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Introduction 

The National Rural Health Alliance welcomes this opportunity to provide views on elements of 

the new Flexible Care Packages for People with Severe Mental Illness (FCPs) measure, which is 

being implemented through Access to Allied Psychological Services (ATAPS) arrangements and 

which encompasses additional clinical services, non-clinical support and case coordination for 

people with severe mental illness. 

 

This submission argues for approaches that first and foremost improve equity of access for 

people in rural and remote Australia and that provide the scope for local tailoring of services to 

reflect local workforce availability and local community needs. In doing so, the submission seeks 

to respond to the specific questions raised in the Department‘s discussion paper. 

The case for improving equity in mental health services  

At the outset, the Alliance seeks to highlight the need for this program of support for people with 

a severe mental illness to have the clear objective of improving equity of access for rural and 

remote Australians. 

 

In this regard, it is relevant to note that access in rural areas to mental health Medicare-funded 

services (through the Better Access to Mental Health program) is reported by the Mental Health 

Council of Australia as falling far short of levels in major cities, as shown in the table below:  

 
Table 1: Items by geographic area for 2007-2008 – services per 000 population and access ratios   

 GP Mental 

health plan 

Access 

ratio 

Psychological therapy 

service (provided by 

clinical psychologists) 

Access 

ratio 

Focused 

psychological 

services  

Access 

ratio 

Urban 25.3 1 36.5 1 61 1 

Rural  23 .91 15.7 .43 46.8 .76 

Remote 8.6 .34 4.2 .12 10.1 .17 

Average 24.3 n/a 30.3 n/a 56.0  

 

This mal-distribution must be regarded as most serious.  The program involved MBS outlays of 

about $1 billion to December 2009, and the MHCA estimated they would be $2 billion by 2011.  

The program is one of the mainstays of people‘s access to mental health services, especially for 

early intervention. 

  

At any given time, rates of suicide tend to increase with increasing rurality.  The AIHW 

Mortality Report (2007) confirmed that 15-24 year old males in regional areas were 1.5–1.8 

times more likely to end their life by suicide than their urban counterparts.  The incidence is up 

to six times higher in Very Remote areas.  The inter-regional comparison is almost as bad for the 

next age group (25-44 years - where national rates for males are highest), and it is also worse in 

non-metropolitan areas among 45-64 year old males.  Overall, suicide rates have declined slowly 

in Major Cities but have shown little change in rates in regional areas.  
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Specialist hospitals for people with severe mental illness are located only in major cities (there 

are 10 of them) and in major regional centres (9), with none in outer regional towns and 

communities.  (Source: AIHW 2010 page 65.) 

 

The distribution of the mental health workforce is badly skewed - as shown in the following 

table: 

 
Table 2: health workforce per 100, 000 population 

 Major cities Inner 

regional 

Outer 

regional 

Remote, 

very remote 

Mental health nurses
1
 69  42 32 

Psychiatrists/psychiatrists in 

training 
2
 

22  6 3 

Primary practitioners
3
 95 85 84 106 

Hospital non specialists
3
 40 21 15 45 

Total Medical non specialists 135 106 99 151 

Source: 
1 

Mental Health Workforce Advisory Committee; 2005 data. 
2
 Medical Labour Force Survey, AIHW 2004.  

3
 Medical Labour Force 2007, AIHW October 2009. 

 

In commenting on the 2004 figures, the Mental Health Workforce Advisory Committee noted 

that people living in non-metropolitan areas, particularly those in rural and remote communities, 

are less than half as likely to receive services from a private psychiatrist as people residing in 

capital cities, and when they do see private psychiatrists, they are likely to have about one third 

less consultations. Thus people in rural Australia have less than one third the access to private 

psychiatrists. 

 

The Alliance is also concerned about the impact on mental health of recent climate change and 

extreme weather such as the series of droughts and more recently floods.  The Medical Observer 

has estimated that one in five people affected by natural disasters is  likely to develop mental 

health problems, and we consider that this impact is generally more likely to be felt in rural  

areas, thus increasing the overall burden on the mental health system and the broader health 

system in rural areas. 

 

In the view of the Alliance, every effort needs to be made to address these continuing imbalances 

and to give substance and meaning to the concept of universal access that has underpinned 

Australia‘s health system for many decades.  

 

Flexible care packages are a crucial component of addressing the needs of people with more 

severe forms of mental illness in rural and remote Australia. We are pleased to support the 

provision of these flexible care packages through ATAPS, which has been able to deliver 

―approximately 45% of services in rural Australia‖ (DoHA Review of ATAPS component of 

Better Outcomes in Mental Health Care Program, February 2010).  However an Alliance 

correspondent reports that the total allocation to their region under the flexible care packages is 

$60,000 which ―would provide about one small leg of a full-time mental health worker‖.   
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It is therefore apparent that such funding needs to be targeted to areas in which there are critical 

service gaps, such as those described as mental health or suicide ‗hotspots‘. 

Response to selected DoHA Discussion Paper questions 

Who can refer people for Flexible Care Packages? Is a Mental Health Treatment Plan required? 

It is intended that GPs and psychiatrists can refer to FCPs. In exceptional circumstances, other 

providers may be eligible to provisionally refer to FCPs if prior agreement from the Department 

has been granted. 

 

Are there other clinicians who would be appropriate to provisionally refer people with severe 

mental illness for FCPs? If so, what special conditions should be placed on these referrals? 

Alliance Response 

The Flexible Care Packages program must be tailored to address the mental health workforce 

distribution.  Given the dearth of psychiatrists in rural areas and the undersupply of GPs, there is 

a clear need for broader scope for referral to apply in rural areas as a standard rather than 

exceptional arrangement.  We can see good reason why hospital and AMS medical officers, 

suitably qualified nurse practitioners, mental health nurses, Aboriginal mental health workers, 

community mental health services (if they exist in these areas), and remote area nurses where 

there are no GPs or other  medical officers available should be considered as agents for referral. 

 

The referring individuals need to be able to case manage the clients because, particularly in 

remote areas, there will be few specialist mental health staff on the ground and those that are 

available will be reaching out (travelling) to remote areas and not based locally. 

 

A broader base of at least ‗provisional‘ referral is justified on the grounds that there should be 

multiple entry points into the system, to increase the prospects of reaching those who least use 

mental health services at present. This includes males who access the MBS Better Access 

program at less than half the rate of females. 

 

The discussion paper suggestion of ‗provisional referrals‘ indicates that access to the program 

would still be subject to diagnosis of need confirmed by a well-qualified practitioner.  The 

guidelines often require a specific diagnosis to be made at the first consultation which, in the 

field of mental health, is not regarded as being ethical.  Once made, such diagnoses (or ‗labels‘) 

tend to remain with the patient and this is particularly damaging for vulnerable adolescents.  It 

may be especially dangerous if the diagnosis is made even before the patient sees the GP, for 

instance by an Enrolled Nurse in the surgery. 

 

There may well be local hospital medical officers and psychologists who are well-qualified to 

make such a diagnosis of need. In this context, rather than highly prescriptive program 

guidelines, the Alliance recommends that the Local Division or Medicare Local is able to 

determine which of the available health professionals are appropriate for making such diagnoses 

of mental illness and need for a Flexible Care Package.     
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Question 

What is a reasonable time period for clients to have a Mental Health Treatment Plan developed if 

they have been provisionally referred by other than a GP or psychiatrist?  

Alliance response 

For people with severe mental illness, it is clear that urgent treatment and support is required, 

irrespective of their gateway of entry into the system. Rather than specify ―a reasonable time 

period‖ for development of a mental health plan, guidelines to Divisions and Medicare Locals 

might state that high priority must be given to both diagnosis and development of a Mental 

Health Treatment Plan, and that the timelines actually achieved be subject to annual performance 

reporting.  Evaluation of the timeline achieved needs to account for the availability of staff; in 

rural and remote areas one mental health worker will be covering many communities.   

Question 

What arrangements should be put in place to facilitate seamless transition between 

Commonwealth and State funded mental health services to meet the changing needs of 

individuals?  How can Divisions (and later Medicare Locals) establish partnerships with local 

NGOs to ensure integration and coordination of services? 

Alliance Response 

There is possibly no starker example of the need for coordination between state-based services 

(Local Hospital Networks) and Medicare Locals than in the area of mental health.  Close 

coordination is required to develop flexible, patient pathways suited to the needs of patients, to 

reduce the incidence of avoidable hospitalizations and to ensure well-managed discharge of acute 

patients back into community and primary care.  Divisions/Medicare Locals should be 

specifically tasked to work with Local Hospital Networks to develop integrated patient pathways 

for people with more acute mental health needs.  

 

Mental health comprises an estimated 13 per cent of the burden of disease and an estimated 11.1 

per cent of GP encounters involve the management of a psychological condition.  It is therefore 

crucial that Divisions/Medicare Locals have good knowledge of and partnership arrangements 

with local NGOs who are integral to support people with mental health conditions. The 

requirement should be specified in relevant funding agreements.  This might involve some 

shifting of costs and responsibilities between public and private services, or from one service to 

another, but at least it should result in patients being seen by an effective service. 

 

It would seem sensible to leave it to each Division/Medicare Local as to how they achieve these 

partnerships. Periodic reporting on program performance, such as is currently undertaken, can 

identify good practice in such partnerships and on the level of interaction with relevant NGOs.  

Question 

What type of clinical and non-clinical services may be needed for individuals receiving FCPs?  

The FCPs are intended to include clinical care and case coordination for people with severe 

mental illness being managed in the community and to enable access to non-clinical support 

services, such as structured social activities, psychosocial rehabilitation, vocational support or 

respite services for carers. 
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Alliance Response 

We note that the arrangements for flexible care packages are to cover both the initial $58.5 

million over four years from 2010-211 for clinical services and case coordination and the 

subsequent $60 million for non-clinical support over the three years from 2011-2012.  

 

In developing Mental Health Treatment Plans, it will be important for rural health practitioners 

to have the discretion to choose, in consultation with the patient and their carers, the most 

appropriate treatment, having regard to what is locally available by way of support systems and 

services.  People in rural and remote areas should not be denied services simply because some 

health professions are not readily available.  Prescriptive processes that do not allow some 

flexibility across the two sources of funds will not be appropriate in rural and remote areas.  

 

Decisions on such flexibility, and accountability for the overall disposition of the funds, is best 

managed at the Divisional/Medicare Local level, given their knowledge of the local environment.   

 

It also follows logically that services should be able to be purchased from whatever sources are 

both relevant to the particular treatment plan and available in the locality. This is especially the 

case where private allied health professionals are in very short supply or simply not available at 

all.  From a quality assurance perspective, however, it would be crucial for the actual provider of 

the service to have the appropriate credentials to support people with a severe mental health 

condition.  This issue is addressed further below. 

 

Another key requirement is to ensure that Commonwealth funding from this program does not 

displace existing services provided by state/territory government or non-government 

organisations.  In developing their partnerships and patient pathway arrangements, 

Divisions/Medicare Locals might seek to include provisions that services purchased from state 

government or NGOs using the Flexible Care Package would be additional to those already 

provided through the service, and that people with mental health plans will continue to be 

afforded at least the same priority for access that they would have had prior to implementation of 

the program.   

 

Overall the Alliance believes the local health practitioner should be able to exercise discretion in 

both the nature and the source of the treatment and support, while overall administration of the 

scheme at Divisional/Medicare Local level should seek to put in place the arrangements to 

ensure that purchased services are additional to those available from other sources. Funding 

arrangements should be such to offer long-term contracts for organisations and their staff, to 

provide the best possible conditions for stability and staff retention. 

  

Reflecting a true primary health care approach to the challenge, the arrangements put in place 

should include the services of accommodation support officers where those  services are 

available and best meet client needs..     

Question 

What quality issues need to be addressed? 

Who should be responsible for implementing any quality framework that may be developed? 
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How can we best support interfaces to allow Divisions to work effectively with state based 

services?  What constitutes a best practice model?  What information would best support service 

provision? 

 

The discussion paper notes that: 

  
―It is important that there be consistency in quality and clinical appropriateness in 

services provided under FCPs throughout Australia. New linkages and pathways will 

need to be developed, and additional support to assist Divisions through this process will 

be required. The promotion of best practice is important in the delivery of FCPs. This 

can be achieved through sharing and disseminating information on, and examples of, the 

standards and competencies that are most critical for effective service delivery. This 

could include innovative service models, credentialling and scope of practice, triaging 

and ways to attract and retain staff.” 

Alliance Response 

The Alliance strongly supports the objective of high quality effective service provision, with an 

emphasis on early intervention for those who have severe mental illness rather than waiting for a 

crisis to occur. The needs are too great and the resources too few to allow ineffective or wasteful 

use of the funds. 

 

The preferred approach is to encourage innovative service models and the sharing and 

dissemination of best practice, rather than having an inflexible and prescriptive approach to 

program rules and conditions. The AGPN‘s Rural Palliative project model, providing resource 

kits on such matters as Engagement and Partnerships, Education, and Clinical Support and 

Management offers one model of support and quality service provision.   

 

As with the Better Access program, we also consider that periodic written reports to the referring 

GP or equivalent health practitioner from the allied health professionals providing professional 

therapy and support would provide a valuable communication and feedback process to ensure 

that there is adequate review of progress for the individual.  

Question  

What aspects of credentialling should be considered when engaging allied health providers to 

deliver Flexible Care Packages?  What information do Divisions need to facilitate credentialling 

and define the scope of practice for ATAPS service providers?  What support mechanisms are 

needed for Divisions?  What specific elements are needed to appropriately support allied health 

professionals in ATAPS delivering FCPs?  Would an expansion of the GP Psychology Support 

Service provide this support?  If a different support mechanism is preferred, how should it be 

structured? 

 

The discussion paper notes that:   

“To ensure consistent quality throughout Australia, allied health professionals engaged 

under ATAPS to deliver FCPs should be appropriately credentialled and have their scope 

of clinical practice defined in accordance with both their level of skill and experience and 

the clinical practice in the ATAPS context. 
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Clinical support for the workforce 

 

With the move into providing services for people with severe mental illness, there is a 

need for additional clinical support for ATAPS allied health providers delivering FCPs. 

Models of providing this support will need to be considered and may include models such 

as the GP Psych Support Service. The Royal Australian College of General Practitioners 

is currently engaged through a funding agreement with the Department to deliver the GP 

Psych Support Service. This service provides GPs with phone, fax and internet/email 

access to patient management advice from a psychiatrist within 24 hours (or 48 hours for 

specialised drug and alcohol or child and adolescent mental health matters) of their 

request.” 

Alliance response 

Because the client group consists of people with a severe mental condition, expert support would 

generally be required. For all professions – whether already subject to national registration and 

accreditation or not - we consider that the professional eligibility arrangement applying to the 

MBS Better Access Program would be appropriate; in other words, that the health professional is 

a registered member of their Association and is certified to meet the mental health competency 

standards established by their professional body.   

 

For other vital services such as drug and alcohol counselling or respite for carers, the 

arrangements may need to be more flexible but the service should be required to provide 

evidence of its capability to support someone with a severe mental health condition. 

Professionals such as mental health social workers and services providing drug and alcohol, 

respite or vocational support, for example, should provide evidence to the Division/Medicare 

Local of their qualifications and competencies.    

 

This ‗registration process‘ at Division/ML level would automatically produce a register in the 

locality of available and competent service providers, build necessary linkages and partnerships, 

facilitate linkages for the provision of specific training and education and also provide a linkage 

for mentoring and support for the local health professionals and others engaged in the program.  

In remote areas this is likely to require further training for staff on site since mental health staff 

are unlikely to be available locally. 

 

The local availability and provision of multi-disciplinary CPD would be a key long-term element 

of the program, and priority funding should be available for this purpose. 

 

Consideration should also be given to expansion to the existing GP Psych support service to 

enable its access by professionals other than GPs who are providing service under a Flexible 

Care Package Mental Health Treatment Plan. 

 

In relation to health services generally in rural and remote Australia, the National Health and 

Hospitals Reform Commission has suggested a range of measures to boost capacity and support 

the workforce.  Its proposals include telehealth services (practitioner to practitioner; practitioner 

to specialist); referral and advice networks for remote and rural practitioners that support and 
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improve the quality of care; on-call, 24 hour telephone and internet consultations and advice for 

urgent services, staffed by remote practitioners; and expansion of specialist outreach.  All these 

measures would be relevant to support for the mental health workforce in rural and remote 

Australia 

 

Another valuable method of support would be through case review, mentoring and support 

arrangements offered by visiting psychiatrists, and extension of this program to include visiting 

psychologists.  In this last, there should be funding to offer mentoring and support to local 

mental health workers in smaller and more remote towns and communities.  

 



11 

 

  

Attachment  

 

Member Bodies of the National Rural Health Alliance 

 

ACAP (RRSIG) Australian College of Ambulance Professionals (Rural and Remote Special 

Interest Group 

ACHSM Australasian College of Health Service Management 

ACRRM Australian College of Rural and Remote Medicine 

AGPN Australian General Practice Network 

AHHA Australian Healthcare & Hospitals Association 

AHPARR Allied Health Professions Australia Rural and Remote 

AIDA Australian Indigenous Doctors‘ Association 

ANF Australian Nursing Federation (rural members) 

APA (RMN) Australian Physiotherapy Association Rural Member Network 

APS Australian Paediatric Society 

ARHEN Australian Rural Health Education Network Limited 

CAA (RRG) Council of Ambulance Authorities (Rural and Remote Group) 

CHA Catholic Health Australia (rural members) 

CRANAplus CRANAplus – the professional body for all remote health  

CWAA Country Women‘s Association of Australia 

FS  Frontier Services of the Uniting Church in Australia 

HCRRA Health Consumers of Rural and Remote Australia 

ICPA Isolated Children‘s Parents‘ Association  

NACCHO  National Aboriginal Community Controlled Health Organisation  

NRHSN National Rural Health Students‘ Network 

RACGP (NRF) National Rural Faculty of the Royal Australian College of General Practitioners  

RDAA Rural Doctors‘ Association of Australia 

RDN Rural Dentists Network  

RHWA Rural Health Workforce Australia 

RFDS Royal Flying Doctor Service of Australia 

RHEF Rural Health Education Foundation 

RIHG  (CAA) Rural Indigenous and Health-interest Group of the Chiropractors‘ 

Association of Australia 

RNMF (RCNA) Rural Nursing and Midwifery Faculty of the Royal College of Nursing Australia  

ROG (OAA) Rural Optometry Group of the Australian Optometrists Association 

RPA Rural Pharmacists Australia—Rural Interest Group of the Pharmacy Guild of Australia, the 

Pharmaceutical Society of Australia and the Society of Hospital Pharmacists of Australia 

SARRAH Services for Australian Rural and Remote Allied Health 

 


