Dear Pothida,

As discussed at the Community Affairs Committee

a. An academic publication describing the location of Podiatrists, Occupational Therapists
and Physiotherapists in South Australia.

b. A commentary paper outlining how access to psychological treatments -Behavioural
Activation- for common mental health conditions could be increased.

C. Information about an online program which can prepare non-specialist workers to practice
Behavioural Activation. https://study.unisa.edu.au/short-courses/professional-certificate-
in-behavioural-activation-for-depression/

If you require further information, please do not hesitate to get in touch
Many thanks
Martin

Martin Jones | Associate Professor and Project Director | Department of Rural Health
Allied Health and Human Performance | University of South Australia | Whyalla Campus
111 Nicolson Avenue | Whyalla Norrie SA 5608

T+61 8 8647 6067 |

@ 'ﬂ ﬂ unisa.edu.au/drh
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7). These findings might indicate the presence of maldis-
tribution of AHPs based on socio-economic disadvantage
irrespective of geographical remoteness and town size. In
MM 1 and MM 2 areas, the AHP density was lowest in the
areas with the most disadvantaged quintile, whereas in
MM 3-7 areas, the AHP density was highest in areas with
the most disadvantaged quintile. These findings show the
presence of a different pattern in the distribution of the
AHPs stratified by IRSD quintiles among areas classified
as MM 1-2 and MM 3-7. The high AHP density in areas
with most disadvantaged quintile in MM 3-7 might be due
to that these disadvantaged areas such as Whyalla and
Port Augusta act as rural health hub in South Australia.
A previous comprehensive review conducted in devel-
oped countries by Smith et al* found that intra-rural health

differentials can be as noticeable as those between rural
and urban areas, and rurality by itself does not always ex-
plain health disadvantage. Moreover, the review indicated
that the health status of a community is related to other
factors than just geographical location. Poorer health con-
ditions can be due to a combination of different factors
such as higher level of socio-economic disadvantage, eth-
nicity and poorer access to health services.** A 2013 study
conducted by Tideman et al*> compared cardiovascular
(CVD) risk and mortality in the Greater Green Triangle
of South-Western Victoria and North-West Adelaide,
representing rural and metropolitan areas, respectively.
They found that lower measures of socio-economic sta-
tus were associated with worse CVD outcomes regardless
of geographical location. This might suggest that policies
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AHPs per 10,000 population by IRSD within areas classified as MM 1 & MM 2

FIGURE 3 Distribution of allied
health professionals (AHPs) stratified

by per 10 000 population and Index of
Relative Socio-Economic Disadvantage
(IRSD) in the areas classified as Modified
Monash (MM) 1 and MM 2 (metropolitan
areas and regional centres) in South
Australia

FIGURE 4 Distribution of allied
health professionals (AHPs) stratified
by per 10 000 population and Index of
Relative Socio-Economic Disadvantage
(IRSD) in the areas classified from
Modified Monash (MM) 3-7 (rural and
very remote areas) in South Australia
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designed to improve health inequality in rural Australia
need to address both social disadvantage and workforce
shortages in those communities.

Several reviews'®!” that focus on examining factors af-
fecting recruitment and retention of the rural health work-
force, as a strategy to address workforce maldistribution,
have been conducted. A 2020 scoping review conducted
by Walsh et al’® examined the effectiveness of national pol-
icies to address rural allied health, nursing and dentistry
workforce maldistributions. They reported that the effec-
tiveness of such policies was unclear with evaluations of
such policies time-limited and not completed at scale.

We found a larger number of AHPs per 10 000 popu-
lation in ‘metropolitan’ and ‘regional centres’ areas with
IRSD quintile 2, while IRSD quintiles 4 and 5 in these

areas had also a relatively high number of AHPs per
10 000 population in South Australia. Although the abso-
lute number of the AHPs is relatively low, the number of
AHPs per 10 000 population according to IRSD quintile
1 (most disadvantaged) was high within areas that range
from ‘large rural towns’ (MM 3) to ‘very remote commu-
nities’ (MM 7). It is unclear whether this is due to AHPs
spending a significant proportion of their time provid-
ing outreach services and reporting this as their princi-
pal place of practice or whether they are living in these
areas. Access to allied health services for people living in
some areas classified from MM 3-7 is problematic due to
remoteness. Moreover, the socio-economic disadvantage
in MM 1-2 and MM 3-7 is different. For instance, com-
pared with ‘metropolitan’ areas, there are higher rates of
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The commentary considers opportunities that may exist in
rural Australia to prepare lay workers to support people living
with depression. Depression will become the leading cause
of disability by 2030." In rural Australia, the prevalence of
depression is likely to be increased due to the psychological
pressures and environmental challenges linked to climate
change. Drought and bushfires, and the economic pressures
and entrenched inequities associated with living in rural and
remote communities can impact people's mental health.>?
While there is conflicting evidence regarding the prevalence
of depression for people living in rural areas, the outcomes
may be worse than people who live in metropolitan centres.
For example, death by suicide may be up to 30% higher.® In
rural and remote Australia, some groups may be dispropor-
tionally affected by mood disorders. For example, people who
are working in rural heavy industry, Aboriginal peoples and
young people have a substantial burden of mental disorder in
comparison with their counterparts in metropolitan Australia.’
This may partly explain the higher rates of suicide in this pop-
ulation.® In rural school-age children and young people, there
is an increasing recognition that depression is prevalent, but
access to services in some rural communities is limited.’
Around 6 in 10 people with depression prefer psychologi-
cal approaches over antidepressant medication as a treatment
of depression.10 Access to psychological therapies is a chal-
lenge in rural Australia because of a lack of appropriately
qualified mental health professionals, including psychol-
ogists, nurses, social workers and psychiatrists.“ Policy-
makers have focused on encouraging the migration and
training of more mental health workers to practice in rural
and remote communities. Despite this policy operating for

20 years, there is little tangible evidence of the success of re-
cruiting and retaining mental health professionals in the bush.
Perhaps alternative approaches to meeting the mental health
needs of rural communities need to be considered which ex-
plore the opportunities for other groups of workers to deliver
psychological care for people with depression.

There is good evidence reported in systematic reviews that
some psychological treatments, notably cognitive behavioural
therapy (CBT), are as effective as antidepressant medication
and may be better tolerated.'” CBT is a complex treatment,
helping patients to appraise and change their schema (thinking
patterns), and takes a high level of clinical skill and training to
deliver effectively.”® The results of recent trials indicate that
alternate psychological treatments may be as effective as CBT
but are simpler to deliver. Richards et al* reported an equiva-
lence trial, testing CBT with a comparable dose of behavioural
activation (BA) in 221 people with moderate-to-severe depres-
sion. The authors reported that both treatments were equally
effective in treating depression symptoms. BA is not a new
treatment; the first trials date back to the 1970s; perhaps it may
be best categorised as a rediscovered treatment. A systematic
review and meta-analysis of 26 randomised controlled trials
involving 1524 people with depression symptoms favoured
BA over treatment as usual with a standard mean deviation
(SMD) of —0.74 a large effect size." In the same review, 3 tri-
als involving 283 participants tested BA against antidepressant
medication. BA was favoured over antidepressants. The SMD
at post-treatment was —0.42 a moderate effect size.!®

The focus of BA is on the person's behaviour, not their
thinking (cognition). Underpinning BA is the theory that
people who are depressed are less active, which negatively
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impacts their mood and results in further inactivity. Breaking
this ‘depression cycle’ is a crucial feature of BA as a treat-
ment. The aim is to get an individual to engage in activities
that will break this cycle. The two active components of BA
are mood monitoring and activity schedule.

Mood monitoring involves the person rating their mood
during the day to notice a relationship between mood and
activity, while activity scheduling requires the person to do
more of the better mood activities, balancing pleasant and
achievement-based activities, such as exercise.'® In most
of the clinical trials of BA, the intervention was delivered
by a mental health clinician.”” Returning to the Richards
et al'” trial, in this study BA was provided by non-clinicians.
Most workers held a baccalaureate degree and had no pre-
vious clinical experience working in mental health services.
Workers received 5 days of training in BA and were deemed
competent in delivering the intervention before they started
to see patients as part of the trial.’> While in Australia, an in-
novation referred to as new Access members of the commu-
nity was prepared to deliver low-intensity CBT as a coach.'®
An independent evaluation of the new Access program which
supported young people has demonstrated meaningful im-
provements in young people's mental health. However, the
preparation time to conduct the training was 12 months. We
are wondering, if non-clinicians outside of a mental health
service can be effectively trained to deliver BA. If so, might
it be possible to extend this model of delivery to enhance ac-
cess to treatment, particularly in rural and remote Australia?

1 | WHO MIGHT DELIVER
BA IN RURAL AND REMOTE
COMMUNITIES?

There are, perhaps, 3 groups of people who are well placed to
deliver BA in rural and remote communities. The first are mem-
bers of the community—that may have personal experience of
mental health problems—who are motivated to work with peo-
ple with depression. The second are people—such as miners—
who share common characteristics with a group of people at
increased risk of mental health problems. The third are people
who work in a professional capacity with groups at risk of de-
pression, for example financial counsellors or drought workers
who work with people who may be at risk of depression.

2 | CAN PEOPLE WITH
PERSONAL EXPERIENCE OF
DEPRESSION EXPERIENCE
DELIVER BA?

One of the key benefits of people, with personal experi-
ence, delivering psychological interventions is that they may

be better able to build a positive working relationship with
the people they work with by drawing on their own experi-
ences.'® There is some evidence to suggest that people with
lived experience can safely deliver psychological care and
treatment.'® White et al”’ conducted a systematic review
of 23 studies evaluating the impact of people with a lived
experience supporting people with mental health problems.
The study involved 3329 participants. The review described
improvements in patients reporting feeling empowered and
in which they also reported self-recovery. However, no
improved clinical outcomes were reported. The types of
training were heterogeneous, perhaps suggesting it was the
quality of the lived experience delivery which resulted in the
reported positive therapeutic outcomes. We are wondering
if peer workers were prepared to practice BA, whether the
clinical gains expected for people with depression could be
replicated.

3 | WHAT ABOUT OTHER
GROUPS OF LAY WORKERS?

Are there other particular groups of individuals in the com-
munity that could deliver BA? The strength of rural com-
munities in Australia is their interconnectedness.”! People
are willing to give their time alongside their occupational
and family roles. There are many different groups of lay
workers who could be prepared to deliver BA. There is
some evidence to suggest that rural communities experi-
ence internal barriers to accessing mental health services.
A survey of Australian farmers identified that they found
it challenging to engage with mental health professionals
and expressed a desire to be in control of their care and
treatment.?? There is an argument that people who share
common characteristics delivering BA might work well in
rural communities. A final group that might be well placed
to deliver BA are workers who come into contact with
people who are at risk of depression who share common
occupational characteristics, for example financial coun-
sellors. Mental health issues are common in people who
experience financial stress. As financial counsellors are al-
ready engaged with this group, an extended role to support
psychological treatment makes sense. Of course, it could
be argued financial counsellors already have more than
enough on their plate to keep them fully occupied. Might
it be possible to blend aspects of BA—such as teaching
people to monitor and notice fluctuation's in mood—into
the financial counsellor's role?

This raises the possibility of other evidenced-based ap-
proaches being incorporated into lay workers' repertoire such
as Mental Health First Aid as an activity to increase workers'
knowledge and improve attitudes when caring for people ex-
periencing mental distress.
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4 | WHAT HAPPENS IF THINGS
GO WRONG?

Several safety and quality issues need to be considered that
relate to members of a rural and remote community deliv-
ering BA. The first, and perhaps most important question
to ask, is whether lay workers can be expected to deliver a
BA as a treatment. Other issues to consider, are community
workers employed or voluntary, who trains and supervises
workers, how is confidentiality maintained in a rural com-
munity, how do people make a complaint, and what about
developing early warning systems to capture if things are
going wrong? These are areas in which traditional health
services are experienced in providing. These pose impor-
tant governance questions that primarily relate to how to
deal with something going wrong. Psychologists, psychia-
trists, occupational therapists and mental health nurses
are regulated professionals; community workers are not.
Lay workers will need training, and ideally certification,
so they are competent to deliver BA. They will need to
have a good understanding of issues regarding patient con-
fidentiality. Supervision by an appropriately trained men-
tal health professional is also essential. Alongside this, is
the importance of robust systems and process to capture
the quality and safety of BA delivered by lay workers.
Ensuring good governance around community working is
not insurmountable, but careful consideration of the issues
is required. Services such as new Access and other provid-
ers in rural Australia which have experience in employing
lay workers may have an important supervisory role to this
group of lay workers.

5 | CONCLUSION

We have presented an argument for BA to be delivered by lay
workers to meet the mental health needs of rural Australians
and complement existing rural mental health services. If
communities were to adopt these approaches, implementa-
tion could be tailored to the community. By reframing mental
health as an issue for the community to solve itself, it be-
comes a shared responsibility. It could be argued the model
we have presented ‘shortchanges’ rural communities by not
focusing on encouraging suitably qualified mental health
professionals to live and work in the bush. However, the
current policy approach has yet to adequately address the
availability of mental health workers in rural communities.
Several safeguards will need to be put in place to ensure
safety and quality, should this approach be developed. We
want to emphasise that our approach does not allow govern-
ments to abdicate their responsibilities for the provision of
qualified mental health professionals. However, a lay worker
model builds on the self-reliance rural communities is so

AR

well-known for. A model perhaps may have an important

contribution to improve access to evidence-based approaches
for depression in rural communities.
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Richard Gray and Martin Jones in partnership with the
National Centre for Farmer Health have been awarded a grant
from Western Victoria Primary Health Network to work with
farmers to co-design a model of farmer peer-led BA, then
train farmers to deliver BA and seek feedback from the farm-
ing community as to the advantages and disadvantages of the
BA training.

ORCID

Martin Jones "= https://orcid.org/0000-0002-6463-3574
Richard Gray "= https://orcid.org/0000-0001-9694-4206
REFERENCES

1. Moussavi S, Chatterji S, Verdes E, Tandon A, Patel V, Ustun B.
Depression, chronic diseases, and decrements in health: results
from the World Health Surveys. Lancet. 2007;370(9590):851-858.
https://doi.org/10.1016/S0140-6736(07)61415-9

2. Edwards B, Gray M, Hunter B. The impact of drought on
mental health in rural and regional Australia. Soc Indic Res.
2015;121(1):177-194. https://doi.org/10.1007/s11205-014-0638-2

3. Morrissey SA, Reser JP. Natural disasters, climate change
and mental health considerations for rural
Aust J Rural Health. 2007;15(2):120-125.
org/10.1111/j.1440-1584.2007.00865.x

4. Berry HL, Hogan A, Owen J, Rickwood D, Fragar L. Climate
change and farmers’ mental health: risks and responses. Asia
Pac J Public Health. 2011:23(2_suppl):119S-132S. https://doi.
org/10.1177/1010539510392556

5. Jones M, Mills D, Gray R. Expecting the unexpected? Improving
rural health in the era of bushfires, novel coronavirus and climate
change. Aust J Rural Health. 2020;28(2):107-109. https://doi.
org/10.1111/ajr.12623

6. National Rural Health Alliance. Suicide in Rural Australia: Fact
Sheet 14. Canberra, ACT: National Rural Health Alliance; 2009.
https://www.ruralhealth.org.au/sites/default/files/fact-sheets/fact-
sheet-14-suicide%20in%20rural%20australia_0.pdf.
November 21, 2020.

7. Austin EK, Handley T, Kiem AS, et al. Drought-related stress
among farmers: findings from the Australian Rural Mental Health
Study. Med J Aust. 2018:209(4):159-165. https:/doi.org/10.5694/
mjal7.01200

8. Milner AJ, Niven H, LaMontagne AD. Occupational class differ-
ences in suicide: evidence of changes over time and during the global
financial crisis in Australia. BMC Psychiatry. 2015:15(1):223.
https://doi.org/10.1186/512888-015-0608-5

9. Judd F, Cooper A, Fraser C, Davis J. Rural suicide—people or
place effects? Aust NZ J Psychiatry. 2006;40(3):208-216. https://
doi.org/10.1111/j.1440-1614.2006.01776.x

10. McHugh RK, Whitton SW, Peckham AD, Welge JA, Otto MW.
Patient preference for psychological vs pharmacologic treatment
of psychiatric disorders: a meta-analytic review. J Clin Psychiatry.
2013;74(06):595-602.

Australia.
https://doi.

Accessed



12.

13.

14.

15.

16.

17.

COMMENTARY

. Health Workforce Australia. Australia’s Health Workforce Series -

Psychologists in Focus. Canberra, ACT: Health Workforce
Australia; 2014. http://iaha.com.au/wp-content/uploads/2014/03/
HWA_Australia-Health-Workforce-Series_Psychologists-in-
focus_vF_LR.pdf. Accessed November 21, 2013.

Cuijpers P, Cristea IA, Karyotaki E, Reijnders M, Huibers MJ. How
effective are cognitive behavior therapies for major depression and
anxiety disorders? A meta-analytic update of the evidence. World
Psychiatry. 2016:15(3):245-258. https7//doi.org/10.1002/wps.20346
British Association for Behavioural & Cognitive Psychotherapies.
Minimum Training Standards 2012: For the Practice of Cognitive
Behavioural Therapy (CBT). Bury: British Association for
Behavioural & Cognitive Psychotherapies: 2012. https://www.
babcp.com/files/Accreditation/General/Minimum-Training-Stand
ards-V7-0215.pdf. Accessed November 21, 2020.

Richards DA, Ekers D, McMillan D, Taylor RS, Byford S, Warren
FC. Cost and outcome of behavioural activation versus cognitive
behavioural therapy for depression (COBRA): a randomised, con-
trolled, non-inferiority trial. Lancet. 2016;388(10047):871-880.
https://doi.org/10.1016/50140-6736(16)31140-0

Ekers D, Webster L, van Straten A, et al. Behavioural activation
for depression; an update of meta-analysis of effectiveness and
sub group analysis. PLoS One. 2014:9(6):1932-6203. https://doi.
org/10.1371/journal.pone.0100100

Vancampfort D, Stubbs B, Ward P, Teasdale S, Rosenbaum S.
Integrating physical activity as medicine in the care of people with
severe mental illness. Aust NZ J Psychiatry. 2015:49:681-682.
Sells D, Davidson L, Jewell C, Falzer P, Rowe M. The treatment
relationship in peer-based and regular case management for clients
with severe mental illness. Psychiatr Serv. 2006:57(8):1179-1184.
https://doi.org/10.1176/ps.2006.57.8.1179

18.

19.

20.

21.

22.

Fox R, Nic Giolla Easpaig B, Roberts R, et al. Evaluating a low-
intensity cognitive behavioural program for young people in re-
gional Australia. Aust J Rural Health. 2020;28(2):195-202. https://
doi.org/10.1111/ajr.12619

Ivancic L, Cairns K, Shuttleworth L, Welland L, Fildes J, Nicholas
M. Lifting the weight: Understanding young people’s mental health
and service needs in regional and remote Australia. Sydney, NSW:
ReachOut Australia and Mission Australia; 2018. https://about.
au.reachout.com/wp-content/uploads/2018/06/ReachOut-Austr
alia-Mission-Australia_Lifting-the-Weight-2018.pdf.
November 21, 2020.

White S, Foster R, Marks J, et al. The effectiveness of one-to-
one peer support in mental health services: a systematic review
and meta-analysis. BMC Psychiatry. 2020:20:534. https://doi.
org/10.1186/s12888-020-02923-3

Mills D, Jones M. Promoting rural academic and community part-
nerships in the independent state of rural Australia. Aust J Rural
Health. 2018:26(1):4-5.

Hull M, Dollman JM, Fennell KM, Vallury K, Jones MJ. A com-
parison of barriers to mental health support-seeking among farm-
ing and non-farming adults in rural South Australia. Aust J Rural
Health. 2017:25(6):347-353.

Accessed

How to cite this article: Jones M, Walsh S, Lyle D,
Schlicht K, Gray R. Behavioural activation for
depression in rural Australia: Challenges and
opportunities. Aust J Rural Health. 2021;29:477-480.
https://doi.org/10.1111/ajr.12727






