THE SUSTAINABILITY OF PRIMARY HEALTH INNOVATION — SUPPLEMENT

Sustaining an Aboriginal mental health service partnership
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boriginal mental health policy requires that services should

be provided through Aboriginal and mainstream health

service partnerships that build the capacity of Aboriginal
health workers in mental health.!* The Regional Aboriginal Integ-
rated Social and Emotional (RAISE) Wellbeing program in the
Northern and Far Western region of South Australia complies with
this policy through a service partnership between the Aboriginal
Health Service (Pika Wiya) and three mainstream health services: a
community mental health team, a hospital mental health liaison, and
an “outback” community counselling service. The program com-
menced in February 2003 and aims to improve mental health
services to Aboriginal people by linking workers across these organi-
sations. Recurrent funds include $70 000 from the SA Department of
Health and $10000 from the Northern and Far Western Regional
Health Service, and a one-off project allocation of $80000. A
partnership development project officer and a regional social and
emotional wellbeing program manager (Aboriginal mental health)
have been employed, and an existing Aboriginal mental health
workers employment has been increased from half-time to full-time.
The mainstream Regional Health Service and the Aboriginal Health
Service have provided other staffing and service support and infra-
structure. The Northern and Far Western Regional Health Service
administers the program funds, the staff funded by the program work
from the Aboriginal Health Service, and governance is through a
joint-organisation management committee.

Methods
A case study was conducted of the RAISE Wellbeing program during
its development stage (November 2004 — May 2005) to answer the
following questions:
e What drivers (eg, incentives such as funding) led to the establish-
ment of the program?
e What linkage processes (eg, formal committees and other means
of communication) are promoting program development?
e What will sustain the program?

A 13-member expert research advisory committee met three times
over the study period. Members of the committee represented the
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ABSTRACT

e The Regional Aboriginal Integrated Social and Emotional
(RAISE) Wellbeing program commenced in February 2003 as
an Aboriginal mental health service partnership between one
Aboriginal Health Service and three mainstream services: a
community mental health team, a hospital mental health
liaison, and an “outback” community counselling service.

e A case study method was used to describe the drivers
(incentives for program development), linkage processes
(structures and activities through which the partnership
operated), and sustainability of the program.

e Program drivers were longstanding problems with Aboriginal
peoples’ access to mental health care, policy direction
favouring shared service responsibility, and a relatively small
amount of new funding for mental health that allowed the
program to commence.

¢ Linkage processes were the important personal relationships
between key individuals. Developing the program as a part of
routine practice within and across the partner organisations is
now needed through formal agreements, common care-
management tools, and training.

e The program’s sustainability will depend on this development
occurring, as well as better collection and use of data to
communicate the value of the program and support calls for
adequate recurrent funds. The development of care-
management tools, training and data systems will require a
longer period of start-up funding as well as some external
expertise.
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local Aboriginal community, mental health services, and organisa-
tions involved in regional health programming and Aboriginal and
mental health policy.

The data collection comprised three strategies:
e A MEDLINE search for articles published from 1995 to 2004 using
terms related to mental health, Aboriginal health and teamwork; and
a review of documents from a list generated by the research advisory
committee to cover national, state and local policy as well as
programs relevant to Aboriginal mental health. The purpose was to
establish the policy context and draw on the findings of other studies.
e Twenty-three tape-recorded interviews with service providers and
managers involved in the program (Aboriginal health, mental health
nursing, social work, general practice, and psychiatry) as well as
policy officers from the SA and Australian governments and the peak
SA Aboriginal community-controlled health organisation. Informants
were selected on the advice of the research advisory committee to
canvass a range of perspectives on Aboriginal mental health policy,
program implementation processes, impacts, resource issues and
sustainability.
e Two case vignettes used in a workshop with 17 staff from across the
partner organisations (Aboriginal health workers, mental health and
generalist community health nursing, social work, occupational
therapy and community work) to identify improvements for early
intervention, referral and mental health management.
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1 RAISE Wellbeing program — linkage processes of an
Aboriginal mental health service partnership
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Qualitative analysis of the interviews and the workshop was
guided by the research questions and then the themes that arose
from these interview and workshop data. The analysis was pro-
gressively refined with input from the research advisory committee
over the three meetings.

Results

Program drivers

These were identified as known problems of access to care, policy
direction favouring shared service responsibility (as mentioned
above) and, in the past few years, allocation of some additional
resources for mental health. Problems with local Aboriginal peo-
ple’s access to mental health care had been consistently reported for
over 5 years, including a lack of mental health staff in the
Aboriginal Health Service, mainstream service inflexibility, and
inadequate service coordination particularly around discharge
planning.>” An increase in funds to the region over recent years
from the SA and federal health departments (for RAISE Wellbeing
and other mental health programs) has provided resources for a
service partnership to help solve the problem. New positions in
the region include a regional mental health program manager,
principal mental health clinician, staff psychiatrist, hospital mental
health liaison nurse, partnership development project officer,
Aboriginal mental health worker, and the staffing of an “outback”
community counselling service with a mental health brief.

Linkage processes

Linkage processes were the relationships between health service
staff and the formal protocols and process for communication. The
relationship between key individuals across the organisational
hierarchy provided the foundation for the partnership (Box 1). The
two chief executives in the region, from the Aboriginal Health
Service and the Regional Health Service, respectively, who had
been in their positions for some years, described their relationship
as one of mutual respect. Along with service managers, they were
seen as program champions who gave authority to the partnership
and who acted as advocates with the local Aboriginal communities
and with the SA Department of Health. The relationship between

service managers and Department of Health policy officers was
described as the communicating link with the central bureaucracy,
so that opportunities such as future funding and support emanat-
ing from the central bureaucracy could be made known to the
local program staff. However, a long vacancy in the position of
Department of Health Aboriginal mental health policy officer
created a “slow down” in this communication. This was evident in
the local service managers’ uncertainty about to whom in the
bureaucracy they should then channel their communications.

The service managers described their relationship as mutually
supportive, which, along with their commitment to Aboriginal
health, helped in implementing the program business plan. These
managers meet formally to oversee the program and they also sit
on a Regional Mental Health Program Management Group, which
means that RAISE Wellbeing is linked into overall regional mental
health planning. They have developed procedures to deal with
crisis demands and staff shortages by resource sharing across the
teams, and they are working on developing common culturally
responsive mental health risk-assessment and care-management
tools.

At the grass roots level the relationship between workers in the
respective teams was considered important for collaborating on
client care. It was at this level, however, that some early tension
arose about the program focus and worker role. This manifested as
concern from some in the community mental health team about a
change in the project officer role (from linkage development to a
focus on management of the mental health team in the Aboriginal
Health Service) due to vacancies in that team. Hence, linkage
developments slowed until an additional project officer was
employed to work solely on these linkages and not on service
delivery. There was also criticism from the Aboriginal Health
Service that the community mental health team was inflexible and,
conversely, there was concern from the community mental health
team about the mental health knowledge and skill level of
Aboriginal health workers.

The following linkage protocols have been or are being devel-
oped:

e memoranda of understanding between the organisations;

e a partnership business plan; and

e an expectation written into job descriptions that staff will
participate in partnership activities.

The intention is to eventually pool all the funds for Aboriginal
mental health from the Aboriginal and mainstream mental health
services, so that service delivery is provided mainly from the
Aboriginal Health Service but with governance of the business
plan retained by the interorganisation management group. As yet,
however, there are no common processes for communicating
about client care across the partnership. The Aboriginal Health
Service mental health team (medical staff excepted) expressed
concern that they are not allowed to write in the hospital case
notes because they are not employees of the hospital and do not
have hospital practice rights. Recent negotiations are addressing
this. Also still to come are formal processes for developing
partnership care plans or conducting case reviews for quality
assurance, and as yet there has been no cross-cultural mental
health training for staff. Most discussion about client matters has
occurred on an as-needed and informal basis. Management and
policy officer informants wanted more regular and structured
communication between staff from the four organisations, so that
care protocols would then evolve. These protocols are important
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2 Facilitators and inhibitors of sustainability of the RAISE
Wellbeing program

Facilitators Inhibitors

e Good fit of the program
drivers and consistency
with the mission of the
partner organisations,

e Part reliance on one-off funding
created resource uncertainty, and
a lack of data limited managers’
ability to demonstrate the value of
built onto existing the program and establish a secure
programs and linked into funding base.

overall regional mental e Threat to collective efficacy when
health planning. staff vacancies caused a reaction to
e Established and crisis demands and the loss of
productive relationships agreement about the program
between local focus; and the cross-cultural work
management champions. situation ledto a lack of confidence
in the skills of staff from different

e Some partnership
backgrounds.

structures and processes
in place, with a business e Incomplete linkage structures at
plan and regular the service delivery level (eg, case-
management meetings. management meetings, and
common assessment and care-
management tools and training). &

because, as one policy officer put it — from a low capacity base in
Aboriginal mental health, it is unrealistic to expect that organisa-
tional change and service improvement will simply come about
“osmotically” by employing staff in partnership positions.

Sustaining the program

The factors limiting sustainability were recognised as inadequate
data about the program and the time required for a service
innovation to become established practice. The positive factors
were the fit of the program with current policy and organisational
plans, as well as the linkage processes in place (described in the
previous section).

Informants commented that program and client data were
important for communicating progress among the partners, for
identifying where program changes were required, and for manag-
ers communicating this information to the Department of Health
(source of funds). One policy officer’s advice was that the political
decision to continue funding required the value of the program to
be visible; that is, it had to be seen to address government
Aboriginal mental health priorities. This was a problem, as manag-
ers had very few data in a form that was useful for planning or to
demonstrate the value of the program. Information was available
on client use within each service, but none that would quantify
client work across organisations in the partnership.

Although RAISE Wellbeing has been funded at a modest level
for over 2 years, progress has been from a low base with
interruptions mainly caused by staff vacancies. Service system
changes have yet to be adequately developed and embedded. A
similar project reported that up to 4 years were required simply to
establish the relationship processes for effective collaboration.®
More generally, 5 years is considered to be the time required to
ensure the sustainability of health program interventions.” The
positive indicators for sustainability are that the program sits well
with the mission of the partner organisations, it has local manage-
ment champions, and it adds onto existing programs.'®!! Facilitat-
ing and inhibiting factors for sustainability are listed in Box 2.

Discussion

Driving the establishment of the program was the positive policy
context for collaboration, the consistent reporting of service access
problems, and new resources for mental health. The improved
mental health staffing in the region meant that there was capacity
for a service partnership, and the linkage processes enabled this
partnership to develop. Relationships at the executive and senior
management levels provided stability at the top, gave the partner-
ship legitimacy, and provided a link to the Department of Health
(while there was an Aboriginal mental health policy officer), so
that there was Departmental understanding of the local program.
Meetings between service managers enabled the development of a
business plan and procedures to deal with service demand.

On the deficit side, common mental health assessment and care-
management tools that would provide linkages in mental health
care have not been developed. This is partly because regular case-
management meetings and training for service staff have not
occurred. However, it would be unrealistic to expect that these
could solely be developed locally when interorganisational care-
management tools and training in Aboriginal mental health do not
exist nationally. The reliance, in part, on time-limited project funds
has left the program with an uncertain resource future. The lack of
data available to managers has compromised their ability to
convince decision makers that the program is an effective strategy
for dealing with an urgent problem. These data could also provide
reinforcement to the partners about whether their strategies were
proving successful.}? It was not simply the fault of the program
that it could not do these things, but rather the time delays in
recruiting staff in rural locations, the lack of good community
mental health data systems across organisations generally, and the
longer time that seed funding is required for such programs to
become operational.'>!*

In addition to the threat posed by resource uncertainty, two
internal threats appear relevant to the sustainability of RAISE
Wellbeing. These are (i) the capacity to maintain focus, and (ii) the
extent to which partnership members collectively agree on the
legitimacy of the program goals and have confidence in each
others skills (collective efficacy).! Partnerships work when there
is a defined team focus, a common approach, goal predictability,
role clarity and respect.'®!” In rural and cross-cultural work, role
ambiguity is more the norm, with a generalist approach as workers
cross role boundaries out of need.'®%°

With vulnerable communities, service focus can be driven by
crisis response to profound needs that are often immediate and
often not predictable.!> Long-term goals can be put on hold as
crises are dealt with, such as occurred with the change in project
officer focus to service management. Organisational partnerships
have been found to work best when they have a structure and
processes through which to reach agreement about treatment goals
and approaches.'*?! The RAISE Wellbeing partners have so far
relied heavily on staff relationships. At the level of service staff,
more regular and structured communication, as well as joint
training in cross-cultural mental health care, would enable these
staff to test their level of agreement (collective efficacy) about
common care-management tools, and then “road test” practice
over time to determine what additional service improvements
could be negotiated.

Cross-cultural programs often employ staff from the target
community because of their knowledge and skills in working with
that community. These staff often have a different set of skills and
level of training compared with discipline-based health workers,
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3 Responsive mental health care through
reflective practice

The mental health worker referred a 28-year-old Aboriginal man to
the psychiatrist for management of his psychotic episodes, but twice
he failed to attend. An Aboriginal health worker was asked to assist
when the client next saw the mental health worker. This time a more
detailed assessment was completed that involved a reflective team-
based approach with the client and his partner.

The client’s psychotic episodes were associated with heavy drinking.
Over a few sessions, the mental health worker tried to advise him to
reduce his drinking. This advice was not easily accepted either by
the client or the Aboriginal health worker, who both felt that he
could not simply be told to stop drinking with his family and mates.
Discussion within the team revealed an obligatory element to the
client’s drinking, and that, by refusing, he could be ostracised,
which he saw as a worse outcome than the psychosis.
This challenged the mental health worker to take a wider
perspective, recognising the additional loss and grief of being
ostracised, which made reliance on only giving advice to the client
an inadequate response. Although the problem was not yet solved,
the mental health worker gained an understanding of the cultural
and community-related issues, and the Aboriginal health worker
learnt more about comorbidity between alcohol dependence and
mental illness. The changed approach to mental health care
included the following:
e A proactive and reflective team-based approach to keep the
client in health care.
o A family-based and collaborative approach to maximise input
rather than focus on the individual.
e Aresponsive approach to the social function of the client’s
behaviour. .

and this can lead to an uncertainty about each person’s role and a
lack of confidence in each persons skills, which we found early on
in the program.??’ It is here that on-the-job training could
facilitate role clarification and teamwork through reflective prac-
tice (Box 3).

This RAISE Wellbeing program case study generated in-depth
information about sustaining one Aboriginal mental health service
partnership. While the case study method limits generalisability,
the use of an expert research advisory committee and interviews
with SA policy officers provided broader input that covered more
than just this program. Although both interpersonal and formal
relationships between stakeholders were found to be necessary,
they were not sufficient to develop and sustain the program. Of
wider relevance to policy and other locations are the need for (1)
agreed care-management processes and training in cross-cultural
mental health to develop a sense of collective efficacy, and (ii) the
effective use of data to communicate the value of a program both
internally and externally.
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