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1. Executive Summary

Mental health workforce planning has previously been hampered by the absence of adequate data on the composition of the
workforce, and lack of information about future workforce supply and demand trends.

The public mental health workforce study aimed to provide:

• A workforce profile identifying key characteristics of the current workforce

• Analysis of future workforce requirements, including forecast workforce demand and staff turnover, and 

• Proposed strategies and actions to address current and anticipated workforce challenges. 

The results provide an important picture of Victoria’s public mental health workforce.  Key points from the workforce 
profile are: 

• At 30 June 2002, there were 5,041 staff (equating to 4,374 Full Time Equivalent (FTE)) employed in direct care clinical roles
in the Victorian public mental health system.  

• While nurses represent 68 per cent of total FTE positions, there is a diverse mix of workforce configurations in the system,
with substantial variations in the proportions of medical, nursing and allied health staff between service types and settings.  

• The workforce is well qualified. The data suggests that about 50 per cent of staff have postgraduate qualifications in a
clinical discipline relevant to mental health.  

The study identified three broad challenges:

1. The workforce appears to be quite mobile, particularly among younger staff in some occupational groups.

2. If the current trends in service growth and staff mobility continue, annual recruitment requirements are forecast to grow,
therefore increasing pressure on public mental health services to compete for staff with other parts of the health sector.

3. There is maldistribution of the workforce relative to the client population. Only 11 per cent of medical staff and 16 per cent
of Division 2 nurses currently work in rural areas. Better workforce planning is required to ensure that workforce
distribution, composition and skill-base are responsive to community and service system needs. 

Staff Mobility

Annual staff turnover was estimated to be up to 22 per cent in some occupational groups.1 While it was not possible to
accurately determine where staff departing a public mental health employer went, data collected suggested that up 
to two thirds may move to another public mental health employer, resulting in substantial financial and non-financial costs.  

Turnover, rather than service growth, is anticipated to be the primary driver of forecast workforce recruitment requirements.
While there were variations between occupational groups, staff turnover accounted for between 73—92 per cent of the annual
recruitment targets identified in this study.  

Staff mobility varied between age, occupational groups, and metropolitan and rural areas:  

• There were high levels of movement amongst allied health staff.  

• Mobility was highest amongst young nurses and allied health staff in rural areas.  Although the overall level of staff turnover
in rural areas was less than that in metropolitan regions, the proportion of younger allied health practitioners and Division 1
nurses departing rural employers was substantially higher than their overall proportion in the workforce. 

•  Younger staff were over represented in staff mobility data.

The study also showed that of the staff who moved from or within the public mental health system in 2001–02, a third left after
less than 12 months with their current employer, and 63.4 per cent departed within three years of commencing with that
employer.  

The data suggests that 29 per cent of the workforce has been employed in the sector for over 20 years and that many of these
staff are approaching retirement age.  This will impact on the overall level of skill and experience available in the public mental
health sector.  With the current workforce ageing and the proportion of staff aged under 35 substantially below the industry
average2, there is a need to retain staff to facilitate knowledge transfer and maintain service continuity and quality. 

1 For the purpose of this study, turnover was defined as ‘the annual measure of the number of staff who have left a post and moved to another...organisation or have
left (the service system)’ (Kings Fund, 2002,3).  
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Snapshot of the public mental health direct care workforce 

Victorian public mental health
workforce

National Averages (ABS 2001
census data, Australian Institute 
of Health and Welfare 2003)

Size of overall workforce 5,041 (headcount)
4,374 (FTE)

Gender 67% female 74% female
(% total workforce) 33% male

Age profile 12% under 30 7.5% 15-24 years
(% total workforce) 47% 30-44 years 23.4% 25-34 years

29% 45-54 years 30.5% 35-44 years
12% 55+ 26.7% 45-54%

11.9% 55+

Geographic distribution 50% inner metro
(% total workforce) 30% outer metro

17% rural
3% unspecified

Occupational distribution (% total FTE)
Division 1 and Division 3 nurses 52%
Division 2 nurses 16%
Allied health staff 16%
Medical staff 10%
Other staff (predominantly PSOs) 6%

Age/sex distribution

Sex and age of Division 1 and 3 nurses 67% female, 33% male
(% total Div 1 and 3 nurses) 13.7% under 30

41.7% 30-44 years
35.7% 45-54 years
8.9% 55+

Sex and age of Division 2 nurses 77% female, 23% male
(% total Div 2 nurses) 6% under 30

45% 30-44 years
38% 45-54 years
11% 55+

Sex and age of allied health staff 80% female, 20% male
20% under 30
46% 30-44 years
21% 45-54 years
13% 55+

Sex and age of medical staff 80% female, 20% male
8% under 30
59% 30-44 years
21% 45-54 years
12% 55+

Strategies to enhance staff recruitment and retention are critical to increasing the attractiveness and capacity of staff to
work in the public mental health system. These include improving access to professional development and support and
strengthening clinical placements within various mental health settings.

Projected workforce requirements

The workforce will need to expand to meet projected service growth to 2011–12. Based on past service utilisation trends,
and assuming no policy changes, the net increases required to meet forecast service demand to 2011—12 are: 

• A 31 per cent increase in medical FTE.

• A 25 per cent increase in Division 1 and 3 nursing FTE.

• An 18 per cent increase in Division 2 nursing FTE.

• A 25 per cent increase in allied health FTE.  

Consultation with stakeholders has indicated that some Area Mental Health Services (AMHS), particularly in rural areas, are
already experiencing difficulties recruiting sufficient numbers of suitably qualified staff.  Data collected for this study suggest
that 11.2 per cent of psychiatrists and 16.4 per cent of psychiatry registrars and trainees held temporary residency.

The increased need for staff within the public mental health system is likely to occur at the same time as the supply of
potential workers is shrinking, placing increased pressures on public mental health services to compete with other service
sectors for qualified staff.3

The impact of workforce ageing may place further pressures on staff availability. The forecasts made in the study assume
that future patterns of staff mobility will reflect those occurring over 2001–02.  However, 41 per cent of staff employed at
30 June 2002 were aged 45 or over. It is therefore quite possible that turnover may exceed current estimates as a greater
proportion of staff reach retirement age.  

Future challenges in recruiting and retaining appropriately skilled and qualified staff should be viewed in the wider context of
factors that will affect the delivery of public mental health care: increased community expectations, changing consumer and
carer needs, and new evidence about the effectiveness of particular treatment approaches.  

There have been major structural reforms to the Victorian public mental health system over the past decade and consequent
changes in the type of clients seen in both inpatient and community settings. In addition, factors such as the increased
prevalence of drug problems and a growing number of older people with mental illness are creating a need for mental health
staff with specialised skills in addition to the core skill base.

Consideration to forecast growth needs of the sector can in part be addressed through recruitment and retention strategies.
However, there is additional opportunity to review the scope of practice of current staff and align post employment
education and training with consumer and carer needs, service system initiatives, and National practice standards for the
mental health workforce.

Workforce distribution and planning

As noted, the workforce is poorly distributed between rural and metropolitan areas, with rural areas having much lower
proportions of medical staff and Division 2 nurses.  

While there may not be a net undersupply of locally trained psychiatrists across Victoria, they are poorly distributed between
the public and private sectors. There is anecdotal evidence of significant numbers of unfilled psychiatric positions in public
services, particularly in rural and remote areas.

Improving understanding of future workforce requirements, workforce supply, and the degree to which these can be
balanced are increasingly important to service sustainability. Strategies to improve workforce data collection, analysis and
usage are critical to the integration of workforce issues within broader service system planning and initiative development.

2 E.g. 31% of the general health and community services workforce is aged under 34, while 12% of public MH workforce aged under 30.

3 In recent years the working age population, those aged 15-64 years, has grown by 170,000 a year. Trends will see Australia’s working age population grow by only 125,000 between
2020–2030 (12,500 per year or less than 8% of the current rate of new entrants). 
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Summary of key findings, strategies and actions

Proposed actions:

• Provide incentives to attract psychiatrists and other qualified staff to take 
up employment in the public mental health system, particularly in areas 
that have difficulties recruiting staff.  

• Negotiate to include psychiatry as a mandatory vocational training rotation
for General Practice.

• Refine clinical placement programs to improve the nature and relevance 
of clinical placements for mental health services and students. 

• Negotiate to increase the number of Commonwealth funded undergraduate
places for nurses.

• Negotiate with tertiary education providers on the mental health content in
undergraduate nursing courses and support the Nurses Registration Board
implementation of changes to nursing curriculum.

• Negotiate to strengthen the undergraduate nurse curriculum and ensure
consistency with National practice standards for the mental health workforce.

• Expand the current Graduate Nurse Program to include allied health and
more nursing staff.

• Promote consistent entry-level standards for the sector that reflect evolving
client needs, models of care and service improvements.  

• Promote opportunities for development of specialist skills and access to 
post-employment professional development.

Strategy 1: Improve staff recruitment
through increasing the:
a) Attractiveness of mental health careers.

b) Preparedness for public sector mental health work.

c) Supply of qualified staff.

Proposed actions:

• Introduce a comprehensive induction program.

• Provide new starters and early career staff with a structured package of peer
supports and professional development opportunities.  

• Provide access to professional development opportunities and support to
attend these.

• Support establishment of discipline-specific linking groups across the state to
give staff opportunities to share expertise. 

• Provide incentives for experienced staff aged 55 and above to continue
working through use of specialist skills.

• Improve working environments by identifying and actively supporting
implementation of innovative and safe practices.

Strategy 2: Improve staff retention in the 
public mental health workforce.

Key finding — workforce mobility

Employment Tenure

Tenure of Division 1 and 3 nurses 71% full time (F/T), 18% part time (P/T) 42.9% worked less than 35 hours
12% casual* per week

Tenure of Division 2 nurses 46% F/T, 35% P/T, 19% casual 8.3% worked more than 49 hours

Tenure of allied health staff (averaged) 75% F/T, 20% P/T, 5% casual
per week

Tenure of medical staff (averaged) 70% F/T, 25% P/T, 5% casual

Geographic distribution

Division 1 and 3 nurses (% FTE) 73% metro, 24% rural, 3% unspecified

Division 2 nurses (% FTE) 82% metro, 16% rural, 1% unspecified*

Allied health staff (averaged) (% FTE) 77% metro, 21% rural, 2% unspecified

Medical staff (averaged) (% FTE) 88% metro, 11% rural, 1% unspecified

* Due to rounding, these percentages do not total 100%

Victorian public mental health
workforce

National Averages (ABS 2001
census data, Australian Institute 
of Health and Welfare 2003)

Snapshot of the public mental health direct care workforce (cont.)
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2. Introduction

The provision of effective mental health care depends on the availability of skilled mental health professionals. State 
and national policies recognise that workforce development is crucial to improving public mental health services and
consumer outcomes.

The Victorian public mental health sector has undergone sweeping reforms in the past ten years. Simultaneously, the
demand for mental health services has grown and the complexity of need amongst core consumers has increased. These 
issues pose challenges for the mental health workforce and intensify the need for suitably skilled and experienced staff.

A range of stakeholders have called for the development of a comprehensive plan for the mental health workforce. Workforce
planning has previously been hampered by the absence of adequate data on the composition of the workforce and factors
affecting recruitment and retention of staff within the public mental health system. 

This Study examines the characteristics of and demand for direct care staff in public mental health services. Clinical staff
who are employed in adult, child and adolescent, aged, specialist and state-wide mental health services are defined here as
medical practitioners, nurses, occupational therapists, psychologists, social workers, other allied health practitioners,
psychiatric support officers and personal care workers.4 The Study does not include staff employed within in psychiatric
disability rehabilitation and support services (PDRSS).  

The strategies identified in this report build on numerous existing workforce initiatives. The Mental Health Branch of DHS
will manage and monitor implementation of the initiatives, in consultation with mental health stakeholders. It will also work
with the Commonwealth to ensure coordination on workforce development between the two levels of government.

4 Given the small number of specialist services and the diversity of the workforce in these services, it was not feasible to forecast workforce turnover or demand for this group 
in this study.  

Key finding – workforce distribution and planning 

Key finding – workforce requirements 

Strategy 3: Review the ‘scope of practice’ of the
workforce to improve the role of staff to better
meet client, staff and service needs.

Proposed actions:

• Expand the role of Division 2 nurses for better role utilization within the 
public mental health system.

• Consider greater use of psychiatric services officers and/or case support staff
to support nursing and allied health staff to maintain a clinical focus. 

• Explore current roles and responsibilities of psychiatrists and consider the need 
for these to be reconfigured.

• Consider whether there is a need to establish new roles in mental health services.

• Consider ways of developing and using highly skilled psychiatric nurse
practitioners in the service system.

• Develop and implement a post employment - Statewide Education and Training
Strategy, with an emphasis on: 

– Promoting a stronger ‘training culture’.

– Improving linkages across rural, inner and outer metropolitan services to
promote cross-system development and training.

– Working with other services to develop combined approaches to staff training.

– Promoting rotation of staff between services and settings.

• Implement recommendations arising from the Review of Clinical Academic
Positions.

Proposed actions:

• Undertake regular quantitative data collections for the public mental health
workforce using an agreed workforce minimum data set.

• Identify other data sources (including qualitative) about professional groups 
within the public mental health sector.

• Consider a standardised approach to exit interviews within the public mental
health system.

Strategy 4: Promote systematic workforce
planning for the Victorian public mental 
health system. 

Strategy 5: Integrate workforce,
service and capital planning.

Proposed actions:

• Make workforce information readily available to staff responsible for planning 
at both local and statewide levels.

• Incorporate workforce planning and staff support when planning services.
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• The enhancement of professional supervision and secondary consultation for clinical staff in rural mental health services.

• Training in risk assessment and aggression management.

• Expansion of the graduate year program to include allied health and more nursing graduates.

• New academic positions, including a consumer academic and a carer academic.

Further action is needed to address current and emerging workforce concerns. These issues are linked to the increased
demands on the public mental health system, as well as the system’s growing difficulties in attracting and retaining
appropriately skilled professionals.

New directions identifies the availability of a suitably skilled workforce as a major challenge facing mental health services
and a prerequisite to achieving the Victorian Government’s service development and demand management objectives. The
paper foreshadowed the development of a comprehensive workforce plan as a priority, and stated that this should be based
on an analysis of:

• The changing demand for services.

• Optimal staffing configurations.

• Pre- and post-employment training requirements.

• Factors contributing to high staff turnover.

• Current and future staffing requirements.

National mental health strategy

The National mental health strategy (1992) sets the broad policy directions for mental health service reform. Collaboration
between the Commonwealth and state/territory governments occurs via the National Mental Health Working Group
(NMHWG). The NMHWG implements initiatives promoting the National practice standards for the mental health workforce,
and addresses workforce priorities identified in the National mental health plan 2003—2008.

National practice standards for the mental health workforce (2002)

The Standards were developed in consultation with professional organisations, State and Territory Governments, education
and training organisations, consumers and carers. The National practice standards focus on the common knowledge, skills
and attitudes required by mental health professionals working in a specialised mental health environment. They aim to
provide benchmarks for mental health professionals and their employers. They provide a guide for education and training
curricula by encouraging continuing education within the workplace and/or additional postgraduate studies to increase
practical knowledge and skills over time.

National mental health plans

The first (1992–1997) and the second (1998–2003) plans provided the impetus for the structural reforms of Victoria’s public
mental health system. The third National mental health plan (2003–2008) calls for renewed commitment to service quality
and effectiveness, and a broader focus on population health. It has four priority themes:

• Promoting mental health and preventing mental health problems and mental illness.

• Increasing service responsiveness.

• Strengthening service quality. 

• Fostering research, innovation and sustainability.

The Victorian public mental health system

The foundation of Victoria’s current mental health system was set in the 1980s with the State closure of large psychiatric
institutions and the redirection of resources to community-based services.  In a second stage of reform in the mid to 
late 1990s:

• All psychiatric facilities were decommissioned and replaced with ‘mainstreamed’ inpatient, residential, community
treatment and community rehabilitation services.

• Clinical mental health services were grouped into Area Mental Health Services (AMHS).

• The target group was clearly defined as people with ‘serious mental illness’ and/or significant psychiatric disability.

• Psychiatric disability rehabilitation and support services (PDRSS) were established to complement clinical services.

There are separate AMHS for adults (21 areas), aged persons (17 areas) and children and adolescents (13 areas). Each AMHS
provides a range of community-based services and inpatient facilities for people who are acutely unwell. All AMHS have
community care units that provide community-based, clinically supported residential care. AHMS also have access to a
range of specialist and statewide services. The Forensicare service provides a secure facility for mentally ill offenders.

There is widespread agreement that the current service system contains the main elements needed to effectively treat and
support people with mental illness.  A number of workforce related challenges are emerging due to social and demographic
factors:

• Ongoing growth in demand for mental health services due to population growth, increased community expectations,
changes in the broader housing and welfare sectors, and the growing prevalence of some forms of mental illness.  

• A more complex and higher-need client group, partly due to the increasing prevalence of drug and alcohol problems in
the community. 

• Growth in the number of olderVictorians.

These emerging issues suggest consideration needs to be given to the configuration of the public mental health workforce.
For example minimum staff core competencies required to be responsive to both consumer and service system needs, and
the ongoing professional development needs of staff.

New directions for Victoria’s mental health services

The Victorian Government set its overall directions and priorities for the public mental health system in the New directions for
Victoria’s mental health services: the next five years (2002). Implementation of the service development priorities identified in
New directions is occurring within a demand management context.  

Recent State Budgets have provided additional recurrent funding to help manage demand for mental health services.5

While this funding addresses service gaps and pressure points, it is also focused on diversion, early intervention and
prevention initiatives to reduce the need for specialist mental health interventions.  

The public mental health workforce 

The clinical mental health workforce includes nursing, allied health and medical staff.  There are significant variations in the
workforce models and mixes employed between service types, geographic regions and client groups. This reflects both a
strong emphasis on a multidisciplinary team-based approach to patient care and availability of certain occupations within
geographic regions.  

While there was a 10 per cent reduction in the size of the mental health workforce between 1992–93 and 1997–98,6

new Government funding since 1999 has supported workforce growth and new activities to address workforce issues.  
Recent workforce initiatives include:

• Implementation of through the psychiatric services enterprise bargaining agreement.  

3. Context

5 The 2002-03 State Budget provided additional recurrent funding of $61 million over 4 years to manage demand for mental health services. The 2003-04 Budget allocated $105
million over 4 years. The 05–06 Budget allocated $124 million over 4 years.

6 National Mental Health Report 2000.
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4. Key Findings of Workforce Study

4.1 Methodology
The profile of the public mental health workforce was based on:

• A census of the direct care public mental health workforce, conducted between March and June 2003. 2,830 responses
were returned, a response rate of 56 per cent.  The census was used to supplement HR/payroll data where cases could
be matched, and was used as a stand-alone data set to examine employment patterns, education and training and 
work activities.

• Analysis of existing human resource (HR) and payroll data from the 21 Area Mental Health Services and Forensicare. 
Of the 6,460 HR/payroll records received, 5,041 could be identified as belonging to staff in direct care roles at
30 June 2002.  1,942 of the records could be matched against census returns.

Annex A provides some further detail of the methodology and discusses data limitations.

4.2 General workforce characteristics 
• The direct care public mental health workforce comprised 5,041 staff, 4,374 FTE positions.

• Approximately two thirds (67 per cent) of staff were female.

• Approximately three quarters (76 per cent) of staff were aged between 30 and 54 years.

• 50 per cent of the workforce was in the inner metropolitan area, 30 per cent in outer metropolitan areas and 17 per cent
in rural areas.7

Direct care staff were primarily employed in nursing, medical and allied health (Table 1)

Table 1: Composition of mental health workforce

Headcount % of total headcount FTE % of total FTE

Allied Health 816 16% 707 16%

Medical 547 11% 439 10%

Div 1 & 3 nurses 2,491 49% 2,263 52%

Div 2 nurses 842 17% 681 16%

Other 345 7% 284 6%

Total 5,041 100% 4,374 100%

Employment Status

Data on employment status was available for 90 per cent of the target workforce:

• 56 per cent (66 per cent of FTE) were employed full-time. 

• 28 per cent (22 per cent of FTE) were employed part-time. 

• 16 per cent (12 per cent FTE) were employed on a casual basis.

Most allied health and Division 1 and 3 nursing staff were employed on a full-time basis.  There was a higher proportion of
part-time and casual staff among Division 2 nurses.  Overall, 70 per cent of medical staff were employed full-time.  However,
full-time medical staff were primarily psychiatric registrars, trainees, and other medical officers: only 35 per cent of
psychiatrists were employed on a full-time basis.

The ‘strengthening service quality’ theme addresses workforce issues. It discusses the supply, organisation, deployment,
retention of the mental health workforce and their effect on service quality. Key workforce outcomes to be achieved over the
five-year period are:

• Improved attitudes, values, knowledge and skills. This includes implementation of the Practice standards and initiatives on
education, cultural competence, consumer and carer consultants, and holistic approaches to care.

• Improved workforce supply and distribution through improved workforce planning, incentives for clinicians to work in the
public sector, initiatives that support recruitment and retention, and an enhanced role for general practitioners in
providing mental health care.

• Improved work environments, occupational health and safety, communication infrastructure issues, and the needs of
staff in rural and remote areas.

Australian mental health nursing supply, recruitment and retention project

In 2002, a joint project between the NMHWG and the Australian Health Workforce Officials Committee (AHWOC) was
established to examine issues affecting the recruitment and retention of mental health nurses in Australia. A combination 
of literature review, stakeholder interviews and focus groups identified barriers to the supply, recruitment and retention of
mental health nurses and potential strategies to address them. The NMHWG has assumed responsibility for implementing
recommendations arising form this project.

7 The location of 3% could not be identified.
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The relative proportions of allied health staff also varied between the service types, with community based services having 
the highest proportion of allied health staff. 

Table 3: Workforce distribution by service type and occupation category (per cent of total workforce in each service type)

Adult — Adult — Aged — 24 hr Aged — Aged — CAMHS — CAMHS — 
community inpatient residential community Inpatient Community Inpatient MULTI SPEC

Allied Health 25% 5% 1% 30% 7% 53% 19% 11% 17%

Medical 8% 4% 1% 6% 6% 15% 7% 28% 8%

Nurse Division 1 & 3 57% 70% 34% 54% 54% 24% 68% 50% 58%

Nurse Division 2 6% 14% 49% 4% 29% 0% 2% 9% 10%

Other 5% 6% 15% 7% 4% 7% 3% 3% 6%

Totals 100% 100% 100% 100% 100% 100% 100% 100% 100%

Age and gender

42 per cent of public mental health direct care workers were aged 45 years or older, with: 

• 27 per cent of staff under the age of 34.  

• 31 per cent of staff between the ages of 35 and 44.

• 19 per cent of staff between the ages of 45 and 49.

• 23 per cent aged over 50. 

Like many human service sectors, this workforce was predominantly female.11 67 per cent of staff (2,826 FTE) were female 
and 33 per cent (1,501 FTE) male. 

Figure 2: Age and sex distribution of the Victorian public mental health workforce  

There were significant variations in the age and gender profiles among occupational groups (Table 4):

• Allied health had the highest proportion of young staff, with 25 per cent aged under 29 years and 19 per cent aged 
under 35.  

• Division 1 and 3 nurses had a more even age distribution: 26 per cent were aged under 35 and 45 per cent were over
45 years old.  

• Division 2 nurses were skewed toward older staff, with 52 per cent of staff aged 45 or above. 

• 36 per cent of the medical workforce was aged less than 35, mainly due to the inclusion of registrars and trainees.  
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11 Information regarding gender was available for 97% of staff.

Figure 1: Composition of workforce, by occupation and employment status

Distribution across service types

Staff in the Victorian public mental health sector work in a range of bed-based and community settings and deliver many
different programs to a wide spectrum of clients.8 Table 2 describes this workforce distribution across the service types.  
42.8 per cent of all FTE staff were employed in adult services, with 27.9 per cent in aged services, 7.6 per cent in child/
adolescent services, and the remaining 21.7 per cent employed across age groups or in specialist services. 13.5 per cent of
total FTE employed across multiple services primarily appeared to provide services to a combination of adult and aged clients.9

Staff employed in community based adult mental health services represented the largest subgroup of the workforce (29 per
cent of total FTE), with staff employed in aged 24-hour residential services the next largest group (16 per cent of total FTE).

Table 2: Workforce distribution by service type

% Headcount % Total FTE

ADULT 41.5% 42.8%

Adult — community 27.9% 29.0%

Adult — inpatient 13.6% 13.8%

AGED 29.0% 27.9%

Aged — 24 hr residential 17.1% 15.9%

Aged — community 3.8% 3.9%

Aged — inpatient 8.1% 8.0%

CAMHS 8.0% 7.6%

MULTIPLE 13.5% 13.5%

SPECIALIST 8.0% 8.2%

Totals 100.0% 100.0%

Table 3 shows how the composition of the workforce varies between service types. The workforce configuration of aged 
bed-based services was markedly different to that of other service types. There were significant differences in the relative
proportions of nursing and medical staff between bed-based aged services (both inpatient and residential) and adult inpatient
services; a relatively high proportion of Division 2 nurses in both 24-hour residential and inpatient aged services; and a
relatively high proportion of psychiatric services officers10 employed in aged 24 hour residential services.

Casual

Part-time

Allied Health

0%

20%

40%

60%

80%

100%

Medical Nurse 1/3 Nurse 2 Other

Full-time

%
 t

ot
al

 o
cc

up
at

io
na

l F
TE

5%

20%

75% 70% 71%

46% 48%

5%

25%

12%

18%

19%

35%

23%

29%

8 Of the total workforce, 96% of records had data on the service provided by staff: as this was provided in varying levels of detail, information regarding the program was grouped into 
client types (adult, aged, child and adolescent, specialist, multiple services) and then into subgroups reflecting the main settings in which services are delivered (inpatient,
community, residential).

9 Data limitations precluded identification of the type of setting in which these services were provided.

10 Included as part of the ‘other’ category in Table 3.
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Table 5: Composition of public mental health workforce by occupation (per cent total FTE and per cent total headcount)

% Headcount % Total FTE

Nurse Division 1/3 49.1% 51.5%

Nurse Division 2 16.8% 15.6%

Occupational Therapist 3.6% 3.7%

Other Diagnostic 2.4% 2.1%

Other Medical Officer 2.0% 1.9%

Personal Care Worker 0.3% 0.3%

Psychiatric Services Officer 4.1% 4.2%

Psychiatrist 5.3% 4.2%

Psychiatry Registrar orTrainee 3.6% 4.1%

Psychologist 6.9% 6.5%

Social Worker 5.8% 6.0%

Totals 100% 100%

Qualifications relevant to mental health 

The level of education and the number of qualifications held by individual staff varied significantly across the occupational
groups.  Of the staff who provided information about their education and training,14 81 per cent held a tertiary or vocational
qualification relevant to mental health. Of these:

• 18 per cent held one qualification relevant to mental health.

• 54 per cent held two qualifications relevant to mental health.

• 28 per cent held three or more qualifications relevant to mental health.

Qualifications ranged from vocational certificates to doctorates (Figure 3). The most frequently reported qualification was
hospital based nursing training, reflecting the large number of Division 1 and 3 nurses aged 35 years and over in the
workforce. The next most commonly reported qualification was an undergraduate degree, such as those obtained by allied
health practitioners and Division 1 nurses post-1991.  

Figure 3: Level of highest qualification relevant to mental health (per cent of total respondents)

0%

5%

10%

15%

20%

25%

TAFE / Vocational 
qualification

Diploma 
(including 
Advanced  
Diploma)

Hospital based 
qualification

Undergraduate 
degree

Postgraduate 
certificate

Postgraduate 
diploma

AMC accredited 
medical specialist 

training

Non-AMC 
accredited 

medical 
specialist 

training

Masters degree PhD or other 
doctorate

Other 

2.9%
4.3%

23.8%

19.4%

7.1%

15.8%

5.7%

0.6%

12.6%

3.7% 4.2%
%

 h
ig

he
st

 q
ua

lif
ic

at
io

ns
 r

el
ev

an
t 

to
 M

H

14 94.8% of census respondents provided information regarding qualifications relevant to mental health (52% of the workforce).

• Females formed the majority of nursing, allied health and other direct care staff.  

• The medical workforce had a higher proportion of males, particularly in psychiatry, where two thirds of the workforce 
was male. 

• There was a more even distribution of males and females in the registrar/trainee and ‘other medical officer’ categories.12

Table 4: Age distribution by broad occupational groups (per cent occupational FTE)

Age Group Allied Health Medical Nurse 1/3 Nurse 2 Other

<20 0.0% 0.0% 0.0% 0.1% 0.3%

20–24 5.2% 0.0% 2.7% 1.9% 4.7%

25–29 17.2% 7.8% 11.0% 3.6% 4.5%

30–34 19.8% 21.9% 12.7% 9.5% 11.3%

35–39 12.3% 18.1% 13.0% 13.6% 11.9%

40–44 14.4% 18.6% 15.9% 22.1% 18.4%

45–49 12.3% 14.0% 20.6% 20.7% 13.6%

50–54 8.8% 7.4% 15.0% 17.2% 16.3%

55–59 6.7% 6.2% 6.9% 7.6% 13.1%

60–64 2.4% 3.3% 1.5% 2.8% 3.9%

65–69 0.6% 1.2% 0.4% 0.5% 0.9%

70+ 0.3% 1.4% 0.2% 0.2% 1.2%

Totals 100.0% 100.0% 100.0% 100.0% 100.0%

Citizenship

Most HR/payroll systems do not maintain data regarding country of birth and/or residency thus data collected in the
workforce census provided the most reliable information.  

The census represented 55 per cent of the total workforce, and 93 per cent of census respondents provided information
regarding citizenship.  Of these:

• 90 per cent were Australian citizens.

• 8 per cent were permanent residents.

• 2 per cent were temporary residents.

Medical staff had the highest proportion of temporary residents. Of census respondents, 11.2 per cent of psychiatrists and
16.4 per cent of registrars/trainees were temporary residents.

Occupation

As Table 5 illustrates, Division 1 and 3 nurses comprised almost 50 per cent of the overall workforce. Division 2 nurses
accounted for a further 16.8 per cent.13 Psychologists were the largest occupational group within allied health, comprising 
42 per cent of allied health and 7 per cent of the overall workforce.

12 Data on sex by occupation was available for 4,944 records (4,292 FTE).

13 Information on occupation was missing for 97 records (82 FTE).
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4.3 Workforce mobility

Definition and Methodology

AMHS were asked to provide information about staff that departed their employment between 1 July 2001 and 30 June 2002,
and a total of nine AMHS17 provided the data. This data was used to estimate the overall number of staff departing individual
employers over the period and estimate the rate of staff turnover. The following definition was adopted for this study: 

turnover is an annual measure of the number of staff who have left a post and moved to another...organisation or have left
(the service system)18

While the data collected in the census identified staff had departed their current employer, it was not possible to ascertain
where staff went, or why they departed the employer.19 Staff may have moved to another employer or service system, retired,
returned to study or moved into unemployment. The data collected did provide some indication of past work settings of staff
currently employed within the public mental health system. Of these approximately two thirds had previously moved
between jobs within the public mental health system. So while staff are relatively mobile, movement may be between public
mental health services rather than representing a net loss of qualified staff from the system.

4.3.1 Staff turnover and workforce recruitment

Key findings

Whilst forecast service demand growth will necessitate growth in the overall size of the public mental health workforce, it is
the mobility of the workforce and the replacement of staff that is likely to be the primary driver of forecast recruitment
requirements. Assuming that 2001–2002 levels of staff turnover continue, staff turnover will account for between 73—92 per
cent of annual recruitment targets needs.20

The financial and non-financial costs associated with staff movement remain an issue for the service system. Targeted
workforce strategies to address workforce and related service quality problems should look at retention issues, the
underlying drivers of staff turnover and how current workforce mobility might be reduced.21

Workforce retention and recruitment are inextricably linked, with many of the factors causing staff to leave a workplace also
being things that deter others from joining it. Consultation with service providers indicated that some AMHS, particularly in
rural areas, are experiencing difficulties recruiting sufficient numbers of suitably qualified staff.  

Factors contributing to recruitment problems in rural areas include: 

• Geographic and social isolation.

• Lack of infrastructure and supports (for both professionals and their families).

• Professional isolation and difficulties accessing professional development.

• Smaller services and hence limited opportunities for career progression.

• Distance from academic institutions.

There are also a number of specific issues that limit recruitment to mental health services:  

• Limited awareness and understanding of mental illness and an associated stigma of mental health work.

• A need for more specialised pre-employment training. 

• Structural barriers to entry such as lack of base grade level positions in community-based services and limited graduate
places for allied health staff.

17 These services employed approximately 60% of the total workforce FTE at 30 June 2002.  
18 Kings Fund, 2002, 3.

19 Similar difficulties are encountered by many jurisdictions in analysing staff mobility and turnover. There is not a universally agreed definition of turnover.  

20 These forecasts assume that future patterns of staff turnover will reflect those in 2001–02. Given that 19.5% of medical staff, 24% of Division 1 and 3 nurses and 26.9% of Division 2
nurses employed at 30 June 2002 were 50 or over, it is possible that turnover in these groups may exceed the forecast as a greater proportion of staff reach retirement age.  

21 Some turnover is desirable and with changed career expectations it may be unrealistic to expect staff to remain with an employer for a long period. The challenge is understand the
drivers of staff turnover and strike a balance between service needs and those of the staff.

Origin of qualifications

Of the census respondents who provided this information, 77 per cent received their first qualifications in Victoria, 7 per cent
interstate and 16 per cent overseas. 79 per cent of second qualifications were obtained in Victoria, 8 per cent were obtained
interstate and 13 per cent were obtained overseas.  

Current studies

20 per cent of census respondents completed the question about their current studies.  89 per cent indicated that they were
currently studying, suggesting that across the workforce approximately 18 per cent of staff were undertaking further studies.  

There was diversity in both the level of study currently being undertaken and the field of study. Over 30 per cent of
respondents were undertaking further studies in the psychiatry field (predominantly Australian Medical Council accredited
training). A further 16 per cent of respondents were in postgraduate courses in psychiatric nursing.  

Employment history

The workforce census provided information about respondents’ length of service in the Victorian public mental health sector
and length of service in mental health overall.15

Length of service 

At 30 June 2002 staff averaged 11.8 years in the Victorian public mental health sector and 13.7 years in the mental health
sector overall. This compares with an average of 18.8 years for Division 1 nurses and 17.2 years for Division 2 nurses.16

Men typically had a longer length of service than women in both metropolitan and rural regions. The average length of
service of staff in rural areas was slightly greater than that of their metropolitan counterparts (Figure 4).

Figure 4: Average length of service, by sex and location of work
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15 99% of respondents (55% of the total workforce) provided information on when they commenced work in the mental health sector and in the Victorian public mental health system.  

16 (AIHW, 2003, 72)
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75 per cent of respondents who provided this information had previously worked in a metropolitan setting and 25 per cent
had previously worked in a rural setting.  Of the staff whose previous position was in a metropolitan setting, 88 per cent were
currently working in a metropolitan setting.  In contrast, only 77 per cent of staff whose previous position was in a rural area
were currently working in a rural location.   

4.3.2 Most staff move after less than three years 

Key findings

The Study found that most staff moved after less than three years with their current employer, although it could not identify
where staff moved. Of those staff that moved from a public mental health employer in 2001—02, one third left after less than
12 months, and 63.4 per cent moved within three years of commencing with that employer.  Younger staff were over
represented in staff departure data.24

Key evidence

Length of service

Data on the average length of service of staff who moved from or within the mental health workforce between 1 July 2001
and 30 June 2002 suggests that almost two thirds of staff (63.4 per cent) moved after less than 3 years service (Table 6). 
Of the staff who moved:

• 33.1 per cent moved after less than 12 months.

• 30.3 per cent moved after 1 to 3 years.

• 20.4 per cent moved after 3 to 5 years.

• 9.9 per cent moved after 5 to 10 years.

• 2.6 per cent moved after 10 to 15 years.

• 3.6 per cent moved after 15 or more years.

Table 6: Length of service of staff moving from or within the mental health workforce, by age group 
(per cent total staff departures)

<29 30—39 40—49 50—59 60+ Totals

<12 months 39.7% 33.8% 30.9% 30.8% 30.4% 33.1%

1–3 years 50.0% 31.1% 26.3% 25.3% 4.3% 30.3%

3–5 years 10.3% 22.5% 23.0% 24.2% 8.7% 20.4%

5–10 years 0.0% 10.6% 15.8% 3.3% 26.1% 9.9%

10–15 years 0.0% 1.3% 1.3% 7.7% 8.7% 2.6%

>15 years 0.0% 0.7% 2.6% 8.8% 21.7% 3.6%

Total 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Staff that departed after longer lengths of service were more likely to be male. While the numbers are relatively small, the
proportion of males who moved from or within the mental health workforce after 10 or more years’ employment (11.6 per
cent) was significantly greater than the proportion of females who moved from or within the mental health workforce after
this length of service (4.0 per cent).  

24 The proportion of staff under 40 years departing the workforce was greater than the overall proportion of staff in these age groups employed at 30 June 2002.

Stakeholders considered that recruitment issues in mental health services could be partly addressed by strategies that raise
the profile of mental health services and promote careers in mental health.  

Key evidence

First position in the Victorian public mental health system

Over 97 per cent of respondents provided information about their initial employment in the Victorian mental health system.22

59 per cent of staff were employed on an ongoing basis, 32 per cent were employed on a fixed term basis and 9 per cent
as casual.  

71 per cent of respondents initially worked in inpatient services, 23 per cent initially worked in community based services,
6 per cent in residential services, and less than 0.1 per cent initially working across multiple services (Figure 5).  

Figure 5: First position in the Victorian public mental health system – service setting

First employer in the Victorian public mental health system

• 58 per cent were employed by public mental health services as direct care employees of the Government under Section
97 of the Mental Health Act. 

• 36 per cent were employed by public mental health services as general/acute hospital employees.

• 2 per cent were employed by PDRSS.

• 2 per cent were employed by private mental health services. 

• 2 per cent were employed by other, unspecified services.

80 per cent of respondents indicated that their first position in mental health was in a metropolitan location, while 20 per
cent initially worked in a rural location. Among staff whose first position was in a metropolitan region, 92 per cent were still
working in a metropolitan region and 8 per cent had moved to a rural location. In contrast, only 79 per cent of the staff
whose first position was in a rural area were currently working in a rural area. 

Of staff currently working in metropolitan areas 71 per cent of staff initially worked in the metropolitan region and 29 per cent
initially worked in a rural setting.

Previous position in the Victorian public mental health system

Of the 83 per cent of respondents who provided this information:23

• 68 per cent previously worked in a public mental health service.

• 5 per cent previously worked in a private mental health service.

• 2 per cent previously worked in PDRSS.

• 25 per cent worked in other services.

Inpatient services (71.2%)

Community based services (22.9%)

Residential services (5.8%)

Multiple service types (0.1%)

22 99% of respondents provided information on their initial employment; 98% provided information on program type; 97% provided information on employer type, 99% provided
information on geographic location - representing 54-55% of the total workforce.

23 Representing 46% of the total workforce.
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The proportion of staff in the under 29 and 30—39 age groups were slightly higher than the overall proportion of staff in those
age groups employed at 30 June 2002 (12.9 per cent and 27.5 per cent respectively).  By contrast, the proportion of staff
aged between 40 and 49 years was lower than representation of that age group in the workforce at 30 June 2002
(35.3 per cent). The proportion of staff aged over 50 years who departed the workforce was the same as the overall
proportion of the workforce aged over 50 at 30 June 2002.  

Overall, females compromised 70.5 per cent of the staff turnover, which is broadly consistent with the overall proportion 
of females employed in the workforce at 30 June 2002 (67 per cent).  

Figure 8: Age and sex of staff who moved from or within the mental health workforce in 2001—02

4.3.3 Staff turnover variations 

Key findings

Staff turnover rates are highest for allied health practitioners and lowest for Division 2 nurses.  While allied health
practitioners comprised 16 per cent of the workforce at 30 June 2002, they accounted for 28 per cent of all staff moves.  
In contrast, the proportions of nursing staff (in both Division 1 and 3 and Division 2) moving from or within the public 
mental health system were smaller than the overall proportions of these occupational groups employed at 30 June 2002.  

Staff departure data suggest that the relative level of staff turnover in rural areas is less than that in metropolitan regions.
However turnover of younger allied health practitioners and Division 1 nurses is disproportionately high (allied health 
and Division 1 nurses aged 25–29 accounted for 22 per cent of total staff departures in 2001–02).  

The highest number of staff departures was reported in adult community mental health services (where most allied health
staff were employed), with the highest proportion of staff turnover reported for adult inpatient and aged inpatient services.   

In the medical workforce, forecast turnover was relatively low, with most medical staff departures predicted to occur from
adult inpatient and adult community based services.26

The annual turnover of Division 1 and 3 nurses in the public mental health system was estimated to be lowest in CAMHS
inpatient services and in adult inpatient services.  

Relatively few Division 2 nurses departed the workforce in 2001–2002,27and therefore the annual turnover of Division 2
nurses in the public mental health system was estimated to be lower than that of Division 1 and 3 nurses.  Like their Division
1 and 3 counterparts, turnover of Division 2 nurses was estimated to be highest in adult inpatient services, despite aged 
24-hour residential mental health services having the highest proportion of Division 2 nurses. 
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26 Turnover calculations excluded psychiatric registrars/trainees, given the time-limited nature of their employment.  

27 While Division 2 nurses comprised 20% of the total FTE employed by AMHS at 30 June 2002, they accounted for 9% of total staff departures.  

Figure 6: Length of service of staff who moved from or within the mental health workforce by sex

Of the staff who moved from metropolitan services, 31.0 per cent did so after less than 12 months with the employer, 31.4
per cent left within 1–3 years of starting and 21.3 per cent left 3–5 years after commencing. There were similar patterns in
rural staff services.  However, a higher proportion of rural turnover occurred in the first 12 months of employment (45.8 per
cent), with smaller proportions of staff moving after 1–3 years (23.6 per cent) and 3–5 years (15.3 per cent).  

Across all occupational groups, over 60 per cent of staff moved after less than 3 years with their employers. Less than 
20 per cent of departing staff had been employed with that employer for more than 5 years.  

Figure 7: Length of service of staff who moved from or within the mental health workforce by broad 
occupational group

Staff Age

Most turnover in 2001—02 was amongst staff who had not reached retirement age (Figure 8):25

• 15.8 per cent were below 29 years of age.  

• 30.5 per cent were aged between 30 and 39 years.

• 30.7 per cent were aged between 40 and 49 years.

• 23 per cent were over the age of 50.
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25 Although exit survey data was requested as part of the study, scant information was received.



Victoria’s direct care mental health workers: 23
The public mental health workforce study

2003–04 to 2011–12

22 Victoria’s direct care mental health workers:
The public mental health workforce study
2003–04 to 2011–12

Table 7: Distribution of staff who moved from or within the mental health workforce, by occupation and location

Metro Rural

Nurse Division 1 & 3 35.9% 6.3%

Nurse Division 2 9.1% 1.0%

Occupational Therapist 5.9% 0.4%

Other Diagnostic 1.4% 0.6%

Other Medical Officer 2.8% 1.2%

Personal Care Worker 0.6% 0.0%

Psychiatric Services Officer 2.8% 0.0%

Psychiatrist 4.3% 0.2%

Psychiatry Registrar orTrainee 7.1% 0.2%

Psychologist 7.7% 3.9%

Social Worker 7.7% 0.8%

% Total Staff Departures 85.4% 14.6%

Service settings29

• 49 per cent of staff were working in adult mental health services. This is broadly consistent with the proportion of the
public mental health workforce employed in adult services at 30 June 2002 (43 per cent).  

• 16 per cent of staff were employed in aged mental health services. This is considerably lower than the 28 per cent of the
mental health workforce were employed in aged services. 

• 26 per cent of staff moved from specialist services. Only 8 per cent of the overall mental health workforce reported to be
employed in specialist services at 30 June 2002.

Strategy 1: Improve staff recruitment

Attracting psychiatrists to the public mental health system

An identified need to increase the number of psychiatrists in the public mental health system led stakeholders to suggest
that registrars might be offered incentives to work in public mental health services.  Incentives could include:

• Increased availability of combined clinical and academic roles.

• Additional training and conference leave.

• Additional administrative and other non-clinical supports.

Stakeholders have also suggested that psychiatry be included as a mandatory vocational training rotation for General
Practice. It was considered that this would increase the supply of medically qualified staff in the system, and also improve
general practitioners’ ability to manage patients with mental health conditions. This proposal would require consideration in
the broader context of medical practitioners’ vocational training and ongoing discussions with the RACGP.

Increasing staff supply — undergraduate placements

Both the literature30 and stakeholders suggested that undergraduate placements could help to increase awareness of and
interest in public mental health careers. As well as attracting potential new staff, placements in mental health services give
students a better understanding of the work and allow mental health services to assess students’ potential.   

29 79% of the mobile workforce provided details of the service type in which they had been working.

30 AMWAC 2003,38.

Key evidence

Geographic location 

Metropolitan services accounted for 85.5 per cent of staff turnover in 2001–2002. This is broadly consistent with the
proportion of the workforce employed in metropolitan locations at 30 June 2002 (79 per cent). 

The proportion of turnover for men in the metropolitan workforce (31 per cent) mirrors the overall proportion of men 
(32 per cent) employed in metropolitan areas at 30 June 2002.  In contrast, men represented only 22 per cent of the 
rural workforce turnover, considerably less than their 37 per cent representation in the active rural workforce. 

There were marked variations between rural and metropolitan regions in the age distribution of staff that moved from or
within the mental health workforce over 2001—02 (Figure 9). While staff aged under 35 accounted for 23 per cent of the total
rural workforce employed at 30 June 2002, 34 per cent of all staff departing the rural workforce were aged under 35.  Of this
group, most were allied health staff or Division 1 and 3 nurses aged 25—29 (22 per cent of total staff departures). This is
consistent with stakeholders’ perceptions that younger staff (typically new graduates) initially take up a position in a rural
location then move back to the metropolitan area within 2–3 years.  

Virtually all respondents who initially worked in a metropolitan area were still working in the metropolitan area, while some
staff that initially worked in a rural area had since moved to a metropolitan service.  

Figure 9: Distribution of staff who moved from or within the mental health workforce by age and location  

Occupation 

Most of the staff who moved from or within the mental health workforce28 was nurses. Division 1 and 3 nurses comprised 42
per cent of all staff turnover, slightly below the overall proportion of Division 1 and 3 nurses employed in the workforce at 30
June 2002.  The proportion of Division 2 nurses departing their current employer (10 per cent) was also lower than the overall
proportion of Division 2 nurses employed at 30 June 2002 (17 per cent of the total workforce). Allied health staff represented
16 per cent of the total public mental health workforce at 30 June 2002 and accounted for 28 per cent of workforce turnover
over the period 1 July 2001 to 30 June 2002.  

28 99.6% of records for staff departures contained information on occupation.
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For graduates considering their employment options, the availability of a skills-based graduate education program could
make employment in the public mental health system more attractive, particularly if the training was accredited and/or
recognised for the purposes of completing postgraduate studies. A specialised graduate training program would improve
new graduates’ preparedness for work in the public mental health sector and therefore help improve the quality and
consistency of mental health service delivery.  

Strategy 2: Improve staff retention

The data findings suggest that strategies likely to stabilise the workforce are those that encourage retention, particularly in
the first 1—3 years of their employment, of allied health staff and staff in rural areas.  

Preparation and induction

Appropriate supports and development opportunities for staff, particularly for new workforce entrants, are critical to
improving workforce retention. Inadequate preparation for and induction into the mental health system can lead to high
levels of stress and reduced workforce satisfaction. Research on other workforces has suggested that well designed and
consistent induction programs aid staff retention by ensuring staff understand their role and have the information required to
operate safely and effectively in the workplace.  

Peer support and mentoring

Mental health work is likely to expose staff to complex and confronting circumstances.  The literature indicates that lack of
professional and peer support in relation to these stresses contributes to ‘burnout’ and staff turnover. Access to structured
peer supports, particularly in the first 12 to 24 months of employment, has been identified as an effective way of managing
these challenges and improving staff retention. Collins (1994), Gibbs and Keating (1999) and Hodgkin (2002) concluded that
mentoring improves morale and promotes skills development. 

Professional development opportunities

The link between staff retention and the provision of professional development opportunities is well established. Improving
staff skills and knowledge through professional development is also a key aspect of improving service quality. Post
employment education needs to be aligned with consumer and carer needs, service system initiatives and the National
mental health standards. 

Stakeholders identified the following to support staff to access support and professional development:

• Professional workplace forums that enable exchange, debate on relevant topics, enhancement of knowledge and skills,
and facilitate peer support and identity development.  

• Practical assistance for staff to attend courses and forums. Services find it difficult to cover staff absences, which 
can inhibit staff from attending professional development and networking opportunities. It is important to find ways 
of balancing service demands against the personal development and health needs of staff.  

• Better use of existing programs that provide financial support for staff working in rural areas to attend professional
development courses. For example, the Professional Improvement Assistance Fund and the Victorian Allied Health
Postgraduate Rural Retention Bonus.31

The development of a statewide education and training strategy can provide emphasis on:

• Promoting a stronger ‘training culture’.

• Improving linkages across rural, inner and outer metropolitan services to promote cross-system development
and training.

• Working with other services to develop combined approaches to staff training.

• Promoting rotation of staff between services and settings.

31 Administered by the Victorian Healthcare Association, with funding from the DHS.  

Stakeholders suggested an increase in the number and quality of undergraduate clinical placements in mental health
services. Relevant placements should be provided, including part-time and semester break employment, with a focus on:

• Rural services.

• Service areas where additional staff are required (e.g. combined mental health drug/ alcohol services).

• High prevalence disorders and primary mental health teams.

The provision of student placements in mental health services could be formalised and strengthened by:

• Fostering formal partnerships between universities and mental health services to ensure students have an appropriate
mix and rotation of placements between general and mental health areas.

• Developing the role of senior clinicians in the supervision and support of students. 

• Developing better work experience programs (e.g. bringing together all disciplines involved in mental health 
service delivery). 

• Expanding the range of placement settings. 

• Providing appropriate work space/accommodation for students on clinical placements.

• Providing housing, local recreational and social supports for students on clinical placements in rural areas. 

Increasing the number of nurse undergraduate positions  

There is a widespread view in the Victorian health sector that the number of undergraduate nursing positions currently
funded by the Commonwealth will not be sufficient to meet future demand for nurses. Negotiating with the Commonwealth
about nursing undergraduate nurse positions is essential to increasing the number of nurses potentially available to work in
the public mental health system.  

The Australian mental health nurse supply, Recruitment and Retention study noted that ‘educational pathways to mental
health nursing have been the focus of many investigations into supply issues’ (AHWAC 2003,38). In addition, stakeholders
consulted were concerned that the current mental health content in undergraduate allied health and nursing courses does
not adequately prepare graduates for work in public mental health services. Stakeholders advocated that curriculum contains
consistent entry-level standards for the sector that are also consistent with the National practice standards for the mental
health workforce. Stakeholders also noted that: 

• While there is demand from for specialised content in undergraduate courses, there is currently limited capacity for
educational institutions to meet all these demands. 

• There is a need to increase both the quality and quantity of clinical placements. 

• Changing roles and skill mix may require different or new undergraduate qualifications.

New graduate education and training

The Victorian public mental health system has implemented a Graduate Nurse Program to help new nursing graduates
develop their clinical and professional skills.  

The program was recently expanded to include a limited number of places for allied health practitioners. Stakeholders
advocated further expansion of the size and scope of this program to target both allied health and nursing graduates.  The
proposed aims:  

• Attract graduates with the potential to advance to key nursing and allied health roles.

• Provide graduates with the opportunity to gain skills, experience and exposure to various service types through numerous
supervised placements in inpatient and community based settings over a 12-month period.

• Provide one year of full-time employment (as a base grade recruit) with opportunities to apply to move to permanent
positions at the end of the year. 
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5.5 Increased competition for qualified staff

Key findings

‘Access Economics has reported that the working age population currently grows by 170 people a year. But 000 trends
already in place will see the working age population grow by just 125,000 for the entire decade of the 2020’s.’ 36

In addition, the impact of the ageing of the public mental health workforce will place further pressures on staff availability.
Data indicates that 26 per cent of metropolitan and 18 per cent of rural staff are now aged over 50. 60 per cent of the
workforce has been employed in mental health services for more than 10 years, with 29 per cent employed in the sector for
over 20 years. In rural areas, ageing of Division 1 and 3 nurses is likely to pose particular challenges, given that 46 per cent
of this group is currently aged over 45.  

With the mobility of the workforce and the replacement of staff being the primary driver of forecast recruitment
requirements, there is the need for assessment of current workforce availability and supply issues to plan for the likelihood 
of increased competition for staff with other sectors.

Workforce supply issues

Public mental health services compete for suitably qualified staff with both private mental health services and a wide range
of other health and community services. Only a small percentage of medical, nursing and allied health graduates join the
public mental health workforce.  Of the 55,736 nurses registered in Division 1 or Division 3 in Victoria 2001–02, only 2,491
were employed in direct care within the public mental health system at 30 June 2002. Similarly, a total of 16,740 Division 2
nurses were registered, but only 842 were employed in public mental health.  

The Department of Employment and Workplace Relations (2003) identified major skill shortages in a range of occupational
groups within mental health, including Division 1 and 3 nurses, occupational therapists, speech pathologists and social
workers. In addition, recent Victorian analyses suggest that demand for Division 1 nurses across all human services is likely
to outstrip supply unless substantial changes are made.   

Competition between public and private mental health services for suitably qualified staff poses additional challenges. While
data suggests there may be sufficient numbers of psychiatrists, the number employed in the public system has decreased
over time. The AMWAC report (1999,16) noted this, reporting that the 41.9 per cent of psychiatrists who moved out of the
public sector cited the reasons as ‘dissatisfaction with the work environment, working conditions and the work practised in
the public sector’. Services report that psychiatrists working in the public system stay two-three years post graduation
before moving to the private sector.

Staff loss to private and non-government sectors also occurs in the allied health workforce.  

Current workforce availability

The databases used to analyse availability of suitably qualified staff are listed in Annex C.

Psychiatrists

75 per cent of medical practitioners with general registration responded to the Victorian 2002 Medical Labour Force Survey.37

678 (746 FTE) medical practitioners identified psychiatry as their primary field of speciality. Assuming that psychiatrists had 
a 75 per cent response rate to the survey, it is estimated that there are approximately 900 psychiatrists in Victoria.  

Of the respondents, 91 per cent of psychiatrists (92 per cent FTE) were employed in metropolitan areas. This equates to 19.3
and 4.6 psychiatry FTE per 100,000 population in metropolitan and rural Victoria respectively,38 and suggests a marked
maldistribution of psychiatrists across Victoria.

36 Commonwealth Department of Health and Ageing (2001, xvii).

37 This data does not include medical practitioners who have been granted specific registration, which includes overseas trained doctors who do not qualify for general registration. 

38 The metro and rural breakdown for FTEs was based on all work locations.

Key Evidence

Based on past service utilisation trends and assuming no policy change, the forecasts suggest that between 2003—04
and 2011—12 there will typically be increased demand for services (Table 8).  

Table 8: Forecast service growth to 2011—12

2003–04 2004–05 2005–06 2006–07 2007–08 2008–09 2009–10 2010–11 2011–12

Bed based

Adult inpatient (occ b/days) 185,923 193,719 201,514 209,309 213,435 217,560 221,686 225,811 229,937

Adult resident (occ b/days) 97,153 96,815 96,476 96,137 95,797 95,458 95,118 94,777 94,435

Aged inpatient (occ b/days) 65,187 69,894 74,600 79,307 83,188 87,069 90,950 94,831 98,712

Aged resident (occ b/days) 204,424 205,851 207,278 208,708 210,137 211,571 213,007 214,444 215,896

CAMHS inpatient (occ b/days) 13,888 13,866 13,844 13,822 13,774 13,726 13,678 13,630 13,582

Community

Adult (contacts) 1,377,864 1,428,845 1,481,713 1,524,682 1,568,898 1,614,396 1,661,213 1,709,389 1,704,419

Aged (contacts) 255,452 266,948 278,960 290,851 303,249 316,176 329,653 343,705 343,885

CAMHS (contacts) 188,661 189,303 189,946 192,722 195,537 198,394 201,293 204,234 204,187

Annual workforce requirements

The total workforce required to meet service demand in the forecast period was estimated by combining annual turnover
estimates with the increase in workforce required to meet additional annual service growth.35

The professional groups employed in the Victorian public mental health system are also employed in other service sectors,
but lack of data precludes a quantitative assessment of overall demand and supply for these occupations.  Given this, it is
only possible to provide indicative figures on the recruitment effort needed to meet future workforce needs in the public
mental health system.  

Forecast Total Recruitment – by occupation

Across all occupational groups, the forecasts suggest that a larger workforce will be required to meet future service demand:

• The total medical FTE required to meet service growth is forecast to increase from 461.0 FTE in 2003—04 to 602.5 FTE
by 2011—12, a 31 per cent increase over the period.

• The total Division 1 and 3 nursing FTE required to meet service growth is forecast to increase from 2,473.4 FTE in 
2003—04 to 3,100.6 FTE by 2011—12, a 25 per cent increase over the period.

• The total Division 2 nursing FTE required to meet service growth is forecast to increase from 745.2 FTE in 2003—04 to
880.3 FTE by 2011—12, an 18 per cent increase.

• The total allied health FTE required to meet service growth is forecast to increase from 809.7 FTE in 2003—04 to 1014.5
FTE by 2011—12, a 25 per cent increase.

35 This was obtained by subtracting the total workforce required to meet service growth in the forecast year from that of the previous year.  
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Division 2 nurses 

Current supply

A total of 17,553 nurses were registered in Division 2 at 30 June 2003, representing a 4.8 per cent increase in Division 2
nursing numbers between 1 July 2002 and 30 June 2003 (Nurses Board, 2004,6).  Analysis undertaken by the Department of
Human Services found that this equated to a full-time equivalent of 12,735 nurses.  

Forecast supply

Departmental forecasts project that there will be 16,396 Division 2 nurses (12,953 FTE) by the year 2006–07, rising to 17,511
(13,834 FTE) by the year 2011–12.  

At the same time, the Division 2 nursing workforce is ageing43 and overall demand for Division 2 nurses is expected to rise.
By 2011–12, it is forecast that more than 1,969 FTE positions (or 2,492 additional nurses) will be required.44 As with Division 1
nurses, it appears likely that employers, including public mental health services, will face increasing competition for suitably
qualified Division 2 nurses.

Occupational therapists

As membership of Occupational Therapists (OT) Australia is not compulsory and the profession is not subject to statutory
registration, it is not possible to accurately determine the number of occupational therapists in Victoria.  Analysis of the 1998
Labour Force data undertaken by the AIHW estimated that there were a total of 1,567 occupational therapists in Victoria at
that time and data from OT Australia indicates that approximately 1,000 Victorian occupational therapists were members at
the same time.  OT Australia has advised that it currently has approximately 1,450 Victorian members. Assuming the
proportion of occupational therapists who are members of OT Australia has not changed since 1998, it can be estimated that
there are now more than 2000 occupational therapists in Victoria. 

Analysis of the Australian Bureau of Statistics (ABS) 2001 census data highlights some broad characteristics of the overall
occupational therapist workforce. 1,356 Victorians (1,135.9 FTE) identified their main occupation as occupational therapist in
the census. Of these:

• 93.1 per cent were female.  

• 44.7 per cent worked less than 38 hours per week; 36.1 per cent worked 38—40 hours; and 5.2 per cent worked 49 or
more hours per week.  

• 77 per cent of FTE occupational therapists were employed in metropolitan Victoria, compared with 23 per cent FTE
in rural Victoria.  

There were 25.1 and 19.6 FTE occupational therapists in metropolitan and rural Victoria, respectively, per 100,000
population.

Data limitations preclude a detailed analysis of current demand for occupational therapists across all industries. Therefore,
it was not possible to assess the balance between supply and demand and how this may change in the future.  

Social workers

Current Victorian membership of the Association of Australian Social Workers is estimated at around 1,600. Departmental
analysis of ABS 2001 census data identified 2,694 social workers (2,327.9 FTE) as employed in Victoria. Of these: 

• 82 per cent were female.  

• 41 per cent worked less than 38 hours per week; 39 per cent worked between 38—40 hours; and 6 per cent worked 49
or more hours per week.  

• 79.0 per cent (2,112 staff, equating to 1,831.6 FTE) were in metropolitan Victoria and 21.0 per cent (561 staff, equating 
to 480.5 FTE) in rural Victoria.  

• There were 52.8 and 36.1 FTE social workers in metropolitan and rural Victoria, respectively, per 100,000 population.

43 The average age of Division 2 nurses increased from 38.7 years in 1995-96 to 42.9 in 2002-03.

44 This is based on a scenario that assumes additional overtime hours do not exceed 7%.  

In 1999 the Australian Medical Workforce Advisory Committee (AMWAC) published a report with forecasts for the specialist
psychiatry workforce to the year 2010. It concluded:

‘…without corrective action, the workforce will move towards a situation of escalating undersupply. The current projected
level of new entrants into the workforce from the RANZCP training program will not be sufficient to meet expected future
requirements. It is estimated that requirements will grow by a minimum of 1.4 per cent per year. Future supply will be
affected by the cohort of psychiatrists aged 55 years and over proceeding through to retirement (32.9 per cent) and the
comparatively large and increasing representation of female psychiatrists.’

The AMWAC recommended an increase in the graduate output of the Royal Australian and New Zealand College of
Psychiatrist (RANZCP) training program. Analysis of data produced by the Medical Training Review Panel (MTRP,2003)
suggests that Victoria is currently meeting these targets. However, this workforce census showed that at 30 June 2002 only
11 per cent of medical staff 39 employed across the Victorian public mental health system were working in rural areas. 

While there may not be a net undersupply of locally trained psychiatrists, they are poorly distributed between the public
system and private practice. The census indicated that reliance upon overseas graduates was most marked among medical
staff, with 11.2 per cent psychiatrists and 16.4 per cent of psychiatry registrars or trainees reporting they were temporary
residents. The reliance on overseas trained psychiatric staff may be an indication that many services are experiencing
difficulty in recruiting local graduates. This conclusion is supported by anecdotal reports from services and by the AMWAC
report (1999,8), which concluded that there was ‘a shortage of qualified psychiatrists in the public sector…(that was) having
a serious impact on consumer access’. 

A RANZCP/AMWAC 1999 survey found a maldistribution of psychiatrists between urban and rural services; 90.8 per cent
were located in metropolitan areas, 5.6 per cent in large rural centres and 3.6 per cent in other rural areas. In Victoria the
maldistribution was higher with 92.4 per cent of psychiatrists located in Melbourne. An AMWAC survey on non-RANZCP
psychiatrists in 1999 found that 44.8 per cent of respondents were in a rural location, suggesting that non RANZCP Fellows
are employed by the public sector to fill workforce gaps in rural areas.40 

Division 1 and 3 nurses

Current supply

A total of 55,086 nurses were registered in Division 1 at 30 June 2003, equating to a FTE of 42,061 Division 1 nurses. This
represents a 3.1 per cent increase in numbers between 1 July 2002 and 30 June 2003 (Nurses Board, 2004, 6). 

Of the Division 1 nurses registered at 30 June 2003, 1,562 had a mental health endorsement on their registration. This
represented a 10.8 per cent increase in the number of Division 1 nurses with this endorsement between 30 June 2002 and
30 June 2003.  

A further 1,581 nurses were registered in Division 3 at 30 June 2003.41

Forecast supply

The Department of Human Services has analysed data collected in the Victorian nursing labour force survey for the period
1997—2002. It estimates that the total number of Division 1 nurses will grow to 54,605 (43,138 FTE) by the year 2006—07
and to 58,526 (46,236 FTE) by the year 2011—12.

The analysis noted that the nursing workforce is ageing, where the average age of Division 1 nurses has increased from 38.6
years in 1995–96 to 41.2 years in 2002–03. It also predicted that overall demand for Division 1 nurses will rise progressively
over the forecast period (2002–03 to 2011–12) and concluded that an additional 6,713 Division 1 nurses (5,304 FTE) would
be required by 2011—12.42

Given these projections, it is likely that employers of Division 1 nurses will face increasing competition for suitably qualified
nursing staff.

39 Medical staff includes psychiatrists, psychiatry registrars or trainees and other medical officers.

40 The Specialist Psychiatry Workforce in Australia: Supply, Requirements and Projections 1999—2010, Australian Medical Workforce Advisory Committee, 1999 (AMWAC Report 1999.7)

41 A 1.3% drop on the previous year where 1,602 nurses were registered Division 3 at 30 June 2002.

42 This is based on a scenario that assumes additional over-time hours do not exceed 7%. 
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This proposal requires consideration of the necessary competencies required to work safely and effectively work in various
settings.  Currently, psychiatric services officers comprise 4 per cent of the total workforce, with personal care workers an
additional 0. 2 per cent.  They are employed mainly in aged 24-hour residential mental health services and almost exclusively
in metropolitan areas, with only 10 per cent employed in rural areas.  

Freeing-up psychiatrists

Stakeholders suggested reconfiguring psychiatrists’ roles and responsibilities to make better use of their highly specialised
skills.  For example, making more use of appropriately skilled nursing and/or allied health staff for tasks that not requiring
psychiatrist qualifications (e.g. cognitive therapy or monitoring of consumers for medication effects).  

Considering new roles in mental health 

The idea of introducing new and specialised staff roles has been discussed for some time amongst stakeholders in Victoria’s
public mental health system.  In the United Kingdom, the National Health Service has established a new role for ‘support,
time and recovery workers’ in mental health (NHS, 2003). In Queensland, a Certificate IV in Mental Health has been
established. Another model could be the development of a general ‘mental health practitioner’ classification and
qualification.

In addition, there was support for the existing pilot mental health nurse practitioner projects with a view that there should be
further consideration of how nurse practitioners can be used in the public mental health system.  

Post-employment education — education and training strategy

Available data suggests that about 50 per cent of the workforce has postgraduate qualifications in a clinical discipline
relevant to mental health.  At the time of the census approximately 15 per cent of staff were undertaking postgraduate
studies in an area relevant to public mental health.  

Factors that have increased the need for in-service training include:

• Inadequacies in pre-employment training of key mental health staff.

• Growth in number of clients with multiple and complex problems.

• Expansion in community based services and 24-hour services.

• The need for training programs to linked new initiatives.  

These trends have increased the requirement for specific skills, such as assessment (including risk assessment), diagnosis,
and case management. Stakeholders noted that the structures and processes employed in the delivery of staff education
and training vary significantly across the state. Services without links to tertiary teaching hospitals are often unable to be
self-sufficient in the provision of training and clinical supervision. Access to clinical academic positions, where there is
opportunity for clinical leadership and training, also varies across the state.   

Stakeholders supported a statewide approach to education and training in mental health services. This was a prominent
theme of consultations conducted by the Mental Health Branch in 2002.  According to stakeholders, an approach should be:

• Applicable to all direct care staff in public mental health services.

• Informed by evidence-based models of care.

• Aligned to current service initiatives and the National mental health practice standards.  

• Supported by additional resources.

• Based on better linkages across metropolitan and rural services. 

• Support cluster-based approaches to the delivery of training.

As with occupational therapists, it was not possible to assess current demand for social workers across all industries,
or to predict how supply/demand factors may change in the future. However, analysis of other service sectors suggests 
an increasing demand for social workers that may impact on their availability to the public mental health sector. 

Psychologists

At 31 December 2002, 4,602 psychologists were registered with the Psychologists Registration Board of Victoria. It was not
possible to identify how many were employed in clinical roles.  

Census data provides some insight into the supply of clinical psychologists in Victoria.  Departmental analysis of ABS 2001
census data identified 2,714 psychologists in Victoria. 78.6 per cent were employed as clinical psychologists, 10.2 per cent
as educational psychologists, 3.3 per cent as organisational psychologists, and 7.8 per cent worked generally as
psychologists. Among the clinical psychologists:

• 73.9 per cent were female. 

• 49 per cent worked less than 38 hours per week; 24 per cent worked between 38—40 hours; and 16 per cent worked 49
or more hours per week.  

• 1,788 were employed in metropolitan Victoria, compared with 297 in rural Victoria.

• There were 54.1 and 26.2 FTE psychologists in metropolitan and rural Victoria, respectively, per 100,000 population.

Strategy 3: Review workforce ‘scope of practice’

It is important to examine how workforce roles and responsibilities can be expanded or reconfigured to make optimal use 
of professional skills and effectively meet client needs.  

Community expectations, changing consumer and carer needs, and new evidence about the effectiveness of particular
treatment approaches may require mental health staff to develop new skills and ways of working.  

There have been major structural reforms to the Victorian public mental health system over the past decade and consequent
changes in the type of clients seen in both inpatient and community settings. The workforce has both evolved and
demonstrated significant flexibility: case manager roles are held by a range of health professionals, multi-disciplinary, team-
based approaches are encouraged, and there are variations in the workforce configurations between AMHS that reflect
individual service requirements and staff availability. However, the roles and responsibilities of particular professional groups
within the system have remained largely unchanged.  

Allowing staff to make use of and develop their specialist skills improves morale and is an important aspect of staff retention.
Stakeholders made the following suggestions about ways in which current work roles could be expanded or redeveloped to
make better use of professional skills and promote better, more flexible and more effective clinical practice.

Expanding the role of Division 2 nurses

There are currently few Division 2 nurses employed outside bed-based aged mental health services, with only ten per cent
of Division 2 nurses employed in adult community mental health services, 12 per cent in adult inpatient services and 
1 per cent in aged community mental health services.  

Mental health services are likely to experience increasing difficulty recruiting enough Division 1 and 3 nurses. It is timely 
to consider ways of increasing the participation of Division 2 nurses in the mental health workforce. For example, with recent
legislative change, the Division 2 nurse role could be broadened to include medication administration. 

Greater use of support staff

Allied health and medical staff in the mental health system can spend a significant time on duties that do not require a high
level of clinical expertise (e.g. the coordination of social services). These staff could be better supported in the use of their
specialist skills through greater use of psychiatric services officers and/or case support staff.  
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6. Workforce distribution and planning

6.1 Poor workforce distribution between rural and metropolitan areas

Key findings

Only 11 per cent of medical staff and 16 per cent of Division 2 nurses currently work in rural areas. Comparisons of
population against employed FTE show there is a greater number of staff per head of population in metropolitan areas 
than in rural areas.   

There is also a relatively high proportion of medical staff who responded to the mental health workforce census who are
temporary residents, with 11.2 per cent of psychiatrists and 16.4 per cent of psychiatry registrars and trainees reporting they
held temporary residency.

While there is not an overall undersupply of psychiatrists, there is an imbalance between the private and public sectors.  
The high number of overseas trained medical staff in the public mental health system may be an indictor of this, suggesting
that there are problems recruiting locally trained staff.45 

Evidence suggests that problems in recruiting psychiatrists to rural areas are impacting on the quality of clinical leadership
and service delivery in rural mental health services.

Many specialist and statewide services are located in metropolitan areas. Consultation and liaison services are also limited
to inner and some outer metropolitan areas.

Key evidence

Rural/metropolitan distribution

At 30 June 2002, 79 per cent of the total workforce (78 per cent of total FTE) was located in the metropolitan area.46 

There was a higher proportion of men in the rural workforce (37 per cent of total rural staff, representing 39 per cent of total
rural FTE) than in the metropolitan workforce (32 per cent of staff, representing 33 per cent of total metropolitan FTE).  

The age profiles of the rural and metropolitan workforces were similar.  28 per cent of staff in metropolitan and 23 per cent
of staff in rural regions were aged under 35 years.  33 per cent of metropolitan staff and 45 per cent of rural staff were aged
40—50 years.  Only 6 per cent of rural staff were aged 55 or older, compared to 11 per cent of metropolitan staff (Figure 10).

Figure 10: Age distribution of metropolitan and rural staff (per cent total regional headcount)

45 Under current immigration, accreditation and registration processes, overseas trained medical practitioners who do not have permanent residency or fellowship of an Australasian
specialist college are only able to work in positions which cannot be filled by a locally trained practitioner.  As such, the proportion of temporary residents employed provides one
measure of the availability of locally trained graduates willing to commence employment in a health service.  

46 Including staff employed by Forensicare.
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Clinical academic positions

For over 15 years, clinical academic positions have been funded by the Department of Human Services to enable qualified
clinicians to have both a senior clinical role in mental health services and an academic role in a university.  The positions are
intended to support research and training in mental health services and provide leadership to the workforce.  

A recent review of clinical academic positions was undertaken for the Mental Health Branch (MHB).  The review made a
series of recommendations aimed at:

• Ensuring the focus of clinical academic positions is consistent with MHB and departmental policy. 

• Aligning research activity with MHB policy needs and any agreed goals and outputs.

• Ensuring clinical academic appointees reflect the diversity of the Victorian mental health workforce and provide high
standards of clinical leadership, mentoring and support to that workforce.
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6.2 Limited mental health workforce data and workforce and service planning

Key findings

To date, the development of the Victorian mental health system has focussed on service delivery systems and capital
planning, with less consideration on the workforce required to deliver services and/or staff new facilities.  

Given that it will become more difficult to recruit staff to public mental health services, workforce availability is likely to
impact upon future service delivery models and service sustainability, particularly for those services in which specialist
skills are required.

There is a need to align workforce models and mix with consumer and carer needs. This requires better workforce
information and integration of service initiatives and workforce planning.  

It is important that the system has the capacity to incorporate a workforce planning and education component into service
and capital development initiatives.

Key Evidence

Prior to this study, little quantitative information was available regarding the size, characteristics, distribution or qualifications
of the direct care public mental health workforce. The information collected via the census and AMHW HR/payroll data
collections provided a basis for projecting future workforce requirements and developing evidence-based workforce
strategies. The workforce profile also provides a valuable baseline for monitoring changes in the workforce.

There is a need to qualitatively improve understanding of the factors driving staff turnover, particularly amongst allied 
health staff.

Strategy 4: Promote systematic workforce planning

Quantitative data 

To undertake effective workforce planning on an ongoing basis it will be necessary to continue collecting such data, and to
use a consistent set of data items to allow for comparisons over time. The Department’s Policy and Strategic Projects
Division is currently developing a workforce minimum data set that will allow for monitoring of workforces over time and for
comparisons between different sectors.

Further data will be needed to improve our understanding of supply and demand factors for the occupations employed in the
public mental health workforce. While some information exists regarding medical and nursing staff, there is little information
about allied health professions such as social work, occupational therapy and psychology. The Department of Human
Services is currently analysing the recent Occupational Therapy Labour Force survey, and intends to conduct studies of the
Victorian social work, clinical psychology, nursing and medical workforces over the next 12 months. However, additional work
will be required to gain more accurate information about available training places, completion numbers and graduate
destinations for these occupations.

Given the need to minimise the burden that workforce data collections place on mental health services, existing data
collections (with relevant modifications) should be used wherever possible, although supplementary information collection
would be required to collect more detailed information (e.g. workforce qualifications, work intentions).

Qualitative data

Qualitative information could be obtained by requiring mental health services to conduct routine exit interviews as staff
leave.50 A standardised approach to exit interviews would create a rich source of information about staff reasons for leaving
and their destinations.

Only 13 per cent of medical staff (11 per cent of total medical FTE) worked in rural regions.47 A higher proportion of Division 1
and 3 nurses and allied health staff (24 per cent and 21 per cent of occupational FTE) worked in rural areas.  

Table 9 shows the ratio of population to FTE public mental health positions in both rural and metropolitan areas. These
figures give another indication of differences in workforce availability between rural and metropolitan mental health services:
higher ratios mean fewer mental health staff per head of population. For most occupational groups, the population/FTE ratio
was substantially higher in rural areas compared to metropolitan areas. The ratio of population to Division 1 and 3 nurse FTE
was similar for metropolitan and rural areas.  

Table 9: Population/occupational FTE ratios in rural and metropolitan areas

Population/FTE Metro Rural

Allied Health 6,460.0 9,204.0

Medical 9,905.5 26,724.6

Nurse 1 & 3 2,135.2 2,443.0

Nurse 2 6,295.1 12,134.3

Other 14,039.6 48,351.1

In table 10, total FTE per service type was compared against the size of metropolitan and rural populations to develop 
a better understanding of how the workforce was distributed relative to the population.48 If population/FTE ratios are
considered in total, we find that the population/FTE ratios for adult mental health services in metropolitan areas is 
1,565 per FTE and in rural areas is 1,243 per FTE.49

However, analysis against individual service types (Table 10) shows that rural areas have higher population/FTE mental
health staff ratios in all service types except aged services. This indicates that rural areas are generally not serviced as well
as metropolitan areas.  It is important to note that geographic areas may have varying levels of emphasis on community-
based care (which in part reflects the availability of bed-based services). In addition, the statewide specialist services are
located within the metropolitan area which will affect the ratio outlook.

Table 10: Proportion of mental health workforce to the regional population by Service Type 
(Total population/FTE/Service Type)

Population/FTE Metro Rural Statewide

Adult — community 2,227.0 3,975.8 2,514.0

Adult — inpatient 5,035.4 6,171.4 5,288.0

Aged — 24 hr residential 684.9 5,803.9 949.3

Aged — community 4,218.0 3,318.9 3,885.5

Aged — inpatient 1,474.2 4,663.5 1,880.3

CAMHS 3,067.9 6,034.8 3,599.8

47 Includes most psychiatric registrars or trainees, with training positions in large metropolitan teaching hospitals and limited demand for training positions in rural areas.  

48 Analysis was made against those populations relevant to CAMHS, adult and aged services.  

49 It is likely that data for aged care services in rural areas underreports the workforce FTE, as a proportion of the staff who indicated they worked across multiple services appeared to
spend part of their time working in aged care services in rural areas.  50 Exit interviews can establish why staff leave and provide feedback to organisations on procedures, policies and culture. 
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Strategy 5: Integrate workforce, service and capital planning 

Given the lack of mental health workforce data to date, it has been difficult to achieve state wide planning on workforce
development needs in line with broader planning for the sector.

With the collection of both qualitative and quantitative data as outlined above, there will be opportunity to ensure the
information is made readily available to staff responsible for local and state wide planning.

The dissemination of this data in a user-friendly format can assist with the integration of consumer and carer, workforce,
service and capital profiles, thus enabling the incorporation of workforce planning as a component of all service
improvement initiatives.



Victoria’s direct care mental health workers: 41
The public mental health workforce study

2003–04 to 2011–12

40 Victoria’s direct care mental health workers:
The public mental health workforce study
2003–04 to 2011–12

Master data set

From this combined data set, it was estimated that a total of 5,041 direct care staff were employed in the public mental
health workforce at 30 June 2002.  Additional data was collected from HR departments regarding entrants and exits from
the workforce, some of which was used to estimate workforce turnover. 

The census also provided information regarding the employment history of staff, including data regarding their first position in
mental health, first position in the Victorian public mental health system and previous employer.  

Where available, HR/payroll data was used as the core data for the purposes of quantifying workforce size and profile. 

Key data assumptions

The key data assumptions for workforce supply were:

• Only staff in a direct care role were included in the study, excluding staff in administrative, management, research and
educational roles.  

• As it was not possible to distinguish between Division 1 and Division 3 nurses, they were treated as a combined cohort.  

• Where staff held multiple professional qualifications, they were counted as working in the occupation that reflected their
cited occupation.52

• 1 FTE was taken to be equivalent to 38 hours a week.  Adjustments were made where necessary to take into account the
HR practice of utilising a 40 hour week.

• Adult AMHS boundaries were used to map geographic areas.  

A.1.1 Categorisation and terminology

Various professional groups with different levels of qualification work in the public mental health system. To provide a 
broad overview of the key characteristics of the workforce, these professions and occupations have been grouped into five
sub groups: 

• Allied Health (occupational therapists, psychologists, social workers).

• Nurse 1and 3 (Division 1 and 3 nurses).

• Nurse 2 (Division 2 nurses).

• Medical (Psychiatrists, psychiatry registrars or trainees and other medical officers).

• Other (Other diagnostic53, personal care workers and psychiatric service officers).

52 E.g. Nurses registered in both Division 1 and 2 who were working as Division 1 nurses were counted as Division 1 nurses for purposes of analysing workforce size and characteristics.  

53 Allied health providers such as speech pathologists were included in this category, as the available data set was too small to use in forecasting or robust analysis of qualifications.  

Methodology
The following methodology underpinned the assessment of future workforce requirements and provided an evidence-based
approach to strategy formulation: 

• Identification of data gaps and research designed to inform these gaps. 

• Identification of issues impacting on the mental health workforce, with emphasis on recruitment and retention.

• Establishment of a Project Advisory Group comprised of key stakeholders (Annex D)

• Assessment and description of the mental health workforce by demographic and geographic factors.

Data sources and interpretation

HR data set

HR/payroll data was received from 19 area mental health services and Forensicare. This data was the primary data source
for estimating workforce size and distribution, workforce demographics and hours worked. 

A total of 6,460 HR/payroll records were provided. 1,942 (30 per cent) could be matched against census returns. 
Of this cohort, a total of 5,041 records were in direct care roles at 30 June 2002.

Public mental health workforce census

A total of 2,797 responses to the census were received.51 The census data provided information regarding staff from the 
two AMHS for which data was not received. Few AMHS maintained data regarding citizenship or qualifications on their
HR/payroll systems, therefore data from the workforce census enabled analyses of these characteristics.  

To undertake the census, a survey instrument was designed, tested and distributed to all direct care staff in the public
mental health sector via AMHS contacts.  Identifiers were included in the census to enable cross checking of census 
data against HR data.

The census was conducted over the period March to June 2003.  A total of 2,830 responses were received, a response 
rate of approximately 56 per cent of the direct care workforce.  

Information provided from the census was used to supplement HR data (where both were provided and the two could 
be linked).  

Census data was analysed as a stand-alone data set for the purposes of examining:

• Residency status

• Employment patterns:

— Length of service in the mental health sector, the Victorian public mental health system and in current position.

— Nature of first role in the public mental health system by setting, metro/rural location and tenure.

• Education and training:

— Qualifications profile of the workforce by occupation, age group, geographic location and year of qualification.

— Number and profile of dual qualified staff.

— Number and profile of staff currently studying.

• Work activities:

— Tasks/roles performed by staff (by occupation and classification, where possible).

Annex A: Workforce profile 

51 1,689 census records could be cross-referenced against HR/payroll data for validation and data consolidation purposes.  
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There are a number of caveats to the PRISM/RAPID data that potentially impact on the validity of the results of the
forecasting model.  These include:

• The forecasting model uses historic data from the past 6 years to forecast future service utilisation trends. Given the
major system changes that occurred in the context of mainstreaming, it is possible that some data used may reflect
these changes and not represent a stable service system. This may make the results of the model less useful in
representing future trends.

• Some of the services modelled have been in operation for less than 2 years.  

• PRISM data from 1997—98 was used in the service demand forecasts and was factored up to account for low reporting
rates from some agencies.  This involved examining the data for each individual campus and comparing it to that
collected in other years. 

• The transition from PRISM to RAPID involved variations to the manner in which data items were recorded. As a result of
concerns regarding the data collected during this transitional period, data from the 2000—01 period was excluded from
the data set used to forecast service utilisation to 2011—12.  

• There are significant data quality issues with RAPID, which are relatively unexplored and unquantified.  These include
concerns on the validity of data on duration of service as recorded in some settings, underreporting in some areas, and
limited information regarding unregistered contacts and difficulties on accurate allocation to AMHS.  

• To develop the forecasts, it was necessary to map services against geographic areas.  The process used to enable
consistent allocation of services to appropriate AMHS and other details regarding data interpretation follow.  

Allocation against Area Mental Health Services

Mental health area boundaries were assumed to align with current SLA boundaries. This was an oversimplification as a
number of local agreements were in place between mental health areas and the boundaries in some areas still align with 
old SLA boundaries. 

For community mental health episodes, projected demand was distributed according to the place of residence at the 
time of the service delivery and grouped into each AMHS on the basis of the residential postcode and residential mental
health area:

• Where the postcode was consistent with the mental health area no action was taken.

• Where the postcode was missing but the mental health area was assigned, the area was accepted as correct.

• Where the postcode and mental health area were missing these cases were deleted and the analysis dataset factored 
up to adjust for these deletions.

• Where the postcode was valid, but the metal health area inconsistent with the assigned postcode, the concordance
model was applied to calculate the 2001 SLA and the mental health area derived from this allocation.

• Where the postcode was not Victorian, the mental health area was called ‘out of state’. 

A similar methodology was also used for hospital inpatient data, however it was based on admission postcode and admission
mental health area, as this was where the client resided at the point of entry into the system and therefore indicated where
the demand was physically located.

Methodology

Inpatient and community mental health services

Hardes and Associates developed the model used for forecasting service demand across both inpatient and community
mental health services. The model makes projections based on linear regressions on retrospective years of data.  

The key assumption underpinning this model is that past trends in service utilisation will continue into the future. The
projections do not take account of future policy or system changes, nor changes in data definitions. The forecasting method
provides a guide to longer-term behaviour. Thus, values for individual years should not necessarily be relied upon as precise
estimates of service demand in those particular years.

The activities forecast for community mental health services were:

• Number of contacts and the duration in minutes for in patient services.

• Number of admissions for in-patient services.

• Length of stay.

The service demand forecasts for acute inpatient units included forecasts of:

• Occasions of service (admissions).

• Length of stay in days.  

Key variables for establishing state wide trend parameters for community mental health:

• Age.

• Gender. 

• Diagnosis. 

• Program Type.54

Residential mental health services

Given the differences between residential and other mental health services (e.g. the duration of stay of clients),
an alternative approach was used to forecast residential services for both adult and aged client groups.  

This methodology combined information regarding occupied bed days for the period 1997—98 to 2002—03 with data
regarding forecast rate of population growth for the relevant populations (forecast by the Department of Infrastructure55) to
forecast demand for adult and aged residential services to 2011—12. Occupied bed days was the key variable forecast.  

Data sources and interpretation
The Department of Human Services Mental Health Branch (MHB) provided data on the number of community contacts 
and hospital in-patient admissions during 1997—98 to 2002—03.  For the period 1997—98 to 2000—01, the PRISM system 
was used for collection of this data, with a change to the RAPID system occurring at 1 July 2001.  

The MHB also provided data regarding bed numbers in inpatient and residential mental health facilities for the past three
years and data regarding occupied bed days for adult and aged residential mental health facilities over the period 1997–98 
to 2002–03.

Annex B: Service demand 

54 These were subsequently mapped against the program types identified in the workforce census, and then into 9 main groups for purposes of developing workforce forecasts.  

55 These forecasts are based on the 1996 Census data: lack of data compatibility precluded use of 2001 Census data.
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Future workforce availability

Data sources

The data used to analyse availability of suitably qualified staff was sourced from various data collections:

• Information regarding the supply of psychiatrists (and psychiatry trainees) was sourced from AIHW analyses of past
medical labour force surveys, an analysis of the 2002Victorian medical labour force survey and data contained in the
1999 AMWAC report, The specialist psychiatry workforce in Australia — supply and requirements, 1999—2010.

• Information regarding the supply of Division 1 and 3 nurses was sourced from a Departmental study of Victorian Nursing
Supply and Demand and data reported in the Nurses Board of Victoria Annual Report, 2003.

• For psychologists, information was sourced from ABS 2001 census data and data reported in the Psychologists
Registration Board of Victoria Annual Report, 2003.

• Information regarding social workers was sourced from ABS 2001 census data.

• Information regarding the supply of occupational therapists was sourced from ABS 2001 census data, the 2002Victorian
Occupational Therapists Labour force survey and the AIHW publication, Occupational Therapist Labour Force 1998.  

Current workforce adequacy
Given the size and diversity of the direct care public mental health workforce, it was not possible to identify all inflows and
exists from each occupational group and make projections of net changes in workforce supply into future years. Similarly,
the limited vacancy data available did not allow for robust assessment of workforce adequacy. There were several problems
with interpretation of vacancy rate data:

• There was not one consistent definition of a vacancy.

• Few area mental health services kept records of vacancies on an ongoing basis. 

• Given the size and diversity of the workforce it was expected that there was a reasonable level of turnover and vacancies
at any given time. 

• Seasonal shift vacancies occur and it would be difficult to find replacement staff during peak holiday times. Service
providers often plan services based on daily and seasonal demand and workforce availability. The availability of staff
through relieving pools was critical to this planning and if staff who work in such casual arrangements were not provided
with sufficient hours, they were likely to be lost by the system. 

An alternative approach to assessing the workforce supply’s ability to meet demand was to use an indirect or semi-
qualitative approach.  For this Study current adequacy was determined by comparing service delivery levels against budgets.
Service delivery targets were met and budgets fully expended.  It was assumed that existing workforce supply was sufficient
to meet demand.56 There was no quantitative data or measure that allows testing of this assumption. Work towards
developing such measures would assist future studies of workforce supply and demand.  

The assumption that workforce supply and demand was in balance establishes the base on which estimates of future
workforce numbers were forecast.57 A surplus or deficit in the current balance will flow on to projections in future years.  

Forecast workforce turnover

Methodology

In addition to seeking detailed information regarding the size, characteristics and distribution of the public mental health
direct care workforce, the workforce data collection also sought information from AMHS and Forensicare regarding staff
commencements and departures over the period 1 July 2001 to 30 June 2002.  

The latter formed the primary data source for calculation of workforce turnover.  A total of 9 AMHS provided data regarding
the occupation, service setting and FTE worked by staff who had left their employer during the period 1 July 2001 to 30 
June 2002.58

Initial analysis of this data indicated significant variations in the turnover rates between occupational groups and also across
different service settings and client groups.  The following methodology was used to develop turnover rates for the purposes
of this study:

• Data regarding staff terminations was divided into broad occupational groups, and then split into 8 subcategories of adult
inpatient, aged inpatient, CAMHS inpatient, adult residential, aged residential, adult community, aged community and
CAMHS community.  

• For each of these subcategories in each occupational group the FTE of departing staff was totaled and divided by the
total FTE employed in these AMHS employed across each of the 8 areas at 30 June 2002 to calculate an annual turnover
rate.  This resulted in a total of 8 turnover rates for each occupational group.59

• The turnover rates were then applied to the relevant baseline FTE values to forecast annual turnover through to 2011—12.  

Annex C: Workforce supply 

56 Agency budgets may be affected by the higher cost of agency staff where they are used but it is important not to confuse these higher costs with net workforce shortage.  

57 Areas of workforce maldistribution currently exist, however it is not possible to currently quantify these and as the forecasts are at a state wide level, the assumption that there is an
overall workforce balance has been used.  

58 These services employed approximately 60% of the total workforce FTE at 30 June 2002.

59 While data limitations precluded a robust analysis of the relative proportion of fixed term to ongoing departures, it should be noted that psychiatric registrar or trainee departures
were excluded from these calculations, given that the nature of their training involves employment on fixed term contracts and inclusion of this group in forecasts of workforce
turnover resulted in spuriously high turnover rates for the overall medical group.
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A formal committee structure was established to provide input into the study, comprising:

• A Project Management Group of internal stakeholders to set project priorities and parameters.  

• A Project Advisory Group of a range of stakeholders who contributed expert advice on the target group at critical points
in the study.  

Project Advisory Group membership

• Dr Ruth Vine, Director Mental Health Branch, Metropolitan Health and Aged Care Services Division (MHAC) (Chair).

• Ms Liz Burgat, Chief General Manager, Eastern Health Mental Health Program.

• Dr Brenda Happell, Associate Professor/Director, Centre for Psychiatric Nursing Research and Practice (CPNRP).

• Ms Jan Brownrigg, Assistant Secretary Australian Nursing Federation (ANF) Victorian Branch.

• Ms Amanda Bladen, Manager Occupational Therapy, Austin and Repatriation Medical Centre.

• Ms Denise Guppy, Professional Officer, HACSU.

• Ms Ami Hodgkinson, Industrial Officer, Australian Health Professionals Association, HSUA No.3 Branch.

• Dr Ruth Perkins, Senior Clinical Psychologist, Royal Children’s Hospital Mental Health Service.

• Prof Fiona Judd, Chair, Ministerial Advisory Committee on Mental Health.

• Mr Howard Emanuel, Consumer, Victorian Community Advisory Group.

• Ms Mary MacRae, Carer, Victorian Community Advisory Group.

• Mr Peter Carver, Director, Service and Workforce Planning, Policy and Strategic Projects Division.

• Ms Jenny Smith, Manager, Service Planning and Development Unit, Mental Health Branch, MHAC.

• Mr David Reid, Senior Nursing Advisor, Mental Health Branch, MHAC.

• Mr Campbell McDonald, Industrial Relations Branch, Financial and Corporate Services Division.

• Dr John Buchanan, AMA.

• Dr. Mahendra Perera, Victorian Branch, Royal Australian and New Zealand College of Psychiatrists (RANZCP).

• Mr David L Stokes, Manager Professional Issues, Australian Psychological Society.

• Ms Anne Diamond, Mental Health Development and Liaison Officer, General Practice Divisions Victoria (GPDV).

• Mr Noel Renouf, School of Social Work and Social Policy, La Trobe University, Australian Association of Social Workers,
Victorian Branch.

• Dr Dhushan Illesinghe, Director Clinical Services, Mid West Area Mental Health Service. 

• Ms Freida Andrews, Manager, West Hume Primary Mental Health and Early Intervention Team, Goulburn Valley Area
Mental Health Service.

• Mr Brian Jackson, Senior Nurse Adviser, North Western Mental Health.

• Ms Karlyn Chettleborough, General Manager, Inpatient operations, Forensicare.

Annex D: Project governance
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