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Foreword

There is a growing literature on the use of telemedicine for mental health services.
Most of it relates to adult mental health services where, given the right circumstances,
telemedicine is demonstrably successful; the majority of adult telepsychiatry reports
relate to clinical work. Telemedicine for children and adolescents, particularly the area
of education (continuing professional development), is almost a virgin field. The
pioneering work of Bendigo Health Care Group Psychiatric Services and the Royal
Children’s Hospital Mental Health Service (MHSKY) is therefore particularly
welcome, the more so since they have taken the trouble to investigate cost-
effectiveness.

There are a number of reasons why the Children’s Mental Health Tele-Education
Program appears to have been so successful. This was not a telemedicine project that
arose out of government dogma; nor were attempts made to impose it from above onto
clinicians. Rather, the project was launched in order to address a real need—the lack of
educational opportunities for staff in rural areas and was driven by the practitioners
themselves. Nor was the program driven by the technology—the technology was only
a means to an end, a vehicle to deliver educational material in an innovative way.

The result is one that Victorians can be proud of. It is one of the first such programs in
the world, it is demonstrably successful, and it should serve as a model of its type.
Indeed, since it follows the principles enunciated by Yellowlees* for successfully
developing a telemedicine system, it could act as a model for much broader-based
telemedicine work than simply education in children’s mental health. The architects of
the program deserve congratulation.

Professor Richard Wootton
Centre for Online Health, University of Queensland
7 December 2000

*Yellowlees P. 1997, ‘Successful development of telemedicine systems—seven core principles’, in
Journal of Telemedicine and Telecare, 3, pp. 215–22.
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Executive Summary

In the Loddon Southern Mallee Region (LSMR) of Victoria, as in other rural areas,
allied health professionals can be the first and ongoing point of contact for families
who are seeking help for their children’s emotional problems. Working effectively with
these children requires knowledge and training in child mental health, which is not
easily available in the region. Difficulties accessing high-quality professional
development in this specialist area can compound the pressures rural workers are
already under due to the multiple demands of their roles.

These issues have a significant impact on recruitment and retention of health workers
and, ultimately, on service outcomes.

In response to these concerns, and based on previous pilot projects, Bendigo Health
Care Group Psychiatric Services and the Royal Children’s Hospital Mental Health
Service (MHSKY) worked in partnership to develop a collaborative strategy to
promote access to professional development in child mental health to allied health
workers in the LSMR.

Due to its effectiveness in addressing barriers of time and distance, tele-education was
the mode of choice to provide this six-month professional development program.
Program presenters were experts in their field and currently in clinical practice. The
program, implemented between October 1999 and March 2000, aimed to deliver a
high-quality, needs-based professional development program in child mental health for
allied health workers to achieve the following goals.

• Promote increased knowledge and skills in child mental health.

• Enhance clinical practice.

• Disseminate information from the program to agencies involved.

• Facilitate peer support and linkages between participants.

• Develop and document a model of professional development that promotes and
strengthens an integrated approach to clinical care.

This project was targeted at allied health workers in child and family agencies in the
LSMR. Participants were from a range of professional backgrounds, including
occupational therapists, psychologists, nurses, social workers and welfare workers.
The majority of participants were direct service providers.
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The program was offered in two parts and covered the following topics.

• A Developmental Framework 0–12.

• Early Warning Signs of Mental or Emotional Issues.

• Working with Parents and Carers in Understanding and Managing Children’s
Behaviour.

• Managing an Anxious Child.

• Managing the Acting-out and Difficult-to-engage Child.

• Understanding and Managing Trauma.

• Working with Attention Deficit Hyperactivity Disorder.

• Family Change and Loss—Addressing the Grieving Process.

• How the Child Learns to Relate: A Developmental Model.

A site coordinator facilitated the program in Bendigo. This role involved distribution
of materials, managing the distant classroom, assisting in evaluation and, when
required, providing support to participants. The primary teaching mode was
interactive video technology. Case studies, group work and the use of innovative
teaching strategies to demonstrate counselling techniques for children supported the
technology as an educational tool.

This joint project has increased acceptance of tele-education as a training tool on the
part of workers who participated in this program, and has demonstrated that, as a
tool, tele-education can produce some significant outcomes for rural allied health
workers. These include

• increased knowledge in child mental health

• increased confidence in working with children affected by emotional disorders

• changes in clinical practice.

Additionally, this project has facilitated networking opportunities and promoted
access to professional development. It has positively impacted on the knowledge base
of the agencies from which the workers came.

There are a number of key recommendations that have evolved from this pilot project
that can inform the further development of tele-education as a professional
development tool for rural workers.
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Recommendations

This section presents the key findings that emerged from the experience of
implementing the Children’s Mental Health Tele-education Project.

One
That organisations planning to undertake collaborative ventures,
particularly of an innovative nature, need to invest time and energy in
building the initial rapport and trust required for a long-term effective
partnership.

While both presenters and participants were provided with instruction in the use of
interactive video technology, it is clear from the feedback received, that more formal
training would enhance user acceptance of the technology as an educational tool. This
would have the additional advantage of demystifying the technology for other uses
such as supervision and secondary consultation.

Two
That training packages are developed that upskill participants and
presenters in the use of interactive video technology as an educational tool
for the distant classroom.

The project identified that education in sensitive areas, such as child mental health,
may bring up painful and sensitive issues for participants. The technology makes
responding to these issues more challenging.

Three
That organisations undertaking tele-education training develop a
collaborative protocol to support participants during and following
training. Such a protocol should include support strategies that participants
can easily access and should be included as part of the preparatory
material for the course.

It is clear from the experience of this project that programs such as this can only be a
short-term strategy for promoting access to professional development for rural
workers.
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Four
That strategies are developed to facilitate a more enduring impact on rural
workers’ professional development. This could include ongoing courses
offered by tertiary institutions at different levels for workers with different
degrees of experience.

Regular supervision and consultation sessions to promote integration of
the teaching material with day-to-day work experience could be
incorporated into the training. This would also promote networking
opportunities.

It became clear from the development of this program that coordination by the rural
site coordinator was pivotal in the success of the program.

Five
That all collaborative projects involving tele-education ensure that the role
of the site coordinator is established. The work of the site coordinator in
facilitating the operation of the rural site, linking to the metropolitan site
and ensuring the ongoing momentum of the project significantly enhances
successful outcomes.

The project highlights the importance of child and adolescent mental health services
developing and strengthening linkages with child and family agencies through
professional development programs.

Six
That rural mental health services undertake education and training
programs targeted at agencies they receive referrals from to strengthen
collaborative work and enhance service delivery.

This project has highlighted the role that allied health workers play in isolated rural
areas.
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Seven
That further research take place into resourcing allied health workers more
effectively so that they can continue their important role in a rural
environment that is often under-resourced in specialist services for
children and families.

This project provided targeted and effective education in child mental health.
Significant management resources were required to achieve this goal, including
planning, coordination and developing linkages between services.

Eight
That in developing future tele-education programs, sufficient management
resources are allocated to ensure the delivery of targeted high-quality
education programs.

This project has contributed to knowledge and understanding of best practice in the
delivery of specialist tele-education programs to health professionals. Access to this
knowledge and expertise would save considerable time and resources in the
development of future projects.

Nine
That strategies be explored for providing agencies interested in utilising tele-education
with access to the findings of this and other similar projects. These strategies could
include the development of manuals and/or a website.
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Introduction

An understanding of child mental health is a major dimension in working with families
and children. It is critical in terms of providing continuity of care for families who have
multiple needs and who require long-term intervention. Access to professional
development in child mental health is difficult for rural workers as the major teaching
and training centres in this field are located in metropolitan areas.

This report describes the development, implementation and delivery of a mental health
education project designed to address recruitment and retention of rural allied health
workers through high-quality specialist education in child mental health via tele-
education.

Project rationale

Promoting access and equity in the provision of health services is a major challenge for
Australian rural communities. The problems of access and equity are linked to a sense
of isolation, as well as to lack of professional support and training for many rural
workers. This has considerable impact on workers’ willingness and ability to remain in
rural areas.

In rural areas there is often an absence of referral networks, resulting in agencies
needing to provide both primary and secondary services, thereby blurring worker
boundaries. It also means that workers are required to develop skills in a range of areas
not required of their counterparts in metropolitan areas. These workers are often
expected to be both ‘generalist and specialist in their fields and communities’.1 Child
mental health is one example of a specialist skills area that rural allied health workers
are often required to work in.

This feature of the rural environment adds considerable pressures to allied health
workers: it promotes and perpetuates a sense of isolation in their work and that has a
negative effect on retention rates.
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Project significance

This project was significant for a number of reasons. First, by facilitating access to a
professional development program in a rural area without the need to travel long
distances, access to specialist education was improved. This strengthened and
supported the role of allied health workers in the region. The program was group-
based, which assisted in the development of networks with other professionals in the
LSMR. This reduced the impact of isolation and lack of peer support, which many
rural allied health workers experience.

Second, the project is one of the few tele-education projects in the world that has
focused on professional development in the area of child mental health, demonstrating
that video technology has the potential to increase access to education in such
sensitive areas.

Third, this program provides a model of collaboration between rural and metropolitan
services to improve the access of rural allied health workers to specialist education
using videoconference technology. This model can be replicated nationally across the
broad health arena.

Fourth, tele-education is cost-effective. In this context, cost-effectiveness refers not
only to savings in travel and lost work time for workers needing access to professional
development, but also to the enormous costs to a community, both socially and
economically, of poor retention rates and continuous recruitment of rural health
workers.

Finally, the project’s focus on viewing childhood disorders within a developmental
framework has the potential to facilitate early intervention for children. This may be
achieved through workers gaining increased understanding, and enhanced skills and
confidence in working with children with these disorders.

Literature review

Policy context

The Mental Health Promotion and Prevention National Action Plan: 1998–2003
identifies the issues people living in rural areas face in regard to mental health.
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People living in rural and remote communities have particular mental health needs
due to isolation, the impact of economic restructuring and exposure to
environmental hazards such as drought, flood and fire. Lack of appropriate services
and service providers, distance from services and transport problems are frequently
part of rural and remote life. The pressures on young people are reflected in the
extremely high suicide rate among rural youth (twice that of their city
counterparts).2

The report goes on to identify the needs of children with mental and emotional issues.

The Western Australia Child Health Survey has also highlighted the high incidence
of mental health problems among children in some rural areas. There is now ample
evidence that mental health problems in childhood and adolescence are associated
with greater risk of mental disorder in adult life, as well as other risk factors and
vulnerabilities in the developmental years. 3

Given the mental health issues that have been described in the above policy document,
it is important that service systems identify new and innovative strategies to enhance
delivery of care to vulnerable children and adolescents living in rural areas. One
important strategy in achieving this goal is quality professional development in child
mental health for allied health professionals in rural areas. This is affirmed in Victoria’s
Mental Health Service: The Framework for Service Delivery: Child and Adolescent
Services.

 All Child and Adolescent Mental Health Services (CAMHS) clients are concurrently
involved with other service systems and it is essential these systems work
collaboratively. This places an obligation on this area mental health service to
provide support to these workers. This not only means liaison and collaborative
work but also resourcing these workers through quality education programs.

Community Education activities are an appropriate activity for CAMHS.
Information about the mental health of children and adolescents, and the services
available, may be provided to other health welfare and education professional staff
through workshops, seminars and written material’.4

Recruitment and retention issues—the rural context

The recruitment and retention of health professionals in rural Australia is an area of
major concern. ‘Studies have consistently highlighted the economic, professional,



Tele-education: A Collaborative Project in Mental Health Education Delivery in Rural Victoria

Report of Bendigo Health Care Group and Royal Children’s Hospital Mental Health Service (MHSKY) 16

education and family/social/cultural difficulties of attracting and retaining health
personnel in rural areas.’5

Rural workers face difficulties due to geographical isolation, isolation from their peers,
the need to offer services across a range of specialties, burnout and low retention rates.
As a consequence, attracting staff to rural locations is difficult.

Professional isolation was clearly identified as a major problem for rural and remote
allied health professionals by the Project for Rural Health Communications and
Information Technologies which found that 70 per cent of respondents considered
they were professionally isolated.6 Humphreys and Matthew-Cowey (1999) found
this was particularly the case for sole allied health professionals.7

Mitchell (1999), in his evaluation report on the first year of the South Australian
project Bringing Child and Adolescent Mental Health Services to Rural Communities,
described the effect of this isolation on access to professional development
opportunities for rural mental health workers.

Isolation restricts professional development, whereby a health professional engages
in a process of continually updating themselves regarding the latest practices,
techniques, models and technologies. Secondly remote mental health providers
have limited access to peer support.

Mitchell goes on to say that this second problem implies mental health providers
‘may also have difficulty accessing specialist expertise unavailable locally’. These
statements are equally pertinent to the situation of rural allied health workers.8

Access to professional development gains particular significance when it is considered
that

Undergraduate training only provides professionals with the foundations for their
disciplinary knowledge and skills. Postgraduate training and continuing education
are necessary to keep up with change and to build on foundations.9

As Weber and Lawlor (1998) point out, professionals need to keep up to date with
the latest developments in their field which requires them to participate in ongoing
education.10

The situation of workers with limited access to professional development is
compounded by the diverse demands made on rural workers. In their study of models
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of health service delivery to small rural communities, Humphreys and Matthews-
Cowey (1999) identified that ‘Health workers need to be generalist and specialist in
their fields and across their fields in order to provide effective services for rural
communities.’11

Kamien (1998) found that

Burnout and major disillusion from the downgrading of hospital facilities resulting
in an inability to fully utilise the skills for which they had been trained, was one of
the three main reasons for general practitioners leaving rural practice.12

It is reasonable to surmise that rural allied health professionals experience similar
concerns in regard to deskilling in their specialty, as well as to burnout. Burnout leads
to resignations, further worsening the shortages of allied health staff in rural areas.
This in turn reinforces the link between staff shortages and the lack of a critical mass
in terms of professional peers; it also perpetuates ongoing recruitment difficulties.

Tele-education as a strategy to address barriers to professional training
and education for rural health workers

Mitchell (1999) points out that tele-education has the potential ‘to deliver the promise
of reducing the extent to which remote health providers are isolated, thus enabling
them to achieve an adequate level of professional development’.13

At this point, it is important to note that the literature demonstrates that face-to-face
teaching is the preferred mode for professional education. Studies looked at for this
literature review found that

students do prefer where possible, the option of face to face interaction. In
particular, one to one interaction is appreciated for its personal approach and
because it enables communication in a different manner and depth.14

Additionally, the literature identifies advantages in travelling to attend professional
education. ‘Such travel allows for face to face contact that enhances the development
of supportive networks with both rural and remote providers and metropolitan
colleagues.’15

Even so, tele-education can effectively address barriers that rural workers face in
accessing professional development.
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The literature identifies the following factors as barriers to professional development
for rural workers:

• cost

• distance

• time away from practice

• scarcity of locums.16

In their study, Sheppard and MacIntosh provide a definition of videoconferencing as
enabling people at two or more sites to ‘interact in real time, using the video medium.
It is an electronic medium where groups of participants interact via an audio and visual
link for simultaneous communication’. 17 It is these features that give the technology
the potential to address the above barriers to professional development in rural areas.

The literature also demonstrates that while face-to-face education is the preferred
mode, videoconferencing can be an acceptable alternative—if it is carefully planned.
Crump, Caskey and Ferell (1998) found that student evaluations of videoconferencing
were positive but they did note this could have been due to the novelty of the
technology.18

In evaluating the use of videoconferencing, Sheppard and Mackintosh (1998) found
participants’ acceptance of the technology improved over the course of the study.

The students especially liked the opportunity to interact, the meeting of rural and
city physiotherapists and access to further study. It provided a collaborative
learning experience.19

However, the literature shows that the technology does require careful thought and
considerable planning for effective education to take place. ‘It is more challenging to
create the learning environment where students actively participate in the development
and interpretation of meaning, using this technology.’20 Active participation in
learning and the individual’s understanding of key concepts are fundamental to
effective learning.

While most of the techniques and strategies used to provide good quality education are
effective in tele-education, some rethinking is required, particularly in regard to basic
communication strategies. The use of non-verbal communication is an example of the
kind of rethinking of traditional techniques that needs to be done.
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Feedback and checking are normal processes to check that information has been
received and understood. Much of this communication relies on non verbal
communication in order to adjust the messages.21

Weber and Lawlor (1998) addressed the effects of the medium on the interpretation of
non-verbal communication with a number of strategies. They asked presenters to
present their content as they would in a traditional classroom,

with attention to the differences in preparing ready to camera visuals to augment
audio content, positioning oneself relative to the camera, slowing and limiting body
movement for effective interactive delivery.22

Sheppard and Macintosh (1998) discussed the importance of providing a variety of
approaches to teaching or learning to accommodate different learning ‘styles’ so that
these goals of a program are achieved.23

Weber and Lawlor used a site coordinator to overcome some of the communication
challenges presented by the medium and to manage the distant classroom. The role of
the site coordinator included:

• recruitment and retention of students in distance education programs

• group coordination and motivation

• provision of logistical support to participants by establishing activities at the rural site

• management of the rural site

• encouragement of a positive attitude to the technology.24 25

Essentially, the site coordinator’s role is to fill the gaps created by the presenter being
physically located at a distant site. The site coordinator provides the ‘human’ element
which would be otherwise missing if transmission of an image were the only method
being relied upon for education to occur.

In conclusion, the literature reviewed for this project demonstrates that tele-education
has the potential to increase the opportunities for rural health workers to access
professional training. Tele-education has the advantage of ‘allowing workers to
continue learning without taking them away from where they are needed most’. 26

However, it is an effective education tool only if adequate planning takes place and if
there are enough resources to support programs using this delivery mode.
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Project Development and Implementation

Child mental health: training needs analysis

Pilot tele-education projects

In 1996 and 1997, Bendigo Health Care Group Psychiatric Services and MHSKY ran
two short pilot tele-education programs for workers in child and family agencies in the
Loddon Southern Mallee Region (LSMR). An important finding of these projects was
that training in child mental health in the LSMR was an area of unmet need, and that a
more comprehensive needs survey was required as a basis for a more extensive project.

The experience gained from these earlier programs directly informed the development
of the Training Needs Survey in Children’s Mental Health (see ‘Training Needs
Survey’ in Appendix 3).

Methodology

The Training Needs Survey in Children’s Mental Health was designed to collect data
on the following variables.

• Access to training and information in child mental health

• Knowledge of child mental health disorders

• Confidence in working with children with mental health disorders

• Difficulties in accessing professional development

• Days of the week and times that best suited workers for training

• Program format

• Preferred program location

• Interest in preliminary reading and the time participants were prepared to devote
to reading

• Program topics
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The survey was piloted in child and family agencies in the northern sector of the
LSMR. It was modified as a result and then distributed to child and family agencies
across the region. A total of 97 agencies and individuals working in child and family
services received the survey. Of these, 76 surveys were returned. The surveys were
anonymous and confidential; participation was voluntary.

Along with the training needs analysis, respondents were sent promotional material,
which aimed to

• increase understanding of tele-education

• inform respondents about the level of expertise being offered through this
professional development program.

The circulation of this material acted as reassurance to the participants that the time
and energy they were putting into responding to the survey was likely to have a
positive outcome (see Appendix 4, ‘Promotional Material’).

Additionally, the rural project coordinator promoted the Children’s Mental Health
Tele-education Program project at health and welfare network meetings. The project
was directly promoted to regional Child and Adolescent Mental Health Service
(CAMHS) staff who were asked to pass on information about the Children’s Mental
Health Tele-education Program to health and welfare workers they had contact with.

Training Needs Survey results

The most significant findings of the needs analysis were related to

• difficulties attending training

• access to training and information in child mental health

• knowledge in child mental health.

Figure 2 (see Appendix 1), ‘Difficulties in attending training in child mental health’,
demonstrates that time was the most significant barrier for these workers. Cost, travel
and knowledge of training opportunities were also barriers. The lower rating given to
arranging backfill may reflect the difficulties in rural areas of attracting locums.

Figure 3, ‘Access to training and information in child mental health’, shows that over
60 per cent of respondents rated their access to training and information in child
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mental health as ‘poor’. Approximately 5 per cent rated their access as ‘very good’;
no respondent rated their access as ‘excellent’ (see Appendix 1).

The majority of respondents rated their current knowledge of children’s mental health
as ‘poor’ or ‘satisfactory’; no respondent ticked excellent. As can be seen in Figure 4,
‘Current knowledge of child mental health disorders’ (see Appendix 1), over 80 per
cent of respondents rated their current knowledge of child mental health disorders as
‘poor’ or ‘satisfactory’; no respondent rated their current knowledge as excellent.
The findings in regard to barriers to attending professional training were consistent
with those outlined in the literature review. The results of the training needs analysis
confirmed unmet need in the LSMR for professional development for allied health
workers in child mental health.

Results from the training needs analysis regarding program design and content
influenced the design of Children’s Mental Health Tele-education Program.

Interest in the program

The Children’s Mental Health Tele-education Program was a new and original program
in a highly specialised area. It involved the innovative use of video technology and
demanded a large commitment of time from agencies and staff. For these reasons, the
program brochure included clear information on the use of the technology, the program
content, time commitment, and the required discipline background for participants (see
Appendix 4, ‘Promotional Material’).

In total, fifty applications were received from across the region and they were
representative of a range of children’s service providers.

The program was funded to offer twenty places. Requests for a place in the program
were received from the following agencies.
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Table 1 Requests for program places by agency and location

Agency Location

St Luke’s Anglicare Bendigo, Castlemaine, Echuca

Cobaw Community Health Centre Kyneton

City of Greater Bendigo Bendigo

Shire of Gannawarra Cohuna

Bendigo Community Health Bendigo

Specialist Children’s Service Team Regional service

Centre Against Sexual Assault Regional service

Child and maternal nurses Kyneton, Castlemaine

Bendigo Health Care Group Bendigo

Kerang Early Intervention Kerang

Ascension College Bendigo

School support services, Dept of Education Regional

Centacare Regional

Shire of Campaspe Echuca

Catholic College Bendigo Bendigo

Mallee Family Care Swan Hill

Northern Districts Community Health Kerang, Boort, Cohuna, Quambatook

A decision was made to offer thirty places in the program. In making this decision a
balance had to be struck between the needs of workers for this type of professional
development and maintaining the educational effectiveness of the program. A group of
thirty was not considered ideal for a tele-education program yet at the same time it
was difficult to turn workers away in the knowledge that they would be unlikely to
access this training elsewhere in the region.

In allocating places, every effort was made to ensure equitable representation of
professionals from a range of children’s services across the region. Those who did not
gain a place were put on a waiting list.

The level of response to the Training Needs Survey and the Children’s Mental Health
Tele-education Program validated the assumptions underpinning the project, that is,



Tele-education: A Collaborative Project in Mental Health Education Delivery in Rural Victoria

Report of Bendigo Health Care Group and Royal Children’s Hospital Mental Health Service (MHSKY) 24

• rural health workers did not have good access to professional development in child
mental health

• there was a need for this training

• videoconferencing was an acceptable delivery mode for this education.

A collaborative project

A Memorandum of Understanding outlining the responsibilities of each service in the
implementation of the project was exchanged between the two services.

The following table indicates the distribution of responsibilities across the two
services.

Table 2 Distribution of responsibilities

MHSKY provided program coordination and a consultant was engaged to provide
independent advice in the development of an evaluation model.

A key feature in the development of this project has been the strong collaborative
relationship between Royal Children’s Hospital Mental Health Service (MHSKY) and
Bendigo Health Care Group Psychiatric Services. The relationship grew out of pilot
projects that both services were involved in and which have been previously
discussed.27 Throughout the period of development of innovative work using
videoconferencing technology, a strong sense of trust developed between project
managers in both organisations.

Adam and Walker (2000)28 have studied the role of trust as a key issue in collaborative
relationships between individuals and organisations. Trust has been identified as a key
element in successful interorganisational relationships and in facilitating joint action

Royal Children’s Hospital Mental Health
Service (MHSKY)

Bendigo Health Care Group Psychiatric
Services

Clinical teaching staff Administrative support

Preparation of resource materials Site coordinator

Preparation of teaching materials Needs analysis

Technical support Program infrastructure at the rural site
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between organisations. Trust, it has been argued, is indispensable for any collaborative
alliance to be formed and to function.29

An important assumption underpinning the project was that this relationship was
developed enough to successfully facilitate a sophisticated project such as this,
involving as it did, the diverse elements of technology, distance, specialist clinical
input and education.

Project aims and objectives

The Children’s Mental Health Tele-education Program aimed to deliver a high-quality,
needs-based group professional development program in order to

• promote increased knowledge and skills in child mental health

• impact positively on clinical practice

• disseminate information from the program to the agencies involved

• facilitate peer support and linkages between participants

• develop and document a model of professional development that promotes and
strengthens integrated relationships.

Target audience

This project was targeted at allied health workers employed in child and family
agencies in the LSMR. Participants were from a range of disciplines, including
occupational therapy, psychology, nursing, social work and welfare work. The
majority of participants were direct service providers.

Program development

The Children’s Mental Health Tele-education Program was developed with input from
a number of levels, including allied health workers in rural agencies (through the
training needs survey) and consultation with clinical staff at Bendigo Health Care
Group CAMHS and Royal Children’s Hospital Mental Health Service.

The training needs analysis identified that the following topics were of most interest
to allied health workers.
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• Encopresis and enuresis.

• Post-traumatic stress disorder.

• Working with parents in understanding and managing children’s behaviour.

• Understanding anxiety and aggression in children and implications for treatment.

• Attachment disorder in children and adolescents.

Topics were presented in a developmental framework on the advice of child mental
health clinicians. This approach ensured that participants were sensitised to early
warning signs of these emotional disorders in children and to the importance of using
developmentally appropriate interventions.

Developmental framework topics included

• Child Psychological Development 0–12 years

• Early Warning Signs of deviation from the developmental framework

• How the child learns to relate: a developmental model.

As well, a session on Attention Deficit and Hyperactivity Disorder was included to
cover problems that appear to have a more organic base. The resulting program
covered the following topics.

• Normal development 0–12

• Early warning signs of mental or emotional issues

• Working with parents and carers in understanding and managing children’s behaviour

• Managing the anxious child and the acting out and difficult-to-engage child

• Understanding and managing trauma

• Working with ADHD

• Family change and loss—addressing the grieving process

• How the child learns to relate: a developmental model.

The Children’s Mental Health Tele-education Program comprised eight sessions,
consisting of four half-day sessions and four full-day sessions. All sessions were
presented using interactive videoconferencing.
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Presenters

In planning the program, it was recognised that this was a large commitment for
agencies to make. As well, because the technology was a relatively new teaching
medium, it was potentially a barrier to participation.

To attract participants to the program it was important to offer a level of expertise
that rural health professionals could not easily access. If the program was to retain
participants, teaching quality was critical. Presenters were therefore selected not only
on the basis of their clinical expertise but also on their ability to teach using the
medium.

Clinical staff from Royal Children’s Hospital Mental Health Service (MHSKY)made
up the four presenters.

Program format

Presenters were based in Melbourne and the sessions were transmitted from there to
the audience in Bendigo. The transmission was split by linking a data projector to the
video equipment. The audience watched a presenter on the monitor and the
PowerPoint presentation on a separate screen. This replicated the usual experience of
a presenter, physically located in the room, speaking to a PowerPoint presentation.

A number of challenges presented themselves. The large size of the group imposed
limitations on the amount of interaction that occurred between the audience and
presenters. There were some practical limitations, too, such as a particularly sensitive
microphone having to be passed to participants who wanted to have input into the
presentation. Also, many people find it difficult to be vocal in a large group and
probably even more challenging to interact with a presenter via the medium of tele-
education.

Several strategies were adopted to address these difficulties. A traditional U-shape
seating plan was adopted as it has the advantage of allowing all participants to see the
monitor and data screen and it encourages dialogue with the presenter.30 A mud map (a
seating plan for use by presenters in videoconferencing) was used to encourage
interaction with the presenters. However, this seating plan was abandoned once it
became obvious that it made no difference to the level of interaction.
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Program structure

A formal structure was best suited to the technology and the size of the group. All
sessions followed a similar format.

• Didactic presentation

• Case discussion

• Feedback and comments from the presenter.

Case material was designed to ground the program in rural allied health workers’
experience. Discussion and group work encouraged networking among participants and
over time helped build a sense of group. Consistent attendance helped achieve this goal
so that, partly as a result, participants’ interaction with presenters improved in the
second part of the program.

As the program progressed and presenters’ confidence with the technology increased,
they moved away from the traditional lecture format and introduced more innovative
strategies designed to maintain audience interest, such as the use of toys when
counselling children affected by grief. As well, children’s art, diagrams, photos and
video footage were used as teaching aids.

Information packages

Information packages were developed and forwarded to participants prior to the
commencement of the program, and consisted of

• schedule of topics to be covered

• notes

• PowerPoint summaries.

The summaries proved to be an invaluable aid to participants in using the technology
for learning; a detailed outline of the program actually appeared to assist participants
in focusing on the information being presented. This acted as a safeguard for the
program as it provided material to enable the session to continue if the equipment
failed.
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Site coordination

Site coordination involved the following tasks.

• The site coordinator was present at each session.

• Testing all the equipment prior to transmission. Equipment was checked several days
prior to transmission and immediately before transmission. Transmission commenced
at least half-an-hour before the session to allow time to rectify any last minute
technical problems.

• Overseeing details such as registrations, room set-up and distribution of program
materials.

Also, using the following strategies, the site coordinator acted as a link between the
presenter and the audience.

1 Presenters were given direct feedback on audience reaction to the information being
presented by use of a mobile phone which was used to contact them during breaks,
giving presenters the opportunity to clarify points and pick up on areas of interest to
the audience.

2 Discussions were held with presenters between sessions to get their feedback for
evaluation purposes and to fine-tune the next session.

3 The site coordinator consulted with presenters if and when a participant appeared
distressed by the sensitive nature of the material being presented.

4 Between sessions, participants were contacted for their feedback. This was a
component of the evaluation that was directly fed into the development of the
program.
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Project technology

Yellowlees and Kennedy (1997)31 provide a very clear definition of telemedecine
equipment which applies equally to tele-education.

Telemedicine equipment

Tele-education equipment comprises three main components:

• the monitor

• the camera

• the codec.

Depending on the type of system, other main components are the remote controls
with the group system, and the keyboard and speakerphone with the desktop system.

• The monitor displays the picture of the people at the other site(s) and a picture of the
local site.

• The camera captures images at the local site to send to other sites.

• The codec converts the image captured by the camera into a form that it be
transmitted using digital telephone lines.

• The group system comprises a television monitor, a camera, and a codec, as well as a
keypad which operates the equipment and a microphone, as shown below.32

Technical overview

Technical support was provided by Global Videoconferencing Technologies (GVT).

Project aim

To enable a lecturer in Melbourne to deliver a live presentation incorporating
PowerPoint slides to and chair an interactive discussion with a tutorial group located
in Bendigo.

Technical aim

To simultaneously deliver live video, audio and data streams.



Tele-education: A Collaborative Project in Mental Health Education Delivery in Rural Victoria

Report of Bendigo Health Care Group and Royal Children’s Hospital Mental Health Service (MHSKY) 31

Table 3 Children’s Mental Health Tele-education Program: The technical challenges

BENDIGO Site description Large multipurpose room with expansive windows

and no curtains.

Challenge Natural light streaming through the windows cast

the audience into silhouette.

Solution Windows tinted.

Site equipment PictureTel Concorde 4500ZX videoconferencing

system with

• 68cm PAL TV monitor

• PictureTel Omni-directional PowerMic

(microphone)

• camera

• VCR

• World Cart with a built-in BOSE speaker.

Challenge Audience numbered approximately 30, so the

display for the PowerPoint slides had to be large

enough to be clearly seen at a distance.

Solution A data projector and mobile projector screen, which

were set-up next to the videoconferencing TV

monitor were the key technical tools used.

The PictureTel Concorde 4500ZX was set to a

dual-monitor mode.

Mode A became the TV monitor, showing the

lecturer live.

Mode B became the data projector, showing the

PowerPoint slides live.

MELBOURNE Site description Boardroom equipped for videoconferencing.

Site equipment PictureTel Concorde 4500ZX videoconferencing

system with

• 2 x 68cm PAL TV monitors

• PictureTel Omni-directional PowerMic

(microphone)

• camera

• VCR

• scan converter

• video mixer

• 2 x World Carts with built-in BOSE speakers.
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Challenge To simultaneously deliver live video, audio and data

streams to the Bendigo audience. To make the

operational experience as uncomplicated for the

lecturers as possible.

Solution Lecturer arrives with PowerPoint presentation on

laptop.

Laptop is plugged into the scan converter, which

converts the VGA images from the laptop to PAL

images suitable for videoconferencing.

Scan converter is plugged into the Concorde.

A videoconferencing call is made to connect

Melbourne to Bendigo.

Lecturer begins the presentation.

Each time a new slide was selected it was sent in

snapshot form to maximise clarity.

VCR was plugged into the Concordes at both sites.

Videotaping the remote training sessions was as

simple as pressing ‘Record’ on the respective

VCRs.

Technology as a tool—challenges and strategic responses

Although many successful examples of medical education programs using interactive
video technology have been documented, 33 integrating videoconferencing technology
in the delivery of child mental health professional development programs poses a
number of challenges to providers and receivers of the service. Before outlining the
challenges, it is important to understand the clinical context that has informed the
practice of child mental health and the environment within which the health system
has operated.

Child psychiatry is an area of health care delivery, the foundation and success of
which is characterised, strengthened and informed by the traditional therapeutic face-
to-face relationship between therapist and client, that is, by the human interface. This
is usually developed in the office of the therapist, where the therapist can easily pick
up on both the verbal and non-verbal responses of the client. The challenge in using
technology as an education tool in child mental health is centred on developing
strategies to maintain the beneficial effects of the human interface.
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The following table details the main challenges and strategies used to maintain the
human interface.

Table 4 Interactive videoconferencing as an educational tool

Challenges Strategies

Promoting participants’ acceptance of

interactive video technology as a teaching tool

• Site coordinator to mediate between

participants and the technology. This

included tasks such as orientating

participants to the technology.

• Integrating transmission with more

traditional methods of learning such as

group work.

• PowerPoint summaries.

Encouraging participant interaction with the

presenter

• Teaching strategies that encourage

participants to talk to the presenters,

for example, case discussion.

 Training mental health clinicians to teach

using interactive video technology

• Familiarising clinicians with the

technology.

• Providing opportunities to practise

using the technology.

• Direct support to clinicians from the

program coordinator in the preparation

of materials for transmission.

• Support to presenters during

transmission.

Transmission of sensitive material • Preliminary reading outlining content.

• Informing the group that the material is

sensitive and discussing strategies to

manage any reactions to this material,

for example, withdrawing from the

session.

• Liaison between the site coordinator

and presenter to manage any distress

as a result of the session.

Concerns about the technology becoming a

stand-alone teaching tool

• A site coordinator to manage the

distant classroom.

• A site coordinator to liaise with

presenters.

• Integrating the transmission with group

work, case studies.
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Project findings

Methodology: qualitative data

The data contained in this section were collected primarily through interviews
conducted by the rural site coordinator. Interviews were conducted with

16 participants (during the program and after program completion)

9 agency managers and or supervisors

4 presenters.

Additionally, two focus groups were conducted after program completion to gather
data on the value of program. The focus groups included managers and staff.
Interviews and focus groups were designed to collect data on the following areas:

attractiveness of the program

increased knowledge in child mental health

increased confidence in working with children affected by mental health problems

changes to practice

response to video technology

strategies to support the technology

networking opportunities

dissemination of material from the program

access to training.

Presenter interviews were primarily designed to capture the experience of using this
medium as a teaching tool.

The possibility of collecting independent quantitative data through referral patterns
was explored but data from this source were not specific enough to assist in the
evaluation of the program.

Attendance

Reasons for attending

The major reasons given by both participants and agencies were
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to increase knowledge in child mental health

expertise of presenters

range of topics included in the program

poor access to training in child mental health

presenter expertise.

I have done workshops previously, but not any covering emotional problems and I
didn’t know where to steer families. I wanted a better knowledge base.

We could not have sustained a 12-session program if there hadn’t been excellence
of presentation.

Variety of topics directly related to clients.

Good comprehensive list of topics that you don’t normally get. Nothing up
here—very rarely anything offered here.

Working with children was not included in social work training to the extent I would
have liked. It was not enough training for the job I currently do.

These findings are consistent with the participant ratings, which can be found in the
section ‘Content of Workshop, Evaluation Report’.

The program required a large time commitment from agencies and workers. Workers
and supervisors reported that it would have been difficult to attend this program if it
had been offered in a metropolitan centre.

. . . made it possible to attend. Much easier to duck out for a couple of hours than
to re-arrange a whole day.

In Bendigo accessibility was terrific.

The majority of workers attended the majority of sessions (see Independent
Evaluation Report Attendance, Tables 1, 2, and 3). The most frequently cited reasons
for non-attendance related to a lack of backfill. Other significant reasons for non-
attendance included emergencies or other unplanned events requiring workers to miss a
session. The program was offered over several months and in that time some workers
took annual leave, others missed sessions due to illness and one went on a honeymoon
(see Independent Evaluation Report Attendance, Table 4).
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Things have come up on the day itself—unplanned and come up suddenly. Lack of
coverage . . . not much alternative but to stay. Back fill issues. There is nobody to
cover rural areas.

When interviewed, participants described some of the personal decisions they had
made in order to attend.

Difficult the amount of time it takes so I am doing it in my own time.

Getting relieving staff was a problem. Often the sessions clashed with other workers’
holidays . . . This is a two-person agency. It was easier to get to the half-day
session—I only had to close the agency for half a day. If a full-day session was on
when the other worker was away it was a choice of closing the agency or missing
the session.

Dissemination of program information

The extent to which the education/information was taken back to agencies was also an
indicator of the success of the program. From the responses to this question it would
appear that informal dissemination of the information was good. In making the
following comments, supervisors were reflecting on the impact that the program had
on their teams.

Because it was local I was able to send more than one person. I couldn’t have done
that if it had been offered in Melbourne.

Thinking as a team in working with young people at risk is very important.

We share what we have done with other workers and share notes from the whole
program.

Supervisors mentioned

• discussion of material at case conferences

• personal discussions between staff

• formal presentations.

Respondents mentioned

• sharing notes
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• lending readings to colleagues

• inclusion of appropriate material in worker orientation manuals

• discussion of sessions with colleagues

• supervision.

Participants indicated that they made material available from the program available to
other workers at their agencies.

I have lent the reading to colleagues. Part of the program will be included in next
week’s orientation course for new workers.

Discussed sessions with colleagues and they can look at the folder.

I have distributed information from the program to staff.

I was able to go back to staff and suggest they try strategies from this session
(Attention Deficit and Hyperactivity Disorder).

Effects on participants

Program informative

Eleven of sixteen respondents reported gains in knowledge. Of the eleven workers who
reported knowledge gains, six specifically mentioned the significance of working with
children within the context of a developmental framework. One worker described her
frustration in counselling a child whom she believed to be ‘stuck’. In applying a
developmental framework to the problem she and the child were working on, she
realised that the interventions she was using were not developmentally appropriate.

Most useful session was on ADHD—augmented knowledge of ADHD.

I found the developmental framework very useful particularly the developmental
impact of different events on children and families.

Lots of strategies for working with families when working with children. Framework
for assessment—questions to ask and working out a plan from there. Improved
history taking skills.
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Provided new information and methods of application. Working through disorders
was exceptionally helpful.

There was some feedback that the program content did not always meet the needs of
the very experienced worker or the inexperienced worker. One very experienced
respondent reported that she would have liked more indepth training.

There are issues around getting training for more experienced people.

Another respondent, who could be described as new to the field, found the case
examples difficult and did not have the range of cases to apply content to.

I have kept all the handouts and will use them if I come across similar cases in my
work.

These data are validated by the finding in the Evaluation Report that, overall, the
sessions addressed participants’ areas of interest (see Independent Evaluation Report
Content of Workshop, Figures Tele-education 6, 7, 8, 9,10 and 11).

Confidence in working with children with emotional disorders

Participants commented on the value of the program in validating their practice.

Highlighted the importance of 0–2 years old and reinforced what I had heard at
other conferences.

Good reinforcement of knowledge about development—you know more than you
think you know.

The focus groups identified that workers, because they were now better informed,
were more confident in working with children with these problems.

The readings were excellent and the workers are definitely more confident.

They are more confident in noticing signs.

The trauma session gave them greater confidence with their referrals and their
referrals are more likely to be taken up.
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Changes to practice

Eleven participants reported a change in their perspective and practice in working with
children as a result of attending the program.

When doing a physical exam on a three year-old I now tune into some of the things
the kid says.

I am working with a client with anxiety and have started to think about applying
some of the information from the sessions.

I have already used it to trigger things I should be looking for in the adolescents I
am working with linked back to childhood.

Sometimes you don’t take the time you need to do the assessment. I am now taking
more time to do assessments and placing more importance on taking a history.

It was useful to compare normal child development to development after trauma
and grief.

I am now thinking about things more widely and looking for more possible causes
for a child’s problem. I am sitting back more and thinking about the way I am
going to work with a particular child and family. Taking more time to develop a
plan.

Some comments by supervisors.

They have greater knowledge of developmental steps, normal and abnormal
behaviours, more sophisticated in their ability to identify potential issues.

Better understanding of attachment and better strategies for working in residential
care.

At a case conference the case was reviewed in the light of new information. The
worker had attended a morning session and information was used in case
conference the following afternoon.

These comments support the finding in the Evaluation Report of a high level of
anticipated changes to practice as a result of attending the sessions (see Independent
Evaluation Report, Changes to Practice, Figures 14 and 15)



Tele-education: A Collaborative Project in Mental Health Education Delivery in Rural Victoria

Report of Bendigo Health Care Group and Royal Children’s Hospital Mental Health Service (MHSKY) 40

Response to video technology

Several respondents made the point that ‘Nothing replaces the person in the room’.
Despite this, the response to the technology was positive and improved as the
program progressed.

I had difficulty adjusting to the technology but I am starting to feel relaxed with it
now.

Took a little while to feel comfortable with interactive technology.

This corresponds with the findings from most respondents, who reported increased
comfort with the technology as the program progressed. (see Independent Evaluation
Report, How Comfortable was R with Tele-education, figures 17, 18 and 19).

However, presenters’ perspective about the levels of interactivity not being as high as
they could have been were matched by comments made by participants in the
individual interviews and focus groups.

Interaction was not the same as in a face to face workshop.

Transmission problems also affected acceptance of the technology as a teaching tool.
Glitches with the teleconferencing were frustrating. Made it hard to concentrate.

Good when it’s going properly.

The quantitative data show that levels of comfort with the technology were high, but
of those participants who were uncomfortable with the technology at first, few
remained so for all sessions.

Strategies to support the technology

Video technology is a tool. To be an effective education tool it must be supported by
other strategies. The strategies used in the program were group work, discussion of
cases based on rural practice and resource material.

Group work

Opportunities to break up into small groups between talks was really valuable.

Enjoying the group discussion. It can be challenging to perceive things differently.
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Eight respondents mentioned the resource material.

I found the reading really interesting. A session is much better with reading.

The handout sheets were fantastic. Slide notes were particularly important. I find it
difficult to get all the points when taking notes. I am free to concentrate on the
speaker.

Felt like you were part of it. Felt like they were in the room with us. They could
actually project the notes as they spoke, had notes to read and talked to it at the
same time.

Networking opportunities

From the response of participants it is clear that enhanced networking was an outcome
of the program and strategies such as group work may have assisted in this.

Networking with other people is great.

Excellent working with other people with different points of view—very useful.

Networking is important. I am working with difficult cases with other workers who
were there. The program provided a common understanding and starting point. It
can take so many meetings just to get that sorted out.

There was a wide range of people and the opportunity to meet others in the field.

Supervisors endorsed this point of view.

Networking that they do locally is more valuable than that done in Melbourne.

Workers could develop local networks.

Presenter’s perspective

Relevance was a major issue for presenters. Presenters aimed to make the Children’s
Mental Health Tele-education Program ‘useful and practical’. This involved two
significant challenges. The first was that the program had to be sensitive to the issues
faced by rural workers in child and family services: ‘Translating mental health issues
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into rural areas’, as one presenter put it. The second challenge was to ‘Think about the
work that we do and make it specific to the situation of these workers’.

Understanding the education exchange as mediated by the technology and the
implications of this was as important to presenters as it was for participants. Key
components of this exchange—the presenter’s engagement with the audience, the
audience’s sense of their part in the exchange—changed because of the medium. One
presenter commented that she could see that the audience was ‘highly interactive at
the other end and that lots of communication was happening’. However, this level of
interaction did not flow through to the presenter on the monitor.

The sensitive nature of some of the material used in the program was a significant
issue for presenters in regard to the possible impact of such material on participants.

When dealing with sensitive material I would normally follow up and watch for any
distress in the group. You are not able to do this with video link.

This placed greater emphasis on the partnership between site coordinator and
presenters. It then became part of the site coordinator’s role to follow up if any
participant appeared to be distressed by session content. As one presenter said,
concerns about resonance were partly resolved having the site coordinator ‘watching
the audience and able to follow up on my behalf’.

An issue mentioned by all presenters and related to the above, was the difficulty of
gaining a sense of the audience. In order to improve this situation, constant contact
between presenters and site coordinator was maintained. While this did not
completely address presenters’ problems in gaining a sense of the audience, it did
prove useful in ensuring that the content and delivery remained on target with audience
needs.

The tables demonstrate that tele-education is cost-effective for agencies and workers.
When costs of technical support, site coordination, etc., are also considered, the
savings for presenters are not significant. While the basic costing does not suggest
significant savings in using tele-education, when access and availability are also
considered in this instance tele-education proved to be a cost effective strategy.
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Costs

Table 5 Estimate of worker costs

Costs Swan Hill—Melbourne

(336km x 2)

Swan Hill—Bendigo

(240km x 2)

Worker time * $302 $210

Travel ** $392 $280

Accommodation $98 Nil

TOTAL $792 $490

Table 6 Estimate of presenter costs

Presenter costs * Melbourne—Bendigo ****

(150km x 2)

Video link from Melbourne

Worker time *** $340 $204

Travel ** $175

Technology $180

TOTAL $515 $384

* Worker and presenter costs are based on an average public sector rate.
** Travel costs are calculated using the public sector rate.
*** Worker costs include travel time to Melbourne/Bendigo.
**** Presenter costs include travel time to Bendigo.

The presenters involved could not have offered such an extensive program if travel had
been required. From the evaluation it appears unlikely that participants would have
been able to attend if travel to a metropolitan centre had been required.

When access and availability are taken into consideration, in this instance tele-
education proved to be a cost-effective strategy.
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Conclusion

A model for tele-education

The Children’s Mental Health Tele-education Program has achieved a number of
significant outcomes.

• The further development of a partnership between a metropolitan service provider and
rural service providers.

• Identification of needs of rural allied health workers for training in child mental
health.

• Development and implementation of an education program in child mental health
targeted at the needs of rural allied health workers.

• The further development of interactive video technology as an educational tool.

• Increased user acceptance of this technology as an educational tool.

• Participants reported increased knowledge and skills in working with children with
mental health disorders.

• Participants identified changes to practice as a result of attending the program.

• The program provided the opportunity to strengthen networks between agencies
participating in the program.

The success of this program was based on the development of a model that can be
replicated in other rural areas.

In discussing telemedicine Watters says, ‘It cannot be overemphasised that simply
buying the box won’t enable you to practise successful telemedicine.’ Based on the
experience of this project, successful tele-education requires devising strategies that
connect the audience to the presenters. These stratagies should aim to replicate, as
closely as possible, the human interction that is an intrinsic part of good education.

Maintenance of this human interface in tele-education is the goal that informed the
model described below.
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Figure 1  The Tele-education Model

Consultation

The success of this program depended on consultation with the rural allied workers
the program was targeted toward.

Communication

This occurs between all parties involved in the program.

• Between project coordinator and rural site coordinator to facilitate the collaborative
relationship.

• Site coordinator and audience to resolve any audience difficulties with program
delivery.

• Site coordinator and presenters to fine tune presentation and delivery of sessions.

• Most of this communication occurred using teleconferencing, email, telephone and
fax.
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Direct support to participants

The site coordinator provides support by managing a wide variety of practical issues
in the distant classroom as well as mentoring the audience in using the technology.

High-quality equipment

High-quality equipment is essential in tele-education programs to achieve user
acceptance of the technology as an educational tool.

Future directions

Response to the program exceeded all expectations, indicating that there is a significant
gap in training provided to rural allied health workers in child mental health. Data
collected from the program indicate that rural allied health workers play a significant
role in pathways to care and ongoing support of children with mental health disorders
and their families. This is an area that requires further exploration. Finally, sustainable
training and education strategies need to be developed to support rural allied health
workers in the critical work they do with children and families.
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