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About the CRRMH 

The Centre for Rural and Remote Mental Health (CRRMH) is based in Orange NSW and is a major 

rural initiative of the University of Newcastle and the NSW Ministry of Health. Our staff are located 

across rural and remote NSW.  

The Centre is committed to improving mental health and wellbeing in rural and remote communities. 

We focus on the following key areas:  

• the promotion of good mental health and the prevention of mental illness;  

• developing the mental health system to better meet the needs of people living in rural and 

remote regions; and 

• understanding and responding to rural suicide. 

As the Australian Collaborating Centre for the International Foundation for Integrated Care, we promote 

patient-centred rather than provider-focused care that integrates mental and physical health concerns. 

As part of the University of Newcastle, all of our activities are underpinned by research evidence and 

evaluated to ensure appropriateness and effectiveness. 
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Centre for Rural and Remote Mental Health (CRRMH) Submission to 

Select Committee on Mental Health and Suicide Prevention 

 

Introduction 

Even without the COVID-19 pandemic, rural communities experience a number of issues 

disproportionately which may have an impact on their mental health and the rates of rural suicide.  We 

have addressed these issues in more detail in a series of analysis which are appended to this 

submission.  These experiences include the sequential and cumulative impact of rural adversity such 

as drought, bushfires, floods cyclones, pests (e.g., mice); the economic and social impacts of such 

events; and the failure of markets and public services to provide efficient and responsive mental 

health and support services to rural and remote communities. https://www.mdpi.com/1660-

4601/17/19/7205  These issues are not new and are recognised to some degree in recent reports by 

the Productivity Commission, the Victorian Royal Commission, the Senate Select Committee on Rural 

Mental Health etc.  While the incidence of mental health problems in rural communities is similar to 

that in cities, the outcomes are poorer, and the rates of rural suicide remain stubbornly higher than 

those in Sydney and Melbourne. 

The pandemic has accentuated the impact of these well-known challenges.  Innovations such as e-

health and e-mental health services have been adopted and are welcome (see summary here: 

https://www.aihw.gov.au/getmedia/b31ddb3e-712e-4c04-bab3-24846046951e/COVID-2.pdf.aspx). To 

some extent, they mitigate the full impact of the pandemic on non-urban areas.   

However, underlying issues and inequities remain.  How these new services translate into improved 

rates of access to mental health care in the bush is not clear.  There is data indicating that people in 

rural areas were especially vulnerable to mental health problems during the COVID‐19 restrictions 

(Fisher et al 2020, https://onlinelibrary.wiley.com/doi/full/10.5694/mja2.50831). Colossal gaps in 

clinical and psychosocial services remain. Where services are available, they are often not provided 

by trained health care staff but rather by whoever is present and available.  This makes it doubly 

important that integrated planning for rural and remote mental health care looks beyond the health 

system, to the range of ancillary social and community services that exist on the ground and can help 

local people in need. 

 

Our submission is structured on the framework of the Orange Declaration on Rural Mental Health 

developed and endorsed by rural experts across Australia and published in 2019 

https://onlinelibrary.wiley.com/doi/abs/10.1111/ajr.12560 . 

1. System Failure: Recent reports are clear that the mental health system fails to meet 

reasonable expectations of such a system, and this is exacerbated in rural and remote parts 

of Australia.  The benchmark established in the Interim report of the Productivity Commission 

sets standards for the system. The system must enable prevention and early intervention, 

services must vary to match severity, it must facilitate access for all, and be seamless and 

integrated.   The system was reported to fail on all dimensions. 

2. Context: Rural Communities are not simply a residual category which excludes capital cities. 

These communities vary in geography, demography, economy industry and amenity 

(attractiveness).  It follows that one size will not fit all and a recent paper the authors of the 

National Mental Health Service Planning Framework (Wright et al 2021) highlighted some 

significant limitations in the current capacity of the Framework to properly reflect and cater for 

https://www.mdpi.com/1660-4601/17/19/7205
https://www.mdpi.com/1660-4601/17/19/7205
https://www.aihw.gov.au/getmedia/b31ddb3e-712e-4c04-bab3-24846046951e/COVID-2.pdf.aspx
https://onlinelibrary.wiley.com/doi/full/10.5694/mja2.50831
https://onlinelibrary.wiley.com/doi/abs/10.1111/ajr.12560
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the need of rural areas of Australia.  The Framework requires tailoring to meet local needs.  It 

also clearly suggests need for alternative service models, beyond the usual fee for service 

and face to face arrangements which are not possible in many non-urban settings     See 

Fitzpatrick et al   https://pubmed.ncbi.nlm.nih.gov/28288445/. As stated earlier, effective rural 

and remote mental health planning must necessarily look beyond state and federal health 

services, to incorporate the social and community organisations which are the lifeblood of 

many regional areas. 

3. Mental health service models designed for large populations assume medical models which 

focus on specialist providers such as psychiatrists and others who are often not available or 

resident in rural communities.  Scaling down these models to fit smaller rural communities 

does not enable efficient or responsive services.  Rather rural communities are served by 

primary care and community-based models which should form the basis of rural mental health 

services.  Often these services, such as general practices and multi-purpose services focus 

on the care of physical problems and are not well equipped to address mental health 

problems. 

4. Rural Mental Health services have developed incrementally and often the result is a disjointed 

service in which patients fall through the “missing middle”.  The provision of new, often short-

term funds (e.g., allocation of Headspace Centres) does not necessarily contribute to a 

functioning mental health ecosystem.  Where this ecosystem is weak, as pointed out in 

successive reviews including the Productivity Commission, is the provision of key supports 

such as accommodation, education, employment and support for social participation are even 

more important.  Appropriate planning to meet mental health needs, especially in regional 

areas, must address the whole mental health ecosystem, not just the health service elements 

(Furst et al 2020 https://www.cambridge.org/core/journals/bjpsych-international/article/an-

ecosystems-approach-to-mental-health-services-

research/97D865603061ABB64B46432D9C722A78) 

5. Rural mental health systems are likely to be fragile and easily disrupted with the loss of key 

staff whether specialist or generalist.   Subject to rapid change in service form and availability, 

rural residents often need help to navigate a system which comprises local, visiting and online 

services. 

6. Funding models are not well aligned to the realities of rural service provision (Rosenberg S, 

Roberts R. Models of service delivery and funding of mental health services. In Handbook of 

rural, remote, and very remote mental health 2020 Dec 27. Springer).  The MBS fee for 

service contribution to rural mental health services is limited by the number of accredited 

clinicians and seriously inequitable. Patient co-payments are higher in rural areas and funds 

do not match needs particularly in primary and community services. 

7. Services are skewed towards those with serious and enduring conditions who represent a 

small proportion of those with mental health problems.  Those with such conditions are needy 

and deserving but attention is also needed to prevention, early intervention and high 

prevalence conditions. 

8. The rural metal health workforce is overstretched and has to fulfil a different role than that in 

metropolitan areas.  Since numbers of qualified staff are low clinicians have to cover a wide 

scope of practice, often with poor access to clinical supervision and managerial support.  This 

makes such jobs unattractive and in some cases career-limiting.  (see Cosgrave  

https://www.tandfonline.com/doi/abs/10.1080/18374905.2015.1023421) 

 

https://www.cambridge.org/core/journals/bjpsych-international/article/an-ecosystems-approach-to-mental-health-services-research/97D865603061ABB64B46432D9C722A78
https://www.cambridge.org/core/journals/bjpsych-international/article/an-ecosystems-approach-to-mental-health-services-research/97D865603061ABB64B46432D9C722A78
https://www.cambridge.org/core/journals/bjpsych-international/article/an-ecosystems-approach-to-mental-health-services-research/97D865603061ABB64B46432D9C722A78
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9. In recent years and from metropolitan perspectives telehealth is seen as a substitute for face-

to-face care.  In our review and from our experience such services should be seen as a 

complement and not a substitute. 

10. Many of the above systemic problems are exacerbated by the absence and poor use of data 

about the needs of communities, activities of services and outcomes of rural services.  The 

collection, analysis and use of conventional and new data sources is possible but investments 

have not been made and data is often collected and not used or incompatible, incomplete and 

of limited value.  

In conclusion: 

1. Mental health planning must reflect the whole ‘ecosystem’ of support required by people with 

mental illness and their families with particular emphasis on primary care and community 

provision. 

2. The point above is particularly critical in regional areas, where access to traditional ‘health’ 

services may be minimal and other support services are critical. 

3. We strongly support regional approaches to planning and funding mental health services.  

However, we note that identifiable regions often do not match the organisational boundaries 

of PHNs and LHDs. 

4. The points above are critical in developing regional planning for mental health and deciding 

who needs to be involved. 

5. Funding for mental health in regional areas requires a fundamental redesign to support better 

planning and service delivery. 

6. Infrastructure to support this regional planning can and should be national, so as to drive new 

opportunities for consistency, data collection and benchmarking. But rural residents need to 

lead local planning processes. 

7. There is an urgent requirement to ensure appropriate accountability, to track and monitor the 

mental health of regional Australia, including the social and emotional wellbeing of indigenous 

peoples. 
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