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BACKGROUND 

This paper aims to present an outline of a collaborative model of mental health care between 
primary health, mental health specialists and a local rural hospital. The model discussed had its 
beginnings when health care practitioners responding to a local need collaborated to enhance 
service provision. Much of this model development stemmed from the concern about suicide 
rates in the local community and rapidly expanded to encompass all of mental illness. 

The high suicide rate in Australia, particularly of young males and those in rural communities 
is well established in the literature.1,2,3 On a local level statistics for the Shire of Mount 
Alexander (population 17 000) indicate that completed suicide rates were above the State 
average on a consistent basis during the years of 1994–1996.4 This is supported anecdotally by 
local General Practitioners (GPs) who noted that mental illness along with completed and non-
completed suicides were prevalent. They felt the health system was inadequate in responding 
to this in that it was pitched at management of physical rather than psychiatric illness. This 
inadequacy is discussed by Rathbone-McCuan, et al5 and Humphries and Mathhews-Cowley6, 
who indicate that small rural communities are limited in their scope and availability to provide 
mental health care due to small population size. Similarly, mental health services in Australia 
are considered inadequate and under resourced and in particular rurality poses its own set of 
challenges.7,8,9 

In collaboration with the small local community mental health team, staff from the general 
hospital discussed the problems — particularly around follow up — they encountered in 
managing people at risk of self-harm or suicide attempts. It was thought by combining effort 
that capacity to manage these clients would be enhanced. An informal agreement was 
developed whereby the mental health staff provided education and clinical supervision 
support to hospital staff and the hospital facilitated short-term inpatient care for low to 
medium risk clients. This agreement enabled clients to be cared for, providing a safe place for 
the client in their local community, whilst follow up plans were established. Previously these 
clients on presentation to the general hospital were either sent home or sent to a regional 
hospital for assessment and often not admitted due to lack of available beds.  

Discussion about integration of services to meet the demand is occurring in the primary care 
sector, leading to both formal or informal de facto arrangements largely driven by funding 
cutbacks or deficiencies.10,11 In this situation lack of resources has encouraged staff to take 
leadership, embrace the challenge, be pragmatic and creative about how they may meet the 
clearly establish need. This collaborative model of care is aligned with the national priorities for 
mental health as outlined in the National Mental Health Plan 2003–2008 in that it improves 
service responsiveness. 12 

The regional mental health service was given funding from the Department Human Services 
(DHS) to conduct a suicide intervention project and invited the Central Victorian Health 
Alliance (CHVA) to participate. In recognition of the ground work already being developed 
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CVHA selected the hospital as the pilot site. At this point a broader group of stakeholders were 
brought together to discuss this issue. These included the local general practitioners, police, 
ambulance, community health, community mental health, schools and the local hospital.  

The group conducted a needs analysis that indicated the gaps in service within and between 
professional groups.13 Recommendations to improve communication and the skills of staff to 
eliminate these gaps were made and timelines set for implementation.14 It was thought by 
skilling staff then they would be more confident in detecting and presenting information about 
clients, thereby increasing co-operation and enhancing communication. 

Through involvement in the suicide intervention project the broader mental health issues 
became more apparent. Over time practice changed from focusing on suicide to encompassing 
all of mental health. The main driver of the change process was one enthusiastic member of 
staff who championed and advocated for the changes. The staff member was given executive 
support and the mandate to move forward. As part of the process, changes were systematically 
evaluated before and after the change in the model of care was implemented. 

METHODS 

A mixed methods approach including action learning pre/post survey and analysis of 
admission data was used to assess the change in model of care. 

General practitioners were surveyed using a 12 item questionnaire and hospital nursing staff 
were surveyed using an eight item questionnaire prior to implementing the education and 
clinical supervision program. General practitioners were asked extra questions to determine 
their views as users of the hospital service. 

A survey based pre/post method was used to assess the education program and changes made 
to facilitate client admission. Twelve months later the questionnaires were repeated and 
answers compared. Group responses were then compared. 

In addition, numbers of psychiatric patient attendances were collected from the hospital patient 
master index. 

Accident and emergency attendance data including reason for presentation, numbers, gender 
was extrapolated from the accident and emergency attendance register and admitted episodes 
from the hospital ICD-10-AM coding system. 

RESULTS 

Accident and emergency presentation data 

Data from presentations to the accident and emergency department of mental health clients, 
was compiled from the register for the previous three financial years. Table 1 outlines the main 
types of mental illness presentations to the local rural hospital. 
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Table 1 Accident and emergency presentation for mental health related disorder 

Year Overdose Self harm 
General 

psychiatric 
Anxiety, 

depression etc Other 
2001–02 23 21 18 40 8 

2002–03 20 16 25 51 2 

2003–04 33 31 43 63 2 
Overdose — drug overdose with intention of self harm; Self harm — threatening suicide, suicidal ideation, mutilation, gunshot, 
hanging, gassing, etc.; General Psychiatric — psychosis, schizophrenia, psychiatric assessment; Anxiety and depression, Other — 
history of mental illness, requesting medication, somatic symptoms.  

Further analysis of data determined the gender balance, total number of presentations, the 
number that were either admitted to the local rural hospital or transferred to the regional 
hospital and those that were discharged home (Table 2). 

Table 2 Accident and emergency presentations — gender and admission status 

Year Male Female Total 
Discharge 

home 
Admitted/ 

transferred 
2001–02 40 70 110 49% 51% 
2002–03 49 65 114 58% 42% 
2003–04 82 90 172 46% 54% 
 

Data were extracted from the clinical coding system where the primary cause for inpatient 
admission was related to a mental illness as listed in Table 3. These admissions were from the 
accident and emergency department or direct admissions from the community. 

Table 3 Admitted episodes for mental health disorder 

Year *Admissions 
2001–02 113 
2002–03 156 
2003–04 181 
* Includes all mental illness including anxiety, depression, psychosis, suicide attempt, self harm, schizophrenia, etc 

General practitioner surveys 

GPs were asked 12 questions ranging from need for admission, suitability of the general 
hospital for mental illness admission, resources required, skills and support required. In total 
12 GPs were sent surveys of that number seven GPs completed at time one (baseline) and eight 
at time two (follow up survey). 

Responses sought to most questions were (free text) open ended, with the exception of the two 
items about admission to the local hospital and the support from the community psychiatric 
team. These results are presented in Table 4. 

Table 4 Responses to the GP survey (pre and post) 

 Time one — pre n=7 Time two — post n=8 

Question Yes No Yes No 
Perceived need for increased admissions to local hospital 4 3 7 1 
Adequate support received from community psychiatric 
team. 

4 3 6 3 
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In general most GPs found the role of the local hospital to be a short-term solution and physical 
environment not ideal in managing the acute mentally ill at baseline. The tone of responses 
changed in the follow up survey in that GPs perceived that given appropriate selection of 
clients they could be managed safely and adequately in the local hospital with support from 
the community mental health team. 

General practitioners expressed generalised lack of skill in the area of providing primary 
mental health care. Comments at the follow up survey were more directed at identifying 
specific skills acquisition needs. Similarly, GPs were asked what policies and guidelines they 
would like, they requested general guidelines at time one and at the second survey asked for 
more specific management guidelines. 

General practitioners found that they had improved access to psychiatrists and case workers 
and were working closer with these health professionals. They recognise that further effort in 
enhancing working relationships needs to occur. 

Hospital nursing staff 

Hospital nurses were asked eight questions ranging from knowledge and skills, resources, 
support and importance of the service. In total 30 nurses were sent surveys, 26 nurses 
responded at baseline with 21 nurses at follow up. 

Table 5 Responses to the hospital nursing staff survey (pre and post) 

 Time one — pre Time two — post 

Question Yes No Yes No 
Noticed an increase in the number of mental health 
clients in the last 12 months 

92% 8% 86% 14% 

Adequate knowledge and skills 35% 65% 62% 38% 
Has education increased your confidence 35% 65% 76% 24% 
Environment suitable for management of mental health 
clients 

27% 73% 52% 48% 

Adequate after hours support from community mental 
health 

46% 54% 71% 29% 

 

In general, most nurses rated the importance of offering service to mental health clients either 
high or very high at both time points. Only one staff member said the service was not 
important. 

Evaluation of the education program — hospital nursing staff 

Hospital nurses were asked five questions ranging from adequacy of topics, rating of 
appropriateness of education, improvement in knowledge base and requirement for ongoing 
education. In total 26 nurses responded at time 1 with 21 at time 2. 

Table 6 Evaluation of the education program (pre and post) 

 Time one — pre Time two — post 

Question Yes No Yes No 
Appropriate topics covered 42% 58% 71% 29% 
Willingness to continue with ongoing education 88% 12% 81% 19% 
 



 

 Central to Health: sustaining well-being in remote and rural Australia 5 
N a t i o n a l  

Rural Health 

C o n f e r e n c e  

All nurses rated the quality of the education sessions as good to excellent. At time two most 
nurses rated their level of knowledge as improved to the high/very high range in comparison 
to time one (only one nurse rated there was no difference in their skill level). 

DISCUSSION 

The data presented indicates a trend increase in mental health presentations at accident and 
emergency and subsequent inpatient admissions. It is interesting to note that the number of 
admissions resulting from accident and emergency presentations does not correlate with the 
number of admitted episodes for each year. Due to enhanced relationships and co-operation 
clients will often be admitted directly from the community via the community mental health 
team and GPs rather than through the Accident and Emergency department. Therefore, the 
increase in admitted episodes may be reflective of the GPs increased knowledge and skills in 
primary mental health and the general acceptance of this model of care. 

Of interest to note is the increase in the number of men attending accident and emergency with 
the ratio of male to female in the 2003/2004 year at almost 50/50. The reluctance of men to 
present with mental health concerns is well noted in the literature, therefore this trend is a 
pleasing outcome. What is not clear is why this is so, other than the generalised community 
approach to positive promotion of mental health issues. 

There is an apparent increase in the number of accident and emergency presentations for 
overdose or self-harm. It is unclear if this related to an increase in incidence or improved 
recognition of the hallmarks of self-harm that might have previously been attributed to a 
differential cause. The issue of stigmatisation of mental illness in rural communities is 
particularly important, as staff caring for these clients are often those the client knows of, or is 
related to. Anecdotally, health professionals would often document somatic symptoms as the 
reason for presentation rather than suicide attempt. This was generally motivated by protective 
concerns about stigmatising the client. With greater awareness and changes to the privacy 
legislation documentation practices have improved, therefore the increase may be related to 
better reporting rather than increased incidence. 

The increase in the accident and emergency presentation of general psychiatric issues may be 
related to the greater role that both GPs and hospital has taken in mental health. 

The model of care has been promoted within the local community through networks of health 
professionals and carers, publication in the hospitals annual report, articles in the local paper 
and through community forums. In one forum over 250 community members attended, which 
demonstrates the interest in the topic but also the level of concern the community has. The 
message that the hospital and GPs are sympathetic and responsive to mental health issues has 
spread and is likely to be a reason for an increase in presentations. This trend supports an 
assertion made by Keks, et al15 who have found that clients prefer to attend their local GP for 
psychiatric care. In recent times we have had several out of area clients present to the accident 
and emergency department because they were aware of the hospitals reputation and that they 
will be seen by a GP responsive to their needs.  

One would question if the effects of national initiatives such as “beyondblue” in destigmatising 
depression have also had an effect on the increase in presentations for anxiety and depression. 
Since setting up the “beyondblue” website in 2001 they have had in excess of 645 000 visits to 
the site and the initiative has been successful in promoting media interest with 1762 stories 
produced in three years.16 
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The surveys indicate that all the initiatives tried appear to be working to increase knowledge 
and skills in the management of primary mental health issues. Along with this has been an 
increase in confidence in caring for those presenting with mental health issues. The 
“beyondblue” initiative has been a key advocate in encouraging the Commonwealth 
Government to establish the Better Outcomes in Mental Health Care program.16,17,18 Through 
this program the fact that GPs play a key role in primary mental health has been recognised 
and funding allocated to provide appropriate training and support services to GPs. 

There is a further issue to address where both nursing staff and general practitioners expressed 
concern about the suitability of the local hospital environment in which to manage mental 
clients at the first survey. This remains a concern but less so at the second survey. Work in 
developing the criteria that restricts admission to low to medium risk clients has helped to 
lessen the concern. And ongoing work with education and investigating a model of clinical 
supervision continues. 

Of note is the increased perception by the nurses and doctors of support from community 
mental health colleagues. This illustrates the goodwill of rural health practitioners to work 
together for better outcomes for their clients. 

RECOMMENDATIONS 

From the analysis the following recommendations are made: 

• ongoing education of both medical and nursing staff is required 

• promotion of mental health issues in the community 

• develop a demonstration project proposal to submit for funding 

• develop collaborative protocols for inpatient management. 

CONCLUSION 

This project began because of gaps in service provision and follow up and has flourished to a 
sustainable practical model of collaborative mental health care. Evaluation clearly indicates 
that clients are aware of the service and are availing themselves of it. Along with this, staff are 
growing in skill and confidence in managing these clients. It is evident there is more work to be 
done to further define this model so that others who choose to, can replicate or adapt the model 
for their communities needs. 

Finally, the goodwill of the community mental health team, hospital nursing staff and GPs 
must be acknowledged in making this early work such a success. 
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