EEEEEEEEEEEE
RRRRRRRRR
MMMMMMMMMMMMM




This literature review was prepared by Siggins Miller Consultants as part of a project to develop a national
mental health workforce strategy and plan.

Suggested citation:
Miller ME, Siggins |, Ferguson, M & Fowler G (2011) National mental health workforce literature review,
Melbourne, Department of Health.

© Copyright, State of Victoria, Department of Health, 2011

Published by the Victorian Government Department of Health, Melbourne, Victoria, on behalf of the
Mental Health Workforce Advisory Committee.

This publication is copyright, no part may be reproduced by any process except in accordance with the
provisions of the Copyright Act 1968.

This document may also be downloaded from the Department of Health and Ageing website at:
www.health.gov.au

Authorised by the Mental Health Workforce Advisory Committee. The development of this literature
review was funded by the Australian Government Department of Health and Ageing. The views expressed
in this report do not necessarily reflect the views of the Mental Health Workforce Advisory Committee, or
the Department of Health and Ageing.

May 2012 (1204007)


http://www.health.gov.au

Contents

Executive summary

Policy context 2
Snapshot of the current mental health workforce 3
Supporting, developing and securing the current workforce 5
Building supply of the specialist mental health workforce 6
Structuring a workforce based on the needs of consumers and carers 8
Building the capacity of the consumer and carer workforce 8
Building the capacity of the general health and wellbeing workforce to work with people

with a mental illness and their carers 10
Addressing the needs of special needs groups 10
Better managing of the places where consumers and carers fall through the cracks

between professions, settings and the private, non-government and public sectors 11
What does evaluation tell us? 12
The impact of mental illness 13
Purpose of this review 13
The Fourth National Mental Health Plan and National Standards 13
The Fourth National Mental Health Plan 15
The National Standards for Mental Health Services 17
National Primary Health Care Strategy 18
Current health workforce planning and COAG reform 18
International comparisons 20
United Kingdom 20
New Zealand 24
Canada 30
United States 31
Australian and international peer-reviewed literature 34
Implementing the recovery approach 34
Developing, supporting and securing the current workforce 35
The unpaid workforce 37
Leadership and change management 39
Stakeholder engagement and involvement 42



Perceptions and status of work 43

Workforce development — mental health specialists and non-specialists 44
Education and training, CPD, supervision, mentoring and coaching 46
Scope of practice 50
Composition of mental health teams 51
Future developments 52
Access to services for particular groups 53
Use of technologies 57
Data collection 58
Cross-sectoral links 58
Mental health workforce data collections 59
Good practice in workforce data collection 59
Current data collections: Australia’s mental health workforce 65
Australia’s mental health workforce: specialised mental health facilities 65
Current data collections 72
Summary and observations 82
Mental health workforce initiatives in Australia 84
National health and mental health workforce strategies and plans 84
Workforce initiatives in the non-government sector 86
State and territory health and mental health workforce strategies and plans 88
Initiatives contributing to workforce development 98
Appendix: Summary tables 106
Table A1 Commonwealth initiatives 106
Table A2 NGO sector initiatives 108
Table A3 Australian Capital Territory Mental Health Workforce Initiatives 108
Table A5 Northern Territory mental health workforce initiatives 112
Table A6 Queensland mental health workforce initiatives 113
Table A7 South Australian mental health workforce initiatives 116
Table A8 Tasmanian mental health workforce initiatives 117
Table A9 Victorian mental health workforce initiatives 119
Table A10 Western Australia mental health workforce initiatives 120

Bibliography 122



Tables

Table 1

Table 2
Table 3
Table 4

Table 5
Table 6
Table 7

Table 8
Table 9
Table 10
Table 11

Snapshot of Australian mental health workforce employed in publicly-funded
organisations identified as specialist mental health service providers 2007-08

Full-time-equivalent staff by staffing category, states and territories, 2007-08
Full-time-equivalent staff by staffing category, states and territories, 2007-08 (per cent)

Full-time-equivalent staff per 100,000 population by staffing category,
states and territories, 2007-08

Full-time-equivalent salaried medical officers, by remoteness area, 2007-08
Full-time-equivalent nurses, by remoteness area, 2007-08

Full-time-equivalent diagnostic and allied health professionals, by remoteness area,
2007-08

Full-time-equivalent salaried medical officers, by SEIFA decile, 2007-08
Full-time-equivalent nurses, by SEIFA decile, 2007-08

Full-time-equivalent diagnostic and allied health professionals, by SEIFA decile, 2007-08
Themes and seven outcome areas in Leading the Way

Figures

Figure 1
Figure 2
Figure 3
Figure 4
Figure 5

Spectrum of mental health interventions

Overview of supply modelling

Overview of demand model

Outline input-output model for assessing payoff from applied research

Total FTE salaried medical officers, nurses and diagnostic and allied health
professionals by SEIFA decile, 2007-08

67
68

69
69
70

70
70
71
71
95

25
59
61
62

72






Executive summary

A review of international and national literature
and documents is in progress as part of the
development of the National Mental Health
Workforce Strategy and Plan.

There is an enormous amount of activity,

in Australia and internationally, that targets
workforce development in both the general
health workforce and the specialist mental health
workforce. The specialist mental health workforce
includes the public, private and non-government
community mental health sectors, and includes
mental health nurses, psychiatrists, psychologists,
social workers, occupational therapists, mental
health workers, Aboriginal health workers and
increasingly, consumer workers and carer workers
in a range of roles.

Many of the initiatives and strategies being
mooted or trialled in Australia and overseas have

significant industrial, HR and funding implications.

Concerns are expressed in the literature about
the impact of the initiatives and strategies on
traditional professional boundaries and about
the regulation of the workforce. Simultaneously,
others express concern about the unintended
negative consequences of those professional
boundaries for our capacity to meet the needs
of consumers, carers, families and communities.

Through an extensive consultation and research

process, the Mental Health Workforce Advisory

Committee nominated these areas of work for the

strategy:

1. developing, supporting and securing the
current workforce

2. building capacity for workforce innovation
and reform

3. building the supply of the mental health
workforce

4. building the capacity of the general health
and wellbeing workforce

5. data and monitoring and evaluation.

This executive summary presents a snapshot
of the key points emerging from the literature
and document review that have informed the
development of the strategy. This snapshot

is followed by more detailed review of the
information, research outcomes and data.
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Policy context

Since 1992 Australian health ministers have agreed
to a whole-of-government approach and have
worked towards a national mental health strategy.
The original strategy consisted of the National
Mental Health Policy; the Mental Health Statement
of Rights and Responsibilities; Australian Health
Care Agreements (bilateral five-year agreements
between the Australian Government and each
state and territory); and the National Mental
Health Plan, which coordinates mental healthcare
reform in Australia through national activities.

Successive national mental health plans have
emphasised structural reform and less reliance
on acute psychiatric inpatient settings (1993-98);
cross-agency collaboration in caring for people
with high prevalence, less acute conditions and
the de-stigmatisation of mental illness (1998-
2003); mental health promotion, mental illness
prevention and service quality improvement and
innovation (2003-08).

In response to concerns about insufficient
progress in some areas of reform under the
plans, the Council of Australian Governments
(COAQG) developed the COAG National Action Plan
on Mental Health 2006-11, which committed
governments to a significant injection of new
funds into mental health, including expansion of
the Medicare Benefits Schedule to improve access
to mental healthcare delivered by psychologists
and other allied health professionals, general
practitioners and psychiatrists. It also led to
increased investment by states and territories

in community-based mental health services,
enabling them to respond better to consumers
with severe and persistent mental illnesses and
their carers and families.

In December 2008 health ministers adopted a new
National Mental Health Policy. It has a vision for a
mental health system that:

> enables recovery
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> prevents and detects mental illness early

> ensures that all Australians with a mental illness
can access effective and appropriate treatment
and community support to enable them to
participate fully in the community (Department
of Health and Ageing 2008).

In relation to workforce, the policy direction calls
for positive and inclusive organisational cultures;
access to high quality education and training
opportunities; adequately trained and sufficient
numbers of clinical and non-clinical staff across
public, private and non-government sectors to
provide high quality services; safe environments;
systemic supports; and satisfactory incentives
and rewards to ensure job satisfaction (levels of
remuneration, appropriate career development
opportunities and prospects for promotion).

The National Standards for Mental Health Services
defines recovery as:

A deeply personal, unique process of
changing one’s attitudes, values, feelings,
goals, skills and/or roles. It is a way of living
a satisfying, hopeful and contributing life.
Recovery involves the development of new
meaning and purpose in one’s life as one
grows beyond the catastrophic effects of
psychiatric disability (DoHA 1997).

A review of the National Standards is nearing
completion at the time of writing, and
consultations to develop national recovery
principles have taken place, auspiced by the
National Standards Implementation Steering
Committee. The Principles of Recovery Oriented
Practice provides the following definition:

From the perspective of the individual with
mental illness, recovery means gaining and
retaining hope, understanding of one’s
abilities and disabilities, engagement in an
active life, personal autonomy, social identity,



meaning and purpose in life, and a positive
sense of self (NSMHS 2010).

The Fourth National Mental Health Plan and the
Revised National Standards for Mental Health
Services are underpinned by this policy vision. The
plan requires a whole-of-government approach
to achieve effective change and emphasises that
services must meet the specific needs of different
cultural groups, backgrounds and experiences.

It highlights that specific groups may be more
vulnerable to mental illness and issues must be
assessed in a culturally sensitive manner and
targeted across the lifespan.

The revised standards state that the mental health
service ‘actively supports and promotes recovery
oriented values and principles in its policies and
practices. Standard 10: Delivery of care stipulates
‘supporting recovery, and the criteria outline an
approach that is consumer- and carer-focused.

At present the service system is moving towards

a consistent recovery-based approach, and there
appears to be considerable variation between
services.

Common themes emerging from the literature for
successful implementation of a recovery approach
to care are the need to move towards evidence-
based practice (Easterly 2009; Lambert 1999;
Lehman et al. 1998; Hoge et al. 2004; 2005; Rosen
et al. 2004); the need to close the gap between
what is being taught to the workforce and what is
needed by consumers and services (Easterly 2009;
Glover 2005b; Hoge et al. 2004; 2009; Huang et al.
2004; Onken et al. 2002); the need for advocacy
(Williams et al. 2006); and the need to foster
values, skills and attitudes to make new models
work (Bryson 2004; Crocker et al. 1998; Fletcher et
al. 2008; Glover 2005b; Hoge et al. 2004; Huang et
al. 2004; Van de Ven 2007).

Fletcher et al. (2008) found that a critical factor in
the successful transition to mental health service
provision by multidisciplinary teams in community
settings is the engagement and support of
service managers and sound governance. Hoge
et al. (2009) suggest that the crucial elements

to successful implementation of the new model
are the commitment of institutional resources,
the attitudes of program leaders and the
organisational climate. Onken et al. (2002) found
that a shift to a recovery orientation requires

attention to wellness and health promotion -
not simply attention to symptom suppression
or clinical concerns, and collaboration between
agencies to attend to basic needs in safe and
affordable housing, income, employment,
education and social integration, as well as
healthcare.

The literature from other federal systems such as
the US (Martin 2007; Lok et al. 2009a), provides
evidence of the benefits of developing a cross-
jurisdictional, national approach to building
workforce capacity. Differences in remuneration
levels, working conditions and scope of practice
between similar positions in different jurisdictions
are a potential barrier to the attraction and
retention of the mental health professionals,

and can exacerbate the misdistribution of

the workforce (Robinson et al. 2005; Fletcher

et al. 2008). In addition to cross-jurisdictional
cooperation, cross-sectoral cooperation
(government and non-government) in workforce
strategy is also indicated (Rasquinha et al. 2009).

Snapshot of the current mental
health workforce

While there are several data sources from which
information on the mental health workforce can
be drawn, developing an accurate profile of the
mental health workforce in Australia remains

a challenge. Available data collections vary
considerably in terms of their coverage of the
mental health workforce and workforce data items.
Variations in the understanding of the scope of
the mental health workforce and workforce data
definitions, and state and territory differences in
workforce legislations, registration requirements
and service arrangements further add to the
difficulty of aggregating different data collections
to provide a national picture.

Together with Medicare data, the Mental Health
Establishment National Minimum Data Set (MHE
NMDS) produced by the Australian Institute of
Health and Welfare (AIHW) provide coverage of
the majority of the mental health workforce. These
two data sets cover the mental health workforce
in specialised mental health services that are
funded by state and territory governments and in
private practice settings. Medicare data on mental
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health service provision in the private sector was
requested, but was not available to this project.
Further, the coverage of the community mental
health non-government organisation (NGO)
sector in the AIHW data was limited. For instance,
recovery support workers and consumer peer
support roles are likely to be predominantly based
in the community mental health NGO sector, and
therefore not reflected in the data below. The
NGO sector is large and diverse, and definitions
vary as to what constitutes a community

mental health service. The sector is thought to
consist of over 800 independent organisations
nationally (based on membership figures from

the Community Mental Health Alliance 2009). The
Commonwealth has identified a need to better
define and quantify the NGO community mental
health sector workforce, and at the time of writing,
a Commonwealth-funded project to map the NGO
mental health workforce was in progress.

With the above limitations and caveats in mind,
the most recent data from the MHE NMDS
(2007-08) was provided by the AIHW (2010)
before publication. It provides a snapshot of the
Australian mental health workforce employed
in publicly funded organisations identified as
specialist mental health service providers.

In order to monitor and evaluate the impact of
national initiatives on the capacity of Australia’s
mental health workforce adequately, it is
important to have well-designed and integrated
data collection systems. The capacity for workforce
planning, modelling, monitoring and evaluation

in the mental health sector is limited by the nature
of existing data collections as well as resource
constraints. Stakeholders uniformly recognised
the difficulty and complexity of, and agreed on
the need to enhance, mental health workforce

Table 1: Snapshot of Australian mental health workforce employed in publicly-funded
organisations identified as specialist mental health service providers 2007-08

Workforce
Staffing category FTE %
Salaried medical officers
Consultant psychiatrists and psychiatrists 1,094.0 5.1
Psychiatry registrars and trainees 1,086.0 5.1
Other medical officers 335.8 1.6
Subtotal 2,515.8 11.8
Nurses
Registered 11,517.9 539
Enrolled 2,209.1 10.3
Subtotal 13,727.0 64.3
Diagnostic and allied health professionals
Psychologist 1,740.7 8.2
Social worker 1,592.2 7.5
Occupational therapist 859.4 4.0
Diagnostic and health professionals 920.2 43
Subtotal 51125 239
Carer consultants 26.6 0.1
Consumer consultants 63.5 0.3
Total’ 21,4454 100.0

See Table 2 on page 67 and Table 3 on page 68 for a state-by-state breakdown of these data and explanatory footnotes. Tables 4-10 on
pages 69-71 also provide more detailed workforce information from the AIHW and other sources.
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data collections in Australia for workforce
planning purposes. This need is addressed in the
strategy document that was developed from the
consultation process. Further details of existing
data sets, data sources and good practice in
workforce data collection are provided in the
workforce data section this document.

Supporting, developing and
securing the current workforce

Given the difficulties in achieving an adequate
supply of mental health workers, the retention and
further development of people already working
in the sector is critical. Support, education and
training are important for existing workers in a
range of areas. Studies report that the current
mental health workforce may sometimes feel they
have inadequate knowledge and training to work
effectively and lack confidence in their ability to
identify and treat co-occurring alcohol and other
drug problems (Lubman et al. 2007; Petrie et al.
2009); to treat consumers with complex needs,
such as in prison populations (Hughes 2006); to
deal with aggressive or potentially aggressive
situations (Petrie et al. 2009; Happell 2008; Rogers
et al. 2007); or to meet the demands of their role,
despite several years' clinical experience (Sands
2007). These issues suggest the need to evaluate
training methods and programs, if some workers
feel inadequately prepared for relatively common
workplace issues.

Strategies put forward in the literature to address
low job satisfaction (and thus improve workforce
retention) include more clinical supervision (Aoun
& Johnson 2002; Hemsley-Browne et al. 2008;
Cleary & Happell 2005; Crocker 1998; Knudsen

et al. 2008; McAdam 2005a; Sands 2007; White

& Roache 2006); clear role definition (Crocker
1998; Lambert 1999; Maybery & Reupert 2006);
opportunities for advancement (Crocker 1998;
Hoge et al. 2009; Perkins et al. 2007; Sands 2007);
improved conditions of service for workers (Eley &
Baker 2007; Huang et al. 2004); improved support
networks and respite for workers in isolated rural
and remote services (Carers NT 2009); changes

to medical rebates and funding arrangements

to provide incentives to private practitioners
(Hickie 2006); increased provision of trained
‘assistant’ staff (CSHISC 2009); protected training

and professional development time (CSHISC 2009;
Huang et al. 2004); resources to backfill positions
while staff are on leave or in training (Hoge et al.
2009; Lambert 1999; Maybery & Reupert 2006);
retraining the existing workforce (Huang et al.
2004); and greater use of local opinion leaders in
continuing professional development (Huang et al.
2004; Lee 2008).

Based on the US experience, Huang et al. (2004)
suggest that traditional providers would benefit
from retraining as advocates, supervisors,

system managers, consultants in assessment

and treatment planning, administrators and
policy makers, as opposed to primary providers

of direct treatment services. Onken et al. (2002)
conclude that resources for re-educating families,
consumers, the professions and paraprofessional
providers about the recovery process, and for
developing consumer advocates, consumer
leadership and active consumer roles are essential
ingredients for developing and retaining the
current workforce in services that are recovery
focused. Respondents to Sands’ (2007) Australian
study of mental health nurses indicated that

paid study leave, increased remuneration for

the completion of courses and involvement of
service providers in curriculum development were
strategies that would support and motivate nurses
to stay in the workforce.

Among the community services and health
workforce, researchers identified the degree of
organisation of professional groups and employee
receptiveness to training as preconditions for the
building of pride in their work, their skills and
their sector (Van Wanrooy et al. 2008). The CSHISC
(2009) report suggests that the under-analysis and
undervaluing of psychosocial rehabilitation (PSR)
work contributes to its low status, and that the
creation of a unified body of PSR practice would
be beneficial to service quality and workforce
development.

The health and community services sector is
already heavily reliant on casual, part-time, fixed-
term and agency-based workers (Buchanan 2005),
and research shows that consumers and carers
engaged in providing mental health services are
mostly casual, part-time or unpaid and untrained
(Stewart et al. 2008). ABS data indicates that, on
every measure used, casual employees have the
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worst access to training (Van Wanrooy et al. 2008);
and Carson et al. (2007) found that participation
rates in formal training are higher where there

is a requirement to undertake training for
accreditation purposes.

Retention steps taken in New Zealand include
defining the role of psychiatrists; expanding the
scope of practice for non-psychiatrists, including
nurse practitioners; considering ways in which
more psychologists could work in services;
reducing the administrative burden on clinicians
and support workers; and increasing peer support
worker roles.

Building supply of the specialist
mental health workforce

Supply of an adequate number of trained workers
is an important prerequisite to providing quality
care. It is generally accepted that Australia, like
many other countries, will continue to experience
increasing demand for healthcare workers.
Without significant change to the approach to
workforce development, the rate of increased
demand will challenge Australia’s training and
service delivery systems (NHWT 2009). Mental
health, as a specialty area in disciplines (such as
medicine and nursing), faces particular challenges

to supply.

Mental health nurses are the largest single
profession working in Australian mental health
services. With the shift over time towards the
delivery of community-based mental health
services, the work context and focus of mental
health nursing has changed. Armstrong (2000)
suggests that mental health nursing should be
promoted as being about wellness, rather than
disease. In a UK study, Woolnough et al. (2006)
found that acting as career mentors to mental
health nurses increased the insight of executive
and non-executive directors and senior managers
in relation to nursing staff and the patients they
care for; increased their awareness of career
barriers for female mental health nurses; and gave
the managers more insights into organisational
issues.

The deployment of mental health nurse
practitioners to provide clinical services has slowly
become accepted in the face of the shortage of
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psychiatrists, especially in rural and remote areas,
and it could be argued that Australia is ahead of
some comparable countries in this area (Hanrahan
& Hartley 2008). However, the number of advanced
practice psychiatric nurses is inadequate, and
there are different barriers to their full scope of
practice in each jurisdiction.

Psychiatry continues to be perceived as an
option less attractive to medical students

than other specialties (Lyons 2009; Robertson
2009). Suggested strategies to overcome these
perceptions (Feldmann 2005; Pidd 2003) include
fostering more positive views of psychiatry
through exposure to role models, innovative
teaching methods and opportunities to

expose students to the diversity and range of
specialisation.

Evidence of the success of an ‘immersion’ program
run by the University of Toronto for medical
graduates led to a trial of a similar program in
Western Australia (Lyons 2009). The Canadian
program achieved a 43 per cent success rate in
encouraging participants to begin psychiatry
residency (Andermann et al. 2009).

Boyce et al. (2008) identify that the first year of
training for psychiatrists is ‘aversive, because
trainees see few patients other than those

with psychotic disorders, and do not have the
opportunity to work in outpatient or community
settings. This is being addressed under the
RANZCP Board of Education’s five-year work plan
and by the Psychiatry Training Outside Teaching
Hospitals (PTOTH) program, which has now

been incorporated into the Specialist Training
Program (STP) funded by the Commonwealth.
The program explores the number and range

of training places in expanded settings outside
teaching hospitals, such as community-based
locations and private clinics. For Victorian
RANZCP trainees, a complement to the traditional
apprenticeship model of training is now included
in the curriculum in the form of a Master’s degree
completed as part of the basic training program.

The role of clinical psychologists, social workers
and occupational therapists in providing mental
healthcare has been recognised more formally
in Australia in recent years, particularly owing to
the Better Access Initiative (BAI), which provides
Medicare rebates for appropriately qualified



practitioners providing mental health services to
consumers referred by general practitioners.

Notwithstanding the challenges in measuring
the workforce, by any measure, the numbers

of professionals in these disciplines working

in mental health have increased. Under the
Commonwealth’s Mental Health in Tertiary
Curricula initiative, the Australian Association of
Social Workers (AASW) has completed a project
introducing core curriculum mental health
content for all undergraduates from 2010. Thus,
all graduate social workers will have core mental
health competencies in whatever setting they
work. This is also expected to provide greater
opportunities for social workers to change
workplace settings and potentially provide
greater opportunities to work in the mental
health field (in any sector). The core curriculum is
also expected to increase mental health literacy
in other work settings, thereby contributing to
improving mental health literacy in the broader
community. The AASW has also established and
updated practice standards for accreditation as a
mental health social worker (April 2010). Similarly,
Occupational Therapy Australia has developed
the Australian Competency Standards for
Occupational Therapists in Mental Health, which
describes the units of competency expected of
occupational therapists who have been practising
in mental health settings for two years (Australian
Association of Occupational Therapists 1999).

The mental health practitioner (MHP) program

in the UK aims to provide graduates from the
social sciences with a new point of entry into the
mental health workforce (Brown et al. 2008) to
produce a new trans-disciplinary role that works in
multidisciplinary mental health teams. In Australia,
the CSHISC (2009) proposed a vocational graduate
level qualification that would bridge the VET and
higher education sectors and provide mental
health training for graduates from other disciplines
and a degree-level qualification for people who
have progressed through VET programs beyond
diploma level. This proposed new career pathway
would equip university graduates for work with
mental health consumers and provide a structured
pathway for career progression through the VET
system.

Beinecke and Huxley (2009) suggest that
potential exists to build capacity between mental
health social workers and nurses because of the
extent to which their skills and values overlap,
and that this should inform future workforce
planning. Increasing interest is emerging in the
development of ‘assistant’ roles for graduates
from relevant disciplines in Australia (for example,
in psychology, social work and allied health),
following the example of physician assistant

roles in North America and the current piloting of
similar roles in surgery in New Zealand. Holmes
(2006) suggests that the future mental health
workforce should be a graduate specialist who
stands outside existing disciplinary identities.
There is advocacy in the literature for the creation
of an agreed uniform, national, competency-based
and evidence-based foundation curriculum for all
mental health workers, regardless of professional
group or role (Andrews & Titov 2007; Easterly 2009;
Huang et al. 2004).

The non-government community mental health
sector has grown rapidly in recent years, and also
faces shortages in the supply of workers. The
Community Services and Health Industry Skills
Council (CSHISC 2009) argues that the separation
between ‘clinical’and ‘non-clinical’is an artificial
one, because many community workers (in the
public, private for-profit and private not-for-profit
sectors) are involved in, for example, monitoring
indicators of wellness, symptoms of mental illness;
assisting with and/or monitoring administration of
medications; and providing an increasing variety
of psychosocial rehabilitation services.

Other groups (such as counsellors and psychiatric
rehabilitation professionals) propose greater use of
accredited counsellors and therapists from diverse
backgrounds to assist primary healthcare workers
in early intervention and prevention - similar to
‘gateway workers'in the UK model (Armstrong
2007), and to support rehabilitation and recovery.

Infrastructure support, governance and evaluation
resources for organisations training Aboriginal
health workers are being developed and
supported through the Aboriginal and Torres Strait
Islander Health Registered Training Organisations
National Network (ATSIHRTONN), and training
programs for Aboriginal mental health workers
(such as those offered in western New South
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Wales) are demonstrating success in producing
skilled local mental health workers. However,
numbers remain small, graduates are in high
demand from other human services providers and
they are often recruited by agencies outside the
mental health sector.

The curriculum of an articulated suite of recovery-
focused training programs has recently been
revised, and the Certificate IV in Mental Health

is now available through 79 registered training
organisations (RTOs), and articulates to the
Diploma in Mental Health (offered by 14 RTOs) or
to the Diploma in Mental Health and Alcohol and
Other Drugs (offered by 23 RTOs). The alliance

of the eight Australian peak bodies for NGOs

in mental health service provision, Community
Mental Health Australia (CMHA), has agreed

to accept the recently revised Certificate IV in
Mental Health as the voluntary national minimum
entry level qualification for employment in their
services.

Structuring a workforce based on
the needs of consumers and carers

In the recovery approach, the skills required for
any team are defined by the needs of the local
communities and service users, rather than by
the needs of the professions, the organisations
in which they work and the health system. In
the UK health system, New Ways of Working
involves a cultural shift, one element of which is
to move from a workforce defined and restricted
by professional qualifications to one defined by
skills, competencies and capability (Morris & Nixon
2008).

Challenges in moving towards a skills-based
multidisciplinary team include unclear definitions
and clarity about roles; professional bodies

being protective of boundaries; fear of change;
and insufficient change management (Nixon
2007). Armstrong (2000) calls for the removal of
professional barriers to collaboration that impede
professional team work. She suggests that the
professional colleges need to come together

via a formal process to seek to overcome issues
of ‘ownership’ of different types of therapy by
particular members in multidisciplinary teams
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(for example, CBT is ‘owned’ by psychologists;
family therapy by social workers).

A view commonly expressed in the literature is
the need to maintain balance between clinical
management of mental health services, and the
psychosocial model of support and rehabilitation
(Huang et al. 2004). Based on the US experience,
Hoge et al. (2009) and Huang et al. (2004) argue
that professionals rarely receive training in the
values, skills and attitudes consistent with reforms
that call for partnership with consumers and
carers, cultural competence in service delivery,
comprehensive cross-agency interventions,
individualised care and home and community-
based approaches. Nicholls et al. (2007) argue
that the current Australian training programs for
consumer-based care are inadequate, and that the
transfer of knowledge to practice is not a single
event, and is not achieved by including of modules
or‘guest lectures’in a training program. Rather, it
must be continuous, so that sustainability can be
achieved. Farkas et al. (2008) suggest that more
than just staff training is required to achieve a
workforce and service delivery approach that is
based on the needs of consumers and carers, and
they argue that while training builds capacity

to work in a new way, the organisation’s culture
and a commitment to change, and to meeting
the needs of consumers and carers, are essential
prerequisites.

Models of care and consequent role design for
service delivery to Indigenous communities (for
example, the 2008 AMSANT model for integrating
alcohol and other drugs, community mental health
and primary healthcare in Aboriginal medical
services in the Northern Territory) emphasises

the critical starting point and maintenance of
community engagement in identifying needs and
driving the development of appropriate roles to
support consumers with complex needs.

Building the capacity of the
consumer and carer workforce

Essential to implementation of the recovery
approach is an acknowledgement that the
workforce in mental healthcare has expanded
beyond traditional structures, and includes



professionals, specialists, generalists, consumers,
carers and support workers. Consumers and
carers in the mental health system work in a
range of roles - both paid and unpaid - including
peer/recovery support in acute inpatient and
community settings; educators, researchers and
contributors to curriculum development and

the delivery of training; services planning and
evaluation; and policy and strategy development.
In the US, the emergence of Medicaid funding

for peer support services provided by certified
peer specialists in some jurisdictions is resulting
in the development of training programs and
certification processes by states and broader
scope for employing people with lived experience,
beyond consumer-operated programs (Schwenk
et al. 2009).

In Australia, consumer and carer worker programs
are in various stages of development at the

state and territory level, and some evaluation
evidence is available. The New South Wales
Consumer Workers Forum Project (NSW Consumer
Advisory Group 2009) is developing an articulated
framework for consumer worker positions
consisting of clearly defined roles, remuneration
levels, supervision requirements and minimum
training standards. Queensland Health has
developed consumer companion roles to provide
peer support to consumers in acute inpatient
units. The program is intended to train people
with lived experience of mental iliness to assist
consumers to become more positive about their
care and treatment and the hope of recovery and
more comfortable during their stay in an inpatient
setting; and to provide a positive recovery role
model for staff and consumers (Queensland
Health 2009). The evaluation of the program pilot
(Queensland Health 2008) found that consumers
ranked ‘caring people’and ‘having someone to
talk to’ as the most helpful factors during their
admission. Consumers, other staff and program
coordinators rated the peer support provided

by the consumer companions as an important
part of the recovery process, providing time for
one-to-one support and assistance, reducing

the workload of staff, relieving the boredom of
inpatient admission and generally improving

the consumer’s experience during the period of
admission.

In their evaluation of a peer support worker
(PSW) program in South Australia, Nestor and
Galletly (2008) found that PSWs were beneficial

in early intervention, in helping young people
recognise the symptoms of psychosis, in assisting
patients to play an active role in their recovery, in
educating families to have a better understanding
of psychosis, and in providing role models for
recovery. Carlson et al. (2001) suggest that the
benefits of employing consumers are that they
enhance the team by contributing systems
knowledge, ‘street smarts, responsiveness, coping
strategies, patience and flexibility, relational
emphasis, issue identification, role modelling,
advocacy against stigmatism and the opportunity
to educate co-workers.

The literature indicates that barriers to
employment of consumers and carers have
included negative attitudes of mental health
professionals (Carlson et al. 2001; Chinman et al.
2006; Felton & Stickley 2004; Lammers & Happell
2004; Gordon 2005; Lloyd & King 2003; McCann
et al. 2008); perceptions of tokenism (Lammers

& Happell 2003; 2004; Gordon 2005; Hemsley-
Browne et al. 2008); perceived lack of professional
boundaries and suspicions of divided loyalties
(Carlson et al. 2001; McCann et al. 2008); lack of
respect (Hemsley-Browne et al. 2008); and lack of
financial incentives (Hemsley-Browne et al. 2008;
Stewart et al. 2008). Citing previous studies in the
UK and Australia, McCann et al. (2008) identify the
negative attitudes of mental health professionals
and evidence of the view of consumer
participation as an assault on deeply imbedded
professional roles and responsibilities as being the
major barrier to effective consumer involvement.

MacDonald et al. (2006) concludes that the
principal enabler of consumer participation

is organisational readiness. In addition to role
clarity, job descriptions and the preparedness
and acceptance of colleagues, other issues of
organisational readiness include policies on
payment of consumers/carers in consulting roles,
which Hemsley-Browne et al. (2008) suggest are
significantly lacking; and formal structures for
credentialling consumers and carers (Bashook
2005).

National mental health workforce literature review
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Building the capacity of the general
health and wellbeing workforce to
work with people with a mental
illness and their carers

The general health and wellbeing workforce
includes GPs, practice and other primary care
nurses, social workers and occupational therapists.
Generalist providers treat people for a wide range
of health conditions, and are usually based in
community settings. They may:

> provide a first point of contact with the health
system and operate as a gateway to other parts
of the health system through referrals

> provide holistic and continuing care to people
and their families/carers over time and across
episodes of care

> coordinate care for patients receiving care from
several different providers (McDonald & Harris
2005).

Mental illness is common, and generalist providers
need knowledge and skills to recognise and help
people with a mental iliness. This is particularly

so in rural and remote areas where specialist
services are difficult to access. The types of

mental healthcare provided may include patient
education, pharmacotherapy, psychological
treatment and ongoing management. Mental
health consumers also need physical care, and are
more likely than the general population to smoke,
have a poor diet, have high alcohol consumption
and undertake less exercise, with consequent
increased morbidity (Bennett-Levy & Perry 2009).
They also have increased rates of ischaemic heart
disease, stroke, high blood pressure, bowel cancer,
breast cancer and diabetes than the general
population, develop illness at a younger age and
die from these conditions earlier (several studies
are cited in British NHS Scotland et al. 2008). Most
people with mental disorders are seen by GPs, but
Issakidis & Andrews (2006) and Andrews & Titov
(2007) report that consultation with a GP for any
reason is far more common than consultation with
a GP for mental health problems.

Training can support the general health and
wellbeing workforce in achieving improved
health outcomes for consumers (Katon et al. 1996;
Hunkeler & Meresman 2000; Rost et al. 2002).
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GPs also use referral effectively to improve health
outcomes (Gater et al. 1997; Coulehan et al. 1997).
Effective referral requires consideration of the
interaction of the general health and wellbeing
workforce and specialist mental health services.

There is evidence of the effectiveness of skilling
the generalist health workforce in mental health
first-aid (Kitchener & Jorm 2006), and indeed

of providing mental health first-aid training to
other frontline workers who come into contact
with at-risk population groups (for example,
correctional staff, police) to facilitate prompt
referral to appropriately skilled mental health
workers (Brooker 2006).

Addressing the needs of special
needs groups

In their review of issues affecting service delivery
in rural and remote areas, Judd et al. (2002)
highlight the need to shift the role of specialists in
mental health from one of direct service provision
to one of consultation, education and indirect
service provision.

Robinson et al. (2005) found that the main sources
of job satisfaction for rural mental health nurses
were caregiving opportunities and supportive
working relationships. Other reported elements of
job satisfaction that influence intentions to leave
are quality of clinical supervision, ratio of qualified
to unqualified staff, support from immediate line
manager and paperwork.

The most recent data on the prevalence of mental
health issues and co-occurring substance abuse
(for example, the 2004-05 National Aboriginal and
Torres Strait Islander Health Survey (NATSIHS) (ABS
2006) suggest that the need to provide culturally
competent, accessible services to Indigenous
communities continues to pose a major challenge
for workforce planning and development.

While New Zealand is not necessarily a
comparable country (it does not have a federal
system and has fewer rural and remote access
issues), observation of the New Zealand approach
to workforce development may be useful. The
Werry Centre (2004) reviewed the barriers and
incentives to Maori participation in the psychology
workforce and found that overemphasis on



academic achievement at the expense of cultural
competency, financial hardship and the absence
of support for Maori psychologists were barriers
to participation. Incentives developed included
the formation of formal and informal networks
for students and Maori psychologists, and
having a specific focus on Maori psychology. A
specific agency, Te Rau Pauwai, offers financial,
mentoring and other supports that target these
groups, and it has demonstrated improving pass
rates for relevant qualifications across a range

of mental health occupations. The New Zealand
mental health workforce recruitment efforts also
target Maori, Pacific Islander and Asian people
(Annanadle & Ta'l 2007).

In Australia, Bartik (2007) evaluated a model for
training Indigenous Australian health workers

in a mainstream general mental health service,
and found that: structural issues in the program
affected its success; clinical placements were
beneficial, but disruptive to coursework; and
turnover in management created problems for
the acceptance and support of the program in the
system. There were frequent periods of ‘down time’
for the trainees. Existing staff needed clarity on
policy and procedures and about the role of the
new positions. All these were exacerbated by high
staff turnover. Bartik recommended support and
mentoring from other Indigenous professionals
as crucial to the success of the program. Similarly,
the evaluation of the Aboriginal Mental Health
Worker Trainee Program in western New South
Wales identified organisational readiness in terms
of preparation and planning by existing staff to
clearly define the trainee’s role and to provide
mentoring and supervision arrangements for

the trainees as crucial in providing a successful
placement for the trainee.

Judd et al’s (2002) review of rural psychiatry
services identifies common barriers for Indigenous
people in seeking and accessing treatment as:
language; how symptoms are manifested and
communicated; and practitioners’ stigmatising of
mental illness and racial intolerance combine to
result in inappropriate or inadequate treatment.
The primary action outlined in the New Zealand
workforce plan is the development of a new
framework of core dual competencies (that is,
clinical and cultural) for mental health workers in
both the public system and NGOs. This includes

a continued focus on dual competencies for
community-based mental health and addiction
services and recovery approaches that also focus
on cultural elements (for example, Maori models
of care). In Australia, while cultural competency
modules or short programs are required in some
circumstances, they are not mandated core
components of curricula across professions and
sectors in the mental health workforce.

The importance of involving representatives of

a particular population is recognised by Palmer
and Maffia (2008) in relation to asylum seekers,
and they suggest that the lessons learned

from this one group could be used with other
disadvantaged groups. However, a case is made
in the literature that cultural competence is an
ongoing dilemma in academic settings where,
despite an increasing body of knowledge and the
development of new training tools, it is essential
to mobilise the political and academic will in order
to genuinely adopt them (Goode & Jackson 2003;
Goode et al. 2002; Huang et al. 2004; Trader-Leigh
2002).

Better managing of the places
where consumers and carers
fall through the cracks between
professions, settings and the
private, non-government and
public sectors

Navigating a path through mental health services
is often complex for consumers and carers, and
coordination and communication between
different services can be suboptimal. Service
integration can be poor, and there is often
fragmentation and complexity at the local level

in the overall system of mental healthcare. Kathol
and Clarke (2005) argue for system changes that
foster coordination of general medical and mental
health services, and joint accountability for them.
They note that funding approaches can distract
from providing effective and economical care, and
argue for integrated medical and behavioural care
for complex consumers with comorbid physical
and psychiatric issues.

Consumers accessing community-based services
may now have higher levels of acuity than in the
past. The limited data available show that the
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workload of community mental health nurses is
increased by the greater complexity of needs of
community mental health clients. Service change
has also resulted in poor integration between
inpatient and community services, and tension
between generic case management and specialist
roles, resulting in nurses undertaking tasks for
other case managers. These issues, along with
difficulties in recruiting and retaining staff, have
led to the intensification of community mental
health work and a crisis response to care with less
time for targeted interventions (Henderson et al.
2008).

Bartik (2007) identifies open and regular
communication among support agencies as
crucial to the success of training programs for
Aboriginal and Torres Strait Islander health
workers. Huang et al. (2004) emphasise the need
to develop cross-agency workforce strategic
plans with collaborative strategies for investment
in recruitment and training. But there is also
evidence that the shift to competitive, contractual
funding arrangements for health service delivery
from non-government providers is fuelling
competitive behaviour and creating barriers to
collaboration in a range of workforce development
and management matters across the health and
community services sector (ADCA 2009; Spooner
& Dadich 2008; Van Wanrooy et al.; Productivity
Commission 2010).

The New Zealand strategy has included
establishing four national workforce centres.
Some key objectives include ensuring that
workforce infrastructures of public and NGO
providers are coordinated, and that clear and
effective communication promotes information
sharing, networking and collaboration.

The literature also suggests expanding the
boundaries of the secondary mental health
workforce to include the training of frontline
workers in a range of areas. Training would include
early detection and intervention in mental health
and mental health promotion. The secondary
workforce to be trained could include field
workers who come into contact with farmers

and rural communities (Hossain et al. 2008);
correctional officers (Adams et al. 2009; Parker
2009); line managers in the primary health system
in rural areas (Aoun & Johnson 2002); school
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staff (Andrews & Titov 2007); and foster parents,
professional and volunteer mentors and families
providing peer supports (Huang et al. 2004).

What does evaluation tell us?

Evaluation of mental health workforce initiatives

internationally is at an early stage, but to date the

literature suggests the following:

> Critical factors in the successful transition
to mental health service provision by
multidisciplinary teams in community settings
include: the engagement and support of
service managers; sound governance (Fletcher
et al. 2008); the commitment of institutional
resources; the attitudes of program leaders; and
the organisational climate (Crowe et al. 2007;
Hoge et al. 2005).

> Wide-ranging changes to curricula in most
mental health professions may be required.
Curricula that prepare professions for medical
settings may not adequately prepare graduates
for the pace, culture and broad spectrum of
needs in primary and community care (Blount &
Miller 2009; Henderson et al. 2008).

> Acrucial factor in the successful mental
health training of graduates in social sciences
(Hemsley-Browne et al. 2008), registered nurses
(Cleary & Happell 2005) and primary care staff
(Aoun & Johnson 2002) is the provision of
adequate clinical supervision.

> In order to be effective, broadening of the
mental health workforce to include non-
professional and peer support workers (for
example, consumers and carers, both paid
and unpaid) requires clear role definitions,
clear expectations, supervisory support and
mentoring (McCrae et al. 2008; Mitchell 2009;
Nestor & Galletly 2008; Stewart et al. 2008).
These roles can enhance the mental health
team and have beneficial effects for consumer
experience of treatment, workloads of existing
staff and the sustained recovery of the people
with lived experience of mental illness who
are working in the support roles (Queensland
Health 2008).

In learning from and implementing ideas from
elsewhere, planners, policy makers and managers
need to consider local factors, systems of care and
effective change management.



The impact of mental iliness

Mental illness or disorder can have a profound
impact on an individual’s social, emotional,
psychological and cognitive ability, and on their
physical health. According to the 2007 National
Survey for Mental Health and Wellbeing (ABS
2008b), approximately one in five Australians
aged between 16 and 85 years will suffer from one
common form of mental illness (anxiety, affective
or mood disorders, and substance use disorders)
in any 12-month period, while approximately
three million Australians may experience a major
depressive illness during their lifetime. Individuals
suffering from mental illness are at higher risk

of experiencing adverse social, economic and
health outcomes, and the economic costs to the
community remain high (approximately $4.6
billion were provided in services in 2006-07).

However, the full economic burden of mental
iliness is likely to be far greater, especially as
disability associated with mental illness requires
individuals to seek additional assistance beyond
what can be provided by specialist mental
health treatments and interventions. As such, it
is important to understand the specific needs of
those suffering from mental iliness and implement
an effective and sustainable national workforce
strategy, ensuring that healthcare services and
providers promote a healthier and productive
society.

Purpose of this review

This literature and document review, together
with input from interested parties at consultation
workshops, and interviews with and written
submissions from stakeholders, is intended to
inform the development of a national strategy and
plan for the Australian mental health workforce.

The information is presented in the context of the
directions of the Fourth National Mental Health
Plan and the Revised National Standards for Mental

Health Services, which are the cornerstones of the
development of a national approach to mental
health service delivery and desired workforce
outcomes in Australia, based on the recovery
approach.

Much of the literature and documentation
examined in this review represents initiatives,
programs, policies and projects in Australia

and overseas that are relatively recent, and
therefore may not yet be adequately evaluated,
or if evaluated as initially successful, are not yet
proven sustainable. Australia is in a similar stage
of development with comparable countries in
terms of mental health workforce strategies.
While other countries (such as the UK and New
Zealand) face similar workforce shortages, the
solutions developed in countries with a single
level of government face fewer complexities than
countries like Australia, which has federal systems
and multiple jurisdictions.

This review, therefore, does not purport to provide
advice about proven solutions to longstanding
workforce problems, but lays out information
about what is happening both nationally

and internationally, what has been trialled or
commenced, what efforts have experienced early
initial success or failure and what authorities judge
to be the key components of successful solutions
to issues of workforce shortage and capacity.

The Fourth National Mental Health
Plan and National Standards

Background

Since 1992 Australian Health Ministers have
agreed to a whole-of-government approach and
have worked to a national mental health strategy.
The original strategy consisted of the National
Mental Health Policy; the Mental Health Statement
of Rights and Responsibilities; Australian Health
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Care Agreements (bilateral five-year agreements
between the Australian government and each
state and territory); and the National Mental Health
Plan to coordinate mental healthcare reform in
Australia through national activities.

The First National Mental Health Plan (1993-98)
focused on state/territory-based, public sector,
specialist clinical mental health services, and
advocated major structural reform, with particular
emphasis on the growth of community-based
services, decreased reliance on stand-alone
psychiatric hospitals, and ‘mainstreaming’

acute beds into general hospitals. This plan was
concerned largely with severely disabling, low
prevalence mental health conditions.

The Second National Mental Health Plan (1998-
2003) shifted the emphasis to more common,
less-acute conditions such as depression and
anxiety disorders, with a focus on promoting
mental health, de-stigmatising mental illness
and maximising treatment outcomes and
opportunities for recovery through collaboration
among public, private and NGO sector providers.

The Third National Mental Health Plan (2003-

08) took a population health approach and
consolidated the first two plans by emphasising
the full spectrum of services required to assure the
mental health of Australians. It focused on mental
health promotion and mental illness prevention,
improving service responsiveness, strengthening
service quality and fostering innovation.

In response to concerns about insufficient
progress in some areas of reform under the
national mental health plans, the Council of
Australian Governments (COAG) developed the
COAG National Action Plan on Mental Health
2006-11, which committed governments to a
significant injection of new funds into mental
health, including the expansion of the Medicare
Benefits Schedule to improve access to mental
healthcare delivered by psychologists and other
allied health professionals, general practitioners
and psychiatrists. It also led to increased
investment by states and territories in community-
based mental health services, enabling them

to respond better to consumers with severe

and persistent mental illnesses, their carers and
families.
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The recovery approach

Australia’s national mental health response clearly
sits within the recovery approach of care as the
agreed model for mental healthcare in Australia.
The mental health workforce response must
therefore be both underpinned by, and enable,
the recovery approach.

In December 2008 health ministers adopted a new
National Mental Health Policy. The vision of the
policy is for a mental health system that:

> enables recovery
> prevents and detects mental illness early

> ensures that all Australians with a mental illness
can access effective and appropriate treatment
and community support to enable them to
participate fully in the community.

In relation to workforce, the policy direction calls
for positive and inclusive organisational cultures;
access to high quality education and training
opportunities; adequately trained and sufficient
numbers of clinical and non-clinical staff across
public, private and non-government sectors to
provide high quality services; safe environments;
systemic supports; and satisfactory incentives
and rewards to ensure job satisfaction (levels of
remuneration, appropriate career development
opportunities and prospects for promotion). The
Fourth National Mental Health Plan and the revised
National Standards for Mental Health Services are
underpinned by this policy vision.

The National Standards for Mental Health Services
defines recovery as:

A deeply personal, unique process of
changing one’s attitudes, values, feelings,
goals, skills and/or roles. It is a way of living
a satisfying, hopeful and contributing life.
Recovery involves the development of new
meaning and purpose in one’s life as one
grows beyond the catastrophic effects of
psychiatric disability (DoHA 1997).

A review of the national standards has been
completed, along with consultations to develop
national recovery principles, auspiced by the
National Standards Implementation Steering
Committee. The Principles of Recovery Oriented
Practice provide the following definition:



From the perspective of the individual with
mental illness, recovery means gaining and
retaining hope, understanding of one’s
abilities and disabilities, engagement in an
active life, personal autonomy, social identity,
meaning and purpose in life, and a positive
sense of self (NSMHS 2010).

The Fourth National Mental
Health Plan

The Fourth National Mental Health Plan was
released by health ministers in November 2009.
It notes that recovery is not synonymous with a
cure; rather, those with a mental illness may have
recurring or persistent problems. Consequently,
recovery must be viewed as both a process and
an outcome, and adopting a recovery philosophy
is important across severity levels and diagnosis,
because it is likely to be different for everyone.

Maximising individual potential and coping skills
is important, and services must provide support
and appropriate treatment to all Australians
with mental illness a sense of identity, purpose,
self-determination and the empowerment

to participate fully and competently in the
community.

The plan notes that ‘good mental health’is a
critical component of ‘good general health; and

is determined by a complex set of interrelated
factors within the individual, the family or the
community. The plan also adopts a population
health framework, acknowledging that the result
of mental health and illness is based on a complex
interplay of social, psychological, biological,
environmental and economic factors (p. 8).

The framework requires a whole-of-government
approach to achieve effective change, and
emphasises that services must meet the specific
needs of different cultural groups, backgrounds
and experiences. The plan highlights that specific
groups (for example, Indigenous Australians,
youth and the elderly) may be more vulnerable
to mental illness, and issues must be assessed in
a culturally sensitive manner and targeted across
the lifespan.

Eight principles underlie the plan:

1. Respect for the rights and needs of consumers,
carers and family - including engagement,
provision of information and service choices,
support, acknowledgement and privacy.

2. Services delivered with a commitment to the
recovery approach — both as a process and an
outcome.

3. Social inclusion - recognition of the
importance of social, economic and cultural
factors in mental health, including the barriers
that lead to social exclusion.

4. Recognition of social, cultural and geographic
diversity and experience - recognition of the
need for cultural competency when planning
mental health services, and the specific
issues faced by some groups, such as women,
Indigenous persons and rural and remote
communities.

5. Recognition that the focus of care may be
different over the lifespan — mental health
services should be tailored to different age
demographics.

6. Services delivered to support continuity and
coordination of care - collaboration between
services and integrated models of service
delivery means there is less chance for people
to fall through the gaps.

7. Service equity across communities, areas and
age groups - services should be accessible,
equitable in quality, responsive and evidence
based, and the levels and outcomes of care
should be transparent to consumers.

8. Consideration of the spectrum of mental
health, mental health problems and mental
iliness — the range of services needs to
consider the spectrum of mental health from
wellness through to mental illness, from
primary care to greater involvement, and be
responsive to different demographics.

The recovery approach and the development of
services that are community needs based, built

on the eight principles, have implications for the
development of the mental health workforce in
Australia, including the continued development of
services across sectors and community settings, to
maximise treatment options and outcomes.

National mental health workforce literature review
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Five key areas for national action
within the plan

Despite past achievements from previous
Australian mental health reforms and action
plans, the Fourth Mental Health Plan highlights
that there is much that can still be achieved at the
state and national level, and that greater emphasis
on improving the accountability for both mental
health reform and service delivery is vital.

Both the Fourth Mental Health Plan and the COAG
National Action Plan on Mental Health (2006-11)
state the necessity for workforce development
and increasing workforce capacity. Recruiting
and retaining a workforce that is supported to
maintain skills and knowledge and is responsive,
culturally competent and sustainable remains an
ongoing challenge.

The plan has five key areas for national action,

of which, Priority 4: Quality improvement and
innovation is most directly relevant to workforce.
There are some workforce implications, however,
from each priority.

1. Social inclusion and recovery

The aims of increasing the understanding of
mental health and wellbeing in the community
and recognising that delivery of services must
be coordinated across health and social domains
include the following workforce implications:

> refocused workforce development that
supports the recovery approach

> further expansion and development of a
peer support workforce.

2. Prevention and early intervention

To achieve outcomes where people have a better
understanding of mental health problems, and so
are more able to seek help or support others early;
where there is greater recognition and response
to mental health issues, including to co-occurring
alcohol and drug problems, physical health issues
and suicide; and where generalist services have
specialist support when necessary, the workforce
implications would include:
> education for frontline workers that come into
contact with people with mental health issues,
including police, ambulance, child protection
and other services
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> increased training of frontline workers in
co-existing mental health and alcohol and
substance abuse issues, and risks of suicidal
behaviour.

3. Service access, coordination and
continuity of care

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

> anational service planning framework (models
of care) will be developed and workforce
components will be required to support it.

4. Quality improvement and innovation

Making information available to the community
on services and outcomes by region; reporting
against standards of care; using enabling
legislation that supports the transfer of civil and
forensic patients across jurisdictions; supporting
emerging models of care and providing leadership
for implementation have a number of workforce
implications, including:
> the development and the initial
implementation of a national mental health
workforce strategy to inform a national
approach to define standardised workforce
competencies and roles in clinical, community
and peer support areas

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

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

5. Accountability - measuring and
reporting progress

Ensuring that the public can make informed
judgments about mental health reform and the
implementation of the plan, and that there is
adequate reliable information available about
services to compare to national benchmarks,
would have implications for:

> improving and standardising across
jurisdictions, sectors and service providers,
the type and level of data that is collected to
map and measure the mental health workforce,
its attributes and trends in workforce



> developing and resourcing of effective
monitoring and evaluation of the
implementation of workforce strategies.

The National Standards for Mental
Health Services

The new National Standards for Mental Health
Services were produced through a community
consultation process that began in 1996-97
(Department of Health and Aged Care 1997).

In light of the expansion of services in the
intervening years, and the greater focus on the
role of the primary care sector in mental health, a
review of the standards commenced in November
2006, in consultation with the sector, and with
consumers and carers, and at the time of this draft
literature review the new standards were in final
draft.

The draft revised Standards of Care are as follows:

Standard 1: The rights and responsibilities of
people affected by mental health problems
and/or mental illness are upheld by the mental
health service and are documented, prominently
displayed, applied and promoted throughout all
phases of care.

Standard 2: The activities and environment of
the mental health service are safe for consumers,
carers, families, visitors, staff and its community.

Standard 3: Consumers and carers are actively
involved in the development, planning, delivery
and evaluation of services.

Standard 4: The mental health service delivers
services that take into account the cultural and
social diversity of its consumers and meets their
needs and those of their carers and community
throughout all phases of care.

Standard 5: The mental health service works

in partnership with its community to promote
mental health and address prevention of mental
health problems and/or mental illness.

Standard 6: Consumers have the right to
comprehensive and integrated mental healthcare
that meets their individual needs and achieves the
best possible outcome in terms of their recovery.

Standard 7: The mental health service recognises,
respects, values and supports the importance of
carers to the wellbeing, treatment and recovery of
people with a mental illness.

Standard 8: The mental health service is governed,
led and managed effectively and efficiently to
facilitate the delivery of quality and coordinated
services.

Standard 9: The mental health service collaborates
with and develops partnerships within in its own
organisation and externally with other service
providers to facilitate coordinated and integrated
services for consumers and carers.

Standard 10.1: The mental health service
incorporates recovery principles into service
delivery, culture and practice providing consumers
with access and referral to a range of programs
that will support sustainable recovery.

Standard 10.2: The mental health service is
accessible to the individual and meets the needs
of its community in a timely manner.

Standard 10.3: The entry process to the mental
health service meets the needs of its community
and facilitates timeliness of entry and ongoing
assessment.

Standard 10.4: Consumers receive a
comprehensive, timely and accurate assessment
and a regular review of progress is provided to the
consumer and their carers.

Standard 10.5: The mental health service provides
access to a range of evidence-based treatments
and facilitates access to rehabilitation and support
programs which address the specific needs of
consumers and promotes their recovery.

Standard 10.6: The mental health service assists
consumers to exit the service and ensures re-entry
according to the consumer’s needs.

Standard 10 emphasises Australia’s commitment
to recovery as the adopted mental healthcare
strategy (defined above). Each standard is
accompanied by a set of performance criteria

to make clear that the approach is consumer
and carer focused. Standard 10 has obvious and
extensive workforce implications, becuase it is
the workforce that enables delivery of this level
of recovery-focused care.
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National Primary Health Care
Strategy

A draft National Primary Health Care Strategy was
released on 31 August 2009. The draft strategy
recognises the importance of keeping people
well, rather than just looking after them when
they are ill, and also recognises the importance
of community-based care. It acknowledges

the difficulty for both patients and providers in
navigating the health system with assurance, and
this is particularly so for people with complex
care needs or historically poor access, such as
Indigenous Australians, those living in rural and
remote areas the homeless, those with mental
health needs, or those moving in and out of the
hospital system.

In describing the building block of a skilled
workforce, the strategy expects that patients

will have improved access to primary healthcare
providers and better integration of their care, and
providers will be ‘equipped with the skills they
need, supported in learning and able to pass on
hard-earned skills to students and new graduates’
(Commonwealth of Australia 2009).

Pressures for change in the primary care workforce
reflect and overlap the same pressures evident

in the mental health workforce - pressures on
demand, inequality of access to services, poor
integration among services, workforce shortages
and safety and quality outcomes.

Current health workforce planning
and COAG reform

The National Health Workforce Agency
— Health Workforce Australia

Health Workforce Australia is an initiative of the
Council of Australian Governments, and has
been established to meet the future challenges
of providing a health workforce that meets the
needs of the Australian community.

Its initial roles will be to oversee provision of
financial support for pre-professional clinical
training, facilitate locally-based mechanisms for
the placement of students into suitable training
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places, establish a health workforce statistical
register to assist with longer-term planning
initiatives and to provide advice regarding
workforce directions.

Health Workforce Australia is still being
established. It will subsume the current National
Health Workforce Taskforce (NHWT) activities
and assume responsibility for its work program
encompassing workforce planning and research;
education and training; and innovation and
reform.

COAG has announced the following major reforms,

which the agency will manage and oversee:

> improving the capacity and productivity of the
health sector to provide clinical education for
increased university and vocational education
and training places

> facilitating immigration of overseas-trained
health professionals and continuing to develop
recruitment and retention strategies.

> system, funding and payment mechanisms
to support new models of care and new and
expanded roles

> redesigning roles and creating evidence-based
alternative scopes of practice

> developing strategies for aligned incentives
surrounding productivity and performance
of health professionals and multidisciplinary
teams.

National Registration and
Accreditation Scheme

Development of the Australian health workforce
will take place against the background of the new
National Registration and Accreditation Scheme,
agreed between the Commonwealth and the
jurisdictions on 26 March 2008 (NHWT 2008).

The new scheme is being established to deliver a
range of benefits to the Australian community, as
set out in the agreement:

> providing for the protection of the public
by ensuring that only practitioners who are
suitably trained and qualified to practise in a
competent and ethical manner are registered

> facilitating workforce mobility across Australia
and reducing red tape for practitioners



> facilitating the provision of high quality
education and training and rigorous and
responsive assessment of overseas-trained
practitioners

> having regard to the public interest in
promoting access to health services

> having regard to the need to enable the
continuous development of a flexible,
responsive and sustainable Australian health
workforce and enable innovation in education
and service delivery.

The new system creates a single national
registration and accreditation system for ten
health professions: chiropractors, dentists
(including dental hygienists, dental prosthetists
and dental therapists), medical practitioners,
nurses and midwives, optometrists, osteopaths,
pharmacists, physiotherapists, podiatrists and
psychologists (Australian Health Workforce Online
2009).

The system will be delivered through the
Australian Health Practitioner Regulation Agency
(AHPRA) and the new national registration boards
established for each of the professions. Many of
the benefits of the new scheme will be delivered
through nationally-consistent registration
processes for each profession (NHWT 2008a):

> registration and renewal against a single
national registration standard

> consistent processes across the country for
registration

> asingle national public register for each
profession showing who is a registered health
practitioner

> mandatory criminal history and identity checks
for all new registrants

> student registration from 1 June 2011 in each of
the ten professions.

In relation to the handling of complaints, there
will be:

> asingle national point of contact for assisting
members of the public to make a complaint

> mandatory reporting for all registered
practitioners and employers who will be
required to report registrants who are placing
the public at risk through a physical or mental
impairment or a departure from accepted
professional standards

> apublicinterest assessment process in handling
complaints (new in most states and territories)

> recording of all conditions and undertakings on
the public register

> apublic listing of all deregistered practitioners.

In addition to improvement delivered by these
major developments, AHPRA will ensure that there
is national consistency in administrative processes.
Training for staff will be an important element in
the move to national consistency at best practice
levels throughout Australia.
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International comparisons

United Kingdom

The UK National Framework for
Mental Health

The UK National Service Framework for Mental
Health (NSF) was published in 1999 (British
Department of Health 1999). It focused on the
mental health needs of adults to the age of 65.

It drew on the Government’s 1998 policy paper,
Modernising Mental Health Services: safe, sound and
supportive (British Department of Health 1998).
The framework:

...heralded new standards and a new
direction for mental health services, one
based on a national network of new
community services including assertive
outreach, crisis resolution and early
intervention underpinned by the needs of
service users and carers. The Framework
highlighted the need for workforce
development and training to underpin these
significant changes (Baguley et al. 2006).

The NSF contained detailed information on
staffing requirements and ratios, and the types of
skills, approaches and knowledge it was expected
that workers would possess for the future delivery
of care. It created an expectation of workforce
planning for mental health services (British
Department of Health 2006).

In 2003 the Department of Health published
Mental Health Services — Workforce Design and
Development: Best Practice Guidance. It was
designed to help localities carry out workforce
planning within local strategic planning, to ensure
they could deliver planned services, estimate

local demand and supply of staff, and identify the
appropriate mix of skills needed to deliver services
(British Department of Health 2003).
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Despite the real achievements of the NSF (such

as the creation of 250 assertive outreach and

crisis intervention teams), it soon became clear
that the funding was not adequate, there were
high levels of staff stress, and administrative and
legislative changes were producing uncertainty
and resentment in some parts of the mental health
workforce (Baguley et al. 2006).

It became clear that the ‘aspirations of the NSF
cannot be delivered without a combination

of increased numbers of staff and the rapid
enhancement of skills and competencies’ (SCMH
2000). The Sainsbury Centre for Mental Health
recognised the challenge that this immediately
posed to mental health services. For example, in
2002 only four per cent of registered nurses in the
UK were qualified in mental health nursing; and
the number of vacant positions for consultant
psychiatrists averaged 12 per cent (and was

as high as 20 per cent in some areas) (SCMH
2003). Continuing concerns were voiced about
recruitment and retention of psychiatrists, mental
health nurses, clinical psychologists, approved
social workers and occupational therapists (Lynam
& Walker 1999; Craik et al. 1999)

The Sainsbury Centre proposed a continuous

workforce planning process with these repeated

steps (SCMH 2000):

> analyse the current mental health workforce,
broken down by the NSF categories

> use expert panels to review the skills
capabilities of the existing workforce, and the
implications for education and training

> assess the scope, design, and functions of the
future workforce model

> concentrate on recruitment and retention,
starting with the retention of existing staff

> gain any available information about the labour
market for mental health staff



> estimate the supply of staff for mental health
services from educational sources

> address the gaps, and trial and evaluate
innovative and radical solutions.

In light of these issues, the need for the existing
workforce to work in different ways is described as:

...overwhelming... issues surrounding
workforce development are now the most
significant challenge to the implementation
of the National Service Framework... and the
NHS Plan.

The challenge was to disinvest in traditional
service models and roles, and redirect
resources into new ones (Baguley et al. 2006).

New Ways of Working

NWW in mental health grew out of the problems
faced by consultant psychiatrists in recruiting

and retraining members of the profession, in light
of the falling numbers of psychiatrists to meet
demand for services. Consultant psychiatrists were
perceived to have low morale, feel overworked
and reported difficulty in generating motivation
for interdisciplinary ways of working. The first
result — a joint endeavour of the Care Services
Improvement Partnership (CSIP), the National
Institute for Mental Health in England (NIMHE), the
Royal College of Psychiatrists and the Changing
Workforce Programme - was the document

New Ways of Working for Psychiatrists: Enhancing
effective person-centred through new ways of
working in multidisciplinary and multi-agency
contexts (CSIP et al. 2005).

The declared purpose of New Ways of Working for
Psychiatrists was a major change of culture - 'not
just tinkering at the edge of service improvement’
(CSIP et al. 2005). It argues that the proper use of
the knowledge and experience of psychiatrists was
to: concentrate on people with the most complex
needs; act as consultants to multidisciplinary
mental health teams; promote distributed
responsibility for culture change; and work flexibly
to achieve a motivated workforce able to offer
high quality service.

The document referred specifically to Ten Essential
Shared Capabilities - A Framework for the Whole

of the Mental Health Workforce, published by
the Department of Health in 2004. It attempted
to‘provide in one overarching statement, the
essential capabilities required to achieve best
practice for education and training of all staff
who work in mental health services' The elements
were: working partnership, respecting diversity,
practising ethically, challenging inequality,
promoting recovery, identifying people’s needs
and strengths, user-centred care, making a
difference, promoting safety and positive risk
taking, personal development and learning
(British Department of Health 2004).

New Ways of Working for Psychiatrists set out a
series of initial actions to achieve what it called
‘effective, person-centred services through new
ways of working in multidisciplinary and multi-
agency contexts’ The actions covered not only
psychiatrists, but the allied health professions,
administrators, and new non-affiliated and locally
developed community roles. The recommended
steps include:

> hold major regional conferences to launch and
implement NWW

> encourage discussion and uptake through the
press, journal articles, briefings, national and
regional meetings, newsletters and websites,
building on existing workforce networks

> ensure that local advisers receive central
guidance on the employment of mental health
staff, use the Creating Capable Teams Toolkit for
workforce redesign and skill mix, and develop a
cohort of ‘capable trainers’

> review the role of mental health nursing by
engaging with current consultation on the
nursing workforce, and implementing the
results

> raise the profile of the allied professions and
their contributions in mental health

> undertake workforce mapping exercises for
the roles of physiotherapists, pharmacists and
dieticians in mental health

> explore new ways of working for applied
psychologists, physiotherapists, occupational
therapists, dieticians, speech and language
therapists, their current education and training
pathways, career frameworks and new roles,
and work in multidisciplinary teams
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> raise the profile of social workers and their
contributions to mental health services, and
establish a joint national program of work

> develop the roles of graduate primary care and
gateway workers, non-professionally affiliated
staff, and new locally developed roles

> work closely with professional bodies to
support the education and training changes
required to support NWW, and commission
education and training programs for new
workers, and create opportunities for
multidisciplinary learning

> roll out the ‘shared capability’ framework and
learning materials into pre- and post-qualifying
training and CPD for all professional and non-
professionally affiliated groups

> support the spread of supplementary
and independent prescribing for nurses,
pharmacists and others

> monitor and disseminate the outcome of a
national evaluation study, and reflect NWW in
regular monitoring and inspection (CSIP et al.
2005).

Other parts of the mental health system were
showing signs of the same stressors. In the next
four years, a series of papers and presentations
addressed NWW to various constituencies (mental
health pharmacists in 2006; child and adolescent
mental health services, applied psychologists,
allied health professionals in 2007, and New Ways
of Working in Mental Health for Everyone, including
social workers and administrators, in 2007). NWW
was also embraced by other professional bodies,
including nursing, occupational therapists and
pharmacists.

NWW was widely accepted and has formed a
significant part of workforce and services planning
in the UK. It was an initiative to change the way
mental health staff work, and to introduce new
roles in a team-based workforce model (NHS
Confederation 2009). The National Mental Health
Workforce Strategy includes aims to facilitate new
ways of working across professional boundaries;
make better use of specialist staff to meet the
needs of service users and carers; and create

new roles to tap into the recruitment pool and
complement existing staff groups (Cuthbert &
Basset 2007).
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A number of practical planning and workforce
development tools were developed within the
national planning framework. The NWW initiative
focused on the team as the fundamental unit of
service delivery, with responsibility for patient care
distributed throughout the team. The Creating
Capable Teams Approach (CCTA) is a tool to be
used by a facilitator across all areas of health and
social care. It is a five-step approach to integrate
the New Ways of Working Together policy, and the
new roles that arise from that, into the structures
and practices of a multidisciplinary team (British
Department of Health 2006; 2006a). It is an
off-the-shelf facilitator-run process requiring
ownership by senior management, team building
and planning, and then building and creating
workforce from the ground up by determining
and prioritising service user and carer needs, and
finally through a process of implementation and
review (British Department of Health 2007b).

The NWW program of the NIMHE is now regarded
as having completed its work successfully, having
promoted ‘a new way of thinking which includes
the development of new, enhanced and changed
roles for mental health staff, and the redesigning
of systems and processes to support staff to
deliver effective, person centred care in a way
that is personally, financially and organisationally
sustainable’ (British Department of Health 2007b),
and enshrines a recovery approach of mental
health practice.

The NIMHE National Workforce Programme
finished in March 2009. It was succeeded by the
National Mental Health Development Unit UK,
funded by both the Department of Health and

the NHS, and designed to advise on national and
international best practice to improve mental
health and mental health services. Its current
projects include improving access to psychological
therapies; supporting effective mental health
commissioning (‘commissioning’in the NHS is

the process of ensuring that the health and care
services provided effectively meet the needs of the
population); improving mental health pathways,
promoting equalities, social inclusion and social
justice, wellbeing and public mental health; and an
emerging program in ‘personalising’ mental health.

The NMHDU'’s Project 4 addresses workforce,
skills and competencies: national profiling of the



mental health commissioning workforce, support
for the outcomes of QA processes of Primary

Care Trusts in mental health, a self-assessment
model for competencies, a training program for
commissioners and providers, and exploration of
a work-based commissioning ‘apprenticeship’ or
‘internship’ scheme combining statutory and non-
statutory providers, commissioning organisations
and an academic accrediting body (NMHDU 2009).

Workforce planning in CAMHS

Inclusion of the Child and Adolescent Mental
Health Services (CAMHS) workforce in wider
workforce planning was not always clear — broad
workforce policy documents designed to apply
generally across the whole UK mental health
sector, such as New Ways of Working for Everyone
(British Department of Health 2007b) did not take
into account several earlier policy documents
relating specifically to child and adolescent
mental health services, such as Every Child Matters
(Department of Education and Skills 2004).

Those working in the child and adolescent sector
perceive their services as having some distinct
workforce characteristics, such as the wider mix
of disciplines in child mental health teams, a
broader range of professional groups, and a more
dispersed leadership model. As a result:

Omission of the particular considerations...
meant that many in the CAMHS world
allowed the initiative to pass them by as
another adult services-led idea. Equally,

it meant that ideas already prevalent in
CAMHS were left to be rediscovered by adult
orientated services. (Morris et al. 2009).

Workforce development in CAMHS has taken a
slightly different path: CAMHS have used NWW
and the Creating Capable Teams Approach (CCTA),
but created their own planning documents. A tool
was developed to address structured workforce
planning issues in a national framework, and
planning has taken place at a local level.

Anderson & Nixon (2007) describe the CAMHS
workforce planning workshops that were rolled
out in ten early implementer sites. The general
workforce planning tool was used to produce local
workforce plans. A template was introduced to
each site in stages through workshops, and filled

out by local attendees. The plans reflected six key
principles, taken from Nixon (2006):

1. improve workforce design and planning so as
to root it in local service planning and delivery

2. identify and use creative means to recruit and
train

3. facilitate new ways of working across
professional boundaries

4. create new roles to tap into new recruitment
pools to complement existing staff types

5. develop the workforce through revised
education, training and development at both
pre- and post-qualification levels

6. develop leadership and change management
skills.

A national workforce planning pilot program

was developed and implemented in seven sites
to assist them to provide local, integrated joint
workforce plans (British Department of Health
2006a). A number of materials were developed to
assist with workforce planning.

The emphasis on local planning represented

a move away from an approach where
multidisciplinary teams were based on a mixture
of professions, towards teams based on the range
of skills required for a particular clientele:

NWW involves a cultural shift, one element
of which is to move from a workforce defined
and restricted by professional qualifications
to one defined by skills, competencies and
capability (Morris & Nixon 2008).

The skills required for any team are defined by
the needs of the local communities and service
users. Different local populations have different
needs, and those needs drive the required skill
mix needed to meet those needs, in turn driving
the workforce requirements. The skill mix must
take account of the fact that staff are required not
only in direct care, but also in teaching, clinical
governance, management, administration and
further training and development (Nixon 2006).

Key factors of the workforce planning in CAMHS
are:

> the workforce plans are both macro and micro

> the macro workforce plan involves projected
data modelling around workforce trends,
training, recruitment and retention on a
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national level, while the micro planning involves
the use of local knowledge to implement plans
that address the needs of local populations

and translate the national knowledge into local
plans

> all of the micro plans must be imbedded in the
macro plans

> links between child and adult mental health
services are important (Nixon 2007).

Challenges in moving towards a skill-based
multidisciplinary team include unclear definitions
and clarity around roles; professional bodies being
protective of boundaries; fear of change; and
insufficient change management (Nixon 2007).
Other workforce design and planning challenges
from the CAMHS experience have been:

> insufficient ownership of the workforce design
and planning process at a board level within
organisations

> lack of priority given to workforce design and
planning in all organisations

> lack of skills, capabilities and capacities to
undertake workforce design and planning

> lack of appropriate data

> lack of strategic review for future planning of
roles (Nixon 2007).

Workforce issues in CAMHS suggest wider lessons
for the mental health workforce. In particular,
they flag the need for special attention to access
to services for particular groups. For example,

the importance of involving representatives of

a particular population is recognised by Palmer
and Maffia (2008) in relation to asylum seekers,
and they suggest that the lessons learned

from this one group could be used with other
disadvantaged groups.

New Zealand

New Zealand has developed a number of mental
health policies and action plans to promote a
more productive and healthier community. The
National Mental Health Strategy was launched by
the New Zealand Government with two primary
publications: Looking Forward: Strategic Directions
for Mental Health Services and Moving Forward:
That National Mental Health Plan for More and
Better Services. In line with Australia’s national
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mental health plans, these documents highlight a
vision of good mental health that can only be fully
achieved through the active collaboration and
commitment of all those involved in the health
and government sector. Accordingly, mental
health issues are addressed within a population
and 'holistic’ health framework that considers the
complex factors (physiological, psychological

and social) that may affect health and illness.

Both documents address mental health as a
government priority and focus particularly on
establishing ‘more and better’ services through

a shift towards increased community-based
specialised services. Since the release of Moving
Forward, New Zealand's total public sector funding
for mental health services increased from $523.7
million in 1997-98 to $839.2 million by 2002-03.

The Second National Mental Health Plan (2005-15)
is a strategic work plan that builds on the Looking
and Moving Forward National Mental Health
Strategies and addresses a number of important
policy and structural changes within the health
sector that require further consideration:

> establishment of 21 district health boards
(DHBs) with responsibility for the delivery of
health services to their populations, including
determining the mental health needs of their
communities and planning and organising
services to meet those needs

> implementation of the New Zealand Health
Strategy

> implementation of the New Zealand Disability
Strategy

> implementation of the Primary Health Care
Strategy

> establishment of primary health organisations
(PHOs).

The plan is organised around the following seven
primary strategic directions, all of which cover
similar aspects to the key areas and objectives
described in the recent Fourth Australian Mental
Health Plan. Actions for each of these objectives
are discussed within the document with a‘whole
of life’focus on specific groups (that is, children
and young; adult population; and older people):

1. more and better specialist services
2. more and better services for Maori
3. responsiveness of services



systems development
mental health in primary care
mental health promotion and prevention
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social inclusion - removing social and
economic barriers to recovery.

In line with Australia’s mental health plans, the
New Zealand plan adopts a systems approach to
mental health and emphasises the importance of
‘recovery’as an intervention framework. The
significance of recovery promotion is evident
across each of the seven strategic directions. Key
objectives and actions have identified the need to
provide all services with comprehensive recovery
plans that take on a whole-person perspective,
reduce potential discrimination and address
broader social and psychological needs.

Strong emphasis is placed on systems
development or a systems approach, recognising
that the mental health sector is complex and
dynamic and that all community agencies -
service users, providers, families, communities,
primary and specialist services, funders and
planners, policy makers and governments need
to work collaboratively to ensure effective

mental health outcomes. In addition, workforce
development is described as a critical factor to
the implementation of the plan. Mental health
workforce development has followed priorities
identified in both Looking and Moving Forward and
is focused on developing workforce capacity and
capability across the health sector.

Figure 1: Spectrum of mental health interventions
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The semi-circle depicted in this figure highlights the core health sector responsibilities

for prevention, treatment and maintenance, all of which sit within the context of social
inclusion and recovery. In addition, social inclusion is supported by a range of social and
health inputs that affect mental health recovery. Over all, and in practice, services must
be person- or population-centred and draw on a number of resources that may alleviate

the negative experiences associated with mental illness (Second National Mental Health
Addiction Plan, 2004).
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In addition, the blueprint developed by the

New Zealand Commission (1998) describes the
service level requirements of the National Mental
Health Plan and also addresses the importance
of ‘recovery’and a‘systems approach’to mental
health. The blueprint targets seven needs groups:

adults

children and youth
older people
Maori

Pacific people
families

No vk wnN =

other special groups (for example, refugees,
new immigrants, the profoundly deaf and
visually impaired).

Although the specific needs of each of these
groups are discussed within the blueprint,
particular importance is placed on addressing
the cultural needs of Maori and Pacific Islanders.
Successive New Zealand governments have
committed to adhering to the Te Tiriti o Waitangi
(Treaty of Waitangi) and are cognisant of the
spiritual, physical, emotional and family values
and needs of these cultural groups. Of the 100,505
mental health clients seen by district health
boards (DHBs) in 2007-08, Maori and Pacific
people made up approximately 25 per cent of the
clients (NZ Ministry of Health 2009). Alleviating
problems associated with mental health for these
populations requires a workforce that is not

only highly skilled, but culturally sensitive. The
population of New Zealand has become more
ethnically diverse, and this trend has implications
for mental health service delivery through both
healthcare and specialist mental health services.
The blueprint highlights significant gaps in

the New Zealand’s Mental Workforce, and that
ongoing strategies are necessary to enhance
cultural understanding and awareness.

Mental health workforce in
New Zealand

A partnership between DHBs and the NZ Ministry
of Health has been established to govern all
nationally funded mental health workforce
development in New Zealand. The National Mental
Health Workforce Development Coordinating
Committee provides national coordination and
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leadership in workforce development by setting
targets, priorities and future directions. The
Workforce Development Framework outlines five
strategic imperatives relating to New Zealand’s
workforce development:

1. infrastructure development
organisational development
retention and recruitment
training and development

RAE I SN

research and evaluation.

Workforce strategies and plans

There has been a significant shift towards basing
workforce development on a whole-systems
approach as opposed to addressing separate
workforce aspects in isolation. In order to respond
to the development gaps identified in the National
Mental Health Strategy and the blueprint, two
primary workforce strategies were developed:
Tuutahitia te wero: Meeting Challenges and
Tuutahitia te wero: Embracing the Challenge.

Embracing the Challenge, the 2006-09 mental
health workforce strategy, addresses the five areas
outlined in the Workforce Development Framework.
The key actions, objectives and relevance for each
are discussed below, in conjunction with other
relevant strategies and programs targeting these
core workforce areas.

Infrastructure development

New Zealand's workforce development
infrastructure includes national centres and
programs, regional coordinator positions,
education and training positions and programs,
research and policy organisations, and
scholarships and governance bodies. In 2006 Te
Pou was established as New Zealand’s National
Centre of Mental Health Research, Information
and Workforce Development, and was charged
with creating a mental health hub for New
Zealand. Te Pou’s four programs include workforce,
research, information and a national Pacific health
workforce development program.

The goal of New Zealand's mental health
workforce strategy is to ensure that national
and regional infrastructure supports the ability
of DHBs and NGOs to progress workforce



development. At present, New Zealand has four
national centres for workforce development (Te
Rau Matatini — Maori; the Werry Centre — children
and young people; the Workforce Development
Programme; and the National Addiction Centre

- alcohol and drugs). Although each offers an
important foundation for strategic planning

and development, a key objective is to ensure
that workforce infrastructures are coordinated
and that clear and effective communication
promotes information sh