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Executive Summary 
This report describes the results of a project to explore options for addressing mental health 

and wellbeing in the Shire of Augusta Margaret River. The project was undertaken to identify 

the key issues and explore community views about mental health and wellbeing in the area. 

The project was commissioned by the Lishman Health foundation and represents a 

commitment to address mental health and wellbeing in the area.  

The methods used included: reviews of the literature to explore frameworks and models for 

mental health promotion and suicide prevention; quantitative analysis of prevalence, 

morbidity and mortality data for the area where available; interviews with key stakeholders; 

data triangulation to identify priority mental health and suicide prevention and service needs; 

and feedback to the community to determine whether initial findings reflected community 

views.  

Key Findings 
The results demonstrated concordance between the quantitative data and the perceptions of 

community members. There was a commitment to addressing mental health and wellbeing 

in the Augusta Margaret River community with many initiatives already underway. There are 

many strengths in the community and existing strategies which can be consolidated to 

address community mental health and wellbeing.  

The socio-economic divide between different groups was raised as the key concern, 

impacting on community mental health and wellbeing. Population level social and economic 

indicators may not reflect this perceived divide because extremes of data will counteract 

each other and result in the shire appearing as in the middle range. This perceived divide 

was characterised by unemployment or underemployment, mortgage and financial stress, 

and homelessness in some sectors compared to other groups in the community who were 

socially and economically advantaged. That this divide exists was in contrast to the 

perception of AMR as one of idyllic lifestyles. It was also suggested that this divide was 

rarely acknowledged by decision makers, and affected the ability of the region to attract 

resources and services.  

While the levels of mental illness in the shire was perceived as similar to other towns there 

was a common perception that suicide levels were higher. This was reflected in data for the 

shire which indicated that the estimated rate of deaths from suicide and self-inflicted injuries, 

for people aged 0 to 74 years was 17.9 per 100,000 people, higher than that for Western 

Australia and for Australia. 

There are a diverse range of clinical and support services in the shire to address mental 

health and wellbeing but access was less than optimal with many of these unknown to 

service providers and the community resulting in problems with referral, and service gaps 

and duplication.  

There are many disparate mental health and support services in the shire but these need 

improvements in a number of ways. First was the need for strengthening of the capacity of 

the primary care and specialist mental health system to be responsive to the mental health 

needs of the local community by planning for and providing integrated and coordinated care. 

This required strengthening the capacity of primary care to provide evidence-based mental 

health treatment to the community and ensuring access to a range of treatment options. 

There was a strong perception that there was an over-reliance on medications for treatment 

of common mental illnesses which was substantiated by some of the data. It also required 

planning for mental health services for the shire across the service system. Second were 
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concerns about access to and quality of specialist mental health services in the shire. In 

particular, the quality of specialist mental health services provided at Bunbury was raised as 

a problem, with some voicing concerns that they would rather avoid treatment than present 

or be admitted to Bunbury specialist mental health inpatient services. Third, there were 

numerous barriers to accessing services including transport within the shire and to services 

in Bunbury and Busselton, and cost barriers with gap payments charged for many of the 

services.    

There were a range of individual and family, community and structural factors related to 

mental health and wellbeing and suicide highlighted by key stakeholders, and reflected in 

the data including: 

• the need to strengthen mental health literacy and address stigma across the community 

to support access and access to treatment 

• alcohol use 

• drug use, in particular marijuana use, which is perceived as normalised in the 

community and is often used across generations 

• misinformation about the impact of drug and alcohol use on mental health and wellbeing 

• domestic violence 

• homelessness 

• geographical and social isolation within the community 

• persistent disadvantage often occurring over generations 

• trauma in the community 

• economic diversity, underemployment and employment opportunities for young people 

It was acknowledged that it was essential to address these contributing factors to mental 

health and wellbeing in order to achieve longer terms gains. 

The Shire of AMR is already addressing some of the factors associated with mental health 

and wellbeing and suicide. Their strategies for tackling disadvantage in the community as 

part of its economic strategy, housing affordability and their support for youth are examples 

identified as important for mental health and wellbeing. 

The way forward in addressing mental health and wellbeing is ultimately the decision of the 

people of the Augusta Margaret River community. A community taskforce is needed to guide 

the next steps with a focus on developing a plan of action and strategically advocating for a 

broad based approach to support and promote mental health and wellbeing. The role of the 

community taskforce is strategic, leading and developing a community based plan for the 

whole of the shire. Having leadership from organisations such as primary and specialist 

health services and the Shire of AMR involved in this taskforce is important, but the 

involvement of other sectors and community members, who can operate strategically and 

are in a position to advocate locally and more broadly is key.   

The findings of this project, complemented by many of the existing initiatives and informed 

by evidence provide a foundation for the development of a community mental health and 

wellbeing plan for the area. The effectiveness of this approach will be strengthened by 

building strategic alliances across the community and developing short and long term 

strategies to address the immediate needs of the community but also to address the 

underlying economic and social factors associated with mental health and wellbeing.  

Developing a plan for the community provides the opportunity to coordinate programs, 

services and initiatives under one banner to promote mental health and wellbeing and 

advocate for the needs of the communities of Augusta Margaret River. 
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Introduction 
This project was commissioned by the Lishman Health Foundation. The Lishman Health 

Foundation funds, facilitates and promotes health research that has significant health gain 

for individuals, families and communities living in south-west Western Australia and more 

broadly regional Australia. The project was undertaken in response to community concerns 

about mental health and wellbeing and suicides in the shire of Augusta Margaret River 

(AMR) and a commitment to explore approaches to promoting mental health and wellbeing 

in the area. 

Burden of Illness 
Mental and substance use disorders are significant contributors to the disease burden in 

Australia, being responsible for almost 12% of the total burden in 2011, third after cancer 

and cardiovascular diseases1. In addition, these disorders were the leading cause of non-

fatal burden, accounting for almost one-quarter (24%) of all years lived with disability (YLD)1. 

The annual cost of mental illness In Australia has been estimated to be $20 billion,2 including 

health costs and the losses incurred by reduced productivity and labour force participation. 

Mental Illness 
The most recent Australian National Survey of Mental Health and Wellbeing (ANSMHWB) 

reported that mental disorders are experienced by approximately 20% of the population at a 

clinically diagnosable level in any 12 month period3. The most common mental disorders in 

Australia are anxiety, mood (e.g. depression) and substance use disorders. Within any 12 

month period, 14% of the general population have experienced an anxiety disorder, 6% 

have experienced a mood disorder and 5% have experienced a substance use disorder, with 

harmful alcohol use the most common3. These common disorders peak in both males and 

females who are of working age3.  

In Western Australia (WA), data from the WA Health and Wellbeing Surveillance System 

(HWSS), a continuous data collection system that was developed to monitor the health and 

wellbeing of residents of the state, provide recent data on mental health4. The prevalence of 

anxiety, depression and stress-related problems diagnosed within the last 12 months was 

higher for WA adults aged 16 to 44 years and 45 to 64 years, compared with older adults4.  

Figure 1:  Prevalence of current 
mental health condition over time, WA 
residents 16 years & over 

Of the 17.2% of WA adults 

diagnosed with a mental health 

condition in the previous 12 

months, only one in ten (9.7%) 

were receiving treatment4.  

The prevalence of a current 

mental health condition for all 

persons, males and females in 

WA, has increased over the last 

decade (Figure 1)4.  

In Australia, the number of overnight mental health separations increased by an annual 

average of 5.1% in the 5 years to 2015–165. In contrast, overnight separations for non-

mental health conditions increased at a lower rate (annual average of 2.2%) over the same 

period5. Nationally, the two most common mental health conditions requiring hospitalisation 
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were drug and alcohol use, and schizophrenia and delusional disorders, together 

representing 36% of all mental health overnight hospitalisations and 37% of all mental health 

bed days6. 

The demographic, socioeconomic and environmental factors of rural and remote regions 

influence the burden of disease, with a higher incidence of chronic disease, risky health 

behaviours and difficulty accessing health services.  

Suicide 
Suicide is a complex issue, but mental health problems have been shown to increase a 

persons’ risk of suicidal behaviour, especially when left untreated7. In Australia, suicide was 

the leading cause of premature death in 2016, accounting for 2,866 deaths8. Australia’s 

suicide rate (approximately 11.7 per 100,000) has increased from 10.6/100,000 people in 

2007 8. Suicide was the leading cause of death among all people 15-44 years of age and the 

second leading cause of death among those 45-54 years of age.  

Deaths from intentional self-harm occur among males (17.8 deaths per 100,000 people) at a 

rate three times greater than that for females (5.8 deaths per 100,000 people). The highest 

proportion of suicide deaths of males occurs among those aged 30-34 years and for 

females, occurs in those aged 50-54 years8.  

Suicide rates are higher in those people experiencing socio-economic disadvantage. There 

is also an increased burden for suicide and self-inflicted injuries in rural and remote areas 

compared to metropolitan areas9. 

Nationally, in 2016, 162 Aboriginal and Torres Strait Islander persons died as a result of 

suicide8. The standardised death rate for Aboriginal and Torres Strait Islander persons was 

higher (23.8 deaths per 100,000 persons), compared to for non-Indigenous persons (11.4 

deaths per 100,000)8. Between 2012 and 2016, intentional self-harm was the leading cause 

of death for Aboriginal and Torres Strait Islander persons between 15 and 34 years of age 

and was the second leading cause for those 35-44 years of age8.  

In WA, data from the HWSS indicate that adults (16 to 44 years and 45 to 64 years) were 

significantly more likely to report having thought about ending their own life in the last 12 

months compared with those aged 65 years and over (8.1% and 5.3% compared with 

2.2%)4.  

Factors associated with Mental Illness and Suicide  
Factors that impact a person’s mental health include: socio-demographic factors; their 

overall physical health status; and employment characteristics. Demographic factors such as 

age and gender are significantly associated with mental health problems with females more 

likely to report anxiety and/or mood disorders, and males more likely to report substance 

abuse problems3. Mental health and drug and alcohol problems are more common in 

younger ages and tend to decline with age10. 

Social factors include economic disadvantage and lack of social support. Having positive 

and numerous relationships with family and friends are considered to be a protective factor 

in promoting positive mental health3. Conversely, individuals living in communities with low 

levels of social cohesion often have higher rates of mental health problems11. Limited access 

to health services, especially in rural and remote areas may further adversely impact a 

person’s mental health3.  

People with a mental illness have a shorter life expectancy than the general population with 

a gap of between 12 and 16 years, the majority (80%) of which is attributable to chronic 
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diseases12. Evidence also suggests that current chronic health conditions or behaviours that 

may impact on health (such as smoking) are associated with mental health problems3, 12.  

Employment in a supportive organisational culture is considered a protective factor, with 

people who are currently employed less likely to experience a mental illness than those who 

are unemployed.3 These factors, as well as family roles and modelling, culture and norms of 

communities and families, and specific socio-economic indicators,  are also associated with 

higher levels of substance use13. 

Despite evidence of the effectiveness of treatments, only 35% of Australians (aged 16 to 85 

years) with a mental illness seek professional assistance from a health service3. With 

treatment, most people with a mental illness will recover and live productive lives but the 

success of treatment is greater if the problems are identified and treated early14, 15.  

Overcoming perceived barriers to help-seeking for mental health and substance abuse 

problems is one of the major challenges to increasing utilisation and effectiveness of 

treatments16-18. In the general population, barriers to treatment include stigmatising attitudes 

towards mental health problems19, lack of confidence in seeking help or awareness of where 

to seek help, and the belief that help available would not be effective20. In rural areas, these 

barriers may occur at higher levels due to lower levels of mental health literacy, stoicism and 

the normalisation of symptoms associated with adverse life events, all of which prevent 

access to treatment and support21. 

Evidence base for addressing mental health and suicide in communities 
There are a number of interrelated models and frameworks for addressing mental health and 

suicide prevention. 

Mental health promotion and prevention 
Addressing the factors that are associated with mental health is a key feature of many of the 

frameworks. These frameworks acknowledge the influence of individual characteristics or 

attributes, and also by the structural and community factors on the mental health of 

individuals and communities. Adapted from the World Health Organisation (WHO), Figure 2 

describes the contribution of these factors22.  

Figure 2:  Adapted WHO Conceptual Framework for factors associated with mental health and wellbeing 

Individual and familial factors relate 

to a person's ability to deal with 

thoughts and feelings and to manage 

him/herself in daily life. It also relates to 

a person’s capacity to deal with the 

world around by partaking in family and 

broader community relationships, social 

activities, taking responsibilities or 

respecting the views of others22.  

Community level factors cover the 

wider sociocultural environment in 

which people live and include levels of 

access to basic commodities and 

services, exposure to predominating 

cultural beliefs, attitudes or practices, discrimination, social or gender inequality and 

conflict22.  

Mental 
health 
and 

wellbeing 

Individual 
and familial 

factors 

Structural 

Community 
level 

Factors 
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Structural factors cover the opportunity to earn a living for themselves and their families 

and the socio-economic circumstances in which they find themselves. Restricted or lost 

opportunities to gain an education and income are especially pertinent socio-economic 

factors. 

Prevention of mental ill-health focuses on reducing risk factors for mental ill-health and 

enhancing protective factors23. The promotion of mental health and wellbeing seeks to 

enhance social and emotional wellbeing and quality of life23. Initiatives can target entire 

populations, groups of people or individuals, and can occur in any setting23.  

Figure 3 describes a useful model outlining a broad spectrum of mental health promotion 

targeted at individuals and communities24.  This model covers a range of activities from 

prevention to recovery and continuing care23.  

Figure 3:  Spectrum of intervention model 

Initiatives and strategies to 

prevent the onset or 

development of mental ill-

health and to promote mental 

health and wellbeing can 

target: the whole community 

(universal); particular groups 

known to be at higher risk 

(selected); or individuals at 

very high risk who may be 

showing early signs of 

mental ill-health (indicated)23.  

Strategies may also aim to 

lower the severity and 

duration of an illness through early intervention, including early detection and early 

treatment23. Reducing the impact of mental ill-health on a person’s life through approaches 

such as rehabilitation, relapse prevention and access to supports within the community, such 

as housing, employment, physical health care and social engagement support care and 

recovery23. 

Many communities in Australia and internationally have recognised the need to work 

together to improve mental health and wellbeing. There is a growing body of evidence for 

models which are focused on the mental health and wellbeing of the community25-28. These 

models are built on respectful partnerships across different sectors of the community29. One 

such example of coordinated approaches to mental health promotion across a community 

aimed to: 

 Involve community members in physical, mental, spiritual and social activity - ACT 

 Ensure a sense of belonging by keeping connected to friends and family, involvement in 

groups, or joining in local community activities – BELONG 

 Enable community members to be involved in activities that provide meaning and 

purpose in life, such as advocating for a cause, volunteering, learning a new skill, or 

setting challenging goals. - COMMIT 

The ACT, BELONG, COMMIT initiative has the potential to inform a coordinated approach to 

mental health and wellbeing in communities with strategies implemented under the common 

banner of ACT, BELONG, COMMIT to address mental health and wellbeing29.  
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Suicide Prevention 
The Centre for Rural and Remote Mental Health (CRRMH) outlines five focus areas for 

preventing suicide in rural areas in their position paper on rural suicide and its prevention 

(Figure 4)30. The strategies in these focus areas are designed to save lives now and to lower 

the number of deaths and rates of suicide for the future30.  

Strategies for immediate action to prevent suicide deaths include: preventing people who 

experience suicidality from taking their own lives; and helping those who are affected by 

suicide. 

Figure 4:  Rural Suicide prevention 
Focus areas 

Medium and longer-term strategies 

to reduce numbers and rates of 

death include: building healthy and 

resilient people and communities; 

building protectives factors in 

children and young people; and 

providing support to vulnerable 

groups. 

In line with models for mental health 

promotion, this position paper 

recommends approaching suicide 

from a public health lens by 

addressing known risk and 

protective factors for good health 

and mental health30. In particular, it 

recommends that rural suicide 

prevention should include a focus 

on creating “suicide safe” 

communities by: 

• Planning for the longer-term economic viability and prosperity of rural communities; 

• Creating safe environments in the home, the school, the workplace and in the 

community; 

• Creating socially inclusive rural communities that reject discrimination due to race, 

ethnicity, and sexual preference, especially for those who live alone or are in more 

remote geographic locations; 

• Increasing the understanding of good mental health and how individuals and 

communities can increase their overall health and wellbeing; and 

• Increasing the understanding of mental illness and suicide30. 

This can only be achieved by effective policies across health, social, economic, 
environmental areas and recognising groups specifically at risk such as males and 
Indigenous people. This requires multiple tiers of government to work cooperatively with 
communities to create and implement cohesive policies that support rather than compete or 
obstruct each other30. 

Stepped Care 
Stepped care is a key feature of the Fifth National Mental Health and Suicide Prevention 

Plan, describing the various levels of mental health need, and the services required at each 

level31. Linkages between clinical and non-health supports are a key feature of the model. 

https://www.crrmh.com.au/content/uploads/RuralSuicidePreventionPaper_2017_WEB_FINAL.pdf
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A central tenet of the model is the provision of least intense services through a series of 

steps to the highest intensive treatment based on need. The model assumes that patients 

are routinely monitored, and assessed, and are able to progress through the mental health 

care system as symptoms escalate or diminish32. Ideally, this model supports continuity of 

care through shared information, and professional collaboration and respect across levels of 

mental health care services, and across other community services and disciplines.  

Figure 5:  Key Ingredient 
of Mental Health Stepped Care 

In Australia, GPs and other 

primary care services 

provide most mental health 

care33 hence the role of the 

GP is central in the 

stepped care model34. As 

commonly the first point of 

contact for people 

experiencing mental illness 

and substance problems, 

the GP is key in the 

ongoing management of 

their patient’s mental and 

physical health. In this capacity, they are a key link between primary, secondary and tertiary 

care for people experiencing mild to moderate mental illness and substance abuse 

problems, especially as complexity increases34.  

Integrated and Coordinated Care 
Empirical evidence and key policy documents emphasise the need for primary, secondary 

and tertiary mental health and drug and alcohol services to provide integrated and 

coordinated care31, 35-37. Collaborative care models for mental health care and drug and 

alcohol are evidence-based and have been shown to improve outcomes for common mental 

health disorders across populations38-41. 

Integrated care offers a number of advantages over traditional mental health care including: 

earlier identification of symptoms of mental illness and substance use; greater access to 

care; and improved targeting of symptoms42. Integrated models of care should include 

consultation and information sharing between specialist services and primary care providers 

supported by health information technology, as this has been shown to improve patient 

outcomes, treatment and costs38, 43. 

Despite this evidence, integrated models are lacking in the mental health and drug and 

alcohol service setting with the incorporation of a responsive integrated model in community-

based settings proving a challenge44, 45. 

Project Aims 
The project aimed to explore approaches to promoting mental health and wellbeing in the 

shire of AMR. In particular, it aimed to identify the mental health needs of the community, to 

determine the factors associated with mental health and wellbeing and suicide locally and to 

identify strategies and resources that can promote mental health and wellbeing across the 

community. 
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Our approach 
In commissioning this project the Lishman Health Foundation has worked in conjunction with 

communities and with the support of the Shire of AMR, local health services, the South West 

Development Commission and local health practitioners.  

Mixed methods were used to identify the key mental health needs, factors and potential 

solutions for the communities.  

Literature review 
Literature reviews were conducted to explore frameworks and models of care for mental 

health promotion and suicide prevention. National and international health organisation 

reports and policy documents were also sourced and contributed to the review.  

Burden of illness data 
Quantitative data from various publicly available sources were used to build a profile of the 

shire of AMR, including: socio-demographics; mental health, drug and alcohol and suicide 

status and contributing factors; and relevant service usage, access and availability. 

Comparisons with other communities including Western Australia and Australia were made 

where available. Data sources included those from local, state and national governments.  

In some instances, the only available data was at statistical area 3 (SA3 level), which for this 

project is the Augusta Margaret River Busselton (AMRB) area. The SA3 level is a spatial unit 

used by the Australia Bureau of Statistics (ABS). For regional areas, they are often the 

functional areas of regional towns and cities with a population in excess of 20,000 people46. 

There are differences in population sizes and demographic profiles of the shire of AMR and 

the AMRB SA3 which need to be considered when interpreting these data. The AMRB SA3 

area has over three times the population of the shire of AMR. In addition, the Busselton area 

has a different service mix to that of the shire of AMR, which also needs to be considered 

when interpreting the findings of the report.  

Key Stakeholder Interviews 
Interviews were conducted with key stakeholders from across the shire of AMR in late 

November and early December 2018. Stakeholders included: community members including 

consumers of mental health services and people experiencing mental health problems, 

carers, and those with an interest in mental health; service providers and managers from 

mental health, drug and alcohol and other community services; and GPs and other medical 

specialists.  

Interview Sample 
The sample for the interviews was initially provided by the members of the project advisory 

group. Initial contact was made with those on this list by the project team. A snowballing 

technique was used to identify additional stakeholders who may be interested in contributing 

their views.  

Stakeholders were emailed or phoned to arrange dates and times for an interview. 

Interviews were face-to-face or by telephone if participants were unavailable on the day. 

One-on-one and group interviews were conducted depending on the preference of 

stakeholders. 

Interview Questions 
The interview questions were developed to reflect the project aims and the evidence base 

for mental health and suicide prevention and associated factors. Interview questions covered 

domains including: key mental health needs in the community; factors associated with 
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mental health and suicide; and solutions to improve mental health and to prevent suicide. 

Questions were open-ended and included prompts for responses where necessary. 

Thematic Analysis 
Interviews were recorded and information about the category of each stakeholder was 

collected. A modified thematic analysis was applied to identify common themes. 

Interview Participants  
There were 153 participants interviewed as part of the consultation. The categories of the 

participants are shown in Figure 6.  

Figure 6:  Overview of 
Participants by Category 

The majority (n=91) of 
participants were service 
providers and service 
managers. The location 
where these service 
providers mainly provided 
services is described in 
Figure 7.Error! Reference 
source not found. 

Of all service providers and 

managers, 42% provided 

services mainly in Margaret 

River. An additional 42% 

also provided services across all of the shire of AMR. 

Figure 7:  Overview of service providers by main location of service provision  

The location of the 62 

community members 

who participated in the 

interviews is described in 

Figure 8. 

The majority of the 62 

community members 

who participated in the 

interviews were from 

either Margaret River 

(n=27) or from 

Cowaramup (n=25) 

(Figure 8). 
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Figure 8:  Overview of community members by location  

  

Data Triangulation  
The quantitative and qualitative results were triangulated to contribute to key findings and to 

test their consistency. The results of the data triangulation contributed to the identification of 

suggestions for the next steps for addressing community mental health and wellbeing in the 

shire.  

Community Feedback 
In order to identify if the initial findings reflected community views, a draft report was 

provided to the community for comments. Supported by promotion to the community, the 

draft report was provided on the Shire of AMR website for comments. In addition, a series of 

community meetings was held in Augusta, Cowaramup and Margaret River to present the 

findings outlined in the report and provide opportunity for feedback. The report was also 

circulated to participants who provided their email addresses in the initial stage of 

consultation.  

Based on the data from the Shire of AMR website, there were 288 visits to ‘Your Say’ where 

the report was provided. The draft report was downloaded 165 times and there were three 

written responses. There was also written responses from three participants from the initial 

consultations.  

Across the three towns, nineteen people attended the community meetings and separate 

meetings were held with 6 service providers who were unable to participate in the original 

consultations.  
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Augusta Margaret River Socio-Demographic Profile 
Population, socio-demographic and economic indicators with relevance to mental health and 

suicide were identified to contribute to the understanding of the shire of AMR community.   

Geography 
The shire of AMR is located in the southwestern area of Western Australia (Figure 9) 

approximately 250 kilometres south of Perth47. The shire covers an area of approximately 

2,240 square kilometres with 120 kilometres of coastline47. Margaret River, Augusta and 

Cowaramup are the main towns in the shire47.  

Figure 9: Shire of AMR in South 
Western Australia 

The shire is a popular tourist 

destination with attractions including 

diverse landscapes, wineries and 

restaurants, and surfing beaches47. 

The shire combines tourism with 

farming activity, primarily beef and 

dairy farming, along with sheep 

farming, horticulture, viticulture and 

agro-forestry47.  

Since the 1970s the region has 

developed into an internationally 

renowned wine producing region 

which has changed the once primarily 

agricultural region into a tourism 

destination.  

For local residents, this region holds 

a deeper meaning with each of the 

settlements in the shire possessing 

their own unique identity based on 

history, cultural heritage and a strong 

sense of shared community values. 

Population 
The estimated resident population (ERP) in the shire of AMR in 2017 was 15,212 people48. 

The shire has experienced an average annual population growth rate between 2011 and 

2016 of 3.7%, the highest rate in all of South Western Australia47. The population estimate, 

which is based on Census counts by place of usual residence, may be affected by the count 

of ‘fly-in, fly-out’ (FIFO) workers who live in the shire but may spend more than six months in 

any one year working away47.  

Significant residential development has occurred over the past ten years and this is 

expected to continue, influencing the demographic and cultural profile of the shire’s 

population47.  The Shire of AMR projects that by 2031, the population will grow to 

approximately 19,000 people47. 

The Margaret River area is within the traditional lands of the Wadandi Nyungars. The 

Wadandi are the traditional custodians of the area and have a strong connection to the 

sea47. In 2016 there were 195 Aboriginal and Torres Strait Islander people representing 

1.4% of the usual residential population (URP), lower than that for Australia (2.8%) and 

Western Australia (3.1%)48.   



 

Augusta Margaret River Socio-Demographic Profile 13 

The age profile of the shire of AMR is displayed in Figure 10.  The highest proportion of the 

estimated ERP is in the 25-44 years age group (28.5%), similar to the proportions for 

Australia (28.2%) and Western Australia (29.3%)48. There was a higher proportion of young 

people under 14 years (22%) in the shire compared to the proportions for Australia (18.8%) 

and Western Australia (19.5%)48.  

Figure 10: Shire of AMR Population by Age Groups (Numbers and %) 

In the shire, the age profiles differ 

across towns. While the median 

age for residents in the shire 

overall is 39 years, the median 

age for Augusta is 59 years, with 

almost two-thirds of Augusta 

residents aged over 50 years47. 

In 2016, 30.3% of the shire 

population was born overseas, a 

lower proportion compared with 

Australia (33.3%) and Western 

Australia (39.7%)48. The 

proportion of people born in predominantly non-English speaking countries was lower in the 

shire (6.9%) compared with Australia (17.9%) and Western Australia (16.6%)48.  

Families 
In the shire, 20% of families with children aged less than 15 years were single-parent 

families, a rate lower than for Australia (20.4%) and slightly higher than for Western Australia 

(19.1%)48. In the shire, of families with children under 15 years, 7.2% do not have a job, a 

rate lower compared to Australia (11.2%) and Western Australia (10.8%)48. Of all families, 

9.2% are low income, welfare-dependent families (with children), a rate similar to Australia 

(9%) and higher than the rate for Western Australia (8.5%)48.  

Households and dwellings 
The proportion of households in each household type for the shire, compared to WA and 

Australia is shown in Figure 11. In the shire, of all households, 72.9% were family 

households, 23.4% were single person households and 3.7% were group households. The 

composition of households in the shire is similar to that at state and national level46.  

The proportion of private dwellings by occupancy for the shire is shown in Figure 11, with 

comparisons to WA and Australia. In the shire, 70.8% of private dwellings were occupied 

and 29.2% were unoccupied. 

Figure 11: Proportion of households by household type 

The proportion of occupied 

dwellings (71%) in the shire of 

AMR is much lower than the 

proportions at state and 

national level. In addition, the 

shire has a much higher rate 

of unoccupied dwellings (29%) 

compared to state and national 

levels46. 
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Figure 12: Proportion of private 
dwellings by occupancy 

Education 
It is estimated that 27.2% of 

people in the shire left school at 

Year 10 or below, or did not go 

to school, a rate lower than 

Australia (30.4%) and lower than 

Western Australia (29.7%)48. 

There is a higher level of school 

leaver participation in higher 

education in the shire of AMR 

(36.6%) compared to Australia 

(33.6%) and Western Australia 

(33.9%). Of young people aged 15-24 years, it is estimated that 84.3% are either 

participating in education or in employment48. This rate is similar to that for Australia and 

Western Australia.  

Early childhood development 
The proportion of children who are developmentally vulnerable on two or more domains is 

7.2% in the shire of AMR, lower than the proportions for Australia (11.1%) and Western 

Australia (10.5%)48. There is variation in the proportion of children who are developmentally 

vulnerable on two or more domains across the shire with the highest proportion in Augusta 

Karridale (13.6%) with Margaret River/Gnarabup (6.1%) and Cowaramup/Gracetown (7.3%) 

having lower rates48. 

Employment 
The unemployment rate for the shire compared to Australia and Western Australia in March 

2018 is described in Figure 1349. The proportion of the labour force that is unemployed in the 

shire of AMR is 3.2% compared to 5.5% for Australia and 6.2% for Western Australia. For 

this time period, the shire of AMR had one of the lowest unemployment rates of any of the 

local government areas in Western Australia49. 

Figure 13: Unemployment rate –Shire of AMR, Western Australia and Australia in March 2018 

The labour force participation 
rate of the shire of AMR in 2016 
is shown in Figure 14, 
compared to the rates in 
Western Australia and 
Australia48. This is a measure 
the labour force (aged 15 years 
and over) expressed as a 
proportion of the civilian 
population for the same age 
group48. 
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Figure 14:  Labour Force Participation rate Shire of AMR, Western Australia and Australia in March 2018 

These data indicate the labour 

force participation rate is higher 

in the shire of AMR (72.1%) 

than the rates in Western 

Australia (68.6%) and 

Australia(65.3%)48. 

The proportion of people 

working by hours per week for 

2016 is described in Figure 15. 

These data indicate that higher 

proportions of people in the 

shire work fewer hours per 

week compared to people in 

Western Australia and Australia. In contrast, smaller proportions of people in the shire of 

AMR work 35 plus hours per week compared to those in Western Australia and Australia50.  

Figure 15:  Employment and hours worked in Shire of AMR, Western Australia and Australia 

Between 2013 and 2017, the 

majority of businesses in the 

shire of AMR were small 

businesses employing 20 

people or less (Figure 16)46.  

 

 

 

 

 

Figure 16:  Number of Business in Shire of AMR by employees 

The top five industries with the 

most number of businesses in 

the shire of AMR between 2013 

and 2017 are shown in Figure 

1746. 

The construction and agriculture, 

forestry and fishing industries 

had the most number of 

business in the shire of AMR in 

201746. 
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Figure 17:  Industries in the AMRs with the most number of businesses in 2017 

Industry of Employment 

The top 5 industries that employ 

the highest proportion of people 

in the shire of AMR are shown in 

Figure 18.  

 

 

 

 

 

 

Figure 18: Proportion of employed person by top 5 employing industries 2011-2017 in the shire of AMR 

In 2017, the industries of 

accommodation and food 

services employed the 

majority of employees 

(11.4%), followed by 

construction 10.6% and 

manufacturing 18.5%46. 

The industries where 

there had been increases 

in the proportion of 

persons employed in this 

time period were: 

 Administrative and 

support services (3.7%-4.5%) 

 Education and training (7%-8.5%) 

 Health care and social assistance (7.1%-7.7%%)46 

The numbers of people employed by industry between 2006 and 2016 in the shire of AMR 

for the top five employing industries is shown in Figure 19. 

Figure 19: Numbers 
employed by top 5 employing 
industries between 2006 and 2016 
for the shire of AMR 

The accommodation and food 

services industry employs the 

most number of people in 

2016 and this has increased 

since 2006 in the shire. The 

numbers employed in the 

construction, manufacturing 

and retail industries have also 
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increased between 2006 and 201646.  

Occupation 
The occupations which employed the most number of people between 2006 and 2016 are 

described in Figure 2046. Technicians and trade workers comprise the most number of 

employed persons for 2016 (n=1185) followed by managers (n=1162) and professionals 

(n=1095)46. The numbers in all employment categories have increased between these time 

periods. The employment category with the biggest increase in employees is in 

professionals (n=414) and community and personal service workers (n=361)46.  

Figure 20: Numbers of people 
employed by employment category 
2006-2016 for the shire of AMR 

Household Income 
The median total weekly 

household income for the shire 

of AMR was $1,28546. The 

proportion of persons in each 

total weekly income category 

for the shire is shown in Figure 

21.  

In 2017, the majority (55%) of 

persons in the shire of AMR 

earned less than $1000 per 

week46. Over a quarter (28%) 

earned less than $500 per 

week. 

Figure 21: Proportion of persons (15+years) by income category for the shire of AMR in 2017 

Financial Stress 
Mortgage stress is an indicator 

which describes the proportion of 

families in a low-income bracket 

and pay more than 30% of their 

income on mortgage 

repayments48. For families that 

rent, rental stress is described as 

the proportion of households in 

the bottom 40% of the income 

distribution that spend more than 

30% of their income on rent, as a 

proportion of rented private 

dwellings48.  

In the shire of AMR, 14.7% of low-income families are under mortgage stress and 30.5% of 

families in the bottom 40% of the income distribution experience rental stress48. These levels 

are higher than for families in Australia (9.3% and 27.3%) and Western Australia (10.1% and 

27.8%)48. 

The ability to access money if needed quickly is another indicator of financial stress. In the 

shire of AMR, the estimated proportion of people (18 years and over) whose household 
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could raise $2,000 within a week was 89%, a level the same as Western Australia. The rate 

for Australia was lower at 84% of households48. 

Socio-economic Disadvantage 
Socio-Economic Indexes for Areas (SEIFA) measures the relative level of socio-economic 

disadvantage based on a range of census characteristics including low income, low 

educational attainment, high unemployment, and jobs in relatively unskilled occupations46. It 

provides the relative level of disadvantage in one area compared to others.  

Figure 22:  Map of SEIFA Scores for 
the shire of Augusta Margaret River - 2016 

The SEIFA score for the shire of 

AMR in 2016 was 1025 placing it in 

9th decile within Australia and 

indicating a relative lack of 

disadvantage in general48.  

There was variation in levels of 

disadvantage across the shire in 

2016. In general, areas of less 

disadvantage were in the northern 

parts of the shire with more 

disadvantage in the southern parts 

of the shire (Figure 22). 

 

Internet Connection 
An internet connection is now an important utility for most households in Australia, required 

for accessing essential information and taking part in the digital economy46. Importantly, the 

internet enables access to information and support for mental health. In 2016, 83% of all 

Australian households had internet access, decreasing with age, with seniors less likely to 

have internet at home46. In the shire of AMR 85% of households had internet access which 

is similar to the level of internet access for Western Australia. 

Community Strengths 
There are a number of indicators of strengths in the shire including: volunteering; a sense of 

community safety; community acceptance and discrimination48.  

Volunteering 
In the shire of AMR, 28% of the population reported doing some form of voluntary work in 

2016, higher than for Western Australia (19%) and Australia (19%)48.  

Community Support 
The ABS collects a number of indicators of community support in its national General Social 

Survey conducted with Australians aged 15 years and over. Access to support in times of 

crisis is one indicator of community support. In the shire of AMR, it is estimated that 96% of 

the community could access some sort of support in a time of crisis, rates comparable to 

Western Australia (95%) and Australia (94%)48. The estimated rates of people who provide 

support for family members outside the household are similar for the shire of AMR (33%), 

Western Australia (33%) and Australia (31%)48. 
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Safety 
In 2016, the estimated proportion of people (18 years and over) feeling very safe/safe 

walking alone in the local area after dark was 64% in the shire of AMR. This proportion was 

higher compared with rates for people in Western Australia (49%) and Australia (52%)48. 

Acceptance and Discrimination  
The estimated proportion of people (18 years and over) who disagree/strongly disagree with 

acceptance of other cultures in the shire of AMR was 5%, the same proportion as for 

Western Australia and Australia. The proportion of people who experience discrimination 

was the same for the people in the shire (21%) as in Western Australia and slightly higher 

than Australia (19%)48. 
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Mental Health 
There is a range of data available to describe the mental health of the residents of the shire 

of AMR. These data are measures of mental health problems and other related health 

indicators. 

Burden of Illness 

Psychological Distress 
The Kessler Psychological Distress Scale (K10) is a 10-item instrument designed to 

measure participants’ current level of psychological distress. The K10 is one of the most 

widely used screening tools for detecting psychological distress as an indicator of mental 

health problems at both individual and population levels51. The K10 results are grouped into 

four levels of psychological distress: ‘low’ (scores of 10-15, indicating little or no 

psychological distress); ‘moderate’ (scores of 16-21); ‘high’ (scores of 22-29); and ‘very high’ 

(scores of 30-50 and likely to have a severe mental disorder)52. 

For the shire of AMR, in 2014-15, the estimated proportion of people aged 18 years and over 

with high or very high psychological distress (K10) was lower at 8.1 per 100 people48. In 

2014-15, the rate at which the population aged 18 years and over experienced high or very 

high psychological distress at state and national levels was higher (9.8 per 100 for Western 

Australia and 11.7 per 100 for Australia)48.  

Mental and behavioural problems 
The estimated proportion of people with mental and behavioural problems in the shire of 

AMR in 2011-12 was 14.%, the same rate as Western Australia and Australia48. These 

estimates were based on data from the Australian National Health survey where people 15 

years and over, reported whether they had a current mental health and behavioural problem 

which had lasted or was expected to last for six months or more. 

Alcohol  
The estimated proportion of people aged 15 years and over in the shire, who consumed 

more than two standard alcoholic drinks per day on average was 28%, higher than the 

Western Australian rate (20%) and Australia (17%)48.   

Alcohol-attributable hospitalisations, in in the shire between 2011 and 2015 was 

854.4/100,000 population. The hospitalisation rate was significantly higher for males 

(854.4/100,000) than for females (730.7/100,000)53. These rates are similar to those for 

other local government areas in Western Australia53.  

Between 2006 and 2015, there were an estimated 31 alcohol-attributable deaths in the shire 

of AMR with the majority (71%) of these occurring in males. In this time period, there were 

24.5 deaths per 100,000 residents, a rate similar to that of Western Australia53.  

Other Drugs 
Between 2011 and 2015, there were an estimated 156 drug-attributable hospitalisations in 

the shire of AMR. A drug-attributable hospitalisation is one where substance misuse disorder 

or harm is the principal diagnosis. It is estimated that 48% of the hospitalisations were for 

males and 52% of the hospitalisations were for females53 but this difference was not 

statistically significant. In the same time period, there were 287.2 hospitalisations per 

100,000 for the shire of AMR residents. This rate is similar to other local government areas 

in Western Australia53. 
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Domestic Violence 
Domestic violence is a significant issue in Australian communities, contributing significantly 

to injury, death and disability and with women at most risk54. Domestic violence also has 

long term consequences for the physical and mental health of those experiencing this 

crime54.  

Evidence suggests that some women at greater risk of experiencing domestic violence are 

those where: there is significant alcohol and drug use by perpetrators; they have experience 

of violence as a child and subsequent victimisation as an adult; the women are pregnant or 

are separated, younger, Indigenous, living in rural and remote areas and experiencing 

financial stress55. 

Figure 23 shows the numbers of family assaults and family-related threatening behaviour for 

the towns of Margaret River, Augusta, and Cowaramup between 2009-10 and 2018-201956. 

Figure 23: Numbers of family assaults and threatening behaviour – Margaret River, Augusta, Cowaramup 

While the numbers of family 

assaults and family-related 

threatening behaviour have 

remained steady for Augusta 

and Cowaramup, the numbers 

for Margaret River have 

increased every year for the last 

decade. It is noted that these 

data are for numbers rather 

than rates of family assaults 

and threatening behaviours. 

The population of Margaret 

River is larger than that of Augusta and of Cowaramup, and as such the numbers of 

offences greater. However, the increases in offences in the town of Margaret River is not 

explained by increases in population.   

Suicide and Self-harm 
The age-standardised rates of admission to hospital for intentional self-harm for residents of 

the AMRB SA3 area compared to the national rate is shown in Figure 24. The rate for the 

AMRB SA3 was higher than the national rate for each of these years. The rate has 

increased to 23/10,000 people in 2015-16, higher than the national rate of 17/10,000 people 

in that year57.  

Figure 24: Age-standardised rates of admission to hospital for intentional self-harm AMRB SA3 and 
national rates – 2013-14 – 2015 -16 

Between 2011 and 2015, in the 

shire of AMR, the estimated rate 

of deaths from suicide and self-

inflicted injuries, for people aged 

0 to 74 years was 17.9 per 

100,000 people. This estimated 

rate was higher than that for 

Western Australia 

(14/100,000people) and for 

Australia (11.5/100,000 people)48. 
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Mental Health Services 
There is a range of clinical and community services providing care and support for people 

with a mental illness and at risk of suicide. In the shire, public health services are located in 

Margaret River and Augusta with public hospitals and community health centres in these 

towns. Inpatient mental health services are provided in Bunbury. There are a range of 

private community-based psychologists, counsellors and social workers as well as support 

services providing care and support across the shire. 

Primary Care 
Primary care including general practice, Aboriginal Community Controlled Health 

Organisations (ACCHOs) and community health services provide mental health clinical care 

to the majority of the population, and have a key role in early intervention. Primary mental 

healthcare involves: diagnosis and treatment for people with common mental disorders; 

preventing mental disorders; and applying key psychosocial and behavioural treatments58.  

Primary mental health services complement tertiary and secondary level mental health 

services and support coordination and integration of care.  Indeed the effectiveness of 

primary mental health care is dependent on integration with more specialist mental health 

services.  

The Medicare Benefits Scheme (MBS) provides subsidised mental health-related services 

provided by GPs, psychiatrists, psychologists and other allied health professionals (including 

some social workers, mental health nurses, occupational therapists and Aboriginal health 

workers)59. Services provided under the MBS by GPs can include preparation or review of a 

mental health treatment plan, supported by referral to mental health clinicians, ongoing 

management of a patient’s mental health condition and focused psychological strategies.  

Data to understand services delivered in primary care are available at the AMRB SA3 area 

only. The most recent data available MBS and Pharmaceutical Benefits Scheme (PBS) are 

for the 2013-2014 time period60.  

Figure 25 shows the rate of mental health treatment plans provided by general practitioners 

(GPs) for the AMRB SA3.  

Figure 25: Rate of General Practitioner Mental Health Treatment Plans, AMRB SA3, WA and Australia in 
2013-14 (rate per 100,000 
population) 

For the AMRB SA3 the rate 

at which GPs provide 

mental health treatment 

plans is higher 

(4550/100,000) than the 

rates for Western Australia 

(3,208/100,000) and at the 

national level 

(4,260/100,000 people)60.  

The reasons for these 

higher levels can relate to 

better access to GPs, and 

other mental health 

professionals such as psychologists. The variation could also be explained by the knowledge 

and attitude of GPs to mental health and the use of mental health plans60. 
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Specialist Mental Health Care 
These more specialist mental health services manage acute episodes of mental illness and 

provide follow-up care for people in the community. However, these services do not provide 

a solution for people with chronic mental illness who end up in the admission–discharge–

admission (revolving door syndrome) unless backed up by comprehensive primary 

healthcare and community services58. 

In 2016/17, the rate of admissions for mental health-related conditions to public hospitals for 

residents of the shire of AMR was 1014.9/100,000 population. This is higher than the rate for 

Western Australia (945/100,000 population) and for Australia (996.3/100,000 population)in 

the same time period48.  

However, in these years, the rate of admissions for mental health-related conditions to all 

hospitals, including private hospitals for residents of the shire of AMR (1,128.8/100,000 

population) was lower than the rate for Western Australia (1197.5/100,000 population) and 

for Australia (1884.1/100,000 population)48.  

For residents of the shire of AMR, in 2016/17, the rates of admissions to public hospital for 

mood affective disorders (such as depression) was 240.2/100,000 population and for all 

hospitals was 314.1/100,000 population. These admission rates were higher than those for 

Western Australia and Australia for public hospitals only. For residents of Western Australia, 

the rates of admissions to public hospital for mood affective disorders (such as depression) 

was 195.9/100,000 population and for all hospitals was 320.7/100,000 population. For 

residents of Australia, the rates of admissions to public hospital for mood affective disorders 

(such as depression) was 216.4/100,000 population and for all hospitals was 625.4/100,000 

population48.  

In 2015–16, the rate of mental health overnight hospitalisations was 97/10,000 people for 

the AMRB SA3 area slightly lower than the national rate of 102/10,00057. While the age-

standardised rates for overnight hospitalisations for depressive disorders, and bipolar and 

mood disorders were similar to the national levels, the rate for anxiety and stress disorders 

for the AMRB SA3 (21/10,000) was higher than the national level (14/10,000). This rate was 

higher than the national level for each of the three years between 2013-14 and 2015-1657.  

Prescription of Medications for Mental Illness 
For individuals, treatment options for mental illness include pharmacological (medications) 

and non-pharmacological types such as cognitive and behavioural therapies, as well as 

psychosocial support. Both of these options have a role to play in managing mental illness. 

Anti-depressants are used to treat mood disorders such as depression. Evidence indicates 

that non-pharmacological interventions are the optimal treatment for milder forms of 

depression with the preferred treatment for moderate to severe depression being a 

combination of social and psychological interventions and antidepressant medicines61. Some 

antidepressant medicines can also be used to treat neuropathic pain and some anxiety 

disorders. They are also used to treat a number of other conditions prevalent in adults aged 

65 and over, including some anxiety disorders, chronic pain and some types of urinary 

incontinence61. 

Figure 26 and Figure 27 show the rate of antidepressant prescribing for 18-64-year-old 

residents of AMRB SA3 and for those 65 years and over. For both these age categories, the 

rates of prescribing are higher compared to WA and to Australia.   
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Figure 26: Antidepressant medicines dispensing 18-64 Years, AMRB SA3 compared with WA and 
Australia (rate per 100,000 population) 

For those residents of AMRB, 

18-64 years, the prescribing 

rate for anti-depressant 

medications was 

113,577/100,000 people61. 

This rate of prescribing was 

higher than both state and 

national levels for this age 

group.  

Reasons for this variation can 

relate to socio-economic and 

mental health-related factors 

and access to services. It can 

also relate to prescribing practices, training, knowledge and attitudes of clinicians and their 

assumptions that individuals want medication60
.  

For older residents of AMRB SA365 years and older, the rate of antidepressant prescribing 

was 203,194/100,000 people, higher than the national level but lower than the state level.  

At a national level, the rate of antidepressant prescribing is almost double those for adults 

aged less than 64 years60. In addition to reasons for higher rates in other age groups, these 

higher rates for older people can relate to reduced access to social and psychological 

interventions, the prevalence of chronic and other illnesses and use of these medications in 

other illnesses60
. 

Figure 27: Antidepressant medicines dispensing 65 years and over, AMRB SA3 compared with WA and 

Australia (rate per 100,000 

population) 

Anti-depressants are also 

prescribed for young people 

under 17 years experiencing 

mood disorders, but more 

commonly for those in this age 

group experiencing anxiety60. 

The rates of anti-depressant 

medications in young people 

aged 17 years and under are 

described in Figure 28.  

For young people aged 17 

years and under, the rates for 

AMRB SA3 area are lower 

when compared to state and national levels60. 
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Figure 28: Antidepressant medicines dispensing 17 years and under, AMRB SA3 compared with WA and 

Australia (rate per 100,000 population) 

Anxiety disorders are the 

most common mental health 

problem in Australia, affecting 

14 per cent of people3. 

Anxiolytics are used to treat 

the symptoms of anxiety, 

insomnia and substance 

withdrawal over short periods. 

While there is evidence to 

support their effectiveness in 

the short term, they are not 

recommended for long-term 

use as they can be addictive 

and have a number of side 

effects61.  

For anxiety, these medications are often used in combination with antidepressants. A 

combination of antidepressant medicines and psychological interventions is more suitable 

and effective at maximising positive treatment outcomes for anxiety in the longer term. The 

rates of prescribing for anxiolytics are shown in Figure 29 (18-64 years) and Figure 30 (65+ 

years).  

The rate of anxiolytic medicines for residents of the AMRB SA3 area aged 18-64 years is 

18,272/100,000 (Figure 29) higher than the rate for the state and Australia60.  

Figure 29: Anxiolytic medicines dispensing 18–64 years, AMRB SA3 compared with WA and Australia 
(rate per 100,000 population) 

Reasons for variation in 

prescribing rates at the national 

level include: different levels of 

risk factors for anxiety; access to 

non-pharmacological treatment 

options; and prescribing 

practices, including short courses 

of treatment which aim to prevent 

dependence60. 

Rates of anxiety disorders are 

lower among older Australians
60

. 

Despite the lower rate, anxiety in 

older people can be associated with increased disability, mortality and the use of health 

services and may be harder to recognise because the symptoms of anxiety overlap with the 

symptoms of depression and dementia60. 

The rate of anxiolytic medicines for residents of the AMRB SA3 aged 65 years and over is 

20,001/100,000 considerably lower than the rate for WA and the national rate (Figure 30)60. 
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Figure 30: Anxiolytic medicines dispensing 65 years and over for AMRB SA3 compared with WA and 
Australia (rate per 100,000 
population) 

Reasons for variation in 

rates of prescribing 

anxiolytic medications in 

older people can include: 

reduced access to 

psychological treatment; 

clinician prescribing 

practices; and community 

awareness regarding 

prevention, self-

management and non-

medication treatments for 

anxiety60. 

Antipsychotic medicines are primarily used to treat psychotic disorders, including 

schizophrenia, and the psychotic symptoms of mood disorders such as paranoia, confused 

thinking, delusions and hallucinations61. 

In addition to antipsychotic medications, effective treatment for these disorders usually 

includes ongoing clinical support in the community; psychological therapies; education about 

symptoms and how to deal with them; psychosocial rehabilitation; accommodation, 

employment; and educational support60
. 

The rates for prescribing antipsychotic medications for those 18-64 years in the AMRB SA3 

are shown in Figure 31. For the population of AMRB SA3 aged 18-64 years, the prescribing 

rate for antipsychotic medications is 10,814/100,000, lower than the rate for Western 

Australia and the national rate60. 

Figure 31: Antipsychotic Medicines dispensing 18-64 Years AMRB SA3 compared with WA and Australia 
(rate per 100,000 population) 

There are a number of 

reasons for variation in rates 

for antipsychotic medications. 

These can include: 

prescribing practices; drug 

use and levels of 

disadvantage60.  

For the older population of 

AMRB SA3, the prescribing 

rate for antipsychotic 

medications is  

17,072/100,000, lower than 

the rate for Western Australia 

and the national rate (Figure 

32)60.  
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Figure 32: Antipsychotic Medicines Dispensing 65 Years and over AMRB SA3 compared with WA and 
Australia (rate per 100,000 population) 

At a national level, there are 

concerns that prescribing rates for 

antipsychotic medication are high 

and these medications are used 

inappropriately especially in older 

people. In particular, and related to 

prescribing practices, for this older 

age group there are concerns that 

these medications are used for 

behavioural disturbances related to 

dementia or delirium before 

secondary causes have been 

excluded and non-pharmacological measures have been tried60. 

For younger people (17 years and younger), prescribing antipsychotic medication is used to 

treat a range of behavioural disturbances related to developmental and behavioural 

conditions, including autism spectrum disorder, attention deficit hyperactivity disorder and 

conduct disorder60.  

Figure 33: Antipsychotic Medicines Dispensing for young people 17 years and under AMRB SA3 
compared with WA and Australia (rate per 
100,000 population) 

The rates for prescribing antipsychotic 

medications for those under 17 years 

in the AMRB SA3 are shown in 

(Figure 33). The rates (306/100,000) 

are considerably lower than state 

and national rates.  

In addition to prescribing practices, 

variation can occur because of 

access to psychosocial interventions 

and incidence and prevalence of 

psychosis related to illicit drug use60. The willingness of clinicians, consumer and family to 

accept medication assistance can also be a factor explaining variation60
.  
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Community views 
The participants in this project provided a range of views regarding needs in relation to 

mental health and suicide, factors associated with mental health and suicide, mental health 

and support services and potential solutions that would address the key issues in this 

community.  

Community Strengths 
There were key themes identified relating to community strengths that can support mental 

health and wellbeing in the community. Many of these of these are directly related to 

promoting mental health and wellbeing or are focused on connecting people across the 

community.  

Sporting Clubs 
The Margaret River Hockey Club has developed and implemented an Award Winning (2018 

Smarter than Smoking Club of the Year) project called Above the Line (ATL), directly in 

response to promoting the mental health and wellbeing of its members. Above the Line is 

designed to promote healthy mindsets and culture within the club through positive actions 

and language in all on- and off-field activities of this sporting club. The project is being 

implemented in this club with a potential roll out to other sporting clubs, and indeed other 

community groups.  

This Above the Line initiative is a project supported by Suicide Prevention Margaret River 

(SPMR), a group of community members formed in 2016 that aim to prevent suicide in the 

Margaret River community through sport, training, education and fun. Supported through 

funding by the Shire of AMR, SPMR has provided training in prevention programs 

“safeTALK” and “ASIST”. Another initiative of ATL is the sponsorship of a child to attend the 

Zero2Hero youth mental health leadership camp, “Camp Hero”.  

There was recognition of the potential for sporting clubs in the shire to take a strong role in 

mental health promotion, prevention, early intervention and in suicide prevention through 

implementation of programs such as Above the Line or other programs which aims to 

enhance the capacity of players, coaches and administrators to address mental health and 

wellbeing. 

Initiatives in Education 
The schools in the area have a range of initiatives to support the mental health and 

wellbeing of students and staff. The Cowaramup Primary School has been implementing 

Positive Behaviour Support for over five years. In addition to improving academic 

performance, this evidence-based initiative aims to improve safety, decrease problem 

behaviour, and establish a positive school culture. It is an early intervention program, 

elements of which include: 

 Clearly defined and taught behaviour expectations 

 Consistent and frequent acknowledgement of appropriate behaviour 

 Constructively and specifically addressing problem behaviour 

 Effective use of behaviour data to assess and inform decision-making  

Staff at the school reported positive benefits in terms of student resilience and in teaching 

style and approaches. As in other schools, this and other programs are supported by a 

school psychologist (8 days per term) and a school chaplain (2 days per week).  

The Margaret River Senior High School also has a range of initiatives to support the mental 

health and wellbeing of students and staff. They have staff to support students including a 

https://www.margaretriverhockey.org.au/above-the-line/
https://s3-ap-southeast-2.amazonaws.com/skoolbag/schoolstorage/73/appdocuments/docs_598babf908ba9.pdf?X-Amz-Content-Sha256=UNSIGNED-PAYLOAD&X-Amz-Algorithm=AWS4-HMAC-SHA256&X-Amz-Credential=AKIAJQEGWM5SWGQEJ5RQ%2F20190201%2Fap-southeast-2%2Fs3%2Faws4_request&X-Amz-Date=20190201T054937Z&X-Amz-SignedHeaders=host&X-Amz-Expires=600&X-Amz-Signature=9ebcc450282f963db60051ed3ece69e9f23eab55dbb98e05152a231323ea9b04
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school psychologist and nurse, a youth support officer and a mentoring coordinator. These 

staff also participate in case conferencing with other health and support services to meet the 

diverse needs of students. There is a strong focus on mentoring to support students in 

academic and vocational performance and social skills.  

Initiatives of the Shire of AMR 
The Shire of AMR has a Strengthening Youth Plan62 which aims to provide youth with 

connections and opportunities into the future. Developed in consultation with youth, the plan 

has four goals focused around: leadership and engagement; community and recreational 

facilities/services; affordable all ages events; and education and employment.  

The plan guides many initiatives for young people in the area and has supported the 

development of the Margaret River Youth Precinct consisting of a multi-faceted skate park, 

play area and youth Zone Room. The Shire of AMR also has an annual scholarship for a 

community development trainee to work in the organisation to support and guide youth 

initiatives, which has now been in place for 15 years.  

The Shire of AMR also facilitates a Youth Advisory Council which aims to provide a space 

for young people to have a say on issues that impact them, as well as help coordinate 

activities and programs for young people.  

The Shire of AMR has identified a number of key priorities for the next five years, which are 

relevant for community mental health and wellbeing including: 

 Developing and implementing the Shire’s Reconciliation Action Plan and supporting 

policies 

 Developing a plan for community resilience and regeneration, to absorb the Community 

Safety Plan and include strategies for volunteerism, community capacity building and 

addressing disadvantage 

 Developing and implementing the Public Health Plan to include the core principles of the 

Community Strategic Plan 2036 

 Developing long term partnerships to provide youth mental health services across the 

shire63 

The Shire of AMR has also recognised the issue of disadvantage in the community and is 

aiming to address this as part of its economic strategy64. The report which has guided this 

work, recommends a number of strategies which address some of the social and economic 

factors raised in this report. The focus of these recommendations is on: 

 fostering a diverse and inclusive small business sector and promoting new social 

enterprises that support pro-place and pro-community initiatives 

 supporting a variety of housing options for disadvantaged sectors 

 activating youth through multiple actions and creating a centre of excellence in creative 

ageing 

 partnering in the development of community focused training and engagement courses, 

especially agricultural training. 

Community groups and events 
There are many community groups in the shire of AMR area. Many of the participants 

indicated that they belonged to particular groups in the community.  

There are Men’s Sheds in Augusta, Margaret River and Cowaramup. Men’s Sheds are 

community-based organisations that are accessible to all men providing a safe and friendly 
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environment for men to work on meaningful projects at their own pace in the company of 

other men. A key objective of Men’s Sheds is 

to advance the wellbeing and health of their 

male members.  

In the shire, some of the Men’s Sheds have 

women participating in some of the initiatives. 

There was a common and strong perception 

that these were important in providing 

opportunities for social connection for men in 

these communities. It was perceived that this 

was particularly important for older men who may have retired and are missing the 

connections through work. It was also perceived that it provided a contact point for men 

moving to the area.  

Many of the participants identified as being members of small groups associated with arts 

and cultural activities such as book clubs and painting groups. There are also more 

formalised community groups such as those provided by Lions and Rotary and those 

supported by community resource or neighbourhood centres such as playgroups for young 

mothers and their families.  

There are many community events which aim to bring people together in each of the 

communities. In Augusta, there is the annual river festival attracting large numbers from the 

community and other locations. Farmers and night markets are held in Margaret River and 

are seen as important opportunities for social connection.  

Volunteering  
Volunteering was perceived as being a feature of the shire of AMR. This was reflected in 

higher rates of volunteering compared to state and national levels. There are 229 community 

groups listed on the Shire of AMRs CommunityCONNECT portal which lists community 

groups in the shire and provides details of the types of services, locations and contact 

details. 

Many of the services including ambulance and fire are dependent on volunteers to provide 

the first line of response. In contrast to eastern states, there are few employed people in 

these roles.  

Mental Health and Suicide 
There was a common and strong perception that overall levels of mental illness are similar to 

other communities in Western Australia. However, there was a perception that levels of 

anxiety in the community were high, as were the levels of substance abuse. Reasons given 

for the perceived higher levels of anxiety included: family stresses; financial stress; and 

some of the tragic events in the community.  

In relation to substance abuse, there was a perception that there were high levels of risky 

alcohol use. This was attributed to increased stress levels in the community; the promotion 

of alcohol as a key feature of life in the shire of AMR; and availability of alcohol. It was 

recognised that alcohol, as a depressant, contributed to mental health problems and also 

was an inappropriate coping mechanism to address underlying problems. 

Marijuana was seen as a commonly used drug, which in many parts of the community was 

seen as normalised. There was also a strong view that there was a lot of misinformation 

about marijuana use and lack of recognition of the impact on mental health.  

The Men’s sheds are great, especially for 
older men … especially when you are new 
to the area …….lots of people move here 
from Perth and other places and don’t have 
lots of friends 
Community Member 

https://www.amrshire.wa.gov.au/services/communityconnect/communityconnect-portal


 

Community views 31 

There was also a common perception that the complexity of those with mental illness in the 

community was increasing, and that services to meet these needs were limited in the 

community.  

In contrast to perceptions about the level of mental illness, the rates of suicide were 

perceived as higher in the shire of AMR compared to other communities. It was perceived 

that this has been a problem in the shire for many years, affecting all age groups across the 

community.  

Factors Associated with Mental Illness and Suicide 
From the analysis of the interviews the individual and family, community and structural 

factors are reported.  

Individual and family factors 
There were a number of key themes related to individual and family factors. It is 

acknowledged that these factors are inter-related with community and structural factors. 

Mental Health Literacy 

Mental health literacy refers to the knowledge and beliefs about mental disorders and the 

skills which aid their recognition, management or prevention65. While the levels of awareness 

of mental health, mental illness, suicide and contributing factors have increased it was 

perceived that there were still significant gaps in the community. In particular, there were 

concerns that there was a lack of understanding of early signs of mental illness, how to 

access support for mental health and pathways to care.  

It was perceived that there was potential to improve the mental health literacy of the 

community of the shire by action across settings. This has occurred in some settings such as 

in sporting clubs and in some workplaces. However, the potential to increase mental health 

literacy and support understanding of pathways to care could be strengthened through a 

coordinated and strategic focus in settings across the community.  

Stigma 

People with mental illness can experience stigmatising attitudes in themselves and also from 

people around them and in the community16. Stigmatising attitudes can delay a person 

seeking help, can increase levels of psychological distress and contribute to difficulties with 

personal relationships and the ability to achieve educational and vocational goals17. 

Evidence suggests that people in rural and remote areas experience stigma at higher levels 

than those in metropolitan areas66. 

There was a common and strong view that stigma about mental illness was a significant 

barrier to acknowledging and seeking support for mental illness in the shire of AMR. It was 

perceived that this was across the community and was also reported as a barrier for seeking 

help, delaying opportunities for early intervention. This was viewed as being related to the 

culture in rural communities of self-reliance and reluctance to seek help. 

Persistent Disadvantage 

One of the key factors identified by participants was the disadvantage experienced by some 

families in the areas which occurred over multiple generations. There were two issues raised 

that were perceived as contributing to persistent disadvantage, which were seen as often 

interrelated. First, it was perceived that some families experienced poverty over multiple 

generations with these families requiring support with housing, income and education.  
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Second was the impact of generational drug use. This was perceived to be a factor with 

some families, relating in particular to marijuana use over generations. It was perceived, 

especially by people interacting in a professional or volunteer capacity that this impacted on 

family functioning, poverty and educational and vocational attainment by young people. It 

was also perceived that the drug use impacted on the mental health of family members 

including young people.  

Isolation 

There were a number of factors raised relating to people being isolated which contributed to 

mental health problems and suicide risks. The first was related to rural communities and the 

isolation that some people experience in these areas, especially when there are difficulties 

with transport within the family, and no availability to or costly public transport.  

The second related to the experience of people moving to the shire of AMR from other 

areas, and apart from families and friends. This was said to often occur with young families 

and retirees looking for a better and more affordable lifestyle. In these circumstances, there 

was a perception that the attraction of the beauty and lifestyle of the shire attracted people to 

the area, but without family supports, the reality was often different to the perception.  

Compounding this isolation were the difficulties in integrating into a new community. While it 

was recognised that there were lots of community groups which should support integration, 

there was a strong perception that these were often difficult to become part of for those new 

to the area.  

The final factor related to the impact of the lack of transport within the area. This was 

relevant for the small towns and villages but also within Margaret River itself. Without access 

to private transport, there was a perception that many people were isolated across the area 

and found access to services and social activities difficult. 

Community Factors 
Factors associated with the community of the shire of AMR were also identified by 

participants as related to mental health and wellbeing. 

Trauma 

At both a community and individual level, 

people living in rural areas may experience 

greater exposure to a range of potentially 

traumatic events67. In these rural 

communities, there is also a greater 

occurrence of adverse events, such as 

drought, floods and bushfires67. Social cohesion and support, characteristics of rural 

communities, contribute to mitigating the impact of traumatic events on individual and at 

population level67. 

The impact of trauma in the shire of AMR was raised consistently. In particular, the 

Gracetown cliff collapse (1996), the Margaret River bushfires (2011) and the most recent 

Osmington tragedy with the death of seven members of one family (2018) on a rural property 

outside Margaret River through an act of familicide, have impacted people across the 

community. In line with evidence, it was suggested that these events have a broad impact 

and contribute to mental health problems in individuals and in the community.  

While recognising the significant and potentially cumulative impact of these events, it was 

also acknowledged that the resilience of the community assisted recovery. It was perceived 

We have experienced some significant 
tragedies… but we pull together and get 
through it. But it takes a toll over time. 
Community Member 
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that the community worked together after each of the events to support each other. This was 

considered a strength in the community. It was however acknowledged that people 

experience these events differently and that the social support following these events may 

not help everyone. 

A community-led response to the Osmington tragedy, facilitated by the Shire of AMR, Red 

Cross and local health providers resulted in the Health and Community Recovery Sub-

committee being established. The purpose was to ensure that appropriate support was 

easily accessible for individuals and community groups affected by the tragedy in the region. 

The group is now known as the Response, Recovery, and Resiliency AMR working group. In 

2019 the group will plan a series of Healing events after the Shire of AMR was successful 

with a grant from Foundation for Rural and Regional Renewal (FRRR) for a healing planting 

program and will continue to support community members access any counselling or support 

they may require. 

The majority of participants perceived the level of support for people in the community 

following the Osmington tragedy and the support by the Shire of AMR as very positive. 

However, a number of participants identified challenges with or opportunities for improving 

the response. Participants identified that the response to this tragedy from state government 

could have been strengthened. While not a natural disaster, which normally warrants 

support, it was identified that communities need coordinated approaches across 

governments in these circumstances.  

While the guidance provided by Red Cross immediately after the tragedy was acknowledged 

it was also perceived that they left suddenly with limited ongoing support. This was 

perceived as due to lack of funding for Red Cross to continue in their support role. In 

addition, it was suggested that the focus of the initial response may have led to more 

sustainable support if there had been more collaboration with local providers to embed 

support.  

There was also a perception that some groups or individuals involved in the response and 

media covering the event were focused on escalating emotional responses rather than 

respecting community and individuals’ grief and focusing on strategies for coping. In 

addition, it was suggested that a number of aspects of the response need examining and in 

particular: the most appropriate length of time for the Health and Community Recovery Sub-

committee to continue working on the response; the evidence the response was based on; 

and the lessons learnt. It may be timely to examine and evaluate the response to the 

Osmington tragedy to reflect on the process and enable new knowledge of community 

responses to trauma to be shared. 

Domestic Violence 

The incidence of domestic violence was perceived as high in the shire of AMR and 

contributed to mental health problems. This was recognised as occurring across the shire 

but particularly in Margaret River. While recognition of domestic violence as an important 

social issue and crime had increased there was a perception that there was still a reluctance 

to talk about this in the community.  

There was also a perception that alcohol and other drug use in this community were high 

and contributed to domestic violence in the community. In particular, alcohol was seen as a 

significant factor associated with domestic violence.  
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The lack of access to services to support victims of domestic violence, mostly for women 

was identified as a key service gap. In particular access to counselling and safe houses for 

women and children experiencing domestic violence were seen as needed services. 

Homelessness 

Homelessness was identified as an important concern for the community. However, there 

was a perception that this was often hidden with a reluctance to address the impact it has on 

individuals experiencing homelessness, and the community.  

There were two aspects of homelessness that were mentioned. Couch surfing was 

perceived as common with limited long-term and affordable rental options which could 

provide access to housing for people who have to rely on sleeping in the homes of friends 

and family when they may prefer to access their own accommodation.  

The second aspect of homelessness was rough sleeping. There was a perception that there 

was a lot of homeless people who slept in cars, on beaches or in the bush who may have 

moved to the area but are unable to 

access local affordable accommodation. 

There was also a view that homelessness 

in the area was not readily acknowledged 

by decision makers. The reason for this 

was suggested that it was in conflict with 

the perception of the shire of AMR being 

one of an idyllic lifestyle.  

Youth-specific factors 

Bullying was raised as a significant 

contributor to mental health problems in 

young people. This occurred in person, and in particular through social media. It was 

acknowledged that the schools were committed to addressing bullying, but were limited in 

their capacity within social media contexts.  

The other factor that was raised as a concern was educational and employment 

opportunities for young people. There is a TAFE campus in the shire based in Margaret 

River, with others located at Busselton and Bunbury. There are also two university 

campuses which provide some tertiary education options for young people.  

However, there was a perception that for most people wanting to undertake tertiary 

education they had to travel either to Bunbury or Busselton or to Perth. This was accepted 

as the norm by most young people and was often seen as a positive experience.  

The employment opportunities for young people who wanted to stay in the area or return 

after tertiary studies were considered limited. Indeed many considered that the most likely 

employment options for young people were in retail or tourism. These were considered to 

provide limited career pathways, low incomes and job insecurity. These contributed to a 

sense of lack of hope and affected the mental health of some young people in the area.  

Impact of holiday homes 

The numbers of unoccupied dwellings, most commonly holiday homes for people outside the 

shire of AMR was raised consistently by participants. There were a number of concerns 

about the numbers of holiday homes: empty houses meant reduced opportunities for social 

connection in neighbourhoods; access to affordable housing was more limited for residents; 

If we want to go to uni we have to really leave 
Margs to study. I know there is a campus here 
but it doesn’t cover a lot. And then once you 
leave it is hard to come back cos there are not 
the jobs here for young people unless you 
want to work in tourism or retail 
Community member 
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and the contribution that residents make to the local community and economy was not 

realised.  

While it was acknowledged that much of the local economy is based on tourism, and the 

area was a renowned holiday destination it was perceived that the ratio of holiday homes to 

residents’ homes was out of balance and affecting the community.  

Perception vs Reality  

There was a common and strong view that the perception of the shire of AMR was often 

different to the reality of living in the area. The area was perceived and frequently promoted 

as the ideal lifestyle area offering idyllic coastlines and access to wonderful national parks 

and the experience of the wine region. The term “idyllic Margaret River lifestyle” is a 

common term used to promote the area as a great lifestyle destination for families and 

retirees.  

While most people recognised the importance of beaches, national parks and vineyards to 

attracting people to the area, there was a perception that the reality of life was different to 

the promotion. Many of the factors identified above and in the following sections contributed 

to differences between reality and perception. Factors such as isolation, lack of transport 

and services, and employment and educational opportunities all were some of the realities 

faced by people living in and moving to the area.  

Differences across Communities 

It was recognised that the communities were very different across the Shire of AMR. In 

particular, the small villages and hamlets were perceived as different to the larger towns. In 

addition, Augusta was seen as very different to Margaret River and Cowaramup, with a 

much older population. Most participants identified the need to ensure approaches were 

tailored to local communities rather than applied for the whole shire. 

Structural Factors 
There was a view that there were a 

number of structural factors which 

impacted on mental health and wellbeing 

in the community.  

Economic Factors 

There were a number of economic factors 

identified by participants as impacting on 

the mental health of residents. The first 

was a lack of employment opportunities 

and underemployment. It was perceived that employment opportunities were limited for 

many people in the area and there was significant underemployment. The underemployment 

related to working fewer hours than desired, or working in employment below qualifications. 

Compounding these issues were the lack of secure employment with many people on 

temporary contracts or working as casuals. 

There were concerns consistently raised about the socio-economic divide between 

different groups in the community. There was a perception that the shire of AMR was often 

characterised by the beautiful homes in the area and the lifestyles afforded for people who 

are wealthy. The reality was perceived as very different. Indeed many participants 

mentioned that there were strata in the community based on an economic divide.  

There are a lot of wealthy people that live here 
or have holiday homes here. But the beautiful 
homes on acreage overlooking the sea and 
the vines is not the reality of everyone. In fact 
there are a lot of really poor people. In fact 
there are real strata or divides across the 
community which you don’t see as much in 
other areas 
Community Member 
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This divide impacted on the mental health of the community because of a lack of 

acknowledgement of these strata. It was perceived there was a reluctance to acknowledge 

this as it conflicted with the perception of the area. Further, it was perceived that this meant 

that the shire of AMR often missed out on services and resources because of the over-

whelming perception that it was not an area of need. Traditional indicators of need were also 

identified as not providing a full picture of need in the area.  

Impact of FIFO 

Across the shire of AMR, it was perceived that there was a significant proportion of fly-in fly-

out (FIFO) workers living in the area, mainly working in the mines of Western Australia. 

Many participants recognised that FIFO workers had been identified as having higher levels 

of mental health problems.  

In addition, it was perceived there was significant impacts of FIFO on families. Relationship 

breakdown was identified as being more common with these families. The impact on 

children in school was considered significant with children experiencing disruption and 

related behaviours associated with the FIFO cycle.  

It was also perceived that the impact of the downturn in the mining industry had an impact on 

these families contributed to economic hardship and distress in the families.  

Over-emphasis on the wine industry 

There was a common view that the importance of the wine industry was often over-stated in 

the area and dominated decisions about land and economic development, and promotion of 

the area. While the importance of the wine industry was recognised, especially in attracting 

visitors to the area, there was a perception that returns to the local community were much 

lower than the importance placed on this industry. It was acknowledged that elements of the 

wine industry contribute to local community building activity, and supported this project in 

recognition that mental health of the community impacts on the wine industry community. 

A number of concerns were raised about the wine industry in the area that were perceived 

as not supporting the local community: much of the employment was perceived as seasonal, 

contractual and not undertaken by local residents but by people from other areas; income 

derived from work in the vineyards was low with limited career paths except for a few; and 

much of the return on investment was not available to the local community but was exported 

to other areas.  

Health Services  

There are many health and support services in the community. Many of the psychologists 

are sole operators and not working in centres. This was perceived as impacting on the 

potential for more integrated care. There was also a lack of understanding of referral 

pathways to psychologists, allied health and counselling services. It was reported that 

referrals commonly were related to personal relationships between professionals because of 

a lack of knowledge of the broader system and access and referral criteria. 

Many services are provided as outreach and are not based in the community but are 

provided from Busselton or Bunbury. There was a common view that this was less than 

optimal and reflected a perception of lack of need by health service decision makers. There 

was also a view that outreach reduced services’ hours because travel time was part of their 

working day. 
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With changes in the way health services are funded through commissioning, and with the 

advent of the NDIS there was a perception that the service system is more fragmented. 

Indeed many of the service providers were unaware of other services in the community 

resulting in a lack of integration and opportunities for maximising client outcomes.  

In addition, gap payments are required by many professionals providing psychology and 

counselling services. These gap payments were perceived as a barrier to accessing 

psychology services for many people in the area. There are three services which provide 

counselling services and offer bulk-billing for clients. In addition, a number of psychologists 

indicated they would provide bulk-billing for clients in need in some circumstances.  

A number of participants raised the need for a health hub in Margaret River to support more 

integrated and accessible care. It was perceived that this could provide one centre for 

people to access a range of mental health care and support services and overcome some of 

the access barriers resulting from dispersed services.  

The increasing specialisation of state mental health services, providing care for people 

with serious and acute mental illness meant people with less serious and acute illness had 

few services for care and support. The open door policy that state mental health services 

apply in the shire of AMR meant that everyone that is referred or walks in the door is 

comprehensively assessed by the team including a doctor. While this was seen as providing 

a service to all it was also viewed as inefficient given the limited resources with the team.  

Mental Health Services 
There are many different organisations providing clinical services for clients with mental 

illness but these are not well integrated. Participants identified that there was a lack of 

understanding of the role of different mental health services and if and how these were 

integrated. There is also a lack of knowledge about the role of mental health clinics and 

support services with services providers and community members making referral pathways 

problematic which results in duplication of some services.  

Specialist Mental Health Services 
Participants expressed concerns that access to ongoing specialist mental health services is 

poor and had reduced over the last five 

years. People with acute or deteriorating 

mental illness can present at emergency 

departments in the AMR, but if needing 

admission they are transferred to 

Bunbury Hospital which has inpatient 

mental health beds.  

There is a community-based specialist 

mental health team based in Margaret River for adults and outreach services for children 

and young people, and older people. There was a perception that state-based specialist 

mental health services in the shire of AMR are difficult to access, apart from initial 

assessment, because of their focus on severe mental illness and inability to provide care for 

less serious patients. 

There were significant concerns raised about the quality of care and treatment of patients 

who are admitted to Bunbury Hospital for mental health treatment. This was a common and 

strong theme offered by consumers and carers.  

My [relative] has been admitted to Bunbury 
but the whole experience was appalling. No 
matter what I will not allow [relative] to be 
admitted there again.  
Community Member 
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It was acknowledged that the specialist mental health services in the shire of AMR, including 

access to inpatient services in Bunbury are commencing service redesign with the aims of 

improving mental health care and 

experience for patients and carers.  

Transport was also cited as a barrier for 

some people who sought specialist care 

in areas outside of the shire. With many 

people having to travel to Busselton or 

Bunbury for appointments there were 

limited options for public or community 

transport.  

Access to services for people with 

substance abuse problems was a common concern. It was perceived that services such as 

drug and alcohol detoxification or rehabilitation were non-existent or were provided at 

significant costs to the clients.  

General Practice 
Participants perceived that the capacity of GPs in relation to mental health needs to be 

strengthened. It was recognised that time pressures, knowledge, skill, interest and attitudes 

were problematic for GPs, with people with mental health problems often requiring more 

time. It was acknowledged there were a number of GPs in the area with strong knowledge 

and skills in mental health treatment, and with attitudes supporting patients. These GPs are 

well known and often difficult to get into.  

There was a view of over-reliance on medication as the first treatment option. This was 

perceived as a regular occurrence despite the wishes of the patients to have other therapies 

first.  

Support Services 
There are many services in the shire of AMR providing a range of support options for people 

with a mental illness. These services provide employment access, training, welfare and 

housing support.  However, awareness about these services is limited and access across 

the shire is difficult making referral pathways problematic.  

Solutions 
Participants offered a number of solutions to addressing mental health and wellbeing which 

were tailored to the context of the shire of AMR and its communities. Strategic alliances 

across the community were perceived as potentially more effective than the disparate nature 

of some of the activities that are currently occurring. Strategic alliances had the potential to 

build awareness about mental health, mental illness and suicide prevention and increase the 

capacity of the community to address mental health and mental illness. 

Building on community strengths 
It was recognised that there is a need to build on some of the community-based 

commitments which are addressing mental health and wellbeing. The work of SPMR was 

well regarded especially in the Margaret River area but it was acknowledged that the 

resources for them to expand were limited. Support for expanding and resourcing some of 

the initiatives already developed by SPMR was widespread. 

There are a few GPs here that are really good 
with mental health patients. They take the 
time, have the skills and offer a range of 
options…but there are others that go straight 
for scripts regardless of whether you need 
them… 
Community Member 
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Building on existing strategies 
There were existing strategies, particularly developed by the Shire of AMR, which can 

contribute to mental health and wellbeing. Tackling disadvantage through an economic 

strategy was strongly supported as were the projects targeting youth currently being 

implemented by the Shire of AMR. The importance of these strategies for community mental 

health and wellbeing was recognised and explicit recognition of their impact on mental health 

could strengthen their impact.  

It was suggested that some organisations apply frameworks to ensure their strategies and 

decisions align to overarching principles. Examples were provided where organisations have 

environmental frameworks to ensure all of their decisions and strategies do not have an 

adverse environmental impact. It was suggested there was potential for organisations and 

community groups in the shire to apply a similar framework for community mental health and 

wellbeing ensuring all decisions support rather than hinder good mental health.  

Using an evidence-based framework 
There was strong support for evidence to guide future approaches in the shire. There were 

concerns that too often in the past that initiatives were implemented which were not based 

on evidence and were often short term. The preference for the majority of participants was to 

ensure strategies are applied which could be embedded in a range of settings across the 

community.  

Addressing factors associated with mental health and wellbeing 
There was a strong and common view that any initiatives must address the contributing 

factors to mental health and wellbeing. It was recognised that without addressing these 

factors that most initiatives would be futile. The approach of the Shire of AMR to tackling 

disadvantage through an economic strategy was supported widely and was recognised as 

crucial in a sustainable future for the area.  

Factors associated with mental health problems such as alcohol use and domestic violence 

were identified as prevalent in the shire. Participants stressed the importance of 

acknowledging these factors and implementing strategies and services to mitigate these 

risks. This was seen as a responsibility not just for health services but across the service 

and business sector and across the community.  

There were concerns that many responses in the past were reactive, not embedded in the 

community and failed to address the underlying causes of mental health problems and 

suicide. Because of this many of the initiatives were seen as not sustainable and ineffective.  

Providing an integrated needs-based service system 
It was perceived that the current mental health system and associated services were not 

meeting the needs of the shire community. There was a view that there needed to be 

planning for mental health services across the service system to meet local needs 

regardless of the funding source (state or federal). This planning should focus on awareness 

of mental health services, their roles and should support referral pathways and integration 

between services.  

Focus on young people 
A focus on mental health and wellbeing for young people was considered a priority. There 

was recognition that the Shire of AMR were implementing a range of approaches to support 

young people. However, support for the mental health of young people was recognised as 

being broader than a schools-based approach. Strategies to support young people need to 
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be considered across all community settings with explicit recognition of their impact on 

mental health.  

It was acknowledged also that most schools were proactive and responsive to supporting the 

mental health needs of young people. Schools were recognised as being crucial in the 

strategic alliances necessary across the community and could play a key role across the 

community.  

Community Feedback 
Based on the methods applied to obtain community feedback on the draft report, there was 

strong support for the project and its findings. In particular there was support for the focus on 

addressing factors associated with mental health to build community wellbeing. It was 

recognised that the community response needed to be holistic, across different sectors of 

the community and using multiple approaches.  

The findings relating to the often concealed socio-economic divide in the community were 

strongly supported. Participants acknowledged the importance of recognising this divide and 

advocating to strengthen approaches to address inequities in the community.  

Participants supported the need for a community response to mental health and wellbeing 

and recommended a community taskforce approach. Having representatives from 

organisations such as health services and the Shire of AMR involved in this taskforce was 

acknowledged as important, but the involvement of community members was considered as 

key.  

There were concerns about the resources required to support a community response. It was 

suggested that the final report should support advocacy to ensure a community response.  
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The Way Forward 
Like many other communities, the people in the shire of AMR area want to improve the 

mental health and wellbeing and on suicide prevention. The impact of mental health 

problems and suicide is significant for the community. Addressing these issues will take a 

coordinated approach across the community with collaboration across sectors.  

Community Readiness 
Community readiness is an important indicator in the degree to which a community is willing 

and prepared to take action on an issue.68 Understanding the level of community readiness 

supports a community in moving forward to take effective action. 68 There are nine stages in 

community readiness as described in Figure 34.  

Figure 34: Stages of community readiness 

This project did not aim to identify the stage of 

readiness for the AMR community to address 

mental health and wellbeing. That actions are 

already being taken through activities such as ATL 

and the sheer number of participants in the 

consultation process demonstrate the willingness to 

identify potential solutions which could form the 

basis of a community plan for community mental 

health and wellbeing.  

Building on the momentum provided by the actions 

taken to date and the findings of this project will be 

critical. Importantly there will be a need to tailor 

responses to the different communities and to the 

different sectors of the community.   

Principles for promoting mental health and wellbeing 
Based on evidence for mental health promotion and informed by effective public health 

approaches for a range of health issues the following principles are recommended for 

consideration by the residents of the shire of AMR that are committed to addressing these 

issues. These principles informed the analysis of the common themes and aim to guide the 

development of strategies for the community plan. The principles suggest that strategies 

selected should: 

 Focus on population health approaches 

 Be evidence-based or theoretically informed 

 Apply multiple and sustainable strategies 

 Focus on risk and protective factors 

 Ensure options for early intervention 

 Provide clear pathways to appropriate and accessible services 

 Provide support for families 

 Be targeted and tailored to specific groups include specific cultural and age groups 

 Build capacity of services to promote mental health and wellbeing 

 Adopt effective governance and evaluation 

The application of these principles to suggested strategies within the community plan will 

ensure an effective approach to mental health and wellbeing. 
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Key Community Issues 
The findings of this research indicate a number of inter-related issues which impact on the 

mental health and wellbeing of the community.  

Community Strengths 
The results indicate significant strengths in the community of the shire of AMR. Like many 

other communities, the residents of the shire of AMR have faced significant trauma. The 

community has also demonstrated considerable resilience in addressing this trauma and 

being able to move forward. Building on the resilience of the community through social 

cohesion and support can enhance community mental health and wellbeing.  

The response to the most recent Osmington tragedy has been praised. There are learnings 

to be examined from the response which are potentially valuable to the community of the 

shire of AMR and indeed to other communities. The opportunity to examine and evaluate the 

response can provide new knowledge and understanding of how communities can respond 

to such traumatic events which are inevitably experienced by many communities over time.  

The community strengths identified in this project such as ATL, and the strategies being 

applied by the Shire of AMR can be strengthened to more explicitly address mental health 

literacy and capacity of the community to respond. Building the capacity of the community in 

relation to mental health and wellbeing can be achieved through different settings such as 

the many community groups, workplaces and services.  

Socio-economic Divide 
The priority concern identified from the findings was the socio-economic divide between 

different groups in the shire of AMR. This divide was perceived to have a significant impact 

on community mental health and wellbeing but was largely unrecognised outside of the 

shire. This perceived divide was characterised by some sectors in the community 

experiencing unemployment or underemployment, mortgage and financial stress, and 

homelessness, compared to other groups in the community who were socially and 

economically advantaged. 

Population level social and economic indicators commonly used to make decisions about 

resources and judgement as to need in a community do not always reflect this perceived 

divide. In the shire of AMR, extremes of data used to assess socio-economic status of a 

community will counteract each other and result in the shire appearing as in the middle 

range.  

That this divide exists was in contrast to the perception of AMR as one of idyllic lifestyles. It 

was also suggested that this divide was rarely acknowledged by decision makers, and 

affected the ability of the region to attract resources and services. 

Economy and Employment 

Evidence demonstrates the economic performance of urban and regional communities is 

reliant on economic diversity and supports the attraction of business and people to work 

in these industries
72

. This in turn impacts on the social capital and mental health and 

wellbeing of communities
72

. 

Examples of thriving regional communities typically have strong local leadership teams from 

across the community, active economic development practitioners and an understanding of 

the changing requirements of economic and social development practice in the new 

economy73. Key to successful regional economies is the identification of a region’s 

competitive advantages and the creation of an economic and social vision for the region73. 
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These findings identify significant economic and employment issues in the community. Some 

of these issues are currently seen as a priority by Shire of AMR. Underemployment and lack 

of employment opportunities for young people locally are two of the key economic issues 

identified. Like many of the other solutions to mental health and wellbeing building economic 

diversity and addressing disadvantage requires strategic alliances across the community. 

Need for a coordinated approach 
Despite the initiatives being undertaken in the shire of AMR, some of which are specifically 

targeting mental health and wellbeing, it was perceived that these can be disparate and 

often one-off events, often undertaken in isolation and lacking a strategic view of the goals 

for improving mental health and wellbeing.  

This was not a criticism of the community members who have shown such commitment to 

addressing mental health and wellbeing. Rather it was an acknowledgement that the impact 

of the range of events could be strengthened by applying a more coordinated approach 

across the community. Further, there was a common view that there were often reactive 

responses to particular events in the community which often dissipated over time. Having a 

planned and coordinated approach to community mental health and wellbeing would reduce 

the reactivity and increase the potential for sustained approaches.  

Mental Illness and related health issues 
There are significant concerns about mental health and wellbeing in the community. The 

indicators examined in this project demonstrate higher levels of mental health and substance 

abuse hospital admissions, suicide and self-harm rates and in medications prescribed for 

some mental illnesses. These levels support the need for coordinated action. 

Data on alcohol for the shire of AMR community also indicate high levels of problems in this 

community. Similarly, community perceptions supported the need to address alcohol as a 

contributor to mental health problems.  

The numbers of family violence assaults were high, especially in Margaret River, and 

supported community perceptions. The need to change community norms related to 

domestic violence and provide services to support women and children was identified as an 

important strategy to support mental health and wellbeing in the community.  

The issue of homelessness was a key community concern. The need to acknowledge this as 

a problem and to strengthen the community response to people experiencing homelessness 

across the shire was important for community mental health and wellbeing.  

Health Services 
There are many and diverse services in the shire of AMR which provide care and support for 

people with a mental illness through health care and support services. However, these 

commonly operated independently and in some instances were not known by other services. 

One of the key findings in relation to health services for mental health was the lack of 

knowledge about the services and referral pathways in the community and by service 

providers. This combined with the need to strengthen mental health literacy create 

unnecessary barriers to care and treatment and ultimately to improved mental health and 

wellbeing.  

There is increasing recognition of the importance of place-based planning and management 

for services to support community health and wellbeing69, 70. Place-based planning has a 

number of advantages which are relevant to mental health and wellbeing including: 

strengthening communities; developing new models of care that span organisational and 

service boundaries; building and supporting collaborations and partnerships; and accessing 
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resources to meet local needs70, 71. The need for a more systematic approach to planning of 

mental health services in the shire of AMR to meet community needs is essential to ensure 

integration, access and avoid duplication and gaps in the system.  

Given its discrete location, there are opportunities to apply place-based planning approaches 

to the mental health services for the shire. These opportunities have the potential to be 

realised by the requirements for collaboration between primary health networks and state-

based health services. However, this requires leadership, the vision and strategic 

collaborations and coalitions to see the opportunity to undertake place-based planning for 

the local community.  

It is acknowledged that GPs provide most of the mental health services in communities. The 

GPs in the shire of AMR are using mental health treatment plans to support care for people 

with mental illness at rates higher than state and national levels. This is positive for the 

community. However, the perceptions of variation in skills and capacity of GPs to provide 

care and support for people with mental illness suggests the need for strengthening the 

capacity of GPs as the foundation of mental health care in the community.  

That the quality of care for patients admitted to Bunbury hospital was questioned by many 

participants is concerning. Unless these concerns about the quality of care are 

acknowledged it is likely that people with acute or deteriorating mental illness will continue to 

avoid treatment, impacting on their own health and that of their families.  

The recent announcement of a headspace satellite service in Margaret River will support 

teenagers and young adults in Margaret River with access to free or low-cost youth mental 

health services. Linking this service as part of an integrated system will be key to its 

success. 

  

The next steps 
The next steps should be decided by the residents of the AMR community in response to 

these findings. There is already commitment to addressing mental health and wellbeing in 

the community which provides momentum for future action.  

The project advisory committee for this project was established by the Lishman Health 

Foundation to oversee this project, and does not have an ongoing role in planning the 

response to this report. The community recognises the importance of a community response 

to the findings outlined in this report. This will require a taskforce, formed by the community 

to guide the next steps with a focus on developing a plan of action and strategically 

advocating for a broad based approach to support and promote mental health and wellbeing. 

The current project advisory committee is in a position to facilitate the establishment of a 

taskforce as part of the finalisation of this project.  

The role of the community taskforce is strategic, leading and developing a community based 

plan for the whole of the shire, incorporating a range of short and longer-term strategies 

which address the. Having leadership from organisations such as primary and specialist 

health services and the Shire of AMR involved in this taskforce is important, but the 

involvement of other sectors and community members, who can operate strategically and 

are in a position to advocate locally and more broadly is key.  

The development of a plan in response to this report and to guide strategies will be one of 

the first responsibilities of the taskforce. This will require resources to support its 

development. Importantly the development of the plan should: 
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a. Be strategically focused and intersectoral, addressing the factors associated with 

mental health and wellbeing raised in this report  

b. Develop strategies to address the socio-economic divide and build economic and 

employment opportunities 

c. Build the capacity of the community to address mental health and wellbeing 

across all sectors 

d. Build on community strengths and existing strategies with explicit articulation of 

their importance to community mental health and wellbeing 

e. Advocate for improved health services by 

i. Adopting a place-based planning approach to support access to and 

integration of mental health services across the community 

ii. Adopting a focus on building the capacity of general practice and 

specialist mental health services to respond to community needs 

iii. Strengthening community awareness of services and their roles and 

referral criteria and pathways 

The success of the plan will be reliant on the ability of community members, service 

providers and organisations to build strategic alliances across the community. Importantly it 

requires short and long term strategies to address the immediate needs of the community 

but also to address the underlying economic and social factors associated with mental health 

and wellbeing. Examining its success will also require a commitment to share data across 

sectors to monitor and evaluate the plan’s implementation and impact. 
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