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1.1 Preface

This report presents findings from an evaluation of the Mental Health Build Skills Initiative in the
Northern Territory. The initiative aimed to provide low-cost VET accredited mental health skills training
to staff in the mental health sector. The purpose of the evaluation was to understand the processes
undertaken to develop and deliver the Mental Health Build Skills initiative, the impact on service
delivery, personal development opportunities, workforce development, and potential for future
expansion.

1.2 Acknowledgements

We acknowledge all First Nations people across the lands on which we live and work, and we pay our
respects to Elders both past and present.

The Research Team would like to thank the Participants, Organisational representatives, Trainers, and
the Northern Territory Mental Health Coalition (NTMHC) for taking the time to participate in this
evaluation. They gave their time generously and provided important information contribute to the
evaluation and build recommendations for future initiatives.

1.3 Funding

The NTMHC sought funding from the NT Government, Department of Business, “Build Skills” funding
grant to reduce the cost of training for staff attending from their member organisations. The mental
health Build Skills initiative was a collaboration between the Coalition (Lead Agency), Star College
Australia (Program Facilitators and Trainers) and Menzies School of Health Research, Stay Strong
team (External Evaluator). No funding was provided for completion of this evaluation.

1.4 Suggested citation

Povey, J., Radford, G., Roadley, B,. Ober, C., Barker-Gibb, M., and Chirgwin, S. (2024).
Strengthening the Wellbeing Workforce for a Healthier Future: An Evaluation of a Mental Health
Build Skills Initiative in the Northern Territory. Darwin, Menzies School of Health Research

1.5 Publication Disclaimer

Menzies School of Health Research (Menzies) reserves the right to reproduce the content of this report
for presentations and peer-review publications that aim to enhance knowledge translation efforts.
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2. Abbreviations

NT Northern Territory

NTMHC  Northern Territory Mental Health Coalition
RTO Registered Training Organisation

VET Vocational Education Training
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3. Executive Summary

The Northern Territory (NT) is a culturally diverse, sparsely populated area with unique health care
needs. This presents challenges in the delivery of mental health care. Compounding these challenges,
position vacancy rates in community mental health services are high and the sector struggles to retain
suitability qualified staff. Staff attrition remains a key challenge with high turnover rates and
accompanying loss of skills and knowledge. This can lead to reductions in staff well-being, diminished
organisational relationships and inconsistent service delivery. Service delivery is increasingly
undertaken by generalist or Certificate level workers, many of whom have limited training in mental
health specific skills. Moreover, training options available to this sector are limited and inconsistent,
particularly in smaller organisations who struggle financially to scale-up training needs on a frequent
basis. In response, the Northern Territory Mental Health Coalition consulted with the sector to determine
training and workforce priorities. Through this process, the ‘Mental Health Build Skills’ was designed
and aimed to provide existing pre-certificate and other generalist staff of member organisations with
low-cost training in the areas of trauma informed practice and cultural safety. At an industry roundtable,
the sector chose from a range of suggested accredited units of competency and selected four for the
Mental Health Build Skills training program. The units selected had the potential to pathway into full
qualifications such as - Certificate IV in Mental Health, Certificate IV in Mental Health Peer Support,
Diploma of Mental Health, Diploma of Community Services. The Mental Health Build Skills initiative
delivered training face to face, in two three-day blocks, one month apart, within four urban, regional and
remote centres.

This evaluation utilised a convergent mixed methods approach to understand the processes
undertaken, the impact on service delivery, personal development, workforce development, and
potential for future expansion. Eight semi-structured 30—-60-minute interviews were conducted with ten
trainers, trainees, managers, and support staff who attended training or supported staff who attended.
Training evaluation surveys (n=43) completed by trainees during training, included both rating scales
and free text answers. Demographics, enrolments and completions are used to describe the sample
and completion rates.

One hundred and forty-six participants from 25 different organisations engaged in the Mental Health
Build Skills training. Findings suggest strong support from organisations for accredited ‘bite sized’
mental health training in urban, regional and remote centres in the NT. Benefits of the Mental Health
Build Skills initiative included improved confidence in mental health knowledge, practices and formal
learning. Personal benefits were also noted, by some, such as improved self-care, with opportunities for
shared learning and networking valued. Facilitators of the mental health Mental Health Build Skills
initiative included alignment with organisational and sector priorities, quality communication, genuine
relationships and the format and delivery of training, being regionally delivered face-to-face block
delivery. Challenges included program logistics, training and content adaptions and workforce
pressures.

This evaluation has identified the feasibility, benefits, facilitators and challenges of delivering an
innovative Mental Health Build Skills initiative in the NT, in response and in line with sector needs.
Overall, the MH Build Skills initiative has been positively received by organisations, participants, and
managers across the NT. Skillset training of core skills to mental health workers appears to have
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positive outcomes, for both participants, clients and the sector alike. Throughout the process of
development and implementation we have identified critical success factors, and provided
recommendations for future programs, which include the need to:

¢ Continue to align initiatives with sector needs and priorities, through meaningful consultation, co-
design and monitoring activities. Provide opportunities for involvement of the sector in
leadership, with regular mechanisms for sector input and project governance.

¢ Undertake co-creation and co-delivery of course content, with Aboriginal and Torres Strait
Islander people with relevant cultural, industry and training expertise, to reflect the context of
service delivery and improve cultural safety within the NT. Where training is to be delivered on
country primarily to Aboriginal and Torres Strait Islander people, ensure that training materials
reflect cultural values and protocols in both context and delivery by prior negotiations.

¢ Continue cyclical, regional, face to face, subsidised delivery of ‘bite-size’ mental health skill set
training packages, with additional units offered in response to sector needs.

o Be targeted to build and expand capability in the lived experience, Aboriginal and Torres Strait
Islander and other priority workforces. Additionally, collaborations with aligned sectors such as
domestic and family violence, homelessness, youth, alcohol and other drugs etc, will improve
the quality and consistency of service delivery across the board, leading to improved client
outcomes and intersectoral collaboration.

o Allow for flexibility and place-based decision making around delivery and format, including the
potential of additional in-training support to address literacy, learning and emotional needs and
support adaption of assessments to meet standards of evidence.

e Improve preparedness of organisations, managers, and trainees through the development of a
communications package, to be delivered prior to training, which aims to increase awareness of
what to expect, organisational expectations, timelines and outcomes.

e Encourage and support organisations and line managers to instil positive study practices in the
workplace. This could be improved through information, mentoring and resources to pursue
further studies and translate knowledge into practice.

¢ Continue to evaluate workforce initiatives, in an iterative cycle of delivery and evaluation, to
improve understanding of success factors, personal, organisational and workforce impacts and
future needs.
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4. Background to the evaluation

Mental health is key to an overall sense of wellbeing. In Australia over 40% of people aged 16-85 years
have experienced a mental disorder at some time in their life [1]. Early and timely access to mental
health care can significantly reduce the severity, duration and recurrence of mental illness and its
associated social, physical, and financial impacts [2]. The mental health workforce is identified as
central to the delivery of quality, accessible, effective and sustainable mental health care [3].
Nevertheless, within Australia there is a high demand for mental health services, and this demand is
increasing [3]. Service access is complex, with many gender, cultural, geographical and age-related
differences noted [1, 4, 5]. Poorer health, lower income and trust related access barriers mean those in
most need often miss out [6].

Increasingly, new models of care are being utilised to address mental health service access challenges,
with integrated transdisciplinary models of care forefront in this regard [5]. Lived experience and
consumer support workforces are identified as an integral part of the mental health workforce [3] and
are one of the fastest growing emerging disciplines in the Australian mental health service landscape
[7]. Characterised by a collaborative and holistic approach, lived experience workers offer authenticity,
peer support, advocacy and education to clients by drawing on their personal experience of living with,
or supporting others, with mental iliness [3]. The lived experience workforce is rapidly growing Australia
wide, with increasing recognition of the ability of this health care model to destigmatise mental illness,
foster inclusivity and improve the overall effectiveness of mental health services within the Australian
context [8, 9]. Therefore, expanding and strengthening certification of mental health workers to meet
the specialised needs of individuals has been identified as one solution to ease mantal health access
and service delivery challenges [8, 9].

Lived experience, mental health advocates, and support workers are generally Certificate trained
though certified Vocational Education Training (VET) courses [10]. Several initiatives have focused on
improving identity construction, empowerment and role competence development for peer workers
through increased specialised training [10, 11]. VET training, with a particular focus on skills
development and competency based training, is identified in Australia as way strengthen the economy,
reduce unemployment and tackle social inclusion [12]. VET training is identified to increase the
accessibility of training to people of lower educational achievement so that these individuals gain
confidence and awareness of pathways to higher level qualifications. The emphasis on ‘doing’ rather
than academic work is identified as an important facilitator [13].

Despite the many potential benefits noted, there are notable challenges in the delivery and construction
of VET training in Australia. Some identify the system as somewhat inflexible, and overly controlled by
the interests of industry [13]. Teacher and trainer competency is considered key to successful skills-
based training, however inadequately skilled trainers and high workforce turn over can lead to thin
pedagogy and a narrow focus on assessment of individual items of performance [13, 14]. These
challenges can act to disadvantage some groups of learners [12, 13], particularly Aboriginal and Torres
Strait Islanders who encounter social inequities on a daily basis. Notably, a 2019 report conducted a
health check of the Australian VET sector [12]. Recommendations from this work included a six-point
plan for change, which included recommendations for strengthening quality assurance, speeding up
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gualification development, simpler funding and skills matching, better careers information, clearer
secondary school pathways, and greater access for disadvantaged Australians [12].

1.5.1 The Northern Territory Context

The Northern Territory (NT) is a culturally diverse, sparsely populated area with limited resources and
unique health care needs. This presents challenges in the delivery of culturally safe mental health care.
The NT has the highest per capita number of Aboriginal and Torres Strait Islander people in Australia
who experience significant barriers in accessing mental health care despite having the greatest and
most complex need [1, 15].

Compounding these challenges position vacancy rates in community mental health services are high
and the sector struggles to retain suitability qualified staff (NTMHC, 2023). Staff attrition remains a key
challenge with high turnover rates and accompanying loss of skills and knowledge, leading to barriers in
maintaining staff wellbeing, consistent and high-quality service delivery, and ongoing organisational
relationships [16]. In the context of these challenges, service delivery is increasingly undertaken by
generalist or Certificate level workers, many of whom have limited training in mental health skills. There
are limited and inconsistent training options available to the sector, particularly in smaller organisations
who struggle financially to provide training on a frequent basis.

1.5.2 Workforce development solutions

Successful workforce development initiatives typically encompass several key components, including
comprehensive training programs, ongoing professional development opportunities, mentorship and
peer support networks, and efforts to foster a supportive and inclusive organisational culture [17, 18]. By
addressing both the technical competencies and the socio-cultural dimensions of mental health care,
these initiatives contribute to the cultivation of a skilled and resilient workforce capable of navigating the
complexities of contemporary mental health practice [16, 19]. Initiatives which respond to and are co-
designed with industry needs are identified to be most acceptable and impactful [20-22].

The implementation of education and workforce initiatives in the NT has yielded notable benefits, both
at the personal and systemic levels. On an individual level, increased access to education and
employment opportunities has been associated with improvements in health and social outcomes,
including enhanced self-esteem, greater financial stability, and a sense of purpose and belonging [16,
23-25]. Moreover, at the broader service delivery level, a well-trained and diverse workforce is better
equipped to meet the diverse needs of service users, leading to more responsive and effective mental
health care provision.

In regions such as the NT, where disparities in education access persist, efforts to promote education
equity have taken on heightened significance, particularly among First Nations and marginalised
groups. By prioritising educational opportunities for these communities, stakeholders aim to redress
historical inequities and empower individuals to pursue meaningful pathways in mental health care and
other fields. Increasing the access of training to people who have deep and continuing connection to
rural and remote communities is identified as an important solution to address workforce retention in the
NT [23, 24].
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1.5.3 The Northern Territory Build Skills initiative

The Northern Territory Mental Health Coalition (NTHMC) is the peak body for community managed
mental health services in the NT. The NTMHC works in collaboration with organisations, people with
lived experience their families, and supporters, to promote awareness, reduce stigma and improve
mental health and wellbeing of people living in the NT through advice to government and policy input. A
2023 workforce survey conducted by NTMHC asked 14 member organisations, employing 470 staff, to
obtain a snapshot of the NT community mental health sector, to check on current trends and
challenges, and to make recommendations that would support the sector. Key findings identified high
vacancy rates across the sector, with only 27% of workforce holding a degree level qualification, and
most working at a Certificate 1V level, with a minority having attained a Cert IV Mental Health. The need
for low-cost training in trauma-informed practice, and cultural safety emerged as the highest priority
areas (NTMHC, 2023). In response, the NT MH Build Skills was developed which aimed to deliver low-
cost training to certificate or pre-certificate level staff employed in member community service
organisations in the NT. The objectives of the MH Build Skills were to:

o Upskill the workforce in basic mental health capabilities and skill sets in key regional and remote
centres through micro-credentialling in partnership with a Registered Training Organisation
(RTO)

o Increase mental health specific skills within the sector to enhance trauma informed and recovery
focused support for people with mental ill health

o Create education and employment pathways in the mental health sector, either through
promotion into new roles or continued training and development.

The Mental Health Build Skills initiative targeted the existing workforce in mental health and community
services and was not focused on attracting people to the mental health workforce. It also aimed to
integrate necessary language and literacy skills for individuals with lower levels of education to support
them to attend and complete the necessary assessments at a Cert llI/IV level. An industry roundtable
was held, in April 2023 with 25 individuals representing a cross section of organisations and
stakeholders. The roundtable aimed to select units most aligned with the skills gap and determine
timeframes, delivery methods, distribution of places across the NT and evaluation processes.

The following four units were chosen for inclusion in the Mental Health Build Skills initiative.

CHCMHSO011 Assess and promote social, emotional, and physical wellbeing

CHCMHSO002 Establish self-directed recovery relationships

CHCMHSO005 Provide services to people with co-existing mental health and alcohol and other
drug issues

CHCMHSO007 | Work effectively in trauma informed care

It was determined that the training be delivered in Darwin (2x groups), Katherine, Tennant Creek, Alice
Springs and Nhulunbuy, pending viability (minimum 10 enrolments in each region). Each unit aimed to
be delivered in two blocks of two days in consecutive months, plus a study day at the end of each block
(6 days total). The units were delivered face-to-face, and via videoconference/live streaming. Sessions
were recorded for greater flexibility and accessibility. Organisations committed to supporting individuals

Page 8 of 24



menzies

school of health research

to attend each session, providing support to complete the assessments and contributing 20% of the
cost of the VET units. No costs were incurred by the participants involved in training.

Discussion at the roundtable determined the potential impacts of the Mental Health Build Skills to
include:

o An opportunity for low-cost skills-based training to staff to meet industry needs
Grow local workforce and promote pathways to further study or promotion
Increase relationship building both in an individual and organisational level via block and face to
face delivery options,

o Increase mental health literacy and basic mental health understandings within the workplace

o Increased capacity to use strengths based, trauma informed and recovery orientated
language/actions toward people with mental ill health

o Greater awareness of staff in identifying and managing their personal mental health and
wellbeing

These potential impacts were used to guide evaluation activities, with all organisations present agreeing
to be contacted following training delivery for evaluation purposes.

5. Evaluation Methods

The effectiveness of education and workforce initiatives rely on the robustness of their evaluation
mechanisms. Rigorous evaluation allows stakeholders to assess the impact and efficacy of these
initiatives, identify areas for improvement, and make informed decisions about resource allocation and
future directions. This evaluation utlised a convergent mixed methods approach to collect both
guantitative data (number of enrolments, completions, demographic data of those trained etc.) and
gualitative data (opinions of managers, those who have been trained and trainers) to summarise the
positives and negatives of both the process and the professional and personal impacts of the mental
health Build Skills initiative. Analysed data will be used to provide an evidence base to inform future
health workforce initiatives.

Eight online semi-structured 30—-60-minute interviews were conducted with trainers, trainees, managers,
and support staff who attended training or supported staff. Interviewers included a non-Indigenous
Research Fellow (JP) and an Aboriginal and Torres Strait Islander Project Officer (CO). Interviewees
were recruited via email, from the organisations registered for this training opportunity. Interviewees
provided informed consent for recording and transcription via Microsoft teams. Transcripts were
checked against recordings to ensure accuracy. In addition, training evaluation surveys completed by
participants at the time of training, included both rating scales and free text answers. Demographics,
enrolments and completions were provided by the training organisation.

Quialitative thematic analysis was carried out using NVivo software seeking to determine common
themes within the data. Initial themes were determined by the first author (JP), before being discussed
within the wider research team on two occasions. Quantitative analysis utilised descriptive statistics to
describe the sample, present training delivery ratings and completion rates. This evaluation received
ethics approval from the NT Department of Health and Menzies School of Health Research Human
Research Ethics Committee (HREC 2023-4692).

Page 9 of 24



menzies

school of health research

6. Evaluation Findings

1.5.4 Participant profile, training delivery, completion and ongoing studies

One hundred and forty-six people attended the training across four locations. Participant ages ranged
from 23-62 years, with people from diverse ethnic backgrounds represented including Aboriginal
&Torres Strait Islanders, Indian, Sri-Lakan, Nepalese, European, Anglo-Saxon Australian, British,
Samoan and other pacific Islanders, amongst these. Educational attainment varied with some
participants never having finished secondary schooling while some with degree level qualifications.

The majority of participants completed face to face training (90%), however some (10%) completed the
training online, as face to face interaction was not viable within their region (i.e. >10 enrolments), these
are approximate numbers as there were some participants that chose to take advantage of the blended
delivery options and did some units face to face and some online. One hundred and forty-six people
were involved in the training, and the average unit completion rate was 74% (n=108), with 46.58%
(n=68) completing all the four skill set units. At the time of the evaluation sixteen participants (11%)
went on to enrol in further studies with the training provider who delivered training, including the
Diploma of Community Services (n=9), Diploma of Mental Health (n=6) and Certificate IV in Alcohol and
Other Drugs (n=1). It is unknown if any enrolled in further training with other providers.

1.5.5 Participant ratings

Forty-three participant feedback forms were received with majority of these received from participants in
Darwin (n=28), Alice Springs (n=7), and Katherine (n=4), with three of unassigned location. Participants
were asked to rate training delivery, usefulness of the content, trainer knowledge and training facilities
on a scale of one to five, with one being strongly disagree and five being strongly agree. Rating
averages, out of five are presented in Table 1. Overall, the feedback obtained from those who
completed the participant feedback form demonstrated a high level of satisfaction with the training
materials, delivery, trainer knowledge and preparation.

Table 1: Participant average session ratings per question

Item Average rating
QL. Objectives clearly defined 4.72
Q2. Patrticipation and interaction encouraged 4.84
Q3. Topics were relevant 4.80
Q4. Content was organised and easy 4.42
Q5. Materials were helpful 4.72
Q6. Training will be useful in workplace 4.80
Q7. Trainer was knowledgeable in topics 4.84
Q8. Trainer was prepared 4.80
Q9. Training objectives met 4.86
Q10. Time allotted for training 4.67
Q11. Meeting room & facilities were up to standard 4.76

NB: Ratings scored on a scale of one to five, with one being strongly disagree and five being strongly agree
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1.5.6 Qualitative Data

Ten people were involved in eight online in-depth interviews. Interviewees were managers of
participating organisations (n=7), trainers (n=2) and supporters of the initiative (n=1). Four of the seven
managers were also present during the training to support staff in their organisation. Additional
gualitative data was gained from the free text answers in the participant feedback forms. Below the
quotes are identified as follows; participant evaluation (PE1), managers (M1), trainers (T1) and
supporters (S1).

1.5.7 Benefits of the Build Skills initiative

Most interviewees identified a level of improved mental health practice, as a key benefit of the Mental
Health Build Skills initiative. Managers described scenarios of participants challenging their present
practice and having more awareness of trauma informed approaches to practice.

He came out of that training and had some different dialogue around that experience with that
client. So, I thought ohh OK, that was really positive... (M3)

... She was able to identify, actually, | think this person's [client] behaviours related to mental
health. It's not a behaviour, it's a symptom, so | think we might need to explore some referrals...
and previously that’s never happened. (M1)

Several managers identified improved confidence in knowledge and practice, as well as confidence in
seeking and perusing further study after their employees had attended the training.

He [employee] totally gets it. He's just anxious about... It was more for his self-confidence than
anything else, so | was just happy to put that in place. (M3)

I then explained ... you do the four units... and it gave them the confidence to actually look at
furthering their studies. (M2)

Others identified that trainees had improved ability to reflect on their lived experiences, and implement
self-care and boundaries to improve their work-life balance.

The best feedback | got was from my lived experience workers... realising that it's not something
to be ashamed about... that they don't have to hide and say that they don't have mental health
issues, that they can be open and know how to use that balance when connecting with clients
without putting out too much. (M2)

[A benefit for me was] ... the whole learning about mental health, so | can use in my job also
help me understand what | may be going through personally. (S2)

Page 11 of 24



menzies

school of health research

Several broader benefits were also noted by interviewees which included the opportunity for shared
learning and networking within each region and the potential to enhance retention and provide
prospects for people in other roles to gain mental health skills, thus expanding the workforce.

We got to meet and build networks and relationships. We can support newer people in the
industry to work collaboratively with our clients and have a deeper understanding on how we can
support the same person but in different ways. (M1)

[I enjoyed] the diversity of knowledge & skills within the room. (PE3)
... there's always that good feeling of coming together as a group to learn. (M4)

If you're not equipped with the right tools or right training, you would not last, you know, in the
community and this is why | think it is essential. (M5)

You know, | got a cleaner, our receptionist, and then a peer support worker to go do it. And
what's come out of that is that he's now going to enrol in the Diploma because he enjoyed it so
much. (M2)

1.5.8 Facilitators of the Build Skills initiative

The key facilitator identified was the initiative’s alignment with organisational and sector priorities, which
fostered motivation toward and access to accredited training. Organisations furthered this support to
individuals by allocating work time to attend the training and providing assistance to complete
assessments.

A great way to deliver training and get people engaged, especially those that are already
working full time and just don't have the capacity or finances to be able to undertake a full
qualification. (M1)

| think the unit selection was relevant. | think it really hit home with the presentations that we see
and the challenges that we experience. (M1)

With the way most organisations are going now in in incorporating peer workers and lived
experience workers, it's almost like the best type of training or type of introduction to anyone
that's been out of formal education for so long, or that's never had formal education. (M2)

| employed one of my clinical staff to work with him to get all these modules done. (M3)

Another key facilitator identified by most interviewees was the block training delivery format, which
occurred face to face. Additionally, some interviewees identified the trainers, genuineness, knowledge,
flexibility and commitment to continued learning and adaption as key elements of a successful training.

The way that it was delivered, you know, over the couple of days spread out was fantastic. They
gave everyone the opportunity to come in to learn, but also gave them time to be able to go back
to their roles and not feel that pressure of being stretched. (M1)
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Everyone commented how the trainers were very open, very genuine. They shared experiences
that resonated with the team. (M2)

Trainers’ knowledge about the course and the way a teaching great. (PE6)

It was a learning process for me and | know if | went out again, I'd do an even better job, but still
wouldn't be perfect, but I'd get better and refine it more. (T2)

Effective communication between participants, trainers, and organisations were highlighted as key to
the success of the initiative. External organisational support which was provided to organisations by the
RTO and NTMHC supported planning, enrolment and follow up activities. This support was vital in
ensuring the training occurred in each region. Meaningful relationship built between participants,
trainers, RTO and NTMHC also provided a platform for deepened trust and rapport.

...is really, really good communication between the coalition and RTO. (S1)

Some training there's a lot of communication. You're kind of already disengaged before you've
commenced, but this was perfect, it was just enough to keep us updated and informed. (M1)

It depends on who you can build trust with... and have a conversation where people trust what
you’re saying. In my mind it is the coalition being across it forensically, and each location you
know and actually tracking things so that conversations and follow up is effective. (S1)

| think that's really good because you build a rapport the first time that you see them and then
they remember you, and then they’re more comfortable the next time. (T1)

1.5.9 Challenges of the Build Skills initiative

Logistics, such as administration requirements of enrolment and changes in scheduling provided
challenges for some organisations.

The dates changed quite suddenly and so that kind of threw everything out of whack.... (M1)

The enrolment process is a barrier, and we found this in other initiatives as well. It's very
detailed. It requires ID that a lot of people don't have. It requires a certain literacy level that some
people may not have. It's administrative heavy. (S1)

Most organisations identified ongoing staff shortages and work pressures as a key barrier to
engagement with the initiative, with one organisation not able to participate at all.

One organisation enrolled something like 12 people, but in the end, they sent no one and that
was because they said they couldn't spare anyone at all. (S1)
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I think the biggest challenge is service delivery continues. You know what | mean? Like, the
show still goes on. (M1)

Despite the preference for face-to-face block delivery by many organisations, overall, there were
varying views on the rate of delivery, depth of the content from the participants. The differing and
diverse needs of the participants, across all locations also provided challenges with some requiring
additional support. Course adaptions were required to deliver the units in block format, with both
trainers reflecting on the challenges of modifying and delivering training to geographically, linguistically
and culturally diverse participants. To accommodate for some of the identified support required in
regional areas training delivery was increased to five days in Nhulunbuy with two days spent on each
unit and a study/assessment day on the fifth day.

...it was fast, like it was a bit intense.... it's a lot to take in, in a short period of time. (M3)

... Sometimes the content was a bit vague or direction was tick and flick, it wasn't in depth enough.
(M1)

Please include trigger warnings. (PES8)
Participant suggestions for improvement: Food, time, fidget tools, frequent breaks. (Multiple)

... trying to adapt both the learning materials and the assessment to suit the delivery, being in
regional communities and in shorter time periods... & reasonable adjustment based on language
literacy and numeracy. (T2)

It really needs to be condensed and ... make it more user friendly... we were able to get a lot
through the units, cause it's all verbal, it's not writing it. It looks totally different, and it's not easy
to teach. (T1)

The integration of local and cultural expertise was identified as another challenge, with differences
noted between the experience and preferences of participants in urban, regional and remote locations.
On some occasions, participants noted there was limited integration of Aboriginal and Torres Strait
Islander content, resources and knowledge, relevant to both content and delivery. Trainers and
participants identified the challenges of course adaption within the VET sector and particularly within the
time and scope of funding available for this initiative.

Culture is not always included in those training packages, but | think being here, especially in the
NT, that was something that was probably missed. (M1)

I would like to see more Indigenous stuff. (PE7)

They talked about their work ...they're not easy stories to follow because you've got different
service providers, different topics, different ways of doing things. (M4)
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A bit more awareness about what's good examples to use in that space... they're not the sort of
topics that would be discussed with different family members and relationships in the room. (M4)

1.5.10 Suggestions for the future

Overall, the initiative was well received and the appetite for its continuation well supported. Several
organisations suggested it should ‘become a mainstay in the industry’ with suggestions to offer regular
cyclical opportunities in all regions, expand units and offer to other workforces.

This kind of training would be ideally cyclically, offered cyclically twice a year. (S1)

Training focused on: De-escalation, trauma informed practice, culture, social and emotional
wellbeing, alcohol other drugs, ethics, boundaries, youth, incident debriefing (Multiple
respondents)

Keep something like that happening... opening it up to people who might not be a part of the
sector to get their foot in the door to enhance our workforce. (M1)

Suggestions for further integration of Aboriginal and Torres Strait Islander resources, knowledges and
expertise was common, with appetite evident from both trainers and participants. The primary strategy
suggested for how this could occur included co-design and co-delivery of training with Aboriginal and
Torres Strait Islander people with relevant industry, training and cultural expertise.

Training with her [workshop participant and community leader] and | think someone like that
would be a real asset, to, you know, have them qualified and to be able to train in their own
communities. (T2)

Workshops or something that have co-facilitation of an experienced Aboriginal person on
country who ... may be translating language or might be translating concepts (S1)

Having someone local who could share local knowledge or skills, to enhance that understanding
and be more relevant. (M1)

Is there any of the [local] work that could either be centred and used as an example... It was
like, where's all the pictures, you know? One or two videos, but yeah. (M4,5,6)

Additionally, regional flexibility in delivery format and place-based content were identified as preferential
with more time during the training, flexible scheduling and additional support for learning, literacy and
emotional care suggested.

...Investing in that lead in and having individual local based content depending on what
communities in that location think is going to work for them. (S1)
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... a little bit more tailored to the demographic that we're supporting, the location that we're in
and | suppose the lack of resources that we have. (M1)

It's a lot of content you're putting in eight hours, it could be spread out. (T1)

Maybe three different start dates, where it's revolving. Where you don't have to do the first
cluster, then second and third. You could [just] start on the third. (M3)

They’re utilising organisations in town to have weekly sessions with their staff [to prepare people
for formal learning and support literacy] ... and going slowly, slowly, slowly and working step by
step. (S1)

Improved communication and preparedness of organisations and participants was also identified as a
suggestion for future initiatives. Having a communication package or a pre-training catch up for
organisations were identified as strategies for improvement.

Information on the content, the schedules, would have been really useful, and the cost, the
commitment and the next steps... | could have sent that package to them and said here is what
your organisations committed to and here is your responsibility around that. (S1)

Having a time, a day before they actually do the unit ... to do orientation about what we're going
fo do and what to expect... and then we're not rushed to then deliver a unit that would be a good
way into it for them. (T1)

7. Recommendations

This evaluation has identified the feasibility, benefits, facilitators and challenges of delivering an
innovative mental health Build Skills initiative in the NT, in response to, and in line with, sector needs.
Inarguably, the alignment and co-design of this initiative with the sector has led to its overall success,
with learnings and considerations for future initiatives documented. Given the rapidly changing
landscape of community mental health service delivery toward peer and support roles with pre-
certificate and certificate training, initiatives like this are clearly in high demand. A critical component of
this initiative has been the opportunity for bite size relevant training, delivered regionally in face-to-face
format. This was not without its challenges, with very few VET providers willing to take on this task
within the scope and timeframe of this initiative. Future initiatives should build on the learnings of this
evaluation and embed mechanisms to facilitate engagement and minimise the challenges faced.

This evaluation has also highlighted the potential of VET training as a valued workforce development
activity, in this sector in line with national recommendations. Although completions rates remained low
at 46.58%, this is in line with the average national completions of VET qualifications (46% at
gualification level and 80% at the unit level) [26]. This initiative has also seen a high percentage (11%)
of participants enrol and continue onto further studies, suggesting that providing supported opportunities
like this for people who have not studied before, or who live regionally, boosts confidence and self-
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efficacy toward further learning. Exploration into why non-completion occurred was beyond the scope of
this evaluation, however staff attrition, busy workloads, personal reasons and scheduling difficulties are
all likely to have played a part. Despite this, national data suggests that 62% of people who were VET
subject completers only experience improved employment status after training [26], suggesting that
despite not completing there is likely benefit to the individuals and organisations involved.

The findings and suggestions regarding the integration of Aboriginal and Torres Strait Islander
knowledges is of paramount importance, both to improve outcomes for clients accessing services and
to improve workforce retention. Aboriginal and Torres Strait Islander people are more likely to
experience complex mental health needs, socioeconomic disadvantage, present with co-morbid
conditions and experience barriers to service access due to remoteness and differing worldviews to
mainstream services [27, 28]. Particularly in the context of the NT, with the highest per capita Aboriginal
and Torres Strait Islander population in Australia, upskilling service providers to provide culturally safe
care is of utmost importance [16, 21, 29, 30]. Additionally, many have identified the need to support
Aboriginal and Torres Strait Islander people with deep family ties to community, and cultural and
linguistic knowledge, into health and community roles [16, 25]. Co-design and co-delivery of training
with Aboriginal and Torres Strait Islander people with relevant industry, training and cultural expertise,
would increase acceptability and access for community members. This is in line with suggestions from
the National VET completions taskforce 2023, who recommend providers ‘offer flexible, innovative, and
bespoke training and learning practices which are learner focused and meet learner needs’ [26].

This evaluation has several limitations. The sample size was small with only 10 people interviewed.
Despite this, common themes were identified and collated and aligned with written responses on the
participant feedback forms. In addition, there was also a small number of participant feedback forms
available which were non-representative of all regional areas.

The Mental Health Build Skills program was a unique initiative co-designed for the needs of the mental
health sector in the NT. Throughout the process of development and implementation we have identified
critical success factors, and provided recommendations for future programs, which include the need to:

¢ Continue to align initiatives with sector needs and priorities, through meaningful consultation, co-
design and monitoring activities. Provide opportunities for involvement of the sector in
leadership, with regular mechanisms for sector input and project governance.

e Undertake co-creation and co-delivery of course content, with Aboriginal and Torres Strait
Islander people with relevant cultural, industry and training expertise, to reflect the context of
service delivery and improve cultural safety within the NT. Where training is to be delivered on
country primarily to Aboriginal and Torres Strait Islander people, ensure that training materials
reflect cultural values and protocols in both context and delivery by prior negotiations.

e Continue cyclical, regional, face to face, subsidised delivery of ‘bite-size’ mental health skill set
training packages, with additional units offered in response to sector needs.

o Be targeted to build and expand capability in the lived experience, Aboriginal and Torres Strait
Islander and other priority workforces. Additionally, collaborations with aligned sectors such as
domestic and family violence, homelessness, youth, alcohol and other drugs etc, will improve
the quality and consistency of service delivery across the board, leading to improved client
outcomes and intersectoral collaboration.
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o Allow for flexibility and place-based decision making around delivery and format, including the
potential of additional in-training support to address literacy, learning and emotional needs and
support adaption of assessments to meet standards of evidence.

e Improve preparedness of organisations, managers, and trainees through the development of a
communications package, to be delivered prior to training, which aims to increase awareness of
what to expect, timelines and outcomes.

e Encourage and support organisations and line managers to instil positive study practices in the
workplace. This could be improved through information, mentoring and resources to pursue
further studies and translate knowledge into practice.

e Continue to evaluate workforce initiatives, in an iterative cycle of delivery and evaluation, to
improve understanding of success factors, personal, organisational and workforce impacts and
future needs.

8. Conclusions

Overall, the Mental Health Build Skills initiative has been positively received by organisations,
participants, and managers across the NT. Skillset training of core skills to mental health workers
appears to have good outcomes, for both participants, clients and the sector alike. Delivery of learning
units are best offered, in a blended face to face and online format of delivery, on a cyclical or rotating
basis to assist in consistent education and retention. It would be highly advantageous to develop and
incorporate training packages that include co-creation and co-design particularly within the Aboriginal
and Torres Strait Islander context. Recommendations have been highlighted which will aim to
strengthen future initiatives.
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10. Appendices

Service/Training Representative — Interview Guide

o Please tell me a little bit about the organisation you work for, your role and the services you
provide.

o What level of involvement and what has been your role in the planning and delivery of the
mental health skills build initiative (i.e. involved in early planning activities, identified and
supported staff to attend training, currently managing staff who attended the training)

o Please provide a (de-identified) overview of the staff supported to attend the training (i.e.
numbers, when training was attended, general description of their role & experience in the
sector)

e Process: In your opinion how successful was the ‘skills build’?

o Did you attend the Industry roundtable in April 20237 If so, did feel the process of
selecting the units went well/met need?

o Were the units delivered the right ones? Did they resonate with staff or with the work
undertaken?

o Was block delivery the right approach? What supported this to occur?

o As an organisation, what has been your strategies to support employees to attend the
training? (eg. Time, any incentives)

o Inyour opinion, what were the main facilitators and barriers to having staff/workers be
involved in the skills build.

¢ Impact: What do you think were the outcomes/impact of the ‘skills build’/training for the staff
supported to attend on service delivery, professional or personal development?

o Has the quality of trained staff members practice improved? If so, please give an
example.

o As aresult of being involved in the training, do you think there have been any personal
benefits to employees? Are they taking better care of themselves? If so can you provide
an example.

o As aresults of the training, do staff/trainees demonstrate increased capacity to use
strengths based, trauma informed and recovery orientated language/actions toward
people with mental ill health?

o Did being involved in the training provided by the skill build improve trained staff’s
communication and empathy towards other staff/clients/trainees?

o Did involvement result in any staff/trainees showing further interest in training or
development opportunities within the sector?

o Did involvement in the skills build result in any strengthened relationships between
organisations or individuals?

o Are there any other potential impacts you noticed as a result of staff/trainees being
involved in the training?

e Expansion: In your opinion, should the skills build program be continued into the future?

o Were there any skills and knowledge that should be included in the future?

o Do you think the skills build should be expanded? In what way? (e.g. location, workers)

o If the skills build was repeated, any suggestions on how to improve the program delivery,
outcomes or impact?

O If the skills build was repeated, any suggestions on how to strengthen facilitators and
minimize barriers to implementation?
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Service Representative Participant Information Sheet ang consent form
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Evaluating the Northern Territory Mental Health
Skills Build Initiative

Sernvice Representalive - Participant Information Sheet
This is for you fo keep

What is the research about?

This project will evaluate the Northern Territory Mental Health Coalition's Mental Health
Skills Build initiative, which aims to provide low-cost cerificate level training to 150
existing mental health workforce employees supported by their organisations. This
project will evaluate the impact of the mental health skills build program in relation to the
processes undertaken, impact on service delivery, workforce development and potential
for future expansion, from organisational managers and training provider perspective.
Furthermore, we aim to understand the facilitators and barriers to the delivery of the
Skills Build.

Who can participate?

Identified service representatives and NTMHC members and stakeholders who
supported staff to be involved in the NT Mental Health Skills Build initiative will be
eligible to participate in the research. Initial email recruitment will invite all service
representatives to book an online interview. We aim to include a mix of services with
regional locations, service types and enrolment and completion rates. If this is not
achieved through the invitation process, specific members will be identified and
approached in collaboration with NHMHC and Star College.

What will | need to do?

ou will be invited to attend a recorded online interview {using Microsoft teams) which will
be approximately 30mins to 1hr. We will then ask you to let us know about your experience
of supporting staff to be involved in the NT MH Skills Build initiative and any potential
benefits, facilitators and barriers youlyour organisation experienced. Following the
interview, you will be emailed preliminary findings, and invited to provide feedback.

What happens to your information?
The information that you provide will be used to evaluate the NT MH Skills Build initiative.

Page 22 of 24



menzies

school of health research

L] ..i.l
i STAY o o,.°
mehzes STRONG oeee

A report will be prepared and the data may be published in relevant academic journals.
However, please be assured that your confidentiality will be maintained. Your name and
any other information that may identify you will not be published in any reports or
presentations, however your organisation may be acknowledged as a contributor to this
project if they agree.

All information will be stored in locked filing cabinets and password-protected systems at
Menzies School of Health Research. Following the conclusion of the project, information
will be stored for up to five years and then securely disposed of by shredding any
hardcopies and deleting computer files.

Ethical clearance for this research has been received from the NT Department of
Health/Menzies School of Health Research Human Research Ethics Committee
(Clearance xxxx).

Withdrawal of consent

If you wish to withdraw your consent, please contact Dr Josie Povey or Dr Sharon
Chirgwin on the contact details over the page or contact one of the research team
members. [t may not be possible to withdraw data that has already been published.

Who should you contact to find out more?
If you have any questions about the study or if you wish to withdraw your consent at a
later date, contact:

Josie Povey (Darwin):
Josie.povey@menzies.edu.au or Ph. BO46 B487
Sharon Chrigwin

Sharon.chrigwin@menzies. edu.au

Who should you contact to make a complaint about the study?
Human Research Ethics Committee (Darwin)

Menzies School of Health Research

Ph: (08) 8946 8600 or ethics@menzies.edu.au

Fh: 08 2022 BEE Location: John Mathews Building (Bidg 58}, Postal: PO Box 4 D96,
Faue: 08 8027 587 Foyal Darwin Hospital Campus, Casuarina NT 0811
Website: menzesedu.au FRocklands Owe, Casuarina NT 0810

Page 23 of 24



menzies

school of health research

L.
. * a 84,
STAY * e o
menziss STRONG T
® g o
T
e
bl
]
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Skills Build Initiative
Service Representative - Participant consent form
| frealy give my consant: (please tick Yes or No) ves(] No(J

= To participate in the semi structured interview & for this to be recorded and be used in the
research

By signing this form, | understand:

« The information provided about the study in the information sheet and from the researchers

« That the information | provide on evaluation forms will be uged in the research

+ This means you can say NO to participation in this project and that, if | say YES, | can change my mind later.
+ That all infarmation | provide will be kept confidential.

« The possible benefits and risks of being involwed.

Participant

MName Email Phone

Cirgan i s
hdapnndu-nt w ...........................................................................................................................
MName Signature Date

Questions or CONCerns
Please feel free to contact our team: Darwin - Josie Povey at [osie povey@menzies. edu.au or ph. 8946 B48Tar
Sharon Chrigwin Sharon.chirgwin@menzies.edu.au if you have any questions about the study.

If you have any concarns or complaints about your rights or the conduct of the study you may contact the Ethics
Administration Officer of the relevant ethics committes:

+ Ethics Administration Officer, Human Research Ethics Commitiee of the NT Departrment of Health and
Menzies School of Health Research on ph: (08) 89227922 or ethics@menzies. edu.au.

Fh: 08 2022 BE6E Location: John Mathews Building (Bldg 58, Postal: PO Box 41096,
Fau: 08 8027 587 Royal Darwin Hospital Campus, Casuarina NT 081
Website: menzesedu.au Focklands Owe, Casuarina NT 0810
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