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Management and Coordination 
of MHACA Services

Claudia Manu-Preston: General Manager
To coordinate and support the program activities managed by 

the Mental Health Association of Central Australia
Introduction

The Mental Health Association of Central Australia (MHACA) is a non-profit charity organisation which formed in October 1992. The Association was formally incorporated in August 1993 with its main objective to improve the services and quality of life for people with a mental illness and those who care for them.

The organisation grew from a small group of consumers and carers advocating for mental health services and is now considered a specialist non-clinical community-based service provider for the Central Australia region. 

MHACA’s main programs are: Rehabilitation, Outreach, Prevention & Recovery, Life Promotion and the Supported Accommodation Program. The Association operates within the Recovery Framework, with a focus on consumer-driven recovery, and the LIFE framework, with a focus on suicide prevention, early intervention and post-vention.
Four streams

MHACA’s work falls into four streams: 

1) 
We provide support to consumers through our program areas in the form of one-on-one work. 

2) 
We run a number of group activities open to consumers of all community and government services. 

3) 
We work toward developing community partnerships and supporting service development work - through advocacy, training, suicide prevention and post-vention work, and the promotion of mental health issues. 

4) 
We tend to the core administration work integral to all our services, comprising of things such as report writing, financial management and evaluation.
Client profile 

Eighty per cent of our clients have a major mental illness and 20% have a severe disability related to 
a mental illness. Gender analysis shows 70% of our clients are male with 8% identifying as indigenous and 5% identifying as people from non-English speaking back ground. Of these clients 90% are 
co-case-managed with the clinical Central Australian Mental Health Service.
Funding     

MHACA receives funding from the Department of Health and Community Services to manage and run 
the range of services we provide under individual service agreements. Although each program area has 
a different role within the continuum of care all services are interdependent.
General

The main activity areas over the past six months were: service development, policy development and consumer advocacy systems. Service systems for referral and client-access have been reviewed and improved. The streamlining of these systems has in turn helped us ensure an integrated approach to services is being offered within all MHACA programs. Staff development has continued with regular training workshops in this period.  
Due to the expansion of services, MHACA requires new more suitable accommodation.  Administration staff have been busy reviewing alternative accommodation options. Our plans to relocate to suitable premises will continue into 2006.
1.
Financial Accountability

To provide an overall financial analysis of MHACA operations with the aim of operating with the  percentage of programs having a surplus as a trend over time
Consolidated Profit and Loss Balance Sheet

The financial statements (see appendix 9) report that MHACA is in a healthy financial position.  The surplus of $92,226 reported in the Profit and Loss Statement does not include surpluses brought forward from previous years totalling $75,139 (Life Promotion $36,193 and Sub Acute Pilot $38,946) and therefore the actual surplus at 31 December 2005 is $167,365 (as reported on the summary sheet).   We will rectify this error in the accounts this month. 
The Balance Sheet is very healthy reporting net assets of $665,419.
Individual Projects

Budgets for each project were prepared in July 2005.  In January 2006 we received a 4.15% indexation increase in grant funding resulting in an increase of grant funds by $36,630 net of GST.  We have yet to change the Project budgets to reflect this increase.

The Subacute pilot project is not expected to finish until the end of this calendar year and therefore will require a surplus at financial year end to be carried forward. The surplus can be adjusted to reflect the above as follows:


Surplus as per summary sheet



$167,368


Add: Indexation increase in grants


$  36,630


Less: Subacute surplus to carry forward


$ (80,000)

Actual surplus





$123,998

We anticipate the actual surplus will be reduced by the financial year end.

Management and Coordination

This project reports a surplus of $21,461.  We budgeted to have three persons employed in this section but have only recently employed a third person and we expect the surplus will be significantly reduced by financial year end.

Life Promotion (including Tennant Creek)

The combined surplus is $55,623.  The main reasons for the surplus is that we have been unable to find a suitable person to work in Tennant Creek and we have not organised as many bush trips as hoped.  A number of bush trips are planned before financial year end but we do not expect the surplus to be significantly reduced as it is unlikely we will employ anybody in Tennant Creek.

Subacute Pilot Project

As mentioned earlier this project will require a surplus of approximately $80,000 at financial year end as it is not due to finish until later this calendar year.  However, the current surplus is $98,909 which will increase unless we are able to attract more casual workers.

Rehabilitation, Rehabilitation Flats and Outreach

All these projects have a minimal deficit at 31 December 2005 and we expect to break even 
by financial year end.
2.
Governance
The number of committee meetings as a trend over time and the percentage of board membe
The Committee is the governing body of MHACA. The Association provides support to the management committee by providing quality information to enable members to make informed decisions. This support includes the distribution of papers in a timely manner for members to consider and participate.  

There have been five committee meetings with an average of 80% of members attending:
· July              
8 committee members

· August               
5 committee members

· September             
8 committee members
September AGM  
30 members

· October                
7 committee members

· December           
8 committee members                                   

Annual General Meeting

The AGM was held on Wednesday 29 September at the Salvation Army.  There was a good turnout with 30 people attending.  Each program area presented the past years programs goals and elections for office bearers were held.
Consumer Mentoring 

Independent mentoring support is provided to consumer representatives to support and develop their skills assisting them to participate.  

Training
In November, a governance workshop was provided to committee members.  The workshop provided members an opportunity to discuss their roles and responsibilities; decision making processes; and the governance model.  The workshop was valuable for members to help clarify and reaffirm their role.  

Issues and Activities
	July


	Constitutional Changes
· Development of constitutional changes in line with the new incorporations act.
SANE Media Consultation Project
· Stigma project undertaken by the Outreach Program through a paid focus group on the impact of negative stereotypes on consumers in the media.

Draft budget developed
· Coordinators, manager and treasurer prepared budgets for 2005/2006 and presented to full committee.
WRAP Training with Helen Glover
· Training provided by a consumer consultant on the principles of recovery and 
WRAP plans to assist staff to work effectively with client groups.
Boston Training
· Training provided to staff to assist in the delivery of programs.



	August 


	DSP Reforms 

· Client concerns about DSP reforms - organised a joint workshop with Centrelink 
for clients and staff to discuss and identify future impact on clients.
Subacute Program Development

· Held intensive discussions in the development of practice procedures for the Subacute Program, including recruitment of casual staff pool.
Organisational structure

· Developed organisational structure reflecting new programs and sub-committees.
Enterprise Bargaining Agreement discussions
· Held initial discussions for development of a subcommittee to develop EBA.


	September


	Promotional activities
· Various organisations requested support for Mental Health promotion within this period and continued general promotion of MHACA service support.
Annual General Meeting / Annual Report

· Preparared for the AGM and produced MHACA Annual Report.



	October


	Not-for-Service Report Launch
· Gathered feedback and co-facilitated a workshop on the report.

Mental Health Week
· Supported activities within the week and organised the Annual Fun-Run which attracted 100 people to the event.

Student placement
· Supervised placement of a Batchelor College student within MHACA.


	November
Nov (cont)
	Occupational Health and Safety Workshop
· Discussed issues regarding occupational health and safety for staff in current premises and safety issues.  Senior staff attended NTCOSS Training workshop.

Annual performance appraisals/ staff probations
· Completed all outstanding appraisals.

National paper for Auseinet, Relapse Prevention Tool Kit

· Developed paper on “Pathways”, Relapse Prevention Tool Kit


	December


	Service Training – Camberwell Assess. Tool/ Medications Training/ Choice Theory 

· Staff attended three training workshops.
Christmas Calendar of Events

· Organised and developed range of activities for the Christmas period, including Christmas lunch.

Office Accommodation negotiations
· Undertook intensive research and negotiations for new premises for MHACA.




MHACA Committee and Staff
Committee

Chairperson:         
Steve Fisher

Dep. Chairperson:     
Mardi Simpson
Secretary:               
Jill Deer

Treasurer:                  
Mark Keyworth

Public Officer:              
Maya Cifali
Organizational Rep:        
NTARAFMI - Christine Pilbrow/Stephen Menzie

Organizational Rep:             
Salvation Army - Helen Steer                               

Consumer Rep:                
Robin Cruickshank/Leonie Wehr

Consumer Rep:            
Leo Welin

Staff

General Manager:                             
Claudia Manu-Preston            

Administrator:                                             
Rita Riedel

Service Manager:                                        
Megan Rackley

Rehabilitation Support Worker:                          
Melissa Glasscock

Rehabilitation Support Worker:                          
Claire Hine/Jo Ruby
Life Promotion Manager:                                     
Laurencia Grant

Life Promotion Officer:                                         
Christine Sevallos

Life Promotion Officer:                                     
Eddie Conway

Prevention & Recovery Support Coordinator:      
Rangi Ponga

Prevention & Recovery Casual Worker:                Christine Boocock,

Prevention & Recovery Casual Worker:                Gina McAuley

Prevention & Recovery Casual Worker:                
Jerry Fitzsimmons

Outreach Support Coordinator:                           
Rob Clague/Gavin Foley

Outreach Support Worker:                                     
Jenine Lee
3. Quality Improvement Activities 
The number of quality improvement activities undertaken.

In response to the growth in our programs, several service development workshops were held for new and existing staff throughout this period. The aim of the workshops was to provide information and training on a range of topics to assist staff in providing better services. The workshops also provided team-building opportunities and brainstorming around service development.

Quality improvement activities:

· Governance Training Workshop

· Recovery Principle Training 

· Psychiatric Disability / Boston Model Training

· Mental Health First Aid Training

· Medications Training 

· Camberwell Assessment Tool Training

· Occupational Health & Safety Training

· Choice Theory

4.
Partnership & Advocacy
To report on partnership and advocacy activities undertaken.

Partnership activities included:

Partnership activities were undertaken within each program area.  The following are the activities that management was responsible for.

· SANE Media Consultation Project:     Media Stigma Project
· Centrelink:                                           Disability Support Pension Reforms Workshop        

· CAMHS:                                              Accreditation Meetings / Executive Meetings / CACAG

· Division of Primary Health Care:         Mental Health Interagency Group

· NT Mental Health Coaltion:                 Mental Health Week Depression Forum

· Running and Walking Club:                 Fun Run/Walk

MHACA has a structured advocacy role and focus on systems-based advocacy. MHACA is represented on several local, state and national organisations and has regularly relayed information both to and from these networks. MHACA has focused at a local level on extending the range of options for client access to treatment, care and support.

MHACA has continued to be involved in the NT Mental Health Coalition and NTCAG. We have continued to assist consumers to ‘speak out’ through supporting individuals’ attendance at meetings, training, events and paid participation on panels and forums.

MHACA has referred and supported people with personal complaints to the Disability Advocacy Service or the Community Visitor Program.

Advocacy forums MHACA participated in include:

· CAMHS Executive Meetings

· Division of Primary Health Care Mental Health Interagency Group

· NT Mental Health Coalition

· Northern Territory Community Advisory Group

· Ausienet Consumer/Carer committee

· Mental Health Council of Central Australia

Structures such as our monthly Consumer Lunch have proved to be valuable in providing information/issues to form the basis of MHACA’s advocacy work. 

During the reporting period the MHACA was represented on the following boards and committees:

· NT Council of Social Services (NTCOSS)

· Australian Council of Social Services (ACOSS)

· NT Primary Mental Health Interagency Reference Group

· NT ACROD

During the year the MHACA was a member of the following organisations:

· Northern Territory Community Advisory Group

· NT Mental Health Coalition                 

· NT Health Consumers Voice

· NT Chamber of Commerce

· NT ACROD

· NT Council of Social Services

· NT ARAFMI

5.
Mental Health Promotion

Types and methods of information provided to the community as a trend over time.  

MHACA mental health promotion is embedded in the everyday interactions between staff and clients, and the collaborative work with other service providers.  The following promotional activities have provided mental health literacy in different settings:
General promotion

· Beyond Blue Forum/ Winnebago Tour

· Mental Health Sunday presentation

· DASA Presentation

· ABC interview & co-facilitated the Alice Springs launch of the Not-for-Service Report

inBalance
An ongoing major promotional strategy has been the MHACA quarterly newsletter, inBalance, and in the past six months MHACA has produced two editions. This resource is used to promote mental health literacy and reduce the stigma of mental illness.  The regular features include committee and staff updates; other service provider news; consumer and carer stories, self-help information, resources and conference articles.  MHACA continues to receive positive feedback about the newsletter.  

Central Australian Mental Health Week 9 – 14 October 2005

MHACA provided support in coordinating activities as part 2005 Mental Health Week.  Events included:

· Fun Walk-Jog-Run (MHACA) 
· Media Strategy – Advocate feature and radio promotion of theme and events 
· Facilitated the Community Forum  - motivational speaker Greg Wilson presenter at Centralian College 
· Presentation at CAMHS Wellbeing Expo 
Housing & Support Program

The Housing and Support Program is guided by a Housing steering committee. The committee meets when required and oversees the operations of the program. The committee comprises stakeholders and consumers who are responsible for the assessment of applications and allocation of housing.  They have also guided the development of the Housing Policy and Procedural manual.  

MHACA administration provides landlord functions to the supported accommodation program. The responsibilities of MHACA as landlord and MHACA’s Rehabilitation Program are very clear and separate.  The landlord functions include overseeing of tenancy agreements, collection of rent and property management. The Pathways Rehabilitation program provides support to the consumer within the program objectives.  The support time can vary depending if there are tenancy issues and/or neighbourhood disputes.

There are currently 3 one-bedroom flats that are tenanted and have required minimal landlord support.

Pathways Rehabilitation Program
Megan Rackley: Services Manager
The Pathways Program is a vocational, educational 

and recreational activity program offering support for people 

with mental health issues to attend social activities, 

access further education and gain employment
1. 
Provision of a Recovery-Focused Rehabilitation Program

The Pathways Rehabilitation Service provides recovery-focused rehabilitation programs to individuals with a mental health issue. The service has an established data collection and reporting process, and we are currently reviewing our consumer input mechanisms, with the aim of increasing the consumer input into the program. 

Individuals are assisted to develop individualised recovery programs utilising the existing community resource base to effect community reintegration. An integral component is networking with mainstream services and providing support to ensure a positive experience for the consumer and agency. The program increases the consumer’s capacity to reintegrate into the community through employment and educational opportunities.

The program works collaboratively with Central Australian Community Mental Health Services with over 90% of clients being co-case-managed (refer appendix 2: MOU). The referral process outlined in our joint protocol is utilised and a close working relationship has been established. The program also works closely and collaboratively with other community agencies to ensure a range of services and opportunities are accessed (see appendix 3: table 3).
The program has an excellent working relationship with the local educational and employment agencies. CRS, Centacare  Employment and Employment Access are utilized in supporting the clients to source paid employment.  One individual is near the end of her nursing degree through CDU while three are approaching 2 ½ years in their positions at Coles Supermarket. Another is maintaining his employment at KFC. All of these individuals experience major mental illness. 
Nine individuals have vocational positions or placements in either voluntary, paid sheltered or paid open employment (see appendix 3: table 4).

Recreational and social activities are provided individually on a limited basis. Peer support has continued as a daily program. The premises are open daily from 8.30am to 12.30pm for consumers to utilise while the weekly Women’s group has continued.  The Women’s Group has received positive feedback from those who attend and also from referring Community agencies. 
Rehabilitation clients also access the Outreach activity program and Men’s Group. A monthly social outing is run jointly with Outreach with the highlight being an overnight camping trip to Ormiston Gorge. This was a great success with staff and consumers keen to repeat the experience next year. Other activities include lunch at the Memorial Club and eight ball. However, 
it should be noted again, that integrated educational and employment opportunities are more likely to produce an improvement in quality of life and an increase in social networks outside of the mental health system (Curtis, 2001).

Feedback is mainly received via the consumer business lunch and informally from other agencies and caregivers. The consumer forums are a joint activity with the association’s advocacy and promotion branch. Paid consumer advocacy continues with five consumers paid to sit on interview panels or provide consultancy.

1.1 
The Pathways Rehabilitation program provides a service for 30 people. Twenty-four of these are active and the remainder are currently not participating in the program.  There are 11 women and 19 men, eight identify as Indigenous people while three are from a non-English speaking background. CMHT referred the 5 new clients (see appendix 3: tables 1 and 2).

1.2
Data shows a decrease in individual contact hours per time available over the six months 
(appendix 3: table 1).This was due mainly to the number of consumers established in their programs and the allocation of half of one Rehabilitation Officer’s hours to training. The Mental Health First Aid Training has also been delivered to a number of community agencies. These six months saw a focus on counseling and social skill building for the newer clients and supporting others to maintain their employment or educational activities. The women’s program and peer support also receives a high level of input with the majority of clients participating. These provide valuable peer support which literature indicates is important in the recovery process (Deegan, 1988). They also focus on building prevocational skills.

1.3
The majority of consumers have engaged in mainstream services as part of their goals (Appendix 2: table 3). The person’s individual goals dictate which services are appropriate. Some individuals begin with attending the women’s or men’s program before progressing 
to other activities and this is reflected in the data.

1.4
Of particular interest is the continued improvement demonstrated by many of the programs initial clients with many now receiving minimal input. Many of these individuals are previous clients of the Clubhouse and long-term specialist service users. It is also observed that while relapses may occur the recovery time is discernibly quicker and individuals report feeling more in control.  The high score obtained by some of the services newer clients reflects their circumstances-high functioning individuals not able/ready for the workforce but seeking to extend their social network. 

Mental Health First Aid Training

The delivery of Mental Health First Aid Training to community agencies has continued and this plays an important role in facilitating understanding of mental health issues and destigmatising mental illness. The training provides participants with the skills and knowledge to better help a person manage a potential mental or developing mental health problem in him or herself, a family member, a friend or work colleague. Thus, the aim of this course is to improve mental health literacy throughout Australia. 

In the past six months we have delivered six courses to a variety of organisations in the Alice Springs region. A few of these include: Employment Access, DASA, ASYASS, St John’s Ambulance and CARHDS.
The course runs for a total of twelve hours and is divided into four topic sessions, depression, anxiety, psychosis and substance use disorder.  Like other first aid courses, Mental Health First Aid does not train a person to diagnosis or treat health problems. Instead, it teaches participants how to recognize the symptoms of a mental health problem, how to provide initial help and how to encourage someone to get appropriate professional help. The course provides participants with an action plan to help them to remain calm and confident with their responses and to promote the likelihood of them receiving or advising people to seek professional help.

2.  
Provision of individual support plans

2.1
The majority of consumers attending the program participated in the development of an individual plan. The only exception to this is those individuals who only attend the Men’s or Women’s groups and who are not yet ready for the formal process. The plan is strengths-oriented and goal-focused. It encourages people to think about both short-term and long-term goals. As part of the individual support plan clients are encouraged to complete a wellness plan. The wellness plan looks at ways the client can address stress and identify triggers. It also incorporates a crisis plan.

2.2
The plans are reviewed at least every three months, and this is documented in the individual files though often more frequently, clients are encouraged to review goals at each meeting and are given the opportunity to add further goals. The process is one of ongoing evaluation and review.

3.   
Programs accessible and appropriate to different individuals 
from the population

3.1
The service has actively sought equal gender representation. Brochures have been placed at Women’s Information Centre and a Women’s Group established. At December 30th the service provided programs for ten women and fourteen men. The increase in numbers of women passing through the program, is due to its relevance and accessibility. It provides peer support and social skill training through a wide range of activities. 

3.2
Brochures have been placed with indigenous organisations in town, as well with Multicultural Community Services. A representative from MCS sits on the MHACA committee. The service is able to access an interpreting service. The service employs staff from a range of cultural backgrounds, which facilitates accessibility. At 30 December the service provided programs for eight indigenous people and three from a non-English speaking background.

3.3
The program has a formal protocol with CAAODS outlining the referral process between the two agencies. Brochures have been placed with CAAODS. Clients are informed of the availability of home visits, and psychologist clinics. The program assists clients to access these services.

References
Curtis L, Personal Vommunication, March 2001
Deegan,P (1988) ‘Recovery: The Lived Experience of Rehabilitation’. In the Psychosocial  Rehabilitation Journal,11:4,11-19

Life Promotion Program
Laurencia Grant: LPP Coordinator
Finding solutions to reduce suicide and self-harming behavior
 through collaborative partnerships across the community
1.  Create and strengthen links between key Government departments, 
non-government agencies, health services, and community groups to support a whole of community approach to the prevention of suicide and self-harm
Life Promotion Program Steering Committee

The Steering Committee met three times - on 16 August, 29 September and 13 December 2005. The committee has been chaired by Jane Vadevaloo from Tangentyere Council since it was re-established in June 2004. Jane stepped down as chair at the Dec 2005 meeting and was thanked for her long commitment to this program. Jane encouraged us to consider a new chair from within the non-Government representatives on the steering committee. Other representatives include Waltja’s Youth Services, ASYASS, Social and Emotional Well-Being Program of CAAC, Student Support Services of DEET, Mental Health Policy of DHACS, Central Australian Mental Health Services, ESWB Program of NPY Women’s Council, Lifeline, and the Reconnect Program of Gap Youth Centre. 
Lifeline made a commitment to be represented on the steering committee in May 2005. Representation has also been sought from ADSCA (Alcohol and Drugs Service of Central Australia) and FACS and while a commitment from Managers has been made, so far there has been no attendance at meetings. The Alice Springs Police representative, Senior Sergeant Craig Ryan has been recently transferred to Darwin. The committee will be seeking a local police representative in 2006. 

Continued discussions about data collection on attempted suicides

It was agreed that definitions of serious suicide attempts vary and therefore gathering data on attempts will continue to pose a challenge. However, the Life Promotion Program was originally established to respond not only to completed suicides, but to attempted suicides also. At this stage the program only learns about attempts if other services report them. The Life Promotion Program can assist services with interventions and referral. It was agreed that a draft protocol be written outlining the process of information exchange from Emergency Departments and Remote clinics to CAMHS and Life Promotion. Feedback is being sought from Fran, Claudia, Sarah O Regan and Jane Vadevaloo before presenting this to Vicky Taylor and Remote clinics. 
Mapping services for referral for the Life Promotion Program
This includes services for people at risk of suicide, services for people recovering from suicide attempts, and services for people bereaved by suicide.
Partnership with Noosa Stand-by Response Service
The steering committee was involved in discussions about the proposed partnership with the Noosa Stand-by Response Service in the response to suicide in Central Australia. It was agreed that support and training from this service would be beneficial.
Barkly Region Life Promotion Program

Key organisations in the Barkly Region receive steering committee minutes, MHACA newsletters and updates from the Life Promotion Program. This is an attempt to keep them informed of the program and an opportunity for them to feed information back to the program. 
Funding was secured for a part-time position to work in the Barkly region following a meeting with local organisations in Tennant Creek in December 2004. It was identified that the high incidence of suicides and attempted suicides in this region required a coordinated response and key worker. An office space was secured at Bradaag (Barkly Region Alcohol and Drug Treatment Service) and the position was advertised in June 2005. The Coordinator interviewed one applicant for the position in Tennant Creek on 5 July 2005. Unfortunately this applicant was considered not suitable. 

The position was re-advertised and an applicant was interviewed and appointed in October 2005 to work part-time in Alice Springs and part-time in Tennant Creek. This worker did not pass their probationary period and left MHACA at the end of November 2005. Laurencia attended the scheduled meeting of key organisations in the Barkly Region on 29 November 2005. Workers are keen to see a person in the position based in Tennant Creek. The position has been readvertised. Unfortunately funding has only been secured until 30 June 2006, so it may prove difficult to attract someone to a position with no guaranteed security. 

CAYPIN and Youth Case Management Meetings

The Life Promotion Program has had a continued link with youth organisations via the Central Australian Youth Information Network. This network meets on a bi-monthly basis and recent developments have ensured that a contact list has been updated and that agencies rotate the responsibility of the network.  Youth Case Management meetings are held monthly and are an opportunity for Life Promotion to inform workers of young people at risk of suicide or self-harm and to receive information from other agencies about young people at risk. Unfortunately there is no equivalent interagency case management service for people over 25 years at risk of suicide. 

NT Suicide Prevention Advisory Committee Meetings
The coordinator attended this meeting in Darwin on 12 July 2005. Whilst in Darwin, Laurencia also caught up with Rachael McGuin of Anglicare NT to discuss the NTSIT Project. Laurencia also met with Sandy McCutcheon to provide information on the Central Australian LP Program for her review for the Government on the Top End Life Promotion.
Staffing
The vacant full-time Life Promotion Officer position was reviewed and it was considered preferable 
to appoint two part-time workers. Previous workers had found it difficult to work full-time and deal with family commitments, funerals and other issues that presented. Christine Sevallos, a local indigenous woman commenced work on 2 August 2005. The other part-time position is currently vacant, but interviews will take place in February 2006. 
Recruitment, orientation and training of staff have continued to take up a large part of the coordinators time.  Attracting skilled mental health workers to MHACA under the current SACS award is fraught with difficulties. Government Mental Health Workers are reluctant to reduce their pay rate substantially to work for the non-Government sector. If the shift to increase funding to the non-clinical arm of mental health is to occur, it needs to give greater consideration to the wage level of workers. 

2.  Coordination of the Alice Springs Interagency Response following 
a suicide or attempted suicide in Central Australia

The Interagency Suicide Response Group continues to operate under the management of the Program.  Between the 30 June and 31 December 2005 the program recorded eight suicides (confirmed through the NT Police and the NT Coroners Office) – refer appendix 4: Suicide Deaths in Central Australia 2005.  The Interagency Suicide Response Group met in response to six of these deaths. The other two deaths occurred in Ernabella in SA. LPP has not clarified their role in responding to suicides in the AP lands. There are few workers on the response team who work in this region or are familiar with the families. 
The frequency of deaths in 2005 (total 15) has highlighted the strengths and weaknesses 
of the current model of response and LPP are working to address some of these issues (see appendix 5: Issues Related to Current Interagency Response to Suicide Model). This led to discussions with the Commonwealth funded Noosa Standby Suicide Bereavement Service (see appendix 6: Summary of Suicide Response Meetings). Maintaining momentum for workers is a challenge and some agencies are more committed to the response function than others. There 
is a need for workers on the response team to receive training in bereavement support and crisis intervention and to receive debriefing after every suicide.

3.  Provision of information, resources, education and training in suicide awareness, intervention and bereavement support

· Regular updates on the Life Promotion Program are provided in the MHACA inBalance newsletter on a bi-monthly basis. 
· Life Promotion posters are distributed regularly to local agencies and in Central Australia and 
the Top End. The posters are a way of informing others about the program through visual images and basic text. 
· LPP keeps agencies informed via the Steering Committee and the CAYPIN meetings. 
· World Suicide Prevention Day 2005 was an opportunity to raise awareness of the problem of suicide in Central Australia. 

· The coordinator delivered the two-day ASIST training in August 2005 to staff from Congress and in November 2005 to a mixed group from various non-Government and Government programs. Two participants were from Kintore.
· The coordinator presented Suicide Talk and Suicide Aware to staff from Clinic 34 on 
11 July 2005.
· A presentation as part of the Alice Springs Hospital lunchtime meetings to approximately 
35 staff on 9 September 2005.
· An overnight camping trip was held with LPP Officer to Palm Valley with a group of young indigenous women to talk about grief and loss issues on October 11th 2005

Professional Development

The Life Promotion coordinator completed Stage 3 of the Aboriginal Cultural Awareness Program. 
She travelled to Noosa in July 2005 to meet wit the Noosa Suicide Response Team and to Melbourne in August to hear Dr Frank Campbell. In November 2005, Laurencia participated in a 
3-day course in community development and remote health through Menzies School of Health Research. Christine Sevallos completed a 4WD course, the ASIST two day course, Mental Health First Aid Training and Introduction to Word, Email and the Internet (see appendix 8: Agency Meetings, Conferences and Training Attended).
Bereavement Support

LPP continued to facilitate a Bereavement Support Group on a fortnightly basis. The group currently has three participants. CAMHS assisted with a worker to co-facilitate, however this has discontinued due to small numbers. An information session was held for workers on 2 November 2005 in attempt to receive new referrals, however there was a low turnout. A member from Alice Springs travelled to Darwin with Laurencia to talk to a group of people wanting to start a support group in Darwin. We screened a DVD of the Adelaide Bereaved Through Suicide Support Group at this meeting on 10 November 2005. 

4.  Support remote communities to develop sustainable and culturally appropriate suicide prevention, intervention and bereavement support strategies

LPP developed a proposal for working in Santa Teresa and sent this via email to the Council, Health Clinic, Women’s Centre, School and Art Centre. It was also sent to other agencies based in Alice Springs who were known to be working in Santa Teresa. This led to a response from the Health Clinic in Santa Teresa who felt the need to bring together all workers to discuss work being done in Santa Teresa related to Mental Health. It was a chance to clearly identify the roles each agency has and the future direction for this community in regard to this issue. 
A meeting was held in Santa Teresa on 15 September 2005. Another meeting was called by the Division of Primary Health Care on 2 December 2005 to discuss a project affecting Santa Teresa to provide allied health workers to this community to address issues related to mental health. 

5.  Collection of data and research on attempted and completed suicides in Central Australia in order to develop evidence based strategies

The Life Promotion Program continues to collect data on completed suicides received through the 
NT Coroner and the Alice Springs Police (see attached data).
6.  Individual Support and Student Supervision

The Life Promotion Program is called on to support individuals at risk of suicide on occasion. In order to ensure that we don’t take on a direct service delivery role or a case worker role, generally these requests are referred on to relevant services. In October 2005 the Life Promotion Program supervised a student from Batchelor Institute studying Certificate 4 in Mental Health. 

Outreach Support Program
Gavin Foley: Outreach Coordinator

Through lifestyle support and living-skills training
the program supports mental health consumers 
to maximise their potential and develop the necessary
skills to live independently in the community


Introduction

The Outreach Support Program provides lifestyle support and living-skills training that supports consumers to maximize their potential and develop the necessary skills to live independently in the community.

The Outreach Program commenced in January 2005 with six clients.  Within this reporting period the Program has provided a service for 26 clients. Sixteen of these are active and the remainder are currently not participating in the program.  Of the active clients there are 6 women and 10 men, 5 identify as Indigenous people with the remainder 11 representing non-indigenous.  The program has been successful in promoting the service and its aims and there has been a steady increase in client numbers and regular groups/ outings.  
The Outreach Support Program’s work is characterised by one-on-one work, group based activities, community partnerships and administration. Individuals are assisted to develop individualised recovery plans utilising the existing community resource base in developing living skills with the aim of effecting community reintegration. 

The program works collaboratively with Central Australian Community Mental Health Services with over 90% of clients being co-casemanaged. The referral process outlined in our joint Memorandum of Understanding (see appendix 2) is utilised and a close working relationship has been developed. 

Recreational and social activities are provided individually on a limited basis. A camping trip was organised to Ormiston Gorge which was very successful.  Peer support has continued as a daily program. The premises are open daily from 8.30am to 12.30pm for consumers to utilize throughout the week. 
Men’s Group

The Men’s Group is on every Tuesday from 12:30 – 2:30pm. The group is being well attended.  The men’s group has enjoyed 10-pin bowling at the Dust Bowl and playing 8-ball at the Oasis, venues where both staff and premises are pleasant.  The initial focus has been to offer a social activity where clients are able to feel comfortable and build peer and support relationships.  It is anticipated that this group will evolve into a activity, information and peer support group for men.
Cooking Group

The Drop-in/Cooking Group is held each Thursday from 10:30am – 12:30 at the Salvation Army Hall.  This group provides an opportunity for socializing, playing sport, playing bingo, developing cooking skills & budgeting skills and doing art.  The clients attending range from 6 – 10 people per week.  

Some of the comments from clients about activities are as follows;

“I enjoy getting out, bowling and winning” Mano

“I like 8-ball, the chips and winning” Brett

“It’s good to get out and meet new friends and have something to do” Shawn

“I like getting out and having something to do.  I like the Oasis as they are pleasant and do nice chips.  I also enjoy the company of the group.” Glen

“I really like it because I enjoy this one day a week, cooking lessons as it means I learn how to cook my own meals. “ Reva
A monthly social outing is run jointly with the Rehabilitation Program. Future suggestions for activities include yoga, go-karting, visiting a waterhole and golf driving.  However, it should be noted again, that integrated educational/employment and community opportunities are more likely to produce an improvement in quality of life and an increase in social networks outside of the mental health system (Curtis,2001).

1. 
Provision of Assessment and Liaison for Outreach Service.

Number of people referred

The Outreach Support Program provides a service for 26 people. Sixteen clients are active and 
8 are currently inactive with 2 exiting the program.  The majority of referrals come form the Central Australian Mental Health Service.

Number and reasons of exits from the service

There have been 2 exits from the program.  This has occurred through client disengagement and the death of a client.

Number of clients referred and not provided with Outreach support, and reasons for non provision.

There have been no clients that have been declined service.

2.
Provision of Liaison and linking with other services.

Frequency of interagency case meetings for each consumer with CAMHS

As outlined in the MOUT protocol between MHACA and CAMHS regular monthly meetings are held to discuss co-case management and support work. Frequently MHACA staff liaise on a daily or weekly basis depending on the clients need.

Frequency of all inter-agency liaison.

The person’s individual goals and living skills needs dictate which services are appropriate for interagency liaison. Some individuals begin with attending the Men’s Group and Drop In/Cooking Group before progressing to other activities and this is reflected in the data.

The program works collaboratively with other community agencies to ensure a range of services and opportunities are accessed. Some services include:

· Local GP’s

· Bindi Sheltered Employment

· Hetti Perkins

· Salvation Army

· St Vincent de Paul

· Podiatrist/Pharmacist/Physiotherapy

3. 
Provision of Outreach / Independent Living Support.

Number of individual support plans (ISP)

Ten Individual Support Plans have been developed.  Consumers are encouraged to participate in the development of their individual support plan.  The plan is strengths-oriented and goal-focused. 
It encourages people to think about both short-term and long-term goals. As part of the individual support plan clients are encouraged to complete a wellness plan. The wellness plan looks at ways the client can address stress and identify triggers. It also incorporates a crisis plan.

Generally clients within this program have a higher level of disability and frequently require intensive support to develop basic living skills.  It has been difficult to engage with some clients who do not have insight into their mental illness and feel threatened by participating and developing any documentation. Support staff will develop a workers plan if the client is unable or refuses to participate as a guide towards achieving some outcomes for the client.  Support officers continue to work towards full consumer participation. Also some individuals who attend the groups only, do not develop ISP as they are not yet ready for the formal process. 

The plans are reviewed at least every 3 months, and this is documented in the individual files, clients are encouraged to review goals at each meeting and are given the opportunity to add further goals. The process is one of ongoing evaluation and review.

Percentage of staff hours spent providing support eg; budgeting and bill paying
Data shows an increase in individual contact hours, currently at 40% within the six months.  The breakdown in data shows 10% staff development, 20% group work, 10% in Administration and 20% in travel assistance.  These 6 months saw a focus on counseling and social skill building. The Men’s Group and Drop in /Cooking requires intensive human resources to facilitate.  Staff continue to focus on social skills training and build prevocational skills.  These activities provide valuable peer support which literature indicates is important in the recovery process (Deegan, 1988). 

Results of Role Functioning Scale and/or Progress in recovery scale scores for each individual.

MHACA is currently using the Camberwell Assessment Tool together with the Role Functioning Scale.  At present there have been four assessments undertaken with clients against the scales.  
It is anticipated that Outreach staff will complete all client assessments within the next 
reporting period.

Consumer satisfaction survey results.

Consumer feedback is mainly received via the consumer business lunch and informally from other agencies and caregivers. The consumer forums are organized through the Pathways Rehabilitation Program. We are currently reviewing our consumer input mechanisms, with the aim of increasing the consumer input into the program. 

Staff Development 

MHACA has invested significantly in developing the knowledge and skills for the staff to assist them in providing support to the clients.  MHACA prides itself on being a learning organisation.  
Some of the workshops/training undertaken has included:
· Psychiatric Rehabilitation Boston Model
· Principles of Recovery – Helen Glover
· Disability Standards
· Mental Health First Aid
· Senior First Aid 
· Computer Training
· Camberwell Assessment Tool
· Psychotherapeutic Medication
Summary
The Outreach Support Program has developed and is providing quality support for clients in what has sometimes been difficult periods.  Workforce retention in this program continues to be a major issue for MHACA - in the past 12 months MHACA has had to recruit three times for the 
2-person team. This has placed pressure on existing resources to recruit and orientate staff and pressure on other program areas to cover support services to clients.  
The challenges associated with having high staff turnover impact upon clients continually having to develop relationships with new staff and affect there security and ensuring service systems are maintained.  The service is continuing to develop data collection and reporting process to ensure quality evaluation and review of the program.

References:
Curtis L, Personal Vommunication, March 2001

Deegan,P (1988) ‘Recovery: The Lived Experience of Rehabilitation’. In the Psychosocial  Rehabilitation Journal,11:4,11-19

Prevention & Recovery Program

Rangiwhiua Ponga: P&R Coordinator

	To provide non-clinical support to people affected 
by an exacerbation of their mental health problems to enable them 
to remain in their own accommodation.   


Introduction
The Mental Health Association of Central Australia (MHACA) in conjunction with Central Australian 
Mental Health Services (CAMHS) is developing an 18-month trial program to determine the viability of 
a Subacute Prevention and Recovery Program for the Central Australian region. The program is based on Individual Care Packages (ICP) for consumers being discharged off (Step-Down) the Mental Health Unit of Alice Springs Hospital, and when requiring supports to reduce an admission (Step-Up). This support is short-term intensive - monitoring of both clinical and non-clinical needs for mental health interventions and treatment for a maximum of 8 weeks.

This initial report is extensive due to the inclusion of the developmental stages of the programs induction.

Development

Special Conditions (Schedule 2, page 2)
MHACA will employ a subacute worker from Feb 2005 to April 2005 to implement the policy and procedures required to ensure that the MHACA and CAMHS can work together to create a safe and quality-controlled program for all subacute clients. MHACA will continue to maintain protocols with CAMHS relating to referral and response between services.

The recruitment and employment of a MHACA Subacute Coordinator did not occur until May 2005. At the same time CAMHS employed a case manager to act in the capacity as their Subacute Coordinator who carried a full-client caseload plus some after hours On Call. Delays occurred due to dual responsibility of the CAMHS coordinator being unavailable on many occasions. 

With a lot of contentious issues MHACA and CAMHS have managed to work out practice differences and find a collaborative manner in which to develop the relevant strategic policy and practice procedures that are consistent with meeting the National Standards for Mental Health Services. 

A two-to-three-month delay period occurred with regards to identifying community and government consultants to the steering committee to asses, monitor and approve policy development.  

Four key objectives in development: 

Strategic objectives to operationalize development were identified and formalised over the past six months: 

1. 
The establishment of a Steering Committee to oversee development and monitoring of operational 
policy and program delivery.

2. 
Development of policy and practice procedures in collaboration between MHACA, CAMHS, 
Steering Committee and Allied Service Providers.

3. 
Recruitment, retention and supervision of a casual staff pool for delivery of MHACA non-clinical supports.

4. 
Development of MHACA statistical data base and independent evaluation research.

The projected objectives were to be achieved by mid-September for a launch to the program by late September. This was completed and a launch day on the 3 October 2005 was then held.

1. Steering Committee
This developmental stage required close liaision with CAMHS, government and non-government organisations to identify appropriate members for the Steering Committee, and hear their perspective on consumers and service providers needs.  

Steering committee representatives consist of members from the following sectors:

· Accommodation

· Alcohol and Other Drugs 
· Carer and Consumers

· Centrelink / Beneficiaries

· Cultural Advisers

· Indigenous and other Mental Health staff (both urban and remote) 
· Youth providers.         

The committee have meet on five occasions to critique draft policy, consent forms, practice procedures, satisfaction survey questionnaires and receive updates to procedures from both MHACA and CAMHS coordinators, with recommendations minuted and endorsed by the coordinators. The committee use a rotational system for shared responsibility of chairing the meetings.
The necessity to have consumer and carer representation on the committee has been acknowledged, and there has been endorsement for one representative in particular who receives financial recognition for their position and contribution.
2. Procedural Guidelines
Con-joint documents were developed to provide the basis of practice procedures. This required being able to merge clinical and non-clinical approaches in a manner which could provide an integrated model to benefit all parties. For example, CAMHS definition of ‘case-managers’ had to be reviewed and changed to distinguish clinical responsibilities as opposed to non-clinical. This differentiated the roles of maintenance and monitoring of specialist medication treatment, mental health status, application of HONO’s and Camberwell stats recording, triage assessment of mental wellness and management of recovery and risks. 

Observations of the Inpatient Unit were completed over a 2-month period to identify a process of seamless transition into the community or back onto the ward for consumers. This was a crucial time to introduce the programs concept and intent to ASHMH clinicians and staff, and to reduce misconceptions in the program. 
Problems identified by Allied Services that impact on consumers, family and carers has been accounted for in policy to minimise unnecessary stress. For example, a 2-week leave-off-the-ward is applied to identify and reduce risks with proviso of direct return to the ward during this period, where previously clients were to be readmitted via the Emergency Department of the main hospital. The logistics of whether a bed is available in such an event has yet to be tested out.

The definition of ‘subacute’ has differing connotations and MHACA/CAMHS agreed very early in the program to change the title from “Subacute” to “Prevention and Recovery” to help reduce stigmatisation and better endorse the Recovery Principles in treatment and care.

2a. Policy and Practice Procedures

Documents formatted and approved: 
1. Addendum to MHACA / CAMHS Memorandum of Understanding

2. Terms of Reference for Steering Committee

3. Policy and Practice Procedures

4. Critical Incident Reporting Procedures
A review of these guidelines is to be implemented at a 3-6 month period, they are however being assessed as the program continues to develop. 

3. Recruitment and Retention
Staffing
The funded submission has made staffing provision for four casual staff with the ratio of two clients as a maximum per staff member. 
Orientation Package:

A combined orientation package is provided to all MHACA Support Officers of the program which entails some compulsory training, such as Mental Health First Aid Certificate, the Recovery and Boston models of practice (MHACA), with Triage, Risk Assessment, and orientation to CAMHS services including the Mental Health Ward. All staff are too sight and sign the MHACA Prevention and Recovery Manual on induction.

Lack of Referrals Reduces Retention of Staffing:

There has been difficulty retaining and sustaining staffing levels on the MHACA subacute team. This is seen to be due to lack of consistent referrals from CAMHS’ services to ensure continuity of work roles. 
As casual staff this impacts on assured financial income. Staff on the program are being utilised in other MHACA service areas when required to reduce risk of loss to the program, and this problem should reduce as the Step-Up phase begins. Consideration is being mooted to utilise the option of two permanent part-time staff. 

Another identified problem area has been resistance from some CAMHS staff to complete standard referral information to assist in the referral process. There are varied reasons for this, identified ones include: too much paper-work involved, lack of familiarity to the referral process, 
a lack of understanding of the policy and practice procedures, dependency on the CAMHS Coordinator to complete procedures.
The resolve to this is to utilise a workshop training package to provide consistent information to CAMHS’ and Allied Service Providers to better understand the Prevention and Recovery philosophy and practice procedures
4.  Statistical Data and Research Collation/ Measures
Research data base 
For the purposes of statistical research Debra Rickwood of Canberra University has been appointed to complete the research base to determine validity of the program (unfortunately unable to provide an-easily readable hard copy at this stage as it is spread out over number of pages).
Spreadsheets to measure the statistical action of casework are captured using the (HONO’s) Health of the Nation Outcome for CAMHS, and the (CAN’s) Camberwell Assessment tools for MHACA. Consultation is directed between Debra and MHACA, who then report back to the Steering Committee and CAMHS on any issues, eg. the need to format a consent form which better serviced the consumer group was requested and completed. CAMHS is presently experiencing anomalies in being able to collate the HONOs stats, due to the entry and exit formula when clients are discharged off the ward.
A template is used to measures units used to capture frequency of referral per individual consumers, levels of need with mental health and psycho-social living skills, and dated discharge off the program with total of time used with individuals.  All information is confidential and consumers can not be readily identified in the research. The research is voluntary and all consumers have consented to participate to date.
MHACA statistical measures

A weekly manual record is tabulated onto computer system to maintain record of each unit activity per referral and ICP. This template is being upgraded at the moment so one sheet of manual statistics is provided for the purposes of this report (see appendix 8: Subacute Statistical Data).

5. Prevention and Recovery Programming

Service Activities required in the program are: 

1. 
Provision of Individual Care Packages (ICP) to subacute mental health clients

2.
The provision of individual support plans for all members in conjunction with CAMHS 
These two service activities are reduced into one procedure, reducing duplication and ease of use for clients and staff. 

All CAMHS referrals are to be inclusive of a recovery action plan, risk management and crisis interventions (where risk are identified) plan as requisite from CAMHS to being accepted onto the subacute program. A full ICP is created before discharge off the ward.

Practice procedures identify and involve the use of MHACA, CAMHS and identified Allied agencies working in common to ensure monitoring and active participation in the consumers care. All consumer and allied parties sign the plan as an assurance towards the continuum of care which offers security, consultation and accountability to all involved.

Performance Measure
1.1 Numbers of individuals provided with individualised packages (see appendix 8)
For the period of Sep-Dec 2005 a total of 11 referrals were received from CAMHS. Of this number six consented and participated in the program, each client received and signed an integrated individual care package consistent to the Step-Down procedures. ICP statistic consists of a breakdown of each action completed by the support worker. Due to the differences of individuals some require more time then others.

1.2 Number of worker hours required for each individualised care package provided 
	Identity No.
	Client / Family / Service provider consultations
	Joint activities
	Administration 
	Total hours per client

	#01
	45.7 hours
	0.0
	11.2 hours
	56.9

	#03
	72.6 hours
	0.0
	7.1 hours
	79.7

	#04
	66.4 hours
	0.0
	3.2 hours
	69.6

	#05
	27.7 hours
	18.8 hours
	6.5 hours
	53.0

	#08
	34.2 hours
	17.5 hours
	2.7 hours
	54.4

	#09
	19.8 hours
	
	3.1 hours
	22.9

	6 clients from Sep – Dec 2005 Total of worker hours = 336.5 


1.3 Number of people participating in the service that have remained supported in their own accommodation

Of the six clients who participated in supports for the period between Sep-Dec 2005 only two returned to their original accommodation amongst family. Four required and were placed in supported accommodation. The Step-Up phase of the program has yet to be implemented where clients are able to be supported independently in their own accommodation.

2.1 Development of individual support plans in conjunction with CAMHS for all people attending the program (refer 1.1)
Referrals:
MHACA receives referrals from ASMH CAMHS, Remote and Mental Health Unit staff in consultation with the CAMHS Coordinator. When received referrals are considered by the MHACA Intake team to determine any other options and possible reference to alternate programs. Several referrals have been co-worked between the Prevention and Recovery Team, Rehabilitation and Outreach activity programs to provide motivation and assess life skills.
All referrals are voluntary. When possible clients are matched to a suitable support worker to ensure cultural and gender safety, with due regard to the Indigenous populations lore practices.

All individual plans consist of:
· identified goals, objectives, review dates and risk assessment of clinical and non-clinical measures
· all consumers have a CAMHS clinical case-manager, clinician and MHACA support officer, and planning is for a maximum of eight weeks. Allied service providers are used as identified eg: Social and Emotional Wellbeing and Sid Ross Medical Hostel (Congress), Salvation Army – Red Shield Men’s accommodation hostel, Anglicare Accommodation services. 
· during the 2-week stay of leave off the ward, the consumer is reviewed twice a week on the ward round with their psychiatrist and support persons
· planning is reviewed daily and requires the supports to see or phone the consumer daily, with gradual transition to alternate supports

2.2 Review of these plans every 3 months

Due to the short duration of involvement and potential risks in relapse reviews are conducted daily / or weekly with the case manager, client and family. No client has been reviewed for an increased level of support outside of the 8-week period. This performance measure will need to be revised to be consistent to the ICP and time frame of casework management of eight weeks.

3. Program accessibility and appropriate to different individuals from the population, ie people from different cultural backgrounds, gender mix and people with problems across different life domains (refer appendix 3)
This program does not differentiate across cultural, gender preferences or ethnicity. There is an age limit of 18 years and upward due to MHACA not having a Youth Program. MHACA is a multi-cultural service provider. There are two main ethnic groups who choose to utilise MHACA service which are a number of Indigenous Aboriginal and Europeans. Referrals received are: 

· 2 Female / 2 Male Aboriginal

· 3 Female / 3 Male non-indigenous

· 1 Male Lebanese

3.1 Report strategies implemented to ensure gender balance in service provision.

To-date there have been four staff employed, with one resigning within the Sep-Dec 2005 period. There is a necessity to provide a mixed range of staff to ensure that at best clients can be serviced within their own cultural and gender preference. Two English female staff began employment in September and received relevant orientation and training. Subsequently an Irish male and local Indigenous female have joined the staff pool.  

There has been difficulty to recruit local Indigenous casual staff for the program. There are many reasons for this problem and it is not seen in isolation but also recognised within other MHACA programs and various other local organisations in this region. Identified problems include: financial remuneration for casual work and its impact on benefit entitlements, no guaranteed work due to casual basis, lack of familiarity working in non-indigenous environments and the dual responsibility towards family and culture.  

MHACA recognizes the academic and literacy differences between some Indigenous and seeks to assist in training to reduce the disparities to ensure correct cultural balance of staff. MHACA also acknowledges the unique cultural climate of its Indigenous population in the remote regions and endeavours to accommodate the higher levels of risks for clients due to these differences.

3.2 Report strategies implemented to address the needs of people with problematic substance use

All CAMHS case management of co-morbidity clients are worked in conjunction with the Drug and Alcohol Service providers in the Alice Springs region when still on the Ward. No Step-Down clients have shown risks of substance misuse while on the subacute program. Problems have eventuated when clients have returned to their rural communities and been readmitted after serious incidents with family. 

Collaborative Relationships

MHACA has a direct relationship with the Darwin based NGO Team Health as they are also completing this 18-month pilot project. Their program differs from MHACA in that they have a full-time non-clinical team working independently of the mental health hospital of Darwin.
Documentation has been shared from MHACA in providing some guidelines on the policy delivery.

The Coordinator for the program, Melissa Heywood has provided a 6-month report which identifies similar teething problems MHACA and CAMHS are experiencing in the referral process and general knowledge on what constitutes subacute. They have also had limited referrals which has major implications as to the continued operation of the program.

Communication/promotion
The program has been exposed to the wider community of Alice Springs and communities through the use of the MHACA newsletter inBalance, newspaper reports during Mental Health Week and different occasions for staff recruitment, individual training workshops and community liaison meetings. Staff of MHACA and CAMHS provide consultation to consumers and other colleagues on the program as part of customer services.

A combined pamphlet has been utilised as part of the programs introduction. An ex-consumer was commissioned to complete a traditional Indigenous art work which is used as the logo for the MHACA program. The piece encapsulates the journey consumers take in seeking recovery from their illness with both traditional and clinical forms of healing.

Allied Services are in receipt of copies of the MOU and Practice Procedures as recognized parties to the agreement, as well as Steering Committee members.

Consumer Satisfaction Questionaire:

The drafting and approval of a Satisfaction Survey is being implemented. This will begin to identify how well consumers and service providers are able to recognise the benefits and deficits of the program delivery and content. The Steering Committee will oversee the compilation of these surveys.
The ARAFMI coordinator has agreed to assist consumers in the trialling of the questionnaire. As the form is still in draft it is awaiting approval from the committee before distribution, it is not ready for viewing. 

Program Launch Day 3 October 2005:

The culmination of development for the program was achieved with a Launch Day held at MHACA on the 3 October 2005. The Hon. Delia Lawrie, Minister for Community and Family Services, had previously met MHACA services and was invited to officially open the program on behalf of both MHACA and CAMHS.  
The chairperson of MHACA was facilitator for this event, supported by the manager of CAMHS. CAMHS’ manager provided an inspiring opening speech which encapsulated a definition of ‘Collaboration’ which well described the tumultuous changes that were occurring between the two services in the development of the program; it acknowledged the values of equality and challenges that each partner has had to surmount. 

The day was supported and witnessed by over 50 participants from local consumers, allied govt and non- govt sectors. Those documents which had laid the foundation to the program were inaugurally signed on behalf of the services by Steve Fisher, Fran Pagdin and Steering Committee Consumer representative, Juanita Sherwood.  
Summary
The first six months has proved to be one of building collaborative relationships across all known sectors of mental health in the Central Australian region. Due to the transitional nature of people in the Alice Springs region the program will require constant recruitment and education workshops. The reality of employing full- or part-time positions is yet to be considered in ratio to the limited numbers of referrals at this stage.

The validity on retaining the program will be crucial, with the introduction to Step-up in the new year which will determine full utilisation of the MHACA team and cooperation of CAMHS to provide appropriate referrals.  

Appendix 1:  Principles of Mental Health Recovery
The newly developed Rehabilitation Program needs to incorporate the following principles of mental health recovery into service development:

	1 Use individualized approaches to rehabilitation that are recovery focused, timely and culturally effective.

	2 Approaches used must assist consumers to lead independent and integrated lives in the local community.

	3 Approaches much include coordination of the range of services required/necessary to meet the individual rehabilitation needs of each consumer.

	4 Evidence-based best practice approaches must form the basis of all service delivery. 

	5 Rehabilitation approaches must implement partnership activities and use collaborative planning to facilitate individuals becoming connected with the broad range of mainstream services and lifestyle opportunities and supports that are available in the community.

	6 Consumers and carers must have a key role in planning and evaluating the service and must be able to influence the way in which their service needs are met.

	7 Consumers must be actively involved in the development and review of individual recovery plans.

	8 The rehabilitation service must be integrated into the community, linked through collaborative relationships, shared interest and common goals.


Appendix 2: Memorandum of Understanding between 
Mental Health Association of Central Australia (MHACA) and 
Central Australia Mental Health Service (CAMHS)
1
Purpose

The purpose of this Memorandum of Understanding (MOU) is to develop a cooperative model and clear processes for the partnership, management and provision of services to clients.  This memorandum addresses the rights and obligations of the Mental Health Association of Central Australia Inc and the Central Australian Mental Health Services.

The Mental Health Association of Central Australia (MHACA) is a non-profit organization that was formally incorporated in August 1993 with the main objective of improving services and quality of life for people with mental illness.  MHACA’s vision is “Greater social and emotional, wellbeing in Central Australia”.

MHACA’s objectives are:

Through a whole of community approach to offer non-clinical support by:

· Working with consumers, agencies to provide advocacy and support to people with mental health problems

· Providing services and programs focused on prevention and recovery

· Developing community partnerships that strengthen community capacity to respond to the needs of consumers and the broader community.

CAMHS key objectives are:
· To address mental health issues affecting individuals and communities by working in better ways with community partners

· Responding better to mental health issues in regional and remote areas by increasing access and local service capacity

· Reducing the impact of mental health problems by increasing the focus on mental health promotion, prevention and early intervention.

This MOU sets out protocols for the provision of case management services, sharing of information, communication between the parties and mechanisms for enhancing the collaborative efforts of the parties.  The outcome expected is that there will be stronger working relations between the parties and improved outcomes for the client group.
2
Shared Objectives and Intent

The parties to this memorandum agree to work together to improve the co-ordination, referral, provision of services to clients.

Consumer Participation and Advocacy

Consumer input is critical to service development and service delivery. MHACA will represent and support consumers in an advocacy role to provide advice on mental health issues. 

Forums identified are:

· Senior Staff Meeting
▪
Quality improvement processes

· Accreditation Process
▪
A regular feature in the Inbalance Newletter

Rehabilitation Program

The aim of this protocol is to establish and clarify a process for assisting consumers to move between the rehabilitation service of the MHACA and the clinical care of Community Mental Health Team (CMHT) with the aim of improving quality of life and reducing relapse risk.  The rehabilitation service provides a vocational, educational and recreational program which aims to be recovery based and goal orientated.  CMHT provides clinical care through case management and after hours crisis team.

1. CMHT case managers may refer consumers, who are considered to be ready to benefit from recovery-focused rehabilitation, to the Rehabilitation Co-ordinator of MHACA using the current ‘Referral’ and ‘Release of information’ forms.  Where the individual has been a previous recipient of the MHACA rehabilitation service, they will be granted automatic entry to the program without requiring referral.

2. MHACA Rehabilitation Coordinator will liaise with CMHT case managers regarding individual referrals and advise regarding referral outcome.


3. Upon starting rehabilitation work with a consumer, an initial case meeting will be held with the case manager, MHACA rehabilitation worker and the consumer in attendance.


4. Subject to consumer approval, a reciprocal exchange of individual case plans will occur to encourage 
a coordinated approach to service delivery.  Plans are to be updated and exchanged every three months where possible or within 6 months.


5. Interim meetings between MHACA rehabilitation worker and CMHT case manager may be negotiated as necessary for the purpose of exchanging information or to address administrative issues which may arise.  This may include the attendance of the MHACA Service Coordinator at relevant CMHT meetings.


6. In the event of a consumer becoming unwell, where they or the MHACA rehabilitation worker believe their participation in the program is disadvantageous to their health, the CMHT case manager is to be informed in writing using the appropriate Referral form.  In this instance the CMHT will provide an immediate response and will inform the MHACA Service Coordinator when reentry to the rehabilitation program is considered appropriate and beneficial.
7. CMHT will inform the MHACA Service Coordinator of impending consumer discharge from case management or change of case manager to ensure continuity of care.
Outreach Support Program
This program aims to provide an outreach support program for people in urban Alice Springs with high mental health support needs that will endeavor to equip consumers to achieve an independent and productive life within the parameters of recovery.
MHACA’s key objectives are:
1. To increase consumer capacity to independently live in the community through lifestyle support and living skills training.
2. To increase the community resource base available for mental health consumers including formal and informal services and supports. The anticipated client outcomes include:

· Increased ability to live independently in the community

· Increase access to and participation in community activities of choice

· Increased satisfaction with service and outcomes by consumers, families and communities over time.

· Reduced use of inpatient and crisis services
3
Period of Agreement and Parties

The agreement commences on the date at which the last party becomes signatory to the memorandum 
and terminates 12 months after that date.

In keeping with part 9 of this agreement, the parties will review the operation of the MOU prior to its expiry and may renew the agreement for a period determined by the parties.

The parties to this MOU have complementary roles in addressing the needs of the identified target group.  

4
Undertakings Given by the Parties 

In agreeing to this MOU the parties agree to:

1. provide each other with appropriate officers details including name; contact details, position title, description of their role in service delivery, program planning and review;

2. attend meetings on a monthly basis between the parties to discuss individual care plans; and

3. ensure the parties are kept informed about services via in-service opportunities, training and general information exchange.

Central Australian Mental Health Service (CAMHS):
· acknowledges that MHACA is not an appropriate program for clients who need immediate professional assistance;

· agrees to refer to the Program areas only those clients who satisfy the eligibility criteria set out;

· agrees to provide access to CAMHS professional staff for clinical program support ;

· agrees to respond to calls from MHACA staff for assistance for clients in a timely manner between 
8.00am to 4:30 pm, Monday to Friday;

· agrees that, on notification of an emergency after hours client referral, the case manager will visit the client and provide appropriate follow up;

· agrees in times of crisis to work closely with MHACA staff and other agencies to resolve crises;

· agrees to provide information that includes client history, diagnosis, medication, early warning signs;

· together with MHACA staff develop individual lifestyle plans that are linked to individual case management and/or relapse plans;

· Support MHACA staff within their role.

Mental Health Association of Central Australia (MHACA) agrees to:
· provide places for clients in each Program within the agreed government target and best practice staff/client ratio’s;

· support CAMHS Case managers in their role;

· notify the relevant case manager as required by the way of regular case meetings;

· provide clients with program support that is recovery focused;

· work closely with CAMHS to address crises as and when they occur.

5
Client Eligibility Criteria

The parties to this Memorandum of Understanding agree that clients referred to each MHACA program area must satisfy the following criteria.  Prospective clients include:
· exhibit symptoms consistent with a psychiatric disorder
· have a identified need
· meet the criteria for service provision from MHACA
MHACA maintains the right to decline a referral and/or terminate a referral where:
· placement of the individual would cause serious risks to other clients and/or staff
· the individual’s needs extend beyond the skills of MHACA staff
· client numbers exceed places

· program objective does not fit the clients need 

MHACA undertakes to liaise with the referring agency in the event a referral is denied, and if the referring agency refers a client who has in the past caused difficulties.

All MHACA clients are expected to abide by MHACA’s policies and procedures in relation to MHACA’s Rights and Responsibilities Charter.  

6
Implementation

To ensure that the above actions are completed MHACA and CAMHS will nominate a senior officer to be responsible for the implementation and monitoring of the agreement.  These officers will identify other officers in their respective organizations to have specific responsibility under the MOU.

7
Resolution of Differences

Where there is a disagreement between two or more parties to this memorandum, those parties agree to have the matter resolved at officer level in the first instance.

In the event the matters in dispute are unable to be resolved at that level, the parties agree that the relevant managers of the services/agencies meet to discuss and resolve those differences.

8
Exit Procedures

MHACA maintains the right to expel a client from the program in the event:

· the individual’s behaviour has caused serious risks to other clients and/or staff;

9
Review and Termination

An initial review of the MOU is to take place no less than 12 months after the signing of this agreement.  It is then proposed that the agreement be reviewed regularly at a time determined by the parties.
The purpose of the initial and subsequent review is to ensure that the provisions of the memorandum are:
· relevant to the identified needs of clients;

· serving to enhance outcomes for clients; and

· consistent with role of each agency/organisation

The review process will involve staff from all parties to this memorandum.  Prior to the conduct of reviews, the parties will agree a review methodology addressing issues such as:

· who can propose amendments
· the time allowed for the parties to consider amendments
A party to this memorandum may withdraw from the agreement after giving three months written notice to each of the other party.  

CAMHS Signatory 




MHACA Chairperson’s Signatory
Name and position held:




MHACA Chairperson’s name

Date:         /       /2005




Date:         /       /2005

Appendix 3 - Table 1: Client Contact

	
	JULY
	AUG
	SEPT
	OCT
	NOV
	DEC
	JAN
	FEB
	MAR
	APRIL
	MAY
	JUNE
	TOTAL

	CLIENTS

	NO:IN  REHAB PROGRAM
	25
	27
	27
	27
	29
	30
	 
	 
	 
	 
	 
	 
	

	NO: MALE
	16
	17
	17
	17
	18
	19
	 
	 
	 
	 
	 
	 
	

	NO: FEMALE
	10
	10
	10
	10
	11
	11
	 
	 
	 
	 
	 
	 
	

	NO: NESB
	3
	3
	3
	3
	3
	3
	 
	  
	 
	 
	 
	 
	

	NO: ATSI
	7
	7
	7
	7
	8
	8
	 
	 
	 
	 
	 
	 
	

	INACTIVE
	
	
	
	
	
	
	
	
	
	
	
	
	

	NO: NEW CLIENTS
	2
	1
	
	
	2
	1
	
	 
	
	
	
	 
	

	EXITS
	
	1
	
	
	 
	 
	 
	 
	
	
	
	
	

	INDIVIDUAL CONTACT HOURS 

	PROGRAM PLANNING/REVIEW
	1
	18
	15.5
	10.5
	13
	19.5
	 
	 
	 
	 
	 
	 
	77.5 

	COUNSELING
	11
	45.5
	34
	29
	24.5
	6
	 
	 
	 
	 
	 
	 
	150 

	SOCIAL SKILL DEVELOPMENT
	8.5
	22
	8.5
	5.5
	23.5
	15
	 
	 
	 
	 
	 
	 
	83 

	EDUCATION
	 
	2.5
	5
	9.5
	15
	4.5
	 
	 
	 
	 
	 
	 
	36.5 

	EMPLOYMENT
	1
	10.5
	7.5
	8.5
	15
	6
	 
	 
	 
	 
	 
	 
	48.5 

	MENS/WOMENS GROUP
	2.5
	7
	6.5
	12
	5.5
	6
	 
	 
	 
	 
	 
	 
	39.5 

	RECREATION
	5.5
	5
	34.5
	6
	8.5
	30
	 
	 
	 
	 
	 
	 
	89.5 

	OTHER
	  
	3
	1.5
	 
	4
	1
	 
	 
	 
	 
	 
	 
	10 

	TOTAL CONTACT HOURS
	29.5
	113.5
	113
	81
	109
	88
	 
	 
	 
	 
	 
	 
	534 

	DOCUMENTATION (HOURS)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	EXITS 

	NO: OF EXITS DUE TO:
	
	
	
	
	
	
	
	
	
	
	
	
	

	REFERRED ON
	
	
	
	
	
	
	
	
	
	
	
	
	

	ACHIEVED GOALS
	
	
	
	
	2
	1
	
	
	
	
	
	
	

	MOVED INTERSTATE/REMOTE
	3
	
	
	
	1
	
	
	
	
	
	
	
	

	OTHER
	
	
	
	
	
	
	
	
	
	
	
	
	

	CONSUMER CHOICE
	2
	
	
	
	
	
	
	
	
	
	
	
	


Appendix 3 - Table 2: Referrals
	
	JULY
	AUG
	SEPT
	OCT
	NOV
	DEC
	JAN
	FEB
	MAR
	APR
	MAY
	JUNE
	TOTAL

	NO: OF REFERRALS TO:

	CMHT
	
	
	
	
	
	
	
	
	
	
	
	
	

	ANGLICARE
	
	
	
	
	1
	
	
	
	
	
	
	
	

	EMPLOYMENT ACCESS
	
	1
	2
	1
	
	
	
	
	
	
	
	
	

	CDU/TAFE/LEARNING CENTRE
	1
	1
	2
	
	1
	2
	
	
	
	
	
	
	

	BINDI
	
	
	
	
	
	
	
	
	
	
	
	
	

	CRS
	
	1
	
	1
	
	1
	
	
	
	
	
	
	

	CENTRELINK
	1
	
	1
	
	
	
	
	
	
	
	
	
	

	CENTACARE EMPLOYMENT
	
	1
	1
	
	
	
	
	
	
	
	
	
	

	TERRITORY HOUSING/HOUSING
	
	
	
	
	
	
	
	
	
	
	
	
	

	RED CROSS
	
	
	
	
	
	
	
	
	
	
	
	
	

	SALVATION ARMY
	
	
	
	
	
	
	
	
	
	
	
	
	

	RSPCA
	
	
	
	
	
	
	
	
	
	
	
	
	

	GREENING AUSTRALIA
	
	
	
	
	
	
	
	
	
	
	
	
	

	YMCA
	
	
	
	
	
	
	
	
	
	
	
	
	

	ST VINCENT DE PAUL
	
	
	
	
	
	
	
	
	
	
	
	
	

	GENERAL HEALTH
	
	
	
	1
	
	
	
	
	
	
	
	
	

	CHILDCARE AGENCIES
	
	
	
	
	
	
	
	
	
	
	
	
	

	OTHER
	
	1
	1
	1
	1
	1
	
	
	
	
	
	
	

	TOTAL REFERRALS
	
	
	
	
	
	
	
	
	
	
	
	
	

	NO: OF REFERRALS FROM:

	CMHT
	2
	1
	
	
	1
	
	
	
	
	
	
	
	

	AOS
	
	
	
	
	
	
	
	
	
	
	
	
	

	MHU
	
	
	
	
	
	
	
	
	
	
	
	
	

	SELF
	
	
	
	
	
	
	
	
	
	
	
	
	

	OTHER
	
	
	
	
	1
	
	
	
	
	
	
	
	

	OUTCOMES OF REFERRALS:

	NO: REFERRALS ACCEPTED
	2
	1
	
	2
	1
	
	
	
	
	
	
	
	

	NO: REFERRALS NOT/ACCEPT
	
	
	
	
	
	
	
	
	
	
	
	
	

	NO: REFFERRALS WITH DRAWN
	
	
	
	
	
	
	
	
	
	
	
	
	

	NO: PUT ON WAITING LIST
	
	
	
	
	
	
	
	
	
	
	
	
	


Appendix 3 - Table 3: Interagency Co-Case-management

	
	JUL
	AUG
	SEP
	OCT
	NOV
	DEC
	JAN
	FEB
	MAR
	APR
	MAY
	JUN
	TOTAL

	NUMBER OF MEETINGS RE INDIVIDUAL CONSUMER PROGRAMS / ISSUES 

	CMHT
	10
	13
	9
	13
	12
	17
	
	
	
	
	
	
	

	AOS
	
	1
	3
	3
	2
	4
	
	
	
	
	
	
	

	EMPLOYMENT ACCESS
	
	4
	5
	4
	1
	4
	
	
	
	
	
	
	

	COMM/ REHAB SERVICE
	
	1
	1
	3
	2
	3
	
	
	
	
	
	
	

	BINDI
	
	1
	3
	
	3
	2
	
	
	
	
	
	
	

	CENTRELINK
	1
	
	1
	2
	
	
	
	
	
	
	
	
	

	TAFE,CDU,LEARNING CENTRE
	3
	1
	4
	6
	
	2
	
	
	
	
	
	
	

	DISABILITY SERVICES
	
	
	
	
	
	
	
	
	
	
	
	
	

	CONGRESS
	
	
	
	
	
	
	
	
	
	
	
	
	

	RED CROSS
	
	
	
	
	
	
	
	
	
	
	
	
	

	CENTACARE
	
	
	
	
	
	
	
	
	
	
	
	
	

	SALVATION ARMY
	
	
	
	1
	
	4
	
	
	
	
	
	
	

	MHU
	1
	1
	
	
	
	
	
	
	
	
	
	
	

	HOUSING
	
	
	
	
	
	
	
	
	
	
	
	
	

	YMCA
	
	
	
	
	
	2
	
	
	
	
	
	
	

	N.T.CARERS
	
	
	
	
	
	
	
	
	
	
	
	
	

	GREENING AUSTRALIA
	
	
	
	
	
	
	
	
	
	
	
	
	

	I.A.D.
	
	
	
	
	
	
	
	
	
	
	
	
	

	GENERAL HEALTH
	1
	2
	
	2
	3
	3
	
	
	
	
	
	
	

	APS
	
	
	
	
	
	
	
	
	
	
	
	
	

	RELATIONSHIPS AUSTRALIA
	
	
	
	
	
	
	
	
	
	
	
	
	

	FACS
	1
	1
	
	
	1
	
	
	
	
	
	
	
	

	ANGLICARE/LODGE
	
	
	
	
	
	
	
	
	
	
	
	
	

	CAAODS
	
	
	
	
	
	
	
	
	
	
	
	
	

	ALUKKURA
	
	
	
	
	
	
	
	
	
	
	
	
	

	OTHER
	2
	2
	1
	4
	4
	2
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	
	
	
	
	
	
	


Appendix 3 - Table 3 : Interagency Co-Case-management (cont)

	
	JUL
	AUG
	SEP
	OCT
	NOV
	DEC
	JAN
	FEB
	MAR
	APR
	MAY
	JUN
	TOTAL

	NUMBER OF MEETINGS

	CMHT
	1
	5
	1
	1
	2
	1
	
	
	
	
	
	
	

	HOUSING
	
	
	
	
	
	
	
	
	
	
	
	
	

	MHU
	
	
	
	
	
	
	
	
	
	
	
	
	

	DAS
	
	
	
	1
	1
	
	
	
	
	
	
	
	

	EMPLOYMENT ACCESS
	
	1
	
	1
	1
	
	
	
	
	
	
	
	

	CRS
	
	
	1
	1
	
	2
	
	
	
	
	
	
	

	DS
	
	
	
	
	
	
	
	
	
	
	
	
	

	TERRITORY HEALTH SERVICES
	
	
	
	
	
	
	
	
	
	
	
	
	

	CONGRESS/SEWB
	
	1
	
	
	
	
	
	
	
	
	
	
	

	ARAFMI
	
	
	
	
	
	
	
	
	
	
	
	
	

	BINDI
	
	
	
	
	
	1
	
	
	
	
	
	
	

	TAFE
	
	
	
	
	
	
	
	
	
	
	
	
	

	FACS
	
	
	
	1
	
	
	
	
	
	
	
	
	

	RED CROSS
	
	
	
	
	
	
	
	
	
	
	
	
	

	PBSU
	
	
	
	1
	1
	1
	
	
	
	
	
	
	

	FAM.VIOLENCE NETWORK
	
	
	
	
	
	
	
	
	
	
	
	
	

	RELATIONS.AUSTRALIA
	
	
	
	1
	
	
	
	
	
	
	
	
	

	CADPHC
	
	
	
	
	
	
	
	
	
	
	
	
	

	GENERAL HEALTH
	
	
	
	
	2
	1
	
	
	
	
	
	
	

	OTHER
	
	
	1
	
	
	
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	
	
	
	
	
	
	


Appendix 3 - Table 4: Consumer Satisfaction
	
	JULY
	AUG
	SEPT
	OCT
	NOV
	DEC
	JAN
	FEB
	MAR
	APR
	MAY
	JUNE
	TOTAL

	CONSUMER SATISFACTION SURVEY

	NO: SURVEYS DISTRIBUTED
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	NO: SURVEYS RETURNED
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	PERCENTAGE SATISFIED CLIENTS
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	FORUM NO: OF 

	CONSUMER
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	

	MH PROMOTION 

	NO: OF AGENCIES BROCHURE DISTRIBUTED
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	COMMUNITY MARKET STALL
	 
	 
	 
	1
	 
	 
	 
	 
	 
	 
	
	 
	 

	COMMUNITY SUPPORT 

	NO: CARER/FAMILY SUPPORT 
	
	
	3
	
	6
	3
	
	
	
	
	
	
	

	COMMUNITY AGENCY SUPPORT
	4
	
	3
	9
	4
	3
	
	
	
	
	
	
	


Appendix 3 - Table 5: Consumer Outcomes
	NO. OF CONSUMERS ATTENDING
	JULY
	AUG
	SEPT
	OCT
	NOV
	DEC
	JAN
	FEB
	MAR
	APRIL
	MAY
	JUNE

	EDUCATION 

	CDU/TAFE
	2
	1
	2
	2
	
	
	
	
	
	
	 
	 

	BATCHELOR/IAD
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	OTHER
	1 
	1
	1
	3
	2
	3
	 
	 
	 
	 
	 
	 

	EMPLOYMENT

	VOLUNTEER EMPLOYMENT
	
	
	
	
	1
	
	
	
	
	
	
	

	PAID EMPLOYMENT (SHELTERED)
	4
	4
	4
	4
	5
	3
	
	
	
	
	
	

	PAID EMPLOYMENT (OPEN)
	9
	8
	7
	6
	8
	6
	
	
	
	
	
	

	WORK TRIAL (OPEN)
	
	
	
	
	
	
	
	
	
	
	
	

	ADVOCACY/CONSULTANCY WORK
	
	
	
	
	
	3
	
	
	
	
	
	

	SOCIAL SKILLS

	NO. ATTENDING GROUPS OR SOCIAL ACTIVITIES
	16
	12
	12
	13
	13
	19
	
	
	
	
	
	

	WORK/EDUCATION

	NUMBER ASSISTED IN OBTAINING MOBILITY ALLOWANCE, TAXI VOUCHERS TRANSPORT ASSISTANCE
	16
	3
	11
	16
	18
	29
	
	
	
	
	
	

	OTHER
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


Appendix 4: Suicide Deaths in Central Australia 2005

	 

Date
	 

Resident Community
	Suicide Location
	 
	Gender
	Ethnic Origin
	Youth Age
	Mature Age
	 

	
	
	
	Age
	M
	F
	Non
	Aboriginal
	under 25 
	over 25 
	Case Status

	24-Jan
	Yamba Station
	Yamba Station
	16
	 
	F
	Yes
	 
	Yes
	 
	closed

	21-Jan
	Tennant Creek
	Alice Springs
	21
	M
	 
	 
	Yes
	Yes
	 
	closed

	28-Apr
	Ammoonguna
	Ammoonguna
	26
	 
	F
	 
	Yes
	 
	Yes
	 

	6-May
	Alice Springs
	Alice Springs
	29
	M
	 
	 
	Yes
	 
	Yes
	 

	11-May
	Tennant Creek/Ali Curung
	Tennant Creek
	22
	M
	 
	 
	Yes
	Yes
	 
	 

	16-May
	Amata
	Ernabella
	17
	M
	 
	 
	Yes
	Yes
	 
	 

	5-Jun
	Alice Springs
	Alice Springs
	47
	 
	F
	Yes
	 
	 
	Yes
	 

	4-Jul
	Ernabella
	Ernabella
	21
	M
	 
	 
	Yes
	Yes
	 
	 

	25-Jul
	Ernabella
	Ernabella
	27
	M
	 
	 
	Yes
	 
	Yes
	 

	8-Aug
	Yuendemu
	Yuendemu
	19
	M
	 
	 
	Yes
	Yes
	 
	 

	14-Aug
	Utopia
	Tennant Creek
	21
	M
	 
	 
	Yes
	Yes
	 
	 

	17-Aug
	Amoonguna
	Amoonguna
	24
	 
	F
	 
	Yes
	Yes
	 
	 

	8-Sep
	Ti Tree
	6 mile Community Ti Tree
	29
	M
	 
	 
	Yes
	 
	Yes
	 

	22-Oct
	Alice Springs
	Alice springs
	34
	M
	 
	Yes
	 
	 
	Yes
	 

	29-Oct
	Amata
	Outskirts of Amata
	15
	M
	 
	 
	Yes
	Yes
	 
	 

	12-Nov
	Mt Allen
	Mt Allen
	22
	M
	 
	 
	Yes
	Yes
	 
	 

	
	
	
	
	
	
	
	
	
	
	

	The Life Promotion Program 

	Mental Health Association of Central Australia

	Data provided by Northern Territory Police Alice Springs and the Northern Territory Coroners Office


Appendix 5: Issues Related to the Current Interagency Response 
to Suicide Model

1. Current representation on Response Team includes CAAC Youth Services, Asyass, 
Reconnect 
GYC, Waltja Reconnect, CAMHS, FACS, Bush mob, DEET, Tangentyere Council, Police, NPY 
Women’s Council and Lifeline. Seven of the 12 representatives work with young people or represent agencies whose focus is young people. Representing agencies or workers may not see relevance in attending meetings. 

2. Of the 10 deaths that occurred this year, 5 Interagency Response meetings took place. Three deaths occurred in or near Ernabella in AP lands. LPP and Remote MH decision not to hold meetings. LPP was not clear about role in AP lands and Nganampa Health not clear about LPP role. One death occurred in the Barkly region. Response handled by CAMHS in Barkly Region. One death was not reported to CAMHS and didn’t come to the attention of the police rep. 

3. Not all representative agencies attended these meetings. 

4. Agencies who don’t attend are expected to follow up with a call or drop in to find out what occurred and what follow up support they might be able to offer. Some agencies contact by phone to follow up on the details. 

5. Those agencies who attend meetings and especially those workers who have worked in Alice a while 
and are well connected to families are left with the responsibility to provide follow up support. Those 
who don’t attend have no obligation to support the community over this incident.

6. If LPP coordinator is away, CAMHS are expected to hold a response meeting.

7. Workers who attend meetings are expected to provide support to anyone identified as at risk as a result of the death. Workers may not have received specific training in Bereavement support or training in intervention skills. The support expected of 
workers is vague. 

8. Agency workers are expected to contact LPP to provide feedback once their responsibilities are carried out. Usually indigenous families are involved in sorry business for a period of time. It may be difficult for workers to continue to revisit the tasks expected of them and to remember to provide the feedback to LPP. 

9. There is a need for regular awareness about the Response Model within organisations. It is supposed to ensure that a coordinated response occurs, however services sometimes respond to the incident without attending the Response meetings. Or services double up on follow up. LPP are supposed to contact the family to see if they require support at this time. This is often better achieved via a worker who is known to the family.

10. There is a need for a comprehensive list of referral services that LPP know are able 
to work with people around the issue of suicide and self-harm. A list of all workers who have received training in Bereavement support and ASIST or equivalent could be made available to LPP to call on to assist with a response.

11. If the incident occurs in a remote community, is it appropriate for workers to visit the community immediately after the event and if so, which workers and what is the purpose of the visit? Should this be coordinated by the Interagency Response?

12. The model is supposed to be used in response to attempted suicides also, however 
the program rarely receives information about these incidents and definitions of an attempt vary.

13. Could Central Australia benefit from an improved Suicide Response Service? 

14. Should the Response Team ensure that families are contacted two or three months 
after the event to revisit their need for support?

Appendix 6: Summary of Suicide Response Meetings 2005

	DATE of incidence
	Date of Meeting
	Details of Suicide 
	Attendance
	Follow Up

	24/01/05
	27/01/05
	16 year old non-indigenous female from Yamba station

	CAAC, Asyass, Police, St Phillips, NPY, CAMHS, Gap Reconnect, DEET (FACS apologies)
	Police Officer and Phil Walcott provided follow up support to family and children involved. LPP left Bereavement Kits for Phil Clapham to take to the family and the School of the Air. LPP sent via e-mail information on children’s grief to family on Garden Station

	21/01/05
	No meeting
	21 yr old indigenous male found hanging in Nicker Cres A/S
	
	This incident came to the attention of LPP on 3/2/05 by GW of CAAC. Taken by ambulance to ED and died in hospital. Was not reported as a suicide attempt to CAMHS. And was not reported as a death by suicide to LPP or to the Police Rep. LPP followed up with the two witnesses to the incident. One was a 13 year old boy. Name was raised at Youth Case Mgt. Vicky Taylor informed of this incident. GW followed up with family.

	28/4/05
	28/4/05
	26 yr old indigenous female from Amoonguna
	CAAC, CAMHS and Asyass. CAMHS on first request could not find informa-tion. Police had history of previous attempt and being sectioned 3 months before. Later CAMHS provided details.
	LPP call to the clinic. Eunice and Cathy from T.Council had already gone to the community. LPP followed up re history of deceased with CAMHS. CAAC SEWB and LPP went to community at request of clinic nurse, Amber. Provided Bereavement kits and information re training. One family member was visited. LPP spoke to Waltja Reconnect about this incident. 

	6/05/05
	9/05/05
	29 yr old indigenous male from A/S
	T.Council, Gap Reconnect, CAMHS, Bush Mob, CAAC, DEET, NPY, FACS.
	T. Council support to workers. LPP met to provide Kits and support numbers. LPP met with case worker from CAMHS to get history. 
DEET contact with children and CAAC Youth team. Gap also.

	11/05/05
16/05/05
	No meeting
	22 yr old indigenous male Ali Curung. Died in T/C
	Informed on 16/05/05 by Sue Arkle
	LPP contacted Des Lyons and T/C Police for more information. Des contacted Anyingini but they had no further details or follow up.

	13/05/05
16/05/05
	No meeting
	17 yr old indigenous male from Amata. Death in Ernabella
	
	Met with Remote team. Paul to visit. LPP call to clinic. They did not see how LPP could assist this community. Surprise that we knew. LPP contact with NPY.

	6/06/05
	6/06/05
	45 yr old non-indigenous female from A/S
	Anna Hodgson and LPP. (LPP contacted by other organisations)
	Husband presented to ED for medication to help him sleep. Seen by Anna and discussed wife’s suicide. Anna gave copy of Bereavement kit to family.

	4/07/05
	No meeting
	21 yr old indigenous male from Ernabella
	
	Paul Hills and visiting psychiatrist were in community at the time. AHW spoke to family. LPP called Cindy Cole of Nanapa Health. She attended funeral with man’s partner. Said she was at risk also.

	25/07/05
	No meeting
	27 yr old indigenous male from Ernabella
	
	Known to CAMHS since 10/12/04 and attempt in Jan 05 and in ward for a month. Brent met with LPP. LPP left message for Chris Masters to see if we could visit together. Remote team went to visit community week of 12th August 2005.

	8/08/05
	9/08/05
	19 yr old indigenous male from Yuendemu
	T.Council, Gap Youth, Lifeline, NPY (call from Waltja, apology from DEET). 
	LPP called Police in Yuendemu. Sent Bereavement Kit to police to provide to family. LPP called prison to inform ALW of father in prison. LPP called ASH to inform patient of death. LPP called GW re Response. LPP asked CAMHS to call clinic. SEWB CAAC going out to Yuendemu next week for male health workshop.

	14/08/05
	18/08/05
	21 yr old indigenous male from Utopia
	CAAC, NPY, Remote MH, Comm MH, ASYASS, LPP
	LPP called AS Police. Coronial inquest taking place. Known to CAMHS. LPP flowed up with Julalikari and Stronger Families in T/C. Naz to contact Utopia. 

	17/08/05
	18/08/05
	24 yr old indigenous woman from Amoonguna
	Same as above
	SEWB from CAAC went to community on 17th Aug. Two young children. Names of people at risk identified. CAMHS to follow up in this community.

	8/09/05
	13/09/05
	29 year old indigenous man from Ti Tree/Laramba
	Comm MH, Mgr MH, Asyass, DEET and LPP
	Remote MH to call clinic and visit Ti Tree next week. DEET and ASYASS to keep check on young people who might be linked to this incident.

	26/10/05
	31/10/05
	15 year old indigenous male from Amata
	CAAC, ASYASS, Remote MH
	Remote MH to visit Amata on 18/11/05. LPP to follow up with Thomas, uncle of deceased

	11/11/05
	15/11/05
	21 yr old indigenous man from Mt Allen
	CAAC, Remote MH, Tangentyere Council,  DEET
	Remote MH Nurse who knows family to visit Mt Allen. Naz to contact clinic


Appendix 7: Agency Meetings, Conferences & Training Attended

	Agency Meetings 
	Interagency  Meetings
	Staff Training Delivered
	Conferences & Training Attended

	SEWB Manager meeting with LPP
	Suicide Response Group meetings 
(see appendix 4)  
	ASIST 2 DAY Aug and Nov 05
	8th National Rural Health Conference Mar 10-13 05 Alice Springs

	FACS staff meeting to 
introduce LPP
	ASIST network meeting – Aug, Oct and Dec 05
	Alice Springs High School  - Talk on Depression and Young People
	Aboriginal Cultural Awareness Program Stage 3  Aug 3 and 4 2005

	Chris Masters Nganampa Health re suicides in AP lands – October 4th 2006
	Interagency Youth Case Management – Monthly meetings attended
	Suicide awareness talk Clinic 34 Staff – July 11th 2005
	Noosa Stand-by Response 26th July 2005

	Rachael McGuin from Anglicare re ISIT
	NT Suicide Prevention Strategy Advisory Committee July 12th 2005
	Suicide Awareness – Alice Springs Hospital lunchtime forums – Sep 9 2005
	Melbourne – Dr Frank Campbell - 
23rd Aug 2005

	DEET meeting to discuss proposal to work in Mt Liebig – July 15th 2005
	LPP Steering committee – 
July, Sep, Dec 2005
	World Suicide Prevention Day event Sep 9th 2005
	Yoga and Counselling – Anzac High School – Sep 8th 2005

	
	CAYPIN meetings bi-monthly  


	Palm Valley Western Arrente Women – October 11th and 12th 2005
	Imagining childhood Conference – 
CDU Sep 22nd 2005 

	
	Barkly Region LPP Meeting 
29th Nov  2005
	Bereavement Support Info evening Alice Springs Nov 2005
	Shout it Out Loud – launch of DVD  
re child sexual abuse– Sep 30th 2005

	Meeting with Richard Farrell (NPY women’s council) and Paul Hills re suicides in Pit Lands
	Santa Teresa MH Meeting 15th Sep 2005


	Darwin talk to potential bereavement support group 10th Nov 2005
	Community Development and Public Health 3 day workshop – Menzies School of Health Research Nov 05

	
	Division of Primary Health Care re ST – Dec 2nd 2005


	
	ASIST Refresher with Anglicare NT – Dec 2nd 2005


Appendix 8: Subacute Statistical Data
MHACA Manual Statistics
Prevention and Recovery support workers maintain a weekly record (see next page) of all actions completed with and on behalf of consumers. The statistics are tabulated on the:

i) Demographics and Referral content / Consents

This entails whatever information is available from CAMHS at point of referral. All referrals are voluntary and appropriate consents are sought from consumer or identified representative. For Indigenous there is a high level of illiteracy and therefore consents are generally understood in the verbal as well as signatures.

ii) Individual Care Packages / Discharges

Case work / support is based on management of collaborative relationships with Consumer / Family / Carers, CAMHS and Allied Services, including shared programs between MHACA. For Step-Down a 2-week leave is implemented off the Ward prior to discharge. Ward rounds are attended twice a week with the consumer escorted to this, therefore MHACA staff are maintaining stats to capture these actions. It is acknowledged that the Step-Up phase will be more intensive and therefore capturing these stats will show the higher level of individual contacts.         

Weekly stats are recorded onto MHACA spreadsheets and automatically tabulated to indicate monthly totals. As indicated these measures have increased as referrals numbers increase.

All referrals are based on Prevention and Recovery criteria. Some referrals are being sent to MHACA with gaps in the criteria, eg: consumers are to have fixed or identified accommodation prior to leave off the ward, and in some instance this is not occurring and referrals are stood down until this is resolved.  

Totals
Of the total 11 referrals received by MHACA for the September – December period only six were actually activated and support workers allocated.

6 
Accepted and completed with discharge within 9-week time-frames

1 
Left the ward and returned to community prior to consents completed

2 
Relocated out of Central Australia region prior to leaving the ward, although consents had been signed 

1 
Declined consent due to delays in referral being received

1 
Transferred to another remote community at point of signing consent and was unable to followed up by MHACA
Prevention & Recovery Monthly Record:  September to December 2005
	DEMOGRAPHICS
	SEPTEMBER
	OCTOBER
	NOVEMBER
	DECEMBER
	TOTALS

	Male
	1
	1
	3
	1
	6

	Female
	1
	-
	2
	2
	5

	NES
	-
	-
	-
	-
	-

	A/TSI
	1
	1
	1
	1
	4

	Urban /Remote
	1Urb/ 1Rem
	1 urban
	 1Rem / 4 Urb
	 2Urb / 1 Rem
	11

	Other Culture
	1
	-
	4
	2
	7

	REFERRAL (no’s)

	New to P&R
	2
	1
	5
	2
	10

	Consents to support
	1
	1
	3
	1
	6

	Consents to research
	1
	1
	3
	1
	6

	Step-Up
	-
	-
	-
	-
	-

	Step-Down
	1
	1
	3
	1
	6

	Accept/Decline
	1 accepted

1 left ward
	1accepted
	3Ac / 1 Decli /1Relo
	1accepted

1 rel / 1transf
	6 Ac/ 1left 

 2 Relo /

1Dec -1Tr

	Joint Progm: -Rehab
	-
	-
	
	-
	-

	- Outreach
	-
	-
	2
	-
	2

	INDIVIDUAL CARE PLAN

	WARD- Round(hr’s)
	1.5
	7.5
	5.0
	18.3
	32. 3

	- Leave (no’s)
	-
	1
	3
	1
	5

	- Discharge(no’s)
	1
	1
	-
	3
	5

	Consultations 

- Consumer (hr’s)
	2.5
	19.9
	48.7
	91.5
	162.6

	CAMHS   -Co/

Case Mgr / Clinician
	7
	11.3
	13.1
	       38.0
	69.4

	- Family / Carer
	2.5
	13.5
	9.9
	1.5
	27.4

	- Govt Agencies
	-
	-
	4.5
	8.0
	12.5

	- Non-govt Agencies
	-
	-
	3
	4.5
	7.5

	- Case conference
	1
	8.4
	2
	4.5
	15.5

	PARTNERSHIP ACTIVITIES

	- MHACA
	-
	1
	-
	30.5
	31. 5

	- Community
	-
	-
	-
	-
	-

	- Cultural/Indigenous
	-
	5
	2
	11.1
	18. 1

	- Transport
	-
	-
	1.7
	8.0
	8.7

	- Phone calls
	-
	1.6
	5.4
	6.4
	13.1

	DISC / REV (no’s)
	
	
	
	5
	5

	- Remain CAMHS
	-
	1
	2
	3
	6

	- Other MHACA prg
	-
	-
	-
	2
	2

	- Other service prov
	-
	-
	-
	-
	        -

	- Out of region
	1
	-
	1
	1
	3

	Satisfaction Survey
	-
	-
	-
	-
	-

	DOCUMENTATION
	2
	7.7
	10.0
	17.9
	37.6


Ref: Ac. Accepted to prgm / Relo: Relocated to other region / Tr: Transferred / Dec. Declined consent 

Research Data:

For MHACA the measures for Research Data are compiled out of consumer statistics from:
i) MHACA Interventions-

ii) Demographics-

iii) Camberwell Assessment Tool: which is completed at point of entry onto the program and at discharge. 

Statistics are entered by the coordinator and will be compiled by Debra Rickwood, who will provide reports back to Steering Committee. There are some difficulties with the entry by CAMHS at this point and are yet to be resolved to begin jointed collection of stats.

Glossary:
NES:
Non-English speaking

ATSI:
Aboriginal  / Torres Strait Island

Urban / Remote: 
CAMHS have both urban (Alice Springs region) and remote (Central Australian Community regions for consumers). MHACA assist with remote consumers when they are placed in Alice Springs Inpatient facilities eg: Sid Ross Medical Hostel as mental health consumers during their period of time in Alice Springs.

Other culture: 
Non-indigenous

Ward: 
Denotes: Ward Round- client reviews on ward x2 weekly – Monday and Thursday. Leave – 2 weeks leave off ward and continue to attend Ward Round

                           
Discharge- final discharge off ward and remain on program

Consultations: 
Face-to-face contacts

Partnership activities: 
Allied services in conjunction with individual Care Planning

Discharge / Review: 
Planning towards exit off Prevention and Recovery program in conjunction with CAMHS and Allied Services
Appendix 9: Financial statements

Please find attached the Consolidated Profit and Loss Statement and Balance Sheet for the six months ended 31 December 2005, individual project Profit and Loss Statements and summary sheet.
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Assets
Current Assets
Cash On Hand
BENDIGO BANK 633-108 119689974 5256682
BANK SA 105-187 023825840 525212
Total Cash On Hand 5283,804
Trade Debors $625
Receivables - Other 878
Total Current Assets $285,397
Property & Equipment
Plant and Equipment
Plant and Equipment at Cost _ s83x2
Total Plant and Equipment 48,332
Plant & Equip Accum Dep 32,121
Total Property & Equipment $16211
Motor Vehicies
Motor Vehicles at Cost 584,193
Motor Vehicles Accum Dep 535915
Fumiture & Fixtures
Fumiture & Fixtures at Cost 1,127
Fumiture & Fixtures Accum Dep -$223
Total Motor Vehicles 549,182
Buildings at cost $368,795
Buildings Accum Dep. -$5,012
Total Assets.

es.
Trade Creditors $10254
GST Liabilties
GST Collected 571416
GST Paid -525,008
GST Payable -$32204
Total GST Liabiliies $14,204
Payrol Liabilities
PAYG Withholding Payable $5.026
Superannuation Payable $3.447
Total Payroll Liabilities $8.473
Provision for annual leave 516,186
Total Current Liabiliies
Total L

349,117

Equity
Prior Year's Surplus/Defiit $252,504
Retained Earnings 5320690
Current Year Surplus/Deficit 592,263

Total Equity

$714573

 s4917
$665.456

$665,456
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Income
Dept of Health & Community Ser
Motor Vehicle Lease - Internal
Interest Income:
Memberships
Fundraising and other
Recovered Costs
Rent Received
Administration fees
Training Income
Miscellaneous Income

Total Income

Expenses
ADMINISTRATION
Accounting and Audit fees
Administration fees
Advertising & Recruitment
Bank Charges
Bookkeeping
Cleaning
Computer support
Electricity and Gas
Insurance
Lease - Photo Copier
Library & resources
Postage & freight
Rates
Stationery & Printing
Subscriptions & Fees
Telephone & Interet
Total ADMINISTRATION
CONSUMERS
Consumer support
Total CONSUMERS
MAINTENANCE & SECURITY
Rep & Maintenance - Buildings
Rep & Maintenance - Equipment
Security
Total MAINTENANCE & SECURITY
MOTOR VEHICLE & TRAVEL
Motor Vehicie - Fuel
Motor Vehicie - Lease Internal
Motor Vehicle - Rep & Main
Travel Allowance
Travel Expenses
Total MOTOR VEHICLE & TRAVEL
PROJECTS & CAPITAL
Consumables
Equipment purchase
Office Furniture
Program Costs
Venue hire
Evaluation
Total PROJECTS & CAPITAL

$441,314

$12,000

$6,730

$295

$1,344

$200

$6250

$73811

$618

$40
$1,035
$73811
$3,394
$363
$2,003
$1,684
$1,279
$785
$5,938
$588
$1,329
$716
$2235
$9,321
$3,386
$6,975

$114,930
$16

$16
3,159
$952
$315

$4.426

$28,029

$25,906

$542,601
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TRAINING
Consultancy
Professional Dev. and Training
Training & support
Total TRAINING
WAGES & SALARIES
CasualiHobby Workers
Superannuation
Supervision Debriefing - Staff
Wages - Permanent
Wages - Casual
Wage accruals
Workers' Compensation
Total WAGES & SALARIES
Total Expenses

Operating Profit
Accumulated Funds - Beginning
Transfer from(o) Unexpended

Net Surplus / (Deficit)

$409
4,558
5304

$3979
$19678
$375
5211876
511,866
52,562
526,570

85271

271,761
$450,339

592,263

$92,263




Mental Health Association of Central Australia: Summary Sheet: Income and Expenditure 
	REPORTING PERIOD DATES: 1 JULY 2005 - 31 DECEMBER 2005

	PROJECT NAME & JOB NUMBER
	Admin/General 1
	Rehabilitation     2
	Life Promotion 3
	LP Tennant Creek 4
	Rehab Flats       6
	Outreach            7
	Subacute         8
	Total

	 
	 $ 
	 $ 
	 $ 
	 $ 
	 $ 
	 $ 
	 $ 
	 $ 

	EXPECTED INCOME THIS FINANCIAL YEAR
	       233,380 
	       173,000 
	       194,622 
	         60,000 
	         10,260 
	       140,000 
	       110,196 
	       921,458 

	
	
	
	
	
	
	
	
	

	INCOME
	 
	 
	 
	 
	 
	 
	 
	 

	Grant funds
	         28,386 
	         87,574 
	       112,854 
	                  - 
	 
	         70,000 
	       181,446 
	       480,260 

	Consultancy
	 
	 
	 
	 
	 
	 
	 
	                  - 

	Interest
	           6,730 
	 
	 
	 
	 
	 
	 
	           6,730 

	Admin fees collected
	         73,811 
	 
	 
	 
	 
	 
	 
	         73,811 

	Vehicle lease
	         12,000 
	 
	 
	 
	 
	 
	 
	         12,000 

	Rent received
	 
	 
	 
	 
	           6,250 
	 
	 
	           6,250 

	Other
	             1,772
	              685 
	                  - 
	         36,193 
	                  - 
	40
	 
	         38,690 

	TOTAL INCOME
	       122,699 
	         88,259 
	       112,854 
	         36,193 
	           6,250 
	         70,040 
	       181,446 
	       617,741

	 
	 
	 
	 
	 
	 
	 
	 
	 

	EXPENDITURE
	 
	 
	 
	 
	 
	 
	 
	 

	Administration
	         18,239 
	         18,683 
	         21,606 
	           6,434 
	           4,211 
	         15,002 
	         27,959 
	       112,134 

	Consumers
	                16 
	 - 
	 - 
	                  - 
	 - 
	 - 
	 - 
	                16 

	Maintenance and security
	           1,450 
	                  - 
	                  - 
	                  - 
	           3,182 
	 - 
	 - 
	           4,632 

	Motor vehicle and travel
	           4,002 
	              956 
	         11,573 
	              506 
	 - 
	           6,815 
	           4,174 
	         28,026 

	Projects
	           7,304 
	           5,242 
	           2,170 
	                81 
	                  - 
	           4,353 
	           7,508 
	         26,658 

	Training
	              887 
	           1,165 
	           2,232 
	                  - 
	 - 
	           1,010 
	           1,851 
	           7,145

	Wages and salaries
	         69,340 
	         66,110 
	         44,782 
	           4,040 
	 - 
	         46,445 
	         41,045 
	       271,762 

	TOTAL EXENDITURE
	       101,238 
	         92,156 
	         82,363 
	         11,061 
	           7,393 
	         73,625 
	         81,537 
	       450,373 

	SURPLUS/ (DEFICIT)
	         21,461 
	         (3,897)
	         30,491 
	         25,132 
	        (1,143)
	      (3,585)
	         98,909 
	       167,368 


	MANAGEMENT & COORDINATION

	INCOME
	Budget
	
	Actual

	
	 $ 
	
	 $ 

	Grant - DH&CS
	      54,409 
	
	      28,386 

	Mental Health Week
	        1,000 
	
	               - 

	Interest 
	        6,000 
	
	        6,730 

	Membership fees
	           150 
	
	           295 

	Administration fees
	     147,621 
	
	      73,811 

	Fundraising
	 - 
	
	           909 

	Hire of vehicle
	      24,000 
	
	      12,000 

	Recovered Costs
	 - 
	
	           200 

	Miscellaneous 
	           200 
	
	           368 

	TOTAL INCOME
	     233,380 
	
	     122,699 

	
	
	
	

	EXPENDITURE
	
	
	

	Administration
	
	
	

	Accounting and audit fees
	        1,000 
	
	        1,035 

	Advertising 
	        1,500 
	
	        1,718 

	Bank charges 
	        1,000 
	
	           341 

	Bookkeeping
	        6,512 
	
	        2,093 

	Cleaning
	        3,000 
	
	        1,564 

	Computer support
	           500 
	
	           533 

	Electricity
	        1,800 
	
	           785 

	Insurance
	        2,066 
	
	        1,190 

	Lease - Photocopier
	               - 
	
	           588 

	Library
	           500 
	
	           145 

	Postage
	           300 
	
	           299 

	Stationery & printing
	        3,500 
	
	        4,720 

	Subscriptions & fees
	        1,500 
	
	        1,358 

	Telephone
	        2,000 
	
	        1,870 

	Consumers
	
	
	

	Consumer support
	        6,500 
	
	             16 

	Maintenance & security
	
	
	

	Repairs and maintenance
	        2,500 
	
	        1,135 

	Security
	           500 
	
	           315 

	Motor vehicle and travel
	
	
	

	Motor vehicle - fuel
	           900 
	
	           262 

	Motor vehicle - R & M
	        1,000 
	
	        1,070 

	Travel allowance
	        1,500 
	
	           465 

	TA Mental Health Coalition
	           700 
	
	               - 

	Travel expenses
	        1,800 
	
	        2,205 

	Projects
	
	
	

	Consumables
	        3,000 
	
	        3,491 

	Equipment purchase
	        2,500 
	
	        3,163 

	Evaluation workshops
	        1,500 
	
	               - 

	Newsletter
	           800 
	
	           530 

	Programme costs
	        1,000 
	
	           120 

	Promotions
	      12,000 
	
	               - 

	Training
	
	
	

	Conferences
	        1,200 
	
	               - 

	Consultants
	        6,000 
	
	           102 

	Professional development & training
	        2,000 
	
	           785 

	PD Governance training
	        1,000 
	
	               - 

	Wages and salaries
	
	
	

	Casual workers
	        2,000 
	
	        2,548 

	Superannuation
	      11,799 
	
	        4,969 

	Supervision - debriefing
	        1,000 
	
	           129 

	Wages and salaries
	     128,779 
	
	      56,644 

	Workers compensation
	        5,637 
	
	        5,050 

	TOTAL EXPENDITURE
	     220,793 
	
	     101,238 

	OPERATING SURPLUS/ (DEFICIT)
	      12,587 
	
	      21,461 


	REHABILITATION

	
	Budget
	
	Actual

	
	 $ 
	
	 $ 

	INCOME
	
	
	

	Grant - DH&CS
	    173,000 
	
	      87,574 

	Fundraising 
	           - 
	
	           435 

	Training Income
	               - 
	
	           250 

	TOTAL INCOME
	    173,000 
	
	      88,259 

	
	
	
	

	EXPENDITURE
	
	
	

	Administration
	
	
	

	Administration 18%
	      31,140 
	
	      15,570 

	Advertising 
	           500 
	
	               - 

	Computer support
	           150 
	
	           459 

	Insurance 20%
	        2,066 
	
	        1,070 

	Library
	           600 
	
	           314 

	Postage
	           300 
	
	               - 

	Stationery
	           900 
	
	           346 

	Subscriptions
	           280 
	
	           165 

	Telephone
	        2,000 
	
	           759 

	Maintenance & security
	
	
	

	Repairs and maintenance
	           300 
	
	               - 

	Motor Vehicle and Travel
	
	
	

	Motor vehicle - fuel
	           300 
	
	           646 

	Motor vehicle - insurance
	        1,200 
	
	               - 

	Motor vehicle - R & M
	           500 
	
	           310 

	Travel Allowance
	           500 
	
	               - 

	Travel Expense
	           800 
	
	               - 

	Projects
	
	
	

	Consumables
	        1,000 
	
	           540 

	Equipment purchase
	        3,000 
	
	        2,863 

	Newsletter
	           800 
	
	           530 

	Programme costs
	        3,000 
	
	        1,309 

	Promotions
	           500 
	
	               - 

	Training
	
	
	

	Conferences
	        2,000 
	
	               - 

	Professional development & training
	        2,000 
	
	        1,165 

	Wages and salaries
	
	
	

	Casual wages
	               - 
	
	           479 

	Superannuation
	        9,878 
	
	        4,855 

	Supervision - debriefing
	        2,000 
	
	           155 

	Wages and salaries
	    102,501 
	
	      53,730 

	Workers compensation
	        4,785 
	
	        6,891 

	TOTAL EXPENDITURE
	     173,000 
	
	      92,156 

	OPERATING SURPLUS/ (DEFICIT)
	               - 
	
	       (3,897)


	LIFE PROMOTION PROGRAM

	
	Budget
	
	Actual

	
	 $ 
	
	 $ 

	INCOME
	
	
	

	Grant - DH&CS
	     194,622 
	
	     112,854 

	Training Income
	               - 
	
	               - 

	TOTAL INCOME
	     194,622 
	
	     112,854 

	
	
	
	

	EXPENDITURE
	
	
	

	Administration
	
	
	

	Administration 18%
	      35,032 
	
	      17,516 

	Advertising & recruitment
	        1,500 
	
	           828 

	Computer support
	           150 
	
	           123 

	Insurance 20%
	        2,066 
	
	        1,070 

	Library and resources
	           500 
	
	           739 

	Postage
	           300 
	
	              5 

	Stationery
	        1,200 
	
	           356 

	Subscriptions
	           350 
	
	           196 

	Telephone
	        2,000 
	
	           773 

	Maintenance and Security
	
	
	

	Repairs and maintenance
	           250 
	
	               - 

	Motor Vehicle & Travel
	
	
	

	Motor vehicle - fuel
	        2,500 
	
	        1,242 

	Motor vehicle - insurance
	        1,200 
	
	               - 

	Motor vehicle - lease
	      10,000 
	
	        5,000 

	Motor vehicle - R & M
	        1,000 
	
	        1,552 

	Travel allowance
	        4,000 
	
	        1,823 

	Travel expenses
	        4,000 
	
	        1,956 

	Projects 
	
	
	

	Consumables
	        2,000 
	
	           396 

	Equipment purchase
	        3,500 
	
	           344 

	Newsletter
	           800 
	
	           530 

	Programme costs
	      16,426 
	
	           900 

	Promotions
	        3,000 
	
	               - 

	Workshop costs
	        1,250 
	
	               - 

	Training
	
	
	

	Conferences
	        1,000 
	
	               - 

	Consultants
	        2,000 
	
	               - 

	Professional development & training
	        6,000 
	
	        2,232 

	Wages and salaries
	
	
	

	Superannuation
	        7,074 
	
	        3,557 

	Supervision - debriefing
	        1,000 
	
	               - 

	Wages and salaries
	      81,097 
	
	      35,714 

	Workers compensation
	        3,427 
	
	        5,511 

	TOTAL EXPENDITURE
	     194,622 
	
	      82,363 

	OPERATING SURPLUS/ (DEFICIT)
	               - 
	
	      30,491 


	LIFE PROMOTION – TENANT CREEK

	
	Budget
	
	Actual

	
	 $ 
	
	 $ 

	INCOME
	
	
	

	Grant - DH&CS
	      23,807 
	
	               - 

	Brought forward LP surplus
	      36,193 
	
	      36,193 

	TOTAL INCOME
	      60,000 
	
	      36,193 

	
	
	
	

	EXPENDITURE
	
	
	

	Administration
	
	
	

	Administration 18%
	      10,800 
	
	        5,400 

	Advertising & recruitment
	           300 
	
	           389 

	Computer support
	           400 
	
	

	Electricity
	           960 
	
	

	Insurance 
	        1,400 
	
	

	Library and resources
	           300 
	
	

	Postage
	           200 
	
	

	Rent
	        2,600 
	
	

	Stationery
	           586 
	
	

	Subscriptions
	           300 
	
	

	Telephone
	        1,440 
	
	           645 

	Maintenance and Security
	
	
	

	Repairs and maintenance
	           500 
	
	

	Motor Vehicle & Travel
	
	
	

	Motor vehicle - kms rate
	        9,516 
	
	

	Motor vehicle - lease
	        1,200 
	
	

	Travel allowance
	        1,800 
	
	

	Travel expenses
	           800 
	
	           506 

	Projects 
	
	
	

	Consumables
	           600 
	
	

	Programme costs
	        1,200 
	
	             81 

	Promotions
	        1,000 
	
	

	Training
	
	
	

	Professional development & training
	        1,200 
	
	

	Wages and salaries
	
	
	

	Superannuation
	        1,798 
	
	

	Supervision - debriefing
	           250 
	
	

	Wages and salaries
	      19,979 
	
	        4,040 

	Workers compensation
	           871 
	
	

	TOTAL EXPENDITURE
	      60,000 
	
	      11,061 

	OPERATING SURPLUS/ (DEFICIT)
	               - 
	
	      25,132 


	REHABILITATION - FLATS

	
	Draft Budget
	
	Actual

	
	 $ 
	
	 $ 

	INCOME
	
	
	

	Rent Received
	      15,200 
	
	        6,250 

	Interest
	           120 
	
	               - 

	
	
	
	

	TOTAL INCOME
	      15,320 
	
	        6,250 

	
	
	
	

	EXPENDITURE
	
	
	

	Administration
	
	
	

	Administration fees
	        1,868 
	
	               - 

	Bank charges
	             90 
	
	             22 

	Insurance
	           350 
	
	           468 

	Rates
	        2,145 
	
	        2,235 

	Body corporate fees/strata levy
	        2,620 
	
	        1,486 

	Maintenance and security
	
	
	

	Repairs & maintenance
	        1,500 
	
	        3,182 

	Projects 
	
	
	

	Equipment & Furniture
	        1,207 
	
	               - 

	Landscaping
	           600 
	
	               - 

	
	
	
	

	TOTAL EXPENDITURE
	      10,380 
	
	        7,393 

	
	
	
	

	OPERATING SURPLUS/ (DEFICIT)
	        4,940 
	
	       (1,143)


	OUTREACH

	
	Budget
	
	Actual

	
	 $ 
	
	 $ 

	INCOME
	
	
	

	Grant - DH&CS
	     140,000 
	
	      70,000 

	Misc Income
	
	
	             40 

	TOTAL INCOME
	     140,000 
	
	      70,040 

	
	
	
	

	EXPENDITURE
	
	
	

	Administration
	
	
	

	Administration 18%
	      25,200 
	
	      12,600 

	Advertising & recruitment
	           800 
	
	               - 

	Computer support
	           150 
	
	               - 

	Insurance 20%
	        2,066 
	
	        1,070 

	Library
	           200 
	
	             84 

	Postage
	           300 
	
	               - 

	Stationery
	           400 
	
	           271 

	Subscriptions
	           200 
	
	             51 

	Telephone
	        2,000 
	
	           926 

	Maintenance and Security
	
	
	

	Repairs and maintenance
	           150 
	
	               - 

	Motor Vehicle
	
	
	

	Motor vehicle - fuel
	        1,200 
	
	        1,692 

	Motor vehicle - insurance
	           650 
	
	               - 

	Motor vehicle - lease 
	        7,000 
	
	        3,500 

	Motor vehicle - R & M 
	        1,200 
	
	        1,623 

	Travel allowance
	           500 
	
	               - 

	Travel expense
	           700 
	
	               - 

	Projects 
	
	
	

	Consumables
	           336 
	
	           225 

	Equipment purchase
	               - 
	
	           924 

	Newsletter
	           800 
	
	           530 

	Programme costs
	        3,450 
	
	        2,674 

	Promotions
	           400 
	
	               - 

	Training
	
	
	

	Conferences
	           800 
	
	               - 

	Professional development & training
	        1,400 
	
	        1,010 

	Wages and salaries
	
	
	

	Superannuation
	        7,074 
	
	        3,336 

	Supervision - debriefing
	        1,000 
	
	             45 

	Wages and salaries
	      78,597 
	
	      38,605 

	Workers compensation
	        3,427 
	
	        4,459 

	
	
	
	

	TOTAL EXPENDITURE
	     140,000 
	
	      73,625 

	
	
	
	

	OPERATING SURPLUS/ (DEFICIT)
	               - 
	
	       (3,585)


	SUBACUTE PILOT PROGRAM

	
	Budget
	
	Actual

	
	 $ 
	
	 $ 

	INCOME
	
	
	

	Grant - DH&CS
	     237,500 
	
	     142,500 

	Brought forward
	      38,946 
	
	      38,946 

	TOTAL INCOME
	     276,446 
	
	     181,446 

	
	
	
	

	EXPENDITURE
	
	
	

	Administration
	
	
	

	Administration 18%
	      45,450 
	
	      22,725 

	Advertising & recruitment
	        2,000 
	
	           459 

	Computer support
	           500 
	
	           164 

	Electricity
	           350 
	
	               - 

	Insurance 20%
	        2,066 
	
	        1,070 

	Library
	           250 
	
	             47 

	Postage
	           100 
	
	               - 

	Rent
	        2,500 
	
	               - 

	Stationery
	           500 
	
	        1,364 

	Subscriptions & fees
	           150 
	
	           129 

	Telephone
	        1,700 
	
	        2,001 

	Consumers
	
	
	

	Consumer support
	        1,500 
	
	               - 

	Motor Vehicle
	
	
	

	Motor vehicle - fuel
	        1,200 
	
	           506 

	Motor vehicle - insurance
	           700 
	
	               - 

	Motor vehicle - lease 
	        7,000 
	
	        3,500 

	Motor vehicle - R & M 
	           600 
	
	           168 

	Motor vehicle - km rate
	        4,870 
	
	               - 

	Travel allowance
	           650 
	
	               - 

	Travel expenses
	        1,280 
	
	               - 

	Projects 
	
	
	

	Consumables
	           600 
	
	           845 

	Equipment purchase
	        6,300 
	
	        1,065 

	Newsletter
	           800 
	
	           530 

	External evaluation
	        5,000 
	
	        5,068 

	Promotions
	        1,000 
	
	               - 

	Training
	
	
	

	Conferences
	        1,000 
	
	               - 

	Consultants
	        1,000 
	
	           102 

	Professional development & training
	        4,550 
	
	        1,749 

	Wages and salaries
	
	
	

	Casual workers
	     110,474 
	
	        7,301 

	Superannuation
	      13,661 
	
	        2,962 

	Supervision - debriefing
	        1,560 
	
	             45 

	Wages and salaries
	      51,946 
	
	      26,078 

	Workers compensation
	        6,071 
	
	        4,659 

	
	
	
	

	TOTAL EXPENDITURE
	     277,328 
	
	      82,537 

	
	
	
	

	OPERATING SURPLUS/ (DEFICIT)
	          (882)
	
	      98,909 





























