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Executive summary 

The SPOT initiative 

Towards Zero Suicides (TZS) is an $87 million investment over three years from 2019-20 to 2021-22, 
consisting of fifteen suicide prevention initiatives that address priorities in the Strategic Framework for 
Suicide Prevention in NSW 2018-2023. The 2022-23 NSW budget allocated a further $143.4 million over 
four years to the TZS initiatives as part of a $2.9 billion investment in mental health services. 

One of these initiatives is the Suicide Prevention Outreach Team (SPOT) initiative. This initiative aims to 
provide timely appropriate care to people experiencing a suicidal crisis. Support is provided in the 
community, where people live their lives and feel comfortable. 

The evaluation 

This evaluation is part of a broader evaluation of six Towards Zero Suicides (TZS) initiatives being 
undertaken by Taylor Fry and ARTD. This report is the final of three evaluation reports, covering the 
delivery of the SPOT initiative from January 2021 to June 2023. This report draws on multiple data sources:  

 A linked administrative dataset 

 Centralised reporting data drawn from the Electronic Medical Records (EMR) system  

 Responses from the Your Experience of Service (YES) survey 

 Interviews with consumers, staff, program leads, and community service organisations.  

Overall, we were able to implement most of the methods as intended and have sufficient data to report on 
design, reach, implementation, the experience of staff and consumers, outcomes, and the costs of 
delivering the services. Conclusions on the experiences of consumers accessing the service should be seen 
as indicative, rather than representative, because responses to the YES survey are limited and all of the 
consumers interviewed were people who used the service regularly. The linked administrative data only 
includes service usage up to 30 June 2022, which means that we do not have outcomes data for more 
recent consumers. Furthermore, there was significant variation in SPOT models across the state, which 
limits our ability to draw conclusions on the experiences and outcomes of consumers related to different 
aspects of the model. 

Key findings 

Evaluation question Findings 

Process evaluation  

How effectively was the 
initiative designed to 
deliver the anticipated 
outcomes and impacts? 

The SPOTs underwent an extensive local co-design process supported by 
Inside Out. The initial guidance for SPOTs was broad, and SPOT staff 
reported the need for greater clarity about the SPOT model and how it 
was expected to operate. Most SPOTS are being delivered in line with 
core aspects of the initial guidance but not all are in line with the initial 
intentions of the model (for outreach and out of hours operation). 

The majority of SPOTs operate based on a partnership between a 
clinician and a peer worker as intended, and stakeholders were positive 
about the good balance this provided. Most sites are meeting consumers 
in a setting where they feel most comfortable, as intended, and staff and 
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Evaluation question Findings 

consumers highlighted this outreach aspect of the model as important. 
Other aspects of the model highlighted as important included its person 
centred and flexible nature, the time staff take to build rapport and trust 
with consumers, and the connections made with other services.  

The models vary significantly in terms of: 

 Whether it operates out of business hours 

 Whether it is an outreach model or not  

 The length of time a person can be supported for 

 The mode of support (in person versus telehealth) 

 Referral pathways into SPOT 

 Whether it is a true crisis support model or not (e.g. appointment 
based or at the time of crisis). 

Some of this variation is likely due to services evolving differently to fill 
gaps in local service systems. However, with the significant amount of 
variation across sites, it is difficult to draw conclusions about an ideal 
SPOT model. 

What was the reach of the 
initiatives? Were there 
particular demographic 
groups that were more or 
less likely to accept the 
initiatives? 

From January 2021 to June 2023, the SPOT initiative has been accessed by 
a total of 5,297 unique consumers (noting that SPOTs began operating at 
different times and not all have been operating for the full period). The 
SPOT initiative is continuing to reach new consumers despite many 
SPOTs having been operating for more than 2 years. 

The SPOTs are effectively reaching young people under the age of 25 
(47% of consumers) but less effectively reaching older people. Only 3% of 
consumers accessing SPOTs were over the age of 65, and only one site 
had higher engagement with older people. There is significant variation 
between sites with respect to reaching other demographic groups. For 
example, some SPOTs are doing a good job reaching men and people 
from Aboriginal and Torres Strait Islander communities.  

Unlike the Safe Haven initiative, referral pathways into SPOTs are more 
formalised. Hence, any differences in reach may be pre-existing 
differences from the referral sources, such as through the mental health 
access lines. 

What were the enablers and 
barriers? How were these 
leveraged or managed? 

Enablers to implementation of the SPOTs include: 

 The quality of staff, including their experience, knowledge, and 
skillsets, particularly having a diverse range of staff and the 
multidisciplinary approach. 

 Having strong leadership support for the SPOT, which was a key 
enabler in establishing the service, and developing strong referral 
pathways, particularly from clinical services. 

Key barriers include: 

 Recruitment and retention of staff, related to both having sufficient 
staff and finding staff with the right skills and experience. This in 
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Evaluation question Findings 

part reflects broader challenges in the mental health sector. Issues 
specific to SPOT were: 

– Perceptions that the role in a SPOT is less connected to other 
services than other roles, which was a challenge when recruiting 
clinicians 

– Differences between role descriptions and what roles actually 
ended up entailing, which caused challenges for some peer 
workers. 

 Funding for SPOT did not include funding for a vehicle, , which has 
in some cases made it hard to find a suitable transport vehicle to use 
to visit consumers, hindering the ability to provide timely care. 

 There were some difficulties with the relationships between peer 
workers and clinicians. 

What risks were identified 
and mitigated, or 
materialised and managed 
during the course of 
delivery? 

Difficulties with staff recruitment and retention as well as funding issues 
have raised concerns from staff about continuity of the services once the 
current contract ends. 

One site reported an issue with hiring peer workers at a higher grade than 
intended, which has led to funding issues that have mean they have had 
to limit their opening hours. 

What are the experiences of 
people engaging with the 
services? 

All of the small number of SPOT consumers interviewed were highly 
positive about their experience with the SPOTs and reported that they 
would recommend the service to others. Many felt apprehensive at first 
because of previous poor experiences in accessing support, but reported 
feeling welcome and safe in the SPOT. 

Consumers valued the flexible nature of the service and being able to 
develop trusting relationships with the staff. They were also positive 
about the lived experience approach, with several valuing the mix of 
clinical and peer expertise. Consumers also appreciated the accessibility 
of the service.  

What are the experiences of 
staff delivering the 
services? 

Overall, there was a mix of experiences reported by peer workers and 
clinicians working in SPOTs. 

Some staff, including peer workers, reported the need for more clarity in 
their roles.  

Several staff reported having access to a wide range of training 
opportunities, with the Safe Storytelling training being highly thought of 
by peer workers. A few staff felt there were not enough opportunities for 
training and others felt they were required to learn on the job. 

The staff who felt more supported were in services with formal supports, 
such as supervision arrangements. 

Some staff had a concern that peer workers miss out on learning from 
other peer workers when paired with clinicians. 

Some staff reported positive relationships between peer workers and 
clinicians, valuing what they could learn from each other. However, other 
staff reported difficult relationships due to a range of issues, such as a 
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Evaluation question Findings 

lack of understanding of or appreciation for each other’s roles and the 
peer workers lacking experience working in mental health. In some cases, 
these issues resolved over time or when some staff left the service. 
Suggestions for resolving these issues in the future included clear 
guidance on how the relationship should work and to consider ensuring 
peer workers new to working in the mental health sector are supported to 
understand the system. 

What were the interactions 
between this initiative and 
the other initiatives? 

There are a range of referral sources across sites, with the most common 
being the Mental Health Access line.  

Staff and some service providers reported positive relationships between 
SPOT services and other services within the system. However, several 
staff spoke about the challenges around response times and wait periods 
for consumers when referring them to other services, noting that this was 
difficult to manage.  

Relationships with emergency departments varied, with only a few 
SPOTs working with them. Challenges in developing relationships with 
emergency departments included staff turnover in emergency 
departments, wait times, and poor communication between the two 
services.  

Staff were generally positive about the relationships between SPOTs and 
Safe Havens, particularly when the two were co-located. Consumers 
reported being connected by Safe Haven to SPOT and vice versa.  

SPOT staff and referring organisations also felt SPOT was filling a gap in 
the system and providing a valuable resource to the LHD. 

Outcome  

What have been the 
outcomes of the SPOTs 
relative to the intent? What 
were the outcomes for 
people engaging with the 
service? 

Overall, SPOT consumers have a reduction in the rate of emergency 
department presentations and ambulance call-outs in the month after 
initial contact. This reduction is comparable to that of a matched 
comparison group drawn from a broader pool of people that have 
presented to the emergency department (ED) for self-harm, suicidal 
ideation or a mental health reason. On the other hand, SPOT consumers 
have a slightly higher rate of presenting to emergency departments for 
self-harm or suicidal ideation and community mental health use in the 
month after initial contact relative to the comparison group.  

Due to the large variation in referral pathways into SPOTs, there are 
likely strong selection effects that we are unable to control for, which may 
subsequently affect their outcomes. For example, given the triage 
process, it is plausible that SPOT referrals are a higher risk group than 
many ED mental health presentations, in ways not visible in the data. 
Furthermore, the significant variation in SPOT models across the state 
limits our ability to draw any strong conclusions about the outcomes for 
consumers. 

The consumers interviewed reported a wide range of outcomes that they 
attributed to their engagement with the SPOTs. Notably, consumers 
reported increased feelings of hopefulness for the future, reductions in 
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Evaluation question Findings 

distress, being supported to access education and employment, and being 
linked to other services. 

What outcomes have 
varied, for whom and in 
relation to what features of 
context? 

Differences in outcomes were tested based on gender, Indigenous status 
and age, where sample sizes were sufficient. While there are some 
differences in outcomes between subgroups, it is difficult to draw any 
strong conclusions on whether the SPOT works better for particular 
subgroups given the large variations in SPOT models and potential 
selection effects due to referral pathways. 

What were the unintended 
outcomes – for 
participants, stakeholders 
or the system – both 
positive and negative? 

 There were no unintended outcomes identified. 

To what extent has the 
initiative impacted on 
reducing suicide attempts 
and deaths? 

We were unable to determine if the SPOT initiative has had an impact on 
reducing suicide deaths because data on suicide deaths was not available 
over the evaluation period, suicide deaths are an extremely rare event, 
and impacts would only be observable over a much longer period than 
the SPOTs have been operating for. We were able to track deaths (from 
any cause) over a six-month period after SPOT use; however, these 
numbers were small, with no significant differences between the SPOT 
and comparison groups. 

Economic  

What have been the relative 
costs and benefits of the 
initiative in terms of cost to 
government and the 
broader society? 

We were unable to determine exact costs for providing the service, as we 
only have budgets not actual expenditure or information about any 
additional funding they accessed.  

Based on budgeted costs, the per treatment day cost (a treatment day for 
a consumer is any day where they had some contact with the SPOT) for 
SPOTs ($520) is on the middle of the range of comparable services, such 
as a phone line ($100) or ambulance/emergency department ($1,632). 
However, the cost per treatment day varied widely between sites ($235-
$2,680) due to factors such as differing models of service and how much 
of the service was delivered face-to-face.  

Services providing one-off support delivered a lower number of 
treatment days compared to those providing repeated support. There 
were no clear differences in the volume of people supported in metro 
areas compared to regional/rural areas. 

We were able to estimate illustrative benefits for direct offsetting savings 
to other health services associated with support from the SPOTs. While 
drawing on limited evidence, the results suggest tangible savings to 
government from offsetting service use could be just under half (43%) of 
the running costs of a SPOT. 

Some broader intangible benefits have been noted as part of the 
evaluation too. For example, the development of the peer workforce and 
the tailored nature of the co-design process means there is value to the 
community from the availability of more and varied supports. 



 

Evaluation of the SPOT Initiative        10 
Final Evaluation Report 

Recommendations 

The SPOT model 

 Provide greater clarity on the core components of the SPOT model, so these are implemented 
consistently across the state, with allowance for local variations to suit the context outside of these 
core components. The data indicates that core components should include: 

– The clinician/ peer worker dyad 

– Out of business hours availability 

– Support provided via outreach, where possible (or in combination with telehealth where 
necessary)  

– Explicit consideration of safety for staff and people using the service. 

 Consider how SPOTs relate to other mental health outreach and/or aftercare supports, particularly 
in the context of the roll out of universal access to aftercare.  

 When considering extending opening hours of SPOTs, prioritise opening during 6pm to 9pm hours 
to align with when presentation to the emergency department for self-harm and/or suicidal ideation 
are highest. 

 Develop a governance and risk framework specific to SPOT reflecting the peer worker and clinician 
dyad nature of the service. 

 Develop guidance around the role descriptions and required experience of the clinician and peer 
worker in the SPOT. 

 Develop peer worker specific training, noting that the Ministry is currently working with Wellways 
Australia to address this. 

 Encourage the following supports for SPOT staff across all sites: 

– Formal supervision arrangements 

– Team debriefings 

– Proper orientation 

– Cross-shift meetings, so clinicians can discuss client concerns with a consultant psychiatrist and 
the manager. 

Reach 

 Work with LHDs and community organisations to continue promoting the service to increase reach 
to people not otherwise being supported by the health and human services sector. Consideration 
should be given to the accessibility of existing referral pathways, such as the mental health access 
line. 

 Consider statewide support for direct promotion via social media (for example), with a focus on 
priority populations. 

Data 

 Consider adopting a shorter, quick to complete, consumer experience survey to increase response 
rates and collect critical data for continuous improvement of SPOTs. A streamlined YES survey is 
one option that improves consistency with other mental health services but places constraints on the 
range of questions that could be asked.  
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 Consider adopting a standardised outcomes and experience survey, including a distress scale to 
understand the change in distress before and after accessing the SPOT. Ideally this would be 
combined with experience and demographic data collection. 

 Improve capture of additional demographic information for priority populations, such as the 
LGBTQIA+ community.  

Future funding 

 Offer greater clarity around program funding as early as possible to aid with staff recruitment and 
retention. 

 Consider the distribution of any future funding for SPOTs to ensure equitable access: 

– For metro areas, any potential expansion of services or opening hours should consider the 
population size of the area to ensure equitable distribution of funding per capita.  

– For rural and regional areas, where a single SPOT may be servicing a large geographic area. 
Consideration should be given to the appropriateness of additional SPOT services relative to other 
more flexible supports such as those delivered via telehealth. 

– Across all areas, consideration needs to also be given to the availability of other services. 

 Consider the need for funding for a vehicle when budgeting for services requiring an outreach 
component. 
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1 Background 

1.1 The policy context 

The Strategic Framework for Suicide Prevention in NSW 2018-2023 was launched to guide suicide 
prevention activities in NSW in line with the Premier’s Priority2019 to 2023 to reduce the suicide rate by 
20% by 20231. This Framework focuses on individually tailored, local community responses to suicide 
prevention, recognising that different communities and subgroups across NSW have unique needs and 
circumstances. It was developed by the Mental Health Commission of New South Wales in collaboration 
with the NSW Ministry of Health, people with lived experience of a suicide attempt or suicide 
bereavement, government agencies, mental health organisations, and experts in suicide prevention. The 
updated Strategic Framework for Suicide Prevention in NSW 2022-2027 was later released to provide key 
directions for a five-year, whole-of-government approach to support a whole-of-community response to 
suicide prevention across NSW2. 

1.2 Towards Zero Suicides 

Towards Zero Suicides (TZS) was an $87 million investment over three years from 2019-20 to 2021-22, 
consisting of 15 suicide prevention initiatives that address priorities in the Strategic Framework.3 These 
initiatives sought to provide leading best practice crisis care and support, build on local community 
resilience, and improve systems and practices to reduce the suicide rate in NSW.  

The initiatives are responsive to the needs of each community and, together, provide: 

 System enhancements 

 Suicide prevention training for NSW Government frontline staff and community members 

 Strengthening community care 

 Enhancing support in regional and rural areas. 

The 2022-23 NSW budget allocated a further $143.4 million over four years to the TZS initiatives as part of 
a $2.9 billion investment in mental health services. 

1.3 The SPOT Initiative 

The Suicide Prevention Outreach Team (SPOT) initiative aims to provide support to at-risk people in the 
community who are experiencing suicidality. Support was intended to operate in all Local Health Districts, 
providing support in the community, where people work and live.  

 
1 Mental Health Commission of New South Wales. (2018). Strategic Framework for Suicide Prevention in NSW 
2018-2023. Available at 
https://www.nswmentalhealthcommission.com.au/sites/default/files/old/documents/mhc_224947_suicide_pr
evention_framework_web_fa3.pdf 
2 Mental Health Commission of New South Wales. (2022). Strategic Framework for Suicide Prevention in NSW 
2022-2027. Available at 

https://www.nswmentalhealthcommission.com.au/sites/default/files/2022-10/The%20Framework%20-
%20Shifting%20the%20Landscape%20for%20Suicide%20Prevention%20in%20NSW%202022-2027_0.PDF  
3 NSW Health. (2021 Oct 25). About Towards Zero Suicides. 
https://www.health.nsw.gov.au/towardszerosuicides/Pages/about.aspx  
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1.3.1 Core components 

The Ministry of Health set the following state-wide requirements for SPOTs: 

 An integrated service: the SPOT is integrated with current care services to increase coverage for 
suicide prevention. 

 Leadership by people with lived experience of suicide: the SPOT is co-designed with people with 
lived experience of suicidal crisis and/or experience of caring for someone in crisis. 

 Collaborative peer and clinical staffing: Each SPOT will consist of one peer worker and one 
clinician. 

 Safety for staff and people using the service. Services must have a risk management and access 
process that supports staff to make decisions about safety. This includes having the capacity to 
respond to drug and alcohol issues and provide access to medical or other support, as required.  

 SPOTs are accessible: The service is accessible out of business hours. People do not need to present 
to an Emergency Department or community centre before accessing the service. And there is a ‘no 
wrong door’ approach. 

 Holistic care: Clinical services are not the sole focus of the team and should be coupled with 
appropriate non-clinical support. Services are linked closely, or delivered jointly, with community 
organisations where possible. 

 Recovery oriented support: Support is person-centred, promoting hope and responding 
holistically to the person’s needs and the psychosocial reasons for the person needing support. 
People should be linked with support services in the community as well as the health system, where 
appropriate. Family and friends are engaged, wherever possible, to create and support safety plans. 

 Transparency: There is accountability and transparency about how effective the service is and 
whether it is meeting stakeholder expectations, including through outcome reporting and 
participation in independent evaluation. 

 Local co-design aims to ensure that the initiatives suit the local environment and population. It is 
expected that local co-design and implementation planning will reflect the needs and conditions of 
the local community, and involve a range of disciplines, services and sectors collaborating. 

1.3.2 Locations 

As of 30 June 2023, 18 SPOTs have commenced operation across NSW. 
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LHD Location Service commenced 

Central Coast LHD Wyong July-21 

Far West LHD Broken Hill Mar-21 

Hunter New England 
LHD 

Maitland Feb-21 

Illawarra Shoalhaven 
LHD Nowra Feb-21 

Mid North Coast LHD Kempsey Jul-21 

Murrumbidgee LHD Wagga Wagga and 
Griffith 

Jul-21 

Nepean Blue 
Mountains LHD 

  Yet to commence at time of reporting (commenced 
subsequently) 

Northern NSW LHD Tweed Sep-21 

Northern Sydney LHD Northern Sydney Jun-21 

South-Eastern Sydney 
LHD 

Sutherland Jan-21 

Southern NSW LHD Bega Jan-22 

South-Western Sydney 
LHD 

Campbelltown  Mar-21 

South-Western Sydney 
LHD 

Liverpool and 
Fairfield 

Aug-21 

St Vincent’s Health 
Network Darlinghurst Jul-21 

Sydney Children's Randwick Feb-21 

Sydney LHD Campsie Apr-21 

Western NSW LHD Dubbo Oct-21 

Western NSW LHD Orange Jul-21 

Western Sydney LHD Western Sydney Nov-21 

Note: Northern Sydney runs a combined Safe Haven/SPOT. 
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2 The SPOT evaluation 

2.1 Evaluation of TZS initiatives 

A consortium led by Taylor Fry and ARTD Consultants was engaged to evaluate 6 of the 15 Towards Zero 
Suicides (TZS) initiatives (Safe Haven; Suicide Prevention Outreach Teams; Zero Suicides in Care; i.am/ 
Youth Aftercare; Post Suicide Support; and Community Gatekeeper Training) between 2020 and 2023. 
The evaluation includes process, outcomes, and economic components at a collective and individual 
program level. 

This evaluation seeks to understand, collectively and individually for each initiative: 

 The quality of the design and implementation processes  

 The outcomes the interventions have achieved 

 The impact the interventions have had 

 The costs and benefits of the interventions. 

2.2 Scope  

This evaluation looks at the operation of the SPOT initiative broadly at all of the sites (across all districts 
and hospital networks) to the extent possible through centralised Ministry data and interviews with TZS 
leads. Case studies were conducted in seven sites to understand implementation and outcomes in context 
through more detailed data collection and access to site level data. These are: 

 Sydney 

 South Eastern Sydney 

 South Western Sydney 

 Hunter New England 

 Illawarra Shoalhaven 

 Far West 

 Mid North Coast. 

The case study sites were selected to ensure there was variation across a range of factors including: 

 Location  

 Safe Haven and SPOT models  

 Demographic mix 

 Interaction with other initiatives.  

2.3 Key evaluation questions 

Table 2.1 outlines the key questions that the evaluation seeks to answer and includes a column to indicate 
which report the questions are answered in. Some questions have already been addressed in previous 
reports. 
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Table 2.1 – Key evaluation questions 

Evaluation question 
Implementation 
review 

Progress and 
findings 
report 

Final 
evaluation 
report 

Process evaluation    

1. How effectively was the initiative designed to 
deliver the anticipated outcomes and impacts? X  X 

2. How well was the SPOT initiative implemented 
from the perspectives of different stakeholders? 

X X  

a. What was the reach of the initiative? Were 
there particular demographic groups that 
were more or less likely to accept the 
initiative? 

 X X 

b. What were the enablers and barriers? How 
were these leveraged or managed? X X X 

c. What risks were identified and mitigated, or 
materialised and managed during the course 
of delivery? 

X X  

3. What are the experiences with the services?  X X 

a. What are the experiences of people engaging 
with the services?  X X 

b. What are the experiences of staff delivering 
the services?  X X 

4. What were the interactions between this initiative 
and the other initiatives? How were these 
leveraged or managed? 

 X X 

5. What was the overall role of the lived experience 
workforce – extending beyond the role of co-
design? For example, how did the lived 
experience workforce complement the clinical 
workforce? How did the lived experience 
workforce impact on the quality of the service and 
consumer experiences? 

 X X 

Outcome evaluation    

6. What have been the outcomes of the SPOT 
initiative relative to the intent? 

 X X 

a. What were the outcomes for people engaging 
with the service?  X X 

b. What outcomes have varied, for whom and in 
relation to what features of context?  X X 

7. What were the unintended outcomes – for 
consumers, stakeholders or the system – both 
positive and negative? 

 X X 

8. To what extent has the initiative impacted on 
reducing suicide attempts and deaths?* 

  X 

Economic evaluation    
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Evaluation question 
Implementation 
review 

Progress and 
findings 
report 

Final 
evaluation 
report 

9. What have been the relative costs and benefits of 
the initiative in terms of cost to government and 
the broader society? 

  X 

*Because of the scale of this initiative, the impact on suicide deaths is not able to be measured, further details are provided in 
Section 5.1.4.
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2.4 Methods 

Data source Description Sample Timing  

Linked 
administrative data 

Longitudinal dataset containing 
individual’s interactions with the NSW 
Health system including hospital 
admissions, ED presentations, 
community mental health use and 
ambulance call-outs. 

2,995 SPOT consumers 
(all linkable consumers 
up to June 2022) 

Data covers the 
period from 1 
January 2010 to 
30 June 2022 

 Further details on the linked 
administrative dataset can be found 
in Appendix B 

YES survey Standard questionnaire to gather 
information from consumers about their 
experience of care across NSW Mental 
Health services. The evaluation 
recommended a short-form version to 
suit the nature of SPOTs, but this was not 
adopted. 

60 responses for SPOT 
(1.1% response rate) 

Surveys 
conducted up 
to 30 June 2023 

 Only six districts had any response. 

Centralised reporting 
dashboards 

Centralised reporting dashboards that 
have been developed for local health 
districts to understand mental health 
activity in the community. 

5,297 SPOT consumers Data is 
available up to 
30 June 2023 

 

Budget data Budgets allocated for SPOT by site and 
financial year. 

18 districts and health 
networks 

Data was 
collected up to 
30 June 2023 

 Based on budgeted costs rather 
than actual spend. 

Interviews with 
Towards Zero 
Suicide, Safe Haven 
and SPOT leads and 
staff 

One-hour semi-structured interview 
conducted via videoconference. TZS 
leads, Mental Health Directors, SPOT and 
Safe Haven Leads, staff, stakeholders 
from the service system and consumers 
invited to participate by ARTD or via 
service engagement. 

55 interviews across 7 
LHDs and specialty 
networks: 

 3 Mental Health 
Directors 

 22 TZS, SPOT or 
Safe Haven lead 
interviews 
(including 5 

Interviews 
conducted 
between April 
2022 to June 
2023 

 Interviews counts are based on 
whether a stakeholder gave 
feedback about the SPOT initiative. 

 We were not able to interview leads 
from Southern NSW LHD, Justice 
Health and Forensic Mental Health 
Network, and St Vincent's Health 
Network as we did not receive 
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Data source Description Sample Timing  

timepoint two 
interviews) 

 30 SPOT or Safe 
Haven staff 

 

ethics approval from these 
districts/ networks. 

Interviews with SPOT 
consumers 

Semi-structured interviews.  9 interviews across 2 
LHDs, and 1 family, 
carer or supporter 

As above.  Generally included consumers that had 
used the SPOTs regularly, likely because 
staff would have been more confident to 
approach them to participate. 

Interviews with 
referring 
organisations 

Semi-structured interviews. 4 interviews across 2 
LHDs 

As above. Generally from community managed 
organisations, with some PHNs and LHD 
Mental Health teams  
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2.5 Limitations 

Overall, we were able to implement most of the methods as intended and are able to report on program 
design, reach and delivery, staff and consumer experience, barriers and enablers to delivery, outcomes for 
those using the service and the costs of delivering the services. However, the following limitations should 
be considered in interpreting findings: 

 Variation in models: With such considerable variation in the model across sites, this early in 
delivery it is difficult to identify what elements are core to supporting outcomes and to draw overall 
conclusions about SPOT as a “model”.  

 Consumer experience survey: The response rates for the YES survey are very low and so results 
should not be considered representative. 

 Range of consumers interviewed: Only a small number of consumers were interviewed because of 
the difficulty in engaging participants currently experiencing a crisis, and with generally only short 
term contact with the service meaning that ongoing relationships could not be drawn on to 
encourage engagement (n = 9). Themes across the interviews were highly consistent. However, as 
consumers interviewed were regular users of SPOT, their views should not be considered 
representative of all SPOT consumers. 

 Referring organisations: We spoke with a range of community and government health 
stakeholders, and reached a saturation of themes in those interviews, but their views should not be 
considered representative. 

 Linked administrative data: The linked administrative data includes service usage up to 30 June 
2022, which means that we do not have outcomes data for more recent consumers. 

 Cost of delivery: The economic evaluation is based on budgeted costs rather than actual spend. This 
means that we do not have full visibility of any potential underspend or additional funding received 
by LHDs. We cannot put a dollar value on benefits at this point given limited data. 
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3 Findings – design 

3.1 Co-design 

The SPOTs underwent an extensive local co-design process supported by Inside Out, but as this occurred 
before the evaluation, this was not the focus of the evaluation.  

3.2 Core components of the model 

The components of the model identified as important by staff, consumers and stakeholders reflect some of 
the statewide requirements provided by the Ministry of Health.  

3.2.1 Peer worker and clinician dyad 

SPOT teams generally operate based on a partnership between a clinician and a peer worker as intended. 
However, it appears that some sites have operated with only a clinician or only a peer worker on some 
occasions, for a short period of time or on an ongoing basis (due to leave, recruitment and retention 
challenges).  

Most staff and consumers were highly positive about the peer worker and clinician dyad, noting that it was 
unique, provided a good balance of clinical assessment and peer support and allowed for a holistic 
approach. The inclusion of non-clinical support was seen as highly important and consumers valued the 
connection with a peer worker. 

Speaking from when I started nursing 25 years ago – we put patients in a room, gave them medication, 
and then discharged them…with peer workers we can do safety planning, build good rapport and trust 
and have the peer workers do that work – walking with somebody in their experience, showing they 
care, sharing their story, helping them see hope. – SPOT staff 

Nice to have a peer approach and clinical approach because when we do assessments with people, it’s 
not so formalised and not too clinical. We try to make it more relaxing for the person. – SPOT staff 

The biggest challenge and opportunity has been, I think that neither the peer nor the clinician are in 
charge of the other. It's absolute genius for the Ministry to put that in. I think that could have been 
missed out. - TZS Lead 

3.2.2 Outreach 

Most staff and consumers agreed that outreach, where it occurred, was a very important part of the model. 
Reasons include avoiding people having to revisit a hospital where they have previously had poor 
experiences, the value of a non-clinical setting, and people sometimes being too unwell to travel to an 
unfamiliar place.  

Enabled connection that would not have happened. When we see people in their own homes, we can see 
the relief in people’s face – nice to see they are not alone. It’s quite moving. - SPOT staff  

 

3.2.3 Person centred and flexible 

Many stakeholders valued the person-centred nature of support and reported that the teams were able to 
‘meet people where they are at in their journey’. Both staff and consumers valued the flexible nature of the 
service. They appreciated being able to offer or access a service that was able to be adapted to the needs of 
the individual. 

When we meet a client and we introduce ourselves, you can see people relax a lot, it breaks down the 
stigma and judgement that comes with suicide. – SPOT staff 
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Several staff and consumers appreciated the ability to take time with a person in a way that other services 
could not. Staff reported that taking the time to build rapport and trust was seen as a valuable part of the 
model and was particularly important for some cohorts (for example, Aboriginal men or people who had 
previously had poor experiences with mental health services). Some sites would continue to follow up with 
individuals over a period of weeks, until they were able to meaningfully engage. 

I think sort of because I talked with them for that six week period that they sort of remembered what 
was going on and it was sort of like I got to know them a lot more. They say the most basic things like ‘it 
will get better’ “ - SPOT Consumer 

There were some suggestions from consumers and staff that there should be more emphasis on wellness 
planning and individual recovery plans, for SPOTS who provide longer term support; however, this is 
different to the original intent of SPOTs and could overlap with other services. 

3.2.4 Links to other services 

Most stakeholders reported that SPOT is able to link people to other services but noted challenges with the 
availability of services to refer to and very long wait times for some, particularly in rural and regional 
areas. 

3.2.5 Safety for staff and people using the service 

Most staff reported feeling safe in terms of outreach because of the peer worker/clinician dyad and 
reported being able to make judgements about what felt safe, calling police if they felt unsafe or simply 
meeting consumers in public places. However, some staff discussed issues with different approaches to 
risk management between clinicians and peer workers. We discuss this further in Section 4.3.1. 

In terms of the safety of consumers, some stakeholders reported a need for better safety planning noting 
the difficulties with including safety planning on EMR, including not having access to EMR outside of the 
hospital. However, others felt that SPOT staff have comparatively good safety planning because they have 
more time to do it. 

3.3 Variations in the model 

The SPOT model varies substantially across different sites in terms of: 

 Whether it operates out of business hours 

 Whether it is an outreach model or not  

 The length of time a person can be supported for 

 The mode of support (in person versus telehealth) 

 Referral pathways into SPOT 

 Whether it is a true crisis support model or not (e.g. appointment based or at the time of crisis). 

There is little consistency in SPOT implementation outside of the clinician/ peer worker dyad, and even 
this core component is not present in two sites. The initial guidance for SPOTS was broad and, staff 
identified the need for greater clarity about the model. Some of the SPOTs do not appear to be in line with 
the initial intentions of the model for outreach and out of hours operation. Some staff felt the model was 
not operating as intended as it wasn’t focusing on crisis care and was supporting people for long periods. 
However, some of this variation is likely due to services evolving differently to fill gaps in local service 
systems. 

Table 3.1 summaries components of the SPOT models in each site. This highlights how significantly the 
models vary, for example: 

 The Wagga Wagga and Griffith SPOT in Murrumbidgee LHD provides a purely virtual service 
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 The Nowra SPOT in Illawarra Shoalhaven LHD and Western Sydney SPOT provide one-off support 
and will see category C triage consumers within 12 hours 

 At the Campsie SPOT in Sydney LHD the clinician provides 1:1 psychology sessions for up to 12 
weeks, while the peer worker does visits in the community space. 
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Table 3.1 – Description of SPOT models in each site 

LHD Service 
Open͟outside͟
of͟business͟
hours 

Mode͟of͟
support 

Length͟of͟
support 

Referral͟source΀s΁ Additional͟details 

CCLHD Wyong SPOT  Mixed 
Multi-
episode 

Acute care team 

 Many issues with staffing so not 
really operating as intended 

 Was operating on its own in 2021 
but staff all left, and once it 
started up again, went into acute 
care team. 

FWLHD Broken Hill SPOT Y Mixed 
Multi-
episode 

MH͟access͟line͟and͟
community͟MH͟team 

 Service operates on site with the 
Safe Haven. 

HNELHD Maitland SPOT  Y Mixed One-off 
MH͟access͟line͟and͟also͟
accepts͟referrals͟from͟other͟
services 

 Developed some direct referral 
pathways from school 
counsellors, Men’s Shed, 
Minderoo 

 One-off service with the option to 
keep case open for another week 
of contact 

 Because of size of LHD, have 
started to do more telehealth 
because can only travel within a 
15km radius 

ISLHD Nowra SPOT  Mixed One-off MH͟access͟line͟͡acute͟care͟
team 

 Will see a category C triage – see 
within 12 hours 

MLHD Wagga Wagga and 
Griffith SPOT 

Y Telehealth͟
only 

Multi-
episode 

MH͟access͟line͟and͟also͟
accepts͟referrals͟from͟other͟
services 

 Service operates entirely as 
telehealth 
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LHD Service 
Open͟outside͟
of͟business͟
hours 

Mode͟of͟
support 

Length͟of͟
support 

Referral͟source΀s΁ Additional͟details 

MNCLHD Kempsey SPOT  Y Mixed 
Multi-
episode 

MH͟access͟line  

NNSWLHD Tweed SPOT  Mixed Multi-
episode 

MH͟access͟line͟via͟the͟acute͟
care͟team 

 Tend to be in contact for 6 weeks 

NSLHD 
Northern Sydney 
Youth Response 
Team 

Y Mixed One-off 
MH͟access͟line͟and͟also͟
accepts͟referrals͟from͟other͟
services 

 First visit is always a home visit 

 May do follow up phone calls and 
consumers can also ring in 
directly 

 Only support ages 12 to 17 

SCHN Randwick SPOT Y Mixed 
Multi-
episode 

Multiple͟sources͟including͟
parents͟͡carers͟͡school͟staff͟͡
community͟and͟sometimes͟
from͟SESLHD 

 Do a daily intake meeting, during 
which they agree on which 
consumers to accept into the 
service  

 SCHN do not have their own MH 
access line 

SESLHD Sutherland SPOT   Mixed 
Multi-
episode 

Acute͟care͟team͟͡PACERs͟͡
EDs  

SLHD Campsie SPOT  Mixed 
Multi-
episode 

Acute͟care͟services 

 Clinician provides 1:1 psychology 
sessions (up to 12 sessions, 12 
weeks) on-site at the centre 

 Peer worker does visits in 
community spaces with a 
community worker from another 
team 

SNSWLHD(a) Bega SPOT  Mixed Multi-
episode 

MH͟access͟line  
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LHD Service 
Open͟outside͟
of͟business͟
hours 

Mode͟of͟
support 

Length͟of͟
support 

Referral͟source΀s΁ Additional͟details 

SVHN(a) Darlinghurst SPOT  Mixed 
Multi-
episode 

  

SWSLHD Campbelltown 
SPOT 

Y Mixed Multi-
episode 

MH͟access͟line͟͡Safe͟Havens͟͡
ED 

 Pool of peer workers across both 
the SPOT and Safe Haven 

SWSLHD 
Liverpool and 
Fairfield SPOT Y Mixed 

Multi-
episode 

MH͟access͟line͟͡Safe͟Havens͟͡
ED  See above 

WNSWLHD Dubbo SPOT  Mixed Multi-
episode 

MH͟access͟line 

 Target people who aren’t long 
term service users 

 Had a clinician for three months, 
but since clinician left, peer 
worker has been working within 
the acute care team 

WNSWLHD Orange SPOT  Mixed Multi-
episode 

MH͟access͟line  See above 

WSLHD 
Western Sydney 
SPOT Y Mixed One-off 

MH͟access͟line͟͡acute͟care͟
team 

 Will see a category C triage – see 
within 12 hours 

a)  We did not receive ethics approval to interview staff at St Vincent’s Health Network and Southern NSW LHD and so were unable to confirm additional details on the model 
adopted there. 
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 As discussed in Section 4.3 below, this lack of clarity does allow for more flexibility, which was 
appreciated by many stakeholders, including staff and consumers. However, most agreed that the balance 
between flexibility and a lack of clarity was not appropriate and greater clarity was needed. 

3.3.1 Opening hours 

There is significant variation in the opening hours between SPOTs. A third of SPOTs are open seven days a 
week, with the remainder primarily open four to five days a week. Not all sites are open out of business 
hours, which is inconsistent with the original guidance provided by the Ministry. 

Figure 3.1 below shows the proportion of SPOTs that are open at different times throughout the day and 
compares it to the corresponding distribution of emergency department (ED) presentation times for self-
harm or suicidal ideation in FY2022. 

Figure 3.1 – Comparison of ED presentation times for self-harm or suicidal ideation in FY2022 and SPOT 
opening hours 

 

On days that SPOTs are open, most SPOTs are open between 1pm to 4pm, with the earliest opening at 7am 
and the latest opening until 10pm. On the other hand. ED presentations for self-harm or suicidal ideation 
are peaking outside of business hours at around 6pm to 9pm, which is a consistent trend across districts.   

There was general agreement that being open more days and more hours would be beneficial, particularly 
where SPOTs were only open during business hours. At sites not open outside of business hours, staff 
shared that they were not truly able to be a crisis response, and that the hours did not suit people who 
worked full time. 

Figure 3.2 below shows the proportion of ED presentations for self-harm or suicidal ideation that occur 
during SPOT opening hours. Overall, SPOT opening hours cover around a third (32%) of all ED 
presentations for self-harm or suicidal ideation. 
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Figure 3.2 – ED presentations for self-harm or suicidal ideation during and outside of opening hours 

 

 

3.3.2 Outreach 

Most sites meet consumers in a setting where the person feels most comfortable– for example, at their 
home, in a park or café. Some sites were not doing outreach support but have consumers visit them on site 
at the hospital.  

In rural and regional areas, distance was a major issue because it was difficult or impossible to travel to see 
people, limiting the amount of outreach support possible. Sites tended to address this by offering support 
via telehealth. 

Even for those doing mostly outreach support, there was a concern about not having a physical location 
for consumers who would prefer to travel to the hospital. In these cases, staff reported a need for a 
dedicated, safe, and private location to see consumers. 

Enabled connection that would not have happened. When we see people in their own homes, we can see 
the relief in people’s face – nice to see they are not alone. It’s quite moving. - SPOT staff  
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3.3.3 Mode of contact 

Most sites are providing a mix of in person support and telehealth. Figure 3.3 below shows the proportion 
of treatment days with a face-to-face contact by service.  

Figure 3.3 – Proportion of treatment days with a face-to-face contact 

 

There is significant variation between sites in the mix of in person support and telehealth services. Some 
examples include: 

 The Wagga Wagga and Griffith SPOT in Murrumbidgee LHD has the lowest proportion of face-to-
face contacts because they are operating a purely telehealth service. 

 The Youth Response team in Northern Sydney LHD has around 20% face-to-face contacts and will 
always do an in-person home visit for the first visit, after which they may do a follow-up phone call 
and consumers can call the team directly. 

3.3.4 Length of support 

While there is no official definition of the length of support provided by services, we have attempted to 
categorise the SPOTs into either “one-off” or “multi-episode” support models based on our understanding 
of the different models from interviews with staff and the data available. Figure 3.4 below shows the 
proportion of consumers that receive a contact following their first contact with SPOT, split by any contact 
and face-to-face contact.  
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Figure 3.4 – Proportion of consumers that receive any contact (left) and a face-to-face contact (right) 

 
Note: Episode level data was unavailable and so a proportion of follow up contact will also include consumers calling up 
again after their first contact. 

We find that: 

 30% of consumers supported by “one-off” SPOTs will receive a contact in the week following their 
first contact with the SPOT, after which there is a large drop-off from week 2 onwards. This is likely 
reflecting that these services are still doing some degree of follow-up but will also include consumers 
that may choose to access the service again. 

 Follow-up contact is higher for the “multi-episode” SPOTs and reduces at a more gradual rate. For 
example, 17% of consumers accessing “repeated support” SPOTs are still receiving contact 6 weeks 
after their first visit. 

3.3.5 Referral sources  

The most common referral source across services was the Mental Health Access line. Some services also 
took on referrals from other sources such as community mental health teams and community service 
organisations. There was also variation in how referrals came to the SPOTs, in some districts the referrals 
go directly to the SPOT, whereas in others they may go to another team first such as the acute care team 
first.  

3.3.6 Whether it is crisis support 

Some SPOTs are providing more crisis type support and visiting consumers in a crisis, whereas other 
SPOTs are providing support more on an appointment basis. We note that it is only feasible for a service to 
provide crisis type support if they receive referrals directly from the Mental Health access line as other 
referrals are likely to have a longer delay. Staff and leads noted that limitations in operating hours, 
particularly outside of business hours, undermined their ability to offer crisis support as well as the lack of 
clarity about the model. Some staff and leads were concerned about this lack of focus on crisis support, 
and some sites had made changes to try to refocus, for example, by limiting the period of support available 
for consumers to free up more time for crisis responses. 
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4 Findings – process 

4.1 Reach 

As of 30 June 2023, the SPOTs have been accessed by a total of 5,297 unique consumers. Figure 4.1 shows 
the number of unique consumers accessing the SPOTs increased rapidly over 2021 as the services were 
being established, with numbers stabilising from 2022 onwards. Since the Dec-21 quarter, the SPOTs have 
averaged about 639 new consumers per quarter. This means that the services are continuing to reach new 
consumers despite some having been open for more than 2 years. 

Figure 4.1 – Number of unique consumers accessing SPOTs over time 

 
Source: Centralised reporting dashboard. 

4.1.1  Demographic characteristics of consumers 

In this section, we compare the demographics of SPOT consumers to a comparison group of people that 
have presented to the emergency department for self-harm, suicidal ideation, or a mental health reason. 
We also provide the demographics of the general NSW population as a reference point. However, we 
believe the comparison group provides a more appropriate estimate of the group known to be at risk of 
suicide to NSW Health, given the differences in rates of risk of suicide among demographic groups.  

Figure 4.2 below shows the age distribution of SPOT consumers, the comparison group and the general 
NSW population. The SPOTs are effectively reaching young consumers, with 47% of SPOT consumers 
being under the age of 25. However, they have been less effective in reaching older people: only 3% of 
consumers accessing the SPOTs are over 65 years old, which is much lower than the 15% of consumers in 
the comparison group. This is a consistent trend across all services, with the exception of the Nowra SPOT 
in Illawarra Shoalhaven LHD, where 14% of consumers are over 65 years old.  

This reflects broader barriers to support for older people at risk of suicide, including stigma and lack of 
recognition of the risk. Feedback from those involved in the development of four suicide care pathways for 
older people in NSW indicates that older people require a specialist response to meet their needs4.  

 
4 NSW Health Older People’s Suicide Prevention Pathway Project: Evaluation Report 
https://www.health.nsw.gov.au/towardszerosuicides/Pages/older-people-suicide-prevention-report.aspx 
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Figure 4.2 – Age distribution of SPOT consumers 

  
Source: Centralised reporting dashboard and linked administrative data 

Figure 4.3 below shows the demographic distribution of SPOT consumers, the comparison group and the 
general NSW population. 

A greater proportion of SPOT consumers identify as female compared to the comparison group, 59% 
compared to 52%. However, there is variation between the sites, with some SPOTs having a more even 
ratio between consumers that identify as male and female. Some staff reported that their services were 
reaching and successfully engaging with many men, who are generally harder to reach in mental health 
services (some were surprised about the strength of engagement from men, and none had a clear view 
about why this was).  

The proportion of consumers that identify as Aboriginal and/or Torres Strait Islander are similar across 
the SPOT (11.7%) and comparison group (12.8%). However, there is a large variation between the sites. In 
sites where engagement with Aboriginal and/or Torres Strait Islander consumers was high, this often 
involved building positive relationships with local Aboriginal communities. For example, some staff 
reported often speaking with Aunties and Uncles in the Aboriginal community (with their permission), 
has served them well in building these relationships and establishing trust.  

A greater proportion of SPOT consumers have English as their preferred language compared to the 
comparison cohort, 7.2% compared to 10.4%. This aligns with some perceptions from staff that their 
services were reaching consumers from an English-speaking background and indicates potential barriers 
to reaching consumers from a cultural and linguistic diverse background.  

0%
5%

10%
15%
20%
25%
30%
35%
40%
45%
50%

Under 25 25 to 44 45 to 64 65+

P
ro

po
rt

io
n

 o
f c

on
su

m
er

s

Age band

SPOT Comparison NSW population



 

Evaluation of the SPOT Initiative        33 
Final Evaluation Report 

Figure 4.3 – Demographics of SPOT consumers 

  
Source: Centralised reporting dashboard and linked administrative data 

Note: Information on consumers with preferred language not English was not available on the central reporting dashboards 
and so we have drawn these figures from the linked administrative dataset which includes data up to 30 June 2022. In 
addition, these figures were not available for the general population. 

Further details on the age distribution and demographics of SPOT consumers by district can be found in 
Appendix A. 

SPOT staff also reported that some of the consumers supported through the service presented with 
domestic violence experience, gambling challenges, diverse relationship structures, and drug and alcohol 
use, indicating the need for appropriate connections to other services, such as AOD hubs, and adequacy of 
staff training for responding to these needs.  

Some staff described the differences in their approach to supporting consumers from different groups, 
specifically around how they engage with and what they speak about with consumers. For example, when 
supporting consumers using alcohol and other drugs, men, and more specifically Aboriginal men, they felt 
that successful engagement required frequent contact before trust was built. There was some feedback 
that this can be difficult to implement when working with the six week model of their SPOT—reiterating 
the importance of the flexibility of the model. 

4.2 Referrals and relationships with other services 

4.2.1 Referrals 

Table 4.1 below shows a breakdown of the referral sources recorded for all SPOT consumers’ first visit. 
The main referral sources are from public mental health services in the area (including the mental health 
access line), self-referrals and emergency departments. However, as discussed in Section 3.2, there is 
significant variation between sites in referral pathways and there are likely to be differences in how 
referral sources are being recorded as well. Furthermore, in some sites, referrals go directly to the SPOT, 
whereas in other sites, they may first go through an acute care team, and it is unclear how this may have 
affected how the referral source is coded. Referral sources were also missing for two districts. 
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Table 4.1 – SPOT referral sources 

Referral 
source Proportion 

Public Mental 
Health 
Service in 
Area 

15.7% 

Self 13.3% 

Emergency 
Department 

12.8% 

Public 
Inpatient 
Service 

10.7% 

Other 
Specialist 
Clinician 

9.7% 

Other 9.4% 

Family/friend 4.3% 

GP 3.6% 

NGO 2.4% 

Community 
Health 2.1% 

Other health 
service 1.6% 

Missing 14.5% 

Total 100.0% 

Source: Linked administrative data 

 We provide a breakdown of referral sources by site in Appendix A. 

4.2.2 Service usage prior to accessing a SPOT 

Table 4.2 below shows the types of contacts that consumers have had with NSW Health services prior to 
accessing a SPOT.  

Table 4.2 – Descriptive summary of service use prior to accessing a SPOT 

Type of contact 
No contact in 
last 5 years 

ͩ͟years͟
before 

ͥ͟year͟
before 

ͥ͟month͟
before 

ͥ͟week͟
before 

During͟
week 

ED presentation ͦͩ; ͫͩ; ͩͭ; ͦͪ; ͥͦ; ͨͩ; 

 Self-harm or suicidal 
ideation 

ͩͫ; ͨͧ; ͧͥ; ͥͩ; ͫ; ͧͧ; 

 Other mental health ͩͥ; ͨͭ; ͧͨ; ͥͩ; ͫ; ͧͥ; 

Community Mental 
Health contact(a) ͧͩ; ͪͩ; ͩͧ; ͧͪ; ͦͩ; ͪͦ; 
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Type of contact 
No contact in 
last 5 years 

ͩ͟years͟
before 

ͥ͟year͟
before 

ͥ͟month͟
before 

ͥ͟week͟
before 

During͟
week 

Hospital admission ͩͨ; ͨͪ; ͧͦ; ͥͩ; ͭ; ͥͪ; 

 Admitted to psychiatric 
unit 

ͫͧ; ͦͫ; ͥͭ; ͥͤ; ͫ; ͭ; 

Ambulance ͨͩ; ͩͩ; ͧͫ; ͥͨ; ͪ; ͦͦ; 

 Ambulance – mental 
health related ͫͤ; ͧͤ; ͥͭ; ͪ; ͧ; ͥͦ; 

Safe Haven ͭͬ; ͦ; ͦ; ͥ; ͥ; ͦ; 

Any service(b) ͥͦ; ͬͬ; ͫͨ; ͨͫ; ͧͧ; ͬͤ; 

Source: Linked administrative data 

Notes  
(a) Excludes use of SPOT and Safe Haven.  
(b) Includes Emergency department presentations, community mental health, hospital admission and ambulance 

Overall, we find that: 

 Almost half of consumers (43%) have presented to the emergency department for self-harm or 
suicidal ideation in the last 5 years. This means that the SPOTs are reaching a large proportion of 
consumers known to be at risk of suicide to NSW Health. 

 Almost two thirds (62%) of SPOT consumers are accessing other community mental health services 
during the week before they first access the SPOT. However, the remaining 38% of consumers were 
not. This reflects that staff felt like the service was reaching people they would not be able to reach.  

 Because of the limitations to the referral data, discussed in Section 4.2.1, understanding service 
contact for consumers in the week leading up to first accessing a SPOT is also useful as it is indicative 
of referrals into the service. Use of the Safe Haven or community mental health services in the days 
before accessing a SPOT may suggest referrals have been made from these services. However, the 
low rate of Safe Haven usage during the week suggests limited referrals are being made from the Safe 
Haven service. 

We provide a more granular breakdown of service contact in the week prior to accessing a SPOT by service 
in Appendix A. 

4.2.3 Relationships with other services 

Community service organisations  

Staff and some service providers reported positive relationships between SPOTs and other services within 
the system, and how well integrated SPOT services are into the broader mental health system (as intended 
by the original guidance provided by the Ministry). There were comments that working with other 
organisations that can provide complementary support works well, for example, attending court or 
supporting with transport to appointments. Some SPOT staff reported a willingness of other services to 
work with the SPOTs, and some mentioned working on relationships with other services and within health 
to improve the SPOT’s relationships with other services.  

There were some challenges with relationships reported by both SPOT and other service providers. Warm 
handovers were highly appreciated by service providers, and where this wasn’t occurring it was a notable 
concern. One service provider reported not receiving referrals from SPOT, which they felt was due to a 
lack of understanding of each other’s services and functions. There was a suggestion to introduce an 
online self-referral form for SPOT, similar to Safe Haven. Additionally, several SPOT staff spoke about 
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response times and wait periods for consumers when referring them to other services, noting that this was 
difficult to manage. 

Emergency departments 

The relationships between SPOTs and emergency departments varied across LHDs. Only a few SPOT staff 
reported working with emergency departments, which is unsurprising given  the low overall proportion of 
referrals from emergency departments.  

Staff members reported challenges in developing relationships with emergency departments, including ED 
staff turnover, understaffing in the EDs, long waiting times for clients, and problems with communication. 
One SPOT staff member suggested that this relationship with emergency departments could be improved 
by employing a peer worker in emergency department waiting rooms to support people emotionally, and 
also to connect them to suicide prevention services like SPOT. 

I've spoken to the right people and ED [they] just don't seem to refer. It's like it’s corner locked, it's like 
they forget that we're there until they absolutely need us and it's a shame because a lot of people end up 
waiting for a long time that don't need to. – SPOT staff 

Many stakeholders reported that SPOT fills a critical gap as an alternative to presenting at the emergency 
department, but also as a follow-up service following discharge from hospital. This is important in the 
context of the investment in universal aftercare under the National Mental Health and Suicide Prevention 
Agreement, in considering how the two services could complement each other but not overlap.  

Relationship with Safe Haven 

All staff interviewed who spoke about the relationship between the SPOT and Safe Haven were positive 
about the relationship, and the way the two complement each other. This was particularly evident in 
districts where the two services were co-located and staff worked across both. Staff spoke about the good 
communication between the services (particularly those that are co-located), the complementary nature of 
them in terms of broader times they make available for support and the type of support available through 
each. For example, consumers noted, that when they were too unwell to leave the house and attend a Safe 
Haven, they were able to be visited in their home by the SPOT. Consumers reported being connected by 
Safe Haven to SPOT and vice versa. The data show consumers tend to use the Safe Haven first before 
accessing a SPOT: 14% of Safe Haven consumers will access a SPOT in the week prior to their first visit, 
compared to 2% of SPOT consumers accessing a Safe Haven in the week prior to their first visit. This is 
likely reflective of the SPOT having more formalised referral pathways compared to the Safe Havens. 

4.3 Implementation 

This section considers how well the SPOT initiative has been implemented from the perspectives of 
different stakeholders. The key factors affecting implementation are grouped by those that are internal to 
the service and those that are external (and may be less within control of the service). Some are enablers to 
implementation, some barriers and some both.  

Key barriers and enablers were similar to those in the progress and findings report. Clarity around roles 
and support for staff (through lead roles) were new factors raised as barriers to retention of staff, in 
addition to funding. which was raised in the previous report. There has been further emphasis since the 
previous report on the relationships between and differing approaches to risk for clinicians and peer 
workers. 
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4.3.1 Internal factors 

Staff 

There have been significant challenges in the recruitment and retention of both peer workers and 
clinicians. This has related both to having sufficient staff and to finding staff with the right skills and 
experience. Lack of sufficient staffing was reported to be an ongoing issue across some sites, preventing 
SPOTs them from providing the full model of care intended. Issues included: 

 Lead role: Several sites reiterated the importance of the lead role a person to lead and manage the 
SPOT. One site reported that not having a lead on site was challenging. Another reported that having 
no manager left the clinician to carry significant risk. One peer worker felt there was no support for 
the peer workers and no line management, which left them to fill those roles. 

 Role descriptions: There were several comments from staff across multiple sites about the 
disconnect between the advertised role descriptions and the role in practice. It was reported that this 
incongruence caused challenges with some peer workers in the later stages of implementation. 
Several staff members (peer workers and clinicians) talked about the importance of recruiting peer 
workers with appropriate experience and preferably with experience in working in mental health. 

 Isolation: There were challenges recruiting clinicians because of the perception that the service is 
more isolated as compared with mainstream services.  

 Job security: Several staff were critical of some staff being placed on rolling contracts and needing to 
reapply for their roles, creating job insecurity. 

There was also significant positive feedback from leads and consumers about the quality of SPOT staff, as 
a strong enabler to delivery. Having a diverse range of staff skillsets was noted by many as being valuable 
for service provision.  

Consumers feedback re the peer is that they liked having someone who understands and ‘holds’ the 
space. People felt understood, good to have someone to talk to. The peer is very experienced at safe 
storytelling, he doesn’t overshare. He's good at guiding people through on the spot strategies. - SPOT 
staff 

However, there was some critical feedback about staff skills and experience. One clinician felt that many 
peer workers did not have local experience of working in the public health system. One staff member 
reported that the ability to make the services more inclusive for a range of cultures was limited when staff 
members from culturally and linguistically diverse (CALD) communities left the service. 

Funding 

The Ministry provided funding for all SPOTs to employ a clinician and peer worker, but LHDs could 
choose how to expend these funds; LHDs were expected to cover vehicle and IT costs.  

Several staff reported that limited funding has impacted their ability to provide the level of service 
originally envisioned, and suggested funding for more staff, particularly peer workers. Some of the specific 
funding-related issues raised by staff included: 

 Securing a suitable vehicle to efficiently serve consumers in regional areas, which often involves 
long hours of travel, especially for multi-hour round trips required to see some consumers. Staff felt 
the lack of appropriate transportation hinders their ability to provide timely care.  

 Staffing costs: One site hired peer workers at a higher grade (one or two levels higher) than 
intended, leading to funding shortages that, in turn, limited their capacity to deliver the services 
planned. 

Staff were also concerned about short-term contracts and uncertainty of contract continuation for 
SPOTs, suggesting this resulted disruption to services and individuals who rely on the SPOTs potentially 
being left without the assistance they require, disrupting their care and well-being. 
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Promotion 

Some sites spoke of actions taken to help to promote the service to support implementation and uptake. 
One site reported strategically positioning itself as a 'support' team rather than a 'mental health' team. This 
shift in framing aims to address consumer mistrust stemming from negative past experiences. 

To alleviate uncertainty among consumers receiving SPOT support, one site had developed a 
comprehensive brochure outlining the support process, the nature of questions they will encounter, and 
the reasons behind these inquiries, which helped with the promotion of the service. 

Risk management and clinical governance 

There was a range of views on risk management procedures. Some staff felt risk management and 
responses to adverse incidents were sufficient at their SPOT, and noted having procedures in place. Some 
also felt supported if and when there is an adverse incident. Others reported that beyond safety plans, 
there is no protocol or process in place for responding to adverse incidents beyond calling emergency 
services.  

There are issues related to the differing conceptualisation of and approach to risk for peer workers and 
clinicians: 

 Differing approach to managing risk: Clinicians indicated that they are typically trained to assess 
and manage risk with clear guidelines. Peer support workers, on the other hand, have a different 
approach, which is more strength-based and less clinical. Clinicians reported that peer workers do 
engage in safety planning, but their approach differs from traditional clinical methods. This was 
generally perceived positively by clinicians and peer workers, although it could lead to 
misunderstandings and, occasional, conflict. Staff discussed recent changes in how risk is discussed 
and managed— with a move toward less clinical language and more empathetic communication.  

 Training for peer support workers: Some clinicians felt peer workers need more training in 
assessing risk of suicide. There were also concerns about safe sharing and story telling, where one 
clinician reported multiple incidences where they believe peer workers provided inappropriate 
advice to consumers. For example, suggesting advice about medication and alternative therapies. 

As a mental health clinician, you have a lot of responsibility and accountability to assess risk when 
you're with that particular consumer. That is underestimated greatly when you're working, because 
primarily you are working on your own. The peer support worker has lived experience, but does not 
have that kind of clinical expertise to assess risk. When you walk out that door, you have to make sure 
that you have comprehensively assessed that person has been safe for the next 12-24 hours. – SPOT 
staff 

Some staff discussed the different approaches to managing risk for staff between clinicians and peer 
workers, with some clinicians based in the centre and peer workers completing home visits out in the 
community (noting this can be the clinicians and peer workers at other sites). For example, at one site, the 
peer worker uses the WorkSafe Guardian application for safety during community visits. There is also an 
internal mechanism for escalating concerns to Acute Care if needed. 

Leadership support 

Having strong leadership support for the SPOT was a key enabler in establishing the service and in 
developing strong referral pathways, particularly from clinical services. 

4.3.2 External factors 

External factors influencing implementation included: 

 Affordability and availability: A key barrier is that consumers are unable to afford the other 
support services they may require or are referred to that require payment. There is also a lack of 
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other services available, which limits onward referrals which are a core component of the model as 
discussed in Section 3.2.4. 

 Stigma: There were few comments about stigma around suicide being a key barrier for SPOT, mostly 
made when interviewees were talking about suicide prevention initiatives in general.  

 

4.4 Consumer experiences with the service 

4.4.1 YES Survey 

As of 30 June 2023, only 60 responses for the Your Experience of Service (YES) survey have been received 
for the SPOT initiative across 6 Districts. This represents an overall response rate of 1.1%, which is lower 
than the low response rate for the YES survey across all community mental health settings of around 4%5.  

Table 4.3 below shows the average scores for questions from the YES survey that align most with the SPOT 
program logic. The average scores for all community mental health settings in 2023FY is provided as a 
comparison. The scores are calculated based on a 5-point scale ranging from 1 (Never/Poor) to 5 
(Always/Excellent). 

The average scores across SPOT responses are consistently higher than the rest of NSW. At face value this 
suggests a very high level of satisfaction for those responding to the survey. However, low response 
numbers limited our ability to draw conclusions from this data.  

Table 4.3 – YES survey average scores  

Question SPOT͟΀n͟ͷͪ͟  

All͟NSW͟
community͟MH͟

settings 

Q1. You felt welcome at this service ͨͫͤ͠ ͨͩͭ͠ 

Q3. You felt safe using this service ͨͪͧ͠ ͨͩͩ͠ 

Q23. The effect the service had on the hopefulness for the 
future 

ͨͤͦ͠ ͧͬͩ͠ 

Q26. Overall, how would you rate your experience of care 
within this service in the last 3 months? 

ͨͧͪ͠ ͨͤͪ͠ 

Source: Centralised YES survey dashboard 

4.4.2 Interview feedback 

The small number of consumers interviewed – who came to the SPOTs through different pathways and 
received support through different modes – were all highly positive about their experience with the SPOTs 
and reported that they would recommend the service to others.  

Can’t fault it. Done for me in such a short amount of time more than any other service. – SPOT 
consumer 

It was very different, I’ve never done anything like it. It was very helpful in knowing that I’m not alone. 
- SPOT Consumer 

 
5 NSW Ministry of Health, YES Report (2021) 
https://www.health.nsw.gov.au/mentalhealth/resources/Publications/yes-report-2020-21.pdf  
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All consumers reported that the SPOT staff were welcoming, safe, friendly, non-judgemental, 
understanding, and supportive of their progress. Many felt very apprehensive about receiving support, at 
first, because of previous poor experiences in accessing support for suicidal thoughts and behaviours, but 
all felt welcome and safe through the SPOT. 

Consumers appreciated the flexibility of the service and staff, and that they were able to develop trusting 
relationships with the staff. A few consumers also mentioned enjoying that the staff start the conversation 
more informally than traditional mental health service interactions..  

Consumers were highly positive about receiving support from peer workers, and valued the lived 
experience approach. Several liked having the mix of peer worker and clinical expertise from the SPOT. 
This created a feeling of safety and care that was markedly different from previous experiences. Some 
reported that it was a nice alternative for those who had had trouble connecting with purely clinical 
support in the past. One consumer also appreciated seeing several SPOT staff, feeling they gained different 
and valuable support from staff with differing demographic profiles. 

Had a few changes in staff but I got different opinions from different staff – last one was really good. 
Different perspectives from staff was a good thing – nurse, peer work and clinician all had a different 
approaches. - SPOT Consumer 

Consumers interviewed appreciated the accessibility of the service, and several were surprised by the 
absence of wait times and the service being free. Two consumers interviewed experienced a wait time to 
access the service, but once support had commenced, reported a positive experience.   

There were some comments from consumers about the involvement of their families and support 
networks in the care they received from the SPOT. One consumer appreciated when SPOT staff advocated 
on their behalf to their parents. One consumer appreciated the home visits from SPOT staff as it allowed 
family members to become engaged in their support. One family member interviewed appreciated the 
SPOT physically checking in on their child to ensure they were safe, and communicating this back to them.  

It’s good, they [SPOT] phone me…they’ve ran out there on the weekend, whenever he’s bad and they 
ring me from his place and tell me he’s okay. I think we have a good relationships. They are aware of 
how I feel.. they ask me how I’m feeling.. Because I’m in the middle of it all.. they are very mindful of me 
as well.- SPOT Consumer supporter 

Staff also reported feedback that consumers feel supported, seen, heard, validated and grateful, and that 
consumers often try to reengage with the service at subsequent points in time. 

4.5 Staff experiences with the services 

Overall, a mix of experiences were reported by peer workers and clinicians working in SPOTs - often  
influenced by the relationship between clinicians and peer workers and the level of management support 
at the site. 

4.5.1 Training and development 

Several peer workers and other staff reported having access to a wide range of training opportunities. 
Training that was highly thought of by peer workers included the Safe Storytelling training, and training 
designed by and for peer workers. Some leads reported that there have been repeated requests from peer 
workers for refresher training in Safe Storytelling, but this does not exist.  

A few staff members (particularly peer workers) across several sites felt there were not enough training 
opportunities, and that they needed to learn on the job. One staff member reported having to find and 
advocate for their own training rather than being supported to access training as they had under previous 
management, and one staff member was struggling to apply the training they had received to ‘real world’ 
applications, due to lack of clarity about the service model. One staff member also discussed the difficulty 
of balancing the need to complete training with supporting consumers, while another reported difficulty 
booking into training because of their working hours are mostly out of hours. 
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Other specific requests for training included more education and information for clinicians about the role 
of and benefits of using peer workers. Additionally, one clinician felt peer support workers need more 
training around appropriate boundaries when working with consumers. There were also suggestions for 
more training on supporting consumers with Borderline Personality Disorder. 

4.5.2 Support for staff 

Staff had different perspectives on how well they were supported. 

Staff often felt more supported when there were processes such as: 

 Formal supervision arrangements for staff 

 Team debriefings 

 Proper orientation 

 Cross shift meetings, so clinicians can discuss client concerns with a consultant psychiatrist and the 
manager. 

Staff (both clinicians and peer workers) who felt less supported reported that they were left to figure out 
these processes themselves, and needed more clarity in their roles. The lack of clarity was a barrier to 
implementation as discussed in section 4.3.1.  

There were some comments related to support for peer workers specifically. There was a perception that 
because peer workers are paired with clinicians, they miss out on the modelling, support and learning 
from other peer workers. Peer workers also felt they needed more boundaries around their role as they do 
not having the training to handle some scenarios that arise, such as being able to diagnose consumers. 
They also suggested there should be more formal and structured reflection sessions for peer workers. 

In comparison to the Safe Haven initiative, SPOT workers have space they can sit privately in so can 
choose when to make calls to consumers, which can allow them to feel more supported in their roles. 
There was some feedback that out of hours work can be difficult for staff because it can be isolating and 
make the work/ life balance challenging. 

4.5.3 Relationship between clinicians and peer workers 

Most staff appreciated the multidisciplinary approach of the SPOT model. However, relationships between 
clinicians and peer workers varied across sites. Issues appear to be more pronounced than in Safe Haven, 
which is unsurprising given the SPOT model of care specifies the clinician-peer worker dyad.  

Some staff discussed the good relationships between clinicians and peer workers in their SPOT. Those 
reporting positive experiences often noted the respect they had for each other and what they could learn 
from each other about engagement with consumers, and risk assessment.  

They (peer workers) have taught me about trying to be more human – I have a clinician focus where you 
have a risk assessment – but they encourage me to take the first 10-15 mins to talk about us and our 
own history to properly engage with the people. - SPOT staff 

Some SPOT staff reported challenging relationships between clinicians and peer workers, particularly 
early on in the initiative.  

Generally, challenges related to a lack of understanding of each other’s role, particularly when staff were 
seen not to value both lived experience and clinical support for individuals. Sometimes peer workers had 
negative views about clinicians, and this could negatively impact on the functioning of the team. Some 
reported that the difficult relationships between clinicians and peer workers improved, generally because 
they developed trusting relationships over time. At other sites, the issues were resolved by one or more 
staff members leaving. 

Staff made some suggestions for improvement in future, including: 
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 Clear guidance about how the relationship should work and clarity about the role of clinicians and 
peer workers 

 Better support during onboarding to ensure that peer workers have a good understanding of the 
mental health system and the role of clinicians, and to ensure clinicians have a clear understanding 
of peer work. 

5 Findings – outcomes 

5.1 Linked data outcomes 

People using the SPOTs can be linked to other health service use so that outcomes over time are observed.  

We compare outcomes between people who participated in the SPOT initiative and a matched comparison 
group from a broader pool of people that have presented to the emergency department (ED) for self-harm, 
suicidal ideation, or a mental health reason to identify whether SPOT consumer outcomes are better than 
outcomes from standard care pathways. We used propensity matching to derive the comparison group, 
controlling for: 

 Age 

 Indigenous status 

 Gender 

 Preferred language 

 Location 

 Historical service contact with NSW Health services (ED presentations, community mental health 
use, ambulance call-outs, and hospital admissions). 

As part of the propensity matching process, we ran a series of checks across these dimensions to ensure a 
reasonable match, so that we can meaningfully compare outcomes.  

There are some natural limitations to our approach:   

 We cannot control for selection effects, where certain types of people are more likely to access 
SPOTs for unseen reasons, which subsequently affect their outcomes. This is relevant for SPOT, 
since there is a typically triage process to judge suitability for SPOT support before dispatch. 

 We cannot compare outcomes to people experiencing a mental health crisis who do not access 
support services – in some cases this would be the more relevant comparison. 

 Ongoing service use can have mixed interpretations – for example, ongoing community mental 
health service use might represent a good outcome (for consistent care for someone who needs it), 
whereas in other cases it might be evidence of less effective intervention. 

 Time frames are somewhat limited due to the lags in linkage – outcomes run up to 30 June 2022, 
which means more recent SPOT consumers are not tracked in the analysis. 

Further details on the analysis approach can be found in Appendix C. 

5.1.1 One-month outcomes 

The results of the outcomes analysis for SPOT are presented in Table 5.1 below. Outcomes for the SPOT 
consumers (treatment group) are measured on the one month following their first time accessing a SPOT, 
whereas outcomes for the matched comparison group are based on the one month following an emergency 
department (ED) presentation for self-harm, suicidal ideation, or a mental health reason.  
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A one-month window was selected to reflect the fact that consumers will often receive follow up contact 
after first accessing the service. In addition, we tested outcomes in the second and third month after first 
accessing a SPOT, but conclusions drawn were similar to below. 

Table 5.1 – Outcomes for SPOT consumers over the subsequent month compared with a matched 
comparison 

Outcome (over one month) Treatment Comparison Difference P-value 

Number in group ͦͫͫͭ͡ ͦͫͫͭ͡     

% with an ED presentation ͦͥͪ͠; ͥͭͭ͠; Ͳͥͫ͠; ͤͤͪ͠ 

Avg. number of ED presentations per person ͤͨͤ͠ ͤͧͩ͠ Ͳͤͤͩ͠ ͤͤͩ͠ 

% with an ED presentation for self-harm or 
suicidal ideation 

ͥͥͩ͠; ͪͫ͠  Ͳͨͬ͠  ͸ͤͤͥ͠ 

Avg. number of ED presentations for self-
harm or suicidal ideation 

ͤͥͬ͠ ͤͥͤ͠ Ͳͤͤͬ͠ ͸ͤͤͥ͠ 

% with community mental health use(a)  ͪͨͥ͠; ͪͥͥ͠; Ͳͧͤ͠; ͤͤͥ͠ 

Avg. number of community mental health 
treatment days(a) 

ͦͨͩ͠ ͦͦͨ͠ Ͳͤͦͤ͠ ͸ͤͤͥ͠ 

% with an ambulance call-out ͥͥͦ͠; ͥͤͩ͠; Ͳͤͫ͠; ͤͥͭ͠ 

Avg. number of ambulance call-outs ͤͥͬ͠ ͤͥͫ͠ Ͳͤͤͥ͠ ͤͦͪ͠ 

Note: Instances where a statistically significant effect exists have been bolded (p-value < 0.05). 
(a) Excludes use of SPOT and Safe Haven. 

Overall, SPOT consumers have a comparable rate of service usage to the matched comparison group with 
respect to ED presentations and ambulance call-outs and a slightly higher rate of service usage for 
community mental health use. 

However, 11% of SPOT consumers present to ED for self-harm or suicidal ideation in the following month, 
compared to 7% for the comparison group, which is a statistically significant difference. At face value this 
suggests that risks are higher after SPOT compared to comparable treatment pathways. This may relate to: 

 There are likely to be strong selection effects given the nature of referral pathways in SPOT. Given 
the triage process, it is plausible that SPOT referrals are a higher risk group than many ED mental 
health presentations, in ways not visible in the data. When we compare outcomes in the second and 
third month after first accessing SPOT, the rates of ED presentation for self-harm or suicidal ideation 
drop across both groups. However, the SPOT consumers continue to have a higher rate than the 
comparison group, despite most consumers no longer interacting with the SPOTs over these periods. 
This is further evidence of the strong selection effects.  

 SPOT operation hours only cover 32% of all ED presentations for self-harm or suicidal ideation. 
Potentially consumers are choosing to visit ED when they need support and a SPOT is not available. 

5.1.2 Differences by demographics 

We tested if there are differences in outcomes among different subgroups that access the SPOT initiative. 
Differences were tested for gender, Indigenous status, and age as these subgroups had sufficient sample 
sizes.  

Table 5.2 below show the outcomes for SPOT consumers amongst the different subgroups. Rates are 
presented as differences between the treatment and comparison group. For example, for female SPOT 
consumers (treatment group) had a 4.0% higher rate of presenting to ED than the females in the 
comparison group. 
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Table 5.2 – Outcomes for SPOT consumers split by gender, Indigenous status and age 

 

Gender Aboriginal Age͟group 

Male Female No Yes 
Under͟

ͦͩ 
ͦͩ͟-ͪͨ͟ 

Count – treatment ͥͥͧͥ͡ ͥͪͨͬ͡ ͦͧͪͩ͡ ͨͥͨ ͥͦͭ͡  ͥͧͫͭ͡ 

Count – comparison ͥͥͦͩ͡ ͥͪͩͨ͡ ͦͧͫͨ͡ ͨͤͩ ͥͧͩͤ͡ ͥͧͪͧ͡ 

% with an ED presentation 
(treatment minus comparison) 

-ͥͫ͠; ͨͤ͠; ͦͧ͠; -ͦͥ͠; ͨͬ͠; -ͥͤ͠; 

% with an ED self-harm/suicidal 
ideation presentation (treatment 
minus comparison) 

ͦͩ͠; ͪͨ͠; ͩͥ͠; ͧͨ͠; ͪͪ͠; ͧͧ͠; 

% with community mental health use 
(treatment minus comparison) 

ͩͭ͠; ͥͤ͠; ͦͫ͠; ͨͨ͠; -ͤͪ͠; ͪͧ͠; 

% with ambulance call-out 
(treatment minus comparison) 

-ͥͨ͠; ͦͦ͠; ͤͨ͠; ͦͪ͠; ͦͧ͠; -ͤͨ͠; 

Note: Instances where a statistically significant effect exists have been bolded (p-value < 0.05).  

Overall, we find that: 

 The higher rate of presenting to ED for self-harm or suicidal ideation among SPOT consumers 
compared to the comparison group holds across most subgroups. The exception to this is for 
consumers that identify as Aboriginal and/or Torres Strait Islander, for which the difference is not 
statistically significant. 

 The increased rate of community mental health use is not consistent across most subgroups. Most 
notably, the difference is only statistically significant for male consumers, non-Aboriginal 
consumers, and consumers between the ages of 25 and 64. 

 There is evidence of a higher rate of ambulance call-outs for female SPOT consumers and SPOT 
consumers under the age of 25. 

 There is also evidence of a higher rate of ED presentations for female SPOT consumers, non-
Aboriginal SPOT consumers, and SPOT consumers under the age of 25. 

However, it is difficult to draw any strong conclusions on whether the SPOT works better for particular 
subgroups given the large variations in SPOT models and potential selection effects.  

5.1.3 Weekly outcomes 

In this section, we show the weekly rate of service usage for both the treatment and comparison group. For 
the treatment group, week 0 represents the week ending with their first SPOT visit, whereas for the 
comparison group, this represents the week ending with their presentation to ED.  

Figure 5.1 below shows the weekly rate of emergency department (ED) presentations for both groups. 
Leading up to the week of first visiting the SPOT (Week 0), the rate of presentation to ED is similar 
between the treatment and comparison group. Both groups see a peak in week 0: however, by defintion, 
100% of the comparison group presents to ED in week 0 compared to 45% for the treatment group. After 
the SPOT visit there is a similar decrease in the rate of ED presentations across both groups. 
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Figure 5.1 – Weekly rate of ED presentations 

 

Figure 5.2 below shows the weekly rate of ED presentations for self-harm or suicidal ideation for both 
groups. The shape is similar to that of all ED presentations, with a peak in the week of first visiting the 
SPOT and a subsequent drop across both groups. However, there is a larger drop in the comparison group.  

Figure 5.2 – Weekly rate of ED presentations for self-harm or suicidal ideation 

 

Figure 5.3 below shows the weekly rate of community mental health contact for both groups. In the week 
of the first SPOT visit, there is a higher rate of community mental health use for the treatment group (62% 
vs 41%). This likely reflects referrals from community mental health services into the SPOT. On the other 
hand, community mental health contact peaks in the week following the ED presentation for the 
comparison group, which reflects an increase in the level of support provided following a presentation to 
ED. From week 2 onwards, the rate of community mental health use is higher in the SPOT group. 
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Figure 5.3 – Weekly rate of community mental health use 

 

Figure 5.4 below shows the weekly rate of ambulance call-outs for both groups. The shape is similar to that 
of all ED presentations, with a peak in the week of the first SPOT visit and a subsequent drop to a similar 
level across both groups.  

Figure 5.4 – Weekly rate of ambulance call-out 

 

5.1.4 Impact on suicide deaths 

We were unable to determine if the SPOT initiative has had an impact on the number of suicide deaths for 
the following reasons: 

 The Australian Coordinating Registry (ACR) Cause of Death Unit Record File (COD URF) is only 
available up until 31 December 2020. This is because of the timeframes required for the Coroner to 
enquire into whether or not the manner of death is suicide. None of the SPOTs were not operational 
at this time.  
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 Suicide deaths are a rare event. The age standardised rate of suicide in NSW was 10.6 suicide deaths 
per 100,000 in 20216. Even with suicide death data available, it would not be possible to detect a 
reduction in suicide deaths that is statistically significant.  

 Many of the SPOTs have only been operating for 1-2 years, whereas any impacts on suicide deaths 
would only be observable over a much longer timeframe. 

We are able to track deaths (from any cause) over a six-month period after SPOT use – numbers were 
small, with no significant differences between the SPOT consumers and comparison group.  

5.2 Self-reported outcomes 

The SPOT consumers interviewed reported a range of positive outcomes that they attributed to their 
engagement with the SPOT. These included: 

 Reductions in suicidal ideation and self-harm.  

 Increased feelings of hopefulness for the future. 

 Reductions in distress. 

 Improved connection to others through providing links to social groups. 

 Being supported in daily living activities, such as connection to employment and education. 

 Links/referrals to, and increased awareness of, other suicide prevention supports, such as Safe 
Havens, The Way Back NSW, and Post Suicide Support, as well as AOD supports, domestic violence 
supports, psychologists, psychiatrists, GPs, and other services offered through the PHNs. 

Some consumers also noted a reduction in need for emergency department admissions or unsuitable 
admissions to mental health units. This was also reported by SPOT staff. While there is evidence of a 
reduction in emergency department presentations after accessing a SPOT (Section 5.1.3). We see a similar 
reduction in the matched comparison group who are receiving other types of support outside of SPOT 
(Section 5.1.1).  

Figure 5.5 below includes some of the illustrative quotes from consumers. 

 
6 AIHW Deaths by suicide, by states and territories https://www.aihw.gov.au/suicide-self-harm-
monitoring/data/deaths-by-suicide-in-australia/suicide-deaths-by-state-territories 

 



 

Evaluation of the SPOT Initiative        48 
Final Evaluation Report 

Figure 5.5 – Outcomes for consumers, illustrative quotes 

 

 

5.3 Unintended outcomes 

No unintended outcomes were identified.   
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6 Findings – economic 

6.1 Number of contacts 

Understanding unit costs for the service requires careful definition of service volumes across districts. For 
each consumer, we have defined a treatment day as a day where any activity was recorded for them (if a 
consumer has multiple contacts with a SPOT in a single day, this is counted as a single treatment day).  

The volume of service provided varied across sites, as shown in Table 6.1. The number of treatments is 
averaged over the period to 30 June 2023, and excludes: 

  The first three months of operation to allow for the service to become established. 

 Any time period where activity is clearly impacted by recruitment issues, as it either looks much 
lower compared to other periods at the same site, or we were informed of issues by the sites 
themselves. There may have been other recruitment issues affecting volume of service that we were 
not able to allow for. 

Table 6.1 – Volume of treatments 

LHD 

Service͟
running͟

hours͟per͟
treatment 

Treatment͟
days͟per͟

month 

Unique͟
people͟per͟

month 

Face-to-face͟
treatment͟

days͟per͟
month 

;͟face-to-
face 

Far West ͥͬ͠ ͥͤͦ ͦͫ ͨͦ ͨͥ; 

Hunter New England ͨͨ͠ ͦͤ ͥͧ ͫ ͧͪ; 

Illawarra Shoalhaven ͪͭ͠ ͧͫ ͥͨ ͥͨ ͧͫ; 

Mid North Coast ͧͧ͠ ͭͪ ͧͤ ͧͧ ͧͨ; 

South-Eastern Sydney ͥͫ͠ ͥͨͥ ͦͬ ͨͫ ͧͨ; 

Sydney ͦͥ͠ ͭͦ ͦͪ ͧͫ ͨͤ; 

Murrumbidgee ͤͫ͠ ͥͫͥ ͬͭ ͧ ͦ; 

Northern NSW ͥͧ͠ ͦͥͧ ͧͭ ͩͤ ͦͧ; 

Northern Sydney ͦͧ͠ ͥͥͤ ͩͧ ͦͤ ͥͭ; 

Southern NSW ͦͤ͠ ͭͥ ͦͪ ͧͬ ͨͦ; 

St Vincent's Hospital 
Network 

ͦͧ͠ ͪͤ ͦͭ ͧͩ ͩͬ; 

Western Sydney ͧͩ͠ ͧͤ ͥͩ ͥͥ ͧͬ; 

Central Coast ͥͨ͠ ͥͧͨ ͦͩ ͦͥ ͥͪ; 

Sydney Children's 
Hospital Network 

ͬͤ͠ ͥͭ NA NA NA 

South-Western Sydney ͥͤ͠ ͥͦͧ ͨͨ ͦͩ ͦͤ; 

(a) Western NSW is excluded as treatment numbers look very low for the entire period, likely due to recruitment issues. 
(b) Open hours per treatment is the number of hours the service was open divided by the total number of treatment days. 
(c) Murrumbidgee is a purely virtual service, so the small number of face-to-face contacts recorded are likely data errors. 
(d) Data for Sydney Children’s Hospital Network was recorded separately and so information on unique consumers and 

face to face treatment days was not available.  
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From this we see: 

 The number of treatment days provided per month varies widely, from 19 to 213.  

 Some services are running for more hours than others: however, there are still differences in the 
number of treatment days after adjusting for this. For example, Illawarra Shoalhaven was open for 
6.9 hours for every treatment day, while South-Eastern Sydney was open 1.7 hours. Both of these 
LHDs have a similar proportion of treatments provided face-to-face, suggesting there are other 
differences driving the amount of service delivered by SPOTs such as the level of support being 
provided which we discuss further below. 

 The proportion of treatment days delivered face-to-face varies widely, as discussed in Section 
3.3.3. These figures are repeated here for reference as face-to-face treatments may take longer than 
virtual contacts, impacting the volume of service delivered. Excluding Murrumbidgee which is a 
purely virtual service (a small number of face-to-face treatments are recorded which may be data 
errors), face-to-face treatment days per month varied from 7 in Hunter New England to 50 in 
Northern NSW. The Northern NSW SPOT is open seven days a week, so this translates to 1-2 face-to-
face contacts per day. 

6.1.1 One-off compared to multi-episode support 

The distinction between services providing one-off and multi-episode support directly impacts the 
relationship between the number of unique consumers a SPOT team can support and the number of 
treatment days provided overall. This section explores the differences in the volume of contacts delivered 
between the two types of models. Figure 6.1 compares the two types. 

Figure 6.1 – Comparison of services delivered by one-off and multi-episode support models 

  

On average, services providing one-off support have a lower number of total treatment days per month 
compared to those providing multi-episode support, however the number of unique consumers supported 
is more similar, being only slightly higher for the multi-episode care model. The proportion of treatment 
days delivered face-to-face is similar (33% for one-off compared to 34% for multi-episode support).  
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There is, however, variation within these two model types when considered at a site level. Figure 6.2 shows 
the number of treatment days and what proportion of these were face-to-face for each LHD. Services 
providing one-off support and those providing repeated support are coloured separately. As the only 
purely virtual service, Murrumbidgee is not included in the groupings. 

Figure 6.2 – Comparison of service volume delivered between one-off support and multi-episode support 
models 

One off support; Multi-episode support; Purely virtual service 

  

This shows that there is significant variation in experience within the group of sites providing one-off 
support and within the group of sites providing multi-episode support: 

 This is likely due to a range of factors we can’t control for, notably other differences in model type 
beyond one-off compared to multi-episode support.  
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 Although services providing one-off support have a lower number of monthly treatment days on 
average compared to those providing multi-episode support, there are exceptions to this. For 
example, Northern Sydney provides one-off support, but a similar level of monthly treatment days to 
most multi-episode support services. This may be because they perform a lower proportion of their 
contacts face-to-face compared to other one-off support models. 

6.1.2 Metro compared to rural/regional 

There are no clear differences in the volume of service delivered in metro sites compared to regional/rural 
sites, as shown in Figure 6.3. SPOTs in regional/rural areas had a lower proportion of services delivered 
face-to-face than those in metro areas (29% compared to 35%); however, this difference is largely driven by 
Murrumbidgee which is in a regional/rural area and is a purely virtual service.  

Figure 6.3 – Comparison of services delivered for metro and regional/rural sites 

  

There may be underlying differences in the volume of treatment days delivered related to the location of 
the service. For example, some services in rural/regional areas chose to deliver more services virtually as 
they had a wide geographic area to cover that would have made travel time for face-to-face contacts very 
large. However, the other variations in model types make it difficult to identify these effects. 

6.2 Cost 

A summary of the funding provided for SPOTs is shown in Table 6.2. Funding amounts were intended to 
fund 4 FTEs for each Local Health District/health network. The total budget to the end of FY23 was 
$28.79m. Details on the actual amount spent at each site were unavailable for this evaluation. 

0

20

40

60

80

100

120

Monthly treatment days Unique consumers per month Face-to-face treatment days per
month

Metro Regional/ rural



 

Evaluation of the SPOT Initiative        53 
Final Evaluation Report 

Table 6.2 – SPOT funding ($k) 

 FYͥͭ/ͦͤ͟ FYͦͤ/ͦͥ FYͦͥ/ͦͦ FYͦͦ/ͦͧ 

Local Health Districts (excluding Northern Sydney) ͥͫͤͤ͠ ͩͥͤͤ͠ ͩͥͤͤ͠ ͪͤͥͬ͠ 

Northern Sydney LHD (a) - ͭͫͩͤ͠ ͭͦͩͤ͠ ͥͤͦͭͧ͡͠ 

St Vincent's Health/Sydney Children's Hospital 
Networks 

ͥͤͤͤ͠ ͧͤͤͤ͠ ͨͩͤͤ͠ ͩͧͥͤ͠ 

(a) Figures include the combined Safe Haven and SPOT funds - Northern Sydney pooled the funds to provide their 
Youth Response Team service. 

The number of treatment days delivered per month ranged from 19 to 213, with an average of 96 as seen in 
Table 6.1. Based on budgeted costs for FY22/23, this translates to an average per treatment day cost of 
$520, but with a wide range ($235-$2,680)7. We provide a breakdown by district in Appendix A.4. There 
are also other factors affecting the number of treatment days that we have not been able to allow for: 

 Mix of telehealth and face-to-face: Face-to-face contact is likely more time consuming and 
expensive due to travel time and cost, compared to telehealth. The extent of this may also vary 
between sites because some of them cover larger geographic areas and traffic/travel times also vary 
in different areas. 

 Staff availability: Issues with recruitment of staff or being unable to cover staff on leave will have 
reduced the amount of service delivered. While we have excluded periods of time clearly impacted by 
recruitment issues from this analysis, there may still be some additional impacts we have not 
accounted for. 

 Other costs: Any other costs incurred in running the service. 

Comparable services to SPOT and their costs are shown in Table 6.3. 

Table 6.3 – Comparable service costs 

Service Unit͟cost Notes 

SPOT ͮͩͦͤ͟΀rangeͮͦͧͩ͟-ͮͦͪͬͤ͡΁ Based͟onͮͪͤͥͬͤͤ͟͟͡annual͟budget͟and͟
ͥͥͩͫ͟͡treatment͟days͟per͟year 

Lifeline ͮͨͤ Lifeline͟appears͟to͟have͟aͮͨͤ͟͟average͟cost͟
΀based͟on͟volumes͟and͟corresponding͟

revenue͟in͟their͟most͟recent͟annual͟report΁ 

PACER ͮͨͤͤ Rough͟estimate͟based͟onͮͪͨͩ͟͠m͟annual͟
budget8͟andͥͪͤͤͤ͟͟͡treatment͟days͟per͟

year9 

Ambulance + 
emergency 
department 

ͮͥͪͧ͡  Based͟on͟aͮͥͥͪͦ͟͟͡unit͟cost͟for͟an͟
ambulance10͟͡andͩͤ͟;͟of͟an͟emergency͟

 
7 Although the average volumes in Section 6.1 use a longer time window than the 2022-23 financial year, 
consumer numbers have been relatively stable since December 2021 so the comparison remains appropriate. 
8 Based on $25.8m PACER budget announced over 4 years 
https://www.health.nsw.gov.au/news/Pages/20210622_05.aspx  
9 Based on linked administrative data 
10 The ratio of costs and incidents in the 2022 Report on Government Services by the Productivity Commission, 
https://www.pc.gov.au/ongoing/report-on-government-services/2022/health/ambulance-services  
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Service Unit͟cost Notes 

department͟visit͟unit͟cost11͟͡on͟the͟
assumption͟that͟sometimes͟the͟ambulance͟
would͟take͟a͟person͟to͟the͟emergency͟
department͠ 

The results show that: 

 SPOT appears cost effective compared to ambulance call-outs, particularly if the specialist skills of 
SPOT teams mean that an ED visit is also diverted. 

 SPOT appears to be broadly the same cost to serve as PACER – noting that PACER is skewed towards 
metropolitan locations and carries a somewhat different service model 

 SPOT is expensive compared to telephone services such as Lifeline. This is not surprising, given 
SPOT is designed to deal with crises triaged at a greater risk. 

 The range of services compared reflect that SPOT is a mix of telehealth and face-to-face services. On 
average, SPOTs sit on the lower end of this range. 

6.3 Benefits 

There are a range of potential benefits from effective intervention for people using SPOTs. These include: 

1. Direct offsetting savings to other government services, such as when people would have otherwise 
accessed an ambulance or emergency department rather than use a SPOT. 

2. Subsequent savings to other government health services. For example, subsequent reductions in 
demand for Emergency department or ambulatory mental health services. 

3. Savings to broader government services, such as justice and social services. 

4. Improvements in subjective wellbeing (reductions in psychological distress, pain and suffering) 
associated with support. Relatedly, this could be interpreted as a reduction in the burden of disease 
associated with mental health conditions. 

5. Value of human life saved if there is a demonstrable reduction in the rate of suicide.  

6. Other benefits to the individual, such as improved productivity (better able to attend work), better 
relationships, improvements in other domains. 

7. Benefits to family and friends, such as a reduced level of care required for individuals. 
 
There are also broader intangible benefits that extend beyond consumers accessing the service such as the 
development of the peer workforce and the tailored nature of the co-design process means there is value to 
the community from the availability of more and varied supports. 

Many of these areas are known costs associated with mental health and suicidal distress. For example, the 
Productivity Commission's 2020 report12 on mental health services estimated an annual cost of $16b for 
mental health (and related) services, between $12.2b - $39.1b for lost productivity, $15.3b for the value of 
informal care among family and friends, and $151b related to quality of life and premature death.  

Our analysis suggests there are not large subsequent savings (#2), and we do not have data to assess 
broader benefits (#3-#7). However, there is clearly some direct diversionary benefit to SPOT services, in 

 
11 Based on IHACPA national weighted activity unit calculators 2023-2024 for a medium complexity mental, 
behavioral and neurodevelopment emergency department visit. https://www.ihacpa.gov.au/health-
care/pricing/nwau-calculators  
12 https://www.pc.gov.au/inquiries/completed/mental-health#report  
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the form of reduced pressure on ED and reduced use on other mental health services. Further, to the 
extent that services are not offset, the SPOT represents additional reach to people not previously 
supported – so in this case this would represent an additional consumer benefit, not shown below.  

Unfortunately, this estimation requires relatively strong assumptions around rates of offset – these are set 
based on our qualitative understanding of likely alternative outcomes. 

6.3.1 Assumptions and estimates for costs offset 

For offsetting service use, we estimate that on average, a SPOT has about $258k in offsetting costs – 
representing just under half of current funding. The basis of this calculation is summarised inTable 6.4 
and relies on assumptions around what consumers would have used if the SPOT had not been available. 

Table 6.4 – Offsetting health costs for SPOTs 

 Multi-episode model 

Number of treatments per year 1,468 

Assumed number of avoided non-acute treatments per year 932 

Average offsetting unit cost of non-acute treatment $305 

Total $284,382 

 

 One-off acute model 

Number of treatments per year 591 

Assumed number of avoided non-acute treatments per year 218 

Average offsetting unit cost of non-acute treatment $305 

Assumed number of avoided acute treatments per year 78 

Average offsetting unit cost of acute treatment $1,632 

Table text $193,634 

In constructing the table. We assume that: 

 For multi-episode SPOTs, we assume 100% of face-to-face treatment days and 50% of other 
treatment days would have resulted in community mental health service use. The higher rate of 
offset adopted for the face-to-face treatment days allows for the additional cost required for an 
equivalent service providing outreach. 

 For one-off SPOTs, we assume 50% of face-to-face treatment days would have resulted in an 
ambulance call-out. This is to reflect the Category C (Medium urgency) triage criteria, which 
requires consumers to be seen within 12 hours. Similar to the multi-episode SPOTS, we assume 50% 
of other treatment days would have resulted in community mental health service use. 

 The community mental health service cost of $305 is based on the 2019/20 average cost per 
treatment day13 adjusted for wage inflation. This is our assumed unit cost of non-acute treatment.  

 
13 Average cost per treatment day in 2019/20 for NSW in the 2022 Report on Government Services by the 
Productivity Commission https://www.pc.gov.au/ongoing/report-on-government-
services/2022/health/services-for-mental-health   
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 The ambulance cost is based on a $1,162 unit cost for ambulance14 and 50% of an emergency 
department visit unit cost of $940, on the assumption that sometimes the ambulance would take a 
person to hospital. This results in an assumed unit cost of acute treatment of $1,632.  

 The total weighted offset benefit of $258k reflects the mix of multi-episode ($284k) and one-off 
SPOTs ($194k) being delivered across NSW. 

The table is designed to be illustrative more than authoritative. For example, in many cases for a consumer 
triaged as Category C, an acute care teams would be dispatched instead an ambulance, and we do not have 
comparable unit costs for considering these. The ambulance and emergency department assumptions are 
plausible for situations where there is not an acute care team available.   

 
14 The ratio of costs and incidents in the 2022 Report on Government Services by the Productivity Commission, 
https://www.pc.gov.au/ongoing/report-on-government-services/2022/health/ambulance-services  
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7 Conclusions and recommendations 

7.1 Conclusions 

The SPOT initiative appears to be filling a critical gap as an alternative to presenting at the emergency 
department, but also as a follow up service following discharge from hospital. However, there is significant 
variation in the SPOT models across the state. Staff were concerned there is insufficient clarity about how 
the model was expected to operate, and some services do not seem aligned with initial guidance for the 
model. Clarity around the model becomes more important with the introduction of other suicide 
prevention services, such as Universal Aftercare, that are being rolled out across NSW under the National 
Mental Health and Suicide Prevention Agreement and Bilateral Schedule with the Australian Government. 
This will help to ensure better coordination and less duplication between existing services. 

The majority of SPOTs are operating on a partnership between a clinician and a peer worker, and the 
majority of stakeholders interviewed were very positive about this aspect of the model. Other positive 
aspects of the model included the person-centred and flexible nature of service delivery of the model, in 
addition to the ability for staff to take time to build rapport and trust with consumers, and link people to 
other supports. 

From January 2021 to June 2023, the SPOT initiative reached a total of 5,297 unique consumers (noting 
that SPOTs began operating at different times and not all have been operating for the full period). The 
SPOTs are effectively reaching young people under the age of 25 (47% of consumers) but less effectively 
reaching older people. Only 3% of consumers accessing SPOTs were over the age of 65, and only one site 
had higher engagement with older people. There is significant variation between sites with respect to 
reaching other demographic groups. For example, some SPOTs are doing a good job reaching men and 
people from Aboriginal and Torres Strait Islander communities. Unlike the Safe Haven initiative, referral 
pathways into the SPOT are more formalised. Hence, any potential variations in reach may already be pre-
existing, such as through the mental health access lines. 

All SPOT consumers interviewed were highly positive about their experience with the SPOTs and reported 
that they would recommend the service to others. Many felt apprehensive at first because of previous poor 
experiences in accessing support but felt welcome and safe accessing support through the SPOT. 
Consumers valued the flexible, warm, and accessible nature of the service. They were also positive about 
the lived experience approach, with several appreciating the mix of clinical and peer expertise.  

Staff had mixed experiences delivering the service. Several staff reported having access to a wide range of 
training opportunities, but a few staff felt there were not enough opportunities and others felt they needed 
to learn on the job. There were mixed views among staff about how supported they felt, depending on the 
amount of formal support processes in place and clarity about their role. While some staff reported 
positive relationships between peer workers and clinicians, others felt these were difficult. Some of these 
relationships improved over time as trusting relationships were formed. Suggestions for resolving these 
issues included clear guidance on how the relationship should work and to consider recruiting peer 
workers who have experience working in the mental health service. 

Staff and some service providers reported positive relationships between SPOT services and other services 
within the system. However, several staff spoke about the challenges around response times and wait 
periods for consumers when referring them to other services, noting that this was difficult to manage. 
Relationships with emergency departments varied, with challenges including ED staff turnover, and 
communication. Staff were generally positive about the relationships between SPOT and Safe Havens. This 
was particularly evident where the two services were co-located and staff worked across both services.  

In the month after initial contact, SPOT consumers have a comparable rate of ED presentations and 
ambulance call-outs to a matched comparison group drawn from a broader pool of people that have 
presented to the emergency department for self-harm, suicidal ideation, or a mental health reason. 
However, SPOT consumers have a higher rate of presentation for self-harm or suicidal ideation and 
community mental health use in the month after initial contact. Due to the large variation in referral 
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pathways into SPOT, there are likely strong selection effects that we are unable to control. Furthermore, 
the significant variation in SPOT models across the state, limits our ability to draw any strong conclusions 
about the relationship between SPOT model components and the outcomes for consumers. 

Consumers interviewed generally reported a wide range of positive outcomes increased feelings of 
hopefulness for the future, reductions in distress, being supported to access education and employment 
and being linked to services. 

Based on budgeted costs, the per treatment day cost for SPOTs is on the middle of the range of comparable 
services such as phonelines or ambulance/emergency departments (this range of services reflects that 
SPOT is a mix of telehealth and face-to-face services). However, the cost per treatment day varied widely 
between sites due to factors such as different model types and issues with recruitment. For example, 
services providing one-off support delivered a lower number of treatment days compared to those 
providing multi-episode support. We were able to estimate illustrative benefits for direct offsetting savings 
to other health services associated with support from the SPOTs. While drawing on limited evidence, the 
results suggest tangible savings to government from offsetting service use could be just under half (43%) of 
the running costs of a SPOT. 

7.2 Recommendations 

The SPOT model 

 Provide greater clarity on the core components of the SPOT model, so these are implemented 
consistently across the state, with allowance for local variations to suit the context outside of these 
core components. The data indicates that core components should include: 

– The clinician/ peer worker dyad 

– Out of business hours availability 

– Support provided via outreach, where possible (or in combination with telehealth where 
necessary)  

– Explicit consideration of safety for staff and people using the service. 

 Consider how SPOTs relate to other mental health outreach and/or aftercare supports, particularly 
in the context of the roll out of universal access to aftercare.  

 When considering extending opening hours of SPOTs, prioritise opening during 6pm to 9pm hours 
to align with when presentation to the emergency department for self-harm and/or suicidal ideation 
are highest. 

 Develop a governance and risk framework specific to SPOT reflecting the peer   worker and clinician 
dyad nature of the service. 

 Develop guidance around the role descriptions and required experience of the clinician and peer 
worker in the SPOT. 

 Develop peer worker specific training, noting that the Ministry is currently working with Wellways 
Australia to address this. 

 Encourage the following supports for SPOT staff across all sites: 

– Formal supervision arrangements 

– Team debriefings 

– Proper orientation 

– Cross-shift meetings, so clinicians can discuss client concerns with a consultant psychiatrist and 
the manager. 
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Reach 

 Work with LHDs and community organisations to continue promoting the service to increase reach 
to people not otherwise being supported by the health and human services sector. Consideration 
should be given to the accessibility of existing referral pathways, such as the mental health access 
line. 

 Consider statewide support for promotion via social media, with a focus on priority populations. 

Data 

 Consider adopting a shorter, quick to complete, consumer experience survey to increase response 
rates and collect critical data for continuous improvement of SPOTs. A streamlined YES survey is 
one option that improves consistency with other mental health services but places constraints on the 
range of questions that could be asked.  

 Consider adopting a standardised outcomes and experience survey, including a distress scale to 
understand the change in distress before and after accessing the SPOT. Ideally this would be 
combined with experience and demographic data collection.  

 Improve capture of additional demographic information for priority populations, such as the 
LGBTQIA+ community.  

Future funding 

 Offer greater clarity around program funding as early as possible to aid with staff recruitment and 
retention. 

 Consider the distribution of any future funding for SPOTs to ensure equitable access:  

– For metro areas, any potential expansion of services or opening hours should consider the 
population size of the area to ensure equitable distribution of funding per capita.  

– For rural and regional areas, where a single SPOT may be servicing a large geographic area. 
Consideration should be given to the appropriateness of additional SPOT services relative to other 
more flexible supports such as those delivered via telehealth. 

– Across all areas, consideration needs to also be given to the availability of other services. 

 Consider the need for funding for a vehicle when budgeting for services requiring an outreach 
component. 
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Appendix A LHD level breakdowns 

A.1 Demographic characteristics of consumers 

Table A.1 and A.2 below shows the age breakdown of SPOT consumers by service with a comparison group consisting of people that have presented to ED for 
self-harm, suicidal ideation, or a mental health reason in the same district.  

Table A.1 – Age breakdown by service – Under 25 and 25 to 44 

LHD Service 

Under 25 25 to 44 

SPOT Comparison Difference SPOT Comparison Difference 

CCLHD Wyong SPOT 25% 30% -5% 43% 29% 14% 

FWLHD 
Broken Hill 
SPOT 36% 24% 12% 37% 35% 2% 

HNELHD 
Maitland 
SPOT  62% 35% 27% 25% 33% -8% 

ISLHD Nowra SPOT 28% 32% -4% 35% 31% 5% 

MLHD 
Wagga Wagga 
and Griffith 
SPOT 45% 31% 14% 34% 31% 3% 

MNCLHD 
Kempsey 
SPOT  28% 30% -2% 36% 32% 4% 

NNSWLHD Tweed SPOT 21% 28% -7% 40% 32% 8% 

SESLHD 
Sutherland 
SPOT  17% 26% -10% 46% 35% 11% 

SLHD 
Campsie 
SPOT 29% 23% 6% 41% 40% 1% 
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LHD Service 

Under 25 25 to 44 

SPOT Comparison Difference SPOT Comparison Difference 

SNSWLHD Bega SPOT 25% 30% -6% 38% 32% 6% 

SVHN 
Darlinghurst 
SPOT 30% 18% 12% 44% 47% -3% 

SWSLHD 
Campbelltown 
SPOT 47% 27% 20% 31% 36% -5% 

SWSLHD 
Liverpool and 
Fairfield 
SPOT 53% 27% 25% 29% 36% -7% 

WNSWLHD Dubbo SPOT 38% 34% 4% 21% 32% -12% 

WNSWLHD Orange SPOT 29% 34% -5% 37% 32% 5% 

WSLHD 
Western 
Sydney SPOT 47% 27% 20% 36% 39% -3% 

Note: Some results relating to small groups have been suppressed (*). Furthermore, the Northern Sydney SPOT and Randwick SPOT only take consumers under the age of 25 and so have 
been excluded.  
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Table A.2 – Age breakdown by service – 45 to 64 and 65+ 

LHD Service 

45 to 64 65+ 

SPOT Comparison Difference SPOT Comparison Difference 

CCLHD Wyong SPOT * 20% * * 21% * 

FWLHD 
Broken Hill 
SPOT 23% 24% -1% 3% 16% -12% 

HNELHD 
Maitland 
SPOT  * 20% * * 13% * 

ISLHD Nowra SPOT 23% 20% 2% 14% 16% -2% 

MLHD 
Wagga Wagga 
and Griffith 
SPOT 18% 20% -2% 3% 18% -15% 

MNCLHD 
Kempsey 
SPOT  26% 20% 6% 10% 18% -8% 

NNSWLHD Tweed SPOT 31% 23% 8% 8% 17% -9% 

SESLHD 
Sutherland 
SPOT              

SLHD 
Campsie 
SPOT             

SNSWLHD Bega SPOT 36% 20% 16% 2% 19% -16% 

SVHN 
Darlinghurst 
SPOT * 21% * * 16% * 

SWSLHD 
Campbelltown 
SPOT 34% 23% 11% 3% 14% -11% 
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LHD Service 

45 to 64 65+ 

SPOT Comparison Difference SPOT Comparison Difference 

SWSLHD 
Liverpool and 
Fairfield 
SPOT 23% 24% -2% 3% 11% -7% 

WNSWLHD Dubbo SPOT 19% 19% 0% 3% 17% -14% 

WNSWLHD Orange SPOT 16% 19% -3% 2% 17% -14% 

WSLHD 
Western 
Sydney SPOT * 20% * * 14% * 

Source: Centralised reporting dashboard, linked administrative data and additional program data. 

Note: Some results relating to small groups have been suppressed (*). Furthermore, the Northern Sydney SPOT and Randwick SPOT only take consumers under the age of 25.  
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Table A.3 below shows the female and Aboriginal breakdown of SPOT consumers by service with a comparison group consisting of people that have presented 
to ED for self-harm, suicidal ideation, or a mental health reason in the same district.  

Table A.3 – Demographic breakdown by service 

LHD Service 

Female Aboriginal 

SPOT Comparison Difference SPOT Comparison Difference 

CCLHD Wyong SPOT 47% 55% -8% 18% 13% 5% 

FWLHD 
Broken Hill 
SPOT 54% 50% 4% 22% 32% -10% 

HNELHD 
Maitland 
SPOT  52% 54% -2% 18% 20% -2% 

ISLHD Nowra SPOT 51% 54% -3% 12% 12% 0% 

MLHD 
Wagga Wagga 
and Griffith 
SPOT 64% 53% 11% 19% 17% 2% 

MNCLHD 
Kempsey 
SPOT  54% 51% 3% 28% 19% 9% 

NNSWLHD Tweed SPOT 48% 53% -5% 8% 13% -5% 

NSLHD 
Northern 
Sydney SPOT 68% 54% 14% 2% 3% -1% 

SCHN 
Randwick 
SPOT 75% 64% 11% * 6% * 

SESLHD 
Sutherland 
SPOT  47% 52% -5% 2% 7% -5% 

SLHD 
Campsie 
SPOT 55% 51% 4% * 7% * 
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LHD Service 

Female Aboriginal 

SPOT Comparison Difference SPOT Comparison Difference 

SNSWLHD Bega SPOT 55% 54% 2% 11% 13% -2% 

SVHN 
Darlinghurst 
SPOT 53% 44% 9% 9% 10% -1% 

SWSLHD 
Campbelltown 
SPOT 62% 51% 11% 6% 8% -2% 

SWSLHD 
Liverpool and 
Fairfield 
SPOT 68% 51% 17% 10% 8% 2% 

WNSWLHD Dubbo SPOT 62% 53% 9% 31% 31% 0% 

WNSWLHD Orange SPOT 51% 53% -2% 13% 31% -18% 

WSLHD 
Western 
Sydney SPOT 62% 51% 11% 4% 9% -4% 

Source: Centralised reporting dashboard and linked administrative data 

Note: Some results relating to small groups have been suppressed (*) 
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A.2 Referrals  

Table A.4 below shows the breakdown of referral sources of SPOT consumers by service.  

Table A.4 – Referral source breakdown, by service 

LHD Service 
Emergency 
Department 

Public Mental 
Health Service 
in Area Self 

Other 
Specialist 
Clinician 

Public 
Inpatient 
Service Other Missing 

CCLHD Wyong SPOT * 88% * * * * * 

FWLHD 
Broken Hill 
SPOT * 21% 8% * 26% 30% 15% 

HNELHD 
Maitland 
SPOT  * * 40% 33% * 22% * 

ISLHD Nowra SPOT 17% 6% 20% * * 50% * 

MLHD 
Wagga 
Wagga and 
Griffith SPOT * 30% 21% * 17% 15% 17% 

MNCLHD 
Kempsey 
SPOT  43% * 6% * 6% 31% 7% 

NNSWLHD Tweed SPOT 31% * 20% * 15% 21% * 

NSLHD 
Northern 
Sydney SPOT 17% 13% * 3% 2% 41% 25% 

SCHN 
Randwick 
SPOT 32% 8% * * * 32% 29% 

SESLHD 
Sutherland 
SPOT  50% 3% 9% * 7% 23% 8% 

SNSWLHD Bega SPOT * * 20% * 40% * 28% 
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LHD Service 
Emergency 
Department 

Public Mental 
Health Service 
in Area Self 

Other 
Specialist 
Clinician 

Public 
Inpatient 
Service Other Missing 

WNSWLHD Dubbo SPOT * * * * * 43% * 

WNSWLHD Orange SPOT * * * * 55% 12% 20% 

WSLHD 
Western 
Sydney SPOT 16% 7% 6% 5% * 22% 44% 

Source: Linked administrative data 

Note: Some results relating to small groups have been suppressed (*). We have omitted the results for Sydney LHD, South Western Sydney LHD as all referrals were recorded as missing 
for the SPOTs in this district. We have also further grouped the Other category due to small numbers. 
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A.3 Service usage 

Table A.5 below shows the breakdown of NSW service use in the week leading up to the first SPOT visit by service.  

Table A.5 – Service use in week leading up to first SPOT visit, by service 

LHD Service Count ED presentation 
Mental Health 
ambulatory 

Hospital 
admission Ambulance Safe Haven 

Did not access 
any service 

CCLHD Wyong SPOT 97 16% 66% 16% 11% * 27% 

FWLHD 
Broken Hill 
SPOT 159 53% 74% 33% 24% 9% 16% 

HNELHD Maitland SPOT  209 39% 78% 3% 18% * 15% 

ISLHD Nowra SPOT 161 23% 58% 6% 12% * 35% 

MLHD 
Wagga Wagga 
and Griffith 
SPOT 564 63% 62% 11% 33% 3% 20% 

MNCLHD Kempsey SPOT  116 37% 47% 15% 22% * 34% 

NNSWLHD Tweed SPOT 71 28% 48% 13% * * 28% 

NSLHD 
Northern 
Sydney SPOT 294 30% 72% 15% 13% * 22% 

SCHN Randwick SPOT 76 49% 45% 11% * * 32% 

SESLHD 
Sutherland 
SPOT  206 59% 83% 21% 23% * 3% 

SLHD Campsie SPOT 149 13% 78% 35% 7% * 5% 

SNSWLHD Bega SPOT 75 44% 56% 16% 24% * 28% 

SVHN 
Darlinghurst 
SPOT 143 38% 68% 28% 20% 11% 19% 
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LHD Service Count ED presentation 
Mental Health 
ambulatory 

Hospital 
admission Ambulance Safe Haven 

Did not access 
any service 

SWSLHD 
Campbelltown 
SPOT 58 45% 62% 21% 34% * * 

SWSLHD 
Liverpool and 
Fairfield SPOT 391 57% 34% 13% 26% 3% 21% 

WNSWLHD Dubbo SPOT 21 * 43% * * * 57% 

WNSWLHD Orange SPOT 51 37% 47% 18% 25% * 35% 

WSLHD 
Western Sydney 
SPOT 154 58% 71% 16% 31% 4% 8% 

Source: Linked administrative data 

Note: Some results relating to small groups have been suppressed (*).  
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A.4 Cost efficiency 
Table A.6 below shows the breakdown of estimated unit costs by SPOT service.  

Table A.6 – Average cost by SPOT 

SPOT Per͟treatment͟day 

Hunter New England ͮͦͨͪͤ͡ 

Illawarra Shoalhaven ͮͥͧͪͪ͡ 

Northern Sydney ͮͨͩͩ 

Western Sydney ͮͥͪͭͬ͡ 

Mid North Coast ͮͩͦͧ 

Sydney ͮͩͨͪ 

St Vincent's Health Network ͮͬͧͨ 

Northern NSW ͮͦͧͪ 

Central Coast ͮͧͫͩ 

Far West ͮͨͭͧ 

South-Eastern Sydney ͮͧͩͩ 

South-Western Sydney ͮͨͤͫ 
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Appendix B Linked administrative dataset 

A key feature of the quantitative analysis is the use of a comprehensive, linked administrative dataset to 
evaluate outcomes for consumers. This dataset has multiple contributing sources as shown in Table B.1 
below. 

Table B.1 – Summary of linked administrative datasets 

Dataset Data start date Data end date 

NSW Admitted Patient Data 
Collection (APDC) 

Jan 2010 Sep 2022 

NSW Emergency Department 
Data Collection (EDDC) 

Jan 2010 Sep 2022 

NSW Registry of Births, Deaths 
and Marriages (RBDM) death 
registrations 

Jan 2010 Sep 2022 

Australian Bureau of Statistics / 
Australian Coordinating 
Registry Cause of Death Unit 
Record File 

Jan 2010 Dec 2020 

NSW Mental Health Ambulatory 
Data Collection 

Jan 2010 Jun 2022 

NSW Ambulance Data 
Collection 

Jan 2010 Sep 2022 
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Appendix C Linked data analysis 

For the linked data analysis, we draw comparisons between the outcomes of the treatment and a matched 
comparison group, defined as: 

 Treatment – consumers who participated in the SPOT initiative prior to 30 June 2022 

 Matched comparison – a matched subset of consumers who presented to ED for self-harm, suicidal 
ideation or a mental health reason from 01 January 2021 to 30 June 2022 

The comparison group was selected as we believe it represents a set of people becoming known to NSW 
Health with an issue related to mental health or suicidality. However, we note the following challenges 
involved in establishing a suitable comparison group (or counterfactual), these are: 

 Potentially large selection effects - referrals are often decided by a NSW Health staff member, who 
may prioritise specific circumstances that are not visible in the data.  

 Gaps in the data – ED information systems usually include only one or two codes per presentation, 
which means we are likely understating the number of consumers that have presented for self-harm, 
suicidal ideation or a mental health reason. We are currently using an enhanced detection flag for 
self-harm presentations provided to us by the System Information & Analytics Branch, NSW 
Ministry of Health (InforMH), but acknowledge that this will still not capture all self-harm 
presentations to ED.  

We used propensity matching to derive the matched comparison group, controlling for a range of factors 
including: 

 Time effects 

 Age 

 Indigenous status 

 Gender 

 Preferred language not English 

 Location 

 Historical service contact with NSW Health services (ED presentations, Community Mental Health 
use, ambulance call-outs and hospital admissions) up to the week prior to first contact with the SPOT 
initiative (for the treatment group) or presentation to ED (for the comparison group) 

The propensity match is based on a generalised linear model (GLM) predicting whether an individual will 
participate in the SPOT initiative. A nearest neighbour matching approach was taken to form the matched 
comparison group. Table C.1 below shows the group sizes.  

Table C.1 – Treatment and comparison group sizes for SPOT 

Group SPOT 

Treatment, matched ͦͫͫͭ͡ 

Comparison, unmatched ͫͨͩͤͧ͡ 

Comparison, matched ͦͫͫͭ͡ 

We are primarily considering outcomes in the month following first contact with the SPOT initiative and 
for the matched comparison, we look at outcomes in the month following their presentation to ED.  
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Figure C.1 below shows the differences in proportions of covariates across the treatment and comparison 
group before and after matching. The matched groups are not identical, but the rate of covariates is much 
closer following matching. For example, before matching, the SPOT consumers had 16% more consumers 
under the age of 25 than the comparison group and after matching this difference reduces to -2%.  

Figure C.1 – SPOT, difference in proportion with covariate between treatment and comparison pool before 
matching and after matching 

 

 

The parameter table for the propensity model can be found below. This is a Generalised Linear Model, fit 
to a Bernoulli outcome using a logit link function. 
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