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FOREWORD
The Central Queensland, Wide Bay and Sunshine Coast Public Health Network (henceforth
referred to as the PHN) aims to develop a continuum of primary mental health (MH) and
alcohol and other drug (AOD) services across the region, using a person-centred, culturally
appropriate, stepped care approach. Identifying relevant regional workforce development
(WFD) needs to develop and maximise the capacity of its MH and AOD workforce is central
to this goal.
The National Centre for Education and Training on Addiction (NCETA) is working with the
PHN to develop a WFD strategic framework. The key components include:
1.
2.
3.

Undertaking a workforce development needs assessment for the PHN as a whole
and for its three geographical areas
Recommendations to operationalise and implement the strategic framework to
address issues identified in the needs assessment
Implementing measures to ensure that a smooth transition occurs between the
workforce development needs assessment undertaken by NCETA and approaches
by the Queensland Workforce Council 1 to meet the identified needs.

NCETA is undertaking a consultation process to develop a comprehensive understanding of
workforce needs and how to meet these needs in an ongoing way. The consultation will be
undertaken in cognisance of the work that has already been undertaken to identify the
PHN’s MH, suicide prevention and AOD-related service provision needs and to map
available services.
This consultation paper provides a brief overview of issues specific to the PHN’s MH and
AOD workforce in Central Queensland, Wide Bay and the Sunshine Coast. It outlines the
background and context for the work being undertaken by the PHN, relevant Australian and
international research and data and potential areas for action.
The paper is not intended to provide a definitive coverage of issues; rather, it is intended to
develop a better understanding of the workforce development needs of the MH and AOD
sectors, and provide some thought-provoking, stimulating and in some respects, challenging
insights.
The document will be used to inform and guide the consultation process. It contains a series
of questions, highlighted in blue shading, to help focus the thinking of participants on issues
of relevance to the consultation.
The major focus of the PHN’s efforts in this area is the specialist MH and AOD workforces.
Nonetheless, the scope of the consultation process includes primary health care and human
service providers from beyond these fields. This may include:
•
•
•
•
•

Community, welfare and support services
Child protection and family violence workers
General practitioners and other primary healthcare workers
Aboriginal health workers
Homelessness workers.
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The Queensland Workforce Council is the state’s peak health and community services workforce body. It enhances sector
access to knowledge, support, planning and quality professional development opportunities.
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FACTORS IMPACTING WORKFORCE DEVELOPMENT

The mental health (MH) and alcohol and other drug (AOD) fields, as with any area of
endeavour, need to continuously evolve and improve their practice in response to changes
in societal needs and advances in knowledge. The MH and AOD workforces nationally have
experienced substantial changes over recent decades including:
Changes to Mental Health
• Increased emphasis on identification
and prevention of suicide

Changes to AOD
• Shifting patterns of AOD use,
particularly towards the use of
stimulants, pharmaceutical drugs and
poly-drug use

•

•

New synthetic drugs

•

An expanded range of
pharmacotherapies and other treatment
options
Problematic AOD use across a widened
age spectrum

•

Expansion of mental health treatment
care and options
Challenges in ensuring consistent
standards of practice

•

•
•
•
•
•
•

Changes across both fields
Increasing prevalence and recognition of co-morbidities or multiple morbidities
Greater emphasis on cost efficiency, professional practice efficacy, improved
outcomes and intersectoral collaboration
A better understanding of effective preventive measures
Child protection and family inclusive practice issues
Emerging importance of a peer workforce
Greater recognition of the wide variety of workers involved in reducing AOD harm and
preventing and treating mental illness

There have also been changes in approaches to MH and AOD workforce development
(WFD). Most important has been increasing recognition of the need for a broad
conceptualisation of WFD, incorporating systems, organisational and individual factors. This
recognition led to the development of the National Alcohol and Other Drug Workforce
Development Strategy, 2015-2018 by NCETA (copy attached).
Similarly, the National Mental Health Workforce Strategy aims to develop and support a wellled, high performing and sustainable mental health workforce that delivers quality, recoveryfocused mental health services. The focus of the Strategy (and the associated plan) is the
workforce, whose primary role involves early intervention, referral, treatment, care or support
to people with a mental illness, in a mental health service or other health service
environment, including non-government community mental health services (Mental Health
Workforce Advisory Committee, 2011) (copy attached).
At a state level, the Mental Health and Alcohol and Other Drug (MHAOD) Workforce
Development Framework currently being developed by Queensland Health takes into
account broader system issues such as workforce planning, recruitment and retention,
design and structure, skills and competencies, and leadership and management. Moreover,
it recognises the importance of having a combined optimal workforce that is equipped to
provide integrated, high quality care to individuals who may be dealing with mental illness
and AOD-related issues (Deloitte Access Economics, 2017).
In addition, a range of local policy initiatives and other developments will shape the
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development of MH and AOD workforce development activities in the PHN catchment area.
These include:
•
•
•
•
•
•
•
•
•

Connecting Care to Recovery 2016-2021: A plan for Queensland’s state-funded
mental health, alcohol and other drug services
Queensland Aboriginal and Torres Strait Islander Health Workforce Strategic
Framework 2016-2026
Queensland Health Aboriginal and Torres Strait Islander Mental Health Strategy
2016-2021
The Queensland Mental Health, Drug and Alcohol Strategic Plan 2014-2019
The Queensland Suicide Prevention Action Plan 2015-2017
The Queensland Plan for Mental Health 2007-2017
The NDIS NGO Workforce Strategy – WorkAbility Queensland: Building tomorrow’s
NDIS workforce 2015-2019
The National Practice Standards for the Mental Health Workforce
The finalisation of the Fifth National Mental Health plan which will establish new
directions for mental health service delivery and workforce policy in Australia from
2017 to 2022.

A range of other factors will impact approaches to MH and AOD WFD in the PHN catchment
area. These include:
• Queensland’s increasing population growth rate
• High workforce mobility
• Workforce shortages particularly in the public health system and in regional, rural and
remote areas
• Low numbers of addiction medicine specialists and psychiatrists in the region
• Health inequalities in the region
• The implementation of the National Disability Insurance Scheme (NDIS)
• Significant service gaps and fragmentation of services
• Changes to the economic base of Queensland including declining revenues and
activities associated with the mining industry
• Higher suicide rates particularly in rural/regional areas
• Communities experiencing poor health and wellbeing and social disadvantage
• At-risk populations who are vulnerable to MH and AOD problems such as young
people, the elderly, Aboriginal and Torres Strait Islander people, and the LGBTI
community.
1. What do you see as the major issues and challenges impacting mental health
and alcohol and other drugs WFD in the PHN catchment at present?
2

CONSULTATION GOALS

The consultation process aims to enhance MH and AOD workforce development in the PHN
catchment by:
•
•
•

Increasing understanding of the PHN’s MH and AOD workforces’ current and future
WFD needs, as defined by the workforces themselves and how these could be
resourced in an ongoing and coordinated way
Identifying opportunities to strengthen cross-sector referral pathways and responses
Raising the profile of strategic workforce planning

2

•
3
3.1

Influencing change from the top down. 2

WORKFORCE DEVELOPMENT - AN OVERVIEW
What is workforce development?

Workforce development in the MH and AOD fields aims to build the capacity of organisations
and individuals to prevent and respond to mental health- and alcohol and other drugs-related
problems and to promote evidence-based practice. It goes beyond the provision of education
and training to include issues such as recruitment and retention, workforce planning,
professional and career development and worker wellbeing. Without addressing these
underpinning and contextual factors, the ultimate aim of increasing the workforces’
effectiveness is unlikely to be achieved (Roche & Nicholas, 2016).
The concept of workforce development is dynamic and has evolved over time (Roche &
Pidd, 2010).
As such, WFD (specifically in relation to the AOD sector) can be defined as:
…a multi-faceted approach which addresses the range of factors impacting on
the ability of the workforce to function with maximum effectiveness in responding
to alcohol and other drug related problems. Workforce development should
have a systems focus. Unlike traditional approaches, this is broad and
comprehensive, targeting individual, organisational and structural factors, rather
than just addressing education and training of individual mainstream workers
(Roche, 2002a).
This broad definition of WFD necessitates a focus on a wide range of individual,
organisational, structural and systemic factors that impact the ability of the workforce to
effectively prevent and respond to MH and AOD issues.
It is possible to delineate three evolutionary phases of WFD.
3.1.1 Phase 1: Individual workers

The first phase focused on individual workers. The key strategies in this phase were
education and training programs and resources to enhance individual workers’ knowledge
and skills. However, by the early 2000s, the limitations of this approach were becoming
apparent (Roche, 2002b).
Emphasising the needs of individual workers failed to take into consideration the influence of
the systems in which they worked. While education and training can enhance the skills and
knowledge of individual workers, this does not always translate into sustainable work
practice change. Quality service delivery is dependent on a range of organisational,
structural, and systemic factors largely beyond the control of individual workers (Roche,
Pidd, & Freeman, 2009; Roche, Watt, & Fischer, 2001).
3.1.2 Phase 2: The alcohol and other drugs internal systems approach
The next phase involved WFD strategies which focussed on the internal systems in which
AOD workers were employed. It seeks to facilitate and sustain the AOD workforce by
2

This is not to imply that changes are made without consulting workers. In organisational redesign, it is essential to tap into the
knowledge of the broader workforce regarding how services can be improved. A top down approach entails a more global view
of how sectors, agencies and organisations can work more effectively to enhance services. Only then can workforce
development requirements be accurately defined and measures implemented to meet those requirements.
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targeting organisational and structural factors, as well as individual factors (Baker & Roche,
2002). The internal systems perspective included a diverse range of issues such as:
•
•
•
•
•
•
•
•
•

Recruitment and retention
Information management
Leadership and mentoring
Knowledge transfer & research
dissemination
Workplace support
Evidence-based practice
Professional and career
development
Workforce wellbeing
Clarification of staff roles & functions

•
•
•
•
•
•
•
•

Policy
Clinical supervision
Effective teamwork
Evaluating alcohol and other
drugs programs & projects
Goal setting
Organisational change
Legislation
Scholarships
(Roche & Pidd, 2010)

The incorporation of a systems focus into the definition of WFD signalled an important
conceptual shift. Workforce development was no longer viewed as just comprising
education and training initiatives. Instead, education and training initiatives were increasingly
viewed as a subset of WFD activities which, in the absence of broader approaches, were
likely to have limited effect (Roche, 2001).
This is shown in Figure 1, which demonstrates that infrastructure, systems and
organisational issues are essential to complement and facilitate training. Figure 2
demonstrates how education and training programs influence individual factors which, in
turn, articulate with a range of system factors.

2: Education
and components
training as one
Figure 1: Figure
The different
levels and
of
of workforce
development.
Source:
workforceelement
development.
Source:
Roche & Pidd,
Roche & Pidd, 2010
2010

It is important not to underestimate the challenges associated with implementing internal
systems measures in some environments. In particular, rural and remote MH and AOD
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services may find it difficult to provide adequate mentoring, supervision and support to their
workers and ensure their wellbeing.
3.1.3 Phase 3: A human services systems approach
While the internal systems approach represented an improvement over an individual worker
approach, it is unlikely to fully meet the needs of the sectors into the future. There is a
growing appreciation of the need to prevent and address mental health problems and
problematic AOD use in conjunction with other physical, and social problems (Roche, 2013).
There is also a growing awareness that no one service alone can meet the needs and
expectations of clients, nor can these services continue to work in silos. There is also
growing client and community expectations of greater partnership and inclusion in the health
care process (Nisbet, et al., 2011).
It is therefore important that measures are in place to ensure greater integration of the
alcohol and other drugs sector with other sectors to deliver joined-up service provision in
prevention and treatment (Roche & Pidd, 2010).
From this perspective, the future of the specialist MH and AOD services is increasingly likely
to lie in more structured relationships with other sectors to prevent harms and address the
needs of clients with multiple morbidities. However, this should not occur at the risk of
diminishing the unique skills and knowledge at the core of specialised practice.
2. At which evolutionary phase of WFD are the mental health, and alcohol and
other drugs workforces in the PHN catchment? At which evolutionary phase is
your own organisation?
4
4.1

THE MENTAL HEALTH, AND ALCOHOL AND OTHER DRUGS WORKFORCES
What is the profile of the mental health, alcohol and other drugs workforce?

Little work has been undertaken that provides an insight into the profile of the workforces
involved in MH/AOD policy and prevention activities. More work has been undertaken in
profiling the workforce providing clinical services as described below.
4.1.1 The profile of the AOD workforce
In order to simplify and clarify understanding of the clinical AOD workforce, it is commonly
broken down into specialists and generalists.
Specialist AOD workers are those whose core role is assisting people with mental health or
alcohol and other drug problems. This includes AOD workers, nurses, peer workers,
addiction medicine specialists and specialist psychologists and psychiatrists. These workers
may be employed in AOD organisations or in AOD programs within other organisations
(Roche & Pidd, 2010). These workers may have specialised degrees or little or no formal
training (Libretto, Weil, Nemes, Copeland Linder, & Johansson, 2004). The knowledge and
skills required by these workers covers many diverse areas, including an understanding of
relevant social, legal and medical issues (Berends et al., 2010).
Generalist workers are employed in the mainstream workforce. They have non-alcohol and
other drugs-related core roles, but nonetheless come into contact with individuals who have
AOD issues. Generalist workers can play an important role in implementing AOD prevention
and intervention strategies.
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The most comprehensive overview of the AOD workforce currently available is a compilation
of 13 AOD workforce development surveys. This was undertaken by NCETA (Roche & Pidd,
2010). These data demonstrate that, jurisdictional differences notwithstanding:
•
•
•
•
•
•

The majority of specialist workers are female
The majority of specialist workers are aged 45 years or older
Approximately one third of specialist workers are employed part time
Median length of alcohol and other drugs service is five years
The largest occupational groups are alcohol and other drugs workers and nurses
A substantial number of workers have no formal alcohol and other drugs-specific
qualifications (Roche & Pidd, 2010).

4.1.2 The profile of the MH workforce
Similar to the AOD workforce, the MH workforce comprises an array of disciplines that are
diverse in terms of specialisation, skills and qualifications. These include specialist
professions whose core role is mental health-related, such as psychiatrists, clinical
psychologists, mental health nurses and mental health social workers, as well as more
generalist workers who have secondary mental health-related responsibilities such as
pharmacists, residential support workers, therapy assistants, carer advocates, etc. Mental
health workers are employed in a range of settings including hospitals, health care and
community mental health services and correctional facilities in public, private and nongovernment services.
The National Health Workforce Data Set (NHWDS) compiles data about employed health
professionals via annual registration surveys administered by the Australian Health
Practitioners Regulation Agency (AHPRA). These surveys, although non-compulsory, have a
high response rate (Department of Health, 2017). However, information about the MH
workforce is limited to psychiatrists, mental health nurses, and registered psychologists
whose principal work is mental health care and related areas. According to the 2015 survey
of these professions:
•
•
•
•
•

There were an estimated 3,131 psychiatrists, 20,834 mental health nurses, and
24,522 registered psychologists in Australia
This equates to 10.5 clinical FTE 3 psychiatrists, 77.2 clinical FTE mental health
nurses and 63.9 clinical FTE registered psychologists per 100,000 population
Around one-third (31%) of mental health nurses were male, compared to around 1 in
10 of the general nursing workforce and 62% of psychiatrists and 22% of registered
psychologists were male
44% of psychiatrists and 32% of mental health nurses were aged 55 years or older
and 72% of registered psychologists were younger than 55 years (AIHW, 2016a;
Psychology Board of Australia, 2015)
Almost nine out of 10 FTE psychiatrists (88%), 83% of registered psychologists and
76% of mental health nurses were employed in major cities (AIHW, 2016a).

In Queensland, the mental health workforce comprises approximately:
•
•

51% nurses
21% allied health professionals

3

Clinical FTE measures the number of standard-hour workloads worked by employed health professionals in a direct clinical
role. It is calculated by the number of health professionals in a category multiplied by the average clinical hours worked by
those employed in the category, divided by the standard working week hours. The NHWDS considers a standard working week
to be 38 hours for nurses and psychologists and 40 hours for psychiatrists.
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•
•
•

15% administration and domestic workers
11% medical officers
0.6% peer workers (Deloitte Access Economics, 2017).

Across Queensland there are approximately:
•
•
•

120 full time equivalent (FTE) mental health workers per 100,000 population in
metropolitan areas
138 FTE mental health workers per 100,000 population in regional areas
83 FTE mental health workers per 100,000 population in rural area areas (Deloitte
Access Economics, 2017).

The Queensland AOD workforce comprises approximately:
•
•
•
•
•
•
•

30% nurses
17% administration and domestic workers
15% allied health professionals
15% other health professionals
13% needle and syringe program, harm reduction and AOD workers
5% Indigenous health workers
5% medical officers (Deloitte Access Economics, 2017).

Across Queensland there are approximately:
•
•
•

8 FTE AOD workers per 100,000 population in metropolitan areas
14 FTE AOD workers per 100,000 population in regional areas
48 FTE AOD workers per 100,000 population in rural areas (Deloitte Access
Economics, 2017).

An issue that is closely related to the diversity of the MH/AOD workforces concerns the
potential to better match the skills and experience of MH and AOD workers to the level of
complexity of the range of tasks involved in prevention and treatment. In this way, more
highly qualified workers would undertake more complex roles, while those with no formal
qualifications, or vocational qualifications, would be limited to undertaking tasks of lesser
complexity.
3. How closely do the AOD and MH workforces in the PHN catchment areas
align with the national profiles?
5

ISSUES IMPACTING MENTAL HEALTH, ALCOHOL AND OTHER DRUG SERVICE
PROVISION

A range of issues impact the provision of MH and AOD services in Australia in general and
the PHN catchment in particular.
5.1

Social/economic inequalities

Access to health services and health outcomes are unevenly distributed across Australian
society. Individuals are likely to have poorer health, and higher rates of illness, disability and
death if they:
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•
•
•

Have a lower socio-economic status
Have lower levels of education
Have insecure working conditions (Mackenbach, 2015).

In 2011, nearly 28% of the PHN catchment population was classified as living in the most
disadvantaged quintile (based on the Index of Relative Socio-Economic Disadvantage),
particularly the Wide Bay area. It was also estimated that homelessness was an issue for
over 3000 people in the catchment. Almost 8% of people did not go to school or complete
high school compared to 6.6% in the rest of the state. The PHN catchment was also
reported to have a higher percentage (7.9%) of unemployed people, compared to the rest of
Queensland (6.5%). 4
There is a high positive association between risk factors for many common mental disorders
and AOD problems and risk factors for social inequalities (Allan, Balfour, Bell & Marmot,
2014). Often, the socio-economically disadvantaged suffer disproportionately and are more
prone to these problems.
Internationally, mental disorders, and alcohol and drug dependence are more common in
countries with greater income inequality and Australia is one such country (WHO & Calouste
Gulbenkian Foundation, 2014; Wilkinson & Picket, 2010). A systematic review of
epidemiological research on common mental disorders and poverty in low- and middleincome countries found that over 70% of the 115 studies reviewed reported a positive
association between measures of poverty and common mental disorders (Lund et al., 2010).
A review of European population surveys found that higher rates of common mental
disorders such as depression and anxiety were associated with low level education,
economic disadvantage, and unemployment (Fryers, Melzer, Jenkins & Brugha, 2005).
In addition, social determinants strongly influence inequities in alcohol consumption and
related harms. In general, lower socioeconomic groups experience more harm than
wealthier groups with the same level of alcohol consumption (Roche et al., 2015).
Unemployed people are also reported to have higher consumption rates of cannabis,
meth/amphetamines and ecstasy compared to the employed population (AIHW, 2014b).
4. How can the PHN’s mental health, and alcohol and other drugs workforces
adapt to meet the challenges associated with current and emerging health
inequalities?

5.2

Rural and remote service provision

In 2011, it was estimated that nearly 60% of the PHN catchment population reside in inner
regional areas, 8% in outer regional areas, and 2% in remote areas (Queensland
Government Statistician’s Office, 2014). Within the PHN catchment, there are local
government areas that have a greater percentage of outer regional and remote areas
including Banana (89% outer regional, 11% remote), Central Highlands (69% outer regional,
30% remote), North Burnett (98% outer regional and 2% remote), and Woorabinda (100%
remote) (Queensland Government Statistician’s Office, 2014).
People living in rural and remote communities experience a higher prevalence of mental
disorders, AOD use and related harms (Roche & McEntee, 2016; AIHW, 2014b). They are
twice as likely to smoke tobacco daily, consume alcohol at risky levels and have used
meth/amphetamines in the previous 12 months, compared to people living in major cities
4

These estimates are secondary citations from various data sources reported in the PHN’s Health Needs Assessment
Summary Report 2015-16.
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(AIHW, 2014b). Rates of self-harm and suicide increase with geographical remoteness
(National Rural Health Alliance, 2017). Particularly vulnerable groups include the Indigenous,
young adult males and elderly males, and young people living in rural areas (National Rural
Health Alliance, 2017).
People in rural and remote areas also face a number of barriers in accessing treatment and
care for MH and AOD problems. These may include:
•
•
•
•
•

Lower socio-economic status and potentially lower health literacy and lesser ability to
afford health-related expenses
Less access to healthcare professionals including GPs, mental health specialists and
AOD specialist service workers
Limited access to treatment and rehabilitation services such as counseling
Greater distances to health services and limited public transport
Real and perceived lack of confidentiality, as healthcare professionals are more likely
to be personally known to the patient (National Rural Health Alliance, 2014).

Workforce shortages, recruitment difficulties and high levels of workforce turnover are most
problematic in rural, remote and other under-served areas where health needs are often
greatest and access to services poorest (Humphreys, Wakerman, Pashen, & Buykx, 2009).
Implementing workforce development activities such as clinical supervision, worker support,
training and measures to enhance worker wellbeing can be particularly challenging in rural
and remote areas (Gleadle et al., 2010).
5. What other difficulties are associated with providing AOH and MH services in
rural and remote regions?
6. What recruitment and retention strategies have been implemented to attract
staff to work in regional and rural/remote communities? Which of these have
worked well, and not so well, and what are the implications of this for other
organisations?
5.3

The ageing population and health workforce

Similar to the rest of Australia and Queensland, the population in the PHN catchment is
ageing. The median age for the PHN catchment is 41.3 years and 18% of the estimated
population is aged 65 years and over, compared to 14% for the rest of the state
(Queensland Government Statistician’s Office, 2014).
Worldwide, demographic changes have seen an unprecedented increase in the average age
of the population in both developed and developing countries (Tinker, 2002; World Health
Organization, 2002). This has led to an overall increase in demand for health workers to
cater for the needs of older people.
Levels of alcohol and other drug related harm have increased among older Australians, in
addition to the increased incidence of dementia and other ageing-related mental illnesses.
Hospitalisation rates for Queenslanders aged 65 years and older have increased by 30%
over 11 years (2003-2014), with significant increases in Wide Bay and Sunshine Coast
Hospital and Health Services (HHSs) (Queensland Health, 2016b).
The health workforce itself is also ageing, particularly GPs, nurses, and psychiatrists. In
2011, more than a third of Australian GPs and nurses were aged 50 years and over
(Australian Bureau of Statistics, 2013a), with many health professionals working beyond the
age of 65 years (Department of Education Employment and Workplace Relations, 2005). In
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2015, 44% of psychiatrists and nearly a third of mental health nurses were aged 55 years
and over (AIHW, 2016a,b).
The health workforce is also becoming increasingly globalised. Consequently, workers can
move from country to country with relative ease in response to more favourable career
opportunities as other countries seek to meet the needs of their ageing populations.
The ageing of the workforce will result in the retirement of highly skilled MH and AOD
workers. This, coupled with increased global demand for health workers, means that
agencies providing MH and AOD services will not only have to compete with other agencies
for staff but also other countries. This is likely to create an increasingly difficult human
resource environment.
7. What are the implications of an ageing population (and MH and AOD
workforce) for the mental health, and alcohol and other drugs sectors in the
PHN catchment? What can be done to address this?
8. As the market for skilled workers becomes more competitive with the ageing
of the Australian workforce and workforce globalisation, what can the mental
health and alcohol and other drugs workforce in the PHN catchment do to
ensure that it attracts and retains high quality staff?

5.4

The needs of Aboriginal and Torres Strait Islander peoples

Just over 3% of the PHN catchment population is of Indigenous descent, the majority of
whom are located in the Central Queensland area. Aboriginal and Torres Strait Islander
peoples have been identified as a priority group for the PHN.
Between 2012 and 2014, Aboriginal and Torres Strait Islander people in Queensland were
1.3 times more likely to be hospitalised for a mental health condition than non-Indigenous
residents (Queensland Health, 2016c). A greater proportion (31%) of Aboriginal and Torres
Strait Islanders in Queensland aged 18 years and over experienced high/very high levels of
psychological distress compared to non-Indigenous Queenslanders (12%) (ABS, 2016b).
The life expectancy of Aboriginal and Torres Strait Islander People in Queensland is
approximately 11 years lower for males and 9 years lower for females, compared to their
non-Indigenous counterparts (AIHW, 2014b). The age-standardised death rate by suicide for
Indigenous people in 2014 was 20.5 per 100,000, compared to 13.0 per 100,000 for nonIndigenous people (ABS, 2016a).
Patterns of AOD use and the mental and emotional wellbeing of Aboriginal and Torres Strait
Islander people need to be understood from a broader perspective, taking in account their
deep connection to the land, culture, spirituality, ancestry, family and community (Gee et al.,
2014). Their history of dispossession, denial of culture and conflict all adversely impact
welfare (Gleadle et al., 2010). Apart from the effects of colonisation, risk factors that have a
significant impact on the mental health of Indigenous people include economic and social
disadvantage, social exclusion, discrimination and racism, removal of family members, grief
and loss, unresolved trauma, life stress, incarceration, violence and abuse, and physical
health problems (Zubrick et al., 2014).
Aboriginal and Torres Strait Islander people have higher rates of tobacco and other drug use
compared to the non-Indigenous population. Statewide, in 2014, 38% of Indigenous people
were current daily smokers (43% of males, 33% of females), 29% had used illicit substances
in the last 12 months, and one third had exceeded the guidelines for risky alcohol
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consumption on a single occasion (ABS, 2016b). In addition, Aboriginal and Torres Strait
Islander women in the PHN catchment smoked tobacco during pregnancy at a rate 3-6 times
greater than other pregnant women in the region (Queensland Health, 2014).
Indigenous health workers, who play a major role in preventing and responding to mental
health, and alcohol and other drugs-related harm among Aboriginal and Torres Strait
Islander people, therefore face particular challenges including:
•
•
•
•
•
•
•

Heavy work demands reflecting the high community need and a shortfall of
Aboriginal health workers
Stigmatisation stemming from attitudes towards mental disorders, alcohol and other
drugs work and racism
Lack of clearly defined roles and boundaries, particularly within an Indigenous
community context
Difficulties translating mainstream work practices to meet the specific needs of
Indigenous clients
Challenges of isolation when working in remote areas
Dealing with clients with complex comorbidities and health and social issues
Lack of cultural understanding and support from non-Indigenous health workers
(Roche, Nicholas, Trifonoff, & Steenson, 2013).

These challenges mean that Aboriginal health workers have particular workforce
development needs, and require culturally safe WFD strategies.
There is a current shortfall of Aboriginal and Torres Strait Islander workers in the public
health sector in Queensland. They comprise only 1% of the clinical workforce and 2.8% of
the non-clinical workforce (Queensland Health, 2016a). The Queensland Aboriginal and
Torres Strait Islander Health Workforce Strategic Framework 2016-2026 has set out key
strategies to recruit and retain Indigenous workers in the public health sector across all
levels. These include:
•
•
•
•

•
•
•

Developing and implementing targeted and flexible recruitment programs such as
cadetships and traineeships to attract Indigenous people to the health workforce
Creating sustainable long-term employment opportunities to optimise retention of
Aboriginal health workers in the workforce
Developing partnerships and networks with schools, vocational education and
training organisations, and universities to promote careers in health for Aboriginal
and Torres Strait Islander students
Providing Aboriginal and Torres Strait Islander medical, allied health and nursing
students with links to the Australian Indigenous Doctors’ Association, Indigenous
Allied Health Australia and Congress of Aboriginal and Torres Strait Islander Nurses
and Midwives. This will provide cultural support and mentorship for graduates to
transition through their internship and gain registration as a medical doctor, nurse or
allied health professional
Fostering career structures and pathways to a variety of health disciplines which are
linked to relevant professional associations to provide and increase access for
Aboriginal and Torres Strait Islander people
Building leadership capacity by identifying and actively targeting current and potential
Aboriginal and Torres Strait Islander managers and leaders for further leadership
development opportunities
Collaborating with HHSs, the Aboriginal and Torres Strait Islander communitycontrolled health sector and other relevant stakeholders to assist in workforce
planning and information sharing
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•

Providing culturally safe and competent health services and work environments for
Aboriginal and Torres Strait health workers through supportive measures such as
cultural capability training for health staff and the acknowledgement of family and
community involvement in employment arrangements for workers.

9. What are the key mental health, and alcohol and other drugs workforce
development issues for Aboriginal mental health and alcohol and other drugs
workers in the PHN catchment? To what extent do Aboriginal health workers
have culturally safe working environments?
10. How could WFD for Aboriginal mental health, and alcohol and other drug
workers in the PHN catchment area be enhanced to meet the priority aims of
the Queensland Aboriginal and Torres Strait Islander Health Workforce
Strategic Framework 2016-2026?

5.5

Prevalence of mental illness and suicide

One in five Queensland adults experience a mental illness each year, with approximately
half of all Queensland adults experiencing a mental disorder at some point in their lives
(Queensland Health, 2014b). There has been a larger increase in the number of people
reporting mental or behavioural problems in the state (3.4%) in the past year compared to
nationally (2.8%) (Queensland Health, 2016d).
The suicide rate in Queensland has been increasing in recent years. In 2015, the state’s
suicide rate was the third highest (15.7 per 100,000 people) in the nation (ABS, 2016a).
Males aged between 25-55 years accounted for 58% of all suicide-related deaths in
Queensland in 2015. Aboriginal and Torres Strait Islander people, and people living in rural
and remote areas in the state have consistently higher rates of suicide than non-Indigenous
people and those living in urban areas (ABS, 2016a).
11. What are the implications of the prevalence of mental illness and suicide for
mental health service provision in the PHN catchment?

5.6

Patterns of AOD use

In 2015-16, the PHN catchment had a higher prevalence rate for lifetime risky drinking than
the rest of the state (24.5% vs 21.8%) (Queensland Health, 2016c). Between 2010 and
2016, while lifetime risky alcohol consumption rates remained stable among Queensland
adults, there was a change in consumption patterns for several demographic groups.
Specifically, there was an annual reduction of 6.6% in the prevalence of risky consumption
for young males aged between 18-29 years and an annual increase of 5.9% for older males
aged 65 years and older (Queensland Health, 2016c).
In 2013, similar to the national prevalence rate, 16% of people in Queensland used illicit
drugs in the previous 12 months and cannabis was the most commonly used drug in the
state (Queensland Health, 2016d). While the proportion of Queenslanders using
meth/amphetamines had not changed significantly, crystal methamphetamine became the
most frequent form of the drug consumed (Queensland Health, 2016d). This resulted in a
15-fold increase in hospitalisations and a five-fold increase in emergency department
presentations over the past five years (Queensland Health, 2016c).
Tobacco smoking is still a leading cause of preventable death and disease in Queensland,
despite a reduction in the smoking rates of residents. One in eight Queenslanders aged 18
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and over, smoked tobacco daily in 2016 – a 50% reduction of smoking rates since 1998
(Queensland Health, 2016d). Approximately one in eight women smoked during their
pregnancy in 2014 (Queensland Health, 2016d). Despite a reduction in smoking, the rates in
Queensland still exceed national levels and are the third highest in the country (AIHW,
2014b).
12. What are the implications of these patterns of use for AOD service
provision in the PHN catchment?

5.7

New paradigms and treatments

In the future, approaches to preventing and responding to MH and AOD problems are likely
to arise from a much broader base than is currently the case.
Future responses will be shaped by drivers including:
•
•
•
•
•
•
•

The need to focus on the social determinants of health
The need to use integrated models of care
Increased awareness of multiple morbidities
Increased emphasis on service outcomes (rather than client throughput)
Increased use of technology-based approaches
Increased client input into service planning
Increased need for family sensitive practice (Roche, 2013).

13. What are the implications of new paradigms and treatments for the PHN
catchment?

5.8

Differences between government and non-government sectors

MH and AOD workers employed in the government and non-government sectors in the PHN
catchment are likely to have differing WFD needs and issues. Workers in the nongovernment sector tend to have lower salaries compared to public sector workers, however,
there may be greater flexibility and autonomy working in a non-government organisation.
The non-government sector tends to face recruitment and retention issues due to lower pay
and other tangible benefits. In addition, there are inter and intra-sectoral barriers to staff
mobility between and within government and non-government organisations such as noncomparable salaries and conditions, and different treatment philosophies and service
delivery methods across different MH and AOD organisations.
14. In what ways do WFD needs differ between workers employed in
government and NGO services in the PHN catchment? What responses are
needed?

5.9

The implementation of the National Disability Insurance Scheme

The National Disability Insurance Scheme (NDIS) is currently being rolled out nationally. The
Scheme will provide all Australians under the age of 65 who have a permanent
and significant disability with the supports they need to enjoy an ordinary life. By 2019, the
NDIS will support approximately 460,000 Australians with disability. Securing a sustainable
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workforce is central to delivering on the NDIS and it is anticipated the disability sector
workforce will need to double by full roll out in 2019-20 (Senior Officials Working Group,
Disability Reform Council, 2015).
The growth of the disability sector workforce is likely to lead to unprecedented competition
for workers within the health and community services sector. This competition is likely to be
particularly evident in rural and remote areas and in Aboriginal and Torres Strait Islander
communities (Senior Officials Working Group, Disability Reform Council, 2015).
This is likely to magnify any current difficulties associated with the recruitment and retention
of MH and AOD workers in the PHN’s catchment area.

15. How do you anticipate the roll out of the NDIS will impact MH and AOD staff
recruitment and retention in the PHN?
16. What could be done to mitigate the impact of the rollout of the NDIS?
5.10 The mental health and alcohol and other drugs education and training landscape
in Australia
MH-related education and training
MH-related training is available in both universities and the Vocational Education and
Training (VET) sector. Specialised mental health undergraduate and postgraduate courses
are aimed primarily towards nurses and social workers wishing to progress their careers in
mental health. Tertiary courses are also available for doctors wanting to specialise in
psychiatry and psychologists wishing to work in clinical psychology. The VET sector also
offers a range of accredited mental health courses at the certificate and diploma level.
Further accredited mental health training courses are also offered by a range of professional
bodies for the purpose of continuing professional development (CPD). For example, the
General Practice Mental Health Standards Collaboration accredits a range of post-vocational
mental health training for general practitioners in Australia.
The National Practice Standards for the Mental Health Workforce 2013 contains 13 practice
standards used as a benchmark for professional practice, and education and training
curricula in mental health. It is expected that students would have achieved most of the
practice standards in their first two years of practice in mental health. The five disciplines to
which it applies are nursing, psychiatry, psychology, social work, and occupational therapy
(Safety and Quality Partnership Standing Committee, 2013).
The Mental Health Professional Online Development (MHPOD) website is a national
evidence-based, online learning resource designed for people working in the MH sector. Its
content is linked to the national practice standards and covers a range of topics from
recovery to legislation. The website is available at: http://www.mhpod.gov.au/
AOD-related education and training
AOD-related training is widely available in the higher education and VET sectors, at both
undergraduate and postgraduate levels. Higher education institutions largely cater for
medical practitioners, nurses, psychologists and social workers. Other education programs
are offered by the Drug and Alcohol Nurses of Australasia, the Australasian Professional
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Society on Alcohol & other Drugs and the Chapter of Addiction Medicine of the Australasian
College of Physicians.
The VET sector largely caters for the needs of other AOD workers. Competency based
training (CBT), is now the recognised method for vocational training in the AOD field. There
is significant dissatisfaction among AOD managers with the VET sector’s provision of
courses. Reasons for dissatisfaction include:
•
•
•
•
•
•

Poor-quality training and assessment
Lack of correspondence between what was learned through training and skills
required on the job
Training content being out of date or out of touch with industry developments
Lack of practical experience / work placements
Perceived variability in the quality of VET training
Limitations in its ability to adequately equip workers with the necessary skills to meet
the increasingly complex needs of AOD clients (Pidd, Roche & Carne, 2010).

17. To what extent does existing mental health, and alcohol and other drugsrelated education and training in the PHN catchment meet the needs of the
mental health and alcohol and other drugs workforce and how could this be
improved?

5.11 Non-specialist higher education programs
Given that a wide range of human service providers have the capacity to intervene in
suicide and mental health problems and reduce AOD-related harm, it is highly desirable that
these issues are incorporated into undergraduate and postgraduate curricula in fields such
as medicine, nursing, social work, psychology and policing.
It is difficult to gain a clear understanding of the extent to which these issues are currently
addressed. Given the degree to which these curricula are already “crowded” this is likely to
be patchy. Nevertheless, enhancing the capacity of these professionals to prevent suicide,
treat mental ill-health and minimise AOD-related harm is critically important if the sector is to
enhance its sphere of influence in reducing harm.
18. To what extent are mental health and alcohol and other drugs issues
currently addressed in the non-specialist mental health and alcohol and other
drugs higher education programs available to the PHN catchment and how
might this be enhanced?

5.12 Increasing trend towards inter-professional education and practice
In response to the increasing requirement for effective team work between different health
professionals and agencies, the future health workforce will need to work as effective
members of inter-professional teams. This approach aims to resolve real world or complex
problems, to provide different perspectives on problems, to create comprehensive research
questions, to develop consensus on clinical definitions and guidelines and to provide
comprehensive health services (Choi & Pak, 2006).
Inter-professional education:
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•
•
•
•

Focuses on the needs of, and actively involves, service users and carers
Encourages professions to learn with, from and about each other
Respects the distinctive contributions of each profession
Seeks to enhance practice, and increase satisfaction, within professions
(Australasian Interprofessional Practice and Education Network, 2013).

19. How could education and training approaches for the mental health, and
alcohol and other drugs workforce be adapted to be more inter-professional?

5.13 Translation of research into practice
It is critically important that prevention, early intervention and treatment practices in the MH
and AOD fields are based on the best available research evidence. For this reason, the
effective translation of research into practice, i.e., knowledge translation is crucial.
Knowledge translation involves numerous processes, systems and interactions of the
researcher and practitioner/knowledge user. Successful dissemination and uptake of
research evidence require the identification of the target audience and tailoring information
via suitable mediums (Curtis, Fry, Shaban & Considine, 2017).
MH and AOD workers come from a broad range of disciplines and backgrounds, and
consequently, their educational qualifications, training in MH and AOD issues, and
understanding or appreciation of research varies considerably. Other factors, such as rapid
staff turnover, poor pay and low status, may impact on their capacity and motivation to adopt
new research concepts and implement innovations. Thus, effective dissemination strategies
must bridge the conceptual and cultural distance between the research centre and the
workforce (Bywood, Lunnay & Roche, 2008). This may require tailoring dissemination
strategies for the very disparate target audiences that make up the MH and AOD workforce.
20. How could research translation occur more effectively in the mental health
and alcohol and other drugs field in the PHN catchment?

5.14 Management and leadership development
Management and leadership support and enhancement are core components of workforce
development. Clinical leadership across all disciplines needs to be strengthened and
encouraged to foster a culture of continuous improvement and deliver better care to
consumers, carers and families (Mental Health Workforce Advisory Committee, 2011).
Contemporary leaders in health and community services face a range of challenges such as
the need to promote innovation that leads to improved community and client outcomes and
increase the speed at which improvements and innovations are spread through
organisations (Health Workforce Australia, 2012).
There is also extensive evidence that the quality of organisational management substantially
impacts worker wellbeing (Broome et al., 2009; Knudsen, Ducharme, & Roman, 2006;
Vilardaga et al., 2011).
21. How well is the mental health, and alcohol and other drugs leadership
development undertaken in the PHN catchment? How could this be improved?
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5.15 Worker wellbeing
Worker wellbeing is an issue of particular relevance to MH and AOD workforce development
as their roles involve emotional work, which may elevate risk of stress and burnout (Edwards
et al., 2000; Ewer et al., 2015; Roche et al., 2013; Volker et al., 2010). Workplace violence is
also a prevalent issue in these sectors, compromising workers safety, wellbeing and health.
Frontline workers in both sectors often face physical and psychological abuse from people
with severe mental disorders or who are under the influence of drugs and/or alcohol.
Worker wellbeing is important for workers themselves, organisational functioning and client
outcomes (Skinner & Roche, 2005). There is evidence of a strong link between worker
wellbeing and client/patient outcomes (Aiken, Clarke, Sloane, Lake, & Cheney, 2008;
Hanrahan, Aiken, McClaine, & Hanlon, 2010). Organisations can enhance client outcomes
by ensuring the wellbeing of their workers.
There are reasons to be vigilant about the wellbeing of the MH and AOD workforce.
Research indicates that excessive workplace stress, burnout and secondary traumatic stress
or vicarious trauma affect a substantial proportion of the mental health and alcohol and other
drugs workforce (Baldwin-White, 2016; Bride & Kintzle, 2011; Duraisingam et al., 2009;
Edwards et al., 2000; Ewer et al., 2015; Morse et al., 2012; Oyefeso, Clancy, & Farmer,
2008; Volker et al., 2010).
22. What is the current wellbeing status of mental health and alcohol and other
drugs workers in the PHN catchment? Is there much variation in wellbeing
status among the workforce? What cold be done to enhance worker wellbeing?
6. CONCLUSION
The prevention and early intervention of mental illness and reduction of AOD-related harm in
the PHN catchment is dependent on having a skilled, effective, resilient and adaptable
workforce. The PHN’s assessment of MH and AOD WFD needs is occurring amidst a range
of changes and pressures to primary health care provision.
The key challenge for the future will be to extend the thinking of the MH and AOD sectors
about what constitutes WFD. It will be essential to make the transition from a paradigm
which focusses on the learning needs of individual workers; to one which focusses on the
ways in which internal organisational environments of employing agencies impact on the
effectiveness of workers; and ultimately to one which focusses on the ability of workers to
operate more effectively across sectors.
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Executive Summary
This Strategy has been developed to support
the National Drug Strategy at the request of
the Intergovernmental Committee on Drugs
in recognition of the need for a national focus
on workforce development activities for the
alcohol and other drug (AOD) workforce. The
Strategy development process was guided
by a Project Working Group appointed by the
Intergovernmental Committee on Drugs. It
followed an extensive consultation process
involving forums held in each jurisdiction, a written
submission process and key informant interviews.
The AOD workforce includes workers whose
primary role involves reducing AOD-related harm
as well as those whose primary work focus is on
other issues but, nevertheless, play an important
role in reducing AOD harm. Consequently, this
document addresses the needs of workers from
the health, welfare, criminal justice and education
sectors. These could be workers acting in paid or
unpaid capacities.
This document is a national policy framework
that is complemented, supported and integrated
with a range of other existing national, state/
territory, government and non-government
strategies, plans and initiatives. The Strategy
identifies key strategic action areas to enhance
the capacities of Australia’s AOD workforce.
It is intended to be a strategic, rather than
operational, document. The Strategy will link with
other work already underway and be used to
inform future activity.
The goals of the Strategy are:
• To enhance the capacity of the Australian
AOD workforce to prevent and minimise
alcohol and other drug-related harm across
the domains of supply, demand and harm
reduction activities.
• To create a sustainable Australian AOD
workforce that is capable of meeting future
challenges, innovation and reform.
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The Strategy’s 12 key Outcome Areas are to:
1. Understand the specialist AOD prevention and
treatment workforce
2. Create a sustainable specialist AOD prevention
and treatment workforce by addressing
recruitment and retention issues
3. Match roles with capabilities
4. Enhance capacity to cater for older AOD
clients as well as those with co-and multiple
morbidities and other complex needs
5. Improve child and family sensitive practice
6. Improve consumer participation in AOD
service provision, policy and planning
7. Increase the capacity of the workforce to
respond appropriately to AOD issues among
Aboriginal and Torres Strait Islander peoples
8. Increase the capacity of the workforce to
respond appropriately to AOD issues
among culturally and linguistically diverse
(CALD) groups
9. Increase the capacity of the workforce to
respond appropriately to AOD issues among
lesbian, gay, bisexual, transgender and
intersex individuals
10. Enhance the capacity of generalist health,
community, welfare and support services
workers to prevent and reduce AOD harm
11. Continue to develop the criminal justice
workforce to prevent and reduce AOD harm
12. Promote the ability of the education sector to
prevent and reduce AOD harm
Responsibility for implementing the actions
outlined in the Strategy is shared by all
governments, recognising that jurisdictions face
different challenges and will undertake actions in
line with their own priorities, timing and resources.
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PART 1: The Context
Background
Alcohol and other drug (AOD)-related harm
represents a significant social and economic
burden to the Australian community.
Consequently, preventing and minimising this
harm is an important national priority which
requires commitment from all levels of government
and a range of sectors and agencies. The National
Alcohol and other Drug Workforce Development
Strategy (NADWFDS) was developed at the
request of the Intergovernmental Committee
on Drugs in recognition of the need to enhance
the capacity of the diverse workforce involved in
preventing and responding to AOD-related harm.
The multi-level and intersectoral nature of
Australia’s approaches to preventing and
minimising AOD-related harm is reflected in its
national framework for action on alcohol and
other drugs, the National Drug Strategy 20102015 (NDS) (Ministerial Council on Drug Strategy,
[MCDS] 2011). The NDS provides an overarching
policy context for the NADWFDS. The Mission of
the NDS is:
To build safe and healthy communities by
minimising alcohol, tobacco and other drugrelated health, social and economic harms
among individuals, families and communities
(MCDS, 2011).

The NDS addresses alcohol, tobacco, illegal
drugs, pharmaceuticals and other substances.
The approach of harm minimisation has guided
the NDS since its inception in 1985. This
encompasses the three pillars of:
• Demand reduction:
»» preventing the uptake and/or delaying
the onset of use of alcohol, tobacco and
other drugs;
»» reducing the misuse of alcohol and the
use of tobacco and other drugs in the
community; and
»» supporting people to recover from
dependence and reintegrate with the
community.
• Supply reduction:
»» preventing, stopping, disrupting or
otherwise reducing the production and
supply of illegal drugs; and
»» controlling, managing and/or regulating
the availability of legal drugs.
• Harm reduction:
»» reducing the adverse health, social and
economic consequences of the use of
alcohol and other drugs.
These three pillars are underpinned by strong
commitments to supportive approaches which:
• build workforce capacity;
• promote evidence-based and evidenceinformed practice, innovation and evaluation;
• encourage performance measurement to
enhance quality; and
• build partnerships across sectors.
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The impact of alcohol and other
drug problems in Australia
Alcohol and other drug-related harm places a high
burden on the Australian community. The cost of
harmful alcohol, tobacco and other drug use in
2004–05 was estimated at $56.1 billion, of which:
• Tobacco accounted for 56%;
• Alcohol accounted for 27.3%; and
• Illegal drugs accounted for 14.6%
(Collins & Lapsley, 2008).
In 2004-05 in Australia, there were:
• 3,494 deaths attributable to alcohol;
• 15,050 deaths attributable to tobacco; and
• 872 deaths attributable to illicit and other
drugs (Collins & Lapsley, 2008).
Alcohol and other drug-related harm does not
only accrue to those using these substances. In
2005 an estimated:
• 367 people died and almost 14,000 people
were hospitalised because of another’s alcohol
consumption;
• 77 deaths stemmed from alcohol-related
violence attributable to another’s alcohol
consumption
• 277 people aged 15 years and over died as a
result of another’s drinking and driving; and
• 70,000 Australians were victims of alcoholrelated assault, of whom 24,000 were victims
of alcohol-related domestic violence (Laslett et
al., 2010).
In addition, an estimated 20,000 children across
Australia were victims of substantiated alcoholrelated child abuse or neglect in 2006/07 (Laslett
et al., 2010). Other alcohol-related harms include
road and other accidents, domestic and public
violence, crime, chronic disease, birth defects and
disability, family breakdown and broader social
dysfunction.
2

Tobacco smoking is one of the top risk factors for
chronic disease, including many types of cancer,
respiratory disease and heart disease. Likewise,
illegal drugs can not only have dangerous health
impacts, but are a significant contributor to crime.
Unsafe injecting drug use is also a major driver of
blood-borne virus infections such as hepatitis C
and HIV/AIDS.
In light of these substantial costs, it is important
that Australia has a workforce with the capability
to prevent and reduce this harm.

What is workforce
development?
Workforce development (WFD) in the AOD field
aims to build the capacity of organisations and
individuals to prevent and respond to AODrelated problems and to promote evidencebased practice. It goes beyond the provision of
education and training to include issues such as
recruitment and retention, workforce planning,
professional and career development and worker
wellbeing. As such, WFD can be defined as:
…a multi-faceted approach which addresses the
range of factors impacting on the ability of the
workforce to function with maximum effectiveness
in responding to alcohol and other drug-related
problems. Workforce development should have a
systems focus. Unlike traditional approaches, this
is broad and comprehensive, targeting individual,
organisational and structural factors, rather than
just addressing education and training of individual
mainstream workers (Roche, 2002a).
This broad definition of WFD mandates a focus
on a wide range of individual, organisational,
structural and systematic factors that impact on
the ability of the workforce to effectively prevent
and respond to AOD issues. Without addressing
these underpinning and contextual factors,
the ultimate aim of increasing the workforce’s
effectiveness is unlikely to be achieved
(Roche & Pidd, 2010).
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Why have an Alcohol and other
Drug Workforce Development
Strategy?
Practices aimed at preventing and responding
to AOD harm need to continuously evolve in
response to changes in societal needs and
advances in knowledge. In recent decades, shifts
have occurred in patterns of consumption and
the types of substances consumed. Advances
in knowledge have also led to changes in clinical
practice and prevention strategies. These include:
• Shifting patterns of use, particularly poly-drug
use;
• New psychoactive substances;
• An expanded range of pharmacotherapies
and other treatment options;
• Greater awareness of co-existing mental
health disorders and multiple morbidities
(especially in the context of an ageing
population);
• Greater awareness of foetal alcohol spectrum
disorder, child protection and family sensitive
practice issues;
• Problematic use across a widened age
spectrum;
• Greater emphasis on cost efficiency,
professional practice efficacy, improved
outcomes and intersectoral collaboration;
• A better understanding of effective preventive
measures; and
• Greater recognition of the wide variety of
workers involved in reducing AOD-related
harm.
Factors such as these increase the demand
to prevent and respond to AOD problems. As
a result, there is growing recognition of the
need for a workforce development approach
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that develops the capacity of the workforce to
effectively respond to current and emerging AOD
issues. A number of jurisdictions in Australia have
considered and/or developed AOD Workforce
Development Strategies. There is not, however, a
nationally consistent approach to addressing the
challenges facing the AOD workforce.
A WFD strategy can also help to:
• Identify the workforce implications of the
current strategic and operational environment;
• Enhance the professionalisation of the
workforce;
• Meet current needs and prepare for the future;
• Raise the profile of strategic workforce
planning within organisations and influence
change from the top down;
• Integrate workforce planning with future
directions for organisations and sectors;
• Assess the current state of the workforce;
• Facilitate the seamless movement of AOD
workers within and across jurisdictions as a
result of more standardised qualifications;
• Create, drive and implement workforce
planning;
• Improve performance;
• Enhance service quality and outcomes;
• Enhance career development options; and
• Optimise implementation of evidenced based
practice.
Another aim of the Strategy development process
is to achieve general agreement about the future
directions of workforce development in the AOD
field, which will shape practice in this area and
be reflected in service tendering processes and
funding agreements.
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Key principles underpinning
the development of the AOD
Workforce Development
Strategy
The development of the NADWFDS has been
predicated on a number of principles. Specifically:
1. The Strategy should reflect the National Drug
Strategy’s overarching approach of harm
minimisation and address its three pillars of
supply reduction, demand reduction and harm
reduction.
Australia’s National Drug Strategy adopts a
balanced approach to reducing AOD harm
involving the three pillars of supply, demand
and harm reduction. It is therefore important
that the NADWFDS reflects the National Drug
Strategy’s balanced approach to reducing
AOD-related harm.
2. The Strategy should have a systems focus
which addresses the range of factors
impacting on the ability of the workforce to
prevent and reduce alcohol and other drugrelated problems.
Using a systems approach will enable the
Strategy to move beyond a simple focus on
education and training to include the wide
range of factors which impact on workforce
effectiveness.
3. The Strategy should be developed following
an extensive consultation process.
The Strategy was developed following
consultation involving:
• Forums held in each state and territory;
• A written submission process; and
• Key informant interviews.

4. While recognising that a broad range of
workers have a role in reducing AOD harm the
primary focal point of the Strategy is on the
workforce development needs of specialist
AOD workers.
The scope of the Strategy includes a wide
range of workers with a role in reducing AODrelated harm. Nevertheless, having a highly
skilled specialist prevention and treatment
workforce is fundamental to positively
influencing the activities of generalist workers
(i.e. those whose primary role is not reducing
AOD related harm). From this perspective, the
role of the specialist workforce is not only to
provide specialist services, but also to support
non-specialists.
5. The reduction of AOD harm in Australia will be
optimised by having a workforce engaged in
evidence-based practice.
The evidence base concerning effective
practice in preventing and responding to AOD
harm continues to grow. The Strategy should
therefore promote strategies to enhance the
uptake of these evidence-based practices.
6. Workforce planning and development
in the AOD field should be built on a
comprehensive understanding of the national
workforce including demographics, roles and
qualifications as well as modelling of future
demand.
Considerable work has been undertaken in
workforce development as well as workforce
planning activities and it is important to
build on this and increase our knowledge
and understanding of the specialist AOD
workforce.
7. The key driver of the AOD Workforce
Development Strategy is enhancing the quality
of AOD service provision.
Having a skilled, professional and adaptable
AOD workforce is essential to enhancing the
quality of AOD services in Australia.

4
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8. The Strategy should recognise the diversity, and
acknowledge the contribution of the totality of
the workforce with a role in reducing AOD harm
regardless of roles, professional qualifications,
or whether paid or unpaid.
A broad range of workers have a role in
reducing AOD harm in Australia. These include
workers from the health, welfare and criminal
justice sectors. The AOD sector itself is also
diverse, with workers from many different
backgrounds. For example, those with
professional training in a range of disciplines,
those with vocational or on-the-job training,
and those with lived experience of recovery
from AOD dependence. Each group has
unique needs that warrant attention in the
Strategy.
9. The Strategy should provide a framework for
national AOD workforce development while
recognising jurisdictional differences and
facilitating innovation.
Alcohol and other drug workforce
development efforts in Australia cannot be
undertaken without cognisance of the sector’s
history. There are already many effective
jurisdictionally-based initiatives in place, upon
which the Strategy can build. In addition there
are historical variations between jurisdictions
and complex differences in funding
arrangements which can impact the provision
of AOD services in different jurisdictions
(Chalmers, Ritter, & Berends, 2013). All these
factors were be taken into consideration in the
Strategy’s development. The Strategy should
also not be so restrictive as to stifle innovation
in approaches to preventing and reducing
AOD harm.
10. The Strategy should reflect a range of future
trends and challenges likely to impact on the
AOD workforce into the future.
It is evident that a range of issues will impact
on the AOD workforce into the future. These
include: an ageing population; an ageing
AOD workforce in the context of increasing
NATIONAL AOD WFD STRATEGY 2015-2020

demand for workers; the emergence of new
substances of concern; the need to link with
other agencies and sectors to meet the needs
of clients with complex needs; and changes
in funding arrangements. In addition, future
prevention and intervention efforts are likely to
involve greater attention directed towards the
social determinants of AOD problems. The
Strategy should aim to provide a foundation
for the AOD workforce to meet these
challenges.
11. In recognition of the often complex needs of
individuals experiencing AOD-related harm
and their families, the Strategy should foster
enhanced cooperation between sectors and
agencies.
Alcohol and other drug treatment services
cannot effectively meet all the needs of clients
with multiple morbidities. For this reason,
agencies will require new ways of working that
cater for these complex needs.
12. The Strategy should focus on building
capacity in specific areas of need.
Alcohol and other drug related harm
differentially impacts groups of Australians.
Some groups, such as Aboriginal and Torres
Strait Islander peoples, lower socio-economic
groups and children living in families in which
AOD-related harm is occurring, experience
greater levels of harm. The Strategy should
therefore focus on these areas of need.
13. Reducing AOD harm among Aboriginal and
Torres Strait Islander peoples is dependent
on recognising that Aboriginal and Torres
Strait Islander culture is a source of strength,
resilience, happiness, identity and confidence.
The promotion and protection of culture
is critical to progressing improvements in
Aboriginal and Torres Strait Islander health and
is inextricably linked to health and wellbeing. In
order to reduce AOD harm among Aboriginal
and Torres Strait Islander peoples, the
Australian AOD workforce must be responsive
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to cultural differences and the impacts of
racism (conscious and unconscious) and a lack
of cultural safety1 on Aboriginal and Torres Strait
Islander peoples. Aboriginal and Torres Strait
Islanders are also more likely to access, and
will experience better outcomes from, services
that are respectful and culturally safe (Australian
Indigenous Doctor’s Association, 2013).

government, not-for-profit (non-government) and
private sectors. Specialist AOD workers are the
primary focus of the NADWFDS.
Generalist workers are employed in the
mainstream workforce and have non-AOD-related
core roles, but nonetheless can prevent and
minimise AOD harm. Examples include:
• The criminal justice workforce, including the
court system, police2, Aboriginal and Torres
Strait Islander law enforcement and community
liaison officers and correctional officers;

Who is the AOD workforce?
The NDS recognises that an appropriately skilled
and qualified workforce is critical to preventing
and responding to AOD-related harm. The NDS
also highlights that a broad range of workers are
involved in preventing and minimising AOD harm.
However, there is currently limited information
concerning the characteristics of the AOD
workforce in Australia. A primary goal of the
Strategy is to gain a better understanding of the
extent and nature of the AOD workforce.

• Emergency medical services, paramedics and
emergency department personnel;
• The mental health workforce;
• The broader health and medical workforce
including general practitioners, other primary
healthcare workers and hospital workers;
• Community, welfare and support services
including those working with culturally and
linguistically diverse communities, in child
protection, in disability support services, and
in the homelessness, unemployment, income
support and youth sectors;

The AOD workforce is commonly considered in
terms of two main components, specialists and
generalists.
Specialist AOD workers are those whose core
role involves preventing and responding to AOD
harm. They include AOD workers, nurses, social
workers, doctors, peer workers, needle and
syringe program workers, prevention workers,
addiction medicine specialists and specialist
psychologists and psychiatrists. These workers
may be employed in AOD specialist organisations
or in AOD programs within non-specialist
organisations (Roche & Pidd, 2010). They may
have specialised degrees or little or no formal
training (Libretto, Weil, Nemes, Copeland Linder,
& Johansson, 2004), and can be employed in the
Cultural safety refers to the accumulation and application
of knowledge of Aboriginal and Torres Strait Islander values,
principles and norms. Aboriginal and Torres Strait Islander
AOD workers are more likely to stay and thrive in learning
and working environments that consistently demonstrate
cultural safety. Aboriginal and Torres Strait Islander AOD
professionals’ experiences of a lack of cultural safety, racism
and discrimination significantly detract from their mental health
and wellbeing and negatively impact on their job satisfaction
(Australian Indigenous Doctor’s Association, 2013).

1
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• Pharmacists and the pharmacy workforce;
• The aged care sector; and
• The education sector.
As is evident, there is a diverse range of workers
involved in preventing and responding to AOD
harm in Australia across the supply, demand and
harm reduction domains. It is important that the
Strategy addresses this diversity and focusses
attention on the developmental needs of each
group. The levels of prevention and response
activities can be categorised into four tiers.
Generalist and specialist workers have roles
across these tiers (see Figure 1.).

It is important to note that some police have highly specialised
AOD functions. This includes those involved in drug investigations,
the policing of licensed premises and in AOD-related aspects of
road safety (such as random AOD screening and testing).

2
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Whole of population focus, prevention, social
determinants, education, law enforcement,
community services

Tier 1

Tier 2

Primary healthcare, community services, information
services, NSP’s peer support, self help groups

Tier 3

Specialist assessment and referral, corrections,
case management, relapse prevention, community
pharmacotherapy, counselling

Tier
4

Services for people with complex needs,specialist
withdrawal management, residential rehab

Figure 1: Tiers of activity involving different services/workers.

Emergency
medical
services

Pharmacy workers

Mental Health

Specialist AOD, Clinical and Prevention Workers

Generalist health
and Welfare workers

Education

Corrections

Police

Based on these tiers it is possible to identify the ways in which different occupational groups make their
contributions to preventing and reducing AOD-related harm (see Figure 2).13

Tier 1: Whole of population focus,
prevention, social determinants, education,
law enforcement, community services.

Tier 2: Primary healthcare, community
services, information services, NSPs, peer
support, self-help groups.

Tier 3: Specialist assessment and referral,
corrections, case management, relapse prevention,
community pharmacotherapy, counselling.

Tier 4: Services for people with complex needs,
specialist withdrawal management, residential
rehab.

Figure 2: Tiers of activity in which different occupational groups make their contribution to
reducing AOD-related harm.
Figures 1 and 2 are intended to be indicative, rather than definitive, as services may have different roles in different tiers at different
times.

3
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Tier 4: Inpatient Detox,
Residential rehab

Tier 1: Whole of population

Client
Tier 3: Specialist assessment,
case management

Tier 2: Primary Health Care, Community
Services Needle and syringe programs,
peer support

Figure 3: Wrap-around services, particularly for clients with complex needs.

It is important to note that individuals may receive
services from multiple providers working within or
across multiple tiers at the one time (see Figure
3). Indeed this ‘wrap around’ approach can be an
important part of service provision for individuals
with complex needs.

Future challenges
The development of the Strategy occurred in the
context of a range of challenges which will be
facing the AOD workforce into the future. These
challenges and their implications are explored in
more detail below.

The ageing population
Australia’s population, like that of most developed
countries, is ageing as a result of sustained low
fertility and increasing life expectancy (Australian
Bureau of Statistics, 2011). This has major
implications for the NADWFDS.
Health and welfare professionals and workforces
(including those focussing on reducing AOD
harm) need to be better equipped to deal
with a dramatic increase in the incidence of
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non-communicable diseases (World Health
Organization, 2011), along with ageing, fertility and
mortality trends. If, as predicted, baby boomers
have greater rates of lifetime alcohol and drug use
than previous generations, this will lead to more
older people experiencing AOD harm in the future
(Hunter, Lubman, & Barratt, 2011). This trend will
require a better understanding of the physiological
and psychological impact of drug use in ageing
populations (Colliver, Compton, Gfroerer, &
Condon, 2006). The ageing population also
means that programs will be required to prevent
harmful AOD use among older Australians.
The ageing of the population has particular
significance for Aboriginal and Torres Strait
Islander Australians who have a shorter than
average life expectancy. Many chronic illnesses
(including those stemming from harmful AOD use)
that are often evident among older Australians
are common in middle age among Aboriginal
and Torres Strait Islander peoples. Therefore,
services focussed on meeting the needs of older
Australians experiencing AOD harm also need to
target middle aged Aboriginal and Torres Strait
Islander people.
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Different substances and patterns of use
The landscape of available psychoactive
substances is rapidly changing. In Europe
new psychoactive substances are reported to
authorities at a rate of approximately one per
week (European Monitoring Centre for Drugs and
Drug Addiction, 2012). These trends are highly
likely to impact Australia because the Internet
has increased the flow of information about these
drugs, and provides a means through which they
can be purchased (European Monitoring Centre
for Drugs and Drug Addiction, 2012). This is
likely to present particular difficulties for treating
individuals who experience acute and chronic
harms stemming from the use of these drugs,
because the nature of the substance they have
taken can be unclear to both the client and the
treating clinician (Arnold, 2013).
Furthermore, over the past decade there
have been significant changes in the profile of
substances for which Australians are seeking
treatment. Since 2001-02, among publically
funded AOD treatment episodes in which the
client was seeking help for their own problems:
• Alcohol problems increased from 37 to 47%;
and
• Heroin problems halved from 18% to 9%
(Australian Institute of Health and Welfare,
2012).
Prescription drugs such as smart drugs, opioids,
antipsychotic medicines and sedative hypnotics
as well as performance and image enhancing
drugs have the potential to displace the demand
for illicit drugs. This will require quite different
responses from AOD treatment and prevention
services, and has important implications for the
development of the AOD workforce (Roche,
2013). In the past twenty years, for example,
there has been a dramatic increase in the
prescribing of pharmaceutical opioids in Australia
and correspondingly increasing harms (Royal
Australasian College of Physicians, 2009).
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Smart drugs are a further issue on the horizon.
These are prescription drugs used to treat
conditions such as attention deficit hyperactivity
disorder, narcolepsy and Alzheimer’s disease.
When used by healthy people they may improve
cognitive functions (Partridge, Bell, Lucke, Yeates,
& Hall, 2011). The harmful use of these powerful
medicines could significantly impact on AOD
treatment services in the future.

New paradigms and treatments
In the future, approaches to preventing and
responding to AOD problems are likely to arise
from a much broader foundation. Dealing with
the end results of problematic substance use will
always be important, and there will always be a
role for specialist treatment services. However,
future responses will be shaped by drivers that
extend this orientation, including increased
emphasis on the prevention and treatment
implications of:
• Social determinants of health (e.g. early life
experiences, work, unemployment, social
exclusion) which will feature more prominently
in our understanding of causal factors as
well as response strategies to ameliorate
problems;
• Integrated models of care (mental health,
aged care, child and family, Aboriginal and
Torres Strait Islanders, prisoners, non-English
speaking) will become more prominent as
pressure and expectations grow for more
coordinated and holistic care;
• Complex health and comprehensive
community services models; no longer will
narrow and simplistic models be adequate
(Roche, 2013); and
• Technology-based approaches to treatment
(Cunningham, Kypri, & McCambridge, 2011).
The development of a Quality Framework for
Australian Government funded drug and alcohol
treatment services, funded by the Australian
Government Department of Health, is also likely to
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influence future directions and standards in AOD
service provision in Australia. The project aims to
develop a quality framework for alcohol and other
drugs treatment services that:
• Complements other models/frameworks that
services currently comply with;
• Is adaptable, flexible and suitable for a range
of service types and settings, including
Indigenous-specific services;
• Considers clients with comorbidity and the
need to build and/or maintain capacity of
services to appropriately manage these
clients;
• Considers all funding sources for services
including client/patient contributions;
• Clearly describes the expected quality
standards for each service type;
• Has clear guidelines, policies and procedures
to support the achievement and maintenance
of these quality standards;
• Allows incorporation of accreditation models
that services currently have in place or may
have in place in the future; and
• Considers related aspects such as
accreditation and minimum qualifications.
Additionally, the project will aim to provide
a detailed draft implementation plan for the
framework, with recommendations drawn from
the project and other information that informs use
and future development needs.

The needs of Aboriginal and
Torres Strait Islander Australians
Aboriginal and Torres Strait Islander Australians
have higher rates of tobacco and other drug use
compared to the non-Indigenous population.
Alcohol and other drug use by Aboriginal and
Torres Strait Islander Australians contributes
to compromised physical and psychosocial
health status and ongoing socio-economic

10

disadvantage, and needs to be understood in the
context of a history of dispossession, denial of
culture, and conflict (Gleadle et al., 2010).
Aboriginal and Torres Strait Islander AOD
workers play an important role in preventing and
responding to AOD-related harm among this
population, and are critically important in the
context of the NADWFDS. Nevertheless they
cannot bear total responsibility for addressing
AOD-related harm among Aboriginal and Torres
Strait Islander peoples. Aboriginal and Torres
Strait Islanders seeking treatment for their AOD
problems may not have the option of accessing
an AOD service established to cater for their
needs. Even in Aboriginal and Torres Strait
Islander-specific services, not all AOD workers
are Indigenous. Consequently, these clients are
highly likely to have contact with non-Aboriginal
and Torres Strait Islander service providers. From
this perspective, it is critically important that all
AOD workers, regardless of their own Indigenous
status, are capable of preventing and responding
to AOD harm among Aboriginal and Torres
Strait Islander Australians in a culturally safe and
sensitive manner.
Aboriginal and Torres Strait Islander AOD workers
are usually employed in comparatively low status,
lower paid positions such as Health Workers or
community workers (Gleadle et al., 2010). Against
a background of disadvantage and complex AOD
use, these AOD workers face unique stressors
including:
• Heavy work demands and a lack of clearly
defined roles and boundaries reflecting high
community need and a shortfall of Aboriginal
and Torres Strait Islander AOD workers;
• Dual forms of stigmatisation stemming from
attitudes to AOD work and racism;
• Difficulties translating mainstream work
practices to meet the specific needs of
Aboriginal and Torres Strait Islander clients;
• Challenges of isolation when working in
remote areas;
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• Dealing with clients with complex
comorbidities and health and social issues;
and
• Lack of cultural understanding and support
from non-Indigenous health workers (Roche,
Nicholas, Trifonoff, & Steenson, 2013).
These challenges mean that Aboriginal and
Torres Strait Islander AOD workers have distinct
workforce development needs, and that WFD
strategies are required that can be implemented
in a culturally safe manner.

Responding to multiple morbidities
Individuals experiencing AOD harm are at risk
of a range of comorbid conditions including
infectious and non-communicable diseases
(Australian Government Preventative Task Force,
2009). Mental illnesses are a particularly prevalent
comorbidity among AOD clients.
The appropriate management of long-term
multi-morbid disorders is a key challenge for
health systems internationally. It is increasingly
apparent that multi-morbidities are the norm for
people with chronic health problems, particularly
the most socio-economically disadvantaged.
Co-and multiple morbidities have important
implications for the training and structure of the
AOD workforce. Strategies such as co-location,
multi-disciplinary health professionals and teams,
inter-professional education and cross sectoral
workforce development will increasingly be
required.
This issue will become a growing challenge
for AOD service provision in the future. AOD
services will need to develop ways of meeting
the multi-morbidity needs of their clients through
a combination of enhanced generalist in-house
service provision and enhanced linkages with
other service providers. This ‘no wrong door’
approach means that regardless of where clients
with complex needs present they can obtain the
services they require.

NATIONAL AOD WFD STRATEGY 2015-2020

Increased emphasis on service outcomes
Future service funding is likely to be increasingly
linked to agencies’ ability to deliver demonstrable
outcomes for clients and the broader community.
Outcomes in relation to prevention and treatment
and recovery are as yet undefined. The
implications of a movement towards outcomesbased funding extend beyond changes in service
provision. Such a movement will also mean that
the AOD sector will need to be more familiar with
the collection, interpretation and presentation of
data in order to ensure continued funding. It will
also be important to ensure that outcomes focus
on the characteristics and clients of individual
services, so as not to disadvantage programs
which cater for clients with more entrenched
problems.

Increasing consumer input into their own
treatment and care
Consumer input into service provision is an
important part of providing person-centred
care. The challenge for the AOD sector is to
turn widespread acceptance of the principle
of service user participation into processes
and resourcing that make it both feasible and
effective. As well as involvement in service
planning, clients should have:
• Improved knowledge and confidence to make
choices about their treatment and awareness
of how to self-manage after formal treatment;
• High levels of active involvement in their
treatment including planning, setting goals and
decision making; and
• A comprehensive assessment and care
plan that is oriented towards their goals
and designed with them according to their
choices, preferences and changing needs
(Department of Health Victoria, 2012).
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Child and family sensitive
policy and practice

Differences between government
and non-government sectors

The AOD, family and child welfare sectors
have increasingly recognised the relationship
between AOD problems, child and adolescent
development, and child wellbeing and protection.
Child and family sensitive policy and practice
involves raising awareness of the impact of
substance use problems upon families, addressing
the needs of families (Addaction, 2009), and
seeing the family-rather than an individual adult
or child-as the unit of intervention. It includes
identifying and addressing the needs of adult
clients as parents, as well as the needs of their
children, as part of prevention, treatment and
intervention processes, in order to ensure that as
parents they are supported and child wellbeing
and safety is maintained (Battams & Roche, 2010).

In some jurisdictions there are significant
differences in workforce profiles between
government and non-government organisations
(NGOs) (Roche & Pidd, 2010). Some of these
differences are due to alternative service delivery
models, different funding levels and different client
groups. As a result, workforce development
issues may be different for NGO and government
workforces. This, in turn, has workforce
development implications (Duraisingam, Pidd,
Roche, & O’Connor, 2006). In several jurisdictions
there are also significant disparities between
salaries and conditions offered by NGO agencies
and public sector agencies. Staff employed by
NGO agencies are generally paid considerably
less due to funding arrangements and differences
in awards (Roche & Pidd, 2010). This can lead
to a workforce drain from the NGO to the public
sector, with the NGO sector bearing a significant
burden for recruiting and training new entrants to
the AOD workforce.

Workforce-related challenges
The AOD workforce faces a number of future
challenges which impact on the development of
NADWFDS.
Ageing workforce
As a result of an ageing population, demand for
workers in health care and social assistance in
Australia will outstrip all other sectors over the next
few years (Community Services & Health Industry
Skills Council, 2013) which will increase pressure
on AOD services to attract and retain suitable
staff. This will be particularly relevant for medical
practitioners and nurses (Australian Bureau of
Statistics, 2003). As older workers retire, the
human services workforce is likely to be negatively
impacted by a loss of highly skilled workers. This
means that the AOD sector will continue to age
and will have to compete with other sectors for
staff in an increasingly difficult human resource
environment. Furthermore, the demand for
workers will not be confined to Australia. As the
human services workforce becomes increasingly
globalised, AOD agencies will be required to
compete with other countries for staff.

12
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Part 2: The Strategy
The Strategy addresses a broad range of factors
designed to improve the quality and functioning
of the AOD sector and systems responses. It
contains a series of suggested actions which
jurisdictions may take to implement the goals of
the Strategy. Jurisdictions already have a range of
measures in place and face different challenges.
It is therefore anticipated that jurisdictions will
undertake actions in line with their own priorities,
timing and resources.

Goals:
To enhance the capacity of the Australian AOD
workforce to prevent and minimise alcohol and
other drug-related harm across the domains of
supply, demand and harm reduction activities.
To create a sustainable Australian AOD workforce
that is capable of meeting future challenges, of
innovation and reform.

Outcome areas
Outcome area 1: Understand the specialist
AOD prevention and treatment workforce
Considerable work has already been undertaken
in workforce development and planning, and
it is important to build on this and increase our
knowledge and understanding of the specialist
AOD workforce. To be able to conduct effective
workforce development and planning, information
on three issues is required:
• The existing workforce and their
characteristics;

Some jurisdictions have undertaken surveys
of their AOD workforces, but these are often
confined to either government or non-government
sectors. In addition, they also do not always
include data on individuals employed in prevention
roles, peer workers or needle and syringe
workers. Differing criteria and terminology also
mean that findings may not be comparable
between jurisdictions.
There is a need to continue to work across
jurisdictions to strengthen the knowledge
base required for workforce development
and planning. This includes issues such as
employee demographics, qualifications, roles
and employment intentions. Data is also needed
about specialist workers within non-specialist
organisations.
Once obtained, this information could be linked
to the results of work currently being undertaken
to estimate AOD treatment demand such as the
Drug and Alcohol Clinical Care & Prevention (DACCP) project. The DA-CCP project aims to:
• Build the first national population-based model
for AOD service planning by estimating the
need and demand for services;
• Use clinical evidence and expert consensus
to specify the care packages required by
individuals and groups;
• Calculate the resources needed to provide
these care packages; and
• Provide an AOD service planning tool
for jurisdictions. (e.g. Ritter, Chalmers, &
Sunderland, 2013).

• The demand for the workforce; and
• Entries to and exits from the workforce (Health
Workforce Australia, 2013).
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Actions could include:
•

•

•

•

Developing a nationally agreed taxonomy
of specialist AOD prevention and treatment
roles as a basis for systematic workforce
enhancement and workforce development.
Undertaking a national census of workers
employed in specialist AOD prevention and
treatment roles, including those working in
non-specialist organisations. The census
should utilise the nationally agreed data
definitions, and be supplemented with other
sources of data such as that provided by
Health Workforce Australia, the Australian
Bureau of Statistics and peak bodies. As
well as basic demographic/occupational
data, the census should collect information
on issues such as employment intentions,
Indigenous status, ethnicity and language
skills. This information could be collated to
create a comprehensive picture of the current
workforce.
Using this workforce data along with
projections of treatment demand to enhance
workforce planning and identify workforce
needs.
Encouraging all jurisdictions to consistently
adopt the workforce census data definitions
in all future workforce development surveys
and analyses to enable ongoing workforce
monitoring and mapping.

Key Performance Indicators could include:
•

•
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Nationally consistent terminology to describe
the roles of the specialist AOD prevention and
treatment workforce.
Comprehensive knowledge of the extent and
nature of the specialist AOD prevention and
treatment workforce.

Outcome area 2: Create a sustainable
specialist AOD prevention and treatment
workforce by addressing recruitment and
retention issues
The demand for workers in the health and
welfare sectors is projected to increase
substantially (Community Services & Health
Industry Skills Council, 2013). Consequently, the
AOD sector will be competing for workers with
other Australian health and welfare agencies.
Globalisation of the health and welfare workforce
will also result in international competition for
staff. The recruitment and retention of specialist
staff in the AOD sector is therefore a critical
issue. While there are significant gaps in our
understanding of the characteristics of the AOD
specialist workforce, it is understood that:
• The majority are female;
• The majority are aged 45 years or older; and
• Approximately one third are employed part
time (Roche & Pidd, 2010).
Recruitment and retention strategies should be
based on consideration of these demographic
characteristics and refined as more detailed
information becomes available. Effective
strategies are particularly important in rural and
remote areas and for medical and nursing staff.

Actions could include:
Improving recruitment into specialist AOD roles
by:
• Developing and implementing measures to
reduce the stigma associated with working
within the AOD sector;
• Investigating the value of registration or
credentialing for the AOD sector to enhance
its professionalism and desirability;
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• Promoting the AOD sector as a career of
choice for suitable individuals via marketing
to universities and vocational education
institutions (particularly in schools of medicine,
psychology, public health/policy, nursing;
occupational therapy and social work);
• Increasing opportunities for placements
in AOD settings during vocational,
undergraduate and post graduate education;
• Better defining career pathways for workers in
prevention roles;
• Develop clear articulation pathways (within
and between vocational education and training
(VET) and higher education systems) to ensure
that workers have access to qualifications that
enable career progression within the AOD
field. This will include the mapping of entry
points for workers from associated fields;
• Enhancing early exposure to drug and alcohol
nursing as a career path among nursing
students and graduates;
• Expanding the number of AOD nurse
practitioner positions available and developing
a structured career pathway for progression
into nurse practitioner positions;
• Enhancing early exposure to addiction medicine
as a career path among medical students
and junior medical officers by increasing
opportunities for placements/rotations through
addiction medicine specialty areas;

• Exploring alternative pathways through which
medical graduates can become Fellows of the
Chapter of Addiction Medicine which do not
require basic physician training, or fellowship
of other colleges; and
• Examining current supervisory arrangements
for trainees enrolled in the Royal Australian
and New Zealand College of Psychiatrists
Certificate in Addiction Psychiatry to determine
the viability of broadening the range of
potential supervisors.
Improving specialist workforce retention by
enhancing the availability of:
• Flexible working arrangements (part time work,
position sharing, time-in-lieu and working from
home);
• Flexible access to education and training
opportunities including enhanced use of online learning and other technologies;
• Parental leave;
• Comprehensive orientation programs to
support transition into the sector;
• Mentoring and clinical supervision programs;
• Meaningful career pathways which do not
necessarily require clinicians to move into
management roles in order to gain promotion;
• Strategies to facilitate re-entry of former
specialist AOD workers;

• Increasing AOD teaching in undergraduate
clinical and public health/policy tertiary
courses;

• Roles for experienced workers which focus
on expanding their skills into more clinically
complex areas or mentoring and transferring
their skills;

• Establishing a critical mass of addiction
medical specialists to enable vertical
integration of teaching involving medical
students, interns/junior medical officers,
registrars and consultants;

• Management and leadership development
programs focussing on responding to the
needs and expectations of the workforce;
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• Pay increments related to competency/
qualification acquisition as appropriate;
• Opportunities for service linked scholarships
and education cost payments;
• Employment exit interviews/surveys to better
understand the reasons for leaving the AOD
sector;
• Portability of long service and sick leave
entitlements as workers move between
agencies;
• Enhanced job security via longer-term
employment contracts/permanent positions;
• Succession planning for staff and
management;

• Percentage of agencies providing specialist
AOD prevention and treatment services that
report they are able to attract and retain
requisite staff.
• Appropriate turnover rates in specialist AOD
prevention and treatment services.
• Percentage of specialist AOD prevention
and treatment staff receiving mentoring and
support.
• Career paths defined and expanded for AOD
workers.
• Career satisfaction enhanced and stress and
burnout rates minimised among specialist
AOD prevention and treatment staff.

• Measures to assist existing staff to embrace
new technologies and new philosophies;
• Medicare Benefits Schedule items for
professional attendances provided by
addiction medicine specialists to ensure that
services provided by these specialists attract
equivalent remuneration to similar medical
specialties;
• Medicare Benefits Schedule items for
professional services provided by AOD nurse
practitioners;
• Appropriate medical officer career structures
in the public and private sectors which
combine teaching, clinical research and public
health roles to make the addiction medicine
speciality more attractive; and
• Mechanisms to showcase the achievements
of the sector.
Key Performance Indicators could include:
• Number of long-term filled positions in
agencies providing specialist AOD prevention
and treatment services.
• Level of available mentoring, clinical
supervision and appraisal programs.

16
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Outcome area 3: Match roles with
capabilities
The AOD field involves a diverse range of roles,
requiring differing levels of knowledge and skills.
To-date these roles have not been differentiated
and fully and uniformly described on a national
basis (see Outcome Area 1-nationally agreed
taxonomy of specialist AOD roles), nor have the
sets of capabilities required to undertake them
been explicitly identified.
The establishment of a workforce development
matrix involving the major roles in the specialist
AOD field, and pathways to achieve them, would
help to address this shortcoming. For some
members of the AOD workforce, the required
capabilities could be aligned with the attainment
of specified competencies in the vocational
education and training sector. Others would
require capabilities that could be attained via
tertiary study, inservice training, recognition of
prior learning, assessment of clinical skills by
supervisors, or completion of a professional
development program (such as that provided by
the Chapter of Addiction Medicine). A credentialing
program (such as that provided by the Drug and
Alcohol Nurses of Australasia), represents a way of
measuring the attainment of these capabilities.
It will be important to ensure that these
capabilities are set at comparable levels with
other fields. If they are set at levels which are
higher than comparative fields this could reduce
the attractiveness of AOD work. In addition, it
is important that the identified capabilities are
not regarded as employment pre-requisites.
Opportunities must be provided for new entrants
and existing staff to acquire the required capability
levels during their employment. In addition, it will
be important not to disadvantage workers who
wish to remain in their current roles for which
identified capabilities did not previously exist.
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Actions could include:
• Formulating a workforce development
matrix which includes the capabilities
required to fulfil all roles in the specialist
AOD field and defines pathways to achieve
these capabilities.
• Ensuring that capabilities which are pivotal
to the future of the AOD sector are included
in the workforce development matrix.
These include capabilities concerning
client-centred service provision, program
evaluation, inter-professional practice,
responding to multiple morbidities,
responding to the needs of older people,
leadership skills, child and family sensitive
practice and responding to special needs
groups, such as those outlined in Outcome
Area 7.
• Ensuring that workforce capabilities evolve
to reflect emerging research evidence
(such as drug trends and intervention
effectiveness).
• Exploring options for the formation of
national workforce development programs
and resources (including web-based
approaches).
• Ensuring that mentoring, clinical supervision
and appraisal programs support the
attainment of identified capabilities.
Key Performance Indicators could include:
• Capability requirements and the pathways
to achieve these are clearly identified for all
major roles in the specialist AOD field.
• Level of articulation between different types
and levels of competencies required to
work in the AOD field.
• Evidence of capabilities being reviewed and
updated based on emerging research.
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Outcome area 4: Enhance capacity to cater
for older AOD clients, as well as those with
co-and multiple morbidities and other
complex needs
Clients of AOD services are at risk of a range of
comorbid conditions including infectious and noncommunicable diseases. Multi-morbidities are the
norm for people with chronic health problems,
particularly among the most socio-economically
disadvantaged. Mental illnesses are a particularly
prevalent comorbidity among AOD clients.
The ageing of Australia’s population will also lead
to more older people seeking treatment for AOD
problems, and the need for prevention efforts to
be focussed on older people.
Older people with AOD problems can have
complex needs as a result of multiple morbidities,
physiological changes that occur as a result
of ageing and complex interactions between
cognitive impairment due to AOD use, age and
conditions such as depression. Older people are
also more likely to be using other medicines which
may interact with their AOD use. They may also
be experiencing social isolation, loneliness, loss
and difficulties associated with role transition.
Older injecting drug users may have particular
needs which stem from long term injection,
exposure to their drugs of choice as well as
blood borne diseases. A further group of older
people with specific needs are those living in
residential care facilities. Addressing the needs
of older people can be hampered by a paucity of
screening, assessment and intervention tools.
Due to the recognition of the prevalence of multiple
morbidities, health services based on singlemorbidity approaches are increasingly examining
how they can cater for individuals with multiple
morbidities. This can be hampered by funding
arrangements in which services are only funded to
accept particular categories of clients. Alcohol and
other drug services will need to develop ways of
meeting the multi-morbidity needs of their clients
through a combination of enhanced generalist
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in-house service provision and enhanced linkages
with other service providers. Planning in all
sectors needs to be systems focussed. A change
management approach that simultaneously
incorporates individual, organisational and sector
wide responses is required. At the same time, it is
important not to dilute the skills of specialist AOD
workers by trying to be ‘all things to all people’.

Actions could include:
Enhancing the capacity of the AOD sector to cater
for older clients as well as those with co- and
multiple morbidities and other complex needs by:
• Maintaining a specific AOD specialisation, but
increasingly using multi-disciplinary and multiteam approaches;
• Ensuring that AOD problems and ageing and
co-and multiple morbidities form part of key
knowledge and skills for AOD workers;
• Enhancing the diversity of professional
backgrounds from which the AOD sector
draws its staff, including from the aged care
sector;
• Recruiting and retaining workers to the AOD
sector with specialist capabilities to work with
older clients and people who have multiple
morbidities and complex needs;
• Including inter-professional practice as a key
capability in specialist and generalist AOD
roles;
• Improving coordination between primary care,
ageing and specialist AOD services to facilitate
‘wrap around’ service provision and support a
‘no wrong door’ approach;
• Increasingly utilising specialist AOD workers in
consultation, liaison and education roles with
other services;
• Co-locating services with other agencies and
encouraging interagency placements;
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• Ensuring that agency funding arrangements
(for example the funding of agencies to
only provide specific services) do not limit
capabilities to respond to clients with multiple
and complex needs;
• Enhancing interagency, cross-sectoral and
inter-professional education and training;
• Supporting staff to increase capacity through
networking and resource sharing;
• Developing local maps of service referral
pathways; and
• Encouraging consistent approaches among
AOD and other agencies to screening,
assessment, clinical notes, referral, care
coordination, case management, client
information, data sharing and training.
Key Performance Indicators could include:
• Provision of workforce development resources
and programs to enhance service provision for
older AOD clients, those with co-and multiple
morbidities and other complex needs.
• Proportion of specialist AOD services that
have implemented measures such as multidisciplinary and multi-team approaches, colocation, and inter-professional education.
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Outcome area 5: Improve child
and family sensitive practice
There is a growing impetus for a more
comprehensive approach to understanding
the causes, prevention and treatment of AOD
problems across sectors. The AOD and family
and child welfare sectors have increasingly
recognised the relationship between AOD
problems, child and adolescent development,
and child wellbeing and protection. The ability
to identify and effectively respond to the needs
of vulnerable, dependent children must be
developed across AOD services and the broader
system of care. This is becoming an increasingly
important issue in AOD service provision.
Actions could include:
Improving child and family sensitive practice in
AOD services by:

Key Performance Indicators could include:
• Percentage of AOD roles that have child and
family sensitive practice defined as a key
workforce capability.
• Proportion of AOD agencies which have
implemented organisational policies,
guidelines, practices and workforce
development measures to support child and
family sensitive practice.
• Availability of workforce development
resources and programs for the AOD sector
focussed on enhancing child and family
sensitive practice.
• Number of AOD agencies that have
developed links with child wellbeing/welfare/
family violence services.

• Ensuring that child and family sensitive
practice is a key feature of the workforce
development matrix;
• Implementing organisational policies,
guidelines and working environments which
support child and family sensitive practice;
• Ensuring that service provision arrangements
are child and family friendly;
• Incorporating details of client parenting/
family roles and risk factors into assessment
processes;
• Ensuring that interventions are tailored to
family characteristics and needs;
• Ensuring that links are in place between AOD
services and child wellbeing/welfare/family
violence services; and
• Ensuring that workforce development
programs are in place to support child and
family sensitive practice.
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Outcome area 6: Improve consumer 4
participation in AOD service provision,
policy, planning and research

• Consultation, in which service users are given
an opportunity to provide feedback on plans
developed by the service provider; to

The AOD field generally lags well behind other
sectors in the systematic involvement of consumers
in the provision and planning of services. The
challenge is to turn widespread acceptance of the
principle of service user participation into reality by
having structures, processes and resourcing that
make it both feasible and effective. The benefits of
service user participation in service provision have
been well documented and include: improved
health outcomes; enhanced clinical decisionmaking; improved self-management; more
accessible and effective health services; improved
service development; and enhanced participation
by populations traditionally marginalised by
mainstream health services (Consumer Focus
Collaboration, 2001). There are three aspects to
improving service user participation.

• Partnerships in which consumers and
providers are joint decision makers; to

The first is the employment of consumer workers.
Currently the mental health sector employs
consumer workers in roles such as consumer
advocate, carer advocate, consumer consultant,
carer consultant, consumer manager, peer support
worker or mentor. These workers are engaged
in systemic advocacy work, the provision of
support to consumers, carers and families, and
education or training roles, and add considerable
benefits to service provision (Victorian Government
Department of Health, 2011). While the AOD sector
employs many people with lived experience, few
are employed in consumer worker roles. Where
service users become part of the workforce, it is
important to be clear about how their roles connect
to the model of service provision so as to better
integrate and support them to do their work.
The second aspect of enhancing service user
participation concerns the involvement of
consumers in service planning, service policy
making, staff recruitment and training, and research,
monitoring and evaluation. This can range from:

• Consumer run organisations (such as self-help
organisations) in which decisions are made by
consumers (Clarke & Brindle, 2010).
The third aspect is creating an enabling
environment for enhanced service user
participation. For this to become a reality, more
positive attitudes towards service user participation,
on the part of management and staff of many AOD
agencies, is needed. It must be demonstrated to
service users that their participation is genuinely
welcomed. Financial, personnel and training
resources need to be allocated specifically to
support service user participation, as experience
has demonstrated that it is difficult to build and
maintain such participation without adequate,
dedicated resourcing.

Actions could include:
Enhancing the involvement of AOD consumers in
service provision and planning by:
• Ensuring that state/territory/organisational
policies are in place concerning requirements
for consumer participation in service provision,
policy and planning, entailing genuine
participation in decision-making processes;
• Ensuring that consumer participation standards
are included in service accreditation processes;
• Developing a National AOD Consumer
Participation Toolkit for service providers
and consumers covering practical strategies
and guidance on initiating and maintaining
consumer participation in drug treatment
services (Australian Injecting and Illicit Drug
Users League (AIVL), 2008);

Consumers may be current, former or potential service users,
or their family members, carers and significant others; or
members of the broader community.

4
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• Ensuring that adequate additional resourcing
is available to meet the costs associated with
enhancing consumer involvement;
• Undertaking an examination of the potential
for consumer worker roles in the AOD field
(as has occurred in the mental health field),
including the development of role definitions
and capabilities;
• Encouraging AOD service providers to
undertake audits of consumer participation
practices and address identified gaps (e.g.
Clarke & Brindle, 2010);
• Ensuring that all AOD services have a charter
of consumer rights and responsibilities which
outlines processes for consumer involvement;

Key Performance Indicators could include:
• Number of agencies with policies in place
concerning consumer participation in AOD
service provision, policy, planning and
research.
• Availability of education and training programs
and resources for the AOD specialist
workforce on the practicalities and benefits of
consumer participation in service provision,
policy, planning and research.
• Extent of consumer participation in service
provision, policy, planning and research in the
AOD field.

• Developing education and training resources
for AOD workers (including management
boards, senior management, managers and
front line staff) concerning the practicalities
and benefits of consumer involvement;
• Developing education and training resources
for consumers to enhance their involvement;
• Enhancing opportunities for consumers to
contribute to education and training programs
for staff of AOD services;
• Ensuring that consumers are involved in the
planning of research programs undertaken by
AOD services;
• Including a wide range of consumers and
potential consumers in service provision and
planning, including Aboriginal and Torres Strait
Islander Australians; people from culturally
and linguistically diverse backgrounds; people
who are gay, lesbian, bisexual, transgender or
intersex; and people with a disability; and
• Ensuring that consumer input is included as
part of the monitoring and evaluation of AOD
services.
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• Ensuring that Aboriginal and Torres Strait
Islander workers, particularly in remote
regions, have the infrastructure (housing, office
space, computers, transport, phones etc.)
they require to adequately fulfil their roles;

Outcome area 7: Increase the capacity of
the workforce to respond appropriately to
AOD issues among Aboriginal and Torres
Strait Islander peoples.
Enhancing capacity to reduce AOD harm among
Aboriginal and Torres Strait Islander peoples is
a major priority for the Strategy. There are two
aspects to this. There is a need to enhance
capacity among:

• Recognising and responding to the
importance of gender balance among
Aboriginal and Torres Strait Islander AOD
workers;

• Aboriginal and Torres Strait Islander AOD
workers; and

• Ensuring that new Aboriginal and Torres
Strait Islander AOD workers participate in
culturally appropriate orientation and induction
programs;

• The specialist and generalist AOD workforce.

• Redressing literacy problems among current
and potential Aboriginal and Torres Strait
Islander AOD workers by offering intensive
remedial education programs;

Actions could include:
Enhancing capacity among Aboriginal and Torres
Strait Islander alcohol and other drug workers by:
• Establishing a national professional body for
Aboriginal and Torres Strait Islander AOD
workers 5 ;

• Ensuring access to culturally secure AOD
training and working environments which
recognise the importance of Aboriginal and
Torres Strait Islander ways of working 6 ;

• Implementing measures to promote AOD
work as a career of choice for Aboriginal
graduates of high school, vocational education
and training and tertiary education;

• Enhancing access to Aboriginal and Torres
Strait Islander mentors and clinical supervisors;
• Offering greater job security, career and
development opportunities and financial
incentives (including scholarships) for
Aboriginal and Torres Strait Islander AOD
workers to encourage them to increase their
skill levels;

• Ensuring that there is Aboriginal and Torres
Strait Islander participation in service planning
(both professionals and consumers);
• Ensuring, where appropriate, that there is
parity of remuneration and conditions with
non-Aboriginal and Torres Strait Islander AOD
workers;
• Ensuring, where appropriate, that remuneration
recognises both formal and informal
qualifications and incorporates specialist
loadings related to specialist skills or difficult
work environments (remote, isolated, etc.);
The professional organisation could be structured to have two
(or more) streams of membership. Full membership could be
available to those with minimum qualifications (for example,
Certificate IV). Associate membership could be offered to those
yet to attain this level.

5
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• Enhancing the number of Aboriginal and
Torres Strait Islander individuals undergoing
professional training as doctors, nurses,
psychologists, social workers and addiction
medicine doctors; and
Aboriginal and Torres Strait Islander ways of working refers to
recognising the important impact of issues such as: Australia’s
post-colonial Indigenous history; kinship; commitment to
community; grief, loss and sorry business; holistic approaches
to health; women’s and men’s business; Aboriginal and
Torres Strait Islander concepts of time; respect for Elders; and
connection to Country and health for Aboriginal and Torres
Strait Islander peoples (National Centre for education and
Training on Addiction, 2013).

6
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• Enhancing access to appropriate vocational
education and training and higher education
programs supported by block release times
and backfilling for education and training
purposes.
Enhancing capacity among the specialist and
generalist workforce to reduce AOD harm among
Aboriginal and Torres Strait Islander peoples by:

• Extent of involvement of Aboriginal and Torres
Strait Islander peoples in service planning.
• Career satisfaction, stress and burnout rates
among Aboriginal and Torres Strait Islander
staff providing AOD services.

• Implementing structures, policies, and
programs that move the specialist and
generalist AOD workforce along the continuum
from Aboriginal and Torres Strait Islander
cultural awareness, to cultural sensitivity,
and ultimately to cultural safety (Australian
Indigenous Doctor’s Association, 2013); and
• Enhancing capacity among Aboriginal and
Torres Strait Islander primary health care
workers to provide screening, assessment,
brief intervention and referral services for
Indigenous clients; and
• Improving linkages and better supporting
Aboriginal and Torres Strait Islander AOD
services and workers via consultancy,
mentoring and clinical supervision
arrangements.
Key Performance Indicators could include:
• Number of long term filled positions and staff
turnover rates among Aboriginal and Torres
Strait Islander AOD workers.
• Percentage of Aboriginal and Torres Strait
Islander AOD workers receiving mentoring and
support.
• Number of Aboriginal and Torres Strait
Islander individuals undergoing training as
AOD workers, doctors, nurses, psychologists,
social workers and addiction medicine
doctors.
• Number of workforce development programs
among the broader AOD workforce that
address culturally safe services to Indigenous
Australians.
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Outcome area 8: Increase the capacity of
the workforce to respond appropriately
to AOD issues among culturally and
linguistically diverse (CALD) groups
In Australia culturally and linguistically diverse
groups are less likely than other community
groups to access AOD prevention and
treatment services. This may be due to a lack
of awareness of services, language barriers,
or a lack of understanding or trust of services.
This group may also be less likely to be
retained in services because of unrealistic client
expectations of service outcomes or as a result
of inappropriate referral to other services (Drug
and Alcohol Multicultural Education Centre,
2010). There are a number of measures which
can be taken to enhance access and remove
barriers for this group.

Actions could include:
Enhancing the capability of the workforce to
improve service provision to CALD groups by:
• Enhancing linkages between AOD services and
multicultural/ethno-specific agencies at clinician
and management levels;
• Ensuring that appropriate interagency referral
processes are in place;
• Ensuring that there is CALD representation and
participation in service planning;
• Ensuring that all workers have access to the
training and support they need for culturally
aware and competent practice;
• Increasing consultation with CALD groups
to identify their concerns in relation to AOD,
as well as their prevention, informational and
treatment needs;
• Developing procedures which encourage the
recruitment of bilingual/bicultural workers;
• Including CALD representation in the development
and focus-testing of prevention campaigns and in
positive role models selected for campaigns;
• Developing prevention programs with, and
for, particular CALD communities, using
CALD media channels and CALD community
organisation-based programs; and
• Developing appropriate CALD training and
resources for all AOD workers.
Key Performance Indicators could include:
• Number of workforce development programs
to enhance linkages between AOD and
multicultural/ethno-specific agencies.
• Number of bilingual and bicultural workers
recruited.
• Extent of involvement of CALD individuals in
service planning.
• Career satisfaction, stress and burnout
rates among bilingual and bicultural workers
providing AOD services.
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Outcome area 9: Increase the capacity of
the workforce to respond appropriately to
AOD issues among lesbian, gay, bisexual,
transgender and intersex individuals
There is increasing evidence linking lesbian, gay,
bisexual, transgender, intersex (LGBTI) individuals
with high levels of problematic AOD use. While
part of the reason for this is cultural, particularly
for younger gay men, much of the higher levels
of use can be attributed to the discrimination and
marginalisation faced by LGBTI communities
in Australia (National Lesbian Gay Bisexual
Transgender Intersex Health Alliance, 2010).

Actions could include:
Enhancing the capability of the workforce to
improve service provision to LGBTI groups by:
• Improving linkages between AOD services
and LGBTI specific agencies at clinician and
management levels;
• Ensuring that appropriate interagency referral
processes are in place;
• Ensuring that there is LGBTI representation
and participation in service planning;
• Ensuring that all workers have access to the
training and support they need for culturally aware
and competent practice with LGBTI clients;
• Better targeting LGBTI communities with
AOD prevention/harm reduction campaigns
and including LGBTI representation in the
development and focus-testing of prevention
campaigns; and
• Developing procedures which encourage the
recruitment of LGBTI workers.
Key Performance Indicators could include:
• Number of workforce development programs
to enhance linkages between AOD and LGBTI
specific agencies.
• Career satisfaction, stress and burnout rates
among LGBTI staff providing AOD services.
• Number of LGBTI workers recruited.
• Extent of involvement of LGBTI individuals in
service planning.
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Outcome area 10: Enhance the capacity of
generalist health, community, welfare and
support services workers to prevent and
reduce AOD harm
Alcohol and other drug problems are common in
the Australian population, and generalist providers
need the ability to recognise and assist individuals
experiencing AOD harm. Many of these individuals
do not attend specialist AOD services. In rural
and remote areas specialist AOD services may
not be accessible. Given the extent to which AOD
problems co-occur with other health and social
problems, people experiencing AOD harm are
highly likely to present to other human service
providers who can be in a position to provide
assistance and/or refer appropriately.
Enhancing generalist workers’ understanding
of the needs of AOD clients would facilitate a
‘no wrong door’ approach to screening and
intervention and greatly assist in the provision
of appropriate interventions, particularly at a
population health level. In this context, it is
especially important for generalist workers to
have a good understanding of the evidence base
concerning screening and brief interventions, so
that they can incorporate these strategies into
their practice. At present, however, the dearth
of education and training opportunities at prevocational, undergraduate and inservice levels
is a major impediment to better engaging the
generalist workforce in reducing AOD harm.
There is also an important inter-relationship
between the capabilities of the specialist AOD
sector and its ability to influence practice among
generalist workers. A specialist AOD sector that
is practicing from a strong evidence base and
‘outwards looking’ is in a stronger position to
influence the practice of generalist workers.
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Actions could include:
• Establishing nationally consistent minimum
capability requirements for generalist
professional groups (e.g. doctors, nurses,
pharmacists, psychologists, social workers,
emergency workers, Aboriginal and Torres
Strait Islander primary health care workers and
other health and welfare workers) to enable
them to effectively detect and respond to
individuals experiencing AOD harm. This will
involve building on the existing competency
framework used in the vocational education
and training sector and on higher education
sector qualifications.
• Using the nationally-consistent minimum skill
and knowledge requirements as the basis to
develop resources and enhance pre-service
and inservice education and training programs
for generalist workers.
• Ensuring that these education and training
programs focus on issues such as referral
pathways, harm minimisation, early/brief
intervention, reducing the stigma associated
with AOD problems and the often chronic and
relapsing nature of AOD problems.
• Further developing the capacity for specialist
AOD professionals to act as consultants at key
points in the health and welfare systems.
• Improving linkages and coordination between
AOD services and other specialist, primary
care and welfare services to enhance the
capacity of generalist workers to identify,
intervene and refer individuals experiencing
AOD harm.
• Establishing regional partnerships of funders,
service providers, consumers and carers
and relevant stakeholders to develop local
solutions to meet AOD needs of communities.
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Key Performance Indicators could include:
• Capability requirements and the pathways to
achieve these capabilities are clearly identified
for generalist health, community, welfare and
support workers.
• Level of capability among generalist health,
community, welfare and support services
workers to prevent and reduce AOD harm.
• Availability of workforce development
resources and programs for generalist
workers to increase their capacity to prevent
and reduce AOD harm.
• Availability of specialist AOD professionals to
act as consultants to generalist staff.
• Number of implemented and effective
linkages between specialist AOD services
and generalist agencies.
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Outcome area 11: Continue to develop the
criminal justice workforce to prevent and
reduce AOD harm
A. Police
Police play a major role in preventing and responding
to AOD-related harm. Alcohol and other drug issues
also represent a considerable impost on police
agencies. Policing roles, for example, include the
reduction of harm associated with licensed premises,
dealing with intoxicated individuals and groups,
AOD-related traffic issues and illicit drug supply
reduction measures. Additional important roles
include the diversion of minor drug offenders into
the health and education systems and the referral
of victims and offenders experiencing AOD-related
harm (and multiple morbidities) to health and welfare
agencies as well as the important roles played by
youth liaison officers and Aboriginal community
liaison officers. Police also play a role in supporting
illicit drug harm reduction outcomes via policies:
• that minimise interference of access by
injecting drug users to needle and syringe
programs; and
• that ensure priority is given to the wellbeing
of victims of non-fatal overdoses over the
prosecution of drug related offences, so
as to increase the likelihood that those in
attendance will call an ambulance.
General duties police officers spend a
considerable proportion of their time dealing
with AOD issues; however police agencies
also have a significant number of personnel
who undertake specialised AOD-related
roles. These include illicit drug investigators,
those working in AOD-related road safety and
those involved in liquor licensing activities.
Generalist and specialist police will therefore
have different workforce development needs.
Opportunities to further strengthen the AOD
workforce development needs of police can be
explored given the important role police play in
reducing AOD harm.
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Actions could include:
• Undertaking a national study to:
»» Identify the range of roles in which
police are currently, or could potentially
be involved in, which reduce AODrelated harm in the community including
prevention, early intervention and harm
minimisation;
»» Examine the current status of AODrelated education and training workforce
development activities available for police
in Australia at pre-service, general duties,
specialist and executive levels. This
examination should include workforce
development activities available within and
beyond policing agencies (such as in the
vocational education and training sector)
and address roles undertaken in urban,
rural and remote environments;
»» Highlight gaps between current/potential
police roles and workforce development
opportunities;
»» Develop mechanisms to address those
gaps; and
»» Explore the inclusion of AOD modules in
all public safety training packages.
• Explore opportunities for the development of
national AOD learning resources for police to
avoid duplication of effort.
• Develop models of good practice
which enhance cooperation and referral
arrangements between health, welfare and
policing agencies to enhance systemic
responses to individuals experiencing AODrelated harm and multiple morbidities.
• Develop models of good practice to enable
the timely sharing of information between
police and relevant agencies concerning illicit
drug trends and local referral options for those
experiencing AOD harm.
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B. Correctional officers
A substantial proportion of offenders within
correctional facilities, community correctional
services and under the jurisdiction of juvenile
justice have experienced AOD-related harm.
Correctional environments pose particular risks of
harms such as the transmission of blood-borne
viruses and both fatal and non-fatal overdose
on release (National Corrections Drug Strategy
2006–2009 [NCDS, 2008]). Aboriginal and Torres
Strait Islander Australians remain grossly over
represented in the correctional system. In 201213, Aboriginal and Torres Strait Islanders made up
more than a quarter of the prison population, and
their national age standardised imprisonment rate
per 100,000 adults was 1,861.9 compared with
a corresponding rate of 155.9 for non-Indigenous
prisoners (Steering Committee for the Review of
Commonwealth/State Service Provision, 2012) .
Despite these challenges, the contact between
offenders and the correctional system presents
a unique opportunity to address the range of
problems facing this population, who do not
adequately access health care in the community.
The provision of services to offenders in
correctional and community-based facilities
requires collaboration between health and
justice jurisdictions. Effective partnerships with
community service providers will deliver effective
through-care and ease the transition from
highly structured custodial environments to the
community (NCDS, 2008).
Actions could include:
• Undertaking a national study to:
»» Examine the current status of AOD-related
education and training workforce development
activities available for correctional officer
and professional/allied health employees of
correctional services in Australia. The study
should focus on training to:

oo refer offenders to available AOD
treatment programs, both in
correctional centres and in the
community; and
oo implement evidence-based
interventions in correctional
environments.
• The study should also make recommendations
to address identified education and training
gaps and where possible identify opportunities
for national program and resource
development, consistent with the correctional
services training package.
• Build and strengthen partnerships with key
agencies to advise and provide support to
address AOD harm among offenders. This
could include AOD agencies, Aboriginal and
Torres Strait Islander services and mental
health service providers and government
agencies for assisting offenders with health
issues both pre-release and in the community.
• Highlight workforce development
opportunities, and develop mechanisms to
address them.
Key Performance Indicators could include:
• Police and correctional roles have capabilities
defined to reduce AOD related harm in the
community.
• Availability of workforce development
resources and programs for criminal justice
workers to enhance their capacity to reduce
AOD harm.
• Number of workforce programs to develop
effective linkages between criminal justice
and specialist AOD agencies.

oo conduct initial assessments of
offenders to ascertain their specific
AOD-related needs;
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Outcome area 12: Promote the ability of
the education sector to reduce AOD harm
Education sector workers play a major role
in preventing and reducing AOD harm. It is
important to note that the education sector
includes not only primary and secondary schools,
but vocational and tertiary institutions. Education
institutions provide an excellent setting for
prevention programs and an increased level of
student connectedness to educational institutions
is protective against AOD use and harm. Most
educational institutions are likely to need a
combination of universal and targeted programs.
The former would have a preventive focus and
address the needs of the majority of students.
The latter would tackle more complex issues
confronting the relatively small number of students
engaged in risky AOD-related behaviours.

Actions could include:
• Ensuring that education sector workers have
access to effective professional development,
support and resources that enable them to:
»» Provide accurate and age-appropriate
programs about AOD for students;

• Provide education sector workers with a
clearer synthesis and better dissemination of
the current evidence base to enable them to
make more informed decisions and choices
concerning AOD education programs and
activities.
• Develop a tool to allow educational
institutions to determine which approaches
to AOD education will fit best with their
priorities, demographics, location, budget,
human resources, culture and profiles of risk
behaviour.
Key Performance Indicators could include:
• Availability of workforce development
resources and programs for the education
sector enabling them to enhance their
capacity to prevent and reduce AOD harms
among students.
• Number of workforce programs to develop
effective linkages between the education
sector (primary, secondary, VET, tertiary) and
specialist AOD sector (service providers,
registered training organisations and research
agencies).

»» Assist students to gain the knowledge and
skills to help them make informed decisions,
solve problems and create closer links to
education institutions and their families and
peers;
»» Increase student awareness of risky
situations and strategies to reduce risks and
harms;
»» Create institutional environments which are
safe, stable and discourage harmful AOD
use;
»» Implement policy frameworks which prevent
and reduce AOD harm and respond
appropriately to AOD-related incidents; and
»» Create partnerships with specialist and
generalist community agencies to facilitate
referral if problems arise.
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APPENDIX: Links to other Strategies
This Strategy was prepared in the context of, and supports the directions of, a range of other national
Strategies. The table below highlights the linkages between each of the actions under this, and relevant
parts of other, strategies.

National Alcohol and
other Drug Workforce
Development Strategy
Outcome areas

National Drug
Strategy 2010-2015

National Alcohol
Strategy 2006-09

Understand the specialist
AOD prevention and
treatment workforce

Supporting Approach:
Workforce

Where to from here?: Workforce.

Create a sustainable
Supporting Approach:
specialist AOD prevention
Workforce
and treatment workforce by
addressing recruitment and
retention issues

Where to from here?: Workforce.

Match roles with
capabilities

Supporting Approach:
Workforce

Enhance capacity to cater
for AOD clients with coand multiple morbidities
and other complex needs

Pillar 1: Objective 2 –
Reduce the use of drugs in
the community

Improve child and family
sensitive practice

Pillar 3:
Objective 2 - Reduce harms
to families

Supporting Approach:
Workforce

Where to from here?: Workforce.
Where to from here?:
Developing Partnerships
and Links

Supporting Approach:
Workforce
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National
Amphetamine-Type
Stimulant (ATS)
Strategy 2008-2011

National
Pharmaceutical Drug
Misuse Framework for
Action (2012-2015)

Priority Area 5:
Organisational and system
capacity to prevent and
respond to ATS problems

Priority Area 7:
Treatment and harm
reduction

Priority Area 5:
Organisational and system
capacity to prevent and
respond to ATS problems

Priority Area 5:
Structural factors

National Cannabis
Strategy 2006-2009

National Tobacco
Strategy 2012–2018

Priority Area 4:
Responding to problems
associated with cannabis

Priority Area 5:
Strengthen efforts to
reduce smoking among
populations with a high
prevalence of smoking

Where to from here?:
Workforce development

Priority Area 9:
Provide greater access to
a range of evidence-based
cessation services to
support smokers to quit
Priority Area 5:
Organisational and system
capacity to prevent and
respond to ATS problems
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National Alcohol and
other Drug Workforce
Development Strategy
Outcome areas

National Drug
Strategy 2010-2015

Improve consumer
participation in AOD service
provision, policy and
planning

Pillar 1: Objective 3 Support people to
recover from dependence
and reconnect with the
community

Increase the capacity of the
workforce to reduce AOD
harm among Aboriginal
and Torres Strait Islander
peoples

Pillar 1: Objective 2Reduce use of drugs in the
community

Increase the capacity of
the workforce to respond
appropriately to AOD
issues among culturally and
linguistically diverse (CALD)
groups.

Pillar 1:
Objective 2-Reduce the use
of drugs in the community

Increase the capacity of
the workforce to respond
appropriately to AOD
issues among lesbian, gay,
bisexual, transgender and
intersex individuals.

Pillar 1:
Objective 2-Reduce the use
of drugs in the community
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National Alcohol
Strategy 2006-09

Where to from here?: Workforce.
Priority Area 3B:
Health Impacts

Supporting Approach:
Workforce

Supporting Approach:
Workforce

Supporting Approach:
Workforce

Where to from here?:
Workforce
Priority Area 3B:
Health impacts

Where to from here?:
Workforce
Priority Area 3B:
Health impacts
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National
Amphetamine-Type
Stimulant (ATS)
Strategy 2008-2011

National
Pharmaceutical Drug
Misuse Framework for
Action (2012-2015)

National Cannabis
Strategy 2006-2009

National Tobacco
Strategy 2012–2018

Priority Area 4:
Responding to problems
associated with cannabis

Priority Area 4:
Bolster and build on
existing programs and
partnerships to reduce
smoking rates among
Aboriginal and Torres Strait
Islander people

Priority Area 6:
Health information and
other consumer responses

Priority Area 5:
Organisational and system
capacity to prevent and
respond to ATS problems

Where to from here?:
Workforce development

Priority Area 9:
Provide greater access
to a range of evidencebased cessation services to
support smokers to quit
Priority Area 5:
Organisation and system
capacity to prevent and
respond to ATS problems

Priority Area 4:
Respond to problems
associated with cannabis

Priority Area 5:
Organisation and system
capacity to prevent and
respond to ATS problems

Priority Area 4:
Respond to problems
associated with cannabis
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Where to from here?
Workforce development

Where to from here?
Workforce development

Priority Area 9:
Provide greater access
to a range of evidencebased cessation services to
support smokers to quit.

Priority Area 9:
Provide greater access
to a range of evidencebased cessation services to
support smokers to quit.
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National Alcohol and
other Drug Workforce
Development Strategy
Outcome areas

National Drug
Strategy 2010-2015

National Alcohol
Strategy 2006-09

Enhance the capacity
of generalist health,
community, welfare and
support services workers
to prevent and reduce
AOD harm

Pillar 1: Objective 2 –
Reduce the use of drugs in
the community

Where to from here?:
Workforce.

Supporting Approach:
Workforce

Continue to develop the
Pillar 2: Supply reduction
criminal justice workforce
to prevent and reduce AOD Supporting Approach:
Workforce
harm

Priority Area 3:
Health Impacts
Where to from here?:
Developing Partnerships
and Links

Where to from here?:
Workforce.
Priority area 1:
Intoxication
Priority Area 2:
Public Safety and Amenity
Where to from here?:
Developing Partnerships
and Links

Promote the ability of
education sector workers
to reduce AOD harm
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Supporting Approach:
Workforce

Where to from here?:
Workforce.
Priority Area 4:
Cultural Place and Availability
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National
Amphetamine-Type
Stimulant (ATS)
Strategy 2008-2011

National
Pharmaceutical Drug
Misuse Framework for
Action (2012-2015)

National Cannabis
Strategy 2006-2009

National Tobacco
Strategy 2012–2018

Priority Area 4:
Problems associated with
ATS use

Priority Area 2:
Supporting prescribers

Priority Area 4:
Responding to problems
associated with cannabis

Priority Area 5:
Strengthen efforts to
reduce smoking among
populations with a high
prevalence of smoking

Priority Area 5:
Organisational and system
capacity to prevent and
respond to ATS problems

Priority Area 2:
The supply of ATS

Priority area 3:
Supporting pharmacists
and other health
professionals

Where to from here?:
Workforce development

Priority Area 9:
Provide greater access
to a range of evidencebased cessation services to
support smokers to quit

Priority Area 5:
Structural factors

Priority Area 4:
Regulation and monitoring

Priority Area 5:
Organisational and system
capacity to prevent and
respond to ATS problems

Priority Area 3:
The use of ATS
Priority Area 5:
Organisational and system
capacity to prevent and
respond to ATS problems
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Priority Area 2:
Preventing the use of
cannabis
Where to from here?:
Workforce development

Priority Area 5:
Strengthen efforts to
reduce smoking among
populations with a high
prevalence of smoking

Priority Area 2:
Preventing the use of
cannabis
Where to from here?:
Workforce development
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Glossary of terms
Alcohol or other drug dependence refers
to the need for repeated doses of AOD to feel
good or to avoid feeling bad. It also refers to a
cluster of cognitive, behavioural and physiological
symptoms that indicate a person has impaired
control over their AOD use and continues to use
despite adverse consequences.
Brief intervention is a strategy involving short,
structured therapy, which primarily aims to assist
an individual to stop, reduce or minimise the harm
associated with AOD use.
Child and family sensitive policy and practice
involves raising awareness of the impact
of substance use problems upon families,
addressing the needs of families and seeing the
family - rather than the individual adult or child - as
the unit of intervention. It necessitates identifying
and addressing the needs of adult clients as
parents, as well as the needs of their children, as
part of treatment and intervention processes.
Clinical supervision is a process by which two
or more professionals formally meet to reflect
on and review clinical situations with the aim of
supporting and enhancing the clinician in their
professional activities.
Cultural security refers to the provision of
services in a way that respects the cultural rights
and values of clients and offers them the best
available services.
Drug diversion refers to the diversion of minor
drug offenders from the criminal justice system
into drug treatment or education.
Early interventions are proactive strategies that
combine early detection of hazardous or harmful
AOD use with interventions to reduce use and/or
harm.
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Evidence-based practice refers to applying
validated research results (evidence) when making
decisions about a particular issue.
Evidence informed practice involves using the
best available research and practice knowledge to
guide decision making. It recognises the fact that
validated research results are not always available
to guide decision making.
Fetal alcohol spectrum disorders (FASD) is
an umbrella term which describes a continuum
of permanent birth defects caused by maternal
consumption of alcohol during pregnancy. It
includes, but is not limited to, foetal alcohol
syndrome.
Generalist workers are employed in the
mainstream workforce and have non-AOD-related
core roles, but nonetheless have substantial
scope to prevent and minimise AOD harm.
Interprofessional education occurs when two or
more professions learn with, from and about each
other to improve collaboration and the quality of
care.
Multiple morbidities in this context refers to
the co-existence in an individual of two or more
long-term medical, psychiatric or psychological
conditions in addition to a substance use
problem.
Peer workers provide social, emotional,
or practical support to people experiencing
AOD harm. Peer workers have generally
experienced similar AOD problems to those
they are supporting. This support may be
provided on a paid or unpaid basis.
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Prevention programs are services or other
measures designed to prevent harmful AOD
use. There are three levels of prevention: primary
prevention (preventing uptake of AOD use),
secondary prevention (preventing problematic
and/or increased AOD use) and tertiary
prevention (reducing use and harms associated
with AOD use).
Specialist AOD workers are those whose core
role involves preventing and responding to AOD
harm. They include AOD workers, nurses, social
workers, doctors, peer workers, needle and
syringe program workers, prevention workers
and addiction medicine specialists and specialist
psychologists and psychiatrists.
Workforce development is a multi-faceted
approach which addresses the range of factors
impacting on the ability of the workforce
to function with maximum effectiveness in
responding to alcohol and other drug-related
problems. Workforce development should have a
systems focus. Unlike traditional approaches, this
is broad and comprehensive, targeting individual,
organisational and structural factors, rather than
just addressing the education and training of
individual mainstream workers.
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Introduction

Providing effective and appropriate mental
health services continues to be a challenge
for government at all levels. Mental illness and
mental health problems are common, sometimes
devastating in their impact, and come at a
considerable economic and social cost. Like
other areas of health, mental health services
are provided in primary, secondary and tertiary
service settings. But, perhaps more so than other
areas of health, good mental health services
also rely on community support services, and
have an important interface with areas such
as employment, housing, emergency services
and the justice system. At the centre of good
mental health service delivery is the engagement
between the service provider and the consumer.
While interventions such as biological and
psychological treatments are important, empathy,
understanding and expert knowledge are critical
to successful outcomes.
In Australia the National Mental Health Strategy
guides mental health policy and practice. The
National Mental Health Policy was revised in 2008,
and the latest in a series of plans—the Fourth
National Mental Health Plan—was released in 2009.
The new National Standards for Mental Health
Services were released in September 2010.
A sustainable, skilled and appropriate workforce
is fundamental to the success of the strategy.
Accordingly, the Fourth National Mental Health
Plan contains a specific action to support
the development of a national mental health
workforce strategy. The plan envisages that
greater consistency in roles and responsibilities
of service providers across the spectrum of
care will be supported by other key actions,
such as the development of a national service
planning framework and improved reporting
and accountability measures.

This National Mental Health Workforce Strategy
provides key areas for consideration and further
development to inform and support initiatives
that will ensure that our mental health workforce
continues to grow, and is equipped to provide
effective and appropriate services across the
clinical and community support sectors.

Aim
The aim of the strategy is to develop and support
a well-led, high performing and sustainable
mental health workforce delivering quality,
recovery-focused mental health services.
The focus of this strategy and plan is the
workforce, whose primary role involves early
intervention, referral, treatment, care or support
to people with a mental illness, in a mental health
service or other health service environment,
including non-government community mental
health services.
The workforce includes mental health nurses,
psychiatrists, general registered nurses,
enrolled nurses, general and other medical
practitioners, occupational therapists, social
workers, psychologists, Aboriginal mental health
workers, Aboriginal health workers, mental health
workers, consumer workers and carer workers.
It encompasses workers in a range of settings,
including hospitals, health care and community
mental health services and correctional facilities
across metropolitan, regional and remote areas
of Australia. These workers are engaged in public,
private and non-government (NGO)1 services.
1

Community Mental Health Australia, the peak body
for the NGO sector in mental health, has advised that
the sector is reconsidering how it is described, and
that in the future, the sector may be referred to as the
community managed organisations (CMO) sector.
The sector provides a range of mental health support
services, with funding from government at all levels.
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The impact of mental illness
Mental illnesses or disorders profoundly affect
an individual’s social, emotional, psychological,
physical and cognitive wellbeing, and can have
major consequences for the health and wellbeing
of carers, families and communities. One in five
Australians experience symptoms of a common
form of mental disorder (anxiety, affective or
mood disorders, substance use disorders) in
any 12-month period, while about 45 per cent
of Australians will experience a mental disorder
during their lifetime.2 Some 2.5 per cent of the
population is affected by severe and persistent
mental illness, and may require many services
over a long period. The overall treatment rate
for people with mental disorders remained fairly
stable at about 35 per cent from 1997 to 2007.
Recent modelling estimates the overall treatment
rate in 2010 was approximately 46 per cent.3
Individuals experiencing mental illness, and
their carers and families, are at higher risk of
adverse social, economic and health outcomes.
People with long-term mental health problems
experience significantly higher rates of physical
illness, and are likely to experience social exclusion
and discrimination as a direct consequence of
their difficulties.
The economic costs of mental illness to the
community remain high. About $4.6 billion in
services were provided in 2006–07.4 The annual
cost to employers of reduced productivity has
been estimated at 30 million working days. The
value of disability and premature death among
young people aged 12–25 years has been
estimated at $20.5 billion. Mental illness has

2

3

4

2

Australian Bureau of Statistics (2008) National Survey of
Mental Health and Wellbeing 2007: Summary of results,
ABS catalogue number 4326.0, Canberra.
Centre for Health Policy, Programs and Economics,
the University of Melbourne (2011) Evaluation of the
Better Access to Psychiatrists, Psychologists and General
Practitioners through the Medicare Benefits Schedule
Initiative: Summative Evaluation. This modelling is
based on an analysis of service utilisation data from
Commonwealth, state and territory sources that provide
reliable, unique counts of people treated.
Commonwealth Department of Health and Ageing
(2009) Fourth National Mental Health Plan: An agenda
for collaborative action in mental health 2009–2014,
Canberra.
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been identified as the third leading cause of the
burden of disease in Australia, and projections to
2023 indicate that mental illness is expected to
remain the largest contributor to the prevalence
of disability until age sixty.
In Australia, as in comparable countries,
treatment, care and support continue to evolve
as society moves away from the historical focus
on institutionalised care of people with a mental
illness. The need for services remains high, but
approaches to care are changing. Workforce
development needs to support system changes,
as well as meeting the needs of consumers
and carers, their families and communities
through existing service models. In particular,
a shift in focus is needed away from the primary
consideration of clinical care, to a more holistic
model, where the notion of personal recovery
is given greater attention. While the aim should
always include minimising disability experienced
as a result of mental illness, there is growing
agreement that recovery-oriented services should
be provided in a manner that maximises hope,
autonomy, choice and full engagement in the
community.

Strategic directions in
mental health reform
The progressive reform of mental health service
delivery over the duration of the National Mental
Health Strategy has resulted in significant shifts
in where and how mental health services are
delivered. In particular, there has been a shift
at a state level, from stand-alone services, to
inpatient services co-located with general health
services linked to a range of community-based
services. There has also been growth in the nongovernment or community support sector funded
through state governments. Likewise, there has
been an expansion in mental health-related
medical rebates, and specific initiatives funded
through the Australian Government to improve
access to clinical and community support services.
These strategic directions are further enhanced
in the Fourth Plan to support the development of
greater collaboration between providers, better
continuity of care and improved capacity for early
intervention—in life, illness and episode.

The Fourth Plan also recognises that improved
outcomes for people with mental illness
will require engagement with other areas of
government, and better education and awareness
in the whole community. People living with
mental illness need access to good physical health
care, stable and appropriate accommodation,
and meaningful occupation. Recovery-oriented
services are expected to give consideration to
these broader social areas as well as to treatment
and care related to the mental illness, and to
work with their client or patient to maximise the
realisation of personal autonomy and choice. A
competent, multidisciplinary workforce, equitably
distributed and well supported, will be crucial if
we are to realise these goals.

Outcome areas for the National
Mental Health Workforce Strategy
Five outcome areas have been developed as the
focus of this strategy based on the literature, data
and advice from consultations:
1. Developing, supporting and securing the
current workforce.
2. Building capacity for workforce innovation
and reform.
3. Building the supply of the mental health
workforce.
4. Building the capacity of the general health
and wellbeing workforce.
5. Data and monitoring and evaluation.

The mental health workforce
in Australia
Growing and developing the health workforce is
a priority for governments in Australia. Despite
increases in the size of the mental health
workforce over recent years, many public, private
and NGO mental health services are experiencing
shortages in workforce supply, and difficulties with
recruitment, distribution and retention.

The mental health workforce operates in a
complex set of interrelated services. Consumers
use a variety of public, private and nongovernment health service providers for mental
health care, treatment and support. Care is now
delivered primarily in community settings. A
substantial NGO sector has developed, consisting
of an estimated 800 organisations of varying size
and service type.
Services include hospitalisation and other
residential care, hospital-based outpatient services
and community mental health care services,
home-based and community-based psychosocial
rehabilitation and support services, assessment
and treatment services in the criminal justice
system and consultations with both specialists and
general practitioners (GPs). Other related activities
include mental health promotion, mental illness
prevention and early intervention and referral,
assistance with daily living and with maintaining
wellness.
Because services are provided in a range of
settings, and are funded through different
levels of government or different government
departments, it can be difficult to develop a
reliable and coherent understanding of the
size and distribution of the mental health
workforce. A recent report on the workforce in
non-government organisations that provide
mental health services contributes to a greater
understanding of that workforce. Data collected
through Medicare and by the Australian Institute
of Health and Welfare (AIHW) provide reasonable
detail about the clinical workforce. For example,
the most recent figures from the AIHW show that
in 2007–08, there were over twenty-one thousand
FTEs employed in public-funded mental health
services across medical, nursing and allied health
disciplines.5
There is a need to further refine and clarify the
data collected to allow a better understanding
of the mental health workforce across the
different sectors. Workforce supply cannot always
meet demand, and socio-economically and
geographically disadvantaged areas continue
to be underserviced. Workers from different
5

AIHW (2010) Mental health services in Australia 2007–08,
AIHW Mental Health Series, number 12, Canberra.
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disciplines and backgrounds are differentially
distributed across sectors and locations. A brief
summary of the available information regarding
the relevant professions in mental health suggests
the following:

Nurses
The majority of mental health nurses are
employed in the public sector, especially in
mental health inpatient or community mental
health facilities. There is a national shortage of
nurses providing mental health care, owing to
the higher-than-average age of workers in the
profession, increased services, and recruiting
difficulties.6 The number of nurses providing
mental health care has remained relatively
static, with nurses working longer hours. The
existing workforce has inadequate capacity
to provide supervision and mentoring and
undertake professional development. While the
majority of nurses providing mental health care
work in metropolitan areas, in general, they are
distributed more evenly than other mental health
professionals. The recent expansion of work
roles through the Mental Health Nurse Incentive
Program (MHNIP) and nurse practitioner initiatives
are widely supported.

Psychiatrists
Psychiatrists work in the public and private sectors,
but rarely in the NGO sector. Their distribution,
like that of many medical specialists, is skewed
towards major cities.7 Available data point to a
critical shortage in the supply of psychiatrists to
meet demands in the next decade.8 Representing
about 85 per cent of the psychiatrist workforce
in Australia, RANZCP has 2,622 fellows (as at
November 2009), of whom 14.6 per cent are over
the age of 65 years, and 39 per cent will reach
retirement age in the next decade.9
6

7
8
9

4

Mental Health Workforce Advisory Committee (2008a)
Mental Health Workforce: Supply of Mental Health
Nurses.
AIHW (2009) Mental health services in Australia 2006–07,
AIHW Mental Health Series, number 11, Canberra.
Mental Health Workforce Advisory Committee (2008b)
Mental Health Workforce: Supply of Psychiatrists.
Royal Australian and New Zealand College of
Psychiatrists, Workforce Survey 2009, RANZCP,
Melbourne.
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Shortages in the psychiatrist workforce in Australia
are likely to worsen: two-thirds of psychiatrists
practising in 2000 expect to retire by 2025.
Increasing demand, coupled with the challenges
of filling psychiatry training positions, recruiting
psychiatrists to work in rural and remote areas,
and the changing nature of the workforce (notably
the increasing proportion of female psychiatrists
and reduction in working hours among older
male psychiatrists) mean that replacing one
retiring psychiatrist is likely to require more than
one younger psychiatrist. The current increase in
medical graduates offers opportunities to recruit a
larger number of junior doctors into the specialty.

General practitioners
General practitioners (GPs) deal with a wide range
of physical and mental health issues. The AIHW
estimates that there were 13.2 million mental
health-related GP encounters in 2008–09.10 These
are encounters in which at least one mental
health-related problem was managed. GPs often
manage multiple problems in one encounter, and
also frequently manage chronic conditions such as
depression.
GPs are often the first point of contact in the
health system, and may act as a gateway to more
specialised services. The most common types of
management for mental health-related problems
are medication, counselling, pathology tests and
referrals. More than 40 per cent of GPs work in
practices with between two and four full-time
equivalent doctors. Significant efforts are being
made to improve recruitment into GP training
programs because of workforce shortages, which
are particularly acute in rural and remote areas.

Psychologists
The majority of psychologists currently work
in the public sector and in metropolitan
areas.11 According to the Skills Shortage List,
clinical psychologists were considered to be in
statewide shortage in New South Wales, Victoria,
Queensland, South Australia, the Northern
Territory and Tasmania, with Western Australia

10
11

AIHW (2010).
AIHW (2006) Psychology Labourforce 2003, catalogue
number HWL 34, Canberra; AIHW (2010).

noted as having recruiting difficulties in rural and
remote areas. Increasing uptake of psychological
services, particularly through the Better Access
Program, may lead to increased demand for
psychologists in the future. The availability of
Medicare rebates for psychologist interventions
means that an increasing number of psychologists
may opt to work in the private sector, putting
strains on supply and potentially providing a
pathway for senior clinicians out of public mental
health services. Psychologists in the private sector
may also undertake visiting services in the public
setting, and psychologists are employed in NGO
settings.
In a member survey conducted by the Australian
Psychological Society (APS) in 2009, about 22
per cent of survey respondents indicated an
intention to cease or reduce work in the public
sector in preference for work in the private sector.
However, workforce data on psychologists are
currently based on the agreed levels and types of
qualifications for psychologists to be registered to
gain access to the Medical Benefits Scheme, and
changes to current registration and accreditation
requirements for psychologists are likely to
adversely affect the availability of the psychology
workforce in the future.

Social workers
While available data suggest that a growing
number of social workers are working with
people with mental health conditions, there
is limited data relating to the supply of social
workers relative to their demand in mental health
settings.12 Social workers are employed in a
diverse range of sectors, including the NGO sector.
Opportunities for work in the private sector have
broadened through changes to Medicare in recent
years. The recent inclusion of core mental health
content as a requirement for accreditation of social
work qualifying courses may increase the pool of
social workers interested in mental health.
Based on the Skills Shortage List, statewide
shortages of social workers were recorded in
New South Wales (particularly for specialised areas
such as child abuse, drug and alcohol and mental
12

AIHW (2010); Australian Association of Social Workers
Survey.

health), Queensland (especially in rural and remote
areas and the community sector), Victoria, Western
Australia, the Northern Territory and the Australian
Capital Territory, with Tasmania experiencing
shortages in rural and remote areas.

Occupational therapists
The available data also suggests that a growing
number of occupational therapists (OTs) are
working in mental health services. National
registration of OTs from 2012 will improve data
considerably. Opportunities for private practice in
mental health by OTs have also increased through
Medicare, although numbers are relatively small.
For occupational therapists, the Skills Shortage List
records statewide shortage for New South Wales
(particularly in specialised areas such as aged
care and mental health), Victoria, Queensland,
Tasmania, Western Australia and the Northern
Territory.

Vocationally qualified mental
health workers
Vocationally qualified mental health workers
include community support and recovery
support workers. They are usually located in
the community NGO sector, where historically,
workforce data has not been routinely collected,
and they are identified on the Skills Shortage List.
Community Mental Health Australia supports
the Certificate IV in Mental Health as a voluntary
minimum qualification for work in the NGO sector.
The outcome of the current NGO Mental Health
Workforce Study, together with monitoring of
enrolment and completion rates for the updated
VET community services training programs
in mental health may provide some interim
mechanisms to track supply of the workforce in
the short term.

Consumer and carer workers
Consumer and carer workers are employed in
public mental health services and the NGO sector.
Under the Targeted Community Care (Mental
Health) Program Guidelines, particularly in the
Personal Helpers and Mentors (PHAMs) service
stream, opportunities for employment have
increased. Roles may include consumer advocate,
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carer advocate, consumer consultant, carer
consultant, consumer manager, peer support
worker or mentor. Workers may be engaged in
systemic advocacy work, the provision of support
to consumers, carers and families, and education
or training roles. Limited data is available in regard
to this workforce.

Overseas-trained mental
health professionals
The recruitment and credentialing of international
medical graduates and other overseas-trained
health professionals is and will continue to be
an ongoing activity of jurisdictions, professional
accrediting bodies and of Health Workforce
Australia. There is strong evidence that the same
workforce shortages and trends are experienced
globally. Nonetheless, it is acknowledged that
now and for the foreseeable future, overseastrained health professionals make an essential
contribution to mental health services, especially
in rural and remote areas.

Working in mental health
People who work in mental health services are
among the major strengths of the system. They
are essential both to service improvement and
to mental health reform, and have a vital role in
improving health and social outcomes for the
Australian community.
Working in mental health offers particular
challenges and benefits, and can be exceptionally
satisfying. As well as the more traditional areas
of treatment and care, mental health work offers
the opportunity to contribute to the personal
recovery of consumers, including assisting them
in addressing the challenges they meet daily and
providing support to their families and carers.
Mental health services are delivered in a range of
settings, and frequently utilise multidisciplinary
teams. Working with people from a range of
professional backgrounds is a positive aspect of
employment in mental health. People bring a
different range of qualifications, experience and
skills which can contribute to better treatment,
care and support. Inter-professional collaboration

6
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can offer benefits to both consumers and workers.
The interface with primary care and other types
of health and community services is also an
important part of the provision of effective
services.
There are opportunities to work in crisis teams
that intervene quickly to prevent or reduce the
impact of crisis and relapse; assertive outreach
teams which provide support and treatment for
people with long-term mental health problems
who have complex needs and who may find it
difficult to engage directly with services; and
recovery-oriented services which assist people to
stay well and engage with their community. The
range of work settings is diverse, and potentially
supports skill development in varying roles and
environments.
Some of the challenges particular to the area
include providing care, support and treatment
to people who may sometimes have severe
behavioural disturbance and related safety issues.
Some consumers receive involuntary treatment
and care, and this can raise a range of issues for
workers. The work can be stressful, and can test
the capabilities, resources or needs of workers.
Adequate training and support can and should
ameliorate job stress. Services need to be aware of
such issues and provide appropriate supervision,
particularly to more junior staff.
Workers in mental health may not always have
time to deliver services in the way that they would
prefer. The capacity to establish an effective
therapeutic relationship, refer appropriately, or
to simply spend time with a consumer, may be
constrained by the realities of a busy service and
competing demands on workers. Generic roles,
such as case management positions, or excessive
administration requirements, may leave workers
feeling that they are not using the skills they have
learned, and are not working to their potential.
Working in mental health has both positive and
negative aspects, as is true of many areas of work.
This strategy considers ways of further enhancing
the positive areas, and addressing some of the
challenges.

The current policy context
for this strategy
The mental health workforce is affected by
developments in the broader health workforce,
as well as by mental health policy changes and
developments. Health workforce shortages are a
national and an international issue. Major policy
and program developments are under way in
both the mental health and health workforces
in Australia.

Background to the national mental
health reform agenda in Australia
Since 1992 a National Mental Health Strategy has
provided a framework for reform. The original
strategy consisted of a National Mental Health
Policy; the Mental Health Statement of Rights and
Responsibilities; Australian health care agreements
(bilateral five-year agreements between the
Australian Government and each state and
territory); and a National Mental Health Plan to
coordinate mental health care reform in Australia
through national activities.
In addition to the National Mental Health
Strategy, the Council of Australian Governments
(COAG) developed the National Action Plan on
Mental Health 2006–2011, which committed
governments to a significant injection of new
funds into mental health, including expansion of
the Medicare Benefits Schedule to improve access
to mental health care delivered by private sector
psychologists and other allied health professionals,
general practitioners and psychiatrists. It also led
to increased investment by states and territories
in community-based mental health services,
enabling them to respond better to consumers
with severe and persistent mental illnesses, and
their carers and families. This included a significant
increase in mental health service provision by
NGOs.
The original National Mental Health Policy was
updated in 2008. It reiterated the need for a
whole-of-government approach to mental health
and identified ten key policy directions. In relation
to workforce, the policy direction calls for positive
and inclusive organisational cultures; access to
high quality education and training opportunities;
adequately trained and sufficient numbers of

clinical and non-clinical staff across public, private
and non-government sectors to provide high
quality services; safe environments; systemic
supports; and satisfactory incentives and rewards
to ensure job satisfaction (levels of remuneration,
appropriate career development opportunities
and prospects for promotion).
The Fourth National Mental Health Plan (2009–2014)
was released in November 2009. The development
of recovery-oriented services that are community
needs-based and align with the principles of the
Fourth Plan has implications for developing the
mental health workforce in Australia, including
continued development of services across sectors
and in community settings, in order to maximise
treatment options and outcomes.
The need to develop the workforce and increase
its capacity is noted in both the Fourth Plan and
the COAG National Action Plan on Mental Health
2006–2011. Recruiting and retaining a workforce
that is supported to maintain and further develop
skills and knowledge, and is responsive, culturally
competent and sustainable, remains a continuing
challenge.

Five key areas for national action
within the plan
Despite the achievements of previous Australian
mental health reforms and action plans, the
Fourth National Mental Health Plan highlights that
much can still be achieved at state and national
levels, and that greater emphasis on improving
accountability for both mental health reform and
service delivery is vital.
The plan has five key priority areas for national
action, of which Priority 4: Quality improvement
and innovation is most directly relevant to
workforce. There are some workforce implications,
however, from each priority.

Priority area 1: Social inclusion
and recovery
The plan recognises that to achieve greater social
inclusion there must be increased understanding
of mental health and wellbeing in the community,
and that delivery of services must be coordinated
across health and social domains. It includes
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the following actions which have workforce
implications:

Other actions that will have workforce implications
in this area are:

›› re-focused workforce development that
supports the recovery approach

›› increased consumer and carer employment in
clinical and community support settings

›› further expansion and development of a peer
support workforce.

›› expanded and better used innovative
approaches to service delivery, including
telephone and e-mental health services.

Priority area 2: Prevention and
early intervention
The plan endeavours to support outcomes where
people have a better understanding of mental
health problems and are thus more able to seek
help or support others early. Actions are directed
to ensuring greater recognition and response to
mental health issues, including to co-occurring
alcohol and drug problems, physical health issues
and suicide risk.

Monitoring and reporting on progress are crucial
in ensuring that the public can make informed
judgments about mental health reform and the
implementation of the plan. There should be
adequate, reliable information available about
services to compare against national benchmarks.
In order to achieve this, there needs to be:

The workforce implications include education
and training for front-line workers who come into
contact with people with mental health issues,
including police, ambulance, child protection and
other services. Training should include greater
awareness and understanding of co-existing
mental health and alcohol and substance abuse,
and of behaviour that may indicate risk of suicide.

›› an improvement in the type and level of data
collected to map and measure the mental
health workforce, its attributes and trends

Priority area 3: Service access,
coordination and continuity of care

The Mental Health Standing Committee (MHSC)
is progressing the plan’s implementation and
monitoring process on behalf of the Australian
Health Ministers Conference (AHMC). All
jurisdictions have been involved in developing
a draft implementation strategy that details the
process for implementation that will achieve the
plan’s aims and objectives. AHMC will report on
progress against this implementation strategy
every year to COAG.

The outcomes for this priority include improved
access to appropriate care, continuity of care and
an adequate mix of services.
Workforce implications include the development
of a national service planning framework (models
of care) which will include consideration of the
workforce components required.

Priority area 4: Quality improvement
and innovation
The outcomes intended in this area include
improved information about mental health service
availability and standards of care, and support
for emerging models of care. A key outcome is
expected to be the development and the initial
implementation of this National mental health
workforce strategy to inform a national approach
to define standardised workforce competencies
and roles in clinical, community and peer support
areas.
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Priority Area 5: Accountability—
measuring and reporting progress
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›› effective monitoring and evaluation of the
implementation of workforce strategies.

Governance of the Fourth
National Mental Health Plan

Responsibility for monitoring and coordination
of the implementation, evaluation and reporting
effort is vested in the MHSC. The AHMC has agreed
to establish a Cross-Sectoral National Mental
Health Plan Implementation Working Group to
progress the whole-of-government aspects of
the plan. The working group will provide the
opportunity to establish ongoing relationships
with other sectors to promote further adoption
of mental health reform across portfolios. The first
working group meeting was held in April 2010.

Reforms and developments
Several significant national reforms, projects,
policy and governance initiatives that will affect
the mental health workforce are underway,
or will soon begin. Some of these are directly
related to work under the Fourth Plan, such as
the development of a national mental health
service planning framework and the revision
of the National Standards for Mental Health
Services. Others are linked to developments in
the broader health context, such as the national
e-health strategy and the work of the Australian
Commission on Quality and Safety in Health
Care. Several initiatives will support the mental
health of people from culturally and linguistically
diverse backgrounds (such as transcultural
mental health centres), and Indigenous health
workforce development initiatives (for example,
the work of the Aboriginal and Torres Strait
Islander Health Registered Training Organisation
Network, or ATSIHRTON). Work is already under
way on a forthcoming national rural and remote
strategic framework, which has a focus on mental
health and alcohol and other drugs alongside
other identified service priorities (2010–2015).
A workforce study on the non-government
organisation mental health workforce was
completed in early 2011.

National Practice Standards
The National Practice Standards for the Mental
Health Workforce were developed in 2002 to guide
the practice of mental health nurses, occupational
therapists, psychiatrists, psychologists and social
workers. The Practice Standards outline the
knowledge, skills and attitudes required of any
member of the five disciplines employed in the
mental health workforce, and can also be used
by others involved in the provision of services to
people with mental health problems or disorders
(for example, carers and emergency room staff ).
The twelve core standards establish a two-year
timeframe, during which professionals can work
towards meeting the requirements of the Practice
Standards from the time they begin work in a
mental health service. In addition to individual
practitioners, the Practice Standards are aimed
at services and the five national professional

organisations representing psychiatry, psychology,
social work, nursing and occupational therapy. The
Practice Standards are intended to complement
each of the professional groups’ discipline-specific
practice standards or competencies and address
the shared knowledge and skills required when
working in a multidisciplinary mental health
environment. It is the responsibility of services
and professional organisations to encourage the
incorporation of the Practice Standards into routine
practice.

National Standards for Mental
Health Services
While the National Practice Standards for the
Mental Health Workforce relate to the skills,
knowledge and attitudes expected of those
who work in mental health services, the National
Standards for Mental Health Services apply to the
setting in which mental health care is provided.
The revised Standards cover ten areas. The tenth
standard relates to the delivery of care and
includes a recovery standard. (See Table 1 on
the following page.)
The Principles of recovery-oriented mental health
practice state that:
From the perspective of the individual with
mental illness, recovery means gaining and
retaining hope, understanding of one’s
abilities and disabilities, engagement in an
active life, personal autonomy, social identity,
meaning and purpose in life, and a positive
sense of self.
The Fourth Plan notes that recovery must be
viewed as both a process and outcome. The
National Recovery Principles identify six principles
to ensure recovery-oriented mental health
practice. These are:
1. uniqueness of the individual (including
empowering the individual to be at the centre
of care)
2. real choices (including achieving a balance
between duty of care and support for an
individual to take positive risks)
3. attitudes and rights (including listening to,
learning from and acting on communications
from the individual and their carers)
4. dignity and respect
National Mental Health Workforce Strategy
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Table 1: Service standards and related practice standards
National standard

National practice standard

1. Rights and responsibilities

Standard 1: Rights, responsibilities, safety and privacy

2. Safety
3. Consumer and carer participation

Standard 2: Consumer and carer participation

4. Diversity responsiveness

Standard 3: Awareness of diversity
Standard 4: Mental health problems and mental
disorders

5. Promotion and prevention

Standard 5: Promotion and prevention
Standard 6: Early detection and intervention
Standard 7: Assessment, treatment, relapse prevention
and support

6. Consumers
7. Carers
8. Governance, leadership and management

Standard 9: Service planning, development and
management
Standard 10: Documentation and information systems

9. Integration

Standard 8: Integration and partnership

10. Delivery of care (supporting recovery, access, entry,
assessment and review, treatment and support, exit
and re-entry).
Standard 11: Evaluation and research
Standard 12: Ethical practice and professional
responsibilities

5. partnership and communication (including
acknowledging each individual is an expert
on their own life, and that recovery involves
working in partnership with individuals and
their carers)
6. evaluating recovery (including measuring
outcomes on a range of indicators in addition
to health and wellness, such as housing,
employment and social relationships).
For some services and their staff, adopting
recovery principles in service is a major change
in their way of working with people with
mental health problems. There are consequent
implications for education and training curricula,
professional development and the mix of skills and
roles in service teams.
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Health Workforce Australia
Health Workforce Australia (HWA) is an initiative
of COAG, and was established to support the
provision of a health workforce that meets the
needs of the Australian community. Its initial
roles are to consolidate and integrate workforce
planning, policy and research across the health
and higher education sectors, including the
establishment of a National Statistical Resource
System for the health workforce to support longerterm planning initiatives and advise the Australian
Health Ministers Conference about workforce
directions. HWA is also managing funding and
training reforms for health professional clinical
training. COAG has announced that the agency
will oversee the following major reforms:

›› improvement in the capacity and productivity
of the health sector to provide clinical
education for increased university and
vocational education and training places
›› system, funding and payment mechanisms to
support health workforce reforms, including
new models of care and new and expanded
roles
›› the redesign of roles and creating evidencebased alternative scopes of practice
›› the development of strategies for aligned
incentives surrounding productivity and
performance of health professionals and
multidisciplinary teams
›› facilitation of immigration of overseas-trained
health professionals and the continued
development of recruitment and retention
strategies.

National Registration and
Accreditation Scheme
The new National Registration and Accreditation
Scheme commenced on 1 July 2010. The new
system creates a single national registration and
accreditation system for ten health professions
(initially): chiropractors, dentists (including
dental hygienists, dental prosthetists and dental
therapists), medical practitioners, nurses and
midwives, optometrists, osteopaths, pharmacists,
physiotherapists, podiatrists and psychologists.
Mandatory continuing professional education
(CPE) will apply to these professions. The system
is being delivered through the Australian Health
Practitioner Regulation Agency (AHPRA) and the
new national registration boards established
for each of the professions. From July 2012,
occupational therapists, Aboriginal and Torres
Strait Islander health workers, Chinese medicine
practitioners and medical radiation workers
will also be included as nationally registered
professions.
The new scheme is being established to deliver
a range of benefits to the Australian community,
including:
›› providing for the protection of the public
by ensuring that only practitioners who are
suitably trained and qualified to practise in a
competent and ethical manner are registered

›› facilitating workforce mobility across Australia
and reducing red tape for practitioners
›› facilitating the provision of high-quality
education and training and rigorous and
responsive assessment of overseas-trained
practitioners
›› consideration of the public interest in
promoting access to health services
›› consideration of the need to enable the
continuous development of a flexible,
responsive and sustainable Australian health
workforce, and enable innovation in education
and service delivery.

Commonwealth Mental Health
Investment Package
In May 2011, the Commonwealth Government
announced a $1.5 billion investment package over
five years. These reforms are aimed at improving
the lives of people with mental illness by:
›› providing more intensive support services, and
better coordinating those services, for people
with severe and persistent mental illness who
have complex care needs;
›› targeting support to areas and communities
that need it most, such as Indigenous
communities and socioeconomically
disadvantaged areas that are underserviced by
the current system; and
›› helping to detect potential mental health
problems in the early years, and supporting
young people who struggle with mental illness.
This investment focuses on five key reform areas:
›› better care for people with severe and
debilitating mental illness, who are amongst the
most disadvantaged people in our community
›› strengthening primary mental health care
services
›› prevention and early intervention for children
and young people
›› encouraging economic and social participation,
including jobs, for people with mental illness
›› improving quality, accountability and
innovation in mental health services.
Consistent with these reform areas, the 2011–12
Commonwealth Budget provides: $571 million
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to expand services and improve their delivery for
people with severe mental illness; $492 million
for prevention and early intervention mental
health services for children and young people;
$220 million to improve access to the primary
health care system for people with mental
illness; and $32 million for a National Mental
Health Commission to increase accountability
and transparency (including $12 million in new
funding).
In addition, $201.3 million will be made available
in a competitive funding pool through a proposed
National Partnership Agreement (NPA) on Mental
Health. The NPA will be negotiated with all
jurisdictions and finalised at COAG in 2011. The
NPA aims to address identified gaps focusing
on accommodation support, and presentation,
admission and discharge planning in emergency
departments.
Through the Budget, the Commonwealth
Government also stated its commitment to
ongoing reform and will develop a ten-year
Road Map for Mental Health Reform, which will
be finalised in 2011. The Road Map, to be further
developed in consultation with stakeholders, and
the states and territories, will create a vision for
long-term reform of the mental health system.
The ten-year Road Map will provide a long-term
guide and a framework for national direction
and investment.
When combined with the 2010–11
Commonwealth Budget and election
commitments, which provide $624 million over
the same five-year period, the Commonwealth
Government will commit $2.2 billion in funding
over the next five years for mental health services.
In addition, and under the broader health
reforms previously announced at COAG, the
Australian Government is investing in subacute
mental health beds; and providing $78.5 million
for mental health projects through the Health
and Hospitals Fund.
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Other relevant policy work
The Intergovernmental Committee on Drugs, on
behalf of the Ministerial Council on Drug Strategy,
is developing a national planning framework for
drug and alcohol services to identify resource
needs and functional distribution across the
country into the future. This process will identify
relevant care packages for people with drug and
alcohol problems, including specific care packages
for those with a comorbid mental illness. This will
allow the future identification of workforce supply
numbers and skill sets required for addressing
comorbid conditions when considered alongside
the similar tool being developed in mental health
through Action 16 of the Fourth National Mental
Health Plan.

Developing this strategy
The process to develop the strategy
In October 2009, the Mental Health Workforce
Advisory Committee (MHWAC) engaged Siggins
Miller to develop a national mental health
workforce strategy and plan. The project included
national consultations and a review of the
literature and available mental health workforce
data. From this base, background papers and
a draft architecture and content for further
consultation were developed. A project steering
committee was set up to guide the development
of the strategy (a list of members is at Appendix 1).
Between October 2009 and February 2010,
368 stakeholders attended one of 17 workshops,
53 key informants were interviewed and 34
written submissions were received. Workshops
were held in all capital cities and in four rural or
remote locations.
Development of the strategy has involved
mapping the current activity in mental health
workforce development in all jurisdictions. The
mapping demonstrates a high level of existing
local activity in all parts of the country.

The information presented in this strategy
is drawn from the workshops, informant
interviews, written submissions, advice from
jurisdictional and sector representatives,
available data and the literature. Where current
initiatives are highlighted, these are presented
as an illustration only.
Information from consultations and research were
considered together to suggest priority national
objectives and strategies. The choice of suggested
strategies was guided by criteria, including
initiatives:
›› where all jurisdictions have agreed to common
policy goals and coordinated national action
›› where the Australian Government holds the
policy or funding levers
›› at state and territory level, which can be taken
up and further developed to be a national
approach, if appropriate and more costeffective
›› of national significance which could be trialled
in one state or territory and then rolled out if
successful
›› that build on common current state and
territory activities, where national coordination,
support and evaluation of that effort would
reduce duplication, increase synergies, increase
return investment and speed change.

System-wide issues raised
by stakeholders
The federal system of government in Australia
has produced a complex division of funding,
accountability and service delivery among
different levels of government. Workforce issues
fall under both Commonwealth and state/territory
responsibility, and also include non-legislative
matters at the organisational level, such as
workplace culture and practices. Some of the
issues raised in the consultations significantly
affect the mental health workforce, but may
be health system-wide in nature, and therefore
outside the remit of this strategy.
Industrial issues in the public and NGO health and
community services workforces remain largely
the responsibility of the states and territories.

Remuneration levels (differences in remuneration
within and between state/territory public services,
and between the public and NGO sectors) are
important factors in the attraction, retention,
mobility and sustainability of the mental health
workforce. These industrial issues apply to the
whole health and community services workforce,
and are not unique to the mental health
workforce.
Housing and physical infrastructure for Indigenous
and non-Indigenous rural and remote health
workers was another health system-wide issue
raised in consultations. This is of particular concern
in regions where the cost of housing in the private
market is exorbitant.
The mental health sector has not always been well
connected to mainstream efforts to support and
develop the health workforce either in general, or
in underserved areas and populations. There are
significant national and state/territory strategies,
funding programs and plans to support rural and
remote workforce, Aboriginal and Torres Strait
Islander health workers, and overseas trained
doctors. Efforts are under way to develop clinical
leadership and improve clinical governance,
improve workplace supervision and support, and
increase continuing professional development.
Strategies for the mental health workforce
should not be developed in isolation from the
rest of the health and human services workforce.
The environment is dynamic, with significant
reforms affecting the mental health and health
workforce either under consideration or in train.
This strategy focuses on mental health-specific
workforce strategies that can build on existing
Commonwealth, state and territory initiatives and
link to opportunities arising from system reforms.

Implementing the strategy
Resourcing
This strategy and plan provide an overarching
framework for the ongoing development of the
mental health workforce in Australia, and include
a range of specific activities. There is a sound base
to build on, and some of the identified activities
are already underway or in train. It is intended to
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build on a number of key pieces of existing work,
including, for example, broader health workforce
initiatives, the role of HWA and more specific
activities such as the Mental Health in Tertiary
Curricula Measure, and Mental Health Professional
Online Development.
Activities in the Plan have been broadly identified
as short-term, medium-term or long-term, defined
as 0–2 years, 2–5 years or 5–10 years respectively.
The Strategy and Plan chart the way forward
for a national, coordinated approach to the
mental health workforce over a ten-year period.
It is intended to commence implementation
by undertaking a workforce scan that identifies
both a baseline and examples of good practice
identified against specific activities. Further
detailed consideration can also be given to the
relative priority of different activities in the plan.
There is no single dedicated source of funding
to support implementation of this strategy and
plan. However, early discussions indicate that
HWA may be able to support some areas of this
strategy and plan that are consistent with HWA’s
directions. Other areas of the Strategy and Plan
will need to be considered by state, territory and
Commonwealth governments as well as by nongovernment and private sector bodies. Wherever
possible, implementation will build on existing
resources and initiatives. The workforce scan
will identify some activities that are progressing;
some where funding has been identified; and
some gaps.
This National Mental Health Workforce Strategy
and Plan will direct current activity, and inform
future decisions on where government can make
strategic workforce investments to further develop
workforce capacity and contribute to improved
consumer outcomes over the next ten years.
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Monitoring and evaluation
It is essential to monitor and evaluate progress
over the course of implementation of this strategy
and plan. This will require development of a
detailed evaluation strategy to be undertaken
concurrently with implementation of the
strategy. Appropriate resources to enable an
effective evaluation to be commenced with
implementation will be required.
A first key step in evaluation will be ensuring a
clear approach to implementation and associated
timelines. Not all activities will be undertaken
concurrently or immediately. Performance
indicators will need to be developed for each
of the strategies and actions. Qualitative and
quantitative information regarding performance
will assist in assessing to what extent indicators
are met.
Monitoring and evaluation of implementation
of the strategy and plan will be the responsibility
of the Mental Health Standing Committee,
through MHWAC. Governance may be supported
by establishing a Strategy and Plan Monitoring
Committee, which could report on progress of
the strategy and plan to the Chair, MHWAC and
Chair MHSC, and on to Health Workforce Principal
Committee. The Monitoring Committee could
provide advice at the outset on the detailed
implementation planning and timeline for the
strategy and plan, and accompanying evaluation
approach.

Outcome area 1
Developing, supporting and
securing the current workforce
The mental health system relies on the dedication,
energy and efforts of the current workforce to
maintain essential services, and to train, supervise
and mentor new staff. At the same time, those
who manage and work in the service system
face considerable challenges in developing and
adapting to new structures, increasing demands
and different ways of working.

new ways of working effectively. Supporting
recovery is given additional impetus in the revised
National Standards for Mental Health Services.
Bringing a more inclusive approach requires
changes and improvement in workplace culture
which must be embraced by workers at all levels—
those in leadership roles, management and in
direct care.

Developing, supporting and securing the current
workforce require attention to many areas,
including training and development, clinical
leadership and role definition.

Improved practice in the current workforce has
a significant bearing on engagement of the
workforce of the future. The attitudes and values of
the existing workforce powerfully shape those of
the entry level workforce as they undertake clinical
placements during training or as graduates in their
early years. Early workplace experiences have been
shown to have a major impact on the retention of
new staff in mental health services.

Developing the current workforce
Implementing change
The Fourth National Mental Health Plan envisages
considerable change in the way people will work
in providing mental health care. It calls for changes
in structure, philosophy and approach; changes
in the place of treatment and support; a growing
emphasis on early intervention; and the need to
address the broad social determinants of mental
health and illness relapse. These changes have
stretched existing training programs and those
who teach in them, and have tested the way
services are configured and governed. Assisting
people with these new ways of thinking and
working is a key focus of this part of the strategy.
As noted above, the National Practice Standards
for the Mental Health Workforce provide
guidance regarding the skills, knowledge and
attitudes expected of professionals working in
mental health. These standards remain relevant,
but more work is required to achieve a shared
understanding of what is meant by the recovery
approach. The values, skills and attitudes it implies
need to be understood and adopted consistently
by the current workforce, if they are to support

The literature emphasises the importance of
fostering workplaces where consumer-focused
approaches are modelled by senior staff, and
where trainees and new recruits are able to
practise the skills, values and attitudes they have
acquired in their training. New approaches and
guidelines need to be communicated effectively
and implemented consistently in work settings.
Several jurisdictions have considerable investment
in centres, institutes and programs that provide
continuing professional development (CPD),
vocational education and training (VET) and
postgraduate training in mental health. At
this stage, few jurisdictions have sustained
programs aimed at directly teaching the skills and
knowledge necessary to implement the recovery
approach and translating that knowledge into
practice. This is clearly an area where national
action could accelerate change.
In recent years, the role of consumers and carers
as members of the paid workforce has increased
steadily. There are several ways this part of the
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workforce could be better supported through
policy development, clear role delineation
and position descriptions, and access to better
mentoring, supervision and support. This area
is considered in greater detail in the section on
workforce innovation and reform.
Mental health workers would also benefit from
training in how to work well with consumer
and carer colleagues, and provide them
with supervision and support as part of the
multidisciplinary team. Some jurisdictions have
developed policies and frameworks for the
inclusion of consumers and carers in service
provision.

Support for training and development
As mental health services shift to provide care
consistent with a recovery focus, the current
workforce will need access to materials and
training relating to recovery-based care. This
means greater inclusion of consumers, families
and carers in discussions about treatment and
care, moving to more supported decision making,
and considering the broader health and wellbeing
needs of consumers. A recovery approach is also
supported by better communication between
providers, and involvement of other areas such
as housing and employment agencies. For some
mental health workers, these shifts will mean
significant changes in how they engage with
consumers. Access to support and mentoring will
be of benefit during this time of change in culture.
There are some key groups and settings where
the current specialist and generalist workforces
need more support and training. Studies report
that some members of the current mental health
workforce feel they need more knowledge and
skills in areas of relevance to their current work.
Some lack confidence in their ability to: identify
and treat co-occurring alcohol and other drug
problems; deal with aggressive or potentially
aggressive situations; treat consumers with
complex and diverse health and social needs, such
as prison populations; or meet the demands of
their role, despite several years’ clinical experience.
The need for supervision or opportunities to be
mentored and access additional experience or
training in such areas warrants consideration.
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Several jurisdictional plans include attention to
these areas of skill development.
People working in mental health need to be aware
and able to address the needs of consumers of all
ages and cultures. Within mental health services,
because of geographical location, setting or time
of day, a specialist response will not always be
available. However, there are several areas where
specialised services have developed and where
the workforce is expected to have particular skills
and knowledge.

Young people and adolescents
In recent years there has been increased
awareness of the importance of experiences
during childhood and adolescence as
determinants of later mental health. Several
significant mental illnesses first emerge during
adolescence or young adulthood. Increased
capacity in the present workforce for early
identification and appropriate treatment and
support for young people could potentially reduce
the damage done by a mental illness to lifelong
educational, employment and social inclusion
outcomes. Several youth-specific services have
been developed, such as early psychosis teams
and headspace sites. The emphasis on early
recognition and intervention means that direct
care staff may need greater training and support
to bring a youth focus to their work.

Older people
There has also been increased attention to the
mental health service needs of older people. The
ageing of the population is expected to increase
demands on the mental health service system.
The existing workforce needs to work effectively
with people with multiple age- or medicationrelated comorbidities such as diabetes, cancer and
dementia. Working in the older persons mental
health area requires close collaboration with other
health care providers and engagement with family
members. As with other areas of mental health,
ensuring that older people with capacity are able
and supported to make decisions regarding their
care and treatment is an important aspect of
recovery-oriented care in this age group.

People from Aboriginal and Torres
Strait Islander and CALD backgrounds
In order to provide culturally appropriate services
for people from Aboriginal and Torres Strait
Islander and culturally and linguistically diverse
(CALD) backgrounds, the workforce needs to be
technically and culturally competent. In some
situations, the mental health workforce may be
able to be drawn from people of an appropriate
cultural background, but in most situations,
services to people from Aboriginal and Torres
Strait Islander and CALD backgrounds are
provided by workers from a different cultural
background who need training and support to
ensure they are culturally aware and competent.
Aboriginal and Torres Strait Islander mental health
workers may need support, owing to their dual
roles at work and in their own family groups and
communities. These workers, particularly in remote
communities, face particular pressures and are
often on call 24 hours a day, seven days a week. To
compound the pressure, they work in many rural
and remote areas of Australia, and Indigenous
workers may not be eligible for housing and other
supports made available to non-Indigenous staff
and visiting specialists.
Stakeholders supported practical field placements
for exposure to different cultural perspectives
of mental illness. Ongoing cultural competence
in-service training, rather than brief awareness
sessions, was the favoured strategy for building
workforce capacity. The generalist mental health
workforce may also benefit from education
programs that focus on the settlement challenges
of newly arrived migrants and refugees, and how
failure to overcome these challenges can develop
into acculturation difficulties and subsequent
mental health deterioration. This understanding
can help guide workers to facilitate pathways to
appropriate services.

in the workplace, lack of suitable accommodation
and a perception that the quality and availability
of clinical supervision is less than in major urban
settings.
In many jurisdictions efforts are underway to
reduce disparities in outcomes for consumers
and carers and to better support, attract and
retain staff in all disciplines where distance and
remoteness is a challenge.

Progress towards national consistency
and collaboration
While there is considerable activity in these
areas in different jurisdictions, greater sharing
of training and support initiatives is needed.
Greater coordination of effort should lead to less
duplication and greater consistency in approach.
While it is recognised that different approaches
may be required in different service settings
and geographic locations, there is scope for
service areas to learn from each other what has
worked and why. People trained or experienced
in one geographical area should be able to
transport their skills easily between different
service locations. The development of national
competencies and an educational framework for
mental health services could underpin this effort.
The competencies would provide guidance to the
development of general educational principles,
and an educational framework would inform
curricula development for mental health services
across Australia. This would assist education
providers to ensure that the health workforce is
competent and capable of providing safe mental
health care. National collection, collation and
sharing of resources, policies and programs could
reduce duplication of effort, speed change and
increase synergies and consistency.

Supporting the current workforce

Rural and remote areas

Clinical leadership

Mental health workers in rural and remote areas
face particular challenges. Problems may include
a lack of career opportunities, fewer options for
referral, longer hours with on-call and emergency
requirements, unsafe environmental conditions

Clinical leadership is an important workforce
element of good mental health services. Experts
in mental health have a leadership role in health
services. An explicit emphasis on clinical quality,
and the ability of the organisation to strengthen
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service quality and safety, can contribute to
improved outcomes for consumers. Clinical
leadership across all disciplines needs to be
strengthened to support cultures of continuous
improvement and a focus on consumers, carers
and families. At present there are examples of
excellent clinical leadership in mental health
services, but they emerge despite—and not as
a property of—the system.
There are jurisdictional programs focused on
developing and strengthening clinical leadership
in the health system as a whole, and some
jurisdictions have mental health-specific clinical
leadership and governance improvement
initiatives. A more systemic investment in
developing clinical leadership is an important
part of delivering better care for consumers.
Leadership is also important in the nongovernment sector, for similar reasons. A focus on
quality and continuous improvement is of benefit
to consumers, carers and families.

Supervision
Improvements and more consistency in career
pathways, access to continuing professional
development (CPD), clinical supervision, general
workplace supervision and development
of supervision skills are also needed. The
development of tools and templates, linked to
national standards, would be a practical resource
services could use and adapt as needed.
Where possible, investments in training and
development should be complemented by
supervision, to promote the translation of learning
into improved practice.
Identification, development and support for
proven initiatives that could be disseminated
nationally could reduce current levels of
duplicated effort.

Use of technology
Access to enabling technologies allows for
support of shared care between nurses, nurse
practitioners, general practitioners, psychiatrists,
psychologists, social workers and other members
of the multidisciplinary team. Technologies can be
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used for e-health and for supervision, mentoring
and support. Where they are skilfully used, and
where staff are trained and supported to use them
effectively and efficiently, they can also provide
powerful retention tools in isolated settings away
from major teaching services. This may encourage
redistribution of the workforce, because people
are more likely to work in underserved areas if they
feel that it will not limit their career progression
and that they will be well supported.
An ongoing investment in e-learning, training and
system use would support workers and managers
to maximise benefits from e-health developments.
Many service providers said they had access to a
reasonable standard of e-health technology, but
were not using it owing to lack of support and
confidence.
Where possible, successful local initiatives should
be shared and embedded across the mental health
service system.
Nationally, the Mental Health Professional Online
Development (MHPOD) project provides a
seventy-hour core curriculum aimed at workers in
mental health services. The content is linked to the
National Practice Standards for the Mental Health
Workforce, and has been piloted at eleven services
nationally. To date, MHPOD has been well received
and positively evaluated, and is an example
of what can be achieved by pooling resources
nationally to support the workforce.

Stress, workload and expectations
Stresses associated with increasing and new
demands, an ageing workforce and high
community expectations are major issues for the
occupational health and safety of mental health
workers. Intensified work demands reduce the
time available for training, and may leave workers
too tired to undertake training outside working
hours. Workers who are motivated to undertake
training report that the principal barriers are
workplace constraints (excessive workload), rather
than family or financial constraints.
There is a need to strengthen management and
governance capacity in mental health services.
Service providers across Australia consistently

described the pressure and intensity of work
and often expressed concern about the risks of
burnout, and loss of experienced staff from the
specialist mental health sector to the general
health sector. Generic case coordination roles that
restrict opportunities to apply specialist skills can
reduce job satisfaction and skill levels.
There is a need to look at the best ways to support,
develop and continually upskill those who have
chosen a career in the mental health workforce.
There is a need to attract those who have left the
sector to return to mental health. To achieve this,
it is essential to ensure adequate supervision,
leadership and support for all mental health roles
in all types of services.

Securing the current workforce
Minimising avoidable turnover and retaining
valuable health workers is important to the
delivery of high quality mental health services.
High turnover of staff, combined with recruitment
difficulties, can reduce access to care, and may
compromise the continuity and quality of care.
Good workforce retention is vital to ensuring wellfunctioning health services capable of delivering
improved outcomes for consumers. Length of
employment is important because it takes time for
the worker and consumer to build enough trust to
interact successfully, and because it provides the
service with a more experienced group of workers
who have a higher level of job mastery and require
less direct supervision. Experienced workers can
also support and supervise more junior staff and
students.
Workers in mental health make decisions to stay
or leave an organisation on the basis of a complex
set of trade-offs between professional, personal
and environmental factors. Professional issues
relate largely to the job itself, and a particular
concern in mental health appears to be the
opportunity to use discipline-specific skills (for
example, occupational therapy or psychology
skills). Support, remuneration, workload and
work environment may also be important.
Personal issues may include family commitments
and lifestyle-related factors, and broader
environmental factors may include climate,
geographic location and infrastructure.

Some movement of workers is necessary and
desirable; for example, so that individuals can gain
a range of experience. However, the avoidable loss
of mental health workers is expensive in terms of
recruitment, temporary replacement and training
costs. Less tangible costs include reductions in
morale, organisational memory and increased
pressure on remaining staff. Improved retention
can offer significant benefits to mental health
services.

Existing initiatives to support and
retain the current workforce
All jurisdictions have made efforts to increase
the attractiveness of the mental health working
environment, and to provide incentives to
support or retain the mental health workforce.
Theattractiveness of working in mental health
may be enhanced by family-friendly initiatives
such as childcare or eldercare, implementing
work/life balance policies, providing flexible
working environments or promoting attractive
roster arrangements. Improvements in the
workplace environment include areas such
as occupational health and safety policies
for preventing and managing violence and
aggression and offering good access and
support to information and communication
technology (ICT).
Attention needs to be given to career pathways
and to options of working across different sectors.
Supporting workers to be involved in treatment
and care planning across clinical and community
support sectors, providing options for placement
in different service settings and considering senior
roles in clinical and managerial pathways may
improve retention and enhance work satisfaction.
In particular, there should be pathways that allow
career progression while retaining people in direct
care roles. Linking clinical practice to academic
and teaching responsibilities has been an effective
mechanism to keep senior and talented staff
engaged in practice in several jurisdictions.
This requires agreement between academic
institutions and service providers in the health
and community support sectors.
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Recent developments such as the Mental Health
Nurse Incentive Program, and new Medicare items
for psychiatrists to encourage detailed diagnostic
assessment and treatment planning, are examples
of practice areas that could be further explored
to improve work satisfaction. The Better Access
initiative funded through Medicare, and the Access
to Allied and Psychological Treatment and Support

(ATAPS) initiative, enable psychologists and
allied health professionals to work in the private
sector. If combined with work in the public sector,
they have the potential to support more varied
work practices and at the same time to improve
collaboration between providers and thus improve
continuity of care.

Objectives and strategies for Outcome area 1
Outcome area 1: Developing, supporting and securing the current workforce
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Objectives

Strategies

Objective 1.1
Through strengthening the
workforce, promote increased
quality and safety for consumers,
families and carers and for staff.

1.1.1 Develop national core competencies and an educational framework
for mental health services (including clinical, community and peer
support services).
1.1.2 Include management of comorbid drug and alcohol and mental
health issues in the national core competencies for mental health.

Objective 1.2
Improved workforce capacity to
contribute to reducing inequalities
in health outcomes for Aboriginal
and Torres Strait Islanders living
with a mental illness.

1.2.1 Provide better career pathways, supervision, mentoring and locum
support programs for Aboriginal mental health workers in a range of
settings.
1.2.2 Incorporate training in Aboriginal and Torres Strait Islander mental
health in mental health workforce training programs.

Objective 1.3
Improved workforce capacity
to deliver culturally appropriate
services to people from culturally
and linguistically diverse (CALD)
backgrounds.

1.3.1 Incorporate training in cultural competence in mental health
workforce training programs.

Objective 1.4
Service cultures that support hope
and optimism.

1.4.1 Support the adoption of a recovery-oriented culture within mental
health services, underpinned by appropriate values.
1.4.2 Develop a shared understanding of recovery-oriented practice and
the implications for workforce development.
1.4.3 Link into and build on the work of the National Practice Standards for
the Mental Health Workforce.

Objective 1.5
Increased opportunities for
effective supervision, lifelong
learning and continuing
professional development.

1.5.1 Work with Health Workforce Australia and the jurisdictions in
promoting and supporting access for the mental health workforce
across all sectors to investments in the areas of the development
of clinical leadership, management development and clinical
supervision.
1.5.2 Build on current initiatives, such as Mental Health Professional Online
Development (MHPOD). Develop a national mental health e-learning
portal where all mental health workers can access a one-stop shop for
current and credible sources of information regarding evidence-based
approaches to treatment, care, support and service development.
1.5.3 Continue to develop and implement on line discussion groups
where mental health professionals and service managers, in both
government and non-government (NGO) sectors, can engage with
colleagues to share innovation and discuss solutions to challenging
issues.
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Outcome area 1: Developing, supporting and securing the current workforce
Objectives

Strategies

Objective 1.6
Increased retention of staff.

1.6.1 Support timely and high quality induction and orientation programs
for new entrants to the mental health workforce.
1.6.2 Support the provision of clinical supervision.
1.6.3 Develop clinical career pathways that encourage clinicians to stay in
clinical roles.
1.6.4 Pilot modified case or care coordination work roles that include the
capacity for workers to utilise discipline-specific expertise.
1.6.5 Develop mechanisms to showcase the achievements of the sector.
1.6.6 Develop flexible work arrangements across public, private and nongovernment settings.

Objective 1.7
Improved capacity to retain
and support the mental health
workforce in rural, regional and
remote locations.

1.7.1 Maximise opportunities for isolated mental health staff to further
develop skills, work with mental health teams and access advice,
support and education.
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Outcome area 2
Building capacity for workforce
innovation and reform
Workforce shortages are a significant long-term
problem, and despite efforts and resources
being applied to recruitment and retention, and
an increased number of training places, these
interventions will not, of themselves, be sufficient
to meet ongoing workforce requirements.
Innovation and workforce redesign can contribute
to making optimal use of mental health workforce
skills, and are essential to ensure the best health
outcomes for consumers, carers and communities.

New and enhanced work roles

The need for reform is recognised by many
stakeholders, and is reflected in a range of
initiatives, such as the development of new work
roles and enhanced use of technology. Health
Workforce Australia has a role in innovation and
reform. Most states and territories (and some
peak NGO groups) fund or provide workforce
development units, functions or capacity, and
may also undertake workforce-related evaluation
research. Evidence about what works to promote
sustained change in the workforce is scarce but
growing, although the research and evaluation
effort is currently fragmented and uncoordinated.

There may also be a need to reconsider the
definition of what constitutes the mental health
workforce, because there is evidence that
involvement of other professional groups such as
dietitians, speech pathologists and pharmacists
has grown in response to need, but not in any
coordinated or consistent manner. The issues of
role redesign, task delegation or substitution,
and the creation of new roles need considered
attention nationally.

There is a need not only to attract more staff, but
also to consider how to use the skills and talents
of the current workforce to best advantage. This
may mean reconsidering the role of psychiatrists
in private practice, for example, or greater use
of nurse practitioners or mental health nurses
in primary care settings. Role redesign would
need to provide clinical career pathways that
provide clinicians with the option to stay in clinical
roles, and build teaching and research capacity
into the future. The current and forecasted
continuing shortages in psychiatry, nursing and
other disciplines call for broader strategies to
help professionals function at an optimal level,
maximising the use of their clinical skills.
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The exploration of new roles in mental health care
emerges as a commonly proposed supply strategy
both overseas and in national research and
consultations. Increasing the scope of practice and
potential roles of professions such as psychology,
social work or other allied health assistants
would tap into graduates who have relevant
undergraduate study but unclear career paths.

In mental health, as with the health workforce
more generally, there have been tensions in
the demarcation of roles and responsibilities
between professions. More flexible approaches,
including the development of new roles, and the
enhancement of existing roles, could allow more
versatile and productive use of the workforce.
Some national and international initiatives have
worked well to increase access to services; for
example, the Increasing Access to Psychological
Therapy (IAPT) program, and the Support, Time
Recovery (STR) initiative in the United Kingdom.
These have allowed more flexible use of the
available workforce, and provided innovative
models of intervention.
It is imperative that clinical expertise is available,
and that more junior or less-skilled staff are
supported and supervised. Extending the range

of roles and responsibilities must be balanced by
ensuring that people with a mental illness receive
expert diagnosis, assessment and treatment
of a quality equivalent to that expected in the
general health system. Better multidisciplinary
participation in treatment planning may result
in more appropriate use of the skills provided by
particular professions.
Programs under the National Action Plan on
Mental Health 2006–2011, including the Personal
Helpers and Mentors (PHAMs) initiative, Day to
Day Living, community-based programs and
mental health respite have led to an expansion
of positions in non-government organisations
for people to provide psychosocial rehabilitation,
recovery support, family and carer support and
peer support. Peer support worker roles have been
developed as part of PHAMs teams.
The development of mental health nurse
practitioners (MHNPs) is a contemporary initiative
promoted throughout mental health services
in many jurisdictions. Several models are being
trialled, although there are still barriers to
expanding the numbers of MHNPs. Establishment
of roles with a greater scope of practice supports
career progression, greater variety in work
experience and improves retention. It is expected
that MHNPs will have limited prescribing rights in
the future, be able to refer and receive referrals to
and from medical staff, and order pathology tests
and investigations. Under mental health legislation
in several states, nurses and other mental
health professionals are given specific powers
and duties. Further possible role expansions
include conducting physical health screenings,
management of chronic disease prevention and
smoking cessation interventions, drug and alcohol
interventions, health lifestyle management and
health promotion. The Australian Governmentfunded Mental Health Nurse Incentive Program
is already well established, and it is anticipated
that these positions will be further developed to
support general practitioners in such areas. There
should be formal evaluation of the outcomes of
the Mental Health Nurse Incentive Program to
determine how this area can be best developed
and supported to work across primary and
specialist areas of mental health.

Other models are provided by the UK Better Ways
of Working program for psychiatrists, such as
the potential for developing a new category of
psychology assistant, and the further development
of nurse practitioners.

Further reforms
Further work is required to align service delivery
with what consumers, carers and families value
and need. The key factors suggested by those
consulted in order to build a workforce based
on the needs of consumers, carers, families and
communities included:
›› A clear understanding of what is meant by a
‘recovery approach’.
›› A clear understanding that the outcomes that
consumers, families, carers and communities
value are important; and that they extend to
quality of life and capacity to manage activities
of daily living and social inclusion.
›› Identification at the local level what outcomes
consumers, carers, families and communities
value. A comprehensive analysis of what the
work is, where it needs to happen and who/
what sort of worker is best placed to do the
work.
›› Development of workers who can improve
outcomes for consumers and reduce the
avoidable adverse consequences of the social,
educational and employment impact of longterm mental illness. This approach would aim to
increase capacity for assessment, diagnosis and
intervention at the onset of illness or early in
any relapse or recurrence of illness.
›› People with severe mental illness require access
to a workforce with the appropriate expertise,
skills and training. This is an essential part of
service quality, and is consistent with services
and workforces focused on other types of
severe illness
›› Developing education and training programs
where the structure and emphasis is broadened
to include an understanding of the social
determinants of severe mental illness.
›› Developing expanded and new roles in the
workforce that respond to the needs of people
with severe mental illness.
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The move towards community-based recovery
approaches to care creates an opportunity to
engage a broader range of skills and service
providers, and thus a larger pool of potential
mental health workers. It also creates a
responsibility to ensure that changes to ways of
working achieve what it is intended: enhanced
outcomes for consumers, carers, families and
communities; improved quality and safety of
processes; and better support for the workforce.
A nationally consistent package of induction,
training and education for entry to the recovery
support, psychosocial and peer support workforce,
as well as for entry to the growing workforce
of consumer and carer advocates, should be
developed.
Supported by national competency standards,
peer support worker roles could be better tailored
to local needs, and could draw on the potential
consumer and carer workforce.
Members of culturally and linguistically diverse
groups, including refugees, with their knowledge
of their respective communities and cultural
norms, may have the appropriate skills to be
employed as bilingual/bicultural consultants or
support workers.
Other emerging workforce groups include mental
health first-aid instructors and suicide prevention
and postvention practitioners. While many have
formal mental health qualifications and are
employed by a mental health service, others do
not, and come from varied walks of life. The latter
group could be usefully deployed in mental health
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promotion, community awareness and mental
health literacy roles within mental health services.
There should be a focus on developing and
providing career progression for a paid carer and
consumer workforce in roles such as peer support
worker, recovery support worker, educator,
manager and adviser. Carer participation in
system, policy and service development is also
an important area of training. There are many
jurisdictional policies and frameworks around
carer participation, but for carers to use their lived
experience effectively, they need training. For
example, carers need resourcing to understand
current policy and processes, training in meeting
processes and procedures, advocacy, public
speaking and assertiveness.
Significant work is already underway across
Australia to design and implement new and
innovative ways of working. Several wellestablished and newly established centres,
institutes and units at state and territory level are
designed to support workforce development and
innovation and reform.
The key challenge is to harness those efforts,
evaluate them and ensure support for the timely
dissemination of good practice. This outcome
area of the strategy seeks to provide advice on
how to achieve synergies of effort nationally and
reduce duplication of effort. While expansion of
the workforce is supported, the critical role of
clinical expertise in assessment, diagnosis and
treatment must be retained to ensure continuing
quality of care and equivalence with the general
health sector.

Objectives and strategies for Outcome area 2
Outcome area 2: Building capacity for workforce innovation and reform
Objectives

Strategies

Objective 2.1
Understand better what the work
is, where it happens and where it
needs to happen, in order to close
gaps and improve continuity of
care, treatment and support.

2.1.1 Build and define work roles in clinical, community and peer support
areas to better meet the needs of consumers, families and carers.
2.1.2 Link the development of work roles to the outcomes of the service
model framework development arising from the Fourth National
Mental Health Plan.
2.1.3 Pilot innovative approaches to workforce development that align
with a recovery approach.
2.1.4 Facilitate discussion between jurisdictions, professional associations
and unions to arrive at nationally agreed scopes of practice,
classifications, clinical supervision standards and career progression
for mental health professions.

Objective 2.2
Build capacity to adapt to new
structures and new ways of
working.

2.2.1 Promote and develop innovation, reform and research by developing
and supporting a virtual network, building on the existing centres,
institutes and units and the tertiary sector.
2.2.2 Expand workforce profiles and career pathways for community/
recovery support workers, peer workers and assistants in agreed
professions, which link, where appropriate, to nationally recognised
vocational qualifications in the Community Services Training Package.
2.2.3 Delineate the roles of consumer, carer and support worker, and
assistant, necessary support mechanisms and their accountabilities;
include training requirements and support mechanisms.
2.2.4 Build on recent investment in Mental Health Professional Online
Development (MHPOD) and expand access to the non-government
sector.
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Outcome area 3
Building the supply of the
mental health workforce
As discussed earlier in this strategy, Australia’s
mental health workforce faces challenges
with limited supply, significant shortages and
inconsistent distribution, including distribution
across professions and skill sets. There is a pressing
need to attract and develop more workers, as
well as using the skills and capacities of the
current workforce to better advantage. Several
factors have contributed to health and mental
health workforce shortages, despite the growing
number of health and community service workers
in recent years. These factors include the choice
by some to work reduced work hours; a growing
and an ageing population; increasing cultural
and linguistic diversity; increased community
expectations of health services; increased demand
for health services as a result of economic
prosperity; and limited training and support
capacity. Unfortunately, mental illness and mental
health services still face some stigma, and even
within training settings there may be an implied
bias which discourages potential trainees from
choosing mental health. There is a need for solid
supply modelling to provide better information
about our future needs.

Curricula and training
Mental health training generally involves both
theoretical and practical experience. In order to
attract new graduates or trainees, it is vital that
this experience is positive. Inspiring leaders and
well-supported placements that allow a range of
exposure and experience are much more likely to
result in mental health becoming a profession of
choice. The challenge and opportunity to work
within a multidisciplinary setting, to engage
with people in their lives and to strive to better
understand their concerns, are strong incentives
to work within mental health.
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However, consumers, carers and service providers
were critical of current curricula and training in
most disciplines and occupation groups involved
in mental health care. Curricula need to: include
adequate opportunity to learn from the lived
experience of consumers, carers and families; be
more integrated and to improve understanding
of what other disciplines and professions can
contribute to mental health care; offer sufficient
early exposure to commonly occurring mental
health conditions and to experiences of recovery,
and sufficient exposure to service settings other
than acute hospital settings. These changes
need to be addressed by training institutions
and by service providers who support clinical
or community placements.
There is a need for consistent inclusion of
foundation mental health material, linked to
competencies, in the training programs for all
health-related professions. Not all students
will go on to work in mental health services,
but wherever they do work, they will need
knowledge and skills in mental health if they are
to provide comprehensive care to their patients.
There is a need for mandatory or incentivebased training placements in rural and remote
settings; for consistent and more streamlined
processes for expanding scopes of practice; and
for simpler, more attractive options for trained
health professionals to update skills and return to
or transfer into mental health care.
The Australian Government has done significant
work on the place of mental health in curricula
through the Mental Health in Tertiary Curricula
measure, and the funding of reforms in curriculum
and placements in expanded settings in psychiatry
training. MHWAC has continued to follow up
implementation of the recommendations of
the Mental Health Nurse Education Taskforce
(MHNET). Curriculum change, however, can be

slow and difficult to embed. An ongoing effort will
be needed to ensure that skills and knowledge in
mental health are seen as a foundation area for all
health practitioners.
The mental health sector was an early adopter of
a multidisciplinary workforce. A multidisciplinary
approach to education and training would
complement the work of these teams. Further
development of competency-based training,
linked to the National Practice Standards for the
Mental Health Workforce, is also required. The
states and territories report activity in some or all
of these areas.

Initiatives to increase supply
The Bradley Review of Australian Higher Education
(2008) and the subsequent reforms announced
by the Australian Government in 2009 changed
the mechanisms for government to influence the
number of university (and eventually VET) places
in teaching institutions. While the system has
changed, incentives remain for students to choose
nursing study (in the form of reduced study loan
repayments). These incentives are not accessible
unless graduates work in nursing for a prescribed
period of time after graduation, thus entailing a
retention mechanism. Allied health education will
not have similar incentives, and the number of
places will be demand driven. The impact of the
reforms will be monitored by Skills Australia, which
will also advise government on the effectiveness
of the system in meeting workforce needs.
There is evidence of successful ‘grow your
own’ strategies for developing the mental
health workforce in Aboriginal and Torres Strait
Islander communities (such as Wuchopperen in
Queensland and the Greater Western Area Health
Service in New South Wales) that could be used
as models for national implementation. Such
services should be acknowledged and supported
as training providers as well as service providers.
There are also examples of facilitating entry
into health professions by enabling secondary
school students to commence VET level subjects
in health, and gain both practical exposure and
credit towards VET qualifications such as enrolled
nursing. Creating such pathways allows interest
in working in mental health to be tapped and
nurtured.

There are several current jurisdictional initiatives to
increase the supply of mental health professionals,
but there is also considerable duplication of
effort and resources. The stage of development
and evaluation of jurisdictional initiatives varies,
but a national role in facilitating the expansion
of successful initiatives beyond jurisdictional
boundaries would be a logical approach in a
national workforce strategy. Such proven local
initiatives would need to have the potential to
develop and sustain the supply of mental health
workers without negative impact on other mental
health workforces.

Perceptions of mental health work
Attracting people to train in mental health
continues to be a major challenge, although
considerable work is under way at the state and
territory level to develop strategies to promote
mental health as an attractive career choice.
Nationally, there needs to be sustained effort to
reduce stigma about mental illness and to better
educate the media and the public. This education
should include the role of the workforce in
promoting wellness. It should also acknowledge
the achievements of mental health workers in
a range of settings in working with consumers,
carers, families and communities in prevention
and early intervention, and supporting recovery
and social inclusion.
Mental health service providers need to better
market themselves as dynamic and innovative,
and to highlight the opportunities for research
and development within mental health. The
breadth of experience available to workers needs
to be reinforced, and the career opportunities in
areas such as administration, academia and policy
development, as well as direct care in clinical and
community support settings.
Some services have less difficulty with recruitment
than others. New approaches and service models
may attract people because they are seen as
innovative or dynamic. Services that previously
struggled to attract staff (such as forensic and
child and adolescent mental health services)
have benefited from greater opportunities for
research, evidenced-based practice and increased
resourcing. This might have lessons for ‘core
services’. However, many employers in specialist
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services reported concerns about workforce
sustainability due to the lack of career paths for
staff working in these programs and the insecure
tenure of many of the positions.
A range of strategies is needed to build the supply
of the mental health workforce now and into the

future. It is important that the strategies align
with and maximise opportunities to work within
the broad national programs of Health Workforce
Australia and the recently released National
Workforce Development Strategy Australian
Workforce Futures.

Objectives and strategies for Outcome area 3
Outcome area 3: Building the supply of the mental health workforce
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Objectives

Strategies

Objective 3.1
Support provision of a workforce
sufficient in number, skill mix and
distribution to meet projected
population growth and need.

3.1.1 Use supply modelling with the outputs from the national service
planning framework to determine the future quantum of the mental
health workforce required nationally; determine targets and timelines
for achieving that workforce and a development plan to ensure the
availability of that workforce.
3.1.2 Utilise the outputs and care packages from the national service
planning framework for mental h.ealth and the parallel national
planning tool for drug and alcohol services to identify the future
quantum of mental health and drug and alcohol workforce required
nationally to manage comorbid presentations, determine targets and
timelines for achieving that workforce, and a development plan to
ensure the availability of that workforce.
3.1.3 Promote careers in mental health across disciplines and sectors.
3.1.4 Support or create workforce re-entry programs across disciplines.
3.1.5 Working with the DEEWR and other relevant bodies (such as Skills
Australia), monitor and review the impacts of higher education
reforms and the number and type of undergraduate and postgraduate
enrolments in relevant health courses; and work with the states and
territories to complement local targeted schemes.
3.1.6 Work with Health Workforce Australia to ensure that mental health
continues to be an area of priority in HWA’s programs, including
clinical placement funding, supervisor support and simulated learning
across all relevant disciplines.
3.1.7 Ongoing development and implementation of a national approach
to the inclusion of foundation mental health material, linked to
competencies, in the curricula of all health and human services-related
education and training programs.

Objective 3.2
Contribute to the capacity to
provide effective and culturally
appropriate services for Indigenous
Australians.

3.2.1 Support the training of people of Aboriginal and Torres Strait
Islander backgrounds to become mental health workers in a range of
disciplines by supporting and promoting existing successful programs
and piloting new programs.

Objective 3.3
Increase the cultural
appropriateness of service delivery.

3.3.1 Work with the culturally and linguistically diverse (CALD) sector and
mental health services to promote career opportunities within the
mental health sector to meet the changing demographics of mental
health populations.

Objective 3.4
Improve the distribution of and
access to the workforce across all
geographic regions to better serve
people in rural, regional, remote
and other underserved areas.

3.4.1 Promote regional recruitment mechanisms to engage people in
mental health career pathways.
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Outcome area 4
Building the capacity of the general
health and wellbeing workforce
The general health and wellbeing workforce treat
and support people with a wide range of health
conditions, and are usually based in community
settings. They may:
›› provide a first point of contact with the health
system and operate as a gateway to other parts
of the health system through referrals
›› provide holistic and continuing care to people
and their families/carers over time and across
episodes of care
›› coordinate care for patients receiving care from
several different providers.
Mental illness is common, and generalist providers
need knowledge and skills in recognising and
assisting people with mental illness. This is
particularly so in rural and remote areas where
specialist services are difficult to access.
Types of mental health care provided may include
diagnosis and assessment, patient education,
pharmacotherapy, psychological treatment, and
ongoing management and support. Mental health
consumers also require physical care, and are more
likely than the general population to smoke, have
a poor diet, have high alcohol consumption and
undertake less exercise with consequent increased
morbidity. People with severe mental illness have
increased rates of ischaemic heart disease, stroke,
high blood pressure, bowel cancer, breast cancer
and diabetes than the general population.
As well as considering the capacity of the general
health workforce, it is also important to recognise
that some other areas of employment are likely
to have contact with people with emerging or
established mental illness as a component of their
work. In particular, professions such as teachers,
child protection workers, police and pharmacists
may be in a position to support people with
mental health problems or mental illness to access
appropriate treatment and support.

Training and education
Training can support the general health and
wellbeing workforce in achieving improved health
outcomes for consumers. Effective referral requires
consideration of the interaction of the general
health and wellbeing workforce and specialist
mental health services. There is evidence of the
effectiveness of skilling the generalist health
workforce to better understand and be aware of
mental illness through additional education and
training. Programs such as mental health first-aid
have been used as a vehicle to provide training to
other front-line workers (for example, correctional
staff, police) who come into contact with at risk
population groups to facilitate prompt referral to
appropriately skilled mental health workers.
Skilling the generalist health workforce about
mental health will involve an education program
that focuses on the needs and experiences of
people with a mental illness, their carers and
families. For instance, understanding the needs
of children and young people experiencing early
signs of mental health problems, and that of their
carers and families, is important for child health
clinicians and also for teachers. Health workers
need to have confidence in how to intervene early
and support referral to specialist services. Similarly,
as the population ages, training of mental health
and aged care professions and the generalist
health workers that focuses on the needs of
people ageing with a mental illness, and their
elderly carers, is regarded as essential by those
currently working with older people living with
mental illness.
Involving consumers and carers in training can
be very powerful in enhancing understanding of
the lived experience by workers in several areas.
Secondary mental health workers who could be or
have been trained in mental health literacy, mental
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health first-aid, and early intervention include
teachers, pharmacists, correctional officers, police
and government workers.

Comorbidities, including alcohol
and other drug problems
In states and territories, there are differing
approaches and service delivery models for
treating and supporting people with co-occurring
mental health and drug and alcohol problems.
In some jurisdictions, services are co-located
and staff are trained in early intervention and
referral for both aspects of the clients’ needs. The
health needs of clients in underserved and rural
and remote areas are complex and commonly
involve mental health, substance abuse and
chronic physical health problems. In many cases,
staff confidence in assessing and treating clients
with such complex needs is reported as low.
Health workers who commonly deal with people
with complex co-occurring health problems

should be routinely trained in mental health,
early intervention and referral. Innovative state
and territory programs have the potential to be
evaluated and applied nationally.
There is evidence of a lack of awareness
between different health professions (including
mental health specialists) about the potential
contributions of generalist health providers to
the care and support of people living with mental
illness.
National facilitation of the development of role
definitions for the contribution of different
professions to mental health was raised earlier
in this document. The importance of developing
‘health system literacy’—a shared understanding
of the contributions of different types of providers
and professions and of referral pathways and
consumer-centred treatment approaches is
equally relevant to building the capacity of the
generalist health and support workforce.

Objectives and strategies for Outcome area 4
Outcome area 4 : Building the capacity of the general health and wellbeing workforce
Objectives

Strategies

Objective 4.1
Improve mental health
skills, literacy and
confidence to work with
and support people with
mental illness in generalist
health and community
service workers.

4.1.1 Facilitate mental health skills, system literacy and mental health first-aid
training for the generalist health workforce and for identified front-line
workers in emergency, welfare and associated sectors (such as ambulance
officers, teachers, correctional officers and police) in accordance with national
action recommended in the Fourth National Mental Health Plan.
4.1.2 Facilitate access to Aboriginal and Torres Strait Islander mental health first-aid
training for the front-line workforce of agencies working in rural, regional and
remote areas.
4.1.3 Support and improve the integration of consumer and carer-informed mental
health content into the existing content of relevant VET, undergraduate and
postgraduate and CPD programs in the health and human services sector.

Objective 4.2
Improve links and
reciprocal supports
between specialists and
generalists.

4.2.1 Further develop the capacity for specialist mental health professionals to act
as secondary consultants at key points in the health and aged care systems
(for example, emergency departments, aged care assessment teams, school
counselling services, general practice, psychology and so on).
4.2.2 Promote shared care, service coordination and cooperation across the
government, non-government and private sectors.

4.3.1 Further develop and build on the Mental Health Professional Online
Objective 4.3
Development (MHPOD) as the platform for generalists and drug and alcohol
Further develop the
(AOD) specialists to access online self-directed mental health modules,
capacity of health and
including material on comorbidity, based on a nationally consistent core
community service
curriculum.
providers to support people
4.3.2 Train drug and alcohol (AOD) workers in a range of sectors and types of
with complex health and
services in mental health, early intervention and referral.
social needs, wherever they
present.
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Outcome area 5
Data and monitoring and evaluation
To support workforce planning and modelling,
and the monitoring and evaluation of workforce
initiatives, it is essential to have well-designed
and integrated data collections systems. However,
there is an ongoing challenge in collecting
accurate, timely and quality data on Australia’s
mental health workforce. There is no agreed data
set specifically designed or suitable for planning
the Australian mental health workforce.
While there are a range of data sources that
provide information about the size and
characteristics of Australia’s mental health
workforce, aggregation of existing data collections
to provide a single picture of the mental health
workforce is challenging, owing to variations in
their quality and usefulness. These variations are
the result of several factors, including differences
in workforce coverage, data definitions, the range
of data items, time periods and response rate, as
well as state and territory differences in workforcerelated legislations, registration requirements and
service design.
A major gap in current workforce data collections
is the absence of a national data collection on the
mental health workforce in the non-government
community sector. The first steps to address this
data gap have been undertaken through the
Mental Health Non-government Organisation
Workforce Study. If the data collection instrument
developed and trialled is successful and costeffective, there would be potential for it to be
built into a comprehensive national collection.
Another key data gap is the insufficient
disaggregation of data categories in existing
data collections to enable a more accurate
identification of the mental health workforce. In
particular, the lack of information on the number

of mental health nurses in Australia, owing to
the lack of differentiation between mental health
nurses and the broader nursing workforce that
provide mental health care, is problematic. Nor
are there data that could be used to determine
the extent to which care for people with mental
health problems is provided by the general health
workforce. Further, the lack of regular longitudinal
data in many data collections means that there is
no capacity to estimate rates of attrition from the
workforce over time.
Taken together, current workforce data collections
cover a range of variables that are consistent with
good practice in workforce planning, modelling
and monitoring and evaluation. However, variables
such as demography, working hours, sector of
employment, years of experience, qualifications
and intentions to leave or return to the workforce
are not defined and collected consistently. Neither
are they adequately linked across data collections
to enable the development of an accurate profile
of the mental health workforce and effective
monitoring and evaluation of workforce initiatives.
It is evident that states and territories vary
considerably in their capacity to undertake data
collection and workforce modelling and planning.
To increase the capacity to inform workforce
planning and monitor and evaluate national
mental health workforce initiatives, it is critical to
enhance the ability of current data collections to
collect data on mental health specialisation (that
is, to identify the mental health workforce from
the general health workforce) and improve data
consistency and linkages across the whole of the
mental health sector. Workforce planning also
requires robust and well-linked service, workforce
and client (or population) data collections.
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Objectives and strategies for Outcome area 5
Outcome area 5: Data and monitoring and evaluation
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Objectives

Strategies

Objective 5.1
Monitor and evaluate
national workforce
initiatives.

5.1.1 Develop and implement a monitoring and evaluation framework for this
workforce strategy.
5.1.2 Include consumer and carer input as part of the monitoring and evaluation of
mental health workforce initiatives.
5.1.3 Work with broader data initiatives in healthcare to identify ways to link
consumer and provider data to determine equity of access and the
relationship between services and outcomes.
5.1.4 Continue to support and enhance efforts to monitor workforce numbers
(headcount and FTE), vacancy rates, work practices, and workforce
distribution across sectors, geographic regions and professional groups at
regular intervals and provide user-friendly feedback to the sector.

Objective 5.2
Support workforce
planning and modelling.

5.2.1 Improve consistency and coverage in mental health workforce data collection.
5.2.2 Support the inclusion of workers’ specialisation as a mandatory item in
key health workforce data collections to enable greater disaggregation of
workforce categories and the identification of mental health professionals
(for example, in human resource and payroll data systems and/or the national
register).
5.2.3 Ensure that the work begun through the Mental Health Non-government
Organisation Workforce Study to develop an agreed methodology for
collecting mental health workforce data in the non-government community
sector becomes part of regular and routine data collection for workforce
planning and development in the sector.
5.2.4 Explore cost-effective ways for collecting data, wherever possible,
longitudinally and continuing to follow respondents once they leave the
workforce either short or long term; understand that both those who leave
(for example, through exit interviews) and those who stay in the mental
health workforce is equally important for workforce planning.
5.2.5 Work with the relevant agencies to identify overlaps and duplications across
data collections, both in terms of data items and workforce coverage, to
ensure that there is one authoritative agreed source nationally for mental
health professions and the sector as a whole.

Objective 5.3
Increase the capacity to
inform workforce planning.

5.3.1 Assess the usefulness of existing data collections and their data items,
identifying data gaps and needs, and make better use of existing data
systems—both workforce and clinical data—to monitor, analyse and evaluate
workforce activities and inform workforce planning.
5.3.2 Ensure data such as employment sector (for example, private, government,
non-government), workforce intentions (for example, to retire or change
industry) and actual workplace transitions (for example, moves within or
between workforces or out of the labour force) are collected for all mental
health professional groups and in a consistent way across data collections.
5.3.3 Support development of consistent measures of the ethnicity and bilingual
skills of the workforce to better inform workforce planning issues in relation to
Aboriginal and Torres Strait Islander and CALD populations.
5.3.4 Establish greater communication and links between data collections and
bodies that collect data and across sectors.
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Glossary of key terms

Carer

Clinical supervision

A person who has a caring role for a person with
a mental health problem or mental illness. They
could be family, friends or staff and be paid or
unpaid. The role of the carer is not necessarily
static or permanent, and may vary over time
according to the needs of the consumer and carer.

Clinical supervision is a process by which two
or more professionals formally meet to reflect
and review on clinical situations with the aim of
supporting and enhancing the clinician in their
professional environment. See the Government
of Western Australia Mental Health Commission
Clinical supervision site.

Carer consultants
People who have experience of caring for a
person with a mental illness. They are employed
by mental health services, and have knowledge
of the mental health system and the issues that
are faced by families and other carers. They work
with mental health staff in developing service
responsiveness to the needs of carers and families.

Carer worker
People who have experience of caring for a person
with a mental illness, and who work (paid or
unpaid) in the mental health sector. They may be
engaged in several roles, including as educators,
community support workers, advocates, advisers
or planners.

Clinical
Related to the diagnosis and treatment of medical/
mental health conditions within established health
care guidelines, and therefore primarily describing
health care workers.

Consumer
A person who uses or has used a mental health
service.

Consumer consultants
Consumers who are employed to advise on and
facilitate service responsiveness to people with a
mental health problem or mental illness, and the
inclusion of their perspectives in all aspects of
planning, delivery and evaluation of mental health
and other relevant services.

Consumer worker
Consumers working (either paid or unpaid) in the
mental health sector. Consumers may be engaged
in several roles, including as educators, community
support workers, consultants, advocates, advisers
and planners.

Discipline

Policies or frameworks that addresses structures,
systems and processes that assure the quality,
accountability and proper management of an
organisation’s operation and delivery of service.

A body of knowledge and approach to
assessment, treatment and support. Historically
in mental health, the five ‘disciplines’ typically
involved in delivering care have been psychiatry,
nursing, psychology, social work and occupational
therapy (as reflected in the National Practice
Standards for the Mental Health Workforce).

Clinical leadership

E-health

Formal and informal leadership within a service to
improve service quality and approach and to set
direction.

Health services or information delivered or
enhanced through the Internet and related
technologies. In the case of mental health,

Clinical governance
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e-health can include mental health promotion,
prevention, early intervention, treatment, relapse
maintenance and emergency services. E-health
solutions can also facilitate professional training
for the mental health workforce and secondary
consultations between mental health workers.

Forensic mental health services
Refers to mental health services that principally
provide assessment, treatment and care of people
with a mental illness who are in the criminal justice
system, or who have been found not guilty of an
offence because of mental impairment. Forensic
mental health services are provided in a range
of settings, including prisons, hospitals and the
community.

A broad, generic term that encompasses people
who work in mental health service delivery,
regardless of role, training or qualifications.

Mental illness
A clinically diagnosable disorder that significantly
interferes with an individual’s cognitive, emotional
or social abilities. The diagnosis of mental illness
is generally made according to the classification
systems of the Diagnostic and Statistical Manual
of Mental Disorders (DSM) or the International
Classification of Diseases (ICD).

Non-government organisations (NGOs)
in the mental health sector

Diminished cognitive, emotional or social abilities
but not to the extent that the criteria for a mental
illness are met.

Private, not-for-profit, community-managed
organisations that provide community support
services for people affected by mental illness
and their families and carers. Non-government
organisations may promote self-help and provide
support and advocacy services for people who
have a mental health problem or a mental
illness, and their carers, or have a psychosocial
rehabilitation role. Psychosocial rehabilitation and
support services provided by non-government
community agencies include housing support,
day programs, pre-vocational training, residential
services and respite care. The nomenclature for
NGOs that are not-for-profit and community
managed may be amended by the relevant
peak bodies during the period of this Strategy
so that such organisations will be referred to as
community managed organisations (CMOs).

Mental health services

Peer support

Refers to services in which the primary function
is specifically to provide clinical treatment,
rehabilitation or community support targeted
towards people affected by mental illness or
psychiatric disability, and/or their families and
carers. Mental health services are provided by
organisations operating in both the government
and non-government sectors, where such
organisations may exclusively focus their efforts
on mental health service provision or provide such
activities as part of a broader range of health or
human services.

Social and emotional support, frequently coupled
with practical support, provided by people who
have experienced mental health problems to
others sharing a similar mental health condition.
Peer support aims to bring about a desired social
or personal change and may be provided on a
financial or unpaid basis.

General health and wellbeing workforce
Refers to the professions and roles that contribute
to the general physical and emotional care and
support of individuals, families and communities
(as distinct from specialist mental health roles).
For the purposes of this National Mental Health
Workforce Strategy, the term refers to general
practitioners, practice and other primary care
nurses, Aboriginal Health workers, social workers,
occupational therapists, speech pathologists,
pharmacists and psychosocial support and
workers.

Mental health problem
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Mental health worker
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Primary care services
Community-based services which often constitute
the first point of contact for people experiencing
a mental health problem or a mental illness and
their families. The primary care sector includes
general practitioners, emergency departments
and community health centres.

Private sector specialist mental health services

Social inclusion

The range of mental health care and services
provided by psychiatrists, mental health nurses
and allied mental health professionals in private
practice. Private mental health services also
include inpatient and day-only services provided
by privately managed hospitals, for which private
health insurers pay benefits, and some services
provided in general hospital settings.

Contemporary concepts of disadvantage
often refer to social exclusion. Social inclusion
refers to policies which result in the reversal of
circumstances or habits which lead to social
exclusion. Indicators of social inclusion are that
all Australians are able to secure a job; access
services; connect with family, friends, work,
personal interests and local community; deal
with personal crises; and have their voices heard.

Professionals in mental health
Refers to members of the workforce who are
specifically trained in mental health and are
expected to work to particular standards and/or
meet registration requirements. In some cases,
this term is used interchangeably with the term
‘mental health worker’.

Psychiatric disability
Refers to the impact of a mental illness on
a person’s functioning in different aspects
of a person’s life such as the ability to live
independently, maintain friendships, obtain
or remain in employment, and to participate
meaningfully in the community.

Recovery
Various definitions are described in the Fourth
National Mental Health Plan.

Specialist
If used to describe the workforce, see ‘professional’
above. When used to describe a service, the term
refers to facilities or services that primarily or
solely provide assessment, treatment, support or
education in mental health. Within mental health
services, there may also be ‘specialist’ services,
such as those for young people, Indigenous
people, older people, children, refugees and
so on; or services for specific mental health
problems, such as depression or anxiety or
suicide prevention.
Please note that new definitions are currently being
developed in the peer worker area, but are not yet
nationally endorsed as at the time of publication.

Secondary consultation
A service delivered to a professional from another
agency or service provider about a specific client
of that other agency. In contrast to primary
consultation, in secondary consultation the
client is not present during the consultation.
A secondary consultation may involve discussion
about several clients of the other agency or
service provider.
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Australian Government
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Consumer
representative

Mental Health Council of
Australia

Queensland

Mr Mick Burge, Member, National Register,
MHCA, Queensland

Carer
representative

Mental Health Council of
Australia

Australian
Capital Territory

Ms Judy Bentley, National Mental Health
Consumer and Carer Forum, ACT

Health Workforce
Principal
Committee

Victorian Department of
Health

Victoria

Ms Kim Sykes, Director, Service and
Workforce Planning, Victoria

Professional bodies

Australian College of
Mental Health Nurses

Australian
Capital Territory

Ms Kim Ryan, Executive Officer, ACMHN, ACT

Royal Australian and
New Zealand College of
Psychiatrists

Queensland

Associate Professor Brett Emmerson,
Executive Director of Mental Health Services,
Royal Brisbane and Women’s Hospital,
Queensland

Australian Psychological
Society

Victoria

Mr Harry Lovelock, Senior Manager, Strategic
Policy and Liaison, Australian Psychological
Society

OT Australia

Victoria

Mr Ron Hunt, CEO

Australian Association of
Social Workers

Victoria

Ms Elizabeth Sommerville, Mental
Health Professional Officer, Australian
Association of Social Workers

Royal Australian College of
General Practitioners

Victoria

Dr Darra Murphy, RACGP

Deans of Health Sciences

South Australia

Professor Justin Beilby, Faculty of Health
Sciences, University of Adelaide, South
Australia

Community Services and
Health Industry Skills
Council

New South
Wales

Mr Robin Flynn, Research and Policy
Manager, CS&HISC

Victoria

Ms Sue McLean, CEO, Albert Road Clinic,
Melbourne

New South
Wales

Ms Tina Smith, Community Mental Health
Australia, NSW

Educational sector

Australian
Private Hospitals
Association
NGO sector
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Organisation

Private Mental
Health Alliance
Government

Commonwealth and state/
territory governments—
mental health

Jurisdiction

Name

Victoria, South
Australia

Dr Bill Pring
Proxy: Ms Carol Turnbull, Chief Executive
Officer, Ramsay Healthcare, South Australia

Australian
Capital Territory

Mr Kevin Kidd, Principal Nurse, Mental
Health, ACT Health

New South
Wales

Mr Marc Reynolds, Manager, Clinical Service
Development, NSW Mental Health and Drug
and Alcohol Office

Northern
Territory

Ms Lorin James, Senior Policy Officer,
Northern Territory Workforce Development
and Clinical Standards

Queensland

Dr Aaron Groves, Director, Mental Health
Proxy: Ms Sandra Garner, Senior Policy
Officer, Mental Health Plan Implementation
Team, Queensland

South Australia

Derek Wright, Director, Mental Health
Operations, Mental Health Unit, Department
of Health, South Australia

Tas

Ms Coral Muskett, State Director of Nursing,
Mental Health, Tasmanian Department of
Health and Human Services

Victoria

Mr Paul Smith, Director, Mental Health and
Drug Operations, Mental Health and Drugs
Division, Victorian Department of Health

Western Australa Mr Wynne James, Manager, Mental Health
Network, WA Health

Department of Families,
Housing, Communities
and Indigenous Affairs

Commonwealth

Mr Craig Winfield, Director, Health Workforce
Reform Section, Health Workforce Division,
Australian Government Department of
Health and Ageing

Secretariat—
national

Ms Penny Tolhurst, Secretariat Manager,
Mental Health Workforce Advisory
Committee

Commonwealth

Ms Deb Winkler, Mental Health and Autism
Branch, FaHCSIA
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