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EXECUTIVE SUMMARY    

Background: The Queensland Alliance for Mental Health works closely with the Non-

Government (NGO) sector with the goal of providing quality services to people with 

significant mental health needs.  Successful service delivery relies on adequate funding.  It has 

been noted that many services have not been successful in funding applications despite 

clearly meeting the criteria.  This has been attributed in part to their inability to clearly 

articulate their approach to service delivery.  The Institute for Health and Social Science 

Research, CQUniversity Australia, was contracted via a competitive tender process to assist 

Queensland Alliance to survey an identified group of NGOs to collect information about 

service delivery and consumer participation. 

Methods: The project team with the input of a focus group of key stakeholders from NGOs 

and relevant Government Departments, including service providers and consumers, 

developed a draft questionnaire.  Content validity was established by experts from 

Queensland Alliance. The final questionnaire, also included the Consumer Participation 

Questionnaire (Kent & Read 1998) addressed five main aims to identify: the model of service 

delivery; specific services undertaken; approaches to consumer participation; barriers and 

enablers to consumer participation; and perceptions of funding success and funding needs.  

Telephone interviews were conducted with 52 organisations and data was entered into an on-

line survey.  Data were analysed using PASW Version 18 statistical package. 

Results: Most services provided mental health services as part of a broader scope of service 

rather than exclusively.  The majority of participants were unable to identify a specific 

approach to service delivery, tending to present a unique descriptor. Specific services 

generally related to community integration and access. Most participants indicated the desire 

to improve the funding success for their service.   Consumer participation appeared to be 

embedded throughout most services, however there was no evidence of a clear and consistent 

approach to peer workforce issues. 

Conclusions and implications: The NGOs represented in this project provide a variety of 

services to groups of people with a broad range of mental health and other needs.  This 

creates difficulty in clearly articulating their approach to service delivery.  It is recommended 

that these services are provided expert guidance and support to maximise their opportunities 

for funding success.  Consumer participation, while prominent throughout the services, 

would benefit from a more structured approach to implementation and reporting. 
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INTRODUCTION 

This project was initiated and funded 

the models of service delivery and approaches to consumer participation used by 

Queensland region Non-Government Organisations

whole) of their services. It was deemed that t

services to more clearly identify the services they provide. 

allow the service delivery approach 

granting bodies, to enhance the likelihood of grant succ

upon the information with a view to assisting organisations in targeted service funding 

applications. 

In order to achieve this aim it was decided that a questionnaire which examines service 

delivery approaches to consumer 

The primary objectives of the survey 

Figure 1: Survey objectives 
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and response rate associated with the survey. A summary and discussion of the results of the 

survey is also presented. 
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Mental health service delivery and consumer participation

and funded by the Queensland Alliance with the
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he service delivery approach to be better articulated to consumers of the service and to 

the likelihood of grant success. Queensland Alliance can draw 

with a view to assisting organisations in targeted service funding 

In order to achieve this aim it was decided that a questionnaire which examines service 

to consumer participation would be devised. 

survey were defined as: 

This report outlines the survey development and instrument, sampling design, 

associated with the survey. A summary and discussion of the results of the 
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Identify specific services undertaken

Identify approaches to consumer participation
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Identify perceptions of funding success and funding needs
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Queensland Alliance with the aim of determining 

the models of service delivery and approaches to consumer participation used by South-East 

offering mental health care as part (or 

be useful in enabling 

Improved knowledge would also 

articulated to consumers of the service and to 

ess. Queensland Alliance can draw 

with a view to assisting organisations in targeted service funding 

In order to achieve this aim it was decided that a questionnaire which examines service 

 

sampling design, data collection 

associated with the survey. A summary and discussion of the results of the 
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FOCUS GROUPS 

To inform the development of the questionnaire a focus group was held with key 

stakeholders from government departments and non-government sector organisations in 

South-East Queensland including service providers and consumers. 

The aim of the focus group was to ensure the questionnaire would capture the information 

sought in this project.  This stage was particularly important given the diversity of service 

provision in the sector, to facilitate a complete picture of the different mechanism if service 

delivery in the region.  Participants were presented with an overview of the project and the 

information sought.  They were asked to comment on the types of questions that would most 

likely elicit this information.  From this process a list of question items were developed. 

QUESTIONNAIRE DEVELOPMENT 

The questions were developed as a result of feedback from the focus groups and through 

collaboration of the research team. Several iterations of questions were proposed and 

developed by the research team. 

The questions were subsequently assessed by a panel of Queensland Alliance staff who work 

directly with the target organisations.  Content validity was established by asking these five 

‘experts’ to rate the relevance of each of the 16 items devised by the research team in 

providing the information necessary to establish a full and detailed picture of the different 

types of service delivery utilised within the region. Ratings were made on a 3 point scale 

where 0= Not relevant and 2= Very relevant.  Between 80 and 100% of the panel rated the 

questions as either somewhat or very relevant to the aims of the questionnaire, and provided 

an overall CVR of 0.97 for the questionnaire.  As such, the study proceeded with all developed 

questions. 
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In addition to the questions developed by the research team, the Consumer Participation 

Questionnaire (Kent & Read, 1998) was included.  This measure has been used to examine the 

prevalence of consumer participation in UK, European, New Zealand and Canadian mental 

health services (Grant, 2007; Soffe, Read and Frude, 2004; Storm, Hausken & Mikkelsen, 2010)

To facilitate comparisons with existing research the questionnaire was not altered.

THE SURVEY INSTRUMENT

The final survey instrumen

information, including name, postcode, services, entry criteria and target client group; (2) 

Practice framework, including processes and service approach; (3) Peer worker information; (4) 

Consumer participation; and (5) Coll

closed-ended questions along with provision for unlimited comments and/or feedback. 

 

 

 

 

 

 

 

 

 

 
Figure 2: Survey instrument component

Mental health service delivery and consumer participation

In addition to the questions developed by the research team, the Consumer Participation 

Read, 1998) was included.  This measure has been used to examine the 

prevalence of consumer participation in UK, European, New Zealand and Canadian mental 

health services (Grant, 2007; Soffe, Read and Frude, 2004; Storm, Hausken & Mikkelsen, 2010)

cilitate comparisons with existing research the questionnaire was not altered.

THE SURVEY INSTRUMENT 

survey instrument consisted of five main components; (1) Organisational 

information, including name, postcode, services, entry criteria and target client group; (2) 

Practice framework, including processes and service approach; (3) Peer worker information; (4) 

and (5) Collaboration and agreements. There were approximately 20 

ended questions along with provision for unlimited comments and/or feedback. 

: Survey instrument components  

(1) 

Organisational Information

(2)

Practice Framework

(3)

Peer Worker Information

(4)

Consumer Participation

(5)

Collaboration and agreements

Mental health service delivery and consumer participation 8 

In addition to the questions developed by the research team, the Consumer Participation 

Read, 1998) was included.  This measure has been used to examine the 

prevalence of consumer participation in UK, European, New Zealand and Canadian mental 

health services (Grant, 2007; Soffe, Read and Frude, 2004; Storm, Hausken & Mikkelsen, 2010).  

cilitate comparisons with existing research the questionnaire was not altered. 

components; (1) Organisational 

information, including name, postcode, services, entry criteria and target client group; (2) 

Practice framework, including processes and service approach; (3) Peer worker information; (4) 

aboration and agreements. There were approximately 20 

ended questions along with provision for unlimited comments and/or feedback.    
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SAMPLING DESIGN 

Queensland Alliance provided a list of key staff from non-government organisations with a 

mandate to provide mental health services.  These people were contacted and invited to 

participate in the telephone survey to answer questions about their service delivery and the 

approach the organisation takes to consumer participation. 

Contact lists were supplied by the Queensland Alliance. In total there were 92 contacts listed. 

Two (2) contacts were removed as they listed a duplicate contact person. A further five (5) 

contacts were removed as they listed a duplicate organisation. Two (2) numbers were 

disconnected and an alternate source of contact was not found. This left a total sample of 83 

eligible contacts.  

DATA COLLECTION 

For ease of administration the survey was delivered using an online data collection method 

(whereby the interviewer keyed responses directly into a web-based survey). The online 

survey was developed by the CQUniversity Population Research Laboratory and 

administered using SSI Web V6.6, online survey software developed by Sawtooth Software.  

The interviewing began on Tuesday June 6, 2011 and was completed on Monday July 18, 2011.  

All of the data collection was conducted at the Population Research Laboratory at 

CQUniversity.  Interviews were generally conducted between the hours of 8:30am to 5:30pm, 

Monday through Friday.  If the interviewer was unsuccessful in establishing contact on their 

first call, a minimum of two call-back attempts were made.  Messages with reception staff, 

voicemail and/or email messages were left where appropriate. On average, the interviews 

were completed in between 20-25 minutes.  

The designation/position title of the contact person listed in the supplied spreadsheet was not 

specified. Therefore if the contact person was no longer working at the listed organisation, or 

seemed to be an inappropriate choice to complete the survey (e.g. a board member or 

volunteer) the interviewer asked to speak to the CEO, manager or head of relevant 

department.  This sometimes occurred after an initial conversation with the listed contact or 

sometimes at the direction of administration staff. As a result 18 of the 52 completed 

interviews were conducted with a contact other than that listed in the original spreadsheet. 

On one occasion the interview was conducted with two individuals via a conference call. 
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Table 1: Data collection outcomes 
 

Outcome Frequency 

Complete with listed contact 34 

Complete with alternate contact 18 

Not able to complete within given timeframe 30 

Declined to participate 1 

Disconnected, alternate contact not found 2 

Removed from sample (duplicate) 7 

TOTAL 92 

FINAL DATA AND RESPONSE RATE 

The data was tabulated, cleaned and analysed using the PASW1 Version 18 statistical package. 

The resultant data set contains 52 cases with a total of 75 variables for each case.  

The response rate is a calculated percentage representing the number of people participating 

in the survey with a completed interview divided by the number of eligible people in the 

sample. The numerator is the number of completed interviews and the denominator includes 

the completed interviews, the refusals, and the sample not contacted.  

 

             Complete Interviews + Partial Interviews                     

     (Complete + Partial) + (Refusal + Non Contact + Other)  

 

          52     
         (52) + (1+30) 

The response rate for the survey was 63% 

  

                                                      
1PASW (Statistical Software– formerly SPSS) is a product of IBM Corporation, Somers, NY. 
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RESULTS 

The results of the substantive questions are presented below.

organisations included in the sample it is recommended that the data in its raw form is 

referred to so that these responses may be 

Q3: Which of the following services does your organisation provide?

Organisations were first asked to describe the types of services they provide. The majority o

participants (52%) indicated their organisation provided not only mental health services, but 

also other programs for different consumer groups.

were primarily consumers with a disability

neurological) but also included

unemployed, disadvantaged, using alcohol or other drugs

Of the participants who stated that their organisation did not offer specific mental health 

services, their service related to disability care, disadvantage, employment, sexual assault, 

child safety, arts or community based activities. 

Table 2: Overall service provision 
 

Overall service

Mental Health services only 

Some mental health services, as well as other programs for 
different consumer groups 

No specific mental health services, but resources for mental 
health consumers 

TOTAL 
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The results of the substantive questions are presented below. Due to the diversity of the 

organisations included in the sample it is recommended that the data in its raw form is 

responses may be fully contextualised. 

: Which of the following services does your organisation provide? 

ganisations were first asked to describe the types of services they provide. The majority o

their organisation provided not only mental health services, but 

also other programs for different consumer groups. The other consumer

consumers with a disability (intellectual, cognitive, physical, sensory or 

neurological) but also included refugees and asylum seekers, people who were 

using alcohol or other drugs aged and youth. 

Of the participants who stated that their organisation did not offer specific mental health 

services, their service related to disability care, disadvantage, employment, sexual assault, 

child safety, arts or community based activities.  

Overall service Number of 
Organisations 

18 

Some mental health services, as well as other programs for 
27 

specific mental health services, but resources for mental 
7 

52 

51.9

13.5

Mental Health services 
only

Some mental health 
services and other 
programs

No specific mental health 
services, but resources for 
MH consumers
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Due to the diversity of the 

organisations included in the sample it is recommended that the data in its raw form is also 

ganisations were first asked to describe the types of services they provide. The majority of 

their organisation provided not only mental health services, but 

The other consumer groups mentioned 

physical, sensory or 

people who were homeless, 

youth.  

Of the participants who stated that their organisation did not offer specific mental health 

services, their service related to disability care, disadvantage, employment, sexual assault, 

Percentage of 
Organisations 

34.6 

51.9 

13.5 

100.0 

 

Mental Health services 

Some mental health 
services and other 

No specific mental health 
services, but resources for 
MH consumers
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Q4: Which of the following specific services does your organisation provide? 

Participants were asked to identify the specific services their organisation provides.  The most 

commonly offered services were those that centred around community integration and access. 

Supportive services, such as education and training and in home support were also more 

commonly offered by organisations. Fewer organisations offered services related to street 

outreach and residential rehabilitation. 

Table 3: Specific service provision 
 

Specific services Number of 
Organisations 

Percentage of 
Organisations 

>70% of organisations offer this service 

Community Integration 44 84.6 

Community Access and Activities 41 78.8 

Information/Advocacy/Policy 39 75.0 

Community Development/MH Promotion 37 71.2 

50% - 70% of organisations offer this service 

Education/Training 34 65.4 

Recreational 33 63.5 

Support/Self-help Groups 32 61.5 

Peer Support 31 59.6 

In-home support 30 57.7 

30% - 50% of organisations offer this service 

Case Management 25 48.1 

Accommodation 23 44.2 

Research 22 42.3 

Emergency or Crisis Care 19 36.5 

Psychology/Counselling 17 32.7 

Respite 16 30.8 

Assessment and Treatment 16 30.8 

< 30% of organisations offer this service 

Employment/Pre-vocational 14 26.9 

Street Outreach 11 21.2 

MH/AOD Residential Rehabilitation 5 9.6 

  



 Mental health service delivery and consumer participation

It is important to note that some organisations have only commented on the services offered 

by a particular program (usually the MH program), not the organisation as a whole, whilst 

others commented on the service

be applicable to MH programs).

Several (21) participants stated that their organisation

questionnaire. These participants were asked to describe these services

displayed below in Figure 3. The full open

 

Figure 3: Other specific services 
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ome organisations have only commented on the services offered 

by a particular program (usually the MH program), not the organisation as a whole, whilst 

others commented on the services of the organisation as a whole (which in few cases may not 

be applicable to MH programs). 

Several (21) participants stated that their organisation offered services

se participants were asked to describe these services

. The full open-ended responses can be found in Appendix A
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Parenting, 
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intensive 
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Daily living 
skills, life 
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Sexual 
assault 
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Financial 
and legal 
advice and 
advocacy
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ome organisations have only commented on the services offered 

by a particular program (usually the MH program), not the organisation as a whole, whilst 

(which in few cases may not 

offered services not listed in the 

se participants were asked to describe these services. A summary is 

can be found in Appendix A. 
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Q5: Does the program have defined entry criteria for assessing new clients? 

As can be seen below in Table 4, the majority of participants (77%) stated that their 

organisation did have defined entry criteria for assessing new clients.  

Many participants stated that the entry criteria varied depending upon the particular program 

and many stated that this criteria was based on the funding bodies specifications (e.g. HACC 

criteria). Also mentioned was the ongoing needs identification (ONI) along with criteria 

related to specific mental health diagnosis or a broad mental health challenges, age, locality 

and needs. 

Table 4: Defined entry criteria 
 

Defined entry criteria Number of 
Organisations 

Percentage of 
Organisations 

Yes 40 76.9 

No 10 19.2 

Not applicable 2 3.8 

TOTAL 52 100.0 

 

“We try to screen people in rather than screen people out” 

Q6: What is the target age group for the program? 

The majority of participants stated that the target age group for their organisation’s 

services/program was all ages or adults. There were no organisations specifically targeting 

older persons (65+). 

Table 5: Target age group 
 

Target age group Number of 
Organisations 

Percentage of 
Organisations 

All ages 24 46.1 

Adult (18-64 years) 16 30.8 

Young adult and over (16 years +) 6 11.5 

Child or youth (0-17 years) 3 5.8 

Not applicable 1 1.9 

Older person (65 years +) 0 0.0 

Other (15+, 12-25) 2 3..8 

TOTAL 52 100.0 
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Q7: What is the target client type for the program? 

The majority of participants (36%) stated that their organisation’s target client type was 

persons with any mental health issue. Other target groups specified included; construction 

workers, homeless or at risk youth, migrants and refugees, unemployed persons, women, 

women involved in the criminal justice system or prison and their families, youth, young 

people at risk of or experienced sexual assault. 

Table 6: Target client type 
 

Target client type Number of 
Organisations 

Percentage of 
Organisations 

Persons with any mental health issue 19 36.5 

Persons with a disability or dual diagnosis (MH) 7 13.5 

Persons with disadvantage or in need of support 7 13.5 

Persons with a specific mental health diagnosis 5 9.6 

Families with children (0-8 years) 2 3.8 

Persons with enduring complex needs as a result of mental 
illness 

1 1.9 

Other (specified and not re-coded above) 11 21.1 

TOTAL 52 100.0 

 



 Mental health service delivery and consumer participation 16 

Q8: How would you describe your organisation’s success at securing government funding for 

the programs you offer, or would like to offer? 

The majority of participants (54%) stated that their organisation would like to improve its 

applications and overall funding success. This question elicited many comments. A selection 

of these comments are presented below. The full open-ended responses can be seen in 

Appendix A. 

Table 7: Perceptions of funding success 
 

Perceptions of funding success Number of 
Organisations 

Percentage of 
Organisations 

We are confident applicants because we are usually able to 
secure at least most of the funding needed for our services 

21 40.4 

We are looking for ways to improve our applications and 
submissions because we are not happy with our success 19 36.5 

We would like some frank advice on what we need to do to 
improve our ability to secure adequate funding 9 17.3 

We do not rely on government funding at all 3 5.8 

TOTAL 52 100.0 

 

“We are confident with ability to secure available funding, however this doesn't always meet the needs 
of the service” 

“We have been successful because we can demonstrate experience and use a model that government is 
confident in. We are strategic in what we tender for. We are very reliant on government funding and 

don't have a very diverse funding base which is a challenge for us” 

“I think one-off funding is very destructive to NGOs, you lose your staff and this is tragic”  

“We are continuously told "outstanding application" but the funding goes to someone else, so we 
would like some honest feedback about why the funding is not coming” 

“I'd say we are confident but there are a lot of tenders that are already decided before we apply. It 
would be good if there was enough transparency that we could know that - we waste a lot of time on 

this. We are always looking at ways to improve” 

“We are in a purchasing environment so these categories don't really fit where we are at today. The 
government decides what services they want and puts out tenders to purchase those services. 

Sometimes it boils down to who has the best tender writer…” 

“There needs to be frank and open discussion about whether the competitive tendering process is 
actually best for the NGO Mental Health sector”  
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Q9: How would you describe your organisation’s processes? 

The majority of participants (52%) stated that their organisation’s processes were well 

documented and well understood. However, many participants acknowledged the challenge 

of ensuring that processes were well understood by not only staff, but also by 

consumers/clients. Several also acknowledged that this was an ongoing process that required 

continual evaluation. 

Table 8: Organisational processes 
 

Organisational processes Number of 
Organisations 

Percentage of 
Organisations 

All or nearly all of our significant processes are 
documented and well understood by people 

27 51.9 

All or nearly all of our significant processes are 
documented, but might not be as accessible or well 
understood as they could be 

17 32.7 

Some of our significant processes are documented, and we 
have a system or project to extend that documentation 

4 7.7 

Some processes are documented, but some or many are 
customary, and are generally understood by people and 
communicated in various ways to new staff 

4 7.7 

TOTAL 52 100.0 

 

“They are highly accessible but they might not be as well understood across time as people need to go 
back and refresh their knowledge well after their induction period” 

“We have gone through our third cycle of accreditation so are confident with our documentation but it 
is a matter of this documentation being understood and accessible at the coalface” 
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Q10: How would you describe your organisation’s overall service approach? 

Participants were asked to describe their organisation’s overall service approach. Due to the 

diversity of the organisations, this was a somewhat problematic question, in that many 

organisations did not fit within the approaches listed. Therefore the majority of respondents 

offered a unique description of their service approach, rather than selecting one of the pre-

defined options. One participant stated that the Collaborative Recovery Model, designed and 

developed by researchers from University of Wollongong (requiring formal training and 

licensing), was used however this was not mentioned by other participants who stated that 

their organisation used the collaborative recovery approach. 

Table 9: Service approach 
 

Service approach Number of 
Organisations 

Percentage of 
Organisations 

The Collaborative Recovery Model 10 19.2 

Psycho-social Rehabilitation 6 11.5 

Club house 3 5.8 

Intentional Peer support or Peer support 3 5.8 

Consumer run 2 3.8 

Clinical/clinician delivered support 1 1.9 

Other (please describe) 25 48.1 

No specific/formal approach or model 2 3.8 

TOTAL 52 100.0 

 

A list of the specified service approaches is provided over the page.  
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Specified service approach 
 

� Autonomy and self determination and regain power over own lives. 

� Collaborative recovery model, peer support 

� Collaborative, clinician delivered and psycho-social 

� Community development principals of practice 

� Consumer run but with health professionals to run courses 

� Employment 

� Feminist model in combination with social determinants of health - support model 

� Generic and developmental 

� Integrated Children's Centre - Universal and targeted services 

� Peer support, collaborative recovery, psycho-social 

� Peer support, consumer run and psycho-social rehab, collaborative recovery 

� Peer support, strength recovery and person centred framework 

� Person centred planning approach 

� Providing concern and practical care to people in need 

� Psycho social, collaborative recovery with elements of peer support 

� Psycho-social rehab, club house, collaborative recovery, peer support, consumer run 

� Psycho-social rehab, collaborative recovery and therapeutic community 

� Psycho-social, collaborative recovery, peer support 

� Recovery based practice & psycho social rehab 

� Recovery concepts 

� Series of models and frameworks 

� Social Justice principals 

� Strength based practice model 

� Support, discovery, assist, advocacy, referral 

� Training of doctors in individualized advanced nutrient therapy 
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Q11-14: Does your organisation/program employ designated Peer Workers (including 

volunteers) 

Participants were asked if their organisation employed designated Peer Workers (including 

volunteers). The definition of a ‘Peer’ was “someone who identifies as having a lived experience of a 

mental health issue who engages in structured, supportive relationships with others experiencing 

mental health challenges”. Of those organisations who stated they employed peer workers, the 

majority had two (2) or fewer FTE. 

Table 10: Employment of Peer Workers 
 

Peer Workers Number of 
Organisations 

Percentage of 
Organisations 

Employ Peer Workers 23 44.2 

Have affirmative action policy towards Peer Workers 6 11.5 

Have a position description for Peer Workers 10 19.2 

 

Q15: Consumer participation 

Participants were then asked about the approaches to consumer participation being taken by 

their organisation. As can be seen below in Table 11, consumer participation practices were 

common amongst all organisations. 

Table 11: Consumer participation practices 
 

Consumer participation Number of 
Organisations 

Percentage of 
Organisations 

Does your organization staff or board members who 
identify as having a lived experience of mental illness? 

47 90.4 

Does your organisation routinely conduct consumer 
satisfaction surveys or promote other feedback 
mechanisms on the services it offers? 

47 90.4 

Does your organisation conduct planning of the services 
you deliver using the input of the people who use the 
service? 

47 90.4 

Do the aims and objectives stated in your constitution, or 
other organisational documents, specify a commitment to 
the participation in organizational life by people who use 
your service? 

43 82.7 

Are clients informed they have a right to see and/or correct 
their records? 

42 80.8 

Has your organisation introduced any substantial new 
consumer participation processes in the past 12 months? 

30 57.7 

Are case or progress notes written collaboratively with the 
people who use your service? 

30 57.7 

Are clients involved in the hiring decisions of your 
organisation/program’s staff? (e.g. on selection panels?) 

20 38.5 
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Q16: Complaints procedure 

The vast majority of participants stated their organisation had a clear complaints procedure 

for consumers.   

Table 12: Complaints procedure 
 

Complaints procedure Number of 
Organisations 

Percentage of 
Organisations 

Does your organisation have a complaints procedure for 
people who use the service 

48 92.3 

Is the complaints procedure simple to use (user-friendly) 45 86.5 

 
“We've strengthened the complaints procedure but we are aware that some clients have severe learning 

disability so we are aware that we need to continue to improve this” 

“Complaints are seen to drive improvement so we encourage this” 

Q17: Does your organisation have training/supportive processes in place to enable the people 

who use the service to become more involved in the activities of the organisation, or other 

service organisations? 

Most participants stated their organisation had training or supportive processes in place to 

foster and encourage organisational involvement. Examples of this included; consumer 

committees, consumer forums, workshops, training days, inductions, volunteer training. The 

full open ended responses can be viewed in Appendix A. 

Table 13: Training/supportive processes 
 

Training/supportive processes Number of 
Organisations 

Percentage of 
Organisations 

Yes 37 71.2 

No 14 26.9 

Not applicable 1 1.9 

TOTAL 52 100.0 
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Q18-19: Does your organisation have any formal or informal agreements with other NGO 

service providers for joint provision of services or support? 

Most participants stated their organisation had formal or informal agreements with other 

NGOs. Participants were then asked to describe the main reasons for having these types of 

agreements. The majority stated that this was for the purpose of referral or joint services 

delivery. Those who specified other reasons mentioned issues related to cultural competence, 

collaboration and providing best service to the client. The full open ended responses can be 

viewed in Appendix A. 

Table 14: Agreements with other NGOs 
 

Agreements with other NGOs Number of 
Organisations 

Percentage of 
Organisations 

Yes, have formal or informal agreements 43 82.7 

Motivations for agreements with other NGOs   

Referrals 33 68.8 

Joint services delivery 32 66.7 

Shared responsibility for specific consumers 30 62.5 

Sharing expertise/mentoring/training 23 47.9 

Advocacy on behalf of the sector or consumers 17 35.4 

Tendering arrangements 17 35.4 

Joint funding arrangements 13 27.1 

Other (specify) 15 31.3 

 

“It's acknowledging that we can't be everything to everybody” 

“Acknowledgement of shared values, expressions of mutual support” 
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CONCLUSIONS AND IMPLICATIONS 

 

There is a degree of consistency about the provision of the public mental health services in 

Australia.  Although service structures may vary between States and Territories, and between 

area services, a degree of consistency is generally evident.  Most service structures include a 

combination of bed based and community services, with additional specialist services offered 

at a broader jurisdictional level.  Within this framework, mental health services are able to 

articulate the services they provide and the populations they serve. 

NGOs play a significant role in the provision of mental health services within the community, 

tending to focus on a disability rather than illness approach.  NGOs provide a range of 

services addressing needs of consumers in relation to housing, employment, outreach, crisis 

intervention, counselling, advocacy and recreational (list not exhaustive).  In the completion 

of this project 52 services described the provision of a broad range of services to meet the 

needs of people experiencing mental health problems.  The Collaborative Recovery Approach 

and Psychosocial Rehabilitations represented the two most frequent responses when 

participants were asked to articulate their approach to service delivery, however almost half 

were unable to identify their service approach from among the options provided.  Many of the 

responses reflected principles such as collaboration, consumer-focused and social justice, 

rather than more structured descriptors.  Some participants were able to clearly articulate 

their model and framework and this seemed embedded in their processes.  While others were 

unable to do so and didn’t consider this an issue of concern. This probably reflects differences 

in size and complexity of the organisations, and the qualifications and experience of staff. 

Queensland Alliance should consider the introduction of education and training for the 

smaller or less formal organisations so they are better equipped to articulate their model or 

framework without an informed basis.  

The background to this project suggests this inability to clearly articulate a service delivery 

approach has limited successful outcomes for applications for competitive funding. The 

ability to categorise the activities of NGOs in one of a defined number of options might have 

some pragmatic advantages, but is unlikely to reflect the complexity and variation of the 

activities undertaken by each of the organisations, with the danger that classifications may 

quickly be seen as arbitrary.  The majority of participants welcome feedback and assistance to 

facilitate more competitive funding applications in the future.  It is recommended that 

Queensland Alliance work with NGOs to provide or source training and consultancy to 
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facilitate the quality of funding applications.  It is noted that most participants have some 

level of formal or information relationship with other NGOs.  These relationships could be 

utilised to facilitate collaborative partnerships, increasing the expertise base and providing a 

peer support network for collective learnings related to competitive funding.   

Most participant organisations demonstrated some evidence of consumer participation within 

their services, particularly evidence by membership at Board level, input into service planning, 

the provision of feedback regarding services.  The involvement of consumers on selection 

panels for example, was less common. Less than 50% employed peer workers, and of these 

most employed the equivalent of two FTE or fewer.  Of these organisations less than half had 

a position description for these roles, which suggests concerns about role clarity and 

consistency for these positions.  Only a very small minority had affirmative action for peer 

workers embedded in policy.  Consumer participation, including its benefits to the 

organisation and how it can be supported should be more clearly articulated.  Queensland 

Alliance could play an important advisory role in this process. 
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APPENDICES 

Appendix A: Open-ended responses 

 

Which of the following specific services does your organization provide? (Other Specified) 

Art studio, arts based practice 

Arts programs - community participation 

Assist with legal services, child safety interactions 

Consumer companion program 

Daily living skills program 

Delivery of face to face counselling/ telephone counselling 

Emergency relief assistance, medical cleaning, young parenting intensive support 

HACC services - assistance, social support, in-home respite, personal care 

Health promotion and information is our main purpose 

Learning and life skill development 

One on one support 

Parents, high school age youth with MH issues/parents with MH 

Personal Care 

Provide training 

Sexual assault service 

Social activities, life skills/living skills 

Social support and self-help 

Spiritual care, hospital outreach 

Support to childcare centres and schools 

Supported employment 

Tenant, parenting, financial and legal services 

Therapeutic group work 

Vacation care 

We are piloting for 1 year an after hours support service 
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Comments and clarification - Questions 1-4 

Access arts - we provide arts programs. Our programs are open to anyone with a disability including MH 

issues. We are funded by Disability QLD. 

Child protection, early intervention and family support, early childhood education inc kindergarten 

programs, financial inclusion. 

Day respite. We are not a clinical model but we undertake our own assessment which is community mental 

health not clinical. It is a holistic approach. 

Don't like the term case management - people aren't cases to be managed. We use the term "one on one 

support". 

Emergency/crisis accommodation only. No medical treatment but counselling and MH treatment. We have a 

big volunteer program. Some outreach activities fit in to some programs, predominately for youth. We have 

DV and family relationship counselling. We also run a program specifically for SSI, somoan and indigenous 

people in prevention of DV. Biggest program is MH and youth. 

Employment and Pre-Voc currently working on. Assessment and Referral rather than assessment and 

treatment. We refer to other services. We work with military families and there are many barriers so we 

work on opening up services to these people. We provide an understanding behind the genetics of PTSD and 

how military affects families and the culture of military families (mostly not currently serving but the 

children of veterans). We also understand that because of genetic nature of PTSD there are lifelong issues 

with memory, learning, etc. We re-empower and re-enable rather than diagnosing, labelling and limiting. 

HASP program provides accommodation. We have 350 staff in 30 sites so I have answered these questions 

based on all services. We 99.9% MH service and offer homeless program in Sydney and Victoria. We are 

specialist MH. Assessment yes, treatment no. 

Limited advocacy. Action research, although it is not recognized academically. 

Main function, our core business, is to help develop and build the capacity of self-help and support groups. 

This is across the board of issues. We work with the groups not the individuals and use community 

development principals to work with groups who invite us to work with them and we network groups. We 

are the only organization of our kind in QLD. We don't provide services to consumers but to groups so that 

they can help their members. 

Many of our services have a MH focus but we don't call them MH services. Q4 We provide a range of 

accommodation for people with disabilities for children and young people 

Not a MH specific service but a large number of clients have MH issues. Our programs are designed to 

address social isolation through participation in sports, arts and recreation. We are looking at developing a 

life skills program with a recreational flair - in that sense it is a self-help group. 

Once a year we bring experts from USA to train Australian doctors in advanced nutrient therapy for mental 

health issues. We have 80 doctors trained in Australia. Provide training sessions and resources (usually 7 

days training). We have about 180 patients come so it is hands on training. We also have a public 

conference. We have about 20 doctors come back every year and about 20 new doctors each year. 

Only provided services for people with diagnosed Mental Illness. The Clubhouse provides a lot of 

support/referrals to emergency support but not the actual food as such. Not a clinical model so we do intake 

and assessment forms but not treatment. We do assess potential clients information to see whether they 

are suitable for our services. We have a housing program and house a lot of people but not residential 

rehabilitation. We do onsite rehab. 

Q3: Dual diagnosis. Mental illness and addictions. Psycho-educational groups. Consumer companion 

program involves consumers assisting others in the community. 

Q3: Includes allied health such as referrals for other issues that people may be having. I've advocated for 

people to Dept of Housing, Police, Centrelink, etc Q4: Some people say it's non-clinical counselling - we are 

not qualified in MH. But we refer to psych and counsellors and guest speakers from that sector. We have 

educated and trained people in OCD and how to support people with OCD in different organizations. We 

have monthly meetings and often go for a social event after this and have 3 major social outings every year 

for community awareness and networking. I encourage members of the group to volunteer their services as 

much as possible (newsletter, speaking, facilitating, materials, working bees, etc) and also participate by 

going to go to community forums, MH functions, etc. We refer for many services which we are not qualified 

to do. We do home visits and we've provided meals, etc but also linking in with agencies that can offer that 
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service. 

Q3: Mental health, aged and disability Q4: We provide support to people in the community in their own 

home - link to other services 

Q3: We have consumers with MH issues, our services are generic for anyone who has a disability. Q4: We 

have a few workers undergone training for peer support but they are not technically peer support workers 

and we don't have an actual program for peer support. Q4: Because we also support children there is a 

vacation care program we do. 

Q3: We support people with co-morbid or dual disabilities so they may also have cognitive impairments, 

intellectual, AOD, at risk of mental illness. We are a mental health service but there are a range of other 

disabilities that come in to it. 

Research we do in terms of action research in an evaluation frame, but we are not funded to do research. 

NOTE: This relates to all of the services offered by Kyabra, not just the mental health services (disability 

service with 3 programs, families change team with therapeutic group work and early childhood support, 

foster and kinship care, youth residential, supported accommodation, early intervention housing service, no 

interest loans, community development and MH program funded through national respite development 

funding. 

Suicide prevention. Education and awareness. Only assessment not treatment. Refer to treatment. Outreach 

to workplaces. 

Support to childcare centres and schools around practice frameworks and dealing with difficult children. A 

big part of our service is universal programs targeting children and families. 

Take clients out cricket, football, etc but not organized groups as such - RECREATIONAL  Have information 

and referral service for people with acquired brain injury  Do some emergency referral to carer respite 

centre 

Tenant advocacy and advice, Logan legal advice service, Youth legal service, victim and perpetrator DV 

service, HACC social links, disability program, lifelong planning support, youth health and parenting, financial 

counselling, family group conferencing (referrals from child safety), housing support services, drug court, 

property and tenancy, youth support. We are a single entity, we are focused in the Logan area but we have 

about 40 different service agreements with state or federal gov't. 

The organization has 4 main funded programs in QLD - specialist foster care to out of home care and 

residential services and supported independent living program and transitions in care program. We also 

have a very large disability service across the state (accommodation, in home support, community access, 

respite). Also have a strong assessment service and do from time to time provide specialist disability 

services. Also have HACC program in NQ and have a large refugee and asylum seeker program for 

unaccompanied minors who need support. The programs are not specifically designed for MH consumers 

but there are a lot of strong linkages with home care and immigration programs particularly. 

The service is for people with a intellectual/physical/sensory/neurological disability, not a primary MH 

provider, but support a significant percentage of our clients with a dual diagnosis. If someone just has a MH 

issue they would be outside scope of our organization. We manage an emergency pool of money on behalf 

of disability services so we purchase emergency care but don't provide it directly. 

We broker accommodation and respite and can support that financially for certain families. Psych and 

Counselling limited so we broker some as well. Many services are not specifically MH 

We deal with many people with mental illness including depression and borderline personality, bipolar, 

anxiety, panic, some kind of trauma background (sexual or physical abuse). Our very nature is to be dealing 

mental health issues, otherwise people wouldn't be coming to us. We would only occasionally deal with 

serious psychotic episodes. We also get our share of people with relationship difficulties, DV, children, etc, 

where they may or may not be MH issues. We participate in crisis line and we are also involved in 

community recovery - emergency response to disasters. In home support - one of our programs is funded by 

Child Safety (Family Intervention Service) but this is the only service within people's homes. 

We have some money to employ a new MH worker. 

We have transitional housing program which is a living skills program but they live in houses provided by us. 

We refer to counselling/psych 
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We run courses on depression and how people can manage depression better. We are focused on 

education. 

We specialize in mental health and also work with people with a range of disabilities (learning, physical) 

We utilize what's in play at Pindari Homeless Services, so there is some accommodation for homelessness 

and some respite for some participants in the Resident Recovery Program. Peer support is developing as the 

program develops. We don't call ourselves case managers, we have a different way of going about things. 

The guts of our program is providing an environment for participants to recognize more of their own self 

management of the general and MH care in their everyday lives. We are not about fully case managing 

people and making decisions for them - we encourage people to take steps themselves. We engage 

alongside people. 

We work with people on any significant issues. So we do work with people on AOD issues but it's not a 

residential process. 

When answering the questions I am answering for the MH services component, not the whole of the 

organization (Anam Cara Service). We work under a recovery model so our MH service does not employ 

psych or counselling, it is basically to support people to live in their own home in the community. 

 

What is the target client type for the program? (Other Specified) 
According to program - people with needs to be met by program 

All of the above 

Any disadvantaged person 

Any person experiencing disadvantage 

Anyone needing assistance who has 0-8 children 

Both A and B 

Construction workers 

Depends on program 

Families with children under 8 

Homeless or at risk youth 

Intellectual/physical/neuro/sensory disability/severe ASD 

Mental illness, intellectual disability or acquired brain injury 

Migrants and refugees, CALD 

People in need of support services 

People who fall through gaps/labelled as complex (high end) and need support 

People with any type of disability (defined under the Act) 

People with DIAGNOSED mental illness and support needs 

People with disability and disadvantage 

People with intellectual disability 

People with material/emotional/social needs 

People with MH, disability or aged related needs 

This varies according to the program 

Unemployed persons 

Varies according to program 

We are open to everyone provided we have the capacity 

Women and anyone who works with women 

Women involved in CJS and their children 

Young people at risk of or experienced sexual assault 

Youth and adults with variety of issues 
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Comments and clarification - Questions 5-8 

99.9% of our service is done off site. It is largely a health promotion service and we go out into the 

community to promote women's health issues and have resources and information here. We do some 

health professional education and referral. 

Anxiety disorder treatment only 

Construction workers is the target group. Program does three things: raise awareness about suicide and MH 

as a preventable issue, ensure that help is readily available to people and make sure the help is appropriate 

to needs of client. Funding issues vary - state funding is ample but federal funding is lacking. 80% of our 

funding comes from industry. 

Each program has it's own target group and criteria. E.G. Men's DV group, Child protection, Relationships, 

etc. Although we have a couple of programs which anyone can be part of. 

In our most recent strategic plan one of our key strategies was to diversify funding sources, so we don't want 

to rely too heavily on one form of gov't funding. 

Q5: 5-18 years at risk of or have been sexually assaulted and their non-offending family members. We also 

take adult survivors now. Anything to do with sexual assault. Our primary focus is children however where 

resources permit with have assistance for adult survivors as well. Q8: We have been successful at obtaining 

funding but we need more, so advice would be good. 

Q5: A couple of programs are specifically funded that have entry criteria but to be a member of access arts is 

open to everyone. We are quite successful in our recurrent government funding however we would like to 

be less reliant on gov't funding and there are other sources of funding that we've been unsuccessful in 

obtaining that we'd like improve our chances in. 

Q5: A woman involved with the criminal justice system 

Q5: Anam Cara program: They have to be a resident of QLD, 18-65 years, diagnosis of a psychiatric disability 

or dual diagnosis (intellectual impairment). 

Q5: Any client needs to be associated with a Reclink member organization (a branch of Mission Australia, 

Salvation Army, Footprints, etc). These orgs pay a membership fee to Reclink and their clients can access any 

Reclink programs. 

Q5: Based on the program. For some programs this is defined by the funding model whilst others are more 

flexible. Q8: We have been successful because we can demonstrate experience and use a model that gov't is 

confident in. We are strategic in what we tender for. We are very reliant on gov't funding and don't have a 

very diverse funding base which is a challenge for us. 

Q5: Depends on the program. This comes from funding bodies. Q6: This also depends on program - Mental 

Health is specifically adult (18+)Q8: I'd say we are confident but there are a lot of tenders that are already 

decided before we apply. It would be good if there was enough transparency that we could know that - we 

waste a lot of time on this. We are always looking at ways to improve. 

Q5: Depends on the program. We try to screen people in rather than screen people out. 

Q5: Each program has it's own criteria. Q6-7 MH service only. Q8: We would like some advice on how to do 

that better, particularly with MH funding. 

Q5: Eligibility - to receive a service they need to be over 18 and identify with having a MH issue 

Q5: For DS programs it's DS eligibility criteria. For HACC it's HACC criteria and for ALLARA programs it would 

be our own criteria - that they have a disability. 

Q5: For some of the programs there is entry criteria. 

Q5: Generally it's confirmation that the person has or has received treatment for a mental illness.  Q8: We 

are continuously told "outstanding application" but the funding goes to someone else so we would like some 

honest feedback about why the funding is not coming. 

Q5: Have to be 18-64, living with negative impacts of mental illness and/or their loved ones. Criteria does 

depend on the program. Q7: Have to be deemed eligible by disability services so has be a diagnosis. 

Q5: Have to have diagnosed mental illness. Can be dual diagnosis. After 50 years of age we assess health to 

see if they can participate in various programs . We don't accept people with paedophilia behaviours or 

extreme violent behaviours as we have children on premises and child safety policies dictate this. Q8: Would 

also like advice on how to secure more funding. We need to look at our model because of the areas that the 

funding is going to. 
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Q5: Initial assessments to identify clients needs - individual work plan. Clients are referred from Centrelink 

(unemployed) 

Q5: It depends on the program. Generally there are four criteria: age range from 16-64, people with serious 

diagnosed mental illness, people have a need for support, they live in or have ties to the area that we are 

funded to service. Highest percentage are people with Bipolar and schizophrenia. Q8: That would be 

proportional to the area. We've been very happy in some states and others not as happy. Many times it is 

about who has best tender writer and sometimes it is very strategic and political. So tendering for NGO 

sector is a process that needs rethinking. 

Q5: It varies according the program. Q8: Some of the small projects we have not be as successful in securing 

funding, peer support is an example of that. We wanted to peer support for youth and put in 2 applications 

which have not been accepted. 

Q5: Most programs do have this. E.g. youth connections 14-18 yrs. It varies according to the consumer 

group. 

Q5: Need to have a child 8 years or under in their family and are living in local area Don't need to have MH 

condition. Many other reasons to come to use the service, e.g. parenting concerns, Child Safety concerns, 

AOD, housing, DV situations, separations, disability. 

Q5: Primary diagnosis needs to be mental illness. If primary diagnosis is intellectual we may or may not 

accept.  Q8: There isn't a lot of funding out there to be had. Flood victims are taking a lot of funds at the 

moment. 

Q5: Program specific entry criteria. Q7: Answering specifically PHAMS - MH specific program. 

Q5: Some type of mental illness 

Q5: Suffer from depression or carer for loved one who suffers from depression Q7: We don't actually ask for 

a diagnosis but if you self-identify as having depression. We work more with mild to moderate cases, it 

doesn't have to be severe. We don't deal with more severe illnesses such as schizophrenia. Q8: We have 

tried asking for Gov't funding and haven't got any yet. We've only been in operation for a year. We would 

welcome advice on how to get funding. 

Q5: Suffers from MH issue. Board is 50% or more consumers or experience of mental health. Since 

restructure in 2010 we have been quite capable of applying for funding and have been successful already 

this year. 

Q5: That a person lives with a MH need or challenge, that they want to be better included in community, 

that they live in greater Brisbane area. Q8: A lot of our funding is recurring so we don't have to keep 

applying, however we would like to improve chances for additional funding. 

Q5: That the family has a child under 8. Also have a child safety program which is 0-18. Many children and 

probably 90% of mother have MH issues. 

Q5: The criteria is that you have to be over 18 with mental illness as primary diagnosis. 

Q5: The patients have to have a mental illness. Q8: We use our own funds and charge enough for the 

training to cover our costs and any money left over goes to Dr Walsh's Research Institute in the USA, to 

enable him to carry on the research. 

Q5: There is eligibility criteria dependent on the program (age, MH status, disability status, welfare, etc). We 

have services that respond to almost every age group, however we don't have many programs for those 5-

16 years. 

Q5: They don't have to have OCD - some people might have other illnesses. Target group is people who 

suffer from OCD and carers, loved ones and interested others. Q8: We are only minimally funded (around 

$28K a year), however there is a desperate need for it. We've had funding since 2004 but group had been 

going for 17 years prior to this. We were very desperate and we were lucky to get funding and this was an 

acknowledgement. We wouldn't exist without the volunteer work. I am happy with that but other people in 

future may not be happy with this and the fact that it's a big job and only paid at a very low rate. The gov't 

will have to put in place more avenues for funding for groups like ours because it is too difficult without it. It 

is vital that the funding be recurrent as the stress every 3 years is difficult. Our group is a one man band. If 

there was more funding there could be other people so that it wasn't reliant on one person and so heavily 

on volunteers. Whilst we are happy with acknowledgement given by the funding we have, it is vital that we 

have enough funding to enhance what we have. There is no guarantee of getting ANY funding so you don't 

want to complain about what you do get. 



 Mental health service delivery and consumer participation 32 

Q5: They have to have a MH history and be a non-threat to themselves and the clubhouse community and 

over the age of 18. Q8: Have been doing pretty well with securing funding, but would still like to know how 

to improve. 

Q5: This depends on the program. Some programs have significant restrictions as to access and others are 

completely open to general public access. Q7: Very much depends on program, we have more than 200 

programs. Q8: Confident with ability to secure available funding however this doesn't always meet the needs 

of the service. 

Q5: This varies according to the program involved. There are about 11 different programs which each have 

different criteria and access eligibility. Q8: You can always do things to improve but I don't think we are 

doing too badly. The funding is just not there and it's so much more competitive to get this. 

Q5: Up until changes with Dept of Community we would do ONI (ongoing needs) form. The process now is 

that new clients come directly from Disability Services Qld who undertake their own assessment. Q6: Funded 

from newborn to 65 but tend to work with 8-50s. Q8: We have been fairly successful in funding, but we 

could do a lot better with our submission writing - we are eager and open to this. 

Q5: Very broad criteria and informal process - safety, do we have something to offer the client and their 

significant others, we then do an assessment and find out what they want and what we have to offer. Q8: 

We now have direct gov't funding through Dep't of Communities and receive funding from a range of other 

sources and have a dependency on this. The clients who come with funding attached to their support 

packages have this and we don't have to seek this. 

Q5: We are Dep't of Communities funded 100% Gov't funding. Eligibility is that they have to reside in 

Brisbane inner north, diagnosed mental illness, aust citizen, over 18 years and predominately around looking 

to transition people from boarding houses and hostels into more appropriate accommodation and build 

community links. Moderate to severe mental illness only. We are looking for more funding to develop other 

MH programs and services. 

Q5: We use the ongoing needs identification for all programs. We have developed it quite holistically and we 

can refer clients across services.  We tend to work mostly with people 24 and over, most clients are middle 

aged (40+). Q7: Moderate to severe mental illness and people with other complex needs. Q8: We rely almost 

fully on gov't funding and we have been well funded. We would obviously like more and we can always do 

better. 

Q5: We work with young people who are at risk of homelessness or who are homeless and have 

learning/intellectual disability. Also with youth transition out of child safety services. MH tends to be a major 

issue. Q6: The target age depends on the program. Q8: One of the areas that we do have difficulties in 

funding for is for people with MH and intellectual disability so we are hoping to improve this as it is an under 

serviced group. 

Q5: You must come from a military family as that is our field of expertise. We do assist individuals with 

intergenerational trauma issues (multiple sexual abuses, etc). People with compound trauma we provide 

expert assistance to. Most clients are 22-52. Q8. Whilst we don't rely on Gov't funding we would like to. We 

are all volunteers and receive no funding due to ignorance about our area. The MH field does not 

acknowledge that mental illness can be inherited and we believe in genetics of PTSD. We don't have backing 

from psychologists and psychiatrists on this. 

Q7: People with schizophrenia 

Q7: St Vinnies helps people who are in need. Most of the time they are short of material goods. One of the 

sub-groups we come across a lot is people with MH problems. We take account of their needs in context of 

the poor. 

Q8: We are in a purchasing environment so these categories don't really fit where we are at today. Gov't 

decides what services they want and puts out tenders to purchase those services. The real answer would be 

a combination of A, B and C. Sometimes it boils down to who has the best tender writer as to who is 

successful. 

We have a referral process - this will be changing 1st July 

We have been traditionally only funded by QHealth to work broadly with self help groups. We were 

approached by Dept' of communities with one off funding to work with groups. This was evaluated by Uni 

and we were given the funding again. This time the funding is not available as it is going to flood impacts. I 

don't know that there is anything we can do as the evaluations are great, we haven't had recurrent funding 

as the funding gets earmarked for other use. 
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Comments and clarification - Questions 9-10 

As we are not a MH service we don't really follow those models and use those terminologies. However we 

are a member-driven organization so in that sense it would be Consumer Run. 

Community development principals of practice. We work with groups not individuals and we invite groups to 

take part in various training and opportunities and networking. We make the offer but if people aren't 

interested that's fine too. It is always about transparency and consultation. 

Elements of intentional peer support - underlying values are similar. Also elements of psycho-social rehab 

In essence we are CRM as we work with other services for the benefit of consumers. Our programs are 

looking at building upon people's social networks and giving them greater opportunities for informal 

interactions. 

Providing concern and practical care to people in need, including special consideration to people with 

mental illness. The approach depends on the program run. 

Psycho-social rehab/clubhouse - Clubhouse model is a model of psycho/social rehab. 

Q10: As a community support agency we are working towards consumer directed care within the confines of 

working within Gov't and non-gov't contracts we favour the consumer driven model. We take an inclusive 

approach with consumers and their carers. 

Q10: Is psycho social but also collaborative recovery focus as well 

Q10: Our framework is child centred, strength based. We take a non-investigative approach to our therapy. 

Q10: We don't fit neatly in any category but broadly it is psycho-social. We have a range of program and 

main program is community inclusion program. So this is more a social connectedness MH model of work. 

Q10: We probably don't fit in neatly with any of these models, but when working with MH clients we 

certainly find benefit in recovery and peer support models. Our service is purely a respite model, trying to do 

what we can do to give people valued roles. 

Q10: We work in collaboration with clients and we also collaborate with many services and with other 

people in the client's life we also work within that recovery model - looking at barriers to achieving and 

linkages. 

Q9: As an organization we have many cultures so we could work on ensuring that things are well 

understood. Q10: Social Justice principals (some people need more of a leg up than others). Clients dignity is 

one of our guiding principals, respect for diversity, partnership and capacity building and accountability. 

Q9: Because of the breadth of the organization this varies quite a bit across areas. Q10: Because there is 

such variations across the programs we have many different models and frameworks. Certainly overall I 

would say person-centred/client focused model is strong overall across the organization. One of the models 

we are very committed to is client directed outcome informed practice. 

Q9: Bit of a mixture really. In a macro sense it is very well documented but intra-agency not everything is 

documented and some things are just generally understood.  Q10. This again depends on the program but 

most counselling takes collaborative approach. 

Q9: Everything is very well defined and documented, however there is always an issue of making sure that 

people understand this and make the connection back to licensing and accreditation. Q10: The framework is 

based upon the program area, for example in disability it would be based on cognitive behaviour, whereas 

immigration and out of home care would be based around trauma and attachment. 

Q9: Everything is well documented but it can be concerning whether clients understand everything, 

particularly dual diagnosis clients 

Q9: If you include Workplace Health and Safety this takes us down to the second category. This is the main 

issue that staff don't understand. 

Q9: Our consumers wouldn't be aware of our processes because it is not an ongoing relationship, but our 

staff certainly are aware and understand. Q10: Also primary prevention and early intervention are a big part 

of our model, principals are feminist and social determinants of health. 

Q9: Speaking only for the MH program. At an organizational level we have stringent auditing program. The 

MH program is FACSIA funded and newer and it has been a developmental process and there have been 

some significant changes. There has been a process of documenting everything but we are still building on 

this. We are in the process of undertaking a significant evaluation. 
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Q9: The size of the document is sometimes taken to mean that the info is better but we tend to find that the 

larger the document the less people read it. Q10: Its generic and developmental in that we work with 

groups, individuals, etc. 

Q9: They are highly accessible but they might not be as well understood across time people need to go back 

and refresh their knowledge well after their induction period. 

Q9: This is across the board of all programs. Q10: It is a recovery based program so this is the framework 

that we use. It is based on the principals of collaborative recovery and we have participated in recovery 

based training. 

Q9: Under fair trading act we have a need for our processes to be very well documented and understood or 

we lose that accreditation. 

Q9: We have gone through our third cycle of accreditation so are confident with our documentation but it is 

a matter of this documentation being understood and accessible at the coalface. Q10: Collaborative 

Recovery Model is an evidence based recovery model developed by University of Woolongong. It has been 

designed by consumers and staff and piloted. CRM is a name given to a designed and copyrighted model (Dr 

Lindsay Oates, Prof Frank Dean and Dr Trevor Crow). Evidence based model with psychometric properties. 

This probably needs to be clear. We use this model that has been fully validated and is a very specific model 

of service delivery that requires training and licensing. Historically we have said we are a psycho social rehab 

service and model is CRM. There are other orgs in QLD that have come from other states (aftercare, etc) who 

are using CRM. 

Q9: We have just revised policies and procedures and put them online so they are more accessible and we 

have revised some more traditional/customary practices and documented these - we are looking to publish 

these online as well. Q10. We are a consumer based grass roots organization. 

Q9: We set up from scratch a year ago and have already been audited so we are on top of this. Q10: Mental 

Health recovery concepts that guide us in how we engage and set up our program 

Strength based approach: Club House model 

These are all primary MH models which we are not. When people have a dual diagnosis we work with a 

primary MH provider. 

Training of doctors in individualized advanced nutrient therapy 

We are not specific MH providers and we are an employment service we are directed by client needs. 

We are trying to take the best of all models and maximize this for the benefit of our consumers. This model 

is all inclusive. 

We bring in psychologists, GPs, etc to deliver training and education. 

We promote ourselves as consumer operated services but have several models that we have derived that 

are unique to our services. We have borrowed from several models to develop our own. So consumer run 

and peer support. 
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Comments and clarification - Questions 11-14 

A very small number of peer workers - not in a formal sense. Happens incidentally 

Generally we have about 3000 volunteers in QLD and we have about 200 staff. Some of those are social 

workers. Within those there is 1 one designated MH worker. One of the programs has introduced a buddy 

system - ComPeer in Sunshine Coast. 

I am only staff member. If we were looking for staff a consumer would get the position because of past lived 

experience if equally qualified for that position. 

It is mandatory that all people, managers, staff, volunteers have a lived experience 

Q11: 90% of our workers would have had a lived experience but they are not specifically employed as peer 

workers. 

Q11: As it is a clubhouse all members are volunteers and all peer support one another. I would love to 

employ a designated peer support worker, but funding is the issue. 

Q11: In this case it is people with disability/disadvantage. We try to employ these people in all aspects of our 

programs. We have a lot of work placements through different organizations. 

Q11: The closest we would come to this is that a lot of our cultural support workers in immigration program 

were actually refugees themselves. 

Q11: We certainly have people in that category but they are not employed specifically in that role. We don't 

have any peer workers under the mental health funding. We wouldn't necessarily categorize it this way. For 

example, when we run suicide prevention program one of the facilitators would have an experience with 

suicide, however this would not be their 'role'. 

Q11: We have certainly trained a few but don't have a program for this 

Q11: We would have some people who fit in that category, but it's not an intentional strategy. Many 

volunteers have been helped by our programs and they move into a volunteer role. 

Q12: Figure for MH only. Also have people with AOD issues, etc. People don't necessarily have that peer 

support label 

Q12: This is for all PHAMS programs. Q13: We don't have a written policy but it is in our guidelines and it is 

part of our funding model. 

Q12: Unsure of the exact number - a guess would be about FTE 3.5 (we have 4 individuals). This is 

designated peer workers only, not including volunteers or individuals with lived experience employed in 

support positions. 

Q12: Volunteer estimate across Brisbane and Moreton 

Q13: Peer workers are a requirement for some of our funded programs. 

Residential program based on peer support model. We don't employ these people as part of the service 

model. In another program we partner with consumers and part of that is partnering with a consumer 

committee who are elected by consumers who also have a peer support role. We also employ paid 

consumer consultants and their role is to advice CEO in regard to a range of service activities and planning, 

org planning and program planning, editors of newsletter, and support CEO in annual consumer forum. 

There are some peer support aspects to their role as well. 

Some of our staff (voluntary or paid) have had mental illness 

The only volunteers in our org are board of directors. Peer support workers are paid employees. One of the 

problems in MH sector is not having clear role for peer workers. We train people under CRM which has a 

model called Florish whereby peer workers work with others in group setting to go through modules to 

assist them in their recovery. 

This is part of our consumer companion program. They are in house residents and access our services but 

also assist our residents or outside people. They are assisting in a legitimate way with our residents. 

We are fully run by volunteers and don't employ any staff (due to no funding). 

We call it lived experience of overcoming adversity. I would say that our whole team including the 

volunteers come under that definition. Throughout the team there is lived experience of mental illness, 

drugs and alcohol, streets, etc. The FTE figure stated in Q12 is mental illness experience specifically. 
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We do have several staff on our books who have a lived experience of mental illness and we do ask them to 

work with MH consumers but they may or may not reveal their experience. We would like to work towards 

having peer workers. 

We don't employ specific paid consumers however all members volunteer in the running of the organization. 

All of our members do a lot of peer support work with each other every day. It is a peer run service however 

they are not brought in as volunteers. 

We don't have designated peer workers 

We don't have designated positions but we strongly encourage people who have lived experience of 

imprisonment to apply for positions. We can't have designated positions because those people may not 

have appropriate qualifications as determined by our funding - so we can't designate positions. However we 

have women in prison inform management committee and those who have been in prison to inform 

management committee. 

We has a project called Natural Helpers where we hired people from different ethnic backgrounds to offer 

peer support for people with chronic disease who needed to access mainstream help. They would take them 

to appointments, help them develop capacity for them to support one another. At the time it was 5 FTE. This 

has now been integrated into the health model so we no longer have funding for this. 

We have 50 staff and over 600 volunteers (not all full-time) and all would identify as having experience of 

mental illness. Q13: We have an affirmative policy for people with mental illness so we will employ these 

people in any position, not just peer positions. We don't use the term peer worker, we just employ people 

with lived experience across all positions. We have field workers and because we have mutual help through 

peer support our volunteers lead those groups and they all have lived experience. It is not intentional peer 

support from workers view, its a different model. 

We see a peer as being a fellow construction worker. So we do general awareness for all workers and we 

train gate keepers to keep an eye out and identify people at risk. We have connectors (workers on site who 

have received training - a mate who can keep you safe while connecting you to help), we have assist workers 

who are suicide first aid workers. 

We use peers for resources and support but do not employ. Would like to if we had the funding, particularly 

in housing program. 

We would like to move to employing peer workers. It is not a feature of our funding but it is in our 

operational plan to move to a family peer mentoring model. 
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Comments and clarification - Question 15 

As we are only a new organization everything is new. We are quite unique in what we do in this area. 

Case notes are more like personalized plans which are arts focused. Because we are funded by Disability 

Services we have quality services audit every year so it is an ongoing process. 

Case notes may sometimes be made without clients input 

Case plans are collaborative but not case notes at this stage - we are discussing this. In last 12 months we 

have introduced having parents sitting on advisory committee to direct our activities. 

Client involvement in hiring is stated in documents, but I know that this hasn't happened in the last year. We 

used to have a sub-committee to push feedback to the board and a rep who sat on the board. This formal 

meeting setting doesn't seem to be desirable so we are looking at engaging people in social things every 6 

months and at least 2 formal engagement workshops so that there will be something every quarter. We 

hope that this will be a better way of reaching people and getting feedback around services, etc. We want a 

multi-prong approach to engagement. 

Haven't done surveys or feedback yet but we will be doing this starting now 

Having staff with MH issues is incidental but not deliberately sought as people come to us on basis of 

qualifications and skills. Having staff with MH issues can be difficult at times if there is a fragility there. 

Because it's a large organization and structured in a particular way sometimes it is not easy for consumer 

participation to be there at a higher level. Clients have a right to see records but not necessarily correct or 

make changes however they can insert feedback. The Client Directed Outcome Informed tool has been 

introduced over the last couple of years (ORS/SRS tool). 

Hiring decisions - we have had clients on panel for office staff but we generally hire a support worker and ask 

the client about the suitability of that person to work with them. 

In PHAMS we are moving towards collaborative case notes. In PHAMS we have on occasion included clients 

in hiring decisions. New processes include consumer participation in planning, VOICE surveys, we are looking 

at client advisory groups for youth centres, we have clients running voluntary activities for other clients. 

Involving clients in hiring decisions is a planned move for future. We have set up parent focus groups to feed 

into program delivery and offer suggestions. We are employing parent liaison worker to support that 

process. 

It is consumer driven but our consumers are the groups. We are going to start proactively start surveying 

people. 

New processes only in some of the groups that we support where the consumers themselves are significant 

in the direction of the groups. We've always done this but it is developing in new ways. 

New processes: we have brought together a group that involves some consumers and some key 

stakeholders in the area of peri natal mental health to look at our role in that area and we have presented at 

a health professionals network meeting and we facilitated that the consumers participated in that as well. 

New sports programs and art groups in response to identified need of consumers of services. The art 

programs feed into Art from the Margins. Gentle exercise activities (yoga, tai chi). All these have come 

directly from consumer requests and needs. Also netball/soccer program in development which have been 

identified by service users. 

New: over the last 12 months we have been setting up a youth representative council for kids in home care 

program which is aimed at giving them a voice. 

No surveys. Paid workers cannot be consumers. Flourish is new. Peer support with Sydney homeless 

program is new. Engaged with consumers to undertake audit of our consumer participation project and also 

employed consumers to implement findings of consumer participation project and to review our current 

consumer advisory groups in each state. 

Our consumers are involved in every level of everything we do 

Our primary aim is providing information and training 

Some of our funding agreements involve periodical satisfaction surveys. It can be difficult to rigorously 

survey people who are in prison. 

The ComPeer program. It's a buddy program involving clients. 
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The level of consumer participation depends on the design of each program. Yes in relation to individual 

support plans, not all case notes. 

There is some collaboration on case/progress notes depending on the situation. In key roles clients are 

involved in hiring decisions but not all positions. In past 12 months we have redeveloped and re-established 

the Open Minds "Do It" peer support and advisory group - it has two main functions: a mechanism for client 

feedback into the way the org delivers its services (monthly meetings of peer reps from each program area), 

and responsible for initiating social and community activity initiatives for clients. 

Trying to encourage young people  by responding through email, etc. We get a lot of verbal feedback and 

feedback through phone calls and emails, but we don't do surveys as I find people don't like them. We have 

seen a decline in attendance by young people so we are thinking about how to deal with this - facebook site, 

website, etc. 

We are a for profit company and our mission/vision statement needs to be more inclusive - so whilst this is 

done it is not written. No formal surveys or feedback but because of relationship we have with consumers 

they offer direct feedback. We've only really been doing this work serious through disability services since 

Feb. 2010 and we have been building upon the input that clients have into services - it is our intention to 

have a fully inclusive service. 

We are at the moment introducing new processes. Previously case reviews were conducted only with 

support workers or team leader whereas now we are moving toward having the consumer come and speak 

at their own case review and participate in that process. 

We are looking to have a pool of individuals who are trained to sit on advisory panels. 

We are trying to formalize consumer feedback as it has previously been very informal. We've used a 

questionnaire to address this. We are also trying to see if we can get more peer support workers (in 

volunteer roles). And also utilizing skills of consumers in other volunteer roles (lawn mowing, meals on 

wheels, etc) - increasing consumer involvement through volunteering until other roles become available that 

they can apply for. 

We are working on some new consumer participation process but haven't implemented as yet. We have a 

project underway at the moment looking at consumer participation and engagement whereby we are 

engaging with other orgs who have done this. We have formed an indigenous advisory group & a number of 

other advisory groups. We are trying to improve consumer engagement processes across whole org. 

We do a case plan that is agreed with a client but case notes are not done with a client. They can access and 

amend but they are not written collaboratively. 

We don't write case notes but we do individual plans which are done in collaboration. Clients are involved in 

all staffing decisions and review and evaluate staff regularly. 

We have a consumer sub-committee on our board. New processes include consumer companion program. I 

attempted to initiate and facilitate a peer support group but the unfacilitated groups were unsuccessful. 

We have a program where we are assisting clients to be advocacy champions  We are about to hold the 

inaugural supportive employees council - to talk about employment, rights, wages, training 

We have a young people's monthly community meeting where we discuss ways to improve service delivery 

or peer behaviour, etc. 

We have award winning policies and procedures and our standards of practice have received recognition by 

Dept of Communities. All this info is available on our website which is open to members. New is online and 

every time we have a GM we post this online so that members in USA can participate and vote. We are 

working on a newsletter coordinator who will promote us and collect feedback and other data. 

We have some staff (admin, kitchen staff) who have mental illness but they are not in decision making 

positions 

We've just been going through a system of quality and continuous improvement and now we have an all of 

NEXXT Health satisfaction survey which feeds back in to a yearly plan. On an individual level we have a 

community development worker who has started developing a process of boarding house and hostel 

residents contributing to a newsletter that goes out to boarding houses and hostels. 

When assessments are made a person would be encouraged to look at their records to evaluate how they 

are going. If we were having a strategic planning day we would not necessary invite consumers to come 

along, but they would be represented by staff who would advocate on their behalf. We do have many 

mechanisms that consumers can give feedback and we encourage this. 
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Process and structure of training/supportive processes in place which enable the people who 
use your service to be involved in the activities of your organization  or other service 
organisations 
A training program for clients to become volunteers 

Consumer committees, paid consumer consultants, consumer forums, consumer edited newsletter, 

consumer/staff meetings 

Consumer companion program. Invited into a range of training and activities that can bring them into the 

organization. 

Consumers involved in evaluation of their cases and they are promoted as the driver and we avoid having 

meetings without clients. We do recovery-oriented conversations with staff and we hope to open that up to 

consumers in future. 

I encourage people to take on volunteer roles and participate in activities of the organization. 

If any of our staff go on PD courses or workshops members go to those as well and also to any conferences 

or training. Staff and members are encouraged to do 3 week training in Club House model. People can start 

off by volunteering and then develop and move into community and get own employment and housing. 

In PHAMS there is no structure, it is an essential part of the job to make sure that people are connected to 

natural networks in their community. Early youth centres have parents and children learning together, 

parents doing volunteer training. 

In the last 12 months we've developed a peer volunteer capacity - PD and training and orientation to 

support that. A peer educator role around specific projects. We run a Saturday group which is a MH psycho-

social group which is quite self directed and develops it's own calendar. We run an art group around the 

creative recovery approach. 

Its done on a one-to-one basis. There is no program but if there is an expressed desire then a worker would 

look at what type of role and resources and information are appropriate. 

It's in a very broad sense. A young man we work with is the chair of a housing cooperative we support and 

he has poor literacy skills and he is now doing literacy training to improve his skills in that area. 

Not particularly formal. We have a few women who are interested in becoming youth workers and we have 

placed them doing voluntary work. We have volunteer training which is substantially the same as new staff 

members and students on placement. 

Quite often people who have used the service become connectors. They can become assist workers as well. 

We provide full training and support for these people. Field officers support the connectors. 

Staff and members (consumers) are trained in clubhouse model and other training days. 

The key vehicle we have is that we invite all service users to a quarterly meeting with other workers and 

volunteers - it's called a guiding group. They attend and are supported and welcomed to be there and invited 

to give their responses and be part of the decision making process. 

They can attend job clubs and are advised of this via newsletters. We have regular training on disability 

service standards which clients are invited to attend. 

This is on our plan for the next 12 months. 

This would occur through our volunteer system. It's probably minimal but it's there. 

Through the Do It club 

Through training days and network meetings there is always an opportunity for people to become further 

involved and join the board and management committee. We try to have representatives of groups on the 

management committee. 

Volunteer training, information sessions for clients on many practical things. 

We are developing further opportunities for consumers. 

We are in the process of doing this. We are trying to get people involved in different roles. If consumers join 

the board they have to undertake training. 

We don't provide group activities, so we don't encourage clients to get together regularly (Christmas 

mainly). Mainly because our focus is on connecting people within the community they live in and these 

groups. 
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We employ a range of people for our workshops and PD mentors. As part of that we do an induction and 

training for all staff and volunteers. 

We have a community and advocacy support team that works with supported employees to assist them in 

understanding the process of advocacy and run an advocacy champions workshop. 

We have an induction process for new staff and volunteers and we have an introduction to the services for 

clients. 

We have an induction program and work with QLD TAFE to bring students in for placements and they also 

must come from military family. 

We have fortnightly BBQ and once a month we run connections advisory panel for clients and their 

significant others. This then gets fed back for continuous improvement through the service. 

We have informal training. We communicate with people using the service we have a person-centred 

approach so they are considered and we seek their feedback in achieving their recovery goals. 

We have internal training and we have training weekends that GROW participants come along to learn more 

about the model and the model is aimed at personal development. We also have a lot of literature that is 

available to people and we encourage people to write and share their personal stories and we have 

workshops for that. A lot of the branches have weekly leadership training which is aimed at volunteers or 

participants that are becoming well and thinking about taking on a volunteer role. 

We have orientations and orientation days through each unit, we have individual goal setting which links to 

units and achieving specific tasks while at clubhouse, these are reviewed twice a year. People are engaged in 

the work ordered day through peer support and working side by side. 

We have training for people who come onto consumer advisory groups. We've employed consumers on our 

staff training team as well. 

We have training for volunteers and we encourage people by training them to become peer workers, etc. 

We have training opportunities for families if they want to become volunteers. We have a pathways to 

employment process. 

We have volunteer training and some of our volunteers are taken from our pool of clients. However this is 

not specifically for clients. 

We have volunteer training and we are training people in different ways all the time. One of our courses is 

teaching people how to be readers and singers/musicians at church services. 

We offer recovery training to families and we hope to be able to offer support for them to step in to 

leadership roles 

We provide information however we don't try to engage people in a lot of group work in house, we try to do 

general community connection. 

We send invitations via the newsletter or personal letter for information sessions. We also invite people to 

be on management committee and also attend strategic planning. 

When I meet with people individually I talk in depth with them about the organization and what they can 

contribute. So it is an informal process. 

Where consumers can volunteer and be involved in service delivery or supportive activities. We have 

volunteer training and in the work they might do. We are also looking at social enterprise activities for 

disability clients - small business ventures whereby the deliver paid services to the organization. 
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Comments and clarification - Questions 16-17 
All staff undertake mental health education even if they aren't within a specific MH program (in home care 

workers). This enables them to identify cues and symptoms for early intervention. 

Clients are very involved but there aren't training programs as such. Many clients volunteer and client 

editorial committee put together the regular newsletter 

It is very open and people can express if they are not happy with things 

Q16: We have signs displayed and go through guidelines with new people. We have a feedback/suggestion 

box. 

Q16b: Could be improved which is why we are undertaking these projects. 

Q16b: It could be better - wanting to make it clearer. 

Q16b: This is being re-evaluated and refined. 

Q16b: We've strengthened the complaints procedure but we are aware that some clients have severe 

learning disability so we are aware that we need to continue to improve this. 

Same complaints procedure for staff and consumers. Complaints are seen to drive improvement so we 

encourage this. We keep a complaints register where we log everything (informal or formal) and show how 

we've addressed that issue 

We don't have that ongoing relationship that would allow people to become familiar with our processes, 

such as complaints procedure. 

 

What are the MAIN reasons your organisation has these formal and informal agreements? 
(Other Specified) 
Acknowledgement of shared values, expressions of mutual support 

Clarity around interactions 

Collaborative working approach 

Demarcation areas - we will always refer to prisoner's legal service, etc 

Facilitating partner. 

Integrated service delivery, culturally competent service delivery (ATSI) 

Manage pool of money on behalf of funding body 

MOUs for shared space & projects 

Providing best care to client where we don't have the service 

Providing best care to consumer 

Seamless delivery of service 

Self Help QLD auspicing body 

To support cultural protocols, etc for ATSI clients 

We can use RSL for meetings and conferences. 
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Final Comments 
As it is an evolving business we are constantly seeking feedback from consumers and their families about 

how we can best meet their needs within the confines of our funding model. 

As part of Spiritus we are doing a client consultation review or how A place to belong and other services are 

involving clients in feedback and the work of the service. We are looking a different models of how we can 

strengthen the client consultation process. 

Attempted to form joint funding arrangements. 

Formal agreement with Spirtus and Bluecare and several informal and brokerage agreements with rural and 

remote providers. 

Funding collaborations are difficult due to lack of understanding of our approach and genetic experience of 

PTSD (cellular memory, genetic memory). We are engineering families to become strong and not victims. 

With PTSD in military the experience gave you that illness because of loss of control, which is why we work 

at re-empowering. We are desperate to get funding because we are being hammered for requests for help 

and get calls several times a week for suicide intervention along with a host of other issues including 

Domestic and Family Violence. Even calls from people who won't access military services because they don't 

want it going on their records. We would love assistance with funding or building funding partnerships. 

I am not sure how relevant we are for this project. GENERAL: I think one-off funding is very destructive to 

NGOs, you lose your staff and this is tragic. It is also so disappointing for the groups we support as no-one 

else offers this support to groups. 

In relation to housing: 90% of our clients live in public housing or hostels. The vast majority of our services 

are delivered in place or residence however this residence is usually not privately owned. It might have been 

worthwhile asking some questions about people's linkages. Many times MH is a big issue, but might not be 

the reason people were initially referred to us. So we need to have advanced skills and knowledge in this 

area, even if it is not the core aspect of the particular program. While we are funded for specialist services, it 

is difficult to actually separate these out in reality. 

Integrated service delivery, culturally competent service delivery (ATSI), connection to community. 

It is great that QLD Alliance are doing this and will be very valuable, particularly for smaller NGOs. 

IT support is desperately need for groups like ours. It is essential and if you don't have an auspicing body I 

don't know how you would get by. Support groups need sufficient and recurrent funding and this needs to 

cover at least 2 part time people so it's not a one man band which is a dangerous situation. If support groups 

are going to be viable there needs to be a financial commitment because we do pick up a lot of slack that 

professional bodies don't deal with. Groups are essential and need to continue. We would love to have a 

self-help support network/centre where people can come (all under one roof) and clerical and IT support is 

provided and it is more economical and practical and all the resources are readily accessible. We have a 

resource cupboard but that is in question as we may have to move that cupboard from the area the 

neighbourhood centre where we have our meetings. If it is moved off site it would be terrible for our 

consumers. Groups cannot survive in isolation! 

Manage pool of money on behalf of funding body whereby we purchase services from appropriate services 

in the community. For example respite care, day service time etc. The consumer indicates a preferred 

provider and we purchase the service for that consumer. We do a significant amount of work in those areas. 

Many of these questions were somewhat irrelevant as this is a self-help group run by one person with very 

few formal procedures or processes. 

Q18: Integrated MH for case management for clients and other clinical services, e.g. hospitals. GENERAL: I've 

written a policy suggestion, my concern is that people that access our services don't fit well within case 

management model which is currently being funded. We take people who don't fit that model or medical 

model. We are under-resourced and it seems that longer-term residential model is not as favoured at the 

moment. We are trying to modify model so that we can intervene on short-term basis and hope that this will 

assist us in obtaining funding. With reduced acute beds there may not be enough support for after-hours 

and long-term needs. 

Q18: Primary agreement is MOU with Breakthrough Community housing, the housing and homeless service 

and QLD health mental health. Its around our transitional housing program which is about ensuring the 

processes involved are smooth. It's about keeping the pathway seamless for the client (either coming out of 

prison of MH unit). 



 Mental health service delivery and consumer participation 43 

Q19: Generally written partnerships are to provide services to client where one place doesn't provide whole 

of service. It's acknowledging that we can't be everything to everybody. GENERAL: I think that contextually 

some of the questions could have been broader rather than QLD perception given some orgs are outside of 

this view. GEN: There needs to be frank and open discussion about whether the competitive tendering 

process is actually best for the NGO MH sector. There is a relatively small amt of money involved and many 

orgs. Also it seems that if orgs are going to place themselves as MH providers they should be adhering to 

some standards and protocols.  

Q19: We broker out components of service delivery to agencies with expertise in these areas. Sometimes we 

broker in to supplement our own services. We also broker services that we think can be better provided by 

another agency. 

These types of projects always come from the perspective of the researchers which doesn't always fit the 

reality of where we are coming from. A much more expensive or detailed option is to actually go out and 

find out what people are doing. Ideally it would be great to send someone to meet with services and get a 

complete picture of what the service is doing. 

This project sounds really important and I think it's crucial that services are better aware of each other and 

the services they provide and drawing on each other's expertise and experience and acknowledging the 

work of others. 

This ranges from very formal MOUs to letters of understanding. 

We are at a point where we are going to become more involved in peri natal mental health, so a lot of these 

responses could be very different in the next 6-12 months and hopefully we will have some very specific and 

dedicated service delivery and more articulated model. 

We are facilitating partners so we actually fund other agencies to deliver services. 

We are signatories to leadership governance structure of the south-side mental health collaborative which is 

services working together aimed at MH promotion, having voice to Gov't about funding and policy and 

articulation of best practice. 

We are trying to build partnerships and agreements but we are in the early stages of this. 

We do use a care respite centre for emergency accommodation funding 

We get very positive feedback and have very distinguished doctors who do our training. 

We have 3 key partners with formal agreements whereby we pay a staff member to work across all services 

to facilitate referrals, mutual support, etc. 

We have a partnership with 4 walls to provide accommodation support. 

We have an (as yet unsigned) MOU with QLD health and Richmond Fellowship (transitional housing). 

We have approx 20 MOUs with various organizations. 

We have MOU with recognized indigenous entities in the region. This is a recognition and endorsement of 

our service. 

We negotiate with other NGO to assist as treasurer we also collaborate with other NGOs on programs 

We place a very high emphasis on training volunteers to work with people with mental illness. We given 

them a 7 month (2 days a week) training course and lots of ongoing training. We draw upon a lot of MH 

professionals to assist with that training. This is a bit part of our longevity (25 years). 
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Appendix B: Questionnaire 

 
SECTION 1: Information about the Organisation 

 
1.  

a. What is the name of your organisation 
b. Does your organisation operate under a parent or umbrella organization? 

 
If yes, What is the name of that organisation?  (e.g. if your organisation is a service center for a bigger 
organization, please enter the name of that organisation). 
 

2. What is your organisation’s postcode? 
 

 
3. Which of the following services does your organization provide?  

- Mental Health services only 
- Some Mental Health services, as well as other programs for different consumer groups 
- No specific mental health services, but the organisation has resources for mental health consumers 
- Other (please specify) 
- None of the above 

 
4. Which of the following specific services does your organization provide? (Tick as many as apply) 

 
1. Accommodation 
2. Respite 
3. Support/ Self-help Group 
4. Psychology/Counseling 
5. Community Integration 
6. Education/Training 
7. Recreational 
8. Employment/Pre-vocational 
9. Community Development/ MH Promotion 
10. Information/Advocacy/Policy 
11. Research 
12. Emergency or Crisis Care 
13. Assessment & Treatment 
14. Community Access & Activities 
15. MH/AOD Residential Rehabilitation 
16. In-home  support 
17. Street Outreach 
18. Peer Support 
19. Case Management 
20. Other? 

 
5. Does the program have ‘defined entry criteria’ for assessing new clients? 

- Yes 

- No 

- Not applicable 

6.   What is the target age group for the program? 

(a) Child or Youth (0 to 17 years) 

 (b ) Adult (18 to 64 years) 

Older Person (65 years +) 

All Ages 
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7.  What is the target client type for the program? 

a) Persons with any mental health issues 
b) Persons with  enduring complex needs as a result of a mental illness  
c) Persons  with a specific mental health diagnosis (e.g. eating disorders) 
d) Others, eg NGOs, Government or community groups   (please describe) 

 
8.  In relation to your organisation’s success at securing government funding for the programs you offer, or would like 
to offer, which of the following statements would you most agree with? 

a) We are confident applicants because we are usually able to secure at least most of the funding needed for our  
services 
b) We are looking for ways to improve our applications and submissions for funding because we are not happy with our 
success rate 
c) We would like some frank advice on what we need to do to improve our ability to secure adequate funding.  
d) We do not intend to rely on government funding for much longer 
e) We do not rely on government funding at all 

 
SECTION 2: Information about your  Practice Framework  

 
 

9. Which of the following statements  would you say is most true of your organisation’s processes 

a. All or nearly all of our significant processes are documented and are well understood by our people 

b. All or nearly all of our significant processes are documented, but might not be as accessible or well understood as 
they could be 

c. Some of our significant processes are documented, and we have a system or a project to extend that documentation 

d. Some process are documented, but some or many of our processes are customary, they are generally understood 
by staff and are communicated in various ways to new staff 

 
10. Which of the following best describes your overall service approach? 

 
(a) Psycho-social Rehabilitation  
(b)  Club House  
(c) The Collaborative Recovery Model 
(d) Intentional Peer Support or Peer Support 
(e) Consumer-run  
(f) Clinical / clinician-delivered support 
(g) None of the above 
(h) Other (please describe) 

 
SECTION 3: Information about Peer Workers 

 
 

11. Does your organisation/program employ designated Peer Workers (including volunteers) and  
12. If so, how many (FTE)? 
 
13. Do you have an affirmative action policy towards peer workers (if you have them)? 
 
14. Do you have a position description for peer worker/s? 
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SECTION 4: Information about consumer participation 
 

15. Please indicate your response to the following questions (Yes, No, Unsure, Not applicable) 

a. Does your organization staff or board members who identify as having a lived experience of mental illness? 
b. Do the aims and objectives stated in your constitution, or other organisational documents, specify a commitment to 
the participation in organizational life by people who use your service? 
 
c. Are clients informed they have a right to see and/or correct their records? 
 
d. Does your organisation conduct planning of the services you deliver using the input of the people who use the 
service?   
 
e. Are case or progress notes written collaboratively with the people who use your service? 
 
f. Does your organisation routinely conduct consumer satisfaction surveys or promote other feedback mechanisms on 
the services it offers? 
 
g. Are clients involved in the hiring decisions of your organisation/program’s staff? (e.g. on selection panels?) 
 
h. Has your organisation introduced any substantial new consumer participation processes in the past 12 months? 

 
 

16. Does your organisation have a complaints procedure for the people who use the service? 
 
16b: Is the complaints procedure simple to use – i.e. is it in plain language, and are the steps or procedures user-
friendly? 
 
17. Do you have training/supportive processes in place to enable the people who use your service to be 
involved in the activities of your organization  or other service organisations?  
 
17b: If Yes, could you briefly describe the processes and structure involved in this? 
 

SECTION 5: Collaboration with other services 
18. Do you have any formal or informal agreements with other NGO service providers for joint provision of 
services or support?  (Yes, No, Don’t Know) 

19. If Yes,  What are the MAIN reasons your organisation has these formal and informal agreements? 

Advocacy on behalf of sector or consumers? 

Tendering arrangements 

Referrals 

Shared responsibility for specific consumers 

Sharing Expertise/mentoring/training 

Joint Services Delivery 

Joint funding arrangements 

Other – please specify 

NB: ‘Peer’ = someone who identifies as having a lived experience of a mental health issue who engages in structured, 
supportive relationships with others experiencing mental health challenges. 

‘Consumer’, ‘client’, ‘participant’, ‘user’ =  a person who accesses mental health services 

 



 Mental health service delivery and consumer participation 47 

Appendix C: Information Sheet 

 
“Service delivery models and consumer participations strategies in QLD mental health Non-Government Organisations” 

Project Overview 

The aim of this study is to determine the models of service delivery and approaches to consumer participation used by 

Queensland NGOs offering mental health care. This information will be useful in enabling services to more clearly identify the 

services they provide. The service delivery approach can be articulated to consumers of the service and to granting bodies to 

enhance the likelihood of grant success. 

Participation Procedure  

You will be asked to complete a questionnaire.  The questionnaire has been developed by the research team to collect 

information about the model of service delivery and approach to consumer participation used by the organisation you represent. 

If you agree to participate in this study an appointment will be made for the completion of the questionnaire.  A member of the 

research team will phone you at the designated time to ask the questions and record the answers.  After the questionnaires have 

been completed a small number of participants will be asked to participate in an in-depth interview.  This will be 

approximately one hour duration.   You will be asked to describe the approach your organisation takes to consumer 

participation, including the rationale for this approach as well as the advantages, disadvantages, barriers and enablers you have 

encountered in implementing consumer participation.  This interview will be audio-recorded with your consent.   

Benefits and Risks  

The results from this study will be used to assist organisations to identify and articulate their model of service delivery and 

approach to consumer participation.  Each service will be provided with an overview of this information. It is anticipated that 

this will assist services to describe their approach to service delivery in funding applications and therefore increase the 

likelihood of success.     

Risks of participation are minimal, but if you feel any discomfort in discussing the research with the team you may 

immediately withdraw from the study. If there are any concerns regarding these or other risks prior to, during, or after the 

study, these may be directed to CQUniversity’s Office of Research (contact details provided below).  

Confidentiality / Anonymity 

If you choose to participate your confidentiality will be preserved. The name of the service will be recorded but not the name 

of the individual(s) providing the information..  The project is being run by a partnership between CQUniversity and 

Queensland Alliance, as such the name of your organisation will be provided to Queensland Alliance in the final report on the 

project.  However, your name will not be provided, and no information that identifies you or the organisation you represent 

will be released publicly.   

Outcome / Publication of Results 

Findings from this research may be published in scientific journals or other relevant publications, and may be presented at 

research conferences. It will not be possible to identify any individual participant or service as a result of publication or 

presentation of these findings.  

Consent 

You are asked to complete the Informed Consent form (enclosed) to indicate your willingness to participate. 

Right to Withdraw 

You have the right to withdraw from this study at any time, and can do so without prejudice or penalty. 

Feedback  

Participant organisations will be provided with the results pertaining to their organisation and have the option of being 

provided with a Plain English statement of all results at the conclusion of this study. No identifying information will be 

included in this statement. 

Questions / Further Information 

Professor Brenda Happell, Institute for Health and Social Science Research, CQUniversity, Rockhampton QLD 4702 

Ph. 07 4930 69 71 Email: b.happell@cqu.edu.au       

Concerns / Complaints  

Please contact Central Queensland University's Office of Research (Tel: 07 4923 2607; E-mail: research-

enquiries@cqu.edu.au; Mailing address: Building 32, Central Queensland University, Rockhampton QLD 4702), or 

Queensland Health’s Office of Health and Medical research (Tel: 07 3405 6121; E-mail: ohmr@health.qld.gov.au; Mailing 

address: PO Box 48, Brisbane QLD 4001) should there be any concerns about the nature and/or conduct of this research 

project. 

 


