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1 Executive summary

1.1 Background and aims of the program

The Department of Health and Ageing (the Department) engaged PricewaterhouseCoopers (PwC) to
undertake an evaluation of the Mental Health Services in Rural and Remote Areas (MHSRRA) Program.

The following draft final evaluation report is provided by PwC to the Department and has been prepared
in accordance with the reporting requirements as identified in the Official Order for the Evaluation.

The aim of the MHSRRA Program is to assist in improving the mental health outcomes of people living in
rural and remote areas by providing greater access to mental health services. It is intended that this will
be achieved through the engagement of allied and nursing mental health staff through appropriate non-
government organisations in rural and remote Australia.

The MHSRRA Program endeavours to build on other programs to improve rural and remote mental
health services. It allows scope for organisations to develop mental health services that are adapted to
meet the needs of the local community.

Project methodology

The evaluation was structured in to four key stages:

Stage 1: Project initiation and planning, which consisted of a project kick off meeting, agreement of
communications plan and risk register and confirmation of the evaluation framework, stakeholders,
methodology and project plan.

Stage 2: Development of data collection tools and analysis techniques during this stage the evaluation
framework was finalised and data already collected was gathered. The design of data collection tools
including the interview questions and e-survey tool also occurred. Progress report 1 was delivered to
the Department.

Stage 3: Data collection and analysis in which the stakeholder interviews and surveys were conducted
and data analysed. Progress report 2 was delivered to the Department.

Stage 4: The final report has been prepared during this stage.

Further detail regarding the approach for the evaluation and key activities in each stage is provided in
Section 4 of the report.

1.2 Overview of the evaluation report

This report draws together the evidence collected during the consultation phase from participating non-
government organisation reports and presents the key findings. The following table provides an overview
of the report.

Section Heading Description

2 Introduction Provides an overview of mental health in Australia

3 Background Provides background to the evaluation including programs
aims and objectives and areas of program implementation
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Objectives

The overall objectives of the Program were considered to meet the needs of mental health consumers in
rural and remote Australia. 66% of respondents to the e-survey agreed that the objectives were relevant
to the target population; this finding is supported by interviews with health professionals and program
managers who also agreed that the Program objectives were appropriate. The key success factor noted
was the flexibility of the Program and the ability of organisations to tailor services to local needs.
Consultation findings also revealed evidence of continuing local Program reviews to ensure objectives
align with ongoing and/or changing community needs and expectations.

Cultural and population based appropriateness

A number of organisations targeted specific population groups and services were provided in the
appropriate setting and by appropriate health professionals. For example, a number of services for
children/adolescents were provided in schools and services to some Aboriginal and Torres Strait
Islander communities were provided by, or with the support of Aboriginal and/or Torres Strait Islander
health workers. There were some instances where non-Aboriginal and/or Torres Strait Islander health
professionals experienced difficulty providing services to Aboriginal and Torres Strait Islander
communities due to acceptability.

Community and client needs and expectations

Health professionals agreed that there is a need for a holistic approach for rural and remote community
members as health issues, in particular mental health issues, are linked with many lifestyle and other
health conditions. It was considered by stakeholders interviewed, that client needs and expectations
could not be looked at in isolation and a broader community focus provided the baseline from which to
assess overall needs and expectations. Many organisations reported undertaking needs assessments at
various stages of Program delivery and tailoring services accordingly. It was also noted that it was
difficult to assess unidentified needs in the community.

There was general consensus that the MHSRRA Program is currently meeting expectations, but there is
growing community demand for more services to meet needs and rising expectations. Commentary
collected from consultations indicated that communities were appreciative of the services provided but
have a desire for more services. All seven consumers/carers interviewed reported that the Program had
overwhelmingly met their needs and expectations with each individual giving the Program a rating of
between eight and ten (out of ten) for meeting their needs and expectations. Other anecdotal evidence
was gathered by organisations to support that the Program was meeting needs and expectations
included the number of clients returning to the service, clients telling others of their satisfaction with the
service and clients receiving treatment prior to a “crisis” period.

Furthermore, organisations reported that they would like to do more community development and health
promotion work to target harder to reach groups, for example, Aboriginal and Torres Strait Islander
communities, probation and parole groups and farmers. Acceptance of mental health issues is most
often community specific. Health professionals agreed this could be addressed through the provision of
further education to reduce stigma and break down barriers related to mental health.

1.3.2 Effectiveness

A summary of the evaluation findings for the measure of effectiveness is provided below and discussed
in detail in Section 7 of this report.
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organisation e-survey indicated that most respondents (85%) agreed the Program had improved client
outcomes. All consumers/carers interviewed indicated that they had experienced improved outcomes
including increased confidence, self esteem and quality of life as a result of the Program. The seven
consumers/carers interviewed also indicated that their mental health outcomes were very positive as a
result of this Program.

Data provided by two organisation’s visited demonstrated examples of improvements in individual client
outcomes. These data are discussed and presented in section 7 of this report.

There was widespread support among health professionals for more standardised outcome
measures/tools, however the appropriateness of such measures to various population groups would be
an important consideration. Such measures would assist to quantify improved outcomes into the future.

Evidence based treatment

During the consultation phase, a number of evidence-based treatments and tools were discussed such
as the use of care planning tools appropriate to specific client populations. Health professionals
indicated that further integration of evidence-based care in individual care plans was required. The e-
survey supported this finding with 90% respondents selected fair or better in relation to the Program
providing evidence-based mental health care.

Linkages

It is commonly agreed that building better linkages is a key mechanism to improve capacity, access and
workforce sustainability. Consultation revealed that linkages with other programs and services were
variable, ranging from no established links to several links. The majority of organisations participated in
networks and further linkages were established via this mechanism.

Benefits associated with established linkages were discussed during the consultations. These perceived
benefits included collaboration work towards common goals such as the provision of services where
there were current gaps, ensuring there was no duplication of services and the ability to combine forces
for health promotion activities. It was also noted that linking with other programs is not always practical
or workable in some areas.

Linkages with other mental health programs were limited to some extent. Reasons for this may include
programs not operating in the same areas. According to the e-survey the Better Access program had the
most well established linkages with the MHSRRA Program with 43% respondents rating this linkage as
good or very good.

Links with other non-government organisation’s providing MHSRRA Program services were considered
to be of relative importance to organisations. It was suggested that the Department assist organisations
to establish these links in the future allowing organisation’s to share ideas, methodologies and build
valuable networks.

Interdisciplinary primary mental health care

Consultation and data collected revealed that health professionals employed under the MHSRRA
Program were from a range of disciplines. Health professionals generally agreed that interdisciplinary
care was working well. To some extent the level of interdisciplinary care is limited by the workforce
supply and the number of positions funded under the Program in a particular area. The e-survey
revealed that 91% respondents selected fair or better in relation to the program providing
interdisciplinary care while 87% respondents fair or better in relation to satisfaction with interdisciplinary
care.



Executive summary

The Australian Government Department of Health and Ageing
PricewaterhouseCoopers 10

Data provided by the non-government organisations demonstrates that the distribution of health
professionals by discipline varies between States/Territories. Based on the limited data available it may
be concluded that there is a reasonable mix of disciplines contributing to interdisciplinary care within the
MHSRRA Program. However it also important to note that for complete interdisciplinary care specialist
involvement is required and this is particularly difficult in rural and remote areas. Psychologists comprise
the largest group of health professionals employed under the Program across stages one and two
(between 45% and 38%). Other disciplines making up a considerable proportion of the health
professional group include: Aboriginal and/or Torres Strait Islander mental health workers, mental health
nurses and social workers.

Practices of GPs and other health professionals’

Consultation revealed many positive changes in the practices of GPs including greater acceptance of the
Program and mental health issues, more confidence in mental health and better communication and
follow up with mental health professionals. Some GPs were however, still sceptical about the Program.
Interviews with consumers revealed that two of the seven interviewees felt that GPs were not particularly
helpful and their attitudes towards mental health had not changed. A further four interviewees reported
that they had not noticed any changes in the practices of their GPs. The majority of respondents (68%)
to the non-government e-survey indicated that there had been definite changes in the practices of GPs
and other health professionals while a further 29% indicated there had been some changes in practices.

Other health professionals were generally very supportive of the Program and it was indicated that many
refer clients to the Program. Mental health professionals working with the Program reported to have
established links with other health professionals.

MBS services

People in rural and remote areas have lower levels of access to specialised mental health services.
Specific data were not available to enable a detailed analysis of MHSRRA Program impact on related
MBS services. However some general conclusions about the improvement in uptake of MBS items were
able to be made based on maps provided by the Australian Government Department of Health and
Ageing. This is discussed in section 7 of the report.

1.3.3 Efficiency

A summary of the evaluation findings for the measure of efficiency is provided below and discussed in
detail in Section 8 of this report.

Efficiency assesses the relationship between inputs and outcomes. It is a useful way to monitor how well
a program is implemented relative to the outputs to be delivered. Efficiency assists in determining
whether inputs were wasted or not used or whether the outputs could have been achieved with fewer
inputs, in a shorter timeframe or with better quality.

Data sources include commentary collected through interviews with non-government organisations, peak
bodies and consumers/carers, data collected via the e-surveys and the review of data presented in the
progress reports submitted every 6 months by non-government organisations funded under the
Program.

Recruitment

Recruitment of staff was perceived to be the most challenging aspect of Program implementation and
sustainability. Challenges in relation to recruitment were most often experienced during Program
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establishment and associated with the rural and remote geographic location of potential services.
Current Program guidelines outline the types of health professionals that may be employed and the
specific qualifications required to meet the eligibility criteria. Organisations interviewed highlighted the
broad spectrum of mental health issues that health professionals working in rural and remote areas are
faced with. In this context it was agreed that recruitment of the right health professional with
considerable skills and experience was crucial.

The need and ability to employ a broader range of health professionals based on local context, was
discussed with several services based on local context. Examples that were given include Aboriginal and
Torres Strait Islander workers that can support mental health workers and ensure cultural
appropriateness of services.

Workforce supply and distribution

In terms of available workforce, rural and remote Australia is at a significant disadvantage as evidenced
by data demonstrating greater numbers of clinicians in metropolitan and regional areas on a population
basis. Discussion held during the consultation phase revealed that all services faced challenges related
to workforce for a variety of reasons. Staff retention was also noted as an area of concern. Issues faced
by health professionals in rural and remote areas included isolation, higher costs of living and the
requirement to travel long distances. The background of health professionals was considered to be
important, for example Aboriginal and/or Torres Strait Islander health workers were of key importance
when working in Aboriginal and Torres Strait Islander communities. Similarly employing local staff was
seen as preferable as it was felt that retention rates for this group were likely to be higher.

66% respondents to the e-survey agreed that the Program had assisted to improve the supply of mental
health professionals while 65% agreed it had improved the distribution. 18% respondents disagreed with
both statements. Data for Stage One of the Program showed that the number of health professionals
grew from 35 in December 2007 to 50 in December 2009. Data for Stage Two showed that the number
of health professionals grew by 67% in the first six months from December 2008 to June 2009 and by a
further 13% in the second six months from June 2009 to December 2009.

Workforce distribution

Workforce distribution varied between States/Territories. Data provided by organisations for Stage One
illustrated that psychologists comprise the most health professionals in Western Australia, Victoria,
Tasmania and New South Wales. Data for Stage One showed that Aboriginal and/or Torres Strait
Islander mental health workers made up the greatest percentage of health professionals and in South
Australia mental health nurse and social workers comprised the majority of health professionals. Data for
Stage Two were quite different and showed that the distribution of health professionals was as follows:
psychologists comprised the greatest percentage in Victoria, Queensland and South Australia; mental
health nurses comprised the greatest percentage in Tasmania and New South Wales; in Western
Australia social workers; and 100% health professionals in the Northern Territory were Aboriginal and/or
Torres Strait Islander health workers. Based on the limited data available it can be concluded that there
is a reasonable distribution of health professionals by discipline across the MHSRRA Program.

Innovation workforce models

One way to address supply of health professionals and demand for services is through the
implementation of new and innovative workforce models. New workforce models such as an internship
model and an Aboriginal mental health worker support model have been successfully implemented in
two organisations visited. These models are discussed in further detail in section 8 of this report.
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Workforce support

Workforce support includes clinical supervision, professional development and training, peer support,
access to equipment and technical support, management supervision and administrative support
services. Professional development and training was provided through multiple modes including face-to-
face, videoconference and web-based. Peer support was also noted to be strong and provided locally
both formally and informally. On the whole, health professionals interviewed were very pleased with the
support received in these areas. In some instances health professionals had to make their own client
appointments and this was considered an added burden. Accommodation in some areas of Program
operation was also noted to be less than ideal.

Models and modes of service delivery

Six month reports from organisations to the Department confirmed that the most common model of
service delivery was the outreach model. The second most common model was the hub and spoke
model. Data collected and consultation interviews revealed that the vast majority of service contact was
face-to-face. Health professionals agreed that this was the most effective method of contact particularly
for the first session. Telephone, video-conferencing and other modes of services (such as Skype)
contact were used to a lesser extent. The installation of videoconferencing facilities in a number of areas
of service provision will potentially increase the use of this mode of delivery in the future.

Communication

Communication at the local level and Departmental level as discussed during the consultation phase
was reported to be very good. There were noted to be some issues related to slow Departmental
approval processes and subsequent processing of funds for organisations providing services.
Organisations indicated that this was seen as an added burden when funds were not available in a
timely manner.

Communication with other Australian Government Departments and State/Territory Departments in
relation to the Program was limited, as reported by both the non-government organisations and the
Department. 76% respondents to the e-survey indicated that they did not know if there was any
communication between these groups. This shortfall in communication was further highlighted by the low
response rate to the peak body e-survey and the inability of representatives of these organisations to
comment on the Program during consultation interviews.

Local communication with other mental health services, health and community services and health
professionals was reported to be, for the most part, strong. However, consultation indicated that
interaction with other non-government organisations implementing the Program was a gap.
Organisations were keen to establish these links moving forward and share experiences and
methodologies.

Reporting

On the whole, organisations indicated that reporting procedures to the Department were easy and
straightforward; however it was agreed that a more streamlined approach to reporting across all
programs would be beneficial. Electronic collection of data was seen to be the preferred method as
health professionals and program managers were using similar systems for programs such as Access to
Allied Psychological Services (ATAPS). This would also enable data to be captured in real time, enable
system mechanisms to improve data quality and standardise data elements for future reporting and
comparison.
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1.5 Summary of recommendations

From the consideration of key findings of this evaluation, recommendations were identified. These
recommendations provide actions for which there is good evidence, widespread support, and clearly
viable avenues for implementation. These are summarised below and discussed in further detail in
Section 9 of this report.
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Prevention and promotion

Recommendation 1: Increase the focus on mental health prevention, promotion and education.

Children and young people

Recommendation 2: Increase the focus and service offerings for children and young people with mental
illness living in rural and remote areas.

Modes of service delivery

Recommendation 3: Consider the appropriateness of new and innovative modes of service delivery.

Workforce

Recommendation 4: Review workforce guidelines for eligibility of mental health professionals employed
under the Program and consider new workforce models such as support workers and internships.

Referral sources

Recommendation 5: Review the appropriateness of referral guidelines and referral sources based on
access to GPs in rural and remote communities.

Improving data collection systems

Recommendation 6: Identify measures of access and outcomes to inform performance of the MHSRRA
Program. Furthermore investigate opportunities to standardise measures across mental health programs
(eg ATAPS) and use one system to collect and report data.

Strengthening communication

Recommendation 7: Identify methods by which to strengthen communication at all levels including
nationally, State/Territory and locally.

Funding
Recommendation 8: The Department consider providing continued funding for the MHSRRA Program
beyond June 2011 enabling continued provision and expansion of mental health services.

Carers

Opportunity for further investigation: Investigate the provision of support services and education for
carers in rural and remote areas.

1.6 Concluding comments

Rural and remote communities are unique and as identified throughout this evaluation rural and remote
communities face particular challenges. The MHSRRA Program has provided a service to these
communities and demonstrated how a program such as this can be successful. The key ingredients of
this success include implementation and management of the services provided via local organisations
and sufficient flexibility within the Program guidelines to be able to tailor services to local needs.

The ongoing success of the Program is dependent on a number of factors including capitalising on what
has worked well, addressing challenges and ensuring continuous improvement of mental health services
for rural and remote Australians. The appropriateness, effectiveness and efficiency with which the
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Program has been implemented provide a strong foundation for the ongoing benefits realisation and the
sustainability of the program.

There is potential to capitalise on the accomplishments of the MHSRRA Program and broaden the reach
of the Program. The implementation of the recommendations will only serve to strengthen the Program
and achieve the overall aim to provide greater access to mental health services for those living in rural
and remote areas of Australia.
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2 Introduction

In any given year, approximately 20% of Australians aged 16 - 85 years experience a
mental illness and 45% of Australians experience mental illness at some point in their
lifetime. Not all people with mental health disorders need to be hospitalised but benefit
from care provided in the community.

2.1 Mental health in Australia

Mental health is one of Australia’s eight national health priority areas. In recent years, there has been
particular government focus aimed at reducing the burden and improving the lives of people with mental
health illnesses.

Mental health services are the most complex set of health services, covering birth to death, prevention
and early detection, comorbidities with the largest array of clinical and human services care partners.
Mental health care is delivered by a mixture of health service agencies and providers. These include the
specialised public Mental Health services managed by the States and Territories, private sector services
delivered by Psychiatrists and hospitals, and primary health care services, represented principally
by GPs.

The scale of mental illness is huge, mostly arising in adolescence or youth, accounting for a third of the
burden of illness, with about 40% of all disability (physical and mental) being due to mental illness. The
latest National Survey of Mental Health and Wellbeing4 conducted in 2007 by the Australian Bureau of
Statistics (ABS 2008a) estimates that 3.2 million, or 20%, of the population had experienced symptoms
of a mental health illness in the 12 months prior to the survey. This is a significant increase from the
statistics reported in The burden of disease and injury in Australia 2003 (Begg et al. 2007)5, that
identified that mental health illnesses were estimated to be responsible for 13.3% of the total burden of
disease. The impact of mental health illnesses on morbidity and mortality has resulted in mental health
being ranked third among the major disease groups in the burden of disease rankings, behind cancer
and cardiovascular diseases.

Of this 13.3% indicated above, low acuity mental illnesses such as anxiety and depression were of a
high prevalence and accounted for 55% of this burden. In males, anxiety and depression was the third
leading cause of overall male burden, while in females anxiety and depression was the leading cause of
overall female burden.

Similarly, people with mental illnesses often have comorbidities and the rates of relevant comorbidities
have been found to be higher in rural and remote areas. As an example anxiety and depression also
carries a risk of ischaemic heart disease and suicide, increasing the total burden due to the combined
category of anxiety and depression from 7.3% to 8.2%.6

4
Australian Institute of Health and Welfare 2009. Mental health services in Australia 2006-07. Mental health series no. 11.
Cat. no. HSE 74. Canberra: AIHW.

5
Australian Institute of Health and Welfare 2009. Mental health services in Australia 2006-07. Mental health series no. 11.
Cat. no. HSE 74. Canberra: AIHW.

6
Australian Institute of Health and Welfare 2009. Mental health services in Australia 2006-07. Mental health series no. 11.
Cat. no. HSE 74. Canberra: AIHW.
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Nearly a quarter (24.3%) of Australian youth – people aged 12-25 years – have anxiety, affective or
substance use disorders, and a variety of other mental illnesses.7 There are just over 1 million people
aged 12-25 with a lifetime diagnosis of a mental illness who have experienced symptoms within the last
12 months (478,000 males and 526,000 females). Australia faces substantial costs arising from mental
illness in young people. In 2009, the financial cost of mental illness in people aged 12-25 was
$10.6 billion. Earlier surveys of children and adolescents aged 4-17, conducted in 1998, found 14% to
have a mental illness.8

The Australian survey data suggest that only 38% of adults and one quarter of children and young
people experiencing a mental disorder seek assistance from a health service. The proportion of people
with a mental disorder who access care is half that of comparable physical disorders.9 Of people who
seek help for a mental disorder, the overwhelming majority (77%) consult their GP. Recent data suggest
that Mental Health problems account for approximately 7% of all problems managed by GPs and are a
presenting feature in about 10% of all attendances.10 The Mental Health Services in Australia 2007-0811

report found there were an estimated 13.2 million GP-patient encounters involving management of a
mental health issue in 2008-09. The cost to the Australian economy is about $20 billion each year. In
addition, Medicare claims for GP items, mainly GP mental health care items, constituted around 1.6
million of the claims made in 2008-09.

Consistently, studies show that people living with mental illness who are provided with well-planned,
comprehensive support in the community have a better quality of life, develop an improved level of
functioning and social contact and have fewer relapses.12

Mental health policy and strategies

The delivery of mental health care is a key component of the Australian health system. Successive
governments have recognised the need for continued effort, investment and reform, acknowledging the
significant disability often associated with mental illness, and the burden it places on individuals, families
and the community.

Since 1992, the National Mental Health Strategy has provided a framework for national reform. This
reform aims to shift the model of care from an illness-oriented, medical model to a recovery-oriented
consumer focused model with an emphasis on support of the individual in the community.13 The strategy
has been reaffirmed by the Health Ministers a number of times since 1992. In 1998 the Second Mental
Health Plan was developed, and in 2003 the National Mental Health Plan 2003-2008 was endorsed.

7
The economic impact of youth mental illness and the cost effectiveness of early intervention, Access Economic Pty Ltd,
December 2009.

8
Fourth National Mental Health Plan. An agenda for collaborative government action in mental health 2009-2014 Prepared by: Fourth
National Mental Health Plan Working Group. 2 June 2009.

9
Andrews et al (2006) Evidence-based medicine is affordable: The cost effectiveness of current and optimal treatment for rheumatoid
arthritis and osteoarthritis. Journal of Rheumatology, 33, 671-680.

10
Australian Institute of Health and Welfare (2005), Mental Health Services in Australia 2002-03. Australian Institute of Health and
Welfare, Canberra.

11
Australian Institute of Health and Welfare 2010. Mental health services in Australia 2007–08. Mental health series no. 12. Cat. no. HSE
88. Canberra: AIHW.

12
Meehan, Robertson, Stedman and Byrne, 2004; Hobbs, Newton, Tennant, et al, 2002; Priebe, Hoffman, Isermann and Kaiser, 2002;
Grinshpoon, Naisberg and Weizman, 2006).

13
Department of Health and Ageing. National Mental Health Strategy 2008. Cited at:
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-strat
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Eligibility for the MHSRRA Program was based on both the ASGC score (3-5 for rural and remote areas)
and areas that were in the bottom 30% for usage of MBS mental health items.

Issues and challenges in relation to rural and remote services are discussed throughout this report in the
context of the impact of the services in these areas.
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3 Background

The development of new innovative models of care for rural and remote mental health
services, supported by flexible funding models is an opportunity to build capacity in areas of
greatest need and meet the needs of those disadvantaged populations.

3.1 The Mental Health in Rural and Remote Areas Program

The Mental Health Services in Rural and Remote Areas (MHSRRA) Program aims to provide greater
access to mental health services for those living in rural and remote areas of Australia. The Australian
Government has committed funding of $60.4 million over five years (2006-07 to 2010-11) to provide rural
and remote areas with more allied and nursing mental health services through the Mental Health
Services in Rural and Remote Areas Program.

This Program aims to complement other programs such as the Better Access to Psychiatrists,
Psychologists and General Practitioners through the Medicare Benefits Schedule (MBS) initiative by
increasing access to mental health services in rural and remote areas where access to the MBS is lower.
Alignment of the MHSRRA Program with the Access to Allied Psychological Services (ATAPS)
component of the Better Outcomes in Mental Health Care Program, and other initiatives such as the
More Allied Health Services Program (MAHS), the Expanding Suicide Prevention Programs, the Mental
Health Support for Drought Affected Communities Program, telephone counselling services and State
and Territory initiatives will contribute to improving access and meeting unmet need in rural and
remote areas.

The Mental Health Services in Rural and Remote Areas Program has been implemented in two stages.
Stage One was implemented in June 2007 with funding provided to 15 non-government organisations.
Non-government organisations including Divisions of General Practice, Aboriginal Medical Services and
the Royal Flying Doctor Service are receiving funding to provide mental health services to rural and
remote communities. Funding has been provided in identified geographical areas of need through
selected organisations that have capacity to deliver mental health services. One organisation was only
funded for 12 months, and extended for an additional 8 months (this agreement ceased in March 2009).
14 organisations were initially funded to 31 December 2009; their funding has been extended to 30 June
2011.

Stage Two builds on Stage One and will increase mental health services in rural and remote areas of
high need, including areas affected by the drought. Stage Two was implemented in June 2008, with
funding provided to 24 organisations in 25 rural and remote areas. Organisations funded in both stages
(eg Mallee Division of General Practice) were funded for different programs/locations.

The map below identifies the stage and geographic spread of the organisations participating in the
MHSRRA Program. The green squares indicate the organisations joining the Program in Stage One, the
blue squares indicate the organisations joining in Stage Two and the orange squares indicate the
organisations undertaking projects in both stages one and two. Each square is numbered and this
number corresponds to Figure 3 below that identifies the organisation name and details about stage and
geographical areas covered. Due to the spread of some programs it was not possible to be entirely
accurate with the locations however every attempt has been made to place the square in the most
appropriate position on the map.
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Figure 3 Geographical spread of MHSRRA Programs

Table 2 Non-government organisations – Stage and geographical areas

No. State Organisation Stage Geographical Area Specific Regions

1 NSW North West Slopes DGP 1 Tamworth Quirindi, Walcha, Nundle, Werris
Creek, Kootingal

2 Australian Council of the
Royal Flying Doctors Service
of Australia

2 Far West Wilcannia, Menindee, and
communities in the Central Darling
and Unicorporated Local
Government areas.

3 NSW Outback Division of
General Practice

2 Outback Cobar, Bourke, Brewarrina,
Walgett, Enngonia, Weilmoringle
and Goodooga.

4 Barwon Division of General
Practice

2 Barwon Gunnedah, Moree, Wee Waa,
Boggabri and Narribri

5 New England Division of
General Practice

2 New England Glen Innes, Tenterfield, Bundarra,
Tingha, Ashford, Emmaville,
Deepwater, Inverell and Guyra

6 South East NSW Division of
General Practice

2 South East Goulburn, Taralga, Cooma,
Berridale, Jindabyne, Delegate,
Bombala, Thredbo, Boroowa.

7 Hunter Rural Division of
General Practice

2 Hunter Cessnock, Singleton,
Muswellbrook, Scone and Merriwa

Legend

Stage 1

Stage 2

Stage 1 and 2

12
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13

33

29

31

19
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23
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30

32
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20
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22
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15
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8

2

3

25

4,5,7

6

26,27,28
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No. State Organisation Stage Geographical Area Specific Regions

8 Dubbo Plains Division of
General Practice

2 Dubbo Plains Coonabarabran, Warren, Trangie,
Mudgee, Coonamble, Dunedoo,
Nyngan and Wellington.

9 NT General Practice Network
NT (formerly Central
Australian Division of
Primary Health Care)

1 Alice Springs Alice Springs, Papunya, Haasts
Bluff, Mt Liebig, Mutijulu, Docker
River, Yulara, Imampa

10 General Practice Network
NT (formerly Top End DGP)

1 and 2 Katherine
East Arnhem

1= Ngukurr, Beswick, Minyerri,
Timber Creek, Yarralin
2= Yirrkala, Laynhapuy and Groote
Eylandt

11 Royal Flying Doctors Service 2 South East Alice
Springs

Hermannsburg, Santa Teresa and
the properties/ stations in the areas
to the Queensland and South
Australian borders

12 SA Nganampa Health Council 1 APY Lands Eastern and Western communities
on the APY Lands

13 Eyre Peninsula Division of
General Practice

1 Ceduna Ceduna, Koonibba, Yalata, Oak
Valley, Streaky Bay

14 Flinders and Far North
Division of General Practice

2 Far North Coober Pedy and providing
outreach to Oodnadatta and
Mintabie

15 Yorke Peninsula Division of
General Practice

2 Yorke Peninsula Yorke Peninsula region

QLD Frontier Services
(discontinued)

1 Croydon Croydon

17 Royal Flying Doctors Service 1 and 2 Far North 1= Kowanyama, Pormpuraaw,
Aurukun, Lockhart River, Coen,
Croydon, Georgetown, Mount
Surprise, Forsayth, Chillagoe,
Napranum, Laura
2= Far North Queensland Region

1 North West Mt Isa, Mornington Island,
Doomadgee, Burketown,
Normanton

1 Central West Aramac, Barcaldine, Ilfracombe,
Isisford, Jericho, Longreach,
Tambo, Winton

18 Wuchopperen Health
Service

1 and 2 North
Cape Yorke

1= Innisfail, Ravenshoe, Atherton,
Mareeba
2= Djarragun, Peace Lutheran, St
Augustine Colleges

19 North and West Queensland
Primary Health Care

1 Mt Isa Mt Isa

20 Far North Queensland Rural
Division of General Practice

2 Far North Mossman Gorge and surrounding
communities

21 Central Queensland Rural
Division of General Practice

2 Central Moura, Theodore and Baralaba

22 Southern Queensland Rural
Division of General Practice

2 Southern Roma, Dalby, Goondiwindi and
Charleville

23 TAS North West Tasmania
Division of General Practice

1 and 2 North West 1= Circular Head, King Island, West
Coast, Burnie, Devenport
2= Mersey and Leven region

24 VIC Mallee Division of General
Practice

1 and 2 Northern Mallee
Mildura

1= Swan Hill, Sea Lake,
Manangatang, Balranald, Ouyen,
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No. State Organisation Stage Geographical Area Specific Regions

Robinvale, TolTol, Happy Valley
2= Robinvale, Hopetoun and
Mildura

25 West Victoria Division of
General Practice

2 South West Northern Grampians, Buloke,
Yarriambiack, Hindmarsh, Horsham
and West Wimmera

26 Murray Plains Division of
General Practice

2 South East Mallee Murray Plains area including but not
limited to Deniliquin,
Koondrook/Barham, Kerang,
Rochester, Charlton, Wedderburn
and others as appropriate.

27 North East Victorian Division
of General Practice

2 North East Wangaratta, Indigo, Alpine and
Towong

28 Goulburn Valley Division of
General Practice

2 Goulburn Valley Shepparton, Moira East, Moira
West, Campespe South, Cobram,
Yarrawonga and Nathalia

29 WA Kimberley Division of
General Practice

1 Kimberley Fitzroy Crossing, Halls Creek,
Katjunka region, Broome, Derby,
Kununarra, Wyndham

30 Eastern Goldfields Medical
Division of General Practice

1 and 2 Goldfields 1= Laverton, Leinster, Leonora,
Norseman, Southern Cross
2= Cosmo Newberry, Warburton,
Warakurna, Blackstone and
Jameson

31 General Practice Down
South

1 Southwest Collie, Harvey, Yarloop, Manjimup,
Pemberton, Boyup Brook

32 Midwest Division of General
Practice

1 and 2 Midwest, Gascoyne,
Murchison

1= Morawa, Mullewa, Mt Magnet,
Cue, Meekatharra, Dongara, Three
Springs, Carnarvon, Coral Bay,
Geraldton, Carnarmah, Perenjori
2= Mullewa, Perenjori, agricultural
areas east of Northampton, the
Southern Rangelands and the
Northern Wheatbelt

33 Pilbara Division of General
Practice

2 Pilbara Pilbara Region

3.2 MHSRRA Program aim

The aim of the MHSRRA Program is to assist in improving the mental health of people living in rural and
remote areas by providing greater access to mental health services. This will be achieved through the
engagement of allied and nursing mental health staff through appropriate non-government organisations
in rural and remote Australia.

The measure will invest $60.4 million over five years to provide more allied and nursing mental health
services, such as those provided by Social Workers, Psychologists, Mental Health Nurses, Occupational
Therapists, Aboriginal and/or Torres Strait Islander Mental Health Workers and Aboriginal and/or Torres
Strait Islander Health Workers, in rural and remote communities throughout Australia.

The MHSRRA Program endeavours to build on other programs to improve rural health services. It allows
scope for organisations to develop mental health services that are adapted to meet the needs of the
local community.
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Table 4 Evaluation questions – Program uptake

Program uptake

To what extent has the MHSRRA Program provided access to mental health care for people with mental health disorders
living in rural and remote areas of Australia? Across all age groups? Across both genders?

(refer to Section 7.1)

To what extent has the Program provided equitable access to populations in need? In particular children and young
people; older persons; Aboriginal and Torres Strait Islander Australians; and men living in rural and remote Australia?

(refer to Section 7.1)

Table 5 Evaluation questions – Program implementation

Program implementation relevant to patient outcomes, provision of evidence-based care and client need/expectation.

To what extent has the MHSRRA Program improved mental health outcomes for people with a mental health disorder
living in rural and remote Australia?

(refer to Section 7.2)

To what extent has the MHSRRA Program provided evidence-based mental health to people with mental health disorders
living in rural and remote Australia?

(refer to Section 7.3)

To what extent has the MHSRRA Program provided services that match client needs and expectations?

(refer to Section 6.3)

Challenges

During the evaluation several challenges associated with the MHSRRA Program became evident. In the
main, the challenges were common across many if not all the organisations interviewed and evident
within other organisations through the document review or e-survey. In particular, workforce
development and support and equitable access to services, are difficult to achieve in some parts of
Australia. Communities may have different priorities that rely on local knowledge and need a whole of
community response. To enable this it is recognised that innovative service development and flexible
models to support the provision of access to these services are paramount.

These challenges have been discussed in the context of the key findings and discussion in the relevant
sections of this report.

The following sections present the key findings and discussion. Section 6 presents key findings and
discussion in relation to appropriateness, Section 7 presents key findings and discussion in relation to
effectiveness and Section 8 presents key findings and discussion in relation to efficiency.
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6 Key findings and discussion – Appropriateness
Appropriateness relates to whether or not the Program was relevant to the needs of the target groups, in
this instance, appropriate to the needs of people with mental illness in rural and remote locations.

6.1 Objectives

The overall objectives of the Program were considered by stakeholders interviewed and through the
non-government organisation e-survey to be relevant to the target population, mental health consumers
in rural and remote areas. 66% respondents to the non-government organisation e-survey agreed that
the objectives were relevant to the needs of the target group.

The flexibility of the Program has enabled local services to tailor the MHSRRA Program based on the
local population and community needs. This flexibility has been a key success factor of the Program.
The evaluation revealed a range of individualised Programs targeted at various age groups and
population groups including Aboriginal and Torres Strait Islander, men and children. There was also
evidence in many services of the continuing review of the Program based on community needs and
expectations.

6.2 Cultural and population based appropriateness

Cultural and population based appropriateness is a key factor influencing services in rural and remote
communities. This appropriateness may cover a range of population groups from Aboriginal and Torres
Strait Islander, to men, to farmers and children and adolescents. The service delivery model and method
is key to providing these groups with the most appropriate service to meet their needs.

Services provided to children and adolescents through schools were considered to be effective as they
were easy to access and failure to attend rates were low. Group activities and education were also
highlighted as being particularly useful across the spectrum. One Program servicing an Aboriginal and
Torres Strait Islander community was providing group sessions for adolescent males to address the
issue of petrol sniffing.

There was considerable discussion in relation to “formal” and “informal” client consultation throughout
the evaluation. This discussion pertained specifically to Aboriginal and Torres Strait Islander
communities where consumers are less likely to actively seek services. It is often the case that another
health professional or family member will indicate that a particular person requires some assistance.
Consultation in this instance may commence with one or several “informal” chats between the client and
the mental health professional and frequently progress to more “formal” client consultations.

The mental health professional providing services must also be considered in the context of cultural and
population based appropriateness. Aboriginal and Torres Strait Islander communities are less accepting
of non-Aboriginal and Torres Strait Islander health professionals and much time can be spent developing
trust and community acceptance. Aboriginal and/or Torres Strait Islander health workers or support
workers are a key link in assisting to breakdown these barriers early. Similarly many clients both
Aboriginal and/or Torres Strait Islander and non-Aboriginal and Torres Strait Islander’s have preferences
for either a male or female health professional. Most often it is males who prefer to see a male health
professional.
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All seven consumers/carer interviewed reported that the Program had overwhelmingly met their needs
and expectations with each individual giving the Program a rating of between eight and ten (out of ten)
for meeting their needs and expectations. The comments below provide some examples of clients
thoughts in relation to the service meeting their needs and expectations.

Health promotion and education

On the whole, non-government organisations reported that they would like to do more community
development and health promotion work to target harder to reach groups, for example, Aboriginal and
Torres Strait Islander communities, probation and parole groups and farmers.

Mental health promotion is a population-based, multidisciplinary, approach for achieving positive mental
health and is part of a broader health promotion agenda. It looks beyond individual disease prevention
and towards the steps that individuals and communities can take to keep people and communities
mentally healthy.16

A number of organisations reported to be already involved in health promotion activities and the
implementation of activities to modify behaviour, such as activities to curb alcohol problems in Aboriginal
and Torres Strait Islander communities. Other programs where organisations were involved included
mental health first aid, the Pit Stop Program and support groups. It was commonly agreed that health
promotion and education programs were hugely beneficial and important aspects of early intervention.

Acceptance of mental health issues is unique to individual communities. Communities, through
education can break down the barriers and reduce the stigma attached to mental health. To achieve the
benefits in rural and remote areas associated with mental health promotion greater Program flexibility
and the allocation of funds for health promotion activities is required.

The next section presents the key findings and discussion in relation to effectiveness.

16
Queensland Alliance. (2009). From Discrimination to Social Inclusion: A review of the literature on anti stigma initiatives in
mental health.

Consumer comments in relation to the service meeting their needs and expectations

“I would say a 10, it has surpassed my expectations”

“Benefits have been huge, massive, I can hold on now compared with when I was in Melbourne
this time last year with problems!”

“The program has set me in the right direction and I would rate it at 8 out of 10 for needs
and expectations”

“9.5 out of 10 - will make it to a 10”
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7 Key findings and discussion – Effectiveness
Effectiveness was measured in relation to the match between the Programs objectives and outcomes.
Effectiveness determines whether the Program was carried out well. Outcomes refer to the difference
the Program makes to the target populations and to others in both the long and short term. In this
instance, it refers to the difference the intervention makes to building capacity in rural and remote areas
to address the needs and improve access for persons with a mental illness.

There is evidence to suggest that the higher prevalence of mental health problems in rural communities
is due to socioeconomic disadvantage, a harsher natural and social environment, loneliness and
isolation, and fewer available health services (Morrissey & Reser 2007).17

The MHSRRA Program has provided funding to facilitate alternative models of care and improve access
to mental health services. Access to mental health services varied across non-government organisations
as different age, gender and population groups have been targeted according to community needs and
the parameters established by the individual Programs initially. Equally a number of Programs target all
age groups from children and adolescents to adults.

7.1 Access by age, gender and population group

Although physical health tends to deteriorate as we age, mental health does not follow the same
pattern.18 It is widely recognised that people in rural and remote areas have poorer access to specialised
mental health services. Data demonstrates that this access varies across specific population groups, in
particular children, adolescents and young people, older persons, Aboriginal and/or Torres Strait
Islander Australians and men.

Overwhelmingly there was support that the Program had assisted to improve access to mental health
services for consumers. On the whole the MHSRRA Program has been effective in providing services to
those population groups that would otherwise not have access to any service. For example, the non-
government organisation e-survey identified that 70% respondents agree/strongly agree that the
MHSRRA Program has been an effective way to manage access gaps. However, while all services
reported that access had definitely improved it was evident that there were still gaps and demand for
services was growing.

Although services are being provided in rural and remote locations, a number of clients still travel
significant distances to access services. In this regard the tyranny of distance compounded by other
commitments such as work and home life responsibilities may preclude clients from attending sessions.

In addition, the nature of small, rural and remote communities is such, that some clients or families will
not access the local mental health service for fear of others finding out and confidentiality being
compromised. Some clients choose to access services in other towns where possible, to protect their
anonymity. It can be the case in smaller communities that clients face greater visibility and stigma
attached to mental health.

17
Australian Institute of Health and Welfare 2010. Australia’s health 2010. Australia’s health series no. 12. Cat. no. AUS 122.
Canberra: AIHW.

18
Australian Institute of Health and Welfare 2010. Australia’s health 2010. Australia’s health series no. 12. Cat. no. AUS 122. Canberra:
AIHW.



Key findings and discussion – Effectiveness

The Australian Government Department of Health and Ageing
PricewaterhouseCoopers 39

Children and adolescents

For the purposes of this Program children and adolescents are defined as those aged 0 to 17 years.

Children aged 0-14 years comprised 20.0% of the total population and experienced 8.4% of the total
burden of disease and injury in Australia in 2003. Twenty-three per cent of this burden was due to
mental disorders (that is anxiety & depression, attention-deficit hyperactivity disorder and autism
spectrum disorders).19 Child development and experiences early in life determine the biological
pathways that affect cognition, behaviour, capacity to learn, memory, and physical and mental health
throughout life (Mustard 2006).20

The prevalence of 12-month mental disorders varies across age groups, with people in younger age
groups experiencing higher rates of disorder. More than a quarter (26%) of people aged 16-24 years had
a 12-month mental disorder compared with 5.9% of those aged 75-85 years old.21

(a) Persons who met criteria for diagnosis of a lifetime mental disorder (with hierarchy) and had symptoms in the 12 months prior to
interview. A person may have had more than one mental disorder.

(b) Persons who had a 12-month mental disorder as a proportion of all persons in that same age group.

Research shows 75% of mental health disorders begin before the age of 25 years. But 70% of young
people who experience mental health and substance use problems don’t seek help. This is especially
the case for males, Aboriginal and Torres Strait Islander people and young people from culturally and
linguistically diverse backgrounds.22

19
Australian Institute of Health and Welfare 2008. Australia’s health 2008. AUS 99. Canberra: AIHW.

20
Australian Institute of Health and Welfare 2009. Australia’s welfare 2009. Australia’s welfare series no. 9. Cat. no. AUS 117.
Canberra: AIHW.

21
Australian Bureau of Statistics (2008). National survey of mental health and wellbeing: summary of results, Australia, 2007. ABS cat.
no. 4326.0. Canberra: ABS.

22
Cited 6/7/10: http://www.headspace.org.au/home/information/research/.
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Concern about access and service provision for children and adolescents was a recurrent theme
throughout the consultation phase. Many of the services provided through the MHSRRA Programs were
reported to start at approximately 11 years of age. Access for adolescent groups was largely unknown. It
was reported that in general this group of clients tend not to have GPs, making it more difficult to be
referred to the Program. It was also noted that this group of clients often require a different model of care
to adult clients and this compromises more of a case management and ongoing support model.

It was considered that State services such as the Child and Adolescent Mental Health Services
(CAMHS) in many areas did not provide enough services or frequency of service. In some areas,
CAMHS visits were reported to be very irregular.

A handful of organisations were specifically targeting children and adolescents through the MHSRRA
Program and as such were providing very good access to services for the student population. In several
other areas it was reported that all health professionals providing services were experienced with
children and adolescents.

More services for children and adolescents was highlighted as a key need moving forward. Services for
children were perceived to be a large gap with demand continuing to rise. An example given in one area
indicated that there was a waiting list of 30 children.

Adults

For the purposes of this Program adults are considered to be the group aged 18 to 64 years. Figures
presented in the Australia’s Health 200823 report show that anxiety and depression are among the
leading causes of non-fatal burden in both women and men. Anxiety and depression (10%) was the
leading cause of non-fatal burden in males (10%) and females (18%).

A number of services reported that access was difficult across all age and population groups as
evidenced by the waiting list for services. However it was also acknowledged that access had definitely
improved since the commencement of the Program with many areas having no services prior to
MHSRRA Program. Women were reported to access services more often than men in most locations.
Data describing access by gender are presented later in this section of the report.

Men

The Australian Institute of Health and Welfare (AIHW) studies have shown that men in rural and remote
areas were 1.3 to 2.6 times more likely to end their life by suicide than their urban counterparts. This
higher risk pertains to male age groups from 15 to 64. In particular, suicide rates among male farmers
and farm workers are higher than those among the general male population (Fragar et al. 2007).24

Further, the AIHW also reports that people in rural and remote Australia have 20-40% higher rates of
risky alcohol consumption, often a co-morbid condition for people with mental illness. In 2007 the AIHW
report, A snapshot of men’s health in regional and remote Australia25, showed that men living outside

23
Australian Institute of Health and Welfare 2008. Australia’s health 2008. AUS 99. Canberra: AIHW.

24
Australian Institute of Health and Welfare 2010. Australia’s health 2010. Australia’s health series no. 12. Cat. no. AUS 122.
Canberra: AIHW.

25
Australian Institute of Health and Welfare 2010. A snapshot of men’s health in regional and remote Australia. Rural health series no.
11. Cat. no. PHE 120. Canberra: AIHW.
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major cities were 28% more likely than those living within to have a substance use disorder at some
point in their life.

Men are estimated to access mental health services provided by GPs at only 50 per cent of the rate of
women.26 However commentary collected during consultation revealed that a number of organisations
reported more males accessing services than expected and a small swing in those accessing services,
organisations were now seeing more males than previously indicated.

Some areas of Program operation were reported to be predominantly male (up to 70%) due to the nature
of specific communities and local industry. Other areas reported that particular groups of men such as
farmers do not access the service as there is still a perceived stigma attached to mental health. This
issue was raised particularly in Victoria and it was indicated that there is a need to explore different ways
to communicate with farmers. In contrast to the difficulties experienced in supporting farmers in Victoria
services in other States/Territories reported greater numbers of non-traditional groups seeking services
such as farmers. Although the male-female ratio accessing services was different in different areas it
was generally agreed that the gap between men and women in relation to access was closing. Data
relevant to gender are presented on the following pages.

Older People

As defined by this Program older people are those aged 65 years and above. While the precise rates of
depression and anxiety in older people are not clear, it is thought that between 10% and 15% of older
people experience depression and approximately 10% experience anxiety.27

Services interviewed indicated that more elderly women were accessing the service. Typical issues
faced by this group included dealing with life transitions, stress and ill health. On the whole, services
provided through the Program were not targeting older people. In many instances it was perceived that
there are less people in this older population group living in rural and remote areas. Some organisations
did indicate that services had been requested by local nursing homes for residents, however due to
current capacity this request was unable to be met.

Stage One and two data by gender and age group

Several graphs are presented below identifying access by gender and age group. These graphs are
based on data provided to the department by non-government organisations’ for the six month period to
December 2009.

26
National Rural Health Alliance. August 2009. Fact Sheet 18, Mental health in rural Australia.

27
Beyondblue depression in older age: a scoping study. Final Report – National Ageing Research Institute (NARI), September 2009.
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The figure below demonstrates that more females are accessing services than males. New South
Wales, Western Australia, Victoria and Tasmania show females accessing a higher proportion of
services than the national average.

Figure 5 Access by gender and State/Territory Stage One
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Figure 7 below demonstrates that more males than females in Western Australia are accessing services;
this may be attributed to the number of miners and farmers residing in these areas. More females are
accessing services in New South Wales, Victoria, Tasmania and Queensland. Access between males
and females is relatively evenly split in the Northern Territory and South Australia.

Figure 7 Access by gender and State/Territory Stage Two
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accessing services in some areas. Although there is some variability between periods this trend is
evident in Western Australia, the Northern Territory, South Australia and Tasmania. Data for Stage One
did not appear to show the same trends in more males accessing services. Stage One data are provided
in Appendix D.

Figure 9 Access by gender for Western Australia – Stage Two

Figure 10 Access by gender for Northern Territory – Stage Two
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Figure 11 Access by gender for Victoria – Stage Two

Figure 12 Access by gender for Queensland – Stage Two
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Figure 13 Access by gender for Tasmania – Stage Two

Figure 14 Access by gender for South Australia – Stage Two
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Figure 15 Access by gender for New South Wales – Stage Two

Aboriginal and Torres Strait Islander people

Mental health plays an important role in the social and emotional wellbeing of Aboriginal and Torres
Strait Islander people. Mental health issues can be related to a complex range of medical issues,
historical factors, the stressors associated with entrenched disadvantage and drug and substance
misuse. In 2004-05, after adjusting for age, 26.6% of Aboriginal and Torres Strait Islander adults had
experienced a high to very high level of psychological distress compared with 13.1% of non-Aboriginal
and Torres Strait Islander adults (ABS 2006a, ABS 2006b, SCRGSP 2009b, table 7A.7.1).

In 2006-07 the rate of community mental health service contacts for Aboriginal and/or Torres Strait
Islander Australians was 2.5 times that for other Australians.28

A number of areas serviced by the MHSRRA Program reported a larger Aboriginal and Torres Strait
Islander population than non-Aboriginal and Torres Strait Islander population. Some Aboriginal and
Torres Strait Islander communities have their own specific services while others access the MHSRRA
services. Overall Aboriginal and Torres Strait Islander consumers have poorer access to all services.

One Program servicing an Aboriginal and Torres Strait Islander community indicated that the Program
was addressing a large service gap. It was noted that other Programs operating in the same area were
generally only servicing a very Anglo, English speaking population.

The importance of cultural acceptance as discussed earlier is of crucial importance to successful service
provision in Aboriginal and Torres Strait Islander communities. Another key issue for the Aboriginal and
Torres Strait Islander communities was the gender of the health professional providing services. Men in
particular were more reluctant to see a female health professional. Health professionals working with

28
Australian Institute of Health and Welfare 2009. Australia’s welfare 2009. Australia’s welfare series no. 9. Cat. no. AUS 117.
Canberra: AIHW.
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Aboriginal and Torres Strait Islander communities all report to have had training in cultural competencies
and resources they can access.

Other population groups

The MHSRRA Program allows service provision to vulnerable populations and enables access not
otherwise available. People with a disability are more likely than others to have poor physical and mental
health, and higher rates of risk factors such as smoking and overweight. For example, people with
physical disabilities and who cannot exercise may be at risk of problems such as heart disease, Type 2
diabetes and osteoporosis.29

Data specific to population groups such as Aboriginal and Torres Strait Islander communities,
consumers from a culturally and linguistically diverse (CALD) background and consumers with a
disability, were not collected by non-government organisations’. Comments are therefore based on
commentary collected during the consultation phase only.

Across the various MHSRRA Programs there was a broad mixture of population types. Some areas
reported to have very large Aboriginal and Torres Strait Islander populations and thus a high Aboriginal
and/or Torres Strait Islander client load, while others reported a broader client base including small
numbers of Aboriginal and Torres Strait Islander consumers, miners, farmers, and business people.
Consumers from a culturally and linguistically diverse background and consumers with a disability were
reported to be less commonly living or receiving services in areas of Program implementation.

There is a need for more services for particular population groups. As an example, the Justice
Department provides a community court service in the Kalgoorlie area of Program operation. The
community court is a travelling service and the Justice Department has requested to refer probation and
parole citizens to the MHSRRA Program. However, there is currently no capacity within the service to
take on this additional load and a new team would be required to provide the additional service. There is
a great need to provide services for this population group in this area.

Stage One and Two data – Number of clients per health professional

The figures below present data as reported to the Department by non-government organisations based
on the number of clients per health professional from Program commencement to December 2009.
These data can be used as proxy measures to demonstrate the growth in demand for services.

The number of clients per health professional in figure 16 below, shows a continuing increase since
Program inception for Stage One. These data support the anecdotal evidence of the increasing demand
for services. Once again we can see that more females than males are accessing services.

29
Australian Institute of Health and Welfare 2009. Australia’s welfare 2009. Australia’s welfare series no. 9. Cat. no. AUS 117.
Canberra: AIHW.
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Figure 16 Number of clients per health professional Stage One
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The number of clients per health professional for Stage Two (Figure 17 below) as with Stage One, has
shown a continuing increase since Program inception. These data again support the anecdotal evidence
of the increase in demand for services. Once more we can see that more females than males are
accessing services.

Figure 17 Number of clients per health professional Stage Two
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Figure 18 and Figure 19 below, represents 10 clients and outcomes are measured using the K-10.

80% of clients have experienced an improvement in their K-10 scores. The average improvement in
K-10 scores is 69%. Although these data represent only 10 clients, it does support the consultation
feedback that the Program has improved client outcomes on the whole.

Figure 18 Outcomes data – Organisation 1

Figure 19 Outcomes data – Organisation 1
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Figure 20 below present the client outcomes data from a second organisation. These data are based on
the K-10 and DASS 21 tools. There were some difficulties associated with obtaining these data. Health
professionals indicated that not all clients attend the last session and it is often difficult to determine
which Program a client is under in some regions. Hence outcomes data are only presented for 5 clients
for the K10 tool and 7 clients for the DASS 21 tool.

Figure 20 Outcomes data – Organisation 2
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Figure 14 demonstrates that all seven clients experienced an improvement in outcomes. There was an
average improvement of 24 points or 44%. Although the evidence shows an improvement in client
outcomes, it must be noted that the sample size is extremely small.

Figure 21 Outcomes data - Organisation 2
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Health professionals indicated that an additional outcome of the Program was that it had assisted
consumers to access mainstream health care services more often and insight gained through the
consultation phase suggests better general health outcomes for consumers for example, increased
compliance with medication. The consumer comments provided on the following page, support overall
improvements in both mental health and general health outcomes.

Table 6 below presents the findings from the non-government organisation e-survey indicating the
degree to which respondents perceived that the Program had improved mental health outcomes,
provided evidence-based mental health care and met the needs and expectations of clients. Feedback
was generally positive. 96% respondents selected fair or better in relation to the Program improving
mental health outcomes and in relation to the Program providing evidence based mental health care.
While 90% respondents selected fair or better in relation to the Program meeting the needs and
expectations of clients.

Table 6 Mental health outcomes, evidence based care and client needs/expectations

Number % Number % Number %
Very poor 0 0% 0 0% 1 4%
Poor 1 4% 0 0% 2 7%
Fair 3 11% 6 22% 5 19%
Good 12 44% 10 37% 8 30%
Very good 11 41% 10 37% 11 41%
Don't know 0 0% 1 4% 0 0%
Total 27 100% 27 100% 27 100%

Improved Mental Health
Outcomes

Provided evidence-
based mental health

care

Met the needs and
expectation of

clients
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Consumer comments

Jennifer’s* Story * Not client’s real name.

“I moved here 4 years ago, I had no family or friends in the area, I'm a stay at home mum with
5 children so really have no conversations – my husband is working - you have no idea – you can't
grasp what I was going through, I am not biased it is now wonderful, depression makes you
so lonely.

Now with the fortnightly sessions over the 8 months I am a different person. I used to sit in the
sessions and cry and cry. I am happy again. Without the program I could not do it – I didn't have
the money and my Mum, who is from the older generation just said go out!.

Finally I have some pamphlets to show my Mum about depression and now Mum realises more
about depression”.

Sarah’s* Story * Not client’s real name.

“Gaining access to a psychologist before the program was hard. I lost my job and was out of
pocket and depressed. The GP had referred me to another psychologist - supposedly the best in
town. The costs were too great and I couldn't keep paying - she was terrible. Now I have access
to the service”.

Consumer comments regarding benefits and overall health outcomes

“It has improved my health, I would rate it a 9, not yet 100%”

“I am in a much better place than 12 months ago, not just my health but things are better, I am
more confident/stable, I have learnt skills and strategies and have more support”

“I am more confident now and am looking forward to a future”

“Overall I'm getting better every day – I see the psychologist every fortnight”

“overall health outcomes are incredibly beneficial – 8 out of 10”

“ I have definitely come a long way, I have more confidence and self esteem, I could not have
survived without it”

“Changes in life are made a little easier, I have skills in place compared with this time last
year – I have received a lot of help”

“My mental health has improved my quality of life”
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forums in most areas. These were agreed to be a successful initiative where health professionals would
meet and discuss current service provision and tailor future services to areas of need. Furthermore,
networks were able to consider the continuum of care for individuals and determine what best meets
their needs and make appropriate referrals.

A few organisations reported not having any established links with other mental health providers
however they indicated that they often meet and network with other health professionals through training
courses or when travelling and built relationships via that mechanism.

In relation to linkages with other non-government organisations implementing the MHSRRA Program, it
was noted that there are currently no formal mechanisms in place to provide linkages or contact between
organisations. In the absence of this communication, organisations are unable to share resources, ideas
and methodologies. Although all organisations are different, networking and benchmarking of services is
a key strategy to continuous improvement of services. Organisations indicated that the coordination of
such linkages by the Department would be immensely beneficial.

7.5 Interdisciplinary primary mental health care

Although the mental health sector has been proactive in developing a multidisciplinary workforce, as
have other areas of health, there remain challenges including limited supply and an insufficient and
poorly distributed workforce. These challenges are magnified in rural and remote areas.

In light of this, it is imperative that services not only attract more staff, but also consider how to use the
skills and talents of the current workforce to their best advantage. To achieve this, multidisciplinary care
is taken one step further focusing on the goal of interdisciplinary primary mental health care.
Interdisciplinary care crosses traditional boundaries and blends the practices and expertise of each
discipline involved.

Interdisciplinary care across the MHSRRA Program was assessed both qualitatively and quantitatively.
Commentary collected during consultation indicated that health professionals employed through the
MHSRRA Program were from a range of disciplines. Staff agreed that the move towards interdisciplinary
care was working well and benefits were most evident through informal day to day communication and
during internal training sessions with other health professionals. To some extent the ability to provide
interdisciplinary mental health care is limited by the workforce supply and the number of positions funded
under the Program in a particular area.

Consultation identified that as far as possible organisations were using an interdisciplinary approach to
service provision. Larger organisations employed a broader range of health professionals across
disciplines, all of whom worked together as a team. For the most part those health professionals that
were not part of a large organisation with other mental health professionals were integrated as part of
the primary health care team in which they were situated. Regular team meetings and internal education
sessions were reported to be the most useful mechanism for health professionals to communicate and
ensure the provision of comprehensive interdisciplinary care for clients.

The non-government organisation e-survey asked respondents to report to what extent they felt the
MHSRRA Program provided interdisciplinary mental health care for people with a mental health disorder
in rural and remote Australia, and to rate their satisfaction with interdisciplinary care. As indicated in
Table 8 below, feedback was generally positive. Most respondents (91%) selected fair or better in
relation to the Program providing interdisciplinary mental health care while 87% respondents selected
fair or better in relation to satisfaction with interdisciplinary care.
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Table 9 the extent to which the MHSRRA Program has changed the practice of GPs/nursing and allied
health professionals

Challenges faced by GPs

A recurrent challenge faced by GPs in areas where several mental health programs were in operation
was the confusion associated with knowing which program to refer a client to. One organisation, the
West Victoria Division of General Practice, had addressed this issue by consolidating the referral
process. GPs now refer to one hub and the Division manages the referrals and allocates clients
according to the most appropriate program based on their needs.

The use of mental health care plans was also inconsistent and dependant on individual GPs. In some
areas GPs know the families and medical histories well and are involved in case management and
prepare comprehensive mental health care plans. In other areas it is difficult for GPs to dedicate the time
required to complete the mental health care plan particularly when they are new to the area or when
there are fewer GPs and they have the additional pressure of a long waiting list.

7.7 Practices of other health professionals

Commentary collected during consultation established that other health professionals were very
supportive of the Program and it was indicated that many refer clients to the Program. Other health
professionals in some areas were reported to participate regularly in case management conferences and
may interact together with the family and/or client to provide holistic care.

Health professionals involved in the MHSRRA Program reported working closely with local primary
health care teams. A number of non-government organisations aim to facilitate an integrated approach
to health by working in partnership with and enhancing the provision of allied services such as Podiatry,
Dietetics, Physiotherapy and the Better Outcomes in Mental Health Program and so on.

Consumer comments

Consumer comments in relation to the changing practices of GPs and other health professionals were
variable. Interviews with consumers revealed that two of the seven interviewees felt that GPs were not
particularly helpful and their attitudes towards mental health had not changed. A further four interviewees
reported that they had not noticed any changes in the practices of their GPs. Comments from consumer
interviews are included below.

Number % Number %

Definite Change 9 29% 9 29%

No Change 1 3% 1 3%
Some practice
changes

21 68% 21 68%

Total 31 100% 31 100%

GP's
Nursing and allied health

professionals
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8 Key findings and discussion – Efficiency
Efficiency assesses the relationship between inputs and outcomes. It is a useful way to monitor how well
a Program is implemented relative to the outputs to be delivered. Efficiency assists to determine if inputs
were wasted or not used or whether the outputs could have been achieved with fewer inputs or in a
shorter timeframe or with better quality.

8.1 Staff recruitment

In terms of available workforce, rural and remote Australia is at a significant disadvantage. Attraction and
retention of a specialised mental health workforce to rural and remote Australia is multi-faceted.

Recruitment of staff was perceived to be the most challenging aspect in relation to the implementation
and sustainability of the Program. A number of services had difficulty attracting staff initially while others
indicated that it would be difficult to fill positions if current staff were to move on.

The current Program guidelines specify the type of health professional that may be employed under the
Program and the specific requirements for qualifications. A number of organisations indicated that there
is a need to be more flexible in the criteria for employment of mental health professionals. Several
examples were given to highlight where the guidelines could be more flexible. It was considered by
some that health professionals that are not fully qualified could provide a gap-filler in some instances
when organisations are recruiting staff. It was also suggested that staff with qualifications not meeting
the guideline requirements could act in a supporting role to the mental health professionals.

The recruitment of Aboriginal and Torres Strait Islander workers in Aboriginal and Torres Strait Islander
communities is essential to ensure services are appropriate and effective and adequate support is
provided to mental health professionals. The employment of a broader range of health professionals
such as support workers may assist to address retention issues in the longer term as these staff are
more likely to be local and retention rates for local staff is frequently better than non-local staff who tend
to be more transient.

It must be remembered that health professionals deal with a wide spectrum of mental health issues and
it is essential that they possess an extensive skill base and experience. Low acuity mental health
illnesses such as depression, trauma, loss and grief are common. Higher acuity mental health illnesses
that health professionals are also treating include psychosis, substance abuse (alcohol, cannabis) and
petrol sniffing. In addition there are a growing number of clients with comorbidities, intellectual disability
and other chronic diseases. Recruitment of the right health professionals is crucial.

Building the reputation and establishing the credibility of Divisions of General Practice has been an
important component of implementing the MHSRRA Program and other mental health programs. As
health professionals gain confidence in the organisation and better understand the provision of support
and job satisfaction it is perceived that the likelihood of recruiting more staff to available positions within
Divisions of General Practice will increase.

8.2 Workforce supply

Increasing demand for services and potential expansion of the Program will most likely be dictated by
the supply of health professionals.

While recruitment was highlighted as an ongoing issue, services also expressed that it was crucial to
employ mechanisms to retain staff once they were employed. Employing people from the local area was
seen as preferable as it was felt that retention rates of this group was likely to be longer. One barrier
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reported by all organisations in relation to retention was the length of employment contracts offered. For
example, it is difficult to entice people to rural and remote areas with only a 12 month contract.

Health professionals working in rural and remote communities experience a number of difficulties in
adjusting to life in these communities. Difficulties frequently include feelings of isolation from professional
peers as well as family and friends, higher costs of living and transport and travel issues. Travel time
may not be sustainable for example, 4 hours a day travel is required to service some outreach areas and
this would be required two to three days per week. Staff burn out is a concern where demand is high and
back fill or support is generally not available.

The limited supply of health professionals in many areas meant that often when local people were
recruited to the MHSRRA Program they came from other local mental health services such as the Area
Health Service. This apparent redistribution of staff simply means there are still gaps in local services.
Fly-in fly-out staff are a popular choice in some areas where recruitment is difficult or living in local areas
is not feasible, however this is also an expensive option.

Stage One data – Number of clinicians employed

Data reported by non-government organisations in the six month reports to the Department identify the
number of health professionals employed under the Program in stages one and two.

Figure 23 below shows the number of health professionals employed under Stage One of the Program
for each six month period. The number of health professionals has grown over the 2.5 years of Program
implementation from 35 health professionals in December 2007 to 50 at the end of December 2009.

Figure 23 Number of clinicians employed Stage One
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Stage Two data – Types of health professionals

Figure 24 below depicts the type of health professionals employed under Stage Two of the Program and
the growth rate over the two periods December 2008-June 2009 and June 2009-December 2009. Health
professionals have grown at a rate of 67% in the period December 2008 to June 2009 and at a lower
rate of 13% in the period June 2009 to December 2009.

There is also evidence of growth across all health professional groups. In the period December 2008 to
June 2009 the increase in health professionals was most prevalent in: social workers (145%), aboriginal
health workers (83%) and psychologists (76%).

Figure 24 Types of health professionals Stage Two

While the data presented in the two figures above clearly indicate a growth in health professionals since
Program inception, further conclusions in relation to workforce supply cannot be drawn based on these
data alone.
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inner regional and 21 in major cities. There are 32 FTE mental health nurses in outer regional areas as
compared to 69 in inner regional and 64 in major cities.

Table 10 Mental health professionals FTE in major cities, inner regional and outer regional areas

% in workforce FTE* major cities FTE* inner regional FTE* outer regional

Psychiatrists33 5.2% of all employed medical

practitioners

21 6 4

Mental health nurses34 5.5% of all nurses 64 69 32

* per 100,000 population.

Data related to the region of employment for psychologists and the FTE equivalent has not been
reported. However, the Mental Health Services in Australia 2004-0535 report provides data on the
number of psychologists (clinical and non-clinical) in the workforce. In 2005, the ABS’s national estimate
of the number of employed psychologists was 13,900.

In summary, there are lower population rates of health professionals in rural and remote areas. These
workforce data can be used as a proxy measure for client access to services in rural and remote areas.

The graphs and tables presented below are based on data reported in the non-government
organisations’ six monthly reports to the Department. These data for both Stages One and Two are
based on the most recent reporting period June 2009-December 2010.

33
Australian Institute of Health and Welfare 2009. Mental health services in Australia 2006-07. Mental health series no. 11.
Cat. no. HSE 74. Canberra: AIHW.

34
Australian Institute of Health and Welfare (AIHW) 2008. Mental health services in Australia 2005-06. Mental health series no. 10.
Cat no. HSE 56. Canberra: AIHW.

35
Australian Institute of Health and Welfare (AIHW) 2007. Mental health services in Australia 2004-05. AIHW cat no. HSE 47.
Canberra: AIHW (Mental Health Series no. 9).
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Stage One data – Distribution of health professionals

As identified in the graph and table below, the distribution of health professionals by discipline varies
significantly between States/Territories. Psychologists comprise most of the health professionals in
Western Australia, Victoria, Tasmania and New South Wales (between 45% and 38%). In the Northern
Territory (45%) and Queensland (38%) most health professionals are Aboriginal and/or Torres Strait
Islander mental health workers. In South Australia the majority of health professionals are either mental
health nurses (37%) or social workers (37%).

Figure 25 Distribution of health professionals by type and State/Territory Stage One

Table 11 Distribution of health professionals by type and State/Territory Stage One
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Stage Two data – Distribution of health professionals

As was the case for Stage One, the distribution of health professionals varies significantly between
States/Territories for Stage Two (as shown by the graph and table below). Psychologists comprise most
of the distribution in Victoria, Queensland and South Australia (between 44% and 37%). In Tasmania the
majority of health professionals (73%) are mental health nurses and in the Northern Territory all health
professionals are Aboriginal and/or Torres Strait Islander mental health workers. In Western Australia
social workers are the highest proportion of health professionals (36%), while in New South Wales the
majority of health professionals are either psychologists (32%) or mental health nurses (33%).

Figure 26 Distribution of health professionals by type and State/Territory Stage Two

Table 12 Distribution of health professionals by type and State/Territory Stage Two
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discipline in their health professional mix. Generally, mental health is not considered to be a key role of
the Aboriginal and/or Torres Strait Islander Health Worker. The term Aboriginal and/or Torres Strait
Islander mental health worker on the other hand, covers a range of qualifications and experience,
including formal qualifications such as Certificate III in Community Mental Health (Non-Clinical) or a
Bachelor of Health Science (Mental Health) degree.

Based on the limited data available it may be concluded that there is a reasonable distribution of
disciplines within the MHSRRA Program.

8.4 Innovative workforce models

As discussed previously, commentary collected revealed that a number of organisations agreed the
MHSRRA Program recruitment eligibility guidelines for health professionals to some extent limited the
available workforce. During consultation it was discussed that these guidelines were not always
considered appropriate to meet the needs of the local area or target population. As an example in the
General Practice Network NT, Aboriginal and/or Torres Strait Islander community workers are essential
to support the health professionals in rural and remote communities and working alongside mental
health professionals. Aboriginal and/or Torres Strait Islander community workers assist to provide a
direct entry to and acceptance from communities for non-Aboriginal and/or Torres Strait Islander health
professionals. Aboriginal and/or Torres Strait Islander support workers are able to talk to and liaise with
clients, families and the community while managing relationships and providing education. Those health
professionals working in Aboriginal and Torres Strait Islander communities without the support of an
Aboriginal and/or Torres Strait Islander support worker reported long establishment periods and some
degree of difficulty gaining community support and acceptance. Although these workers do not meet the
specific guidelines for employment as outlined in the guidelines, their contribution to the Program is
invaluable.

The Department indicated that there was a level of flexibility in relation to eligibility of health
professionals. Requests for flexibility were considered on an individual basis and approved by the
MHSRRA Program Manager, Director of Clinical Services Reform Section, Department of Health and
Ageing.

A second successful model identified during the consultation phase used to attract staff was an
internship model, as implemented by the North West Slopes Division of General Practice. This model
has been designed specifically to develop the core competencies of health professionals in the area of
community mental health. Recruits entering into the internship model meet the qualification requirements
as outlined in the MHSRRA Program guidelines. The internship is a 12 month program and interns work
together in an interdisciplinary team. Interns develop a work plan and learning encompasses supervised
client consultation and feedback and real life case scenarios.

8.5 Workforce support

Sustainable workforce strategies include clinical supervision, professional development and training,
peer support, access to equipment and technical support, management supervision and administrative
support services.

On the whole all health professionals reported to be very satisfied with the support provided for clinical
supervision and professional development and training. Training was available in multiple modes – face-
to-face, videoconference and web-based. Staff also indicated that they travelled to relevant education
and training in larger regional or city areas.

Peer support was provided locally both formally and informally and regular team meetings either face-to-
face or via video/teleconference were scheduled.
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Similarly, management supervision and administrative support was thought to be adequate. Some health
professionals indicated that they were required to make their own client appointments and this was
perceived as an added burden.

All health professionals were provided with the equipment necessary to carry out their role in a safe and
efficient manner. Provision of equipment included laptops, phones (mobile and satellite), internet
connections and cars. Technical assistance was available on request.

As noted during the consultations, accommodation options where services are provided are sometimes
limited. A number of GP practices where services are currently provided have limited space, alternative
accommodation where services may be provided is not generally available. Health professionals are
commonly working in unfamiliar environments and are required to carry equipment and set up every day,
this is both time consuming and an additional task for health professionals to undertake. Office support
and access to equipment (such as printers) in some locations was not readily available.

8.6 Mode and method of service delivery

The most common model of service delivery was the outreach model. The second most common model
was the hub and spoke model. Health professionals were most often employed either directly through
the non-government organisation or on a sessional basis.

Stage One data – Mode of service delivery

Figure 27 below describe the mode of service delivery (face-to-face, telephone, video conferencing or
other) by State/Territory for Programs funded under Stage One.

As is evident by the graph below most client contact is face-to-face. In Tasmania it was noted that all
contact is face-to-face. Telephone contact is also used as a mode for service delivery in Western
Australia, South Australia, New South Wales, Queensland and Victoria. Queensland and the Northern
Territory also reported using a range of other methods.
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Figure 27 Mode of service delivery by State/Territory Stage One
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Stage Two data – Mode of service delivery

Figure 28 below describe the mode of service delivery (face-to-face, telephone, video conferencing or
other) by State/Territory for Programs funded under Stage Two.

Figure 28 Mode of service delivery by State/Territory Stage Two

As was the case with Stage One, the graph for Stage Two above shows that most contact is face-to-
face. In the Northern Territory and Tasmania all contact is face-to-face. Telephone contact is also used
as a mode for service delivery in Western Australia, South Australia, New South Wales, Queensland and
Victoria. Queensland was the only state using video conferencing to deliver services and both Western
Australia and Victoria reported using a range of other methods.

Most services reported face-to-face contact to be the most effective method of delivery particularly on
the first occasion of service. However a number of services also reported using the telephone for follow
up consultation and a limited number used video conferencing. The current installation of video
conferencing facilities in a number of Aboriginal and/or Torres Strait Islander medical services will
potentially increase the use of this mode of delivery for service provision. One service reported trialling
Skype to communicate with clients and was keen to utilise this technology more in the future.
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8.7 Communication

Communication at the Departmental and local level was generally reported to be very good. Overall the
Department team were considered to be very supportive, flexible and understanding of issues. A
minority of organisations felt that there was some inconsistency in program managers and this made
communication difficult. 62% respondents to the non-government organisation e-survey rated
communication with the Department as good or very good, 19% rated this communication as fair and 5%
as poor. 14% considered this question not applicable.

There were some issues related to slow Departmental approval processes and subsequent processing
of funds for organisations providing services. It was reported to be often the case that the non-
government organisations would be required to absorb the costs of continuing service provision for a
number of months; this placed a greater financial burden on the organisation. Feedback following the
last 2-3 reports was indicated to be delayed and thus payment also delayed.

Communication between other Australian Government Departments and State/Territory Departments in
relation to the Program did not appear to work well. 76% respondents to the non-government
organisation e-survey indicated that they did not know whether there was any collaboration between
these groups. This deficit in communication was also evidenced by the low response rate to the peak
body survey and the inability of the peak organisations contacted for interview to provide any feedback in
relation to the Program.

8.8 Reporting

Non-government organisations agreed that reporting processes were easy and straightforward however,
it was also agreed that a more streamlined approach to reporting across all Programs would be
beneficial. Stakeholders commented that the reporting structure for the MHSRRA Program was very
different to that of other programs, for example, the Access to Allied Psychological Services (ATAPS)
and the Mental Health Support for Drought Affected Communities (MHSDAC) Programs.

There was general consensus that it would be beneficial to streamline reporting and establish a national
database for the MHSRRA Program (mostly likely in conjunction with the ATAPS database). An
integrated reporting database with other reporting databases would be preferred and enable more
information to be captured and analysed. Health professionals currently use the ATAPS database to
capture and enter data related to this Program. Electronic collection of data at the point of contact would
have the additional benefits of capturing the data in real time, enable system mechanisms to improve
data quality and standardise data elements and facilitate more accurate reporting and comparison of
supply and demand data. Electronic collection of data entered by the health professionals would assist
to take the onus off the organisation for this collection and reporting.
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E-survey data – Program reporting

In Table 13 below, local Program reporting procedures refers to the requirements for health
professionals to report to their local non-government organisation.

Table 13Local Program reporting procedures

In Table 14 below, central Program reporting procedures refers to the reporting requirements of non-
government organisations to the Australian Department of Health and Ageing.

Table 14 Central Program reporting procedures

Feedback received via the non-government organisation e-survey in relation to Program reporting
procedures was generally positive. The majority of respondents indicated that reporting templates were
easy to use, there was support to complete reports if required, timeframes for providing reports were
realistic and data collection processes were straightforward.

The requirement to report data related to client numbers was an issue in some organisations particularly
those servicing the Aboriginal and/or Torres Strait Islander population where “informal” contact was
made on a number of occasions.

While governance structures were in place between the Department and the non-government
organisations through Funding Agreements and as such organisations were required to report qualitative
and quantitative data along with financial data. Individual governance structures per Program were
established through the non-government organisations and generally followed similar structures as other
programs already in operation through the organisation.

8.9 Funding and resourcing

Funding and resources were generally considered to be adequate to achieve the objectives of the
Program within the current scope; however it was acknowledged that more funding and resources would
be required in the future. It was noted that it is an expensive undertaking to provide services in a remote

Number % Number % Number % Number %
Poor 0 0% 0 0% 0 0% 0 0%
Fair 4 21% 2 11% 2 11% 14 16%
Good 10 53% 10 53% 12 63% 11 58%
Very good 0 0% 0 0% 0 0% 5 0%
Not applicable 5 26% 7 37% 5 26% 24 26%
Total 19 100% 19 100% 19 100% 19 100%

Ease of Use
Support to
Complete

Realistic
Timeframes

Data Collection
processes

Number % Number % Number % Number %
Poor 1 5% 1 5% 1 5% 1 5%
Fair 4 20% 2 10% 2 10% 4 20%
Good 11 55% 12 60% 12 60% 10 50%
Very good 3 15% 4 20% 4 20% 4 20%
Not applicable 1 5% 1 5% 1 5% 1 5%
Total 20 100% 20 100% 20 100% 20 100%

Ease of Use
Support to
Complete

Realistic
Timeframes

Data Collection
processes
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location and this must be considered in the context of ongoing funds for services in rural and remote
areas.

Funding on the whole is provided for clinical positions but not for administrative support services,
organisations reported that this often results in the juggling of funds between programs to cover costs.
Similarly, funding does not allow for back fill of staff. Organisations also indicated that current funding is
static and is therefore is not consistent with the cost of living and CPI increases and does not allow for
the increase of staff wages annually.

In addition, organisations felt that the short funding cycle provides an area of uncertainty and creates
difficult with ongoing employment contracts. Long term planning is unable to be realised in the absence
of ongoing funding. This in turn impacts upon people’s confidence in the service.

The Department understood the requirement to be flexible and work with organisations to adapt the
budget to meet local needs. Budgets have been adjusted where required. Anecdotal evidence suggests
that the current spend plus the amount of services being provided has made a big impact. However
some organisations reported that limitations placed on funding received were sometimes seen as
challenging. More flexible criteria would be useful and increase the ability of organisations to use funding
to support travel, provide a remote allowance for health professionals and improve support structures.

The next section presents the recommendations based on the consideration of key findings from
this evaluation.
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9 Recommendations

The ongoing success of the MHSRRA Program is dependent on a number of factors
including capitalising on what has worked well, addressing challenges and ensuring
continuous improvement of mental health services for rural and remote Australians.

From the consideration of key findings of this evaluation, recommendations were identified. These
recommendations provide actions for which there is good evidence, widespread support, and clearly
viable avenues for implementation. These are discussed in this section of the report.

9.1 Prevention and promotion

Recommendation 1: Increase the focus on mental health prevention, promotion
and education.

Good mental health is a prerequisite for good physical health. Mental health issues are recognised as a
growing cause of morbidity in Australia. Mental health promotion is underpinned by understanding what
comprises mental health.

In the late 1990s it was recognised by the Australian Government that there needed to be a much
greater focus on prevention of mental disorders and promotion of mental health and wellbeing in mental
health policy and service orientation. As a result, prevention, promotion and early intervention are now
key themes embedded within the national mental health policy, strategy and mental health plans.

A number of organisations (such as Beyond Blue) and governments (such as Victoria Health) have
developed very effective initiatives towards promoting mental health and well-being, however these are
only the first steps towards addressing mental illness stigmatisation and there is still some way to go.
Promotion activities and campaigns can be run from the local level right up to national media advertising.

Governments have the ultimate stewardship for the mental health of populations (WHO 2001). The
World Health Organisation agrees that national mental health policies should not be solely concerned
with mental health disorders, but also promote mental health. This requires mainstreaming mental health
promotion into policies and programs in government and business sectors including the health sector.36

There is good evidence that health promotion programs such as Pit Stop reach a significant number of
men. One particular study found that Pit Stop successfully reached between 40 to 50% of men with
significant health risk profiles in the three regions studied. Men recalled between 70 and 90% of their Pit
Stop health status and for 43% of the men the program resulted in some change in personal behaviour
and/or connection with a health professional.37

As a second example, a study related to the delivery of mental health first aid in drought-affected rural
New South Wales found that mental health first aid training increased participants’ ability to identify high
and low prevalence mental disorders. Participants were significantly better able to identify depression as

36
World Health Organisation. 2007. Mental Health Fact Sheet No 200 September 2007.

37
"Pit Stop" Men's Health Package "Apart from taking it down the pub here, it's about as masculine as you can get". 2005. Chambers,
D. Combined Universities Centre for rural Health. Primary Health Care Research and Information Service. Cited
at:http://www.phcris.org.au/roar/projects.php?elibid=4901.
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the probable mental health disorder. Confidence in providing appropriate help or referral to those in need
also showed a significant improvement.38

Based on the evidence it is clear that mental health promotion and education can have a significant and
positive impact on many aspects of mental illness. While many non-government organisations’ were
already participating in mental health promotion, prevention and education to some extent there was a
strong desire to increase the focus in these areas and embed more formalised strategies and practices
within the MHSRRA Program.

In this instance it is recommended that opportunities to integrate mental health promotion, prevention
and education into the MHSRRA Program be explored by the Department and incorporated into
future Programs.

9.2 Children and young people

Recommendation 2: Increase the focus and service offerings for children and young people
with mental illness living in rural and remote areas.

As shown by the evidence, many mental disorders have their beginnings in childhood or adolescence.
There is an abundance of statistics all indicating that mental illness in children and adolescents is a
significant issue.

Statistics demonstrate that 14% children and adolescents aged 4-17 have a mental illness.39

Furthermore they make up 20% the population and account for 8.4% the total burden of disease, of
which 23% compromises mental health. One quarter of children and young people experiencing a
mental disorder seek assistance from a health service. More alarmingly, mental disorders often go
undiagnosed and untreated for years.

Early intervention enables children and young people to start treatment as soon as possible, when the
symptoms of mental illness are not too disabling and assists them to develop the skills they require
moving forward to manage their illness and lives in general.

There have been comparatively few studies of the effectiveness of prevention and youth mental illness in
Australia, fewer still of early intervention and seemingly none providing sufficient information to conduct
cost effectiveness analysis.

Early and preventive interventions show promise in reducing the burden of mental illness, particularly in
young people. Kessler et al (2005) report that in the United States, half of all serious mental health and
substance use disorders commence by the age of 14, and three quarters before the age of 25. Often
there are considerable delays between onset and treatment. The study also showed that untreated
mental disorders can lead to more severe and difficult to treat illnesses and the development of
co-occurring mental illnesses.

38
Improving mental health capacity in rural communities: Mental health first aid delivery in drought-affected rural New South Wales
Gina-Maree Sartore, Brian elly, Helen J. Stain,1 Jeffrey Fuller, Lyn Fragar and Anne Tonna. Aust. J. Rural Health (2008) 16, 313-318.

39
Fourth National Mental Health Plan. An agenda for collaborative government action in mental health 2009-2014 Prepared by: Fourth
National Mental Health Plan Working Group. 2 June 2009.
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9.5 Referral sources

Recommendation 5: Review the appropriateness of referral guidelines and referral sources
based on access to GPs in rural and remote communities.

As outlined in the Program guidelines, referrals to the Program should be from a general practitioner.
Most services request GP referrals for Program entry. A minority of services reported that they accept
referrals from other sources including self referral, referrals from other health professionals and referrals
from health or community services. Typically these alternate referrals are accepted when obtaining a GP
referral is difficult.

Evidence collected throughout the evaluation indicated that GP referrals are not always possible and in
some instances GP referrals are not culturally appropriate. Based on this premise it is recommended
that the Department review Program referral guidelines based on access to GPs in rural and remote
communities and consider alternate options for referral.

9.6 Improving data collection systems

Recommendation 6: Identify measures of access and outcomes to inform performance of
the MHSRRA Program. Furthermore investigate opportunities to standardise measures
across mental health programs (eg ATAPS) and use one system to collect and report data.

Accurate data on Program activity will inform decision making and allow strategic improvement at the
local, state and national levels. A standardised national data set would provide useful insights into
demand and supply as well as access and outcomes. This information would serve as a valuable
foundation for planning, delivering and evaluating mental health services in rural and remote areas in the
future.

The Fourth National Mental Health Plan43 reinforces the importance of measuring and monitoring all
aspects of services delivery, access and outcomes. The report highlights specific indicators/measures of
both a qualitative and quantitative nature that will be used to evaluate the success of the Plan. Worth
noting are measures including client outcomes, rates of contact for children and young people, rates of
stigmatised attitudes in the community and proportion of consumers with a nominated GP. Many of
these indicators are yet to be developed but these should be kept in mind when determining future data
elements for the rural and remote Program.

43
Fourth National Mental Health Plan. An agenda for collaborative government action in mental health 2009-2014 Prepared by: Fourth
National Mental Health Plan Working Group. 2 June 2009.
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9.8 Funding

Recommendation 8: The Department consider providing continued funding for the
MHSRRA Program beyond June 2011 enabling continued provision and expansion of
mental health services in areas of need in rural and remote Australia

It is noted that there is funding available for rural and remote mental health services in addition to the
funding already confirmed for the MHSRRA Program to June 2011.

The recommendations above provide the basis upon which Program improvements can be implemented
and to some extent streamlined. To enable these goals to be achieved further Program funding is
required. There are considerable benefits associated with providing funds to an already established and
generally well functioning Program. Across the Program target areas, the initial foundations have been
established, the supply of health professionals has increased and Program uptake and client outcomes
have been positive. Taken together, these achievements underpin the overall credibility of the Program.
Without continuing funds these positive achievements may be lost.

The drawing of additional funds will enable the strengthening of the Program to further improve mental
health services and meet the needs of Australians in rural and remote locations.

9.9 Carers

Opportunity for further investigation: Investigate the provision of support services and
education for carers in rural and remote areas.

While not explored in detail throughout this evaluation the importance of education and support for
carers cannot be underestimated. The Fourth National Mental Health Plan45 incorporates the priority to:
expand the level and range of support for families and carers of people with mental illness and mental
health problems, including children of parents with a mental illness. The carer interviewed expressed the
importance of support for all carers in rural and remote areas.

Carers play a central role in the recovery process for many people with a mental illness. While this role
can have many fulfilling aspects, it often places significant stress on the person providing care. Carers
are at risk of mental health problems themselves, as they experience anxiety, guilt, helplessness, and at
times, fear for their own safety or that of those around them. On average, carers contribute over 100
hours per week caring for those with mental illness.46 Support services and education for carers in rural
and remote areas should be further investigated and considered in future Program guidelines.

9.10 Final comments

This Evaluation of the MHSRRA Program has been extensive. The review team visited six non-
government organisations and interviewed a further 11 organisations, interviewed six consumers/one

45
Fourth National Mental Health Plan. An agenda for collaborative government action in mental health 2009-2014 Prepared by: Fourth
National Mental Health Plan Working Group. 2 June 2009.

46
ARAFMI NSW (2005), Carer Services Mapping Project Final Report, report prepared for NSW Department of Health. See also Social
Inclusion – An Outcome Measure for the Mental Health Service System. Notes on Context, Definition and Evidence.
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carer and two representatives of peak bodies and collected 232 responses to three online surveys. As a
result the following conclusions are drawn.

As identified throughout this evaluation rural and remote communities are unique and face particular
challenges. Workforce development and support, and equitable access to services, are difficult to
achieve in some parts of Australia and require recognition that communities may have different priorities
that rely on local knowledge and need a whole of community response. These communities need
innovative service development that enables use of new technology and flexible models to support the
provision of access to specialist assessment and advice.47

The MHSRRA Program has provided a service to rural and remote communities and demonstrated how
a Program such as this can be successful. The key ingredients of this success include implementation
and management of the services provided via local organisations and sufficient flexibility within the
Program guidelines to be able to tailor services to local needs.

Organisations implementing this Program are dedicated professional teams providing an excellent
mental health service for consumers in rural and remote areas. The demand for services was reported to
be increasing, presumably in line with greater awareness and acceptance of mental health issues and
the provision of access to services where these have been previously unavailable. The complexity of
clients in these areas is broad as clients do not have other services to access. While low acuity mental
illness is frequent the incidence of clients with multiple co-morbidities and complex or high degree
mental health illnesswas noted.

The external environment in which the MHSRRA operates is complex and varies dependant on
geographical location. In some areas there may be multiple programs in operation with different eligibility
criteria. Similarly, there are multiple service providers with different levels of capability and approaches
to service delivery. The MHSRRA Program must be fully cognisant of these. Furthermore, it is worth
considering that Medicare Locals are on the horizon and what this mean for Programs such as MHSRRA
in the future.

Due to the limited data collected by organisations and the manner in which these have been collected, it
has been difficult to provide quantitative evidence to verify increases in supply and demand and
demonstrate changes in access and outcome measures as a result of this Program. The data analysis in
this evaluation has focussed on data reported manually by organisations to the Department as a
component of their six monthly reporting requirements. Further work that defines and standardised data
measures is required and will be welcomed by teams. This will significantly improve the ability to
determine areas of need and Program successes moving forward.

As is often the case in rural and remote areas, programs are established for short periods of time and
frequently do not continue. The MHSRRA Program has established a good reputation to date and
maintaining this reputation will be important. In a number of areas this Program is not yet seen as a
mainstream Program as it has only been in place for one year, further investment will ensure the
Program becomes an integral component of health services in rural and remote areas.

Despite the increase in demand for services, organisations report no real increases in resources. Whilst
a detailed analysis of the budget and future funding requirements was out of scope for this review the
regularity with which this issue was raised by organisations needs mentioning. The ongoing success of
the MHSRRA Program is dependent on continuing funding arrangements that will provide greater
certainty for mental health professionals and non-government organisations. In addition any ongoing

47
Fourth National Mental Health Plan. An agenda for collaborative government action in mental health 2009-2014 Prepared by: Fourth
National Mental Health Plan Working Group. 2 June 2009.
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funding should be considered in the context of future supply and demand requirements and the areas of
recommendation above.

Following the apparent success of the MHSRRA Program there is potential to capitalise on the Program
components that have worked well and broaden the reach of the Program. The implementation of the
recommendations will only serve to strengthen the Program and meet the overall aim of the Program to
provide greater access to mental health services for those living in rural and remote areas of Australia
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Appendix A Stakeholders consulted

Organisation Interviewees by type* State/Territory Appointment

North West Slopes Division of General Practice
Site visit

Chief Executive Officer
Program manager
Finance director
University partner
6 health professionals

NSW Tuesday, 4 May 2010

R Health (Southern Queensland Division of
General Practice)

Chief Executive Officer
Program manager
3 other managers
4 health professionals
2 GPs

QLD Thursday, 13 May 2010

Mallee Division of General Practice Chief Executive Officer
4 health professionals
2 GPs

VIC Thursday, 27 May 2010

North West Tasmania Division of General Practice Chief Executive Officer
Program manager
4 health professionals
3 GPs

TAS Monday, 17 May 2010

Pilbura Division of General Practice Chief Executive Officer
Program manager
3 health professionals

WA Monday, 7 June 2010

General Practice NT 2 program managers
5 health professionals

NT Monday, 31 May 2010

Royal Flying Doctors Service NSW and Royal
Flying Doctors Service NT (combined interview)

Program manager for NT and NSW
NT – 3 health professionals
NSW – 2 health professionals

NSW/NT Wednesday, 12 May 2010
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Organisation Interviewees by type* State/Territory Appointment

West Victoria Division of General Practice Program manager
Program coordinator
1 Health professional
1 GP

VIC Friday, 14 May 2010

Kimberley Division of General Practice Program manager
2 health professionals

WA Monday, 24 May 2010

Eastern Goldfields Division of General Practice Program manager WA Monday, 10 May 2010

Wuchopperen Health Service Chief Executive Officer
Program manager
5 health professionals

QLD Wednesday, 12 May 2010

Dubbo Plains Division of General Practice Program manager
Health professional

NSW Friday, 14 May 2010

NSW Outback Division of General Practice Program manager NSW Tuesday, 25 May 2010

Eyre Peninsula Division of General Practice Program manager SA Wednesday, 26 May 2010

Nganampa Health Council Program manager
2 health professionals
Medical officer

SA Wednesday, 2 June 2010

Royal Flying Doctors Service Queensland Program manager
3 health professionals

QLD

*Please note – in the interviewees listed by type above some individuals had dual roles (ie program manager and health professional) in this instance these individuals
have been listed twice.
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Appendix B Evaluation framework

1 Overall effectiveness, efficiency and appropriateness of the Program

Evaluation
questions

Measure type Indicators
Source of the
data

Collected
by

Over what
time
period?

How will
the data
be
analysed?

Reported
when

Topic area: A1 Overall effectiveness, efficiency and appropriateness of the Program

To what extent has
the MHSRRA
Program achieved
its objectives?

Effectiveness
Efficiency

Description of Program
objectives and its
applicability to target
populations and
geographic location

Interviews
Survey
From: non-government
organisations/ health
professionals/ peak
bodies

PwC evaluators October /November
2010

Qualitative
methods

End of 2010

Appropriateness Perceptions on:
Were the objectives
related to the needs of
the target group

Interviews
Survey
From: non-government
organisations/ health
professionals/ peak
bodies

PwC evaluators October /November
2010

Qualitative
methods

End of 2010

Efficiency Perceptions on
adequacy of resources
and funding

Interviews
Survey
From: non-government
organisations/ health
professionals/ peak
bodies

PwC evaluators October /November
2010

Qualitative
methods

End of 2010
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Evaluation
questions

Measure type Indicators
Source of the
data

Collected
by

Over what
time
period?

How will
the data
be
analysed?

Reported
when

Effectiveness Frequency and
usefulness of
Program
communication with
non-government
organisations in
rural/remote areas

Evidence/examples of:

A ‘plan/strategy’ in place
to address the
challenges and
issues faced by
rural/remote
communities
(including monitoring
component)

Frequency in
collaboration with
other relevant
government
departments to
address issues faced
by rural and remote
communities

Interviews
Survey
From: non-government
organisations/ health
professionals/ peak
bodies

PwC evaluators October /November
2010

Qualitative
methods

End of 2010
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Evaluation
questions

Measure type Indicators
Source of the
data

Collected
by

Over what
time
period?

How will
the data
be
analysed?

Reported
when

Efficiency What were the Program
procedures for
measuring efficiency
locally and centrally
(include organisational
financial reporting)

Service reports

Interviews
Survey
From: non-government
organisations/ health
professionals/ peak
bodies

Non-government
organisations

PwC evaluators

From Program
commencement to
end

July 2007 to
December 2010

Quantitative and
Qualitative
methods

Six monthly basis
End 2010

To what extent has the
MHSRRA Program been
an effective response to
the access gaps and need
for primary mental health
care for people with high
prevalence mental
disorders living in rural
and remote areas
of Australia?

Appropriateness Perceptions on:

improving access gaps
Usefulness of processes

in place to determine
geographical
distribution of
funding to non-
government
organisations

Interviews
Survey
From: non-government
organisations/ health
professionals/ peak
bodies/consumers,
carers

PwC evaluators October /November
2010

Qualitative
methods

End of 2010

Effectiveness Between Program
commencement and
Program end
comparison of:
Number of service
contacts – By rurality,
age, gender etc

Service reports Non-government
organisations

From Program
commencement to
end

July 2007 to
December 2010

Quantitative
methods

Six monthly basis
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Evaluation
questions

Measure type Indicators
Source of the
data

Collected
by

Over what
time
period?

How will
the data
be
analysed?

Reported
when

Efficiency Provision of funding Departmental reports
Service reports

The Department
Non-government
organisations

From Program
commencement to
end

July 2007 to
December 2010

Quantitative
methods

Program stages 1
and 2 (extensions
and
commencement)

2 Changes in supply and distribution of allied and mental health services in rural and remote Australia

Evaluation questions Measure type Indicators Source of the data Collected by
Over what
time period?

How will
the data
be
analysed?

Reported
when

Topic area: B1 Changes in supply and distribution of allied and mental health services in rural and remote Australia following the introduction of the MHSRRA Program

To what extent has the
MHSRRA Program
impacted on the supply and
distribution of the allied
health workforce in the
areas of Program
operation?

Effectiveness Total number of FTE and
positions of allied health
workforce created or
redistributed in the area
of Program operation

Number of positions and
FTE per participating
organisation

Service Reports Non-government
organisations

From Program
commencement to
end

July 2007 to
December 2010

Quantitative
methods

Six monthly basis
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Evaluation questions Measure type Indicators Source of the data Collected by
Over what
time period?

How will
the data
be
analysed?

Reported
when

% increase since Program
commencement in
allied health and
nursing mental health
positions

% targeted areas (rural and
remote) where positions
have been filled

Appropriateness Description of processes in
place to determine
geographic
distribution/redistributio
n of service providers to
non-government
organisations

Interview questions

e-survey
From: Non-government
organisations/individual
health professionals

PwC evaluators October /November
2010

Qualitative
methods

End of 2010

How has the MHRSSA
Program interacted with
other related
programs/initiatives,
including the Better
Outcomes in Mental Health
Care program and the More
Allied Health Service
Program?

Effectiveness

Appropriateness

Description of links to other
programs

Organisation/health
professional feedback
re program interaction

Perception of relationship
between other
programs and
benefits/usefulness etc

Interview questions

Survey
From: Non-government
organisations/individual
health professionals

Peak bodies

PwC evaluators October /November
2010

Qualitative
methods

End of 2010

To what extent has the
MHSRRA Program provided

Effectiveness
Appropriateness

Range of services available
Health professionals

Service Activity
Reporting

Service
organisations/

October /November
2010

Qualitative and
quantitative

End of 2010
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Evaluation questions Measure type Indicators Source of the data Collected by
Over what
time period?

How will
the data
be
analysed?

Reported
when

inter-disciplinary primary
mental health care for
people with mental
disorders living in rural and
remote Australia?

satisfaction
Client/carer satisfaction
Organisational satisfaction

Perception of availability of
interdisciplinary care

Interview questions
E-survey
From: Clients/carers

Health professionals

providers
PwC evaluators

methods

To what extent has the
MHSRRA Program changed
the practices of GPs and
other allied health
professionals working in
the areas of Program
operation?

Effectiveness

Appropriateness

GP/allied health
professional satisfaction

Number of referrals to
others from GPs

Evidence/example of
change in practice

Data to support change in
practice

Interview questions

survey
From: GPs
Health professionals

PwC evaluators October /November
2010

Qualitative
methods

End of 2010

To what extent has the
MHSRRA Program
impacted on related MBS
services in the areas of
Program operation?

Effectiveness

Appropriateness

Total number of relevant
MBS services in area of
Program operation

% increase in uptake of
mental health specific
MBS items (eg care
plan item numbers by
rural GPs in Program
areas)

% of organisations
reporting that they have
increased the number
of MBS claims

Service Reporting

MBS data extracts

Service
organisations

From Program
commencement to
end

Jul 07 – Dec 10

Quantitative
methods

Cumulative
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3 Uptake of the Program

Evaluation questions
Measure
type

Indicators Source of the data Collected by
Over what
time period?

How will
the data
be
analyse
d?

Reported when

Topic area: C1 Uptake of the Program

To what extent has the
MHSRRA Program provided
access to mental health
care for people with mental
disorders living in rural and
remote areas of Australia?
Across all age groups?
Across both genders?

Effectiveness
Appropriateness

Number of episodes of care
provided through the
MHSRRA Program –
where possible by age
and gender

Average number of services
per client (allows
comparison with other
Programs eg ATAPS,
Better Access)

% increase in episodes of
care since Program
commencement (and
further comparisons to
previous years if possible)

Perceptions of organisations
and health professionals
regarding access by age
and gender

Service Activity
Reporting

Interview questions
E-survey
From: Clients/carers

Health professionals

Service
organisations/
providers

PwC evaluators

October
/November 2010

Qualitative
and
quantitative
methods

End of 2010
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Evaluation questions
Measure
type

Indicators Source of the data Collected by
Over what
time period?

How will
the data
be
analyse
d?

Reported when

To what extent has the
Program provided equitable
access to populations in
need? In particular children
and young people; older
persons; Aboriginal and/or
Torres Strait Islander
Australians; and men living
in rural and remote
Australia?

Effectiveness
Appropriateness

Perceptions on: what are the
needs, different view of
needs and extent to which
the Program met the
needs

Number of episodes of care
provided through the
MHSRRA Program –
where possible by
population type: children
and young people; older
persons; Aboriginal
and/or Torres Strait
Islander Australians; and
men

% increase in episodes of
care since Program
commencement (and
further comparisons to
previous years if possible)

Perceptions of organisations
and health professionals
regarding access by age
and gender

years of data to monitor
changes in level of

Service Activity
Reporting

Interview questions
E-survey
From: Clients/carers

Health professionals

Service
organisations/
providers

PwC evaluators

October
/November 2010

Qualitative
and
quantitative
methods

End of 2010
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Evaluation questions
Measure
type

Indicators Source of the data Collected by
Over what
time period?

How will
the data
be
analyse
d?

Reported when

access and episodes of
care (if available)

4 Effectiveness and appropriateness of the MHSRRA Program implementation

Evaluation questions Measure type Indicators Source of the data
Collected
by

Over what time
period?

How will
the data
be
analysed
?

Reported
when

Topic area: D1 effectiveness and appropriateness of the MHSRRA Program implementation

To what extent has the
MHSRRA Program
improved mental health
outcomes for people with a
mental health disorder
living in rural and remote
Australia?

Effectiveness Evidence and/or
examples of:

Health outcomes data being
collected and reported by
non-government
organisations
Perceptions on:

Health outcomes

Service Activity
Reporting

Interview questions
E-survey

From: Clients/carers
Health professionals

Service
organisations/
providers

PwC evaluators

From Program
commencement to
end

Jul 07 - Dec 10
October /November
2010

Qualitative and
Quantitative
methods

Cumulative

End of 2010
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Evaluation questions Measure type Indicators Source of the data
Collected
by

Over what time
period?

How will
the data
be
analysed
?

Reported
when

Appropriateness
Effectiveness

Efficiency

Level of influence on the
geographical distribution
of non-government
organisations (ie there
may be communities in
certain locations that do
not have the capability to
run a mental health
service)

Level of awareness of the
challenges faced by
services related to
Program implementation
(in particular those in
remote areas)

Evidence/examples of:
A ‘plan/strategy’ in place to

address the challenges
and issues faced by
rural/remote communities
(including monitoring
component)

Interview questions
E-survey

From: Clients/carers
Health professionals

PwC evaluators October /November
2010

Qualitative
method

End of 2010
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Evaluation questions Measure type Indicators Source of the data
Collected
by

Over what time
period?

How will
the data
be
analysed
?

Reported
when

To what extent has the
MHSRRA Program provided
evidence-based mental
health to people with
mental disorders living in
rural and remote Australia?

Effectiveness Evidence/examples of
implementation of evidenced
based Programs

Service Activity
Reporting

Interview questions

E-survey

From: Clients/carers

Health professionals

Service
organisations/
providers

PwC evaluators

From Program
commencement to
end

Jul 07 - Dec 10

October /November
2010

Qualitative and
Quantitative
methods

Cumulative

End of 2010

To what extent has the
MHSRRA Program provided
services that match client
needs and expectations?

Effectiveness

Appropriateness
Evidence of/examples

Services that match client
needs

Perceptions of organisations,
health professionals,
consumers/carers regarding
needs and expectations

Service Activity
Reporting

Interview questions

E-survey
From: Clients/carers
Health professionals

Service
organisations/
providers

PwC evaluators

From Program
commencement to
end

Jul 07 - Dec 10
October /November
2010

Qualitative and
Quantitative
methods

Cumulative

End of 2010

Appropriateness Program procedures for
measuring relevance - for
finding out about
needs/expectations and
adapting the Program to
changing needs

Service Activity
Reporting

Interview questions

E-survey
From: Clients/carers

Service
organisations/
providers

PwC evaluators

From Program
commencement to
end

Jul 07 - Dec 10
October /November
2010

Qualitative
methods

Cumulative

End of 2010
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Evaluation questions Measure type Indicators Source of the data
Collected
by

Over what time
period?

How will
the data
be
analysed
?

Reported
when

Health professionals

5 Other evaluation questions

Evaluation questions Measure type Indicators Source of the data Collected by
Over what
time period?

How will
the data
be
analysed?

Reported when

Topic area: E1 other evaluation questions

Sustainability Appropriateness
Effectiveness

Efficiency

Perceptions on:

Threats to the Program in
the future

Likelihood of benefits
continuing

Funding implications
What worked well
Lessons learned

Other.

Interview questions
E-survey

From: Clients/carers
Health professionals

PwC evaluators October
/November 2010

Qualitative
method

End of 2010
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Appendix C Consultation tools

MHSRRA Questionnaire Tool – Non-government organisations

Purpose: The following questionnaire tool has been developed based on the Evaluation Framework. This tool will be used as the overarching interview guide for non-
government organisations. The tool will be used for both individual and group interviews conducted during the site visits or telephone interviews throughout Stage 3
the data collection and analysis phase of the MHSRRA evaluation.

Target stakeholder group: The target stakeholder group for this questionnaire tool is non-government organisations – including health professionals, management staff
and general practitioners. Most questions in this tool will be applicable to all respondents. There are a number of questions that may be applicable to one group only
(ie health professionals, program managers or general practitioners). Questions that are not applicable to a particular sub-group will not be asked by the interviewer.
The selection of some of the key stakeholders for interview will be dependant upon the types of health professionals employed by the individual organisations.

Structure: The interview questions contain a mix of open and closed ended questions, and qualitative and objective questions. Key informants will also be provided an
opportunity to raise any other issues (not identified through the questions) at the end of the interview. This mixture will enable data to be compared across the three
key target groups (non-government organisations, consumers/carers and peak bodies) where appropriate and also allow some comparison with data collected from
the e-surveys. Interviews will be conducted as either individual or group interviews as agreed with the participants prior to the interview.

Data collation: Data and information collected during the interviews will be captured in hard copy and later collated in an electronic format to allow for ease of
qualitative and quantitative analysis.

Stakeholder information: Communication information will be developed and forwarded to each site contact to assist with preparation for the site visit and ensure all
stakeholders are well informed about the project and its purpose. Similar information will be forwarded to key stakeholders participating in the telephone interviews.
Stakeholders will be provided with an abridged version of the questionnaire tool prior to their interview. This will enable interviewees to be appropriately prepared and
a richer source of data to be collected.
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Contextual information

Evaluation questions Measure type Questions

Topic area: General information

Demographics In relation to the MHSRRA Program with which you are associated please answer the following questions:
Organisation name:

Geographic location of the MHSRRA Program that you are involved with:
Rural remote

State of employment:
NSW QLD VIC TAS NT WA SA

EFT employed with the MHSRRA Program:

Gender:
Male Female

Your role as related to the MHSRRA Program:
Admin/management/program manager social worker psychologist clinical psychologist

occupational therapist Aboriginal mental health worker Aboriginal health worker mental health
nurse general practitioner other (please specify)

Period employed with MHSRRA Program (state number of months) may not be applicable:

Are you employed in any other mental health related roles (ie with other organisations/other programs), please specify: :
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Evaluation questions Measure type Questions

Program overview: In relation to the MHSRRA Program with which you are associated please answer the following questions:
Commencement of MHSRRA Program:
Stage 1 Stage 2 Programs in both stages 1 and 2

Program model type/s:
Hub and spoke Outreach Brokerage Sessional Partnership e-health

Estimate the percentage for each of the above:

Location (ie town names) in which services are provided:

Describe the model in place:

Method/s of service delivery:
Face to face telephone video conference other
Estimate the percentage for each of the above:

Questions for program managers only:
Describe local Program governance arrangements:

Discuss HR strategies:
professional clinical supervision (from GPs and other supervision) in relation to the allied mental health staff’s clinical
practice;
continuing professional development and training;
peer support;

access to relevant equipment and technical support;
ongoing management supervision and administrative support services
other issues eg retention, workforce sustainability.
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Overall effectiveness, efficiency and appropriateness of the Program

Evaluation questions Measure type Questions

Topic area: A1 Overall effectiveness, efficiency and appropriateness of the Program

To what extent has the MHSRRA Program
achieved its objectives?

Effectiveness
Efficiency

Are you aware of the MHSRRA Program objectives?
Scale of 1-5
1=yes 2=mostly 3=to some extent 4=not really 5=not at all

Can you provide a description of Program objectives and its applicability to target populations and geographic location?

Appropriateness Are the objectives of the Program related to the needs of the target group?
1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree

Provide examples or discuss population groups where this was/was not the case:
Appropriateness Does the Program provide adequate resources and funding to achieve its objectives?

1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree

Comments:
Effectiveness Rate the usefulness of Program communication from The Department to your non-government organisation?

1=very good 2=good 3=fair 4=poor 5= very poor

What was the frequency of this communication?

Rate the availability and support of Departmental officers from whom you could ask questions about the Program (only
admin with the organisation)?

1=very good 2=good 3=fair 4=poor 5= very poor
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Evaluation questions Measure type Questions

Rate each of the above on the following scale:
1=very good 2=good 3=fair 4=poor 5=very poor 6=not applicable

Provide any further comments on the above:

To what extent has the MHSRRA Program
been an effective response to the access
gaps and need for primary mental health
care for people with high prevalence mental
disorders living in rural and remote areas of
Australia?

Appropriateness In your experience, has the MHSRRA Program been an effective response to improving the access gaps and need
for primary mental health care for people with high prevalence mental disorders living in rural and remote areas of
Australia?

1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree

Comments:

Changes in supply and distribution of allied and mental health services in rural and remote Australia

Evaluation questions Measure type Indicators

Topic area: B1 Changes in supply and distribution of allied and mental health services in rural and remote Australia following the introduction of the MHSRRA Program

To what extent has the MHSRRA Program
impacted on the supply and distribution of the
allied health workforce in the areas of
Program operation?

Appropriateness In your experience, has the MHSRRA Program improved the supply and distribution of the allied health workforce in
the areas of Program operation?
Supply:
1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree

Distribution:
1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree
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Evaluation questions Measure type Indicators

How would you rate the processes in place to determine geographic distribution/redistribution of allied health
professionals (service providers) to non-government organisations – information gathering question, do you have an
understanding of geographic distribution/redistribution if yes how would you rate the processes at local, state and
national preface with next question..
1=very good 2=good 3=fair 4=poor 5=very poor

Describe the usefulness of processes in place to determine geographical distribution of funding to non-government
organisations

(Program Managers only)

How has the MHSRRA Program interacted
with other related programs/initiatives,
including the Better Outcomes in Mental
Health Care program and the More Allied
Health Service Program?

Effectiveness

Appropriateness

To what extent has the MHSRRA Program linked to other Programs/initiatives eg MAHS, Better Outcomes, ATAPS etc
(rate linkages where relevant per Program eg 1=seamless, 2=very good, 3=good, 4=fair, 5=poor, 6= very poor,6=
not at all)
MAHS

Better outcomes
ATAPS
MHNIP

MHSDAC
MSOAP
Comments re Program interaction/relationship and benefits/usefulness etc

How have you facilitated/supported these linkages?

Did you establish linkages with other Programs or services (eg Black Dog):
Yes/No
Indicate which ones:
Comments re Program interaction/relationship and benefits/usefulness etc
How have you facilitated/supported these linkages?
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Evaluation questions Measure type Indicators

To what extent has the MHSRRA Program
provided inter-disciplinary primary mental
health care for people with mental disorders
living in rural and remote Australia?

Effectiveness

Appropriateness

To what extent has the MHSRRA Program provided inter-disciplinary primary mental health care for people with
mental health disorders living in rural and remote Australia?
1=very good 2=good 3=fair 4=poor 5=very poor

Describe the range of services (interdisciplinary) available. Indicate satisfaction with each as appropriate:
1=very good 2=good 3=fair 4=poor 5=very poor

List range of services

To what extent has the MHSRRA Program
changed the practices of GPs and other allied
health professionals working in the areas of
Program operation?

Effectiveness
Appropriateness

To what extent has the MHSRRA Program changed the practice of GP/allied health professionals working in Program
areas?
GPs:
1=definite changes in practice 2=some practice changes 3=no change

Allied health professionals:
1=definite changes in practice 2=some practice changes 3=no change

Describe how:

Can you provide evidence/example of change in practice?
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Uptake of the Program

Evaluation questions Measure type Indicators

Topic area: C1 Uptake of the Program

To what extent has the MHSRRA Program
provided access to mental health care for
people with mental disorders living in rural
and remote areas of Australia? Across all age
groups? Across both genders?

Effectiveness

Appropriateness

To what extent has the MHSRRA Program provided access to mental health care for people with mental disorders
living in rural and remote areas of Australia?
Rate access by age
1=very good 2=good 3=fair 4=poor 5=very poor
0-17years

18-30 years
31-64 years

65+years.

Rate access by sex
1=very good 2=good 3=fair 4=poor 5=very poor
Male
Female.

Comments:

To what extent has the Program provided
equitable access to populations in need? In
particular children and young people; older
persons; Aboriginal and/or Torres Strait
Islander Australians; and men living in rural
and remote Australia?

Effectiveness

Appropriateness
To what extent has the Program provided equitable access to populations in need?

1=very good 2=good 3=fair 4=poor 5=very poor

Children and young people
Older persons

Aboriginal and/or Torres Strait Islander Australians
Men
Those from a culturally and linguistically diverse background.

Describe the following: what are the needs, different view of needs and extent to which the Program met the needs
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Program implementation relevant to patient outcomes, evidence-based care and client need/expectations

Evaluation questions Measure type Indicators

Topic area: D1 Program implementation relevant to patient outcomes, evidence-based care and client need/expectations

To what extent has the MHSRRA Program
improved mental health outcomes for
people with a mental health disorder living
in rural and remote Australia?

Effectiveness To what extent has the MHSRRA Program improved mental health outcomes for people with a mental health disorder
living in rural and remote Australia?

1=very good 2=good 3=fair 4=poor 5=very poor

Provide further comments or examples:

Appropriateness
Effectiveness

Efficiency

Comment on the:

Level of awareness of the challenges faced by services related to Program implementation (in particular those in remote
areas)

Evidence/examples of:

A ‘plan/strategy’ in place to address the challenges and issues faced by rural/remote communities (including monitoring
component)

To what extent has the MHSRRA Program
provided evidence-based mental health to
people with mental disorders living in rural
and remote Australia?

Effectiveness To what extent has the MHSRRA Program provided evidence-based mental health to people with mental disorders
living in rural and remote Australia?
1=very good 2=good 3=fair 4=poor 5=very poor

Can you provide evidence/examples of implementation of evidenced based programs

To what extent has the MHSRRA Program
provided services that match client needs
and expectations?

Effectiveness

Appropriateness
To what extent has the MHSRRA Program provided services that match client needs and expectations:

1=very good 2=good 3=fair 4=poor 5=very poor
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Evaluation questions Measure type Indicators

Comment on consumer/carer needs and expectations

Provide evidence of/examples of services that match client needs:

Appropriateness Describe Program procedures for measuring relevance - for finding out about needs/expectations and adapting the
Program to changing needs

Describe how the Program has addressed local needs:

Other evaluation questions

Evaluation questions Measure type Indicators

Topic area: E1 other evaluation questions

Sustainability Appropriateness

Effectiveness
Efficiency

Comment on (? Is this too high level):

Threats to the Program in the future

Likelihood of benefits continuing
Funding implications
What worked well

Lessons learned.
Other comments not already covered
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MHSRRA Questionnaire Tool – Peak bodies

Purpose: The following questionnaire tool has been developed based on the Evaluation Framework. This tool will be used as the overarching interview guide for non-
government organisations. The tool will be used for both individual and group interviews conducted during the site visits or telephone interviews throughout Stage 3
the data collection and analysis phase of the MHSRRA evaluation.

Target stakeholder group: The target stakeholder group for this questionnaire tool is representatives of peak bodies. Most questions in this tool will be applicable to
all respondents. There may be questions in this tool that respondents are unable to answer due to their knowledge about the Program. As far as possible we will seek
to interview stakeholder with a good understanding about the Program. Questions that are unable to be answered will be marked accordingly for accuracy of data
recording and analysis.

Structure: The interview questions contain a mix of open and closed ended questions, and qualitative and objective questions. Key informants will also be provided
an opportunity to raise any other issues (not identified through the questions) at the end of the interview. This mixture will enable data to be compared across the three
key target groups (non-government organisations, consumers/carers and peak bodies) where appropriate and also allow some comparison with data collected from
the e-surveys. Interviews will be conducted as either individual or group interviews as agreed with the participants prior to the interview.

Data collation: Data and information collected during the interviews will be captured in hard copy and later collated in an electronic format to allow for ease of
qualitative and quantitative analysis.
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Stakeholder information: Communication information will be developed and forwarded to each site contact to assist with preparation for the site visit and ensure all
stakeholders are well informed about the project and its purpose. Similar information will be forwarded to key stakeholders participating in the telephone interviews.
Stakeholders will be provided with an abridged version of the questionnaire tool prior to their interview. This will enable interviewees to be appropriately prepared and
a richer source of data to be collected.

Background information

Evaluation questions Measure type Questions

Topic area: General demographics

Background information: Organisation name:

General organisation description and mission:

Role as related to mental health services in general:

Role as related to the MHSRRA Program:

Overall effectiveness, efficiency and appropriateness of the Program

Evaluation questions Measure type Questions

Topic area: A1 Overall effectiveness, efficiency and appropriateness of the Program

To what extent has the MHSRRA Program
achieved its objectives?

Effectiveness
Efficiency

Are you aware of the MHSRRA Program objectives?
Scale of 1-5
1=yes 2=mostly 3=to some extent 4=not really 5=not at all

Can you provide a description of Program objectives and its applicability to target populations and geographic location?
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Evaluation questions Measure type Questions

Appropriateness Are the objectives of the Program related to the needs of the target group?
1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree

Provide examples or discuss population groups where this was/was not the case:

Appropriateness Does the Program provide adequate resources and funding to achieve its objectives?
1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree
Comments:

Effectiveness Was there any communication or collaboration between your organisation and the Department in relation to the
Program?

Yes/No Comment:

Was there collaboration with other government Departments in relation to the Program?
Yes/No Comment:

What was the frequency in collaboration with other relevant government Departments to address mental health issues
faced by rural and remote communities?

Was there collaboration with non-government organisations in relation to the Program?
Yes/No Comment:
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Evaluation questions Measure type Questions

To what extent has the MHSRRA Program
been an effective response to the access
gaps and need for primary mental health
care for people with high prevalence mental
disorders living in rural and remote areas of
Australia?

Appropriateness Based on your knowledge, has the MHSRRA Program been an effective response to improving the access gaps
and need for primary mental health care for people with high prevalence mental disorders living in rural and remote
areas of Australia?

1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree

Comments:

Changes in supply and distribution of allied and mental health services in rural and remote Australia

Evaluation questions Measure type Indicators

Topic area: B1 Changes in supply and distribution of allied and mental health services in rural and remote Australia following the introduction of the MHSRRA Program

To what extent has the MHSRRA Program
impacted on the supply and distribution of the
allied health workforce in the areas of
Program operation?

Appropriateness Based on your knowledge, has the MHSRRA Program improved the supply and distribution of the allied health
workforce in the areas of Program operation?
Supply:
1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree

Distribution:
1=strongly agree 2=agree 3=neither agree or disagree 4=disagree 5=strongly
disagree

How would you rate the processes in place to determine geographic distribution/redistribution of allied health
professionals (service providers) to non-government organisations.
1=very good 2=good 3=fair 4=poor 5=very poor
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Evaluation questions Measure type Indicators

If known, describe the usefulness of processes in place to determine geographical distribution of funding to non-
government organisations:

How has the MHSRRA Program interacted
with other related programs/initiatives,
including the Better Outcomes in Mental
Health Care program and the More Allied
Health Service Program?

Effectiveness

Appropriateness

To what extent has the MHSRRA Program linked to other programs/initiatives eg MAHS, Better Outcomes, ATAPS
etc
(rate linkages where appropriate per program eg 1=seamless, 2=very good, 3=good, 3=fair, 4=poor, 5=very
poor,6= not at all)
MHAS

Better outcomes
ATAPS
MHNIP

MHSDAC
MSOAP
Comments re program interaction/relationship and benefits/usefulness etc

To what extent has the MHSRRA Program
provided inter-disciplinary primary mental
health care for people with mental disorders
living in rural and remote Australia?

Effectiveness

Appropriateness

To what extent has the MHSRRA Program provided inter-disciplinary primary mental health care for people with
mental health disorders living in rural and remote Australia?
1=very good 2=good 3=fair 4=poor 5=very poor
Describe the range of services (interdisciplinary) available. Indicate satisfaction with each as appropriate:
1=very good 2=good 3=fair 4=poor 5=very poor
List range of services

To what extent has the MHSRRA Program
changed the practices of GPs and other allied
health professionals working in the areas of
Program operation?

Effectiveness

Appropriateness

To what extent has the MHSRRA Program changed the practice of GP/allied health professionals working in Program
areas?
GPs:
1=definite changes in practice 2=some changes in practice 3=no change
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Evaluation questions Measure type Indicators

Allied health professionals:
1=definite changes in practice 2=some changes in practice 3=no change

Describe how:

Can you provide evidence/example of change in practice?

Uptake of the Program

Evaluation questions Measure type Indicators

Topic area: C1 Uptake of the Program

To what extent has the MHSRRA Program
provided access to mental health care for
people with mental disorders living in rural
and remote areas of Australia? Across all age
groups? Across both genders?

Effectiveness

Appropriateness

To what extent has the MHSRRA Program provided access to mental health care for people with mental disorders
living in rural and remote areas of Australia?
Rate access by age
1=very good 2=good 3=fair 4=poor 5=very poor 6=don’t know

7=not applicable
0-17years

18-30 years
31-64 years

65+years

Rate access by gender
1=very good 2=good 3=fair 4=poor 5=very poor 6=don’t know

7=not applicable
Male
Female
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Evaluation questions Measure type Indicators

Comments:

To what extent has the Program provided
equitable access to populations in need? In
particular children and young people; older
persons; Aboriginal and/or Torres Strait
Islander Australians; and men living in rural
and remote Australia?

Effectiveness

Appropriateness
To what extent has the Program provided equitable access to populations in need?

1=very good 2=good 1=definite changes in practice 2=some changes in practice
3=no change

Children and young people

Older persons

Aboriginal and/or Torres Strait Islander Australians

Men

Those from culturally and linguistically diverse backgrounds

Describe the following: what are the needs, different view of needs and extent to which the Program met the needs.

Program implementation relevant to patient outcomes, evidence-based care and client need/expectations

Evaluation questions Measure type Indicators

Topic area: D1 Program implementation relevant to patient outcomes, evidence-based care and client need/expectations

To what extent has the MHSRRA Program
improved mental health outcomes for people
with a mental health disorder living in rural
and remote Australia?

Effectiveness To what extent has the MHSRRA Program improved mental health outcomes for people with a mental health disorder
living in rural and remote Australia?

1=very good 2=good 3=fair 4=poor 5=very poor

Describe overall health outcomes:
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Evaluation questions Measure type Indicators

Appropriateness

Effectiveness
Efficiency

Comment on the:

Level of awareness of the challenges faced by services related to Program implementation (in particular those in
remote areas)

Evidence/examples of:

A ‘plan/strategy’ in place to address the challenges and issues faced by rural/remote communities (including
monitoring component)

To what extent has the MHSRRA Program
provided evidence-based mental health to
people with mental disorders living in rural
and
remote Australia?

Effectiveness To what extent has the MHSRRA Program provided evidence-based mental health to people with mental disorders
living in rural and remote Australia?
1=very good 2=good 3=fair 4=poor 5=very poor
Can you provide evidence/examples of implementation of evidenced based programs

To what extent has the MHSRRA Program
provided services that match client needs and
expectations?

Effectiveness
Appropriateness

To what extent has the MHSRRA Program provided services that match client needs and expectations:

1=very good 2=good 3=fair 4=poor 5=very poor

Comment on consumer/carer needs and expectations

Provide evidence of/examples of services that match client needs:

Appropriateness Describe Program procedures for measuring relevance - for finding out about needs/expectations and adapting the
Program to changing needs
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Data collation: Data and information collected during the interviews will be captured in hard copy and later collated in an electronic format to allow for ease of
qualitative and quantitative analysis.

Stakeholder information: Communication information will be developed and forwarded to each site contact to assist with preparation for the site visit and ensure all
stakeholders are well informed about the project and its purpose. Similar information will be forwarded to key stakeholders participating in the telephone interviews.
Stakeholders will be provided with an abridged version of the questionnaire tool prior to their interview. This will enable interviewees to be appropriately prepared and
a richer source of data to be collected.

Demographic information

Evaluation questions Measure type Questions

Topic area: General demographics

Demographics Are you a:
Consumer
Carer

Gender:
Male Female

Which State do you live in:
NSW QLD VIC TAS NT WA SA

What type of health professional have you seen (related to the MHSRRA Program):
social worker psychologist clinical psychologist occupational therapist Aboriginal mental health
worker Aboriginal health worker mental health nurse other

What is your age bracket:
0-17years
18-30 years
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Evaluation questions Measure type Questions

31-64 years
65+years

Are you of Aboriginal or Torres Strait Islander decent?
Yes/No

Are you from another cultural background?
Yes (please specify)/No

Overall effectiveness, efficiency and appropriateness of the Program

Evaluation questions Measure type Questions

Topic area: A1 Overall effectiveness, efficiency and appropriateness of the Program

To what extent has the MHSRRA Program
achieved its objectives?

Effectiveness
Efficiency

Are you aware of the MHSRRA Program?
Scale of 1-5
1=yes 2=mostly 3=to some extent 4=not really 5=not at all

What do you know about the Program?
To what extent has the MHSRRA Program
been an effective response to the access
gaps and need for primary mental health
care for people with high prevalence mental
disorders living in rural and remote areas of
Australia?

Appropriateness In your experience has the MHSRRA Program improved access to mental health services for you/the person you
care for?

1=strongly agree 2=agree 3=undecided 4=disagree 5=strongly disagree

Comments:

Did you receive services in your preferred location?

yes/no
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Evaluation questions Measure type Questions

If no please state why?

Were you provided with adequate information regarding access to services?

yes/no

if no please provide further information:

Describe other barriers?

Changes in supply and distribution of allied and mental health services in rural and remote Australia

Evaluation questions Measure type Indicators

Topic area: B1 Changes in supply and distribution of allied and mental health services in rural and remote Australia following the introduction of the MHSRRA Program

How has the MHSRRA Program interacted
with other related programs/initiatives,
including the Better Outcomes in Mental
Health Care program and the More Allied
Health Service Program?

Effectiveness
Appropriateness

Have you received mental health services under any other mental health program that you are aware of?
(Yes, Don’t know, No)
MAHS

Better outcomes
ATAPS
MHNIP

MHSDAC
MSOAP
Other please specify eg Black Dog.

Where services have been received through other programs/other linkages please provide comment:
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Evaluation questions Measure type Indicators

To what extent has the MHSRRA Program
provided inter-disciplinary primary mental
health care for people with mental disorders
living in rural and remote Australia?

Effectiveness

Appropriateness

Rate your satisfaction with the range of mental health professionals available in relation to the MHSRRA Program
1=very good 2=good 3=fair 4=poor 5=very poor

Comments:

To what extent has the MHSRRA Program
changed the practices of GPs and other allied
health professionals working in the areas of
Program operation?

Effectiveness

Appropriateness

In your opinion have the practices of your GP or other health professionals changed in the last 12 months in relation to
mental health?

GPs:
1=yes 2=mostly 3=to some extent 4=not really 5=not at all

Other health professionals:
1=yes 2=mostly 3=to some extent 4=not really 5=not at all

Describe how:

Were there any changes in health professional staff while you were receiving services?
Yes/No
If yes how many:
Did this impact on your service delivery or care in any way?
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Uptake of the Program

Evaluation questions Measure type Indicators

Topic area: C1 Uptake of the Program

To what extent has the MHSRRA Program
provided access to mental health care for
people with mental disorders living in rural
and remote areas of Australia? Across all age
groups? Across both genders?

Effectiveness

Appropriateness

To be extrapolated from survey results

How many services have you had under the MHSRRA Program? (indicate number)

To what extent has the Program provided
equitable access to populations in need? In
particular children and young people; older
persons; Aboriginal and/or Torres Strait
Islander Australians; and men living in rural
and remote Australia?

Effectiveness

Appropriateness

To be extrapolated from survey results

Program implementation relevant to patient outcomes, evidence-based care and client need/expectations

Evaluation questions Measure type Indicators

Topic area: D1 effectiveness and appropriateness of the MHSRRA Program implementation

To what extent has the MHSRRA Program
improved mental health outcomes for people
with a mental health disorder living in rural
and remote Australia?

Effectiveness Rate the extent to which the MHSRRA Program has contributed to improving your health outcome?

1=very good 2=good 3=fair 4=poor 5=very poor

Describe overall health outcomes:
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Evaluation questions Measure type Indicators

To what extent has the MHSRRA Program
provided services that match client needs and
expectations?

Effectiveness

Appropriateness
Rate the extent to which the MHSRRA Program has met your needs and expectations:

1=very good 2=good 3=fair 4=poor 5=very poor

Comment on your needs and expectations

Appropriateness Describe any other benefits your have experienced:

Other evaluation questions

Evaluation questions Measure type Indicators

Topic area: E1 other evaluation questions

Sustainability Appropriateness
Effectiveness

Efficiency

Comment on:

Likelihood of benefits continuing
What worked well
What could be improved

Any other comments not already covered
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E-Survey – Peak bodies
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