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Terminology
The following terms have been used throughout this report:


‘Participant’ – in the context of person with a mental illness receiving professional mental
health care (non-inpatient) or social and emotional wellbeing support.



‘Care recipient’ – in the context of person with a mental illness having a non-professional
carer (example: a family member).



‘Patient’ – in the context of a person with a mental illness receiving treatment from a
General Practitioner or hospital.

Aboriginal and Torres Strait Islander people are referred to as:
 ‘Aboriginal people’ or ‘Aboriginal person’.
Non-Aboriginal, non-Government Organisations that provide mental health services are referred to as


‘Community mental health services’

Northern Territory Mental Health Coalition
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Section 1. Introduction
1.1. Background
The Northern Territory Primary Health Network (NT PHN) Mental Health and Suicide Prevention
Needs Assessment (MHSP NA) took place over six weeks in early 2016. An identified limitation and
substantial gap in the overall development of the Needs Assessment was a lack of regional
consultations. The MHSP NA recommended that a minimum six-month timeframe be granted for a
future needs assessment, to allow for comprehensive stakeholder consultation, Northern Territorywide (NT) (Northern Territory PHN, 2016).
In February 2017, NT PHN engaged the Northern Territory Mental Health Coalition (the Coalition), as
the peak body for community managed mental health services in the Northern Territory, to undertake
the Mental Health and Suicide Prevention Service Review (MH and SP Service Review), inclusive of the
following service deliverables:
1. Undertake a comprehensive review of mental health and suicide prevention service provision
in the Northern Territory (NT) and present the findings in a report to NT PHN. Ensure the
report is delivered within a region approach and is inclusive of the following components:
A description of each organisation providing Mental Health (MH) and Suicide Prevention (SP)
services in the NT including;








Scope, eligibility criteria for service;
Extent of the services provided within the Stepped Care Framework;
The funding sources for these services;
Accreditation status and review of the quality and clinical governance processes;
Through a CQI lens understand the data collection processes;
Client capacity and client journey
Geographical coverage

2. Deliver five Roundtable Forums in the following geographical areas that engage with key
stakeholders to ascertain needs, priorities and opportunities for improving the service system
on a regional basis.
Forums to be held in;






Darwin
Katherine
Alice Springs
Tennant Creek
Nhulunbuy

The purpose of the forums was:


To consult with key stakeholders (service providers - both NGO and Government,
consumers, and carers) about the needs in the regional area and to develop a
comprehensive understanding of the service system within the Stepped Care Model;

Northern Territory Mental Health Coalition
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To provide an opportunity to further inform NT PHN’s Needs Assessment by identifying
gaps and opportunities in the sector, and across sectors, to improve the MH and SP service
system on a regional level.
In partnership with NT PHN, to provide information about the Stepped Care Model and the
role of NT PHN;
To develop improvement plans to progress the work for system improvement in mental
health and suicide prevention at a regional level;
To using a CQI model to explore opportunities and challenges for system integration and
coordination in the Northern Territory. Other sectors identified include the Alcohol and
Other Drug sector, the Youth sector, Aboriginal Community Controlled sector, Domestic
and Family Violence Response sector and the Primary Health sector.

This document is the Final Report of the Mental Health and Suicide Prevention Service Review. It
reports on all project deliverables with the exception of the following components of Deliverable 1,
which can be found in the Service Review:





Scope, eligibility criteria for service
Geographical coverage
The funding sources for these services;
Client capacity

1.2. Methodology
At the outset, the Coalition project team developed a project plan and methodology for the collection
and analysis of mental health service data (Deliverable 1) and the regional consultations (Deliverable
2). A reporting framework was also developed.
Service profile survey
A self-report survey was used to collect service data (Appendix 2) and a descriptive data analysis
approach was used to analyse the extent of service delivery within a stepped care framework (see
Sections 3.2, 4.2, 5.2, 6.2, 7.2). The remaining service data was tabulated (see Service Review) and
analysed in reference to key deliverables (see Sections 2.8, 2.9, 2.10).
Surveys were emailed to more than 35 mental health service providers, inclusive of Top End Mental
Health Services (TEMHS) and Central Australia Mental Health Services (CAMHS). The participation rate
was above 80%.
Exclusions from the service review were determined at the outset:
-

All General Practitioners – including those based in remote clinics
All private psychologists and psychiatrists (except for those based in remote communities)
Other community services, such as Housing, Youth and AOD Services
Peak bodies and other community organisations that do not directly provide services

Roundtable Forums
Regional roundtable forums were well attended by mental health professionals, and senior managers
and executives from the Northern Territory Department of Health (NT DoH), TEMHS, CAMHS, the
community mental health and suicide prevention sector, the Aboriginal Community Controlled Health
Service (ACCHO) sector, carers, consumer representatives and community members (see Appendix 1).

Northern Territory Mental Health Coalition
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Forums in Darwin and Alice Springs commenced with a presentation on Stepped Care by Dr Elizabeth
Leitch from the School of Public Health, The University of Queensland, titled “Stepped care in mental
health service planning” (Leitch, 2017).
A video recording of this presentation was screened at the Katherine and Tennant Creek Roundtables,
and a plain-English adaptation was presented by the Project Officer at the Nhulunbuy Roundtable.
Key elements of a Stepped Care approach identified in the presentation were used to guide discussion
at the roundtable forums, and were also used to guide reporting on Stepped Care in sections 3.2, 4.2,
5.2, 6.2 and 7.2 of this report.
Key areas of inquiry were determined based upon the service deliverables and were used to guide
roundtable discussions. A Grounded Analysis method was used to identify priority areas arising in
regional roundtable forums; these are presented with short summaries of regional needs and
opportunities in sections 3.1, 4.1, 5.1, 6.1, 7.1.
The Living Is For Everyone (LIFE) Framework was used to guide roundtable discussions around
regional suicide prevention activities (Australian Government Department of Health and Ageing).
In line with the Aboriginal and Torres Strait Islander Suicide Prevention Evaluation Project (ATSISPEP)
report ‘Solutions that Work: What the Evidence and our people tell us’, the LIFE Framework was
adapted to structure reporting on regional suicide prevention needs and opportunities. A Grounded
Analysis was again used in identifying regional needs and opportunities (Aboriginal and Torres Strait
Islander Suicide Evaluation Project, 2016).
Additional Consultations
The Coalition also undertook extensive one-to-one and small group consultations with mental health
professionals, senior managers and executives from NT DoH, TEMHS, the community mental health
and suicide prevention sector, the Aboriginal Community Controlled Health Service (ACCHO) sector,
carers, consumer representatives and people living with mental illness.
These consultations were an opportunity to explore issues and priority areas that emerged at
roundtable forums in greater depth, and yielded a richness of data that was unlikely to emerge in a
larger roundtable setting. The Grounded Analysis method was then repeated, in line with analysis of
roundtable data.

1.3. Limitations
The scope of the MH and SP Service Review was extremely broad, having three major fields of inquiry:
Mental Health service provision; Suicide Prevention service provision; and the analysis of the
Northern Territory’s mental health care system through the lens of the Stepped Care model. These
fields are closely inter-related, but also markedly divergent. A singular focus in any one field would, no
doubt, produce a greater depth of understanding of it.
Other limitations included:
Regarding Deliverable 1. Client Capacity.
-

Measurement of the frequency of episodes of care was beyond the capacity of the small
project team. Access to NT DoH data sets and the internal client data of the Non-Government
and Aboriginal Community Controlled (ACCHO) sectors is necessary to understand the client
capacity of services with any accuracy. This would involve accessing patient information
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systems and other management systems that record frequency and duration of episodes of
care provided by a service, and is recommended in Improvement Area 15. Service Mapping.
Regarding Deliverable 2. Client Journey
-

More detailed examination of Client Journeys, through the use of in-depth case studies would
be invaluable in developing greater understanding of the challenges of achieving continuity-ofcare for people from remote communities, following discharge from Top End Mental Health
Services (TEMHS) and Central Australia Mental Health Services (CAMHS) mental health
inpatient facilities. Exploring Client Journey in this depth was beyond the scope of the review
and beyond the capacity of the small project team.

Regarding Deliverable 1. A description of each organisation providing Mental Health and Suicide
Prevention services in the NT.
-

-

A number of mental health providers were excluded at the outset (see methodology), however,
there were a small number of non-government service providers that had no participation in
the service review, notably from the West Arnhem region.
Service data from a range of TEMHS programs became available in the last days of the project
timeline. The project team was unable to collate and analyse this data within the timeframe.
The original service profiles containing this data are available in Appendix 2.

Northern Territory Mental Health Coalition

6|P a g e

MENTAL HEALTH & SUICIDE PREVENTION SERVICE REVIEW

Section 2. Northern Territory Overview
2.1. Context of mental health and suicide prevention service delivery
There are two significant characteristics that add to the complexity of delivering mental health and
suicide prevention services in the Northern Territory. The first is the wide geographic spread of a
comparatively small population, relative to other states and territories. The second is the significant
trauma and disadvantage experienced by a large proportion of the NT’s Aboriginal population.
These characteristics are important to acknowledge at the outset of this report.
The shift towards locally-based, community-controlled health services for Aboriginal communities - in
remote communities and in urban centres - is an essential reform that seeks to address both of the
characteristics described above.
The shift to Aboriginal community-control is widely supported throughout the Territory, but it is a
gradual shift and non-Aboriginal community mental health services continue to play an important role
in providing mental health and suicide prevention services to Aboriginal people across the NT.
In Darwin and Alice Springs, people living with mental illness and their carers experience frustration
and marginalisation in navigating a mental health system that often appears fragmented, overworked and under-resourced. In urban and remote areas, the roll-out of the National Disability
Insurance Scheme (NDIS) continues to involve uncertainty around the viability of service delivery
under the scheme, and gaps in support for people with psycho-social disabilities who are ineligible for
NDIS is a key concern for many.
Nationally, rates of suicide and mental health issues amongst young people and older people are
alarming, and the expansion of child and adolescent mental health services across the Territory is a
priority across the NT. The needs of the NT’s growing migrant and refugee populations are less clear
but no less important for the mental health sector to respond to.
As in many parts of Australia, Lesbian, Gay, Bisexual, Transgender and Intersex (LGBTI) people
continue to experience stigma and discrimination in the community, including in accessing health
services in the NT. Service providers and governments have an important responsibility to improve
understanding and responsiveness to the needs of LGBTI people.
Stakeholders, carers, workers and people with mental illness were the key contributors to the
consultations, and discussions were often charged with emotion and frustration. Many spoke of the
significant trauma experienced by Aboriginal people across the NT.
This is the context from which this report emerged.

2.2. Mental Health Service Availability
Shortfalls in trauma-informed child and adolescent services, forensic services and Low Intensity
Mental Health Services were outlined in numerous consultations with providers, carers and people
living with mental illness across the Territory. In every region, the mental health system was described
as being unresponsive after-hours and on weekends, with the exception of hospital emergency
departments.
In very remote areas, stakeholders described professional mental health services as being largely nonexistent, with communities reliant on over-stretched CAMHS and TEMHS services, greatly restricted
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to provision and support around pharmacotherapy. In some areas, police are relied upon to transport
people to hospital when experiencing acute mental health crises.
Remote psycho-social rehabilitation programs, such as Personal Helpers and Mentors (PHaMs) were
observed to operate beyond capacity, sometimes struggling to assist people to meet their basic
physiological needs for food, shelter and safety. Nonetheless, these programs were reported to be
essential to keeping participants from slipping through the cracks, and complimentary to more
intensive services.
Tables 11-20 in the Mental Health and Suicide Prevention Service Review show the client capacity of
mental health and suicide prevention services, on a regional basis.

2.3. Service Coordination
Coordination and integration of services in Darwin was seen to be highly variable and heavily
impacted upon by staff turnover and the consequent loss of sectoral knowledge, leadership skills,
cross-organisation relationships, and organisational cultures. Operating at full, or close to full,
capacity, was also seen to limit the outward focus required to prioritise collaboration and integration.
Stakeholders described a high degree of fragmentation amongst mental health, social and emotional
wellbeing (SEWB) and auxiliary services in remote service delivery, noting that services often operate
in relative isolation from one and other, as well as from Northern Territory Remote Health Centres.
There are also numerous examples of close integration and coordination between ACCHO mental
health and SEWB services, community mental health services and CAMHS and TEMHS. Collaborative
approaches to care involving the Ngaanyatjarra Pitjantjatjara Yankunytjatjara Women’s Council’s
(NPYWC) Ngangkari Program, CAMHS and other regional mental health and SEWB services are
notable examples.

2.4. Program Funding
Flexible use of funding
Service Providers stressed the importance of collaborative approaches to determining the best use of
regional mental health funding. Co-design, involving participants, carers and service providers, and
flexibility in use of funding is seen as essential to:
-

Fostering innovative and efficient use of local and outside resources,
Ensuring responsiveness to local cultures and identified needs
Building local capacity for sustainable service provision

Short-term funding periods and last-minute notification of funding renewal or cessation, is reported
to impact heavily on a provider’s ability to retain staff, invest and improve in program areas and
maintain continuity of service delivery.
Partnership and Competition
Competitive tendering and complex reporting and acquittal requirements were noted as key disincentives for formal collaborations and partnership between service providers, and while there is
strong will amongst organisations to work together in response to community needs, the often
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mentioned ‘silo’ mentality amongst service providers seems to be most evident where organisations
struggle to retain skilled staff and program funding.
The Northern Territory Government (NTG) and Non-Government Community Services Statement of
Principles provide a strong framework for a culture of partnership, accountability and working
collaboratively towards the best possible outcomes for people who access services. The Statement of
Principles should be considered in the development of all mental health and suicide prevention
service agreements (Northern Territory Government, APONT, NTCOSS, 2015).

2.5. Workforce Development
Aboriginal mental health workforce development
A well trained, well supported and well-resourced Aboriginal mental health workforce is widely seen
to be critical to the delivery of equitable, culturally engaged mental health care for Aboriginal people
in the Northern Territory. In some rural and remote regions, the size of the Aboriginal mental health
workforce appears to be in decline.
There are a number of factors that should be considered in the continued development of this
important component of the mental health workforce, including a lack of Registered Training
Organisations (RTO’s) currently delivering culturally appropriate, accessible, accredited mental health
training and education in the NT.
Other factors that are important to the expansion of the Aboriginal mental health workforce include:











Pathways to certificate, degree and masters level training in mental health and social and
emotional wellbeing disciplines
Formal recognition of existing skills, experience and knowledge from an Aboriginal cultural
standpoint
Effective ways of working with schools, young people (and parents) and community leaders to
develop pathways into the mental health workforce
Resourcing for ongoing professional development training and in-servicing (including in AOD
treatment frameworks)
Opportunities for secondment to other work sites and program areas to develop breadth of
experience (e.g. TEMHS -Tamarind Centre and inpatient unit)
Annual forums for Aboriginal mental health professional development
Organisations to support ongoing professional and cultural supervision
Opportunities to contribute to the identification and delivery of appropriate cultural
competence training for non- Aboriginal staff.
Opportunities and pathways for career progression into management roles and clinical roles.
Access to opportunities to receive and provide mentoring and supervision.

General Practitioner training
Within the Darwin region, General Practitioners (GPs) were commonly reported to be over-reliant on
pharmacotherapy as a treatment option and often limited in their awareness and willingness to refer
patients to other psychological therapies available in the community sector.
GPs are a critical referral point into many community-based mental health services, and increasing
sector-awareness amongst GP’s was seen as a key priority.
Across the NT, stakeholders were supportive of mandated mental health training for GPs, with a
particular focus on:
Northern Territory Mental Health Coalition
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I.
II.
III.

IV.
V.
VI.
VII.
VIII.

Developing cultural competence
Developing skills in suicide intervention
Competencies around responding to the support needs of LGBTI populations, in line with
National Practice Standards for the Mental Health Workforce (National LGBTI Health
Alliance, 2016)
Orientation around regional, cross-sector service availability (including supports for
carers) referral pathways
Developing trauma-informed practice
Utilising Aboriginal mental health and social and emotional wellbeing assessment
Utilising Health Pathways (as it becomes available)
Utilising the Digital Gateway (as it becomes available)

Non-Aboriginal workforce
Recruitment and retention of mental health staff is an ongoing challenge for the community mental
health sector.
Some stakeholders cited the inequity in pay-scales between the NGO sector and NTG and
Commonwealth Government (Cwlth Gov) departments and agencies as a factor in losing skilled staff
to government positions.
The absence of a formal peer support workforce in the NT is a backward step from previous years
when peer support worker roles were based within Royal Darwin Hospital (RDH). Re-development of
a peer support workforce is a central factor in improving the quality of the NT’s mental health system.
A range of other factors were highlighted as priority areas in mental health workforce training and
development, including:
i.
ii.
iii.
iv.
v.

Cultural competency
Competencies around responding to the support needs of LGBTI populations, in line with
National Practice Standards for the Mental Health Workforce.
Trauma-informed practice
Suicide intervention skills
Dual diagnosis (see AOD sector integration plan)

2.6. Sector Integration
Alcohol and Other Drugs
A need for greater integration of mental health and Alcohol and Other Drug (AOD) services emerged
as an important theme in consultations, particularly in the Darwin region.
As mental health issues and substance use issues are often closely connected, it is essential that the
mental health and AOD sectors are equipped to provide integrated service delivery in order to
provide longitudinal shared care of people with dual diagnosis conditions.
In addition to their respective training and development needs, the NT’s AOD and mental health
workforce’ require shared understanding of treatment modalities and frameworks that overlap both
AOD and mental health practice.

Northern Territory Mental Health Coalition
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Development of a strategic plan to build a cross-sector skills-base in AOD and mental health
treatment frameworks amongst frontline AOD and mental health workforce is critical to improving
shared care of dual diagnosis participants.
NT PHN’s role in facilitating training for mental health service providers around AOD treatment
frameworks is highly valued by the mental health sector.
Aboriginal Community Controlled Health Organisations
There is broad commitment amongst stakeholders to the continued development of Aboriginal
Community Controlled Health Services, and a wide recognition of the rights of Aboriginal people to
cultural safety in accessing mental health and SEWB programs and services.
Currently, non-Aboriginal community mental health services play a significant role in providing mental
health, social and emotional wellbeing and suicide prevention services to Aboriginal people in the
Northern Territory. Strengthening the NGO sector’s continuous quality improvement (CQI) processes
related to cultural safety and competency is a widely identified need.
The Aboriginal Peak Organisations Northern Territory (APONT) Partnership Principles for working with
Aboriginal organisations and communities in the Northern Territory provides a strong framework for
sharing learnings around the development of cultural competency standards between Aboriginal and
non-Aboriginal NGOs. (Aboriginal Peak Organisations Northern Territory, 2013)
The community mental health sector, and its peak body (the Coalition) would welcome the opportunity
to engage with the ACCHO Sector and its peak body, to this end.

2.7. NDIS
Roll-out of the NDIS in the Barkly and East Arnhem Districts, and impending roll-out in Darwin Urban
is an ongoing issue and concern for people with mental illness, service providers and carers across the
NT. Stakeholders report:





Current price-points offer little margin for providers to cover administrative and staff
development and support costs. A faulty assumption of the NDIS is that the mental health
workforce is already highly skilled, does not require ongoing training and development and
requires minimal supervision support.
The mechanics of the NDIS have not been well-communicated and many people with mental
illness and carers are unsure of what the NDIS is, how it will change the mental health service
landscape and their eligibility for access to supports within it.
Personal Helpers and Mentors (PHaMs) has the flexibility to support people with complex
needs, however, as PHaMs funding is reduced, service gaps are emerging for people with
complex support needs who are ineligible for NDIS. Continued funding of low-barrier-to-entry
programs is essential to ensure that people who experience mental illness and psycho-social
disability who are ineligible for NDIS still have access to psycho-social rehabilitation services.

With the roll out of the NDIS in Darwin Urban in July 2018 and the continued roll-out across the
Territory, there is a need to continue monitoring the effects of the transition on the community
mental health sector, and the subsequent impacts on people with mental illness who access it.

Northern Territory Mental Health Coalition
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2.8. Accreditation Status and Continuous Quality Improvement
The majority of community mental health services and ACCHOs in the Northern Territory are accredited
in at least one nationally recognised accreditation system for continuous quality improvement and
performance (CQI), service excellence standard or standards for mental health service delivery (see
Service Review Table 1). A minority of organisations also report membership of professional
associations, such as the Australian Counselling Association, which oversee industry-wide ethical codes
of practice.
The range of accreditation standards maintained by providers reflects the diversity of mental health
services provided by NGOs in the NT. Any move toward standardisation of CQI processes across
organisations is thus likely to be problematic and encumbering, as organisations typically allocate
resources to CQI commensurate to their size, income and complexity of service delivery, with larger
organisations allocating significantly more staffing resources to maintaining and strengthening internal
CQI processes.
CQI is a relatively new focus within organisational planning for some organisations, and there are
opportunities for the NT PHN to support and encourage organisations to share their accreditation, CQI
and data collection capacities, through informal network meetings and cross-organisational mentor
relationships, in-line with the NTG and Non-Government Community Services Statement of Principles.
The community mental health sector is major provider of mental health and services to Aboriginal
people in the Northern Territory. Increasing the capacity of this sector to imbed CQI and accreditation
processes that support culturally appropriate, trauma-informed service delivery should be seen as key
priority area.
To this end, Aboriginal Medical Service Alliance Northern Territory (AMSANT) may be well-placed to
engage in capacity-building activities with community mental health sector, potentially through a feefor-service model or participation in CQI network meetings.

2.9. Review of clinical governance processes
Organisations report a range of clinical governance processes such as clinical governance policies and
clinical governance sub-committees. The variation in approaches generally correspond to the
intensity of clinical treatments provided. Smaller organisations in particular emphasise regular clinical
supervision of staff as a key quality and governance process (see Table 2. Service Review).
Providers report a range of data collection approaches and patient information systems; revealing a
disparate and disconnected system with limited capacity to track and monitor people who access
mental health care and who are highly mobile (see Table 1. Service Review).
Smaller organisations commonly report issues around duplication of data collection activities in order
to meet requirements of service agreements with multiple funding bodies. This contributes to an
administration-intensive work-flow, which reduces time spent providing client-facing services. Data
collection is also not budgeted for in most service agreements, placing strain on organisations to
maintain quality of service delivery and comply with reporting requirements.
A minority of organisations responded to survey questions around clinical governance in a way that
suggested limited understanding and knowledge of the key concepts. This may relate to individual
staff but also to broader limitations within organisations to develop and implement clinical
governance processes.

Northern Territory Mental Health Coalition
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In exploring the development of Low Intensity Mental Health Services (LIMHS) in the NT, the
development of partnership arrangements around clinical governance structures and policies may
allow smaller organisations to play a greater role in the delivery of LIMHS.

2.10.

Client Journey

Through the use of service profile surveys, organisations were asked to indicate; the sources from
which referrals typically emerge, the assessment tools utilised in service delivery and the range of
common destinations for onward referral (see Service Review, table 1).
Regional consultations revealed significant issues around lack of continuity-of-care for Aboriginal
people living in remote communities before and after admission to TEMHS inpatient unit. These
issues centred on the pre-admission and discharge phases.
Issues at pre-admission included: a lack of locally available sub-acute care and higher-intensity
treatments pre-admission for people experiencing slow decline in their mental state, and a reliance on
police transport to facilitate admissions once a person had deteriorated to the point of requiring
hospital-based treatment.
Discharge planning was reported to often be fragmented and disorganised following admission to
TEMHS inpatient unit and was characterised by; a premature discharge of patients whose mental state
had not yet stabilised, and, a lack of resourcing allocated to support patients’ return to their homeland
or outstation leaving people stranded in the long grass of regional centres. Similarly, a lack of
transitional and short-term affordable housing in Darwin was reported to result in the regular discharge
of Aboriginal patients into highly unstable, over-crowded housing where drug and alcohol use was
apparent. All three scenarios were described to exacerbate relapse, often resulting in re-admission.
More detailed examination of Client Journeys, through the use of in-depth case studies at a regional
level, would be invaluable in building a greater understanding of the challenges of achieving continuityof-care for people from remote communities, following discharge from psychiatric units in the Northern
Territory. Exploring Client Journey at this depth was beyond the scope and resources available in this
service review.

2.11.

Towards Stepped Care

Stepped care is defined as an evidence-based, staged system comprising a hierarchy of interventions,
from the least to the most intensive, matched to the individual’s needs. Within a stepped care
approach, an individual will be supported to transition up to higher intensity services or transition
down to lower intensity services as their needs change (Commonwealth Government Department of
Health, 2016).
Stepped Care involves the following four core elements:
1. Stratification of the population into different ‘needs groups’, ranging from whole of
population needs for mental health promotion and prevention, through to those with severe,
persistent and complex conditions;
2. Setting interventions for each group – this is necessary because not all needs require formal
intervention;
3. Defining a comprehensive ‘menu’ of evidence based services required to respond to the
spectrum of need
4. Matching service types to the treatment targets for each needs group and
commissioning/delivering services accordingly.
(Commonwealth Government Department of Health, 2016)

Northern Territory Mental Health Coalition
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A range of additional factors necessary for the effective operation of Stepped Care system have been
identified to include:
-

Mechanisms for matching individual need to service level and intensity.
Processes for monitoring progress and adjusting level according to need.
Clear pathways for moving between services providers.
(Leitch, 2017)

Stepped Care in the NT
The Stepped Care model presents advantages that have the potential to enhance the composition
and function the Northern Territory’s mental health care system. Increased resourcing of Low
Intensity Mental Health Services (LIMHS) and additional whole-of-population prevention and early
intervention programs would alter the balance of the service mix in a system that is heavily skewed
towards high-intensity services and provision of pharmacotherapies.
An increase in the system’s ability to engage in mental health promotion and to prevent mild mental
health issues deteriorating into more debilitating conditions would be greatly welcomed by the
sector. It is hoped that the flow on effect of such an investment would also free-up capacity within
higher-intensity services, allowing greater orientation towards recovery in service delivery.

Matching individual need to service level
Increasing the range of low-intensity treatment options available to the community is an important
element in improving the mental health system’s ability to match people to appropriate levels of care.
However, it is the connections between providers – and particularly the connections between GPs
and the community mental health sector – that also need to be strengthened in order to improve the
timely matching of people with mental health concerns to appropriate levels of treatment.
GPs play a pivotal role in matching and referring people to treatment, but there are multiple
challenges in increasing the capacity of GPs to perform this function effectively.
Inclusion of sector-awareness in GP training is vital to improving GPs’ ability to refer to the community
sector. It is expected that Health Pathways will be an invaluable tool in improving efficiency and
appropriateness of referrals from Primary Health Care providers, and may help to reduce the
bottlenecks-to-access that have been reported to occur in some regional referral pathways.
Development of GP skills in the use of triage and assessment tools for different population groups
(particularly Aboriginal people, youth and older people) is also essential for increasing the capacity of
GPs to match people to appropriate service levels.
A further issue in achieving appropriate matching and referral to services, involves a lack of
standardised processes around referral follow-up, resulting in an absence of referral safety nets in
many regions.
A strategy to address this could be the requirement that service providers retain a greater degree of
responsibility and duty-of-care for a participant, up until a referral is accepted and the participant
becomes engaged with the service to which they were referred. In the event that a participant
chooses not to engage with an onward referral, this would require the referring service to follow up
with the participant to confirm that the person has chosen not to engage with the referral and to
explore alternative linkages and supports.

Northern Territory Mental Health Coalition
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In some remote areas, an absence of paediatricians, psychiatrists and bulk-billing GPs - who are
required for referral to some service levels, including Access to Allied Psychological Services (ATAPS) –
is a significant barrier to accessing psychological services. In remote areas where these providers are
located, and a referral can be made, there is no guarantee that an ATAPS provider will be accessible
to provide the service to which a person is referred.
A shortfall of mental health professionals in some remote areas of the NT has raised questions about
the appropriateness of the Stepped Care model for a territory with a comparatively small and highly
dispersed population. These two factors bring significant complexity to the implementation of a
Stepped Care approach in the NT, but they are not insurmountable.
Aboriginal Community Controlled Health Services
ACCHOs around the NT provide examples of mental health social and emotional wellbeing service
delivery which, to varying degrees, already aligns with core elements of a Stepped Care approach.
This is demonstrated in multiple ways, including:
-

-

The provision of a range of evidence-based treatment options, which emphasise prevention
and early intervention;
The engagement of participants and their families in treatment as much as possible, and the
promotion of mental health to the broader community to increase early identification and
treatment of mental health issues;
Multi-disciplinary team-based approaches to support the ongoing monitoring of participants,
and elevation to higher-intensity treatment levels according to need.

While ACCHOs demonstrate important elements of Stepped Care internally, they also sit within the
broader NTG mental health system. For the foreseeable future, Aboriginal people and the ACCHO
sector will continue to rely on the Northern Territory Government health system for inpatient
psychiatric treatment and, to varying degrees, TEMHS and CAMHS remote mental health teams. It is
in the interactions between ACCHOs, TEMHS and CAMHS and the public hospital system that gains
can be made in improving referral pathways, care-coordination and inpatient discharge processes.
Improvements in these areas would strengthen continuity-of-care for Aboriginal people as they move
between the ACCHO and public health services, or access both sectors simultaneously.
Flexibility in service delivery and the softening of target groups
Within a Stepped Care system, tighter eligibility requirements and greater restriction of access for
those outside a service’s target population, is necessary for the system to operate efficiently.
In the remote NT context, where mental health care resources are often scarce, many service
providers will – to the extent that they can - respond to the needs of participants as they arise. This
reality presents a key tension in the implementation of a Stepped Care approach in the NT.
It is likely that a high degree of flexibility in a service’s target population(s), and the scope of service
delivery, will continue to be necessary to ensure that services (such as PHaMs) can continue to
respond to the basic needs of people with mental illness. Without flexibly funded mental health
services to support people to meet their basic needs for food, shelter and safety, recovery remains a
difficult prospect.

Northern Territory Mental Health Coalition
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Low-Intensity Mental Health Services
The expansion of LIMHS and Digital Therapies is a welcome boost to the Northern Territory’s service
mix, however, an over-reliance on digital mental health therapies should be avoided.
Cultural and linguistic diversity, coupled with limited access to, and uptake of web-based services
limits the potential of widespread use of these services in much of the NT. Continued investment in
locally developed, low-intensity treatment options that are culturally and linguistic appropriate, and
which build upon local community capacity, are favoured by much of the remote sector. To this end,
digital therapies should supplement, but not make redundant, remote, practitioner-based services.
There is also a need for clearer guidance around the definition of evidence-based approaches within
the Stepped Care model; numerous stakeholders identified that imported, evidence-based
approaches and programs often don’t take into account the cultural, linguistic and social uniqueness
of communities in the NT.
It is widely acknowledged that approaches that work in one community won’t necessarily work in
another, which demonstrates the need for strong evaluation of services and models that are
developed at the community level, to build an evidence-base from the ground up.
Capacity to monitor system as a whole
There are opportunities for service organisations in the Northern Territory to share their knowledge
and capacities related to clinical governance, data collection and CQI processes, which may
strengthen the system’s overall capacity to be monitored and improved into the future.
Strong clinical governance practises are also necessary in the development of LIMHS, to ensure that
presentations of high risk (e.g. suicide ideation) trigger elevation of a person to a higher-intensity
service level. Mentoring, capacity-building and corporate knowledge-sharing between organisations
would also, no doubt, strengthen the capacity of providers to deliver LIMHS.
Descriptions and analysis of the challenges and opportunities involved in moving towards Stepped
Care are described on regional basis in Sections 3.2, 4.2, 5.2, 6.2 and 7.2.

2.12.

Suicide Prevention in the NT

High incidence of trauma, homelessness and over-crowded housing, domestic and family violence,
drug and alcohol use, unemployment, poverty, chronic disease and low life expectancy are the
backdrop to mental health and wellbeing in many Aboriginal communities in the Northern Territory.
Primordial preventions that target the social determinants health, reduce risk-factors, build localcommunity capacity and strengthen cultural identity within Aboriginal communities can be seen as
the starting point for suicide prevention in Aboriginal communities.
To this end, a wide range of community services and programs – including within the youth, family
violence, primary health care and education sectors - need to be considered as integral to a systemsbased approach to suicide prevention across the NT.
The development of community-led suicide prevention initiatives should be supported through
partnerships with ACCHOs and community mental health services. Initiatives are set up to succeed
when community ownership and drive is maximised, and long-term funding is provided to create
stability and predictability.

Northern Territory Mental Health Coalition
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Expansion of mental health first aid training, inclusive of suicide intervention and alertness capacities,
is an essential step in up-skilling front-line community services, mental health services and the
broader community to prevent suicide. Investment in this training also creates the dividend of social
change by promoting de-stigmatisation, help-seeking, and help-giving.
Increasing access to youth mental health services and LIMHS is a further step that is required to
ensure that young people, in particular, can connect with supports and services as early as possible.
As discussed in Section 2.11, improving processes around monitoring and following up referrals
between mental health service providers is an essential safety net that is required to keep people
from shuttling between services, becoming demoralised and ceasing to seek help.
The ATSISPEP Evaluation Framework for Indigenous Suicide Prevention Activity is an invaluable
resource that will support the expansion of suicide prevention program evaluation – an important
component of building the evidence-base around effective suicide prevention activities.
A Northern Territory-specific guidance manual for the Evaluation Framework manual would ensure
that evidence-informed approaches to engaging and collaborating with Aboriginal communities are
imbedded in all evaluation of suicide prevention activities in Aboriginal communities in the NT.

2.13.

NT System Improvement Plan – Common Elements

The improvement plans identified in this report are grounded in the issues, needs and potential
solutions identified by stakeholders throughout the course of the consultation process. Some of these
plans reflect systemic issues and gaps in the availability of mental health services that are well
recognised and, in some cases, already being addressed by the Northern Territory Primary Health
Network, Northern Territory Department of Health, Department of Social Services, Commonwealth
Department of Health and the NGO sector.
Such needs and opportunities are, nonetheless, included in this report. This affirms the importance of
including the perspectives of front-line workers, carers and people living with mental illness in shaping
system reform in the NT and leverages their knowledge and experiences in order to inform and enhance
system improvement plans that may already be in progress.
The improvement plan below reflects issues and needs that were commonly identified throughout the
course of consultations, are relevant to each region and generally require whole-of-territory responses.
As with the regional improvement plans in sections 3.4, 4.4, 5.4, 6.4 and 7.4, they include practical
actions that can be progressed in the short-to-medium term, as well as aspirational, longer-term goals
and broad trajectories for system reform that require long-term planning and collaboration between
NTPHN, Territory and Commonwealth governments, the NGO and ACCHO sectors and their respective
peak bodies. Improvement areas are listed by time frame rather than order of priority.

Northern Territory Mental Health Coalition
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Northern Territory System Improvement Plan
Improvement Area 1. Evaluation of Suicide Prevention Activities

Timeframe

NT PHN to commission the development of a Northern Territory-specific,
evidence-informed guidance manual for evaluating the impacts and outcomes of
suicide prevention activities.
Improvement Area 2. Evaluation of Suicide Prevention Activities
All funding for suicide prevention and postvention services/programs should
include designated resources for program evaluation of process, impact and
outcomes of activities. Evaluation of Aboriginal suicide prevention activities should
utilise the ATSISPEP evaluation framework and NT Guidance Manual.
Improvement Area 3. Service Co-design
NTPHN to continue to ensure that the perspectives of people with mental illness
and carers are imbedded in all mental health and suicide prevention service
development.

Immediate
 12 months

Improvement Area 4. Partnerships
The Northern Territory Government and Non-Government Community Services
Statement of Principles to be referenced in the development of all mental health
and suicide prevention service agreements.
Improvement Area 5. System Reform Project Officer
NT PHN and the Coalition to explore the development of a full-time Project Officer
position within Northern Territory Mental Health Coalition. The aim of this role
would be to support, guide and inform the implementation of government reforms
in the mental health sector and to act as a ‘lynch pin’ between community mental
health service providers, consumer and carer representatives, ACCHOs and the
NDIA and NT Primary Health Network. This role will play an instrumental role in
developing implementation strategies for reform priorities including a steppedcare model and system redesign.
Improvement Area 6. Service Agreements
In all mental health service agreements, NTPHN to consider inclusion of
measurable quality and performance indicators related to:
i.
ii.
iii.
iv.

Cultural safety in service/program delivery
Cultural competence of staff
Staff capacity to engage in suicide interventions with colleagues
and service users
Staff professional development strategies that align with the
National Practice Standards for the Mental Health Workforce that
relate to LGBTI populations

Northern Territory Mental Health Coalition
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v.

vi.
vii.
viii.

ix.
x.
xi.

Staff professional development strategies that meet the specific
needs of Aboriginal LGBTI community in ways that are culturally
responsive.
Organisational capacity for trauma-informed practice
The inclusion of carers in care planning processes
Maintaining accuracy of organisational information in Health
Pathways and local service directories (as they become
operational)
Accessibility of services by public transport
Development of purposeful collaborative relationships with key
stakeholders and inter-facing service providers
Staff orientation practices that shorten ramp-up periods for staff
effectiveness and promote staff retention

Wherever possible, existing accreditation and CQI processes that measure
indicators should be used, to prevent duplication of measurement/data collection
activities for providers
Improvement Area 7. Service Funding
NTPHN to move toward securing 3-5-year funding for selected mental health and
suicide prevention programs and services, in line with NT Government funding
commitments. To be eligible for 3-5-year funding, organisations should
demonstrate capacity to work towards the quality improvement areas outlined in
Plan 4.
Notification of funding renewal/cessation should be provided with the maximum
notice possible (minimum 6 months).

Medium Term
12-36 months

Improvement Area 8. Out-of-hours services
There is a significant need for after-hours and weekend services across the
Northern Territory. NTPHN to explore after-hours service models that meet the
needs of each region.
Improvement Area 9. Capacity-building CQI processes in the NGO sector
Need: The NGO mental health sector plays a significant role in servicing Aboriginal
people and communities, and there is a need the need to build the NGO sector’s
CQI capacities related cultural safety and cultural competency in service delivery.
Plan:
- NT PHN to work towards facilitating cross-sector capacity-building
relationships between Aboriginal Medical Service Alliance Northern Territory
(AMSANT), the NGO sector and its peak body (the Coalition).
- NTPHN to support and encourage organisations to share their skills,
knowledge and capacities around CQI practices, through informal network
meetings and cross-organisational mentor relationships.

Northern Territory Mental Health Coalition
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Improvement Area 10. GP Training
Mandated training in mental health is needed for all GP’s in the Northern Territory.
Training should be inclusive of the following components:
IX.
X.
XI.
XII.
XIII.
XIV.
XV.

Developing cultural competence
Developing skills in suicide alertness, assessment and treatment
Orientation around regional, cross-sector service availability and
referral pathways
Developing trauma-informed practice
Utilising Aboriginal mental health and social and emotional wellbeing
assessment
Utilising Health Pathways (as it becomes available)
Utilising the Digital Gateway (as it becomes available)

Improvement Area 11. NDIS/Low barrier-to-service programs
Continuation of funding for low-barrier-to-entry programs that support people
with mild-moderate mental illness is vital to ensuring continuity of care for people
who are unlikely to be eligible for NDIS.
Improvement Area 12. Suicide Prevention – LGBTI inclusiveness
Ensure that strategies, policies and procedures that are inclusive of, and
responsive to the needs of LGBTI populations, including Aboriginal
LGBTI people, are in place in all suicide prevention activities.

Medium-Term
12-36 months

Improvement Area 13. Suicide Prevention – LGBTI identifiers in data collection
N NT PHN to work the Northern Territory Government to ensure that LGBTI
identifiers, including those specific to the Aboriginal LGBTI community, are
included on the NT’s suicide register and in all standardised reporting on suicide.
Improvement Area 14. Mental Health workforce development
NTPHN to continue to work with Northern Territory Mental Health Coalition, the
NGO and ACCHO sector to explore opportunities for workforce development in the
following priority areas:
vi.
vii.
viii.
ix.
x.
xi.
xii.

Peer support
Carer peer support
Cultural competency
Trauma-informed care and practice
Suicide intervention skills
Dual diagnosis (see AOD sector integration plan)
Competencies around responding to the support needs of LGBTI
populations, in line with National Practice Standards for the Mental
Health Workforce with Standard 3. (Meeting diverse needs)
and Standard 4: (Working with Aboriginal and Torres Strait Islander
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people, families and communities) as one standard specific to the
needs of the Aboriginal LGBTI community.
Improvement Area 15. Suicide prevention training for frontline services
NT PHN to work with Northern Territory Government to increase mental health and
suicide intervention training for frontline community services, including police,
ambulance and hospital staff. Additional training should be determined by
evaluation of current suicide intervention alertness capacities of services. Additional
sectors identified for training include the building and construction sector
Improvement Area 16. Suicide Prevention – Information sharing
NTPHN to review information-sharing practices between the Coroner’s Office and
NGO sector following suicides, exploring options to improve communication with
the NGO sector following suicide so to better equip the sector to respond
appropriately and sensitively when attempted and/or completed suicide occurs.

Medium-Term
12-36 months

Improvement Area 17. Service Mapping
NTPHN to investigate collection of NT Department of Health, NGO and ACCHO
client data sets in future mental health service mapping and needs assessments.
This may require service agreements to specify collection of a minimum data set.
Improvement Area 18. Aboriginal mental health workforce development
NTPHN to engage in an analysis and dissemination of existing strategies and plans
regarding:
-

-

Pathways to certificate, degree and masters level training in mental health and
social and emotional wellbeing disciplines
Formal recognition of cultural (including language) skills
Effective ways of working with schools, young people (and parents) and
community leaders to develop pathways into the mental health workforce
Resourcing for ongoing professional development training and in-servicing
(including in AOD treatment frameworks)
Opportunities for secondment to other work sites and program areas to
develop breadth of experience (e.g. TEMHS Tamarind Centre and mental
health inpatient unit)
Annual forums for peer-based professional development
Organisations to utilise workforce expertise, including the provision of cultural
supervision for all non-local staff, including Fly-In, Fly-Out staff
Opportunities to contribute to the identification, delivery of appropriate
cultural competence training for non- Aboriginal staff.
Opportunities and pathways for career progression into management roles,
clinical roles.
Access to opportunities to receive and provide mentoring and supervision.

Long-Term
1-5 years

Improvement Area 19. Integration with the Alcohol and Other Drug sector
In addition to their respective training and development needs, the NT’s AOD and
mental health workforce’ require shared understanding and ability to implement
treatment modalities and frameworks that overlap both AOD and mental health
practice.
Northern Territory Mental Health Coalition

21 | P a g e

MENTAL HEALTH & SUICIDE PREVENTION SERVICE REVIEW

System Improvement Plan:
NT PHN to continue to engage with AADANT and NT Mental Health Coalition in the
development of a cross-sector strategic training plan to build the capacity of the
AOD and mental health workforce’ to provide shared care of people with dual
diagnosis conditions. This plan would include:
-

An evaluation of current dual diagnosis capacities within the AOD and mental
health sectors

Long-Term
1-5 years

Development of a training strategy tailored to the needs identified in the
evaluation and the social, cultural and linguistic contexts of the NT.

Northern Territory Mental Health Coalition
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Section 3. Darwin Region
3.1. Regional needs, priorities and opportunities
Stakeholder Perspectives

Regional needs and opportunities for system
improvement

Priority Area: Service availability
Significant shortfalls in the availability of mental health services were described across the across the Youth-Severe Services
spectrum of primary, secondary and tertiary services in the Darwin region. Shortfalls were related headspace - Darwin is well positioned to expand service
to: a) insufficient capacity of existing services or b) a total absence of treatment options.
delivery to the youth-severe population, both in terms of
its clinical governance structures and capacity to engage
Frequently noted gaps in availability included:
young people. Development of this service(s) should
consider:
- Specialised services for young people with complex needs related to psychological trauma. This
population group experiences severe/complex mental illness, are often undiagnosed and - Formal linkages with key providers in the youth, outcommonly at high risk of suicide or self-harm upon first presentation to mental health services.
of-home-care and child protection sectors to ensure
This population group does not typically receive ongoing support from Territory mental health
integrated, wrap-around, trauma-informed care for
services. Neither headspace, nor the broader NGO sector currently has the capacity to
high-risk young people with experiences of complex
effectively meet the needs of these young people.
trauma.
- Forensic youth mental health services in the Darwin region for young people with mental illness - Linkages with interstate providers of specialist
who have committed, or are at risk of committing criminal offences.
treatment for young people with eating disorders and
- Secure forensic adult mental health facilities.
personality disorders.
- Supported accommodation/affordable housing for people with severe and persistent mental
illness.
- Psychogeriatric services in Darwin presents a significant gap in service delivery for older people Forensic Services
with mental illness. In some cases, people have had to travel interstate to access appropriate - Increased resourcing of youth and adult forensic
treatment.
services is an essential to reform of the youth/adult
- Bed shortages in TEMHS inpatient unit (Cowdy Ward) have resulted in inappropriate transfer of
justice systems in the NT.
patients to the secure Joan Ridley Unit (JRU), where preventable assaults have occurred.
- Formal linkages between Department of Corrections,
- Specialist clinical treatment for people with eating disorders and people with personality
TEMHS and Aboriginal mental health workers
disorders.
(including those employed by regional ACCHO’s and
NTG Remote Health Centres) would greatly enhance
Northern Territory Mental Health Coalition
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-

Specialist trauma-focussed psychological therapies and wrap-around care needed to address
provision of culturally-responsive counselling, psychocurrent issue of people cycling between crises and crisis support services.
education to Aboriginal forensic patients, and
- Outreach counselling services for children and adolescents (during temporary closure of Mobile
secondary consult to their clinical treatment teams
Outreach Support Plus (MOS Plus - Territory Families)
(potentially through use of telehealth). ACCHO’s
- Sub-acute care. Case management at TEMHS is a requirement of access to Papaya (Sub-acute
would require additional resourcing commensurate to
Care Program), presents a service gap for people in need of intensive residential support, who
their involvement.
are at risk of mental health deterioration/ hospital admission and who: a) community mental
health services but are not engaged with TEMHS, or b) are not engaged with any services (and Psychogeriatric services
potentially experiencing homelessness).
- Stakeholder consultations suggest a significant unmet
- Need exists for an intensive gambling addiction rehabilitation program to support people to reneed in terms of mental health treatment for older
establish daily routines (such as normal sleeping and eating routines) before progressing to less
people in the region.
intensive counselling and rehabilitation.
- Data around client capacity of Northern Territory
- Low intensity, early intervention services and treatment options (see priority area).
Department of Health (NT DoH) psycho-geriatric
services was unavailable. Further investigation into
this is needed.
Priority Area: Service coordination and continuity of care
Non-government providers generally report good relationships and integration with TEMHS
- Wider promotion of sector network meetings,
(Tamarind Centre). However, hospital-based mental health services are reported to operate in
particularly for frontline workers, may help to increase
relative isolation from the community sector, showing limited awareness of non-government
cross-service awareness, referral and coordination.
community-based services. This lack of awareness also exists between NGO providers.
Identified causes include:
- A review of mental health and suicide prevention
services available to people in youth detention and
- High levels of workforce turnover resulting in loss of corporate and sectoral knowledge. This
prison (non-forensic) may highlight further
destabilises collaborative relationships between providers. Where collaborative relationships
opportunities to extend appropriate mental health
do exist, they are generally based in informal, personality-driven relationships rather than
care to these young people. Any review should also
formal structures and agreements.
include investigation of continuity-of-care and client
- Services typically operate at full, or close to full, capacity, which limits the outward focus
journey following release from prison/ youth
required to prioritise collaboration and integration.
detention.
Other identified issues:
- NGOs are often restricted from providing support inside correctional facilities, at a time when
therapeutic supports are vital for rehabilitation and recovery.
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-

A lack of supported/transitional accommodation facilities results in routine discharge from TEMHS inpatient unit into shared accommodation where exposure to alcohol and other drugs
heightens likelihood of relapse.
A lack of specialised youth-severe services results in the supported accommodation and youth
sectors being left to support (and sit with the associated risk of supporting) young people with
complex trauma and mental health problems, a role for which they are generally underresourced and under-equipped.
Premature service discontinuation can occur when a young person turns 18 and exits the youth
service system and education systems. There is a need for formal monitoring into year 13 for
such young people who are identified as at-risk.
Discharge of patients experiencing homelessness from TEMHS inpatient unit into the Sub-acute
Program (Papaya) and then into inadequate short-term accommodation (e.g. two nights in a
hotel), significantly heightens risk of relapse.

-

-

-

Priority Area: Low Intensity Mental Health Services (LIMHS)
The efficacy of digital therapies as low-intensity treatment options is seen to be impacted on by a
range of factors, including:
-

Degree of access to electronic devices, internet coverage and data credit
Levels of digital and English language literacy
Behaviours related to technology usage and help-seeking
Patterns of youth usage of technology in the NT
Willingness of GP’s to refer patients to digital therapies
Tailoring digital therapies and education platforms to the needs of population groups is critical

Northern Territory Mental Health Coalition

Investment in public housing and transitional housing
is necessary to reduce rates of homelessness amongst
people living with mental illness.

There is a need for formal monitoring of young people
who are identified as at-risk at the time of exit from
the youth/out-of-home care sectors.

-

Little is known about the current uptake and efficacy
of digital therapies amongst the Darwin population.
Investigation into this may assist in commissioning
LIMHS into the future.

-

Linking the Digital Gateway and Health Pathways may
assist in increasing GP awareness and willingness to
refer to digital therapies.

-

Development of locally-based LIMHS’ should utilise
principles of co-design, include input from
participants and carers and build on existing
capacities of service providers.

-

Robust supervision and training of unqualified LIMHS
practitioners, along with strong clinical governance
structures, are necessary to ensure service model
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fidelity, and the timely elevation of high-risk
participants to more intensive levels of care.
Priority Area: Referral Pathways
Several factors were reported to impact on efficient and appropriate referral and access to mental
health services in the region, including:
-

-

-

GP’s appear to have limited awareness/willingness to refer patients to community-based
treatment options and low-intensity digital therapies.
The lack of a ‘one stop shop’ access point for the general public and for GPs results in poorly
targeted referral/self-referral to services.
There is a lack of effectively targeted promotional material around the range of locally available
treatment options, eligibility requirements, costs to users and access pathways.
Strict eligibility criteria for service access, and a lack of formal process for onward referral and
follow-up can result in people who seek treatment being shuttled between providers,
becoming isolated and undermining future help-seeking behaviour.
A need for safeguards and monitoring to ensure access and continuity of care in cases of siloed
service delivery and inadequate referral processes.
Carer representatives note that carers are often excluded from the referral process, resulting
in inappropriate/ineffective referral and coordination of care.

Priority Area: Public Transport
Lack of public transport to some facility/office-based services is a significant barrier for people
reliant on public transport. Key issues include:
- Significant transit times for people living in rural areas.
- Lack of public transport availability to some service locations within the urban area.
- Discrimination and harassment of Aboriginal people by transport authorities when attempting
to access public transport.
Some youth groups are reluctant to travel outside of their home suburb due to fear of entering the
territory of youth gangs.
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There is a need to build the awareness and confidence
of GP’s to refer to community-based mental health
services and low-intensity digital therapies. Health
Pathways may be an avenue for this.
NTPHN to ensure the inclusion of mental health and
suicide prevention services in the development of
health pathways.
The Darwin region is in need of a comprehensive online service directory that is available publicly, with
long-term funding allocated to its development and
ongoing maintenance.

There is a need to consider the public transport
accessibility of facility-based services in all mental
health service agreements.
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Priority Area: Service Funding
- Some service providers are reported to periodically deflect responsibility to provide treatment
because of the parameters of their service funding agreements. In the absence of strong
referral pathways and monitoring of referral outcomes, participants can be left highly
distressed and disengaged by this.
- To move away from funding-focussed treatment, a cultural shift is required in some
organisations in order to embed client-focussed care within intake and assessment processes,
as well as building capacity for appropriate referral and monitoring of referral outcomes.
- Short-term funding cycles and last-minute notification of funding continuation impacts on
service delivery by restricting a provider’s ability to recruit and retain program staff, develop
linkages with other providers, become visible within the community and consolidate program
delivery.
- Block funding for services allows providers to support complex cases. Outcome-focussed
funding can be a disincentive to take on more complex cases. There is an ongoing need for
flexible, low barrier-to-entry services and programs to support people with mental health
issues and illness who are unlikely to be eligible for an NDIS package.

-

-

Funding periods for mental health and suicide
prevention services should move to 3-5-year periods
in-line with NTG funding.
Notification of funding renewal/cessation should be
provided with maximum notice possible.
Funding for program evaluation and training should
be included in service agreements wherever possible.

Priority Area: Workforce
High levels of staff turnover and high cost of recruitment is an ongoing workforce challenge for the
mental health sector. Other challenges relate to:
-

The increasing need for providers to promote their services requires skill-sets distinct from
client-facing work.
Data collection requirements are often complex, duplicated and take resources away from
participant-facing practice.
Cultural competency - Danila Dilba’s model of work-based training for Aboriginal mental health
workers has been effective.
Trauma training for primary health providers (including GPs) is a significant need.
Recruitment and development of Aboriginal workforce is essential to building capacity for
culturally responsive mental health care for Aboriginal peoples.
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There is a well identified need to refine and simplify
data collection processes to increase quality,
efficiency and cost-effectiveness of mental health
services.
Training in trauma theory for primary health providers
(including GPs) is identified as a significant need.
There is significant need to expand the Aboriginal
mental health workforce in order to better engage
with Aboriginal people, particularly people
experiencing homelessness and those with dual
diagnosis.
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-

Lack of cultural competence and/or confidence in one’s cultural competence periodically
results in non- Aboriginal mental health professionals retreating from engagement with
Aboriginal patients and reduces standards of care for Aboriginal people.
Carer perspectives
Carer Supports
- Carers are at increased risk of developing mental health issues and illness due the stress and
isolation commonly experienced in caring for someone with mental illness and psycho-social
disability. Access to formal and informal therapeutic supports, respite support, peer support
and psycho-educational material is reported to be essential to carer wellbeing and ongoing
capacity to provide care to people with mental illness.
- Carers report a range of support services available in Darwin that are effective in meeting their
support needs once a linkage or referral is in place.
- Pathways to carer supports are often unclear. GP’s play a critical role in linking carers to
supports but are often unaware of the range of supports available to carers in the region.
- Funding for respite exists in small, discrete buckets that are not coordinated or consolidated.
Respite is not freely offered/linked in to carers by many services.
- Navigating this funding environment is a barrier to access and requires strong self-advocacy on
the part of carers.
- Recent reductions in funding for respite is a key concern for carers.
- Respite is not freely offered/linked in to carers by many services.
- There remains stigma around accessing respite.
Marginalisation of Carers
Carers report experiences of marginalisation in interactions with the mental health care system,
particularly in regard to:
- Being declined linkage to services when seeking help for people in prodromal state who are
reluctant/lack insight to seek help themselves.
- Carer perspectives being disregarded in assessment processes.
- Carers being excluded from care planning meetings in TEMHS inpatient unit is often distressing
and undermines carer capacity to provide support and care for care recipients.
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-

-

-

Establishing support pathways for carers in the
development of Health Pathways for the Darwin
region should be considered as a means of building
capacity of GP’s to link carers to appropriate supports
and psycho-education resources.
Review of psycho-educational resources provided to
carers following presentation, admission and
discharge of care recipients to RDH, MHAT and CAT is
needed. Review to inform action plan to standardise
provision/linkage to psycho-educational resources for
carers following acute episodes of mental illness
and/or suicidal ideation of care recipients.
Further research is needed into the
appropriateness/uptake of existing resources for
Aboriginal people in caring roles.
Investigate/map funding respite funding available to
carers in Darwin, into a centralised access point may
increase accessibility and equity of access for carers.

-

Investigation into understanding the ageing carer
demographic and transition plan.

-

NTPHN to consider inclusion of carer support services
in the development of health pathways.
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Associated community services
Carers report significant gaps in the availability of financial counselling, gambling addiction
treatment, treatment for eating disorders and therapeutic support around hoarding. These gaps
compound stress and anxiety in carers and care recipients.
Perspectives of people with mental illness
People with lived experience of mental illness in the Darwin region report a range of concerns
related to accessing mental health and associated services, and report experiencing ongoing
institutional and social discrimination. Key issues include:

-

NTPHN to ensure that carer and participant input into
service design and evaluation is sought in co-design
and commissioning processes.

-

The perspectives of people living with mental illness
who access mental health services are crucial to
improving the function of the mental health system.
The range of issues identified by people living with
mental illness is extensive and, in some cases, point to
significant breaches and violation of people’s human
rights and basic dignity in accessing mental health
services.

Prolonged homelessness and housing insecurity for many people living with mental illness in the
region, due to lack of affordable housing, contributing factors include:
-

Significant wait times to access Territory Housing (6 months) and other affordable
accommodation.
Extended wait times for eligibility to access the Disability Support Pension ( 2 years in some
cases).
Stigma around mental illness, particularly within workplaces, is a barrier to employment.

Concerns raised regarding Community Management Orders include:
- Discrimination by employers and education institutions as a result of mandatory disclosure
requirements around medications.
- Lack of easy access to clinical information inhibits participants’ preparation for review tribunal.
Concerns raised around function of TEMHS including:
- Lack of sunlight, and dirty, aged facilities at TEMHS inpatient unit are not conducive to
recovery.
- Restrictions on smoking within TEMHS inpatient unit deny patients choice and control,
increasing distress and resulting in patients using visits/leave from TEMHS inpatient unit to
binge on cigarettes once away from hospital grounds.
- Lack of support in activities of daily living leaves patients within TEMHS inpatient unit
vulnerable and deskilled upon discharge.
- Discharge into temporary accommodation often results in homelessness, relapse and readmission.
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-

Needs, concerns and opportunities for system
improvement identified by participants generally fall
within the remit of the NT Department of Housing,
Commonwealth Department of Social Services and NT
Department of Health. NTPHN is well-placed to followup these concerns with relevant departments and
contact the Coalition for further information regarding
participant consultations.

-

Roll-out of the basics card in different regions of
Australia should be monitored, to observe any
changes to exclusions.
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-

-

-

Inadequate complaints processes within TEMHS and the community sector for people who
report abuse/mistreatment within TEMHS inpatient unit and within community services.
Tamarind Centre operates at full-capacity and, as a result, defers to a medical approach to
treatment and is over-reliant on pharmacotherapies. This results in over-medication of people
living with mental illness, which impairs functional ability, quality of life and recovery. There is a
need for greater holistic, recovery-focussed, person-centred case management.
The expense of accessing private psychiatry is beyond the reach of many people, which limits
access to more holistic, person-centred care.
The function, purpose and eligibility requirements of NDIS is largely unclear.
Participant input into service planning is being gradually eroded and needs to be reinvigorated
in the Darwin region.
Participants who speak English as a second language face significant barriers in accessing and
navigating the mental health service system.
Referral process from Tamarind to community-based support services are generally timely and
appropriate, however GP’s are often less aware of other community-based supports.

Quarantining of a percentage of Centrelink payments to the Basics Card is widely seen as
degrading, arbitrary and financially disadvantageous. Reasons include:
-

-

-

There is a need for greater focus on recovery-focussed,
person-centred case management within Tamarind
Centre.

-

Restricting financial choice and control for people living with mental illness compounds other
restrictions, stigma and marginalisation that people often experience within the community
and undermines individual recovery.
The scheme is arbitrary in its definition and restriction of luxury goods, and the
inclusion/exclusion of retailers is unpredictable. This creates confusion, frustration, disempowerment and incapacitates meaningful participation in the local economy.
Arbitrary inclusion/exclusion of retailers’ results in higher costs of living for people living with
mental illness, as low-cost retailers, including fast food outlets, are not registered or are
excluded from the scheme. This forces people to shop at more expensive retailers, such as
service stations and supermarkets, which particularly impacts upon people who are
homelessness and do not have access to kitchen, food storage or refrigeration facilities.

Northern Territory Mental Health Coalition
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NTPHN to ensure that participant input into service
design and evaluation is sought in co-design and
commissioning processes.
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Sector Integration – Drug and Alcohol Sector
Consultation with mental health providers and the alcohol and other drug (AOD) sector highlighted
a range of issues related to; cross-sector capacity for shared-care of dual diagnosis participants,
increasing cross-sector skills and knowledge transfer and; increased skill sharing between mental
health and AOD professionals within AOD services.
Key issues included:
-

-

-

Informal collaboration between mental health and AOD services is often personality and
relationship-based and subject to failure upon departure of ‘champions’.
Lack of management experience, skills and capability also limits collaboration between
services.
Flexibility around KPI’s and reporting on client load is necessary for both sectors to increase
shared care processes for dual diagnosis participants.
NT Department of Corrections periodically fails to ensure clients are ‘referral ready’ upon
release to rehabilitation services, increasing the person’s risk of relapse/failure to adhere to
treatment plans.
The mental health sector shows a lack of understanding of AOD treatment frameworks, e.g.
lack of understanding of recovery/harm minimisation principles. This can result in refusal of
service for people whose goals don’t involve a complete cessation of AOD.
Co-location of organisations and secondment of staff can be an effective, cost-effective way to
upskill and share practice knowledge between services.
Resourcing of cross-skilling between AOD and Mental health services is needed to achieve
service integration and improved longitudinal care for people with dual diagnosis.

Mental health issues and substance use issues are often
closely connected. It is essential that the mental health
and AOD sectors are equipped to provide integrated
service delivery in order to provide longitudinal shared
care of people with dual diagnosis conditions.

In addition to their respective training and development
needs, the NT’s AOD and mental health workforce’ require
shared understanding of treatment modalities and
frameworks that overlap both AOD and mental health
practice.

In developing service agreements with mental health and
AOD service providers, funders should consider:
- Quality standards that include indicators of crosssector collaboration.
- Flexibility and innovation in developing KPI’s to foster
longitudinal shared care of people with dual diagnosis
conditions

There is a lack of longitudinal care planning in the AOD sector. This requires:
- Funding for longitudinal supports and
- AOD/dual diagnosis training for supported accommodation and mental health services.

Northern Territory Mental Health Coalition
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Sector Integration: Disability and Early Childhood
Access to early intervention therapeutic children’s services:
-

-

-

Children with significant developmental and behavioural issues (including Oppositional
Defiance and Conduct Disorders) who do not meet criteria for Office of Disability funding
and who are also ineligible for Better Start and Helping Children with Autism funding, are
reliant on Better Access Mental Care Plans for access to early intervention therapeutic
services.
Better Access provides for up to 10 therapeutic sessions per year, which does not meet the
longer-term family-centred, psycho-dynamic therapeutic needs of these children and their
families.
High levels of stress creates substantive levels of mental health risk in many parents of
children with developmental disabilities. Psycho-dynamic, family-focussed therapeutic
support that is integrated with development of parenting skills is essential to effective
mental health care for such parents.

Service Availability
- Child and Adolescent Mental Health Services (CAMHS), Darwin tends to provide assessment
rather than long-term therapeutic supports for children and families.
- There is an absence of child psychiatry services in Darwin.
- Paediatricians in the Darwin region are operating at full capacity, with wait times of 2-3
months.

The NT Department of Education has developed a new
Social and Emotional Learning Curriculum, which is
currently being trialled in two schools, and will soon be
rolled out across the NT. The curriculum is expected to
address issues around cultural inappropriateness of other
SEWB frameworks and promote a uniform approach to
SEWB in primary schools in the NT.
The curriculum embeds the following principles in all
areas educational activity, from the classroom to policy
development:
- Community Engaged
- Strengths Based
- Trauma Informed
- Relationship Based
- Culturally Responsive
Evaluation of the Social and Emotional Learning
curriculum, currently being trialled by the NT Department
of Education, requires evaluation within each school that
it is rolled out.

Social and Emotional Wellbeing in Schools:
- SEWB and Mental Health promotion in NT schools is fragmented and inconsistent
- Schools in the Darwin region rarely demonstrate a systemic orientation around safety that is
child-focussed or trauma-informed. More commonly, schools tend to pathologise behavioursof-concern in children and utilise behaviour management approaches that deemphasise a
child’s emotional context and development of emotional resilience.
- The Kids Matter program lacks cultural responsiveness/appropriateness for Aboriginal and
Torres Strait Islander children.

Northern Territory Mental Health Coalition
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3.2. Stepped Care in the region
Stepped Care involves the stratification of a population into different ‘needs groups’, ranging from
whole of population needs for mental health promotion and prevention, through to those with
severe, persistent and complex conditions. The following tables show the percentage of total regional
services that are delivered to each of these population needs groups.
Table 1: Combined NGO mental health and social and emotional welling service delivery by Stepped
Care population group: Darwin Urban*

DARWIN REGION
Well Population

At Risk Groups

Mild Mental Illness

Moderate Mental Illness

Severe Mental Illness
13%
13%

41%

13%
20%

Source: Mental Health Service Profiles, NTMHC 2017

Table 2: Top End Central and West Districts*

TOP END CENTRAL AND WEST DISTRICTS
Well Population

At Risk Groups

Mild Mental Illness

Moderate Mental Illness

Severe Mental Illness

Other

1%
23%
39%
14%

13%

10%

Source: Mental Health Service Profiles, NTMHC 2017

*Excludes carer supports, referral lines, web-based support platforms, drug and alcohol services and suicide prevention
programs/services.
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Understanding the regional mental health system through a Stepped Care lens:
Darwin Region
Key components
Spectrum of
evidence-based
services from least to
most intensive

Discussion of issues
- The relative availability of moderately well-resourced primary, secondary and
tertiary mental health services across the continuum of treatment intensities,
suggest that alignment of the Darwin Urban regional mental health system to
a standard Stepped Care structure is largely achievable.
- Gaps in the availability of specific service types, such as youth-severe, forensic,
psychogeriatric and child psychiatry services exist, however these gaps are
largely remedial and, in some cases are already being addressed.
- The relative availability of ancillary supports, including supported housing, AOD
services, carer respite and other carer supports, provides a foundation of
primordial preventions that address the social determinants of health,
positioning the region well for the expansion of LIMHS.
- Developing a trained and well supervised low-intensity mental health
workforce, with oversight from a strong clinical governance framework is
essential to expanding LIMHS in the region.
- Low intensity, digital therapies do not meet the needs of many people who
prefer face-to-face interaction and support. Digital therapies should
supplement practitioner/clinician-moderated services and case worker roles,
not replace them.

Mechanisms for
matching individual
need to service level
and intensity

-

-

-

-

-

Processes for
monitoring progress
and adjusting level
according to need

-

GP’s are, potentially, the most effective point of access and distribution of
good quality information around mental health and have a role to play in
supporting and monitoring usage of digital therapies.
GP’s in the region are reported to have limited awareness/willingness to refer
patients to community-based treatment options and low-intensity digital
therapies.
The lack of a ‘one stop shop’ access point for the general public and for GPs
results in poorly targeted referral/self-referral to services.
Early intervention is extremely important; targeted intervention in schools
needs to be developed as current screening tools/processes for school
populations are inadequate.
Substance use is often a neglected issue in low-intensity service delivery.
LIMHS should be equipped to recognise substance use issues, facilitate referral
to AOD services and critically engage with AOD treatment frameworks
throughout the course of service delivery.
Table 4 of the Service Review demonstrates the range of assessment tools
utilised by mental health services across the Darwin region and shows an
absence of standardisation across providers. Some degree of standardisation
of assessment tools in triaging mental health participants across providers may
be necessary if NT PHN seeks to develop more uniformity in how the region’s
mental health system matches people to services. This would also require the
participation of TEMHS.
Strong clinical governance is required in all mental health services to ensure
that presentations of high risk (e.g. experiencing suicide ideation) results in
participant being elevated to a higher service level. This should be of primary
concern in the development of LIMHS and providers may require support to
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develop their clinical governance processes through the commissioning
process.
Clear pathways for
moving between
services providers and
levels

-

Capacity to monitor
system as a whole

-

Key Principles of
Stepped Care

-

Service silos persist between providers in the region. Lack of acceptance of
referrals between organisations can result from overly restrictive service
eligibility criteria. A lack of formal process for onward referral and follow-up
can result in people who seek treatment being shuttled between providers;
becoming isolated and undermining future help-seeking behaviour. Stronger
oversight and follow-up of referrals by the referring organisation is necessary
in some instances, to ensure that engagement following onward referral is
achieved and people seeking help do not fall through the gap.
Table 2. (Service Review) shows a range of disparate clinical governance
structures across service providers in the region. It may be necessary for a
single agency to take on the role of whole-of-system monitoring.
Cultural competency/safety in service delivery
Increased resourcing of NGO sector including AOD services
Prioritisation of trauma informed practice and engagement with dual diagnosis
in all aspects of service delivery
Carers must be included in the ongoing development of the service system and
service development
Community capacity-building (local people/jobs) should be imbedded in
service development
Communication, accountability, transparency in service delivery
Adequately resourced affordable and supported accommodation
Robust monitoring of transient clients
Education for primary health providers; including GP’s in remote areas and
Darwin, around trauma informed care.
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3.3. Regional suicide prevention
Suicide Prevention – Darwin Region
Consultation Outcomes
Intervention Area

Stakeholder perspectives

Needs and opportunities for system improvement

UNIVERSAL
INTERVENTIONS
Primordial prevention

-

-

Primordial prevention should be seen as the
foundation of a systems-based approach to
suicide prevention. In the Darwin region
primordial preventions include: social policies and
programs that reduce rates of homelessness,
incarceration and youth-detention, domestic and
family violence, problem drug and alcohol use,
and those that promote community
connectedness and connections to cultural
identity.

-

Development and roll-out of Health Pathways for
GP’s and other primary care clinicians may
present an opportunity to improve referral
pathways to low-intensity supports and
community-based mental health, SEWB and AOD
services for people who present as at-risk.

-

There is a limited evidence around the uptake of
suicide prevention training.

-

There is a need to increase the capacity of Darwin
schools to recognise signs and symptoms of
anxiety and depression and to make referrals for

High rates of homelessness, drug and alcohol use, imprisonment, youth
detention and family violence in the region are all significant factors in
elevating suicide risk in the local population.
-

-

Gatekeeper training
(“Go-to people”)

-

Responsible media
reporting around
suicide
SELECTIVE – AT RISK
GROUPS
School-based supports

-

There is a good level of access and uptake of suicide prevention and
metal health first-aid training apparent amongst frontline workers in the
Darwin region.
The reportedly low-level of awareness amongst GPs and hospital-based
mental health staff of community-based mental services is concerning.
This lack of awareness is reported to result in low-rates of referral to
community-based services; which has significant implications for the
capacity of GP’s and other frontline staff to fully utilise the mental health
service system in developing safety-plans for people who are at risk of
suicide and depression.
There was very little feedback from stakeholder consultations around the
approach of media on reporting suicide within the Darwin region.

High schools in the Darwin region are reported to be more attuned to
students who are at high-risk of suicide/self-harm, and more familiar
corresponding referral pathways to high intensity supports.

Northern Territory Mental Health Coalition
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Mental health literacy

INDICATED – AT RISK
INDIVIDUALS

-

Monitoring of youth
post out-of-home-care
-

Community awareness is severely limited around; mental health crisis
support services and pathways to accessing mental health care for people
experiencing suicidal ideation and who are high risk. This is particularly so
for populations that speak a first language other than English.

Concerns exist around restriction of access to clinical services for people
with suicidal ideation who do not present with other symptomatology.
A lack of specialised youth-severe services results in the supported
accommodation and youth sectors being left to support (and sit with the
associated risk of supporting), young people with complex trauma and
mental health problems – a role for which they are generally underresourced and under-equipped.
Premature service discontinuation occasionally occurs when a young
person turns 18 and exists the youth service system and education
systems.

students to lower-intensity services and online
supports.
-

A publicly accessible on-line service directory is
needed to increase the navigability of the service
system.

Funding of a youth-severe mental health service is
critical to mitigating the risk of suicide amongst young
people with complex trauma.

There is a need for an agency to undertake formal
monitoring of young people who are identified as atrisk when they exit the youth and out-of-home-care
sectors.
COMMON ELEMENTS
Data sharing
Peer workforce
Data collection – LGBTI
community

-

Data captured by police/coroner around suicide is not adequately linked
into mental health service development.
There is a lack of peer-worker training and roles within mental health
services. Peer support roles are invaluable in working with at-risk
individuals

Development of formal peer worker training in the
Darwin region is the first step in expanding the peer
workforce.

There is a dearth of understanding of the client journey of LGBTI people
who attempt or complete suicide.

All suicide prevention and postvention services and
programs should be funded to implement evaluation.

Workforce

Northern Territory Mental Health Coalition
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-

Suicide prevention and postvention assertive outreach services, such as
Way Back staffing are particularly vulnerable to staff-turnover and loss of
sectoral and corporate knowledge.

-

Suicide Prevention activities in the Darwin region are somewhat
fragmented. NGO mental health and suicide prevention service providers
report operating in relative isolation from one and other. This inhibits
referral to suicide prevention and postvention services and suggests a
limited ability for cross-agency collaboration.

SAFETY NETS
Cross-agency
collaboration

-
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Suicide Prevention network meetings, potentially
held quarterly, may improve coordination, referral
and integration of mental health and suicide pre
and postvention services.
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3.4. Regional improvement plan
Priority Area
Service
Coordination

Regional Improvement Plan – Darwin Region
Improvement Area 1.

Time Frame

Service
Availability:
Youth
Detention

Continuity of
Care: Youth

NT PHN to continue working in partnership with NT Mental Health
Coalition to promote sector network meetings for frontline workers.
Improvement Area 2.
-

A review of mental health and suicide prevention services available to
young people in youth detention and prison (non-forensic) in the Darwin
region is needed to ensure that community-based mental health services
are accessible to this vulnerable population.
Improvement Area 3.
-

Carer Support

NT PHN to continue working with the NT Department of Health, Top End
Mental Health Services, Central Australia Mental Health Services,
Territory Families and the NGO sector to review any monitoring
arrangements currently in place for young people who have a diagnosed
mental illness, or who are identified as at-risk, at the time of exit from the
youth services and out-of-home care.
Improvement Area 4.

Immediate
 12 months

-

Suicide
Prevention and
afterhours
services
Service
Agreements
Referral
Pathways

A review of the after-care resources provided to carers following
presentation, admission and discharge of care recipients to RDH, MHAT
and CAT is needed to better equip carers in caring for a person who is
unwell. This review should inform an action plan to standardise
provision/linkage to after-care resources for carers following acute
episodes of mental illness and/or suicidal ideation of care recipients.
- Review of avenues for
Improvement Area 5.
-

NT PHN to work with NT Department of Health to explore models for a
‘soft-exit’ facility in Alice Springs for people experiencing a mental health
crisis and suicide ideation, but who are note admitted to hospital.
Improvement Area 6.
- See NT Plan
Improvement Area 7.
In developing Health Pathways in the Darwin region, NT PHN to consider
inclusion of:
- Community-based mental health and suicide prevention services
- Supports for carers, including respite, peer support, psycho-education
and counselling services.
- Linkage to the Digital Gateway to facilitate referral to digital therapies

Mental Health
and Suicide
Prevention

Medium
Term
12-36
months

Improvement Area 8.
-

NT PHN to continue working with NTG, the NGO sector and Darwin City
Council to develop a comprehensive on-line service directory that is

Northern Territory Mental Health Coalition

39 | P a g e

MENTAL HEALTH & SUICIDE PREVENTION SERVICE REVIEW
Service
Directory
Transport

publicly available, with long-term funding allocated to its development
and ongoing maintenance.
- Explore potential to adapt health pathways
Improvement Area 9.
-

Peer Support

In service commissioning process, there is a need to consider whether
services are accessible by public transport.
Improvement Area 10.
-

Suicide
Prevention:
LGBTI
community
SEL Curriculum

A peer support workforce development strategy is needed to expand the
peer support workforce and establish peer-support workers within
hospital and community settings.
Improvement Area 11.

Medium
Term
12-36
months

-

Undertake research into experiences of LGBTI people in accessing mental
health and suicide prevention services in the Darwin region. Territory
Rainbow may be well placed to undertake this work
Improvement Area 12.
-

Continuity of
care

NT PHN to seek an update from the Department of Education on the rollout of the Social and Emotional Learning Curriculum, to ascertain the
degree to which young people engaging and benefiting from the
curriculum in each of the 6 regions for education in the NT. NT PHN may
have a role to play in disseminating evaluation findings to communitybased mental health providers.
Improvement Area 13.
-

Suicide
Prevention:
LGBTI
community
GP training

Aboriginal
Mental Health
Workforce
NDIS/Low
barrier to entry
services

Further research may be needed to understand the ageing carer
demographic in the Darwin region and the implications that the reduction
in capacity to provide care will have on people receiving care from ageing
parents. Continued access to public housing for people in the care of a
parent with public housing tenancy is a key concern.
Improvement Area 14.
-

See NT System Improvement Plan

Long-Term
1-5 years

Improvement Area 15.
- See NT System Improvement Plan
Improvement Area 16.
- See NT System Improvement Plan
Improvement Area 17.
-

See NT System Improvement Plan
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Section 4. Alice Springs Urban, Central Australia Northern, Southern and Central Districts
4.1. Regional needs, priorities and opportunities
Stakeholder Perspectives

Regional needs and opportunities for system
improvement

Priority Area: Service availability
Identified gaps in service availability include:
-

-

-

-

Severe shortfalls across primary, secondary and tertiary mental health services.
A severe shortfall of GPs and gaps in Primary Health Care services, across the regions. Existing
primary health providers have very little capacity to manage mental health due to the extreme
incidence of chronic disease across the regions.
Only two service providers deliver services under ATAPS.
An absence of youth mental health services outside of Alice Urban (with the temporary closure
of MOS Plus).
A lack of forensic mental health services.
Providers report pressure to ‘be doing more with less’, with a common perception that mental
health funding from the NT Government Department of Health is gradually being reduced and
is significantly below parity with other parts of Australia. Providers also report referrals
increasing by up to 10% per year.
The mental health system has little capacity to provide low-intensity mental health services
and meaningful support to people with low-level anxiety and depression disorders.

Priority Area: Triage, Assessment and Referral Pathways
- An over-reliance on a small number of GPs to triage, assess and refer people on to other
mental health services creates a bottleneck for many people when seeking mental health
treatment for the first time.
- Lack of GP training in mental health, coupled with high turnover and limitation in GP awareness
of the broader sector can lead to use of pharmacotherapy as a first resort for treatment and
restricts referral to the broader community sector.
Northern Territory Mental Health Coalition
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Significant gaps in service availability were described
across the Central-Northern, Central-Central and
Central-Southern Districts and, to a lesser degree,
Alice Springs Urban. Service delivery was reported to
occur in the context of significant economic and social
disadvantage, including high rates of unemployment,
low-incomes, homelessness and domestic and family
violence.
Formal mental health care in remote communities is
extremely limited, particularly LIMHS.
Primary Health Care (PHC) providers in remote areas
have little capacity to provide mental health care due
to workload related to the prevalence of chronic
disease.

Mandatory training for GP’s in mental health, traumainformed care and dual diagnosis is essential in
improving primary mental health care in central
Australia

MENTAL HEALTH & SUICIDE PREVENTION SERVICE REVIEW

-

-

Reliance on formal diagnosis of mental illness is a barrier to accessing treatment for many
people with mental health issues, across the regions.
Effective mental health assessment and triage for Aboriginal people relies on specific expertise
in differential diagnosis, use of culturally appropriate assessment tools and establishing a
culturally safe environment.
The triage system needs to be better resourced: particularly in conducting Aboriginal mental
health assessments.
Reliance on English language in mental health assessment and treatment is a barrier.
Interpreters and culturally appropriate assessment tools are essential for effective, equitable
mental health care for Aboriginal people.

Priority Area: Social stigma
- In some cases, GP’s were reported to exacerbate stigma around mental health by advising
patients to avoid noting mental health issues in their records, to prevent discrimination in
accessing future episodes of health care, or in requiring medical leave from their workplace.
Priority Area: Program Funding
- Uncertain, short-term funding destabilises the establishment and consolidation of mental
health services. This funding approach entrenches the priorities of funders in service delivery,
overlooking the needs of local communities.
- Complex reporting processes that often include satisfying the requirements of multiple funders
(involving doubling up of client data collection), impacts on service delivery by diverting time
energy aware from person-centred care, to data collection and reporting.
- There is a lack of funding for formal evaluation of programs/services.
- A funding model that promotes integration and collaboration is essential to improving service
coordination and outcomes for participants. The existing model of competitive tendering
promotes competition between providers: ‘silo’ service delivery, a reluctance to share
resources and approaches to practice.
- Short term funding is prone to discontinuation for political reasons following the election cycle.
This inhibits program development, staff retention and doesn’t allow for long term,
longitudinal planning and development.
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-

Mandatory training for GP’s in mental health, traumainformed care, Aboriginal mental health assessments
and dual diagnosis is essential in improving primary
mental health care.

-

There is a need to streamline and simplify data
collection processes required of mental health service
providers.

-

Funding for evaluation of innovative mental health
services and programs is essential to building an
evidence base around approaches that are effective
and sustainable.

-

Five-year funding is essential to the development and
consolidation of mental health programs, staff
retention and development, longitudinal
organisational planning.
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-

Slow or delayed release of funding inhibits implementation of projects and back loads program
spending. This puts immense pressure on service providers and interferes with program
delivery.

Priority Area: Context of service delivery
- The regional primary health care system and mental health care systems were reported to
experience significant challenges in engaging with Aboriginal people in the region, including:
- Geographical remoteness, extreme weather and sparse population sizes results in a
preponderance of infrequent fly-in-fly-out health service delivery.
- Cultural and linguistic diversity: diversity of cultural beliefs and attitudes to health/mental
health care present unique challenges to the provision of culturally responsive mental health
care.
- Hospitals and associated processes and assessments can be alienating environments for many
Aboriginal people.
- There is a sense that qualitative, narrative data is under-valued and under-collected in mental
health service data collection practices.

Priority Area: Service coordination
- The mental health system has limited capacity for follow-up with people with mental health
concerns in remote communities
- Inconsistent protocols for information sharing are problematic and prevent effective
communication between services.
- There is need for greater coordination and collaboration between various sectors to provide
wrap around support families/communities in the Alice Springs region.
- Collaboration between services is critical to maximum utilisation of scarce resources.
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-

Given the demographic uniqueness of the NT,
qualitative data should be highly valued and continue
to be sought in future needs assessment activities.

-

Community development and capacity building
approaches/programs are essential to addressing the
context of social disadvantage that impacts mental
health issues.

-

The non-Aboriginal NGO sector is a major provider of
mental health and SEWB services to Aboriginal people
in central Australia and requires ongoing support
around culturally appropriate service delivery.

-

Partnerships between non-Aboriginal community
mental health services and the ACCHO sector may
present opportunities to build the capacity of
community mental health sector to provide culturally
responsive services.

-

Development of a mental health consortium and
network meeting for workers in the Alice Urban area
may help to improve cross-service collaboration and
integration.
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Priority Area: Digital Therapies
- NT cattlemen’s association reports good uptake and utilisation of Mindspot amongst its
members.
Priority Area: Workforce and Treatment Models
- Recruiting, retaining and providing ongoing professional development opportunities to
appropriately qualified mental health staff is an ongoing challenge in the region. Disruption of
services due to high staff turnover is common.
- Many primary health and mental health services do not receive sufficient funding to provide a
safe, supported working environment for staff. Funding of services should provide for a
minimum of two practitioners in all remote locations.
- There has been a significant reduction in Aboriginal Health Workers over the past 17 years.
The relative absence of AHW across remote communities, has resulted in a lack of status of
remaining AHWs and reduction in the amount of investment that non- Aboriginal health staff
put into meaningful collaboration with AHWs: this exacerbates a lack of confidence for and
respect in AHW roles.
- Over-reliance on mainstream qualifications restricts many local Aboriginal people from
participation in the mental health workforce.

Priority Area: NDIS
- Transition of funding for low-barrier-to-entry programs, such as Day-to-Day-Living and PHaMs,
into NDIS will result in the closure of such programs. These are unlikely to be replicated under
NDIS: as programs are often attended by early intervention/at risk groups who are ineligible for
participation in NDIS, as well as people with severe mental illness. These valuable services
require block funding to continue to function.

-

-

-

-

Priority Area: Integration of mental health and other sectors – Alice Urban
- Schools are an important space for engagement and monitoring of children and families who
are at-risk and/or experiencing mental health problems. However, schools performing this role
effectively.
Northern Territory Mental Health Coalition
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Funding agreements should provide for a minimum of
two practitioners in all remote locations as a
mandatory WHS requirement.
Developing a local mental health workforce in remote
communities, through on-the-job training and
mentoring is essential to increasing the availability of
culturally engaged, low-intensity mental health
services in remote communities. This workforce
would greatly enhance the cultural responsiveness of
higher intensity treatments and of the AOD sector.
Aboriginal communities should be empowered to
inform practice standards for outside professionals.
This may include establishing indicators of cultural
competence, strengths-based practice and
approaches to understanding Aboriginal family
structures, belief systems and social support systems.
Continuation of funding for low-barrier-to-entry
programs that support people with mild-moderate
mental illness who are unlikely to be eligible for NDIS
is essential to maintaining supports for this population
group.
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-

-

-

-

The regional education system is not always aligned to support community inclusion and
participation in education. Working to include community members in the day-to-day
operation of local schools can help to promote community wellbeing and, in turn, community
mental health.
Contact with the justice system can be a barrier to accessing ongoing mental health services
and there is a lack of care planning for 18 year olds exiting youth detention and community
care.
The adult and youth justice systems lack understanding/engagement with trauma theory and
substance use. This entrenches superficial approaches to understanding and addressing
complex causes of crime.
A lack of trauma-informed practice amongst Territory Families Child Protection Practitioners
results in short-term investigations being resolved without notification or explanation being
provided to relevant families. This creates instability and panic within communities and
entrenches fear of ‘welfare’ and other service providers and can re-traumatise families who
have experienced the removal of children.

Further investigation into formal care planning processes
for young people exiting youth detention and community
care is needed to ensure that these young people are
adequately supported through these transitions

-

Northern Territory Mental Health Coalition
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4.2. Stepped Care in the region
Stepped Care involves the stratification of a population into different ‘needs groups’, ranging from
whole of population needs for mental health promotion and prevention, through to those with
severe, persistent and complex conditions. The following tables show the percentage of total regional
services that are delivered to each of these population needs groups.

Table 3: Combined NGO mental health and social and emotional welling service delivery by Stepped
Care population group – Alice Urban, Central Australia Northern, Southern and Central Districts*

ALICE SPRINGS REGION

Well Population

At Risk Groups

Mild Mental Illness

Moderate Mental Illness

Severe Mental Illness

Other

5%

9%

25%

19%

20%

22%

Source: Mental Health Service Profiles, NTMHC 2017

*Excludes carer supports, referral lines, web-based support platforms, drug and alcohol services and suicide prevention
programs/services.
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Understanding the regional mental health system through a Stepped Care lens
Alice Springs Urban, Central Australia Northern, Southern and Central Districts
Key components
Spectrum of
evidence-based
services from least
to most intensive

Mechanisms for
matching individual
need to service
level and intensity

Discussion of issues
- Significant gaps in service availability were described across the Central-Northern,
Central-Central and Central-Southern Districts and, to a lesser degree, Alice
Springs Urban.
- Lack of ‘pull-factors’ and increased costs of housing and travel makes recruiting
mental health professionals to rural and remote locations a major challenge, and
underlies the limited range of interventions available in remote contexts.
- Providing a range of treatment types from within a single organisation –
particularly ACCHO’s, is the most appropriate model for mental health service
delivery in remote contexts. Within a Stepped Care model this may involve small
multi-disciplinary teams, including AMHWs, providing a range of tailored
interventions that vary in frequency and intensity in response to client need. Such
an approach requires diligent monitoring of client needs and adjustment of care
based on progress. This simplifies the mechanisms required for adjusting
treatment levels as the referral pathways remain internal to the ACCHO.
- Providers acknowledge a very limited capacity to treat high-prevalence disorders
(particularly anxiety disorders) and support greater resourcing for low-intensity
treatment options, particularly for treatment of anxiety and depression.
However, they are wary of being pushed to utilise digital therapies that aren’t
effective or don’t meet the needs of local populations. Providers noted that high
quality services are just as important for at-risk/mild population groups and
stressed the need for comprehensive workforce training and support in the
developing LIMHS.
- Stakeholders report that while service providers at all levels would ideally be able
to assess need and refer individuals to appropriate access points, this role
requires significant diagnostic expertise.
- Lack of GP training in mental health, coupled with high turnover and limitation in
GP awareness of the broader sector can lead to use of pharmacotherapy as a first
resort for treatment and restricts referral to the broader community sector.
- GPs with training and expertise in differential and dual diagnosis are very effective
in assessing and matching individual need to service level intensity, but are
uncommon in central Australia.
- Currently there is too high a threshold for access to mental health services, with
the system requiring people to become significantly distressed or unwell before
receiving access to treatment and an over-reliance on a small number of GPs to
triage, assess and refer people on to other mental health services. This also
creates an access bottleneck for many people when seeking mental health
treatment for the first time.
- Reliance on formal diagnosis is a barrier to accessing treatment for many people
with mental health issues, across the regions.
- Effective mental health assessment and triage for Aboriginal people relies on
specific expertise in differential diagnosis, use of culturally appropriate
assessment tools and establishing a culturally safe environment.
- The triage system needs to be better resourced: particularly in conducting
Aboriginal mental health assessments.
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-

Reliance on English language in mental health assessment and treatment is a
barrier. Interpreters and culturally appropriate assessment tools are essential for
effective, equitable mental health care for Aboriginal people.
Processes for
- Effective mental health assessment and triage for Aboriginal people relies on
monitoring progress
specific expertise in differential diagnosis, use of culturally appropriate
and adjusting level
assessment tools and establishing a culturally safe environment.
according to need
- The triage system needs to be better resourced: particularly in conducting
Aboriginal mental health assessments.
- Reliance on English language in mental health assessment and treatment is a
barrier. Interpreters and culturally appropriate assessment tools are essential for
effective, equitable mental health care for Aboriginal people.
Clear pathways for
- Services need to have flexibility to support people through peaks and troughs of
moving between
wellness. Eligibility guidelines that are too restrictive risks disruption of care for
services providers
people with mental illness. The impact of premature referral, including
and levels
inefficiencies related to additional intake and assessment processes, and building
new therapeutic relationships with another service provider need to be
considered when referring an individual to a different service level.
Capacity to monitor - Stakeholders raised questions around the role of a central agency in taking
system as a whole
responsibility for monitoring client flows and outcomes. Stakeholders would
benefit from more information from the NT PHN about which components of the
Stepped Care model are likely to be emphasised and resourced in the NT, in order
to further inform effective and appropriate application of resources.
Stepped Care
Given the relatively small, highly dispersed and culturally and linguistically diverse
Principles
population of the NT, there are questions as to the suitability of the Stepped Care
model for the NT.
The following principles were considered to be essential in moving towards a Stepped
Care model in the NT:
-

Human Rights (e.g. right to housing, safety and respect) requirement to be
imbedded in service delivery.
Analysis of data in ways that is meaningful in the context of the NT’s unique
demography.
Flexibility in providing inclusive access to support.
Strengthening local support systems by recognising, respecting and building
upon local approaches.
Prevention-focussed activities need to be prioritised.
Wrap around care approaches to be prioritised.
Innovation in service delivery to meet client need rather than being
exclusively fixed by funding guidelines.
Genuine empowerment of Aboriginal boards of governance to determine
service delivery priorities.
Person-centred practice to be at the core of all service delivery.
Resourcing for increased cultural competency amongst non-Aboriginal mental
health professionals.
Recognising traditional healers as being central to maintaining and improving
mental health for Aboriginal people in Central Australia.
Long-term funding to ensure consolidation and effectiveness of mental
health, SEWB and suicide prevention programs.
Funding for meaningful evaluation of mental health, SEWB and suicide
prevention programs.

Northern Territory Mental Health Coalition
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4.3. Regional suicide prevention system
Suicide Prevention – Alice Springs Urban, Central Australia Northern, Southern and Central Districts
Consultation Outcomes
Intervention Area

Stakeholder perspectives

Needs and Opportunities

UNIVERSAL
INTERVENTIONS
Primordial
prevention

-

Universal, primordial preventions within Aboriginal communities were described
to include a range of activities, programs and sectors that sit alongside
designated mental health and suicide prevention programs. These included; the
youth sector, AOD services, family violence services, housing services, parenting
and early childhood supports, schools and frontline responders.

-

Acknowledgement of the intergeneration
trauma and socio-economic disadvantage
experienced by many communities in Central
Australia was described as an important
starting point in conceptualising suicide
prevention.

-

Locally developed and driven primordial preventions, such as Suicide Story, are
invaluable and require long-term, secure funding. This will increase the capacity
for promotion and delivery to Aboriginal communities outside of central
Australia.

-

Improving the social determinants of health
within communities, through strengths-based,
community-empowerment approaches, was
noted to be critical to strengthening the social,
emotional and spiritual wellbeing of
communities, and reducing suicide risk.

Gatekeepers/Local Go to people

SELECTIVE – AT
RISK GROUPS

Key factors in effective interventions for young people at risk of suicide were
described to involve:
-

Mental health
literacy

Recognition of the skills and centrality of Ngangkari to SEWB/mental health care
and suicide prevention for Aboriginal people in Central Australia is essential to
improving mental health outcomes. Ngangkari are often the first point of
contact and help-seeking for families when a family member is unwell.

Development of strengths-based resources and programs that guide people
towards normative social and emotional development and strengthens cultural
identity

Northern Territory Mental Health Coalition

49 | P a g e

MENTAL HEALTH & SUICIDE PREVENTION SERVICE REVIEW

-

INDICATED – AT
RISK INDIVIDUALS

Strength-based projects that foster mental health and suicide prevention
literacy and vocabulary, and normative behaviours around help-seeking.

There is an identified need for increasing supports provided to families and carers
following a person attempting suicide.
-

Capacity-building of GP’s and hospital staff to provide high quality after-care
resources linkages to other supports is essential to effectively supporting
families following suicide attempts, including provision of basic instructions and
information for parents to support a child who has recently attempted suicide.

There is an identified need for a ‘soft-exit’ facility in
Alice Springs for people experiencing a mental
health crisis and suicide ideation, but who are note
admitted to hospital.
Low-intensity service in which to stabilise and
-

COMMON
ELEMENTS
Data sharing

-

There is a need for a facility in Alice Springs to support high risk youth who
present to ED in heightened state of crisis/suicidality, who do not require
admission, but who are in need of a safe, therapeutic space in which to stabilise.

-

Privacy and consent protocols often impact on effective communication
between police, hospitals the coroner and mental health service providers
following completed suicides. This restricts capacity for coordinated service
responses, running the risk of service providers inadvertently re-traumatising
families and carers due to being unaware of a recent death.

SAFETY NETS

-

-

Cross-agency
collaboration

Northern Territory Mental Health Coalition
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Capacity-building of GP’s and hospital staff is
needed increase provision of quality after-care
resources linkage to community services
essential to effectively supporting families
following suicide attempts, including provision
of basic instructions and information for
parents to support a child who has recently
attempted suicide.
Issues around protocols on information-sharing
protocols follow
NTPHN to take the lead in to explore reform to
protocols around to increase capacity of NGO
sector to work with NTG, Deliver guidance to
the NGO sector around
The development of a mental health
consortium and network meeting for workers in
the Alice Urban area may help to improve
cross-service collaboration and integration.
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4.4. Regional improvement plan
Priority Area
Service Funding
and WHS

Regional Improvement Plan – Alice Springs Region
Improvement Area 1.

Time Frame

Suicide
Prevention
Evaluation
Suicide
Prevention/Carer
Support

Referral Pathways

Funding agreements should provide for a minimum of two practitioners
in all remote locations as a mandatory WHS requirement.
Improvement Area 2.
- See NT System Improvement Plan
Improvement Area 3.
-

A review of the psycho-educational and support resources provided to
carers following admission, discharge or presentation of care recipients
from Alice Springs Hospital, MHAT and CAT is needed to better equip
carers in caring for a loved one who is unwell. This review should
inform an action plan to standardise provision/linkage to psychoeducational resources for carers following acute episodes of mental
illness and/or suicidal ideation of care recipients.

Improvement Area 4.
In development of Health Pathways in the Alice Urban region, NT PHN to
consider inclusion of:
- Community-based mental health and suicide prevention services
- Supports for carers, including respite, peer support, psycho-education
and counselling services.
- Linkage to the Digital Gateway to facilitate referral to digital therapies

Suicide
Prevention:
‘Soft-exit’
facilities
GP Training

Aboriginal Mental
Health Workforce
NDIS/Low barrier
to entry services

Immediate
12 months

Medium
Term
12- 36
months

Improvement Area 5.
NT PHN to work with NT Department of Health to explore models for a
‘soft-exit’ facility in Alice Springs for people experiencing a mental health
crisis and suicide ideation, but who are note admitted to hospital.
Improvement Area 6.

Long Term
1-5 years

- See NT System Improvement Plan
Improvement Area 7.
- See NT System Improvement Plan
Improvement Area 8.
-

See NT System Improvement Plan

Northern Territory Mental Health Coalition
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Section 5. Barkly Region
5.1. Regional needs, priorities and opportunities
Stakeholder Perspectives

Regional needs and opportunities for system improvement

Priority Area: Service Availability
- Two mental health nurses cover the entire Barkly region, with a resultant wait time for
assessment/treatment of 6-7 weeks in many remote communities.
- Community awareness of services is a barrier to engagement (in places where services are
available).
- Gaps exists in supports for victims of crime, who are often at risk of, or presenting with
symptoms of severe mental health problems.
- There is a lack of specialised mental health services for children under 12 across the NT.
- Significant wait times at Tennant Creek hospital result in patients leaving before receiving
assessment/treatment.
- GP waiting period of two weeks.
- Local AOD services also working at full capacity.
- Due to lack of services, practitioners are compelled to expand the scope of their role, and
draw on different modalities (e.g. AOD and trauma therapy counselling) in order to respond to
need.
- Gaps in availability of counsellors in trauma therapy, with support often focused on ‘band-aid’
solutions.
- PHaMs is an important program but does not have capacity to respond to the basic
physiological needs of the local population, which often go unmet.
Priority Area: NDIS
- PHaMs has had the flexibility to support people with complex needs. As PHaMs funding is
reduced, service gaps are emerging for people with complex support needs who are ineligible
for NDIS, (which is restricted to people with severe and complex mental illness).
- Decreasing funding for PHaMs programs has put additional caseload pressure on fewer
workers.
- NDIS assessors highlights a greater understanding of physical disabilities that are visible, than
of psychiatric disability.
Northern Territory Mental Health Coalition

-

Numerous remote communities in the Barkly have
inadequate access to mental health treatments, from
high to low intensity.

PHaMs or a similarly low-barrier-to-entry requires an
expansion of on-going funding to support people with
complex needs.
Training for NDIA staff around psycho-social disability.
Interpreters should be used in all support planning.
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-

-

Significant language barriers exist for Aboriginal and Torres Strait Islander population in
accessing NDIS.
Lack of availability of services and transport to services undermines choice and control for
people accessing NDIS.
NDIS assessment process is inadequate; a lack of recognition of GP assessment skills and a
limited access to neuropsychiatric assessment exacerbates restriction of access to NDIS for
people with psychiatric disability.
Gaps in funding for advocacy within NDIS plans is alarming as many people with psychiatric
disability require support to identify and articulate their needs.

Priority Area: Program Funding
- Greater emphasis on performance monitoring and outcome measurement in funding
agreements is necessary to ensure service providers are performing appropriately.
- Redirection of funding to alternative providers can disrupt provider knowledge of referral
pathways and inhibit client engagement after seeking support from a provider that has been
defunded and no longer offers a service.
Priority Area: Continuity of Care
- When a person presents to Emergency Department in crisis, and is not admitted to the
mental health unit, there is a lack of communication between hospital and community-based
mental health providers, and the hospital social worker, (unless requested by the patient).
- A youth provider network forum is now in operation in Tennant Creek, which is helping
community service coordination around at-risk youth.
- An ongoing tension exists between the privacy of individuals and the need for providers to
share information about people who are at risk. Additional complexity of people feeling that
their privacy is at risk when a family member works at the service they access.
Priority Area: Workforce issues
- Staff retention a significant challenge: high turnover of medical staff results in discordant
approaches to care. This inhibits client engagement due to; having to repeat personal story
multiple times; being confronted by changeable patterns of cultural competence in staff and
being mistrustful/unwilling to engage due to perception that the staff member’s departure is
imminent.
- Rates of staff burnout are high due to workload and relative isolation of positions.

Northern Territory Mental Health Coalition

NDIS to re-assess the role of advocacy in developing
adequate support plans.
Within remote areas, there need to be access to
neuropsychiatric.

-

Funders should continue to consult at a local level
around needs before commissioning of services.
Need for increased transparency in decision-making
around commissioning of services.

-

NTPHN to emphasise information service coordination
between services in contracts with providers – to
facilitate better discharge planning.

-

High levels of staff turnover and high cost of
recruitment is an ongoing workforce challenge for the
mental health sector.
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-

Support amongst professionals around vicarious trauma and stress is often informal and
dependent on individuals rather than formal structures and policies.
- Requirements for gender-specific positions are a challenge vis-à-vis recruitment.
- High levels of staff turnover and high cost of recruitment is an ongoing workforce challenge
for the mental health sector.
Priority Area: Social Determinants of Health
- Significant number of children in the region have a history of trauma, often unrecognised and
untreated.
- Many children sniff petrol to stay warm, stay awake and decrease hunger.
- Overcrowding in Tennant Creek is a major issue (often up to 18 people living in one house).
This leads to increased exposure to family violence.
- There is an extreme lack of access to affordable housing in the Barkly region, pushing many
people into the regional centre, away from their home community.
- A cycle of violence and fighting exists in many communities: lack of respite/spaces away from
conflict are barriers to breaking the cycle.
- Significant social pressure exists within over-crowded households to take part in drinking
alcohol. Alcohol is also used as a way to cope with over-crowding and noise.
- Groups of elderly people in Tennant Creek are regularly sleeping outdoors to avoid alcohol
and violence.
- Significant shortfalls in availability of: holistic youth programs, drop-in centres, employment
opportunities, DV reduction programs and supports.
Priority Area: Disability and Health needs
- High rates of FASD are likely to increase due to heavy alcohol use amongst young parents.
Priority Area: Community Capacity Building
- Investment in time and relationships between communities and service providers is key to the
efficacy and sustainability of mental health literacy programs. These programs need to be
developed in partnership with communities and build on strengths and knowledge base of
each community.

Northern Territory Mental Health Coalition
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5.2. Stepped Care in the region
Stepped Care involves the stratification of a population into different ‘needs groups’, ranging from
whole of population needs for mental health promotion and prevention, through to those with
severe, persistent and complex conditions. The following tables show the percentage of total regional
services that are delivered to each of these population needs groups.

Table: Combined NGO mental health and social and emotional welling service delivery by Stepped
Care population group – Barkly District*

SERVICE DELIVERY BY STEPPED CARE POPULATION
GROUP

Well Population

At Risk Groups

Moderate Mental Illness

Severe Mental Illness

Mild Mental Illness

5%

40%

30%

10%
15%

Source: Mental Health Service Profiles, NTMHC 2017

*Excludes carer supports, referral lines, web-based support platforms, drug and alcohol services and suicide prevention
programs/services.
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Understanding the regional mental health system through a Stepped Care lens
Barkly region
Key components
Spectrum of
evidence-based
services from least
to most intensive

Mechanisms for
matching individual
need to service
level and intensity

Discussion of issues
- Numerous remote communities in the Barkly have inadequate access to mental
health treatments, from high to low intensity.
- Some services are overwhelmed, have reached capacity and/or are not receiving
the funding necessary to develop resources to support their work.
- Service providers frequently respond to needs beyond the scope of their funding:
such as providing food and clothing to participants.
- Low-level anxiety and depression is extremely common yet there is a significant
lack of capacity in the sector to respond, which is compounded by the prevalence
of people’s basic physiological needs going unmet.
- Existing service delivery is largely crisis driven and ‘scrambles’ to support the basic
needs of participants. Significant wait times for access to services results in a
system where providing any level service provision is considered better than
nothing, with tailored service delivery beyond the capacity of most services.

Processes for
monitoring progress
and adjusting level
according to need
-

A highly mobile population present challenges around service coordination,
follow-up and continuity of care.
High levels of chronic stress and exposure to acute stressors often results in rapid
deterioration in people’s mental health.
Due to lack of services, practitioners are compelled to expand the scope of their
role, and draw on different modalities (e.g. AOD and trauma counselling) in order
to respond to need.

Clear pathways for
moving between
services providers
and levels

-

Service mapping is valuable in increasing awareness of providers of referral
pathways, however service footprints frequently change due to funding cuts and
changes. Redirection of funding from one organisation to another impacts on
engagement of participants and a providers capacity to refer. Onward referral
can also damage future engagement when a strong therapeutic relationship has
been built.

Stepped Care
Principles

-

Stakeholders assert that the high prevalence of chronic stress; unmet
physiological and safety needs, and exposure to grief, loss and trauma amongst
the population means the entire region is considered at-risk of developing mental
illness.
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5.3. The regional suicide prevention system
Suicide Prevention – Barkly
Consultation Outcomes
Intervention
Area
UNIVERSAL
INTERVENTIONS
Primordial
prevention

Stakeholder Perspectives
-

-

Gatekeeper
training/Go to
people

-

SELECTIVE – AT
RISK GROUPS

-

-

INDICATED – AT
RISK
INDIVIDUALS

-

COMMON
ELEMENTS

-

-

-

Suicide Story has had a strong connection to the Barkly region but no longer has a
permanent presence in the region. Connections with each community are essential to
the delivery of the program. A train-the-trainer approach ensures those who have
participated take on training roles in their communities.
Suicide Story aims to reduce the need to remove people at risk of suicide from their
community by providing people with the skills, confidence and ability to deal with
attempted suicides or suicide ideation.
Partnerships between MHACA (host of Suicide Story) and other organisations are
needed to expand relationships with communities and promote the program
Mental health and well-being programs in school vary widely and lack coordinated
implementation.
Aboriginal health workers are often first point of contact for people experiencing
suicidal ideation.
There is value in teachers completing ASIST training to improve skills in identifying
warning signs.
Providers find it almost impossible to determine who is likely to attempt suicide. People
who are talking about suicidal ideation are generally looking for help. Those who do
complete suicide are typically those that don’t ask for help and then follow through.
Funding for the Standby program has been redirected through national channels.
Referrals for Standby now needs to go through these national channels, which can be a
barrier due to the lack of relationships with providers on the ground. Standby is less
responsive as a result.
There is a gap in follow-up up after suicide attempts in instances where a person
presents to hospital in crisis but is not admitted.
Longer term/ongoing treatment is under-funded, resulting in inadequate relapse
prevention and increased suicide risk.
Reduced funding to the regional public mental health service has resulted in significant
reduction of remote visits by the service. Service provision in remote communities is
now approximately once every 3 months.
In Aboriginal and Torres Strait Islander communities within the region, mental health,
suicide prevention and crisis teams are only effective when they are invited in to the
community: the public mental health service has worked hard to build rapport and
relationships to facilitate such invitations and do not enter a community after a
completed suicide unless they have been invited.
There is a lack of appropriate resources for teachers and family members to use
following suicide.
A lack of accessible data on suicides in the NT is a barrier to developing better
understanding of approaches to prevention, triggers for attempts and the role of
supports and follow-up care that may have been in place prior to suicide.
Confidentiality issues are a priority but improved data collection around suicide is
needed to better inform service delivery.
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-

Informal information sharing is currently the norm in cross-organisational
communication around suicide and suicide prevention in lieu of formal channels.
There is no process for relaying information to other providers when a person presents
to hospital with suicidal ideation and is not admitted. This results lack of follow-up/
support for people at-risk of suicide/experiencing suicidal ideation.
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5.4. Regional improvement plan
Priority Area
NDIS/Low barrier to
entry services
Suicide Prevention:
Partnership

Regional Improvement Plan – Barkly Region

Time
Frame
Immediate

Improvement Area 1.
- See NT System Improvement Plan
Improvement Area 2.
NT PHN to facilitate partnership arrangements between MHACA (host of
Suicide Story) and organisations based in areas where MHACA is not located,
to expand relationships with communities and promote the Suicide Story
regionally.

Suicide Prevention

MediumTerm
12-36
months

Improvement Area 3.
-

GP Training

Aboriginal Mental
Health Workforce
NDIS/Low barrier to
entry services
Child and Adolescent
Services

NT PHN to explore the development of a strategic plan for a systemsbased approach to suicide prevention in the Barkly region, inclusive of a
training plan for front-line community services
Improvement Area 4.
- See NT System Improvement Plan
Improvement Area 5.

Long Term
(1-5 years)

- See NT System Improvement Plan
Improvement Area 6.
- See NT System Improvement Plan
Improvement Area 7.
-

Long-term planning is needed to establish a Child and Adolescent mental
health services in the Barkly region.

Northern Territory Mental Health Coalition
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Section 6. Katherine Region
6.1. Regional needs, priorities and opportunities
Stakeholder Perspectives

Regional needs and opportunities for system Improvement

Priority Area: Service Availability
Stakeholders identified a range of gaps in service availability and capacity within the region,
including:
- Little capacity to provide tertiary care and mandated treatment for people in remote
communities with severe mental illness.
- Lack of male counsellors for men/men’s behaviour change groups are needed to increase
accessibility of services for men experiencing mental health issues or who are perpetrating family
violence.
- An absence of bulkbilling GP’s in Katherine township limits access for non-Aboriginal people who
cannot access Wurli-Wurliinjang and cannot afford a private GP.
- Need for peer-based women’s groups (e.g. GROW).
- Need for supported accommodation for people living with severe and persistent mental illness.
Women with mental illness are ineligible for access to the Women’s Shelter unless they are
experiencing family violence.
- Need for specialised services for young LGBTI people and upskilling of all existing service
providers around engagement and responsiveness to LGBTI people.
- Need for trauma-informed training for all providers.
- Absence of youth and adolescent services.
- Need for weekend, out-of-hours and on-call crisis support services.
- Need for locally-based, trauma-informed mental health care for Australian Defence Force
personnel affected by trauma.
- People with personality disorders continue to face stigma and an absence of services with
specific expertise in treating personality disorders.
- Need for more rehabilitation beds for people with AOD issues.
- Need for locally-based psychologists, as there is over reliance on accessing services in Darwin.
- Needs around health promotion regarding the impacts of AOD use on mental health.
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Significant gaps in service availability were described across
a range of service types, affecting a range of population
groups in the Katherine region, including:
- Bulk Billing GPs
- Counselling services for men
- Youth and Adolescent services
- Out-of-hours services
- Domestic/family violence counselling
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-

Need for a step-up, step-down facility to minimise and prevent time spent away from home/in
hospital.
- Lack of DV counselling has resulted in Wurli-Wurlinjang Health Service filling a gap in DV/FV
counselling for which it is unfunded.
- Lack of full-time counsellors in schools.
Priority Area: Service Coordination
- Regular multi-agency meetings in Katherine are well attended and foster awareness, engagement and pathways between providers. However, barriers to service coordination
persist: including high staff turnover and consequent shifts in organisational cultures around
collaboration with other providers.
- There is a lack of integration and coordination of mental health and AOD services in the region.
Inflexible funding arrangements can result in misaligned aims and adversarial approaches to
service provision: including restrictive intake processes that result in people being shuttled
between providers while trying to access supports.
- Integration of mental health and aged care services needs to be improved.
- Some stakeholders observed that NTG Mental Health Services and ACCHO’s often do not
engage/collaborate well. This was noted to relate to the vastness of the region KMHS is required
to service, and to a lack of clear process around referral and follow-up between ACCHO’s and
the KMHS.
- Services in the Katherine region, supported by Katherine town council, have developed a service
directory for the region.

Developing Key Performance Indicators around
integration of service provision, and specific mental
health quality improvement processes in AMS service
standards may improve intra and cross-sector
integration.

Priority Area: Information exchange between service providers
- My ehealth Record NT is an effective tool for tracking client journey in the region
- Stigma around blood-borne viruses (BBV) can be a barrier to accessing multiple services where
there is a requirement for people with a BBV virus to disclose their medical information to a new
provider. Reduction of this stigma is essential to increasing the accessibility and safety of
services for people with BBV.

Maintaining safeguards around sharing information is a
key challenge in service coordination.
Differing
protocols amongst providers around obtaining consent
to share information inhibit efficient informationsharing between services.

Priority Area: Funding of mental health and Primary Health Care services
- Stakeholders reported that competitive tendering processes pit ACCHOs against national NGOs, which are better resourced to pursue tenders. This has resulted in ACCHOs losing out on funding
and staff, and undermines the ACCHO sector. Cross-cultural engagement skills and the value of

Competitive tendering can obscure the realities of onthe-ground needs, skills and resources. Collaborative
approaches between funders and services to

Northern Territory Mental Health Coalition
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-

existing relationships between providers and communities are difficult to assess through grant
application processes.
Territory and Commonwealth Governments are more inclined to fund programs than infrastructure, meaning that services are often lacking appropriate facilities.
High staff turnover within funding bodies make relationships and agreements around use of
funding difficult to maintain over time.

-

Priority Area: Referral Pathways
- Entry point to mental health services often occurs through community services rather than through GPs. Good work is being done to ensure that community groups are aware of mental
health and suicide prevention services available in the region.
- The absence of a bulk billing GP in Katherine limits access to a GP for non-Aboriginal people.
GP’s are a vital screening and entry point to treatment for people experiencing mental health issues/mental illness.
Priority Area: Population needs & social determinants of health
- Overcrowding in housing is common and has extremely negative impacts on people’s mental health and wellbeing
- Family violence affects many Aboriginal women and families across the district and has
significant impact on the mental health and suicide risk of the population.
- There is a lack of public housing available for people with severe, complex and persistent mental
illness.
- Katherine’s migrant population has risen from 5% to 30% but the service system has little
expertise in the provision of CALD mental health services.
Northern Territory Mental Health Coalition
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understand need and the effective mobilisation of local
resources and capacity is preferable.
Co-design of services that closely involves remote
providers is essential to the development of programs
and services that are; responsive to local culture and
need, build local capacity for service provision, utilise
local resources, are cost-effective, sustainable and can
be utilised in a timely manner.
Local providers are well placed to understand
challenges around recruitment and retention.
The APONT Partnership Principles provide an important
framework through which ACCHOs and community
mental health services can work together to build the
capacity of the ACCHO sector and delivery high quality
services to Aboriginal people.

Better integration of the district’s three AMSs is a key
challenge in improving continuity of care in the district.
The absence of a bulk-billing GP presents a major need
for the Katherine population.
The Digital Gateway will be an essential filter for
directing users to appropriate digital mental health
services.
Strengths-based, community-empowerment policies
and approaches are central to improving the social
determinants of health within regional communities.
All levels of government and all the community sector
have a role to play in this.
Little is known about the mental health needs of this
population and further consultation may be required to
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-

Centrelink/CDP requirements of 25 hours work per week causes significant stress and financial
hardship for Aboriginal people who have cultural obligations which must be prioritised ahead of
Centrelink requirements. This has resulted in numerous people being cut-off from Centrelink,
adding the burden of financial stress experienced by families. This unintended social impact
reverberates throughout the mental health and AOD sector.
Priority Area: Workforce development
- Recruiting mental health professionals with the broad experience, skillset and level of cultural
competence required to work effectively in relatively autonomous and isolated roles is a
constant challenge for providers.
- Disparity exists around funding for the remuneration of specialist mental health professionals
to remote and very remote areas. Sharing of specialised roles (such as mental health nurses)
between health boards may present an opportunity to ‘level the playing field’ in recruitment –
as there is little incentive for mental health professionals to live and work in very remote
communities and when they do, they are at higher risk of burnout. Recruitment and
deployment of specialist health workforce should be considered a systemic issue requiring a
coordinated strategy, i.e. a pool of mental health nursing staff that rotate between remote
clinics and the regional centre. This would help to prevent burnout of remote staff and
promote greater retention, ensuring greater overall continuity of care in remote communities.
- A workforce strategy for non-Aboriginal practitioners with a focus on applied skills in engaging
with Aboriginal communities: developing cultural intelligence and capacity to deeply value
Aboriginal cultures and communities is required to improve the quality of the regional system. -

-

Aboriginal Community and Mental Health Worker roles requires stable team environments
including access to a professional peer support network.
Numeracy and literacy is often limited as potential employees, school-based education is often
only year 10 and English is a second, third or fourth language.
Travel between regions (such as to Batchelor) can be prohibitive for some trainees’ due to the
experience of isolation from family and country and competing priorities and responsibilities to
family and community.
1:1 place-based, on-the-job training is therefore important mix in the professional
development pathway.

Northern Territory Mental Health Coalition
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identify opportunities for local service providers to
engage with this population.

Developing a whole-of-region approach to recruitment,
retention and deployment of specialist mental health
professionals is an opportunity that could be explored
by the region’s three AMS’.

Co-design, involving participants, carers and service
providers, and flexibility in use of funding is seen as
essential to fostering innovative and efficient use of
local and outside resources

A lack of Registered Training Organisations providing
high education and training in mental health in the NT
is a significant impediment in the development of the
remote Aboriginal mental health workforce.

Development and consolidation of the Aboriginal
mental health workforce requires medium and longterm strategic planning and investment.
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-

-

Ad hoc funding for Aboriginal-identified roles that doesn’t take in to account the broader range
of support factors that are necessary to ensure the success and sustainability of these positions
undermines the overall development of the Aboriginal mental health workforce.
Significant lag periods are common (up to 1 year) in recruitment of specialist staff, such as
psychologists and mental health nurses, to remote areas. These roles are highly specialised
and require remote experience and resilience, multi-disciplinary skills and high level cultural
competence to be effective and sustainable. The delays in recruitment flow on to impact the
employment of adjunct community workers, AHWs and AMHWs.

Non- Aboriginal workforce issues:
- Accessing mental health professional development training is an issue across the region.
- Community-based mental health and SEWB positions are often underpaid.
- Burnout of mental health staff is an ongoing issue.
- Challenges around workforce recruitment, retention and high turnover result in services often
revolving around the expertise of staff rather than in response to need.
- Workforce retention plans should pay more attention to culture shock, self-care, de-briefing and
acknowledgement of the unique stressors of remote work.
- Strategic planning and coordination of training for all providers in the Katherine region is needed
to ensure training opportunities are capitalised upon.
- Need for a trained and supported peer support workforce.
Priority Area: LGBTI and youth services
- There is an observable escalation of mental health needs for young people who confront stigma
and discrimination around their sexuality and gender identity. Stigma also increases risk of
suicide for young people in the district.
- The entire service system requires additional training in engaging with young LGBTI people in
order to deliver wrap-around care and more effectively mitigate suicide risk for these young
people.
- The only child and adolescent mental health services available are based in Darwin: there is
need for specialist services for children and adolescents in Katherine.
- More education and support is required for parents to reduce stigma around mental health and
increase parental capacity to support children who are at risk of suicide or who have mental
health issues
- More mental health promotion, prevention and early intervention is required in early years.
Northern Territory Mental Health Coalition

-

There is a need for increased mental health training for
frontline community services such as police, ambulance
and hospital staff: all these services are crucial for
effective triage of people who are unwell or at high risk
of suicide.

-

All service providers require additional training in
engaging with young LGBTI people in order to deliver
wrap-around care and more effectively mitigate suicide
risk for these young people.
Further exploration into the development of youth
services that are responsive to LGBTI young people is
needed.
All mental health and suicide prevention providers in
the region would benefit from professional
development resources that support the
implementation of the National Practice Standards for

-

-
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-

-

There’s a lack access to paediatricians and diagnostic skills for ADHD and FASD.
FASD is an ongoing issue and concerns exist around accessing funding to support children with
FASD. Autism and ADHD appear to be more readily diagnosed and supported with funding than
FASD.
Lack of specialist services for under 12s means that mental health problems often go untreated
and deteriorate in the teenage years.

Northern Territory Mental Health Coalition
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the Mental Health Workforce that relate to LGBTI
populations.
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6.2. Stepped Care in the region
Stepped Care involves the stratification of a population into different ‘needs groups’, ranging from
whole of population needs for mental health promotion and prevention, through to those with
severe, persistent and complex conditions. The following tables show the percentage of total regional
services that are delivered to each of these population needs groups.

Table: Combined NGO mental health and social and emotional welling service delivery by Stepped
Care population group – Alice Urban, Central Australia Northern, Southern and Central Districts*

KATHERINE DISTRICT
Well Population

At Risk Groups

Mild Mental Illness

Moderate Mental Illness

Severe Mental Illness

Other

1%

16%

26%
13%

25%

19%

Source: Mental Health Service Profiles, NTMHC 2017

*Excludes carer supports, referral lines, web-based support platforms, drug and alcohol services and suicide prevention
programs/services.
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Understanding the regional mental health system through a Stepped Care lens
Katherine Region
Key components
Spectrum of
evidence-based
services from least to
most intensive

Mechanisms for
matching individual
need to service level
and intensity
Processes for
monitoring progress
and adjusting level
according to need

Discussion of issues
- Development of the Aboriginal mental health workforce is fundamental to
expanding the breadth of culturally responsive services available to Aboriginal
people in the district.
- Cultural competence should be considered a central element of evidenceinformed approaches at levels of mental health service delivery for Aboriginal
people.
- Development of Child and Adolescent services are a necessity in the region
- An over-reliance on digital mental health technologies risks diverting funding
away from face-to-face mental health and SEWB provision at the local level and
reducing the range of low-intensity options available to people who may not be
engaged or face other barriers to digital mental health technologies.
- The absence of a bulk billing GP in Katherine limits access to a GP for nonAboriginal people. GP’s are a vital screening point and entry point to treatment
for people experiencing mental health issues/mental illness.
- Aboriginal Health Practitioners should be upskilled to work more effectively as
the first line of early identification of mental illness in remote communities.
- Risk assessment process need to be strengthened and greater emphasis put on
standardisation of risk assessment protocols within the regions.
- Greater emphasis on monitoring and ensuring continuity of care for people who
move between remote locations is also required.

Clear pathways for
moving between
services providers and
levels

-

Stepped Care
Principles

Stakeholders noted that;
- Stepped Care’s advantages include a greater focus on low-intensity, preventative
and mental health promotion activities, which aligns with Aboriginal approaches
to mental health care.
-

The region’s three AMS have a tendency to operate in isolation from one
another. This has the potential to disrupt continuity-of-care for patients.
Integrating the regions three AMS is a challenge to improving continuity of care
in the region for people who are highly mobile.

Stepped Care and Comprehensive Primary Health Care (Aboriginal Community
Control) are very similar models and largely compatible in their emphasis on
prevention and providing a spectrum of treatment modalities based on need.

Northern Territory Mental Health Coalition
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6.3. The regional suicide prevention system
Suicide Prevention – Katherine District
Consultation Outcomes
Intervention Area
Stakeholder Perspectives
UNIVERSAL
INTERVENTIONS

Needs and Opportunities

‘Mental Mates’ is a community-driven suicide prevention initiative, which has been
instrumental in expanding delivery of mental health first aid training to the
Katherine community: training over 100 community members in 2016 – 2017.
Supported by Red Cross Australia, this initiative has made a valuable impact on the
mental health literacy of the local community and equipped the community to
respond to, and support people experiencing suicidal ideation. The initiative is an
important example community-driven suicide prevention.

-

-

Expansion of community-based suicide prevention activities and training packages for
Aboriginal communities need to include the perspectives of local Aboriginal peoples.
Differing expectations around privacy and information-sharing in mainstream and
local Aboriginal cultures means that mainstream crisis intervention approaches are
not always appropriate.
Designated mental health training for Aboriginal health practitioners is needed to
build the capacity of the workforce in early identification of mental illness in remote
communities.
Mental health first aid training and ASIST training need to include components
around:
o Awareness of local services may be available to someone at risk
o Understanding referral pathways into services

SELECTIVE – AT RISK
GROUPS

Young LGBTI people have been identified as an at-risk population in the Katherine
region

Northern Territory Mental Health Coalition
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-

Mental Mates requires support around
governance, administration and strategic
planning to maximise reach and positive
impact within the community.
A need has been identified for a designated
suicide prevention training coordinator
position, to be auspiced and supported by an
existing service provider or community
organisation. This role would focus on:
developing a strategic plan to understand the
training needs of communities and
community service workforce within the
Katherine district to; organise the logistics
around training; apply for and report on
funding; monitor training needs/scheduling
refresher training. The strategic planning
would also look at de-stigmatising mental
illness and discussing suicide. This role would
take the load off community volunteers and
ensure that all training opportunities available
in the NT are fully maximised in the district.

All mental health and suicide prevention
providers would benefit from professional
development resources that support the
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-

-

implementation of the National Practice
Standards for the Mental Health Workforce
that relate to LGBTI populations
Further consultation is required to better
understand the mental health needs
Katherine’s growing migrant population.
Provision of

INDICATED – AT RISK
INDIVIDUALS
COMMON ELEMENTS
Approach of
mainstream
initiatives

-

Data collection
SAFETY NETS

-

Suicide prevention initiatives based in outside jurisdictions should be encouraged
to make contact with local AMS’s prior to engaging in service delivery or
community development initiatives, in order to ensure that their suicide
prevention activities are aligned and building upon local capacity, needs and
priorities.
Capturing a base-line set of data around incidence of suicide; completed and
attempted, is needed to inform service development and delivery.
The Katherine Suicide intervention and prevention group (SIP) is a valuable
reference group for suicide prevention in the region and supports service
coordination
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Capturing a base-line set of data around
incidence of suicide; completed and
attempted, is needed to inform service
development and delivery, inclusive of

All mental health, AOD, Domestic Violence
and suicide prevention service providers
should be encouraged to coordinate via SIP
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6.4. Regional improvement plan
Priority Area
Migrant
Population

Regional Improvement Plan – Katherine Region
Improvement Area 1.
-

GP Training

NTPHN to be aware of the significant growth of Katherine’s migrant
population. Little is known about the mental health needs of this
population and further consultation may be required to identify
opportunities for local service providers to engage with this
population.
Improvement Area 2.

Time Frame
Immediate
 12
months

-

Suicide
Prevention

The absence of a bulk-billing GP presents a major need for the
Katherine population. NT PHN to explore resourcing a bulk-billing GP in
Katherine town.
Improvement Area 3.
-

Suicide
Prevention

NT PHN to explore the development of a strategic plan for a systemsbased approach to suicide prevention in the Katherine region, inclusive
of a suicide intervention training plan for front-line community
services.
Improvement Area 4.

MediumTerm
12-36
months

Workforce
Development

NT PHN to invest in supporting locally-based, community-driven
models for suicide prevention.
Improvement Area 5.
-

Service
Coordination and
regional capacitybuilding
GP Training

All mental health and suicide prevention providers in the region would
benefit from professional development resources that support the
implementation of the National Practice Standards for the Mental
Health Workforce that relate to LGBTI populations.
Improvement Area 6.
-

Developing a whole-of-region approach to recruitment, retention and
deployment of specialist mental health professionals is an opportunity
that could be explored by the region’s three AMS’.
Improvement Area 7.

- See NT System Improvement Plan
Aboriginal Mental Improvement Area 8.
Health Workforce
- See NT System Improvement Plan
NDIS/Low barrier Improvement Area 9.
to entry services
- See NT System Improvement Plan
Child and
Improvement Area 10.
Adolescent
Services
- Long-term planning is needed to establish a Child and Adolescent
mental health services in Katherine.
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Long Term
1-5 years
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Section 7. East Arnhem
7.1. Regional needs, priorities and opportunities
Stakeholder Perspectives
Priority Area: Service Availability
Miwatj Health’s mental health services in Galiwin’ku and Nhulunbuy provide an example of best
practice in community-controlled mental health care. However, the geographic coverage of these
services is limited and stakeholders report a range of gaps in service availability across East Arnhem
North and South districts, including:
- Counselling and psychological therapies largely unavailable to people living on homelands and
outstations. Limited clinical monitoring and support around medication is the extent of remote
service delivery for people with moderate-severe mental illness.
- A lack of trauma-informed counselling and support services for people who have suffered
sexual, assault as SARC does not have funding to travel to remote areas.
- Absence of local psychiatry.
- Short-fall of allied health workers, particularly occupational therapists and psychologists.
- Inadequate mental health focussed on aged-care.
- 3-4 week wait times to see a small and highly transient GP workforce.
- There is a need for a Step-up Step-Down service in the region, to minimise duration of hospital
admissions in Darwin and to support people in times of mental health decline, preventing the
need for transport to Darwin. Aboriginal Mental Health Workers would have a pivotal role to
play in such a facility.
- There is an absence of targeted Child and Adolescent Mental Health Services (CAMHS) in the
East Arnhem region.
Priority Area: Service Coordination
- Nhulunbuy has a range of services but these tend to operate in silos. This is attributed to: the
‘silo’ funding that services receive, poor relationships between providers and a lack of
understanding/agreement around the roles and responsibilities of providers.
- Client information is recorded over two different systems: NTG and Community Controlled
systems, inhibiting efficient information sharing between providers. There is a need for greater
uniformity in procedures around sharing client information between providers
Northern Territory Mental Health Coalition

Regional needs and opportunities for system Improvement
A consortium of ACCHOs and NGO services may be best
placed to deliver Child and Adolescent Mental Health
services in the region. Embedding cultural competence,
local ownership and a recovery focus into service delivery
is seen as a priority. To foster this, a multidisciplinary team
structure has been canvassed by some stakeholders and
involves:
o Aboriginal Mental Health Practitioner
o Aboriginal Mental Health Worker
o Primary Health Care Child Nurse and
o Mental Health Nurse
o Care planning and coordination with family
support services, i.e. Raypirri Rom
o Secondary consult with VSA, AOD services as
required
o Clinical oversight provided by a Paediatrician

-
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Development of a regular mental health network
meeting for providers in East Arnhem (Nhulunbuy)
may help to increase service coordination, strengthen
referral pathways and develop a shared
understanding of the roles and responsibilities of each
provider.
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-

-

-

-

There is a need for greater crisis support for remote health workers, as well as increased
assistance in transporting a person who is unwell to hospital in either Gove or Darwin.
Currently, some remote services rely on police to assist with this work.
Gove Crisis Accommodation Centre reports receiving referrals from Gove District Hospital for
people who are highly distressed and at-risk of self-harm/suicide, in the absence of discharge
summaries, risk-assessments or adequate handover.
TEMHS inpatient unit commonly discharges patients who have only partially stabilised from an
acute phase of mental illness. Upon return to their home community, patients often quickly
relapse and are re-admitted.
Fly-in-fly out clinical service delivery is problematic due to the high costs of charter flights and
difficulty in building rapport with communities and clients.
NTG services to the homelands are infrequent. Issues exist around lack of effective follow-up
following specialist health and mental health treatment in Nhulunbuy and Darwin.

Priority Area: Best practice treatment approaches
- Aboriginal Mental Health Practitioners (AMHPs) should have meaningful participation in all
aspects of mental health care for Aboriginal people experiencing mental illness, particularly in
assessment, follow-up and monitoring. Without this participation assessments can lack validity.

Priority Area: Sector Integration
- Concerns raised around release planning and care coordination for people with cognitive
impairment and/or mental illness exiting the corrections system: release planning is dominated
by the Department of Corrections to the exclusion of AMS’s and community-based frontline
services. This prevents meaningful coordination of release planning with the community/family
to which the person is returning, undermining the capacity of the community and local service
providers to effectively support the re-integration of a person into their home community.
- Abrupt summons to court and a lack of return to country programs can leave people stuck in
Darwin, at high risk of homelessness and exposed to AOD use.
- Collaboration of AOD and health treatment teams on Groote Eylandt has improved service
integration for people with dual-diagnosis on Groote Eylandt
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-

The expansion of a well-trained and appropriately
supported Aboriginal mental health workforce is
essential to the provision of culturally safe, effective
and equitable mental health care for Aboriginal
people in the East Arnhem region.

-

Processes around release-planning are inadequate,
and need to be improved in order to ensure
continuity-of-care for people with mental illness who
are exiting the corrections system.
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-

Local AMHWs are often put at risk of harm in supporting people in crisis. Good working
relationships with police are reported to be essential to mitigating risk.

Priority Area: Funding models
- Inadequate funding results in deferring to/prioritising approaches based in medical model (and
associated clinical roles) rather than recovery-focussed, holistic approaches that include the
development of the Aboriginal Mental Health Workforce.
- In remote areas, funding of services should be planned strategically to build on the strengths
and capacities of communities and service providers.
- Co-design between funders and remote providers is essential to the development of programs
and services that are; responsive to local culture and need, build local capacity for service
provision, utilise local resources, are cost-effective and sustainable.
- Opportunity to explore: Realignment of funding for professional roles.
Professional roles that are difficult/costly to recruit to remote areas could be located in Darwin
where there are higher rates of staff retention and lower risk of burnout. The focus of this role
would be to build capacity of regional/remote services rather than provide client-facing
services. The position would utilise tele-conferencing and periodic travel to provide secondary
consult, mentoring, training and advice to locally based mental health practitioners

-

-

Ongoing, peer-driven professional development is an important component of workforce
development for AMHWs.
There is a lack of appropriate training for AMHWs in the NT.
External MH training for AMHW’s should be aligned with ongoing supervision from local clinic
staff with mental health skills and qualifications.
Experience in a range of service settings is invaluable to skill and knowledge development of
workers: AMHW’s are often restricted to working within their home community and a single
service context. Facilitation of cross-service experience should form a central component of
ongoing PD for AMHW’s (e.g. rotation into TEMHS inpatient unit).
MH skills and training of nurses in GDH is insufficient: nurses often lack confidence in
assessment and the cultural competence to understand presentations of psychological distress.
This results in frequent deferment to East Arnhem MH team for issues that should be addressed
by hospital-based staff. High turnover of hospital staff exacerbates these skill deficits.
Northern Territory Mental Health Coalition
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Co-design of services that closely involves remote
providers is essential to the development of programs
and services that are; responsive to local culture and
need, build local capacity for service provision, utilise
local resources, are cost-effective, sustainable and can
be utilised in a timely manner.
Flexibility in using funding innovatively, such as
through engaging professional mental health
consultants (with clinical competence) to provide
short-term, or periodic, program support to build the
capacity of local staff and providers, is an important
reform in building the capacity of remote services.
This might involve a mental health professional with
clinical competence providing clinical oversight and
supervision to a locally-based mental health team.
Funding for more AMHW positions is essential to
improving mental health service delivery. These
positions need to be planned strategically to ensure
roles are appropriately supported i.e. team-based and
resourced for ongoing professional development.
Experience in a range of service settings is invaluable
to skill and knowledge development of workers:
AMHW’s are often restricted to working within their
home community and a single service context.
Facilitation of cross-service experience should form a
central component of ongoing PD for AMHW’s (e.g.
rotation into TEMHS inpatient unit).
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-

-

Numeracy and literacy is a significant barrier to Yolngu accessing mental health training and
professional development opportunities.
Professional development training mental health that doesn’t require high-level Englishlanguage literacy/numeracy for existing Aboriginal Health Workers would build local capacity
and improve local mental health care – particularly lower intensity supports and the capacity of
Aboriginal Health Workers to work under supervision from a clinical psychologist based in
Darwin.
‘Pop-up’ training in AOD – provided by NTPHN - has been highly valuable and should continue.

Priority Area: Community Control & Ownership of Services
- Principles of community control should be embedded in each step of service planning and
development. The FIFO model undermines community control and ownership of service
delivery
- Laynhapuy Health is developing a community empowerment program with a focus on
supporting Yolngu choice and control in their interactions with mainstream systems and
agencies regarding works that take place on their country, such as housing, education, and
utilities. This is addressing social determinants of health and addressing basic psychological
needs to have agency in one’s life and community. This program could be considered a low
intensity mental health promotion/prevention aimed at a community wide level. The
community empowerment program also functions as an opportunity for early
intervention/mental health screening by building engagement between local people and service
providers.
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The APONT Partnership Principles provide an
important framework through which ACCHOs and
community mental health services can work together
to build the capacity of the ACCHO sector and delivery
high quality services to Aboriginal people.
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7.2. Stepped Care in the region
Understanding the regional mental health system through a Stepped Care lens
East Arnhem Region
Key Components
Spectrum of evidencebased services from
least to most intensive

Mechanisms for
matching individual
need to service level
and intensity

Processes for
monitoring progress
and adjusting level
according to need

Clear pathways for
moving between
services providers and
levels

Discussion of issues
There is a significant lack of mental health services available to people living in
many remote communities in the East Arnhem region. Periodic visits from the East
Arnhem Mental Health team provide pharmacotherapy support to people with
moderate and severe mental illness, but there is an absence of on-going
therapeutic interventions for this population and an absence of preventative and
early intervention treatments for people with mild mental illness or who are atrisk.
Miwatj Health’s mental health and social and emotional wellbeing programs in
Galiwin’ku, Nhulunbuy and Yurrwi are an exception to this. Miwatj’ Comprehensive
Primary Mental Health Care model reflects many of the components of Stepped
Care, offering a range of closely integrated, evidence-based primary and secondary
services from within a single organisation, and collaborates closely with tertiary
services to deliver wrap-around, culturally appropriate mental health care.
Whole-of -community mental health screening and promotion programs have
been effective in increasing early identification of at-risk or unwell individuals in
Galiwin’ku and across Groote Eylandt. However, screening and promotion also
results in increased referral to, and demand on services that are often already
working at full capacity. Due to the lack of treatment options available in some
remote areas, people who are unwell deteriorate significantly before being
evacuated to Darwin for treatment.
Innovation in service design – such as Laynhapuy’s Community Capacity-building
program – is important in developing opportunity for early intervention/mental
health screening by building engagement between local people and service
providers.
Training is needed for frontline staff in GDH in order increase GDH’s role in
assessment and referral to the NGO sector for people showing symptoms of mild,
moderate and severe mental illness.
A current lack of capacity for this results in premature and unnecessary referral
directly to Northern Territory Mental Health Services and admission to TEMHS
inpatient unit
Issues have been identified around discharge processes from TEMHS inpatient
unit, where patients have been sent back to their home community without having
fully stabilised – resulting in relapse and readmission.
There is a reported lack of mental health assessment skills within the Emergency
Department of Gove District Hospital (GDH), which results in unnecessary and/or
premature referral and medivac of patients to TEMHS inpatient unit. This practice
may also be linked to a lack of awareness amongst hospital staff of communitybased treatment option.
Discharge and referral of patients from GDH to the Crisis Accommodation Centre
(CAM) in Nhulunbuy is said to occasionally occur in the absence of discharge
summaries, risk assessments or formal handover, leaving the CAM exposed and
struggling to support people who are highly distressed, potentially suicidal and
with complex support needs.
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Capacity to monitor
system as a whole
Stepped Care
Principles

There is a need for improvement of data collection around service outcomes and
continuity of care processes. Currently, there is a lack of analysis of the
effectiveness of service delivery and an over reliance on anecdotal evidence.
Mental Health planning frameworks such as Stepped Care should be informed and
driven by communities and value their cultural standpoints.
Questions remain around the compatibility of community control and the stepped
care model, though the Miwatj model provides an example Stepped Care being
successfully implemented from within an ACCHO.

Note: Insufficient data was available to analyse combined service delivery by population group in the
East Arnhem region.
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7.3. The regional suicide prevention system
Suicide Prevention – East Arnhem District
Consultation Outcomes
Intervention Area
Stakeholder Perspectives
UNIVERSAL
INTERVENTIONS

-

Gatekeeper training
-

-

INDICATED – AT RISK
INDIVIDUALS

-

COMMON ELEMENTS

-

Needs and Opportunities

Suicide postvention programs need to be place-based and staffed by
practitioners who have connections to the communities affected.
Impact of suicide prevention activities can be measured by increased vocabulary
and capacity for discussion around suicide, and help-seeking behaviours.
Schools, educators and other front-line staff (police, paramedics etc) need
training and support in understanding suicide ideation and crisis intervention.
Early intervention/postvention programs and workshops with families around
finding safe ways to discuss suicide and the subsequent loss and grief following
suicide is critical to community resilience.
AMHWs have an important role to play in working with families to build capacity
to identify high risk people.
A coordinated, whole-of-community approach to suicide prevention is effective
in increasing community awareness, confidence and skills in crisis counselling
and identification of people at-risk.
Suicide prevention activities should be driven by locally identified needs.
Train-the-trainer/capacity-building approaches with specific focus on
grief/loss/trauma commonly experienced in remote communities are important
approaches.
Nhulunbuy’s crisis accommodation centre struggles to meet the demand and
intensity of support required by people who access it. Resourcing for staff
training does not sufficiently provide staff with the skills to support at-risk
individuals who are in crisis.
GDH to improve mental health and suicide prevention to limit admissions to
RDH and keep people on country.
Coordinated training for providers can build trust and strengthen referral
process between service providers.
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Schools, educators and other front-line
community services (including police and
paramedics) require training and support in
understanding suicide ideation and crisis
intervention. Training should include;
- Safetalk
- Mental Health First Aid
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-

-

Suicide prevention training should be tailored to cultural and mental health
needs of communities: where trauma, grief and loss are high, focus on
counselling skills around these as part of training.
Anglicare have engaged Yolngu facilitators to deliver ASIST using cultural
appropriate resources with great success.
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7.4. Regional improvement plan
Priority Area
Service
Coordination

Regional Improvement Plan – East Arnhem Region
Improvement Area 1.

Time Frame

-

Release planning

NTPHN to explore indicators of engagement in local network
meetings within service agreements (including youth, family
violence, homelessness sectors).
- NT PHN to explore development of a mental health network meeting
for providers in East Arnhem (Nhulunbuy) in order to increase service
coordination, strengthen referral pathways and develop a shared
understanding of the roles and responsibilities of providers.
Improvement Area 2.

Immediate
 12 months

-

Service
Coordination

NT PHN to liaise with the NT Department of Corrections and NT
Department of Health around reviewing release-planning processes,
to ensure continuity-of-care for people with mental illness who are
exiting the corrections system.
Improvement Area 3.
-

Flexible Funding

NT PHN to liaise with NT Department of Health and the East Arnhem
ACCHO sector around reviewing and improving discharge planning
processes and procedures at RDH.
Improvement Area 4.
-

Referral Pathways

NTPHN to engage in co-design with providers around the flexible use
of funding in order to foster innovation and efficient use of local and
outside resources. This could potentially involve engagement of
professional mental health consultants (with clinical competence) to
provide short-term, or periodic, program support to build the
capacity of local staff and providers.
Improvement Area 5.

Medium-Term
12-36 months

-

GP Training

Aboriginal Mental
Health Workforce
Child and
Adolescent Mental
Health Services
NDIS/Low barrier to
entry services

NT PHN to liaise with NT Department of Health around expanding
training for frontline staff in GDH in mental health assessment
(including suicide alertness, assessment and treatment) and local
referral pathways.
Improvement Area 6.
- See NT System Improvement Plan
Improvement Area 7.

Long Term
1-5 years

- See NT System Improvement Plan
Improvement Area 8.
-

Long-term planning is needed to establish a Child and Adolescent
mental health team in the region.
Improvement Area 9.
-

See NT System Improvement Plan
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Regional sub-acute
service

Improvement Area 10.
-

There is a need for a Step-up Step-Down service in the region, to
minimise duration of hospital admissions in Darwin and to support
people in times of mental health decline, preventing the need for
transport to Darwin. Aboriginal Mental Health Workers would have a
pivotal role to play in such a facility
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Appendices
Appendix 1: Roundtable Consultations
Darwin 4 April 2017
37 Attendees
Organisations represented: headspace, NTPHN, TEAMhealth, AMSANT, Mission Australia, Mental
Health Directorate, NT Government, Top End Mental Health Service NT Government, Mental
Health Carers NT, NDS, Department of Health, FCD Health Ltd, Salvation Army, Banyan House,
Mental Illness Fellowship of Australia, Resolve Anglicare, The Wayback Support Service, Catholic
Care NT, Black Dog Institute, Danila Dilba, Consumer Consultant TEMHS
Alice Springs 6 April 2017
27 Attendees
Organisations represented: Mental health Association of central Australia, Lifeline NT, Mission
Australia, Active Listening, ARCCS, Health Providers Alliance NT, Carer Consultant, CAMHS
Management, Catholic Care NT, NT Council of Social Service, NTPHN, Community Visitor Program,
CAAC, Flying Doctor, NPY Women’s Council, Menzies School of Health Research, Aboriginal Primary
Health
Katherine 16 May 2017
21 Attendees
Organisations represented: Wurli-Wurlinjang Health Service, Wesley Mission, Wesley Life Force,
Somerville Community Services, Aboriginal Allied Health, Catholic Care NT, Red Cross, Mission
Australia, Roper Gulf Regional Council, TEMHS, DRISPN, Mental Mates, SARC, NT Aids and Hepatitis
Council, participant representative
Tennant Creek 14 June 2017
13 Attendees
Organisations represented: NT Legal Aid Commission, Mental Health Association of Central
Australia, Barkly Mental Health Service, Anyinginyi Health, Tennant Creek Hospital, Catholic Care
NT
Nhulunbuy 29 June 2017
14 Attendees
Organisations represented: TEHS - Umbakumba Clinic, TEHS - Groote Eylandt (Umbakumba &
Angurugu), TEHS - Alyangula Clinic, TEHS - Angurugu Clinic, Miwatj Aboriginal Health Service,
Laynhapuy Health, Anglicare NT, East Arnhem Mental Health Team
Carers Forum 23 May 2017
10 Attendees
Consumer Forum 9 August – 6 participants
Consumer Forum 23 August – 3 participants
Consumer Forum 28 August 2017 – 5 participants
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Appendix 2. Compiled Service Profiles
-

See attachment

Northern Territory Mental Health Coalition

82 | P a g e

MENTAL HEALTH & SUICIDE PREVENTION SERVICE REVIEW

Bibliography
Aboriginal and Torres Strait Islander Suicide Evaluation Project. (2016). SOLUTIONS THAT WORK:
Aboriginal and Torres Strait Islander Suicide Prevention Evaluation Project Report.
Aboriginal Peak Organisations Northern Territory. (2013). APONT Partnership Principles for working
with Aboriginal organisations and communities in the Northern Territory.
Commonwealth Government Department of Health. (2016). PRIMARY MENTAL HEALTH CARE
FLEXIBLE FUNDING POOL IMPLEMENTATION GUIDANCE STEPPED CARE. Retrieved from
www.health.gov.au:
http://www.health.gov.au/internet/main/publishing.nsf/content/2126B045A8DA90FDCA25
7F6500018260/%24File/1PHN%20Guidance%20-%20Stepped%20Care.PDF
Government, A. (2007). Living Is For Everyone (LIFE) Framework: A framework for prevention of
suicide in Australia.
Leitch, E. (2017). Stepped care in mental health service planning. Retrieved from www.ntmhc.org.au:
www.ntmhc.org.au
National LGBTI Health Alliance. (2016). National Lesbian, Gay, Bisexual, Transgender and Intersex
Mental health and Suicide Prevention Strategy.
Northern Territory Government, APONT, NTCOSS. (2015). Northern Territory Government and NonGovernment Community Services Statement of Principles.
Northern Territory PHN. (2016). The NT PHN Mental Health and Suicide Prevention Needs
Assessment. Retrieved from www.ntmhc.org.au: https://www.ntmhc.org.au/wpcontent/uploads/2016/09/2016-NT-PHN-Needs-Assessment-Mental-Health-and-SuicidePrevention.pdf

Northern Territory Mental Health Coalition

83 | P a g e

