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1. Introduction
The National Rural Health Alliance (the Alliance) welcomes the opportunity to provide this
submission* for consideration by the Senate Community Affairs References Committee inquiry
into accessibility and quality of mental health services in rural and remote Australia.
The mental health and wellbeing of people in rural and remote areas is a high priority issue for
the National Rural Health Alliance.
Of particular concern to the Alliance is the social and emotional wellbeing of: Aboriginal and
Torres Strait Islander people; children and adolescents; older people; and communities
experiencing social and environmental hardships. For example, as a result of climatic
changes or changes to local industries (e.g. the closure of mine).
Health statistics show that young and older men, from each of the priority groups listed above
are at higher risk of suicide. The Alliance calls for additional targeted actions within these
priority groups to specifically target men’s health and wellbeing.
The Alliance is concerned about the inequity in funding for mental health services for rural
and remote areas, the absence of services when they are clearly needed and the ongoing
fragmentation and lack of a coordination to support the workforce that does exist.
There are not sufficient mental health services in rural and remote parts of Australia and it is
the responsibility of all governments to urgently address this. The COAG (Council of
Australian Governments) Health Council should be tasked to develop a rural mental health
strategy, prepared by the National Mental Health Commission and informed by the Primary
Health Network service mapping in rural and remote areas; and other key data that identifies
service shortfalls. The Commission should also be tasked with monitoring and overseeing
implementation of the strategy, reporting back directly to the COAG Health Council.
The National Rural Health Alliance
The Alliance is comprised of 34 national organisations. It is committed to improving the health
and wellbeing of the almost 7 million people living in rural, regional and remote Australia†.
Our members include consumer groups (such as the Country Women’s Association of
Australia), representation from the Aboriginal and Torres Strait Islander health sector, health
professional organisations (representing doctors, nurses and midwives, allied health
professionals, dentists, pharmacists, optometrists, paramedics, health students, chiropractors
and health service managers) and service providers (such as the Royal Flying Doctor Service
and the Council of Ambulance Authorities).For a full list of our members see Appendix 1.

*

In preparing this submission, the Alliance has drawn on work done by Ashleigh Young-Reid, Bonny Wythes
and Phoebe Burgess students at the University of Newcastle. We acknowledge with thanks their contribution.
†
Throughout this submission references to remoteness areas are based on ASGC-RA, in which category 1 is
Major cities, 2 is Inner regional areas, 3 Outer regional, 4 Remote and 5 Very remote. Because of small
numbers, Remote and Very remote are often reported jointly. In the submission, references to 'regional areas'
mean Inner plus Outer regional; and references to 'remote areas' mean Remote plus Very remote.
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Overview of mental health and its determinants
The Alliance considers mental health and wellbeing to be two sides of the same coin. The
World Health Organization (WHO) defines mental health as:
“a state of well-being [emphasis added] in which every individual realizes his or her
own potential, can cope with the normal stresses of life, can work productively and
fruitfully, and is able to make a contribution to her or his community” (WHO, 2018).
The WHO mental health definition demonstrates that mental health is more than the absence
of mental disorders. Mental health determinants are in fact a combination of ‘multiple social,
psychological, and biological factors determine the level of mental health of a person at any
point of time’ (WHO, 2018).
The risk of experiencing mental health issues is indiscriminate and around 7.3 million (45%)
of Australians aged 16–85 will experience a high prevalence mental disorder in their lifetime.
Poor mental health is also associated with risk factors such as:
1. rapid social change;
2. socio-economic pressures;
3. stressful work conditions;
4. social isolation or exclusion;
5. unhealthy lifestyle;
6. physical ill-health; and
7. Human rights violations such as gender discrimination, family and sexual violence
(WHO, 2018).
Mental health determinants and their associated risk factors are also interrelated with broader
determinants of health and wellbeing. These broader determinants of health and wellbeing
include (but not are not limited to) access to quality and affordable health care; cultural safety;
health literacy; education; employment and income; transport; and the meeting of basic human
needs such as food, water, and housing.
Overall people who live in rural areas have shorter lives and higher levels of illness and disease
risk factors than those in major cities. This can be explained in part because they have poorer
access to goods and services; educational and employment opportunities; as well as lower
levels of income.
Country people also have additional risk factors that impact on their health and wellbeing such
as exposure to the impacts of natural disasters and direct impacts of climate change; and the
increased risks of road accidents and farming injuries.
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Challenges for mental health service provision
Promoting mental (social and emotional) wellbeing for people in rural and remote Australia
presents unique challenges. Mainstream approaches that have proven to be effective in major
cities do not necessarily address the stigma experienced in country areas, nor the cultural
attitudes, for instance, in Indigenous Australian communities.
Rural mental health has been a focus of some state and national policy and programs,
particularly in regards to the NSW ‘Living Well’ plan (2014) and the ‘Fifth National Mental
Health Plan’ (2017). However, the statistics and information outlined in this submission
demonstrate mental health inequalities persist for people living in rural and remote areas of
Australia. This is most clearly seen in access to, and funding for, good quality mental health
services. This ongoing gap remains a critical issue and suggests a continuing inadequacy in
current policies to address rural and remote mental health and wellbeing.
The Alliance emphasises that any approach to addressing the mental health service needs of
rural and remote people needs to:


take into account determinants for mental health;



provide appropriate services and supporting infrastructures to address inequalities in
determinants for health and wellbeing more broadly in a systematic and coordinated
way;



take a multipronged holistic approach that encompasses mental health promotion,
prevention, early intervention, treatment services, rehabilitation and ongoing
maintenance support; and



be tailored to the local community context.

NRHA priorities for mental health access and quality services and support
There are not sufficient mental health services in rural and remote parts of Australia and
it is the responsibility of all governments to urgently address this. The COAG Health
Council should be tasked to develop a rural mental health strategy, informed by a collation
prepared by the National Mental Health Commission of the PHN service mapping in rural
and remote areas and other key data that identifies service shortfalls. The Commission
should also be tasked with monitoring and overseeing implementation of the strategy,
reporting back directly to the COAG Health Council.
The Alliance calls for governments at all levels (Federal, State and Local):
1. Address the inequity in funding for mental health services in rural and remote
Australia in order to deal with the inequality of access for country people;
2. Make an ongoing commitment to improving mental health systems in rural and
remote Australia, including evaluation of programs that give rural and remote
Australians better access and outcomes for their mental health. Quality and safety of
services should be incorporated into any mental health strategy.
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3. Improve coordination and delivery in services that are designed to meet the needs
of the local community – including implementation of appropriate quality and safe
telehealth services. The Alliance would also support an increase in the number of
sessions currently available under Medicare rebatable mental health plans to be
available via telehealth, and remove the in-person component, exclusively for people
living in outer rural to very remote areas (ie Modified Monash Model 4-7 locations).
4. Improve recruitment and retention strategies to make sure the health professionals
working with rural and remote communities have the right skills to be able to work in
with people presenting with varied and complex health needs in rural and remote places
and implement retention strategies that are developed to help retain and provide
ongoing support to the workforce;
5. Invest in public transport to facilitate access to mental health services; and
6. Take a wellness approach to promoting social and emotional wellbeing which
incorporates health and art, support of local community groups and other local, state
and commonwealth funded government services.
7. Priority groups- More specifically, the Alliance urges an increased investment to
meeting the mental health needs of rural and remote Australians with specific emphasis
on the following five priority groups:


Aboriginal and Torres Strait Islander people;



children and adolescents;



older people;



communities experiencing social and environmental hardships; and



Programs specifically targeting men’s wellbeing.

2. Inquiry Terms of Reference
On 19 March 2018, the Federal Parliament of Australia Senate referred the following matter
to the Senate Community Affairs References Committee for inquiry and report:
The accessibility and quality of mental health services in rural and remote Australia, with
specific reference to:
(a)

the nature and underlying causes of rural and remote Australians accessing mental
health services at a much lower rate;

(b)

the higher rate of suicide in rural and remote Australia;

(c)

the nature of the mental health workforce;

(d)

the challenges of delivering mental health services in the regions;

(e)

attitudes towards mental health services;

(f)

opportunities that technology presents for improved service delivery; and

(g)

any other related matters.
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The Inquiry’s Terms of Reference are broad. They reflect the complex array of issues that impact
of mental health in rural and remote areas particularly the size, distribution, capability and
distribution of the workforce and their crucial role in meeting needs of country Australian.
The Alliance welcomes the Committee’s decision to consider the specific issues and challenges
with regard to rural and remote people’s accessibility and quality of mental health services in
rural and remote Australia.
The Alliance also notes that every aspect of the Terms of Reference has direct relevance and
impact on the services that the people living in rural and remote Australia are able to access and
the efficacy of the service that is provided to them. The Terms of Reference are therefore
fundamentally important to the mental health and well-being that country people experience.
Noting the Committee’s interest in considering ‘any other related matters’ (item g), the Alliance
urges the Committee to consider the implications of the following:


Mental health and well-being is more than just the provision of mental health services;



Promoting mental wellbeing needs to take into account the specific determinants for
mental health and determinants for health wellbeing more broadly; and services and
supporting infrastructures need to reflect this;



The risk of experiencing mental health issues is indiscriminate. However, country
people, particularly Aboriginal and Torres Strait Islander people, children and
adolescents, older people and rural and remote communities experiencing social and
environmental hardships, are at heightened risk of being predisposed to experiencing
difficulty with their mental health; and young men and older men are at higher risk of
suicide.



Mental Health workforce skill shortages are most pronounced in rural and remote
Australia;



Limitations in the availability and accessibility of education and training opportunities
locally that may constrain growth of a local, appropriately qualified workforce are also an
issue. As is the availability of a quality and reliable internet service for telehealth and ehealth services generally, that support the work of rural and remote clinicians in
providing timely, appropriate and affordable health care.

3. Addressing the Terms of Reference
The prevalence of mental health issues for non-Indigenous Australians is about the same as for
major cities or remote Australia. However, Indigenous Australians have nearly three times the
rate of psychological distress and mental health issues than non-Indigenous Australians
regardless of whether they live in a major city or in rural and remote Australia.
However, the similar prevalence of disease, the following section demonstrates that lesser
access to services can lead to a reliance on emergency department services and admissions to
hospital to access mental health care. As there are often limited supports in the community, or
none at all, adverse mental health outcomes increase.
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The nature and underlying causes of rural and remote Australians accessing mental
health services at a much lower rate
Mental health is more than the absence of mental disorders; and provision of quality mental
health services is only one part of the solution to addressing mental health and wellbeing in
rural and remote Australia.
Country people face a range of stressors unique to living outside major cities that are the result
of a complex interplay of socio-economic and environmental issues in which they are born,
learn, live, and work. These include the prevalence of mental health illness; determinants of
health, such as (but not limited to) generally lower incomes and employment, geographic and
social isolation, a lack of public transport; and co-morbidities and risk factors such as risky
alcohol consumption, illicit drug use and substance abuse (e.g. smoking tobacco).
Mental health prevalence
Around 7.3 million (45%) of Australians aged 16–85 will experience a high prevalence
mental disorder, such as anxiety and depression, or a substance use disorder in their lifetime
(AIHW 2017a, p.105). Of note, the most recent survey reporting mental health prevalence
was published over ten years ago.
However, the Alliance is concerned about evidence emerging from more recent research that
shows that ‘Fly in-Fly Out’ workers have higher rates of psychological distress (Bowers et al
2018) and risk factors for chronic illness (Joyce et al 2013).
Based on the two geographic classifications in Table 1 below, the prevalence of mental
disorders is only marginally lower outside capital cities/major urban areas. (Australian
Bureau of Statistics [ABS], National Mental Health and Wellbeing Survey, 2007).
Table 1 Prevalence of mental health disorders by capital city/balance and by section of state 2007

Anxiety
disorders

Affective
disorders

State capital city
Balance of state/territory

14.7
13.8

Substance use
disorders
Crude percent
6.7
5.5
5.3
4.4

Major urban
Other urban
Balance of state

14.6
13.3
14.9

6.5
6.1
5.1

5.5
4.8
3.5

any 12 month
mental disorder
20.5
19.1
20.4
19.2
19.2

Source: ABS National Mental Health and Wellbeing Survey 2007
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4326.02007?OpenDocument
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The level of psychological distress for Indigenous Australians aged 18 and over is nearly
three times the rate of non-Indigenous Australians, whether they live in major cities or rural
and remote areas. Table 2 describes different areas in terms of levels of psychological
distress‡.
Table 2 K5 level of psychological distress, Indigenous and non-Indigenous people aged 18 or over, by remoteness, 2014–15

Indigenous
non-Indigenous

Major cities
regional
Age standardised percentage
34
32
12
12

remote
31
12

Source: https://www.aihw.gov.au/reports/indigenous-health-welfare/health-performance-framework/data#page2

Comparing the National Mental Health Survey (2007) to more recent health statistics on
hospitalisation for mental health relates issues and presentations to emergency departments
(discussed further below).
The data shows that the general population (Indigenous plus non-Indigenous Australians) has
similar or slightly lower prevalence of mental illness outside of big centres (e.g. prevalence
of any 12-month mental health disorder is 20.5% in capital cities and 19.1% in balance of
state). However, presentations to emergency department and hospitalisation for psychiatric
care are higher in rural and remote areas reflecting the lack of services in the community and
demand for such services. Another possible reason is that country people delay seeking help
particularly for a mental illness and present to an emergency department when they decide to
seek health professional assistance.
Generally lower incomes and employment
On average, people living in rural and remote areas of Australia experience higher rates of
poverty than those in major cities (NRHA 2017a, 2017b). In 2015-16, the household income
of people outside metropolitan areas was 18 percent lower and household worth was 29 per
cent less than their metropolitan counterparts (ibid). Poorer health in rural and remote Australia
is often attributed to lower incomes (AIHW 2017b). Lower income can be attributed to a range
of factors, including:


Fewer job opportunities and the volatile nature of agricultural and mineral industry
employment that is dependent on weather conditions and the international market. Also,
the jobs that are available are generally in a narrow band of occupation and can be
unskilled or semi-skilled for which the demand has recently been declining. (NRHA
2014).



Lower level of education due to smaller schools having a potentially narrower curriculum
than those of major cities (NRHA 2012) along with the fact that only 12 percent
Australia’s tertiary education is provided outside metropolitan areas.

‡

NB: caution needs to be taken when interpreting results as this data is based on averages and means that
pockets of high levels of psychological distress are lost in the mix.

8

Accessibility and quality of mental health services in rural and remote Australia
Submission 37



Many goods and services are more highly priced in rural and remote Australia (NRHA
2012). For example, in remote parts of the Northern Territory, the price of a standardised
basket of food was 53 percent more expensive than in Darwin (Northern Territory
Government, Department of Health, 2014) which can be a result of transport costs.

Lower incomes, along with the pressures on those incomes, often results in people skipping or
delaying doctor’s visits along with any treatments, tests and medications they require because
it is too expensive. This can inevitably cause poorer health, including poorer mental health.
Those considered to be living in poverty suffer greater levels of physical and mental illness,
due to the stress of living in such conditions (NRHA 2017a, 2017b).
Aboriginal and Torres Strait Islander people are especially impacted by income inequality, with
65 percent of this group living outside major cities, with incomes averaging $465 per week in
2012-13 compared to $869 for non-Indigenous people.
Table 3 provides an overview of selected social indicators for rural and remote populations
relating employment and low incomes. In addition to Table 3 below the following points are
emphasised:




§

On average, the disposable household incomes outside capital cities are 17% lower than
inside capital cities ($1,058 per week versus $874), with median incomes 15% lower
($883 per week versus $746).
However, income varies substantially between communities and the 100 Local
Government Areas (LGAs) with the lowest household incomes are almost exclusively
rural, regional or remote§.

http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/6523.02015-16?OpenDocument
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Table 3 Selected social indicators for rural and remote populations
MC

IR

OR

R

VR

MC

regional

remote

Percentage of employed people who are managers or professionals5

40

30

40

Percentage of employed people who are machinery operators, drivers, labourers6

14

20

23

5

7

12

MC

IR

OR/remote

61

50

48

Selected social indicators

Percentage of people unemployed

7

Percentage of Indigenous people employed

8

Percentage of non-Indigenous people employed

9

Percentage of families with low income or on welfare10
Percentage of people having some form of Private Health Insurance
Percentage of families that are single parent

58

48

45

40

35

73

71

74

83

85

9

11

12

14

26

11

12

20

25

24

20

27

13

12

15

16

14

26

Percentage of children developmentally vulnerable on one or more domains14

21

22

25

28

42

0.6

0.9

0.9

1.6

2.4

2

3

5

12

36

Percentage of families that are jobless

Percentage of children who were the subjects of substantiation

15

Percentage of Year Three students below the national minimum reading standard

16

5

http://www.abs.gov.au/websitedbs/D3310114.nsf/Home/2016%20search%20by%20geography
Ibid.
7
http://phidu.torrens.edu.au/
8
https://www.pmc.gov.au/sites/default/files/publications/2017-health-performance-framework-report_0.pdf
9
Ibid.
10
http://phidu.torrens.edu.au/
11
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4839.02015-16?OpenDocument Table 3.2.
12
http://phidu.torrens.edu.au/social-health-atlases/data
13
Ibid.
14
Australian Early Development Census via PHIDU http://www.phidu.torrens.edu.au/social-health-atlases/data
15
http://www.aihw.gov.au/child-protection/children-receiving-services/#socioeconomic
16
http://reports.acara.edu.au/Home/Results#results
6
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Geographic and Social isolation
There is a strong link between social relationships easing the symptoms of mental illness.
SANE Australia (2005) found that people suffering from mental illness found friendships and
social relationships to be very important in helping to manage their illness. People in rural and
remote areas of Australia by the separation of sheer distance between properties or towns can
be prone to having a lack of social interaction. This isolation could lead to them feeling unable
to access help for whatever reason. This is particularly the case for older people living in rural
and remote Australia (Beer et al 2016).
However, a strength of rural and remote communities is that to address the geography
challenge, communities make a conscious effort to build social networks, a sense of place and
sense of connection with each other. This sense of connection and place contributes to social
capital. We know that social capital, sense of place and cohesion offer protective factors for a
range of health, wellbeing and social issues and is particularly useful in building resistance and
resilience to guard against the onset of mental illness.
Conversely, the tight knit nature of a rural and remote community is a challenge for people
seeking privacy and confidentiality, particularly if they are suffering from a mental health
issue. In this situation, accessing telephone services or via telehealth with a person not
connected to the community may be useful.
Lack of public transport
Health facilities in rural and remote areas are often unevenly distributed and require long
distance travel for many people (Bragg & Reedy 2001). Lower populations in these areas mean
public transport systems are less viable, resulting in many people having little to no access to
public transport, which in turn prevents them from accessing services. Poor or non-existent
public transport is shown to increase feelings of social isolation (ABS 2013) and is also a major
issue for elderly people or people living with chronic conditions or disabilities that affect
mobility.
Aboriginal and Torres Strait Islander people’s access to transport is further confounded by the
fact that there on average ten times fewer vehicles per person, a tendency to have older and
inappropriate vehicles, the need to travel long stretches of unsealed roads, and effectively half
of the population not having access to public transport or air transport at all (Spandonide, 2017).
In terms of return on investment, funding transport in rural and remote areas has been an
ongoing challenge - who funds it, how much, how often and who pays. The result is that
transport has remained an ongoing issue yet it remains an issue considered to be not worth
investing in. However, the cost of not investing in transport as a determinant of health and
wellbeing is not only a short-sighted policy decision but an inequitable one.
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Alcohol/substance abuse and illicit drug use
There are higher rates of smoking, consumption of alcohol in risky or harmful quantities and
illicit drug use are found to be higher in rural and remote Australia (ABS 2015) see Table 4.
Many people with drug and alcohol problems are also more likely to have mental health
problems (Better Health Victoria, n.d.). Feelings of denial are common among people
struggling with substance abuse (Saisan et al. 2018) which could lead people to ignore their
mental health instead of seeking professional help.
Table 4 Alcohol risk status, by remoteness, 2013 and 2014-15
MC
IR
OR/Rem
Exceeded 2009 NHMRC lifetime risk guidelines, people 18+, crude
percent, 2014-15
16.3
18.4
23.4
Source: ABS NHS (http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4364.0.55.0012014-15?OpenDocument
Table 6)

Illicit drug use appears to be higher in Outer Regional and Remote Areas compared with
Major cities and Inner Regional areas. In part this is due to higher rates of cannabis use in
these areas, but with apparent lower use of ecstasy and cocaine in regional areas compared
with Major Cities. See Table 5.
Table 5 Illicit drug use, “recent users” 14+, 2013
MC

IR

OR

remote

Crude percent
Any illicit drug
14.9
14.1
16.7
18.7
Source: AIHW National Drug Strategy Household Survey, 2013. http://www.aihw.gov.au/alcohol-and-other-drugs/data/

The higher rate of suicide in rural and remote Australia
Suicide was the leading underlying cause of deaths among persons aged 25–44 (20% of deaths)
and persons aged 15–24 (31% of deaths) (AIHW 2017) and incidences of suicide increases
with remoteness as demonstrated in Table 6 below.
Table 6 Age standardised suicide death rate, per 100,000 population, 2011-15

MC
Males
Females
Persons

IR
15.2
n.p.
10.2

OR
21.9
n.p.
13.7

R
24.6
n.p.
15.4

VR
29.5
10.5
20.6

30.0
13.2
22.4

Source: AIHW Mort books
https://www.aihw.gov.au/reports/life-expectancy-death/mort-books/contents/mort-books



Note that where suicide was not amongst the top 20 causes of death, rates have not been published in MORT books and are
annotated n.p.
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Aboriginal and Torres Strait Islander people have a 1.9 higher rate of suicide than NonIndigenous. For 19-year olds, the rate was 5 times as high as the non-Indigenous rate (34 and
7 per 100,000 population)17 see Table 7 below.

Table 7 Suicide by SEIFA quintile, 2011-15, Age standardised rates per 100,000 population

Males
Females
Persons

SEIFA1
(lowest)
22.5
n.p.
14.5

SEIFA2

SEIFA3

SEIFA4

20.4
n.p.
13.2

17.8
n.p.
11.7

14.9
n.p.
10.1

SEIFA5
(highest)
12.4
n.p.
8.3

Source: AIHW Mort books
https://www.aihw.gov.au/reports/life-expectancy-death/mort-books/contents/mort-books Note that where suicide was not amongst the
top 20 causes of death, rates have not been published in MORT books and are annotated n.p

From Table 7 above, suicide death rates tend to decline with improving the Socioeconomic
Index for Areas (SEIFA), i.e. highest rates amongst those with lowest socioeconomic status,
which would explain some of the higher rates in rural and remote areas.
Also of concern to the Alliance is:


The number of older men aged 85 and over who commit suicide (ABS 2015). This was
reported by the ABS over three years ago and there is little evidence that systems have
been put in place to address the issue.



In the five years to 2016, The Northern Territory recorded nearly 14 suicide child deaths
per 100,000 people compared to the national average of two per 100,000. Twenty-one
of the 26 suicides were young Aboriginal people, and 69 per cent of the overall
mortalities occurred in remote areas (CDRPC 2017).



The Children's Commissioner and Child Deaths Review report also found youth
suicides were twice as likely to happen in clusters as adult suicide. Aboriginal and
Torres Strait Islander youth and youth in regional and remote Australia were most at
risk (CDRPC 2017).



In one cluster that was identified, 21 young people had taken their lives in a remote
town in central Queensland between 2010 and 2012. Fifteen young people died by
suicide in a remote northern West Australian town in the same period (Longbottom
2016).

The nature of the mental health workforce
There are many communities in rural and remote Australia that do not have mental health
services and must rely on distant facilities or visiting health professionals that travel to
communities (Australian Government, 2006). Where even these minimal services are not
available the nearest emergency department becomes the default access point for services
(AIHW, 2018). Little or no appropriate accommodation in rural and remote towns complicates
this matter further.

17

https://www.aihw.gov.au/getmedia/584073f7-041e-4818-9419-39f5a060b1aa/18175.pdf.aspx?inline=true
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Prevalence of mental health professionals in regional/rural areas
The number of mental health professionals are substantially less prevalent outside major cities
and the distribution decreases significantly with remoteness. The prevalence of mental health
professionals in regional and rural areas is about one third to two thirds that in Major Cities,
and in remote areas a sixth to a third that in major cities (see Figure 2). The number of
psychiatrists in regional areas is 36 per cent of those in metropolitan areas; mental health nurses
78 per cent and psychologists 57 per cent (NRHA, 2017).
Figure 1 Prevalence of specialist mental health professionals, by Remoteness, 2015
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Source: Source: http://mhsa.aihw.gov.au/resources/workforce/
Mental service hospitalisation, emergency department and expenditure
The key issue in relation to mental health service usage is that people in rural and remote
areas have less access to mental health services, particularly psychiatric and psychological
care services. As a result, emergency departments in local hospitals are used as the access
point for mental health care by people in country areas.
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Despite the significant need for mental health services in community settings that would
mitigate the need for emergency department presentations and admission to hospital,
Australian Government funding for mental health Medicare services diminishes with
remoteness. The examples of hospitalisation, emergency department presentations and
expenditure shows that a clear gradient exists, further demonstrating inequalities in service
provision and distribution and inequities in funding to support mental health in rural and
remote Australia through Medicare.
In-patient hospitalisation rates
Public hospital mental health related separations18 with specialised psychiatric care tend to be
less common as remoteness increases, while separations without specialised psychiatric care
tend to become more common with remoteness. These trends can in part be explained by the
availability of (or lack thereof) of mental health professionals in the community.
Table 8 Public hospital ambulatory-equivalent mental health-related separations, by Remoteness, 2014–15

MC
- with specialised psychiatric care
- without specialised psychiatric care

IR
OR
R
VR
Rate per 10,000 population
4.4
2.6
1.7
0.4
0.1
7.7
5.7
11.4
18.2
28.1

Source: http://mhsa.aihw.gov.au/downloads/data-downloads/

Service usage in non-hospital settings
Medicare subsidised services include those provided by psychiatrists, General Practitioners
(GPs), clinical psychologists, other psychologists and other allied health professionals.
The per capita rate for mental health services provided by State and Territory governments
increases slightly with remoteness, but for services subsidised by Medicare it decreases
sharply (see Figure 2 below).

18

Separations= The total number of episodes of care for admitted patients, which can be total hospital stays
(from admission to discharge, transfer or death), or portions of hospital stays beginning or ending in a change
of type of care (for example, from acute to rehabilitation) that cease during a reference period. AIHW,
Glossary. Retrieved May11th 2018 from https://www.aihw.gov.au/reports-statistics/health-welfareservices/hospitals/glossary
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Figure 2 Crude rate of provision of mental health related services
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Emergency department presentations
The need for additional mental health services is reflected in the presentation to emergency
departments data outlined in Figure 3. Figure 3 also demonstrates that the gradient of inequality
and inequity that exists in rural and remote Australia and further underlines that the further
away from a metropolitan centre you live, the higher the number of presentations to an
emergency there are for a mental health issue (AIHW 2018).
Figure 3 Mental Health Emergency Department presentations, 2015-16
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Expenditure
The per capita rate of expenditure for mental health services provided by State and Territory
governments increases slightly with remoteness but decreases sharply for those services
subsidised by Medicare (see Figure 4 below).
Figure 4 Per capita Australian Government expenditure on mental health specific services, 2016-17
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Note that data on per capita state and territory expenditure, is not available by remoteness.

The challenges of delivering mental health services in the regions
Challenges exist in addressing the geographic issues (covered in opportunities for technology
section) but also in providing access to a high quality and skilled workforce employed to deliver
services keeping them up to date with current research and best practice but also proving quality
supervision, mentoring and networking.
A quality and skilled workforce
There are challenges to delivering good quality mental health care in rural and remote areas.
Feedback from the Australian Psychological Society indicates that there has been a push to
service rural and remote areas with less experienced clinicians that may cost less to fund, but
at the expense of providing a workforce capable of meeting the breadth and complexity of rural
practice.
Commonwealth, State and Territory Governments have a number of programs to help recruit
and retain health professionals to rural and remote areas. Changes to the Practice Incentive
Program to include Allied Health professionals has recently been announced by the Australian
Government in the Budget 2018-2019. How this will improve the quality and skills set of the
primary care workforce is yet to be determined.
Some programs are designed to be part of a ‘pipeline’ approach, which begins with attracting
school students to health courses in universities or the TAFE sector (NRHA 2016). These
programs are important to the remote and rural areas of Australia because it is not only
17
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encouraging young people from those areas to become educated but also to have them come
back and help their own communities or other communities like theirs. They also encourage
qualified and experience health professionals to pass on what they know and to keep educating
future generations.
Access to continuing professional development opportunities
One of the challenges is also making sure that all mental health professionals keep up to date
with training and new practices. Continuing professional development (CPD) is important for
health care professionals, particularly a requirement for psychologists, psychiatrists and mental
health nurses who are required to participate in CPD as part of their annul registration to
practice as part of the Australian Health Practitioners Regulation Agency (AHPRA).
In rural and remote areas CPD is needed but is can be difficult to access and usually results in
the health professional paying for CPD and usually involves travelling to larger centres to
access it. Professional bodies and public sector agencies may find it difficult and expensive to
provide the courses needed by their members and employees.
Generally speaking telecommunications are poorer, including for the transmission of teaching
and learning materials. This is why health practitioners in rural and remote areas often need
specific support to access CPD. This is a matter of concern. The RHCE2 program has ended
and there is uncertainty about the roles that Primary Health Networks (PHNs) will be able to
afford and play in relation to CPD. It is expected that PHNs will commission other parties to
deliver CPD (NRHA 2016).
The Australian Government Department of Health has implemented the Better Access
Initiative. The aim of the Initiative is to improve treatment and management of mental illness
within the community. Part of the Better Access funding has been allocated to education and
training for health professionals (Australian Government 2017a). Opportunities exist to scale
up networking services and webinars services to specifically target targeting rural and remote
health professionals.
As an example, the Mental Health Professional Network has 350 networks established across
Australia, 145 of which are located outside of metropolitan areas. The networks are
interdisciplinary, facilitated by a locally based mental health practitioner; meetings
(minimum of 4 a year) focus on a mental health issue relevant to the local network.
Approximately 10,000 people, participate in the networks annually. The use of webinars has
proved to be a popular model for professional development on mental health topics, with
participation ranging from 800 to 2000. However, participation rates for health professionals
in remote areas are lower than those in major cities 14% compared to 60%, which presents an
opportunity to promote mental health networks and the CPD opportunities to the existing
workforce. However, accessing webinars is dependent on a quality and reliable internet
services so they can participate.
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The Alliance recommends that:





There are clear and financially supported rural pathways for students and for post
graduate study.
There needs to be targeted quarantined scholarships for mental health study at
postgraduate level to support health professionals to work in rural and remote areas;
and
Mental health training and awareness should be a core component of all university
health students study program.

Attitudes towards mental health services
Attitudes in rural and remote Australia towards mental health services is significantly different
from those in major cities. Generally, there is less acceptance or tolerance of mental illness in
rural and remote areas, and people will more likely withdraw than seek help from mental health
services (Hoolahan 2002). There is strong interplay between two main factors:


Rural stoicism - Stoic attitudes have been associated with rural people for some time,
in an environment that emphasizes productivity and discourages emotional expression
(Boyd et al. 2006). This attitude makes it less likely that people, particularly males, will
seek professional help for the reason that it is perceived as impractical.



A fear of stigma surrounding mental health not only reduces awareness of mental
illness, but increases people’s reluctance to acknowledge that they have a problem and
need to seek help. This fear stems from the social discrimination that can be prevalent
in small towns through gossip and the perception that mental illness is synonymous
with insanity (ibid). People may also be apprehensive to seek help if there is a lack of
assurance of anonymity and confidentiality when accessing mental health services
(NRHA 2017).

The dominant metropolitan attitudes towards rural stereotypes continues to see rural and
remote Australia as backward thinking, ‘in the middle of nowhere,’ homogenous and
politically conservative; and an undesirable residential location, particularly for professionals
(Bourke et al 2012).
Graduates prefer to live in major cities instead of rural and remote areas, and that the problem
is not that there are too few graduates to be distributed around the country equally (NRHA
2017).
Strategies need to be implemented to improve the perception of rural and remote Australia as
well as improving the infrastructure and local amenities to act as an incentive to recruit and
retain the workforce. Critically, young people in country areas need to be encouraged to
choose a health profession as their preferred career choice and be able to access end to end
training in a rural or regional setting. In this way, the default (and preferred) option is a
country employment option, not a metropolitan one.

19

Accessibility and quality of mental health services in rural and remote Australia
Submission 37

Opportunities that technology presents for improved service delivery
The NSW Mental Health Commission’s ‘Living Well’ plan (2014) outlines the benefits of emental health initiatives to provide online support for people who are suffering from mental
illness.
This online access not only has financial advantages (cost of online delivery is quite low) but
closes the gap in access to services and is a convenient alternative for people who might
prefer instant and confidential assistance.
Telehealth can be a solution when travel to services is a challenge and time-consuming.
Travelling long distances to services particularly for children, can lead to children becoming
fatigued and less attentive during assessment and therapy sessions while missing whole days
of school. “For some families, these barriers can mean they cannot access services at all”
(Martiniuk et al 201619).
There is some evidence to support using telehealth for a range of health issues such as mental
health19 and a growing need for early intervention services to prevent self-harm, suicide, and
hospital admissions for mental health disorders particularly for children. The increase in
children presenting to Emergency Departments for mental health disorders, means that early
one-on-one interventions are essential and could play a crucial role in altering the trajectory
of mental illness. Telehealth could meet this need and provide prompt treatment potentially
reducing disease burden and disability in later life (Perera et al 2018).
While these digital solutions are becoming increasingly accessible to rural and remote
communities, there remains an enduring issue of poor broadband access in many rural and
remote areas (Thomas et al 2017).
Telehealth service models in the mental health domain do need to address some additional
limitation if they are to equitably meet the needs of rural and remote communities:
1. Telehealth should be seen as an equity in access issue and is not a replacement for face to
face clinical care on the ground. Telehealth should be seen as a solution when it is clinically
appropriate (emergency / early intervention care) and safe to deliver services via Telehealth.
2. Telehealth and for e-Health generally, quality is determined by the availability of sufficient
bandwidth and data transfer capacity to cope with peaks in demand. Some rural towns may
have internet connectivity that is severely restricted at certain times of the year due to the
influx of ‘grey nomads’ in a local town for example. Clinicians report that at peak seasonal
times, access to email was a challenge and that contemplating a telehealth service model at
this time of year would be impossible.
3. Within telehealth practice, how clinicians manage risk is also an unknown issue. If during
a telehealth appointment it is clear that the client is in significant distress, how is risk
managed? Unless telehealth care is integrated into or connected with health professional or
community support networks, there may not be acceptable means to mitigate the risk and
provide support to a distressed consumer.
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Martiniuk, A Mitchell,M and Crooks, P (2016) Summary of evidence relevant to Telecare at Royal Far West,
report available upon request to Royal Far West.
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4. There is concern in the field that some clinician providing telehealth services do not have a
good contextual understanding of the community in which they serve. Providing services in
rural and remote areas requires an understanding of what services are available in the
community to help support clients, what kind of access is available to those services; and a
deep understanding of particular issues that are relevant to them from a mental health
perspective. For example, the differences that exist between agricultural farming
communities, Aboriginal and Torres Strait Islander communities and mining communities.
The Alliance believes that some of the questions the Lifeline Foundation, (Lifeline Foundation
2013) has raised about telehealth delivery of mental health services are relevant:
o How can such services develop, who manages the intake and what is the role of health
professionals in such services?
o Or are such services channeling consumer access away from health professionals and
towards non-registered professionals?
The Alliance recommends that telehealth service models are implemented following careful
consideration. The service model needs to be fit for purpose - i.e. meets the need of the local
community and individual clients. It is not always appropriate to deliver services via telehealth
while some members of the community may be better served (and get better outcomes) through
face to face consultation and assessment.
Despite the limitations and questions about telehealth presented here, the Alliance does support
the use of telehealth. The Alliance also supports an increase in the number of sessions currently
available under Medicare rebatable mental health plans to be available via telehealth, and
remove the in-person component, exclusively for people living in Modified Monash Model 47 locations.
Any other related matters
Services aimed at prevention, early intervention, treatment, rehabilitation and ongoing
maintenance support for the key at risk groups among people living in rural and remote
Australia (Aboriginal and Torres Strait Islander people, children and adolescents; older
people; and communities facing adverse social and environmental issues) are crucial.
Aboriginal and Torres Strait Islander mental health
When considering developing services targeting Aboriginal and Torres Strait Islander people
services need to be focused on strategies that develop and enhance a whole community’s
social and emotional wellbeing, not just of an individual.
“Social and emotional wellbeing is the foundation for physical and mental health for
Aboriginal and Torres Strait Islander people. It is a holistic concept which results
from a network of relationships between individuals, family, kin and community. It
also recognises the importance of connection to land, culture, spirituality and
ancestry, and how these affect the individual”
(National Strategic Framework for Aboriginal and Torres Strait Islander Peoples’ Mental Health and
Social and Emotional Wellbeing 2017-2023, p 6).
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Aboriginal and Torres Strait Islander people’s determinants of social and emotional
wellbeing
Two thirds of Aboriginal and Torres Strait Islander people live in rural and remote areas and
are up to three times more likely to suffer from mental illnesses. Factors that can lead to
mental illness can be different than those that lead to illness for non-Indigenous people.
These factors include:











Discrimination;
Racism;
Grief and loss;
Child removals and unresolved trauma;
Social exclusion;
Economic and social disadvantage;
Child removal by care and protection orders;
Family violence;
Substance use; and
Physical health (NRHA, 2017a).

For Aboriginal and Torres Strait Islander peoples, the most prevalent mental health illnesses
include: depression (76%), anxiety/stress (71%), grief and loss issues (70%),
family/relationship issues (63%) and family/community violence (56%) (Australian Health
Ministers’ Advisory Council [AHMAC], (2017).
Between 2011 and 2016, the leading cause of death for Indigenous people aged between 15
and 34 was self-harm, and it was second for Indigenous people aged 35-44. The median age
for suicide among Aboriginal and Torres Strait Islander people is 29 years, compared to 45
years for non-Indigenous Australians (ABS, 2017) (see Figure 6). Aboriginal and Torres
Strait Islander people have a 1.9 higher rate of suicide than non-Indigenous people, with that
number rising to 3.7 higher for 15-24 year old range (NRHA, 2017).
Figure 5 Age-standardised hospitalisation rates for mental health related conditions, by Indigenous status and jurisdiction,
July 2013–June 2015

Source: AIHW analysis of National Hospital Morbidity Database
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Children and adolescents
Childhood and adolescence are times of rapid development and change. Providing supportive
environments (social, cultural, economic, and natural environments) for children and
adolescence to develop at this stage of their life is particularly important, as this is when the
foundations for lifelong health and development are put into place (Mistry et al 2012).
We know that ‘poorly constructed systems have an impact on health in early life, and these
effects may be magnified as children grow into adulthood’ (Mistry et al 2012). We also know
that:
“…children in rural and remote Australia are not only significantly more likely
[emphasis added] to face concurrent social, economic and environmental conditions
that are known to adversely impact health and development, but they are also
significantly more likely to experience lack of access to appropriate services, known
to mediate the impact of adversity in early childhood” (Arefadib &Moore 2017, p.1).
Compared with those in Major Cities, young children in rural/regional areas are slightly more
likely to be developmentally vulnerable or at risk – at least in the physical, social, emotional,
language and cognitive domains. They are also less likely to be “on track” in these domains,
and more likely to be developmentally vulnerable on one or more, and on two and more
domains (see Table 9).
Young children in remote areas are especially more likely to be developmentally vulnerable,
with 42% of young children in very remote areas being vulnerable on one or more domains.
Table 9 Vulnerability and risk during early childhood development20, 2015

Percentage of children developmentally:
vulnerable on one or more domains
vulnerable on two or more domains
vulnerable in physical domain
at risk in physical domain
on track in physical domain
vulnerable in social domain
at risk in social domain
on track in social domain
vulnerable in emotional domain
at risk in emotional domain
on track in emotional domain
vulnerable in language and cognitive domain
at risk in language and cognitive domain
on track in language and cognitive domain
vulnerable in communication domain
at risk in communication domain
on track in communication domain

MC

IR
21
10
9
13
78
9
15
76
8
15
77
6
8
86
8
15
77

OR
22
12
11
13
76
10
15
74
9
15
75
7
10
83
8
15
77

R

VR

25
13
12
14
74
12
16
72
10
17
74
9
10
81
9
16
75

28
16
14
12
74
12
17
70
11
18
71
12
13
75
11
15
74

20

Measured across 5 domains - physical, social, emotional, language and cognitive, and communication.
“Vulnerable” and “at risk” refer to different levels of hazard, with “at risk” indicating a higher perceived level
of risk for the child than “vulnerable”.
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42
28
22
13
59
22
19
54
19
20
55
23
16
55
19
19
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Prevalence of mental illness for children, adolescents and young adults
Mental health has been identified by young people as their top issue in Australia today
followed by risk factors of alcohol and drugs and health determinants of equity and
discrimination (Mission Australia 2017).
Fifteen per cent of Australians aged 18-24 years were reported to be suffering high or very
high psychological distress up from 11.8 per cent in 2011 (Australian Research Alliance for
Children and Youth [ARACY] 2018).
The second national child and adolescent survey conducted in 2015 also showed that:
•

Almost one in seven (13.9%) 4-17 year-olds were assessed as having mental
disorders in the previous 12 months. In 2015, this was estimated to be equivalent to
560,000 Australian children and adolescents.
Attention Deficit Hyperactivity Disorder (ADHD) was the most common mental
disorder in children and adolescents (7.4%), followed by anxiety disorders (6.9%),
major depressive disorder (2.8%) and conduct disorder (2.1%)
Adolescents were almost three times more likely to experience a severe mental
disorder – 23.1% of 12-17 year-olds with a mental disorder had a severe disorder
compared with 8.2% of 4-11 year-olds with a mental disorder.
Just over one quarter (26.8%) of parents and carers reported that their child or
adolescent needed help for emotional or behavioural problems in the previous 12
months. Of those who had a need for help, four out of ten (42.9%) had their needs
fully met and 27.3% partially met.
One in nine (11.5%) students had used a school service for emotional or behavioural
problems in the previous 12 months (Lawrence et al 2015).
There has also been a dramatic increase in children presenting to Emergency
Departments for mental health disorders (Perera et al 2018).

•

•

•

•
•

The social and emotional wellbeing appears to be a little lower in regional/rural Australia
than in Major cities, but lower again for children in remote areas.
Table 10 Social and emotional wellbeing of Children aged 4-12 years21, 2013-14

"Normal"

"Borderline"

"Abnormal"

Percent
MC

84.0

6.4

9.6

IR

81.1

7.9

11.0

OR

78.4

7.6

14.0

Remote

68.6

25.5*

n.p.

Source: http://www.aihw.gov.au/chi/
Note: Asterix indicates high relative standard error-use with caution

21

Defined as a score on a Strengths and Difficulties Questionnaire completed by a parent or carer,
disaggregated by the total difficulties score classification.
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The rates of mental illness for Aboriginal and Torres Strait Islander people aged 15-19 years
was reported to be even higher and this age group were three times more likely to to commit
suicide than non-Indigenous youth (ARACY 2018).
Determinants associated to mental health and wellbeing of children and adolescents.
There are many issues that have an impact on children and adolescent mental health and
wellbeing. A review investigating rural and remote childrens’ health and development found
that children in rural and remote areas:



experience poverty at disproportionately higher rates than children in metropolitan
areas;
are more likely to live in unemployed households, with single parent families, and in
families where the mother has a low educational attainment;



are more likely to be socially isolated; and



are less likely to engage in Early Childhood Education and Care (ECEC) services
(Arefadib &Moore 2017).

A snapshot of results from the ARACY report card also showed that:


In 2017, 20.0 per cent of those aged 15-19 years were extremely or very worried
about family conflict. This was higher for Aboriginal and Torres Strait Islander
children at 26.4 per cent.



In 2016, more than 4 in 10 adults who had experienced violence from their partner
had a child in their care at the time. This is a reduction from 50.9 per cent in 2012.



In 2017, 15.3 per cent of those aged 15-19 years were very or extremely concerned
about bullying. Almost one quarter of Aboriginal and Torres Strait Islander children
were very or extremely concerned about bullying



Suicide rates continue to increase amongst youth aged 15-24 years, rising from 10.3
(per 100,000 population) in 2007 to 12.7 in 2016. Aboriginal and Torres Strait
Islander youth were more than three times more likely to take their own lives at a rate
of 39.2 (per 100,000 population) in 2016, up from 33.0 in 2007. (ARACY 2018).

Emerging mental health concerns for children
Cyber bullying is an emerging issue for young Australians. The Sensis Social Media Report
(2017) stated that 23 per cent of people in regional areas were witnessing social media
bullying or harassment, compared to 15 per cent of people in metropolitan areas.
The issue of cyber bullying and suicide of rural teenagers has been brought sharply into focus
in the Australian media (ABC 2018). The media coverage raised two key issues. Firstly, the
impact of cyber bullying on rural and remote teenagers and secondly, the suicide rate of
young Australians.
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Keeley et al (2014) suggest a range of strategies that could be implemented in a program
design to address cyber bullying and these include:









Clear guidance as to which agencies/ organisations are responsible for addressing the
issue;
The provision of appropriate resourcing to undertake the task;,
A best practice guide to assist in implementing a multiagency approach;
Strategies to support capacity building on staff working in these agencies to keep up
with changing social media trends;
Support for schools;
Educational and awareness campaign;
Developing strategies to work with technology providers; and
Providing an appropriate legal framework for addressing the issue overall.

Accessing children and adolescent mental health services
A range of issues for children aged 0-12 years were identified in the review for accessing
health care services generally, including early intervention, allied health and pediatric
services. There are significant gaps in sourcing mental health services and that “the few
services which were found are predominantly located inside hospitals in major townships and
required long distant travel” (Arefadib &Moore 2017,p.4).
Existing community based services, such as the Child and Adolescent Mental Health Services
(CAMHS), or Child and Youth Mental Health Service (CYMHS) are likely to be under
resourced with long waiting lists because people with severe and acute mental health
disorders are prioritised. As a result, there is limited capacity to address early intervention
and treatment for mild to moderate mental health issues.
Some larger regional towns have access to a Headspace facility. Service usage for Headspace
showed that 41.2% of clients are from rural and remote areas, demonstrating a need for
mental health care services targeting adolescents (Hilferty et al 2015). However, as is the
case generally in rural and remote areas where access to health care is limited the default
position is for people to attend the local hospital Emergency Department.
As a result, it is not surprising to note that a recent study reported that more children are
accessing the Emergency Department for mental health care (Hiscock et al 2018). Expansion
of the Headspace model to additional regional towns may assist in addressing the service gap
needs for teenagers and young adults. Clearly the provision of outreach services form these
locations to outer regional and remote areas is also critical.
Additional service models such as teen clinics that complement the Headspace model but a
much smaller scale and within General Practice settings (Beitz, 2018). Teen clinics may also
be a solution to providing youth friendly access to health care in small towns that do not have
a large enough population for Headspace.
Another example of a successful service model that has been implemented to meet the needs
of children is the Royal Far West’s Telecare for Kids program. It is Australia’s longest
continually operating child and family telehealth service. It was created in response to the
overwhelming need of isolated and disadvantaged rural children and young people to access
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services remotely. One in three country children are unable to access the health services they
need; and poor access to health services for young children living in regional cities and
communities means they are more likely to end up homeless, unemployed, incarcerated and
with personal relationship difficulties. The effects of such disproportionate levels of
disadvantage are compounded due to poor access to appropriate services. This program filled
a significant gap (Royal Far West, 2017).
Older people
Older people in rural and remote Australia have a number of unique challenges that
contribute to mental health issues. This includes the impact of life changes such as
retirement, bereavement or family relocating to larger urban areas for work or education; or
living with chronic illness, disability and depression. Of concern is the higher rates of suicide
for men over 85 years.
Prevalence and Determinants of mental health issues for older people
Approximately fifteen per cent of older people experience depression and about ten per cent
experience anxiety (Beyond Blue, 2018).Of concern is the higher rates of suicide for men
over 85.
In addition to the broader determinants of health that other rural and remote Australians
experience, older people’s mental health can be affected by:
•

Losing the ability to live independently;

•

Experiencing bereavement (e.g. death of a life partner);

•

A drop in income following retirement from the labour force;

•

Social isolation and/or loneliness; and loss of independence; and increased
psychological distress, (AIHW, 2015; Buys et al 2016).

Other factors have been identified as mental health issues for older people such as:


The impact of natural disasters;



Living with pain. (Pain has been identified as the key determinant of depressive
symptoms for Australian rural dwelling older men and women);



Feeling the impact of losing infrastructure, amenities and services that accompany
community decline (Orpin et al 2015);



Older men with functional limitations (this can include the ability to plan and
complete day to day activities to dealing with social and emotional issues) and no one
to confide in to discuss these concerns are at high risk of depression;



Persisting attitudes to mental health that mental illness in older people is associated
with insanity;



City-centric views of rural people being a disadvantaged group can exacerbate
feelings of marginalisation and separation (Davis & Bartlett, 2008).
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Rural and remote communities facing social and environmental hardship
A common characteristic of people who live in rural and remote Australia is their connection
to the place and the community. Loss of this connection for whatever reason has a
detrimental impact on social and emotional wellbeing. The impact of changes to the
environment has necessitated the creation of a new word to encapsulate the phenomenon. The
term ‘solastalgia’ is a new concept developed to give greater meaning and clarity to
environmentally induced distress:
“As opposed to nostalgia--the melancholia or homesickness experienced by
individuals when separated from a loved home--solastalgia is the distress that is
produced by environmental change impacting on people while they are directly
connected to their home environment” (Albrecht et al 2007).
Rural and remote communities facing social and environmental hardship due a number of
factors such as:


Natural disasters, droughts and prolonged dry seasons; climate change; outmigration
to larger urban centres and or changes to local industries such as closure of a mine.



Being at higher risk of being exposed to natural disaster such as bush fires, floods,
cyclones and hurricanes. In addition to the risk of injury or death, loss of property,
displacement form home and family, the after effects of which have long term social
and emotional effects.



The impacts of prolonged drought and dry seasons also have long lasting implications
not just at the farm but for the farming community round it.



Climate change and its subsequent impacts to water, soil, biodiversity weather,
conditions, changes in pattern of diseases (carried by mosquitoes or other vectors),
threats to crops, farming produce and food security generally, aquaculture and fishing
industries due to ocean acidification and warmer water temperatures; and changes
ahead for industries reliant on fossil fuels extraction, forestry, urban development and
other land use priorities.



Outmigration of rural and remote population to larger metropolitan or urban centre is
predominantly related to the need to access employment, education and a range of
goods and services not available in rural and remote areas. Regardless of rural and
remote towns’ outmigration or in migration the changes in population numbers and
demographics changes the social fabric of the rural place. These changes can effect
mental health and wellbeing and result in:







Increased vulnerability simply due to the fact that people are living in
declining areas;
changes to employment patterns;
housing prices;
changes to community dynamics with ‘newcomers’;
increased levels of crime; and
abandonment of formerly productive land (Fraser et al 2005).
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Focus on wellness not illness
A 2015 analysis of the Household, Income and Labour Dynamics in Australia (HILDA)
survey data has shown that people living in small rural towns (and also to a slightly lesser
extent in larger rural towns) have greater life satisfaction than people who live in major
cities22. This may be due to higher level of social capital and social cohesion in some rural
and remote places.
Therefore, in addition to providing quality and skilled workforce for assessment, diagnosis
and the treatment of mental health issues, the mental health workforce in rural areas are
assisted by those who are not qualified mental health professionals. The Alliance calls for
actions that recognise and support the role of volunteers, community groups and other
organisations and services, that are not mental health professionals, but do provide services
that contribute to mental health wellbeing in rural and remote areas from a wellness
perspective, rather than an illness one.
These groups include, but not are not limited to the following: community groups such as
community gardens; Country Women’s Associations; Men’s Sheds; Meals on Wheels,
church groups; sporting clubs and other member based organisations (such as Lions, Rotary,
Rural Fire Service and many many others).
It should also be noted that other professionals working in other government departments e.g.
the police, ambulance officers, guidance officers (in schools in Queensland) (Queensland
Government 2018) and catchment management professionals/ Local Land Services also have
a role in promoting wellness, making referrals to mental health professionals and being part
of solutions to local issues. These non-health professionals are often the first people to come
in contact with a person who may be in distress or in need of help and have a deep
understanding of the daily challenges that rural and remote people face.
Participating arts in rural and remote communities has been found to have a range of social,
artistic, environmental, cultural, economic and health benefits. Arts and health is:
“In its broadest sense, arts and health refers to the practice of applying arts
initiatives to health problems and health promoting settings. It involves all art forms
and may be focused at any point in the health care continuum. It also has an impact
on the determinants of ill-health by changing individuals’ attitudes to health risks and
supporting community resilience” (National Arts and Health Framework 201323)
The Alliance has consistently supported a prominent place for arts initiatives both in its
programming for successive National Rural Health Conferences and in its advocacy to
government on rural and remote health policy.

22

HILDA survey 2015https://www.melbourneinstitute.com/downloads/hilda/Stat_Report/statreport_2015.pdf page 58
23
Endorsed by the Meeting of Cultural Ministers and the Standing Council on Health 2013
https://www.arts.gov.au/sites/g/files/net1761/f/National%20Arts%20and%20Health%20Framework%20May
%202014.pdf

29

Accessibility and quality of mental health services in rural and remote Australia
Submission 37

The Alliance position reflects the key functions that art can play in the life of a community:
● art in its various forms is used as a means of communication about health and health
related issues;
● art is itself therapeutic and is widely used to complement treatment and management;
and
● art is widely used as a force for community development, to sustain communities and
develop their capacity to deliver health-promoting lifestyles.
In summary, any design of a rural and remote mental health framework to address inequities
and inequality must recognise the importance of non- mental health professionals and groups
and integrate the concept of wellness rather than illness. Here the use of arts, sport,
community groups and other government provided and funded services can play an active
supportive role in promoting health and wellbeing in rural and remote communities.

4. Conclusion
Approximately one third of the Australian population lives and works in rural, regional and
remote areas of Australia. While the rate of mental illness for non–Indigenous Australians is
about the same as those living in major cities, significant differences exist in access to mental
health services and the funding for mental health services, particularly from Medicare
subsidised services.
There are many challenges to delivering quality services for those seeking assistance, including
geographic isolation, rural and remote culture, the diversity of communities and the issues they
face, including the availability of a quality and skilled workforce. This workforce can struggle
to meet the communities’ needs with long waiting lists for services, limited referral networks
and poor e-health infrastructure. The workforce has additional challenges for finding
appropriate living accommodation, social and professional isolation and limited opportunities
(and options) for professional development and networking. Add to this complex list the
continuing stigma and attitudes surrounding mental illness, with rural people more likely to
withdraw than to seek the assistance of mental health services.
The higher rates of psychological distress, suicide and self-harm for Aboriginal and Torres
Strait Islander people, are of particular concern to the Alliance. These health inequities are
unacceptable and need immediate action. Inequity of access has contributed to substantial
inequality in mental health outcomes for Aboriginal and Torres Strait Islander people.
In addition to addressing social and emotional wellbeing issues for Aboriginal and Torres Strait
Islander people, the Alliance is also concerned about the needs of children and adolescents,
older people, rural and remote Australian facing social and environmental hardships; and men
in general and call for these groups to be prioritised for access to services and support.
Rural and remote Australians face additional stressors in their daily lives that are different to
those living in major cities. There are additional stressors from social and environmental
changes, from changes in industries, climate change, impacts of natural disasters and
outmigration/in migration effecting population decline or increase (depending on where you
live). There is evidence that the very fact of living in declining areas might lead to some
vulnerability in terms of mental health, with older people being at more risk. Appropriate
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service models need to be developed or enhanced that are flexible to meet the needs of such
diversity. In rural and remote Australia a ‘one size fits all’ is not appropriate.
Applying a holistic view, we must also acknowledge and support community groups that
contribute to the health and wellbeing of those around them. They are not mental health
professionals, but are often the first to come in contact with someone suffering mental distress.
These organisations and individuals are not a replacement for qualified mental health
practitioners, but must be valued in the broader responses to improving mental health in rural
and remote Australia.
Finally, mental health is more than delivering mental health services. As such when thinking
about developing a rural and remote mental health strategy consideration must be given to the
broader determinants of health and wellbeing that underpin daily living conditions.

5. NRHA Recommendations
Overarching Position
There are not sufficient mental health services in rural and remote parts of Australia
and it is the responsibility of all governments to urgently address this. The COAG
Health Council should be tasked to develop a rural mental health strategy, informed by
a collation prepared by the National Mental Health Commission of the Primary Health
Network service mapping in rural and remote areas and other key data that identifies
service shortfalls. The Commission should also be tasked with monitoring and
overseeing implementation of the strategy, reporting back directly to the COAG Health
Council.
It is the view of the Alliance that mental health in rural and remote Australia requires deeper
attention and the recommendations are outlined below:
1.

Inequity in access to mental health practitioners and inequity in funding must be
urgently addressed. There is insufficient mental health services in rural and remote
Australia and it is the responsibility of all levels of government to work together to
address this. This includes addressing the issue of inequitable funding from the
Australian Government for mental health service through Medicare subsidised services.

2.

Make an ongoing commitment to improving mental health systems in rural and
remote Australia including governance, accountability and responsibility to implement
a Mental Health systems that are not fragmented, duplicated and of a high quality
standard. The National Mental Health Commission (the Commission) is well placed to
collate service mapping and also to monitor development and implementation of a
national approach, with their core role to provide expert advice to the Australian
Government and cross-sectoral leadership on the policy, programs, services and systems
that support mental health in Australia, and already with the responsibility for monitoring
and reporting on implementation of the Fifth Plan.

3.

Improve coordination and delivery in services that are designed to meet the needs
of the local community – including implementation of appropriate quality and safe
telehealth services. The Alliance would also support an increase in the number of
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sessions currently available under Medicare rebatable mental health plans to be available
via telehealth, and remove the in-person component, exclusively for people living in
outer rural to very remote areas (ie Modified Monash Model 4-7 locations).
4.

Improve recruitment and retention strategies to make sure the health professionals
working with rural and remote communities have the right skills to be able to work in
with people presenting with varied and complex health needs in rural and remote places
and implement retention strategies that are developed to help retain and provide ongoing
support to the workforce;

5.

Invest in public transport to facilitate access to mental health services; and

6.

Take a wellness approach to promoting social and emotional wellbeing which
incorporates health and art, support of local community groups and other local, state and
commonwealth funded government services.

7.

Priority groups- More specifically, the Alliance urges an increased investment to
meeting the mental health needs of rural and remote Australians with specific emphasis
on the following five priority groups:


Aboriginal and Torres Strait Islander people;



children and adolescents;



older people;



communities experiencing social and environmental hardships; and

Programs specifically targeting men’s wellbeing.
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7. Appendices
Appendix 1: List of Member Body Organisations
National Rural Health Alliance - Member Body Organisations
Australasian College for Emergency Medicine (Rural, Regional and Remote Committee)
Australasian College of Health Service Management (rural members)
Australian College of Midwives (Rural and Remote Advisory Committee)
Australian College of Nursing - Rural Nursing and Midwifery Community of Interest
Australian College of Rural and Remote Medicine
Australian Healthcare and Hospitals Association
Allied Health Professions Australia Rural and Remote
Australian Indigenous Doctors’ Association
Australian Nursing and Midwifery Federation (rural nursing and midwifery members)
Australian Physiotherapy Association (Rural Members Network)
Australian Paediatric Society
Australian Psychological Society (Rural and Remote Psychology Interest Group)
Australian Rural Health Education Network
Council of Ambulance Authorities (Rural and Remote Group)
CRANAplus
Country Women’s Association of Australia
Exercise and Sports Science Australia (Rural and Remote Interest Group)
Federation of Rural Australian Medical Educators
Isolated Children’s Parents’ Association
National Aboriginal Community Controlled Health Organisation
National Rural Health Student Network
Paramedics Australasia (Rural and Remote Special Interest Group)
Rural Special Interest Group of Pharmaceutical Society of Australia
RACGP Rural: The Royal Australian College of General Practitioners
Rural Doctors Association of Australia
Rural Dentists’ Network of the Australian Dental Association
Royal Far West
Royal Flying Doctor Service
Rural Health Workforce Australia
Rural and Indigenous Health-interest Group of the Chiropractors’ Association of Australia
Rural Optometry Group of Optometry Australia
Rural Pharmacists Australia
Services for Australian Rural and Remote Allied Health
Speech Pathology Australia (Rural and Remote Member Community)
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