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Aim
To develop and support a well led, high performamgl sustainable mental health workforce
delivering quality, recovery-focussed, mental Hea#rvices.

Strategic directions

Objectiveone: To develop, support and secure the current watkfor
Objectivetwo: To build capacity for workforce innovation andaeh.
Objectivethree: To build supply of the mental health workforce.

Objective four: To build capacity of all health and community\see providers to work
effectively with people living with mental illneszcross the lifespan and with their carers,
families and communities.

Objective five: To collect accurate, timely and quality data ounstkalia’s mental health
workforce with well designed and integrated datitection systems.

Preamble !

Theimpact of mental iliness

Mental iliness or disorder profoundly affect aniindual’s social, emotional, psychological,
physical and cognitive wellbeing, and can have mansequences for the health and
wellbeing of carers, families and communities. @néve Australians experience symptoms
of a common form of mental disorder (anxiety, dffez or mood disorders, substance use
disorders) in any 12 month period, while about 45%Australians will experience a mental
disorder during their lifetime. Some 2.5% of thepplation is affected by severe and
persistent mental illness, and often require manyises over a long period.

Individuals experiencing mental illness, and tredrers and families are at higher risk of
adverse social, economic, and health outcomes. IPewjth long-term mental health
problems experience significantly higher ratestofgical illness, and are likely to experience
social exclusion and discrimination as a directsemuence of their difficulties.

The economic costs of mental illness to the comtyur@main high. Approximately $4.6
billion in services were provided in 2006-07. Thenaal cost to employers of reduced
productivity has been estimated at 30 million wogkidays. The value of disability and
premature death among young people aged 12-25 lyaadseen estimated at $20.5 billion.

Mental illness has been identified as the thirddileg cause of the burden of disease in
Australia, and projections to 2023 indicate thahtakillness is expected to remain the largest
contributor to the prevalence of disability untjea60. Despite growth in state and territory
clinical workforces between 1993 and 2007 and im@naents in access to services, only one
third of those with a mental iliness receive mehtlth services each year.

In Australia, as in comparable countries, treatmeate and support continue to evolve as
society moves away from the historical focus otitunsonalised care of people with a mental
illness. The need for services remains high, bpt@gches to care are changing. Workforce
development needs to support system changes, haswekeeting the needs of consumers and
carers, their families and communities throughtexgsservice models.

1 Further detail of the data sources, policy doausieeer reviewed literature and other researetl tesinform
this strategy document, together with referencesfalh bibliography are contained in the literataned
document review that accompanies this strategyreat <insert url>



The workforce scope of this strategy

The focus of this strategy and plan is the worldorehoseprimary role involves early
intervention, referral, treatment, care or supporpeople with a mental illness, in a mental
health service or other health service environmamuding non-government community
mental health services.

It includes mental health nurses, psychiatristenegal registered nurses, general and other
medical practitioners, occupational therapists,iadoworkers, psychologists, Aboriginal
mental health workers, Aboriginal health workershgumer workers, and carer workers. It
encompasses workers in a range of settings, imdukospitals, health care and community
mental health agencies across metropolitan, refanthremote areas of Australia.

The mental health workforcein Australia

Growing and developing the health workforce is iargy for governments in Australia. The
clinical workforce that works directly with consureen mental health services increased by
51% between 1993 and 2007, with the largest grogyibrted in ambulatory services. In spite
of these gains, the majority of jurisdictions argeriencing shortages in mental health
workforce supply, and difficulties with mental himaWorkforce recruitment, distribution and
retention.

There is evidence that the existing mental heatitkferce supply cannot meet demand, and
that socio-economically and geographically disatkged areas continue to be underserviced.
Unfortunately, data sources to measure and deschibe public sector mental health
workforce are inconsistent across jurisdictions] anthe non-government sector do not yet
exist.

The World Health Organization identifies the heaidtbrkforce as the most important of all
health system resources. People who work in mdwalth services are among the major
strengths of the system. They are essential bosleridice improvement and to mental health
reform, and have a vital role in improving healtliammes for the Australian community.

Working in mental health
Working in mental health offers particular challes@nd benefits.

Some of the challenges particular to the area dechroviding care, support and treatment to
people who have severe behavioural disturbanceelatbd safety issues. Some consumers
receive involuntary treatment and care and thisre&se a range of issues for workedb
stress can be defined as the harmful physical amatienal response that occurs when the
requirements of the job do not match the capadsljitresources or needs of the worker.
Adequate training and support can ameliorate jsst but may not always be available.

Workers in mental health may not always have timddliver services in the way that they
would prefer. The capacity to establish an effectitherapeutic relationship, refer

appropriately, or to simply spend time with a cansy, may be constrained by the realities of
a busy service, limited service system, and comgetiemands on workers. Generic roles,
such as case management positions, or excessivisiation requirements, may leave

workers feeling that they are not using the skiiksy have learnt, and are not working to their
potential.

Nonetheless, working in mental health can alsoXoe@ionally satisfying. The sector offers
the opportunity to work with consumers and theimifees or carers and assist them in
addressing the challenges they meet daily. Workars exercise a commitment to the



promotion of independence, dignity, and self-deteation for an often disadvantaged group
of people. There is scope to take a wholistic agginpand to work with consumers over a
long period, seeing changes over time.

Mental health services are delivered in a range seftings, and frequently utilise
multidisciplinary teams. There are opportunitiesvork in crisis teams thattervene quickly

to prevent or reduce the impact of crisis and sd#amnd assertive outreach teams, that
provide support, treatment and interventions foopbe with long-term mental health
problems who have complex needs and who may firdifficult to engage directly with
services The range of work settings is diverse, and suppskill development in varying
roles and environments.

Working with people from a range of disciplinesipositive aspect of employment in mental
health. People bring a different range of backgdsiurexperience and skills which can
contribute to better treatment, care and supptmter professional collaboration can offer
benefits to consumers and workers, The interfate primary care and other areas is also an
important part of the provision of effective sepsc

The complexity of the system

Mental-health services in Australia are delivereithiw a complex system of inter-related
federal and state/territory government providersygpe providers, Aboriginal Community
Controlled Health Organisations (ACCHOs), and asgttial non-government organisation
(NGO) sectdf consisting of an estimated 850 organisations ofing size and service type.
Services can includéospitalisation and other residential care, hospliased outpatient
services and community mental health care servitesugh to consultations with both
specialists and general practitioners (GRghe definition adopted by the AIHW). Other
mental-health related services can include mergaltih promotion, mental iliness prevention
and early intervention and referral, psychosocigip®rt, assistance with daily living and with
maintaining wellness.

Services provided to people with a mental illnesd their carers and families may thus be
funded from a number of sources. The individual &adily journey may involve contact
with a range of service providers, including demarts of health, community services,
housing, and employment.

Background to the national mental health reform agenda in Australia

Since 1992, Australian Health Ministers have agteea whole-of-government approach and
have worked to a National Mental Health Strateglie Triginal strategy consisted of a

National Mental Health Policy; the Mental Healttat®ment of Rights and Responsibilities;

Australian Health Care Agreements (bilateral fiwsy agreements between the Australian
Government and each state and territory); and @éohdtMental Health Plan to coordinate

mental health care reform in Australia throughovai activities.

The First National Mental Health Plan (1993-98)used on state/territory-based, public

sector, specialist clinical mental health serviegag] advocated major structural reform, with

particular emphasis on the growth of community-baservices, decreased reliance on stand-
alone psychiatric hospitals, and ‘mainstreamingitadeds into general hospitals. This plan
was concerned largely with severely disabling, prevalence mental health conditions.

% There has been a suggestion that the NGO seatoatdshe referred to as ‘the community-managed
sector’.



The Second National Mental Health Plan (1998-2@0%}ed the emphasis to more common,
less acute conditions such as depression and nrdisdrders, with a focus on promoting
mental health, de-stigmatising mental illness, andximising treatment outcomes and
opportunities for recovery through collaborationcay public, private and NGO sector
providers.

The Third National Mental Health Plan (2003-08) ka® population health approach and
consolidated the first two plans by emphasising ftkie spectrum of services required to
assure the mental health of Australians. It focusednental health promotion and mental
illness prevention, improving service responsivenesrengthening service quality, and
fostering innovation.

In response to concerns about insufficient progreseme areas of reform under the National
Mental Health Plans, the Council of Australian Goweents (COAG) developed ti@&OAG
National Action Plan on Mental Health 2006-20%ihich committed governments to a
significant injection of new funds into mental hbalincluding expansion of the Medicare
Benefits Schedule to improve access to mental lhealte delivered by psychologists and
other allied health professionals, general practdgis and psychiatrists. It also led to
increased investment by states and territoriesomngunity-based mental health services,
enabling them to respond better to consumers itkre and persistent mental illnesses, and
their carers and families.

The original National Mental Health Policy was uphin 2008 and identifies ten key policy
directions. In relation to workforce, the policyrelition calls for positive and inclusive

organisational cultures; access to high quality catlan and training opportunities;

adequately trained and sufficient numbers of dihiand non-clinical staff across public,

private and non-government sectors to provide Mhjghlity services; safe environments;
systemic supports; and satisfactory incentivesranérds to ensure job satisfaction (levels of
remuneration, appropriate career development oppities, prospects for promotian)

The Fourth National Mental Health Plan (2009-20d4) released in November 2009, and
among other activities was the impetus for develgphis National Mental Health Workforce
Strategy and Plan.



The current policy context for this strategy

This workforce strategy is set within a policy aexitof the health workforce in general as
well as in mental health. Some recent developma&ste in this broader context are:

Reforms and devel opments

A number of significant national reforms, projegislicy and governance initiatives that will
affect the mental health workforce are under wagoon to begin. These projects include:

» Forthcoming national service system guidelines/rt®decare for mental health

» A forthcoming National Rural and Remote Strategi@nfework which has a focus on
mental health and alcohol and other drugs alongstidler identified service priorities
(2010-2015)

* Signing of the National Health and Hospitals Netwé&greement (20 April 2010,
with the exception of Western Australia)

* The non-government organisation mental health veode study (due for completion
in mid-2010)
* Review of the National Standards for Mental HeSkinvices (due for release July 2010)

» Forthcoming national service system framework dgwelent for drug and alcohol
services planning

* The work of the Australian Commission on Qualityd &afety in Health Care and its
links with the work of the National Indigenous Hbdtquality Council (NIHEC) Safety
and Quality Partnership Subcommittee of the Mat¢aith Standing Committee

» Indigenous health workforce development initiatijesy. the work of the Aboriginal
and Torres Strait Islander Health Registered TinginiOrganisation Network
(ATSIHRTON) and; National Indigenous Health Equali€ouncil (NIHEC) and
OTASIH process to renew the National Strategic Fenaork for Aboriginal and
Torres Strait Islander Peoples' Mental Health aadi@® and Emotional Well Being)

» Initiatives to support the mental health of peofptem culturally and linguistically
diverse backgrounds (such as Transcultural MengaltH Centres)

» Developments arising from the National e-healthtstyy
» The Mental Health in Tertiary Curricula measure

The National Health Workforce Agency — Health Workf  orce Australia

Health Workforce Australia (HWA) is an initiativeé the Council of Australian Governments,
and has been established to meet the future caBeof providing a health workforce that
meets the needs of the Australian community. lisalnroles will be to oversee financial

support for pre-professional clinical training, tacilitate locally based mechanisms for
placing students in suitable training places, taldsh a health workforce statistical register
to enable longer term planning initiatives, andgtee advice about workforce directions.
COAG has announced the following major reformsagency will manage and oversee:

* Improving the capacity and productivity of the hkabkector to provide clinical
education for increased university and vocatiodalcation and training places.

» Facilitating immigration of overseas trained hegitiofessionals and continuing to
develop recruitment and retention strategies.

» System, funding and payment mechanisms to suppevtmodels of care and new
and expanded roles.

» Redesigning roles and creating evidence basedatitee scopes of practice.

* Developing strategies for aligned incentives sumddog productivity and
performance of health professionals and multi-gigtary teams.



National Registration and Accreditation Scheme

The new National Registration and Accreditationeoét is due to commence on 1 July 2010.
The new scheme is being established to deliver ngeraof benefits to the Australian
community, including:

» providing for the protection of the public by eriegrthat only practitioners who are
suitably trained and qualified to practise in a petant and ethical manner are registered

» facilitating workforce mobility across Australiacireducing red tape for practitioners

» facilitating the provision of high-quality educaticand training and rigorous and
responsive assessment of overseas-trained praetisio

* having regard to the public interest in promotingess to health services, and

* having regard to the need to enable the continudmslopment of a flexible,
responsive and sustainable Australian health weoeckfaand enable innovation in
education and service delivery

The new system creates a single national registrathd accreditation system for ten health
professions: chiropractors; dentists (includingtdehygienists, dental prosthetists and dental
therapists); medical practitioners; nurses and nviesy optometrists; osteopaths;
pharmacists; physiotherapists; podiatrists; ancthp@pgists (Australian Health Workforce
Online 2009). The system will be delivered throutie Australian Health Practitioner
Regulation Agency (AHPRA) and the new national segtion boards established for each of
the professions.

The Fourth National Mental Health Plan

On 4 September 2009 the Australian Health Ministeemference (AHMC) endorsed the

Fourth National Mental Health Plan: an agenda @itlaborative government action in mental

health for 2009-2014. The Plan was released ondv@iber 2009 and is underpinned by the
National Mental Health Policy 2008.

The Plan is a Health Ministers Plan, developedhm ¢ontext of a whole of government
approach, and building on the three previous Natidtental Health Plans that span 1993-
2008. The development of this workforce strategyd amorkforce plan will support
implementation of the 2009-2014 Plan.

The Plan outlines five areas for national actiomental health, including social inclusion and
recovery. It retains the definition of recovery lmgd in The National Standards for Mental
Health Services (1997), which define recovery ‘As:deeply personal, unique process of
changing one’s attitudes, values, feelings, gositsdls and / or roles. It is a way of living a
satisfying, hopeful and contributing life. Recoveryolves the development of new meaning
and purpose in one’s life as one grows beyond dtastrophic effects of psychiatric disability’.

The Standards have subsequently been reviewed poltedl and a consultation process,
auspiced by the National Standards Implementatiterii)g Committee, has resulted in
development of the National Recovery Principleg (selow).

The Plan notes that good mental heakla' critical component of good general healimd is
determined by a complex set of interrelated factarshe individual, the family, or the
community. The Plan adopts a population health éaork, acknowledging that the result of
mental health and illness is based on a complexglaty of social, psychological, biological,
environmental and economic factors. The framewoeluires a whole-of-government
approach to achieve effective change, and emplsaise services must meet the specific
needs of different cultural groups, backgrounds axpukriences. Indeed, the plan highlights
that specific groups (eg Indigenous Australiansytlgp and the elderly) may be more
vulnerable to mental illness and issues must besasd in a culturally sensitive manner and
targeted across the lifespan.

Eight principles underlie the Plan:



* Respect for the rights and needs of consumerstsgdeamilies and communities —
engagement, support, information, choice of sesyiaad privacy.

« Services dedicated to the recovery approach —dstrocess and result.

e Social inclusion — recognition of the importance sofcial, economic and cultural
factors in mental health, and of barriers that leasbcial exclusion.

e Acknowledgment of social, cultural and geographivetsity and experience —
recognition of the need for cultural competencypianning mental health services,
and specific issues faced by some groups, suchoaeem; indigenous, linguistically
diverse, and rural and remote communities.

* Recognition that the focus of care may be diffemr the lifespan — mental health
services tailored to different age groups.

e Services that support continuity and coordinatidncare — collaboration among
services and integrated models of service deligerthere is less chance that people
will fall through the gaps.

e Service equity across communities, areas and ageapgr— services that are
accessible, responsive, equitable in quality, avidlemce-based, with levels and
outcomes of care that are transparent to consumers.

» Attention to the spectrum of mental health, mehtallth problems and mental iliness
— the range of services spans the spectrum of ineeadth from wellness through to
mental illness, from primary care to greater ineohent, and responsive to the
different demographic sectors of Australian society

The recovery approach and the development of saisat are community needs based,
based on the eight principles, have implicatiomgd&eloping the mental health workforce in
Australia, including continued development of seeg¢i across sectors and community
settings, to maximise treatment options and outsome

Five key areasfor national action within the Plan

Despite the achievements of previous Australiantaidrealth reforms and action plans, the
Fourth Mental Health Plan highlights that much iff be achieved at state and national
levels, and that greater emphasis on improving wttedility for both mental health reform
and service delivery is vital. Both the Fourth M@ntealth Plan and the COAG National
Action Plan on Mental Health (2006-2011) state rieeessity for developing the workforce
and increasing its capacity. Recruiting and retajra workforce that is supported to maintain
skills and knowledge, and is responsive, culturalbmpetent and sustainable remains a
continuing challenge. The Plan has five key areasngational action, of which priority
4: Quality Improvement and Innovatide most directly relevant to workforce. There are
some workforce implications, however, from eacloity.

1. Social inclusion and recovery

The twin aims of increasing understanding of mehéallth and wellbeing in the community,
and recognising that delivery of services must berdinated across health and social
domains, include the following workforce implicati&

* Re-focused workforce development that supportsebevery approach
* Further expansion and development of a peer supmokiforce
2. Prevention and early intervention

To achieve outcomes where people have a betterstadding of mental health problems,

and are thus more able to seek help or supportso#aely; where there is greater recognition
and response to mental health issues, includingptoccurring alcohol and drug problems,

physical health issues and suicide; and where ghsteservices have specialist support when
necessary, the workforce implications would inctude



e Education for front-line workers that come into tzat with people with mental
health issues, including police, ambulance, chititertion and other services

« Increased training of front-line workers in co-¢ixig mental health and alcohol and
substance abuse issues, and risks of suicidal lmelmav

3. Service access, coordination and continuityanéc

The outcomes for this priority include improved egs to appropriate care, continuity of care,
and an adequate mix of services. Workforce impboatinclude:

* A national service planning framework (models ofegawill be developed and
workforce components will be required to support it

4. Quality improvement and innovation

Making information available to the community onrnsees and outcomes by region;
reporting against standards of care; using enaldgislation that supports the transfer of
civil and forensic patients across jurisdictionsporting emerging models of care and
providing leadership for implementation have a nendf workforce implications, including:

* Development and the initial implementation of aibial Mental Health Workforce
Strategy to inform a national approach to defimmdardised workforce competencies
and roles in clinical, community and peer suppogta

* Increased consumer and carer employment in climisdlcommunity support settings

« Expanded and better used innovative approachesendcs delivery, including
telephone and e-mental health services.

5. Accountability — measuring and reporting progres

Ensuring that the public can make informed judgmetiout mental health reform and the
implementation of the Plan, and that there is adixjveliable information available about
services to compare to national benchmarks, woane lmplications for:

* Improving and standardising across jurisdictiorestars, and service providers the
type and level of data collected to map and meaerenental health workforce, its
attributes and trends in workforce.

» Developing effective monitoring and evaluation loé implementation of workforce
strategies.

Governance of the Fourth National Mental Health Plan

The Mental Health Standing Committee (MHSC) is pesging the Plan's implementation and
monitoring process on behalf of the Australian Hedlinisters Conference (AHMC). All
jurisdictions have been involved in developing aftdimplementation Strategy that details the
process for implementation that will achieve thenRl aims and objectives. AHMC will report on
progress against this Implementation Strategy ewasr to the Council of Australian
Governments (COAG).

Responsibility for monitoring and coordination betimplementation, evaluation and reporting
effort vests with the MHSC. The AHMC has agreedestablish a Cross Sectoral National
Mental Health Plan Implementation Working Groupe(tWorking Group) to progress the
whole of government aspects of the Plan. The Wgrldnoup will provide the opportunity to
establish ongoing relationships with other sectorgpromote further adoption of mental
health reform across portfolios. The first Worki@goup meeting was held on 14 April 2010.



National Recovery Principles

The National Standards for Mental Health Servicasehrecently been reviewed by the
National Standards Implementation Steering Commiited are due for release in July 2010.

From the perspective of the individual with meiilia¢ss, recovery means gaining and
retaining hope, understanding of one’s abilities @isabilities, engagement in an active life,
personal autonomy, social identity, meaning angpse in life, and a positive sense of self.

The Fourth Plan notes that recovery is not synomgmweith a cure; rather, those with a
mental illness may have recurring or persistenblgms. Consequently, recovery must be
viewed as both a process and outcome. Adopting@veey philosophy is important across
severity levels and diagnosis, and is likely taliferent for everyone. Maximising individual
potential and coping skills is important, and seggi must provide support and appropriate
treatment to all Australians with a mental illneassense of identity, purpose, self-
determination, and the empowerment to participaitg &nd competently in the community.

The National Recovery Principles identify six pijles to ensure recovery-oriented mental
health practice. These are:

* uniqueness of the individual (including empowerihg individual to be at the centre
of care);

» real choices (including achieving a balance betweédy of care and support for an
individual to take positive risks);

« attitudes and rights (including listening to, ldagh from and acting upon
communications from the individual and their cayers

» dignity and respect; partnership and communicatinduding acknowledging each
individual is an expert on their own life and thacovery involves working in
partnership with individuals and their carers); and

e evaluating recovery (including measuring outcomes aorange of indicators in
addition to health and wellness, such as housmg|@/ment, social relationships).

For some services and their staff, adopting regopenciples in service is a major change in
their way of working with people with mental healtonditions. There are consequent
implications for education and training curricupapfessional development, and the mix of
skills and roles in service teams.



Developing this strategy
The process to develop the strategy

In October 2009, the Mental Health Workforce Advis€ommittee (MHWAC) engaged
Siggins Miller to conduct national consultationsdameview peer reviewed literature and
national and jurisdictional documents (includingaiégable mental health workforce data) to
provide evidence and advice to the MHWAC for depelg the national mental health
workforce strategy and plan. On this basis backulopapers and a draft architecture and
content for further consultation were developed.

Between October 2009 and February 2010, 368 stédkerisoattended one of 17 workshops;
53 key informants were interviewed, and 34 wrigebmissions were received.

An extensive literature and document review wagpamed and is publicly available as a
resource for policy development and planning amthér study of mental health workforce
issues <insert url>.

Finally, all the information from workshops, infoamt interviews, written submissions and
the literature were considered together to suggestity national objectives and strategies.
The choice of suggested strategies was guidediteyiarincluding:

» Initiatives where all jurisdictions have agreed:tanmon policy goals and
coordinated national action.

» Initiatives where the Federal Government holdspibieey or funding levers.

» Initiatives at State and Territory level that cantaken up and further developed to be
a national approach, if appropriate and more dfsttive.

» Initiatives of national significance that could to@lled in one State or Territory and
then rolled out if successful.

» Initiatives that build on common current state &rdtory activities where national
coordination, support and evaluation of that efieould reduce duplication, increase
synergies, increase return investment and speewjeha

System-wide issues raised by stakeholders

The federal system of government in Australia haslpced a complex division of funding,
accountability and service delivery among differevels of government. Workforce issues
cross areas of Commonwealth and state/territoporesbility, and also include matters at the
organisational level, such as workplace culture gnadtices. Some of the issues raised in the
consultations significantly affect the mental hiealtorkforce, but may be health system wide
in nature.

This strategy suggests actions that will add vatug¢he work already under way in each
jurisdiction. Development of the strategy has imedl mapping the current activity in mental
health workforce development in all jurisdictioi$ie mapping demonstrates a high level of
existing local activity in all parts of the countrgnd is documented in the supporting
technical paper that accompanies this strategy.

Industrial issues in the public and NGO health iandes remain largely the responsibility of
the states and territories. Many participants i@ tonsultation process said remuneration
levels (differences in remuneration among jurisdicd, and between the public and non-
government (NGO) sectors) were important barrierthé attraction, retention, mobility and
sustainability of the mental health workforce.

These industrial issues apply to the whole heaithfauman services workforce, and are not
unique to the mental health workforce. Housing ahgsical infrastructure for Indigenous
and non-Indigenous rural and remote health work@s another health system issue raised in
consultations. This is of particular concern inioeg where the cost of housing in the private
market is exorbitant.



In consultations and submissions, participantsesg®d concern that the mental health sector
was not well connected to mainstream efforts tgeupand develop the health workforce in
general, and in underserved areas and populafitiese are significant national and state and
territory strategies and funding programs and plansupport rural and remote workforce,
Aboriginal and Torres Strait Islander health woskand services, overseas trained doctors,
efforts to develop clinical leadership and improeknical governance and workplace
supervision and support and continuing professideakelopment. The new agency, Health
Workforce Australia, will play a significant role ithe support of clinical supervisors and
trainees and students in the health sector braadlywill provide considerable investment in
workforce innovation and reform.

The mental health sector needs to ensure thabiitgnittee structures and plans and strategies
are well connected with the opportunities providgdthe new structures and investments.
Strategies for the mental health workforce canresetbp in isolation from the rest of the
health and human services workforce. At the same,tinational reforms involving major
change are still in progress at the time of preygthis strategy. Accordingly, while the
importance of these issues is acknowledged, thewwig strategy focuses on mental health-
specific workforce strategies and actions.

Areas of work

Taken together, the literature, data, and consuftatpropose the following areas of work as
the focus of this strategy:

1. Developing, supporting and securing the cunerkforce
2. Building capacity for workforce innovation areform

3. Building the supply of the mental health worki
4

Building the capacity of all health and comntyrservice providers to work effectively
with people living with mental illness across tifedpan and with their carers, families
and communities

(621

. Collecting accurate, timely and quality data/Zarstralia’'s mental health workforce with
well designed and integrated data collection sysfém

3 Prioritisation of strategies suggested by the PSé&drfarther work as well as reduction in the numbér
strategies and will be reflected in the implemeataplan that will be developed once the stratsgggreed.

* The PSC has suggested that the rural and remoteforoek and the Aboriginal and Torres Strait Islande
workforce need separate sections. This has beesidavad, however Mental Health Standing Committelendit
support this approach, preferring an integratedehod



1: Developing, supporting and securing the current workforce °

The mental health care system relies on the dediica¢nergy and efforts of the current

workforce to maintain essential services, anddmmfrsupervise and mentor new staff. At the
same time, those who manage and work in the sesy&tem face considerable challenges in
developing and adapting to new structures, new ddsjand new ways of working.

Developing, supporting and securing the current kfeoce require attention to areas
including training and development, clinical leegtep, and role definition.

Developing the current workforce

All jurisdictions have mental health services plamsich include workforce development
initiatives. Most jurisdictions have committee odvesory council structures to support
workforce development, and three jurisdictions e@nsland, Victoria and Western Australia
- have specific mental health workforce developmaans or strategies and work plans. A
number of jurisdictions have considerable investmemrentres, institutes and programs that
provide CPD and postgraduate training in mentaltheafor example, the Institute of
Psychiatry in NSW, the Centre for Mental Health loéag in Queensland and the planned
Victorian Mental Health Workforce Development anddvation Institute.

I mplementing change

The Fourth National Mental Health Plan implies ¢desable change in the way people will
work in mental health care. It calls for changesstructure, philosophy and approach;
changes in the place of treatment; a growing emgplwasearly intervention; and the need to
emphasise the broad social determinants of mdhtass and relapse. The literature and the
stakeholder consultations confirm that such chahgee stretched existing training programs
and those who teach in them, and tested the wajceesrare configured and governed.
Assisting people with these new ways of thinking arorking is a key focus of this part of
the strategy.

Changing the practices of people who work in or aggnand lead the system, and changing
the structure or resourcing of the system are paly of the change management picture. The
attitudes and values of the existing workforce pdwly shape those of successive
generations of health professionals as they undedimical placements in training programs,
or as graduates in their early years. The work donevocational, undergraduate or
postgraduate programs can be nourished or extimggidy the power of peers and deep
organisational culture. Investing heavily in sugpand development of the existing
workforce, including those who teach the next gatien, is therefore an investment both in
the present and also in the future supply of theé generation of workers, and the capacity to
attract and retain them.

More work is required to achieve a shared undedatgnof what is meant by thecovery
approach The values and attitudes it implies need to l#erstood and adopted consistently
by the current workforce, if they are to supporvveays of working effectively.

Moreover, the literature emphasises the importaridestering workplaces where consumer-
focused approaches are modelled by senior staffydiere trainees and new recruits are able to
practise the skills, values and attitudes they fepiired in their training. Informants thought
many people were aware of the new approaches dddliges, but they were implemented
inconsistently.

Few jurisdictions have sustained programs aimedirattly teaching the skills and knowledge
necessary to implement the recovery approach andlating that knowledge into practice. This
is clearly an area where national action couldlacate change.

® Further editing of all preambles will occur.



Key areas of need

The national consultations noted some key grougssatiings where the current specialist and
generalist workforces needed more support andnistudies report that some members of
the current mental health workforce feel they nemmte knowledge and training to work
effectively. Some lack confidence in their abiltty identify and treat co-occurring alcohol
and other drug problems; to deal with aggressiveotentially aggressive situations; to treat
consumers with complex needs, such as prison piigmgda or to meet the demands of their
role, despite several years’ clinical experiencesMurisdictions’ plans include attention to
these areas of skill development.

Young people and adolescents

An area in need of urgent attention was the neég®ung people and their carers as they
transition from child and adolescent services taltagervices at arbitrary, age-determined

points. Increased capacity in the present workftocearly diagnosis and appropriate treatment
and support for young people could significantiguee the damage done by a mental illness to
educational, employment and social inclusion ougsm

Aged care

The ageing of the population is expected to ineedesmands on the mental health service
system. The existing workforce needs to work effett with people with multiple age or
medication related comorbidities such as diabetaser, and dementia.

There is a clear need for investment in trainingcggdist mental health workers and aged care
professionals to meet the needs of people with mtahédiness as they age, and the aged who
may develop mental illness. This growing need, reent release of the national report into
aged care, and the apparent lack of coordinatexdtt efationally strongly suggest that work at
the national level is necessary. Only one jurigalict NSW, currently mounts workforce
initiatives to address this part of the populatiareview and development of relevant older
peoples mental health education and training prmograa benchmarking project for older
peoples’ mental health services; and ensuringgpetialist mental health clinicians delivering
services for older people are equipped with corepatencies from the outset.

Aboriginal and Torres Strait Islander people andLTA

Access to culturally appropriate services for Agmral and Torres Strait Islander people and
people from culturally and linguistically diverseadikgrounds needs a workforce that is
technically and culturally competent. Aboriginal and Torres Strilander mental health
workers themselves are in need of support owirthed dual roles at work, and in their own
family groups and communities. These workers fan@iqular pressures and are often on call
24 hours a day, seven days a week. To compoungréissure they work under in many rural
and remote areas of Australia, often indigenousarsrare not eligible for housing and other
supports made available to non-indigenous staffvésiting specialists.

Rural and remote areas

Research and consultation indicates that mentdthhearkers in rural and remote areas face
particular challenges. Problems may include a t#fokareer opportunities; fewer options for
referral; unsafe environmental conditions in therkptace; lack of safe and suitable
accommodation; and a perception that the quality arailability of clinical supervision is
less than in major urban settings.

In some jurisdictions efforts are under way to ddisparities in outcomes for consumers
and carers and to better support, attract andnretaff in all disciplines where distance and
remoteness is a challenge. In NSW there are rugatahhealth training scholarship schemes;
incentives and opportunities are provided for reiree undertake work rotations in rural
MHSs. Victoria has developed a Rural Medical Pasini@ Project to provide professional
support to psychiatric registrars working in ruakas and has funded additional rural



psychiatric registrar positions. As many stakehad®ave pointed out, cross-border issues
workforce such as differences in levels and tydesupport often mean that staff developed
in one jurisdiction are lost to another. Coordidatgational effort could promote more
positive outcomes for the current and future wartéo

Stakeholders believe that compulsory and practiela placements for exposure to different

cultural perspectives of mental illness and segtirage essential. Continuous cultural

awareness in-service training, rather than oned4@ffminute sessions, was the favoured
strategy for building workforce capacity. A contous approach allows training to target

people in particular settings — grassroots NGOs,ef@mple, or emergency personnel, or
managers developing service for CALD communitiealdo targets career path development,
with cultural competency training aligned to carestage/level. As well as increasing

professionalism, this long term recruitment aneémgon strategy has the capacity to raise the
flag' for cultural competency at all workforce Ié&sjeand the potential to increase retention.

Supporting the current workforce
Stress, workload and expectations

The factors affecting the retention of mental heaitorkers have been well documented.
Research has found that the main problems for caritynmental health workers are high
expectations and demands with no prospect of rédiek of clarity of their mission and roles,
and workers’ perceptions of being the scapegoatshiartcomings in the mental health system.

Research also reveals that feelings of helplessségsses associated with increasing and
new demands, an ageing workforce, and high expessatrom the public are major issues
for the occupational health and safety of mentallthenurses. Intensified work demands
reduce time for training, and leaves workers toedtito undertake training outside working
hours. Workers who are motivated to undertake itrgineport that the principal barriers are
workplace constraints (excessive workload) rathantfamily or financial constraints.

In the consultations for developing this strateggrvice providers across Australia

consistently described the pressure and intensiyodk. They often expressed concern about
the risks of burnout, and loss of experienced dtaffi the specialist mental health sector to
the general health sector owing to burnout. Soraectethat generic case coordination roles
that ignored the application of specialist clinis&llls could reduce those skills. There was a
clear need to strengthen management and goveroapeaeity in mental health services.

These concerns suggest the need to look not oslypadly issues in workforce development,
but also at the best ways to support, develop as#ilithose who have chosen to stay in the
dedicated mental health workforce, and how besittiact those who have left to return to
mental health. The need to ensure adequate superasd leadership for all mental health
roles was raised consistently in consultations.

Clinical leadership

A review of the literature and the national corstidins with stakeholders confirms that
clinical leadership across all disciplines, and thadership provided to the sector by
consumers and carers and families of those witemtahillness, needs to be strengthened and
supported if cultures of continuous improvement emalsumer and carer and family focus are
to strengthen and be sustained.

All jurisdictions have programs focussed on devielgmnd strengthening clinical leadership
in the health system as a whole, and some juriedithave mental health specific clinical
leadership and governance improvement initiativ@se jurisdiction, Queensland, has a
specific clinical reform project that aims to supguublic sector service providers to develop,
implement and evaluate targeted change managentam$ fthat incorporate changes to
organisational structures, processes and clinreatices.



Around Australia, mental health professionals agmdise managers consulted said that work
on career pathways, access to Continuing Professi@evelopment (CPD), clinical
supervision, and development of supervision ski#ése needed. In every jurisdiction, some
actions are being taken on most aspects of supmyisupport and CPD and career
structures, but there is no one jurisdiction wradt¢hese types of initiatives are in place. This
situation argues for the detailed mapping and assast of current efforts to identify,
develop, and support initiatives that could be efiigated nationally to reduce current levels
of duplicated effort.

Use of technology

Access to enabling technologies for support ofesthaare between nurses, nurse practitioners,
general practitioners, psychiatrists, psychologistd other members of the multidisciplinary
team, for e-health and for supervision, mentoring support does more than increase access to
services. Where it is skilfully used, and whereffstae trained and supported to use the
technology effectively and efficiently, it providespowerful retention tool in isolated settings
away from major teaching health services. It atgs as a tool to encourage redistribution of the
workforce, as people are more likely to go to wiorkinderserved areas if they feel that it will
not be a one-way ticket professionally and thay thil be well supported.

An ongoing investment in e-learning, training aiydtem use would support clinicians and
managers to maximise benefits from e-health devedmps. Some service providers said they
had access to a reasonable standard of e-hedithotegy, but were not using it owing to lack

of competence and confidence. Others, such as #mt YAlUstralian Country Health Service

(WACHS), have focussed on enabling technologies.

WACHS has developed the State-wide Clinical Sertiobancement Program (SCSEP) that
delivers both clinical services and education araining to consumers and staff across
WACHS. This has recently been enhanced by the paechf a multipoint conferencing bridge.
Education programs delivered include mental stesessment, risk assessment, CBT, working
with personality disorders, older adult psychiattyild and adolescent psychiatry. It is also used
for supervision, meetings and case conferencings@tant Child and Adolescent Psychiatrists
deliver a clinical service to regions that woulthetvise have no such service. It is hoped to
develop this program further in the future. A numbileongoing training opportunities are being
developed for the WACHS workforce in partnershigghwather organisations (eg Drug and
Alcohol Office, Perinatal Mental Health Unit). WA@Hare also currently as part of a state-
wide process on a Generic Core Competency Traliagiework. Where possible, successful
local initiatives should be shared and embeddeaskadhe mental health service system.

Nationally, the Mental Health Professional Onlin@v@lopment (MHPOD) project will
provide a seventy-hour core curriculum aimed atkerns in mental health. The content is
linked to theNational Practice Standards for the Mental HealtbMforce and is about to be
piloted at eleven services nationally, including GHAS. To date MHPOD has been well
received—five topics are currently available foeywyew—and is an example of what can be
achieved by pooling resources nationally to supih@rtworkforce.

Securing the current workforce
Existing initiatives to support and retain the current workforce

All jurisdictions have made some efforts to inceedle attractiveness of the mental health
working environment, and providing incentives tport or retain the mental health workforce.

They include family-friendly initiatives such as ildeare or eldercare; implementing
work/life balance policies; investigating publidi@te sector options for allied health
professionals; looking at occupational health aafétg policies for preventing and managing
violence and aggression; providing flexible workimgvironments; offering good access and
support to information and communication technoldgyT); promoting attractive roster
options, promoting mental health as a vocation ldiae to health professionals and to



undergraduates; appointment of workforce officeos facilitate outcomes; negotiating
improved conditions and increased salaries undéy &geements, and so on.

Collection, collation and sharing of resourcesjgwe$ and programs nationally could reduce
duplication of effort, speed change and increasergyes of effort. In recent years, the role of
consumers and carers as members of the paid woekf@s increased steadily.

The literature and national consultations sugdest there are a number of ways this part of
the workforce could be better supported througlicpalevelopment, clear role delineation

and position descriptions, and access to bettettariag, supervision and support. Mental

health workers would also benefit from traininghiow to work well with consumer and carer

colleagues, and provide them with the necessargrsigoon and support as part of the multi-

disciplinary team.



1. By developing, supporting and securing the current workforce,
we aim to contribute to -

* Increased quality and safety and clarity of services for consumers, families
and carers and for staff

* Increased retention of staff

» Service cultures that support hope and optimism

* Increased opportunities for effective supervision, lifelong learning and
Continuing Professional Development
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» Improved workforce capacity to contribute to reducing inequalities in health
outcomes for Aboriginal and Torres Strait Islanders living with a mental
illness

Improved capacity to retain and support the mental health workforce in
rural and regional and remote locations

Increased cultural appropriateness of service delivery®

Strategies to achieve these objectives may include -

1. Working with the Australian Health Practitioner Regulation Agency, Health
Workforce Australia and the jurisdictions in promoting and supporting access for the
mental health workforce to investments in and resources for the development of
clinical leadership, management development, clinical supervision, models of
workload management and other areas across all clinical disciplines and including
the NGO sector

Abaieuas

2. Auditing existing resources and developing guidelines and templates (linked to the
National Practice Standards for the Mental Health Workforce) for recruitment,
induction and orientation programs for new entrants into the workforce; for clinical
supervision; and for developing and customising training and professional
development resources at the local level.

3. Developing clear national guidelines, consistent with National Practice Standards
and the Fourth National Mental Health Plan, for roles (including consumer and carer
roles and rehabilitation support roles), skill mix and competencies for a capable
workforce, to improve consistency of care and to increase the effective and efficient
use of the available workforce.

4. Working with the relevant professional bodies and the Directors of Mental Health to
define roles that will maximise the use of clinical skills of mental health
professionals, and therefore freeing up clinicians to make full use of their specialist
clinical skills, by reviewing and better defining case coordination roles, and
developing options for clinicians to move through a clinical stream rather than a
management stream for career progression.

5. Working with NACCHO and affiliates, NIHEC and other relevant bodies to provide
better career pathways for Aboriginal Mental Health Workers, develop consistent
national articulation pathways for Aboriginal Health Worker and Aboriginal Mental
Health Worker training programs; provide better supervision, mentoring and locum
support programs, particularly for sole mental health workers located in Aboriginal

® A specific strategy in this area is under consitien



Medical Services.

. Building on current initiatives, such as MHPOD, to develop a national mental health
e-learning portal where service providers can access a one stop shop to link their
workforce to current and credible sources of information regarding evidence-based
approaches to treatment and service development; and continuing to develop and
implement on line discussion groups where mental health professionals and service
managers can engage with colleagues to share innovation and discuss solutions to
challenging issues.

. Developing targeted communication and recruitment strategies for each of the
major professions that promote pride in work and showcases achievement of the
sector nationally.

. Maximising opportunities for isolated practitioners to work with mental health teams
face to face and at a distance; and for mental health specialists to provide
secondary consultation and education to remote and isolated workers.



2: Building capacity for workforce innovation and r eform

This strategy foresees reforms to the mental heafttkforce to better meet the needs of
consumers, carers and communities, and to betfieredend apply the skills of mental health
professionals. Consultations to help develop tiretegy and the research literature together
outline a substantial short and long term agendafmvation and reform.

The newly established Health Workforce Agency pri@aannovation and reform, and most
states and territories and many non-governmentn@@gtons now fund or provide workforce
development units, functions, or capacity, and thewvorkforce-related evaluation research.
Evidence for what works to promote sustained changhe workforce is thin but growing,
though the research and evaluation effort is ctiydéragmented and uncoordinated.

The changing policy and planning context poses ifsggmt challenges for workforce
planning and development. Some reforms in the ticedil mental health workforce have
been under way for some years, such as the Comnadtviended reform of the curriculum
for psychiatry training; expanding the provision gifecialist psychiatric clinical training to
settings other than acute public hospitals; ancepdoration by IMET in NSW of a new role
and career path for hospitalists in mental health.

The development of Mental Health Nurse Practitisl®HNPS) is a contemporary initiative
promoted throughout mental health services in Viatand elsewhere. This approach, along
with the establishment of a MHNP Collaborative, kasn the endorsement of MHNPs and
many mental health nurses are undertaking MHNPidahde. Establishment of these roles
with an advanced scope of practice makes theseeswutise most advanced clinical
practitioners within the discipline of nursing. heill have prescribing rights in the future,
but their scope of practice is far more extensall®wing them to refer and receive referrals
to and from medical staff and order pathology tast$ investigations.

There is also support for nurses to be authorisgmdscribe and administer medication or to
issue an order for involuntary detention and assessin the absence of medically trained
professionals. Further possible role expansionst@areonduct physical health screenings,
chronic disease prevention and management, smakésgation interventions, drug and
alcohol interventions, health lifestyle managemam health promotion. It is suggested that
formal evaluation of the outcomes of the Mental IHedNurse Incentive Program be

considered.

There is a significant gap between what consumedscarers and communities value and
need, and the ways services are currently deliviéhed is, to whom, by whom and where). In
particular, under the recovery approach, the skiltpiired for any team are defined by the
needs of the local communities and service usatiser than by the needs of the professions,
the organisations in which they work, and the lmesyistem. This is a quantum shift occurring
not only in Australia, but in comparable countrfaad not just in mental health).

The move towards community-based recovery appr@attheare creates an opportunity to
engage a broader range of skills and service peosjdand thus a larger pool of potential
mental health workers. It also creates a respditgilbd ensure that changes to ways of
working achieve what it is hoped they will do - anbe outcomes for consumers and carers,
improve quality and safety of processes, and bstipport the workforce. Harnessing and
building on the current commitments to workforceawmation and reform nationally will build
momentum for change, make best use of and increasarch and capacity around workforce
development.

Informants in consultation recommended a nationatiysistent package of training and
education for entry to the recovery support, psgob@l, and peer support workforce, as well
as entry to the growing workforce of consumer aaebicadvocates. Other emerging workforce
groups include mental health first aid instructaaed suicide prevention and postvention
practitioners. While many have formal mental heajthalifications and are employed by a
mental health service, others do not, and come tanmed walks of life. This latter group could



be usefully deployed in mental health promotionmnownity awareness and mental health
literacy roles within mental health services. Cdiagions also stressed the need for broadening
the composition of child and adolescent mentalthéahms.

National consultations and the literature reviewgast that a focus on developing a paid
carer and consumer workforce as peer support warkecovery support workers, and as paid
educators and advisors is well supported in prlaciphe key factors suggested in building a
workforce based on the needs of consumers, céaendies and communities are:

» aclear understanding of what is meant by a ‘regoapproach’.

* a clear understanding that the outcomes that comsynfamilies, carers and
communities value are important; and extend toityual life and capacity to manage
activities of daily living and social inclusion.

* identifying at the local level the outcomes thansumers, carers, families and
communities value; and a comprehensive analysighat the work is, where it needs
to happen and who/what sort of worker is best plaoalo the work.

» developing workers who can improve outcomes forsoamers and reduce the
avoidable adverse consequences of the social, gulalaand employment impact of
long term mental illness. This approach would aim ibcrease capacity for
assessment, diagnosis and early intervention earlye lifespan or early in the
illness.

* People with severe mental iliness require accessviorkforce with the appropriate
expertise, skills and training. This is an essémgt of service quality, and is
consistent with services and workforces focusedtbar types of severe iliness.

» developing education and training programs whege gtiucture and emphasis is
broadened to include the understanding of the bseddf social determinants of the
life course of people with a severe mental illness.

» developing expanded and new roles in the workfdhe¢ respond to the needs of
people with severe mental iliness.

Significant work is already under way across Aditréo design and implement new and
innovative ways of working.

The NSW Consumer Advisory Group has received sotigtdunding to examine the role of
consumer workers, including their role in mentaltiteand drug and alcohol services, and how
these roles can be expanded and developed. Thggtpisodue for completion in June 2011.

In Victoria, carer consultants and peer supportkens are employed. These staff bring
invaluable lived experience to services. It is |gggd that these positions should be reviewed
and introduced as an integral part of the mentalthavorkforce in both clinical and PDRS
services. However, people who undertake these raded training, mentoring and support.
The Victorian Mental Health Carers Network is cuthg piloting a carer consultant training
program which is proving highly successful. Partta$ training includes preparation of carer
consultants to train mental health professionalevolvement with and support of carers.

Carer participation in system, policy and serviewedlopment is also an important area of
training. There are many jurisdictional policiesdadnameworks around carer participation,

but for carers to use their lived experience effety, they need training. For example, carers
need resourcing to understand current policy andqgsses, training in meeting process and
procedure, systemic advocacy, public speaking asdrveness.

Programs funded under the COAG National Mental theAttion Plan including PHAMS,
Day to Day Living, Community-based programs and tdkeilealth Respite have led to a
expansion of positions for people to provide psgduial rehabilitation, recovery support,
family and carer support and peer support. Duriogsaltation and in submissions, many
such examples of innovation and reform were naed, more detailed accounts are noted in
the literature and document review produced asqgfdhie strategy development.



A number of well established and newly establisbextres and Institutes and units at state
and territory level are designed to support workéodevelopment and innovation and reform:

The Queensland Centre for Mental Health LearninGNIBIL) has been established
to provide strategic direction and coordinatiomriantal health education and training
and to auspice a Mental health educator developmemiork — to facilitate sharing
of information, up-skilling and consistency, andodder sharing of education
resources and experiences within the current gobwesignated district educators in
MHSs in that State. Queensland also has a majaic@lireform project which aims
to support District Mental Health Services to refoservice delivery to align more
effectively with the priorities, principles and maés associated with the Queensland
Plan for Mental Health 2007-2017.

Victoria is establishing a Victorian Mental HealtWorkforce Development and
Innovation Institute.

In NSW the Institute of Psychiatry has become aomajovider of continuing
professional education in mental health in Ausiralestablished by an Act of
Parliament in 1964. The Institute plays an actise fin initiating and encouraging
research into all aspects of mental health. Thetles has agreements of affiliation
with several Australian universities. The Instithees been granted approval under the
provisions of the Higher Education Act, 1988 toeoffa number of courses at
Graduate Certificate, Graduate Diploma and Madesls. Many of the programs
offered by the Institute attract continuing edumatirecognition from relevant
professional associations. A Research Fellowshie®e, funded by NSW Health, is
administered by the Institute.

The ACT has a dedicated education unit which fatds experience of clinical
learning for undergraduate nursing students, itdeaicated liaison nursing positions
to interact between students and clinicians; Eedofiurses with MH in MH ACT and
Calvary Hospital are provided with postgraduateining in mental health in
collaboration with the University of Canberra.

The key challenge is to harness those effortsuat@ithem and ensure support for the timely
dissemination of good practice. This outcome afdhe strategy seeks to provide advice on
how to achieve synergies of effort nationally aeduce duplication of effort.



2. By building capacity for workforce innovation and reform we
aim to -

Understand better what the work is, where it happens and where it needs to
happen to close gaps and improve continuity of care and support

Build capacity to adapt to new structures and new ways of working that
better meet consumer and carer and family needs and promote early
intervention

Contribute to an improvement in access to early intervention across the life
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course of mental illness and in relapse episodes

Abajeuas

1.

Strategies to achieve these outcomes may include —

Developing a shared understanding of the recovery approach and the implications
for workforce development.

. Commissioning a mapping of consumer, family and carer needs across the life

course to support continuous improvement in workforce planning and development
and to inform development of models of care and resource allocation.

Developing and supporting a virtual network, building on the existing Centres,
Institutes and Units that support the mental health workforce and its development,
to promote research and development in innovation and reform; and working with
existing mental health academic and research organisations to develop a strategy
to build capacity in the academic and teaching workforce and conjoint clinical and
academic appointments in services in mental health

Using expert panels to review the skills and capabilities of the existing workforce,
including clinical roles and community-based rehabilitation support roles, and the
implications for education and training and CPD, address the gaps, develop a
workforce profile and trial and evaluate innovative approaches to recovery-based
workforce development.

Commissioning work to consider the expansion of team profiles to include
consumers, carers, support workers, and assistants in agreed professions,
delineate the roles different workers play in the teams, the support mechanisms
they can expect, and their accountabilities; and exploring suitable training,
supervision, roles and career pathways for consumer and carer involvement in
service delivery, possibly including competency-based training modules.

Facilitating 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.

Developing national core competencies and roles in clinical, community and peer
support areas, linked to the National Practice Standards for the Mental Health
Workforce.

Developing or adapting on-line courses around recovery (including case studies of
lived experience) that could be offered through registered training organisations and
higher education providers

Developing strategies and resources for leadership development and change
management to assist providers to build organisational readiness for new ways of
thinking about the structure, roles and responsibilities in an expanded mental health
workforce, including the industrial implications of change.



10.Ensuring that professionals and managers receive training and organisational
support in applying the values, skills and attitudes consistent with reforms that call
for partnership with consumers and carers; evidence-based practice; cultural
competence in service delivery; comprehensive cross-agency interventions;
individualised care and home and community based approaches.

11.Developing and disseminating national guidelines and resources for the training,
mentoring and support of Consumer and Carer Consultants that will help them
support the system to give better support to consumers and carers.



3: Workforce supply

Australia’'s mental health workforce faces challengeith limited supply, significant
shortages, and maldistribution. There is a pressa®gl to attract and develop more workers,
as well as using the skills and capacities of tireent workforce to best advantage. A number
of factors have contributed to health and mentalltheworkforce shortages, despite the
growing number of health workers in recent yeansese factors include the reduction in
work hours; a growing and an ageing populationtdasing cultural and linguistic diversity;
increased community expectations of health seryvioeseased demand for health services as
a result of economic prosperity; and limited tragnand support capacity.

Nurses

There is a shortage of nurses providing mentaltihealre owing to the higher than average
age of the profession, increased services, anditiagr difficulties. The number of nurses

providing mental health care has remained relatigtdtic, with nurses working longer hours.
The existing workforce has inadequate capacityrtavige supervision and mentoring and
undertake professional development. While the nitgjaf nurses providing mental health

care serve in metropolitan areas, in general threylstributed more evenly than other mental
health professionals. The majority of these nuraes employed in the public sector,

especially in psychiatric hospitals or mental Heédiilities.

Psychiatrists

Available data also point to a critical shortageha supply of psychiatrists to meet demands
in the next decade. Representing approximately 88%he psychiatrist workforce in
Australia, RANZCP has 2,622 fellows (as at Novem®@09), of whom 14.6% are over the
age of 65 years, and 39% will reach retirement iagthe next decade. Shortages in the
psychiatrist workforce in Australia are likely toovgen: two thirds of psychiatrists practising
in 2000 expect to retire by 2025. Increasing demand the challenges of filling psychiatry
training positions, recruiting psychiatrists to wan rural and remote areas, and the changing
nature of the workforce (notably the increasingportion of female psychiatrists and
reduction in working hours among older male psyiiss) mean that replacing one retiring
psychiatrist is likely to require more than one gger psychiatrist.

Psychologists

While there appears to be no immediate threat to akailability of the psychologist
workforce in the public or non-government sectarcréasing uptake of psychological
services through the Better Access Program mayteatcreased demand for psychologists
in the future. As Medicare rebates for psychol@gisbntinue, it is also possible that an
increasing number of psychologists may opt to warkhe private sector. The majority of
psychologists currently work in the public sectodan metropolitan areas. Psychologists in
the private sector may also undertake visitingisesvin the public setting.

In a member survey conducted by the APS in 2000uta@2% of survey respondents
indicated an intention to cease or reduce workh@public sector in preference for work in
the private sector. However, it is important toentitat workforce data on psychologists are
currently based on the agreed levels and typesudfifigations for psychologists to be
registered to gain access to the Medical Benetite®e, and changes to current registration
and accreditation requirements for psychologistsligely to adversely affect the availability
of the psychology workforce in the future.

Social workers and occupational therapists

While available data suggest that a growing nuntfesocial workers and occupational
therapists are working with people with mental trealonditions, there are limited data
relating to the supply of social workers and octigpal therapists relative to their demand in
mental health settings.



Recruitment

Based on the State and Territory Skill Shortagd, Lisgistered mental health nurses are
identified as an occupational group with statevstlertage in all States and Territories, with
WA noted as having statewide recruiting difficutieClinical psychologists were considered
to be in statewide shortage in NSW, Victoria, Qteamd, SA, NT, and Tasmania, with WA
noted as having recruiting difficulties in ruraldaremote areas. For social workers, statewide
shortages were recorded in NSW (particularly farcilised areas such as child abuse, drug
and alcohol and mental health), Queensland (edpeaiarural and remote areas and the
community sector), Victoria, WA, and NT and ACT tlwifasmania experiencing shortage in
rural and remote areas.

For occupational therapists, statewide shortage reasrded for NSW (particularly in
specialised areas such as aged care and menttdl)h®attoria, Queensland, Tasmania and
NT, with WA noted as having recruiting difficultie$aken together, available data suggest
particular workforce shortages in psychiatrists andses providing mental health services,
and that there remains a disproportionate disiohutf mental health professionals Australia,
with greater shortages in rural and remote thanetropolitan areas.

In developing this national mental health workfosteategy, the MHWAC does not propose
strategies to solve workforce shortages by reogiitiverseas professionals. The recruitment
and credentialing of international medical gradsa@ed overseas trained health professionals
is and will continue to be an ongoing activity afigdictions and professional accrediting
bodies, and of the newly established Health WoddoAustralia at least in the short term.
There is strong evidence that the same workforaetafpes and trends are experienced
globally, and that international recruitment is tlo¢ solution to Australia’'s mental health
workforce shortages in the longer term. Nonetheliéss acknowledged that now and for the
foreseeable future, overseas trained health piofess make an essential contribution to
mental health services, especially in rural andoterareas.

The Bradley Report on Higher Education (2008) dedsubsequent reforms announced by the
Commonwealth government in 2009 changed the mestnarfior government to influence the
number of university (and eventually VET) placesgaching institutions. While the system has
changed, incentives remain for students to choas&ng study (in the form of reduced study
loan repayments). These incentives are not actessitess graduates work in nursing for a
prescribed period of time after graduation, thugiéng a retention mechanism. Allied health
education will not have similar incentives, and tivenber of places will be demand driven. The
impact of the reforms will be monitored by Skillsigtralia, which will also advise government
on the effectiveness of the system in meeting veodef needs.

The current and forecast continuing shortages yctipatry and nursing call for broader
strategies to help those professions function atmal level, maximising the use of their
clinical skills. The research and consultation psscsuggested a need for changes to career
paths for clinicians, in order to offer clinicalrear pathways that keep people in clinical roles
rather than diverting them into management rolége process also suggested a need to re-
think notions of and training for leadership in erdisciplinary teams, so that clinical
leadership roles can cross disciplinary boundaaiet so that professions in short supply are
not automatically expected to take on leadershgsro

Roleredesign

There is a need for significant role redesign feyghiatry, mental health nursing, and possibly
also psychology.

Supply data and retirement projections in psychiatrd mental health nursing over the next 10
years, taken together with demand data, suggesfisimt supply shortfalls. Such role redesign
would need to provide clinical career pathways Ke&fp clinicians in clinical roles, the capacity
for teaching the next generation and for reseaapladity into the future.



Models are provided by the UK Better Ways of Wogkfar psychiatrists, such as the potential
for developing a new category of psychology assistémd the further development of nurse
practitioners. The issues of role redesign, tatdgadion or substitution, and the creation of new
roles need considered attention nationally.

There may also be a need to reconsider the defindf what constitutes the mental health
workforce, as there is evidence that involvementotfer professional groups such as
dieticians, speech pathologists and pharmacistgttaen in response to need, but not in any
coordinated or consistent manner.

Informants support existing national initiativesitaprove access in rural and remote areas.
There is a need not only to attract more staff,ddsb to consider how to use the skills and
talents of the current workforce to best advantddt may mean re-considering the role of
psychiatrists in private practice, greater use wsa practitioners or mental health nurses in
primary care settings.

Curriculaand training

In written submissions received by the MHWAC andotigh the national consultations,
consumers, carers and service providers werealrsfccurrent curricula and training in most
disciplines and occupation groups involved in mehé&alth care. Curricula were reported to
lack adequate opportunity to learn from the livegearience of consumers, carers and
families; to be too ‘siloed’ and therefore perpétutine lack of understanding of what other
disciplines and professions can contribute in nenéalth care. They offered insufficient

early exposure to commonly occurring mental healtimditions and to experiences of
recovery, and insufficient exposure to serviceirsgst other than acute hospital settings.
Commonwealth funded programs to review the cumiculfor psychiatry training and to

provide trainees with greater learning opportusifie community settings are showing some
early success and the model could be extendedhén tvaining programs.

Several submissions called for the consistent sigiuof mandatory mental health modules in
the training programs for all health-related prefess; for mandatory or incentive-based
training placements in rural and remote settings; donsistent and more streamlined
processes for expanding scopes of practice; andsifopler, more attractive options for
trained health professionals to update skills @tdrn to or transfer into mental health care.

The Commonwealth has done significant work on tlaee of mental health in curricula
through the Mental Health in Tertiary Curricula reege. MHWAC has continued to follow
up implementation of the recommendations of the tislddealth Nurse Education Taskforce
(MHNET). Curriculum change, however, can be slowd d@ifficult to embed. An ongoing
effort will be need to ensure that skills and knedge in mental health are seen as a
foundation area for all health practitioners.

The mental health sector was an early adoptermtiiéidisciplinary workforce. However, a
flexible, multi-disciplinary approach to educatiamd training needs further development.
Further development of competency-based traininged to theNational Practice Standards
for the Mental Health Workforges also required. The states and territories ntegodivity in
some or all of these areas.

I nitiatives to increase supply

The extensive list of current jurisdictional intiiges to increase the supply of mental health
professionals is included in the literature anduhoent review that accompanies this strategy
development. The list also indicates the considerdhplication of effort and resources to

find solutions to nationally-shared workforce syppsues. The stage of development and
evaluation of jurisdictional initiatives varies, tbal national role in facilitating the expansion

of successful initiatives beyond jurisdictional bdaries would be a logical approach in a
national workforce strategy. Such proven localiatites would need to have the potential to



develop and sustain the supply of mental healthk&rsrwithout negative impact on other
mental health workforces.

The exploration of new roles in mental health Garerges as a commonly proposed strategy
both overseas and in national research and cotisnkaRoles such as psychologist assistants
and community support or recovery support workeessaiggested in the Australian context.
Psychologist assistant roles would tap into thenaded 4000+ graduates per annum who
have psychology majors or honours degrees but whemrtly do not progress to higher
degrees necessary for full registration. Commusitgport worker roles could be tailored to
local needs and would draw on the potential consweme carer workforce, members of
culturally and linguistically diverse communitiemdluding refugee groups) and on local
people with local knowledge and relationships. BSakto the successful development and
sustainability of any new roles are clear role migins and job descriptions, articulated
training routes leading to accredited qualificasiothe availability of appropriately trained
supervisors, and consistent career pathways aseatsrs and jurisdictions.

Perceptions of mental health work

The attraction of people to train to work in meritehlth continues to be major challenge owing
to poor public perception of mental health worka#kg considerable work is under way at the
state and territory level to develop local strategio promote mental health as an attractive
career choice. Participants in workshops and wrgigbmissions saw an important role here at
the national level for educating the media andotitdic. This education would be about the role
of the workforce in promoting wellness, and acklenlge the achievements of mental health
workers in a range of settings in working with aemers, carers, families and communities in
prevention and early intervention, and supportewpvery and social inclusion.

There is evidence of successful ‘grow your ownatggies for developing the mental health
workforce in Aboriginal and Torres Strait Island@ymmunities (such as Wuchopperen in
Queensland, and Greater Western Area Health Sarvid&W) that could be used as models
for national implementation. Sometimes these serpioviders successfully ‘grow their own’
and then lose their graduates to government-fupdsdions as Aboriginal and Torres Strait
Islander Mental Health Workers. These servicestsss in training providers should be
acknowledged and funded as a valued contributievor&force development.

Some services have less difficulty with recruitmévan others. There is anecdotal evidence
of successful recruitment into new approaches amdice models, such as the Brain and
Mind Research Institute, beyondblue, e-Hub ANU, dRl&Dog Institute, Orygen Youth
Mental Health Services, headspace, Inspire Foumdatind Reach Out, and Crufad,
St Vincent's Hospital Sydney. Through the consigdtaprocess, however, many employers
reported concerns about workforce sustainabilitg ¢lu the lack of career paths for staff
working in these programs and the insecure tenumeaay of the positions.

A range of strategies is needed to build the supplihe mental health workforce now and
into the future. It is important that the stratsgadign with and maximise opportunities to
work within the broad national programs of the reyency Health Workforce Australia and
the recently released National Workforce Developm8trategy Australian Workforce
Futures



3. By building supply of the mental health workforce we aim to:

Contribute to providing access to a range of appropriate services by providing the
workforce to meet projected population growth and need

Contribute to capacity to provide effective and appropriate services

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

Ab3a3jeuals
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Strategies to achieve these outcomes may include -

1.

Undertaking supply modelling to determine the roles, skill mix and workforce architecture
required in mental health to meet future service care needs.

Supporting and coordinating a national communication strategy about the positives of working
in mental health, wellness and recovery.

Supporting the training of people of Aboriginal and Torres Strait Islander background to
become mental health workers by ensuring the continuation and support of successful
programs, piloting new programs, widely promoting existing scholarships and supporting the
evaluation and governance of programs through existing bodies such as the Aboriginal and
Torres Strait Islander Health Registered Training Organisation Network.

Coordinating nationally agreed frameworks for the development of roles, training,
accreditation and career pathways for people with lived experience as consumers and carers
(building on existing work of States and Territories).

Ongoing development and implementation of a national approach to agreed role definitions
for the full range of disciplines involved in mental health.

Facilitating and supporting a national approach to the development of career paths for
clinicians who choose to remain clinicians; and for professionals from a range of disciplines
and in a range of settings who choose to become managers and leaders in mental health.

Supporting and coordinating the creation of new roles including consideration of career paths
and training requirements at both VET and tertiary levels.

Developing dual VET training programs in Alcohol and Drugs and Mental Health with
comparable career entry requirements.

Ongoing development and implementation of national mental health curricula and
competency architecture in health and human services-related education and training
programs.

10. Working with Health Workforce Australia to ensure that clinical placements, expanded

settings, and supervisor training across all the disciplines involved in mental health are
included in resource allocation considerations.

.Working with the DEEWR and other relevant bodies, such as Skills Australia, to continually

monitor and review the impact of the reforms arising from the Bradley Report on the number
and type of undergraduate and postgraduate enrolments in relevant health courses; and
working with the States and Territories to complement local targeted scholarship schemes.



4: Building the capacity of the general health and wellbeing workforce
to work effectively with people living with mental illness across the
lifespan and with their carers, families and commun ities

The general health and wellbeing workforce inclu@eseral Practitioners, practice and other
primary care nurses, Aboriginal Health Workers, iagogvorkers, occupational therapists,

speech pathologists, pharmacists and psychosagppbst and workers. Generalist providers
treat and support people with a wide range of heedinditions, and are usually based in
community settings. They may:

» provide a first point of contact with the healttst®m and operate as a gateway to
other parts of the health system through referrals;

» provide holistic and continuing care to people #redr families/carers over time and
across episodes of care; and

e coordinate care for patients receiving care fromess different providers.

Mental illness is common, and generalist providexsd knowledge and skills in recognising
and assisting people with mental illness. This astipularly so in rural and remote areas
where specialist services are difficult to access.

Types of mental health care provided may includéept education, pharmacotherapy,
psychological treatment, and ongoing managemensapgort. Mental health consumers also
require physical care, and are more likely thangéeeral population to smoke, have a poor
diet, have high alcohol consumption and undertaks Exercise with consequent increased
morbidity; and have increased rates of ischaemarthdisease, stroke, high blood pressure,
bowel cancer, breast cancer and diabetes tharetiera population and develop illnesses at
a younger age and are dying from them earlier. Mesple with mental disorders are seen by
GPs, however, data indicates that consultation witlGP for any reason was far more
common than consultation with a GP for mental Inetoblems.

Training and education

Training can support the general health and weltpevorkforce in achieving improved

health outcomes for consumers. Effective refemglires consideration of the interaction of
the general health and wellbeing workforce and isfist mental health services. There is
evidence of the effectiveness of skilling the gafist health workforce in Mental Health First
Aid, and indeed of providing Mental Health FirstdAraining to other front-line workers who

come into contact with at risk population groupg @®rrectional staff, police) to facilitate

prompt referral to appropriately skilled mental lheavorkers.

Through the review of literature and the natior@isultation, it became evident that skilling
the generalist health workforce about mental heaithinvolve an education program that
focuses on the needs and experiences of peopleawitiental illness, and their carers and
families. For instance, understanding the needshdfiren and young people experiencing
early signs of mental health problems, and of thaiers and families, would be essential for
paediatricians and child health clinicians anddfieorkers, together with confidence in early
intervention and referral. Similarly, as the popioia ages, training of mental health and aged
care professions and the generalist health wotketsfocuses on the needs of people ageing
with a mental illness, and their elderly carersregarded as essential by those currently
working with older people living with mental ilings

The literature and feedback from stakeholders sighat involving consumers and carers in
training the workforce should not be tokenistic—ssanply a guest lecture from someone
with lived experience. Rather, it should involveanigful engagement of people with lived
experience, from curriculum development, trainimgl @ssessment through to evaluation of
training programs for the health workforce. Theerktture also suggests expanding the
boundaries of the secondary mental health workfoesel offers early evidence of the
effectiveness of doing so. Secondary mental heatirkers who could be or have been



trained in mental health literacy, mental healtfstfiaid, and early intervention include
teachers, correctional officers, police and inmatesorrectional centres, and government
workers who come into contact with farmers andlrcoanmunities.

Comorbidities

In states and territories, there are differing apphes and service delivery models for treating
and supporting people with co-occurring mental tieahd drug and alcohol problems. In
some jurisdictions, services are co-located anff ate trained in early intervention and
referral for both aspects of the clients’ need$ormants working in rural and remote areas
advised that the health needs of their clientscamplex and commonly involve mental
health, substance abuse and chronic physical hpaeitblems (and the data from rural and
remote areas of Australia support this). The liteea suggests that in many cases, staff
confidence in assessing and treating clients witthcomplex needs is low. Consequently,
this national strategy proposes that health workére commonly deal with people with
complex co-occurring health problems are routinedyned at least in mental health first aid,
early intervention and referral.

Linking physical and mental health... it makes sdbh&MH) is an initiative of the NSW
government to work collaboratively with other hbattare providers to improve the physical
health of people who use a mental health servidés @nd other innovative State and
Territory programs have the potential to be evaldaand applied nationally. The South
Australian government is developing modules tosassainstream Aboriginal health services
to develop partnerships with other providers ahd;Northern Territory government, is also
developing a mental health shared care prograncdtiaboration between mental health
providers and other government and non-governngetaes.

There is evidence of a lack of awareness betwefferetit health professions (including

mental health specialists) about the potentialrdoutions of generalist health providers to the
care and support of people living with mental i#se Community pharmacy is often a
forgotten resource that could be better engageduaed by Government and by other health
care providers in implementing community-based theptograms and providing primary

health care services.

National facilitation of the development of rolefidgions for the contribution of different
professions to mental health has been raised eamlithis document. The importance of
developing ‘health system literacy’ - a shared usi@ading of the contributions of different
types of providers and professions and of refgyathways and consumer-centred treatment
approaches is equally relevant to building the ciypaf the generalist health and support
workforce.



4. Through building the capacity of all health and community
service providers to work effectively with people living with
mental iliness across the lifespan and with their carers, families
and communities we aim to -

« Further develop the capacity of health and community service providers to support
people with complex health and social needs, wherever they present.

< Improve links and reciprocal supports between specialists and generalists
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* Promote shared care and cooperation across the government, non government and
private sectors

* Improve the mental health literacy and confidence to work with and support people
with mental iliness in generalist health and support workers

Strategies to achieve these outcomes may include —

1. Facilitating mental health 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 4th
National Mental Health Plan.

2. Facilitating access to Aboriginal Mental Health first aid training to the front-line
workforce of agencies working in rural, regional and remote areas.

ABb3ajeals

3. Further developing the capacity for specialist mental health professionals to act as
secondary consultants at key points in the health and aged care systems e.g.
emergency departments, aged care assessment teams, school counselling
services, general practice, psychology etc.

4. Further developing and building MHPoD as the platform for generalists to access on
line self directed mental health modules, based on a nationally consistent core
curriculum



5: Data and monitoring and evaluation

To support workforce planning and modelling and thenitoring and evaluation of
workforce initiatives, it is essential to have wedsigned and integrated data collections
systems. However, there is an ongoing challengeoliecting accurate, timely and quality
data on Australia’s mental health workforce. Thexeno data set specifically designed or
suitable for planning the Australian mental healtirkforce.

While there are a range of data sources that pedwirmation about size and characteristics
of Australia’s mental health workforce, aggregatarexisting data collections to provide a
single picture of the mental health workforce isalidnging, owing to variations in their
quality and usefulness. These variations are theltr@f a number of factors, including
differences in workforce coverage, data definitiottee range of data items, time periods,
response rate, and State and Territory differenicesworkforce related legislations,
registration requirements, and service design ttsedBackground Paper for a more detailed
analysis of mental health workforce data collectjon

A major gap in current workforce data collectioaghie absence of a national data collection
on the mental health workforce in the non-governmammunity sector. The first steps to
address this data gap have been undertaken thriuggiNon-Government Organisation
Mental Health Workforce Study. If the data colleatiinstrument developed and trialled is
successful and cost-effective, there would be piatefor it to be built into a comprehensive
national collection.

Another key data gap is the insufficient disaggtiegaof data categories in existing data
collections to enable a more accurate identificatad the mental health workforce. In
particular, the lack of information on the numbémmental health nurses in Australia owing
to the lack of differentiation between mental heatirses and the broader nursing workforce
that provide mental health care is problematic. [doe there data that could be used to
determine the extent to which care for people w#ntal health problems is provided by the
general health workforces. Further, the lack ofulag longitudinal data in many data
collections means that there is no capacity taredé rates of attrition from the workforce
over time.

Taken together, current workforce data collectiammver a range of variables that are
consistent with good practice in workforce planningodelling and monitoring and
evaluation. However, variables such as demograpbyking hours, sector of employment,
qualifications, and intentions to leave or returitte workforce are not defined and collected
consistently or adequately linked across data ciidies to enable the development of an
accurate profile of the mental health workforce afig@ctive monitoring and evaluation of
workforce initiatives.

To increase the capacity to inform workforce plagnand monitor and evaluate national
mental health workforce initiatives, it is criticab enhance the ability of current data
collections to collect data on mental health spesaton (ie to identify the mental health
workforce from the general health workforce) angliave data consistency and linkages
across the whole of mental health sector. Workf@le@ning also requires robust and well-
linked service, workforce and client (or populajioiata collections.

Existing collections

At the State and Territory level, there are soméalle data collection and workforce
monitoring and planning activities.

In Queensland, mental health workforce targets permof FTE staff) for community mental
health programs have been established by the Mieetth Branch (Queensland Health) and
monthly telephone surveys of mental health sernvécesconducted to ascertain staffing levels
and vacancies. Progress towards meeting the giaffirgets is then calculated to inform
workforce planning.



In Victoria, human resource payroll data and datenfa census of the public direct care
mental health workforce were used in 2003 to maahel forecast the workforce (total FTE)
and strategies needed to meet service demand 161201

Supply and demand analyses of the allied healtfiepstmnal groups were conducted in
Tasmania in 2001-2002.

In WA, a Workforce Requirements Model and a Workforce Supplgdel are being
developed to provide projections for workforce dathasupply and the gap between the two,
and evidence for service planning and funding sebions.

There has also been work to profile the mental theabrkforce in the non-government
community sector in the ACT, Queensland and Tasmani

It is evident that states and territories vary derably in their capacity to undertake data
collection and workforce modelling and planning.



5. By collecting accurate, timely and quality data on Australia’s
mental health workforce with well designed and integrated
data collection systems, we aim to7:

e support workforce planning and modelling
* increase the capacity to inform workforce planning

* monitor and evaluate national workforce initiatives
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Strategies to achieve these objecti ves may include —

1. Developing and implementing a monitoring and evaluation framework for this
workforce strategy.

2. Assessing the usefulness of existing data collections and their data items, identifying
data gaps and needs, and making better use of existing data systems (both
workforce and clinical data) to monitor, analyse and evaluate workforce activities and
inform workforce planning.

3. Including consumer and carer input as part of the monitoring and evaluation of
mental health workforce initiatives
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4. Supporting the inclusion of 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 (eg in human resource and
payroll data systems and/or the National Register)

5. Auditing workforce data definitions and improving consistency in core workforce data
categories across data collections (eg in data definitions and sub-categories) across
States and Territories and the public, private and not-for-profit sectors.)

6. Ensuring data such as employment sector (eg private, government, non-government
community sector) workforce intentions (eg to retire or move into a different
employment sector), and actual workplace transitions (eg 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

7. Exploring cost effective ways for collecting data, wherever possible, longitudinally
and continuing to follow respondents once they leave the workforce either short or
long term. Understanding both those who leave (eg through exit interviews) and
those who stay in the mental health workforce is equally important for workforce
planning.

8. Ensuring that the work begun through the “Non-Government Organisation Mental
Health 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.

9. Establishing greater communication and links between data collections and bodies
that collect data and across sectors (eg education, employment and health sectors;
AIHW, professional bodies, State and Territory governments)

10.Working with broader data initiatives in healthcare to identify ways to link patient and
provider data to determine equity of access and the relationship between services

7 Section needs to be discussed with MHISS



and outcomes.

11.Continuing 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.

12.Working with HWA to identify overlaps and duplications across data collections (in
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.

13.Developing 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

Other suggestions by PSC members which need further consideration and
discussion:

- May need another strategy on: identifying and agreeing on the scope of a
mental health workforce data collection that is purpose-built to inform
workforce planning.

- Developing workforce data items relating to recovery oriented community care

- Based on the agreed service framework, developing strategies to model the
workforce required to support the service framework

« Improving the capacity to model mental health service demand, hence, the
mental health workforce, by linking service, client and workforce data
systems.

- Inrelation to strategy 7, the PSC suggests that one way to track individuals
might be to have a unique identification code for each person. This code
would be the same regardless of the employer. There would also need to be
regular survey of work intentions (eg intentions to stay (short-, medium, long-
term) and why, and intentions to leave (short-, medium, and long-term, and
to where) and why?). Databases need to be linked and the person’s code
and data (eg sector of employment, work intentions) then could be extracted
from different data systems for analysis. Data would probably need to be
collected at the organisational level, and fed up to a national data system.



