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sector in Queensland.  We represent more than 100 organisations and stakeholders involved in the 
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Our role is to reform, promote and drive community mental wellbeing service delivery for all 
Queenslanders, through our influence and collaboration with our members and strategic partners.  

At a federal level, we collaborate with Community Mental Health Australia.  We work alongside our 
members to build capacity, and systematically advocate on their behalf on issues that impact their 
operations and Queensland communities. 
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Executive summary  

Background: Despite the community mental health and wellbeing sector being a crucial part of 
the mental health service system in Queensland there is a lack of contemporary information 
regarding the workforce. The coronavirus disease of 2019 (COVID-19) pandemic has recently 
presented additional demands and challenges for a sector that was already struggling with the 
changes brought about by the introduction of the National Disability Insurance Scheme (NDIS). The 
Community Mental Health Workforce Project (the Project) provides a snapshot of the Queensland 
community mental health and wellbeing workforce in 2021 and an understanding of the key 
challenge faced by the sector. This review was conducted in collaboration with our members, 
Community Services Industry Alliance (CSIA) and other related stakeholders. The identification of key 
areas for consideration will inform future initiatives to ensure the viability and sustainability of the 
sector.  

Methods: The Project was conducted in concurrent stages of separate, but interconnected, 
research activities.  

• Project Reference Group: To guide the initiative, a Project Reference Group was formed, 
which included key representatives from community mental health service providers and the 
broader sector. The group convened virtually and provided input into the Project 
methodology, consultation and survey questions, and findings and recommendations. 

• Desktop scan: A desktop search was conducted utilising major pieces of literature from 
around Australia, including state and territory community mental health and wellbeing peak 
bodies' research, academic literature, and publicly available information. The goal of the 
desktop scan was to map the community mental health and wellness workforce's current 
and emerging challenges and requirements.  

• Consultation: Informed by the literature and the Project Reference Group, three sets of 
questions were developed to collect data specific to the target groups: Service managers, 
frontline workers and HR managers. Consultations with frontline workers and HR managers 
were conducted by online surveys. Individual structured interviews were conducted with 
most service managers, though some participated through focus groups and online surveys.  

• Data analysis: Quantitative and qualitative data was collected and analysed. A thematic, 
content analysis approach was used for qualitative data, utilising QSR NVivo software (QSR 
International, 2020). 

https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
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Results: Between 9 December 2020 and 31 March 2021 consultation with 50 service managers, 
121 frontline workers, and 14 HR managers/officers occurred. Most service managers consulted 
were from Queensland Alliance for Mental Health (QAMH) member organisations, with some from 
non-member service providers.   

Information was gathered from across Queensland: Over half of the service managers 
consulted represent organisations that deliver services in Metro Brisbane (North and South). 52% 
reported their organisation delivers services in regional, rural, or remote regions of Queensland. 60% 
of participating frontline workers were from Brisbane, nearly a quarter from West Moreton and the 
Darling Downs and the remaining from Central, North and Regional Queensland.  

Participating organisations provide a range of mental health services: Support 
(group or individual), counselling (group or individual), suicide prevention, accommodation support, 
homelessness and alcohol and other drugs and peer support were the most cited services provided. 
Over half of the organisations consulted provide mental health supports and services as their primary 
function.  

Workforce profile survey results 

Data from the frontline workers survey revealed the following: 

• Most of the workforce is female: 70% frontline workers surveyed were women  

• Workers are of an older age demographic: 60% of workers were over 40 years old 

• Workers are relatively new to the sector: 55% have been in the sector for less than five years 

• The majority were employed on permanent contracts: 63% of workers surveyed held 
permanent roles (37% full time and 26% part time), 21% were on contracts (12% full time 
and 9% part time) and 14% of surveyed workers were employed on a casual basis. This trend 
was also reported by HR managers.  

• 6% of participants identified as Aboriginal and/or Torres Strait Islander, while 17% were from 
culturally and linguistically diverse (CALD) backgrounds.  

• 96% of workers held formal qualifications: Vocational qualifications (60%) and/or university 
qualifications (74%) ranging from Certificate III – Masters’ qualifications.  

Knowledge gaps and training needs 

• Despite the high percentage of staff holding formal qualifications, nearly two thirds of service 
managers surveyed do not believe that formal qualifications adequately train the workforce. 
They reported concerns that courses did not provide the opportunity to translate theoretical 
knowledge into practical experience (e.g., through supervised work placement). Specific 
workforce knowledge gaps including basic mental health conditions and how best to support 
people who experience mental illness were identified.  
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• Other identified training gaps included: Trauma Informed Care, responding to complex 
/coexisting needs, provision of culturally appropriate services, crisis management, managing 
risks, establishing professional boundaries, recovery-based practice and leadership and 
management training.  

Career Pathways 

• Diverse sector entry and progression pathways were identified.  

• The existing lack of consensus on education and skill requirements for specific roles is 
compounded by diverse role descriptions and position level remuneration.  

• Three quarters of frontline workers surveyed believed that career progression opportunities 
existed within their organisations and advancement to a more senior position can be 
achieved through either gaining experience or undertaking further training or formal study. 

Key Challenges Identified 

Contracts 

• Contract lengths do not support staff being offered permanent positions and contribute to 
high staff turnover and sector staff attrition. 

•  Inadequate funding inhibits the provision of fair and competitive remuneration of staff, 
adequate training and supervision and does not cover the costs associated with staff 
recruitment and onboarding. 

The impact of the NDIS: Whilst the NDIS has increased business and employment 
opportunities, the fee for service model and pricing schedule has seriously impacted the ability to 
offer secure and satisfactorily remunerated employment and supervision and training opportunities 
to staff. Training requirements for organisations to comply with standards, understand the pricing 
model and support frontline workers have been significant and absorbed by services. Frontline 
workers reported concerns around reduced job security and increased workloads and productivity 
requirements which have contributed to high stress levels. They also reported significant challenges 
in supporting clients to navigate access and services in the NDIS. 

Recruitment and retention: Managers spoke of burdensome ongoing recruitment and 
onboarding processes including:  competition for competent workers among service providers; 
personnel churn to government or private sectors due to more appealing work conditions and 
benefits; a shortage of qualified and experienced candidates applying for jobs; challenges in 
recruiting and retaining qualified staff with relevant experience – though this problem is more acute 
in regional and rural areas due to a smaller candidate pool and professional isolation and when 
recruiting for specialist positions such as those supporting people from CALD, Aboriginal and Torres 
Strait Islander or LGBTIQ+ backgrounds. 

Access to training: Access to training remains a common obstacle for services. Barriers to the 
provision of staff training include financial costs (direct cost of training and backfilling staff shifts) and 
the availability of relevant training. The problem is further exacerbated in rural, remote, and very 
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remote areas where face to face training is particularly scarce in terms of availability. Online training 
was acknowledged by most service managers as a feasible, accessible and less expensive option. 

Work related stress and burnout: Supporting staff wellbeing was considered a priority by 
Service Managers. Experiences of vicarious trauma, stress and burnout related to the intensity and 
complexity of the work, high workloads and inadequate support and supervision was reported by 
frontline workers. According to service managers, the work required of frontline workers, coupled 
with the increasing casualisation of their roles have both contributed to staff burnout, which in turn 
exacerbates the issues around the transient nature of the workforce.  

Supporting people to navigate the mental health service system: The most common 
worry expressed by nearly half of responding frontline employees is a lack of, or inadequate, support 
for clients who are having trouble navigating the mental health service system. This is a particularly 
concerning issue, as frontline workers are frequently the on-the-ground conduit between clients and 
services, and they bear the weight of client dissatisfaction and unfavourable outcomes. 

The impact of COVID-19: Service providers reported very mixed experiences relating to the 
impact of COVID-19 on the workforce. Increase in service demands and funding lead to growth in 
staff numbers for some, whilst other saw a decrease in demand and some staff were made 
redundant.  

Work-related adjustments such as working from home, technology usage, mask wearing, and 
workload fluctuations increased stress, anxiety, and fatigue levels of the workforce. Professional 
isolation, lack of interactions with, and support from, colleagues, and concerns about COVID-19 
impacted on the mental and social wellbeing of staff. Some workers reported setbacks in their own 
mental health recovery journey during this period. 

Despite the issues and challenges reported, 96% of service managers and 90% of frontline workers 
would recommend a career within the community mental health and wellbeing sector. 98% of 
service managers, and 93% of frontline workers reported that they have no plans to leave the sector.  

 

Recommended actions: The Project has provided a snapshot of the profile of the Queensland 
community mental health and wellbeing workforce and highlighted the significant number of 
workforce challenges being experienced by the sector. These issues are not unique to Queensland 
and most have existed in our sector for many years. Some issues have become more prominent with 
the introduction of the NDIS and the accompanying increase in people working in the sector. 
Resolving the issues identified will not be a simple process.  Action at the Commonwealth, State, 
service provider and worker level, involving funding, education, and employment institutions is 
required.  

QAMH has identified some actions below that could support the challenges identified in this report 
to be addressed. These actions were discussed and workshopped at the Project Launch Event on 23 
June 2021. Attendees rated workforce challenges as “very important” and “critical” to solve now and 
agreed that there were feasible solutions available to address them. We look forward to 
collaborating further with our member organisations to prioritise and facilitate these actions. 
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Continue to advocate for funding models and contracts that: 

• are longer in term (5 years) 

• allow for the fair remuneration of the qualified workforce  

• include the realistic costs associated with recruitment and onboarding of staff 

• include adequate costs associated with staff training and supervision 

• include costs to evaluate / demonstrate effectiveness of services 

• enable services to be provided to people early in episode 

• consider the specific needs of community managed organisation’s (CMOs) operating in 
rural and remote areas and additional costs to provide all the above 

 

Recruitment and retention  

• Promotion of the sector as a career of choice: identify opportunities to promote the 
community mental health and wellbeing sector to secondary school students, 
undergraduates, graduates, and the existing workforce, as an attractive career of choice. 

• Challenge stigma and focus on values alignment in promotional activities.  

• Explore innovative recruitment and retention approaches further – consider remote 
supervision, joint appointments, collaborative recruitment, and training. 

• Continue to work with CSIA to refine the job matching platform, supporting it’s 
applicability to the community mental health sector and promoting its value.   

 

Qualifications, skill sets and career pathways  

• Ensure there are no barriers to accessing entry level qualifications – e.g., Certificate IV 
Mental Health and Certificate IV in Mental Health Peer Work and explore options to 
overcome these barriers where they exist.  

• Support the ongoing review of vocational qualifications (Cert IV Mental Health, Cert IV 
Mental Health Peer Work) to ensure they best equip the workforce to perform their 
roles. 

• Define the role and skillsets of the workforce to inform the review of vocational 
qualifications and development of and further training opportunities. Explore initiatives 
to enhance capability of service providers to offer quality placement opportunities which 
will support the transition of knowledge into practice. 
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Training 

          Lead sector-wide training initiatives to enhance workforce practice in identified areas of    
need: 

• Entry level skills – Mental illness, recovery practice, professional boundaries, NDIS and 
psychosocial supports. 

• Professional development (PD) – Trauma informed care, responding to complex and co-
existing needs, managing risks, crisis management, provision of culturally appropriate 
services. 

•  Leadership and management training – to support career progression pathways. 
Training delivery modes to include face to face and online webinar sessions. 

 

Staff wellbeing 

Explore sector wide approaches to supporting staff wellbeing. 
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Section 1: Background 
1.1 The community mental health and wellbeing sector  
Community mental health and wellbeing services are crucial in supporting people with mental illness 
to remain active and connected within their family and community (Department of Health, 2019). 
Instead of focusing on the symptoms of mental illness alone, these services adopt a holistic approach 
to facilitate recovery (Jacob, 2015).  

Community mental health and wellbeing services:  
• Support an individual’s emotional, social, occupational, mental, and spiritual needs 
• Value the individual’s strengths, capacities, aspirations, and goals 
• Recognise the individual’s rights 
• Recognise the individual’s lead role in their recovery process 
• Acknowledge the value of the community and highlight the contribution of families, social 

networks, communities, and organisations that surround people with mental illness (Community 
Mental Health Australia, 2012; Queensland Health, 2015; Thornicroft, 2016) 
Are “best placed to provide essential links for people into the community and between services” 
(Commonwealth of Australia, 2006, p.288). 
 

There is a growing consensus that services should be in the forefront of communities, connected with 
primary care, where possible, and practically amalgamated with hospital-based services if appropriate 
(Rosen et al., 2010). These services are vital for the recovery of people with mental illness (Community 
Mental Health Australia, 2012). The World Health Organization (2003) and the Productivity 
Commission (2020) highlight the importance of these services as an alternative to hospital-based care. 
From a user perspective, these services provide supports to facilitate good mental health within the 
community (Queensland Health, 2015). Some individuals may benefit from frequent contact and 
outreach during certain periods in their lives while requiring relatively low levels of support at other 
times. From a sector perspective, community mental health and wellbeing services are flexible, 
relatively cost effective and essential to mental health prevention and recovery (Department of Health, 
2013). They are distinct from clinical mental health services, alcohol and other drugs services, and 
other health and community sectors. Many service providers support people with mental illness 
indirectly through services such as homelessness support, children, youth and family support, alcohol 
and drug support, employment services, and other health and wellbeing services (Community Mental 
Health Australia, 2012). These ancillary services support individuals to manage their self-care, improve 
social and relationship skills and achieve a better quality of life (Thornicroft et al., 2016. Wyngaerden, 
2018). From a user perspective, these services provide supports to facilitate good mental health within 
the community (Queensland Health, 2015). Some individuals may benefit from frequent contact and 
outreach during certain periods in their lives while requiring relatively low levels of support at other 
times. 

In Australia, community mental health and wellbeing supports, and services are mostly delivered by 
non-government community managed organisations (CMOs) (Siskind et al., 2012). These services may 
be provided to individuals or as group programs in the forms of prevention, early intervention, 
rehabilitation, and psychosocial support in a community setting.  
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1.2 Changes impacting the sector  
Recent reforms and occurrences have presented both challenges and opportunities for the community 
mental health and wellbeing sector (Victoria State Government, n.d). The National Disability Insurance 
Scheme (NDIS), introduced in July 2016, transformed the delivery of mental health support services on 
a national level (Resika et al., 2019). Whilst many people have received life changing supports through 
the scheme, it has posed specific challenges for the mental health sector and those seeking 
“Psychosocial Disability” supports.  Changes to funding has had negative impacts for workers in terms 
of their job security and stability, role and workload, and understanding of the NDIS (Cleary et al., 2020; 
Resika et al., 2019).  

As highlighted by the Queensland Mental Health Commission, every part of the community mental 
health sector’s business has been impacted by the NDIS (Queensland Mental Health Commission, 
2017). Many CMOs have re-structured their financial and human resources (HR), and customer 
relationships, to comply with NDIS requirements. 
 
1.3 Limited knowledge regarding the community mental health and wellbeing 
sector workforce in Queensland 
A thorough understanding of the current landscape and trends of the community mental health 
workforce is vital to identify existing issues, plan for challenges and harness future opportunities. The 
current limitations on the knowledge of the community mental health and wellbeing sector in 
Queensland creates difficulties in addressing issues, strategic planning, particularly for the workforce.  

The effectiveness of the workforce relies on the number, skills, cultural capability, and availability of 
workers and how these match the needs of the clients, both geographically and professionally. 
(Community Mental Health Australia, 2015). The Productivity Commission has also acknowledged the 
difficulty in encapsulating the role of a community mental health and wellbeing worker (Productivity 
Commission, 2020).  

On a national level, there is a significant gap in knowledge on the community mental health workforce, 
with no research undertaken to document the status of the sector across Australia. On a jurisdictional 
level, several states have conducted research into the community mental health and wellbeing 
workforce. 
• NSW gained an understanding of the size, and context of the workforce. The state has also 

explored the feasibility of enhanced data collection for CMOs in NSW (Ridoutt and Cowles, 2019).  
• Victoria analysed the community support service workforce and service providers in the context 

of the NDIS (Resika et al., 2019). 
• Western Australia examined the size, and role of the workforce to identify future needs and 

issues in the community mental health sector (Western Australia Association for Mental Health, 
2017).  
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Section 2: Methods 
2.1 Project aims 
The aims of the Community Mental Health Workforce Project (the Project) are to: 
• Develop a profile of the community mental health and wellbeing workforce in Queensland.  
• Identify existing issues, challenges, and opportunities for the workforce. 
• Identify the likely and desirable future needs of the workforce. 
• Identify the changing needs of the workforce due to the coronavirus disease of 2019 (COVID-19). 
• Identify the key roles, skill sets and associated career pathways. 
• Develop an action plan for the workforce. 

 
2.2 Project scope 
The Project scope includes: 
• The community mental health and wellbeing workforce whose primary role involves the provision 

of non-clinical psychosocial support and services to those living with mental illness in Queensland. 
• Consultation and surveys conducted primarily with members of QAMH. 

− To ensure the Project captures a representative profile of the sector, service providers that were 
not QAMH members may be consulted where they provide supports to a unique population group 
or rural and remote regions of Queensland. 

• Community mental health and wellbeing sector representatives. 
 
 
2.3 Project design 
The Project design consisted of separate, but interconnected, research activities. These were: 
 

Data 
collection 

Project Reference 
Group

Consultative 
forums

Service managers, 
key 

representatives

Online 
surveys/one-on-
one interviews

Service 
managers

Frontline 
workers

HR manager

Desktop scan
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2.4 Project Reference Group 
A Project Reference Group was established to guide the Project and included key representatives from 
community mental health service providers and the wider industry. Coupled with the desktop scan, 
the Project Reference Group provided input to consultation and survey questions. The Project 
Reference Group met via teleconference to discuss and plan the Project methodology, Project findings 
and recommendation.  
 
The role of the Reference Group was to: 
• Provide guidance, advice, direction, and networking suggestions from the perspective of their 

organisation.  
• Ensure that the views and interests of the community mental health and wellbeing sector are 

represented.  
• Provide access to relevant support from their organisation to meet Project objectives. 
• Be reasonably available to attend all meetings and project-related workshops or sending a proxy 

representative if unavailable. 

Members of the Project Reference Group included representatives from: 
• Community Services Industry Alliance Limited 
• Canefields Clubhouse Beenleigh Inc.  
• CheckUP 
• Drug ARM 
• The Junction Clubhouse Cairns Limited 
• Mind Blank Ltd 
• NEAMI Limited 
• North And West Remote Health Limited 
• Queensland Program of Assistance to Survivors of Torture and Trauma Limited  
• Stride Mental Health Limited 
• Peer support worker representative 
• Consumer representative 

2.5 Desktop scan 
A desktop scan was conducted using key pieces of literature from across Australia including research 
undertaken by state and territory community mental health and wellbeing peak bodies, academic 
literature, and information publicly available. The purpose of the desktop scan was to map the existing 
and emerging needs of the community mental health and wellbeing workforce. Findings from this scan 
informed the structure and focus of the consultations and surveys with the sector.  The key search 
terms included: 
 

Community mental health, or Workforce and 
Mental health Development 
Wellbeing Framework 
 Gaps 
 Training 
 Needs 
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2.6 Sample population 
To map the status of the community mental health and wellbeing workforce, a range of perspectives 
were sought from the sector. Each target group was consulted with a unique set of questions to 
provide insights into the workforce from the unique perspective of their roles.  
The target groups for the Project are: 
• Service managers 
• Frontline workers 
• HR managers  

For the purposes of this Project, over 40 service provider organisations were consulted with. They 
varied greatly in terms of size, and geography, to get as wide and accurate a snapshot from the sector 
within Queensland as possible.  
 
2.7 Survey design 
Three sets of questions were developed to collect data specific to the target groups. Informed by the 
Desktop Scan (Section 3). The questions were developed in consultation with the Project Reference 
Group.  
 
2.8 Consultation  
Consultations with service managers, frontline workers, and HR managers across Queensland occurred 
through one-on-one interviews and two focus groups between 9 December 2020 and 31 March 2021.  

Service managers 
Service managers participated in the Project through focus groups, one-on-one interviews, or via an 
online survey. Service managers were asked to distribute the surveys to the frontline workers and HR 
managers within their organisations.  

A uniform set of questions was developed with a focus on the following areas of interest: 
• Composition of the workforce 
• Type of services delivered 
• Perceived challenges facing the workforce 
• Staff recruitment and retention 
• Desirable qualifications/skills and personality attributes of workers 
• Education and training priorities and gaps 
• Career pathways of workers 
• Peer support workers (if relevant) 
• Impacts of COVID-19 and implementation of NDIS (if relevant) 
• Service delivery and support to specific population groups 
• Satisfaction in the sector and work 

Frontline workers 
Consultations with frontline workers in the community mental health and wellbeing sector were 
conducted via an online survey. Service managers were asked to send the online survey to relevant 
frontline workers to obtain a perspective of the workforce from those working on the ground. The 
questions posed to frontline workers examined: 
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• Qualifications 
• Education and training priorities and gaps 
• Perceived challenges facing the community mental health and wellbeing workforce 
• Career pathway 
• Impacts of COVID-19 and implementation of NDIS (if relevant) 
• Satisfaction in the sector and work 

HR managers 
Consultations with HR managers were conducted via an online survey. The questions for HR managers 
aimed to collect demographic data of the staff in the service provider organisation. The questions 
included: 
• Role types 
• Qualifications 
• Employment status 
• Staff recruitment and retention information 

2.9 Data analysis 
A thematic, content analysis approach was used for data analysis. Thematic analysis was a valuable 
way to summarise, describe and examine the perspectives of the different participant groups to 
highlight similarities and differences, and to generate unanticipated insights. Responses for 
quantitative questions on workforce demographics were used to provide an understanding of the size, 
and staff information, of participating organisations.  

QSR NVivo, a qualitative data analysis software, was used to identify and describe common themes, 
and differences across service provider organisations (QSR International, 2020). Data from each 
qualitative question was uploaded into NVivo from Survey Monkey and coded thematically. Coding 
was the assignment of units of meaning to descriptive of inferential research information.  Codes 
(themes) were assigned to blocks of words, phrases or sentences and were then combined to realise 
the thematic connection between them.  
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Section 3: Desktop scan   
3.1 Challenges of the workforce 
Data regarding the Queensland community mental health and wellbeing workforce is limited and 
dated. The Productivity Commission Mental Health Inquiry Report acknowledges a lack of systematic 
data collection on the community mental health and wellbeing workforce. The lack of understanding 
about the workforce hinders workforce planning (Productivity Commission, 2020).  

There is a lack of data regarding the size and composition of the community mental health and 
wellbeing workforce on both a national and state level. Numerous sources anticipate growth in the 
sector and thus, suggest the need to increase in size and diversity skills to meet service demands 
(Community Mental Health Australia, 2012). Data from the last decade provides a picture of what the 
workforce was like and allows comparisons to be made to the current sector. National estimates from 
2011 suggested that the community mental health workforce was predominantly female with an 
average age of 42 years old. The research also found that 43% of participants in the sector held a 
bachelor’s degree or higher tertiary qualification while 33% of participants held a mental health-
specific qualification (Certificate IV in Mental Health makes up for almost 30% of those with a mental 
health qualification) (Health Workforce Australia, 2011). A separate 2012 research paper estimated 
that there needs to be 53.2 full time equivalent community mental health and wellbeing support 
workers per 100,000 people in Queensland to meet the service needs (Siskind et al., 2012). Without 
an understanding of the actual number of workers in the current workforce, it is difficult to determine 
if the needs of Queenslanders are being met. 

Limited research, coupled with anecdotal accounts, indicates that the workforce currently experiences 
a range of internal and external pressures. The challenges facing the community mental health and 
wellbeing workforce identified through a desktop scan of current literature is summarised below. 

3.2  Composition of the workforce 
It is difficult to accurately discern the number, composition, and characteristics of workers in the 
sector (Productivity Commission, 2020). Relevant data is dated. A review published in 2015 indicated 
that the majority of the community mental health workforce were female, and over the age of 45. A 
large portion (40%) of the workforce had less than two years’ experience in the sector, with 30% 
considering leaving the sector in the next 12 months (Foreman et al., 2015). 

• There is also a lack of reliable data regarding the services provided and resources required by the 
workforce (Department of Health, 2013; Health Workforce Australia, 2011; Wyngaerden, 2018). 
The challenge to “encapsulate the role of a community mental health and support workers” has 
been acknowledged by the Productivity Commission (2020, p. 735) The deficit of such data makes 
assessing the level and nature of skills shortage difficult and hinders workforce planning and 
development of evidence-based workforce policy (Health Workforce Australia, 2011).  

 
• The Productivity Commission highlighted the difficulty in the quantification and description, and 

assessment of the extent of formal qualifications, of the community mental health and wellbeing 
workforce (Productivity Commission, 2020). This is largely attributed to the lack of consolidated 
source of data held by the state or Commonwealth governments or in public or private repositories, 
and no data has been collected at a sufficiently detailed level (Productivity Commission, 2020; State 
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of Victoria, 2021). The lack of this information hinders the sector’s ability to identify potential and 
actual skill gaps and inform education recommendations and job redesign (National Mental 
Workforce Planning and Research Collaboration, 2011). 
 

• Data regarding the level, and recognition, of training and entry requirements of the community 
mental health and wellbeing workforce remains scarce and anecdotal. A 2019 research on the NSW 
community mental health and wellbeing sector showed that workers ranged from those with no 
qualifications to those with undergraduate degrees (Ridoutt et al., 2019).  No up-to-date data exists 
for the Queensland community mental health and wellbeing workforce. The Social, Community, 
Home Care and Disability Services Industry Award (SCHADS Award) 2010 is commonly used to 
articulate an employee’s job classification, characteristics, responsibilities, and requirements (Fair 
Work Commission, 2021).  

 

3.3  Staff turnover and casualisation 
• The literature indicated that the community mental health and wellbeing sector has a particularly 

high staff turnover rate, particularly in rural and regional settings (Cleary et al., 2020; Productivity 
Commission, 2020). Short-term government contracts and funding cycles create a climate of 
constant uncertainty and change for service providers, thus hindering their ability to offer 
permanent/long-term contracts (Productivity Commission, 2020). Service providers have cited 
difficulties in staff recruitment and retention due to the inability to provide job security, leading to 
high staff turnover. Short-term funding cycles and contracts also negatively impacts service 
providers’ ability to provide services and sustain continued care for, and stable relationships with, 
people with mental illness (Productivity Commission, 2020).  
 

• This attrition of the workforce has been attributed to job uncertainty posed the NDIS and short-
term government contracts and funding cycles (Productivity Commission, 2020). Other factors 
contributing include low remuneration (compared to the public and private sectors), limited 
training opportunities and career advancement for workers (Cleary et al., 2020). The loss of workers 
from the sector leads to lower skill and experience levels across the psychosocial support workforce 
and increasing waiting times and lower quality of care for clients (Community Mental Health 
Australia, 2018; Productivity Commission, 2020).  
 

• The sector has seen an increase in casual workers (Community Mental Health Australia, 2015; 
Ridoutt et al., 2019). The casualisation of the workforce poses an employment concern for staff 
recruitment and retention. Such short-term employment commitment causes uncertainty and is a 
barrier to staff development and education (Community Mental Health Australia, 2015). A 2019 
NSW research showed that the almost half the workforce was employed on a temporary contract 
or casual basis (Ridoutt et al., 2019). Information on the workforce in Queensland appears lacking. 
Given that nearly half of the Queensland NDIS workforce are casual workers (49.4%), this may 
provide an inference to the employment status of the community mental health and wellbeing 
workforce (Workability QLD, 2018).  

 

3.4  Peer support workers 
Peer support workers are considered uniquely suited to working with people with mental illness 
(Sidlauskas, 2017). Able to provide emotional and social support to others with a common experience, 
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they represent a formative group of workers, and are deemed fundamental in the delivery of recovery-
focused mental health services (Northern Territory Mental Health Coalition, 2019). For peer workers, 
roles and areas of responsibility can often be fluid. Peer workers have reported significant differences 
between their professional identity, the job description given at the interview, and the reality of their 
day-to-day responsibilities (Health Workforce Australia, 2014). 
 
• Peer support workers are often under-recognised and under-utilised in the sector. Struggles with 

identity construction, and cultural impediment have been cited as factors undervaluing the 
importance of peer support workers (Health Workforce Australia, 2014; Vandewalle et al., 2016). 
In an organisation or healthcare setting, peer support workers are excluded and unappreciated due 
to a lack of understanding of lived experience work, coupled with ongoing prejudicial attitudes 
towards mental health diagnosis (Bryne et al., 2017; Jones et al., 2019; Kemp and Henderson, 2015; 
Sidlauskas, 2017).  

 
• The literature suggests that it is imperative that peer workers be provided with ongoing education 

and professional development (PD) (Bryne et al., 2017; Northern Territory Mental Health Coalition, 
2019). Inadequate support for workers, both financially and timewise, is deemed as a deterrent 
towards pursuit of relevant studies and career development pathways (Cleary, 2020). While the 
nationally accredited Certificate IV in Mental Health Peer Work is often not considered essential, 
(Bryne et al., 2017; Productivity Commission, 2020), it is commonly seen as the minimum 
qualification requirement (Queensland Health, 2019). The credibility of peer workers to their non-
peer colleagues is bolstered by holding formal qualifications (Northern Territory Mental Health 
Coalition, 2019).  

 
• Many peer support workers expressed a sense that there is limited scope for career advancement, 

describing the structure for the peer workforce as flat (Health Workforce Australia, 2014). The 
capacity to operate within a career structure that offers progression is an important part of further 
establishing this workforce (Health Workforce Australia, 2014; Northern Territory Mental Health 
Coalition, 2019). Employment circumstances and outcomes for lived experience labour are 
extremely changeable and ad hoc. While current national and state standards strongly suggest that 
lived experience work be developed further, there is currently no accountability or auditing. 
Moreover, a lack of exposure to, and knowledge of, positions might have an influence on their 
perceived worth or acceptance. Many people's working circumstances are harmed by the lack of 
an award wage, a union, or a designated peak organisation. As a result, both lived experience 
employees and organisations confront difficulties in integrating this still-developing workforce. Due 
to the stated issues, there is a demand for more formalised frameworks and formalisation of the 
lived experience workforce to guarantee fairness while yet allowing for crucial flexibility within 
particular jobs. Whilst organisations such as the Queensland Mental Health Commission have done 
work outlining frameworks and supports for lived experience workers, more work can be done in 
implementing and actioning these suggestions and ideas (Byrne et al., 2019).  

 

3.5 COVID-19 
COVID-19 has had a detrimental effect all around the world, including in Queensland. While Australia 
has largely avoided the virus's worst impacts, the effects have been pervasive, ranging from financial 
stress and loss of income to uncertainty and dread as we adjust to the "new normal”. As a result, 
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people have reported feeling more anxious, panicked, depressed, and angry (Black Dog Institute, 
2020).  

The Queensland Government implemented several limitations and social (physical) distancing 
measures in order to try and stop the spread of COVID-19. The restrictions on movement and human 
contact beyond one's close family significantly hampered one's freedom of movement. People were 
prohibited from leaving the house except for work, exercise, shopping, or medical reasons, and most 
public places, including community centres, libraries, and even hospital wards, were closed. 

Lockdown was difficult for everyone, but vulnerable populations and individuals who were already at 
risk for a variety of social and health reasons were particularly impacted by the new situation. People 
with mental health challenges in the community who rely on a variety of psychosocial supports and 
services to manage their mental health, assist their recovery, and maintain social networks in their 
communities are among these categories. To avoid or minimise the harmful impacts of a hard 
lockdown on persons who were previously known to be vulnerable, health agencies and care providers 
needed to respond quickly. As a result, all aspects of the mental health service system were obliged to 
reconsider their old patterns of care, which included drastically lowering face-to-face treatment 
delivery. To ensure continuity of assistance, services had to respond rapidly to create novel service 
models. A public health crisis stemming from increased demand for mental health services, combined 
with service delivery interruptions, necessitated a quick change of service models, forcing both service 
providers and consumers to adjust to a novel approach.  

3.6 NDIS 
The implementation of the NDIS presented significant changes and challenges for the community 
mental health and wellbeing sector in relation to its workforce, funding, service delivery, business 
model, risk management practices and service delivery (Mendoza, 2013). Prior to the NDIS, State and 
Territory governments were primarily responsible for the funding of psychosocial support services 
(Productivity Commission, 2011). In addition to funding, State and Territory governments also 
delivered and/or managed specialised mental health services that were delivered through CMOs 
(Productivity Commission, 2011). Since the NDIS, state and territory governments have transferred the 
funding of some psychosocial support to the NDIS. Most psychosocial support outside the NDIS is now 
administered by the Primary Health Networks, which commissions but does not provide psychosocial 
support (Productivity Commission, 2020). “The NDIS is designed to complement other supports, rather 
than to replace them, which involves complex interface issues that will take time to work out and could 
lead to gaps in services if governments prematurely withdraw from providing services” (Queensland 
Productivity Commission, 2020, p.32).   

The challenges and changes for the sector arising from the NDIS are summarised below: 
• The NDIS has divided the type of work delivered by the community mental health and wellbeing 

workforce to those who provide psychosocial recovery support and rehabilitation services for 
individuals, and those that provide core/basic assistance to consumers individually, or in group 
setting (Community Mental health Australia, 2018). 
 

• Workers reported changed roles and a reduced scope to perform recovery-oriented work in a 
disability model. “There is a fundamental disconnect between the psychological sector’s recovery 
focus, and the NDIS goal of managing ‘permanent and lifelong impairment” (Rosenberg et al., 
2019, p.2).  
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• The work undertaken by the NDIS has moved away from a distinctive mental health focus 

(Community Mental Health Australia, 2015). Staff have also reported concerns that the transition 
to the NDIS has had negative outcomes for people who access NDIS services resulting in  in 
increased anxiety and stress. People did not trust the NDIS due to systemic flaws and a lack of 
choice and control over support issues. These issues that arose out of the transition process gave 
rise to instances of increased friction between people accessing services and those providing the 
support. (Resika et al., 2019).  

 
• The NDIS has increased the competition between service providers, where service providers 

compete on cost, service delivery, and efficiency (Mendoza, 2013).  
 
• Service providers are under pressure to be flexible and responsive. This demand for flexibility has 

fragmented working hours and created financial and employment insecurity for staff. There is an 
increase in casual, fixed term employment.  It is common for NDIS workers to work for multiple 
service providers which has implications on the ethical practice, safety and quality of the workforce 
(e.g., restraint of trade clauses, poaching of clients) (Community Mental Health Australia, 2015).  

 
• Tension has been identified between minimum qualifications and/or skills required to undertake 

NDIS psychosocial disability service. Service providers have identified the need to increase the skills 
of the workforce originally delivering NDIS services to enable their delivery of psychosocial recover-
based practice (Community Mental Health Australia, 2015). The Mental Health Community Support 
Services job roles and classifications do not translate directly to the roles providing psychosocial 
disability support under the NDIS (Roberts and Fear, 2016).  
 

• The lowered NDIS pricing schedule limits the time and financial resources allocated for staff 
induction, training, development, supervision, collaboration, innovation, and routine 
administration. It was also difficult for providers to accurately recuperate the costs associated with 
providing reasonable and necessary levels of care as NDIS remuneration does not accurately reflect 
the different levels of complexity in clients (Community Mental health Australia, 2018).  
 

• Service providers reported increased administration and costs associated with NDIS reporting, 
compliance, and data collection. Onerous reporting and contract administration is an issue if the 
organisation obtains funding from various streams and must fulfil numerous compliance 
requirements (Productivity Commission, 2020). The increased administration, and less recovery-
focused service delivery, further exacerbates the loss of skilled and experienced staff (Community 
Mental health Australia, 2018). 

 
• The NDIS stipulates the range of professionals who can provide NDIS support and coordination of 

supports (e.g., disability support worker, including mental Health worker, mental health peer 
worker) (Sidlauskas, 2017). This creates the opportunity for someone with disability qualifications, 
but no relevant understanding or experience in psychosocial disability or recovery to deliver 
services under the NDIS for people with psychosocial disability.  

 
• The majority of organisations have committed to recruit workers with a Certificate IV in Mental 

Health, Certificate IV in Mental Health Peer Work (or equivalent) as a minimum standard to work 
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in the NDIS. This reflects the sector’s determination to ensure the skills of the workforce. However, 
under the NDIS service providers cite difficulty in finding staff with the right skills for the role. Many 
organisations have been recruiting staff with no qualifications due to insufficient availability in the 
labour market of workers with Certificate IV or higher or had to recruit workers with lower skill sets. 
Service providers also reported having to move away from minimum workforce qualifications 
since they cannot afford to pay the salaries required to attract and retain a skilled workforce 
(Community Mental Health Australia, 2015). 

 
• From a frontline worker’s perspective, numerous reports reported lower pay rates, job insecurity, 

low staff morale, feeling of inadequacy/ineffectiveness, higher workload, and heighted anxiety, 
stress, dissatisfaction, and emotional load following the implementation of the NDIS. (Community 
Mental Health Australia, 2015; Resika et al., 2019). 

 
 

3.7 Vulnerable population groups 
The community mental health and wellbeing workforce provides services and support to people from 
all diverse backgrounds. This includes Aboriginal and Torres Strait Islanders, people from culturally and 
linguistically diverse (CALD) backgrounds, young people, LGBTIQ+ individuals, and those residing in 
rural, remote, and very remote parts of Queensland. The current scan indicates that there are 
significant gaps in knowledge on the community mental health and wellbeing workforce in relation to 
the challenges and issues encountered when supporting these population groups. Literature is 
abundant on the key issues and barriers faced by mental health professionals when providing services 
to population groups (Queensland Health, 2016; Cleary et al., 2020) but there is limited data regarding 
any specific challenges faced by community mental health and wellbeing workers who support and 
provide services to them. 
 
The desktop scan complements the understanding that there are significant gaps in knowledge on 
the Queensland community mental health and wellbeing workforce in relation to the definition, 
composition, and qualification of the workforce.  
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Section 4: Findings 
4.1 Participant demographics 
A total of 50 service managers from 43 service providers, 121 frontline workers and 14 HR 
managers/equivalent were consulted in this Project.  For service managers, consultations were 
conducted via two focus groups, 44 teleconsultations and one face-to-face interview. Two service 
managers completed the online survey independently. Collectively named service managers, this 
group of participants consisted of chief executive officers, directors, team leaders and programs 
managers.  

Service managers and organisations 
The 50 service managers surveyed represent a good coverage of organisations across the state (Figure 
1). Over half of the service managers consulted represent organisations that deliver services in Metro 
South and Metro North. 52% of service managers reported that their organisation delivers community 
mental health and wellbeing services to rural, remote and/or very remote regions of Queensland. 

 

Figure 1.  Regions in Queensland serviced by the service providers (organisations) that the service managers represented. 
Note, service providers may operate in more than one region of Queensland. 

Over half of the organisations consulted (57%) provide mental health services and support as their 
primary function. The service managers come from organisations ranging in size – just over half of 
those (52%) worked in large organisations that employ over 100 staff and have the ratio of one 
manager to over 15 staff members (38%). Over 50% of service managers indicated that managers in 
their organisation manage over 10 staff.  
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Participating organisations provide a range of mental health services (see Figure 2 below). Support 
(group or individual), suicide prevention, counselling (group or individual), suicide prevention, 
accommodation support, homelessness support, alcohol and other drug support were the most cited 
services provided. Peer support services were provided by 39% of organisations interviewed.  

 
Figure 2. The types of service provided by participating organisations. 

 
Details of frontline workers 
Women represented over 70% of the surveyed frontline workers. The age distribution was skewed 
towards an older age profile in which 60% of the frontline worker participants were over 40 years old. 
Many workers have not worked long in the sector - 55% of participants have worked less than five 
years and 21% 6-10 years in the sector. 63% of frontline workers were employed on a permanent basis 
(full-time or part-time), 21% indicated they were on a full or part time contract, and 14% were 
employed on a casual basis.  

Employment Status Number Percentage (%)  
Permanent full time 45 37% 
Permanent part time 31 26% 
Contract full time 15 12% 
Contract part time 11 9% 
Casual 17 14% 
Other 2 2 

Table 1. Employment status of frontline workers 

Most frontline workers surveyed had job titles of mental health support workers, recovery support 
workers and support coordinators/facilitators. 20% of workers indicated that their position is a 
designated lived experience role. Mental health support (group or individual), counselling (group or 
individual), accommodation support and alcohol and other drugs support were the most common 
services provided by frontline workers, followed by peer, employment, suicide, and homeless support.  
The frontline workers surveyed came from all parts of Queensland - over 60% of the frontline workers 
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who responded work in Brisbane (Metro South and Metro North), followed by the Darling Downs and 
West Moreton regions (see Figure 3).     

 
Figure 3. Regions in Queensland frontline workers represent. 

Backgrounds  
Most service managers surveyed indicated that their organisation has an inclusive workforce and 
employ individuals from diverse backgrounds, including:  
• People from CALD backgrounds 
• Aboriginal and Torres Strait Islander 
• Lived experience 
• Carers with lived experience 
• LGBTIQ+ 
It should be noted that the employment of individuals from the above backgrounds were estimates 
from service managers. Many indicated that it was hard to know this information accurately as many 
employees did not disclose their ethnicity, lived experience or sexual preference. This concurs with 
data from frontline workers. In total, 6% of participants identified as Aboriginal and Torres Strait 
Islander and 17% were individuals from a CALD background.  

Qualifications 
Frontline workers surveyed held a breadth of qualifications, ranging from Certificate II to masters’ 
degrees.  
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Table 2. Qualifications held by frontline workers 1 

 

Workforce data from HR managers/equivalent 
A total of 14 HR managers/equivalent completed the HR survey. Although HR managers reported data 
from a total of 1,103 employees, low response rates to questions as well as reported “estimates” and 
“averages” meant that the data was not able to be collated and interpreted accurately. Estimates from 
HR managers indicated that there are more female staff in the workforce than males, with over 80% 
of the workforce aged over 35 years old. It was clear that the number of staff employed, and their 
employment status, differed greatly amongst the organisations. Responses indicated that less than 
20% of the workforce were employed on casual contracts, with the remaining staff working in either 
full or part time roles.  

There was an insufficient number of responses to questions related to staff qualifications and award 
levels to include or interpret any data.  

4.2 Workforce challenges 
Service managers were first asked to identify key challenges affecting the community mental health 
and wellbeing workforce, and these were subsequently grouped into key themes. The key themes are 
listed below. 

 
1 Please note, some participants had more than one level of qualification. This data represents 114 responses.  

Level of qualification %1 Examples of qualification 
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No qualification 4% -  
Certificate II 1% Certificate II in Business  
Certificate III 10% Certificate III in Individual Support (Disability and Ageing), 

Certificate III in Community Services 
Certificate IV 18% Certificate IV in Mental Health, Certificate IV in Mental 

Health Peer Work 
Diploma 25% Diploma of Community Services (Alcohol, other drugs and 

mental health) 
Advanced Diploma 6% Advanced Diploma of Community Services Management, 

Advanced Diploma of Family Therapy 
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Bachelor  33% Bachelor of Occupational Therapy, Bachelor of Psychology, 
Bachelor of Behavioural Science (Psychology), Bachelor of 
Social Work, Bachelor of Counselling  

Bachelor Honours Degree  8% Bachelor of Psychology (Honours), Bachelor of Social Work 
(Honours) 

Graduate Certificate 7% Graduate Certificate in Alcohol and Other Drugs, Graduate 
Certificate of Therapeutic Child Play 

Graduate Diploma 7% Graduate Diploma of Counselling, Graduate Diploma of 
Psychology 

Masters 19% Master of Social Work, Master of Counselling 
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Key challenges identified by services managers 
Training  
Access to, and cost of relevant (and ongoing) training was identified as a key challenge for the 
workforce. Some service managers highlighted organisations lack time, resources (e.g., limited staff) 
and budget to support staff to complete further training. For services in rural and remote regions, the 
abovementioned barriers to training were further exacerbated where face-to-face training is often 
unavailable.  

With access to appropriate training identified as a clear challenge, many service managers also 
highlighted concerns that the current workforce has training gaps in relation to providing mental 
health specific supports and services, including recovery-oriented practice.  One service manager 
suggested the training available is too “dated” to adequately equip staff to perform their work 
functions. This was echoed by other participants. For example, some service managers reported the 
workforce lacked knowledge and education on recovery orientated practice in mental health. While 
other service managers highlighted current education and training lacks focus on professional 
boundaries.    

Difficulty in recruiting and retaining qualified and experienced staff 
A shortage in qualified and experienced staff is also an issue raised. The shortage is further intensified 
by competition for qualified staff between service providers and staff attrition to government or 
private sectors due to more attractive work conditions and benefits. While there may not be a lack of 
candidates applying for jobs, the recruitment and retention of qualified staff with the relevant 
experience is a challenge in both metropolitan and rural areas – although this issue is more significant 
in rural areas due to a smaller candidate pool and professional isolation. Service managers also noted 
that there is also a disproportionate over-representation of female staff in the sector. 

The workforce contains a large number of casual staff due to the current funding paradigm of the 
sector. Many service providers are unable to offer permanent roles to staff. This lack of job security 
has created a workforce that is highly mobile and transient. 

Supporting staff wellbeing 
Staff wellbeing and mental health are also highlighted in relation to frontline workers’ welfare. 
Vicarious trauma, stress and staff burnout have been associated with the high load and 
intensity and complexity of the work performed by frontline workers.  

“Need to have training delivered in rural areas (i.e., not send staff to external locations).” 
[Comment from frontline worker] 
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Key challenges identified by frontline workers 
Difficulty in supporting clients to navigate the mental health service system  
Nearly half of frontline workers surveyed expressed concerns and frustrations about the mental health 
system in general. For example, their clients often do not receive the services they need due to lack of 
funding, long wait times for services and insufficient community resources (e.g., transport). Some 
frontline workers also reported difficulty in supporting clients to navigate the mental health sector and 
had limited appropriate referral pathways (e.g., limited awareness of services available, particularly 
for CALD communities). 

 
Work related stress 
Almost all frontline workers indicated they experienced work-related stress. This was due to a range 
of reasons including high workloads, under-resourcing in the sector, the challenges of working with 
clients with complex issues and co-morbidities and dealing with trauma. Many frontline workers 
highlighted juggling a heavy workload, combined with struggles to meet productivity requirements, 
impacted on their stress level and ability to maintain a healthy work life balance. This issue directly 
relates to the references to burnout and vicarious trauma. The demanding nature of the work and 
complex presentation of clients was reported to have caused vicarious trauma in some staff.  

 
Management support  

Several respondents referred to poor management and organisational constraints, lack of support and 
loneliness exacerbated by a disconnect between management focussed on achieving KPIs and frontline 
workers providing support coordination under pressure as factors contributing to stress, exhaustion, 
and burnout.  

The lack of funding for services and supports, staff shortages, and the lack of employment security are 
also considered challenges facing frontline workers. 
 

“The need is so huge; our service and other services can only touch the tip of the iceberg.” 
[Comment from frontline worker]  

“Our caseloads are 50% higher working under the NDIS support coordination than what we 
worked with under the old PHaMs or PIR funding models.” 

[Comment from frontline worker]  
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Staff recruitment and retention 
Service managers were asked about challenges specific to staff recruitment and retention. The 
shortage of available and appropriate applicants for positions in the sector was reported as the top 
concern by respondents. This shortage encompasses workers who do not have the required 
qualifications and those who are deemed not to have sufficient/adequate experiences to work in the 
sector. The lack of staff with qualification in, or training/experiences specific to, mental health in the 
sector is a particular concern. The loss of staff to the government or private sectors, worsen staff 
shortage and augments recruitment challenges. In regional areas, social and professional isolation, less 
favourable work conditions, travel and personal circumstances further exacerbate the worker shortage 
compared to metropolitan areas. Service managers also reported difficulty in recruiting male staff. 

The shortage of staff exacerbates the recruitment burden for service providers. The administration, 
labour and cost associated with recruitment and onboarding are significant and impact on the 
business’ bottom line and resource availability. Competition for qualified and experienced staff 
amongst service providers is common in the sector. Employers are often forced to accept those with 
less desirable skills and attributes.  

Most organisations do not have a preferred or specific training body from which to recruit candidates. 
However, universities and Registered Training Organisations (RTOs) are named as training bodies from 
which candidates were often recruited from. 

In lieu of qualified, trained and/or experienced staff, many service managers indicate that their 
organisation provides training opportunities to upskill staff, or encourages and supports them to 
undertake the relevant training to gain necessary qualification. The need to provide training for staff 
further adds to recruitment costs.  

Many service providers promote their organisational values and offer an attractive work environment, 
benefits, and arrangements to attract and retain workers as ways to overcome staff shortage and 
promote recruitment. 

Required and desired qualifications and skill sets  
Service managers highlighted a range of desired or required qualifications, skills and experiences when 
recruiting staff. Vocational and university qualifications listed in their responses were similar to many 
qualifications possessed by frontline workers. An understanding of mental health and recovery or 
strength-based and/or person-centred practice, lived experience and experience working in the 
mental health sector are sought after skills and experiences, respectively. Specialised work experience 
in staff is highly sought after and reflects the niche nature of the work or the specific cultural groups 
to be supported.  
 
Having the appropriate and relevant skills, experiences and personal attributes is vital to the success 
of any employee. However, employers look for many qualities in a worker, beyond the technical 
capacity to complete the required tasks. Both service managers and frontline staff were asked to list 
skills they deemed relevant or desirable for a frontline worker. General skills, such as good 
interpersonal and communication skills, are valued by service managers. Cultural understanding and 
peer support skills are also mentioned. Frontline workers listed universal employable skills - good 
communication skills, organisation, problem solving abilities etc. Knowledge regarding mental health, 
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strength-based recovery-oriented practice, local service availability, cultural competency and crisis 
management are also highly rated.  

In relation to personal attributes, service managers place importance on good work ethics when 
recruiting staff. Desirable personality attributes included empathy, compassion, kindness. Service 
managers indicate that they often hire staff without the required or desired qualification if the 
candidates appeared to be a “good fit” for their team/organisation and have the necessary personality 
attributes/traits. Desirable traits, such as common sense, resourcefulness, respect, resilience, and 
flexibility further illustrate those employers are seeking an all-round employee with positive 
personality attributes.  

The ability to connect with others is ranked as the most essential personal attribute by frontline staff. 
Having a non-judgemental attitude, and the ability to build relationships and rapport through good 
interpersonal skills and friendly demeanour, are also key to forming a successful connection. Lived 
experience further allows the worker to use his/her own insights and experiences to best help those 
with mental illness. Personal resilience and calmness are also deemed relevant due to the demanding 
and complex nature of a frontline worker’s job.  

A diverse workforce is an important asset to an organisation as it brings together the cultures, 
strengths, knowledge, skills, and potential of each employee. Most service managers and frontline 
workers believe that their workplace is a culturally safe environment. Service managers reported 
numerous ways in which their organisation promoted diversity in staff recruitment. To ensure a diverse 
workforce, many service providers adopt a range of approaches to urge people from diverse 
backgrounds to apply for jobs. These include: 
• Having an equal employment opportunity recruitment approach.  
• Adoption of novel ways to promote job opportunities.  
• Development of specific recruitment strategies and plans to attract more Indigenous workers. 
• Optimising wordings in job adverts and position descriptions to: 

− Encourage male candidates to apply. 
− Encourage and target people from various backgrounds to apply (e.g., CALD individuals, 

Aboriginal and Torres Strait Islanders, LGBTIQ+ people, people with certain experiences). 
− Ensure that candidates had a clear understanding of the requirements and duties of the 

advertised position. 
• Ensuring that the workplace is a culturally inclusive workplace. 

The need to recruit Aboriginal and Torres Islander workers, or workers with specific experience 
working with unique population groups (e.g., LGBTIQ+ individuals) is a common theme amongst service 
managers who report that it is often difficult to recruit such workers.  

Multiple approaches are used to facilitate a mentally healthy workplace. Most service managers and 
frontline workers indicate that their organisation have internal structure in place to ensure and 
promote the mental wellbeing of staff through the provision and availability of: 
• An employee assistance program to provide confidential counselling support and advice to staff 

when needed.  
• Open-door policy to enable staff to have conversations with their managers. 
• Regular internal and/or external supervision to provide opportunities for staff to discuss the skill 

development, strengths, challenges, and professional enhancement. 
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• PD opportunities to encourage learning and boost self-confidence. 
• Use of reflective practices to encourage continual learning. 
• Regular team meetings to allow staff to de-brief, discuss work-related challenges and to share 

experiences with other colleagues. 
• Self-care and mental wellbeing training to learn methods to stay mentally healthy, and ways to 

support wellness. 
• Team-building exercises to foster cohesion amongst staff members. 
• Flexible work arrangements and extra leave entitlements to optimise staff work life balance, 

increase productivity, and to increase moral and job satisfaction in the workforce. 
 
Training and education 
Despite the majority of the workforce having formal qualifications, 65% of service managers 
interviewed do not believe that the current education/training courses available are adequately 
training the workforce. This contrasts with frontline workers surveyed, of whom 81% believe that their 
training has adequately prepared them for their role. 

Almost half of the service managers suggest that current education/training courses are “heavily 
theory-based” with limited practical training and supervision.  Some service managers believe that the 
lack of structured placement opportunities in the courses has produced workers who lack the tacit 
knowledge and practical experience/skills to perform the required work. Incorporation of more 
placement and supervision hours into the curriculum is highlighted as a necessary solution to ensure 
that graduates are equipped to deliver competent services to clients with confidence and 
effectiveness.  

Service managers reported deficits in knowledge about mental illness, including basic education on 
common mental health conditions, how to recognise mental health deterioration and ways to best 
support someone with a mental illness. Training to develop and upskill staff in these areas is required. 

Access to training remains a universal challenge for service providers. Associated costs, availability, 
and access to relevant training are barriers to the provision of training to staff. The lack of face-to-face 
training opportunities is mentioned by service managers from regional Queensland. Staff-specific 
issues, such as getting employees to make time for training, keeping them engaged, ensuring 
knowledge retention, and ensuring accountability further compound the challenge to provide training 
to staff. 

Service managers highlighted the lack of clear training and career pathways, and limited consensus as 
to what are the basic education and skill requirements for specific roles. Together, these can have 
negative effects on the capability and quality of workers, and the quality and uniformity of service 
delivery in the sector. The findings suggest there are many varied training or career pathways for 
frontline workers. Furthermore, much variation exists for similar roles in relation to role title, skill 
requirements and educational qualifications. 
 
Training gaps/priorities 
Service managers identify a range of training gaps or priorities for staff (Figure 4). These demonstrate 
the sector’s focus on person-centred, trauma informed, recovery-based practice and highlight the 
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importance for workers to be able to competently manage the complex needs of clients in day-to-day 
practice.  

Figure 4. Sector topics identified as training gaps or priorities for staff. 
 
These results from service managers are similar with those of frontline workers who were asked about 
topics they wish to undertake further education/training on. A total 93% frontline workers indicate 
interest in undertaking further training and/or education.  
 
Mandatory and additional training 
Over 90% of service providers indicated they provide both mandatory and additional training to staff. 
Service managers indicate that mandatory training consists of workplace induction-related topics, 
including policies such as bullying and harassment. 

The most cited additional training offered by providers includes Mental Health First Aid (MHFA), 
suicide prevention, cardiopulmonary resuscitation and first aid, and note taking. Specific to the work 
of the frontline worker, training is generally on the following topics: 
• Trauma informed care 
• Food hygiene and safety 
• Infection control 
• Cultural and/or gender awareness, diversity, and inclusion 
• Organisational compliance and leadership 
• Conflict resolution and risk management 
• Medication management 
• Privacy and confidentiality 
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• Staff wellbeing 
• Alcohol and other drugs 
 
In addition to basic workplace induction training, service managers suggested the provision of 
additional training was primarily required to upskill staff and support PD. Many service managers 
emphasised the need for ongoing PD and learning to ensure services reflect best practice and are 
responsive to local needs. Service managers also suggested additional training was required to support 
frontline workers to meet the complex and varying needs of clients. One service manager stated, “to 
ensure competency across complex issues”, while another service manager said: “to ensure staff can 
provide personalised patient-centred care to clients.” Other key reasons for the provision of additional 
training include: risk mitigation, to maintain registration and accreditation and ensure safety, and 
quality of services. 

Provision of training and PD opportunities 
The provision of training and PD opportunities are ways to better staff. Training is centred around 
knowledge, skills, ability, and behaviours needed to competently perform a job, whereas PD allows 
staff to excel in areas beyond status quo. The provision of training and PD staff is key to advancement 
of retention of staff. Cost and time are the most fundamental impediments hindering the delivery of 
PD to staff. 

Service managers identify that staff training or PD is an expensive exercise. Training costs, wages and 
productivity loss present financial obstacles for organisations wishing to provide professional 
opportunities or training to staff. As such, difficult decisions on which staff can and cannot go to 
training or PDs must be made. Furthermore, the need and cost associated with backfilling staff (to fill 
the position of the staff who is at training) presents an additional rostering dilemma. This is an issue 
as not all service providers have the HR to backfill staff attending training or undertaking PD 
opportunities. The lack of funding also acts as a monetary barrier to provide training and PD. Time for 
staff to undertake training or PD equates to time taken away from service delivery and productivity. It 
is often difficult for time-poor staff to undertake training or PD.  

Service managers indicate that for training or PD to be of benefit, these must be relevant to the staff’s 
scope of practice, and of sufficient technical quality. Training or PD that does not fulfil these 
requirements are a drain on time and money. Additionally, there are some staff who are disinterested 
and unwilling to engage unless training or PD is compulsory. 

Over 87% of frontline workers (n = 95) claim that their organisation provides PD opportunities to staff. 
Funding and resource constraints are the main reason why organisations do not provide PD 
opportunities (15%). Most workers agree that the PD opportunities offered are relevant to their role. 
Less than 10% of workers indicate that they can choose their own training/PD opportunity. In total, 
13% of workers considered the provision of supervision as an opportunity to foster PD. Other common 
PD opportunities include vocational qualifications (e.g., Certificate III in Community Services, 
Certificate IV in Mental Health), MHFA and topics relating to mental health, and alcohol and drugs. 
Leadership/management training and cultural competence were also mentioned.  
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The use of online platforms for training 
Over 87% of service managers acknowledged that online training is a feasible, and often cheaper and 
more accessible, option to provide training and PD to staff. Face-to-face training or PD remains highly 
regarded.  While popular, some service managers highlighted that certain topic (those that requires 
human interactions), if delivered online, may have less favourable learning outcomes than face-to-face 
training.  A small proportion (13%) of service managers felt online training was not a feasible option 
for their staff and raised concerns on the suitability of online training as it allows for distractions and 
interruptions, lacks the ability for staff and trainer to build rapport conducive to learning, and may not 
be a beneficial learning method for all staff.  
 
Career pathways of the workforce 
Service managers identify numerous pathways for frontline workers to enter the community mental 
health and wellbeing sector. These include: 
 
• From other community mental health and wellbeing service providers 
• People studying towards relevant or related qualifications 
• Placement students and graduates from university or RTOs 
Most service managers state that frontline workers generally undertake further study to progress 
professionally.  

Career advancement is important to staff engagement, satisfaction, productivity, and retention. 
Professional progression helps foster a culture of knowledge-sharing and allow for role gaps to be filled 
internally. The most common career advancement pathway for frontline workers is to become a team 
leader, support coordinator or manager. Other advancement options include advancement in the 
same role (i.e., support worker to senior support worker, facilitator to group facilitator, practitioner to 
advanced/senior practitioner) and further study to complete a qualification.  Some service managers 
indicated that there is limited opportunity to progress or advance due to the size or flat organisational 
structure of the service provider.  

Nearly 60% of service managers believe that frontline workers seek management roles.  They report 
that management and leadership courses and qualifications (e.g., Diploma of Leadership and 
Management) are commonly undertaken to build leadership skills and are seen as a one of the 
prerequisites to career advancement.  This correlates with responses from frontline workers in which 
two-thirds of workers claim they are interested in seeking advancement prospects. These include the 
progression/advancement to a management, supervisory or coordination role, support coordinator, 
supervisor, or manager. Internal horizontal career moves, such as transfer to another role or team, is 
also common.  

Three quarters of frontline workers surveyed believe that career progression opportunities exist in 
their organisation. These include the progression/advancement to a management, supervisory or 
coordination role, such as team leader, support coordinator, supervisor, or manager. Internal 
horizontal career moves (e.g., transfer to another role, team, or program) is also common. These are 
seen as an avenue to upskill and gain the experiences and knowledge required to progress their career 
path in the future. However, many noted that any advancement or horizontal career moves is limited 
to funding and position availability within the organisation. Only a quarter of service managers indicate 
that their organisation provides in-house training on management/leadership skills.  
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Peer support workers 
Half of the service managers surveyed indicated their organisations employs peer workers. 

Recruitment 
The majority of the organisations who employ peer support workers reported having recruitment 
strategies in place specific to these workers. In addition to conventional recruitment methods, 
organisations will advertise positions in the peer support community (e.g., the Peer Participation in 
Mental Health Services network) and involve a peer support worker coordinator or consumer 
representative in the recruitment process.  
 
Qualification 
Vocational qualifications are the most common qualifications peer support workers hold.  Certificate 
IV in Mental Health, Certificate IV in Mental Health Peer Work are the most common qualifications, 
while related qualifications in Individual Support and Community Services were also mentioned. Given 
the role of a peer support worker, lived experience is a requirement for the position.  Experiences 
working in the mental health or related fields is also highly regarded.  

More than half (57%) of service managers indicated that the abovementioned qualification(s) do not 
adequately equip peer support workers in their role. Service managers that provided further 
explanation suggested ongoing PD opportunities, support, mentorship and supervision were required.   
 
Career advancement 
The majority (70%) of service managers2 believe that peer support workers seek career advancement. 
Progression to a higher-ranking position is a common career advancement pathway (for example, 
senior peer support worker, team leader or manager). However, career advancement can also take 
other forms.  This may include further training or study towards a higher qualification or seeking more 
secure employment, such as changing to a role that does not require a lived experience (e.g., 
counsellor, youth worker) or more permanent work status (many peer support workers are employed 
on a casual basis). 
 
COVID-19 
Service providers were asked to describe the impacts of COVID-19 on their workforce. Experiences of 
service delivery changes were different amongst service providers – some experienced an increase in 
service demands and funding and had growth in staff numbers, while others saw a decrease in client 
demands and had to make staff redundant. 

To comply with COVID-19 restrictions, many organisations asked staff to work from home and changed 
rostering/staffing and service delivery practices (e.g., rotating teams on site) to ensure staff safety. All 
service providers adopted, or increased their use of, technology and online platforms to engage and 
support clients using video meetings/chats, telehealth, and other telecommunication channels. 
Responses are mixed regarding the use of technology to deliver support and services – some clients 
liked the convenience and autonomy, while others were negatively impacted with the reduction of 

 
2 This question had a 46% response rate.  



 
 

 
Final Report – The Community Mental Health Workforce Project 

 
 

38 

 

 

worker-client contact and struggled with the decrease in face-to-face service delivery. Some service 
providers found it challenging to procure and assemble equipment for staff, and in some client’s cases, 
to use technology to connect.  

Service managers reported that the changes incurred by COVID-19 have had both professional, social, 
and personal impacts on staff.  Work-related adjustments such as working from home, technology 
usage, mask wearing, and workload fluctuations have increased stress, anxiety, and fatigue levels. 
Professional isolation, lack of interactions with, and support from, colleagues, and concerns about 
COVID-19 impacted on the mental and social wellbeing of staff. Some workers reported setbacks in 
their own mental health recovery journey during this period.  

To operate, service providers were required to have a COVID-Safe plan and ensure that staff have had 
relevant training. Service managers highlight that their organisation provided in-house COVID-19 
related training or have had staff complete government training on COVID-19. All the COVID-19 related 
training needs identified by service managers reflect the reality of the pandemic, government 
requirements and the use of technology to support clients. These include: 
 
• Training on COVID-safe practices, including basic hygiene and record management training. 
• Training on workplace health and safety. 
• Use of technology (e.g., online meeting platforms, telehealth, teleconsultation) to engage with and 

support clients. 
• Ways to ensure and promote staff and clients’ mental and physical health during COVID-19 (e.g., 

resilience training, education on COVID-19 to eradicate misunderstanding and misinformation). 

COVID-19 requirements and changes to service delivery have direct impacts on the day-to-day work of 
frontline workers. When asked whether COVID-19 has instigated additional training needs, 102 
workers provided responses. While 70% of workers did not identify any COVID-19 related training 
needs, infection control and the delivery of services and support, and engagement of clients, using 
telehealth technology are identified as areas requiring further training due to COVID-19 by the 
remaining 30% of frontline worker participants. 
 
NDIS 
The majority of service managers surveyed work in organisations that provide services under the NDIS, 
with just over one third of frontline respondents indicating that they work in NDIS services. Service 
managers agree that the implementation of the NDIS has increased business and employment 
opportunities in the sector while half of the frontline workers believe that their work has been 
impacted by the implementation of the NDIS.  
 
Funding 
The NDIS fee-for-service funding model differs greatly from the previous block funding model and 
negatively impacts the viability of the sector. Service managers reported low NDIS profit margins, and 
difficulty in establishing cost parameters for particular care functions or services due to inadequacies 
in the NDIS pricing model. It is often challenging for a service provider to predict work, forecast income 
and manage staff (e.g., rostering, employment) due to the inability to predict client demand and 
service requirements as clients can cancel their support or usage of a service provider at a relatively 
short notice. In addition, workers’ wages and work conditions are not adequately covered under the 
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current NDIS pricing schedule due to the disconnection between the NDIS price guide and the SCHADS 
Award. These limitations have shaped the sector such that the majority of NDIS frontline workers 
employed on a casual basis have a poor work-life balance. Coupled with the increased workload 
associated with NDIS administration, burnout, stress, and other negative psychological impacts, this 
has resulted with in uncertain work conditions and high work intensity.  

Service managers indicate that the absence of institutional support, coupled with the fee-for-service 
funding structure, limits the ability of service providers to deliver non-NDIS funded services or activities 
(e.g.,  conduct staff meetings and supervision, undertake business administration, provide staff 
training) that are not directly related to service provision, or do not provide financial 
reimbursement/assistance for organisations to undertake costly administrative activities associated 
with the operation of the NDIS (e.g., NDIS accreditation). Many organisations have incurred substantial 
costs and overheads in order to meet NDIS accreditation requirements.  

Exactly 50% of frontline workers surveyed state that the NDIS has had an impact on their role and 
work. Frontline workers expressed concerns that the new funding system has resulted in reduced job 
security as organisations are forced to reduce costs (e.g., shifting to more casual employment), and 
workloads have increased by as much as 50%, impacting on service outcomes.  
 
 
Understanding and navigation of the NDIS 
Both service managers and frontline workers highlighted the need for more training to better enable 
workers and their clients to navigate the NDIS system and improve service delivery, for example: These 
include: 
 
• Training on NDIS operation, structure, funding model, price schedule and administration. 
• Understanding of “choice and control” as specified under the NDIS and what this means for both 

clients and service providers. 
• Ways to comply with NDIS requirements and financial administration (e.g., bookkeeping skills). 
• Skills to empower and support clients to continually gain independence and prowess, under the 

NDIS capacity building model. 
• Understanding of mental health (e.g., mental health conditions, ways to support people with 

mental illness) and other disability-specific skills to work with individuals with disability, and their 
family/carers. 

• Support coordination skills. 
 
HR 
Service managers reported a lack, and related recruitment and retention challenges, of qualified and 
experience staff to work in the NDIS. Budgetary constraints have hindered service providers’ ability to 
provide training, support, and supervision to staff and this further exacerbates staff attrition, and 
increases workforce shortages. Due to this shortage, many service providers must undergo the 
resource and labour-intensive exercise of constant staff recruitment. The poaching of experienced staff 
by competing service providers is not uncommon, as is the recruitment of staff with no/limited 
qualification/experiences to deliver services under the NDIS. 
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Client support 
Frontline workers indicated that one of their biggest challenges relates to their ability to support clients 
with their NDIS applications and assessments. In many instances, both workers and clients have poor 
understanding of the NDIS, limiting their ability to successfully navigate the system.  The time and 
effort taken to assist clients with their NDIS applications is an added constraint on their work. The 
overall pressures on workers to maintain high client numbers was another issue of concern as it meant 
they had less time to support clients towards recovery. 

 
Working with different client population groups 
The service providers consulted in this Project provided community mental health and wellbeing 
services to a broad range of population groups. These included: 
 
• Aboriginal and Torres Strait Islander individuals. 
• People from CALD backgrounds. 
• Young people (15 to 24 years old). 
• Older people (>65 years old) 
• LGBTIQ+ individuals. 
• People with co-existing alcohol and other drugs concerns. 
• People living in rural and remote areas. 

Some service providers also worked in niche areas, such as perinatal mental health, people <15 years 
old, temporary visa holders, refugees, and people living in institutions.  

Service managers indicate that it was often difficult to recruit workers to appropriately support the 
abovementioned population groups. Given the complexity and differences that exist between and 
within CALD communities, it is hard to find a CALD worker who can work across multiple cultural 
groups.  
Stigma, and the lack of cultural sensitivity, are challenges when working with people. Stigma of clients 
against staff from certain cultures, and vice versa, prevents the effective delivery of services and 
supports. This is further worsened by the lack of cultural awareness amongst staff, and limited 

“I feel more pressured to just keep a client “happy” rather than do meaningful work in a 
recovery model. There is pressure to keep people on the books so they can be billed than build 

a client’s independence, so they don’t need the organisation.” 
[Comment from frontline worker]  
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available training and resources, to allow the delivery of culturally appropriate services to those who 
need it.  

 
Satisfaction in the community mental health and wellbeing sector 
This section examines the reasons why service managers and frontline workers choose to work in the 
field. A total of 46 service managers and 102 frontline workers responded to this section. For both 
groups, the main reasons include wanting to help (e.g., make a difference/difference) those who are 
vulnerable and/or in need, lived experience and an interest/passion in the sector. Other motives listed 
by the two groups vary. Service managers’ report study and/or experience in the mental health field 
and a desire for social justice and advocacy while frontline workers highlight enjoyment of working 
with people and wishing to make a positive difference as other reasons why they are working in the 
sector. 
 
Both groups were asked what they enjoy the most, and wish to change, about their jobs to shed light 
on the positives and negatives of working in the industry. The attributes deemed most enjoyable 
compliment the abovementioned motivators of working in the sector. For service managers, the ability 
to work collaboratively, and making a positive difference in the lives of others are highly ranked as the 
most enjoyed attributes. This followed by other features include personal growth, the ability to grow 
the team, job autonomy and variety (“every day is different”). Frontline workers report attributes that 
relate more closely with their interactions with clients, such as supporting the achievement of 
constructive results for the people they work with. This includes accomplishing positive outcomes, 
people realising their goal(s), or seeing the person they support recover, change or grow in the support 
journey.  

Service managers are further asked about what they would like to change about their job or sector. An 
increase in funding, resources and training for workers coupled with higher remuneration, were cited 
most. Better organisational structure and processes, improved HR management, reduced workload 
and less NDIS-led focus on productivity/output are also features that require further optimisation.  

Overall, 96% of service managers and 90% of frontline workers would recommend the community 
mental health and wellbeing sector to others. The rewarding and meaningful nature of the work was 
the most cited reason and reflects the above-mentioned motivators for both groups choosing to work 
in the sector. Service managers also added that the sector is more suited to those with the right values 
and passion (i.e., wanting to make a difference). 

 Nearly all of the participating service managers (98%), and frontline workers (93%), do not have plans 
to leave the sector in the near future. Poor job satisfaction, lack of employer support and the lack of 
career pathways are the cited as core reasons why some people may leave. Only a small number (n = 

“Can be stigma against staff who are, or who supports CALD & LGBTIQ, from clients who are 
not from these groups.” 

[Comment from service manager]  
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12) of the frontline workers surveyed indicated that they plan to leave the sector in the next 12 
months, citing reasons such as wishing to pursue private work/explore other career pathways, 
racism/injustice, poor job satisfaction, limited career progression opportunities and the inability to 
assist clients as needed. 
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Section 5: Discussion and recommended actions 
5.1 The community mental health and wellbeing workforce profile in 
Queensland 
The information collected in this Project provides a snapshot of the Queensland community mental 
health and wellbeing workforce in relation to their age, years of experience in the sector, educational 
backgrounds, contracted engagement, and the types of services they are delivering.  

Our Project data indicates that the Queensland community mental health and wellbeing workforce are 
mostly female (70%), of an older age demographic (60% over 40 years old) and relatively new to the 
sector (55% > 5 years). The surveyed workforce is highly qualified, with 60% holding vocational 
qualifications and 74% university qualifications - some holding multiple qualifications. The wide range 
of qualifications held - from Certificate III to master’s qualifications reflects the diversity in the 
workforce and roles and services provided by the community mental health and wellbeing sector in 
Queensland.  

Just over half of participating organisations indicated they provided mental health supports and 
services as their primary function. Most frontline workers worked as mental health support workers, 
recovery support workers and support coordinators/facilitators. 20% of the workers indicated that 
their position is a designated lived experience role. Mental health support (group or individual), 
counselling (group or individual), suicide prevention, accommodation support and alcohol and other 
drugs support were the most common services provided by frontline workers, followed by peer, 
employment, suicide, and homeless support.  

These Project findings mostly complement those recently conducted in other states and territories. A 
NSW survey reported a similarly high percentage of female staff, high proportion of staff with tertiary 
and vocational qualifications and limited experience in the sector (Ridoutt and Cowles, 2019) However, 
the age distribution of the frontline workers who participated in the Queensland consultations was 
older than those found in NSW where two-thirds of the workforce were under 45 years of age (Ridoutt 
and Cowles,  2019). Western Australia also reports a diverse and highly qualified workforce, the 
majority of whom hold vocational or university qualifications (Penter et al., 2017). 
 
The Queensland consultation indicates that people are highly satisfied with the work they do. Workers 
discuss the rewarding and meaningful nature of the work, as reasons that over 93% of respondents 
would recommend working in the sector to others and state they not have any plans to leave in the 
near future. 

Services managers and frontline workers both referred to the existence of a large casual workforce in 
the Queensland sector. Lack of employment security was cited as a product of short-term funding 
contracts and the NDIS fee-for service financial model. This commentary matches some of the current 
literature which evidences a highly casualised workforce with high staff turnover rates.  

Our Project data indicated that 63% of the surveyed workforce held permanent positions (full time and 
part time), 21% were employed on temporary contracts and 14% were casual workers. Recent NSW 
data on the workforce shows that over half of the NSW workforce are employed on a permanent basis 
(Ridoutt and Cowles, 2019).  



 
 

 
Final Report – The Community Mental Health Workforce Project 

 
 

44 

 

 

Despite people expressing high levels of satisfaction in the work they do and describing no plans to 
exit their positions in the short term, the data collected suggests that workers are not remaining long 
in their roles. Over half of all workers surveyed indicated they were new to the sector, indicating a high 
staff turnover. Short term funding cycles, comparatively low remuneration, and limited training and 
supervision opportunities all contribute to staff attrition and the need for ongoing burdensome 
recruitment and onboarding processes.  
 

5.2 Existing issues, challenges and opportunities 
The key challenges relating to the workforce that were identified in Queensland generally reflect those 
referenced in the available literature. These include:  

Workload, stress, and burnout  
Work in disability and aged care, as well as the wider community services industry, is characterised by 
high levels of occupational stress. Despite the fact that the health and community services industry 
employ just about 10% of the Australian workforce, it has the highest rate of workers compensation 
claims for psychological distress, accounting for 20% of all claims (Cortis et al., 2013). 

A significant number of frontline workers surveyed for this Project, discussed issues of workloads, 
stress, vicarious trauma, and burnout. High workloads, under-resourcing in the sector, the challenges 
of working with clients with complex disorders and co-morbidities and dealing with trauma were 
reported. Juggling a heavy workload whilst struggling to achieve productivity goals, according to many 
frontline workers, has been detrimental to their stress levels and capacity to maintain a healthy work-
life balance. This issue is compounded by what frontline workers describe as inadequate support and 
supervision (impeded by inadequate funding contracts) and lack of employment security.  

This issue of high stress levels is one well known to service managers who rated supporting staff 
wellbeing as one of the top challenges they face. Organisations identified multiple approaches to 
supporting mentally health workplaces and managing workplace stress. These included: Employee 
assistance programs; training on self-care and mental wellbeing; development opportunities to 
increase skills and confidence in roles; encouraging reflective practice; regular team meetings and 
team building activities; flexible work arrangements and leave entitlements. Further investigation of 
this issue is warranted given the scale of the issues reported.  
 
Recruitment and retention of qualified and experienced staff 
A shortage of experienced and qualified staff remains the biggest issue for service providers when 
recruiting. Unfavourable sector-wide work conditions related to low remuneration and employment 
instability means that qualified/experience staff often leave the sector to work in government or 
private domains. High staff turnover and low retention result in a loss of service continuity, greater 
expenses for employers, and an increased workload for remaining employees (Cleary et al., 2020).  

More than just increasing efforts and resources to enhance recruitment and retention is required. 
Strategies to address the professional and socio-economic factors involved in staying, or leaving, the 
job and sector must also be addressed to enhance recruitment and curb attrition. Proper address of 
the factors mentioned by participants in this Project including better pay, contract stability, training 
and PD opportunities and clear career pathways will ensure that the workforce is retained and 
incentivised to take up, and continue, to work in the sector. In rural and regional areas, focus also 
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needs to be on addressing “personal” factors to attract new workers. “Attracting and retaining a 
mental health workforce in rural and regional areas involves a delicate balance of structural (e.g., 
funding cycles), professional (e.g., professional networks; supervision and mentoring) and personal 
(e.g., housing, schooling, employment opportunities for spouse) factors” ( Cleary et al., 2020, p.46 ). 

Quantitatively, attracting more people to a career in the community mental health and wellbeing 
sector is a logical step in ensuring an increase in recruits for the sector. From an entry level, the 
promotion of the community mental health and wellbeing sector to secondary school students, 
undergraduates, graduates, and the existing workforce, as an attractive career choice is a practical way 
to increase sector exposure (Cleary et al., 2020). This marketing should be tailored to local needs and 
aimed to address the current, or potential, workforce shortage to encourage people to pursue a career 
in the relevant/needed fields. The availability of incentive programs and education subsidies will also 
play an important part in attracting interested individuals to undertake the relevant education (e.g., 
increase in student intake, placement, and graduate programs) to enter, and the existing workforce to 
partake additional trainings in, the workforce (Cleary et al., 2020). 
 
Knowledge gaps and training needs 
Vocational (e.g., Certificate IV in Mental Health, Certificate IV in Mental Health Peer Work) and tertiary 
qualifications (e.g., Bachelor of Human Services, Social Work and Psychology) are highly valued in the 
Sector. However, despite 96%of workers surveyed holding formal vocational and university 
qualifications, one of the largest challenges identified by mangers was their lack of mental health 
specific knowledge and practical experiences. Basic education on mental health conditions and how 
best to support people who experience mental illness was reported as essential workforce knowledge 
but lacking in those entering the community mental health and wellbeing workforce.   

Specific training needs and gaps were clearly identified as part of this Project. Topics including recovery 
oriented practice, trauma informed care, responding to complex and co-existing needs, managing 
risks, crisis management and the provision of culturally appropriate services were the most often 
identified by respondents. Leadership and management training was flagged as desirable by frontline 
workers for whom career progression was most achieved through advancement to a coordinator or 
team manager role. Some frontline staff also reported poor management support and practices in their 
organisations as one that they found very challenging.  
 
NDIS  
The impacts of the NDIS on the community mental health and wellbeing workforce have been 
substantial. Much commentary already exists about the impact on the sector. In this Project, managers 
and frontline workers discussed the very real impact it had for them. Most of the issues and challenges 
identified by them are either directly attributed to or compounded by the introduction of the Scheme.  

Whilst the implementation of the NDIS has increased business and employment opportunities in the 
sector, the fee for service model has seriously impacted the ability of service providers to offer secure 
and satisfactorily remunerated employment. The Pricing Schedule is not adequate to provide suitable 
working conditions, including supervision and training, and has created a shift to casual employment. 
Workloads for staff have increased significantly. The sector discusses a “divide” that exists between its 
NDIS services and workforce, and services that are funded through other sources. They see the 
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disability model of the NDIS as completely different (and even at odds with) the recovery, 
independence, and wellbeing focused models they provide outside of the scheme.  

The NDIS created significant training requirements for organisations to comply with standards and 
understand the pricing and service model along with training frontline workers. Staff being recruited 
from the disability sector and those with generic disability qualifications (e.g., Certificate III Individual 
Support) require training to understand the specific needs of people receiving psychosocial supports. 
It is also not uncommon to recruit staff to work in the NDIS with no formal qualifications, particularly 
in rural and remote regions where there is a lack of qualified applicants. Service providers have 
weathered the costs of this training. Service managers believe that the constant changes to, and the 
complexity of, the Scheme makes it difficult for both staff and clients to navigate and use effectively. 
Frontline workers indicated that one of their biggest challenge relates to their ability to support clients 
with their NDIS applications and assessments. In many instances, both workers and clients have poor 
understanding of the NDIS, limiting their ability to successfully navigate the system.   

 
5.3 The impact of COVID-19 on the workforce 
Service Providers reported very mixed experiences relating to the impact of COVID-19 on the 
workforce. Increase in service demands and funding lead to growth in staff numbers for some, whilst 
other saw a decrease in demand and some staff were made redundant.  

Work-related adjustments such as working from home, technology usage, mask wearing, and workload 
fluctuations increased stress, anxiety, and fatigue levels of the workforce. Professional isolation, lack 
of interactions with, and support from, colleagues, and concerns about COVID-19 impacted on the 
mental and social wellbeing of staff. Some workers reported setbacks in their own mental health 
recovery journey during this period. 

Whilst the anticipated workforce surge did not eventuate, QAMH worked with CSIA to review and 
refine their job matching platform to support its applicability and usefulness to community mental 
health and wellbeing providers. Discussions between QAMH and CSIA project teams on sector specific 
roles and qualifications ensured applicants could be more successfully matched with providers seeking 
new workers. All participating managers indicated that they were not aware of the Job Matching 
platform, so CSIA were invited to present at a QAMH Members Forum. QAMH has also promoted the 
platform in their newsletters to members and via Social Media posts. 

5.4 Training and career pathways 
People enter the community mental health and wellbeing sector following completion of a wide range 
of vocational or university qualifications and there is consensus that further study and experience can 
lead to career progression, either within the organisation (as a more senior worker or manager) or 
with another community provider. Progression may be limited by the size or flat organisational 
structure in the organisation, though three quarters of frontline workers surveyed indicated that 
career progressions was possible within their own organisation. Horizontal career moves also support 
the development of new skills and experiences. Training supports promotion to leadership and 
management roles, but only 25% of the services participated provided these opportunities to workers 
“in-house”.  
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Diversity in the qualifications, experience and roles within the workforce community mental health 
and wellbeing sector in Queensland, indicates the need for multiple training pathways. The sector 
faces the challenge of retaining a workforce in an environment where occupations, workplaces and 
the skills associated with them, are continually being transformed. Diverse and flexible pathways for 
skills formation, development and progression are vitally important for industry to be able to develop 
and maintain a skilled and adaptable workforce. 
 

5.5 Recommendations 
This Project has provided a snapshot of the profile of the Queensland community mental health and 
wellbeing workforce and highlighted the significant number of workforce challenges being 
experienced by the sector. These issues are not unique to Queensland and most have existed in our 
sector for many years. Some issues have become more prominent with the introduction of the NDIS 
and the accompanying increase in people working in the sector. Resolving the issues identified will not 
be a simple process.   Action at the federal, state, service provider and worker level, involving funding, 
education, and employment institutions is required.  

QAMH has identified some actions below that could support the challenges identified in this report to 
be addressed. These actions were discussed and workshopped at the Project Launch Event on June 23, 
2021. Attendees rated workforce challenges as “very important” and “critical” to solve now and agreed 
that there were feasible solutions available to address these. Work with the QLD sector and 
commissioning bodies to enable more detailed and regular collection of workforce data in the future. 
This will allow the examination of workforce trends and provide the ability to review the effectiveness 
of initiatives actioned as a result of data collected. 

We look forward to collaborating further with our member organisations to prioritise and facilitate 
these actions. 

1. Continue to advocate for funding models and contracts that: 
• are Longer in term (5 years) 
• allow for the fair remuneration of the qualified workforce  
• include the realistic costs associated with recruitment and onboarding of staff 
• include adequate costs associated with staff training and supervision 
• include costs to evaluate / demonstrate effectiveness of services 
• enable services to be provided to people early in episode 
• consider the specific needs of CMO’s operating in rural and remote areas and additional 

costs to provide all of the above  
 

2. Recruitment and retention  
• Promotion of the sector as a career of choice: Identify opportunities to promote of the 

community mental health and wellbeing sector to secondary school students, 
undergraduates, graduates, and the existing workforce, as an attractive career of choice 

• Challenge Stigma and focus on values alignment in promotional activities.  
• Explore innovative recruitment and retention approaches further – consider remote 

supervision, joint appointments, collaborative recruitment and training. 
• Continue to work with CSIA to refine the job matching platform, supporting its 

applicability to the community mental health sector and promoting its value   
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3. Qualifications 

• Ensure there are no barriers to accessing entry level qualifications – e.g. Certificate IV 
Mental Health and Certificate IV in Mental Health Peer Work and explore options to 
overcome these barriers where they exist.  

• Support the ongoing review of vocational qualifications (Cert IV Mental Health, Cert IV 
Mental Health Peer Work) to ensure they best equip the workforce to perform their roles 

• Define the role and skillsets of the workforce to inform the review of vocational 
qualifications and development of and further training opportunities 

• Explore initiatives to enhance capability of service providers to offer quality placement 
opportunities which will support the transition of knowledge into practice 

 
4. Training:  
Lead Sector wide training initiatives to enhance workforce practice in identified areas of 
need: 

• Entry level Practice Skills – Mental Illness, Recovery Practice, Professional Boundaries, NDIS 
and psychosocial supports 

• PD – Trauma Informed Care, responding to complex and co-existing needs, managing risks, 
crisis management, provision of culturally appropriate services, 

• Leadership and Management training – to support Career Progression Pathways 
Training delivery modes to include face to face and online webinar sessions 

 
5. Staff wellbeing:  
Explore sector wide approaches to supporting staff wellbeing 

 
5.6 Limitations 
The data captured in this Project is intended to a high-level snapshot of the Queensland community 
mental health and wellbeing sector. There are several limitations associated with this Project. Firstly, 
the scope of this Project was limited to member organisations of QAMH. Across Queensland, a total of 
39 QAMH member organisations were consulted with and constituted over 56% QAMH members at 
the time of the Project. Four non-member organisations participated in the Project thanks to 
volunteering, or because they could provide unique insights into certain client populations (9%). Based 
on the number of organisations consulted, the data may not be a true representation of the sector and 
results should be interpreted as generalisations.  

Secondly, an employer (service provider) survey represented the most viable option to collect 
workforce data in the sector due to the absence of a more comprehensive and routinely collected data 
set. The use of an employer survey is a common, yet imperfect, method to undertake workforce 
research as its accuracy is highly dependent on population sampling. Over the course of the Project, 
multiple attempts were made to maximise the response rate through promotion of the Project and 
surveys through QAMH’s communication channels, namely members forums, websites, and electronic 
newsletters. 

Thirdly, the nature of these surveys is self-reported data. Participants were able to choose which 
questions they wish to complete as none of the questions were compulsory for survey completion. 
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Due to this, there was different response rates across the questions, and the data collected may not 
be representative of all participants. Furthermore, varied interpretation of questions and data items 
could lead to incorrect and/or inconsistent answers amongst participants. This is particularly relevant 
with the data collected from frontline workers and HR managers as they completed their respective 
online surveys independently. The flawed answering from the HR managers’ survey is testament to 
this.  
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