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Abstract
Aim:

The aim of this study was to examine the social world of generalist nurses
delivering mental healthcare in remote Australia.
Background:

Of Australia’s population of approximately 25 million, one in five will experience a
mental illness during their lifetime. People who live in remote Australia are significantly
more likely than those in urban areas to experience a mental illness or substance use
disorder, or to commit suicide. Commentators have suggested that the higher prevalence of
mental health problems in remote communities is a reflection of socioeconomic
disadvantage, a harsher natural and social environment, loneliness and isolation. The more
remote from metropolitan centres, the less specialised mental health services, investment,
funding and infrastructure are available to care for the mentally ill. Correspondingly, the
specialised mental health workforce, across all disciplines and professions, rapidly declines
with remoteness. This workforce maldistribution results in a situation where the largest
permanent health workforce in remote Australia are generalist nurses. Remote nurses work
in isolated communities and are regularly exposed to stressful and dangerous conditions.
They are oldest cohort of Australian nurses and work the longest hours per week. Research
has reported that remote nurses have low self-perceived levels of competency, confidence
and skills when caring for mental health patients, particularly when confronted by violent

and aggressive mental health presentations.
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Method:

A single, explanatory, revelatory case study design, utilising a holistic approach,
was employed in this study. Qualitative data were collected in semi-structured interviews
conducted face-to-face or via telephone (n = 30). The data were subjected to interpretive
thematic analysis. Findings from the thematic analysis were combined with secondary data
sources relevant to the case and subjected to situational analysis (Clarke, 2005) using
messy, ordered and relational maps to construct a social world/arena map of the remote
nurses’ social world in delivering mental healthcare. Actor-network theory was employed
to analyse the relationships between actors (human and non-human), which consisted of
both individuals and groups within the remote nurses’ social world.

Findings:

Three major findings arose from the study. First, under the actor-network analysis,
when delivering mental healthcare, remote nurses assume the role of the obligatory passage
point; second, remote nurses have low self-perceived levels of mental healthcare skills,
abilities and confidence; and remote nurses possess unique characteristics that enable them
to stay and function in the case environment.

Conclusion:

There exists substantial demand for mental health services in remote Australia. The
delivery of such services must overcome many barriers. Central to the success of mental
healthcare delivery are remote generalist nurses. This study revealed new insights into the
complex and fluid social worlds of remote generalist nurses delivering mental healthcare.
The study also found that remote nurses have unique characteristics, both individually and

as a group, that enable them to remain in their social world and deliver front-line services.
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Chapter 1: Introduction

1.1 Introduction

The impetus for this study arose from the researcher’s work as a health service
manager and educator for both providers and recipients of mental healthcare services in
remote Australia. The researcher spent approximately nine years working in remote
Australia, and had the benefit of observing and speaking with an enormous variety of
individuals and groups, including nurses, general practitioners, psychiatrists, police,
paramedics, administrators, managers and Indigenous health workers, during this time.
This experience allowed the researcher to begin questioning and reflecting on the
difficulties, complexities and sacrifices of remote general nurses. This diaphanous
beginning culminated in the writing of this thesis.

1.2 Personal Experience that Informs the Study

The researcher’s interest was galvanized by his most recent employment before
commencing in academia. The role was that of a mental health nurse educator, flying by
aircraft every second week into the remote community townships of Cape York and the
Torres Strait Islands, a health district of approximately 195,000 square kilometres in Far
North Queensland, Australia. An essential element of the mental health nurse educator role
was travelling to locations as quickly as possible after a ‘major’ incident or sentinel event
concerning remote general nurses caring for mental health patients. While this element of
the role included a degree of investigation, its substantive purpose was to provide support
to the remote general nurses, as opposed to being part of any disciplinary process. After

ascertaining what had occurred by reading the nursing notes, incident reports and speaking



to the nurses and/or witnesses, the mental health nurse educator would provide
individualised and group support, counselling and de-briefing, as required.

The researcher remembers one incident in which a nurse was working in a single-
station primary healthcare centre on a remote island. There were no resident police, and
nurses stationed on nearby islands, still some distance away, did not travel at night-time
due to safety concerns. On a Saturday at around 6 pm, there was a frantic knock on the
front door of the nurse’s accommodation. Upon opening the door, the nurse was confronted
by a highly distressed, yelling and sobbing female covered in blood, who had sustained a
number of serious injuries and wounds. The nurse immediately stopped her dinner
preparations and assisted the female patient next door to the primary healthcare centre,
which consisted of two treatment rooms. The nurse commenced attending to the patient’s
serious head, limb and torso wounds, which required a variety of interventions.
Approximately 90 minutes later, there was a loud banging on the locked front door of the
primary healthcare centre, accompanied by a tirade of verbal abuse and shouting: it was the
patient’s male partner. The male was a ‘known’ mental health patient and under the
influence of alcohol and cannabis. The nurse observed through the ‘spy hole’ in the front
door that he was carrying a machete knife. The patient became increasingly frightened.
Despite extensive discussions and negotiations between the nurse and the partner through
the locked door, he would not desist from his angry, threatening and violent ranting, which
was directed at the patient. The remote general nurse then spent the night locked in with
the patient. She was awake all night, caring for the fearful patient, who could not return
home, despite it being evident in the early hours of the morning that the partner had

succumbed to the effects of intoxication and wandered off. At daybreak, the remote general



nurse escorted the patient back to her home, only to discover that her partner had
committed suicide by hanging himself on the side porch of their house. Two days later, on
debriefing with the nurse, she stated, ‘If only | had the [mental health] skills or training to
deal with the f***ing situation’. This short sentence deeply resonated with the mental
health nurse educator/researcher as being representative of many similar self-deprecating
statements made by remote general nurses in similar situations.

In addition to the researcher’s first-hand experience, a review of literature made
plain the need to examine the disproportionate burden on remote general nurses in clinical
practice. The sentiment of being inadequately prepared is not confined to nurses’ own
negative beliefs, but also results from the environments in which remote general nurses
work, which may be isolated and harsh. The situation is further aggravated by the
unpredictability of mental health presentations, limited resources (both generally and
mental-health-specific), understaffing, stress and lack of training. The researcher has
experience of all these issues and their continued negative impact on remote general
nurses. Failing to address these issues means that the remote general nurse workforce will
continue to struggle with disproportionate levels of stress, self-sacrifice and burnout.
Reduced efficacy of remote nursing work due to these issues makes a serious contribution
to the disproportionately poor mental health of remote Australians, which continues to

deteriorate.
1.3 Aim of the Study

The aim of this study was to examine the social world of generalist nurses

delivering mental healthcare in remote Australia.



1.4 Purpose of the Study

The purpose of this study was to understand and describe the social world of
Australian remote nurses delivering mental healthcare. The study explored how the various
actors in the social world interact with remote generalist nurses to deliver mental
healthcare. Through this exploration, the study offers insight into the existing deficiencies,
difficulties, means and issues in delivering such care. Finally, the study examined the
current inefficient, uncoordinated and reactionary model of service delivery, which relies
on tertiary-level care rather than taking a whole-of-person approach to mental healthcare
facilitated through primary healthcare. In addition, it is hoped that the study’s findings will
persuade government and policymakers to invest and provide resources ‘up-stream’
towards the social determinants of health, prevention and improved clinical care to meet
remote community needs, which necessarily includes remote mental healthcare (Reeve et
al., 2015).

1.5 Research Questions

The following research questions guided the study:
1. What characterises the delivery of mental healthcare in remote Australia?
2. What processes are used to deliver mental healthcare in remote Australia?
3. Who are the actors in remote Australia delivering mental healthcare?

1.6 The Field of Study

1.6.1 What is ‘remote’?
Is there a definitional difference between rural and remote nursing? A number of
writings have produced commentary on this question (Australian Government Department

of Health and Ageing, 2005; Mills, Francis & Bonner, 2007; National Rural Health



Alliance, 2005). It is clear that the notion of remoteness has shifted from one based solely
on geographical location to one that includes considerations of social, economic and
demographic factors. Early nursing scholars and conference proceedings did not
differentiate between the issues and concerns of ‘rural’ and ‘remote’ nursing; both were
simply referred to as ‘rural’, irrespective of geographical location (Courtney, 1992;
Hegney, Pearson & McCarthy, 1997; ‘remote nurses’ qua Remote Area Nurses National
Conference, 1983). This study differentiates between ‘rural’ and remote’ as distinct types
of area with their own workforce issues and concerns, unless otherwise stipulated.
However, the study does use the terms ‘remote’ and ‘very remote’ interchangeably.

The Accessibility/Remoteness Index of Australia (ARIA+) is a means of measuring
the accessibility of service centres from a given place, or conversely of remoteness of a
place (Australian Bureau of Statistics [ABS], 2014). Geographical areas are given a score
(continuous 0-15) based on the road distance to service towns of different sizes. Scores for
regions are derived by averaging scores within squares of a 1 km? grid (Australian Bureau
of Statistics, 2015). The index scores can be classified into various categories. These
remoteness categories and their ARIA+ scores are detailed below:

1. Major Cities (ARIA+ score > 0 to < 0.20): relatively unrestricted
accessibility to a wide range of goods and services and opportunities for
social interaction.

2. Inner Regional (ARIA+ score > 0.20 to < 2.40): some restrictions to
accessibility to some goods, services and opportunities for social

interaction.



3. Outer Regional (ARIA+ score > 2.40 to <5.92): significantly restricted
accessibility to goods, services and opportunities for social interaction.

4. Remote (ARIA+ score > 0.92 to < 10.53): very restricted accessibility to
goods, services and opportunities for social interaction.

5. Very Remote (ARIA+ score > 10.53 to < 15): very little accessibility to
goods, services and opportunities for social interaction.

The field of inquiry in this study involves remote and very remote areas according
to the above categories. Figure 1.1 shows the five levels of remoteness classifications

against Australia’s landmass.



Remoteness Areas
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W Major Cities of Australia

Figure 1.1. Map of Australia displaying ARIA+ Remoteness Classification Index. Source:

ABS, 2014.

With reference to Figure 1.1, of Australia’s total landmass of 7.6 million km?, ‘very
remote” areas comprise 5.5 million km? (72.5%) and ‘remote’ areas comprise 1.02 million
km? (13.2%). Hence, the field investigated in this study constitutes 85.7% of Australia’s

landmass, or approximately 6 million km?.



1.6.2 Profile of Australia’s remote population
According to the Australian Institute of Health and Welfare (AIHW, 2013), the
estimated population of Australia in 2012 was 22,710,352. The pie graph in Figure 1.2

illustrates the population distribution by remoteness using the ARIA+ classifications.

B Major Cities

Inner Regonial
B Quter Regonial
H Remote

¥ Very Remote

Figure 1.2. Pie graph of Australia’s population by remoteness classification, 2012. Source:

AIHW, 2013.

Table 1.1
Australia’s Population Distribution According to Remoteness Classification Index, 2012

(Source: AIHW, 2013)

Population (number)  Population (% of total)

Major cities 15,976,750 70.3%
Inner regional 4,161,150 18.3%
Outer regional 2,047,432 9.0%
Remote 318,969 1.3%

Very remote 206,051 0.1%



With reference to Table 1.1, as a percentage of Australia’s total population, only
1.4% reside either remotely or very remotely (n = 525,020). This number is spread across
85.7% of Australia’s landmass, or approximately 6.0 million km?. In terms of spatial
density, these figures equate to an average of one person for each 11.5 km?. Compounding
this sparseness is the fact that the remote population tends to cluster into relatively small
populations, through historical influences such as old mission stations or mining and
farming communities and townships.

This wide dispersal of such a small population is fundamental to the challenges
concerned with economies of scale and mental healthcare delivery. It is also the key to why
the most prolific and permanent sector of the health workforce, remote generalist nurses,
are central to the continued sustainability of delivering remote mental healthcare. The
dispersed nature of the remote population in Australia drives its remote health workforce.
Models of delivery of remote primary healthcare (including mental health services) address
diseconomies of scale by aggregating a critical population mass: evidence indicates that a
minimum population of approximately 2000 to 3000 people is required for remote
communities to support a range of primary healthcare service activities (Wakerman et al.,
2006). Many remote and particularly very remote communities have nowhere near this
number of community residents; for example, Oodnadatta had a population of 166 in 2011
(National Census, ABS, 2011Db). In the provision of minimal healthcare services in remote
areas of Australia, individual remote nurses are used to partially fill the void of otherwise

nonexistent healthcare caused by unsustainable population numbers.
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1.6.3 Aboriginal and Torres Strait Islander populations living in remote and very
remote Australia

A very important contributing feature to statistics and discussions about the health
and wellbeing of Australia’s remote population is its major constituency of Aboriginal and
Torres Strait Islander peoples. The reason for this importance is that these groups are
proportionally overrepresented in the remote population compared to the national average.
Aboriginal and Torres Strait Islander peoples also have higher prevalence rates of disease,
including chronic conditions and mental health disorders. In 2011, only one third of all
Aboriginal and Torres Strait Islander people lived in major cities of Australia (233,100
people). Remote Australia is home to 51,300 Aboriginal and Torres Strait Islander people,
while 91,600 Aboriginal and Torres Strait Islander people live in very remote Australia. In
2011 (AIHW, 2014a), Aboriginal and Torres Strait Islander peoples were approximately 12
times more likely to live in remote or very remote areas than non-Indigenous people
(22.1% compared with 1.8%), while seven out of ten non-Indigenous people (71.9%) lived
in major cities. Figure 1.3 and Table 1.2 clearly show the relationship between remoteness
and higher proportions of Aboriginal and Torres Strait Islander residents compared to non-

Aboriginal and Torres Strait Islander residents (AIHW, 2014a).
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Table 1.2
Percentage of Australia’s Aboriginal and Torres Strait Islander and Non-Indigenous

Populations Living in Major Cities, Remote and Very Remote Areas (Source: AIHW,

2014a)
Major Cities Remote Very Remote
Aboriginal and Torres Strait 34.8 1.7 13.7
Islander
Non-Indigenous 71.3 1.2 0.5
Total Australian population 70.2 1.4 0.9

With reference to Table 1.2, non-Indigenous peoples are overrepresented (as a
percentage) in major cities, but decline exponentially with increasing remoteness.
Conversely, Aboriginal and Torres Strait Islander populations increase, as a percentage of
total population in each classification, with remoteness. This trend is important when
comparing statistics between major city, remote and very remote populations concerning
Aboriginal and Torres Strait Islander peoples’ burden of disease and cultural socio-
economic disadvantage.

Another important comparative demographic is age distribution across Aboriginal
and Torres Strait Islander and non-Aboriginal and Torres Strait Islander populations. The
Indigenous and non-Indigenous populations are quite different in their age profiles. Most
notably, Aboriginal and Torres Strait Islander peoples have a younger age profile than the

non-Indigenous population (see Figure 1.3).
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Figure 1.3. Population age profile by Aboriginal and Torres Strait Islander status as

percentage of total population. Source: AIHW, 2014a.

A&TSI: Aboriginal and Torres Strait Islander.

Table 1.3
Population Age Profile by Aboriginal and Torres Strait Islander Status as Percentages of

Total Population (Source: AIHW, 2014a)

Age range 0-14 15-24 25-34  35-44  45-54 55-64  Over 65
Non-Indigenous 18.8 13.1 13.7 14.3 13.9 11.9 14.2
Indigenous 35.9 19.3 13.1 12.3 9.7 5.9 3.8

The age profile of Indigenous and non-Indigenous populations in remote Australia
is @ major contributor to the increased incidents and higher per capita levels of serious
mental illness and suicide in remote Australia (ABS, 2011a; Holland, Dudgeon & Milroy,
2012). In remote and very remote communities, there is a higher incidence of serious
mental illness in early teenage years and early twenties, including psychotic disorders,

major depression and substance use disorders (Kelly, Dudgeon, Gee & Glaskin, 2009;
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Shepherd, Li, Mitrou & Zubrick, 2012; Shepherd, Li & Zubrick, 2012; Zubrick et al.,
2005).

Having considered the demographics of the remote population the next step was to
examine the contextual factors of living remotely and how these factors impact and
contribute to the general health disadvantage and status of remote communities (Smith,
Humphreys & Wilson, 2008; Dixon & Welsch, 2000). This examination utilised social
determinants of health which are a combination of material, environmental, social and
psychosocial factors and conditions of life (Marmot & Wilkinson, 2006). These factors
extend to income, employment, occupation, poverty, housing, education, access to
community resources, and demographic factors such as gender, age and ethnicity
(Commonwealth Department of Health and Aged Care, 2000). Importantly, most
determinants do not occur in isolation, and many have cumulative effects over the lifespan
(Zubrick, Holland, Kelly, Calma & Walker, 2014). There are strong correlations between
serious mental illness and high unemployment, poor nutrition, over-crowded housing,
economic disadvantage, low social capital, racism, chaos, stress (particularly early in life),
marginalisation and low rates of education in communities; notably, these features often
characterise Aboriginal and Torres Strait Islander remote communities (Carson, Dunbar,
Chenhall & Bailie, 2007; Marmot, 2011; Marmot & Wilkinson, 2006; Susser, 2006).
Throughout the research process, the researcher maintained awareness and cultural
sensitivity to these issues, particularly when making health comparisons between
communities with different remoteness classifications, developing the major findings

(Chapter 9) and formulating the recommendations (Chapter 10).
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1.6.4 What is meant by remote health?

Throughout the broader health literature, the concepts of ‘rural’ and ‘remote’ are
subsumed within the descriptor of ‘rural health’, without any clear delineation reflecting
the differences. Wakerman (2004) suggested that such delineation between rural and
remote health is important for three reasons: definitions of the two terms “have important
implications for appropriate policy development, planning and resource allocation’

(p. 210), are methodologically of importance to researchers and demographers and “with
established and increasing use of the term [remote] by professional groups, such as the
Council of Remote Area Nurses of Australia and the Australian College of Rural and
Remote Medicine, as well as academic agencies such as the Centre for Remote Health, it is
timely to work towards a common understanding’ (p. 210).

Having reviewed the literature, Wakerman (2004) posited the following definition
of remote health:

Remote health is an emerging discipline with distinct sociological, historical and

practice characteristics. Its practice in Australia is characterised by geographical,

professional and, often, social isolation of practitioners; a strong multidisciplinary
approach; overlapping and changing roles of team members; a relatively high
degree of GP substitution; and practitioners requiring public health, emergency and
extended clinical skills. These skills and remote health systems need to be suited to
working in a cross-cultural context; serving small, dispersed and often highly

mobile populations; serving populations with relatively high health needs; a

physical environment of climatic extremes; and a communications environment of

rapid technological change. (p. 213).
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This study adopted this expansive definition as a basis of its concept of remote
health. Notably, mental illness and mental health are not mentioned in this definition.
1.6.5 What is mental health and illness?

‘Mental illness’ is a term that describes a diverse range of behavioural and
psychological conditions. These conditions can affect an individual’s mental health,
functioning and quality of life, or ‘the capacity of individuals and groups to interact with
one another and the environment, in ways that promote subjective wellbeing, optimal
development and the use of cognitive, affective and relational abilities’ (Commonwealth
Department of Health and Aged Care & AIHW, 1998, p. 5). The World Health
Organization (WHO, 2014) described mental health as a state of wellbeing in which people
can realise their full potential, cope with everyday stressors, work productively and make a
positive contribution to society.

1.6.6 Current profile of the remote nursing workforce

The Council of Remote Area Nurses of Australia (CRANA Plus) (2003), the
professional body for remote and isolated health practitioners, has described the role of
remote nurses as follows:

Remote area nurses in Australia provide and coordinate a diverse range of

healthcare services for remote, disadvantaged or isolated populations. Their

practice is guided by primary healthcare principles and includes emergency
services, clinical care, health promotion and public health services. Remote
generalist nurses work in a variety of settings including outback and isolated towns,
islands, tourism settings, railway, mining, pastoral and Indigenous communities.

(p. 107)
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Remote nurses practice in a variety of locations (Cramer, 2005); they are not
limited to primary healthcare centres, but regularly work across vast geographical areas of
wilderness and in isolated communities. This type of healthcare delivery is referred to as an
‘outreach’ model, where the nurse is principally based in a primary healthcare centre or
community setting and provides outreach services to the community. Remote nurses
deliver services in a variety of locations, such as private homes, public areas, schools or
community buildings, when attending emergencies or situations where the patient cannot
physically access the primary healthcare centre. Remote nurses deliver healthcare in
multiple facets, ranging from patient transport via ambulance, attending to patients in
police custody and patients presenting without notice at the remote nurse’s private
residence, particularly when employer-provided accommodation is closely situated to the
primary healthcare centre (Cramer, 2005; Currie, 2007).

The AIHW (2014) reported that in 2014, 349,634 nurses (registered and enrolled,
excluding midwives) were registered in Australia. Of this number, 4,122 worked in remote
and 2,426 worked in very remote locations, totalling 6,584, or 1.88% of the total nursing

workforce (see Table 1.4).



Table 1.4
Employed Nurses Population Numbers and Demographic Characteristics by Remoteness

Classification (Source: AIHW, 2014)

Major Cities Inner Outer Remote Very
Regional Regional Remote

Number 214,361 54,509 25,121 4,122 2,426
A DR 36.7 46.5 44.5 45.7 47.1
over (%)
Men (%) 10.9 9.8 8.8 10.7 15.9
MY S 84.5 76.8 74.8 79.2 84.5
nurses (%)
Average
weekly hours 33.7 32.6 33.9 37.0 40.3
worked
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100,000 - B Number of
Employed Nurses
by Remoteness
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Major Inner Outer Remote Very
Cities Regional  Regonial Remote

Figure 1.4. Number of registered nurses by remoteness. Source: AIHW, 2012a.
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Of the total nurses referred to in Figure 1.4, classified by remoteness, Figure 1.5.
displays the subset of mental health nurses within this population. Only 271 mental health

nurses work remotely or very remotely.

16,000
14,000
12,000

10,000
Number of Mental
8,000 Health Nurses by
6,000 Remoteness

4,000

[

Major cities  Inner Regonial Outer Regonial Remote/Very
Remote

Figure 1.5. Number of registered nurses working in mental healthcare by remoteness.
Source: AIHW, 2012a.

With reference to Table 1.4, there are certain factors that differentiate remote
nurses from their counterparts working in regional areas and major cities. There is a
significantly higher proportion of males (as a percentage of the total workforce) in very
remote locations (15.9%) compared to major cities (10.9%). The researcher was not able to
identify any published explanation or commentary on this trend; it is possible that the
statistics may be distorted due to the small sample size of very remote nurses (1.88%).
What is evident is:

* Very remote nurses are the oldest age cohort, with 47.1% aged older than 50 years.

* Very remote and remote nurses work the longest hours per week among all cohorts.
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* Very remote nurses work 6.6 hours per week more that major city nurses; for each
very remote nurse working 46 weeks per year, this equates to a total of 303.6 more
hours per year—for those working on a 38-hour per week basis, the equivalent of
an additional 7.9 weeks per year.

Despite the challenges presented for nurses working remotely, there are also
attractions. Previous exposure to a remote lifestyle (particularly if the nurse grew up in the
country area) or previous remote work experience were the most compelling reasons for
nurses to choose remote area employment in Hegney, McCarthy, Rogers-Clark and
Gorman’s study (2002). Remote lifestyles with strong social networks and close proximity
to family and friends are major attractions (Hegney et al., 1997; Hegney et al., 2002).
Professional issues such as employment opportunities, career advancement and extended
practice are also strong positive influences (Hegney, 1997; Hegney et al., 2002).

Other pragmatic commentators have stated that ““Fly In Fly Out”” (FIFO) health
services should be seen not as replacements for local healthcare, but as part of the
necessary compromise between the tyranny of distance and equity of access to health
services’ (Hanley, 2012, p. 48). The researcher’s opinion is that while a FIFO workforce is
not ideal, it provides access to mental healthcare services that the remote population would
not otherwise receive given current circumstances. One challenge to this view mounted by
Wakerman, Curry and McEldowney (2012) is that, on a comparative cost basis, three to
four nurse practitioners can competently undertake 90% of the tasks undertaken by GPs
(Hooker, 2006) with equivalent patient outcomes (Laurant et al., 2005; Martinez-Gonzélez,
Tandjung, Djalali & Rosemann, 2015; Martinez-Gonzalez et al., 2014; Mundinger et al.,

2000). While none of the studies mentioned directly relate to remote Australia or remote
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mental healthcare delivery, there appears to be no fatal or discernible difference preventing
extrapolation of these findings.
1.6.7 Generalist remote nurses caring for mental health clients

Most remote nurses deliver general nursing duties, and do not work in a specialist
area or program. They primarily deliver care from a primary healthcare centre or, for a
lesser number, from hospitals as required to meet the demands of the community, region or
district.
Table 1.5
Number of Employed, Registered, Enrolled Nurses and Midwives in Work Setting by

Remoteness Classification (Source: AIHW, 2012c)

Major Inner Outer Remote Very
Cities Regional Regional Remote
Aboriginal Health
serifiee 260 164 233 250 369
Community
mental health 3,132 1,035 443 91 52
service
Hospital 121,177 26,869 12,960 2,307 1,076
Residential mental
healthcare service 1,594 528 86 8 S
Drug and alcohol 884 282 99 13 15

service

With reference to Table 1.5, the comparatively large numbers of nurses working in
Aboriginal health services in remote and very remote areas is consistent with the large
proportion of communities in these areas populated by Aboriginal and Torres Strait
Islanders (see Chapter 1) and the establishment of the Aboriginal Community Controlled

Health Services (ACCHS) and Aboriginal Medical Services (AMS). Of all the identified
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nurses (see Table 1.5) working in ACCHS and AMS, 48.6% work in remote and very
remote locations. This is a modest proportion, particularly when considering the vastness
of the landmass that is classified as remote Australia (see Chapter 1).

With increasing remoteness, the number of nurses working in community mental
health services dramatically decreases. This is consistent with the challenges experienced
in providing permanent specialist mental health teams in remote and very remote locations;
there are insufficient numbers of mental health nurses to populate such a vast landmass.
The mental health nurses identified as working in community-based mental health teams
make up just 3% of those working in remote and very remote locations. There is a similar
trend of reduced numbers linked to remoteness for nurses working in hospitals (2.0%),
residential mental healthcare services (0.5%) and drug and alcohol services (2.2%). This is
consistent with the lack of mental health infrastructure and resources available in remote
and very remote Australia (see Chapter 2).

1.6.8 Current profile of remote mental health nursing workforce

The National Health Workforce Data Set (AIHW, 2012) showed that of all
employed nurses (both RN and EN), 6.6% indicated they were working principally in
mental healthcare, with approximately three-quarters (74.4%) employed in major cities.
The lowest numbers of workers were in the remote and very remote categories,
representing 1.3% of the mental health nursing workforce. If the workers’ loads are
combined and calculated as Full Time Equivalent (FTE) workers per 1,000 population, this
still results in major cities being the highest, at 86.6/1,000, and remote and very remote the

lowest at 51.4/1,000 (see Table 1.6.).
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Table 1.6
Mental Health Nurses by Remoteness Area, 2012 (Source: National Health Workforce

Data Set, Nurses and Midwives, AIHW, 2012a)

Location Major Cities Inner Regional  Outer Regional Remote/

Very Remote
Number 14,587 3,637 1,107 259
FTE per 100,000 86.1 83.4 53.1 51.4
population

1.6.9 Current profile of remote mental health non-nursing workforce
1.6.9.1 General practitioners (GPs)

There is an inequitable distribution of GPs in Australia, with remote Australians
being the most disadvantaged (Schofield, Shrestha & Callander, 2012). The AIHW (2014)
reported that, in 2012, there were 79,653 employed medical practitioners in Australia, of
which 1,166 worked remotely and very remotely, representing 1.46% of the GP workforce.
Of this number, 307 worked in private practice (out of a total Australia-wide working in
private practice of 35,351); 185 worked in Aboriginal health services (out of a total
Australia-wide working in Aboriginal health services of 546); 51 worked in community
health services (out of a total Australia-wide working in community health services of
1,983) and 505 worked in a hospital (out of a total Australia-wide working in a hospital of
33,994).

In 2013, the medical practitioner workforce proportionally (comparative to
population whole numbers) decreased with remoteness (AIHW, 2014). This trend is shown

in Figure 1.5.
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Figure 1.5. Medical practitioners, FTE per 100,000 population by remoteness, 2013.

Source: AIHW, 2014.
MC: Major cities; IR: Inner regional; OR: Outer regional; R & VR: Remote and very remote.

Figure 1.5, comparing major cities with remote and very remote areas, illustrates
that there was a FTE workforce with 168.9 less personnel per 100,000 (425.6/256.7) in
remote and very remote areas. An important section of this workforce is the number of
GPs, which also reduces with remoteness (AIHW, 2012), as shown in Table 1.7 and Figure
1.6 below.

Table. 1.7
Number of General Practitioners by Remoteness Classification, 2012 (Source: AIHW,

2012)

Major Cities  Inner Regional Outer Remote/
Regional Very Remote

Number of GPs 18,170 4,826 2,331 622
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Figure 1.6. Number of general practitioners by remoteness classification, 2012. Source:

AIHW, 2012.

With reference to Table 1.7, in 2012, 2.3% of GPs in Australia worked in remote
and very remote Australia, compared to 71.2% working in major cities. Despite their
relative and actual low numbers in remote and very remote areas, GPs have a pivotal role
in the detection and treatment of mental health problems in remote communities. However,
some national studies including data on remote GPs have revealed low detection rates of
mental illness in these areas (Aoun, Underwood & Rouse, 1997; Brody, Khaliq &
Thompson, 1997; Henderson, Andrews & Hall, 2000; Hickie, Davenport, Naismith &
Scott, 2001). A number of factors have been suggested as contributors to this, including
reluctance among remote patients to report their mental health problems due to stigma and
lack of anonymity in small communities (Wrigley, Jackson, Judd & Komiti, 2004), the
stoic nature of remote populations (Judd et al., 2006), time pressures on GP appointments,
and lack of mental health training and appropriate diagnostic tools suited to GP practice

(Handley et al., 2014; Hickie et al., 2001; Findlay & Sheehan, 2004).
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Studies have shown that remote residents, per capita, visited GPs the least of any
population of the remoteness classification index (see Chapter 1) and at a rate of about half
that of major city populations (Caldwell et al., 2004). In 2012-2013, those living in inner
regional areas had the highest rate of mental health-related GP encounters (686.6 per
1,000) and remote and very remote the lowest (295.7 per 1,000) (Britt et al., 2013).
Caldwell et al. (2004) found that of the mental health services delivered by GPs in remote
Australia, the highest incidence was for treating depression (Britt et al., 2013; Davenport,
Hickie, Naismith, Hadzi-Pavlovic & Scott, 2001) and the lowest incidence was for anxiety
disorders. Finally, Caldwell et al. (2004) found that remote residents were prescribed
mental health medications half as often as capital city residents, which is consistent with
previous studies (Britt, Miller & Valenti, 2001).
1.6.9.2 Psychiatrists

Psychiatrists are medical practitioners with a recognised specialist qualification in
psychiatry. Generally, patient access in Australia to psychiatrists is very limited, because
few psychiatrists bulk-bill (i.e. bill directly to Australia’s universal Medicare insurance),
most are located in metropolitan areas and too few psychiatrists are employed in the public
sector (Senate Select Committee on Mental Health, 2006). According to the Australian
Bureau of Statistics (ABS, 2007):

There is a severe shortage of consultant psychiatrists in [remote] Australia ... due

to most [psychiatrists] exercising a strong preference to live and work in major

cities. Trainee psychiatrists also report a clear inclination to practice in capital cities

or urban centres.
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In 2013, there were 2,977 registered psychiatrists in Australia (Health Workforce
Australia, 2013). Clearly, with increasing remoteness there is reduced supply of and access
to psychiatrists; this trend is illustrated in Table 1.8.

Table 1.8
Number of Psychiatrists by Remoteness Classification and FTE per 100,000 population,

2012 (Source: Health Workforce Australia, 2013)

Major Cities Inner Regional  Outer Regional Remote/
Very Remote
Number of 2,620 257 80 14
Psychiatrists
FTE per 16.3 5.9 4.2 3.0
100,000
population

With reference to Table 1.8, in 2013, there were 16.3 FTE psychiatrists per 100,000
of the population for major cities, the highest of any remoteness classification; meanwhile,
the lowest numbers were for remote and very remote areas, at 3.0 FTE (AIHW, Medical
Labour Force Survey of 2013). This disparity is also reflected in the fact that 88% of the
total psychiatric workforce work in major cities and only 0.47% work in remote and very
remote areas. Mirroring the remote nursing workforce (see Chapter 1), remote psychiatrists
work the longest hours of any remoteness classification area cohort.
1.6.9.3 Psychologists

The AIHW (2013) reported that in 2012, 22,404 psychologists were employed in
Australia. The supply of psychologists was highest in major cities, both in whole numbers
and in FTE (per 100,000 population), and correspondingly lowest in remote or very remote

areas (see Table 1.9). Table 1.9 shows that 82% of psychologists work in major cities
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compared to just 0.88% in remote and very remote areas; of this proportion, less than 1%
work in private practice. Most remote psychologists work in schools or for not-for-profit
(NFP) organisations (Australian Psychological Society, 2011). Even if all remote
psychologists worked in private practice (which they do not), based on 2012 population
figures (525,020 living in remote or very remote areas), this equates to an average of 1
psychologist per 2,652 people.

Table 1.9

Number of Psychologists by Remoteness Classification and FTE per 100,000 population in

2012 (Source: Health Workforce Australia, Allied Health Practitioners, AIHW, 2013)

Major Cities Inner Regional ~ Outer Regional Remote/
Very Remote
Number 18,385 2,766 1,022 198
FTE per 100,000 98.6 57.4 44.6 34.0

population

1.6.9.4 Occupational therapists

Occupational therapists are included in this section for two reasons. First, an
increasing response to the shortage of mental health nurses in community mental health
teams in metropolitan areas has been for occupational therapists to be recruited into case
manager roles (historically a mental health nursing role). Second, occupational therapists
have a role in the acute mental health sector, as they often undertake pre-discharge
assessments of patients; for example, they might undertake a three-step assessment of
budgeting, shopping and then cooking to ensure that a ‘low-functioning’ patient has the

basic skills to feed themselves. Occupational therapists are increasingly becoming
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incorporated into multi-disciplinary mental health teams in metropolitan areas, though not
currently in remote Australia.

The AIHW (2013) reported that in 2012, 7,231 occupational therapists were
registered in Australia. The supply of occupational therapists in Australia was highest in
major cities, both in whole numbers and in FTE (per 100,000 population), and
correspondingly lowest in remote and very remote areas (see Table 1.10). Of the total
occupational therapist workforce, only 0.47% work remotely and very remotely.
Accordingly, occupational therapists do not feature in remote nurses’ social world in
delivering mental healthcare.

Table 1.10
Number of Occupational Therapists by Remoteness Classification and FTE per 100,000

population, 2012 (Source: Health Workforce Australia, Allied Health Practitioners, AIHW,

2013)
Major Cities Inner Regional  Outer Regional Remote/
Very Remote
Number 5,537 1,345 313 34
FTE per 48.4 40.1 27.0 16.7
100,000
population

1.6.9.5 Aboriginal and Torres Strait Islander Health Practitioners

Since July 2012, Aboriginal and Torres Strait Islander health workers have been
able to register under a national registration scheme as Aboriginal and Torres Strait
Islander Health Practitioners, through the Australian Health Practitioner Regulation
Agency (AHPRA). Previously, there was no national registration or specific career

pathway for Aboriginal and Torres Strait Islander health workers. Since national
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registration, the minimum standard (or equivalent) is a Certificate IV in Aboriginal and
Torres Strait Islander Primary Healthcare.

The AIHW (2013) reported that 231 registered Aboriginal and Torres Strait
Islander Health Practitioners were employed in Australia in 2012. Of this workforce, 142
were employed in Aboriginal health services.

Table 1.11
Aboriginal and Torres Strait Islander Health Workers, 2012 (Source: Health Workforce

Australia, Allied Health Practitioners, AIHW, 2013)

Major Cities Inner Regional ~ Outer Regional Remote/
Very Remote
Number 7 9 73 142
FTE per — 0.2 3.6 29.7
100,000
population

As at June 2015, AHPRA advised that there were 390 registered Aboriginal and
Torres Strait Islander Health Practitioners, of which 55% were employed in the Northern
Territory, 14% in New South Wales, 12% in Queensland and 12% in Western Australia.
Many more than this number are actually working in Australia as ‘health workers’ who
commenced working prior to June 2012 and do not have the minimum qualification for
registration. For example, the National Aboriginal and Torres Strait Islander Health
Worker Association (NATSIHWA) reports on their website that they have approximately
800 members.
1.6.9.6 Other Registered Allied Health Practitioners in the Field

There are five reasons for including allied health practitioners in this study. First,

allied health professions exist in the remote health field and hence are examinable in
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relation to the case. Second, it is useful to compare the allied health professions with the
other professions previously mentioned to observe whether trends in distribution are
consistent. Third, mental health patients have poorer general health than non-mental health
patients, and therefore require more allied health services (AIHW, 2014; Lambert,
Velakoulis & Pantelis, 2003; O’Sullivan, Gilbert & Ward, 2006; Robson & Gray, 2006;
Smith, 2008). Further, living in remote Australia increases mental health patients’ risk of
poorer general health (AIHW, 2012; Harrison et al., 2010; Humphreys & Wakerman,
2008), and accordingly, per capita they are substantial consumers of these allied health
services. Finally, a case study methodology requires a holistic investigation, and hence
provides further justification for the inclusion of all allied health practitioners.

Table 1.12

Number of Pharmacists, Physiotherapists, Optometrists, Chiropractors and Podiatrists by

Remoteness Classification Index, 2012 (Source: AIHW, 2013)

Major Cities Inner Regional  Outer Regional Remote/
Very Remote
Pharmacist 16,225 3,301 1,506 279
Physiotherapist 16,129 2,621 1,069 240
Optometrist 3,169 600 233 27
Chiropractor 3,033 718 241 36
Podiatrist 2,509 563 210 29

With reference to Table 1.12, it is clear that with increasing remoteness there are
fewer available allied health services. It is not clear from the AIHW report (2012) how or
whether these data include Fly-In, Fly-Out (FIFO) clinicians who are based in another
remote classification index, yet work regularly in another; for example, a clinician who

resides in an ‘inner regional’ area may FIFO to remote or very remote communities as a
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sessional or outreach clinician. The report merely stated that “allied health workers identify
where they work’, not whether they were based permanently in the region delivering a
clinical service. Accordingly, comparing remote or very remote workers with those in
major cities as a percentage of the total workforce, pharmacists are respectively 1.3% and
76%, physiotherapists 1.2% and 80.4%, optometrists 0.7% and 78.7%, chiropractors 0.9%
and 75.3% and podiatrists 0.9% and 78.8%. On an adjusted FTE per 100,000 population
comparison, across all allied health professions, remote and very remote were statistically
significantly, to very significantly, lower than major cities and the lowest FTE of all
remoteness classifications, across all allied health professions.

1.7 Overview of the Study Design

The present study employed a single, explanatory and revelatory case study design
using a holistic approach to positioning. Case studies are a form of intense inquiry,
providing an in-depth picture of the unit of study (Flyvbjerg, 2011). In the present case, the
unit of study is remote generalist nurses delivering mental healthcare, focusing on
individuals, groups, organisations and social situations (Stake, 1995).

Qualitative data were collected using face-to-face and telephone semi-structured
interviews of the study participants relevant to the case. The data were subjected to
interpretive thematic analysis. Findings from the thematic analysis were combined with
secondary data sources relevant to the case and subjected to situational analysis (Clarke,
2005) using messy, ordered and relational maps to construct a social world/arena map of
the remote nurses’ social world in delivering mental healthcare. Actor-network theory
(Callon, 19864a; Latour, 2005; Law, 1992) was employed to analyse the relationships

between the actors and groups identified in the social world/arena map of remote generalist
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nurses delivering mental healthcare. Combining the results from the thematic analysis,
situational analysis and actor-network analysis, the three key findings of the study
emerged.

1.8 Rationale

The researcher was unable to identify any published study that had specifically
explored, examined or reported how Australian remote nurses deliver mental healthcare
within a social worlds framework utilising situational analysis (Clarke, 2005). Further, no
study had employed actor-network theory to identify and explore the relationships among
the actors and groups in the social world of Australian remote nurses in the delivery of

remote mental healthcare.
1.9 Significance of the Study for the Nursing Profession

Of Australia’s population of 23 million, one in five will suffer from a mental illness
during their lifetime. People who live in remote Australia are 1.1 times more likely than
those living in urban areas to suffer a mental illness. They also have significantly higher
rates of substance use disorders and are 1.3 times more likely to commit suicide (AIHW,
2010). Morrissey and Reser (2007) suggested that the higher prevalence of mental health
problems in remote and rural communities is a reflection of socioeconomic disadvantage, a
harsher natural and social environment, loneliness and isolation, and fewer available health
services. It is clear that the demand for mental healthcare from generalist remote nurses is
significant.

Remote nurses are the largest and most prevalent group of care providers, and are
frequently the first to be contacted by patients in crisis (Burley & Greene, 2007). Nursing

in remote areas has been described as one of the most complex areas of nursing practice.
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There is some evidence that the attitudes and abilities of many of these nurses in providing
such care are poor (Brunero, Jeon & Foster, 2012; Jelinek, Weiland, Mackinlay, Hill &
Gerdtz, 2011; Sharrock & Happell, 2002).

Remote nurses working in general healthcare settings have “difficulty’ in meeting
the needs of a patient with a mental illness. A number of studies have reported that
generalist nurses perceive themselves as lacking knowledge, skills and confidence in the
assessment and management of mental health patients (Bailey, 1998; Brinn, 2000; Brunero
etal., 2012; Fleming & Szmukler, 1992; Jelinek, Weiland, Mackinlay, Gerdtz & Hill,
2013; Gillette, Bucknell & Meegan, 1996; Jelinek et al., 2011; Muirhead & Tilley, 1995;
Roberts, 1998; Sharrock & Happell, 2002; Wand & Happell, 2001). They also experience
feelings of fear, inadequacy and a lack of understanding in caring for suicidal patients
(Bailey, 1998). In other studies, nurses have described reduced work satisfaction,
questioning their role, and giving priority to physical needs and task completion rather than
caring for a patient’s mental health symptoms (Bailey, 1994; Fleming & Szmukler, 1992;
Gillette et al., 1996; Reed & Fitzgerald, 2005). They find it particularly difficult when
patient behaviour is perceived as difficult, threatening or disruptive (Happell & Sharrock,
2002; Heslop et al., 2000; Reed & Fitzgerald, 2005). Compounding these difficulties is a
lack of resources, expert assistance and workplace policies in relation to remote and rural
mental health patient service delivery (Bailey, 1998; Brunero et al., 2012; Ellis & Philip,
2010; Gillette et al., 1996; Reed & Fitzgerald, 2005; Wand & Happell, 2001) combined
with an attitude of negativity (Bailey, 1998; Brinn, 2000; Fleming & Szmukler, 1992;

Gillette et al., 1996; Mavundla & Uys, 1997).
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There exists a gap in the literature in the absence of any case study having been
undertaken to identify and explain what factors affect remote generalist nurses providing
care to mental health patients. This study provides an understanding of generalist nurses’
experiences, manner and competency of caring for mental health patients in remote
settings.

1.10 Organisation of the Thesis

Chapter 1 has provided an overview of the study’s aim, purpose and objectives. The
researcher has positioned himself through his experience in the field concerning the subject
matter of the study and also provided raisons d’étre justifying the research. The concept of
‘remote’ was discussed and defined, including an outline of the remoteness classification
system utilised in the study. Further, the demographics of the actors and health workforce
professions in the study’s field were presented.

Chapter 2 outlines the background and setting of the study. The chapter commences
by outlining the poor health status and burden of disease in Australia’s remote population,
the types of mental health services and resources available and the current expenditure and
investment in mental health. The next section of the chapter discusses the demographics of
remote Australia and how these shape and determine models of mental health service
delivery. Concluding the chapter is an outline of the formation of remote nurses into a
professional cohort and an examination of the current issues and barriers that effect remote
nurses delivering mental healthcare.

Chapter 3 reviews the current literature on remote generalist nurses caring for
mental health patients. Embedded in the chapter is an article, under review for publication,

that outlines the literature review undertaken by the researcher. This review identifies two
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important themes in the literature: the demand for and lack of mental health training and
education, and the self-perceived low levels of confidence, competencies, skills and
knowledge of remote nurses concerning mental healthcare. The chapter concludes that
there is very little published literature and research into the research topic, and none in
relation to the remote nurses’ social world of delivering mental healthcare.

Chapter 4 outlines the theoretical framework, study design and methodology of the
study. The theoretical underpinnings of the study are identified and discussed. The
researcher describes and justifies the case study design and concludes by discussing and
addressing criticisms of case study as a method of qualitative research.

Chapter 5 outlines the methods of the study in relation to data collection and data
analysis. The chapter describes components of the study including the participants,
recruitment, sample size, data collection and analysis techniques, primarily coding and
thematic analysis. Issues concerning the ethics involved in the study are also reviewed.

Chapter 6 commences by outlining the process of undertaking situational analysis
(Clarke, 2005) of the data to create a social world/arena map representing remote generalist
nurses delivering mental healthcare. The *staged’ process of creating and building upon
each of the various maps—the messy, ordered, relational and, finally, social worlds/arena
maps—of remote nurses delivering mental healthcare is outlined. The chapter concludes
with a brief discussion of the researcher’s experience of creating positional maps for the
study, and the presentation of his attempt.

Chapter 7 is a discussion of the findings based on thematic and situational analysis.
The findings are presented with reference to the groups in the healthcare system arena and

the elements in the non-human arena, both contained in the social world/arena map.
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Chapter 8 presents, analyses and discusses the actor relationships between the
human and non-human actors in the social world/arena map utilising actor-network theory.
The findings from this analysis are then presented and discussed. The chapter concludes by
outlining and discussing how the relationships between the actors/groups in the social
world are created, maintained and continue to operate and function.

Chapter 9 discusses the major three findings of the study related to the case of
remote generalist nurses delivering mental healthcare. The three findings are:

1. that remote generalist nurses assume the status of obligatory passage points
when delivering mental healthcare;

2. that self-perceived low levels of confidence, competency, skills and
knowledge in caring for mental health patients are misguided, especially
when juxtaposed against the attitudes of the actors in the remote nurses’
social world, who have positive beliefs and opinions concerning the remote
nurses actions, skills and mental health outcomes;

3. that the remote generalist nurses have certain unique characteristics that
enable them to remain in their social world delivering mental healthcare;
these are identified as resourcefulness, resilience, responsiveness and
robustness.

The concluding Chapter 10 begins by describing the researcher’s ‘journey’ in
undertaking the study, then progresses to addressing the methodological rigour of the study
and the steps the researcher undertook to ensure the same. The chapter then outlines and
discusses the study’s recommendations concerning four domains: research, practice,

education and policy. The study’s methodological limitations and strengths are canvassed,
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and the chapter concludes by outlining the role of the researcher’s relationship with the

study.
1.11 Summary

This chapter has provided the reader with the aim of the study, research questions
and a discussion of the justifications for the study. The chapter has also defined the term
‘remote’ and discussed the constitution of the remote mental health workforce. The chapter
then concluded with a definition of ‘mental health’, a brief overview of the study design
and an outline of the rest of the thesis.

Having outlined the various groups who constitute the remote mental health
workforce, Chapter 2 discusses the background to the study. The discussion focuses on the
unique issues and substantial barriers facing the workforce in the delivery of mental
healthcare, as well as the resources available. The chapter concludes by discussing the
definition of primary healthcare and the factors that shape the models for delivering remote

mental healthcare.
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Chapter 2: Background

2.1 Introduction

This chapter discusses the background to the study and situates it in the context of
the field of remote nursing. Chapter 1 answered questions of ‘who’ and ‘what’ regarding
the make-up of the remote nurse’s field; in contrast, this chapter focuses on what is
happening in the field. The chapter is divided into three sections. The first section outlines
the poor health status and burden of general disease in Australia’s remote population, the
types of mental health services and resources available, and expenditure and investment in
mental health services. The second section discusses the demographics of remote Australia
and how these shape and determine models of health and mental health service delivery.
This section also discusses the dynamic external forces that affect changing remote models
of healthcare delivery, and that remote nurses are obliged to accommodate. The final
section outlines the formation of remote nurses into a professional and political
representational body, concluding with an examination of the current issues and concerns
that affect remote nurses delivering mental healthcare.

In this chapter, the terms ‘metropolitan areas’ and ‘major cities’” are employed
interchangeably, as are the terms ‘remote’ and ‘very remote’. The adoption of the
descriptors ‘major cities’ and ‘remote’ and ‘very remote’ is deliberate in the discussion of
the terms used by AIHW and the AGSC-RA classificatory system of remoteness in
Australia. On other occasions, the adoption of the terms ‘metropolitan areas’ and ‘remote
areas’ should be read with the same referability.

Finally, the term ‘rate’ as used in this chapter means the number of events or

occurrences per unit of population or class group over a set period of time. Unless
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otherwise stated, the ‘unit’ is population (usually an AGSC-RA classified population) and
the “‘period of time’ is 12 months (calculated either on a calendar year or financial year
basis).

2.2 Remote Population Health Profile in Australia

The health of Australians in remote areas is generally poorer than that of people
living in metropolitan and regional areas (AIHW, 2008a, 2008b, 2012, 2014; Humphreys,
2002; Phillips, 2009; Smith et al., 2008). Mental health is a significant component of this
health gap. In addition, it is common among people with a mental disorder to have
comorbid illnesses and diseases. Research has demonstrated that people with a serious
mental illness, like schizophrenia, have increased occurrence of physical illnesses (De Hert
et al., 2011; Happell, Scott, Platania-Phung & Nankivell, 2012; Jacobi et al., 2004; Scott &
Happell, 2011). People with comorbidities, like schizophrenia and diabetes, are more
disabled and consume more health resources than those with only one disorder (AIHW,
2007). This is relevant for two reasons. First, the demands generated by such a
disadvantaged population (remote mental health patients) on the time and available
resources of limited number of remote nurses necessarily means that remote nurses are
obliged to ration their time and to work under pressure. Though they may periodically
become overwhelmed, they must continue to cope; however, this pressure is likely to have
a negative effect on the delivery of remote mental healthcare. Second, remote mental
health patients with complex comorbidities require multifaceted interventions and a greater
level of nursing skills, creating an additional burden on the remote nursing workforce. The

burden of the relative incidence and chronicity of poorer remote health, exacerbated by the
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relatively higher proportions of remote mental health patients, is overwhelmingly borne by

the remote nursing workforce.

The AIHW report Australia’s Health 2014 identified several areas of concern in the

population profile of remote Australia:

higher mortality rates and lower life expectancy

higher road injury and fatality rates

higher reported rates of high blood pressure, diabetes, and obesity

higher death rates from chronic disease

higher rates of alcohol abuse and smoking

poorer dental health

higher incidence of poor antenatal and post-natal health

higher incidence of babies born with low birth weight to mothers in very remote
areas

None of the above is absent in the remote mental health patient population. In

addition, the link between mental illness and general poorer health is clearly established in

the literature, resulting in a greater demand for the services delivered by remote nurses.

2.2.1 Remote illicit drug use and excessive alcohol use

A substantial contribution to the generally poorer health status and profile of the

remote population is lifestyles incorporating excessive alcohol and illicit drug use. In this

thesis, “illicit drug’ refers to drugs that are illegal to possess or use, or any legal drug used

in an illegal manner (e.g., volatile substances such as petrol and paint and pharmaceuticals

being used for non-medical purposes). This is the definition used in the National Drug

Strategy Household Survey (AIHW, 2011a). ‘Excessive use’, or use above or in excess of
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levels of use deemed by health authorities as safe, negatively affects the general health of
individuals, but also exacerbates and contributes to the development and treatment
resistance of serious mental illness (Hartz et al., 2014). For these reasons, excessive levels
of consumption of illicit drugs and alcohol increase workloads and complexity of work for
remote nurses.

Table 2.1

Drug Usage in People Aged 14 Years or Older, by Remoteness (as Percentage of Total

Population According to Remoteness Classification Index), 2010 (Source: AIHW, 2014)

Major Cities Inner Regional  Outer Regional Remote/
Very Remote
Ilicit drugs 14.8 13.9 15.0 17.2
Cannabis 64.8 65.5 64.2 55.2
Ecstasy 3.3 2.0 2.2 4.1
(MDMA)
Cocaine 2.6 1.0 0.9 2.0

MDMA: methylenedioxy-methamphetamine

Rates of use of illicit drugs (see above), which include heroin, methadone,
morphine and ecstasy, are higher as a percentage of population in remote locations than
other areas; the one exception is cocaine usage, for which remote areas have the second
highest rate of usage (see Table 2.1) (AIHW, 2014).

There exists a strong association between excessive use and increased mental
iliness (both incidence and severity of symptoms) concerning the four drug classifications
identified in Table 2.1. Excessive use of cannabis can contribute to the development of
psychosis and affective disorders (Caspi et al., 2005; Di Forti et al., 2012; Moore et al.,

2007; Radhakrishnan, Wilkinson & D’Souza, 2014). Excessive ecstasy (MDMA) use
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increases incidence of mental illness such as psychosis (Guillot & Berman, 2007; Lieb et
al., 2002; Stough et al., 2012; Thomasius et al., 2005; von Sydow et al., 2002). In relation
to ecstasy, the remote population has the lowest per capita rate of abstinence and highest
per capita rate of ‘recent usage’ (see Table 2.2). Excessive cocaine use can cause cocaine-
induced psychiatric disorders (Diagnostic and Statistical Manual of Mental Disorders [5th
ed.; DSM-5]; American Psychiatric Association, 2013), psychosis and schizophrenia
(Haasen, Prinzleve, Gossop, Fischer & Casas, 2005; Morton, 1999; Vasconcelos et al.,
2014). Research demonstrates that schizophrenic patients who abuse cocaine have an
increased risk of suicide, are less compliant with treatment, and have higher hospitalisation
rates than patients who do not abuse cocaine (Sayers et al., 2005).

Table 2.2

MDMA Use in People Aged 14 years or Older, by Remoteness (as Percentage of Total

Population According to Remoteness Classification Index), 2010 (Source: AIHW, 2014)

Major Cities Inner Regional  Outer Regional Remote/
Very Remote
Never used* 92.8 93.8 941 88.8
Recent user** 2.0 2.0 1.5 4.0

* Never used: a person has not used or consumed a drug (ecstasy) during their lifetime.

** Recent user: a person has used or consumed a drug (ecstasy) within the last 6 months.

2.2.2 Alcohol use

With reference to Table 2.3, in remote areas, compared to any other area
classification, alcohol has the highest rate of consumption, has the fewest abstainers or ex-
drinkers, and has the highest risk associated with usage, both in the lifetime and single

occasion categories (AIHW, 2011). Alcohol is the most common drug involved in
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substance use disorders treated in 2010-2011 in Australia, accounting for almost half of all
treatment episodes (47%). The high prevalence of alcohol in substance use disorders is also
reflected in the literature (Teesson, Hall, Lynskey & Degenhardt, 2000). Alcohol is directly
related to mental health.

Table 2.3

Lifetime and Single Occasion Risk in People Aged 14 Years or Older, by Remoteness (as
Percentage of Total Population According to Remoteness Classification Index), 2010

(Source: AIHW, 2011)

Major Cities Inner Outer Remote/
Regional Regional Very Remote

Lifetime risk  Abstainer/ 20.4 17.7 17.5 15.3

ex-drinker

Low risk 61.0 60.3 57.9 54.2

Risky 18.6 22.0 24.6 30.5
Single Low risk 41.3 40.2 39.9 334
0CCasIoN sk oy jeqst 23.4 25.0 24.1 25.6

yearly

At least 14.9 17.0 18.5 25.8

weekly

2.3 Summary of Remote Drugs and Alcohol Use

None of the data or tables, considered individually or in combination, can
demonstrate that the generally poorer health of remote Australia is caused by drugs and
alcohol. What they do illustrate is that, compared to other areas, rates of consumption are
high, and this is consistent with a contributing role in the poorer health status of these
communities. Under each of the aforementioned drugs, the researcher has referred to the

effects of excessive use of the drug in relation to mental illness. In each case, research has
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demonstrated that a drug causes, contributes or worsens the symptoms of serious mental
ilinesses, and often delays or complicates treatment. Hence, excessive drug usage adds to
and complicates the care provided to mental health patients by remote generalist nurses.

As established in Chapter 1, it is overwhelmingly nurses who take up the role of
addressing remote populations’ poor health, including the care of mental health patients.
Drug and alcohol abuse increases demand for mental health services. An example is found
in McCullough, Williams and Lenthall’s (2012) study, which found that intoxication due to
alcohol and cannabis were the most significant risk factors to consider during an
assessment of violence risk and mental health. It is well known that the combined effects
of alcohol, drugs and mental illness increase risks of violence and suicide (Ferns, Cork &
Rew, 2005; Sands, 2007). The addition of alcohol and drugs therefore complicates these
important assessments, which in turn increases the difficulty and complexity of the
workload for the remote nurse.
2.3.1 Tobacco

While tobacco use does not cause mental illness, it is nevertheless a drug
implicated in substance use disorders (DSM-IV-TR, 2000). Further, the deleterious side
effects of tobacco on general health are a further complication and burden on nurses when
providing mental healthcare. There is a clear association between serious mental illness
and increased tobacco usage (Degenhardt & Hall, 2001; Jorm, 1999; Lawrence, Mitrou &
Zubrick, 2009). People who reside in remote areas have the highest rates of smoking
tobacco in Australia. In 2010, a self-reported national survey (AIHW, 2011) highlighted
that, since 2007, those in remote areas had been the only cohort of Australia’s population

to increase rates of tobacco consumption (see Table 2.4).
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Table 2.4
Tobacco Smoking Status and Amount Consumed Per Week in People Aged 14 Years or
Older, by Remoteness (as Percentage of Total Population According to Remoteness

Classification Index), 2007 and 2010 (Source: AIHW, 2011)

Location 2007 2010 2007 2010
(Users %) (Users %) (Mean (Mean
consumed per consumed per

week) week)

Major Cities 18.0 16.8 89.1 94.5
Inner Regional 21.9 19.9 107.8 1135
Outer Regional 23.0 20.7 117.3 120.9
Remote/VVery Remote 25.0 28.9 107.4 140.7

The same publication (AIHW, 2011) reported that the proportion (as a percentage
of total population) who had ‘never smoked’ was lowest in remote and very remote
Australia compared to metropolitan areas (45.4% and 60.2% respectively) and highest for
current daily smokers (16.8% and 28.9%).

Consistent with the AIHW (2010) report, the Department of Health (2015) reported
that people 14 years or older residing in remote and very remote areas were twice as likely
to have smoked tobacco daily in the previous 12 months compared to those in major cities
(22% compared to 11.0%). The proportion of people aged 14 years or older smoking daily
rises with increasing remoteness: 11.0% in major cities, and 22% in remote and very
remote areas. Tobacco use is an endemic health issue worsening with remoteness.

While tobacco has no causal relationship with mental illness, it does increase the
burden and incidence of general illnesses (e.g., Chronic Obstructive Pulmonary Disease,

emphysema, lung cancer) in the mental health patient population. Degenhardt and Hall
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(2003) stated that tobacco use is the most common and overlooked comorbidity in mental
health patients. The remote generalist nurse delivering mental healthcare is confronted with
and must care for a cohort of patients who require complex care often related to multiple

comorbidities, which requires a breadth of knowledge not limited to mental healthcare.
2.4 Treatment Facilities for Drugs and Alcohol

In 2010-2011, most drug and alcohol treatment agencies were located in
metropolitan areas (52%, 344 agencies) and inner regional areas (27%, 182 agencies), with
7% located in remote and very remote areas. With fewer drug and alcohol service
providers in remote areas, there are also fewer facilities and less infrastructure for
providing in-patient or even out-patient treatment. This creates a greater reliance on
counselling and education (see Table 2.8).

60

50

40 B Major Cities

30 Inner Regional

20 B Quter Regional
10 ¥ Remote
0 I [ mm . Very Remote

Withdrawal Counseling  Support and case Information and Assessment only
management management education
(detoxification) only only

Figure 2.1. Mental health episodes by main treatment type and remoteness (as percentage
of total population according to Remoteness Classification Index), 2010-2011. Source:

AIHW, 2012.
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Table 2.5
Episodes by Main Treatment Type and Remoteness (as Percentage of Total Population

According to Remoteness Classification Index), 2010-2011 (Source: AIHW, 2012)

Location Major Inner Outer Remote Very
Cities Regional Regional Remote

Withdrawal

management 17.3 13.2 16.5 5.1 11

(detoxification)

Counselling 39.6 44.8 43.6 23.1 55.8

Support and case

management 9.1 11.9 4.9 3.0 2.7

only

Information and

: 6.6 8.7 10.0 14.5 13.3
education only

14.2 111 12.7 26.1 17.2
Assessment only

The disparity between remote and metropolitan mental healthcare has continued to
grow since the 2011-2012 survey (AIHW, 2015a). In 2013-2014 there were 454
government and non-government drug and alcohol treatment agencies in metropolitan
areas, compared to 32 in remote and 26 in very remote areas.

The lack of resources and specialist facilities for treatment in remote areas affects
remote generalist nurses’ practice due to the strong association between mental illness and
substance use disorders and the challenges of this comorbidity (Kenny, Kidd, Tuena, Jarvis
& Robertson, 2006). While both conditions exist, each may serve to maintain or exacerbate
the other (Kavanagh, 2008). For example, a person may engage in alcohol misuse to reduce

symptoms of anxiety; however, research has suggested that repeated alcohol use may lead
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to increased anxiety (Stockwell, Hodgson & Rankin, 1982). Such comorbidities need to be
treated simultaneously if treatment is to be effective (Kenny et al., 2006). Further, a lack of
remote specialist services and facilities results in an increase in the number of violent and
aggressive mental health presentations (Kenny et al., 2006) and levels of mental illness due
to insufficient treatment.

Finally, the lack of specialist facilities for treatment of comorbidities involving
drugs or alcohol increases the burden on remote nurses in another way. Often, withdrawing
from a drug will induce a variety of mental health symptoms such as depression, anxiety
and psychosis. For example, withdrawal from alcohol use can induce symptoms of
depression or anxiety (Raimo & Schuckit, 1998) and psychotic symptoms can be induced
by withdrawal from amphetamines, cocaine or cannabis (Kavanagh, 2008). Hence,
ironically, a remote patient with a substance use disorder attempting to withdraw from their
addiction, unassisted by specialist services, may actually increase their need for mental
health services from remote nurses.

2.5 Suicide

Use of drugs and alcohol is one of the risk factors for suicide; where remote
populations lack specialist treatment for drug and alcohol misuse, that risk is not being
addressed. The National Mental Health Commission’s 2013 Report Card included data on
Australian suicide rates, noting that:

[T]here are stark geographical inequalities in suicide rates ... People living in non-

metropolitan areas are more likely to die by suicide than those living in capital

cities and we know that men not living in major cities are almost twice as likely as
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their urban counterparts to die by suicide. (National Mental Health Commission,
2013)
This is consistent with the AIHW (2012) report’s findings as outlined in Table 2.6.
Table 2.6
Standardised Mortality Ratio for Suicide, by Remoteness (as Percentage of Total

Population and Incidence According to Remoteness Classification Index) (AIHW, 2012)

Major Cities Inner Outer Remote Very remote
Regional Regional
Suicide 1.00 1.18 143 1.78 2.89

There is no evidence that higher rates of suicide are due solely to mental illness in
remote areas (Brumby et al., 2011). The cause of these higher rates (2.8 times higher in
very remote areas compared to major cities per capita) is complex, and is attributable to
factors such as a lack of early diagnosis, restricted access to mental health services, the
distance-decay effect, poor physical health, access to firearms (Brumby et al., 2011), socio-
economic deprivation (Cheug, Spittal, Pirkis & Yip, 2012) and social isolation and
alienation (Inder et al., 2012), particularly in men aged 65 and over (Longman, Passey,
Singer & Morgan, 2013). No matter what the cause, the rate of suicide in remote areas is
disturbing, and from the researcher’s remote working experience, takes an emotional toll
ON nurses.

In relation to remote Indigenous populations, in 20082012, the suicide rate for
Indigenous Australians was almost twice the rate (1.9) for non-Indigenous Australians
(based on age-standardised rates). For 15-19 year olds, the rate was five times as high as

the non-Indigenous rate (34 and 7 respectively per 100,000 population) (AIHW, 2015b).
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2.6 Mortality Rate by Remoteness

With reference to Tables 2.7a and 2.7b, male and female mortality rates increase
with remoteness. The female mortality rate in remote areas was 1.3 times as high as that in
major cities, and 1.6 times as high in very remote areas. For males, the same rate ratios
were 1.2 and 1.4 respectively. The same disadvantage with remoteness is seen in the trends
for ‘excess’ death and “potentially avoidable death’ rates (see Tables 2.7a and 2.7b). Some
commentators have suggested that this increase in mortality is linked to the poor
availability of the full range of health services and inadequate numbers of health clinicians
in remote areas (Paliadelis, Parmenter, Parker, Giles & Higgins, 2012; Productivity
Commission, 2005).

Table 2.7a

Deaths (Male) by Remoteness Area, 2009-2011 (Source: AIHW, 2014a)

Major Inner Outer Remote Very

Cities Regional  Regional Remote
Deaths (per 100,000) 660 740 774 811 936
Rate ratio* 1.12 1.17 1.23 1.42
Excess deaths (% of deaths)** . 11 15 22 41
Potentially avoidable deaths 175 209 297 233 378

per 100,000***



o1

Table 2.7b

Deaths (Female) by Remoteness Area, 2009-2011 (Source: AIHW, 2014a)

Major Inner Outer Remote Very

Cities Regional  Regional Remote
Deaths (per 100,000) 453 506 535 577 730
Rate ratio* 112 1.18 1.28 161
Excess deaths (% of deaths)** . 10 15 22 47
Eg:elrg:)"’"ggoﬂ’fidab'e deaths 101 120 130 169 294

* Rate ratio (relative inequality): The rate for the group of interest divided by the rate for the reference group.
A rate ratio > 1 indicates that group of interest’s rate is higher than the reference group’s rate. A rate ratio <1
indicates that the group of interest’s rate is lower than the reference group’s rate. A rate ratio of 1 indicates that
the rates for the two groups are equal.

** Excess deaths (%): The proportion of deaths in the population that would not have occurred if the rate for
the group of interest were the same as the rate for the reference group, expressed as a percentage of all deaths
that actually occurred among the group of interest.

*** Potentially avoidable deaths: Deaths that might have been avoided through prevention or treatment within
the current health system, classified using nationally agreed definitions based on cause of death for people

aged under 75. Examples include deaths due to road traffic accidents, lung cancer, diabetes and skin cancer.

The probability of a newborn reaching his or her 65th birthday is the most
appropriate means of comparing life expectancy in a given area, because this measurement
reduces the effect of any migration of elderly people from less remote areas (AIHW,
2008). The probability of male and female newborns living to their 65th birthday decreases
with increasing remoteness. In AIHW (2008; see Table 2.8), male and female newborns in
very remote areas had the lowest probability of living to their 65th birthday (73% and 81%

respectively in 2002-2004, up from 69% and 77% in 1997-1999), and those in
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metropolitan areas had the highest probability (88% and 92% in 2002—2004, up from 85%
and 91% in 1997-1999) (see Table 2.8).
Table 2.8

Probability of Living to Age 65 Years, by Remoteness Area, 2002-2004 (Source: AIHW,

2008)
Major Cities Inner Outer Remote Very Remote
Regional Regional
Males 875 85.6 83.6 825 725
Females 92.3 914 90.5 88.6 80.6

2.7 Life Expectancy for Non-Indigenous Australians by Remoteness

According to the AIHW (2015b), out of Australia’s total population in 2011 of
22,340,024, approximately 3% identified as Aboriginal or Torres Strait Islander (699,881).
Of this number, 233,146 resided in major cities, representing 1.0% of the total population,
and 142,943 resided in remote or very remote areas, representing 0.6% of the total
population.

For the Aboriginal and Torres Strait Islander population born in 2010-2012, life
expectancy was estimated to be 10.6 years lower than that of the non-Indigenous
population for males (69.1 years compared with 79.7) and 9.5 years lower for females
(73.7 compared with 83.1) (AIHW, 2014b).

2.8 Hospital Infrastructure by Remoteness

With increasing remoteness, the size and type of hospital services change. As
shown in Table 2.9, the number of larger health service centres, and hence availability of

specialised services embedded within hospitals, decreases with distance from metropolitan
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areas. Correspondingly, hospital facilities and services provided become smaller in scale,
more multi-purpose (i.e. less specialised) and less equipped to handle acute cases as
remoteness increases (National Strategic Framework for Rural and Remote Health, 2012).
For example, in 2008-2009 there were 19 psychiatric hospitals in Australia, none of which
were situated remotely.

Table 2.9

Diversity of Public Hospitals, 2008-2009 (Adapted from AIHW, 2010)

Hospital Type Major Cities Regional Remote Total
Large 23 17 1 41
Medium 22 70 0 92
Small acute 0 110 40 150
Psychiatric 10 9 0 19
Small non-acute 13 62 11 86
Multi-purpose services 0 47 32 79

By 2011-2012, there had been a reduction of the 19 in 2008—-2009 to 17 specialist
psychiatric hospitals, 14 of which were located in major cities and 3 in regional
Queensland (AIHW, 2013c).

2.9 Mental Health Hospital Separations by Remoteness

Having examined the relationships between remoteness and available health-related
infrastructure and services, this section examines the effect of remoteness on mental health
service delivery. As shown in Table 2.10, only 1.2% of all people admitted to hospital
(including those admitted for specialist psychiatric care) via mental health patient
separations were patients from remote areas. This is consistent with the lack of ability in

remote areas to admit patients locally and the difficulty in transporting them to
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metropolitan hospitals. The rate of separations for remote and very remote areas was less

than half of that for metropolitan areas.

Table 2.10
Admitted Patient Mental Health-Related Separations* with Specialist Psychiatric Care by
Patient Demographic Characteristics, 2009-2010 (Source: AIHW, Mental Health Services

in Australia database)

Location Major Inner Regional  Outer regional Remote  Very Remote
Cities

No. of 96,237 21,771 8,159 987 503

separations (a)

Percentage of 754 17.1 6.4 0.8 0.4

separations (b)

Rate of

separation (per 63 5.3 4.1 31 2.9

1000 population)

(@) The number for each demographic may not sum to the total due to missing data.

(b) Does not include those separations for which the demographic information was missing.

* Separation: Separation refers to an episode of care for an admitted patient, which can be a total hospital stay
(from admission to discharge, transfer or death) or a portion of a hospital stay beginning or ending in a change
of type of care (for example, from acute to rehabilitation). Separation also means the process by which an
admitted patient completes an episode of care by being discharged, dying, transferring to another hospital or
changing type of care. Separation data provide information on the number of hospital stays completed in a
designated period, typically a financial year. These data can be used as a measure of hospital activity, but can
represent quite different types of activity. That is, some separations will occur after same day stays in hospital,
some for stays of a few days, while others can be for stays of months or, rarely, years. Thus, the separation
data do not allow accurate comparison of hospitals that tend to provide for longer stays and report fewer
separations (for example, public psychiatric hospitals) with hospitals that concentrate on providing humerous

short stays (for example, acute care hospitals).
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Table 2.11 shows that only 4.1% of all people admitted to hospital (without
specialist psychiatric care) via mental health patient separations were remote patients,
which is consistent with the lack of ability to admit patients locally in remote areas and the
difficulty of transport to metropolitan hospitals. On the same basis of comparison with
Table 2.10, 2.9% represents an increase, but not a large percentage of all admissions; and
second, 3,751 admitted remote mental health patients still did not receive specialist
psychiatric care. The true worth of the increase is somewhat illusory. From the researcher’s
working experience, both remotely and in the acute sector of metropolitan mental health
units, these types of admissions are often ‘band-aid’ solutions in response to a crisis
presentation, or where the patient has to leave the remote community for a while for
another reason—for example, until an issue in the community or family is resolved. In
such circumstances, the patient is often discharged without their mental health issues
having been addressed or treated.

Table 2.11
Admitted patient mental health-related separations without specialist psychiatric care* by
patient demographic characteristics, 2009-2010. (Mental Health Services in Australia

Database, AIHW, 2014d)

Major Inner Outer Remote Very
Cities Regional Regional Remote
No. of separations * 54,002 20,613 12,365 2,494 1,257
Percentage of total
separations ** 59.5 22.7 13.6 2.7 14
Rate of separation
(per 1000 population) 35 4.8 6.1 8.0 7.8

* Numbers for each demographic may not add up to the total due to missing data.

** Does not include those separations for which the demographic information was missing.
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Without specialist psychiatric care: A separation is classified as ‘without specialist psychiatric care’ if the
patient did not receive any days of care in a specialist psychiatric unit or ward. Despite this, these separations
are classified as mental health-related because the reported principal diagnosis for the separation is either one
that falls within the mental and behaviours disorders chapter (Chapter 5) of the ICD-10 manual classification

(codes FO0-F99).

2.10 Hospital-Based Mental Healthcare Service Provision By Remoteness

In cases of hospital separation, upon discharge, remote mental health patients have
the lowest rates of follow-up specialist psychiatric care. Rates of these types of separations
in metropolitan areas are almost double those in remote areas, and when the discharge of
ambulatory remote patients occurs without specialist psychiatric care, it is at a rate of one
thirteenth of that in metropolitan areas. A plausible reason for this is the lack of specialised
mental practitioners and clinicians working remotely (see Chapter 1) and the lack of
remote mental health resources and facilities. Certainly, these types of separations add to
the workload and burden of remote nurses delivering mental healthcare. An opposite trend
can be observed for separations without specialist psychiatric care after discharge (see
Figure 2.2 and Table 2.12). Remote areas have the highest rates in both categories
(ambulatory and non-ambulatory), with both being more than double the rates of similar
discharges in metropolitan areas. Again, the rates of these types of discharges without

specialist psychiatric care add to the workload and burden of remote generalist nurses.
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Figure 2.2. Hospital-based mental health service provision by remoteness area, 2011—

2012. Source: AIHW, 2013c.

Table 2.12
Hospital-Based Mental Health Service Provision by Remoteness Area, per 1,000

Population, 2011-2012 (Source: AIHW, 2013c*)

Major Inner Outer Remote/
Cities Regional  Regional Very
Remote
Separations—with specialist psychiatric care 6.5 6.3 49 3.3
Separations—without specialist psychiatric 35 4.2 5.6 8.2
care
Ambulatory equivalent separations—with 6.5 2.3 0.7 0.5
specialist psychiatric care
Ambulatory equivalent separations— 14 1.1 1.0 31

without specialist psychiatric care
* Sources: State and Territory (unpublished) community mental healthcare data, Private Mental Health

Alliance (unpublished) Centralised Data Management Service data, Department of Health and Ageing
(unpublished) MBS Statistics, Department of Veterans’ Affairs (unpublished) Treatment Account System data,

Australian Bureau of Statistics (unpublished) Estimated Residential Population, 30 June 2010.
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2.11 Expenditure on Remote Mental Health Services by Remoteness

For each of the five identified mental health clinician groups (see Table 2.13), the
total rate of health expenditure declines with remoteness (AIHW, 2011). Metropolitan
clinicians received a total rate of 8.0%, compared to 5.0% for those in remote areas.
Table 2.13

Expenditure for Remote Mental Health Clinicians (Source: AIHW, 2011)

Major Inner Outer Remote Very

Cities Regional Regional Remote
Psychiatrist 1.6 1.1 0.7 0.5 0.3
General practitioner 6.2 6.7 4.8 2.7 13
Clinical psychologist 1.6 1.2 0.6 0.5 0.1
Other psychologist 2.2 2.4 14 0.6 0.3
Other allied health 0.2 0.3 0.3 0.1 0.0
Total 8.0 8.2 5.7 3.3 1.7

While spending allocated to admitting general patients increases with remoteness,
expenditure on Medicare services and on the public Pharmaceutical Benefits Scheme
(PBS) declines with remoteness (AIHW, 2011). This decline in expenditure on Medicare
services is pronounced, with residents of remote and very remote areas receiving less than
three quarters to half the rate of expenditure of major cities residents respectively.
Expenditure on admitted patient services exhibited an opposite trend, with residents of
major cities being recipients of the lowest level of age-standardised expenditure, increasing
with remoteness, resulting in expenditure on very remote residents being almost twice that

of metropolitan residents (see Figure 2.3; AIHW, 2011).
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Figure 2.3. People receiving clinical mental health services by service type and remoteness

area, 2010-2011. Source: AIHW, 2011.

The importance of Figure 2.3 is that it displays that there is no “private’ sector
expenditure on mental healthcare in remote areas.
Table 2.14
Rate per 100 Population Receiving Medicare-Subsidised Mental Health Services, by

Provider Type and Remoteness Area, 2012-2013

Major Cities  Inner Regional Outer Regional Remote/
Very Remote
Psychiatrist 15.51 7.93 3.95 1.96
GP 8.62 8.86 6.12 2.59
Clinical psychologist 9.78 6.58 3.27 1.38
Other psychologist 8.66 8.74 4.98 1.40
Allied health 0.87 0.99 0.76 0.13

With reference to Figure 2.3 and Table 2.14, the rate of Medicare-subsidised mental
health services provided by GPs in remote and very remote areas indicates that there are

insufficient numbers of GPs to adequately service and support mental healthcare delivery
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(Rajkumar & Hoolahan, 2004). As Rajkumar and Hoolahan (2004) stated, ‘in remote
communities ... registered nurses ... are the first avenue for the provision of ... services.
Professions ... who play a vital role in remote mental healthcare are: generalist and
community nurses’ (p. 81). The disparity between major cities and remote areas is even
greater in relation to psychiatrists (rates of 15.51 and 1.96 practitioners per 100 population
respectively).

Rates of follow-up care, shown in Table 2.15 below, are directly related to the data
on hospital-based service provision and discharge, with and without specialist care.
Information is provided by state and territory, with no data available for Victoria. The
variations in discharge rates across the states and territories illustrate the point that the

geographies and services within them are not uniform throughout the nation.
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