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Abstract 

Rural and remote health managers encounter the same workforce challenges over and over again: 
the challenge of responding skilfully to high-risk disorders in areas of low population density; the 
difficulty of providing appropriate professional development and support for isolated clinicians; 
frustrations associated with high staff turnover. 

Perinatal mental health disorders, including anxiety and depression, affect not only mothers and 
fathers but their infants and the entire family. Suicide is a leading cause of death for mothers in the 
first year after the end of a pregnancy. Parental mental health issues, and/or problems in the parent-
infant relationship, can have life-long adverse effects on the health, wellbeing and development of 
children.  

e-PIMH is a pilot project implemented by the Queensland Centre for Perinatal and Infant Mental 
Health (QCPIMH) from February to August 2016. The project operated in the four most rural 
Queensland Hospital and Health Services: South West, Central West, North West, and Torres and 
Cape.  

The project used a central point of contact (‘one stop shop’) to provide non-clinical advice and 
support, training, education and resources, for rural and remote practitioners working with parents, 
infants and families. The aim of this pilot project was to increase capacity within the existing rural and 
remote workforce to support perinatal and infant mental health, detect perinatal and/or infant mental 
health issues, and make early and appropriate referrals. Participating organisations included primary 
and secondary healthcare providers, along with early childhood services and young parents’ services, 
several of which were Indigenous-led organisations. 

Twelve training sessions were conducted with 172 participants, mostly front-line workers. Seventy-two 
meetings were held with 159 people, including medical staff and service managers. Most trainings 
and meetings were conducted face-to-face in regional centres, augmented by extensive use of 
videoconferencing, telephone and email contacts. A regular email was sent out, print and audio-visual 
resources were distributed, and staff were linked with other services for advice, referral information 
and supervision.  

A survey to evaluate the e-PIMH pilot garnered a 30% response rate. This paper reports on key 
findings including: 

• participants’ self-reported benefits from participating in e-PIMH, for themselves and their clients 

• perceived strengths of the e-PIMH model for building capacity in the rural and remote workforce 
to respond early and effectively to high-risk disorders, support isolated staff, and reduce the 
negative impacts of staff turnover 

• suggested improvements to the e-PIMH model 
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Introduction 

What is the Queensland Centre for Perinatal and Infant Mental Health (QCPIMH)? 
The Queensland Centre for Perinatal and Infant Mental Health (QCPIMH) was established in 2008 as 
a statewide hub of expertise in perinatal and infant mental health, to provide consultation, liaison and 
support to public mental health services and the broader community sector, using whole-of-
government and cross-sectoral clinical and community partnerships and networks. 

Although QCPIMH sits within Children’s Health Queensland, as the only statewide Hospital and 
Health Service in the Queensland public health system, the Centre is Queensland’s lead organisation 
for both perinatal and infant mental health. Our strategic directions are Service Development and 
Implementation, Mental Health Promotion and Prevention, Workforce Development, Research and 
Evaluation, and Advocacy. 

Over recent decades a strong evidence base has emerged which highlights: 

• the importance of the early years of a child’s life, including the establishment of secure 
attachments  

• the impact of parental mental health issues and trauma on a child’s wellbeing and development 

• the effectiveness of interventions designed to minimise risk and increase protective factors for 
parents, infants and families 

• the need for an integrated approach to the delivery of services provided to high-risk parents, 
infants and families 

Optimal maternal and paternal mental health is critically important to the infant’s mental and physical 
health and development. The effects of parental mental illness on infants occur early. If left untreated, 
parental mental illness in the perinatal period can negatively affect parent-infant and family 
relationships; infants’ social and emotional wellbeing, mental health and development; and parents’ 
productivity in the workplace and other environments. It is important to identify and treat those at risk 
as early as possible in order to ensure the social and emotional wellbeing of the whole family and 
prevent future mental health problems for the children.  

The perinatal and infant mental health system of care relies on many interrelated services working 
together towards a common goal. To achieve significant outcomes for the mental health and wellbeing 
of mothers and fathers in the perinatal period, infants, and families, services must be high quality, 
culturally responsive, accessible and seamlessly integrated within a system of care. 

What is perinatal and infant mental health?  
Perinatal mental health describes the mental health and emotional wellbeing of parents, from 
conception until two years after the end of pregnancy. For most families, this is a time of excitement 
and joy. However, adjusting to pregnancy and parenthood can be stressful. 

Perinatal mental illness covers a range of emotional and mental health disorders from mild and 
transient to severe and disabling. These can occur at any time during or after a pregnancy. The most 
commonly experienced mental health disorders are anxiety, depression, or a combination of both. 
Other illnesses such as postpartum psychosis or bipolar disorder can also occur at this time. Both 
mothers and fathers can experience perinatal mental health difficulties. It is estimated that 10% of 
mothers and 5% of fathers (1) will experience clinically significant depression during the pregnancy 
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period, and at least an equal number will experience clinically significant anxiety. These figures rise to 
16% of mothers (1) and 10% of fathers (2) in the year following the end of a pregnancy. Prevalence 
rates for infant mental health issues are less well-established, but a calculation based on infants 
accepted for mental health treatment by Queensland’s largest infant mental health team, as a 
percentage of the birth rate in its catchment, suggests that up to 1% of infants and young children to 
age 4 are currently being identified as experiencing clinically significant disruption to their mental 
health and wellbeing.  

Depression and anxiety in the perinatal period can significantly impair a parent’s ability to cope with 
day-to-day life, including taking care of themselves, their infant and other family members. Parents 
with a pre-existing mental health issue may find the perinatal period particularly challenging. 
Unplanned or unexpected outcomes of pregnancy, such as a difficult birth, can have significant 
emotional impacts. It is a sobering fact that, in Queensland and other parts of the developed world, 
suicide is the leading cause of death among women in the first 365 days following the end of a 
pregnancy, outweighing all obstetric causes combined (3). 

Early detection, early intervention and effective treatment for mental health issues in the perinatal 
period can reduce the severity and duration of illness, and can prevent future recurrence of perinatal 
mental health problems. If left untreated, parental mental health issues can continue to affect parents, 
the infant and the whole family; and the effects of parental illness on infant brain development can 
generate sequelae that persist into the child’s adulthood (4). It is important to identify parents at risk of 
mental health issues, and support them, as early as possible. 

Infant mental health describes the mental health and emotional wellbeing of infants and young 
children to the age of four years. The relationship between the infant and their primary care-giver is 
central to the child’s mental and physical health and development, and has far-reaching impacts 
throughout childhood and into adulthood (5). 

In 1975 Dr Edward Tronick (clinical psychologist) and his colleagues conducted the ‘still face 
experiment’, which demonstrates the importance of attuned relationships between parent and infant. 
His video of a one year old with her mother (6) shows the mother and daughter interacting and 
‘connecting’ with one another. They demonstrate through their interactions that they understand one 
another, and the infant is clearly experiencing a sense of agency. After a few moments, the mother is 
asked to turn away and then look back at her infant without any facial expression. Straight away, the 
infant attempts to ‘reconnect’ with her mother. She attempts to draw her mother’s attention back 
through her behaviours. She does this by reaching out to her and looking attentively at her mother. 
When she receives no reciprocal response, the child escalates her attempts to engage the mother by 
making noise, even screeching at her. After only a short time, the infant begins to behave in a 
significantly distressed manner. Her distress is demonstrated by behaviours such as looking away 
from her mother and eventually losing control of her body posture. 

As soon as the mother responds however, the infant recovers her equilibrium, and the dyad quickly 
returns to interacting and engaging with one another. This form of interaction is very familiar for the 
infant, so she is able to recover quickly. Ed Tronick comments on ‘the good, the bad and the ugly’. He 
refers to the ‘good’ being the common, everyday interactive exchanges between parents and infants. 
The ‘bad’ refers to times of distress where the infant is able to overcome their distress with the help of 
a parent to reorganise their emotions. The ‘ugly’ refers to those times where the infant is always in a 
state of distress and the parent or significant ‘other’ is frightening or unable to respond. This results in 
there being little or no opportunity for reparation of the relationship. This state of affairs, which may be 
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driven by parental depression, anxiety or stress combined with other situational factors, can impair the 
development of the infant’s sense of security, connection and being valued, which in turn can have 
long-term impacts on social and emotional well-being. 

Perinatal and infant mental health in rural areas 
It is difficult to gather prevalence statistics for perinatal and infant mental health issues specifically in 
rural and remote areas. However, it is intuitively logical that many rural and remote families face 
pressures on top of those experienced by families in metropolitan areas, which are likely to impact on 
their mental health and emotional wellbeing. Such pressures may include job insecurity, financial 
insecurity and hardship as a result of fluctuations in primary industries; impacts of drought and other 
natural disasters; geographic isolation and the ‘tyranny of distance’; and—in many areas—scarcity of 
health and other support services. Indigenous communities experience specific well-documented 
challenges to physical health and socio-emotional wellbeing.  

According to the Australian Institute of Health and Welfare’s 15th biennial report on the nation’s 
health, Australia’s Health 2016 (7), in 2013 8.9% of the Australian population lived in outer regional 
areas, 1.4% in remote areas and 0.9% in very remote areas. The report found that Australians living 
in outer regional/remote areas are more likely to suffer from a mental health condition than those in 
the major cities. Queensland is the second largest state in Australia, and more than half its population 
lives outside the greater metropolitan area of Brisbane (8). With this in mind, it is important to consider 
how to effectively support the mental health and wellbeing of mothers, fathers, infants and families in 
rural and remote areas. 

In May 2016, Save the Children released the State of Australia’s Mothers report (9). Queensland was 
identified as the worst state in which to be a mother, as evaluated by factors such as average number 
of antenatal visits, child development scores, mother’s education level, household income and 
mother’s access to social resources (9). Those in rural and remote areas of Queensland were worse 
off, with Aboriginal and Torres Strait Islander mothers disadvantaged on almost all indicators (9). 

Queensland is divided into 16 hospital and health services (HHS), which are very diverse in terms of 
geographic features, demographic patterns and cultural constitution, and have different needs which 
may be best met by different models of service. The Cape York Peninsular and Torres Strait, for 
example, are characterised by the presence of numerous Indigenous communities with limited birthing 
facilities, while the South West has many families living in isolated situations on large properties and 
birthing facilities only at Roma Hospital. 

What is QCPIMH doing about perinatal and infant mental health in rural and remote areas? 
QCPIMH is addressing this complex situation on two levels. On a macro level, QCPIMH has 
developed a state-wide strategy and framework to respond appropriately and flexibly to perinatal and 
infant mental health needs in rural and remote areas. The strategy aims to help standardise the level 
of PIMH support across the state, whilst remaining flexible and responsive to local contexts and the 
frequently changing rural and remote environment. Based on reflective practice and action learning 
principles, QCPIMH supports ongoing consultation and review of identified strategies to connect and 
build local workforce capacity. 

On a practical level, the Centre has implemented a pilot model of non-clinical support for services 
working with mothers, fathers, infants and families experiencing mental health challenges in the 
perinatal period in rural and remote areas. The pilot project, e-PIMH, provided an opportunity for 
workforce development in collaboration with the four most rural and remote HHS: South West, Central 
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West, North West and Torres and Cape HHS. This workforce development initiative was designed to 
pilot a model for building capacity in the existing workforce, to respond appropriately to perinatal and 
infant mental health needs, and support timely and effective interventions for families close to where 
they live.  

Procedure 

The pilot was conducted from February to August 2016. It used various modalities for engagement 
(including face-to-face meetings, telephone, email, video conferencing, and training and education), 
which allowed services to engage to a level and at a pace that was appropriate for them and their 
staff. The pilot worked across relevant sectors involving government, private and non-government 
services. It aimed to strengthen service delivery by increasing the confidence and competence of 
local, on-the-ground service providers to respond appropriately to PIMH needs. The pilot was 
evaluated using primarily qualitative methods, seeking feedback via an online survey and the use of 
pre- and post-training evaluations. 

Results 

Fifty-three participants responded to the online survey, representing a response rate of approximately 
30%. Respondents ranged in occupations from service managers and Medical Officers to nursing and 
allied health staff, Indigenous Health Workers, community workers and early childhood educators. 
Just over half were from government services, with 38% from non-government and 6% from the 
private sector. Respondents had engaged with the pilot through the full range of modalities. Site visits 
were often interpreted as a form of educational in-service, even when project staff had not 
conceptualised these as ‘educational’ visits. 

Respondents indicated through the online survey that e-PIMH had raised their awareness of perinatal 
(88%) and infant (80%) mental health issues. Respondents said that the resources provided through 
e-PIMH had assisted them in their direct work with clients (85%). Sixty-eight percent of respondents 
had shared the resources they received with colleagues in their own or other services. Approximately 
76% of respondents felt the project had helped strengthen local referral pathways. 

Ninety-four percent of respondents agreed there is a strong need for a model of support like e-PIMH 
to build capacity of the rural and remote workforce. Eighty-seven percent agreed that the e-PIMH 
model fit well with their current service. A further 94% said their service would be open to accessing 
and using the support provided by the pilot.  

The training and education component of e-PIMH was specifically assessed through participant 
evaluation questionnaires. The majority of education sessions focussed on general awareness-raising 
about perinatal and infant mental health, including where to access resources and further information, 
and how to refer a family for more specialised support. The e-PIMH project also delivered clinical 
education on infant mental health to several groups of healthcare workers. Participants in the latter 
training reported increased knowledge relating to social and emotional development, the importance 
of early relationships, attachment, regulatory capacity, impact of trauma on the developing brain, 
strategies to assist children with a history of trauma, and strategies to assist children with a disrupted 
attachment history. 
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Discussion and recommendations 

Evaluation of the e-PIMH pilot produced five recommendations: 

• Develop a model of telehealth for perinatal and infant mental health that incorporates clinical 
support (e.g. consultation liaison), and provision or co-ordination of clinical supervision and 
mentorship, in addition to non-clinical support and advice 

• Support ongoing training, education and awareness-raising, making use as appropriate of face-to-
face training, videoconferencing, webinars and web-based opportunities such as Queensland 
Health’s iLearn platform 

• Continue building relationships and trust, and ensure ongoing consultation around changing 
needs, through outreach visits and contact with regional, rural and remote sites 

• Continue the current communication strategy with regional, rural and remote stakeholders to 
maintain relationships and build capacity, including continuing to provide regular emails on 
specific topics of interest with attached resources  

• Promote and participate in consistent collection of relevant data, in order to advocate for the 
development of services to support perinatal and infant mental health in regional, rural and 
remote areas 

Feedback from the survey and training evaluations reinforce the importance of organisational 
readiness to participate in a telehealth model for perinatal and infant mental health. The model needs 
to be creative, flexible, and responsive to specific local needs. Although video-conferencing is a well-
accepted tool for communication in rural and remote areas, outreach visits are considered extremely 
important building trust and rapport: services need to feel sure that the visiting service ‘gets it’. 
Training and education should integrate face-to-face approaches with distance education methods. 
While the emailing of resources was valued, participants particularly appreciated that they were not 
inundated with emails, and the topics were tailored to needs they had expressed. 

Conclusion 

On the basis of the e-PIMH pilot, QCPIMH is now developing a model for telepsychiatry to support 
local responses to perinatal and infant mental health in rural and remote areas. The model is intended 
to provide a clinical component, to complement the non-clinical support that was trialled through e-
PIMH. The emerging model will be the subject of an interactive workshop at the upcoming 14th World 
Rural Health Conference, and QCPIMH is keen to hear from other services working in telehealth 
regarding learnings, warnings and recommendations. 

Policy recommendation 

To support timely, high quality perinatal and infant mental health care close to home through 
telehealth initiatives and building local workforce capacity. 
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