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1. Introduction
1.1

Background

The Partners in Recovery (PIR) initiative is funded by the Department of Health (DOH) and aims to improve the
support available to people with severe and persistent mental illness with complex needs. PIR seeks to do this
by coordinating, collaborating and integrating the various services and supports from multiple sectors that a
person with severe and persistent mental illness and complex needs may come into contact with or benefit
from. Ultimately, PIR strives to prevent people with severe and persistent mental illness from “falling through
the cracks” of the mental health service system, minimising hospitalisations and supporting them in their
recovery within the community.

1.2

Rationale

The objective of the current report is to determine the extent to which PIR Gold Coast has improved the
coordination and integration of services and supports for people with severe and persistent mental illness with
complex needs. More specifically, the Evaluation Report will address three key evaluation questions:
I.
To what extent has the PIR initiative been an effective approach for people with severe and
persistent mental illness who have complex multi-agency support needs?
II.
To what extent has the PIR initiative improved the system of care available to people with
severe and persistent mental illness who have complex multi-agency support needs?
III.
What are the critical elements that support effective implementation of PIR and the barriers
and challenges which hinder effective implementation?
The Evaluation Report will allow for key learnings and findings to inform the ongoing operation of the PIR
initiative. It will seek to identify not only impacts on service system and outcomes for people in the target
population, but also explore significant discoveries about barriers and enablers to achieving change and
making a difference to people’s quality of life.

1.3

Structure of the Report

The current report will evaluate Gold Coast Partners in Recovery for the period of November 2013 to June
2016. Included within this report will be a literature review (Chapter 1) and an overview of the available data
and evaluation methodology in Chapter 2. Chapter’s 3, 4, 5 and 6 will present the results of Gold Coast PIR.
Discussion of results, limitations and future directions will be presented in Chapter’s 7 and 8.

1.4

Gold Coast Partners in Recovery

The Gold Coast is one of 48 geographical areas that have been engaged to implement PIR. The sectors central
to the success of the Gold Coast initiative include primary care (health and mental health), specialist mental
health systems, the mental health and broader non-government sector, alcohol and other drug treatment
services, as well as education, employment and housing supports. Gold Coast PIR aims to facilitate a more
integrated approach with available supports in order to enhance sustainable outcomes for the target
population. In addition to developments in system collaboration and integration, flexible funding will enhance
innovative solutions to promote effective and timely access to the support required.
The Department of Health outlined four key objectives for the PIR Initiative:
I.
Facilitating better coordination of clinical and other supports and services to deliver personcentered support individually tailored to the person’s needs;
II.
Strengthening partnerships and building better links between various clinical and community
support organisations responsible for delivering services to the PIR target group;
III.
Improving referral pathways that facilitate access to the range of services and supports needed
by the PIR target group; and
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IV.

Promoting a community based recovery model to underpin all clinical and community support
services delivered to people experiencing severe and persistent mental illness with complex
needs.
Gold Coast PIR has attempted to address the aforementioned key objectives through care coordination and
system change initiatives. An evaluation of the system change projects does not fall within the scope of the
current evaluation report.

1.5

Severe and Persistent Mental Illness (SPMI)

In order to comprehensively evaluate the efficacy of an initiative aimed at improving the system of care
available to people with severe and persistent mental illness (SPMI) with complex needs, it is necessary to
understand the target populations’ typical presentation and phenomenological experience. SPMI refers to
long-term psychiatric disorders (such as schizophrenia, bipolar, or recurrent major depression) that are
associated with disability and/or functional impairment. Without remaining aware of the common
experiences, comorbidities and difficulties faced by people with SPMI, one cannot fully understand the
intricacies and complexities confronted when trying to assist and support sustainable outcomes.

1.6

SPMI and Trauma

A thorough review of working with people with SPMI could not exclude a discussion concerning the
comorbidity of trauma. Histories of childhood trauma including physical and sexual assault, have consistently
been shown to be associated with a host of other psychiatric problems in adolescence and adulthood including
major depression, PTSD, borderline and antisocial personality disorder, schizophrenia, substance abuse
disorders, eating disorders, dissociative disorders, as well as somatoform, cardiovascular, metabolic, and
immunological disorders (e.g., Mueser, Salyers, Rosenberg’ Goodman, Essock, Osher, et al., 2004; Rosenberg,
Mueser, Jankowski & Hamblen, 2002). Prevalence estimates of childhood trauma histories in people with SPMI
range from 40 to 70% (Mueser et al., 2004). Not only does evidence suggest that childhood trauma predicts
the later development of psychiatric illness research also indicates that people with SPMI are at an elevated
risk for trauma exposure in adulthood (e.g., Rosenberg et al., 2002).
Associated correlates of SPMI including homelessness and substance abuse appear to increase the likelihood
of trauma exposure in adulthood. Between 43% and 81% of people with SPMI report some type of
victimisation over the course of their lives (e.g., Coverdale & Turbott, 2000; Mueser, Goodman, Trumbetta,
Rosenberg, Osher et al., 1998). Furthermore, elevated exposure to violent victimisation and interpersonal
trauma is ongoing for people with SPMI even long after their primary mental illness has been diagnosed and
treated. In a large multi-site study by Goodman, Cocoran, Turner, Yuan and Green (1998), over one-third of all
female participants and almost 37% of male participants had been either sexually or physically assaulted in the
last year alone. In fact, 80% of female respondents with SPMI reported either physical or sexual assault in
adulthood. Other research (Coverdale & Turbott) has also indicated that the actual experience of psychosis (an
experience prevalent in people with SPMI), may be extremely traumatic for individuals and could be classified
as trauma exposure in itself. The same has been argued for the experience of homelessness (Guarino &
Bassuk, 2010). In other words, not only do people with SPMI have high rates of childhood trauma, but adults
with SPMI are also more likely to experience or be subjected to trauma.
Experiences of trauma have a significant impact on how children and adults interpret everyday experiences.
Trauma effects how people think, feel, behave, cope, and how they relate to others and may be a significant
precipitating and perpetuating factor of SPMI. An ever increasing body of literature (e.g., Pearlman & Courtois,
2005) continues to demonstrate ongoing developmental and relational issues for people who have
experienced trauma. Research has shown that children and adults exposed to trauma have a high incidence of
problems with regulation of affect, memory and attention, self-perception, interpersonal relations, and
somatization (van der Kolk, Roth, Pelcovitz, Sunday, Spinazzola, 2005). The high level of physiological arousal
associated with trauma exposure has a significant impact on thinking, planning, problem-solving, managing
physical and emotional states, and sustaining secure and trusting relationships (van der Kolk et al., 2005). Such
deficits may have strong implications not only for working with this population but also for structuring
interventions to accommodate difficulties such as these.
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Traumatic experiences in people with SPMI are related to both the severity of psychiatric symptoms (e.g.,
hallucinations, delusions, depression, suicidality, anxiety, hostility, and dissociation) and increased acute-care
services (e.g., more frequent hospitilisations, longer time spent in hospital, more emergency-room calls;
Goodman, Salyers, Mueser, Rosenberg, Swartz et al., 2001). Figure 1 demonstrates the cyclical nature of SPMI
and trauma. General deficits in social skills prominent in persons with SPMI (e.g., Bellack, Sayers, Mueser &
Bennett, 1994) can lead to impairments in social cognition (e.g., accurate detection of interpersonal threat)
increasing the likelihood of re-victimization and re-hospitalization. In addition, social skill deficits resultant
from past interpersonal trauma and prominent within people with SPMI can lead to poor working alliances
with treatment providers. For people with SPMI, a poor working alliance with their service worker can result in
them receiving fewer support services than necessary for the management of their illness, thus leading to
increased risks for relapses and re-hospitalization. In fact, research (Gehrs & Goering, 1994; Neale &
Rosenbeck, 1995) has shown that the quality of the alliance with the case manager is related to symptom
severity and hospitalizations in people with SPMI. Given that the ultimate objective for PIR is to minimize
hospital stays for individuals with SPMI, knowledge pertaining to trauma-informed care and building safe,
trusting alliances with participants who have experienced trauma is particularly salient given these findings.
↑ avoidance of
people
↑feelings of
detachment from
others

Trauma

↑sense of
foreshortened future
↑ irritability and
outbursts of anger
↑avoidance of
trauma-related
stimuli (e.g.,
relationships)

↓ capacity to
develop and
maintain
relationships
(social
competence/social
skill)

Severe and Persistent
Mental Illness
↑ symptom relapses
↑ rehospitilisations

↓ coping skills

↑ social isolation
↓ social support
↓ poor working
alliance with
treatment
providers

Others find it
difficult to relate

↑ substance
abuse

Figure 1 Model of cyclical relationship between SPMI and trauma (adapted from Mueser et al., 2004).
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It is also important to take into account the expanding body of literature showing high prevalence rates of
PTSD in people with SPMI (e.g., Mueser et al., 2002). It is thought that the elevated trauma exposure risk for
people with SPMI increases vulnerability to develop PTSD (e.g., Breslau et al., 1995). Rates of PTSD in the SPMI
population range from 28% to 43% (e.g., Mueser et al., 1998; Switzer, Dew, Thompson, Goycoolea, Derricott et
al., 1999). Comorbid PTSD may worsen the course of SPMI by further increasing arousal in persons who are
already psychologically compromised and also by increasing the likelihood of substance abuse and
interpersonal difficulties (e.g., establishing trust; Goodman et al., 1997; Mueser, Rosenberg, Goodman &
Trumbetta, 2002). Substance abuse in turn may increase the risk for exposure to further trauma (e.g., Keane &
Kaloupek, 1997). PTSD may also impede outcomes for people with SPMI by affecting one’s social support (i.e.,
people with PTSD may avoid close relationships so as to avoid trauma-related stimuli thus increasing isolation
and decreasing support). Figure 2 shows the potential negative impact PTSD and trauma can have on
treatment outcomes for people with SPMI.
Mueser et al. (2002) suggest that “traumatic life events, PTSD and subsequent re-traumatisation are common
but neglected problems in the lives of people with SPMI”. Numerous authors (e.g., Pearlman & Courtois, 2005)
propose that the effects of trauma on SPMI must be taken into account when working with this population.
Unless the impact of trauma is understood, many mental health workers may view people with SPMI as
“manipulative”, “oppositional”, or “lazy”. Instead these behaviours may be better understood as attempts to
manage overwhelming feelings (Heller & LaPierre, 2012). Table 1 lists common interpersonal thoughts and
behaviours experienced by people with trauma histories. These types of interpersonal styles may impede
service delivery and participant outcomes when trying to coordinate support for people with SPMI, leaving
these people vulnerable to “falling through the cracks” of the service system.
Given the overwhelming evidence suggesting the strong relationship between SPMI and trauma, it is safe to
assume that a large majority of Gold Coast PIR participants will have experienced trauma. Exposure to trauma
has significant implications for the course of SPMI, including a person’s ability to engage with services and
utilise supports. If mental health workers, regardless of their discipline, are not aware of the impact trauma
has on a person’s thoughts and behavior, nor are they aware of practical treatment principles of traumainformed care, even the most prudent clinical intervention can prove to be ineffective. If only the immediate
antecedents to a person’s difficulties (e.g., spent remaining cash on drugs; didn’t pay rent and so was evicted)
and the behaviours that reinforce or maintain the behavior (e.g., substance abuse) are considered in isolation
to the greater context of trauma experience, interventions cab be adversely effected. In the aforementioned
predicament for example, if substance abuse is not recognised as a method to cope with overwhelming
feelings incurred from a history of childhood abuse, then any interventions offered without a long-term joint
recovery plan to address alternative modes of coping (including increasing social supports and healthy
relationships), will likely be ineffective.
In summary, mental health workers may run the risk of re-traumatising an individual and/or replicating facets
of interpersonal trauma if they are not adequately aware or trauma-informed (Pearlman & Courtois, 2005). It
is important for all health workers to remember that despite trauma being ubiquitous in society, the response
to trauma is different for everybody and many people will not disclose its occurrence. Remaining trauma
informed is imperative when working with people with SPMI. By understanding how a person has learnt to
adapt in the face of trauma, one can comprehend why a person may be struggling to meet their own needs
and thus can engage non-judgmentally and with awareness.
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Figure 2: Potential Impact of Trauma or PTSD on SPMI Outcomes
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Table 1: Interpersonal Characteristics/Adaptions Common in Trauma Survivors and Commonly Seen in People
with SPMI
Identification
Burden on others
Needy
Unfulfilled and Empty
Resentful of Authority
Rebellious
Betrayed
Powerless
Behavioural Characteristics
Hostility (anger)
Suspicion (lack of trust)
Move from idealisation to devaluation
Fear being alone
Overwhelmed by others
Fear groups and crowds
Yearn to fill emptiness and fear fulfillment at the same time
Lack of follow-through (loose energy for a project)
Displacing of blame (always someone else’s fault)
Guilty
Symptoms
Over-arousal (high-intensity nervous system activation)
Fibromyalgia
Chronic Fatigue
Digestive problems
Anxiety (including Panic Attacks)
Depression
Adapted from Heller and LaPierre (2012)

1.7

SPMI and Complex Needs

In addition to understanding SPMI and working with potential exposure to trauma, SPMI is also synonymous
with the experience of complex needs. SPMI and its associated functional impairments has shown to correlate
with an array of adverse experiences which in turn can be highly difficult to manage. Research (Wexler,
Davidson, Styron & Strauss, 2007) shows that most people suffering from SPMI are faced with difficulties in
housing, employment, and social activities. A national study (Morgan, 2011) found that individuals
experiencing psychosis had a higher incidence of adverse events when compared to people without an
experience of psychosis. The national study of 1825 participants with a psychotic illness forecasted the
percentage of participants (with psychosis) who in the next 12 months, were expected to experience:
 Financial problems (42.7%)
 Loneliness and social isolation (37.2%)
 Unemployment (35.1%)
 Poor physical health and disease (27.4%)
 Uncontrollable symptoms of mental illness (25.7%)
 Lack of housing (18.1%)
 stigma and discrimination (11.6%), and
 Lack of family or carer (6.2%).
Factors common amongst people with SPMI such as unemployment and financial barriers can lead to other
difficulties such as homelessness, increased physical health problems, limited access to resources, exposure to
violence and social isolation and heightened risk of substance abuse. For treatment teams, working with
people with complex needs such as these, can be extremely challenging. For example, not only are PIR
facilitators ‘holding in mind’ knowledge pertaining to working with various mental health conditions, but they
are also having to navigate the mental health service system to meet an individual’s unmet needs, often when
the unmet needs are competitive with one another. An example may be, an individual with SPMI has comorbid
significant physical health concerns and substance abuse. When referring the individual to a detox/drug
rehabilitation facility, the individual is denied service due to the rehabilitation facility not able to cater for
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significant physical health concerns. Another example may be the need to link an individual to a domestic
service in order to meet the unmet need of self-care. However, when referring the individual, available
domestic services will not provide a service to this particular person given previous behavioral concerns and
threats of violence, an interpersonal style developed from childhood abuse and years of relational trauma.
Within the context of PIR, complexity may best be thought of as greater than the sum of unmet needs. In
other words, complexity is not equal to the sum of unmet needs. Rather, complexity equates to the sum of
unmet needs in addition to a participants mental health, the facilitators ability to form trusting and strong
working alliances, associations and relationships between participant unmet needs, plus the intricate,
interwoven paths and methods necessary to achieve an outcome (see Figure 3). Below is a brief review of
common complexities (AOD abuse, significant physical health issues and homelessness) faced by people with
SPMI.

1.7.1

AOD

A large body of research shows the high prevalence of substance use disorders in the population of persons
with SPMI (e.g., Drake, Yovetich, Bebout, Harris & McHugo, 1997). More specifically, research shows that
substance abuse is the most common and clinically significant comorbid disorder among adults with SPMI with
estimates indicating that approximately 50% of individuals with SPMI are affected by substance abuse (Drake,
Essock, Shaner, Carey, Minkoff, Kola et al., 2001). Studies continually evidence the negative effects that
substance abuse can have on the course of SPMI. These can include but are not limited to higher rates of
relapse, hospitalization, violence, incarceration, homelessness, suicidal behaviour and serious infections such
as HIV and Hepatitis. (e.g., Drake, McHugo & Clark 1996). Furthermore, comorbid SPMI and substance abuse
has been associated with excess service costs and poor treatment outcomes in both psychiatric and substance
abuse treatment populations (e.g., Swofford, Kasckow & Scheller-Gilkey, 1996).
Traditionally, mental health and substance abuse treatment services are run parallel but separate from one
another leading frequently to fragmented and ineffective care (Drake et al., 2001). Often individuals with dual
diagnosis may be excluded from services in one system because of the comorbid disorder and told to return
when the other problem is under control. Research has indicated that integrated mental health and substance
abuse treatment (the same clinician offers services in a coordinated fashion) is the most efficacious treatment
when working with individuals with SPMI and substance abuse disorders (e.g., Drake et al., 1998; Drake et al.,
2001). Dual diagnosis programs that use assertive outreach and long-term rehabilitation show especially good
outcomes for people with SPMI and substance abuse disorders. Programs incorporating motivational
interviewing to help clients who do not perceive or acknowledge their substance abuse or mental illness
problems also show positive results (Drake et al.).
It is important to note that Individuals with SPMI and substance abuse “do not usually develop stability and
functional improvements quickly” (Drake et al., 2001). Furthermore, dual diagnosis clients in mental health
programs that fail to integrate substance abuse interventions have poor outcomes (Havassey, Shopshire,
Quigley, 2000). In other words, long-term community-based initiatives that incorporate consistent dual
diagnosis programs that include rehabilitation activities to prevent relapses and enhance gains demonstrate
better results for people with SPMI and substance abuse concerns (Drake et al., 2001; Manning, Garfield, Best,
Berends, Room et al., 2016). Many dual diagnosis programs are also suggesting interventions to address
trauma given the identified high rates of trauma in this population (e.g., Mueser, Rosenberg, Goodman &
Trumbetta, 2002).
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Authors (Drake et al., 2001) suggest that programs often lack skilled and experienced workforces equipped to
work with dual diagnosis. This is especially significant given the critical role of family in recovery and the need
to adequately educate family members who blame all mental health symptoms on substance use or attribute
symptoms and substance use to willful misbehavior. Many clients with a dual diagnosis have difficulty linking
in with services, remaining engaged and participating in treatment (Owen, Rutherford, Jones et al., 1997).
Providing assertive outreach can often effectively increase participant engagement. For example, homeless
persons with a dual diagnosis often benefit from outreach, help with housing, and time to develop a trusting
relationship before participating in formal treatment (Drake et al., 1997).

1.7.2 Significant Physical Health Issues
Numerous studies demonstrate that people with SPMI demonstrate higher rates of chronic general medical
conditions including hypertension, HIV/AIDS and diabetes as well as a higher frequency rate of multiple
general medical conditions resulting from these conditions than people without a mental health diagnosis
(e.g., Sokal et al., 2004). Research suggests that trauma exposure may cause the nervous system to be cautious
and prepared for flight or fight defensive behaviours even when real danger does not exist (Porges, 2011).
Prolonged dysregulation of cortical arousal following exposure to trauma has been linked to numerous
physical health concerns including obesity, hypertension, cardiovascular disease and other medical conditions
such as fibromyalgia (McFarlane, 2010).
Illness factors can create excess burden compounding on already high levels of functional impairment (e.g.,
Horvitz-Lennon, Kilbourne and Pincus, 2006). SPMI and poor physical health are correlated with
socioeconomic disadvantage, substance abuse, unhealthy behaviour and poor self-care (McCreadie, 2003). In
other words, comorbid physical health concerns likely inhibit optimal circumstances required to achieve
recovery from mental health conditions. Furthermore, poor physical health may negatively impact mental
illness and may increase the likelihood of subsequent complexities including inadequate self-care, financial
strain and poor coping strategies.
Research (e.g., Felker, Yazel, & Short, 1996) consistently demonstrates that individuals with SPMI have higher
mortality rates compared to the general population that cannot be attributed solely to poverty. Several studies
have sought to determine correlates of premature mortality rates with SPMI. In a study by Berren, Santiago,
Zent, and Carbone (1999), individuals with a SPMI and people from a community sample who did not have a
mental health diagnosis who sought treatment for the same physical health diagnoses were matched. Despite
seeking treatment for similar physical health concerns, those without a mental health diagnosis were more
likely to receive treatment in an outpatient office setting where as those with a SPMI did not receive
treatment until a more urgent setting was mandated. In other words individuals with a SPMI appeared to have
a different pattern of health care utilisation that meant they were more likely to seek treatment from
emergency rooms and ambulances. The authors suggested that this pattern of results may be indicative of
fewer support systems, and poorer access to transportation and a primary care physician experienced by
individuals with SPMI. Other research has suggested that mental health and psychical health operate as
separate organisation structures creating communication barriers between providers. Authors suggest that
such results highlight the need for coordination of care and better integration of mental and physical health
sectors (Berren et al., 1999).

1.7.3 Homelessness
Prevalence estimates of SPMI in people who are experiencing homelessness have been reported as high as
75% (Mental Health Council of Australia, 2009). Moreover, incidence of trauma within homeless populations is
also extremely high. A study (Buhrich, Hodder, & Teeson, 2009) of 157 homeless people in Sydney showed that
all women and over 90% of males reported at least one event of trauma in their life. Serious physical assault
had been endured by 58% of respondents and 55% had witnessed someone being badly injured or killed.
Furthermore 50 % of the women and 10% of the men reported being raped. Research in America (Clarke,
Williams, Percy & Yeoun, 2009) found that 74% of homeless people reported the experience of trauma prior to
becoming homeless. For homeless youth, over half have experienced trauma prior to becoming homeless.
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Once homeless, the majority of youth experience an increase in the number of psychological diagnoses
(including AOD abuse) and criminal activity is common.
Homelessness in people with SPMI is associated with a poorer quality of life. Access to mental health
treatment is difficult for people experiencing homelessness. Obstacles to treatment include “financial barriers,
a lack of transportation to treatment facilities, a lack of a Medicare card or health insurance, a lack of a fixed
address or permanent contact details, a lack of insight into their illness, a lack of awareness of available
services, and a reluctance to access services due to past negative experiences” (Mental Health Council, 2009).
Substance use disorders and longer hospitilisations are also correlated strongly with SPMI and homelessness
(Drake et al., 1997). Research indicates that quality of life may be improved by efforts to increase access to
disability entitlements and treatment services and assistance to develop supportive social networks. Assertive
Community Treatment (ACT) continues to show improved outcomes for people with SPMI experiencing
homelessness (e.g., Lehman, Dixon, & Kernan, 1997). Relative to care as usual, ACT appears to shift the locus
of care from crisis oriented care to on-going outpatient care. Integrated care also seeks to coordinate mental
health, substance abuse, and housing service sectors as fragmented service delivery between the
aforementioned sectors has been attributed to poor outcomes with SPMI and homelessness (Drake et al.,
1997). Research also indicates that the provision of lengthier integrated treatment models over years
(especially for persons with AOD and homelessness) produces improvements that continue to accrue much
beyond the end of treatment (Drake et al., 1997). A strong therapeutic alliance has also been shown to
correlate with better outcomes for people experiencing homelessness in a study of ACT (Drake et al).
In summary, people with SPMI and complex needs are often difficult to work with given the multifaceted and
intricate nature of the problems they face. Complex needs such as AOD abuse, homelessness and significant
physical health issues often share an interdependent relationship with one another. When a person with SPMI
experiences a complex need, they likely will be subjected to or experience other related complex needs (see
Figure 4). When addressing a complex need, treatment providers need to be aware of the intricate
relationship that exists between unmet domains. It is often the case, that one need cannot be addressed
without taking into consideration the impact of the other correlated needs. Working with complexity often
takes time and outcomes are infrequently achieved quickly.

Substance abuse

Trauma

Homelessneess

Significant physical
health issues

Unemployment

Financial strain
Figure 4. Interdependent nature of complex needs
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1.8 Recovery
One of the defining objectives of PIR is to deliver an initiative that promotes a community based recovery
model. The concept of “recovery” first evolved through the consumer advocacy movement in the first half of
the 20th century. With significant world publications denoting recovery-oriented recommendations (e.g.,
Department of Health and Human Services, 1999), recovery-oriented care has become an important
consideration for treatment providers and policy makers. Despite this, there is still confusion and a lack of
“consensual definition of what recovery is or involves” (Silverstein & Bellack, 2008). Roe (2011) investigated
consumer perspectives of recovery. Three key themes were identified: employment, empowerment (a
decrease in or sense of control over one’s symptoms) and interpersonal relationships.
An issue that remains current in the literature, is the lack of research between evidence-based practices and
recovery-oriented care (Silverstein & Bellack, 2008). Some researchers even argue a lack of compatibility
between the two approaches and consumer advocate presentations often pit medical model services as being
opposed to recovery-oriented constructs (e.g., Swarbrick, 2006). However research indicates that psychiatric
services have a positive relationship with consumer recovery values (i.e., a reduction in symptom severity). In
other words, clinical and non-clinical recovery both advocate optimal management of mental illness
symptoms. It may be that evidence-based practices may be necessary when psychiatric illness prevents a
person from being able to regulate their own behavior and cognition. As a person becomes more able to
define goals and to engage in a dialogue about how to reach these goals, then treatment should be
increasingly driven by the consumer (Swarbrick). Authors (e.g., Silverstein & Bellack, 2008) suggest that greater
synergy between traditional medical models and recovery-oriented initiatives is required in the mental health
service system. These authors also submit that trauma-informed care may constitute an important aspect of
recovery and that good working alliances (e.g., ability to maintain a mutually respectful partnership) are
pivotal in the facilitation of recovery.
Given findings from both consumers and authors suggesting the importance of relationships in recovery, more
recent research (Tew, Ramon, Slade, Bird, Melton et al., 2011) has focused on the role of social factors and
recovery from mental illness. Some authors (e.g., Mezzina et al., 2006) have suggested that relationships are
not only vital to recovery, but they can also be a hindrance or barrier to recovery if experienced as bad. Given
that people with SPMI often have few close relationships, their relationship with their “worker” is often
imperative. Not unlike the literature pertaining to working with trauma exposure, Tew et al, (2011) emphasise
the workforce skill necessary to engage people with SPMI to achieve good outcomes. If workers are not
experienced as warm, reciprocal and equitable (especially in the context of people with SPMI experiencing
shame, guilt, and anger), relapse rates are high. Such an experience may also deter an individual from seeking
further assistance in the future.
In addition to the working relationship, recovery-oriented principles suggest that social interventions need to
help people develop new personal relationships and broaden their social networks. Corrigan and Phelan
(2016) demonstrated that people with SPMI who have larger overall networks and greater network
satisfaction, report higher levels of recovery as measured by the Recovery Assessment Scale. There is little
research investigating whether support workers are able to “springboard” people into broader social networks
or whether people come to “depend on this person as their only confidant” (Tew et al., 2011). In addition,
people with SPMI suggest that they would like more opportunities to develop relationships within the social
mainstream outside of opportunities to develop peer relationships (Angell, 2003). A growing body of
“recovery” evidence suggests that consumers and authors indicate both paid and voluntary employment as
instrumental to broadening social networks (e.g., Silverstein & Bellack, 2008). Tew et al. concludes that
working with family and friends and the community, promoting social inclusion, is necessary and not optional
for recovery-oriented practice.

1.8.1 Social Support
In light of research highlighting social factors as the cornerstone of recovery-oriented practice, a brief review
concerning other emerging findings regarding social factors and its relationship with SPMI is warranted. Social
support has continually been found to be a determinant of well-being and mental health, and as a buffer to
the noxious effects of stress (e.g., Wethington and Kessler, 1986) An individual’s perception that “he or she is
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cared for, is esteemed and valued, and is a member of a network of others”, is thought to both influence the
chances that a vulnerable individual will develop a psychiatric illness when exposed to high levels of stress and
to interact with other factors to determine the course and outcome of SPMI including well-being and relapses.
For example, Erickson et al. (1989) was able to predict outcomes at 18 months for people with a first episode
of schizophrenia or major affective disorder by the extent and quality of their social relationships.
Greater social support likely results in positive relationships with others, decreasing the likelihood of
avoidance of others and improving trust of others. Social support therefore may serve to maintain better
working alliances with treatment providers (Mueser et al., 2002). Social support may be particularly beneficial
to those with mental health concerns by allowing an individual to have the perception or believe that others
are available to provide emotional comfort or practical assistance in times of need (Wethington & Kessler,
1986). Other psychological benefits of support include better subjective appraisal of stressors, positive choice
of coping mechanisms, and improved feelings of self-esteem and personal mastery (e.g., Cohen & McKay, 1984
as cited in Lepore & Schneider, 1991). The important role of social networks in recovery from dual diagnosis is
also well documented (e.g., Drake et al, 2002). In summary, the literature pertaining to recovery-oriented
practice and social support indicate social recovery as a pivotal ingredient to successful outcomes when
working with SPMI.

1.8 Care Coordination and SPMI
The following section outlines a review regarding the current literature relating to care coordination of people
with SPMI and complex needs. Care coordination refers to “the extent to which patient care services are
coordinated across people, functions, activities, and sites over time“(Shortell et al., 2000). More specifically,
researchers of integrated care (e.g., Gittell et al., 2000) define the crucial mechanisms of care coordination as
communication (sharing of information among providers); collaboration (shared understanding of goals and
roles and decision-making); comprehensiveness (effectively meeting all needs of participant) and continuity of
care (timely and uninterrupted delivery of appropriate services across providers and over time). Currently,
there is limited research evaluating the efficacy and effectiveness of coordinated care, particularly for people
with SPMI and complex needs (e.g., Brophy, Hodges, Halloran, Grigg & Swift, 2014; Horvitz- Lennon et al.,
2004).
Horvitz- Lennon et al., 2004 suggest that care coordination can be facilitated or hindered by two factors:
organisational integration (i.e., the linking structures that enable and sustain clinical integration) and financial
integration (i.e., financial incentives for all services to be aligned and share risk). Although favourable, HorvitzLennon et al. do not believe that progress cannot be made when these two elements are limited. Rather, the
authors suggest that there are several clearly defined obstacles that can hinder care coordination for SPMI and
complex needs. The first identified difficulty is mental health service delivery and namely the sole focus on
reduction of psychiatric hospitilisation versus integrated care that routinely monitors physical health problems
and other non-clinical problems. Co-location is suggested as a potential linking mechanism but one that is
infrequently used with SPMI populations. Secondly, poor information sharing between sectors is recognized as
a factor that impedes effective care-coordination. This includes constraints necessitated by the mental health
sector, instigated by a strong emphasis on confidentiality. Information exchange is also impeded by the
segregation of general health and mental health service sectors. Thirdly, inadequacies in the mental health
workforce (including General Practitioners) can lead to inconsistencies in the provision of high quality-care
especially with people with SPMI. In addition, competencies to screen for general health concerns and other
conditions can be limited in psychiatrists and nurses (Horvitz-Lennon et al.)
Research indicates a core set of coordinated interventions that assist people with SPMI attain better outcomes
in terms of symptoms, functional status, and quality of life. The core set of evidence-based practices include
medications prescribed within specific parameters, training in illness self-management, assertive community
treatment, family psychoeducation, supported employment, and integrated treatment for co-occurring
substance use disorders (e.g., Drake, McHugo & Clark, 1998). Such interventions should reflect the goals of
consumers and emphasize “helping people attain outcomes such as independence, employment, satisfying
relationships, and good quality of life” (Drake et al., 2001). Table 2 gives a summary of practices for people
with SPMI and complex needs that have been deemed efficacious. It should be noted that when the term
integrated treatment is used, it refers to one agency providing all services (e.g., substance abuse counselling,
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housing support staff, and case manager are all housed in the one location). This is in comparison to a ‘parallel
treatment model’ or utilizing brokered services in which services are external and belong to separate systems.
A brief review of Australia’s PIR by Brophy et al., (2014) suggests that in order for PIR to be effective,
facilitators need to be competent, well-trained and have a “sophisticated appreciation of current barriers to
care”. Authors submit that people with SPMI and complex needs notoriously have difficulties accessing
necessary support and remaining engaged with such support. They propose that in order for PIR to work,
service providers need to take responsibility for access and engagement of participants, rather than see it as a
problem belonging to the participants. Given the expectation that facilitators remain “highly engaged at the
client level”, authors also purport that the need for an additional service purely focused on service integration
may be necessary. Nonetheless, working alliance with the participant remains key to achieving long-term
outcomes.
Table 2. Evidence Based practices for SPMI
Domain
SPMI

SPMI and
Employment

Schizophrenia

Dual Diagnosis

Dual Diagnosis
and
Homelessness

Practice
Assertive Community treatment (a
multidisciplinary group of mental health
professionals who work as a team to
provide intensive services: low patientstaff ratios; integration of services, rapid
access, time-unlimited services,
assertive outreach, individualised
services)
Supported employment that is a wellintegrated component of the
intervention, (i.e., supported
employment involves an interface
between clinical and rehabilitative
services)
Using antipsychotic medications within
specific dosage ranges and providing
education and skill training for family
and/or caregivers over several months.
Substance abuse treatment that is
integrated with mental health treatment

Integrated treatment that combines
mental health treatment, substance
abuse counselling, and housing services

Evidence Base
Substantially reduces psychiatric
hospital use, increases housing
stability, and moderately improves
symptoms and subjective quality of life

Reference
Bond, Drake, Mueser &
Latimer, 2001

High rates of competitive employment

Mueser, Bond, Drake et
al., 1998

Prevents or delays relapse of
schizophrenia

Lehman, Steinwachs
(1998)

Significantly lower rate of drop-outs
and higher rate of successful outcomes
when compared with standard
treatment
Fewer institutional days, more days in
stable housing, and greater
improvement in substance use
disorders when compared with
standard treatment

Drake, Mueser, Torrey et
al., 2000; Drake, Essock,
Shaner et al., 2001
Drake, Yovetich, Bebout,
Harris & McHugo, 1997

Figure 5 gives an overview of the evidence covered within the literature review. In summary, Gold Coast PIR
aims to deliver care coordination for people with SPMI and complex needs. In so doing, the current literature
informs health workers to be mindful of trauma when working with this population. In addition, research
indicates that workforce skill must be capable of maintaining a strong working alliance with participants at all
times. Evidence suggests that better outcomes may be achieved by utilising integrated services and remaining
engaged for longer durations. The identification and dual intervention of substance abuse is also pivotal for
sustainable outcomes. Lastly, recovery-oriented research indicates that social recovery (including developing
supportive relationships and employment) is key to empowering a person to thrive.
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Recovery:
Relationships
Strong working alliance

SPMI with complex
Needs

Individualised approach
Empowerment
Employment

Evidence-Based Interventions:
Remain trauma-informed
Strong working alliance
Ongoing outreach (over years)
Integrated care (witihn one
agency)
Dual Diagnosis

Figure 5: Evidence-based and Recovery-Oriented Practices that have proven efficacious in the Treatment of
SPMI

2

Method

The following section outlines the various sources of data utilised in the current evaluation report and
methods of data collection. Evaluation methodology will also be briefly addressed.

2.1 Participant Eligibility
Participants were individuals with a severe and persistent mental illness who had complex needs and required
a multi-agency response. More specifically, the Department of Health inclusion criteria for PIR is as follows:
I.
The person appears to have a severe and persistent mental illness
II.
The person has complex needs that require services from multiple agencies
III.
The person requires substantial support and assistance to engage with the various services to meet
their needs
IV.
There are no existing coordination arrangements in place to assist the person in accessing the
necessary services, or where they are in place, those arrangements have failed or have contributed to
the problems experienced by the client
V.
The person or their legal guardian has indicated their willingness to participate in PIR

2.2 Materials
The following section outlines the various tools used by Gold Coast PIR and methods of data collection.
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2.2.1 Minimal Data Set (MDS)
The MDS is a compulsory data set collected by all PIR organisations. The data contained within the MDS was
set by the Department of Health and will be used to monitor and evaluate the initiative. The MDS is collected
and stored within a Client Information Management System (CIMS) which has been prescribed by Gold Coast
PIR. The MDS contains an array of participant demographics and psychosocial factors including the existence
of co-existing factors such as Alcohol and Drug abuse, physical health concerns, and living arrangements. It
should be noted that the MDS data included in the current report was extracted from the database on the 31 st
of December 2015. Other data contained within this report may have been extracted at a later date, and
therefore participant numbers may alter slightly.

2.2.2 Camberwell Assessment of Need Short Appraisal Schedule (CANSAS)
The Camberwell Assessment of Need Short Appraisal Schedule (CANSAS) was a mandated assessment of need
tool utilised by all PIR regions. The CANSAS is a semi-structured interview designed to assess 23 areas of need
(e.g., Accommodation, Food, Self-care, Transport etc.). Three additional areas of need that were specific to the
PIR program were included in the CANSAS. The CANSAS has shown to be a useful tool for comparing levels of
unmet need over time and can assist in developing recovery and support plans with consumers (Phelan et al.,
1995). The CANSAS is designed to be undertaken by the facilitator with the participant and it is suggested that
the facilitator gather information from a wide range of sources when completing the CANSAS. The CANSAS can
be completed from three alternative perspectives: Staff (from the facilitator’s perspective including the use of
collaborative information); User (from the participant’s perspective) and Carer (from the perspective of the
participant’s carer). For evaluation purposes, DOH requested that PIR CANSAS scores be recorded from the
Staff’s perspective.

2.2.3 Action Plan
Based on unmet needs identified by the CANSAS, facilitators develop an ‘Action Plan’ with the participant.
Action Plans are designed to identify unmet needs or issues, goals made in order to resolve an identified issue
and the actions taken in order to complete the goal. The actions, once undertaken, can be recorded as
‘completed’ (i.e., action successfully completed) or ‘redundant’ (i.e., action unable to be completed or no
longer required). The action plan is largely designed to record activity undertaken with services and/or support
required by participants to reduce areas of unmet need.

2.2.4 Support Team
The ‘Support Team’ is a record of a participant’s supports and services and may include any person, support or
service who is assisting to meet the goals and actions of a participant’s action plan. Team members may
include mental health supports and/or services, family/friends or carers, other professionals (such as GP’s or
physical health providers), and community services (e.g., housing support services). The support team is
designed to keep a register of the number and/or types of supports and services required to assist in a
participant’s recovery.

2.2.5 Individual Flexible Funding
Flexible funding spends or individual flexible funding (IFF) refers to the money used to assist in meeting a
participant’s action plan goals and/or actions in order to resolve an issue or unmet need. As part of the DOH
funding guidelines for PIR, IFF was made available to be used with participants when necessary supports
and/or services are not available within the service system. IFF is allocated on a case by case basis and is
designed to only be utilised when other options are exhausted.
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2.2.6 Issues register
The ‘issues register’ is a collection of entries pertaining to gaps and barriers experienced within the service
system when working with individuals with SPMI and complex needs on the Gold Coast. Facilitators and PIR
managers were encouraged to record entries when facing difficulties in navigating the mental health service
system with participant’s or community services.

2.2.7 Facilitator Feedback Interview
Semi-structured interviews were conducted with thirteen Facilitators employed by GC PIR. Eight of the
Facilitators were employed from the inception of the initiative in November 2013. The remaining five
Facilitators were employed subsequent to the initiatives start. The interview consisted of 12 open-ended
questions that evaluated Facilitator experiences pertaining to common difficulties experienced at work (e.g.,
“What are the barriers you face in the work you do?”; “What doesn't work well within the context of care
coordination/or what makes care coordination difficult?”) The questions also examined factors that enhanced
the work Facilitators do and opinion’s regarding the impact of the Facilitator role on sector change (e.g., “Do
you feel there has been an improvement in the coordination of services for individuals since the
implementation of PIR?”).

2.2.8 Participant Feedback Survey
The participant feedback survey is a semi-structured interview that assesses participant outcomes
from the perspective of the participant. It consists of 19 questions and is completed within three months after
a participant has completed work with PIR. Fifteen questions are presented on a Likert Scale. Participants are
asked to indicate which answer best reflects their experience (e.g., During your journey with PIR, has it been
easier to access the support you need?: Yes, No, Unsure). Four questions are open-ended (e.g., “What did you
like about PIR? /how was it helpful?”).

2.2.9 Service Partner Feedback Survey
Similar to the participant feedback survey, the support service feedback survey is a semi-structured interview
that assesses external support services’ experience of PIR. The survey consists of 16 questions. Ten questions
are presented on a Likert Scale. Respondents are asked to indicate which answer best reflects their experience
(e.g., Have partnerships/relationships between service providers improved since the implementation of PIR?:
A great deal, A lot, Moderately, A little, Not at all). Six questions are open-ended (e.g., How has PIR helped
your service or changed the way you do things?). Surveys were emailed to Gold Coast service providers (e.g.,
referrers, stakeholders) periodically over a twelve month period.

2.2.10 Recovery Oriented Service Self-Assessment Toolkit (ROSSAT)
The ROSSAT is a self-assessment tool used to assess and reflect on the performance of services and employees
with regards to principles of recovery-oriented practice. The publication of the ROSSAT is in line with the
‘Supporting Recovery’ standard now included in the revised National Standards for Mental Health Services.
Not only does the ROSSAT assist with staff evaluation, it also can be used to suggest arears for staff training
and ongoing professional development fostering continuous improvement in the quality of recovery-oriented
services being delivered. Responses are recorded on a 5-point Likert scale ranging from “Needs significant
improvement” to “Outstanding achievement”.

2.3 Method
Participants were referred to PIR by various public, private, and community organisations or participants could
self-refer. Once a participant was deemed eligible by PIR Intake, the participant was referred to one of four PIR
consortia members (Ozcare, Mental Illness Fellowship QLD, FSG or Aftercare). Once referred to the PIR agency,
the participant was further assessed to deem eligibility. Only those participants who moved from
pending/assessing to Action Planning were considered active PIR participants. Active PIR participants complete
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the CANSAS Assessment of Need within the first two weeks of becoming active participants. The MDS data is
collected by the PIR Intake team when contact is first made. The CANSAS is completed again when a
participant exits the program or at six monthly intervals (whichever comes first). The exit interview is also
conducted with the participant once they have exited the program. Exit interviews were conducted within 1 to
4 months of a participant exiting the program. The majority of exit interviews were conducted over the phone
with an anonymous survey volunteer or person.
The support service interview was emailed to stakeholders and other community organisations at various time
points throughout the PIR program. This process attempted to collect data from support services on a bimonthly basis, however this was not always maintained given Christmas holiday periods and delays in
extracting contact data from the database.
Qualitative analysis was conducted using NiVIVO computer software. Given that the majority of remaining
data was categorical, higher order quantitative analysis was not utilised. Given the sheer number of
comparisons required, it was deemed that statistical modeling (e.g., chi-square analysis) was beyond the scope
of the current evaluation. Rather, category proportions were compared over time to evaluate change. It is
assumed that CANSAS scores (estimates of PIR benefit from pre to post treatment) are sensitive enough to
detect changes.

3 Gold Coast PIR Participants
The following section details the profiles of the Gold Coast PIR participants. Where appropriate, the discussion
will compare and contrast with current literature including the National Urbis PIR Annual Report for 2014-2015
(a summary report for all PIR regions nationwide).

3.1

Participant Demographics

At the time of writing this report, there were 556 active participants included in the Minimal Data Set (MDS).
More than half (60.1%) of all registered participants were female (see Table 3). The proportion of female
participants was slightly higher than that reported by the Urbis 2015 annual report which found 53% of all
participants to be female. Participant age ranged from 18 to 75 years of age (M = 44.5 years) with almost one
third (31.8%) of participants aged between 40 and 49 years (see Table 4). These figures were similar to that
reported in the 2015 annual report. As shown in Table 5, 5.4% of Gold Coast participants identified as
Aboriginal but not Torres Strait Islander origin and 1.4% of participants identified as Aboriginal and Torres
Strait Islander origin. These numbers were below that reported by the 2015 annual PIR average, which
indicated 11% of participants identified as aboriginal and/or Torres Strait Islander. This difference may be
reflective of the national report including data representative of both rural and urban populations.
Table 3: Gender and Age Range for Closed and Active Participants (N = 556)
Gender
No.
%
Female
334
60.1
Male
222
39.9
Table 4: Age of Participant’s (N = 556)
200
150
100
50
0
< 25 years

25 - 29 years 30 – 39 years 40 – 49 years 50 – 59 years 60 - 65 years

> 65 years
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Table 5: Indigenous status for Closed and Active Participants (N = 556)
No.
30
8
465
54

Aboriginal but not Torres Strait Islander origin
Both Aboriginal and Torres Strait Islander origin
Neither Aboriginal or Torres Strait Islander origin
Not stated/inadequately described

%
5.4
1.4
83.6
9.7

As shown in Table 6, just under four fifths of participants (79.8%) were born in Australia. New Zealand born
participants represented 6.7% of all Gold Coast participants and 13.5% of participants were born in other
overseas countries. The proportion of culturally and linguistically diverse (CALD) participants for the Gold Coast
was similar to the number of CALD participants recorded in the 2015 annual report.
Table 6: Country of Birth for Closed and Active Participants (N = 556)
Country of Birth
No.
Australia
444
New Zealand
37
Other
75

%
79.8
6.7
13.5

3.1.1 Living Arrangements
Just under half (46.6%) of participants were living in a lone person household. As indicated in Figure 6, 17.4%
of participants were living in a one parent with children household, and 15.5% lived in an ‘other family’
household. Very few participants lived in a group household (5.6%), or as a couple either with children (5.9%)
or without children (5%). These figures were similar to the 2015 national review, with the exception of
participants living in a lone person household which was slightly lower (37%) for the national average and
participants living in a one parent with children household which was higher for the Gold Coast when
compared with the national average (11%). In other words, the statistics indicate that the PIR participants on
the Gold Coast are more likely to live alone or be a single parent.

15.5

5.9

5
5.6

17.4

4

46.6

Couple with child(ren)

Couple without child(ren)

Group

Lone person

Not stated/inadequately described

One parent with child(ren)

Other family

Figure 6: Participant Living Arrangements (%)
Over three quarters of participants (75.5%) lived in a private residence. Only 4.1% were living in a boarding
house or hostel, 4.3% lived in supported accommodation, 2.3% were homeless, and 1.4% lived in a psychiatric
facility. A total of 3.1% did not report their accommodation type and 5.4% of participants lived in other
accommodation types (see Table 7). When compared with the national averages, Gold Coast participants were
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more likely to reside in a private residence (75.5% compared to 62%). As indicated in Table 8, over two fifths of
participants (43.7%) had lived in their current accommodation for less than one year. This figure was greater
than the national average (31%) indicating that Gold Coast participants are somewhat more transient than the
national average.
Table 7: Participant Living in Accommodation Types (%)

Private residence
Other accommodation, not elsewhere…
5.4
Other supported accommodation
4.3
Boarding/rooming house/hostel or hostel…
4.1
Unknown/unable to determine
3.1
Public place (homeless)
2.3
Psychiatric hospital
1.4
Shelter/refuge
0.9
Homeless persons' shelter
0.9
Specialised mental health community-… 0.7
Domestic-scale supported living facility
0.7
Residential aged care service
0.4
Prison/remand centre/youth training centre
0.2
0

10

75.5

20

30

40

50

60

70

80

Percent

Table 8: Participant Accommodation Tenure (%)

50
45
40
35
30
25
20
15
10
5
0

43.7

17.3

15.6

14.9

8.5

3.1.2 Marital Status
Just under half of the participants (46%) had never married. Approximately one in six (15.8%) were divorced
and 13.3% were separated. Less than one on ten reported to be married or in a de facto relationship and 2.9%
were widowed (see Figure 7). The 2015 annual report did not show statistics pertaining to marital status and
therefore comparisons were not able to be made.
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Figure 7: Participant Marital Status (%)

3.1.3 Education, Employment and Income
As shown in Table 9, just over one quarter of participants (27.5%) had achieved senior secondary education as
their highest education level. The same number of participants (27.5%) had achieved a junior secondary
education. One fifth (20.1%) had not stated their highest education level, while 6.5%, 6.1%, 4.7%, had reached
a certificate level, advanced diploma, and bachelor level respectively. Very few reported a postgraduate
degree (1.6%) or graduate diploma level qualification (1.4%). A small number of participants reported primary
(3.1%) or pre-primary (0.4%) as their highest education. The 2015 annual report did not provide statistics for
level of education. The vast majority of participants (88.1%) were not engaged in any current formal education
(see Table 10). One in twenty participants (4.5%) were currently enrolled in TAFE and 1.6% were enrolled in
university or other higher education.
Table 9: Participant Highest Education Level (%)
Senior Secondary Education
Junior Secondary Education
Not stated/inadequately described
Certificate Level
Advanced Diploma and Diploma Level
Bachelor Degree Level
Primary Education
Postgraduate Degree Level
Graduate Diploma and Graduate Certificate…
Other Education
Pre-primary Education
No Education
0

5

10

15

20

25

30
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Table 10: Current Education Participation (%)
Not engaged in any formal education
Not stated/inadequately described
TAFE/Technical/Vocational/Registered
training organisation
University/other higher education
Other courses
Secondary School
0

20

40

60

80

100

Results indicated that three fifths (60.6%) of participants were not in the labour force. Just under one third
(31.3%) were unemployed and only one in twenty (6.1%) were employed (see Figure 8). Of those employed,
just over three quarters (76.5%) were in part-time work. The proportion of participants ‘not in the labour
force’ was notable higher in the Gold Coast sample when compared to the 2015 annual report statistics (48%).
Analysis revealed that half of the participants (50.2%) were receiving income from the disability support
pension, while one third (33.8%) were receiving some other pension or benefit (including Newstart; see Table
11). Source of income figures for the Gold Coast were comparable with national averages except for ‘nil
income’ which was slightly higher for Gold Coast participants (4.3% versus 2%).

2 6.1

31.3
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Labour Force Status:

Employed

Unemployed

Unknown

Figure 8: Participant Labour Force Status (%)

Not in the labour force
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Table 11: Participant Source of Income (%)
Disability Support Pension
Other pension of benefit (not
superannuation)
Unknown
Nil Income
Paid Employment
Other (e.g. superannuation, investments
etc.)
Compensation payments
0

10

20

30

40

50
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3.1.4 Mental Health Status
As indicated in Table 12, over half of the participants (50.2%) identified a mood (affective disorder) as their
primary mental health diagnosis. Just under one fifth of participants (18.7%) had been diagnosed with
Schizophrenia and over one tenth (11.5%) identified a disorder of adult personality and behavior as their
principal mental health concern. These figures indicated that the Gold Coast participants were more likely to
have a primary mental health diagnosis of mood (affective disorder) compared to the PIR national average
reported in 2015 (38%). Gold Coast participants were also somewhat less likely to have a diagnosis of
schizophrenia (PIR national average was 25%) and more likely to have a diagnosis of adult personality and
behavior (PIR national average was 6%).
Table 12: Primary Mental Health Diagnosis for Closed and Active Participants (%; N = 556)
Mood [affective] disorders
Schizophrenia, schizotypal and delusional disorders
Disorders of adult personality and behavior
Unspecified mental disorder
Neurotic, stress-related and somatoform disorders
Mental and behavioural disorders due to psychoactive…
Behavioural and emotional disorders with onset…
Organic, including symptomatic, mental disorders
Disorders of psychological development
Intellectual disability (intellectual developmental…
Behavioural syndromes associated with physiological…
0

10

20
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40

50

60

As shown in Table 13, 40.1% of participants reported a significant physical health issue. Furthermore, 13.5% of
participants stated that they had a psychical disability. Just under one third of participants (29%) reported
alcohol or other drug abuse (AOD). Intellectual cognitive disability was reported by 12.8% and Acquired Brain
Injury (ABI) and Sensory Speech Disability were reported by 4.5% and 4.3% of participants respectively. On
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closer inspection, analysis revealed that 11.7% of participants reported co-morbid AOD abuse and a significant
physical health issue (see Table 14). In addition, 3.4% reported co-morbid AOD abuse and physical disability,
and 2.9% reported all three co-existing factors. Unfortunately, national data pertaining to PIR participant coexisting factors was not available. Despite these figures, it should be noted that AOD in particular had a
relatively high percentage (18.3%) for factor unknown.
Table 13: Co-existing factors for Closed and Active Participants (N = 556)
Significant Physical Health Issue

40.1

Alcohol and/or Other Drug (AOD) Abuse

52.5

29

Physical Disability

13.5

Intellectual Cognitive Disability

12.8

52.7

18.3

78.4

8.1

73.4

Acquired Brain Injury 4.5

Sensory Speech Disability

7.6

4.3

13.5

86.5

8.8

87.4

8.3

0

20

40

60

Yes (%)

No (%)

Unknown (%)

80

100

120

Table 14: Closed and Active Participants with co-morbid AOD abuse and/or Physical Health Concerns (N = 556)
Co-existing Factors
No. (%)
AOD and Significant Physical Health Issue
11.7
AOD and Physical Disability
3.4
AOD and Significant Physical Health Issue and Physical Disability
2.9
As depicted in Table 15, over four fifths of participants (86.3%) reported previous mental health treatment. Of
these participants, under one fifth (17.8%) reported receiving mental health treatment within the last five
years (see Table 16). Over half (57.2%) of the participants reported a previous hospitalisation for mental illness
treatment. For those previously hospitalised, over one third (37.6%) reported their most recent hospitilisation
for mental illness to be between 12 to 24 months ago (see Table 17). A smaller proportion of participants
(14.3% had been hospitilised in the 12 months prior to engaging in the PIR program. This may reflect the fact
that many individuals will be case managed by community mental health teams following discharge from a
mental health facility. It may also reflect the fact that case managers may cease case management with an
individual once an individual’s acute symptoms have been stabilised, thus inciting a greater influx of
participants into the PIR program 12 months post-discharge. Statistics for national averages relating to past
mental health treatment were not available.
Table 15: Number and Percent (%) of Closed and Active Participants who have had Prior Mental Health
Treatment or been Previously Hospitalised for Mental Illness Treatment (N = 556)
Yes (%)
No (%)
Unknown (%)
Prior Mental Health Treatment
480 (86.3)
23 (4.1)
51 (9.2)
Previously Hospitalised for Mental Illness
318 (57.2)
129
107 (19.2)
Treatment
(23.2)
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Table 16: Length of Time since First Year of Treatment
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Table 17: Length of Time since last Hospitilisation for Those Previously Hospitalised for Mental Illness
Treatment
< 1 year ago
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As shown in Figure 9, over four fifths of participants (81.3%) did not have a carer. This figure was larger than
the national average (60%) indicating that Gold Coast PIR participants were less likely to have a carer when
compared to the rest of the nation. Only 6.7% had a formal carer and 6.5% an informal carer. One in ten
participants had been involuntarily treated under the relevant mental health legislation at the time of intake
(see Figure 10), while over four fifths (82.4%) had remained voluntary. This figure was comparative with the
2014 annual report for mental health legal status of all PIR participants nationwide.
Just under half (44.4%) of the participants were principally being supported by public sector mental health
services, 16.5% by a private psychiatrist, and 14.0% by a general practitioner. One in ten (11.3%) were being
supported by other private mental health professionals (see Table 18). Notably, one in ten were not being
supported by any mental health service at the time of intake. When compared to national averages, Gold
Coast participants appeared to be more likely to have a public sector mental health service supporting them
(35% of all PIR participants were supported by the public sector in the 2015 annual report). Moreover, Gold
Coast participants were less likely to be supported by a General Practitioner (28% for all PIR participants
nationwide) but more likely to be supported by a private psychiatrist (9% nationwide).
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Figure 9: Participant Carer Arrangement (%)
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Figure 10: Participant Mental Health Legal Status (%)
Table 18: Participant Principal Mental Health Service Provider (%)
Public sector mental health service

44.4

Private psychiatrist

16.5

General practitioner

14.0

Other private mental health professional

11.3

None

9.2

Not stated/Unknown

3.4

Other
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3.2 Referrals
As indicated by Table 19, 28.8% of referrals were self-referrals. One in seven (14.4%) were referred by a public
sector community mental health service (clinical), and a similar number (13.3%) were referred by a nongovernment community mental health service. Approximately one in ten (9.4%) were referred by a community
or health care service, 6.3% by a family member or friend, 6.1% by a housing/homelessness support service.
One in twenty (5.4%) were referred by the hospital. This was a similar profile to the 2015 national statistics,
except for self-referrals which were substantially lower for the national average (12%).
Table 19: Participant Referral Source (%)
Self
Public sector community mental health service - clinical
Community mental health service - non government…
Other community or health care service
Family member/friend/carer
Housing/homelessness support service
Hospital
Other private medical practitioner (including…
Other
Employment or Education service
Family service (including family violence, other than…
Private medical practitioner - Psychiatrist
Private medical practitioner - GP
Disability Support Service
Police
Alcohol and other drug treatment service
Cultural Service
Emergency welfare service (other than…
Court
Correctional service
0.0

28.8
14.4
13.3
9.4
6.3
6.1
5.4
3.1
2.3
2.0
1.8
1.4
1.4
1.3
0.9
0.7
0.5
0.4
0.2
0.2
5.0

10.0

15.0

20.0

25.0

30.0

35.0

3.3 Cancellations
From the inception of Gold Coast PIR in November 2013 there were 154 individuals (21.7% of total referrals)
who were not moved to an active status. In other words, these individuals completed the intake process but
did not progress through the assessment phase to become an active participant. This figure is comparable to
the national average reported in the Urbis report. Table 20 outlines the reason for cancellation. As indicated,
three fifths (61.9%) of individuals are cancelled for reasons other than not meeting the eligibility criteria.
When examining the co-existing factors belonging to the cancelled individuals, it is interesting to note that
45.5% had an alcohol or other drug concern. This appears to be significantly higher than the number of active
and closed participants who had an alcohol or drug concern at intake (29%). It is also worthy to mention that
5.8% of the cancelled individuals were homeless as opposed to 2.3% for all active and closed participants. It’s
plausible that theses participants may not have been effectively engaged and as a result service was cancelled.
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Table 20: Reason for Cancellation of Individuals
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Figure 11 gives a brief overview of the findings pertaining to Gold Coast PIR participant demographics. In
summary, a high proportion of Gold Coast participants with SPMI and complex needs have a low education
level, are unemployed and relying on government pensions for their income, move frequently, likely live alone
in a private residence, and have never been married or are a single parent. Participants rarely have a carer
(formal or informal) and are most likely to contact PIR between one and two years from a hospitilisation for
mental illness treatment. High participant cancellation numbers appear to be due to difficulties with contact,
particularly with participants who have co-morbid AOD concerns and/or are experiencing homelessness.
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Gold Coast PIR
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Figure 11: Brief Summary of Gold Coast PIR Participant Demographics
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Participant Outcomes
4.1 CANSAS Assessment of Unmet Need
4.1.1 Participant Unmet Need at Intake

As shown in Figure 12, many participants identified multiple unmet needs at Intake. Over three quarters
identified psychological distress as an unmet need. This percentage appeared to be significantly higher than
the national average which indicated that half of all participants (54%) nationwide identified psychological
distress as an unmet need. High proportions of participants had unmet needs for daytime activities and
company (73.8% and 67.7% respectively). Once again, these percentages sat higher than the national averages
of 54% and 50% for the two domains concerning social activities/social life. Three fifths (62.4%) had an unmet
need for employment and volunteering, while half of all participants had an unmet need for physical health
(55%), money (53.2%) and accommodation (49.3%). Although in line with national figures indicating the top
highest unmet needs, Gold Coast again showed percentages for these domains that sat above the national
averages (2015 annual report showed 42% unmet need for employment and volunteering, 42% for physical
health, 34% for money or budgeting, and 33% for accommodation).
Two fifths (40.1%) of Gold Coast participants had unmet needs for food which represented a figure almost
double that of the national average (22%). Transport was also an unmet need experienced by one third
(30.9%) of participants, a figure that appeared significantly higher than the national average of 21%. The
unmet need of benefits (29%) and child care (25.5%) appeared to be higher for Gold Coast participants when
compared to the 2015 annual report (16% and 15% respectively). Other domains of unmet need paralleled
those indicated in the national report.

90
80
70
60
50
40
30
20
10
0

Intake Unmet Need N = 511

Review Unmet need N = 89

Exit Unmet Need N = 352

Figure 12: Percentage of Unmet Need as measured by the CANSAS Assessment of Need at Intake, Review and
Exit.
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CANSAS percentage scores for needs that were either met or no problem at Intake, Review and Exit are shown
in Figure 13. Upon review of Intake percentages, telephone, basic education, self-care, child-care, safety to
others, transport and drugs and alcohol were rated as the top needs that were either met or no problem
(91.6%, 75.3%, 73.8%, 70.5%, 69.3%, 65.8%, 63.4% and 62.6% respectively). The fact that basic education was
recorded so highly as a met need or no problem is surprising given that MDS findings indicated relatively low
levels of education overall. This is also interesting given employment and volunteering was assessed as a high
unmet need, a fact that is often associated with level of education. These figures however, were similar to
those recorded in the Urbis National report.
Needs that are ‘unknown’ at each assessment time period are shown in Figure 14. The highest ‘unknown’
needs at intake were sexual expression, cultural and spiritual, and intimate relationships (49.1%, 32.5%, and
30.4% respectively). Once again, these figures mirrored those of the national report. This finding is somewhat
concerning however, particularly given the current research pertaining to recovery principles that emphasize
the importance of focusing on relationship development and the role of ‘belonging’ within one’s community. It
may be that facilitators are not comfortable enquiring about these life aspects or that more training in
assessment of these factors is required. Despite this, facilitators have been able to clearly ascertain where
daytime activities or company are unmet, thus distinctly acknowledging problems of social exclusion. It is also
interesting to note that alcohol (22.3%) and drugs (21.7%) are two of the top unknown domains of need. This
result may help to explain why alcohol and drugs do not feature more prominently as unmet needs given
research that suggests the high comorbidity of substance abuse with SPMI. It also likely reflects the denial of
substance abuse by some participants. This finding may suggest that training in motivational interviewing for
facilitators is warranted. This is especially important given the research that indicates poor outcomes for
individuals with SPMI and substance abuse that do not address these comorbid concerns simultaneously.
Accurate identification of dual diagnosis will inform the most appropriate intervention thus increasing efficacy
and long-term outcomes.
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Intake Met Need or No Problem N = 511

Review Met Need or No Problem N = 89

Exit Met Need or No Problem N = 352

Figure 13: Percentage of Met Need or No problem as measured by the CANSAS Assessment of Need at Intake,
Review and Exit.
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4.1.2 Participant Unmet Need at Review
A review CANSAS was completed for 89 participants. The average time between the intake and review
CANSAS’ was 6.9 months or 206 days. As shown in Figure 12, the percentage of unmet needs decreased from
intake to review for each domain except for sexual expression. For the domains of psychotic symptoms,
intimate relationships, self-care, and cultural and spiritual there appeared to be a smaller decline in unmet
need when compared to the other domains. Small decreases in intimate relationships and cultural and
spiritual unmet need are not all that surprising given their high percentage of ‘unknown’ status at Intake. It is
likely that psychotic symptoms are being addressed (likely through psychiatric care), but may not be entirely
remitting for those who had an unmet need of psychosis during the assessment phase. Closer inspection of the
Action Plans will hopefully elucidate difficulties incurred in the system response to self-care.
Over half of the participants still had an unmet need of psychological distress (58.4%). Company (53.9%),
daytime activities (52.8%) and employment and volunteering (51.7%) remained with psychological distress as
the top unmet needs. Two out of five participants still had an unmet need for physical health (40%), and 30.3%
had an unmet need for accommodation. If we consider the high proportions of unmet need remaining in
important domains (such as physical health and accommodation), it is not surprising that high psychological
distress persists for participants. Research (Guarino and Bassuk, 2010) indicates that ongoing physical health
complaints and housing concerns are strongly correlated with increased psychological distress. It should also
be acknowledged that a lack of social recovery (company, daytime needs) is also associated with ongoing
psychological distress (Tew, Ramon, Slade et al., 2011). It is important to consider however, that when basic
physiological needs such as housing and ill health remain, needs pertaining to social inclusion may not be
considered to be of primary concern until other foundational needs are stabilized.
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Figure 14: Percentage of Unknown Need as measured by the CANSAS Assessment of Need at Intake, Review
and Exit.
Over one third (36%) continued to have an unmet need for money/and or budgeting. This unmet need
however is not entirely unsurprising given that employment remained an unmet need for half of the
participants, and that one in seven (15.7%) had an unmet need of benefits. Another potential explanation is
that participants who rely on the disability support pension and other pension or benefits (such as Newstart),
may find this source of income to be inadequate when they have complex needs such as significant physical
health issues that likely attract additional living expenses.
As depicted in Figure 13, the majority of domains showed an increase in ‘met’ or ‘no problem’ from Intake to
Review. Although indicative of good progress, it is important to note that the percentage of ‘unknown’ needs
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appeared to significantly decrease from Intake to Review. A reduction in ‘unknown’ need scores is not
surprising however, given facilitators would have had more time to build an alliance with the participants and
thus would have a better understanding of their needs. Review of the data suggests that the increase in needs
that are met or no problem from Intake to Review is greater than the reduction of ‘unknown’ needs from
Intake to Review. In other words, positive results indicated by increased met need or no problem at review
cannot be solely accounted for by needs that were previously unknown at Intake and now accounted for as
met or no problem.
Sexual expression (53.9%), intimate relationships (37.1%), cultural and spiritual (24.7%), drugs (15.7%) and
physical health (15.7%) remained as the top ‘unknown’ needs. This finding continues to warrant attention
given the importance of ‘relationships’ and ‘belonging’ to community when considering foundational recoveryoriented principles and social recovery. Unidentified dual diagnosis can also have negative implications for
intervention efficacy.

4.1.3 Average length of Time in PIR
For the 372 participants who had exited the PIR program by 31 December 2015, participants remained in the
program for an average of 258 days or 8.6 months (range 10 to 689 days). As shown in Table 21, almost one in
three (30.1%) remained in PIR for 6 to 9 months. One in five (21.8%) remained for 3 to 6 months while one in
seven (14.8%) remained for 9 to 12 months. Interestingly, there was an increase in the number of participants
continuing in PIR for an ‘extended’ period of time. Almost one quarter of participants (22.6%) worked with PIR
for longer than one year. One in twenty-five (4%) stayed in PIR for greater than 18 months. This finding
indicates the magnitude of care coordination required to work with the target population.
Table 21: Average Length of Time in PIR for Closed Participants (%; N = 372)
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4.1.4 Participant Unmet Need at Exit
At the completion of PIR, on average, participants had shown a decrease in the proportion of unmet needs for
all domains when compared to the Intake Unmet needs (see Figure 12). A quarter of all participants (25.9%)
continued to have an unmet need for Employment and Volunteering at exit. Close to a quarter (22.7%) had an
unmet need for company and one fifth (18.2%) had an unmet need for psychological distress. Unmet need
however, cannot be considered in isolation of changes in ‘unknown’ need form intake to exit. It may be more
meaningful to firstly look at positive shifts in met need or no problem from intake to exit.
As depicted in Figure 13, there was an increase in the percentage of ‘met’ or ‘no’ problem for all domains
except for sexual expression and telephone (telephone was over 90% at Intake). Telephone (84.9%), food
(82.1%), self-care (80.7%), benefits (79%), transport (78.7%), child care (78.1%), looking after the home
(77.6%), basic education (77%), accommodation (76.7%), and information and treatment (75.3%) were either a
met need or no problem for over three quarters of all participants at exit. It is important to note however, that
at Intake self-care, childcare, and basic education were rated as over 70% ‘met’ or ‘no problem’ indicating only
small improvements to these already predominantly met domains. The largest increases in percentage from
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Intake to Exit for met need or no problem were for daytime activities, psychological distress, other services,
company, food, employment and volunteering, money, accommodation, and physical health (i.e., increases in
percentage of need met or no problem from Intake to Exit was 41.8%, 38.9%, 35.3%, 31.4%, 28.5%, 28.4%,
28.2%, 26.4%, respectively). Small increases from Intake to Exit were noted for the domains of intimate
relationships, alcohol, and drugs and self-care. It is unknown whether these small increases were large enough
to constitute a significant improvement in these domains.
As shown in Figure 14, percentages of ‘unknown’ needs at exit were greater than ‘unknown’ needs at Intake
for all domains except for cultural and spiritual. Over one quarter of participants had unknown scores for the
domains of sexual expression, intimate relationships, safety to self, psychological distress, drugs, alcohol, and
company (56%, 40.9%, 33.2%. 28.4%, 27.6%, and 25.6% respectively). One cannot assume therefore that these
needs are met or no longer a problem. In fact if the exit CANSAS data for unmet need and unknown are
combined, close to half of the participants would have either unmet or unknown needs for sexual expression,
intimate relationships, company, and psychological distress (63.6%, 57.4%, 48.3%, and 46.6% respectively).
Furthermore, when unmet need or unknown scores at exit are combined, high percentages would show for
employment and volunteering (45.7%) physical health (40.4%), daytime activities (37.2%), safety to self
(35.8%), money (35.8%), drugs (32.4%), and alcohol (32.1%). Although we cannot assume that this indicates
these needs are entirely unmet, we must be cautious not to underestimate the possible implications inferred
from these findings.
In summary, it is necessary to note that despite significant decreases in unmet need from Intake to Exit in all
domains, there were increases in ‘unknown’ needs from Intake to Exit. It is reasonable to assume that some
decreases in unmet need were not necessarily resolved or met, rather these needs were recorded as
‘unknown’ at Exit. Regardless, there were some significant increases in met need or no problem from Intake to
Exit for many important domains. Notwithstanding results indicating an overall improvement in participant
needs, it is important to consider the participant outcomes in greater depth. One potential explanation for
remaining unmet needs upon exit from PIR may be that participants continue to experience an unmet need
despite being referred to an appropriate service by their facilitator. This is particularly pertinent given that
participants have a severe and persistent mental illness and complex needs. Issues of complexity may also
prevent addressing certain unmet needs (e.g., a debilitating physical disability may prevent a participant from
engaging in daytime activities despite wishing to do so or difficulty proving eligibility for the disability support
pension may perpetuate ‘money’ concerns). Alternatively, is there a lack of Gold Coast services available to
meet the unmet needs listed?
When contemplating needs that were met or no problem at exit, it is important to examine why some needs
appeared to show greater improvements than others and what the implication of these findings mean for the
service system. Do the results begin to demonstrate the puzzle of complexity? If meeting unmet needs was as
simple as referring an individual to a service then should we expect to see better results? Or as previously
mentioned, are there simply not enough services on the Gold Coast. Alternatively, do the services exist on the
Gold Coast but are not adequate to cater for the needs of the target population. Moreover, do increases in
‘unknown’ need suggest a poor working relationship between facilitator and participant? With this in mind it
becomes increasingly salient to contemplate the impact of complexity when considering the current
participant outcomes.
As mentioned in the introduction of this report, the sum of a participants unmet needs is not equal to its
whole. In other words, the intricate interwoven pattern of one’s unmet needs, carries with it, its own set of
problems and ‘weight’. An example may be that of an individual who has significant AOD abuse concerns and
is experiencing domestic violence within the home. When referring this individual to a domestic violence
respite center, the individual is declined service due to her comorbid AOD concerns. Add to this, the
significance of the participant’s severe and persistent mental illness. Not only are PIR facilitators attempting to
address unmet needs with the added weight and obliquity of complexity (i.e., denied service to one facility due
to a comorbid concern), they must also consider the influence of one’s mental health and how it interplays
with desired outcomes. Using the example above, imagine the participant had a principal mental health
diagnosis of Borderline Personality Disorder. For this individual, a setback in acquiring safe accommodation
may have the inadvertent effect of increasing her drug use, thus negatively impacting her mental, physical,
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and financial wellbeing. In other words, addressing a participants unmet needs, may not be as straight forward
as simply referring to an available service. Further examination of the CANSAS outcome scores may shed
further light on the impact and pattern of complexity on meeting participant need within the Gold Coast
service system.

4.1.5 Participant Reason for Exit
As indicated in Table 22, three fifths of participants (59.8%) exited due to no longer needing assistance from
PIR. One in five (17.7%) could no longer be contacted and one in ten participants either moved out of the area
or were referred to another PIR or equivalent agency (both 4.8%). A small number of participants (5.9%) needs
did not change but were exited due to the agency not able to provide further assistance.
For the purposes of analysis and elucidating patterns concerning the impact of Gold Coast PIR on participant
outcomes, three groups based on reason for exit (“participant no longer needs assistance from agency”;
“participant can no longer be contacted”; and “participants’ needs have not changed but agency not able to
provide further assistance”) were chosen for closer inspection. It was decided that the other categories
pertaining to ‘reason for exit’ (including “participant moved out of area” or “participant moved to other PIR or
equivalent agency”) were not able to tell a comprehensive story of Gold Coast PIR intervention from Intake to
Exit or some categories had too few participants to give meaningful results.
Table 22: Reason for Participant Exit (%; N = 372)
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On closer inspection (see Table 23) the MDS revealed that “participants’ needs have not changed but agency
not able to provide further assistance”, appeared to be more significantly more likely to have a physical
disability. Interestingly, participants who could no longer be contacted looked to be more likely to have an
AOD concern. Furthermore, participants who exited PIR due to no longer needing assistance seemed to have a
lower incidence of comorbid AOD abuse.
As depicted in Table 24, the length of time participants remained in PIR did not appear to greatly differ based
on participant reason for exit. On average, participants who exited the PIR program due to no longer needing
assistance remained in the program for 10.4 months (range 70 to 672 days). Those who could no longer be
contacted stayed in PIR for an average of 8.1 months (range 29 to 469 days) and participants who’s needs had
not changed but could no longer be assisted remained in the program for 9.6 months on average (range 34 –
659 days). Based on these findings, length of time in PIR can be out ruled as a potential cause to any
differences in outcomes found amongst participants based on reason for exit.
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Table 23: Co Existing Factors Based on Reason for Exit (%)
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Closed due to Participant “no longer needs assistance” N = 195
Closed due to “can no longer be contacted” N = 66
Closed due to “needs have not changed but Agency can no longer assist Participant” N = 22

Table 24: Length of time in PIR Based on Reason for Exit (%)
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4.1.6 Participant Outcomes x Reason for Exit
Figure 15 shows Intake CANSAS scores for closed participants based on reason for exit. As shown, participants
who exited PIR due to “no longer able to be contacted” appeared to demonstrate higher unmet needs for the
domains of food, information on condition and treatment, benefits, drugs and childcare at Intake. Participants
whose “needs did not change but were unable to be assisted any further”, indicated significantly higher needs
for physical health and money at intake as well as higher unmet needs for transport, alcohol and childcare.
Interestingly, looking after the home appeared to be less of an unmet need for the two aforementioned
groups and psychotic symptoms looked to be significantly lower for the participants who were unable to be
assisted by PIR. Accommodation and childcare appeared to be a lower unmet need for participants who exited
PIR due to no longer needing assistance. It is unknown whether these differences are clinically significant
without further statistical analysis.

Gold Coast PIR Evaluation

38

90
80
70
60
50
40
30
20
10
0

Intake: Closed due to Participant “No longer needing assistance” N = 195
Intake: Closed due to “Agency can no longer assist Participant” N = 18
Intake: Closed due to “No Contact with Participant” N = 64

Figure 15: Overview of Intake CANSAS Unmet Need (%) Based on Reason for Exit
Figure 16 shows Exit CANSAS scores for closed participants based on reason for exit. For participants who
exited PIR due to “no longer needing PIR assistance” and for “no longer able to contact participant” reductions
in the proportion of unmet needs from intake to exit were seen for all domains except for the domain of basic
education for participants who could not be contacted. Once again, however, these results may not be
meaningful if ‘unknown’ needs are high.
Figures 17, 18, and 19 show comparison percentages for met needs and no problem at Intake and Exit for the
three groups categorized based on reason for exit. As shown in Figure 17, participants who exited due to no
longer needing agency assistance showed significant improvements in the domains of psychological distress,
company, daytime activities, employment and volunteering, other services, physical health and money.
Conversely, participants who exited due to difficulties with contact did not evidence any improvements (see
Figure 18). Participants whose needs had not changed but could no longer be assisted also did not show any
improvements from intake to exit (see Figure 19).
One method to investigate exit outcomes further is to examine the CANSAS data in more depth. Figure 20
shows the percentage of ‘unknown’ needs by reason for exit. Not surprisingly, participants who were exited
from PIR due to no longer being contactable, have high percentages of unknown needs for all domains. Given
the significantly high percentages of unknown CANSAS data for those participants who were excited due to no
longer being contactable, no conclusions can be drawn regarding participant outcomes. What is more
important, is ascertaining the reason for participant loss of contact and whether reasons of complexity, SPMI,
AOD abuse or trauma are associated. This is particularly important given that this data represents one in five
Gold Coast PIR participants.
The percentages of ‘unknown needs’ for the other two groups were not as high and showed only minor
variations when compared to the Intake ‘unknown’ needs. As a result, the decrease in unmet need from Intake
to Exit for participants who no longer needed PIR assistance can reasonably be assumed to reflect an accurate
shift. The only notable difference in ‘unknown need’ was for the domain of physical health for participants
who were exited due to “needs have not changed but agency no longer able to assist”. Data showed that the
percentage of ‘unknown’ for the domain of physical health increased significantly from Intake to Exit. This is
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particularly interesting given that these participants had a higher incidence of physical disability at Intake
when compared to the other participants. In light of this finding, it may be possible that poor assessment may
be a factor that contributes to poor outcomes for these individuals.
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Exit: Closed due to “No Contact with Participant” N = 52

Figure 16: Overview of Exit CANSAS Unmet Need (%) Based on Reason for Exit
120
100
80
60
40
20
0

Intake: Closed due to Participant “No longer needing assistance” N = 195
Exit: Closed due to Participant “No longer needing assistance” N = 216

Figure 17: Intake and Exit CANSAS Met Need and No problem scores (%) for Participants who Exited Program
due to “Participant No Longer Needs Assistance”
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100
90
80
70
60
50
40
30
20
10
0

Intake: Closed due to “No Contact with Participant” N = 64
Exit: Closed due to “No Contact with Participant” N = 51

Figure 18: Intake and Exit CANSAS Met Need and No Problem scores (%) for Participants who Exited Program
due to “No Longer Able to Contact Participant”
120
100
80
60
40
20
0

Intake: Closed due to “Agency can no longer help Participant” N = 18
Exit: Closed due to “Agency can no longer help Participant” N = 20

Figure 19: Intake and Exit CANSAS Unmet Need scores (%) for Participants who Exited Program due to “Clients
needs have Not Changed but Unable to Further Assist”
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80
70
60
50
40
30
20
10
0

Exit Unknown "No longer needing assistance" N = 216
Exit Unknown "No contact with participant" N = 51
Exit Unknown "Agency can no longer help particpant" N = 20

Figure 20: Percentage of Unknown Needs at Exit Based on Reason for Exit
In summary, for one in five Gold Coast PIR participants, outcomes are unknown due to loosing contact with
them through the course of PIR. This finding is particularly striking and may reflect the literature findings that
people with SPMI (and possibly dual diagnosis) are often difficult to engage. It is unknown whether participant
“drop-out” is due to poor working alliance, however, research suggests that it may well be likely. For
participants who remained engaged with PIR until exit, the biggest gains were shown in the domains of
psychological distress, company, daytime activities, employment and volunteering, other services, physical
health and money.
Biggest gains shown in:
Psychological Distress
Company
Daytime Activities
Employment and volunteering
Other services
Physical Health
Money

Participant
Outcomes
unknown for
one in five
PIR
participants

Loss of
contact
Participant
disengages

Figure 21: Summary of Findings Based on Participant Reason for Exit

Poor
working
alliance?
Why?
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4.1.7 Participant Outcomes x Length of Time in PIR
In addition, length of time in PIR was examined including participants who remained in the program for
extended periods of time, namely greater than 12 months and greater than 18 months. For the analysis of
length of time in program, it was important to include participants who have remained in the program for an
extended period of time to look for any trends or emerging patterns. Given PIR is a new initiative, many
participants who have remained with PIR for periods longer than 12 months may continue to be active
participants. As a result, participants who have worked with PIR for a period over 12 months and remain an
active participant of PIR, were included in the analysis to increase sample sizes and give a more accurate
representation.
As indicated in Table 25, the only difference in co-existing factors between participants based on length of
time in PIR appeared to be for physical disability and significant physical health issue. Participants who
remained in PIR for 12 months or longer tended to report higher levels of physical illness. Figure 22 shows
participant unmet need as measured by the Intake CANSAS. Interestingly, those who remained engaged with
PIR for an extended period of time (i.e., > 18 months) indicated somewhat higher unmet needs for the
domains of company, food, drugs and alcohol.
Prior to inspecting Exit CANSAS scores and interpreting participant outcomes based on reduction of unmet
needs, the ‘unknown’ need CANSAS score percentages were examined based on length of time in PIR. As
shown in Figure 23, those who remained in PIR for a shorter period of time (i.e., 0 to 6 months) tended to have
higher ‘unknown’ needs at intake for safety to self, safety to others, alcohol, drugs, and physical health. This
may indicate a less comprehensive assessment and understanding of need for these particular participants.
Furthermore, as shown in Figure 24, these participants had a significantly higher percentage of ‘unknown’
needs at exit when compared to all other participants. Moreover, there was a marked increase in the
percentage of ‘unknown’ need for these participants from intake to exit. When looking at reason for exit,
participants who remained in PIR for a shorter period (0 -6 months) were more likely to be moved or referred
to another PIR or agency (12.3% versus 4.9% for all participants). These participants were no more likely to exit
due to ‘not able to contact’ when compared to all participants indicating that a lack of contact could not
account for greater’ unknown’ needs at exit.
Interestingly as length of time in PIR increased, the percentage of exit ‘unknown’ needs decreased. This is not
surprising given increased time likely correlates with a stronger working alliance and better understanding of
need. Curiously, participants who were in PIR for less than 6 months were the only participants who showed a
significant increase in ‘unknown’ need from intake to exit. ‘Unknown’ need as measured by the CANSAS did
not appear to differ greatly from intake to exit for participants who were in the program for 6 to 9 months or
12 to 18 months. Moreover, participants who remained in PIR for greater than 18 months showed significantly
decreased levels of ‘unknown’ need from intake to exit.
Figure 25 shows the Exit CANSAS percentage scores for participant unmet need based on length of time in PIR.
When examining only unmet needs for all participants there is a decrease in all domains for all participants
regardless of length of time in program. Given the high percentage of ‘unknown’ needs at exit for participants
who remained in the program for a shorter period of time (i.e., less than 6 months) it is important to be
cautious when interpreting exit data. A decrease in unmet need may not equate to an increase in met need.
Rather, it may indicate a rise in ‘unknown’ need. It also necessary to be cautious when interpreting other
participant data (including specific domains) for the other engagement time periods.
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Table 25: Co-existing Factors Based on Length of Time in PIR
100
90
80
70
60
50
40
30
20
10
0

0 - 6 months N = 121

6 - 12 months N = 167

> 12 months N = 136

> 18 months N = 33

90
80
70
60
50
40
30
20
10
0

Intake: 1 - 6 Months N = 111
Intake: 6 - 12 months N = 150
Intake: < 12 months Active or Closed Participant N = 118
Intake: < 18 months Active or Closed Participant N = 25

Figure 22: Percentage of CANSAS Unmet Need at Intake for Participants by Length of Time in the Program
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70
60
50
40
30
20
10
0

Intake: 0 - 6 months N = 122

Intake: 6 - 12 months N = 150

Intake: > 12 months N = 118

Intake: > 18 Months N = 25

Figure 23: Percentage of ‘Unknown’ Need as Measured by the Intake CANSAS Assessment of Need Based on
Length of Time in PIR
80
70
60
50
40
30
20
10
0

Exit: 0 - 6 months N = 111

Exit: 6 - 12 months N = 159

Exit: > 12 months N = 82

Exit: > 18 Months N = 13

Figure 24: Percentage of ‘Unknown’ Need as Measured by the Exit CANSAS Assessment of Need Based on
Length of Time in PIR
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Figure’s 26 and 27 show the percentage of met need and no problem for all participants at intake and exit
based on length of time in PIR. Except for participants who were engaged with PIR for less than 6 months, each
time group shows an increase in met need or no problem from intake to exit for all domains (with the
exception of telephone). For individuals who were in PIR for less than 6 months there was a positive shift (i.e.,
approximate increase of 20%) in the domains of telephone, accommodation, other services and psychological
distress (see Figure 28). Overall, these gains were not as substantial as gains made by the other time groups.
Participants who remained in PIR for 6 – 12 months made significant improvements in accommodation,
daytime activities, and psychological distress. Other gains in the domains of company, employment and
volunteering, money, other services and physical health were noted. Participants who worked with PIR for
greater than 12 months showed significant increases in met need or no problem for company, daytime
activities, psychological distress, physical health, other services, and food. Other gains were indicated in the
domains of accommodation, employment and volunteering, looking after the home, money, transport, and
safety to self. For longer term participants (i.e., greater than 18 months) significant improvements in met need
or no problem were shown for accommodation, company, daytime activities, employment and volunteering,
food, money, other services, physical health, and psychological distress. In addition, improvements appeared
to be evident for alcohol, benefits, child care, drugs, looking after the home, psychotic symptoms, and
transport (see Figure 29).
In summary, results indicated that despite all groups showing similar levels of met need or no problem at
intake, the longer a participant engaged with PIR, the higher the level of met need or no problem at exit. In
other words, participants who work with PIR for longer periods of time have better outcomes. This is despite
CANSAS exit data suggesting that long-term participants (i.e., > 18 months) continue to show higher unmet
needs for company, money and looking after the home when compared to other participants (see Figure 25). It
is likely that data collection (particularly at exit) is more accurate when a participant has been in the program
for a longer period of time. Therefore remaining unmet needs are likely a true reflection of existing issues for
these participants in comparison to participants who are not in PIR for as long and ‘unknown’ data is higher,
thus skewing results.
45
40
35
30
25
20
15
10
5
0

Exit: 1 - 6 Months N = 106

Exit: 6 - 12 months N = 159

Exit: < 12 months Closed Participant N = 82

Exit: < 18 months Closed Participant N = 13

Figure 25: Percentage of CANSAS Unmet Need at Exit for Participants by Length of Time in the Program

Gold Coast PIR Evaluation

120
100
80
60
40
20
0

Intake: 1 - 6 months N = 111

Intake: 6 - 12 months N = 150

Intake: > 12 months N = 118

Intake: > 18 months N = 25

Figure 26: Percentage of CANSAS Met Need or No Problem at Intake for Participants by Length of Time in the
Program
120
100
80
60
40
20
0

Exit: 1 - 6 months N = 106

Exit: 6 - 12 months N = 159

Exit: > 12 months N = 82

Exit: > 18 months N = 13

Figure 27: Percentage of CANSAS Met Need or No Problem at Exit for Participants by Length of Time in the
Program
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100
80
60
40
20
0

Intake: 1 - 6 months N = 111

Exit: 1 - 6 months N = 106

Figure 28: Percentage of CANSAS Met Need or No problem at Intake and Exit for Participants who engaged
with PIR for < 6 Months
120
100
80
60
40
20
0

Intake: > 18 months N = 25

Exit: > 18 months N = 13

Figure 29: Percentage of CANSAS Met Need or No problem at Intake and Exit for Participants who engaged
with PIR for > 18 Months
Figure 30 shows a summary of findings for participant outcomes based on length of time in PIR. It is important
to consider the implications of these findings on future care coordination activities. Does a better assessment
lead to a better understanding of need which in turn fosters a stronger working alliance? Does a better
working alliance between facilitator and participant result in better participant engagement and the ability to
work together over a longer period of time? Does working over a longer period of time produce better
participant outcomes? The results certainly indicate so. These findings are also in line with the literature that
suggests better outcomes for people with SPMI who receive on-going intervention and have a good working
alliance.
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Participants in PIR < 6 months:
↓ assessment of need at intake
↑ unknown need at exit
↓ Met needs at exit

Participants in PIR for >12
months:

Implications?

↑ physical disability or significant
physical concerns
↑ AOD unmet needs
↑ unmet needs (food, company,
lookimng after the home)
Does better
assessment lead to :

Does this indicate:
Does this indicate:
Better understanding
of unmet need
Poor Assessment

Poor working alliance

More likley to
disengage

Better assessment (do
participants with
physical disability at
intake nessessitate a
more thorough
assessment?)

Do these particpants
really have higher
unmet need or are
they just better
assessed?

Better working
alliance

Participants engage
for longer periods of
time

Better Outcomes
Poorer Outcomes

Better working
alliance (and better
understanding of
unmet need)

Longer term
engagement

Better Outcomes

Figure 30: Summary of findings based on length of time in PIR and implications

4.1.8 Participant Outcomes x Gender
Table’s 26 and 27 show co-existing factors and length of time in PIR based on participant gender. Few
differences emerged between male and female participants. Females may show higher prevalence
rates of significant physical health issues. They may also be more likely to remain engaged with PIR
for longer time periods however the differences shown are small. Further statistical analysis is
required to determine any significant difference based on gender.
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Table 26: Participant Co-existing Factors Based on Gender (%)
100
90
80
70
60
50
40
30
20
10
0

Male N = 222

Female N = 335

Table 27: Length of Time in PIR Based on Gender (%)
50
45
40
35
30
25
20
15
10
5
0
< 6 months

6 - 12 months

12 - 18 months

> 18 months

Male (Closed) N = 149

Female (Closed) N = 223

Male (Active and Closed) N = 222

Female (Active and Closed) N = 335

Figure 31 and 32 indicate only minor differences between CANSAS scores for males and females.
Increases in unknown need from intake to exit do not significantly differ between the two groups
suggesting that both males and females show similar engagement and assessment patterns (e.g.,
neither gender appears to have a higher “drop-out” rate). Shifts in unmet need and met need or no
problem do not appear to significantly differ based on gender. There may be a slight difference in
unmet need for child care with females indicating a higher unmet need at intake however it is
unknown whether this difference is significant. In summary, males and females do not appear to
significantly differ in intake and exit outcome measures.

50

90
80
70
60
50
40
30
20
10
0

Intake: Male Unmet Need N = 206

Exit: Male Unmet Need N = 146

Intake: Female Unmet Need N = 305

Exit: Female Unmet Need N = 206

Figure 31: Percentage of CANSAS Met Need or No problem at Intake and Exit for Participants who
engaged with PIR for > 18 Months
70
60
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40
30
20
10
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Intake: Male Unknown Need N = 206

Exit: Male Unknown Need N = 146

Intake: Female Unknown Need N = 305

Exit: Female Unknown Need N = 206

Figure 32: Percentage of CANSAS Met Need or No problem at Intake and Exit for Participants who
engaged with PIR for > 18 Months

4.1.9 Participant Unmet Need x Principal Mental Health
Diagnosis
As shown in Table’s 28 and 29, few differences exist between length of time in PIR based on primary
mental health diagnosis. The only observable differences appear to be for people with primary a
diagnosis of Neurotic, stress related and somatoform disorders who tend to show shorter working
periods overall with PIR and those with a mental and behavioural disorder due to psychoactive
substance abuse who tend to be more likely to stay with PIR for between 6 to 12 months. It is
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important to note however that both these participant groups have small sample sizes thus making
generalisations more difficult.
Table 28: Length of Time in PIR for Closed Participants Based on Principal Mental Health Diagnosis
100

50

0
> 6 months

6 – 12 months

12 - 18 months

> 18 months

Mental and behavioural disorders due to psychoactive substance use (Closed) N = 8
Schizophrenia, schizotypal and delusional disorders (Closed) N = 78
Mood (affective) disorders (Closed) N = 180
Neurotic, stress-related and somatoform disorders (Closed) N = 11
Disorders of adult personality and behaviour (Closed) N = 43
Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (Closed) N = 10
Unspecified mental disorder (Closed) N = 34

Table 29: Length of Time in PIR for All Participants Based on Principal Mental Health Diagnosis
100

50

0
> 6 months

6 – 12 months

12 - 18 months

> 18 months

Mental and behavioural disorders due to psychoactive substance use (Active Plus Closed) N = 13
Schizophrenia, schizotypal and delusional disorders (Closed plus Active) N = 105
Mood (affective) disorders (Closed plus Active) N = 276
Neurotic, stress-related and somatoform disorders (Closed plus Active) N = 19
Disorders of adult personality and behaviour (Closed plus Active) N = 65
Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (closed plus Active) N = 16
Unspecified mental disorder (Closed plus Active) N = 45

As indicated in Table 30 those with an unspecified mental health disorder are less likely to have had
previous treatment for mental health concerns and are also less likely to have been hospitalised for
mental illness treatment. These participants, however, appear to be more likely to have a co-existing
factor of acquired brain injury (ABI). Participants with behavioural and emotional disorder with onset
usually occurring in childhood or adolescence appear to be less likely to have been hospitilised for
mental illness treatment however show higher incidence of intellectual cognitive disability and
significant physical health issues. They may also be more likely to have co-existing substance abuse.
Not surprisingly, those with a mental or behavioural disorder caused by psychoactive substance abuse
are higher on current substance abuse concerns. Those with a primary diagnosis of adult personality
disorder also appear to indicate higher substance abuse.
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Table 30: Co-existing Factors Based on Principal Mental Health Diagnosis
120
100
80
60
40
20
0
Prior Mental Previously Drug/Alcohol Intellectual
Physical
Sensory
Health
Hospitalised
Abuse
Cognitive
Disability
Speech
Treatment For Mental
Disability
Disability
Illness
Treatment
Mental and behavioural disorders due to psychoactive substance use

Significant
Acquired
Physical
Brain Injury
Health Issues

Schizophrenia, schizotypal and delusional disorders
Mood (affective) disorders
Neurotic, stress-related and somatoform disorders
Disorders of adult personality and behaviour
Behavioural and emotional disorders with onset usually occurring in childhood and adolescence
Unspecified mental disorder

Table 31 shows the participants who exited due to “no contact” based on principal mental health
diagnosis. As depicted, those with a mental or behavioural disorder due to psychoactive substance
abuse are more likely to disengage from PIR or become uncontactable. It also appears that
participants with an adult personality disorder may also be somewhat more likely to disengage.
Interestingly, these findings closely mirror participants with greater AOD concerns highlighting the
complex nature of maintaining engagement with dual diagnosis participants.
Table 31: Percent of Participants who exited PIR due to “No Contact” Based on Principal Mental
Health Disorder
35
30
25
20
15
10
5
0
Mental and Schizophrenia,
behavioural schizotypal and
disorders due delusional
to
disorders
psychoactive
substance use

Mood
(affective)
disorders

Neurotic,
Disorders of
stress-related
adult
and
personality
somatoform and behaviour
disorders

Behavioural Unspecified
and emotional
mental
disorders with
disorder
onset usually
occurring in
childhood and
adolescence

As shown in Figure 33, there are some differences between participants for unmet need at intake
based on principal mental health diagnosis. Participants with a principal mental health diagnosis of
mental and behavioral disorder due to psychoactive substance use appear to have a higher unmet
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need for company and lower unmet needs for psychological distress, transport, looking after the
home, child care and self-care. Interestingly, these participants do not show unmet needs for drugs
and alcohol that are substantially above other participants. Furthermore, these participants show
lower unmet needs for intimate relationships and sexual expression despite having high unmet needs
for company. This may be due however, to the low sample size for this particular set of participants or
it may reflect poor assessment. Not surprisingly, participants with a diagnosis of schizophrenia
showed higher unmet needs for psychotic symptoms. They also showed a lower unmet need for
benefits which likely indicates that accessing the disability support pension is less problematic for
these participants. Given that schizophrenia is widely recognized as a severe and persistent mental
health condition, this finding is not unexpected.
Participants with a principal mental health diagnosis of mood (affective) disorder had the highest
percentage of unmet need at intake for psychological distress at intake. Those diagnosed with a
neurotic, stress-related and somatoform disorder showed higher unmet needs for money, transport,
looking after the home and basic education and appeared to have lower unmet needs for other
services, information on condition and treatment and alcohol. Participants with a disorder of adult
personality disorder showed somewhat higher unmet needs for safety to self, psychotic symptoms,
and drugs. This finding is not surprising given these difficulties are listed as common symptoms for
people with a diagnosis of borderline personality disorder (i.e., self-harm, suicidality, delusional
thinking, and substance abuse). They also showed higher unmet needs at intake for accommodation.
Lower unmet needs for company, intimate relationships, safety to self, psychotic symptoms, alcohol,
and sexual expression were shown for participants with a principal mental health diagnosis of
behavioral and emotional disorders with onset usually occurring in childhood and adolescence. These
participants, however appeared to have higher intake unmet needs for accommodation, food, looking
after the home, information on condition and treatment and safety to others. It is interesting to note
that these participants didn’t show elevated unmet needs for AOD concerns given that MDS data
suggested a high prevalence of substance abuse once again highlighting the issue of accurate
assessment and the ability to be able to foster a healthy working relationship in which disclosure is
more likely. Participants with an unspecified mental health disorder demonstrated higher intake
unmet needs for other services and lower intake unmet needs for physical health and drugs. It is
important to note that further statistical analysis is required to ascertain whether any differences in
unmet need at intake are clinically significant.
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100.0
90.0
80.0
70.0
60.0
50.0
40.0
30.0
20.0
10.0
0.0

Intake: Mental and behavioural disorders due to psychoactive substance use N = 13
Intake: Schizophrenia, schizotypal and delusional disorders N = 89
Intake: Mood [affective] disorders N = 257
Intake: Neurotic, stress-related and somatoform disorders N = 19
Intake: Disorders of adult personality and behaviour N = 63
Intake: Behavioural and emotional disorders with onset usually occurring in childhood and adolescence N = 16
Intake: Unspecified mental disorder N = 40

Figure 33: Percent of Intake CANSAS Unmet Needs Based on Principal Mental Health Diagnosis
With some exceptions, the majority of participants showed a decrease in unmet need from intake to
exit for all domains regardless of principal mental health diagnosis. As previously discussed, when
interpreting decreases in unmet need from intake to exit it is important not to assume that this
indicates improvements in met needs due to possible increases in the amount of ‘unknown’ needs
from intake to exit. ‘Unknown’ need showed an increase from intake to exit for most of the diagnostic
groups. There is a particularly marked increase in unknown needs for mental and behavioural
disorders caused by psychoactive substance use (see Figure 34). As previously noted, these
participants were more likely to exit PIR due to lack of contact, once again highlighting the complexity
of dual diagnosis and potentially poorer outcomes. Interestingly, for those with a principal mental
health diagnosis of ‘unspecified’, there appears to be a decrease in ‘unknown’ needs from intake to
exit. This also appears to be the case for some domains for those with a primary diagnosis of
behavioural and emotional disorders with onset typically in childhood or adolescence.
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90
80
70
60
50
40
30
20
10
0

Exit: Mental and behavioural disorders due to psychoactive substance use N = 13
Exit: Schizophrenia, schizotypal and delusional disorders N = 105
Exit: Mood (affective) disorders N = 169
Exit: Neurotic, stress-related and somatoform disorders N = 11
Exit: Disorders of adult personality and behaviour N = 67
Exit: Behavioural and emotional disorders with onset usually occurring in childhood and adolescence N = 17
Exit: Unspecified mental disorder N = 46

Figure 34: Percentage of Exit CANSAS ‘Unknown’ Needs Based on Principal Mental Health Diagnosis
Further analysis revealed a pattern regarding common increases in met need or ‘no problem’ for most
diagnostic groups. Food, psychological distress, daytime activities, company, physical health, money
and accommodation were the domains most likely to improve from intake to exit. The degree in
which gains were achieved varied however depending on principal mental health diagnosis.
Participants with a principal mental health diagnosis of schizophrenia or mood (affective) disorders
appeared to show the greatest gains in met need or no problem (increases ranging from 30% to 40 %;
see Figure 35 and 36). It is noteworthy to recognize that participants with a diagnosis of schizophrenia
showed significant gains in the domain of psychotic symptoms. This is particularly important given
that CANSAS outcomes for all participants combined showed only small improvement in met need or
no problem. It may indicate that psychosis is being addressed better for those who have a diagnosis
of schizophrenia.
Those with a principal diagnosis of neurotic disorder showed a similar profile to those with a mood
(affective) disorder, however gains were not as pronounced. Participants with a principal diagnosis of
adult personality disorder, unspecified disorder or behavioural emotional disorders with onset usually
occurring in childhood or adolescence indicated improvement in met need or ‘no problem’ for the
domains of accommodation, food, daytime activities, other services, benefits, information and
psychological distress but the increase was not as pronounced as that of the aforementioned groups
(approximately 12% increase for adult personality disorder and unspecified mental disorder and 15%
to 20% for behavioural and emotional disorders usually onset during childhood or adolescence; for
example, see Figure 37).
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100
90
80
70
60
50
40
30
20
10
0

Intake: Schizophrenia, schizotypal and delusional disorders N = 89
Exit: Schizophrenia, schizotypal and delusional disorders N = 80

Figure 35: Percentage of CANSAS Met Need or No Problem for Participants with a Principal Mental
Health Diagnosis of Schizophrenia, Schizotypal and Delusional Disorders at Intake and Exit
100
90
80
70
60
50
40
30
20
10
0

Intake: Mood (affective) disorders N = 257

Exit: Mood (affective) disorders N = 169

Figure 36: Percentage of CANSAS Met Need or No Problem for Participants with a Principal Mental
Health Diagnosis of Mood (Affective) Disorders at Intake and Exit
Despite, participants with a principal diagnosis of mental and behavioural disorders caused by
psychoactive substance use showing a decrease in met need or ‘no problem’ for many domains, the
declines evidenced may be representative of the increase in ‘unknown’ met need from intake to exit.
In other words, participants with a mental disorder caused by psychoactive substance use did not
show any significant gains overall.
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120
100
80
60
40
20
0

Intake: Disorders of adult personality and behaviour N = 63
Exit: Disorders of adult personality and behaviour N = 40

Figure 37: Percentage of CANSAS Met Need or No Problem for Participants with a Principal Mental
Health Diagnosis of Adult Personality Disorder at Intake and Exit
In summary, participants with a principal diagnosis of schizophrenia or mood (affective) disorder
tended to show better outcomes than the other disorders. Participants with a principal mental health
disorder caused by psychoactive substance use did not show significant improvement. Poor
engagement rates and exit due to “no contact” appear to contribute to poorer outcomes. It may be
that substance abuse is associated with higher drop-out rates indicating that Gold Coast PIR is not
accommodating dual diagnosis effectively. It may be a lack of integrated care, a lack of skill to
adequately assess AOD abuse and motivate participant’s to consider change, or difficulty in
maintaining a strong therapeutic alliance with dual diagnosis participants. Figure 38 gives a summary
of findings related to principal mental health diagnosis.

Better Outcomes:
Schizophrenia,
schizotypal or
Delusional Disorder
Mood (affective)
Disorder
Poorer Outcomes:
Mental and
Behavioural
Disorders Due to
Psychoactive
Substance Use

Is this related to:
Working Alliance?
Ability to engage?
Dual Diagnosis?

Figure 38: Summary of findings for Principal Mental Health Diagnosis
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4.1.10 Participant Outcome x Co-existing Factor
The following analysis looks at outcomes for participants who reported a co-existing factor at intake.
As shown in Tables 32 and 33, there doesn’t appear to be a significant difference between length of
time spent with PIR based on participant co-existing factor except for participants with a sensory
speech disability. These participants appear to remain in PIR for longer periods of time however
further statistical analysis is required to confirm clinical significance. As indicated in Table 34, not
surprisingly participants with a physical disability are also more likely to have a comorbid significant
physical health concern. In addition, participants with an acquired brain injury are more likely to show
a comorbid intellectual cognitive disability. Participants with a sensory speech disability appear to be
less likely to have an AOD concern. Interestingly, a large proportion of participants who endorse a coexisting factor at intake have a comorbid significant physical health concern. These findings further
support research suggesting that people with a SPMI are likely to endorse a complex array of
comorbid difficulties including poor physical health. Interestingly however, rates of comorbid AOD
abuse appear to be lower than that endorsed by the current literature for people with SPMI. It may
be that participants are reluctant to disclose AOD abuse at intake and instead require a trusting
working alliance.
Table 32: Length of Time in PIR for Closed Participants Based on Co-existing Factors
60.0
40.0
20.0
0.0
< 6 months

6 - 12 months
12 - 18 months
Alcohol and/or Other Drug Abuse (Closed) N = 115

> 18 months

Intellectual Cognitive Disability (Closed) N = 46
Physical Disability (Closed) N = 41
Sensory Speech Disability (Closed) N = 15
Significant Physical Health Issue (Closed) N = 129
Aquired Brain Injury (Closed) N = 14

Table 33: Length of Time in PIR for Closed and Active Participants Based on Primary Mental Health
Diagnosis
60.0
40.0
20.0
0.0
< 6 months

6 - 12 months

12 - 18 months

Alcohol and/or Other Drug Abuse (Closed plus Active) N = 182
Intellectual Cognitive Disability (Closed plus Active) N = 71
Physical Disability (Closed plus Active) N = 76
Sensory Speech Disability (Closed plus Active) N = 24
Significant Physical Health Issue (Closed plus Active) N = 220
Aquired Brain Injury (Closed plus Active) N = 11

> 18 months
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Table 34: Percent of Participants who have Comorbid Conditions based on Co-existing Factor
100
90
80
70
60
50
40
30
20
10
0
Prior Mental Previously Drug/Alcohol Intellectual
Health
Hospitalised
Abuse
Cognitive
Treatment For Mental
Disability
Illness
Treatment

Physical
Disability

Sensory
Speech
Disability

Significant
Acquired
Physical
Brain Injury
Health Issues

Alcohol and/or Other Drug Abuse N = 181

Intellectual Cognitive Disability N = 72

Physical Disability N = 81

Sensory Speech Disability N = 24

Significant Physical Health Issue N = 222

Aquired Brain Injury N = 25

As shown in Figure 39, when examining unmet need at intake based on participant co-existing factor,
there are a few emerging patterns. Not surprisingly, participants with an AOD concern show higher
unmet needs for alcohol and drugs. They also demonstrate slightly higher unmet need for
accommodation. Participants with a sensory speech disability tend to show higher unmet needs for
money and transport. As is to be expected, participants with either a physical disability or significant
physical health issue show greater unmet needs for the domain of physical health.
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Figure 39: Percentage of Intake CANSAS Unmet Needs for Participants Based on Co-existing Factors
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Prior to interpreting participant outcomes based on decreased unmet needs and increased met or ‘no
problem’, the needs recorded as unknown were examined based on participant co-existing factors
(see Figures 40 and 41). An emerging theme was apparent for participants with a sensory speech
disorder. For these participants there were significantly greater unknown needs recorded for
company, accommodation, and telephone at intake. Even though these results represent a small
proportion of participants, it is still alarming to consider that these domains were unknown following
an initial assessment. It may be that communication difficulties impeded assessment, however it is
unknown why other domains did not show a similar pattern of results.
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Figure 40: Percentage of Intake CANSAS Unknown Needs Based on Participant Co-existing Factors
70
60
50
40
30
20
10
0

Exit: Alcohol and/or Drug Abuse N = 111

Exit: Intellectual Cognitive Disability N = 45

Exit: Physical Disability N = 38

Exit: Sensory Speech Disability N = 13

Exit: Significant Physical Health Issue N = 120

Exit: Acquired Brain Injury N = 14

Figure 41: Percentage of Exit CANSAS Unknown Needs Based on Participant Co-existing Factors
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When investigating differences in unknown needs between intake and exit, some interesting patterns
emerged. Firstly, participants with co-existing factors of acquired brain injury (ABI) or intellectual
cognitive disability show no difference between intake and exit CANSAS unknown need scores. The
only exception was for the domains of psychological distress and drugs which increased in unknown
status at exit for people with an ABI. Table 35 show the percent of participants who disengage due to
“no contact”. It does not appear that participants with an ABI or intellectual cognitive disability are
less likely to disengage. It cannot therefore be concluded that participants with a cognitive deficit are
more likely to remain engaged with PIR and/or facilitators are better able to build a strong working
alliance with them thus maintaining a better assessment. It is not clear why participants with a
cognitive deficit had better assessment data.
Participants with a physical disability or significant physical health issue showed a similar pattern of
results with small increases in unknown need from intake to exit for most domains except for physical
health and psychological distress which showed larger increases. It is concerning that physical health
and psychological distress are less understood than other needs, particularly concerning the impact of
distress and poor health on one’s ability to cope. Participants with co-existing factor of AOD abuse
and sensory speech disability showed the largest increases in unknown need from intake to exit.
These results were particularly significant for participants with substance abuse concerns given the
large sample size results were extracted from (see Figure 42). Interestingly, the reason for exit ‘no
longer able to contact’ was not substantially greater for participants with co-existing AOD abuse
(23.3% versus 17.7% for all participants) Once again, findings implicate the especially unpredictable or
more difficult nature of successfully engaging participants with substance abuse concerns in care
coordination/intervention and/or assessment. It may be that participants with comorbid substance
abuse are not more likely to prematurely disengage or become uncontactable, but they certainly
demonstrate a pattern of difficulty with assessment. The ability to adequately assess a participant
likely correlates with working alliance. It cannot be ruled out that facilitator working alliances’ with
participants with AOD issues are more tenuous.
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Figure 42: Percentage of CANSAS Unknown Needs at Intake and Exit for Participants with a Co-existing
Factor of Alcohol and Drug Abuse
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Table 35: Percent (%) of Participants who exit due to “No Contact” Based on Co-existing Factor
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Exit: Alcohol and/or Drug Abuse N = 111

Exit: Intellectual Cognitive Disability N = 45

Exit: Physical Disability N = 38

Exit: Sensory Speech Disability N = 13

Exit: Significant Physical Health Issue N = 120

Exit: Aquired Brain Injury N = 14

Figure 43: Percentage of Exit CANSAS Unmet Needs for Participants Based on Co-existing Factors
Once again, comparisons between intake and exit CANSAS unmet needs showed a decrease in unmet
need for most domains regardless of the presence of any participant co-existing factor (see Figure 43).
Changes in met need or no problem were examined from intake to exit for participants with coexisting factors. Overall, there did not appear to be any great differences between participants for
intake or exit met need or no problem based on co-existing factor (see Figures 44 and 45). When
participants were more closely reviewed based on the presence of a co-existing factor, participants
showed similar patterns of gain with psychological distress, daytime activities, physical health,
information on condition and treatment, company, transport and other services (increases of
approximately 30% to 40% from intake to exit). Participants with comorbid substance abuse showed
smaller gains for the domains of employment and volunteering and safety to self. These participants
indicated improvement in alcohol and drugs of < 10% from intake to exit.
Notably, participants with a co-existing factor of physical disability showed a similar pattern of results
as the majority of participants, however the degree to which participants improved from intake to
exit (as measured by CANSAS met need or ‘no problem’) was significantly less. These participants
showed increases from intake to exit for met need or no problem of approximately 10% to 15% (see
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Figures 46 and 47 for comparison between co-existing factors of significant physical health issue and
physical disability).
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Figure 44: Percentage of CANSAS Met Need or No Problem at Intake Based on Participant Co-existing
Factor
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Figure 45: Percentage of CANSAS Met Need or No Problem at Exit Based on Participant Co-existing
Factor
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Figure 46: Percentage of CANSAS Met Need or No Problem at Intake and Exit Based for Participants
with a Co-existing Factor of Significant Physical Health Issue
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Figure 47: Percentage of CANSAS Met Need or No Problem at Intake and Exit Based for Participants
with a Co-existing Factor of Significant Physical Disability
In summary, participants with a co-existing factor of AOD and sensory speech abnormality showed a
pattern of “poorer” assessment over the course of intervention. It is not known whether this finding is
linked to working alliance with facilitator or lack of understanding of need, as these participants did
not evidence significantly higher levels of “drop-out”. Participants with a physical disability
demonstrate outcomes that are significantly below that of participants who do not have a physical
disability. It is unknown whether this is due to a lack of service availability or increased complexity?
Figure 48 provides a summary of findings regarding co-existing conditions.
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AOD Abuse and Sensory Speech
Disability
↑Unknown need
↓ Assessment?
↓Working alliance?
↓Ability to understand Dual
diagnosis need?
Physical Disability
↓ Poorer Outcomes
↓Services available?
↓Greater complexity?

Figure 48: Summary of Findings for Participants with a Co-existing Factor

4.1.11 Re-engaging Participants
An important area to evaluate is participants who have worked with PIR, been exited from the
program and then subsequently re-engaged with PIR. Although not unexpected given the inherent
nature of SPMI and its associated complexities, re-engaging participants give vital information about
how the service system has not been able to meet their needs or create sustainable outcomes. Not
only can we make inferences about PIR’s role in assisting these participants, but we can also examine
participant characteristics that may contribute to unsustainable outcomes or the need to re-engage.
In total, as of 31st December 2015, 16 participants had re-engaged with PIR after exiting an initial
engagement. The average length of time spent in PIR for the first engagement was 223 days or 7.4
months (range 71 to 393 days; see Table 36). Although only a small sample (making generalisations
difficult), re-engaging participants appear to be less likely to remain in PIR for extended periods of
time (i.e., > 12 months). As shown in Table 37, re-engaging participants may be more likely to exit PIR
(after their 1st engagement) due to difficulties with contact when compared to all closed participants.
They also appear to have a lower incidence of a significant physical health concern (see Table 38).
Interestingly, re-engaging participants appear more likely to have a principle mental health diagnosis
of schizophrenia, schizotypal or delusional disorder (43.75% versus 18.7% for all active and closed
participants).
Table 36: Length of Time (%) Re-engaging Participants Remained with PIR during their First
Engagement and second engagement N = 16
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80
60
40
20
0
< 6 months
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All Closed Participants N = 372
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1st Engagement N = 16

> 18 months
2nd Engagement N = 9
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Table 37: Re-engaging Participants: Reason for Exit from 1st Engagement
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Other
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Table 38: Co-existing factors (%) for Re-engaging Participants N = 16
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Table 39 shows the amount of time between the 1st and 2nd engagement. On average, 140 days or
4.7 months was the length of time between engagements (range 420 to 14 days). Nine participants
have subsequently finished working with PIR following their 2nd engagement period. Table 36 shows
the duration of re-engaging participants 2nd engagement. On average, the second engagement period
was shorter than the first (130 days or 4.2 months; range 58 to 205 days) and briefer than the average
length of time spent with PIR when compared to all closed participants.
Table 39: Average Length of Time between 1st and 2nd Engagement with PIR for Re-engaging
Participants N = 16

Count
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5
0
> 3 months

3 – 6 months

6 – 9 months

9 – 12 months
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4.1.11.1 1st Engagement Outcome
Overall, CANSAS Assessment of Need indicated a decrease in unmet need from intake to exit for the
first engagement period (see Figure 48). Company (25%), employment and volunteering (31.25%) and
intimate relationships (25%) remained the top unmet needs. These results closely resembled that of
all closed participants. Unknown need increased significantly for all domains from intake to exit
(average increase > 30%; see Figure 49). Strikingly, percentage of unknown need for psychological
distress at exit was 62.5% an increase of 56% from intake. In other words, for 10 out of 16 re-engaging
participants, psychological distress was unknown when they exited their first engagement. If reengaging participants who were exited from their initial engagement due to contact issues were
removed from this sample, it still leaves five participants or over 30% of the sample where
psychological distress is unknown. This likely suggests that the working relationship between
facilitator and participant was not familiar and therefore could not be strong. A concerning finding,
given that literature shows a significantly strong positive correlation between working alliance and
participant outcomes.
Overall, increases in unknown need over the first engagement period appeared smaller than
decreases in unmet need. This indicated that positive gains were achieved. Upon inspection of
CANSAS met need or no problem (see Figure 50), re-engaging participants showed modest increases
in the domains of other services (28%), food (21%), employment and volunteering (17.5%) daytime
activities (17%), and accommodation (15%). Interestingly, the CANSAS data showed a decline in the
percentage of met need or no problem for safety to others (-35%), cultural and spiritual (-29%), safety
to self (-29%) and transport (-25%). These decreases however, could be accounted for by increases in
unknown data for these domains from intake to exit.
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Figure 48: Re-engaging Participants: Percentage of CANSAS Unmet Need at Intake and Exit for both
Engagement Periods

4.1.11.2 2nd Engagement Outcomes
When participants re-engaged, unmet needs closely resembled the unmet need recorded during
intake at their first engagement indicating a regression from the time they exited PIR. Percentage of
unknown needs were similar at both intake time periods indicating that facilitators were able to
recoup assessment information missing at exit from the first engagement. Participants demonstrated
improved met needs or no problem from their first engagement to their second engagement (i.e., an
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average percentage increase of 15% to 20%) in the domains of cultural and spiritual, psychological
distress, and psychotic symptoms. It should be noted however, that the domain of cultural and
spiritual was largely ‘unknown’ at the first intake assessment and therefore higher percentages may
not equate to a gain in this domain, rather more accurate assessment of need. Overall, results
indicated that participants presented with similar proportions of met need or no problem at their 2nd
engagement as when they initially engaged. Of utmost importance is the finding that any gains
achieved during the first engagement period with PIR were not sustained. Namely, increases in met
need or no problem from intake to exit during the first engagement for other services, food,
employment and volunteering, daytime activities, and accommodation were not maintained.
Of the nine participants who have exited their second engagement with PIR, six exited because they
no longer needed assistance, one exited because they could no longer be contacted, two moved into
different regions and one participant is deceased. With such small numbers, it makes it difficult to
interpret exit results and generalise findings. Nonetheless, participants showed a pattern of re-gaining
met needs or no problem for each of the domains that had declined during the time between
engagements. In other words, accommodation, food, employment and volunteering, other services
and daytime activities showed significant improvement from intake to exit during the second
engagement.
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Figure 49: Re-engaging Participants: Percentage of CANSAS Unknown Need at Intake and Exit for both
Engagement Periods
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Figure 50: Re-engaging Participants: Percentage of CANSAS Met Need or No Problem at Intake and
Exit for both Engagement Periods
On closer inspection of the re-engaging participants’ intake notes, there was an alarming number of
re-engaging participants who reported childhood sexual or physical abuse histories. In fact, one in
four participants clearly stated that they had experienced childhood abuse. This finding was
particularly striking given that PIR participants do not always clearly articulate histories of abuse even
when it has occurred. At intake participants are not asked about childhood experiences. It was
evident that these re-engaging participants had an understanding that trauma continued to impact
their mental health. Of the remaining re- engaging participants, all but two of the participants
reported that they were experiencing either homelessness and/or AOD substance abuse, had been
imprisoned, had a personality disorder, suffered from PTSD, had trust issues in interpersonal
relationships, or a combination of these. All of these factors have strong correlations with the
experience of trauma. In addition, case notes revealed that almost all re-engaging participants were
notoriously difficult to contact or had poor engagement with their facilitator.
Poor engagement and avoidance of contact may indicate avoidance of relationships and/or situations
that have previously been experienced as traumatic, a behaviour that is extremely common in people
with SPMI (e.g., Mueser, Rosenberg, Goodman & Trumbetta, 2002). Poor engagement and/or poor
working alliance is associated with poor outcomes. It should be noted that there are only minor
improvements in AOD abuse needs during both engagement periods. This is concerning given the
evidence that suggests poor outcomes are likely when dual diagnosis concerns are not addressed.
Another crucial piece of information was that 75% of all re-engaging participants were male. This is
compared to the average of 39.9% for male PIR participants.
In summary, re-engaging participants appear to have a high reported incidence of childhood trauma
or report co-existing features that are highly suggestive of past trauma exposure. These participants
also demonstrate avoidance of contact and/or poor engagement which is suggestive of a poor
working alliance with their facilitator. Figure 51 shows a conceptualisation of what may be occurring
with re-engaging participants. Interpersonal difficulties due to trauma histories may contribute to
under-developed or poor working alliances. When working alliances with facilitators are poor, it is
extremely likely that working alliances will be poor with other treatment providers unless these other
workers are highly skilled and trauma-informed. As a result, simply linking individuals with SPMI and
complex needs to multiple supports and services will not necessarily resolve unmet needs.
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Participants need a strong working alliance with one important worker (namely the facilitator) so that
any break-down in relationship between participant and service can be monitored and rectified with a
trusted source. It is not reasonable to assume that a trauma survivor can adequately and
independently manage multiple interpersonal relationships. These participants need assistance and
support to do so. The facilitator almost has to ‘act’ as a relationship coach by enacting and reinforcing
a trusting, warm, and safe working relationship with the participant whilst monitoring other working
relationships with service providers. In order to do this, facilitators must be highly skilled and traumainformed. This may be even truer for male participants? Male’s survivors of trauma may be even
more likely to disengage due to feelings of shame, utilising avoidance to avoid uncomfortable
emotions.
PIR takes
referral
Participant has:

Participant has
high unmet
needs

↑ past trauma
exposure

↓ Avoidance of
contact

Services'
disengage/exit

↓ Poor engagement
↓ Trust

↓ Particpant has poor
working relationship
with new services due to
avoidance and lack of
trust

↓ Poor working
alliance

PIR exits

Connected to other
services/support

Figure 51: Conceptualisation of Re-engaging Participants and hypothesis regarding poor outcomes

4.2 Participant Feedback Survey
Eighty-eight participants completed the Participant Feedback Survey over a twelve month period
(from December 2014 to December 2015). Analysis revealed that responses remained consistent over
time (i.e., no data trends by time period were identified). As a result, the results were combined. It is
important to note that many participants were unable to be contacted for participation in the survey.
In addition, many participants declined to participate. Therefore, when interpreting the following
results, it is necessary to remain mindful that the results mat not accurately reflect the entire
spectrum of PIR participants.
As shown in Table 40, over 70% of respondents found PIR to be very helpful or extremely helpful in
their recovery journey. Over 74% of respondents found it easier to access the support they needed
(see Figure 52). Four in five respondents reported that they felt heard and respected by their PIR
workers, that they were given enough information, that they were in charge of their own recovery
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journey and that PIR helped them to make positive choices that improved their life. Just over 70% of
respondents felt confident to access the support they need in the future. Approximately 50% of
respondents stated that they had received IFF. The majority of these participants rated the IFF
purchases as helpful. Many respondents stated that although useful, the need for which the IFF was
dispensed continues to remain an issue and something that they continue to work on. Financial
constraints appeared to be the main reason these issues remained.

Count

Table 40: How helpful has PIR been in your recovery journey? (Recovery journey refers to "reclaiming
your life" beyond mental illness/adversity).
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been easier to access the support
you need?
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access the support you need in the
future?
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Figure 52: Participant ability to access support
According to the respondents’ perspective, the top services/help they were able to access with PIR’s
support was for financial, mental health, information, and accommodation (see Table 41). When
asked if there was any support/help that they wanted to access but were unable, approximately 10%
of respondents suggested accommodation, relationship support, and transport.
Table 41: What help and/or services were you able to access with PIR’s support?
50%
40%
30%
20%
10%
0%
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Figure 53 shows the qualitative themes that emerged when respondents were asked to expand on
what they liked about PIR and how it was helpful. Larger boxes and darker hues signify stronger
themes or responses that were more frequently elicited. Two main themes emerged when
respondents described positive experiences with PIR: good relationship with facilitator (PIR worker)
and the advantages of care coordination. The majority of responses described a good relationship
with their PIR worker. Upon further analysis regarding participant-worker relationships, three key
themes emerged: feeling that someone was truly present and available to them (i.e., PIR facilitators
were friendly, warm, non-judgemental, and took the time to listen to the participant); feeling that
their PIR worker took the time to provide valuable information; and feeling supported by their PIR
worker (i.e., felt that their facilitator truly cared about and supported their goals and personal wellbeing/growth). Secondly, a theme of care coordination emerged and an appreciation for the
opportunities it allowed, including access to necessary services and collaboration between important
stakeholders.
What did you like about PIR? How was it helpful?

Nice person/friendly

Presence/Trust
Non-judgmental

Good Relationship

Listened
Information

Supportive

Personal
Growth/Recovery

Came to my home

Housing
Access to services
Social activities

Care Coordination
Collaboration

Figure 53: Qualitative themes: “What did you like about PIR?”

All stakeholders
working together
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Figure 54 shows the qualitative themes that emerged when respondents reflected on what they
didn’t like about PIR or what they felt could be improved. It should be noted that only approximately
25% of respondents answered this question. Interestingly, however, when a respondent did answer,
their responses were lengthy and highly emotive. Once again, relationship with facilitator emerged as
the strongest theme. When participants were disgruntled with the assistance they received from PIR,
there was a theme of feeling displeased with the relationship they shared with their PIR worker.
The theme of poor relationship had two key domains: feeling that the facilitator was not trustworthy
or unhelpful and feeling that poor communication on behalf of the facilitator resulted in poor
outcomes. When teased out further, respondents who felt that their facilitator was unhelpful gave
responses that attributed hostility to the facilitator. Themes indicated that facilitators were perceived
as rather harsh and uncaring, telling respondents what they had to do and at times ‘abandoning’ the
participant because “they couldn’t be bothered” or they “didn’t like” the participant. Themes
emerging from poor communication suggested that facilitators were perceived as time poor and
unable to provide the care and time necessary to meet the participant’s interpersonal needs. When
participants discussed themes of no-follow through or wanting more contact from the facilitator, they
demonstrated a sense of disappointment with the working relationship.
What didn't you like about PIR? What could we do better?

Told what to do

No
independence

Not what I wanted

Felt pressured

Not helpful/No trust

Poor Relationship

Felt abandoned
No followthrough

Poor
communication

Not enough
contact/long
waits

Poor transition when
worker changed
Still waiting on
assisstance

Felt neglected

Figure 54: Qualitative themes: “What didn’t you like about PIR? What could we do better?”
Overall 78.85 of respondents rated their quality of life as better or much better since working with PIR
(see Table 42). Approximately one in ten respondents rated their quality of life as unchanged (12.9%)
and 8.2% rated their quality of life as worse. Just under 70% of respondents felt more hopeful about
their future (see Figure 55). In total, 87.1% of respondents stated that they were satisfied to very
satisfied with PIR and 82.4% would recommend PIR to someone else experiencing persistent mental
health concerns (see Table 43).
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Table 42: Since PIR, how would you rate your quality of life?
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Yes

Figure 55: Participant Feedback
Table 43: How satisfied are you with PIR?
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In summary (see Figure 56), the majority of respondents gave positive feedback. It is important
however to remain mindful of the fact that the respondents may not be accurately representative of
the entire PIR population of participants (e.g., participants who were unable to be contacted and
participants who declined to complete the survey). Despite this, results indicate that relationship
and/or working alliance with facilitator is key. Participants who valued their relationship with their
facilitator and felt heard and respected, reported positive results. Participants who did not feel
valued, supported, and safe with their facilitator reported poor outcomes. Furthermore, it could be
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argued that participants who disclosed a negative relationship with their facilitator reported
experiences of “interpersonal trauma” (e.g., “I felt my worker was not being truthful”; “my worker
was very manipulative, I’ve learned my lesson with agencies now. They don’t take time to hear me”;
“I got very upset and angry”). These findings support previous research that emphasises the necessity
of maintaining a strong and positive working alliance with people who experience SPMI and complex
needs in order to achieve positive outcomes.

Good working alliance

•Positive Outcomes
•Positive experience
•More liekly to hold hope for the future

Poor working alliance

•Poor Outcomes
•Re-traumatisation
•Less likley to re-engage

Figure 56: Relationship between Facilitator Working Alliance and Participant Outcomes

5. PIR Impact on Gold Coast Service System
The following section outlines results pertaining to impacts of Gold Coast PIR on the Gold Coast
service system. It includes a review of supports that were referred to and/or utilised in care
coordination and examines the influence this may have had on the sector for people with SPMI. It will
also examine feedback obtained from members of the sector.

5.1

Participant Support Team Members

Recruiting, coordinating, and monitoring participant support team members (STM) make up a crucial
part of facilitator care coordination work. STM’s provide important support to fill unmet needs for PIR
participants. It is also necessary to review commonly utilised STM’s to understand the type of support
required by people with SPMI and complex needs. By looking at STM’s, we can also gain a clearer
appreciation of the types of support people with SPMI are struggling to access independently. By
examining referral pathways and networks established through PIR’s recruitment of STM’s, we may
also be able to evaluate improvements in the coordination of support available.

5.1.1 Number of Support Team Members
Support team members (STM) were reviewed for 421 active and closed participants. PIR facilitators
were not included as STM’s in the current analysis. Support Team numbers ranged from 0 to 20 with
an average of 3.8 support team members per participant. Table 44 shows the breakdown of STM
numbers. Just over half of all participants (52%) had between 1 and 3 STM’s. About one in three
(30.2%) had between 4 and 6 STM’s and just over one in ten had greater than 7 STM’s. It is important
to note, that although participant support team lists were complete at the time of data extraction,
some cases remained active and therefore new support team members may be added.
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Table 44: Number (%) of Support Team Members per Participant
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4 to 6

7 to 9

10+

Number of Support Team Members

5.1.2 Type of Support Team Members
Notably, support workers accounted for 31% of all STM’s (see Figure 57). This was followed by case
mangers (11%), psychologists and general practitioners (both 9%), psychiatrists (8%), housing support
workers (8%), health specialists (6%), clinical workers and counsellors (including AOD workers; 4%)
and social workers (3%). Ten percent of STM’s consisted of ‘other’ which included DV case workers,
domestic services, clinical nurses, carers, adult guardians, employment consultants and legal workers.
It can be denoted that participant STM’s have a large focus towards mental health/psychological
distress, physical health and accommodation. Assuming that support workers assist participants with
community connection and other personal goals, it can be presumed that the domains of daytime
activities and company are also a major focus of support team members.

Support worker
Case Manager
Psychologist
10%

General Practitioner

4%
4%
6%

31%
Psychiatrist

8%
8%

11%
9%

9%

Housing support worker
(including social worker)
Health Specialist
Clinical Worker/
Counsellor
Social Worker
Other

Figure 57: Type of Support Team Members
Closer inspection of all STM’s and their specific roles (focus of intervention) enabled a more thorough
break-down of STM’s by CANSAS domain (see Table 45). Given the diverse role of support workers
and the difficulty in pin-pointing the exact domains of focus, they were included as a separate
domain. As a result domains such as daytime activities, company and transport etc., do not feature as
prominent interventions. It is also acknowledged that support workers are likely involved in
supporting participant psychological distress. It should also be noted that for the purposes of analysis,
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general practitioners were recorded within the domain of physical health although it is recognized
that general practitioners may often be involved in other domains of care such as mental health.
Table 45: Percent of Support Team Members by CANSAS Domains
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0

As shown in Table 45 and in line with Figure 57, almost one in every three STM’s was a support
worker (31%). Almost one quarter of STM’s are focused on supporting the domain of psychological
distress (23.1%). One in seven STM’s are involved in the support of physical health (15.2%), and one
tenth of STM’s worked to assist with the domain of accommodation. When combined, one in ten
STM’s were providing a service related to either looking after the home (3.8%), AOD treatment (3.8%)
or child/family intervention (3.4%).

5.1.3

Leading Service Providers

The service providers that the STM’s originated from were examined. Many stakeholders such as
psychologists, general practitioners, psychiatrists, and other health providers come from varying
private practices and businesses across the Gold Coast. In addition, many community services that
deliver specialised community services (such as counselling, respite, employment services, financial
counselling and crisis care) are dispersed across different organisations and locations. In fact, over
200 unique service providers were identified.
Table 46 shows a break-down of the most common service providers recorded. As shown, the
organisations offering support work were listed as the most commonly utilised services (i.e., Mental
Illness Fellowship QLD, 10%; FSG Envision Programs, 9%; and Ozcare Mental Health Recovery
Program, 7%). In fact, approximately one in three of all STM’s originate from one of the four PIR
consortia partners. Queensland Health Community Mental Health Teams (Ashmore, 6% and Palm
Beach 3%) also feature prominently as does Currumbin clinic (a private mental health facility; 3%).
Not surprisingly, housing supports services such as the Department of Housing (4%), Rent Connect
(3%), STARH Project (2%), and Blair Athol (2%) are highly utilised service providers within care
coordination. It is not known whether the services listed referred participants to PIR or were referred
to from PIR. Regardless, the results suggest particularly strong working relationships between the PIR
consortia members, public mental health, and housing support services. In addition, multiple
networks between participants, private providers (small business), community services, and health
sectors have been introduced and reinforced.
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Table 46: Identification of Service Providers (where Support Team Members came from; %)
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In summary, the main sources of support utilised in Gold Coast PIR care coordination are support
workers, case managers, psychologists, general practitioners, psychiatrists and housing supports who
offer assistance in the domains of psychological distress, physical health, accommodation, and likely
daytime activities and company (from support workers). Given employment and volunteering services
are not recorded as highly utilised STM’s, it is unclear how large shifts in the domain of employment
and volunteering have been achieved. Food and money are other domains that have shown
significant participant gains. These domains do not appear to be represented by a particular niche of
STM’s however may be supported by support workers and PIR facilitators. Other services, a domain
that has shown good outcomes, is likely addressed by the array of other STM’s listed. Figure 58 shows
the key forms of support utilised in care coordination to achieve participant gains for people with
SPMI on the Gold Coast. The main types of support listed address the domains shown to evidence the
best participant outcomes as measured by the CANSAS. As a result, we can conclude that many
participant improvements were reinforced by coordinated care from the PIR consortia, community
mental health, the housing sector, and private professionals such as psychologists, psychiatrists and
general practitioners.

5.2

Service Partner Feedback Survey

A trend analysis of the data revealed that there were no significant differences in responding over
time. As a result, all data from the 86 completed service partner feedback surveys was combined. Of
the respondents, 45% indicated that they had referred to PIR and 87% indicated that they had
collaborated with PIR. As shown in Table 47 and 48, over three quarters of all respondents felt there
had been an improvement in the coordination of services for individuals since the implementation of
PIR, and over 70% of respondents felt that partnerships/relationships between service providers had
improved since the implementation of PIR. Collaboration/team work and improved communication
were indicated as determinants to the aforementioned successes. Four fifths of respondents stated
that PIR is moderately to extremely effective in creating referral pathways that ensure individual
access to necessary services (Table 49). Approximately 60% of respondents indicated that PIR
improved their mental health awareness/knowledge. A similar number reported that PIR increased
their understanding of recovery- oriented practice. Over 70% of respondents rated their experience of
PIR intake as good to very good.
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Top Service
Providers

Main Types of
Support

Domains
Addressed

Daytime Activities
PIR Consortia
Members

Support Worker

Community Mental
Health

Case Manager

Psychological Distress

Housing (e.g., Depart.
of Housing; Rent
Connect)

Housing Support

Accommodation

Other (e.g., private
psychologist,
psychiatrists, general
practitioners)

Company
Other

Psychologist
Psychiatrist
GP

Psychological Distress
Physical Health

Figure 58: Key Service Providers Associated with Largest Participant Gains as measured by the CANSAS
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Table 47: Do you feel there has been an improvement in the coordination of services for individuals
since the implementation of PIR?
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A lot
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A little

Not at all

Table 48: Have partnerships/relationships between service providers improved since the
implementation of PIR?
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Table 49: How effective do you think PIR is in creating referral pathways that ensure individual access
to necessary services?
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Extremely
effective

Very effective

Moderately
effective

A little effective

Not at all
effective
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How has PIR helped your service or changed the way you do things?

Access to IFF

Met needs that otherwise
would not have been met
(e.g., brokerage of
necessary service)

Access to services

Improved quality of life

Supported Individual

Care Coordination

Case management

Now able to focus on
other areas of role

Assistance linking
particpants to other
services

Supported Service
Information

Stakeholder meetings
very useful
Funding to increase
service provision

Figure 59: Quantitative analysis: How has PIR helped your service or changed the way you do things?
Figure 59 shows the themes that emerged when responses from service providers regarding the
positive impact of PIR on service provision was analysed. Two key themes emerged: PIR has increased
support to individuals with SPMI and complex needs; and PIR has increased support to Gold Coast
service providers. When considering the theme of increased individual support, respondents reported
that this has occurred in three ways. The first was allowing participant access to IFF which meant that
other services or items could be purchased to meet the needs of the individual. The other means to
increased support was through access to a greater array of services and lastly through increased
assistance via care coordination which enabled a coordinated response to participant complex needs.
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Respondents indicated that PIR has had a positive impact on service provision by increasing the level
of support industry workers receive. One emerging theme suggested that workers felt PIR increased
support by offering case management, particularly for highly complex individuals. By “taking over”
responsibility for addressing unmet needs and complexities, workers felt they could concentrate on
other areas of their role. Another theme, focused on service providers feeling grateful for the access
to additional information regarding services and assistance in working/collaborating with participants.
A smaller theme emerged regarding the use of PIR funding to increase service provision within their
own organisation (i.e., funding used to broker services internally).
For the open text question of “How could PIR be improved?” 55 responses were recorded. Thematic
analysis revealed two emerging themes (see Figure 60). The first theme centred on improvement of
communication and was the main theme that emerged. The second theme focused on increasing PIR
overall capacity including working with participants for longer periods of time.

Clearer
definitions and
explanations as to
what PIR does
More consistency
Do not case manage
Better
communication

Less duplication of
service
Return all emails/messages
in timely manner
More feedback and
regular contact
More collaboration (do not
work in isolation)
Recovery-orientation
often experienced as
difficult

More facilitators
Increase capacity of PIR
Work with particpants over a
longer period of time

Figure 60: Qualitative Analysis: How could PIR be improved?
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Upon examination of the theme concerning communication, there were two prominent topics. The
first referred to greater consistency required within PIR and across facilitators. Respondents reported
disparity between members of the PIR team including the method in which they conducted care
coordination. Themes emerged regarding the negative impact of facilitators carrying out “case
management” when this is not their role and duplication of service when there is a lack of consistency
and communication amongst PIR workers. The other prominent message was a general lack of
consistent feedback and contact (both to service provider and participant). Respondents suggested
that PIR could be improved by responding in a more timely fashion and remaining in consistent
contact, thus increasing collaboration. A third smaller theme emerged indicating that recoveryoriented practice was often experienced negatively in that other service providers perceived that
their professional stance was overlooked in favour of the individuals preference. It was also noted
that clinicians felt as though their own person-centred approach was not acknowledged by PIR
workers.

Waitlists too long
Access to services
Eligibility criteria/lack
of flexibility

Ensuring continuity
of care
Severe and Persistent
Mental Health and
complexity
Keeping participants
engaged

Gaps and barriers

Participants having
negative experiences
with services

Lack of funding

Housing

Transport

Figure 61: Qualitative analysis: What challenges or barriers do you face (in your service) for the
individuals you work with?
Respondents were asked to elaborate on what barriers and challenges they face within their service
to further evaluate system barriers and gaps experienced. Various key themes emerged. Firstly,
respondents indicated that access to Gold Coast services was often difficult given long waitlists,
difficult referral processes and restrictive eligibility criteria. Secondly, analysis revealed that SPMI and
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its associated complexities is experienced as a significant challenge by the services that responded to
the survey. In particular, respondents recognised the enduring nature of SPMI and the need to
provide people with ongoing support. Respondents were not only concerned about ensuring
continuity of care for their participants over a longer period of time, but they also felt challenged
about their ability to keep people with SPMI engaged with their service. Other themes emerged
concerning the lack of housing availability on the Gold Coast, a general lack of funding to provide the
support necessary to people in the community and difficulties with access to transport for
participants.
In summary, based on survey results, service providers identify benefits to the service system since
the implementation of PIR. These include increased access to support not only for individuals with
SPMI and complex needs but also to the services who support them. The assistance provided by PIR
appears to be especially appreciated by a service system that is working beyond its capacity. Results
indicate that PIR would benefit from greater consistency in role definition and improved
communication to external stakeholders involved in the care of a PIR participant. The current service
system acknowledges the complexity involved in supporting individuals with SPMI and complex
needs. Furthermore, services acknowledge the need for long-term support when working with people
with SPMI and the need to acquire the skills to assist with on-going participant engagement. These
findings are in line with current literature. Overall, 83% of respondents indicated that they would
refer an individual with persistent mental health concerns and complex needs to PIR.

5.3

Recovery Oriented Practice

The ROSSAT was administered to PIR staff members in March of 2015 and 2016. There were few
differences between results from the two time periods. As a result the scores were combined.
Overall, analysis revealed that Gold Coast PIR staff members rated themselves as having a “good
achievement” in recovery-oriented practice. Staff indicated a good achievement in awareness of the
values, principles and philosophy that underpin recovery orientation and the ability to incorporate
these into their practice (average score of 4.25 out of a 5). Question 2 evaluated staff perceptions of
more specific recovery oriented service provision (e.g., You develop relationships with people
allowing enough time to develop rapport and find out about the person beyond their illness and the
person's view regarding recovery, purpose and living a meaningful life; You are trauma informed, and
incorporate these principles in service planning and delivery; You understand your role in supporting
a person's recovery rather than doing recovery for them). PIR staff gave an average score of 4.02 for
all questions indicating a good achievement. For the question about education and training (e.g., you
have sound knowledge of social inclusion and understand its importance; you have received training
on protocols relating to privacy and confidentiality, including relevant legislation), staff received an
average a score of 3.87 indicating a score within the competent and good achievement range.
It should be noted that there was very little variation in responding (i.e., almost all staff rated
themselves as competent to outstanding achievement for most questions). Given that literature
suggests a lack of consistency in the consensus regarding what constitutes recovery practice and the
results of the service partner and participant feedback surveys (where not all stakeholders and
participants understood or agreed with PIR’s application of “recovery”) it can be argued that these
results are not a true reflection of actual skill. In fact, such high ratings may indicate a lack of
understanding regarding recovery principles and may suggest the need for further education.
Notwithstanding this, many service providers did acknowledge that PIR had assisted to increase their
knowledge pertaining to recovery oriented practice.

6. Service System Gaps and Barriers
In order to better understand participant outcomes it is necessary to understand and evaluate the
mental health service system on the Gold Coast. Not only can the identification of care coordination
activities that are successful in achieving participant gains give us valuable information, but detecting
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gaps and barriers within the service system may help to explain some of the poorer outcomes or why
an initiative like PIR is required in the first instance. This is turn can inform areas for improvement and
future system reform.

6.1

Care coordination Action Plans

Participant action plans can help identify care coordination actions that led to successful participant
outcomes. In addition, they can elucidate where certain participant goals were unable to be fulfilled
due to ‘blocks’ or gaps and barriers in the service system. Table 50 shows the number of “successful”
or completed actions and the number of redundant or ‘not completed’ actions for Gold Coast PIR
participants based on CANSAS domain. In total, facilitators recorded 3367 completed actions and 690
redundant actions. In other words, of all actions undertaken with participants to meet domain goals,
83% were deemed “successful” or completed and 17% were redundant due to gaps and barriers
preventing completion or the participant changing their mind.

6.1.1 Completed Actions
Accommodation is the domain that clearly has the most actions recorded against it. In other words, of
all the domains, accommodation is the largest cause for facilitator care coordination. As shown in
Table 51, approximately 20% of all completed actions undertaken by facilitators in PIR are for
accommodation followed by mental health (13%), physical health (10%), other services (6%), daytime
activities (6%) and food (5%). Interestingly, the pattern (or percentage) of care coordination actions
did not mirror the percent of CANSAS unmet needs at intake. In other words, although
accommodation was listed as a high unmet need in the CANSAS intake (49.3%), it is not the leading
unmet need endorsed by participants. Similarly, employment and volunteering was listed as the
fourth highest unmet need endorsed by participants at intake (62.4%), however actions pertaining to
the domains of other services, food, and looking after the home have recorded more facilitator
actions.
Table 50: Number of Completed and Redundant Actions Based on CANSAS Domain
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Table 51: Percent of Completed and Redundant Actions Based on CANSAS Domain
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When examining the action plans in greater detail, the foundations of care coordination appeared to
be relatively the same regardless of domain. Figure 62 shows a summary of facilitator
actions/interventions required to undertake care coordination for people with SPMI on the Gold
Coast. Duties such as referring to appropriate services, assistance with applications, general advocacy,
general service system research, and liaising with STM’s underpinned the functions responsible for
delivering “successful” or completed actions. The other pathway to “success” was through the use of
IFF to broker or fund expenses that otherwise could not be met within the service system. It should
be noted that the IFF ‘pathway’ was much less utilised than the other care coordination duties
routinely performed. If the process to meet the need is comparatively the same, regardless of
domain, then it can be assumed that some domains, such as accommodation, represent more difficult
domains to navigate on the Gold Coast as they require more actions.
The questions to ask, therefore, is not how are “successful” and/or completed actions routinely met,
but
 Why does this not always work?
 Why do some domains require greater amounts of care coordination (more actions than
others), and;

Why do people with severe and persistent mental illness require such assistance on the Gold
Coast assuming that the appropriate resources exist?
An examination of redundant actions in further detail may help to elucidate such answers.

6.1.2 Redundant Actions
Figure 63 shows the themes that emerged when redundant actions were examined. Themes were
divided into one of two categories: action not completed or positive outcome achieved (i.e., the
participant outcome was favourable and/or the issue was resolved despite the action not being
completed). Larger boxes represent stronger themes or themes that emerged more frequently.
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Refer to appropriate service
Applications and paperwork
Advocacy and negotiation with stakeholders
Support to attend meetings
Transport to meetings
Research to find appropriate
solutions/resources
Educate partcipants on how to navigate
system
Completed Actions
(Successfully
Achieved)

Stakeholders meetings and planning way
forward
Liaise with services - request extra
information
Disperse information between stakeholders
Follow-up on applications/progress
Plan participant appointments

Unmet Need Domains
(e.g., Accomodation,
Physical Health,
Substance Abuse)

Use IFF to plug system
gaps/barriers

Redundant Actions
(Unable to
complete)
See Figure 63

Figure 62: Care Coordination: Completed Actions and Redundant Actions

There were two main reasons for action’s not being completed (issue not resolved). The first reason
encompassed themes pertaining to participant factors (i.e., participant choices or behaviours that led
to a redundant outcome). A large proportion of actions were made redundant due to participants
choosing not to proceed or “changing their mind”. Upon further inspection of this theme, case notes
revealed that participants would often decline an action due to “not liking” the options that were
presented to them or because they felt too anxious to proceed. This last finding is particularly salient
given the finding that people with SPMI and trauma will often “avoid” situations/changes given their
tendencies to become quickly overwhelmed by everyday situations and relationships. In addition,
participants were often difficult to contact or failed to follow-through on options that were afforded
them, once again, possibly highlighting the tendency to “avoid”. Secondly, participant actions were
made redundant due to factors within the service system, including a lack of funding, participants not
meeting eligibility requirements, and participants being denied service due to substance use or
services at capacity.
When examining redundant actions in which a positive outcome was achieved, all themes revolved
around participant actions and behaviours. Many participants had “changed their mind” regarding a
pending action because their situation had changed and/or the identified issue was no longer a
concern. Secondly, participants frequently were able to resolve the issue without PIR’s assistance by
taking action themselves or by solving the issue with another service.
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In summary, action plans revealed that participant factors (“changing one’s mind” and “unable to
contact”) often led to actions not being completed. This finding is in line with literature highlighting
the complex nature of engaging people with SPMI and complex needs in on-going care. One possible
hypothesis is that participant’s difficulty in remaining engaged due to histories of trauma and
subsequent interpersonal avoidance, likely results in withdrawal from service (including PIR) and may
ultimately result in “falling through the cracks of the service system”. Participants who are struggling
to navigate the system may continue to struggle even with PIR’s assistance. If a participant does not
develop a “safe” and warm working relationship with their facilitator, they may continue to have
difficulty engaging with necessary support and may continue to face “gaps and barriers” in the service
system. It is imperative that PIR facilitators possess the necessary skill to adequately engage people
who may have been subjected to interpersonal trauma.
Action not completed:

No contact

Difficult to organise

Poor follow-through

Participant Factor
Did not like options
offerred
Changed Mind
Declined due to
anxiety/mental health

Funding
AOD
Denied service
At capacity

Service System Factor
Eligibility

No options
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Positive Outcome Achieved:

No longer an issue
Changed Mind
Situation changed positive outcome
achieved

Participant Factor

Able to resolve issue
themselves
Did not require PIR
Other service resolved
issue

Figure 63: Reason for Redundant Actions

6.2

Issues Register

The issues register is a log where all PIR staff members can identify service barriers or gaps within the
service system. The issues register captured information pertaining to the Gold Coast service system
in greater depth. Table 52 shows a summary of issues identified. Shaded areas represent stronger
themes. The issues shown closely resemble those identified by the service partner feedback survey.
Figure 64 shows the themes that appear to underpin the issues identified. When considering access to
support on the Gold Coast for people with SPMI and complex needs, access is often slow, timeconsuming and difficult. Referral process are difficult and lengthy, waitlists are long, and options are
minimal given constraints of affordability and choice. Furthermore, poor communication between
already overwhelmed services is further compounding access difficulties. Other prominent issues
included a lack of access to adequate psychology sessions (i.e., > than 10 Medicare sessions is
required) and a lack of housing options. In addition, services able to accommodate the needs of those
with a diagnosis of Borderline Personality Disorder or complex trauma were identified as not
available.
What is interesting to contemplate, however, is research pertaining to optimal outcomes for people
with SPMI and complex needs. Research suggests that on-going integrated care is the most effective
in achieving sustainable outcomes in this notoriously difficult to treat population. Continuity of care
and improved communication/coordination between services was identified as lacking in the service
partner feedback survey. Communication and collaboration between services was also identified as
lacking in the PIR Issues register. It could be argued therefore, that conditions are not optimal for
Gold Coast services to foster long-term outcomes. As a result, many people with SPMI on the Gold
Coast may continue to experience unmet need due to a lack of on-going care, coordinated care. These
people may continue to come to the attention of mental health services (e.g., hospitals; community
mental health) and may continually seek assistance by re-engaging with services. The data pertaining
to PIR’s re-engaging participants certainly suggests this. This in turn may overwhelm services, working
them at capacity. Without services that can cater to the specific needs of the target population (e.g.,
on-going trauma-informed care that is adequately integrated) participants may perpetually reengage, flooding the system, and overwhelming services. It does appear that PIR is working to better
coordinate services. This is a process that will likely take some time. Regardless, it is essential that PIR
remains trauma-informed so as to minimise participant drop-out and maintain solid working alliances
that support participant engagement with available services, increasing the likelihood of long-term
outcomes. As a result, the service system will be less overloaded with participants who continue to
“re-cycle” through services given they haven’t had the necessary support to reach sustainable
outcomes.
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Table 52: Summary of Issues Identified in Issues Register
Category
Issue
Affordability
Access to Services

Description

Theme

Clinical Services
Over 65 Packages
Services offered within private health care not available in public system

Participants with SPMI unable to
afford associated costs

AOD

Access to services is intensive/difficult
Substance abuse can restrict access to other services
Support for family limited
Lack of detox facilities

AOD services difficult to access on
the Gold Coast

DSQ

Eligibility
Application/Referral Process
Eligibility
Application Process
Lack of flexibility
Lengthy/ Intensive
Difficult/complex
Need for participant to re-tell story multiple times
Duplication
Poor communication from referee
Community Clinical Support (particularly for sub-acute individuals)
Long-term care
Family services
Financial counselling
Hoarding/Squalor
Support Workers
Employment Services
Dual Diagnosis
LGBTIQ+
Pet care
Legal assistance
Emergency Relief (Food)
Domestic Assistance
Lack of flexibility
Risk averse
DBT
Appropriate/affordable support options

DSP difficult to access in timely
manner
HACC services offering restricted
support

HACC

Referral processes

Lack of services
Lack of flexibility within services

Eligibility
Borderline Personality Disorder
PTSD
Waitlists

Requires intensive follow-up
Across all domains, particularly MH Support work, HACC Under 65 domestic assistance

Lengthy referral processes are
slowing down access to necessary
support

A general lack of supports available
and restrictions within those that
are available

Barrier to receiving appropriate
service
Little to no affordable options for
people with BPD and complex
trauma
Slows down access to necessary
supports
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Awareness of Mental
Health Services
Carers and Family

Collaboration

MHCP Psychologist Sessions

Not enough sessions

NZ Residents

Ineligible

Lack of awareness in the
community
Awareness of PIR
Child care when parent in
hospital
Participant autonomy
compromised by family
Access to information

Individuals unaware of what is available

Information Accuracy
Care Coordination
Communication/Engagement
with other stakeholders often
difficult including
engagement/communication
between external stakeholders

Discharge and Transition
Housing/Accommodation

Income

Service Providers
Discharge planning

Affordability
Availability
Crisis accommodation
Homelessness
Males
Disability Access
Social Housing
TICA/ Bond Loans
DSP
Newstart

Misunderstanding about function of PIR – not support workers
Children may have to be placed in foster care
Not recovery focused
Confidentiality limits
Can be difficult to obtain from GP’s
Often inaccurate information dispersed
Difficulty coordinating all stakeholders
Clinical and non-clinical sectors
NGO’s
PHaMs
Psychiatrists
Employment Services
Psychologists
GP’s
Social Housing Providers
Reluctance to take the lead
Lack of communication between HHS and community services
Community services will not engage until person is fully discharged
Particularly difficult for people with Newstart Allowance or DSP
Supported accommodation too expensive
Lack of options

Lack of options able to cater for physical disability
Waitlists too long
Significant barriers to progress
Insufficient to support an individual, particularly a person with complex needs

Not adequate to address severe
and persistent mental illness
Unable to receive appropriate
services
People unable to access support
due to lack of awareness
Greater PIR role definition required

May negatively impact treatment
outcomes
May negatively impact treatment
outcomes
Can work well when able to get all
stakeholders to agree on a time
Lack of responsiveness and followthrough (e.g., emails, phone calls)
can inhibit collaboration

May result in participant being
discharged without appropriate
support in place
Lack of affordable housing options
Crisis accommodation services are
unable to cope with demand

Government pensions available to
people with SPMI and complex
needs are frequently inadequate to
meet one’s needs
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Recovery

Recovery Oriented Practice
(ROP)

Often resistance to some ROP principles within the MH service sector
Alternatively some unbalanced ROP approaches that neglect others professional insight

Transport

Accessibility
Affordability

General
Disability
Regional areas

Referral process
difficult

Poor communication
/lack of collaboration
between MH services

Services at capacity

Figure 64: Summary of Findings from Issues Register

Limited options
available
(↓ affordability)

Waitlist too long

Lack of common understanding of
ROP principles within the
community
Lack of suitable options, public
transport not always an option due
to anxiety
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6.3

Facilitator Feedback Interview

In addition to the gaps and barriers already identified in the action plans and issues register, Figure 65
shows the three key complexities facilitators reported prevent sustainable outcomes in the
community. Facilitators were asked to elaborate on factors/conditions that it make it difficult for
them to care coordinate when working with people with SPMI. Firstly, participants with a diagnosis of
Borderline Personality Disorder (BPD) and/or Personality Disorder Not Otherwise Specified (PDNOS)
were identified as participants that were complex and/or more difficult to care coordinate. Research
has consistently shown that people with a personality disorder diagnosis, (particularly Borderline
Personality Disorder) have extremely high prevalence rates of childhood trauma. Facilitators
identified that interpersonal challenges with these participants added an additional level of
complexity that impeded care coordination progress. A similar theme was identified for participants
with a dual diagnosis, another group of people who research suggests have high prevalence rates of
trauma exposure. Housing was once again identified as a key complexity given a general lack of
affordable options. This finding was in line with the support services feedback survey, the action plans
and the issues register.

Increased workload (e.g.,
including more unmet needs
and crisis)
BPD/ Personality Disorder
Interpesronal challenges
(e.g., lack of personal
responsibility, changing
goals/mind, anger and
hostility)

Key Complexities Identified
Housing Affordability

Increased complexity when
accomodation identified as
an unmet need (i.e., difficult
to address other needs when
accommodation is an unmet
need)

Dual Diagnosis

Increased complexity (e.g.,
more unmet needs and crisis;
difficult to coordinate)

Figure 65: Main Complexities Identified by Facilitators when working with SPMI
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6.4

Individual Flexible Funding

Individual Flexible Funding (IFF) is designed to be used on a case to case basis. Its function is to bridge
gaps or barriers experienced within the service system that may prevent or hinder a participant’s
recovery. Prior to IFF being dispensed, all available options within the community must first be
explored. IFF is only to be used when no options are available. As a result, IFF expenditure should be a
valuable indication of service gaps and barriers. It likely pinpoints services and/or items that people
with SPMI and complex needs are struggling to attain independently in their recovery.
IFF Spends for 367 closed participants was reviewed. IFF spends ranged from $0 to $7358 per
participant. On average $528.21 of IFF was used per closed participant, however only 62.4% of closed
participants required IFF. For active and closed participants (N = 558) the average IFF spend was
$637.00 (range $0 to $7358). Once again however, this figure is rather meaningless given that 67.92%
of all closed and active participants have required IFF and spends vary. Table 53 shows the amount of
IFF utilised for active and closed participants who required IFF. It can be assumed that the active and
closed participant group have participants who have remained in PIR for extended periods of time. It
appears that there may be a trend indicating that these participants have required larger sums of IFF.
Further statistical analysis would be required to confirm this prediction.
Table 53: Average IFF for Active and Closed Participants who required IFF
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Table 54 shows the percent of participants who required IFF spends on a brokered service and the
type of brokered service required. Results indicated that although only a relatively small percentage
of participants required a brokered service, the most required brokered service was support work and
psychology. Closed participants appeared to broker less support work indicating that support workers
may be brokered more often for participants who remain in PIR for longer periods of time. When
average spend ($/per participant) for only participants who utilised a brokered service was examined
(see Table 55), results suggested that support work and psychology were not only the most utilised
brokered service but they also attracted the highest cost. In other words, the domains of
psychological distress and support work (varied domains) utilised a very high proportion of IFF. This
suggests that these particular services are not only highly sought after and required for people with
SPMI in their recovery, but they are also difficult to afford and obtain independently. Specialist
appointments were also moderately utilised and incurred a substantial cost indicating another area of
need difficult to meet independently. Respite support was costly but not as frequently required.
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Table 54: Percent of Participants who required Brokered Service
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Table 55: Average Spend ($) on Brokered Service for Participants who required Service
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Tables 56 and 57 show the percentage of participants who required a particular type of ‘item’ and/or
IFF spend and the average cost per participant for that particular IFF spend. Results indicated the
most commonly required IFF spends were for coffee/food, groceries, housing and related costs (e.g.,
moving, storage, and rent) and transport associated costs (e.g., Go card, petrol, car repairs). When
the average cost per participant was examined, IFF spends for housing were considerable and IFF
expenses for transport were moderate. In other words, the domains of accommodation and transport
not only attracted a high percent of participants who required funding for these areas but when IFF
was utilised it was high, especially for the domain of accommodation. Accounting and dental IFF drew
high expenditures however the incidences were few.
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Table 56: Percent (%) of Participants who Required IFF Spend

Closed N = 394 Closed N = 394
All active and closed N = 557 All active and closed N = 557

97

2500.0

2000.0

1500.0

1000.0

500.0

0.0

RACQ Renewal
Petrol Card
Parking
Go Card
Driving Lessons
Car Repairs
Car Registration
Bicycle
Telecommuniation/Internet Accounts
Mobile Phone Credit
Mobile Phone
Hygiene Needs
Clothing
Swimming Lessons
Medication
Gym Membership
Dietry Supplements
Dental Treatment
Stationary Items
Postage
Personal Documents
Legal Costs
Cash Convertors
AccountingServices
Rubbish Removal
Pet Related Costs
Pest Control
Personal Lawn Care
Maintenance
Household Items
Furniture Repairs
Furniture
Electricity Account
Electrical Appliances
Groceries
Coffee/Food
Return To Work Expenses
Employment Support
Hobby
School Expenses/Uniforms
Lessons For Dependents
Child Care Fees
Child Car Restraint
Training
Laptop
Educational Expenses
Computer
Books
Rent
Removalist Expenses
Furniture Storage
Accommodation

Table 57: Average Spends ($) for Participants who Required IFF

Closed N = 394 Closed N = 394
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In summary, the domains of psychological distress, accommodation, transport and support work
required access to IFF more frequently and at a substantially higher cost (see Figure 66). This result
likely indicates that psychologists, support workers, housing services and transport options are
required to facilitate recovery for people with SPMI but are in limited supply or simply not affordable.
This highlights a potential significant barrier to recovery for people with SPMI and complex needs.
↑IFF spends ($) on:
Psychology
Accommodation
Support Work
Transport

↑ High demand
↓ Low supply or
unaffordable

Poor access

Potential barrier to
recovery for people
with SPMI

Figure 66: Summary of IFF findings and possible implications

7. Limitations
A major limitation to this report is the accuracy of data collection. Despite numerous attempts to
have all PIR staff members enter the CANSAS assessment of need data uniformly, this was not done
well. Data was not always consistently entered at intake and exit from the same user’s perspective
(i.e., staff perspective at both intake and exit). Instead data for intake and exit may, for example, be
entered at intake from the “user” perspective and at exit from the “staff” perspective. As a result, we
cannot assume that pre and post CANSAS measures are entirely valid.
Another limitation is gathering accurate MDS data at intake. Given that participants have SPMI and
complex needs, when they first contact PIR they are often in ‘crisis’ situations (e.g., at risk of losing
accommodation, no supports in place) and as a result are highly distressed. It can also be very anxiety
provoking for participants to reach out and ask for help given the high incidence of previous
interpersonal trauma, feelings of shame and other mental health symptoms. This can lead to intake
members sometimes refraining from asking some MDS questions for fear of increasing participant
stress when arousal levels are already overwhelming. Another difficulty, when collecting MDS data is
that participants often can’t tell you. Either they don’t recall or are unsure. Some MDS fields therefore
have ‘unknown’ data. Ideally, facilitators should ‘check’ MDS data and update any unknown
responses after they have gained a working relationship with the participant. It should also be noted
that participants are asked to report their principal mental health diagnosis at intake, however,
participants are often unsure or may have been diagnosed with multiple diagnoses making it difficult
to ascertain the correct response. In addition, information such as current substance abuse may not
be disclosed at intake. This information may only be disclosed when a participant has a trusting
working relationship and they feel safe that they will not be reprimanded or judged for disclosing such
facts.
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Another possible limitation regarding data accuracy concerns PIR eligibility criteria. At the beginning
of PIR in November 2013, management made a decision to be lenient with the eligibility criteria in
order to increase participant numbers quickly and have facilitators working with full caseloads. As a
result, some of the early PIR participants may not be entirely compatible with the eligibility criteria.
This would have the effect of skewing results given not all participants were uniform. It is also
important to consider that not all facilitators worked the same way and many had different mental
health backgrounds and training. This is particularly salient given PIR was a consortia made up of
different organisations with different policies and procedure for their facilitators.

8. Discussion and Future Directions
The following section will give an overview of the current findings and will highlight any suggestions
for future developments in care coordination for people with SPMI and complex needs on the Gold
Coast.

8.1

PIR: An Effective Approach for SPMI and Complex Needs?

Given PIR has only been running since November 2013, the current evaluation is unable to make
conclusions regarding the long-term efficacy of PIR. Gold Coast PIR, in its current form, is an effective
short-term approach for many people with SPMI and complex needs on the Gold Coast. PIR has
shown to moderately reduce unmet needs and increase met needs via care coordination. PIR has
largely achieved this by referring participants to eligible services, coordinating the care available to
participants, and using complex problem-solving methods to address gaps in the service system.
The largest areas of gain have been supported through the use of support workers, psychologists,
psychiatrists, case managers, housing supports and general practitioners. Recent research evaluating
recovery-oriented practice suggests that social recovery is a key determinant to a person’s sense of
recovery and perceived quality of life. It is unclear whether the aforementioned supports are
sufficient to create an environment conducive to ongoing social recovery. As a result it is difficult to
postulate about PIR’s long-term benefits.
PIR has shown to be less effective for individuals who report comorbid substance abuse or physical
disability. Moreover, participants who report significant trauma histories have shown that they are
less able to sustain the benefits of coordinated care independently. These findings are in line with
research suggesting that people with dual diagnosis, complex physical health issues, and trauma
exposure require on-going integrated support that is trauma-informed.
In line with research findings, Gold Coast PIR results indicate that better outcomes may be achieved
with longer-term interventions that ensure good assessment, and a strong working alliance
(participant feels heard, respected and safe). Figure 67 gives an overview of interventions that have
shown to be effective with SPMI and complex needs and may be used by PIR to improve participant
outcomes. Figure 68 outlines how facilitators may best be supported to remain trauma-informed at
all time’s thus improving outcomes. In order to achieve long-term benefits when working alongside
people with SPMI and complex needs, facilitators need to work more intensively with people over
longer periods of time. By ensuring a strong working alliance, facilitators place themselves in a
position to best understand a participants unique needs. When a person feels understood and
supported, the environment is primed to foster authentic recovery.
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Focus on social recovery
Long-term support is better
Ensure a thorough assessment
A good working alliance is crucial
Develop motivational interviewing skill
to assess for dual diagnosis
Be trauma-informed
Improve workforce skill

Figure 67: Recommendations regarding facilitator role
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Figure 68: Conditions required to foster implementation of trauma-informed care

8.2

Has PIR Improved the System of Care Available?

The Gold Coast PIR consortia has worked closely alongside community mental health, the housing
sector and private mental health providers (i.e., psychologists, psychiatrists, and general
practitioners) to support participants in their recovery. As a result networks between the
aforementioned groups have improved significantly. This has increased the volume of referrals shared
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between the sectors and has fostered relationships and awareness of service availability, encouraging
a multi-service approach to people with SPMI and complex needs. With ongoing PIR care coordination
it is anticipated that these network referral pathways will continue.
The role of the facilitator is still largely misunderstood within the industry. A clearer definition of care
coordination conduct will assist the sector to better utilise facilitator support. At current, some
workers are using facilitators as a means to diminish responsibility within their own roles by allowing
facilitators to conduct activities that they normally would (e.g., assisting access to different sources of
support). This may increase the risk of service duplication and may also be less beneficial to the
participant. It is important that the mental health sector remain vigilant to the fact that people with
SPMI and complex needs may not respond favorably to multiple workers, especially when
interpersonal trauma has been experienced. As indicated in the literature, it is imperative that a good
working alliance with a ‘key worker’ is established and maintained. Clearer guidelines stipulating who
best takes on this role (i.e., existing worker or PIR facilitator) is required to ensure best outcomes and
a better system of care.
Despite significantly increasing referral pathways, referral processes continue to be restrictive. In the
future, PIR may be able to capitalize on improved relationships within the sector and enhance current
referral processes. It is recommended that where possible, referrals and networks be more frequently
extended to other service providers who do not currently exist within the PIR consortia. This will
ensure future capacity building within the sector.

8.3

Barriers to Care Coordination of SPMI and Complex Needs on the Gold
Coast

Throughout the implementation of PIR, numerous barriers to service have been uncovered. When
considering the current evaluation, there are three key barriers within the service system that
prevent participant progress. Figure 69 shows these key findings. Communication between providers,
(public, community, and private) is poor. In order to help springboard a person into recovery, it is vital
that all support systems and the person involved know what role it is they play and work
collaboratively. Clear communication will stop people “falling through the cracks” of the service
system. Although PIR has worked to improve this, it still remains a problem. This is likely negatively
impacted by workforce capacity, workforce burn-out and confidentiality guidelines.
Secondly, access to necessary support is limited, particularly in the arears of housing, on-going
psychological or counselling support, transport, and Dual diagnosis. Thirdly, many workers within the
service system lack the skillset necessary to assist a person with SPMI and complex needs. Without a
clear understanding of trauma-informed care, people can inadvertently re-traumatise already
vulnerable people. Keeping people with SPMI and complex needs engaged and feeling understood is
imperative for good outcomes. Unless workers appreciate complex interpersonal reactions as
adaptations rather than “poor behavior” and have the necessary support to remain mindful,
participants may be subjected to interpersonal reactions that resemble past trauma, thus
perpetuating existing problems.
In summary, the Gold Coast mental health service system can be greatly enhanced by improving
communication portals between the various sectors involved and upskilling the current workforce. In
addition, projects or advocacy to address key service gaps such as accommodation, transport, and
psychology access will strengthen the current system available.
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Communication

Access to services/options

Workforce Skill

•Communication mechanisms between service
providers

•Psychology
•Accommodation
•Transport
•Dual Diagnosis
•Trauma/Borderline Personality Disorder (intensive
support)
•Mainstream social activities

• Lack of understanding regarding working with SPMI
and trauma

Figure 69: Key Gaps and Barriers to the Gold Coast System of Care Available
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