
   
 

 

 

ATTACHMENT - Operational Questions and Answers 

 

Concern re drop for single session work counsellors from 12 FTE to 4FTE. How will 
workload be managed? And how will burnout/stress be prevented? While provided 
with EFT’s, what does that equate to for actual number of positions. 

1. In the revised Job Descriptions, we have specified where staff will have a core 
function (e.g., multi-session) and a secondary function (e.g., drop in).  

2. During the initial transition period of the pilot (April - June 2022), we are expecting 
staff in the Multisession team to be doing a higher level of drop in than they will in the 
long run. We are expecting similar Drop in numbers initially but the ratio of drop in to 
multi-session will change and the new service grows. During this time, we will keep 
the on-shift headcount equivalent to current levels.  

3. The initial breakdown of the total FTEs into various teams reflects the current FTE. 
From July, we will be recruiting and growing all counselling and peer teams. 

4. Drop in will also be staffed by both Counsellors and Peer Workers. We will also 
increase the role of a needs assessment/triage at the beginning of session (a couple 
questions at the beginning of the call to assess their suitability for peer or counsellor, 
as well as suitability for a multi-session etc).  

5. As more PHNs come on board & more participants are eligible for the expanded 
service and our external communications about our services change, we hope 
participants take advantage of the expanded service. 

 

Peer Workers have experienced a lot of additional admin on the MVS project, at the 
expense of doing peer work. Is there a reason a specialised admin/intake/triage 
team/sub-team has not been considered, particularly when it has been expressed as a 
preference several times throughout consultation? Intake workers can have their own 
lived experience so this would not necessarily detract from service users’ preference 
to connect with others with lived experience. Intake is a very specified skill that can 
be done from a lived experience perspective, but the scope of the intake work (length 
of calls, number of contacts) does not provide scope for the kind of meaningful peer 
work many of us signed up for when we agreed to our roles.  

Alternatively, or in addition, it is a strong preference for some that the admin is opt-in 
for peer workers (in case some may be still comfortable/happy to do it). Others have a 
strong preference against it in the role. Though, another reason it is believed that 
General Drop in Peer work and Multisession peer work should be separate to intake 
either in terms of roles of opt in shifts is that it would be extremely difficult for peer 
workers to balance the demands of say a shift where they needed to be schedule in 
welcome calls, befriending calls, care planning sessions and multi-session calls. 
Already trying to meet the demands of calls for welcome and befriending, along with 
all of the admin is taking up entire shifts and that is without the multi-session 
component being added for any of us yet. Things will get missed and participants will 
suffer if this role is continued in its current fashion as demands on the service 
increase. Some peer workers are so concerned about being forced to engage in this 



   
 
intake work that they are exploring other employment 
opportunities despite not wanting to leave SANE and loving 
working here.  

1. We are open to admin/intake role/s – however the current level of admin in MVS will 
not be present once the new platform has been deployed. The current setup was not 
built for this and is made up of numerous workarounds and manual processes. The 
current way intake is working is also not reflective of how we expect it to work in 
HealthCloud. 

2. We will be following up with the peer support team about this, as we would like to 
understand the elements of intake work that people want to opt in or out of, as well 
how much of this will be solved by the new, more streamlined platform (HealthCloud). 

3. Once the new platform has been implemented, we will be reviewing the processes and 
staff usage. If the admin levels are still too disruptive, we will look at introducing an 
admin specific role.  

4. The new role of Service System Improvement Coordinator will help keep the platform 
streamlining peer support work and administration, and the Resource & Learning 
Coordinator will be assisting with the rostering/availability etc 

 

With live/group events going to be advertised externally to people on Facebook, 
people who are unfamiliar with SANE and our community guidelines are much more 
likely to engage. What additional steps will be put in place to ensure the safety of staff 
& the service, and the sustainability of the services (i.e., ensuring there is a 
reasonable ratio of participants to staff)? As earlier on in the trial phase of Online 
Peer Groups we found that participant numbers of 15-25 were not suitable/too high for 
the format + staffing levels of 2 peer workers and 1 counsellor moderator.  

1. There is currently no major change planned to the way we use Facebook to promote 
our services. 

2. The main way we are planning to promote groups is to our own clients through care 
planning. 

3. We are moving to a new platform for live groups that will be much easier to use and 
has increased moderation controls. 

4. We will work with the team and their feedback on what are the appropriate staff to 
service user ratios and look at capping group size if we need to. 

 

How many peer workers are being planned to be on service delivery shifts at a time? 
At the moment it is one (for MVS) and one (for 1-1 services) which will be insufficient 
and unsustainable for demand. As services increase and MVS clients convert to drop 
in 1-1 services the demand will be so that the webchat will barely be staffed. Currently 
there is one peer worker taking calls and when they aren’t on calls doing webchats. 
There is already at least one shift a week where we are having to backfill the webchat 
the entire shift because the peer worker is in calls the entire time. As the service 
expands, we always need someone on webchat to sustain the reputation of SANE as a 
service that is reliable and accessible when people need it  

1. While we haven’t got the exact numbers for rosters, we will be expecting to have about 
3 PW on each shift initially through the transition. 



   
 
2. We are transitioning to one webchat for the support centre 

rather than a counselling webchat and a peer webchat.  

3. We plan on growing the teams significantly from July onwards. 
 

If this pilot will be focused on supporting people with intellectual disability and/or 
autism, will there be a focus on hiring peer workers with intellectual disability or 
autism? Several of us strongly feel this should be the case.  

 

1. The Department of Health has set us a KPI of 10% of clients being either Autistic or 
having an Intellectual Disability. 

2. We will put statements in recruitment materials for future roles, with a hope, people 
with these identities/experiences apply. We will also promote through our relevant 
networks. 

3. Through codesign, we had 12 co-designers with either an Intellectual Disability or 
Autism. Their priority was on the peer workforce being trained and skilled in mental 
health & Disability or mental health & Autism rather than needing direct lived 
experience. We are working on an ongoing training package in these areas. 


