non-metropolitan{@ 5°, several indicators point to higher levels of need in rural and remote
communities. Thi€IS of note because lower access to early intervention through MBS services can result in
intensificati(%bf need, comorbidity, chronic conditions and greater hospitalisation. In 2016-17 there were

L

~

4 %an Bureau of Statistics, 4326.0 - National Survey of Mental Health and Wellbeing: Summary of Results,

AO¥ ' p.21,27

Royal Flying Doctor Service accessed 1 May 2018

® Australian Bureau of Statistics, 4326.0 - National Survey of Mental Health and Wellbeing: Summary of Results,
2007 p.1

7" Australian Institute of Health & Welfare, Australian Burden of Disease Study: impact and causes of illness and
death in Australia 2011, p.vii

& Australian Institute of Health & Welfare, Mental health services in Australia — web report, 3 May 2018,
Prevalence and policies

% National Rural Health Alliance, Fact Sheet — December 2017, Mental Health in Rural and Remote Australia
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.

~

495 MBS funded mental health encounters per 1,000 people in major cities, compared with 297 and 145
encounters per 1,000 people in outer regional and remote areas respectively.'® As noted above, these
figures do not indicate a higher prevalence of mental iliness. Rather they are an indicator of differential
service access in different communities. Figures such as these that have led groups, such as the National
Rural Health Alliance," to argue that it is the lack accessibility of services and other compounding factors
in rural and remote that contributes to greater demand for mental health services.

2.2 Unique mental health challenges in rural and remote (,\\O
Q

communities
N

People in rural and remote areas face a range of stressors that are unique to living outside major ‘Q‘(és
These include a greater prevalence of some chronic conditions and disability, and generally p ealth.
Rates of smoking, risky drinking and illicit drug use are also higher. Patients are more likely fg,present
during the later stages of illness, and they do not have the same access to primary care ai@early
intervention services. This often results in higher rates of complex comorbidities. Togethyr, these
influences can compound the risk factors for poor mental health.

Health challenges in regional areas are also compounded by social problems. k&eliness and isolation are
acute issues and are in part a result of the gradual depopulation of remote and rural areas to cities. This is
particularly challenging for young people growing up in these areas. Declining populations have led to the
withdrawal of many basic services — such as banks, hospitals, offices, ef‘schools. Fewer employment
opportunities lead to lower incomes, less financial security and str, > This range of factors pulls at the
fabric of regional social life and can contribute to higher rates@nxiety and depression.

Australians living in rural and remote areas are also vulner$9to environmental risk factors. Climate
stresses, such as drought, bushfires, and flood, may pre&e threats to peoples’ livelihoods. Rural
communities have also been affected by internation | #ade pressures and the declining profitability of
core industries, which can also be a factor in anxiﬁ&lepression and suicide. Higher rates of suicide in
regional Australia, particularly amongst men, so be linked to environmental specific factors (such as
the greater availability of lethal means of Q arm).

The Australian Government recognises@ese unique challenges and their link to the substantial economic
and social cost of mental illness and ¥0¥ide for rural and remote Australia.

&

2.3 Social and ePonomic cost of mental illness and suicide in
rural and r@gnote Australia

The social cost (&hental iliness can be high. This includes the intangible costs of reduced wellbeing,
emotional d&ss, pain, and other forms of suffering. The stigma associated with mental illness can
prevent?p e from discussing their condition with loved ones or being open about it in the workplace.
Whengy ptoms of mental health present they can have a significant social impact on individual sufferers.
Indp@uals may struggle to participate socially, form meaningful relationships or contribute to their local
munities. Some people may begin to disengage from society, and the social costs of this can be
ignificant. The severity of this social impact varies across regions and is often compounded by a range of

%3
\)@ social factors. For example, Aboriginal and Torres Strait Islander people, those living in highly remote
O

60

10 Australian Institute of Health & Welfare, Mental health services in Australia — web report, 2 February 2018,
Medicare services 2016-17 tables, Table MBS.10: Medicare-subsidised mental health-specific services, by
provider type(a), patient demographic characteristics, 2016-17

1 National Rural Health Alliance. Mental health in rural and remote Australia: Fact Sheet December 2017,
accessed 1 May 2018
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areas, and those who are marginalized based on their sexuality or gender, can face compounded pressure
on their condition.

The economic cost of mental iliness can also be high. The OECD estimates that the average overall cost of
mental health to developed countries is about four per cent of GDP."? At a national level, the economic
costs of mental disorders are substantial. Mental illness accounts for substantial losses in the workplace
through sick leave, lost working days and reduced productivity. The National Mental Health Commission
has estimated the annual cost of mental illness in Australia is more than $60 billion, which represents four
per cent of our overall GDP and equates to about $4000 for every tax payer.” It has been estimated that

N\
>
\2@
S

mental illness results in around 12 million days of reduced productivity a year for Australian businesses." (’\\,
Q

Amongst the direct financial costs of mental health in regional areas are those to government through
hospitalisation. The AIHW ‘Healthy Communities’ Report highlighted that the rate of hospitalisation
mental health conditions as well as drug and alcohol use and intentional self-harm, is higher in rw e
areas than major cities (as seen in Figure 1)."® In 2013-14 the overall mental health overnight
hospitalisation rate was higher in regional areas when compared with metropolitan areas ’>.@

b\
Figure 1: Age standardised rate per 100,000 population of same-day and overnight réntal health
hospitalisations, 2013-14" Qo)
N
1,096

Major cities Major Cities Major Cities  Inner Regional Quter Regional Remote
(High SES*) (Mid S(E\@ (Low SES*)

B All mental health disorders (2013-14) [ Intentional Self-Harm (2013-14)

>

*SES refers to SO{@— conomic Status

N

\

1 OECD.\Q&inq Mental Health Count, 2014

13 Nga&al Mental Health Commission. Economics of Mental Health in Australia, 2016

1 P% essor Allan Fels, National Mental Health Commission media release. The economic cost of physical ill-
Q¥élth and serious mental illness — 2016 web report, accessed 2 May 2018

{(\ > Australian Institute of Health and Welfare. Web update: Hospitalisations for mental health

\)‘ conditions and intentional self-harm in 2014-15, 16 February 2017

18 https://www.myhealthycommunities.gov.au/our-reports/mental-health-and-intentional-self-harm/february-
2017/web-update

17 Australian Institute of Health and Welfare. Health Communities — Hospitalisations for mental health conditions
and intentional self-harm in 2013-14: Table 4. Age-standardised rates of same-day and overnight
hospitalisations related to intentional self-harm, per 100,000 people, by local area (SA3) remoteness and
socioeconomic status, 2013-14, p.30.
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While data indicates significant differences in the rates of hospitalisation in rural and remote Australia
compared with major cities, it also reveals significant variation within regions — the rates of hospitalisation
in some communities can be almost eight times higher than for other communities of the same level of
remoteness.'® Analysis of 2015-16 data also reflected this variation within remoteness categories. When
considering all mental health disorders, the greatest range in the rate per 10,000 population of
hospitalisations was over in the Outer Regional category, with the highest rate being 4.7 times higher than

&
>

the lowest.” 7
,\Q\

To assess the economic cost of mental iliness in rural and remote Australia, it needs to be recognised that o
our regional, rural and remote communities are home to many of Australia’s primary industries, and (’\\
therefore contribute significantly to our country's economy. Recent data shows that approximately 67 p

cent of the value of Australia’s exports comes from these areas.” This means that loss of productivity

lack of healthy workers not only has an important impact on the national economy, but also on regi@s

and towns that rely heavily on one industry or export. To understand the true social and econ@@ pact

of mental illness in these regions, there is a need to look beyond costs in solely dollar terms®

D)
2.4 Total government expenditure in mental hquch

Australian governments invest significantly in mental health-related services fON3II Australians. In 2015-16,
the Australian Institute of Health and Welfare reported 7.7 per cent of all government health expenditure
was dedicated to mental health-related services, while national spendng on mental health services
totalled almost $9 billion in 2015-16. Of that expenditure, most wa@state and territory governments

(about 60 per cent of total mental health spending, or $5.4 billio llowed by the Australian Government
(35 per cent, or $3.1 billion) and private health insurance fun%& e per cent, or $466 million) (Figure 2
below). Q
A
®)

%)
&
%]
AN\
0(\
>
\9
K@
Q
)
)
Q
&
@
\‘Q
@Q
&
bo 18 Australian Institute of Health and Welfare. Health Communities — Hospitalizations for mental health conditions
\@ and intentional self-harm in 2013-14
,Q(\ 19" Australian Institute of Health and Welfare. Web update: Hospitalisations for mental health conditions and

intentional self-harm in 2015-16: Table 3: Hospitalisations of mental health conditions (overnight) and
intentional self-harm (same day and overnight), by Statistical Area Level 3 (SA3), 30 November 2017
20 National Rural Health Alliance: Economic contribution of regional, rural and remote Australia
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Figure 2: National spending on mental health services 2015-2016*"

$466 million

$3.1billion $5.4 billion
S
Q
A&(\
u State and territory governments Australian Government Private health Insurance funds

The Commonwealth is a major contributor to national investment in é\provision of mental health
services. It provides direct or indirect funding to the major private,%%or services (including private
psychiatrists and general practitioners) through the Medicare its Scheme (MBS), as well as
medications through the Pharmaceutical Benefits Scheme (B\EB.

In 2016-17, the Department of Health total mental heal!Q\expenditure was over $4 billion, covering MBS
and PBS, the Commonwealth’s share ‘of public hospi nding and private insurance rebates, and
departmental mental health programs. The $71 .ﬁlion of funding for mental health programs in 2016-
17 including those supporting primary care, péotion and prevention, psychosocial support and suicide
prevention. K@

The Australian Government also providgyl $1.485 billion to states and territories specifically for public
hospitals, through which mental heal¥ services are delivered.? In 2015-16, $5.4 billion was spent on
state/territory mental health seryices, which included $2.4 billion on public hospital services.”’ The states
and territories add to fundin§’§vided by the Commonwealth and then disburse this funding to local in-
patient and community-basee services, as well as to non-government sector services.

In this way, the Commonwealth, state and territory funding partnership provides the foundation for
accessible and qugl ental health and suicide prevention services in Australia.
&
QQ
Q

.Qfoéo
X
Q

2

&

21 pustralian Institute of Health and Welfare. Mental health Services in Australia- web report 3 May 2018,
Expenditure on mental health-related services 2015-16 — Key Points; Australian Institute of Health & Welfare.
Media release: Mental health spending hits $9 billion, 2 February.

2 Department of Health internal projected estimates.

2 Australian Institute of Health & Welfare, Mental health services in Australia — web report, 3 May 2018,
Expenditure on mental health-related services 2015-16 tables, Table EXP.1: Recurrent expenditure ($'000) on

state and territory specialised mental health services, states and territories, 2015-16.
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2.5 The role of public, private and non-government sectors in
mental health

Mental health service provision within the Australian health care system is characterised by multiple
providers working in primary, specialised mental health and other health services. For the purposes of this &Q
document, these are defined as:

e Primary care services are those providing socially appropriate, universally accessible, scientifically

sound first level care, supported by integrated referral systems. They do so in such a way that (’\\,O
gives priority to those most in need, maximises community capacity, collaborates with other 2
services, and fosters the individual's independence and participation. (\s(\

e Specialised mental health services are those in which the primary function is to provide ment,

rehabilitation or community support for people affected by mental iliness, and in whidy)such
activities are delivered from a facility or service which is readily identifiable as bo@&@ecialised
and serving a mental health need. A

e  Other health services include those not classified above, such as public hqglth services which
provide some form of mental.health care, education or rehabilitation.\g

These services are provided across the public, private and non-government sectors.

Public sector mental health services include psychiatric hospitals, psy@tric units in general hospitals,
community residential units and community mental health servicesXQ»

private psychiatric hospitals and private allied health profe als. The Commonwealth makes a

The term private sector refers to a range of providers includin @vate psychiatrists, general practitioners,
significant contribution to this sector through its share Kﬁge health insurance rebates.

The non-government (NGQ) sector includes not for, 8it and community managed organisations, which
promote independence and mental wellbeing, pg@tde support and advocacy, or provide specialised
information, accommodation and rehabilitati ervices.

<
.. ) % ) )
2.6 The distribution o mental health services in rural and
remote Australia(\b
N\

The Australian Government and state and territory governments play different roles in mental health care.
The Commonwealth’s primary roles are in funding services through the MBS/PBS, supporting a nationally
coordinated (but &ally delivered) system of services and providing leadership in mental health reform.
Medicare item e provides one important measure of the Commonwealth’s contribution to mental
health service@Nt also provides a mechanism to assess the distribution of services across Australia

according @ patient demographics.

Ade raphic distribution of Medicare-subsidised mental-health specific services (as seen in Figure 3)
in es a large difference in access to services in regional and remote areas.

)
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Figure 3: Rate (per 1,000 population) of Medicare-subsidised mental health-specific services for all
providers, by patient demographic characteristics, 2016-17.%*

M Age Less than 15 years
Sex 15-24 years
25-34 years
35-44 years
45-54 years
55-64 years

65 years and over
Male

Female

" Indigenous status
I Remoteness area

Indigenous
Non-Indigenous
Major cities
Innerregional
Outer regional
Remote

Very remote
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561
472 &
495 S

0

*except for indigenous status which is age standardised.

&
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Further analysis of Medicare-subsidised mental health se@s by population rate reaffirms this disparity

(as seen in Table 1).

Table 1: Number of people and rate (per

health-specific services, by remoteness

&

cen

o

)

o)

@

opulation) receiving Medicare-subsidised mental
16-17)*

Remoteness area Number of peog@

Rate (per cent of the population)

Major cities 1,754,932\6 10.2
N\
Inner regional 457,817 104
>
Outer regional \QJ_68,166 8.1
@)
Remote Q(\ 14,872 4.8
Q
Very%mote 5,326 2.8
AN
XN
QQ
\) 24 Australian Institute of Health & Welfare, Mental health services in Australia — web report, 2 February 2018,
(@) Medicare services 2016-17 tables, Table MBS.10: Medicare-subsidised mental health-specific services, by
bo provider type(a), patient demographic characteristics, 2016—17; Australian Institute of Health & Welfare, Mental
\@ health services in Australia — web report, 2 February 2018, Medicare services 2016—17 section, Figure MBS.5,
L& p.6

2 Australian Institute of Health & Welfare. Mental health services in Australia — web report, Medicare Services

2016-17 Tables, May 2018, Table MBS.5: People receiving Medicare-subsidised mental health-specific services,

by provider type, remoteness area, 2016-17
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When expressed in standardized population terms, there is still a clear disparity in mental health services
between metropolitan and non-metropolitan areas. For the 2016-17 period there were 495 Medicare-
subsidised mental health-specific services per 1,000 population in major cities, over three times that of

remote and six time that of very remote Australia (refer to Table 2). %,Q
>
¥
Table 2: Number and rate per 1,000 population of Medicare-subsidised mental health-specific services, O\
by remoteness area (2016-17)*
Q)(\
Remoteness area  Number Rate (per 1,000 population) (\SQ
Major cities 8,535,456 4953 QQQ
_ 7
Inner regional 1,920,417 437.8 A&Q
Outer regional 619,577 296.6 Cb
N

Remote 44,680 145.2
Very remote 15,664 80

‘N

o

These figures demonstrate the high variability in MBS men anlth service usage across Australia. Some
groups have attributed this difference to the lower nu Bs&f mental health care professionals in rural
areas (see Table 3). In regional areas the numbers of pg)thiatrists, mental health nurses and psychologists,
are respectively, 36 per cent, 78 per cent and 57 pe@ént of those in major cities, with even poorer
comparisons in remote areas.’ b

®®

N
Table 3: Number of mental health profegionals (Clinical FTE per 100,000 population) by remoteness
(2015)* s(@

Major Citiei\é Inner Regional  Outer Regional Remote Very remote
Psychiatrists 13 5 4 5 2
>
Mental Health 74 46 53 29
Nurses
<
Psychq!egvsts 73 46 33 25 18
&
o
\‘Q
O
2%

Australian Institute of Health & Welfare. Mental health services in Australia — web report, May 2018, Medicare
Services 2016-17 Tables, Table MBS.14: People receiving Medicare-subsidised mental health-specific services, by
provider type, remoteness area,2016-17

%7 National Rural Health Alliance. Mental health in rural and remote Australia: Fact Sheet December 2017,
accessed 1 May 2018

8 pustralian Institute of Health & Welfare. Mental health services in Australia — web report, 3 May 2018, Mental
health workforce 2015 tables, Table WK.4: Employed psychiatrists, Table WK.12: Employed mental health nurses,
Table W.20: Employed psychologists
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.

~

600\)@

The reduced access to care highlighted above is also reflected in MBS data. When MBS expenditure on
mental health services is analysed by remoteness, per capita expenditure in cities in 2015-2016 was just
under four times that of remote areas and more than six times that of very remote areas (see Table 4).

Table 4: Per capita MBS expenditure, mental health services, by remoteness 2015-2016%
¥
Major Cities  Inner Regional =~ Outer Regional Remote Very remote '
®)
Q
All Q
. $52.42 $43.43 $29.40 $14.58 $8.26 ((\
Professionals
&
o

The Commonwealth is committed to addressing these issues of relatively lower service acce@an
accessibility of general, medical and allied health professionals. This has been demonstra!@through a
series of national initiatives over the past three decades (see Section 3).

>
. 2 :
2.7 Underlying causes for lower access to mental health services

outside of metropolitan areas Q
;\}O

Australians living|in rural and remote communities continue to f. range of challenges in accessing
mental health services to meet their-need. This is despite theﬁprevalence of mental illness in rural,
remote and metropolitan areas. Q
As outlined above, fewer mental health professionals réult in fewer services being available when and
where they are needed.”® People in rural and rem reas also face difficulties accessing mental health
services from further afield. Factors such as dist and travel cost can result in delays in people

obtaining assistance, which contributes to gref@er acuity.’ These delays in access may result in an
individual's illness becoming more advanggfand presenting with complex physical comorbidities, and/or
leading to greater chance of hospitalisg@pn.

The societal stigma attached to mental illness can result in people not obtaining assistance, even when
services area accessible. People@n be reluctant to seek help. Stigma can prevent people from sharing
their illness with work coIIea??s and their families or delaying contact with local health professionals.
Fears and perceptions around stigma may also result in people being reliant on an individual general
practitioner or mental health professional because the patient does not trust others in the community. This
can result in a mi between the more complex or severe needs of the individual and the
qualifications, sl{% nd experience of the professional providing support.

The Better ,@Qess and telehealth initiatives (discussed in detail in Section 7.3) aim to address these exact
issues bg proving access to specialist mental health services that complement the established trust

bet general practitioner and patient with confidential, high quality, expert services that are matched
Q‘&\ensity of need.
)

# Australian Institute of Health and Welfare. Mental health services In Australia - web report 3 May 2018,
Expenditure on mental health-related services 2015-16 tables, Table EXP.22: Australian Government Medicare
expenditure on mental health-specific services per capita ($), constant prices, by provider type, remoteness area,
2006-07 to 2016-17

30 Royal Flying Doctors Service, Media ready resources, accessed 1 May 2018

* ibid
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3 Past initiatives in rural and remote health and
mental health

A consistent feature of past Australian Government initiatives to improve health care in rural and remote
Australia has been the inclusion of significant mental health components. This emphasis was enhanced by
the endorsement of the Fifth National Mental Health and Suicide Prevention Plan by COAG.** This enables
the Commonwealth to continue its leadership role as part of a new coordinated national approach to
mental health service delivery and suicide prevention. This section provides a brief history of
Commonwealth initiatives in rural and remote health care, some of which include mental health
components, whilst others are not mental health specific (but have impact on mental health service ((\
providers). It also examines the nature and underlying causes of rural and remote Australians acce@
mental health services at a much lower rate. Q@

<
. . L
3.1 Australian Government commitment to health caye in rural
and remote Australia qcb

The Australian Government has a long history of implementing initiatives to improve health care in rural
and remote areas. There have been many successes and significant progress has been made since Federal,
state and territory governments endorsed the first national health p] LQVver two decades ago. However,
the challenges around accessibility and quality of mental health s es in rural and remote areas are
multiple and complex, which makes the new integrated nation@oproach a ground-breaking
development in addressing these persistent challenges. ;\O

In the past, many Australian Government initiatives to aq&gss these challenges were driven by a need to
address the shortfall in supply of general practitiong s@ rural areas, and to provide incentives for medical
practitioners to relocate to rural areas. These pra ners are the front line of primary care and the main
referral gateway to specialist mental health ca nd this underpinned this strategy. Data emerging from
the mid-1990s onward also supported th \(@N that there were general practitioner shortages in rural and
remote areas.” &

Following its election in 1996, the Homrd Government introduced schemes intended to address the
maldistribution of general practtioners, such as requiring overseas trained doctors to work in areas
classified as District of Workf@Shortage (explained in more detail overleaf).** However, despite
government initiatives, short&_;es of doctors persisted, and more evidence began to emerge in the early
2000s that shortages were also commonplace in the outer metropolitan areas of the capital cities. This led
to another set of initighives which included boosting medical student numbers overall, establishing rural
clinical schools a%gégional medical schools, and increasing university admission of students who were
already resident&5f rural areas. This commitment continues to attract general practitioners to non-
metropolitaggreas through a range of Australian Government schemes. Some of these initiatives include:

Rderal government bonded scholarship initiatives

s(\(b The Medical Rural Bonded Scholarship Scheme provides 100 scholarships annually. In return for

Q\' support under this scholarship, students agree to relocate and practice in rural and remote areas
®® for six years continuously upon completion of their medical and vocational training. Similarly, The
D Bonded Medical Placed Scheme provides funding to study medicine in return to a commitment

from students to work in areas with workforce shortages.

32 COAG. The Fifth National Mental Health and Suicide Prevention Plan, 2017, p.19-20

33 Australian Parliamentary Library. Medical practitioners: education and training in Australia, Social Policy
Section, 2009.

34 Ibid, footnote 14
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The Australian College of Rural and Remote Medicine Fellowships

These fellowships allocate places to trainees on either a general or rural pathway to fellowship.
Rural pathway trainees complete all their practice in rural and remote areas, within hospitals and
in specialised medical areas over a period of four years. Specific placement programs, such as the
John Flynn Placement Program provide placements for shorter periods of time, such as a
minimum of two weeks each year over a period of four years. Each recipient works closely with a
rural doctor in a wide variety of health settings to experience one-on-one mentoring. It also
serves to encourage students to interact with local communities.

The Rural Australian Medical Undergraduate Scholarship (RAMUS) ®(\

Administered by the National Rural Health Alliance, this scheme assists selected students fro ((\
rural and remote areas to undertake medical degrees. To be eligible for RAMUS, students t
have lived in rural and remote areas for a cumulative period of eight years. Although

students are not bonded to work in rural areas after the completion of their studies,_eNérts are
made instead to reinforce student ties to the regions through a rural mentorshig\ gram and
compulsory membership of university student rural clubs. A

A further range of incentive, grant, education and training support initiatives are %pported by funding
from the Commonwealth (see Part 6): ,\Q

By developing education quotas and policies, tracking the needs of the population and providing the right
infrastructure to allow for relocation to rural and remote areas, the Ausialian Government has been
working to assist with some core aspects of ensuring that there is ek@ ate healthcare in the regions in
question. Methods have been developed to determine the areas @fere the shortage of medical
practitioners is being felt the most. These include: \é

Areas of need (AON) \(\

A state and territory classification related to héth workforce shortages was created, referring to
any areas where there is a lack of specific @dical practitioners. It also covers situations when
there are unfilled medical positions in &private and public sector after recruitment efforts have
been taken over a period of time. @

District of workforce shortageé’gNS) monitoring classifications

A classification for monitorir&ealth workforce shortages was developed to accurately reflect the
need of medical practitoners in specific areas. District of workforce shortage (DWS) refers to
those areas where t&@ mmunity is considered to have lower rates of access to medical services
than that experienced by the population in general. While for some time this classification was
reserved for only rural and remote areas, DWS is also now applicable to outer metropolitan areas
that suffer g&dical practitioner shortages.

Evidence from tl\@tommonwealth Department of Health indicates that these incentives to influence the
location of ice for general practitioners have been largely successful over the longer term. This is
based lysis of access to GP patterns for metropolitan and non-metropolitan Australia using MBS
trans%cjonal data.”

Wﬁ recently, attention has shifted to factors effecting the ability of general practitioners to refer to
ental health specialists. These include a lack of training in identification of early signs of mental iliness
and attracting appropriately qualified mental health specialists to non-metropolitan locations. A range of

Australian Government strategies to address these issues are detailed throughout this document.

3 Department of Health internal data analysis.
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3.2 Attitudes and challenges to delivering quality mental health
services in rural and remote areas

The Australian Government is committed to providing all Australians with access to high quality and safe

mental health services, where and when required. Its approach to delivering quality mental health services &Q
in rural and remote areas is underpinned by national quality standards, greater transparency across the (%)
system, a focus on quality within the design of PHN local service coordination, and a range of resource ,\‘2‘
supports for mental health professionals. \O

At a national level, the Australian Commission on Safety and Quality in Health Care has responsibility for @Q
leading and coordinating improvements in safety and quality across the healthcare sector. In August \
the Commission published the National consensus statement: Essential elements for recognising and Q
responding to deterioration in a person’s mental state®. This statement will help health services j
implementation of the National Safety and Quality Health Service (NSQHS) Standards, including/in mental
health. A range of National Standards have also been specifically developed to support i ed quality

in mental health services, called National Standards for Mental Health Services (NSMHS.R\'

Driving quality and continuous system improvement is also captured in two prior%es of the Fifth National
Mental Health and Suicide Prevention Plan by: '\q

e making safety and quality central to mental health service delivery; and
e ensuring that the enablers of effective system performance and{xstem improvement are in place.

These national efforts provide clear guidelines on expectations ar N quality and safety in service
delivery and will be used by all partners in the national mental th system to drive continuous
improvement across all parts of Australia. 5\0

O

The Fifth National Mental Health and Suicide Preventioﬁ\}?an responded to the 2014 National Mental
Health Commission review finding that the national tal health system was poorly planned,
fragmented, badly integrated and lack of accou @}ty.37 In response, all levels of government, private
and non-government sectors have committe orking together to deliver the best quality mental
health care in Australia. With roles and reé@&lbilities more clearly delineated, the respective activities of
key players better coordinated, and new_ M8rums that make performance more transparent, the system is
more accountable for improved qualiQs mental health service provision.

services in rural and remote alia is delivered by PHNs through their local service coordination and
commissioning. This involve@HNs regularly reporting against national and local indicators, which again
increases transparency and drives greater accountability against quality standards. Fundamental to this is
the requirement of%@ls to work with LHNs through a stepped care approach (see Section 3.5).

A third pillar of the Australian §§vernment’s contribution to improving the quality of mental health

This approach i @ticularly important for ensuring quality in rural and remote areas because regional
PHNs have dig@¢t responsibility for ensuring that the stepped care approach efficiently and effectively
matches s@pytces to local mental health needs (including people in hard to reach areas and at-risk
populatiorls). PHNs are also responsible for genuine engagement with local consumers, carers, families
an% port people to plan, design and deliver high quality services.*®

.@'e Australian Government also supports improved quality in service delivery through the collection,
@%issemination and access of research and information across the mental health system to inform

P . — . | |
b(> 36 Australian Commission on Safety and Quality in Health Care. National consensus statement: Essential
. elements for recognising and responding to deterioration in a person’s mental state, 2017
,&‘(\\ 37 National Mental Health Commission. Contributing Lives, Thriving Communities - Report of the National

Review of Mental Health Programmes and Services, 2014.
38 National Mental Health Commission. The 2017 National Report on Mental Health and Suicide Prevention,
2017, p. 47
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evidence-based best practices in mental health care and suicide prevention. Examples of these measures

include centres of excellence in research (see Section 8.3) and a range of mental health professional

networks (see Section 6.5). Of significant value for the quality of mental health service delivery in rural

areas are new online training opportunities for mental health professionals, such as the Mental Health

Professional Online Development (MHPOD) tool (see Section 6.5) and direct digital access to experienced

mental health specialists through the new Better Access telehealth initiative (see Section 7.3). (0&{9

&\2@

3.3 Australian Government commitment to mental health care (,\\O

in rural and remote Australia ((@
There has been significant change within the Australian mental health care sector since the first Na‘t\&wal
Mental Health Strategy was endorsed by all governments in April 1992. Q®
Mental health care is now delivered primarily in community settings, compared to the rel on inpatient

services that previously characterised the Australian system. There has also been an incg ’a\S'ed emphasis on
the safety, quality and outcomes of care. Changes to the MBS at the end of 2006 substarttially increased
access to mental health care in primary care settings, while significant investmen@hy mental health
promotion initiatives have increased awareness and knowledge within the comghnity. These
achievements have led to Australia being regarded as a world leader in mental health system reform, but
there is still much to do.

The Fourth National Mental Health and Suicide Prevention Plan, re Qd in 2009, advocated a whole of
government and collaborative approach to national service coorgd{@tion and stronger accountability for
mental health reform and service delivery. It also put a case fi vernment to explore opportunities for
upstream investment to reduce downstream demand on al health care services.

Upstream investment refers to initiatives that seek to @ress the causes or risk factors for diseases rather
treat the disease symptoms themselves. By contras@ downstream agenda focuses on clinical
interventions or/other treatment services. While nstream interventions can be costly and include
hospitalization; extended treatment with me lon and advanced procedures, they can be even more
costly-with-complex, chronic and comorbighsSnditions such as mental iliness. While these costs of
treatment are well known, the benefits @ pstream initiatives that prevent or reduce chronic or comorbid
conditions can be hard to quantify. D\Qaite this, the Australian Government is committed across its range
of portfolio activity to support education, housing, welfare and other programs that address the risk
factors of mental illness upstr(ﬁ.

In 2014, the Australian Government tasked the National Mental Health Commission with conducting a
national review of mental health programmes and services. The focus of this review was on assessing the
efficiency and eff c@‘bness of programmes and services in supporting individuals experiencing mental
illness and their(%ilies.39 The findings of this review highlighted extensive challenges within Australia’s
mental healtthstem and advocated a ‘plan nationally, act locally’ response that relied on the established
network ogFfdstralian PHNs. The Australian Government response to this review endorsed the PHN
appro MAnd foreshadowed the development of new innovative models of care for rural and remote
me ealth services supported by flexible funding models. These directions were to provide the

Q%g ation of the Fifth National Mental Health and Suicide Prevention Plan, which was released in August

17.

39 National Mental Health Commission. Contributing Lives, Thriving Communities - Report of the National
Review of Mental Health Programmes and Services, 2014.
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3.4 Fifth Plan - an integrated approach to regional service
delivery

The release of the Fifth National Mental Health and Suicide Prevention Plan marked another significant
point in the history of the National Mental Health Strategy. For the first time, one plan committed all &(\
governments to work together to achieve integration in planning and service delivery at a regional level. e"b
Importantly, it demanded that consumers and carers shape the way in which services are planned, ,\‘2‘
delivered and evaluated. The plan recognised the tragic impact of suicide on the lives of many Australians e)
and set a clear direction for coordinated action by all levels of government to more effectively address thié’(s\\'
important public issue (see Section 5.1). ((\
&

&

\(\Q

Figure 4: National and regional roles in strengthening integration
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Leads: Governments
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preconditions for change
and facilitating integration
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mechanisms, infrastructure
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This plan was also the first to specifically outlinﬁaagreed set of priority actions to address social and
emotional wellbeing, mental iliness and suicide amongst Aboriginal and Torres Strait Islander people (see
Section 9:1), as well as being the first to elevate the importance of the physical health needs of people
who live with- mental illness. %}

This Plan was developed at a time Qf\fonsiderable change in social policy in Australia. Of paramount
importance was the establishm@yof the National Disability Insurance Scheme (see Section 9.2), while
state and territory governm were establishing Mental Health Commissions. In this way, the Plan
reinforced the coming t(&her around a whole of government approach that was already occurring and
laid the groundwork for §overnments to partner in a new national approach to provide better mental
health and reIateerrvices in Australia.

The Commongé‘s%h is committed to working with the states and territories to deliver services in this

seamless s approach, through which a nation-wide policy program is designed to maximise flexibility
in servi livery and consistency in service quality around consumer needs at the local level.
©
o

5

0\) A fundamental implication of the Fifth National Mental Health and Suicide Prevention Plan was the
bo emphasis on the partnership of PHNs with Local Hospital Networks (LHNs) to ensure that the national
X2 approach to mental health services delivery was effective at the local level.

~

Implications of the Fifth Plan for rural and remote Australia

As part of this, PHNs form the centrepiece of the Commonwealth’s contribution to improving accessibility
and quality of mental health and suicide prevention services in rural and remote Australia. PHNs are the
key point for integrated regional planning, coordinated funding and commissioning to complement local
service gaps in mental health care and suicide prevention. To achieve this, a range of previous funding
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programs have been consolidated into flexible funding arrangements that can be used to target the
specific health care needs of those in rural or remote communities. Core operational funding is also
provided for the administrative, governance and core functions of PHNSs. This funding is to be used to
support the operations and maintenance of PHNs and to conduct needs assessments and associated
population health planning.

Flexible funding is provided to enable PHNs to respond to identified national priorities as determined by
Government, and to respond to PHN-specific priorities by commissioning required services. This funding is
used to achieve health outcomes that are measured by national and local performance indicators. National
indicators reflect government priorities and were selected because of their alignment with PHN objectives. (’\\,
Currently, mental health treatment rates (including for children and adolescents) are amongst the key &
national indicators for PHNs. ((\

A

Local indicators are also produced by each PHN. These are derived from analysis of the health ne@@ of
local populations to enable better targeting of available resources and services. These indicat re
orientated around a stepped care system approach. While this approach predated the new_i@e for PHNs,

its inclusion at the core of PHN regional planning, funding and commissioning was an i

rtant new

contribution in improving quality service delivery. The Department of Health has dev@ d guidance to
help PHNs carry out this role including providing advice of best practice example%ﬂ/stepped care.

Stepped care is. "defined as an evidence-based, staged system comprising a hié%aor)chy of interventions,
from the least to the most intensive, matched to the individual's needs. Whié\here are multiple levels
within a stepped care approach, they do not operate in silos or as one d’r&ﬁonal steps, but rather offer a

spectrum of service interventions”*’. Through the stepped care apprq

, PHNSs can target funding to areas

of need, drive quality improvements and achieve better outcomes \the community and the healthcare
s been developed by drawing
international best practice and elaborating around sector arf@orkforce requirements (see Figure 5).

system. A uniquely Australian version of the stepped care mod

Figure 5: Australian model of mental health stepp
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This stepped care approach matches services to intensity of need and assists PHNs to identify gaps in local

40 Department of Health. PHN Primary Mental Health Care Flexible Funding Pool Guidance No. 1: Stepped Care,

2018, p.1

41 COAG. The Fifth National Mental Health and Suicide Prevention Plan, 2017, p.19-20

Department of Health | Senate Inquiry - Accessibility and quality of mental health services in rural and remote Australia |18
FOI 332-1718

22 of 63

)
2

s\%


http://www.health.gov.au/internet/main/publishing.nsf/content/phn-mental_tools
http://www.health.gov.au/internet/main/publishing.nsf/content/phn-mental_tools
http://www.coaghealthcouncil.gov.au/Portals/0/Fifth%20National%20Mental%20Health%20and%20Suicide%20Prevention%20Plan.pdf

service provision. In turn, this allows PHNs to plan and support delivery of mental health and suicide
prevention services that align with the specific needs of their consumers and their carers.

As part of their planning processes, PHNs are expected to select, periodically review and revise their
indicators to allow measurement of PHN priorities and drive quality improvement activity in their region
(see Part 8). This local focus to measuring performance, allocating funding and planning services gives
rural and remote PHNs the capacity and flexibility to target the specific mental health needs of their
communities. This contribution is enhanced because PHNs are also required to explore innovative funding
and service delivery models to join with community and private providers to meet local needs.

Further, approximately $85m of mental health funding is specifically quarantined to improve access to, Q
culturally appropriate, mental health services for Aboriginal and Torres Strait Islander people®. This Z
funding builds on mainstream mental health funding provided to PHNs and aims to increase access,éx
culturally appropriate and safe mental health services. Over 40 per cent of Aboriginal and Torresé t
Islander people live in outer regional or remote areas. Regional PHNs are to collaborate with

communities and local service providers to improve mental health and suicide prevention_ J@s

quarantined funding ensures that the specific challenges around suicide amongst Abori and Torres

Strait Islander people in rural and remote remains a focus of PHNs. \Q&

In addition to the above funding, PHNs are also required to harness opportuni!@%’r digital technologies
to improve access to mental health care and suicide prevention services in rurBk&@nd remote communities.
The rationale behind this approach is to overcome the tyranny of distance @ncrease access to services by
people outside cities, to counter the imbalance in availability of mental h&alth professionals outside
metropolitan areas, and to reduce the potential negative impact ofs@ a in small regional communities.
This will also ensure greater equity in the receipt of quality, evide informed, best practice mental health
services across Australia.

o)
In these ways, the Australian Government's strategy to ir@nent its responsibilities under the Fifth
National Mental Health and Suicide Prevention Plan (th gh an emphasis on PHNs) provides the
foundations and framework to partner in new initiaR@ to improve access and quality of rural and remote
mental health services. b()

42 Department of Health. PHN Primary Mental Health Care Flexible Funding Pool Guidance No. 6: Aboriginal and
Torres Strait Islander Mental Health Services, 2018, p.1
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4 Current initiatives to improve access and quality
of mental health services

The Australian Government is driving integrated regional planning through PHNs which will link high-level
planning to local specific need. There are already examples of the Commonwealth's funding contribution
through PHNs making a positive difference for access and quality of rural and remote mental health
services. This section examines in more detail how the Australian Government is contributions through

PHNs to exciting mental health innovations and suicide prevention initiatives in rural and remote Australia. X,
)

4.1 The role of PHNs in mental health services @be

The Australian network of 31 PHNs form the centrepiece of the Australian Government’s congrifution to

delivering mental health and suicide prevention services (see Appendix B). PHNs have beg\i})rovided with
a new flexible mental health care and suicide prevention funding pool to plan, integr@@nd commission
mental health services at a local level, in partnership with relevant services. This regtpnal approach
distinguishes what services are available to identify and address service gaps w needed, including.in
rural and remote communities. Accordingly, it is the role of the PHN, to eng déwith medical practitioners
and mental health professionals to ensure the provision of quality servicgg €0'individuals. This role is vital

for mental health and suicide prevention services in rural and remote ¢ unities, where most people do
not have access to local mental health professionals, and local GPs e first (sometimes only)
accessible avenue of referral to appropriate services. Q)

The Australian Government provides core and flexible fundi NS support PHNs with-their leadership
responsibilities. A flexible funding pool has been establisl\@ within core funding to enable PHNs to
respond to identified national priorities and meet key {¢alth outcome indicators. In 2018-19, around 59
per cent of this funding will be fully flexible. This fl@le funding component includes provision for a
range of low intensity to severe youth 'services severe/complex adult mental health need. It also
provides for suicide prevention and delivery of psychological services for harder to reach groups (such as
those in rural and remote areas). This flexible funding incorporates the previous Access to Allied
Psychological Services (ATAPS), Mentq@fealth Services in Rural and Remote Areas (MHSRRA) and ' Mental
Health Nurse Incentive Program (I\Q—| IP). It is expected that PHNs will invest this flexible funding into
programs that will continue the@¥tnciples and success of these previous initiatives.

Additional funding to sup Y}integration of Indigenous mental health and other services will be further
quarantined and can onfgibe spent on specific programs. In 2018-19, this quarantined funding will make
up the remaining 41 per cent of PHN flexible funds to PHNs with 32 per cent tied to youth psychosis and
headspace initiat@s. It also provides specific support for Aboriginal and Torres Strait Islander mental
health (9 per ﬁt). These provisions improve the accessibility and quality of mental health services in rural
and remot stralia because PHNs, whose coverage include these areas, are required to use them to
target sé@ées to the needs of these communities.

Agg{b e seen in Figure 6 below, the Commonwealth’s contribution to mental health and suicide
ention services is the fourth largest within the Health portfolio. In 2017-18, this contribution is
nticipated to be approximately $423million.
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Figure 6: PHN funding in the context of mental health spending in Health portfolio 2017-18 ($million)**
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The total PHN funding to mental health and suicide prevention is ng ributed evenly across Australia.
In recognition of the specific challenges of mental health service ggdery in rural and remote communities,
the Commonwealth has developed and applied a model to all mental health flexible funding with
significant weighting for rurality, Indigenous status and socf nomic status: These three factors are

known to be associated with higher levels of need and ch@ rates of access in rural and remote regions.
As a result, PHNs with populations resident outside m city/metropolitan areas receive over double the
per capita funding of metropolitan PHN regions (s@'able 5 below).

P

3 Department of Health public resource document.
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Table 5: Mental health flexible funding to PHNs — predominantly non-metropolitan regions vs

metropolitan regions (2018-2019 estimate) *

Number of Percent of
Programs regions Australian
population
Non-metro PHN regions: with 15 33%
predominantly (>50%) non-
major city populations
Metro PHN regions: 16 67%
predominantly (>50%) major
cities populations
Total 31 100%

Percent of PHN Per capita

funding 2018- funding
: N\
19 2018-19 >
¥
50% $24.70 O$\
A\

50% $1é&

%]
&
)

100% ~'Q $16.14
4%
q‘b

However, if a more stringent definition of non-metropolitan is applied, a é\n'ly those PHNs with
significant populations resident in outer regional and remote (RA3-RAg\aYeas are compared, the per
capita funding differential is even greater. These PHNs receive 2.4 &@35 the per capita funding compared

to other PHN regions (see Table 6). (0(0
o

Table 6: Mental health flexible funding to PHNs - regg@vith significant RA2 -RA3 populations vs

others® (@)

N

Number of 60 Percent of

Programs regions Australian
o population
oY
PHN regions with é 9 16%
significant populations (\6

(>20%) living in areas
classified as Outer )
Regional, Remote\\/ery

Remote \Q
)
Other P@egions 22 84%
&

Tote[b 31 100%

A\
)

Percent of PHN Per capita

funding 2018- funding
19 2018-19
31% $31.77
69% $13.19
100% $16.14

Data from the Australian Institute of Welfare on Medicare-subsidised mental health-specific service use

illustrates the significantly lower rates in outer regional and remote areas.

4 Department of Health public resource document.
45 Department of Health public resource document.
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The Department has conducted analysis of AIHW data on MBS mental health funding by PHN region and
correlated it funding allocation for each PHN (see Figure 7).

Figure 7: Funding allocation to PHNs per capita vs MBS funding (2018-19 estimate) *°
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This analysis illustrates that the weighting for flexible ding results in greater evenness in overall mental

health service funding across regions. This insig
given the lower/rates of MBS mental health use

htiparticularly relevant to rural and remote Australia
side metropolitan Australia (see Part 2).

Hence, a result of the Commonwealth’s'approach to mental health flexible funding for PHNs is that there
is greater potential consistency and eq%’y in availability of services across metropolitan, rural and remote
0ach to mental health funding, the Australian Government has laid
the foundation for PHN partnershid\with other levels of government, private providers and community

communities. Through its targeted

services to coordinate and delj

6\)

innovative mental health and suicide prevention services.

)
4.2 PHN community innovations

AN
The Commonwé‘a%‘n’s support of the 31 PHNs across Australia to plan, coordinate and commission the
delivery of @Qal health and suicide prevention services is resulting in exciting innovations in rural and

remote

unities. The following case studies illustrate the good work of PHNs around improved

acce%cylity of mental health services and suicide prevention.

N

thse Study: Partnering with local business to support older men with depression and anxiety

6\ For many inner regional, rural and remote areas, mental illness amongst men is a common problem. One
suicide prevention trial in the Esperance-Goldfields region of Western Australia has devised an innovative

way to connect men with mental health services. By training hardware and agricultural store staff to spot
the signs of depression and anxiety, this community is reducing the stigma and lifting the profile of local

4 Department of Health public resource document.
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mental health services.

This region has a large proportion of famers and fly-in-fly-out workers. The isolation of working on the

land and rarely getting respite is a key risk factor, as is constant FIFO travel and long periods away from

family support. Unfortunately, many men do not seek help for their concerns due to pride in their

independence and the stigma associated with seeking mental health services. (0&{9

This includes training staff from local businesses and agriculture firms or putting up posters in pubs and

clubs, to identify and provide information to men who may be suffering from depression and anxiety. X,
Although this trial is still in its early stages, there has been strong local support and high levels of @Q
engagement in the community co-design process. (\'((\

The WA PHN is working on ways to tackle these issues through targeting resources to ‘where blokes go'. Q\Q
S

As one trial leader remarked, this intervention can be as simple as the local cashier noting a regular@»
looking flat and asking, ‘how are things?’ But it could also be the first step in saving a life. O®

®®

)

Case Study: RFDS and headspace partnering to provide support to youth in *S&?emote areas

The Royal Flying Doctor Service is a national icon, having served rural and re ommunities for 90
years. The national headspace network of services provides holistic care for xouhg people aged 12 to 25
years. Through the coordination of Country SA PHN, these two services H?ﬁome together to provide
face-to-face support to children in remote areas for the first time. Q

.

Accessing mental health services is challenging in remote areas of X0tralia. Transport costs, travel times
and fears around stigma are real challenges for everyone in th ommunities. They can be even more
so for young people who must rely on adults to support thg{@&cessing help. Country SA PHN is working
with the RFDS and headspace to target these specific baK@s for young people.

The Royal Flying Doctor Service is one of the largest a ost comprehensive aeromedical organisations
in the world, providing extensive primary health ca@nd 24-hour emergency service to people over an
area of 7.69 million square kilometres. Its servicéchlude far northern South Australia. The Country SA
PHN is currently funding a trial which sees youth mental health clinicians joining RFDS flights to remote
areas to provide face-to-face support. These sessions are supported by follow-up telehealth consultation
if required. This innovative model is yding remote mental health services that young people and their
families would once have never imadwyed.

66
\
6\)

Case Study: CoIIaboratmg regionally to address mental health workforce pressures

Regional commun@es struggle to access the mental health services they require. This is due to a
shortage in cIinic\@and non-clinical mental health support that prevents people seeking help or puts
pressure on s. One model in the Dubbo region of New South Wales has an innovative approach to
attracting&hd retaining mental health professionals.

One gfshe key priorities of the local PHN is to find ways to ensure people in their region have access to
hi uality care that matches their need. The PHN is working closely with two local health districts and
rural doctors’ networks on ways to make mental health professionals more accessible.

n March this year, the PHN provided funding to the Royal Flying Doctor Service to bring in mental health
0\) nurse support to work with local general practitioners. The nurses are already helping alleviate the
60 pressure on general practitioners to treat patients with severe and complex mental health problems. To
%) date, the community feedback has been very positive, with GPs praising the impact of this new program.

N

The flexible funding available to PHNs is also resulting in innovations that improve the quality of mental
health services in rural and remote communities. The following case studies illustrate this potential.
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N

Case study: Reducing suicide rates amongst young men in regional WA

A community south of metropolitan Perth has had long term problems with depression and suicide
amongst their young men. Since the commencement of a local suicide prevention trial with the Western
Australia PHN eight months ago, there have been no suicide deaths within the target 15 to 26 age group.

The inland location of this community makes it hard for its young men, many from the Maori community,
to find work and stay or seek respite in the city or at the coast. Its location also means that this
community has struggled to access the mental health services it needed to help, if not, prevent suicides
occurring into the future.

trials, community leaders have engaged deeply in the trial design process. This has given the commur

&
>

&\2@

\O

In line with the national approach to regional PHN service coordination and the principles of the nationa!@Q

a real sense of ownership. Across the whole community there is a consistency of language and a Q)
concerted effort to raise the profile of mental health, to increase awareness and reduce stigm QQ

One member of the community spoke publicly about the trial, describing it as empowering @e to take
better care of their community at a time when they did not know what to do. \‘g\

While there is never a guarantee that youth suicides won't still occur, there is a defin@nse in this
community that the trajectory is beginning to change for the better. Cb(l,
N
X

)

Case Study: Developing and performing drama that deals with meg@tal illness

In Australia’s far north, one group is tapping the deep creative res es of its community to be more
resilient in social situations and to better understand their men ealth. Supported by the Northern
Territory PHN, a group of locals of all ages recently perforr‘rg@ n My Skin" at the Darwin Fringe Festival.

Australians from all walks of life draw confidence, respi \éq\d delight in the performing arts. Dramatic
performance can help people work through life scenat@%, adopt different perspectives on issues or have
an outlet for intense emotion. Joining a drama gro@can create new relationships, build social
confidence and provide new avenues of growt en the focus of this dramatic activity is people’s
personal mental health journeys it can provide personal legitimation, combat stigma and reduce the
sense of being along with one’s struggles.

Supported by the NT PHN, a drama@p was formed to perform ‘In My Skin’, which marked the
culmination of months of sharing Q reflecting on their experiences of living with a mental illness.

One of the group, an older Ab nal man, publicly shared the impact this performance had on his life.
He observed it was rare that\ felt safe and not judged. He said it was the first time he felt like he was
moving closer to recove@nd greater functionality.

&
Case Stud @lng rural footy association boundaries to coordinate flexible care

The plig7®§‘ a rural town is often tied up with the plight of its footy team. The whole town celebrates
whe ravels home together after a big away win. Its economic and social plight becomes evident when
e\@@ of young people means the team must merge with its once local rivals.

%e circle of community connections in regional and rural Australia are often shaped by the extent of the
local football association. Country South Australia PHN has recognised this and coordinates its mental
health services within the footprint of regularly competing local towns. This approach has helped
galvanise the idea that what works in one area or town may not work in the next one. Such an approach
aligns well with the regional focus and local action approach of PHNs.

This model also uses funding flexibly across the regions within the PHN according to changing need. For
instance, a substantial outreach service was run in one regional town until a headspace was established.
When community concerns were raised about a nuclear waste dump being located in another region,
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resources were commissioned, and levels of anxiety addressed. In another small rural town, every adult
had been placed on a mental health care plan. Now, two years after targeting resources to this ‘footy
region’, the service has ceased because there is no longer demand.

4.3 PHN-managed support for younger Australians

The headspace network of services provides holistic care for young people aged 12 to 25 years in four key Q

areas — mental health, related physical health, alcohol/drug use, and social and vocational support. ((\
Currently, there are 110 Headspace locations across Australia. Of these, 57 are in rural or remote areg§:

PHNs and headspace models are responsible for leading community consultation and decision r@Qng in
the establishment and operations of services. Each headspace service must establish a consor@n of local

organisations and a Youth Reference Group of local young people to guide and advise th rations of
the service. This means that lead agencies in rural and remote areas are expected to de&éﬁstrate that they
can provide services responsive to the needs of local young people. Q

The headspace service has had success in reaching peoplewho live outside citie%cbne proportion of rural
young people accessing headspace is greater than that in the general popuk{c"i}n, while the proportion of
those accessing the service in remote areas is similar to the general popusdon (although numbers are
small). Service provision through headspace is dependent on attendings dedicated centre. This can
present a barrier'to rural and remote young people accessing the QVtee. In recognition of this, the
Australian Government has committed $28.9 million'to establis additional ten headspace services by
2019 with a specific focus on increasing access in rural and @nal areas.” Italso continues its support
for eheadspace which complements the centre-based Qr\&&m

The following case studies illustrate the potential cz&t%ution to accessibility and quality of headspace
services in rural and remote Australia. b()

Case Study: Delivering headspace to youth in North Coast NSW

Early intervention continues to be o the leading ways to reduce the impact of mental illness. Acting
when signs first appear with oury s%h is an important early intervention strategy. Communities who
regularly experience the traged&youth suicide, feel the need to act even more urgently.

Currently, the Grafton and C@nce Valley communities in regional New South Wales are embracing the
services that headspace évides. In response to rate of suicide amongst youths this region, the North
Coast PHN worked closely with GenHealth and the Clarence Valley Council to establish a headspace in
Grafton in 2017. Is line with PHN and headspace principles, the service was co-designed around the
specific health @s of the local youth community.

An importar@%ntribution of this suicide prevention model was mental health first aid and early
intewer@training for local health professionals. It has also set up a support program for families and
commasities in the wake of a suicide completion. This model is a clear example of using headspace as a
ca to whole of community responses to protect their youth at risk.

A\
)

Case Study: Communities seeking out headspace services and support

The location of a headspace service at Whyalla in South Australia was the result of strong community

47 Department of Health 2016-17 Health Portfolio Additional Estimates Statements, p.8
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action. As a community with a history and high risk of youth suicide, the local community identified that
the 80-kilometre trip to Port Augusta to access headspace services was too much of a barrier. Working
together, the Country SA PHN and community leaders successful secured funding to open Whyalla
headspace in April 2017.

This service ensures that local youth have access to a range of services including counselling and mental
health professionals. Another service that is offered helps young people to hold and find work, which is a
key factor in mental health and a significant challenge for a community where unemployment is 12.4 per
cent (almost double that of the rest of Australia).*® A Youth Reference Group has been established to
provide advice to the PHN and headspace centre on what young people need, and to also play a key role Q¥
in determining which specialised programs will be rolled out. ©
This is an example of communities putting their people at the centre of service design and will help(b{\'
ensure that programs are relevant and sustainable. OQQ

®®

4.4 eheadspace ,-1/‘0A

Young people who are unable to access a headspace service can seek suppor&%ough the eheadspace
service, which provides the headspace model of services for free, either onI@» or over the phone. The
eheadspace service is delivered across Australia via synchronous webcha&'?elephone and email. The
service operates as both an alternative to centre-based treatment, a@?s a form of support that
complements the centre-based program (see Section 9.3). Desig é’specifically for young people and

families who have limited access to support across regional a mote areas, the eheadspace service
plays a role in linking young people in regional areas and ting the capacity of headspace to have an
impact in rural and remote areas. O‘\

<
O
4.5 PHN-managed support %r senior Australians (budget in

confidence) 3

The Australian Government is esta Iﬁhing new mental health services for older Australians with a
diagnosed mental disorder livi @ residential aged care facilities (which will be available from early 2018).
The funding for this initiativ | be formulated according to eligible population, regionality and
disadvantage and will be @anaged by PHNs. This measure will ensure that mental health services for
senior Australians will b&hore equally distributed and ensure better access for those living in rural and
remote areas. N

The above exarﬁ%fes of PHN innovations and other initiatives illustrate that good progress has been
made with Australian Government’'s commitment to improving access and quality of mental
health sqg’ces. However, there remain significant and stubborn challenges. Amongst the most
pers'l,gent of these is the significant impact of suicide in regional communities.

N
Y
QQ

“8 Australian Bureau of Statistics. 2016 Census Quick Stats- Whyalla, Table: People - Employment, accessed 1
May 2018
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)

5 Reducing suicide in rural and remote Australia

Despite considerable government investment over many years, suicide continues to be a significant health
issue in Australia, particularly in rural and remote communities. The Australian Government’s National

Suicide Prevention Strategy details an integrated regional approach to suicide prevention led by PHNs in %’(\
partnership with LHNs. This section explores the prevalence of suicide in rural and remote communities Q(O
and details several programs relating to suicide prevention. s\\z\
o)
Q
5.1 Prevalence of suicide in rural and remote Australia (6(@
>

The impact of suicide on all Australians is significant. According to research from Suicide Prevent@
Australia and the University of New England, each suicide death can impact hundreds of peop@@)their
findings also indicated that 85 per cent of their respondents knew someone who had died b@ssuicide.*

O

Suicide and mental illness are closely interlinked, with mental iliness being the major ris§ ctor for suicide.
The rate of suicide in regional and remote areas tend to be higher than in major cig §Q> rticularly among
marginalised groups, including Aboriginal and Torres Strait Islander people an vantaged males.”

In 2016, there were 2,866 suicide deaths in Australia which equates to a suidq'g\ieath rate of 11.7 deaths
per 100,000 population.”* The rate of death by suicide was one and a haly&es higher for people living
outside capital cities (15.3 deaths per 100,000 population) compared tXhose living within capital cities
(10.0 deaths per 100,00 population)®. In 2016, 47 per cent of all sui@s occurred outside capital cities,
even though these areas account for only 32 per cent of the tot pulation.

Although slightly fewer people died by suicide in 2016 com@d to 2015, the trend between 2012 and
2016 was for an overall increase in the rate of suicide oy\m@é of capital cities (Figure 8).
o)

60

&
Q@

9 Maple, M., Kwan, M., Borrowdale, K., Riley, J., Murray, S. & Sanford, R. (2016). The Ripple Effect: Understanding
the Exposure and Impact of Suicide in Australia. Sydney: Suicide Prevention Australia.

>% National Rural Health Alliance, Fact Sheet — December 2017, Mental Health in Rural and Remote Australia

3! Australian Bureau of Statistics. Causes of Death, Australia, 2016, Suicide in Australia, September 2017

>2 Australian Bureau of Statistics. Causes of Death, Australia, 2016, Table 11.16 Intentional self-harm, Region of
usual residence, Age-standardised death rates, 2012-2016, accessed 1 May 2018
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Figure 8: Number of suicide deaths within and outside Australian capital cities, Intentional self-harm,
Region of usual residence, Number of deaths, 2012 - 2016.
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The gap between the rate of suicide between people who live in and outside\c':'apital cities also grew over
this period (Figure 9). ?S’

\
Figure 9: Age-standardised suicide deaths within and outsideé?ﬁﬁian capital cities, Intentional self-

harm, Region of usual residence, Age-standardised death rat; 012-2016™
&
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Suicide b @%es more likely as remoteness increases (Figure 10). Between 2010 and 2017, the suicide rate
in remsl; ocations was double that of major cities, while the rate in very remote regions was almost 2.5

ti at of major cities.
Q
<
0\)
60
,&‘(\\ >3 Australian Bureau of Statistics. Causes of Death, Australia, 2016, Table 11.15 Intentional self-harm, Region of

usual residence, Number of deaths, 2012-2016, accessed 1 May 2018
> Australian Bureau of Statistics. Causes of Death, Australia, 2016, Table 11.16 Intentional self-harm, Region of
usual residence, Age-standardised death rates, 2012-2016, accessed 1 May 2018
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Figure 10: Avoidable deaths from suicide and self-inflicted injuries, persons aged 0 — 74 years, 2010 -
2014 (%)
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Another factor contributing to poorer health outcomes for rural a mote Australia is the rate of suicide
amongst Aboriginal and Torres Strait Islander people. The overg¥igh rate of suicide in remote and very
remote locations is driven in part by very high suicide rates in these locations: Section 9.1 discusses
the drivers of poor mental health outcomes among Indig@us Australians. In 2010, there were 946
suicides by people who identify as Aboriginal or Torregstrait Islander, of which 59 per cent occurred
outside of cities or other urban areas. Among the r@\—lndigenous population, only 22 per cent of suicides
occurred in these locations (Figure 11). 60

Figure 11: Number of suicide deaths as a percentage of total suicides by geographic region and
Indi NSW, QLD, SA, WAGNT, 2001 - 2010).°°
ndigenous status (NSW, Q S \‘{% 00 010)
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>> PHIDU Social Atlas. Avoidable deaths from suicide and self-inflicted injuries 2010-2014, 2017, accessed 30

April 2018
%6 Australian Bureau of Statistics. Suicides, Australia 2010: Geography, accessed 2 May 2018
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The situation of Aboriginal and Torres Strait Islander people is also exacerbated by additional historical
and cultural factors, which can contribute to higher levels of suicide attempts (see Section 9.1).

The higher rates of suicide in non-metropolitan areas may contribute to a greater relative impact on

smaller rural and remote communities. What lies beneath this higher prevalence and these specific costs
are the unique challenges for reducing suicide in rural and remote communities. ‘2\6
S
A\
5.2 Unique challenges for preventing suicide in rural and )
remote communities (b(\

The factors that contribute to high suicide rates in rural and remote communities are in most ?ts like
those that lead to poor mental health outcomes more generally. These include personal isolgion, stigma,
lifestyle pressures and lack of awareness of available support. However, there are other& ific factors that
contribute to high suicide rates in rural and remote areas. Q

ut

Availability of means to commit suicide, including firearms.and pesticides, contg (L/s to higher suicide
rates in rural and remote communities. Compared to residents of major citigsi"?'a es for hospitalisation and
death by firearm are four times higher for residents of remote areas and %gumes higher for residents of
very remote areas (note that this includes both intentional ‘self-harm a(cl ther firearm injuries)®’.

For young people, having friends move to urban areas for work, c unity attitudes to sexual orientation
and higher levels of drug use can all be important factors. An factor that can contribute to higher
rates of suicide, particularly amongst older farmers, is the Ii@d opportunity for time away from work and
the stress caused by unpredictable seasons or natural GKe\ S.

Compounding these factors further are challenges{Q\accessing mental health support that are unique to
rural and remote communities. These chaIIengeer vital because failure to access appropriate mental
health supportiis a key suicide risk factor. ®®

N

The communal nature of many rural and{ﬁmote areas should potentially protect individuals at risk of self-
harm or suicide. However, the tend or 'everyone to know everyone’s business’ in smaller rural
communities, which can be a barﬁ( to seeking mental health support. Contributing to this are attitudinal
barriers, such as a stoic, traditj y masculinity, strong work ethic and an ideal of rugged individualism,
both of which can discourgge individuals from seeking help. The potential isolation, dislocation and
frequent travel of fly-in-@yout workers in rural and remote Australia can also be a barrier to accessing
services. Meanwhile stigma associated with seeking mental health support is felt uniquely in small
country towns, W@ghe location of services and long unexplained absences to travel to services both
being signific&qt\inﬂuences on people not accessing services.

When ?health services are available in rural and remote locations, there are additional issues around
workforce. These include access to medical practitioner expertise to identify individuals at risk, mental
hes(h professionals providing services above their level of training and potential delays in accessing
Qk ical specialists (see Section 6.2). There can be a reluctance on the part of those living in rural and
remote areas to discuss their private lives with acquaintances from local services, or to access distant
0\) services where cultural differences could be misunderstood. This challenge is particularly relevant for

bo communities with resident refugee or Aboriginal and Torres Strait Islander populations. For this reason,
local mental health services and programmes should be designed in consultation with the communities
they aim to serve and be based on formal analyses of need. It is this realisation that underpins the

>” Australian Institute of Health and Welfare. Firearm injuries and deaths fact sheet, 2017, accessed 1 May 2018
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Australian Government'’s position that PHNs are ideally placed to develop person centred local suicide
prevention responses.

5.3 A renewed approach to suicide prevention R

>
The Australian Government has outlined a renewed approach to suicide prevention through a systems- Q\e
based regional approach led by PHNs. It has tasked PHNs with planning and commissioning of regionally O‘\

appropriate suicide prevention services in partnership with LHNs, states and territories, and other local Xo
organisations. As part of this role, PHNs must ensure appropriate follow-up and support arrangements ar@Q
in place at the regional level for people who have attempted suicide, or who are at high risk of suicid ((\
PHNs are also required to identify the suicide prevention needs of Aboriginal and Torres Strait Isla g\
communities within their region and support the implementation of culturally appropriate suicid@,

prevention activity. The regional approach led by PHNs allows for community needs and strendhs to be
recognised in planning and delivery of services. \sg\

oY

5.4 National Suicide Prevention Trial \q"l,

In June 2016, the Australian Government announced additional measure tQ}trengthen Mental Health
Care in Australia. As part of this commitment, the Government is providin§ $36 million over three years (to
2018-19) for the National Suicide Prevention Trial to fund twelve syi prevention trial sites in identified
priority areas. Trial sites have been established across Australia i a&lng in rural and remote locations
such as the Kimberly, Western New South Wales and country S\&h Australia.

The Trial will improve understanding of what strategies &ost effective in preventing suicide at a local
level and for at-risk populations (including veterans, yoag people, men, and Aboriginal and Torres Strait
Islander people). Trial sites/are being led by PHNs ipegonsultation with local communities, service
providers, and other local organisations. This wi ﬁv the trial sites to design and deliver services that are
tailored to the needs of different metropolita ral and remote communities. A key focus for PHNSs is to
coordinate existing services, while ensuri fessionals and the community are clear about referral
pathways and treatment options. PHNsviN also contribute to regional capacity building to better identify
and support people who are at risk Qiicide.

The Trial will be independently uated over the funding period. The University of Melbourne has been
appointed to lead this evaluatQ¥ which will draw on information collected from mental health, suicide
prevention, other reIevantéervice providers, and from consumers of services. The evaluation is being

guided by a steering ¢ ittee comprising representatives of the Department of Health and PHNss,
experts and people yfdh lived experience of suicide. Findings from the trial will be made available to all
PHNs to guide fugy¥e suicide prevention activities.
)
2 . . . .
5.5 Wational Suicide Prevention Leadership and Support
Brogram

@Q’Tn addition to support for PHN activities, the Australian Government has also strengthened its national

) leadership role in suicide prevention through the establishment of a National Suicide Prevention
b()o Leadership and Support Program. The aim of the Program is to deliver national suicide prevention
activities and reduce the rate of suicide and suicidal behaviour. It also aims to increase the preventive
capacity of individuals and communities to respond to suicide. The Program supports PHNs to lead a
regional approach to suicide prevention.

Several projects funded under the Program provide support to people living in rural and remote areas who
may be at heightened risk of suicide. For example, the StandBy Response Service provides a 24-hour face-
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to-face service for those bereaved or affected by suicide, training for front-line emergency response
services in the community, and coordination of suicide responses. The Program also supports research on
suicide through the University of Melbourne’s national leadership role in suicide prevention and the
Centre of Best Practice in Aboriginal and Torres Strait Islander Suicide Prevention.

Other projects funded under the Program focus on media and stigma reduction. The Mindframe National

Media Initiative supports the responsible, accurate and sensitive representation of suicide in the Australian

media while the RUOK? project builds the confidence of Australians to connect and have conversations

with those who are struggling with mental illness. The RUOK? project also supports several media

campaigns including RUOK? Day and an annual Conversation Convoy that reaches rural and remote (’\\,

communities across Australia. ((\6
&

(o
5.6 Support around suicide hotspots QQQ
<
In the 2017-18 Budget, the Australian Government announced two elements that seek tos&évent suicide
in specific locations (or hotspots), where suicide incidents repeatedly occur. The Gov ent has
committed over $11 million over three years to deliver hotspot initiatives. (1/
Hotspot infrastructure projects y\q

vernments to deliver
roved infrastructure projects
| of objects that could enable

The Australian Government has committed $9 million for state and territ
approved infrastructure projects to improve safety at suicide hotspots.
include fencing, physical and anti-trespass barriers, signage and re
access to high-risk locations. "0

Research indicates that peopleintending to end their life o%\prefer a means which-may include a
specific site. The reasons why particular locations becom @9 spots is unclear, but they are often scenic or
iconic public structures or sites, around which a certalréwstory, infamy or mythology has developed.®®
Suicide hotspots can be tall buildings, bridges, cliff: other structures that provide an opportunity for
successful attempts. Rural or secluded locations; &1 as car parks have also become known suicide
hotspots. Sections of train-lines, particularly ental health facilities, and roads may also become
hotspots. Projects identified as suitable uqfe the measure will be in urban and regional areas across
Australia. (%)

Funding for Lifeline Australia \\

Lifeline Australia is currently r@gnsible for the operation of a 24-hour dedicated telephone crisis support
line (13 11 15) for people ywho ay be contemplating suicide. Funding of $2.1 million over three years will
be provided to Lifeline t rease their capacity to deliver these activities, with a focus on meeting
additional demand a d Australian suicide hotspots. This is in addition to the over $9 million of
Commonwealth f@u@ng to Lifeline in 2017-18.

<
N\

Early prQé@% with the initiatives detailed in this section, particularly the roll out of new suicide prevention
trials in régional areas, has been encouraging. However, as is the case with these and other
C onwealth-supported mental health initiatives, the availability of an appropriately skilled workforce is
amental to the sustained success of such initiatives. This challenge is only intensified by the lack of
®%ental health professionals and specialists in rural and remote areas.
N

> University of Melbourne. (2011). Preventing suicides at suicide hotspots, Victoria, p. 6.

Department of Health | Senate Inquiry - Accessibility and quality of mental health services in rural and remote Australia |33
FOI 332-1718 37 of 63



6 Expanding and upskilling the mental health
workforce

A mental health workforce must have enough clinicians from the various professions to meet the growing &(\
need for care. These clinicians must be appropriately trained, experienced and accessible if people are to

access quality care when they need it. The Australian Government is partnering with state, territory and Q\e
local government in a coordinated national approach to mental health workforce reform to create a ‘\
regionally accessible and appropriately qualified pool of professionals. However, large scale change in the X
composition and profile of a national workforce takes time and carefully targeted initiatives. @Q

&
&
@Q(b

6.1 Mental health workforce composition Q

The Australian mental health workforce operates through a complex set of interrelated se@ges, where
people rely on a range of public, private and community providers for treatment an ort. Due to

services being provided in a range of settings and being funded by different Ievelsﬂij overnment (or

departments), it can be difficult to develop an exact estimate of the size and di@s’bution of the mental
health workforce. \'\

Data collected by the AIHW indicates that general practitioners comprise\gsignificant proportion of the
primary health care workforce, and as a single group of providers, delif¥ most of mental health care to
people experiencing mental illness (see Section 2.3). They are a vi Tst point of contact and referral to
mental health support. They are not, however, the only import omponent of the national mental
health workforce. Other key professions include mental he t{bﬁqurses, psychiatrists; psychologists, social
workers, occupational therapists, vocationally qualified | health workers and community care
workers. A key change from recent decades is that meps| health care is now being delivered primarily in
community settings. As a result, a substantial non-QQvernment mental health workforce has developed.

This shift away from traditional institutional toﬁmunity approaches potentially enhances the tailoring
of mental health service delivery to IocaI&f owever, a scarcity of psychiatrists, clinical psychologists,
specialist GPs and other mental health pr&essionals in rural and remote areas has been recognised as a

barrier to consistently providing pe ith mental health services for some time.
&

6.2 Workforcegssﬁles in rural and remote areas

)
The issues around re ing, training, supporting and retaining mental health professionals in rural and
remote areas are [} at of other health professionals. Negative perceptions of rural employment and
lifestyle opportuQtties present a barrier. Lower wages, cost of living and availability of quality housing are
all consider. s, while there can be concerns about adequate support for family needs, such as

educatiqpd@hd health services. For private providers, such as general practitioners, the viability of business
models in"smaller communities can be a concern., as can the difficulty securing locums or other services to
CONX periods of leave. Another disincentive can be the prominence of individual health professionals in
&‘&al communities, where people fear they will always be on call.

.@ There are also a range of workforce issues that relate specifically to mental health in rural and remote
areas. The stigma often experienced by suffers of mental illness can sometimes extend to those who care
for them, which can have an impact on a person'’s local identity. This concern can extend to fears about
quality of life and personal safety, when mental health crisis services do not operate fully out of hours.
Meanwhile, the absence or distance from professional networks of support can be a disincentive for
mental health specialists, particularly psychiatrists and psychologists.

The degree of specialisation and training required for advanced levels of mental health care create
expectations of higher salaries, which cannot be met either by local providers or across regions. The
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episodic and unpredictable nature of mental illness can make it difficult to develop sustainable business
models. Meanwhile, many of the existing and experienced regional professions, such as mental health
nurses, are ageing which will reduce supply. This comes at a time when the population expectations of
health care are rising, and general awareness of mental iliness and its treatment is growing.

Together, these shortages of accessible and appropriately trained mental health professional can have
important implications. Crisis events can result in less skilled mental health professionals undertaking
complex clinical responsibilities for which they have not been fully trained. Mental health demand on local
general practitioners can be much greater because of a lack of other local options, often when they do not
have specialist mental health training. And when opportunities for further specialist training are sought, (’\\,
the time lost to travel and training can be prohibitive, while it can be difficult to secure locum or other &
support to cover absences. (\((\

The Australian Government recognises these and the other issues around the mental health wori& in
rural and remote Australia. In response, it provides leadership and support through a range of@ atives
that aim to attract, train, retain and deliver a more accessible mental health workforce. (%)

b

oY

6.3 Leading a national response to rural workfo&)c%’accessibility
N

The Australian Government supports a range of nation-wide measures to indRrove the accessibility of
health professionals in regional areas. Many of these initiatives include a icated component to improve
mental health services. OQ

.

X0

National Rural Health Commissioner Q)

The National Rural Health Commissioner is an integral part@e Government's-broader agenda to reform
rural health in Australia. The Commissioner’s priority is t ide advice to Government on the
development of a National Rural Generalist Pathway. is a medical training pathway that will attract,
retain and support doctors in rural and remote arei(\It is widely recognised that rural generalists often
have advanced training and a broader skill-set tR@is required by doctors in metropolitan centres. In
many instances, they perform duties in areas as general surgery, obstetrics anaesthetics and mental
health..They not only work longer hours gfe frequently on-call after-hours in acute care settings, such
as accident and emergency hospital ad@'t ed patient care.

In developing the National Rural Neralist Pathways, the Commissioner will consult with the health sector
and training providers to defin at it means to be a Rural Generalist. The role will also include
consultation with stakeholderQo consider the nursing, dental health, pharmacy, Indigenous health, mental
health, midwifery, occupa@nal therapy, physical therapy and allied health needs in rural and remote

Australia. Further, the ster for Rural Health recently announced the Collingrove Agreement. This
Agreement brings her the Royal Australian College of General Practitioners and the Australian
College of Rural Remote Medicine to build a strong, sustainable and skilled national medical

workforce to Qe t the needs of Australia’s rural and remote communities.
Rural orce Agencies (RWAs)

The Australian Government funds Rural Workforce Agencies (RWAs) in each state and the Northern

T ?ﬁ}ory to deliver the Rural Workforce Agency Program. Under this program, RWAs will be funded
Qund $86 million over three years to 2020 to deliver a range of activities aimed at improving health
workforce access, quality and sustainability. Developed in consultation with the RWAs and other areas of
the department, the programs will focus on meeting the current and future community health workforce
need through three program areas.

e Access (Health Workforce Access Program): will improve access and continuity of access to
essential primary health care, particularly in priority areas, through a jurisdictional workforce
assessment process involving health workforce stakeholders.
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e Quality of access (Improving Workforce Quality Program): will build local health workforce
capability with a view to ensuring communities can access the right health professional at the
right time, reducing the reliance on non-vocationally recognised service providers in rural
communities.

e Future planning (Building a Sustainable Workforce Program): will grow the sustainability and &Q
supply of the health workforce with a view to strengthening the future health workforce. Q\Q(O

A key element of the RWA program is the establishment of Health Workforce Stakeholder Groups who will o
develop a shared understanding of rural workforce needs and develop strategies to best meet those XN
needs. RWAs are also funded to deliver the Health Workforce Scholarship Program ($11 million per year&
2020), which aims to increase access to health services in rural and remote areas experiencing skill (\,
shortages through the provision of scholarships and bursaries to increase the skills, capacity and/ ope

of practice of health professionals committed to rural service. A rural return of service obligati@ ay be
attached to some higher value scholarships to provide a greater return on investment. (%)

Royal Flying Doctor Service (RFDS) A\'

The Royal Flying Doctor Service (RFDS) is funded to deliver emergency aeromedicéTlevacuations, primary
health clinics, medical chests (containing pharmaceutical products and associ @medical supplies),
remote (telephone) consultations and dental outreach services in areas beyoqdthe normal medical
infrastructure and in locations of market failure. The RFDS'is responsible ?Sﬂwe needs assessment,
prioritisation and delivery of outreach health services. OQ

.

In recognition of the important contribution that the RFDS is makh&}n rural and remote Australia, in
March 2018 the Prime Minister announced the provision of a itional $84 million over four years (to
2021-22) to increase the availability of dental services, deIivKQew mental health services and continue
traditional services to rural'and remote Australia. This i ih&jdition to the recurrent funding that will be
provided to the RFDS over the same period to deliver %\/ices to people living in rural and remote

Australia. (Q

®)
General Practice Rural Incentives Program @RIP)

The General Practice Rural Incentives Program (GPRIP) aims to encourage medical practitioners to practise
in rural and remote communities and t@promote careers in rural medicine through the provision of
financial incentives. The GPRIP supp®s medical practitioners, and GP Registrars on approved training
pathways, who provide eligible é’ary care services and/or undertake eligible training in rural and remote
Australia. Currently, over 7,00@§edical practitioners are receiving GPRIP incentives. The GPRIP was
redesigned in 2015 to betﬁ: target incentives to doctors working in smaller regional towns, and in rural
and remote communitj e redesigned GPRIP has an ongoing annual appropriation of funding, with

$114 million being &' ded in 2017-18.

Rural Health OQQ\Gach Fund (RHOF)

The Rural @?h Outreach Fund (RHOF) aims to improve access to health services for people who live in
regiona al and remote locations, investment of more than $82.9 million is being provided over three
years to 2019-20. This fund improves access to medical specialists, GPs, allied and other health

rdQssionals. There are four identified health priorities under the RHOF, including mental health. Funding
Q’Q\ rovided to address a range of disincentives incurred by health professionals seeking to provide

((\ outreach services (such as travel, accommodation, room hire and lease of equipment). Needs assessment
0\) and service planning is done in consultation with a range of stakeholders including PHNs, location

GO communities, regional working groups and Indigenous health organisations. RHOF service plans are
- & developed annually and services are prioritised according to greatest needs. In 2017-18, around $4.7
,Q(\\ million is being provided under the RHOF for 393 planned services related to mental health nationally.
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The Rural Locum Assistance Program (RLAP)

The Rural Locum Assistance Program (RLAP) is funded under the Health Workforce Program to address an
identified workforce disincentive around lack of back up for specialist absences and to generalist medical
practitioners undertaking specialist training. Funding of $35.6 million will be provided to the RLAP to 2019.

The RLAP is an amalgamation of three programs: The Nursing and Allied Health Rural Locum Scheme

(NAHRLS), the Rural Obstetric and Anaesthetic Locum Scheme (ROALS) and the Rural Locum Education %)
Assistance Programme (Rural LEAP). Funding is provided to enable locum relief support to organisations in g\\z\
rural and remote Australia to backfill specialists (obstetrics and anaesthetics), procedural general \O

practitioners (obstetrics and anaesthetics), nurses, midwives and allied health professionals in rural ®(\
Australia. This is in order that they can take leave and/or undertake Continuing Professional Developm
(CPD) activities. The RLAP also benefits urban health professionals wishing to experience rural or re

practice by undertaking a locum placement or for GPs to undertake additional training so that th n
undertake locum work in non-urban Australia. Q
CRANAplus ©

The Australian Government provides core funding to CRANAplus to deliver programs that help to improve
access to health services in rural and remote areas. This includes increasing the g of health care

provided in-rural and remote areas and improving the safety and security of tk ote area health
workforce. CRANAplus achieves this in three ways. (s}'

As a registered training organisation, CRANAplus offers accredited profe%nal development courses to
the remote health professionals at an affordable cost; Ready access tgyprofessional development
opportunities helps reduce the professional isolation that may be@cperienced by health professionals
working in remote locations, increasing retention rates and thQ@ality of health care provided in rural and
remote locations. \O

Through the Bush Services Support Line, CRANAplus p ﬁs a telephone and internet-based counselling
service to remote health professionals and their famijes. The Bush Services Support Line is available 24
hours a day, seven days a week. This service he mote health professionals maintain their mental
health, reducing burn-out and improving rete rates.

CRANApilus also offers short courses to remote health professionals gain the knowledge, confidence,
ability and skills to identify and respongjo potential or actual episodes of aggression and violence.

é\
6.4 Developing resources to improve accessibility to mental
health servi%gs

The Australian %(bn'went has supported several initiatives to improve the accessibility of mental health
services that ha¥’¢™how been entrusted to PHNSs to lead and coordinate. These programs have been highly
successful i proving accessibility to mental health services, particularly in rural and remote
commuRriés. It is anticipated that PHNs will develop initiatives that pursue the objectives and continue
the sugeess of these programs.

A{st to Allied Psychological Services program (ATAPS) - now in PHN flexible funding

Access to Allied Psychological Services (ATAPS) program was a successful mental health program that

((\Qﬁ]e Australian Government has reallocated these payments to PHNSs as part of their flexible funding. The
o

GO

funded the provision of short term psychology services for people with mental disorders through
fundholding arrangements administered by Divisions of General Practice. ATAPS aimed to produce better
outcomes for consumers with common mental disorders and offer referral pathways to general
practitioners, as well as offer non-pharmacological and team approaches to mental disorder management.
ATAPS enabled GPs to refer consumers with high prevalence mental health disorders to allied health
professionals for six sessions of evidence-based mental health care.
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Mental Health Services in Rural and Remote Areas (MHSRRA) program - now in PHN flexible
funding

The Australian Government has reallocated these payments to PHNSs as part of their flexible funding. The
Mental Health Services in Rural and Remote Areas (MHSRRA) program was a highly successful program
that addressed issues of mental health service inaccessibility in rural and remote areas of Australia. It
aimed to complement other programs such as Better Access by increasing access to mental health services
in rural and remote areas where usage of the MBS is low.

N
6.5 Training and supporting appropriately skilled rural and ((@(\

remote workforces >
R

In Australia, as in comparable countries, mental health treatment, care and support continues@evolve as
it moves away from the historical focus on institutionalised care. The need for clinical servic®@remains
high, but approaches are shifting toward person-centred and stepped care approaches. Workforce
development needs to be flexible to adapt to these changes. This can be a substantjal shift for long-term
mental health workers. Further, the opportunity for better mental health care fr nstantly developing
technology also brings with it new challenges and new skill demands. In additb‘%(o this, there are specific
mental health care requirements for rural and remote communities, as well @the special population
groups within them. All of these require an adequately trained and appro?hately skilled regional mental
health workforce. The Australian Government provides support for taé&ed workforce training initiatives
that impact on the delivery of quality mental health services in rurgl and remote areas.

Australian General Practice Training (AGPT) program O\®

The Australian General Practice Training (AGPT) progra @ Commonwealth funded postgraduate
vocational training program for medical graduates wisgig to pursue a career in general practice. The
training standards for the delivery of training on t GPT program are set externally by the Royal
Australian College of General Practitioners and ustralian College of Rural and Remote Medicine and
includes training on mental healthcare. A mig@um of 50% of registrar training on the AGPT program
occurs-in-rural and remote Australia resuQ’fg In greater access to mental healthcare for rural and remote
communities. (%)

Specialist Training Program (STéQ\'

The Australian Government has improved access to psychiatry services in rural communities through the
Specialist Training Program (STP). The STP funds specialist medical training in expanded settings, while STP
trainees provide specialigtservices, including psychiatry, to the community throughout their training. The
Government has rec implemented two key reforms through the STP that will bring significant benefits
to rural and remofd@ommunities. These include increasing the rural training target under the program
from 2018 and @ing 100 additional dedicated rurally focused training posts. Trainees in these posts
must under at least 66 percent of their fellowship training in regional, rural and remote areas. The STP
also hax%%!itional rural raining posts for psychiatry as part of the Integrated Rural Training Pipeline (IRTP)
initiati¢e. Under the IRTP initiative, there are 31.3 FTE funded psychiatry places in rural areas each year
froQ@w to 2020.
N

Qﬂmote Vocational Training Scheme (RVTS)

\)'6\ The Remote Vocational Training Scheme (RVTS) offers GP registrars an alternative pathway to Fellowship
b() of the Royal Australian College of General Practitioners (RACGP) and/or the Australian College of Rural
and Remote Medicine (ACRRM). RVTS is an independent (Commonwealth-funded) program with its own
&s(\\% application process and intake quota. RVTS brings educational opportunities to General Practitioners
practicing in areas where accessing mainstream training is impractical or impossible. Training is provided
via distance education and remote supervision, allowing RVTS registrars to practice in some of Australia's
remotest locations while training for fellowship.
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Rural Health Multidisciplinary Training Program

The Australian Government has provided funding for the Mental Health Academics (MHA) Project,
delivered through the Rural Health Multidisciplinary Training (RHMT) Program. While the overall aim of the
RHMT program is to make a measurable impact on addressing the maldistribution of the rural health
workforce, the MHAs are placed in University Departments of Rural Health (UDRH) to ensure that there is
an availability of mental health services across all universities associated with the RHMT program.*® The
key goals of the Mental Health Academics project are to:

e Support increased access for communities to mental health services;
e Ensure rural health professionals are better equipped to recognise and deal with mental health ®(\
problems in individuals; ((\

e Engage with rural communities to increase awareness of mental health issues; and (\'
e Create clinical training capacity to provide support for the expansion of training places i@ental
health disciplines.
<

As a part of the RHMT program, in early 2017 an additional $54.4 million of funding was committed to
establishing 26 regional health training hubs and bringing the number of URDHSs aeyoss remote and rural
Australia up to 15.%° Both initiatives are components of the Integrated Rural Tra@ﬁpeline (IRTP) for
Medicine and have associations with universities in each state to help ensure Mgh quality training
networks and service provision across rural communities Their objectives ir@}fde identifying and
prioritising activity around regional workforce needs. ** ?‘

Mental Health Nurse Incentive Program (MHNIP) — now part of QN flexible funds

The Mental Health Nurse Incentive Program (MHNIP) operate @a demand-driven program that
provided incentive payments to community-based general RXtices, private psychiatrist practices and
other appropriate organisations who engaged mental nurses to assist in the provision of
coordinated clinical care for people with severe menta&sorders. MHNIP services provided patients with
support during periods of significant disability an%@isted in maintaining long-term health protective
behaviours andresilience.

The Australian Government's mental hea%@orms included the transition of primary mental health care
programs, including the MHNIP, to PH om/July 2016. The transition of MHNIP funding into the PHN
flexible funding arrangements allow re equitable distribution of funding across the country, while
PHNSs have responsibility for directfog funding to address specific areas of need in their region. It is
expected that PHNs will invest this flexible funding into programs that will continue the principles and
success of this previous initiative.

Rural Mental Health %@se Workforce (MHNW) project

The Australian Go @%mnt is providing $1.5 million to the Australian College of Mental Health Nurses for
the Mental Heal\&urse Workforce (MHNW) project. This project will deliver education and training to
develop the tal health care skills of the existing primary health care nursing workforce. It will also
support gram to support the transition of mental health nurses across the acute and primary care
sectorbj develop a flexible and sustainable mental health nursing workforce. Whilst not specific to rural
ar‘%bnote areas, practice nurses will be able to access on-line learning modules to improve their mental

h literacy and clinical skills for working in primary health care settings. One day face-to-face

Qﬁ)arkshops are also being rolled out and include regional areas.

> Department of Health. Rural Health Multidisciplinary Training (RHMT) Program, 2017, accessed 30 April 2018
80 Assistant Minister for Health, The Hon Dr David Gillespie, MP. Media Release: Government announces 26
regional training hubs and 3 new University Departments of Rural Health to boost clinical training in regional
Australia, 2017

61 Department of Health. Regional Training Hubs, 2017, accessed 29 April 2018

Department of Health | Senate Inquiry - Accessibility and quality of mental health services in rural and remote Australia | 39
FOI 332-1718 43 of 63


http://www.health.gov.au/internet/main/publishing.nsf/content/rural-health-multidisciplinary-training
http://www.health.gov.au/internet/ministers/publishing.nsf/Content/health-mediarel-yr2017-gillespie020.htm
http://www.health.gov.au/internet/ministers/publishing.nsf/Content/health-mediarel-yr2017-gillespie020.htm
http://www.health.gov.au/internet/ministers/publishing.nsf/Content/health-mediarel-yr2017-gillespie020.htm
http://www.health.gov.au/internet/main/publishing.nsf/content/regional-training-hubs

A\
)

National framework for mental health in nursing programs

The Australian Government is also funding the Australian College of Mental Health Nurses to review the
mental health content of undergraduate nursing degrees and clinical nursing placement in mental health
settings. The findings will inform the development of a national framework for mental health content in
undergraduate nursing programs, which will be distributed to Australian universities, and provided to
inform the Australian Nursing and Midwifery Accreditation Council review of Registered Nurse Standards.
Whilst not specific to rural and remote area this project aims to support the development of a suitably
quailed nursing and midwifery workforce to improve the mental health and wellbeing of all Australians.

o)

Mental Health Professional Online Development (MIHPOD) tool @(s\\'

The Mental Health Professional Online Development (MHPOD) tool is a national web-based professioe@g\
mental health education resource for professionals and allied health workers. It is available to men
health nurses, social workers, occupational therapists, psychiatrists and psychologist working gé@ tal
health in Australia in their first two years of practice. It is also available to GPs, consumer wog' , carers,
Aboriginal health workers and other allied health workers. Due to its being an online resourc¥, this
provides important training opportunities for mental health professionals in rural and remote areas.

The Mental Health Professionals’ Network (MHPN) Cb(l,

The Mental Health Professionals’ Network (MHPN) provides practitioners withhyropportunity to
participate in locally-based interdisciplinary networks and national online ssional development
webinars. The opportunities facilitated by MHPN are open'to a wide ran ??)f mental health workers but
are particularly important to address the challenges of professional i@%on in rural and remote locations.

Recently, the MHPN partnered with the Commonwealth Depart of Health to deliver a webinar on
improving practice using Better Access's new Telehealth optigle* This webinar occurred pre-
implementation of the new MBS telehealth items and tar allied mental health practitioners. The
webinar considered an interdisciplinary approach focusfgg*on improving practice through use of the new
Better Access Telehealth options. who may be interested in expanding their practice to include telehealth
options. The webinar was endorsed for professi @evelopment points, credits or hours by the Royal
Australian College of General Practice, the A@an College of Rural and Remote Medicine and the

Australian College of Mental Health Nurs&sK ditional webinars'are currently in planning.

\(\Q

The answer to providing an accessj ,I}and appropriately trained workforce to support mental health
services in rural and remote area IS neither simple nor swift. The Australian Government continues to
contribute to coordination and advance in this space, but sustained workforce change takes time. This
serves to reinforce the ir@ortant of government support for a range of digital and online innovations that
not only help addresxﬁort term issue of workforce availability, but also support ongoing issues around
equity of access@\@gh quality, new technology, mental health services across Australia.

I
~o‘z’®
S

Q@
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7 Using new technology to improve service delivery

The 2014 National Mental Health Commission's review of mental health programs and services noted that
digital technologies can be used to provide mental health services that are more flexible and less
stigmatising for people with mental health difficulties.®” The Commonwealth has made a significant &Q
commitment to support digital, online and new technological approaches to improve the quality of mental (%)
health service delivery. While many of these initiatives are phone or web-based and accessible nationally, g\\z\
the potential impact of having reliable and confidential professional support at all times in rural and X,
remote regions is immense. Further, with the constantly improving national coverage of internet and ®(\
mobile services, as well as new Government initiatives to supplement ‘black spots’ in these digital ser{@s\,
means more Australians have access to these services than ever before. be
2

Q

7.1 The potential of digital technology in rural and remate
areas q

Digital technologies are transforming Australia’s mental health system. These @nologies align with the
new national approach to regional service delivery because they can be an g&cessible part of a person-
centred stepped care approach. They also enable stronger connections bWeen services and sectors.
While these technologies have the potential to enhance access to su@ﬁ and information, they also have
the potential reduce discrimination through stigma, which has begsi entified as a significant barrier in

regional Australia.
&

Importantly, digital technologies have been identified as a s99portant way to address specific barriers to
accessibility and quality of mental health services in rurgl 2\d remote areas. Digital mental health services
can bridge the gaps between services in the cities'a dQ)untry and, in doing so, help address inequity due
to higher levels of unmet need in rural and remo mmunities. These technologies can also improve
quality of services by connecting people to be actice and leading practitioners, where the delivery of
mental services by underqualified professio has been identified as a challenge in rural and remote
areas. Digital technologies can also ensu&mental health services are delivered with privacy in smaller
communities and at all hours of the{e@br night.

The Australian Government is ma@‘taining support for traditional person-to-person community-based
telephony services, while at the same time substantially increase capacity for crisis support through new
online and voice-activated technologies. It has committed funding to several national digital approaches
that have specific beneﬁ@'n rural and remote communities. It also recognises that while 88 per cent of
Australian househol Australian cities have internet access, this falls to 79 per cent in outer regional
and remote areas\@bt is why it is rolling our new telephone phone support services for internet-based
programs (suchﬁ@headspace) and introducing privacy mechanisms for its digital services so that they can
be used in | centres (such as community libraries).

As part b@%e national approach, PHNs and LHNs have been tasked with the responsibility of identifying

and essing the potential for digital technologies to better integrate and provide mental health

serNces. The Australian Government provides specific funding to PHNs to innovate in this space and draw
Q& the rapidly expanding range of supports in the digital space.

Case Study: Expanding rural and remote access through the online MindSpot service

Prior to the establishment of the Western Australia PHN, there were areas of Western Australia where

62 National Mental Health Commission. Contributing Lives, Thriving Communities - Report of the National
Review of Mental Health Programmes and Services, 2014.
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people had minimal, if any, access to mental health services. Now, as the result of a range of initiatives
by the Western Australian PHN, people can access high quality clinical care via telephone, online or face-
to-face any time day or night.

MindSpot is a free telephone and online service for people suffering from depression and anxiety. The

WA PHN is working in collaboration with Macquarie University to expand this into a state-wide service. @
Through MindSpot general practitioners and nurse practitioners can automate referrals to Aboriginal Q(O
Health Workers or other mental health professionals. The online support allows people to be referred to ,\‘2‘
psychologists, psychiatrists and mental-health workers for counselling. MindSpot has improved quality of \O

services across many parts of regional WA and provided access to a level of care that previously wasn't 6(\
there. One of the greatest advantages of MindSpot is that uses technology to keep local general ((\
practitioners constantly updated on the progress of the clients they refer.

Since rolling out a suite of digital and online services the WA PHN has found that 20 per cent of ss of
digital services/telephone services from the country are Aboriginal and Torres Strait Islander ;@ple. This
figure is far larger than expected and indicates that in many areas people may value anonythy. This
highlights the importance of providing a range of different channels from which people seek support.

There are also potential opportunities for the use of digital mental health and'&éctronic health records in
coordinating care at the local level. While sharing clinical records among téﬁting practitioners is best

practice always, the scarcity of mental health professionalsiin rural and xefote areas, as well as the
distances between their practices, can present a significant challengeQ

®
&

7.2 Head to Health N

N
Central to the Australian Government's mental healtly f¥ormis making optimal use of digital mental
health services, including through the developm a consumer-friendly digital mental health
gateway.” The Head to Health site aims to pr a genuine and trusted gateway to early intervention

and lower-level mental health services. It de& This by helping people more easily access information,
advice and digital mental health treatmen€options. This service provides flexibility and choice by linking
directly to eighteen different digital N&al health services, all of which complement or act as an
alternative to face-to-face servicea\

The Australian Government has been listing online information about mental health services since 2006.
However, since its launch in October 2017, Head to Health has provided three important additional
functions for rural and regpote users. These are:

e Apage d@a’(ed to information for rural and remote people
e A se:&fx@unction (that includes a regional filter)
e A@gtCision support ‘chatbot’ tool

A str governance and advisory structure has ensured Head to Health is informed by its potential users.
Th\Mas included a Core Community Group representing diverse populations groups, including rural and
e'~(§hote areas to assist in system design.

‘6\ Head to Health provides a trusted government access point to nationwide services, including those
specifically tailored to the needs of diverse local communities. One example is the returned servicemen

83 See: Department of Health. Head to Health
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communities where Head to Health provides a comprehensive body of information about mental health
services available to veterans.*!

7.3 Better Access initiative

The Better Access initiative aims to improve treatment and management of mental iliness within the
community. This initiative increases community access to mental health professionals and team-based

mental health care. It encourages general practitioners to work closely and collaboratively with X
psychiatrists, clinical psychologists and registered psychologists, as well as appropriately trained social @Q
workers and occupational therapists. (\'

Under the initiative, Medicare rebates are available for patients with a mental disorder to receive ten
individual and up to ten group allied mental health services per calendar year. These services égwerally
provided in courses of treatment, with each course of treatment involving up to six services %gded by an
allied mental health professional. At the end of each course of treatment, the allied mental health
professional must report back to the referring medical practitioner on the patient's progress and the
referring practitioner assesses the patient’s need for further services. (1/

In the 2017-18 Federal Budget, the Australian Government announced funding\gc?&l million over four
years to enable Australians who live in rural and remote Australia to access BQtter Access services via
telehealth.® This support takes the form of a psychological therapy servi&gejt is delivered via video
conference where both a visual and audio link has been established een a patient and their treating
allied health professional. People are eligible for this service throu% residence in rural and remote areas
according to the Modified Monash Model (MMM 4-7).% \(0

A requirement of this initiative is that one of the first four r Access sessions is delivered face-to-face
to facilitate a personal connection with the treating alli Mealth professional, as well as help support and
retain mental health specialists outside metropolitan r@nons. After this, clinicians will be able to deliver up
to seven out of the total ten Better Access consul n by videoconference. These new provisions allow
people to meet/promptly, conveniently and prj y with mental health professionals after referral by
their medical practitioner. This initiative hel dress the challenges associated with a scarcity of mental
health professionals working in rural ands€mote communities.

C‘&
7.4 Life in Mind poftal

Life in Mind is a national {nitiative that connects organisations, programs, researchers and professionals
working in suicide pr ion to each other, and the community. It does this by providing a digital
platform for know\ e exchange around suicide prevention activities across Australia. Life in Mind is
supported by fu@ng from the Australian Government under The National Suicide Prevention Leadership

and Suppor’@s)gram.

The proj@gé overall objective is to reduce suicidal behaviour, rates and better support people to
comm@icate about, and respond to, suicide and its impacts. The Life in Mind website®” explains that it
&
Q,Q e link policy to practice, communities to help-seeking and practitioners to the evidence base
\)@ through the development of an online portal

% In addition to these services, the Department of Veterans’ Affairs also provides specific support to veterans
living in rural and remote areas.

%> See: Department of Health. Telehealth, 2015

% See: Department of Health. Modified Monash Model, 2016

%7 See: Everymind. Life in Mind program, accessed 1 May 2018
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e support coordinated, consistent messaging around suicide prevention through the
operationalisation of the National Mental Health and Suicide Prevention Communications Charter

e promote leadership and support in the communication of the project to the sector, and to the
broader community, through the implementation of a National Champions Leadership Group.

By supporting the work and efforts of the organisations working in suicide prevention, Life in Mind will be
able to facilitate a coordinated approach that is based on research evidence, quality standards and best Q\Q

This initiative has specific importance to regional Australia because it can connect organisations, local @)
services and rural communities to the latest information, activities, evidence-based resources and research.(s\\'
This contribution will be particularly valuable to PHNs and mental health professionals working outside
metropolitan areas so that they can keep abreast of the latest developments and practices in suicid@b

prevention. @Q

Q

<
7.5 Online initiatives for special populations

The Australian Government is also supporting and partnering several other me Qgs'to use technology to
improve mental health and suicide prevention services in rural and remote lod{i&ns.

beyondblue 6\'

beyondblue is an Australian, independent non-profit arganisation wodﬁg to address issues associated
with depression, anxiety disorders and related mental disorders. Ityorks in partnership with health
services, schools, workplaces, universities, media and commun'@rganisations. beyondblue takes a public
health approach to anxiety and depression, focusing on im ng the health of the whole population,
across the whole lifespan. It also works with specific po @on groups in a range of settings to be
accessible to as many people as possible. Amongst its&te of offerings is information and links to support
men facing the challenges of living in'rural and re communities. The service is supported by the
Australian Government and every state and terr@/ government.

ReachOut youth suicide call-back servi &@

Recent research shows that more than @ty percent of young people turn to the internet for help with
mental health.®® The ReachOut servit&ses the internet to make digital self-help available for young
people. It draws on the latest evigghce and works with experts to deliver safe, relevant and trusted self-
help tools. ReachOut provides immediate telephone counselling and support in a crisis. This includes
linking young people to a Kids Helpline (ages 5 to 25) and the national Suicide Call Back Service (for ages
over 15). These services @g a vital resource given the impact of youth suicide in rural and remote
communities. Reach Is a free service that is funded by the Australian Government, as well as corporate,
community and F&@‘nthropic donations.

Qlife sewice@$ LGBTI communities

Qlife is ralia’s first nationally-oriented counselling and referral service for people who are lesbian, gay,
bisexy@ trans, and/or intersex (LGBTI). QLife provides nation-wide, early intervention, peer supported
te one, online chat and web-based services to people of all ages. QLife will enable communities to
k towards better health outcomes by providing a place to talk about mental health, the challenges
@%ssociated with coming out, and other concerns. This service also supports LGBTI Australians in rural and
A\ remote areas to reduce the potential impact of isolation and stigma in their local community. QLife is
funded by the Australian Government.

Perinatal Depression support trial

%8See: ReachOut, accessed 2 May 2018
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International studies show that up to one in ten women experiences depression while pregnant, and one
in seven women in the year after birth. The Australian Government has identified a gap in online self-help
support tools and services specifically tailored to and targeted toward pregnant women and new mothers
with perinatal mental illness. In response, it has contracted the Parent-Infant Research Institute on behalf
of the Perinatal Depression e-Consortium to deliver, manage and trial three new technological supports.
These include:

e anonline self-directed treatment program for women with or at risk of perinatal depression

e asmartphone app providing support for expectant and new mothers experiencing stress (but not \O

necessarily experiencing a mental disorder) ®(\

e alanding website that hosts a range of evidence-based perinatal mental health resources an(\s(\
psychoeducational tools. Q

The Commonwealth is in the early stages of collecting data on the effectiveness and uptake o@e
treatment through this important trial. It is anticipated that these supports will specificall st people
who are unable to access professional face to face services due to geographical |solat|0§

eMHPrac mental health training (1/

In line with Australia’s move towards a stepped care model of mental health tl&%nent, models of care are
being developed to ensure that the needs of each patient are matched witlNae intensity of care they
receive. The e-mental health in practice (eMHPrac) programs have been &’Veloped as a suite of online
training modules, webinars and e-resources designed to introduce h@ professionals to online
programs and tools, and to demonstrate how e-mental health tecpoologies can be integrated into primary
care. These programs are evidence based, low-intensity online erograms available to practitioners, in most

cases, at no cost. * ;\0
N\
\
As can be seen from the above examples, innovati |th digital technology is working to address barriers
to service access and to improve service qualitydIs examined in the next section, it is also supporting
the development of a richer and more Iocallﬁ@ewdence base to inform policy and service delivery
decisions. Q
Z
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% Black Dog Institute. e-Mental Health in Practice, accessed 2 May 2018
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8 Producing evidence to improve rural and remote
mental health outcomes

The shift to person-centred stepped care and consumer focussed health outcome evaluation through
PHNs will provide new opportunities to improve evidence-based practice. The partnership between the
Commonwealth and local PHNs to create a national minimum data set will produce new information to
support richer research into accessible and effective mental health care. While it will take up to a decade
to consolidate a robust database to inform national policy and decision-making, this information is already
available to PHNSs to support them in their planning. This section explores the potential of a range of PH
led and research partnerships to improve the evidence base beneath our delivery of mental health (\'

services.
@Q

Q
8.1 The shift to person centred approaches %\Q’

The Fifth National Mental Health and Suicide Prevention Plan called for national my tcghealth services to
be coordinated at the regional level and delivered though-integrated and pers ntred care models.
This approach aligns with a population-based model that aims to match a IANE resources to identified
need, placing emphasis on population groups which are at higher risk or &'speual needs.

The Australian Government funds the national network of PHNs to Ie@nd assess the above activity
through a range of national and local indicators. These indicators gre Orientated around a stepped care
model that incentivizes PHNSs to plan and support effective and efficient delivery of services that match the
specific needs of consumers and their carers. Further, as pa é‘an evidence-based process, PHNs are
expected to collect data against these indicators to aIIo gsurement of delivery against national
priorities and inform the delivery, coordination and co, |ssioning of services.

These developments represent a significant shift ww mental health services are delivered and assessed

nationally. Increasingly, funding will beJUStIf ording to health improvements for consumers, rather
than the number or type of services dellve prowders Such approaches are well suited to the mental
health sector, which aims for those Who experlenced episodes to regain health fully and maintain

independence. This may not be poss§g@n all cases and mental illness will'have ongoing effect on their
lives. However, this shift in focus ( unding) from measuring service outputs to health outcomes will
still have the benefit of minimis e level of individual dependency. Importantly, this shift will also

create different requiremen%@ﬁd make new demands on mental health data and information systems.

e

o
8.2 PHN ga% sets to target and improve local health outcomes

The Australi overnment’s contribution to improve rural and remote mental health service use relies on
local PHN&iliver integrated regional planning and services. Central to this is the provision of flexible
fundin match resources to local need. PHNs have been provided with a new flexible funding pool to

egrate and commission mental health services at a local level, in partnership with general
q%tloners and relevant services. This regional approach distinguishes what services are available to

Qﬁéntlfy and address service gaps where needed (including in rural and remote communities).

As part of this responsibility, PHNs are required to collect performance data against national and local
indicators. The Australian Government has provided funding through a Primary Mental Health Care flexible
funding pool to support commissioning of mental health and suicide prevention services in six key service
delivery areas:

e low intensity psychological interventions for people with, or at risk of, mild mental illness

e psychological therapies delivered by mental health professionals to under serviced groups

&
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e early intervention services for children and young people with, or at risk of mental iliness

e services for people with severe and complex mental illness who are being managed in a primary
care setting

e enhanced Aboriginal and Torres Strait Islander mental health services
e aregional approach to suicide prevention activities with a focus on improved follow-up for %)
people who have attempted suicide or are at high risk of suicide. &‘2\
The Primary Mental Health Care Minimum Data Set (PMHC MDS) will provide the basis for PHNs and the \O

Department of Health to monitor and report on the quantity and quality of service delivery. Where @Q
confidentiality and ethics requirements permit, this data will be shared to inform future improvementj
the planning and funding of primary mental health care services funded by the Australian Govern .

This data collection and collation activity will provide a more localised data picture than has b@%vailable
through previous mental health data collection mechanisms. This minimum data set has begg,in operation
since mid-2016 but will take 5-10 years consolidate and produce rigorous data to better et policy
development to needs at local, rural and remote levels. Currently, this new data is av@le to PHNs to
inform their local service delivery decision making. This new data collection activify Yill continue to grow
as-assignificant contribution by the Australian Government to better access an&(ﬁky to mental health
services in the future. (s}'

v
\
8.3 Commonwealth support for strong@'%vidence bases

The Australian Government is committed to research-drive éd evidence-based approaches to improve
access and quality of all mental health and suicide preve t&ﬂ services. This commitment is reflected
through the funding and establishment of several keyé&tiatives, including:

e National Suicide Prevention Research @: As part of its commitment to Strengthen Mental
Health/Care in Australia the Australia@ rnment is providing $12 million over four years for a
National Suicide Prevention Rese und managed by Suicide Prevention Australia. This fund is
designed to provide sustainableéwncial support for Australian suicide prevention research and
ensure outcomes have the est impact by addressing nationally agreed priorities. Research
with a focus on the needsQf rural and remote focus will be included as part of this process. The
Fund will support tar@ research and a Suicide Prevention Best Practice Hub.

e Suicide Preventi@\kest Practice Hub: The Suicide Prevention Hub: Best Practice Programs and
Services is thegit investment made by the Fund. It provides an online resource supporting
communities@o find quality, evaluated, suicide prevention programs and services. One aim of the
Hub is ssist the work of PHNs and others involved in community-based suicide prevention.
The@b is the first resource of its kind in Australia.

) ‘&g{ional Suicide Prevention Leadership and Support Program (discussed in Section 5.5): As
(b‘bpart of its role, the Program supports research on suicide through the University of Melbourne’s

X, national leadership role in suicide prevention and the Centre of Best Practice in Aboriginal and
@Q Torres Strait Islander Suicide Prevention.

\)® ¢ National Suicide Prevention Trial (see Section 5.4): This trial will improve understanding of what
strategies are most effective in preventing suicide at a local level and for at-risk populations
(including veterans, young people, men, and Aboriginal and Torres Strait Islander people). The
Trial will be independently evaluated over the funding period, with The University of Melbourne
appointed to lead this evaluation. Findings from the trial will be made available to all PHNs to
guide future suicide prevention activities.
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¢ National Centre of Excellence in Suicide Prevention: The aim of this Centre of Excellence is to

provide advice around evidence-based best practices and evaluation in suicide prevention and
inform the approach of the Australian Commonwealth Departments, non-government agencies,
academics and community groups in their suicide-prevention initiatives. The objectives of the
centre are to:

e Enhance awareness of the work of the National Centre of Excellence in Suicide Prevention
e Provide evidence based practical assistance to organisations;

e Provide advice to the Department of Health on evidence-based best practice in suicide

evaluation frameworks and credibility of suicide prevention data and data issues; 00}

e  Provide bi-annual critical literature reviews to the department. QQ

®®

As can be seen from above, the Australian Government is building richer, stronger a@ore localised
evidence bases to inform future policy and service delivery decisions. Cb(l,
N

S
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9 Meeting the needs of Special Population Groups
in the regions

The 2014 National Mental Health Commission's review of mental health programs and services identified

that many people with mental health difficulties face compounding disadvantage.” These compounding
factors can include adolescence, coming from a different cultural background, living with a disability and
having experienced war or trauma in the past. When living in rural and remote Australia, these special
population groups can experience stigma or isolation which can further intensify the pre-conditions for X
mental illness and suicide. This compounding effect is particularly relevant with Aboriginal and Torres @Q
Strait Islander people, where historical alienation and cultural marginalisation can be further compouz@

by lived experience. Qo)

Different communities have different compositions, characteristics and cultures. This principle@%’applies
to 'hard-to-reach’ or special population groups within those communities. For these reasongmodels for
delivering mental health services in major cities may not operate successfully in rural ar@}note Australia.
This need for flexibility and adaptability with specific population groups was a key oy ration in the

Australian Government’s decision to assign PHNs as leaders in regional planning rdinated funding and
commissioning of local mental health services. This section builds on the previ formation in this
document to highlight additional Commonwealth activity to serve the needxof special population groups
in rural and remote Australia. ?S’

)

9.1 Aboriginal and Torres Strait Islangle‘?people

O
Aboriginal and Torres Strait Islander people with mental 4 lée\ss experience extremes of social and

psychological divorcement. Alienated from their familig@\and country of origin, and hence from their
identity, many are out of touch with traditional net s of help. This has important implications for the
nature of services to be provided. Primary prev requires a greater focus on the social determinates

of mental illness amongst Aboriginal people, T% includes the need to recognize and address the
historical trauma created by the experierg&colonization and dispossession as well as the specific
trauma of the Stolen Generations. It ha@ en suggested that the extent of this trauma is such that many
Aboriginal people are suffering from@mptoms suggestive of Post-Traumatic Stress Disorder.

Aboriginal and Torres Strait Islapd@r people are the largest group as a proportion of remote and rural
populations and experience lems consequent to that isolation. The important realization arising from
these findings is that cultl@l Y appropriate assistance to urban Aboriginal and Torres Strait Islander
people is urgently nee&. It was suggested that urban-based services must recognize the psychological
effects of cultural disf®ation, such as through the stolen generations policy, and still be responsive to the
different Indige&@s cultural expectations, linking back to the beliefs of the client's country of origin.

Mental heal Qlans with a specific Indigenous component will inform what is required to meet the mental

health of Aboriginal and Torres Strait Islander people. Services are to complement and link with
other d_95e|y connected activities, such as social and emotional wellbeing services, headspace, suicide
pr ion approaches and alcohol and other drug services. Services should be integrated across the

e mental health system.

Aboriginal and Torres Strait Islander mental health services can be provided through a variety of avenues
including ACCHSs, and Aboriginal Medical Services (AMSs), as well as mainstream services which may
include Local Hospital Networks (LHNs), headspace or suicide prevention services. Mental health services
are to be supported by clinical evidence and delivered by an appropriately skilled workforce.

79 National Mental Health Commission. Contributing Lives, Thriving Communities - Report of the National
Review of Mental Health Programmes and Services, 2014.
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Culturally appropriate health services and providers will facilitate more effective mental health service
delivery and improved mental health outcomes for Aboriginal and Torres Strait Islander people. This
requires cultural awareness, cultural respect, cultural safety and an understanding of the cultural
determinants of health.

Aboriginal and Torres Strait Islander people are to have the same access to mental health services that are
joined up, integrated, culturally appropriate and safe, and designed to holistically meet the mental health
and healing needs of people at the local level.

Funding for mental health service to Aboriginal and Torres Strait Islander people X,

The Australian Government is providing $1.2 billion to 2018-19 for PHNs to commission primary mental @Q
health and suicide prevention services through the mental health flexible pool. As part of this fundingé(\
approximately $85 million of funding is specifically for Aboriginal and Torres Strait Islander mental th.

Indigenous mental health funding is provided from the Indigenous Australian’s Health Progra@% (IAHP).
The objective of the IAHP is to provide Aboriginal and Torres Strait Islander people with acc@s to effective
high-quality health care services in urban, regional, rural and remote locations across A ia. This
includes through Aboriginal Community Controlled Health Services (ACCHS), wherev&ossible and
appropriate, as well as through mainstream services delivering comprehensive, c%ﬂpally appropriate
primary health care. '\Q

Indigenous mental health funding is specifically quarantined to improve acées to culturally appropriate
mental health services for Aboriginal and Torres Strait Islander people. P%funding builds on mainstream
mental health funding provided to PHNs and aims to/increase acce\s\'@) culturally appropriate and safe
mental health services for Aboriginal and Torres Strait Islander pa@e.

The role of PHNs in mental health support for Aboriging\@ﬁmd Torres Strait Islander people

The Fifth National Mental Health and Suicide Preventio }&1 includes provision for governments to work
with PHNs and LHNs to implement integrated pIann'n@and service delivery for Aboriginal and Torres
Strait Islander people at the regional level. PHNs o work with mainstream service providers, the
Aboriginal Community Controlled Health Sector/and peak bodies to ensure culturally appropriate
programs are'implemented as part of the ongoing mental health and suicide prevention reforms.

Funding allocations to PHNSs for primargnental health and suicide prevention services are weighted for
rurality, Indigenous status and socio’@onomic disadvantage. In 2018-19, 9 per cent of quarantined
funding to PHNs will be devote @\mental health services that are coordinated, culturally appropriate, and
designed to meet the needs@original and Torres Strait Islander people at the local level.

PHNs should take a flexi%éand innovative approach in meeting the mental health needs of Aboriginal
and Torres Strait Islavﬁ people in their regions. A joined up, innovative and integrated approach is
needed to bring t er programs which are currently designed to separately support services such as
social and emot&al wellbeing, suicide prevention, and where appropriate alcohol and other drug
services, to Wove support for Aboriginal and Torres Strait Islander people.

Each PH?@?expected to undertake regional needs analysis in collaboration with relevant local Indigenous
orgapi@tions including ACCHSs and peak bodies and with mainstream primary health care organizations
to YQentify the specific mental health needs and service gaps for Aboriginal and Torres Strait Islander

Qﬁople. This analysis should be done in the context of providing holistic, culturally appropriate and safe

&

mental health services. Local engagement with Aboriginal and Torres Strait Islander communities will also
help to identify community needs.

As part of their regional planning, mental health plans with a specific focus on Aboriginal and Torres Strait
Islander needs will be required. In preparing this plan, PHNs should take into consideration existing service
arrangements provided through a variety of organizations and services in the region, including those
delivered by ACCHSs.
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PHNSs should commission a continuum of primary mental health services for Aboriginal and Torres Strait
Islander people within a person-centered stepped care approach providing a range of services to meet
local needs. This could include but is not limited to access to services for low intensity interventions; hard
to reach populations; severe mental illness; child and youth services; and suicide prevention.

Commissioned services are to make the best use of available workforce and technology, for example early
identification of mental health illness through a GP or providing access to telephone and/or online o
services such as headspace. s\\z\
PHNSs should not commission mental health activities that are not supported by clinical evidence, or that \O

duplicate existing activities. Services commissioned should holistically meet the needs of each patient, 6(\
including providing support for affected families and/or communities. (6(\
PHNs are expected to collaborate with existing services and seek opportunities to join up or integra@®
mental health, suicide prevention, social and emotional wellbeing and alcohol and other drug @ s to

minimize duplication of services, including those delivered by state and territory governme
maximize workforce resources.

In doing this PHNs should: QA

e engage with local communities and consult with relevant local Indige\;%gﬁd mainstream
primary health care organisations to identify the specific mental healt™\rTfeeds of Aboriginal and
Torres Strait Islander people; O

e determine the most appropriate mix of service delivery moda@es for commissioning in each

region; and (5\,\
e ensure referral pathways are’in place to enable and 86&(\)& patients to seamlessly transition
between services as their needs change.
N
Longer term, PHNSs will be expected to: (@)

e establish linkages between commissiong d existing services to facilitate a joined up, integrated
approach to the provision of mental health services;

e support providers to develop aeraintain culturally appropriate and safe services that holistically
meet the needs of patients a{@thelr families; and

e ensure referral path s@e in place to enable and support patients to seamlessly transition
between services as t(éneeds change.

Case Study: Workmgg@&'h Aboriginal health care services to deliver headspace services

Young people ag tween 12 and 25, in Katherine now have access to a range of support in mental
health, alcohol (@drug and social and vocational support from their local headspace centre. Katherine
has been sh as an area of high need, and with young people making up to nearly 23 per cent of
Katherine:@population, it is important that they have access to the right support, as early as possible. A
focus is headspace service will be on supporting Aboriginal and Torres Strait Islander community
hg\%ake up about 60 per cent of young people in Katherine. Anglicare NT, with funding from Northern
tory PHN, has established and manages Katherine’'s headspace service. In carrying out this role they
ﬁrk closely with local stakeholders and the Aboriginal community to tailor health care services to
community and to share lessons learned with other regional headspace initiatives (such as Darwin).

Aboriginal and Torres Strait Islander suicide prevention trials

The Australian Government has committed to reducing the prevalence of Aboriginal and Torres Strait
Islander suicide and the impact on individuals, their families and communities. In 2016, suicide was the
fifth leading cause of death for Aboriginal and Torres Strait Islander people. The standardized death rate
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of 23.8 death per 100,000 population for Aboriginal and Torres Strait Islander people was twice that of
non-Indigenous people.

As part of the National Suicide Prevention Trial program, two Indigenous-specific suicide prevention trial

sites have been established in the Kimberley and Darwin regions. The Aboriginal and Torres Strait Islander

specific trials are being guided by community based advisory groups. Each trial site is receiving $3 million &(\
in funding to 2018-19.

Q
The Australian Government has provided a blueprint for the provision of culturally appropriate suicide g\\z\
prevention services in Aboriginal and Torres Strait Islander communities. This blueprint is informing the \O
activities of the Kimberly and Darwin Suicide Prevention Trials. 6(\
Centre of Best Practice in Aboriginal and Torres Strait Islander Suicide Prevention (\ﬁ(\

Through the National Suicide Prevention Leadership and Support Program, the Department is pr ng
$1.75 million in funding to the University of Western Australia (to June 2019) to establish a C for Best
Practice in Aboriginal and Torres Strait Islander Suicide Prevention. Activities of the Center iri@jude
supporting the development of suicide prevention activity tailored to specific communi eds, providing
evidence-based information and advice, building the capacity of PHNs, and suppor‘cinq) boriginal and
Torres Strait Islander communities to act on to suicide and self-harm in their regi

N
¢

9.2 The NDIS and people with mental iIIneos?~
The National Disability Insurance Scheme (NDIS) is the most signip'gag change made to the way that

disability services are provided in Australian history.
&

The NDIS aims to/improve the lives of Australians with a si ﬁ@cant and permanent disability, their families
and carers. It will ensure people with disability receive ttke pports they need, by assisting them to access
mainstream and community services and supports. It W@I"maintain information support arrangements and
receive reasonable and necessary funded supportsgAt a system level, the NDIS aims to support capacity
building to further develop the disability sewiceséctor.

The NDIS provides a new approach for pggchosocial support in Australia, with an emphasis on personal
choice and control over the services th e. The NDIS also supports the further development of
community-based support for peop@lth mental illness that has been a direction of the National Mental
Health Strategy since its incepti @\

Due to the significance of thaNange, the NDIS is being rolled out in stages, with earlier roll out in some
states and territories, and@a ed roll out within others. As with any reform of the scale of the NDIS, there
have been some conc raised during implementation, and this staged roll out has provided an
opportunity to revi%nd refine aspects of NDIS operation.

In recognition of\@?e specific issues faced in rural and remote areas, the NDIS has developed a Rural and
Remote Stra@/. The Strategy aims for a balanced approach in responding to:

) ‘@% of supply in areas of high demand growth such as personal care

\s({b provider readiness such as profitability, working capital and contact with the National Disability
Insurance Agency (NDIA)
)

§ e services in remote, rural and lower socio-economic regions
e impact of transition of state and territory government specialist disability services

e services to meet episodic/unpredictable demand. For example: in crisis supports and mental
health

e transport needs that arise because of a person'’s disability

e support for people with complex support needs e.g. challenging behaviours
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support to assist with independent/informed choices and access
housing needs that arise because of a person’s disability
availability of specific types of therapy/therapists

supporting linkage and local coordination between services/agencies (such as with Aboriginal
Medical Services).

While recognising the benefits that the NDIS will provide, stakeholders have raised concerns about

implementation of the NDIS for people with psychosocial disability, and for people living in rural and
remote areas. These concerns have focussed on:

N
)
Supporting the fluctuating needs and recovery orientation for people with mental iliness (0(6(\

Continuation of psychosocial support services for people with mental illness who area@gible
for the NDIS

Z
e The pricing model and service availability, particularly for people with complex& needs and in
rural and remote areas. ‘Q
The NDIS can support the fluctuating needs and recovery-orientation for peopl mental.illness

through flexible core budget funding and capacity building budget funding fdNAdividuals. Core budget
funding is the most flexible, and includes four categories of support: ?S’

Consumables (e.g. purchasing everyday use items) . OQ
Daily Activities (e.g. assistance with self-care activities d the day or evening)

Assistance with Social and Community ParticipatiogK@\_;. supports to enable engagement in social
or recreational activities) \\(\
®)

Transport.

Generally, core budget funding allocated againstgwe support category can be used to purchase supports
under another support category. This means that if someone’s support need fluctuate over time, they can
use this funding to flex up and down difoent elements of their supports.

In addition to the core NDIS funding&@ngements, the Australian Government has proposed two further
funding commitments to support eople with psychosocial needs who may not be eligible under the NDIS
and to support stronger conti&\ of care.

Psychosocial sup &eeds: the Australian Government announced in the 2017-18 Budget that it
will provide $ million over four years from 2017-18 for psychosocial support services for
people withfental iliness who do not qualify for the NDIS but are existing clients of

Comm alth-funded psychosocial services (such as the Partners in Recovery, Day to Day Living
Pro Qn and Personal Helpers and Mentors programs). This funding is to be delivered by PHNs

t gh a stepped care approach. Overall responsibility for funding psychosocial support services

Pshared between the Commonwealth and States and Territories, and accordingly, this funding is

@ contingent on a matching commitment from the States and Territories. This will ensure a national

A\
)

approach to maintaining community mental health services outside the NDIS. This funding
remains contingent on the agreement and contribution of the states and territories.

Continuity of support (budget in confidence: the Australian Government recognises that continuity
of support will be vital in people’s transition to the new arrangements for support of severe
mental illness and psychosocial disability. While primary and acute care will continue to be
covered through the MBS and the NDIS will fund specific disability needs around MBS supports, it
is expected that some people eligible for existing Commonwealth support will no longer be
eligible. These people may have been eligible under a range of supports which ceased with the
commencement of the NDIS. For these people, the Commonwealth is committing new funding for
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community mental health services (such as respite care) to provide continuity of support until
long-term support arrangements (if requirements) are found. This funding is time limited and not
contingent on the states and territories.

Successful implementation of the NDIS is based on the availability services to respond to participants’

needs and information and support available to participants and their families to exercise effective choices. &Q
Sector capacity is particularly important in rural and remote areas where historically the number and range Q(O

of services has been limited. The Government established the Sector Development Fund (SDF) to support \2\

the substantial changes required in the disability sector to realise the vision of a flourishing support Qs\

market driven by the choices and needs of people with disability. Specifically, the SDF funds projects that (’\\

are intended to: @

e  build community capacity and engagement (b(\'
e increase capacity of people with disability and their families to exercise choice and ¢ %nd
develop new forms of support to meet the needs of people with disability (%)

e build disability sector capacity and service provider readiness to manage the N.R,I%'transition
e  assist with the expansion and diversification of the workforce required t t increased demand
e build the evidence base about what works. \,\Q

In June 2017, the NDIA Board commissioned McKinsey & Company to urv&ake an Independent Pricing
Review, whose purpose was to assist with providing a vibrant providerQ¥arket to deliver quality and timely
supports to participants. The NDIA has been engaging with provid nd peak bodies to understand the

best way of implementing the recommendations, with a view t uring robust implementation. A
recommendation about how to respond to people with co é@( care needs has been-endorsed in
principle, but in consultation with the sector, it has/beco parent that the implementation this

recommendation requires further detailed work. That @'k is being undertaken as a matter of priority.
2\
9.3 Youth suicide prevention trials and other initiatives

As highlighted in Part 5, suicide is a naiggnal challenge that is felt'acutely in rural and remote areas. The
rate of suicide in rural and remote ar& is approximately 40 percent higher than in major cities.”*
Meanwhile, the rate of suicide gst men aged 15 to 29 years who live outside major cities is almost
twice as high as it is in major gi€s. Furthermore, the rate of suicide among Aboriginal and Torres Strait
Islanders aged 15 to 24 y%&ld is 3.7 times higher than with non-Indigenous young people in the same
age bracket.”? Q

The acute obstacl ed by youth in local remote and rural communities have been recognized by
Federal, state a rritory governments, with focus being placed on providing long term solutions to the
higher preval@\ce of poor mental health in rural and remote regions. This submission has already
document umerous youth-related online and community mental health initiatives, but four areas of
activitg‘g worthy of discussion in greater detail.

Pri@@y Health Networks (PHNs) — flexible and quarantined funding

@%e Australian Government provides PHNs with flexible funding, including quarantined funding allocations
for severe youth mental health need, suicide prevention and delivery of psychological services.
Approximately 32 per cent of the quarantined funding component is tied to early psychosis youth services
and suicide prevention initiatives through headspace. The Australian Government has committed a further

71 Australian Institute of Health and Welfare. Mortality Over Regions and Time (MORT) books — web report,
November 2017, accessed 30 April 2018
72 National Rural Health Alliance, Fact Sheet — December 2017, Mental Health in Rural and Remote Australia
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$28.9 million in 2018-19 to establish additional headspace services young people aged 12 to 25 years.”
This additional funding will help to boost headspace locations across Australia, including increased
representation outside metropolitan centres. Initiatives such as the one in Katherine (see earlier Case
Study) embody the Australian Government’s commitment to deliver early intervention youth mental health
services to young people in rural and remote areas.

Youth suicide prevention trials

In 2016, the government has committed an additional $192 million to the establishment of four new
suicide prevention trial sites, bringing the total number up to twelve.”” These sites are a sign of the
government's commitment to supporting Aboriginal and Torres Strait Islander and remote communities, Q%
youth and veterans. For one trial site in Kimberley, Western Australia, the age-adjusted rate of suicide i Z
more than six times the national average. The launch of such initiatives is an attempt to tackle such

troubling statistics. ”® Within each region, the local PHNs commission the trials to bring together Q
practice, expertise and local knowledge to tailor mental health solutions specific to communit{ r)eeds.
Commissioning them through local PHNs is done to ensure a focus on community educat\i&@integrating
services at the local level and ensuring that there is capacity for post-discharge follow l&\

eheadspace (1:0

eheadspace has developedia novel moderated online social therapy intewent@glled enhanced
moderated online social therapy. This therapy approach integrates real-timexclihician-delivered Web chat
counselling, interactive user-directed online therapy, expert and peer m tion, and private and secure
peer-to-peer social networking. It has been designed specifically to giv@young people immediate, 24-
hour access to anonymous, evidence-based, and short-term menta& Ith care. This approach is a central
pillar to delivering high quality mental’'health supports outside g&@opolitan Australia.

The Australian Government prioritises eheadspace support @young people and families who have
limited access to support across rural and remote areass\S&e eheadspace commenced in 2012, 25.5 per
cent of serviced clients were in rural or remote locatio@®.*This compares with 28.2 per cent of Australians
living outside major cities. An independent evaluat@of headspace in 2015, found that almost one third
of headspace clients that received services at a cewltre also used eheadspace. Hence, the online service can
play a role in linking young people in regional areas and boosting the capacity of headspace to provide
services in rural and remote regions. RecQt five-year data on eheadspace usage also indicates that
overall, there has been a gradual incrsi@ in service usage amongst young people in these areas, which is
a measure of success.

Other initiatives

&

- N .
A survey commissioned b b‘gondblue in February 2015 revealed that the main reason nearly 80 percent
of young people did n ®§c help for anxiety or depression was the fear of resulting social stigma.
beyondblue, which r es significant funding from the Australian Government, provides many different
programs target mental health problems facing young populations. Many of these resources are
available onIi@ﬁmaking access from rural and remote areas a possibility.

Although é’cialist mental health services continue to provide vital services for younger generations
sufferi@Qom mental health issues, research has shown than early signs of mental health struggles are

Q@

A\
)

3 Department of Health 2016-17 Health Portfolio Additional Estimates Statements, p.8

" Northern Territory Primary Health Network. Anglicare NT to deliver headspace services in Katherine, 2018,
accessed 1 May 2018

7> National Rural Health Alliance. New suicide prevention trial sites in rural Australia, 2017

7€ The Hon Sussan Ley MP. Suicide prevention trial for Kimberley region, 2016, accessed 2 May 2018
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largely picked up on within in primary care and the education system. With individual counselling being
cited as a main method of coping with mental stress for youth across wider Australia.””

As a result, it is being recognized that educational institutions in remote and rural areas may also need
assistance to be able to provide the same support received by students as in metropolitan areas. Initiatives
such as MindMatters have attempted to provide schools in remote and rural areas with the resources,
along with support from beyondblue, to be able to develop their own unique mental health strategies that
target the most relevant issues facing local school communities. g\\z\e

The Australian Government has committed $6 million to bring the mental health conversation into \O
mainstream education channels, which, with time, can play a large role in reducing the stigma that leads t&(\
less people speaking out about the problems they are facing, Further, funding has been provided to

ReachOut which is an online tool aimed at allowing youth to access self-help on a digital platform. T

service also provides immediate telephone counselling and support in a crisis. In addition to fundiRd from

the Australian Government, it is also backed by corporate, community and philanthropic dona@o

remain a free-to-use service.”® (%)

9.4 Refugees and survivors of trauma

Australia has a long record of providing support to refugees that have exp ced torture and trauma
prior to their resettlement. The Program of Assistance for Survivors of Tomre and Trauma (PASTT)
provides one seamless program of mental health services to assist re es successfully settle in Australia.
The aim of PASTT is the development of resources to support and
counselling and related support services for settlement. It provi
those who are experiencing psychological and/or psychosogi
migration experiences of torture and trauma. \(\

ifficulties resulting from their pre-

PASTT services are delivered by member agencies of R Forum of Australian Services for Survivors of
Torture and Trauma (FASSTT). The Australian Gov, ent also supports FASSTT which is a network of
eight not-for-profit torture and trauma support agencies, one in each capital city, which also provide
services in regional Australia. FASSTT coordinates information and training resources to support GPs in the
delivery of care to refugees who have expérienced torture and trauma. These initiatives are important
mental health supports for refugees lesurvivors of torture and trauma who live in rural and remote

Australia.
2

The Australian Government s to encourage the regional and rural settlement of humanitarian entrants
where possible. The Hum MdMan Settlement Program currently refers humanitarian entrants that arrive
without existing links or&posers into 25 designated locations across Australia, including 19 regional
locations. In recent yeR®, approximately 20 per cent of humanitarian entrants have arrived without a link
or proposer. Whe r possible such entrants are settled in regional locations. In addition, the Safe Haven
Enterprise Visa (R¥emporary visa available to Illegal Maritime Arrivals who are found to engage Australia’s
protection ations), encourages regional settlement by making permanent visa pathways available to
those wie@ave worked or studied in areas deemed regional. For refugees or survivors of trauma living
outsideggmetropolitan Australia, both PASTT and FASSTT are important means of support.

A\
)

77 Australian Institute of Family Studies. Young Minds Matter: Use of services by young people with mental
disorders, 2016, accessed 2 May 2018
78 See: ReachOut, accessed 2 May 2018
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10 Conclusion

The impact of mental illness touches every Australian. For some it may be a profound decline in quality of
life, while for others it might be the personal pain of losing a loved one. The struggles and stigma

associated with mental illness may impact on the formation of lasting relationships, gaining secure &Q
employment or maintaining community connection. Although the prevalence of mental illness is similar O
between urban and regional Australia, barriers of awareness, accessibility and quality of mental health \2\
services contribute to much higher levels of need in rural and remote locations. QK

For several decades, the Australian Government has had a strong commitment to improving health care i N\
rural and remote Australia, including in mental health. Amongst these have been numerous initiatives Q(\
encourage better access to more local GPs, who are often the first point of contact in accessing merz§4L
health services in rural and remote communities. %)

The Fifth National Mental Health and Suicide Prevention Plan built on this past commitmen Q)ringing
together a national approach for the Commonwealth, states and territories to provide bet{@‘ mental health
and related services in Australia. This Plan demonstrates the Australian Government’ mitment to
working collaboratively to deliver mental health services in an integrated system. (1/

A key feature of the Fifth National Mental Health and Suicide Prevention Plan y@ its focus on the
limitations identified in previous plans, with an emphasis on integrated Ioc@lanning at the regional level.
While the role of the Australian Government in this field is not new, the F’?’n demonstrates its commitment
to drive this new emphasis, while ensuring national consistency in im entation and local flexibility to
design stepped-care models. This focus on regionally and locally red approaches will be crucial to
ensuring improved access to mental health services in rural and@ﬁte areas.

Primary Health Networks are a key point of Commonweaﬁ?@pport for integrated regional planning,
better coordinated funding and commissioning to/comgl&hent local service gaps. Currently, the Australian
Government is supporting rural and regional PHNs to @Velop innovative new models and trials of
integrated mental health care. The headspace prt@n, which is coordinated by local PHNs, is another
example of the Australian Government's focus on'Tocal service delivery and responding to individual needs
A series of trials and new sites for this program are currently being placed in regional areas to support
services that respond to local and individ&al needs.

The growing recognition of the nati significance of the impact of suicide in the Fifth National Mental
Health and Suicide Prevention PI@\particularly in rural and remote regions, has also been endorsed by
the Australian Government. C tly, it is funding national suicide prevention trials and new infrastructure
around suicide hot spots. ﬁralian Government is also delivering on its commitment to provide
digital responses to sup% mental health and suicide prevention, with services including more rural

online access to the r Access initiative and complementing other mental health initiatives with
expanded teIehea@@upport.

The above ac?& have already made a difference for the mental health needs of people in rural and
remote ar@@ ome initiatives are having immediate impact, while others will take time to consolidate and

improveM the PHN minimum data set grows to inform better policy and service decision-making.

Si @he release of the Fifth National Mental Health and Suicide Prevention Plan, Australian governments
e together made significant progress in improving access and quality of mental health and suicide
@Brevention services for rural and remote areas. A strong foundation has been laid for current and future
\)’6\ action, but there is still some way to go.
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Abbreviations, acronyms and
references
The following acronyms have been used in this submission. %’(\
>
Acronym Definition Q\e
S
ABS Australian Bureau of Statistics X
)
AIHW Australian Institute Health and Welfare (6(\
(o

AON Areas of need Q@Q
ATAPS Access to Allied Psychological Ser\(&@
COAG Council of Australian Goverrpﬁ@ts
DWS District of workforce shbg%ge

o
FIFO Fly-in-fly-out ?“

O

GP General Pra@honer
GDP Grosi\émestic product
LHN &al Hospital Networks

Medicare Benefits Scheme

MBS o)

%)

@ T

MHPOD Q Mental Health Professional Online Development
@
MHNIP b\ Mental Health Nurse Incentive Program
&
NGO 0(\ Non-governmental organisation
NSMHS 96 National Standards for Mental Health Services
{3
NSQHS \Q\Q National Safety and Quality Health Service
OECD Q'@(\ Organization for Economic Cooperation and
Q Development
,b"o
P,Q"Q Pharmaceutical benefits scheme
o
.6\ PHN Primary Health Network

RAMUS Rural Australian Medical Undergraduate Scholarship
RFDS Royal Flying Doctor Service
SES Socioeconomic status
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o

Australia’s Network of PHNs

Australian Government - Primary Health Networks
Department of Health

Department of Healt

>
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