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GLOSSARY

TERM/ACRONYM MEANING
ASU Vic Tas The Australian Services Union’s Victorian and Tasmanian Authorities and 

Services Branch
Consumer People who access and are supported by psychosocial support services. The 

term consumer is used in the report because it is the preferred term of the 
Victorian Mental Illness Awareness Council (VMIAC), the peak body for people 
with lived experience of mental illness or emotional issues in Victoria. Research 
participants use alternative terms such as client, customer, participant and 
service user.

D2DL Support for Day to Day Living in the Community (Commonwealth funded 
psychosocial program).

NDIS National Disability Insurance Scheme.
MHCSS Mental Health Community Support Services (Victoria state government-funded 

psychosocial programs). 
PHaMs Personal Helpers and Mentors (Commonwealth funded psychosocial program).
PIR Partners in Recovery (Commonwealth funded psychosocial program)
Psychosocial worker A person working in a program providing non-clinical mental health and 

wellbeing care. 
Psychosocial support sector Psychosocial support sector is being used in this report to align with emerging 

language in the NDIS and to better distinguish the sector from clinical services 
located in the community. The sector has been known alternately as the 
community managed mental health sector and the community mental health 
sector.



EXECUTIVE SUMMARY
“While quality practice is built on sound evidence, working in 
mental health is about people. The most important technology 
is the staff: the primary therapeutic tools are the knowledge, 
skills, attitudes and personal qualities that staff bring to the 
job and develop through work experience and professional 
development.” 1

WHAT WE DID 
The Australian Services Union Victorian and Tasmanian 
Authorities and Services Branch’s NDIS and Mental Health 
Project team researched the experiences and perspectives of 
Victorian psychosocial support workers.  The research aimed 
to explore workers’ views on the relationship between their 
work resources, quality of service delivery and job desirability. 
The research team undertook face-to-face, semi-structured 
interviews with thirty-eight psychosocial support workers. 
These workers came from a range of psychosocial programs 
working within a range of non-government organisations 
(NGOs).   
In the interviews, we asked for workers’ perspectives on:

• What are the characteristics of high-quality psychosocial       
support
• What resourcing does high-quality psychosocial service 
delivery require
• What makes an attractive job in the psychosocial support 
sector

WHY WE DID IT
Australia’s psychosocial sector is undergoing a major 
restructure driven by the roll-out of the National Disability 
Insurance Scheme (NDIS). The majority of state and 
commonwealth funding for psychosocial programs was 
transferred into the scheme, meaning many psychosocial 
support services closed down as the NDIS rolled out. The 
transition has had a significant impact on the psychosocial 
workforce. In Victoria, the psychosocial workforce stood at 
around 1300 workers before the commencement of the NDIS 
roll-out2,  most of whom were made redundant through the 
course of the NDIS roll-out. 

The psychosocial workforce, and the function of the sector as 
a whole, has not been well understood or prioritised in State 
and Commonwealth policy and planning. Yet the psychosocial 
sector plays a valuable role in a strong, prevention-focused 
mental health system, complementing tertiary and community 
based clinical mental health services. Developing and 
maintaining the workforce within the psychosocial sector is 
vital, given the relationship between a skilled mental health 
workforce and quality mental health service delivery3. 

The disruption experienced by the psychosocial workforce in 
Victoria throughout the NDIS transition was significant and 
1  Vine, R 2006, An introduction to Victoria’s public clinical mental health services,  Victoria State Government, Department of Human Services, viewed 20 June 2019, <http://www.health.vic.gov.au/mentalhealthservices/
intro-mhservices.pdf>
2  Victoria State Government 2016, Victoria’s 10-Year Mental Health Plan Mental Health Workforce Strategy, Department of Health and Human Services (Victoria), viewed June 10 2019, < https://www2.health.vic.gov.au/
about/publications/policiesandguidelines/mental-health-workforce-strategy>.
3  Ibid.
4  The Victorian Community Mental Health Workforce in Transition: Interim Report, 2018, Australian Services Union Victorian and Tasmanian Authorities and Services Branch, viewed 15 March 2019, <https://fundthegap.
com.au/wp-content/uploads/ASU-Vic-Comm-Mental-Health-Workforce-Report.pdf>.

may have implications for workforce planning into the future.  
The gradual defunding of the psychosocial sector means many 
staff moved into other roles throughout the NDIS transition.  
While this workforce was shrinking, the NDIS workforce 
has needed to expand rapidly. The outgoing psychosocial 
workforce might have been a valuable resource for NDIS 
service providers to draw on, given they are experienced, 
qualified and trained in delivering psychosocial supports. 
However, ASU survey research indicates the majority of this 
workforce chose not to take on work in the NDIS, preferring 
to move instead to adjacent social and community service 
sectors4.

This research offers some helpful insights which may 
support mental health workforce policy and planning. This 
study explored the ‘on the ground’ experience of delivering 
psychosocial supports in the community.  The research 
explored participant perspectives on providing high quality 
psychosocial support, what resources they think are required 
to do a good job, and what role characteristics they prioritise 
when looking for a job. 

WHAT WE FOUND OUT
What research participants said about quality psychosocial 
service delivery

We asked participants to describe the characteristics of quality 
service delivery. Many of the key themes arising from the data 
are consistent with research on best practice in mental health. 
Participants said quality psychosocial work is:

1. Consumer-directed: Consumer-directed care means 
people using psychosocial services control the focus of 
their supports. Consumers not only have a choice between 
service providers but also have the opportunity to 
influence multiple facets of the service provided.

2. Autonomy promoting: Participants consistently 
highlighted that empowerment, capacity building 
and autonomy promotion are fundamental to quality 
psychosocial support.

3. Holistic: Participant responses highlighted the myriad 
influences on individual mental health and wellbeing. 
Therefore quality psychosocial services must respond 
to need across the breadth of life domains, including 
housing, physical health, social connection, education and 
vocation.

4. Flexible: Participants said psychosocial services must 
be able to respond flexibly to variable consumer needs. 
This includes flexibility in service delivery location, in 
engagement style and practice approach.  Participants 
frequently noted consumers’ support need tend to vary 
throughout their engagement with their service, in line 
with the episodic nature of many people’s experience of 
mental illness.  As such, participants think psychosocial 
services must accommodate such fluctuations in need 
flexibly. 
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5. Underpinned by a therapeutic relationship between 
consumer and worker: Participants consistently identified 
safe and trusting working relationships as the foundation 
for quality psychosocial work with consumers. Participants 
emphasised that building rapport and trust takes time, and 
frequent changes in individual workers can compromise a 
consumer’s trust in a psychosocial service and therefore, 
their engagement with support. 

6. Supported by skilled risk management: Participants 
emphasised that while they did not work in a crisis 
service, they were still required to respond to risk as it 
arose in their day to day roles until they could support a 
referral to crisis services. Participants also spoke about the 
importance of collaborative risk management planning 
with consumers.  

7. Enhanced by collaborative stakeholder management: 
Quality psychosocial support requires maintaining 
a breadth of service knowledge, building cross-
sector relationships and educating the community 
and mainstream services to challenge stigma and 
discrimination. 

8. Recovery-oriented: A majority of research participants 
explicitly identified a personal recovery lens as integral to 
quality psychosocial practice. In the recovery literature, 
‘personal recovery’ is distinguished from medical recovery. 
Personal recovery has been defined as when someone is 
living a life of meaning and purpose, with or without the 
presence of mental ill-health symptoms5.  Many of the 
other characteristics of quality psychosocial work named 
by participants also fit under this concept of recovery-
oriented work.  

WHAT DO WORKERS NEED TO DO THEIR JOBS WELL? 
All professionals require specific resources to do their jobs 
well, whether they are dispositional, environmental or capital. 
We asked research participants about what resources they 
think are important for doing their jobs well. Participants said 
they required:

1. Supportive manager relationships: Research findings 
indicated a trusted line manager, who promotes a 
supportive team culture, considers workers’ wellbeing 
at work, and values staff member’s professional 
development, facilitates quality work. 

2. Professional supervision: Participants consistently raised 
the importance of formal one-to-one supervision with a 
line manager. Supervision was valued as a dedicated space 
to focus on a range of matters such as practice issues 
with consumers, personal issues impacting them at work, 
their professional development needs and issues of risk 
management.  

3. Team environment: Participants placed a high value 
on working in a team of peers. Working in teams has 
practical advantages for service delivery; psychosocial 
support teams are often professionally diverse, meaning 
workers can draw on the discipline-specific knowledge of 
their colleagues in approaching complex practice issues. 
Participants also felt team-based work, which allows 
incidental social contact and informal peer support, is 

5 Oades, L. et al. Collaborative recovery: an integrative model for working with individuals who experience chronic and recurring mental illness’

indispensable in supporting their wellbeing in what can be 
challenging work.   

4. Distinct practitioner qualities and values: Participants’ 
responses implicitly pointed to personal attributes and 
skills useful for quality psychosocial work. These include 
strong relationship building skills, curiosity, embracing 
diversity, reflexivity, good problem-solving skills, patience 
and holding hope. Research participants saw empathy and 
compassion as especially valuable in quality psychosocial 
service delivery.

5. Capital resources: Participants were clear that having 
effective mobile technology, fleet vehicles, and office 
space were all essential for doing their jobs well.  The 
limitations on necessary work resources under the NDIS 
seemed to bring this issue into focus for participants.

6. Training and specialist knowledge: Participants generally 
valued the professional diversity in the psychosocial 
workforce, however, were clear that the work requires a 
high degree of knowledge, skill and ongoing professional 
development. Participants said psychosocial workers 
need multiple competencies, including mental illness 
presentations, alcohol and drug use, suicide intervention, 
trauma-informed care, motivational interviewing, goal 
setting and monitoring, responding to family violence and 
carer/family inclusive practice.  

7. Manageable workloads: Many participants said that 
having manageable workloads is essential for delivering 
quality work. Workers need to be able to respond to 
fluctuating client need, complete a range of non-client 
facing tasks and attend to their  wellbeing and professional 
development. Unmanageable workloads compromise all 
of these necessities. 

WHAT MAKES A DESIRABLE JOB IN MENTAL HEALTH? 
When we asked research participants what they prioritise 
when looking for a new job in the mental health sector, the 
dominant themes included: 

1. A supportive work environment: Participants were 
acutely aware of how important it is to maintain 
personal wellbeing when carrying out psychosocial work. 
According to participants, the elements of a supportive 
work environment include good manager relationships, 
professional supervision, team-based work and a 
supportive organisational culture.

2. Job security: Some participants had long anticipated their 
roles being made redundant due to the NDIS. Those newer 
to the sector had been hired on short term contracts. 
Participants felt as though job insecurity compromised 
their wellbeing, which then impacted on their quality of 
work. Secure, reliable work was a significant priority for 
participants. 

3. Fair remuneration: Issues around wages came up 
frequently. Participants were clear that the low wages on 
offer in NDIS psychosocial disability are a significant barrier 
to considering working under the scheme. Participants 
also expressed concern about the impact low wages would 
have on the skill of psychosocial disability workers and 
service quality for NDIS participants. 
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4. Recovery-oriented practice: The practice approach 
embedded in an organisation or role was an important 
consideration for participants when looking for work. 
Research participants were passionate about the value 
of recovery-oriented practice frameworks, which they 
see as capable of delivering excellent outcomes for 
consumers. 

The research findings point to the critical function of the 
specialist psychosocial sector and workforce.  Psychosocial 
workers provide a recovery-oriented, consumer-led, holistic 
service which improves functional capacity, mental health 
and broader wellbeing.  Participants provided detailed 
descriptions of how the sector works as both an alternative 
and a complement to public, community-based clinical 
mental health services.  The unique approach of psychosocial 
services means they can play a crucial role in prevention and 
early intervention. With sufficient funding, quality service 
models and committed psychosocial workforce planning, 
community-based psychosocial services could even be the 
first and last stop for many people using the public mental 
health system. 

BACKGROUND 
VICTORIA’S PSYCHOSOCIAL SUPPORT SECTOR 
Victoria’s psychosocial support sector provides a range of 
services to people living with mental health challenges. 
Psychosocial services work with consumers to address issues 
in variety of life domains which influence mental health and 
wellbeing. Psychosocial services aim to work collaboratively 
with consumers to support progress toward consumers’ 
personal recovery goals, via a range of social and therapeutic 
approaches6. 

Psychosocial support services have been operating 
concurrently with clinical specialist mental health services, 
which also operate within the community setting. The 
emphasis of community-based clinical services is generally 
on symptom management and functional improvement, 
which may be aided by pharmacological intervention. 
Accessing adult clinical mental health services typically 
requires a significant degree of impairment7. By comparison, 
psychosocial services have tended to have lower eligibility 
thresholds, enabling them to work at the early intervention 
end of the spectrum of care.

Even before the NDIS roll-out, funding for the psychosocial 
sector has been complex and fragmented. This complexity 
is in part due to its cross-jurisdictional governance, as 
state and federal governments have both played a role in 
its funding.  It is also cross-sectoral, as funding historically 
has flowed from both health and human services budgets8.  
Since the initial growth of community-based services post-
deinstitutionalisation in Australia, the government has 

6  Roberts, D & Fear, J 2016, Psychosocial Supports Design Project – Final Report, Mental Health Australia & The National Disability Insurance Agency, viewed May 2019, <https://mhaustralia.org/sites/default/files/
docs/psychosocial_supports_design_project_final_-_july_2016.pdf>.
7  Victoria State Government, Victoria’s Mental Health Services, viewed 3 July 2019 <http://www.health.vic.gov.au/mentalhealthservices/adult/index.htm>
8  Australian Government 2017, Provision of services under the NDIS for people with psychosocial disabilities related to a mental health condition, Commonwealth of Australia, Canberra, viewed 5 June 2019, 
https://www.aph.gov.au/Parliamentary_Business/Committees/Joint/National_Disability_Insurance_Scheme/MentalHealth/Report
9  For more information, see https://vicknowledgebank.net.au/current-workforce/community-services/.
10  The PDRSS sector delivered community based psychosocial support before being transitioned into MHCSS in 2014
11 This report uses the term ‘psychosocial support worker’ to speak about workers from the sector, regardless of their organisation or program specific role title.
12 For example, see https://www2.health.vic.gov.au/about/publications/policiesandguidelines/mental-health-workforce-strategy. 
13 Victoria State Government 2014, Victoria’s specialist mental health workforce framework Strategic directions 2014–24, Department of Health (Victoria), viewed 1 June 2019, www.health.vic.gov.au/workforce
14 Australian Government 2019,  Mental Health and the NDIS, National Disability Insurance Scheme, viewed 5 May 2019, https://www.ndis.gov.au/understanding/how-ndis-works/mental-health-and-NDIS#what-

typically commissioned Non-Government-Organisations 
(NGOs) to deliver psychosocial services in local communities.  
Government funding provided to NGOs has historically been 
in the form of block funding, where funding allocations are 
for all activities associated with delivering a service, in a 
specific location over a designated period.    

THE PSYCHOSOCIAL SUPPORT WORKFORCE 
The profiling of the psychosocial workforce is limited by 
inconsistent and insufficient data collection. Knowledge Bank, 
Victoria’s Health and Human Services Workforce Information 
Portal does not report on the psychosocial mental health 
workforce9. The data that does exist indicates the workforce 
to be female-dominated, well-qualified and professionally 
diverse. A census taken on Victoria’s Psychiatric Disability 
and Rehabilitation Support Services (PDRSS) workforce in 
2012 showed 73% of the workforce was female and 83% had 
a tertiary qualification with over 50% bachelor’s degrees or 
higher10. The range of funding streams and the numerous 
non-government organisations commissioned to deliver 
psychosocial supports means people are employed under a 
variety of programs and role titles. Role titles include Support 
Facilitator, Recovery and Wellbeing Practitioner, Key Worker, 
Community Rehabilitation and Support Worker, Community 
Mental Health Practitioner and Peer Support Worker11

 
The wider mental health sector has had ongoing issues 
with workforce attraction and retention, though reporting 
has tended to focus on the clinical and hospital-based 
mental health workforce12. Anecdotally, ASU Vic Tas is 
aware the Victorian psychosocial sector experienced similar 
issues. There are several barriers which feasibly inhibit 
the psychosocial sector becoming an industry of choice. 
Psychosocial support roles are poorly remunerated when 
compared with comparable positions in the clinical sector13. 
Psychosocial support is complex, often interpersonally 
intensive work, with worker burnout and vicarious trauma 
possible outcomes of poorly supported work. 

THE NATIONAL DISABILITY INSURANCE SCHEME & 
MENTAL HEALTH
The National Disability Insurance Scheme (NDIS) may be 
the most significant social policy change in a generation. 
The NDIS is a market-based insurance model of care, where 
customers assessed as having a permanent disability are 
insured for lifetime funding through the scheme. The NDIS 
marks a transition to individualised funding in disability 
services, which is in line with international trends in many 
aspects of social care. The NDIS has resulted in increased 
funding for disability support services and aims to improve 
participants’ choice and control over the services they 
receive. 

The decision to include ‘psychosocial disability’, meaning 
those disabilities arising from mental illness14, came late 
in the NDIS’ development. An estimated 64,000 people 
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will enter the scheme under psychosocial disability across 
Australia; however this is a very small proportion of the 
number of Australians living with severe mental illness15. 
Mental Health Victoria has estimated up to 91% of people 
living with severe mental illness will not qualify for the NDIS, 
due to not meeting the permanency criteria16.  

The roll-out of the NDIS has further complicated the national 
psychosocial service landscape, as the NDIS psychosocial 
disability service market is emerging alongside the block-
funded services that remain for people ineligible for the 
NDIS. The size of the non-NDIS psychosocial sector varies 
significantly among Australian states and territories.  In 
New South Wales, the psychosocial sector maintained 
strength with several significant budget allocations in 2018, 
while Victoria’s psychosocial sector has been significantly 
diminished as a result of the NDIS transition. In 2015, the 
previous Victorian state government transferred the vast 
majority of state psychosocial funding into the NDIS, and 
several Commonwealth funded psychosocial programs were 
also transitioned to the NDIS. These include Personal Helpers 
and Mentors (PHaMS), Partners in Recovery (PIR), Support 
for Day to Day Living in the Community (D2DL) and Mental 
Health Respite: Carer Support (MHR:CS). Therefore as the 
NDIS has rolled out, vital community mental health services 
across Victoria were progressively defunded.

Since 2015, the Commonwealth and Victorian governments 
have allocated some new funding to the psychosocial sector. 
However, the non-NDIS psychosocial services sector in 
Victoria remains significantly diminished, potentially leaving 
thousands of people without access to valuable psychosocial 
support. 

THE IMPACT OF THE NDIS ON THE PSYCHOSOCIAL 
WORKFORCE
The NDIS roll-out in Victoria has had significant implications 
for Victoria’s psychosocial workforce. Mental Health 
Community Support Services (MHCSS) was the largest 
psychosocial program in Victoria and the majority of 
workers were employed in MHCSS funded roles.  As a result 
of this defunding, the vast majority of community mental 
health worker roles in Victoria, over 1000 jobs, have been 
made redundant.  At the same time, the NDIS workforce 
is expanding.  The NDIS must be able to attract sufficient 
quantities of people to work in psychosocial disability, who 
also have the requisite capabilities to deliver safe, high-
quality psychosocial support. The current pricing of NDIS 
supports may prove to be a barrier in engaging such a 
workforce. 

INDIVIDUALISED FUNDING, SUPPORT PRICING & THE 
WORKFORCE
Before NDIS roll-out, NGOs delivering psychosocial support 
services under programs such as MHCSS and PHaMs had 
received block funding from governments to cover all aspects 

is-psychosocial-disability
15 Mental Health Victoria 2018, Saving Lives. Saving Money: the case for better investment in Victorian mental health, viewed 4 May 2019, <https://www.mhvic.org.au/images/PDF/Policy/FINAL__Saving_Lives_
Money_Brochure_HR.pdf>.
16 Ibid
17 Victorian Government, MHCSS Reform Consumer Support Unit Fact Sheet, July 2014.
18 Psychiatric Disability Services of Victoria 2017, Key Points for NDIS Price Review, viewed 4 May 2019, https://www.mhvic.org.au/images/documents/Submission_and_Documents/VICSERV_Key_points_for_
NDIS_Price_Review_April_2017.pdf
19 Victoria State Government 2018, Department of Health and Human Services Policy Funding Guidelines: Chapter 3 – Pricing Arrangements for Victoria’s Health System, Department of Health and Human Services 
(Victoria), viewed 1 June 2019, <https://www.dhhs.vic.gov.au/policy-and-funding-guidelines>.
20 National Disability Insurance Agency 2019, NDIS Price Guide and Support Catalogue 2019-20, viewed 1 November 2019, < https://www.NDIS.gov.au/providers/price-guides-and-information>.

of service delivery.  Individual support packages were the 
main element of Victoria’s MHCSS, with funding amounts for 
service providers calculated based on the price and volume 
of Consumer Support Units (CSU). The CSU is a single-price 
unit based on the average, efficient total cost of providing 
one hour of consumer-related support17. Service providers 
were block-funded for a specified total volume of CSUs on 
a catchment basis. Under the NDIS, funding is channelled 
directly to participants via individualised funding packages. 
NDIS participants then use their individualised packages to 
purchase supports from providers in the service market. 

Individualised funding, fragmentation of supports, low 
support pricing and the potential for fluctuating custom all 
pose a significant challenge for service providers in designing 
work roles and engaging quality staff for quality psychosocial 
disability service delivery under the NDIS. The National 
Disability Agency (NDIA) sets price controls for supports in 
the NDIS. Support price controls can be found in the NDIS 
Price Guide, which is updated every July.  Prices for supports 
are found as ‘line items’, grouped under ‘support categories’ 
which are grouped under three different ‘support purpose 
types’. Pricing is allocated at the ‘line item’ level. Psychosocial 
support work under the NDIS is funded and delivered to 
participants via several different generalist line items, 
with high variability in pricing.  At the time of this report’s 
writing, line items are not disability specific, which means 
pricing cannot adequately account for the different skills and 
capabilities required for different types of disability work, 
including psychosocial work.  

This fragmenting of supports into different line items leads 
to variable pricing for what could be considered ‘front line’ 
disability supports under the NDIS. This fragmentation 
makes comparisons with previous funding levels difficult. 
However, there is agreement among a range of stakeholders 
that pricing under the NDIS, per support hour, is too low 
for the delivery of quality psychosocial support work18. The 
Consumer Support Unit (CSU) for MHCSS Individual Support 
Packages was priced at $95.22/hour in 201819. Comparable 
line items under the NDIS have been priced at almost half 
that amount. For example, the line item for ‘Individual 
skill development and training, including public transport 
training’ was priced at $44.54 per hour20. The most recent 
2020-21 NDIS Price Guide shows pricing improvement across 
many support categories; however, capacity building line 
items remain priced well below MHCSS levels.

Psychosocial disability-specific roles under the NDIS tend 
to be designed around clusters of similarly priced line 
items. Role titles such as ‘support coordinators’, ‘wellbeing 
facilitators’ and ‘disability support worker’ have emerged in 
employment advertisements for NDIS funded psychosocial 
support work. The higher pricing for support coordination 
related line items means it is a more financially viable 
prospect for service providers, and several specialist 
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psychosocial providers are offering this service to customers. 
However, the ASU is aware of several large specialist 
psychosocial providers choosing not to deliver front-line 
psychosocial disability supports due to the pricing being 
insufficient to provide safe, quality psychosocial services. 

NDIS’s marketised model of care means NDIS service providers 
must attract and retain custom from NDIS participants who 
hypothetically have a choice of several different service 
providers. Shifting patronage and fluctuating mental health 
support needs among customers means shifting demand 
for service. As follows, this means service providers have 
variable income. The workforce is the highest cost of mental 
health service delivery, so unreliable income means service 
providers are under pressure to ensure they can adjust 
workforce capacity in response to the shifting demand. As is 
often the case, these risks are transferred to workers21. For 
organisations to maintain ‘capacity elasticity’,22 research shows 
workers are offered insecure, casual work, unpredictable 
hours and lower pay23.  A related issue is that current pricing 
for front line work assumes workers spend 95% of their paid 
time with NDIS participants24, which effectively means service 
providers can bill customers only for face-to-face services 
provided. This pricing limitation constrains employers’ ability 
to maintain other associated role functions which support staff 
development and service delivery.

Because England and the United States’ disability sectors 
already have established individualised funding schemes, there 
is substantial evidence on the impact these funding models 
have on the disability support workforce. Early research 
on the broader disability workforce under the NDIS shows 
that a marketised funding model combined with insufficient 
pricing is effectively eroding possible wages and employment 
conditions.25 Although more targeted research is needed, 
early reports from Victorian specialist mental health services 
indicate an equivalent downgrading of pay and conditions 
for workers delivering NDIS funded psychosocial supports. 
Support Coordinator roles, intended to support customers to 
manage their NDIS plan, have been advertised by specialist 
mental health providers at classifications between SCHADS26 
level 3 and SCHADS level 527,28. These classification levels are 
comparable to the wages available for front line psychosocial 
service delivery under the outgoing MHCSS program and a 
reflection of the higher pricing of this cluster of line items. 
Support coordinator roles ostensibly cover some role functions 
previously carried out by the psychosocial support workforce, 
such as risk management. However, support coordination 
is principally an office-based administrative role focused on 
implementing the NDIS supports, with very little contact 
time with participants. Also, not all psychosocial disability 
customers have access to support coordination funding in 
their NDIS plan. Lower-priced line items cover the front line 
psychosocial service delivery to NDIS customers. As a result, 

21 Cortis, N, Meagher, G, Chan, S, Davidson, B & Fattore, T 2013, Building an Industry of Choice: Service Quality, Workforce Capacity and Consumer-Centred Funding in Disability Care, Sydney: Social Policy Research 
Centre, University of New South Wales
22 NDS, Analysing Time: A guide to understanding key elements of workforce costs under the NDIS.
23 Cortis et al., Building an Industry of Choice (2013).
24 National Disability Services (NDS) 2017, Analysing Time: A guide to understanding key elements of workforce costs under the NDIS, viewed 2 May 2019, <https://www.nds.org.au/images/resources/Report_
WorkforceCosts-2017.pdf>.
25 See for example Natasha Cortis, Fiona Macdonald, Bob Davidson & Eleanor Bentham, Reasonable, necessary and valued: Pricing disability services for quality support and decent jobs (2017)
26 Social Community Home Care and Disability Services Industry Award (2010)
27 P. 30 https://mhaustralia.org/sites/default/files/docs/psychosocial_supports_design_project_final_-_july_2016.pdf
28 As per advertisements from EACH, Co Health, Me Well and Mentis Assist. See for example, http://d27jjb85n91zzw.cloudfront.net/media/1543444648_daNsD_.pdf.
29 As per Wellbeing Facilitator position advertised by Candella, viewed January 16 2019 http://www.ethicaljobs.com.au/Members/Candella/wellbeing-facilitator.
30 The Victorian Community Mental Health Workforce in Transition: Interim Report, 2018, Australian Services Union Victorian and Tasmanian Authorities and Services Branch, viewed 15 March 2019, <https://
fundthegap.com.au/wp-content/uploads/ASU-Vic-Comm-Mental-Health-Workforce-Report.pdf>.
31 NDS, Analysing Time: A guide to understanding key elements of workforce costs under the NDIS.

psychosocial disability support roles are typically being 
advertised at SCHADS level 229.  By comparison, psychosocial 
support workers have tended to be recruited at minimum 
SCHADS level 3, and up to a level 5, depending on the 
organisation and other negotiated employment benefits30.  

While there are many factors which influence attraction and 
retention, there is a strong relationship between wages, 
employment conditions and workforce attraction.  A reduction 
in wages and conditions available in the psychosocial disability 
sector is likely to impact both the size of applicant pools and 
the profile of applicants. This, in turn, is likely to have negative 
implications for the quality of service delivered to NDIS 
participants. A possible consequence of the wage differentials 
dictated by NDIS pricing is that professionals with skills and 
experience in the sector will choose support coordinator roles, 
if they choose to work in the NDIS at all. If that is the case, 
front line psychosocial support will be conducted by people 
new to the mental health sector, who are unlikely to have 
the requisite capabilities at the time of recruitment. To make 
matters worse, the pricing of NDIS supports and the imperative 
for 95% of workers paid time to be consumer-facing31, means 
organisations are unlikely to have the resources to train or 
adequately supervise the emerging workforce. 

There is a scarcity of research focusing on the psychosocial 
workforce. So we have little evidence on how different job 
characteristics, both financial and non-financial, attract 
and retain people in specialist psychosocial roles. While 
there is substantial evidence on what other mental health 
professionals think about quality psychosocial support, and 
increasingly more research on consumer perspectives and 
experiences, workforce perspectives on quality psychosocial 
work have not been explored.   Given it is a time of significant 
change in Victoria’s mental health sector, and the NDIS has 
an imperative to develop its psychosocial workforce capacity, 
an exploration of psychosocial workforce perspectives on 
their working lives may contain useful learnings for a range of 
stakeholders.  

OUR RESEARCH APPROACH AND 
METHODOLOGY  
AIMS OF THE STUDY
This study aimed to explore psychosocial workers views on 
the characteristics of high-quality psychosocial support.  This 
study also examined the perspectives of psychosocial workers 
on the relationship between their personal and environmental 
resources and the quality of psychosocial service delivery. 
Finally, it aimed to explore participants’ views on the 
relationship between job characteristics and the desirability of 
work in psychosocial support services. The knowledge arising 
from this research may be useful for stakeholders interested 
in attracting and developing a capable workforce for NDIS and 
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non-NDIS psychosocial service delivery. 

CONDUCTING THE RESEARCH
We approached the research questions using qualitative 
research methods, which are ideal for developing rich 
descriptions of complex situations that have received little 
attention in the literature32. We conducted face-to-face, semi-
structured interviews with thirty-eight mental health workers 
across Victoria. Two interviews had to be excluded due to poor 
audio quality, resulting in a final sample size of thirty-six. The 
interview guide had four key themes, along with follow up 
prompts to guide exploration under each of the themes. 

The interview protocol guided exploration on the following: 
• The function of participants’ roles 
• Perspectives on what characterises high-quality 

psychosocial support. 
• Views on what resources participants require to deliver 

quality psychosocial work
• What makes for an attractive job in the mental health 

sector

The interviews aimed to get an in-depth understanding of 
worker perspectives on each theme, so being responsive to the 
participant in the interview was a major priority.  The semi-
structured protocol supported a conversational approach, 
where participants could organically reconstruct their 
experiences as they found them best told33. 

Interviews were audio-recorded using a dedicated transcription 
smartphone application and transcribed by a professional 
transcription service. Participants reviewed the Participant 
Information Sheet and completed consent forms before 
proceeding with the interview.  The pre-interview discussion 
emphasised provisions for ongoing consent, reminding 
participants of the opportunity to withdraw at any time. 

For selection into the study, participants required experience 
delivering psychosocial support in Victoria, or experience 
supervising staff delivering psychosocial support in Victoria.  
We decided to include supervisors of service delivery staff 
in the sample due to their expertise supervising multiple 
psychosocial support workers with diverse qualities and in 
varied circumstances.   Interviewers directed these participants 
to answer the questions from the perspective of service 
delivery staff.  All research participants in leadership roles also 
had experience in front-line service delivery.

We recruited participants to the study in several ways. ASU Vic 
Tas and Mental Health Victoria (MHVIC) circulated a workforce 
survey at three different time points across 2018/2019 
gathering quantitative data. On this survey participants were 
asked to leave their details if they were interested in being 
interviewed. We contacted all of those who responded to offer 
the interview opportunity. The research team also approached 
several community mental health organisations which enabled 
us to attend workplace meetings and share the research 
participation opportunity. We invited potential participants 
to contact the lead researcher directly with their interest.  

32 Marshall, C & Rossman, G. B 2011, Designing Qualitative Research, SAGE Publications, Thousand Oaks
33 Ibid.

Snowball sampling was also employed, as research participants 
volunteered to circulate information about the opportunity 
to their colleagues who met the sampling criteria.   While we 
had several participants from rural and regional Victoria, the 
majority of participants were from metropolitan Melbourne, 
where services and the workforce are concentrated.  We had 
several members of the peer workforce participate. 

We conducted interviews from January 2019 through May 
2019. Throughout the data collection we analysed data for 
theme saturation. We interviewed a total of thirty-eight 
workers, although two interviews were excluded due to poor 
audio quality.

Grounded theory approaches were used to analyse the 
data. The use of NVIVO software aided data analysis.  Data 
was coded throughout the data collection process, before 
being used to form concepts and categories. New data and 
emerging concepts were constantly compared to those already 
developed.  Throughout the research process, the researchers 
critically reflected on how personal experience and/or ASU 
interests may bias interpretations and considered various other 
interpretations to enhance the reliability and validity of the 
conclusions. These alternatives have been presented in the final 
report alongside findings.

FINDINGS
The data we collected for this study gives us an insight into 
the perspectives and experiences of Victoria’s psychosocial 
workforce.  This section of the report will be divided into 
sections aligning with the key research questions.  

• Participants’ views on what characterises quality 
psychosocial work 

• Participants’ experiences of delivering psychosocial support 
and what resources they require to provide quality services

• Participants’ views on what job qualities make for an 
attractive role in psychosocial sector

Several themes occurred across different research questions; 
for example, secure employment was connected to both 
work desirability and raised as an influence on quality service 
delivery. The relationship between workers’ views on desirable 
job qualities and the resources they require to deliver quality 
services is considered in the discussion. 

WHAT PARTICIPANTS SAID ABOUT 
THE CHARACTERISTICS OF QUALITY 
PSYCHOSOCIAL SUPPORT 

We asked research participants for their views on what 
characterises high-quality psychosocial support work.  
Participants drew on their experiences of delivering 
psychosocial support, supervising psychosocial workers and 
observing the practice of their colleagues. 
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QUALITY PSYCHOSOCIAL SUPPORT IS CONSUMER-
DIRECTED  
“It really does come down to - you’re two people with as 
much of the power dynamics removed as possible. I’m not 
the expert in your life, you are. I’m here to help facilitate 
your journey, not tell you where your journey’s heading” 
(Jerome)34 

By far the most robust theme to emerge out of interviews 
with psychosocial workers was that quality support must be 
consumer-directed. For some participants, this was grounded 
in a principled, rights-based perspective: 

“To me it [consumer centred care] means that the consumer 
is, as we all are, we’re all experts of our own lives and 
therefore any decision making about our future needs to 
be made by ourselves and not by other people for us…. As 
much as there’s capacity in all those things. And so with 
consumer-directed care, it’s really looking at the rights of 
self-actualization and the right to make their own decisions 
and have autonomy over their lives…. (Sarah)

While participants were clear on their professional 
contribution to the working relationship, they consistently 
highlighted that it is essential to refrain from imposing their 
personal views on what goals or changes consumers should 
pursue. Instead, the priority is to support consumers to 
identify what their personal recovery goals are. Once these 
are identified, the service and psychosocial worker can then 
support the consumer in striving toward these goals. 

“It’s no use the workers saying, “well, I think this is what’s 
best for you.”  It’s not like a doctor, you get them with a 
broken leg and they say, “stay off your leg for six weeks, we’ll 
put it in plaster and that’s it.” Really, you are being driven, or 
you should be driven by what the consumer wants, and that’s 
it. That’s the fundamentals of it.” (Glen)

34 All participants have been given pseudonyms

“The idea is, it’s a consumer-focused service, the idea that 
we actually ... we don’t come in with assumptions about 
what a consumer needs based on intake document; it’s 
about actually getting in, and talking to them about their 
needs. I’ve got consumers who I could easily think of a million 
things that I would, if I were in their shoes, I would want to 
address immediately. But because they’re not priorities for 
the consumers, you’ve got to be able to work flexibly around 
them, work on what they want to work on.” (Callum)

“…so if they say, my housing is the most important thing to 
me right now, this is really important, then we start there. 
Even though there might be some psychological things that 
they need help with, they might not prioritize that, and that’s 
okay. So we go with what they think is the most important 
thing for them, at that time…with the exception of risk. So, of 
course, if we see that there’s abuse going on or risk in other 
ways, that sort of supersedes that and we have processes to 
manage that” (Geraldine) 

Participants frequently voiced genuine respect for the 
expertise the consumer brings to their recovery journey:

“…again as I keep saying, you’re doing that journey side 
by side with the consumer. You’re not the specialist. The 
consumer is normally the specialist because they know where 
they are, within reason.” (Deborah)

This value participants placed on consumer-direct support 
was often voiced alongside an acknowledgement that mental 
health services frequently disempower people needing 
their assistance.  Participants saw valuing consumers as the 
experts in their own lives as necessary for mitigating power 
differentials and supporting consumers to take ownership 
over their recovery journey.   

PROMOTING AUTONOMY 
“…you’ve been successful in your role if they [consumers] 
don’t need you anymore” (Erika)  

Psychosocial workers in this study highlighted the importance 
of empowering consumers to build capacity and autonomy 
through their engagement with psychosocial services.   Many 
participants spoke about how ensuring their service did not 
step in and ‘do for’ when it was possible to ‘do with’, building 
skills at the same time: 

“So, I guess this is one of the really important things about 
support work. Is that, you are providing the scaffold, not the 
actual…you’re not doing things for people. So, that’s a really 
important distinction because, it’s about people becoming 
empowered to do things for themselves and, feel confident 
and capable to do that” (Katherine)

This imperative drives psychosocial workers to do what can 
be gradual work in the short term, but yields more lasting 
long term benefits: 

 “…and to families and to other services because they might 
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ask you to do something which is outside of your role and 
although it may meet an immediate need it’s not gonna help 
anybody in the long run because next time the person might 
say no and then what are they gonna do? A lot of this job’s 
also about capacity building, putting back on the consumer 
as much as possible to say, “I’ll do this bit, can you do this 
bit?” To make sure that people are actively involved in the 
things that are happening so that they’re not in the dark 
about what they’re doing.” (Erika) 

Participants described how this might involve a staged 
approach, with a worker providing more intensive support 
to begin with, before working towards decreasing levels of 
worker involvement. Participants highlighted that the goal 
setting and striving process is an integral part of building 
capacity and promoting autonomy: 

“In my support worker role, that was the job. You had 
certain things you had to fill out and work on, and individual 
recovery plan was one of those ones that we did, and that 
lasted three months. It was about setting goals, who was 
going to do what, and then what were the outcomes. How 
do we break down the goal? What are we going to do? 
Who is doing what? What sort of time frame? We try [to] 
teach them a SMART goal principle. You’re simple, you’re 
measurable, you’re achievable, you’re realistic, you’re timely 
(Gillian)

Participants’ description of the capacity-building focus of 
their roles highlights the importance of self-awareness, 
critical reflection and value-driven practice: 

“It’s always about supporting autonomy. So, not just rushing 
in and doing things for people. Even though sometimes that’s 
all you want to do” (Rory)

Participant responses often demonstrated an understanding 
that more intensive work in the short term supports people 
to build a more independent future:

It’s a very fine balance, because you have this ... And I know 
I’m a fixer. I want to, whenever I meet someone for the first 
time, go in and just fix everything, and I know how to do 
it, because I know the services, I can make referrals, I can 
make the phone calls, I can just sort their life out. Really 
what you’re doing is you’re causing that dependency again, 
you’re not empowering the person to have the skills and the 
strengths to acknowledge that they can do this too….That’s a 
very fine balance. You don’t want someone to be dependent 
on the service; you want to make sure that you leave them 
feeling, “Yeah I can do it. It’s within me.” (Jerome) 

Participants’ descriptions of empowerment-oriented 
practice indicated psychosocial workers must both respect 
consumers’ strengths and potential, and also maintain an 
awareness of the genuine barriers many people face in 
making change.

THERAPEUTIC RELATIONSHIPS BETWEEN CONSUMER 
AND WORKER

Research participants consistently spoke to the importance 
of the quality relationship between psychosocial workers and 
consumers. Quality relationships included those where there 
was

• Sufficient time to build rapport and trust
• Consistent, reliable engagement 
• Collaboration between consumers and psychosocial 

worker

Almost all research participants raised the role of rapport 
and trust in developing the therapeutic working relationship 
and delivering quality support. The majority of people using 
mental health services have experienced some trauma in 
their lives, which means establishing safety and consistency 
in relationships is a central priority. Participants’ views on 
trust and rapport align with principles of trauma-informed 
care:

“That sense of trust and therapeutic alliance really came 
home for me when I worked with…. people who had grown 
up in institutional environments, in institutional orphanage 
care and foster care arrangements. And trust was just such a 
commodity in that relationship. It took a long time to build….
If you showed that you were accountable and reliable and 
you followed through, and you really saw the gains that 
people made. If they felt secure, they made progress towards 
their goals.”(Margaret)

While some participants raised the importance of ensuring 
consumers did not become dependent on services, 
participants consistently highlighted that it takes time to 
build the rapport necessary to facilitate quality psychosocial 
support work. 

“Yeah, a lot of it’s based on a mutual respect and 
understanding of the individual because some people don’t 
just lay out all their cards on the table, and rightly so. It’s not 
necessarily comfortable for somebody to tell you absolutely 
everything about them at the first meeting so a lot of it is 
building rapport with the individual, finding out how they got 
to where they are and what they would like to change. That’s 
a big part of it, which unfortunately does fall by the wayside 
sometimes. Especially now when there’s very restricted hours 
within which you’re allowed to do what….” (Erika) 

There was a sense from participants that consumers also 
valued safe and trusting working relationships in their 
experience:

“I don’t think any great work can come when there isn’t 
a relationship. And possibly any good work. I had lots of 
consumers talk about their experiences of say, seeing a 
psychiatrist who’s half turned away and typing while they’re 
talking and they feel like they’re in a production line and just 
get nothing out of it…so the fact that we really value the 
relationship building, I think, consumers tell us things they 
don’t tell other services. I think often we can be in a position 
where we know someone’s becoming unwell or whatever 
before anyone else does and we can help people when we see 
that stuff happening.” (Billy)
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Consistent engagement with the same worker allows time 
for trust and rapport to develop, while also preventing 
consumers from retelling their histories and support needs: 

“And the constant [change], again, it can be very disruptive 
with people, particularly with trust issues, building 
relationships, having lots of different workers coming in 
and out. If those are constant, they’ve got somebody who’s 
actually done the journey with them, and that’s what ... You 
do the journey side by side (Deborah)

Along with consistency in individual workers, regularity in 
engagement from a worker or service was seen as valuable, 
recognising that some people may need to see reliability 
demonstrated before investing hope and trust in services, as 
Billy points out: 

“…often consumers struggle to tap into their own sense of 
hope and the worker can hold that for them in a way. I think 
that’s sort of displayed by someone [ a worker]… maybe you 
show up to the appointment, they don’t answer the door. 
Instead of giving up, you come back next week. You can 
show consistency and the consumer, consciously or not, will 
hopefully recognize that and think, “this is someone I can 
trust and who has hope for me.” And I’ve seen that happen 
many times so it’s definitely ... that’s an important part.” 
(Billy)

Participants talked about the importance of collaboration in 
quality relationships. 

“….It’s a two way between you and the consumer. It’s never 
... you’re not leading. I mean you’re coaching and I suppose 
a lot of the work is just done by being beside them and 
modelling behaviours as well. It’s a lot of subtleties and a lot 
of sort of quite direct language. But really wanting to enable 
that person to use what strengths they have and identifying 
those. So I guess we do work from a collaborative recovery 
model, but going back to our theories, it’s all very much 
strength-based as well.” (Deborah) 

Other dimensions of quality working relationships which 
came through in the data include maintaining an awareness 
of the power differential between services and service users, 
respect and valuing of consumers lived experience, holding 
hope for consumers and culturally inclusive practice. 

HOLISTIC APPROACH TO MENTAL HEALTH AND 
WELLBEING 
According to participants, a holistic approach to mental 
health and wellbeing is the hallmark of specialist 
psychosocial services.  Psychosocial support typically involves 
a range of social, vocational, educational, cognitive and 
behavioural interventions, considering the full range of 
life domains. Many participants related how this holistic 
approach to consumers’ mental health and wellbeing meant 
the work could be incredibly varied:  

“So we can talk from anything from understanding your 

35 Slade, M,  Amering, M & Lindsay Oades 2008, ‘Recovery: An international perspective’, Epidemiologia e Psichiatria Sociale, 17. 2.

disability and your diagnosis, to stress-management and 
techniques for meditation, to referral to a drugs and alcohol 
organization, getting mediation and court support services, 
working with child protection services, coming up with a plan 
for your finances. Actually supporting them out to have a 
meeting at …job network meeting…” (Geraldine)

In most participants’ descriptions it was apparent there was 
some overlap in the roles of psychosocial and community 
based clinical mental health services. However, each sector 
was seen as having its specialisation. Participants in this 
study spoke about the holistic approach to supporting 
mental health and wellbeing as being the real strength and 
specialisation of the psychosocial sector: 

“Clinical services; of course we work very closely with clinical 
people like psychiatrists, psychologists and they focus a lot on 
medication treatment. They do not have sufficient resources 
or information [about] what’s out there and we know that 
medical model of health is not sufficient to support for mental 
health recovery. We need other components. The social 
network, family support, the strategy, the resilience, the skills 
and the other area like employment, accommodation, all this 
[is] important. Clinical team, they do not have the time and 
the resources to cover those areas. So, I feel that it’s a good 
complement” (Shane)

While some participants highlighted the value of the 
different sectors working collaboratively to best support 
consumers, others suggested consumers should have 
the choice of accessing psychosocial supports without 
connecting to clinical services: 

“…having it available sooner to people, it could mean that 
it’s really nice community-based intervention that occurs, 
particularly to get people back on their feet after a lapse in 
their mental health, and not to have too many interventions 
in the medical, clinical sector. That should be a choice for 
people too, to have a community-based intervention” (Gillian)

Participant responses illustrated the significance of engaging 
with the full depth and breadth of a person’s experience 
and identity, ensuring the focus on a diagnosis does not 
dominate. The way the participants spoke about this 
approach aligns with a principle of recovery-oriented practice 
which highlights the value of people rebuilding an identity 
which is not defined by the illness:35

“I think clinical does focus a lot on diagnosis and medication 
and that’s a really important role they play. But sometimes, 
particularly for our consumers who are chronically unwell, 
their whole life centres around that so our service can be 
really good to not focus on that…”(Narelle)

Another benefit of psychosocial supports identified by 
participants is the ability to respond to the most pressing 
issues for someone’s health and wellbeing, which are 
often not resolved with pharmacological or psychological 
therapies:  
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“There’s not much point in me….identifying extra mental 
health nurses to come in and counsel that person if he’s 
going to be out on the streets tomorrow. So my job is 
then, for example, to look at his housing and his financial 
circumstances, those economic circumstances are not doing 
his mental health and his depression any good.” (Daniel)

At times, the ability to work holistically with consumers 
meant fulfilling the role of a ‘key worker’; a central 
professional consumers use as a first point of call and a 
pathway to connect with other services. Some participants 
contrasted this with the fragmentation of supports they had 
seen under the NDIS: 

“…They would have had one person, a bit of a one-stop-shop 
here. They would have had one person that they would have 
went to for everything. And now they maybe call support 
coordinator and they’ll say, “well that’s not me, that’s your 
support worker”. And then maybe call that person, they’ll say, 
“oh, that’s the person that’s doing skills development with 
you. Or they’ll say, “that’s the psychologist, or that’s the OT,” 
and they’ll have someone different for each thing. Like case 
management is basically stripped down into all these line 
items now.”(Kerris)

Participants frequently emphasised how a holistic approach 
necessarily means moving beyond an individual focus and 
facilitating connection with different parts of community life. 
This community development focus was considered by many 
participants to be a key feature and strength of psychosocial 
work.  

Interestingly, some participants were conscious of this 
holistic focus and the resulting diversity in their day-to-day 
work meant it was difficult for people outside the sector to 
understand the psychosocial role: 

“…we’ve talked a lot in our organization about how difficult 
it has been historically to capture and quantify what we do….
you can’t kind of neatly package it up in a way that people 
who aren’t from this sector understand what it is…how would 
you describe to someone what we do and what are all the 
things that make up that?...It’s a very difficult question to 
answer.” (Georgia)
  
FLEXIBLE SERVICE DELIVERY  
Flexible service delivery, which responds to consumer 
identified needs and preferences, was reported to be 
paramount in quality psychosocial support. Participants’ 
emphasis on flexibility aligns with principles of recovery-
oriented practice which acknowledge that each unique 
recovery journey requires uniquely tailored support36. 

“You’d have to kind of meet someone where they’re at in 
their journey, so you have to be flexible enough and not too 
prescriptive with the style of support that you’re providing” 
(Erika)

A flexible approach means psychosocial workers must adapt 

36 Victoria State Government 2014, Victoria’s specialist mental health workforce framework Strategic directions 2014–24, Department of Health (Victoria), viewed 1 June 2019, www.health.vic.gov.au/workforce.

their practice to respond to a range of presenting issues:

“The role is so varied - and so you might have three or four 
consumers in [a] day. One could be just doing your pure CRM 
kind of work exploring goals and instilling hope and exploring 
ways…For someone to change their life if they want to….
The next job might be to, I don’t know, help get someone’s 
council services or it can be responding to any sort of crisis as 
well….And the next one might be just going for a walk with 
someone because they’re so unwell and they’ve previously 
identified that that’s one of the things to do with them if they 
feel like they’re slipping into a depressive episode” (Narelle) 

Participants highlighted how flexibility with service delivery 
location is essential. While appointments can take place in 
the service provider’s office, typically the work is conducted 
via ‘outreach’ in people’s homes or locations in the 
community such as libraries, neighbourhood houses or other 
health services. 

“I’ve always seen the community mental health sector to be 
reducing barriers so we go out to see them. We outreach 
to them. We’re not putting burdens on them to come to a 
particular place, engage in a clinical setting, work with a 
clinical person. We go beyond that. We slowly build their 
capacity to do all those other things that allow them to stay 
well so it’s preventative in the sense that we reduce the 
barriers in the first instance” (Rebecca)

Outreach work can facilitate consumers building community 
connections, can be more comfortable, and may also give 
workers an insight into a consumer’s home environment. 
Another benefit of outreach is the potential to assertively 
engage consumers who have difficulty in accessing an office 
location:

“With all of my consumers, I meet them in community. For 
some of them, that means at their home. I have a few that 
have agoraphobic tendencies, they don’t want to leave their 
house very often, or they don’t feel comfortable….It depends 
on where your consumers are at, really. I’ve met consumers 
in rehab hospitals, in detox facilities. It just depends on each 
consumer and what their individual needs are…” (Rueben)

Because many consumers experience fluctuations in their 
mental health, participants thought it was critical that 
psychosocial services can flexibly step up, or down, the 
amount of support in line with this shifting need:

“We have to be very flexible, person-centred. And I’m so glad 
that the supervisors are very supportive and allow us to be 
very flexible. Although we have only about two hours with 
each consumer every fortnight, sometimes and many times 
we have to stretch more than that…so, it’s really good that 
we have the support from the supervisor to be flexible and to 
adjust and manage our time the way we need…” (Shane)

Indeed, the capacity for psychosocial services and workers 
to flexibly step up support in response to changes in mental 
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health could be seen as essential for the sector to fulfil its 
early intervention potential.  

SKILLED RISK MANAGEMENT
A majority of participants spoke about psychosocial 
workers’ role in managing risks arising in a consumer’s life 
and environment.  This role, as described by participants, 
includes prevention-focused tasks, such as developing a risk 
support plan in collaboration with the consumer:  

“The self-care and wellbeing plan….it’s one of the initial key 
documents a support worker would do with a participant. 
They do it with the participant. It’s them identifying what 
they look like on a green day, what they look like on an 
orange day, what they look like and what’s going to help 
them… If you’ve got a participant that, due to their diagnosis 
or wherever they’re at in their journey or recovery, insight 
isn’t so good, they’re not going to recognize it. Then what 
you’ll find is if you’ve got a worker that’s been involved 
with that participant, that worker will be able to fill in 
that self-care and wellbeing plan and say, “Well actually 
you know [name], I’ve seen that this happens when we’re 
starting to get into the orange days.” When you’re reviewing 
that document, say, “Oh, and I’ve also noticed that this 
happens sometimes. Do you remember that happening last 
time and what that looked like?” Then you can have some 
conversations around that.” (Gillian)

What is clear here from Gillian’s description, and reports 
from other participants is that collaborative risk planning 
promotes consumer empowerment and ownership over 
their recovery journey. It also means consumers’ experience 
and expertise can guide their care. As well as developing 
risk management plans, research participants also spoke 
about the need to, at times, respond to crises and facilitate 
consumers’ connection with appropriate crisis services:

“We always made it very clear that we weren’t a crisis 
service. So numbers like Triage, Triple O, CATT Team were 
always shared [with consumers]. But at the same time, there 
are responses. You know, person’s gonna lose their housing….
Person’s had a drug overdose…” (Deborah)

Research participants described the importance of working 
collaboratively with the consumer during a crisis if possible, 
for example, supporting consumers to initiate contact with 
crisis services or clinical treatment teams. This imperative 
was grounded in a motivation to ensure a recovery-
orientation was upheld during a crisis, which can quickly be 
compromised when people become unwell.  Responding to 
risk issues, if they arose, sometimes means applying suicide 
intervention skills to support consumers to stay safe until 
crisis services could be engaged:

“It means too if they’re feeling suicidal, if there’s suicide 
ideation starting to occur, that they will approach us and 
they will tell us, and they can share. Then we can intervene… 
Start to do that sort of, we’ve been trained in suicide assist 
training. We’d start to explore the risk. Are we at a CAT 
intervention? Is it a Friday afternoon and we need to let the 

CAT team know…” (Gillian)

Participants spoke in a nuanced way about how concepts 
such as duty of care and dignity of risk interact. Some 
participants also expressed views that the risk-averse 
predisposition of clinical services may not be helpful for 
consumers’ recovery outcomes. 

EXTERNAL STAKEHOLDER ENGAGEMENT
Psychosocial specialists must be able to respond to diverse 
consumer support needs, across multiple psychosocial 
domains. Participants said that to do this well, they need 
to keep abreast of a wide range of services and community 
resources. Maintaining relationships with a wide range 
of stakeholders is also important. Relevant stakeholders 
include but are not limited to carers, friends, family, general 
practitioners, clinical mental health services, neighbourhood 
centres, psychologists or alcohol and drug services:

“We’re dealing with the housing sector, we’re dealing with 
the hospital sector quite often, because health outcomes 
are really poor in our consumers. It’s not just that medical 
service, like an area mental health service. You’re also dealing 
with clinics, so with a diabetes clinic, it might be osteo, it 
could be anything. GPs, yeah. I think, being able to build 
relationships, working relationships with other services, and 
navigate and find services…” (Gillian)

Some research participants highlighted the high-level 
interpersonal skills required in managing relationships 
with external stakeholders, where complex power and 
interpersonal dynamics may be operating in the background. 
Several participants also talked about their role in addressing 
stigma toward mental illness in the community through their 
engagement with external stakeholders:

“Having people who are in the community and who are 
operating various community centres, gyms, theatres, sports 
clubs. Helping them to understand how they can support 
my customers to participate in their activities. There’s a 
little bit of community education going on there…..Well 
de-stigmatizing….supporting them because they’re the 
person who is doing some of that face to face work. So, if 
I can support [name] who runs the local soccer club, then 
he can have [name] participate in his soccer club more 
easily because he understands what’s going on there, and 
he has an empathy and he has some support. So when he’s 
struggling with whatever is going on there, that might be 
some behaviours that [name] is displaying. He’s got support. 
He knows he can call me and I’ll respond and I’ll help him 
through that.” (Greg)

PERSONAL RECOVERY ORIENTATION 
Mental health services in Australia have been moving 
towards a recovery orientation for decades; the approach is 
considered best practice across the service system, and its 
efficacy is supported by a substantial evidence base. In the 
recovery literature, ‘personal recovery’ is distinguished from 
medical recovery. Personal recovery has been defined as 
when someone is living a life of meaning and purpose, with 
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or without the presence of mental ill-health symptoms37.  
Unsurprisingly, approaching work with a recovery lens was 
identified by the majority of research participants as integral 
to quality psychosocial practice:

“It’s definitely recovery based. Recovery based is exploring 
what the consumers really interested in, what is going to give 
them that sense of power that they’re moving up the next 
step.” (Deborah)

The relationship between a holistic focus and recovery 
orientation was clear in participants’ interviews, as was 
the emphasis on the uniqueness of each person’s recovery 
journey:

“…recovery is different to everyone. So my recovery is 
different to the next person, so for me, whatever it is for 
that person. It can be joining the local cricket club, it can 
be returning to work, it can be volunteering, whatever that 
person thinks is gonna help their mental health…..It’s unique 
to that individual. So having community based mental health 
programs that have the consumer-centred focus. And are 
driven by what the consumer wants. And I know the NDIS 
is about choice and control, but there’s no element in there 
to have qualified mental health workers delivering any kind 
of service to that individual because it’s all about... capacity 
building isn’t necessarily recovery.” (Glen)

Participants spoke about supporting consumers to set goals, 
identifying achievable steps within the goal and monitoring 
progress. This goal-setting process, which supports consumer 
to make desired changes in their lives,  helps generate 
meaning and hope for the future, which are themselves 
essential for recovery:

“So, I guess, prior to NDIS it was really around recovery and 
playing with their goals around their mental health but 
obviously that can be a lot of different things whether it’s 
physical health, housing, employment, all the different things 
that someone would come to us with that goal for their 
recovery, we would help them break down those goals and 
work towards them in their recovery journey” (Georgia)

WHAT PEOPLE SAID ABOUT WHAT 
THEY NEED TO DO THEIR JOBS 
WELL 

37 Oades, L. et al. Collaborative recovery: an integrative model for working with individuals who experience chronic and recurring mental illness’

SUPPORTIVE MANAGER RELATIONSHIP
When we asked workers what they needed to do their 
jobs well, a dominant theme to emerge was the value of a 
supportive, trusting relationship with their line manager.  
Workers consistently described this as fundamental to their 
wellbeing at work, which in turn enables them to do their 
jobs well.  While common sense would suggest personal 
wellbeing facilitates quality work in any job, there was a 
particular emphasis placed on this by participants in this 
research. This emphasis may be due to the increased mental 
health literacy in this workforce, or be related to the nature 
of the work, which places additional pressures on worker 
wellbeing:

“We need trust from our supervisor, to have a bit of flexibility, 
as mentioned just now, because all consumers [are] different 
and all staff we are different. We have different background, 
training. So the trust and flexibility is important. And time for 
supervision. Our job can be quite intense. Sometimes getting 
guidance, a place, someone to have debriefing is important” 
(Shane) 

It was clear participants desired their line managers to 
have a breadth of skills and capabilities. While participants 
were conscious of managers’ operational responsibilities,  
participants frequently reported they especially valued 
strong people management skills, underpinned by social and 
emotional intelligence in their managers:

“A good manager is a good people manager, who 
understands, has consideration and values their workers for 
starters, and understands their strengths, and values their 
limitations as well. Who incites in people a love of being 
critically reflective, so if you’re really managing well in a 
supervision setting, most of your workers will be saying, 
“Look, this is where I’m at, I’m going this fine, I’m doing 
that okay, I should be doing more of that. I think I’m really 
stuffing up here,” you’re generating a trust, and a value of 
learning, that’s what a good manager should be doing. As 
well as that, you do all of the logistics, and it’s about, it’s 
all the mechanics, and the processes, and that’s the whole 
accountability side of things, which you’ve gotta do.” (Daniel)

Research participants who held managerial responsibilities 
in their current role highlighted how supporting their 
supervisees’ wellbeing had a positive flow-on effect for the 
service quality available to consumers: 

“Once an individual [worker] has been helped, they have the 
capacity to help others. So that’s what’s important for us, is 
to look after our staff, so they can look after our consumers. 
And that’s an ethical statement, but also if you want to draw 
it down to money, if you’re not looking after your consumers, 
then you’re not getting an income. It makes sense from a 
business point of view or from a funding point of view that 
you would empower organizations to look after their staff.” 
(Jerry)

“I mean, from a [leadership] perspective, I guess my main 
interest is supporting my workers they’re in a good place to 
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be able to support the consumers.” (Narelle) 

Participants felt that line managers have a role in establishing 
a culture of support within a service team, which extends 
beyond managing operational needs and beyond formal 
supervision structures. Interestingly, throughout the 
interviews there were strong parallels between the qualities 
participants said they required from their line managers 
and the preconditions for quality psychosocial work with 
consumers. These include relational qualities such as trust, 
safety, flexibility, as well as a practice of recognising strengths 
and developing capacity. 

PROFESSIONAL SUPERVISION 
Participants in this study consistently highlighted that 
supervision is essential for doing their job well. While 
supervision can serve many functions, the sense from 
participants was that supervisors needed to be flexible in 
responding to the priorities workers brought to supervision.  
Participant responses suggest supervision should attend 
to the worker as a whole person, and not focus purely on 
operational issues.  This includes considering how a worker’s 
personal life might be impacting on their work life, or actively 
-exploring and supporting their professional development 
needs:  

“Good supervision will support a person working in a sector 
to develop their professional identity and will help them to 
develop that professional resilience. It will help them access 
resources when needed and so reflect on their practice and 
become better practitioners. So when it’s done well, that’s 
what supervision does.” (Sarah)

Participants placed a strong emphasis on the value of trust 
in supervisory relationships. Many workers highlighted trust 
as an essential foundation for useful, quality supervision. A 
trusting space is required for workers to feel safe in sharing 
personal issues which may be impacting them at work. A 
safe space is also needed in supervision to enable workers 
to productively discuss challenging practice issues and areas 
for development.  Sometimes workers had become more 
conscious of the value of supervision and trusting manager 
relationships when they had been unable to access them: 

“Since I’ve been back from leave, my team leader cancelled 
every one of my supervisions ongoing cancelled, and so I 
haven’t had any…. prior to leave, it wasn’t a trusted space…
Why is it important? Because if you’ve got any issues with 
consumers, there’s your space to talk with your team 
leader about it, but also I think you need to have trusted 
team leaders with supervision too, because if you have 
any personal things going on, it would be good to be able 
to confide in your team leader about personal issues, for 
example we never told our workplace [about personal issue], 
because it wasn’t trusted to tell, because in my supervision 
he’d tell me about other staff…” (Penny)

The value of confidentiality in supervision is evident here. 
Penny speculated that if they had felt supervision was a 
safe space, they would have been better supported, and 

therefore in a better position to do their job.  

It was not only the availability of formal, scheduled 
supervision which was valued but also being able to access 
informal debriefing opportunities: 

“….really high-quality supervision…it’s quite flexible, which 
I think is also important. We can literally just make an 
appointment with our boss whenever want. Obviously flexible 
to their schedule, but there’s a great deal of flexibility there, 
and it’s actually a really good space to be able to debrief. Also 
they have a lot of flexibility around modifying caseloads if 
people are struggling….” (Callum)

The resounding message from participants was that 
supervision enables psychosocial workers to perform their 
jobs well, and also supports wellbeing at work. Ideally, 
supervision should be available on a consistent, formalised 
basis, and also available to respond to unplanned challenges 
as they arise. For supervision to function optimally, it should 
be a safe space to discuss challenges and development areas, 
both personal and professional. The full value of supervision 
is therefore only realised in the context of a supportive 
manager relationship.

TEAM ENVIRONMENT
Participants in this research almost universally worked 
among a team of peers. These worker teams were 
typically based in an office space from where workers 
then departed to conduct outreach in the community.  
Participants consistently spoke about how working in a 
team environment enabled quality psychosocial service for 
consumers. Sometimes, they reported team environments 
supported their wellbeing at work, which in turn supports 
their longevity in the sector:

“Look around the office. We’ve got a really good team at the 
moment and everyone is always so light-hearted, up for a 
chat and then also, willing to put their head down and put in 
that work for their consumers. So I think a really important 
quality is to have that balance, that work/fun balance. 
Otherwise, if it’s all work, you run the risk of again burning 
out.” (Christa)

As well as valuable social connection, participants also 
indicated team-based work facilitates access to a broader 
repository of expertise:

“We have portfolio holders - so it’s essentially someone on 
the team will have ... they may have worked in AOD before 
so they’re the go-to person for that and they might regularly 
attend meetings with an AOD service and kind of keep in the 
loop and can share that information as well.” (Billy)

Many participant responses suggested diversity in 
service teams is useful for service quality.  Diversity in 
team members’ professional background, for example, 
means team members can draw on multiple professional 
perspectives in approaching their support work. 
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“We also have that more cross-disciplinary model in our 
organization where we have nurses, OTs, site nurses, social 
workers. It’s a real broad mix of people and I think that’s 
real key in that back-house stuff in terms of getting input 
from multiple disciplines about how to work with someone.” 
(Georgia)

Psychosocial service teams often include workers with lived 
experience of mental illness, who may perform a consultant 
role within their team, or provide support to consumers who 
value the peer perspective. The value participants placed on 
having team members with lived experience was particularly 
pronounced:

“…one of our most popular programs is My Recovery, which 
is a peer-run support group for people who are experiencing 
mental health issues. It’s an incredibly popular program that 
consistently gets people signing up for every intake…And 
the reports that we get from that training, it just completely 
changes people’s perception of mental health because it’s run 
by people who’ve been where these participants are. They’ve 
been at that real low point. And they’re like a beacon in some 
ways for these people – [they can see] that there is light at 
the end of the tunnel. The thing that does for people’s hope 
for recovery is astronomical. So I think it’s vital across mental 
health organizations to employ and keep peer workers in 
roles such as this…” (Christa)

Indeed, some participants reported their employers 
to undertake recruitment with team diversity in mind, 
whether diversity in socio-cultural background, professional 
experience, discipline-specific training, lived experience or 
suitable personal qualities and values. Some participants 
even considered that candidate values should be an explicit 
consideration in recruitment, which does align with some 
mental health workforce policy perspectives in Victoria38.

PRACTITIONER PERSONAL QUALITIES AND VALUES
Victoria’s Specialist Mental Health Workforce strategy notes 
that the interpersonal nature of mental health work means 
worker values and attitudes can be as important as skills 
and experience39. The recovery literature also suggests 
individual practitioners must have suitable values, attitudes 
and beliefs to perform recovery-oriented mental health 
work40. Participant responses align with the research in 
this regard, implicitly and explicitly pointing to personal 
qualities and skills useful for quality psychosocial work. 
These included but were not limited to, strong relationship 
building skills, curiosity, embracing diversity, reflexivity, good 
problem-solving skills, patience and holding hope. Participant 
responses indicated nuanced interpersonal engagement is 
a core component of quality psychosocial support, which 
requires a degree of intuition and emotional intelligence: 

“…emotional intelligence is key for this work and being 
sensitive enough to the needs of other people that you can 
tell when someone’s becoming slightly agitated or a bit 
suspicious or it’s time to leave their house or it’s time to end 

38 See for example Victoria State Government 2014, Victoria’s specialist mental health workforce framework Strategic directions 2014–24.
39 Ibid.
40 Victorian Government, Recovery-oriented practice: literature review, Department of Health (2011)

the appointment or something’s a bit unsafe, you need to 
explore that a bit more. It’s this very intuitive way of working 
with people where it’s quite subtle. And those skills, I don’t 
know if you necessarily learn those at a university setting or if 
that’s just personality and emotional intelligence…” (Georgia)

The personal qualities of openness and curiosity were also 
seen as indispensable by several participants:

“I feel like people would have to be kind of curious by nature, 
as well. A lot of the work we do, we’re always asking what 
sort of questions that display curiosity….values around 
someone understanding of what recovery means to folk, 
values around quality, and values around belief in advocacy, 
and stuff like that, as well. So I think those are the kinds of 
core things that someone would have to bring” (Danny)

Many participants emphasised how holding empathy and 
compassion for consumers and their recovery journeys is an 
essential foundation for quality psychosocial work:

“…you’ve got this compassion. You understand that we’re 
dealing with people’s lives, and we’re not just dealing with 
a computer system, like a IT specialist might. That they have 
emotions and feelings and autonomy and wishes and dreams 
and hopes and everything else that goes with being human. 
And we have to understand that from the beginning, from 
day one…So I think compassion, and passion to work in this 
industry is almost essential. You also need to have an ability 
to internally reflect….” (Geraldine)

The interviews pointed to a suite of dispositional attributes 
and values, which may be important for quality psychosocial 
service delivery. These themes might have been anticipated, 
given the highly interpersonal nature of the work and the 
evidence for therapeutic relationships.  However, it does 
raise interesting questions about recruitment practices 
and how such dispositional qualities may be developed, or 
enhanced by professional knowledge and training. 

CAPITAL RESOURCES
A significant number of research participants indicated they 
required specific capital resources to perform their jobs 
well. Workers conducting outreach in the community and 
service can cover quite large geographical areas, especially 
when working outside of metropolitan Melbourne, so 
transportation is a necessary resource. Office spaces 
are required to perform behind the scenes tasks such as 
referrals, record keeping and administration, as well as to 
provide a central location to connect with management and 
colleagues.  Participants said they require quality mobile 
technology for flexible communication with consumers and 
colleagues, as well as for completing online tasks while on 
outreach. Indeed, several participants noted the mobile 
technology available in their roles had been insufficient, 
which created inefficiencies:

“…it would have been much better to have an iPad that I 
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could actually look stuff up with consumers. Because a lot of 
the work is referrals, and a lot of it is accessing things online 
and completing forms and things like that….if you could just 
do it on an iPad it would just save so much time. But yeah, 
again ... A lot of the organizations are just under-resourced. 
Yeah, if it had appropriate funding that would be something 
I’d like to see happen actually. It would just make a big 
difference and be a lot more efficient use of time.” (Sarah)

Several participants also reported using their personal 
phones for a range of work-related tasks, including 
searching for service information and travel directions, due 
to not having access to smartphones in their roles. The 
vast majority of participants conveyed an awareness that 
psychosocial workers under the NDIS are required to use 
their personal vehicle, and often do not have a central office 
space to conduct their non-consumer facing work:

“Even seemingly innocuous things like not having an office 
space where people can go to and chat with a colleague or 
a manager or having things like a well-resourced office with 
literature or computers…fleet vehicles, that kind stuff. And 
I feel like all those things add up. And it’s consumers that 
will end up losing out in the end. If you don’t have a good 
workplace for people to come and go to, and feel safe, and 
feel supported, and well resourced, and well trained, then, 
it’s gonna trickle down. And I feel like it’s a slippery slope.” 
(Danny) 

While the NDIS was not the focus of the interviews, the 
transition to the NDIS model of support was a feature of 
participants’ current work experience. This context may 
have been particularly influential in emphasising capital 
resources required to conduct quality psychosocial work, as 
participants understand resources have become even more 
constrained for workers in the NDIS:  

SPECIALIST KNOWLEDGE, SKILLS, TRAINING 
There is no standardised training or minimum qualification 
for work in the psychosocial sector, so people come to 
the sector with a range of qualifications and professional 
backgrounds. Nonetheless, participant responses showed 
workers believe specific training and specialised knowledge 
is required to perform the role well. Again participants’ 
perceptions of conditions under the NDIS informed this 
emphasis: 

“What’s really challenging with the NDIS is that within the 
disability sector, there’s not a standardized minimum from 
my understanding. People can kind of just come straight in, 
no level of experience nor qualification, they may have gone 
to a 3-hour training seminar and they’re qualified. They’re in 
and they’re providing support to some of the most vulnerable 
people in the community.” (Simone)

Participants frequently expressed concern about the 
prospect of staff conducting psychosocial work in the 
community without sufficient training or support:

“If we do not have the necessary understanding about mental 

illness or we do not have the necessary training, it can be 
dangerous because we can’t provide the help that they need 
when they’re very unwell or we cannot provide the support 
they need to achieve good recovery. So, in our life sometimes 
we met workers from other agencies who [are] in a job but 
not trained or do not know mental health. Well, it affected 
consumers in a very bad way and the impact will affect the 
trust in consumers in other workers, agencies. When the trust 
is not there, the belief is not there, it’s really hard to work on 
things. So, to me, it’s very important” (Shane)

Shane’s reflections illustrate how insufficient workforce 
training can have serious consequences, including an 
inability to support consumers around issues of risk and 
compromising a consumers’ engagement with supports. 

MANAGEABLE WORKLOAD 
Participants talked about workloads in different ways. 
Generally, a psychosocial worker has a ‘caseload’, or a 
designated number of consumers for whom they are the 
primary support worker from the service. In addition to the 
contact hours spent actively working alongside consumers 
(via outreach appointments and phone-based support), 
there are other non-contact tasks directly associated 
with consumer support—for example, case noting, 
referrals, record keeping and stakeholder engagement. 
Many participants also spoke about those tasks which 
indirectly support consumer work, such as maintaining up 
to date adjacent service knowledge, specialist portfolio 
work, professional development, supervision and team 
participation. Many participants spoke about the importance 
of manageable workloads throughout the interview, 
referring to both the number of consumers allocated to 
their ‘caseload’, and the surrounding work tasks. Some 
respondents were in roles where the caseloads had been 
unmanageable:  

“The caseload is huge. I think impractically huge. Break it 
down, full-time work caseload is 18, and you break that 
down, assuming you do absolutely nothing else but client 
work, you get two hours a week, I think it works out to be 
for each client, which that would already not be enough but 
then add in all the other stuff you’re doing that’s not client-
specific…” (Callum)

This participant’s role was in the Partners in Recovery 
program, which supported consumers who have complex 
needs with several services actively involved in their support.  
The point made here is that the number of people allocated 
to the caseload has not accurately factored in the supporting 
tasks required to carry out the necessary supporting work:

“You can’t be 100% responsive 100% of the time, but I think a 
good service should try as responsive as we can, and be able 
to be flexible enough to respond to clients, when they need 
help, and actually at least be able to touch base with them. 
Not being so swamped that you sort of ... that’s a next week 
problem…you need to have the capacity to be responsive…” 
(Callum)
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This participant described how an unmanageable workload 
impacted on them personally, in terms of work-related 
stress, but is also suggesting here that valuable opportunities 
to undertake preventative work with consumers were 
lost as a result of having an unmanageable workload. 
Other participants also made the connection between a 
manageable caseload and the ability to undertake more 
planned, responsive support which facilitates longer term, 
sustainable change: 

“Well for a full-time person it’s normally about 15 clients with 
us. And I guess some other organizations would have higher 
caseloads but we just found that was a good number to 
work proactively and assertively with someone and actually 
achieve more rather than diluting someone’s time and not 
getting as much done and more responding to Band-Aid type 
stuff rather than actually breaking down barriers and making 
more long term permanent change. So yeah, it’s normally 
about 15 for a full-time person, give or take, depending on 
the complexity of the people they’re supporting” (Georgia)

Participant responses consistently suggested the number of 
consumers allocated to a psychosocial worker’s ‘caseload’ 
should consider the desired quality and intensity of service. 
Optimal caseload management might mean ensuring there 
is space to flexibly accommodate variable client needs, 
as well as allowing workers sufficient time to complete 
the many non-consumer facing work tasks which support 
quality work. Responses also clearly illustrated that there are 
negative impacts on worker wellbeing when workloads are 
not manageable. Employers and service funders may need 
to consider not only how workloads may negatively impact 
service quality, but also psychosocial workers’ wellbeing, and 
the associated impacts on recruitment and retention. 

WHAT PEOPLE SAID ABOUT JOB 
DESIRABILITY 
This study aimed to explore psychosocial workers’ views on 
what might attract them to a role in psychosocial supports 
in the future. The dominant themes to arise included 
job security, fair remuneration and a supportive work 
environment. 

JOB SECURITY 
When participants spoke about their real or hypothetical job 
search priorities, the issue of insecure work was a recurring 
theme.  Even before the individualised funding of the 
NDIS, service providers had been offering more short-term 
contracts in anticipation of service closure due to the NDIS 

transition. Participants spoke about how short-term contracts 
had impacted their personal lives: 

“…but yeah I’m looking for job security, I’m looking for 
ongoing employment so I can secure a mortgage in the next 
24 months and not have a bank tell me ‘no’, despite having 
a $100,000 deposit. I guess in life people just want some 
security. Through my own training I learnt about Maslow’s 
hierarchy…  What do we need to feel safe? ….But it’s kinda 
sad because I kinda feel like that’s a way of how things are 
at the moment. People are chasing jobs, people are chasing 
dollars, people are chasing a lot of things to grasp onto some 
security” (Simone)

Many participants explicitly linked their experience of 
insecure working conditions and compromised capacity at 
work: 

“The mind boggles when workers are expected to support 
people with mental health issues, but they’re not given any 
kind of degree of permanency in their work, and they’re not 
being paid adequately and I think it’s an issue that needs to 
be addressed, like across the board.” (Sarah) 

Again, the recurring motif in these findings is that staff 
wellbeing is crucial for quality service delivery. Participants 
considered seeking out secure work as a priority, so they 
would be in a better position to develop their skills and 
improve their practice:  

“It’s a multilayered thing. Obviously I’d like to be able to 
pay my gas bills and have my apartment to live in, that’s 
pretty important, but also it’s important for the consumers, 
so it’s just being able to build yourself up as a professional. 
Being able to actually work in the same role, consolidate 
your knowledge, have a resume that doesn’t show that you 
change jobs every 12 months…because I think it takes months 
in a position before you hit your stride. Once you’ve gotten 
through the hurdles of training, and getting used to the role, 
and are actually doing pretty good work. And also you get 
some of your best mental health work done when you’ve 
been able to work with a consumer for a long period of time, 
and build up a long term rapport…”(Callum) 

Some participants were concerned the proliferation 
of insecure work might impact on the strength of the 
psychosocial workforce as a whole. While service providers 
may invest in developing workers, these workers may then 
move out if the sector in search of better conditions, higher 
salaries and more security. Many participants attributed the 
lack of secure work to the broader funding environment. 
Margaret sees insecure funding, and insecure work, reflects 
a lack of respect for the profession and the consumers who 
access services:

“You’ll be told by managers that, yes, it will be continuing, 
but you haven’t actually got a signed contract saying it’s 
continuing until a week before, or a few days before….
And that, sort of, lends itself to how much you’re respected 
within the work environment. So, how much the organization 

19



respects you, and then how much the government respects 
the organization and the work that you do….Because if you 
[government funders] respected it more, then you would 
want to make sure that people aren’t moving on, that they 
are in for the long haul. That they are going to stay and 
continue the good work that they’re doing. The people in the 
government always bang on about what great work you do 
and da-da-da-da-dah, but then it’s not followed up with any 
sort of action or permanency.”(Margaret) 
 
A sense of disempowerment is present in some people’s 
description of the impact of job insecurity on their work life:

“Insecurity….It makes you stressed about things to do with 
work that are not really to do with work. I can’t control the 
tenders that this organization gets, or where they get that 
from. I’m not in control of that. I can only control whether I 
rock up to work every day, but when you know that there’s a 
potential that they’re not going to be able to offer you a role 
it starts, for me at least, it starts making you look at other 
roles, and whether, “That looks interesting”…., for a while 
there while I was considering what to do, I was definitely not 
as focused on my actual work. I was spending too much time 
wondering about, “What about this insecurity?” And “What 
will happen after June?” And all that sort of stuff. It’s not 
ideal” (Rueben)

The distraction Rueben experienced at work due to 
job insecurity seemed to be a common experience for 
research participants. The effect job insecurity has on 
workers subjective and economic wellbeing, as well 
as workforce retention, is well established by research 
across several disciplines. However, the effects may have 
particular ramifications for the psychosocial workforce 
and the sector’s efficacy. The nature of psychosocial work 
means the accumulation of role, service, and location-
specific knowledge, as well as the development of various 
stakeholder relationships, including consumer/worker 
relationships, can be a time-intensive process. Short-term 
funding cycles, and short-term employment contracts, may 
short circuit these crucial processes, meaning opportunities 
to realise service potential and to capitalise on resources 
invested in the sector may be constrained.  

FAIR REMUNERATION 
Historically, work in social and community services has been 
undervalued and underpaid in Australia. Research indicates 
this is related to the gendering and subsequent devaluing of 
care work41. The topic of fair remuneration was a dominant 
theme in this study. Typically, participants perceived the pay 
on offer for the work conducted in the pre-NDIS psychosocial 
sector to be insufficient, though the reasoning for this varied. 
For some participants, the perceived complexity inherent to 
their jobs, and the skills and training required to do the job 
well did not correlate with the remuneration. For others, 
their salary did not adequately reflect the intrinsic value 
of recovery work and the people who access psychosocial 
services. Others compared their pay with what is on offer in 
other sectors: 

41 Cortis, N & Meagher, G 2012,  ‘Recognition at Last: Care Work and the Equal Remuneration Case’, Journal of Industrial Relations, vo. 54, no. 3.

“I guess it’s always been a huge issue in our sector around 
retaining your staff in community mental health is that the 
salaries and things haven’t always been terribly amazing 
when you’re looking at other jobs you could get in the health 
sector. And that’s been a huge issue around trying to retain 
staff, is that people... We often lose staff eventually for places 
that can offer higher pay or different kind of incentives to kick 
stuff around at the community centre that struggles with, 
through our funding. So I think certainly remuneration is a 
big one.” (Georgia) 

Many participants suggested the low remuneration on offer 
for support workers under NDIS meant many skilled and 
experienced psychosocial workers would not consider a role 
in the NDIS at all: 

“…I mean, if you’re wanting a highly-skilled workforce, you 
need to attract it through adequate salaries. Yeah, if you’re 
not prepared to invest in people financially, then what kind 
of ... Yeah, where’s the incentive, really? ….And it’s already 
really difficult work and there’s a high degree of vicarious 
trauma and burnout. And so, yeah, it’s just one of those 
things that ... Yeah, people should be able to live comfortably 
off the wages that they earn.” (Sarah) 

While some people spoke about the practical implications 
remuneration levels had for their lifestyles, others had 
more principled objections to the low wages available in 
the outgoing psychosocial sector and the emerging NDIS 
workforce: 

“Money comes into it primarily because that’s an expression 
of the respect they’re paying to my customers. Like I said 
before, if you’re paying twenty bucks an hour to someone 
to go and work with people with mental illness, that’s what 
you’re valuing them at. We live in a community where value 
is measured by dollars.” (Greg)

Participants’ concerns about NDIS related workforce and 
service issues recurred, as many explicitly stated they were 
not considering working in NDIS psychosocial disability 
support due to the low wages:

“I wouldn’t work in NDIS, because I’d get paid $27.00 an hour 
and I get paid $35.00 an hour now. And I wouldn’t get ... I 
wouldn’t have any supervision. I wouldn’t ... I’d have to use 
my own car. Why would I do that?” (Rory) 

Again, as far as the NDIS workforce goes, participants were 
conscious and concerned about the flow-on effects of low 
wages, combined with little supervision for quality of service 
delivery: 

“Remuneration would be big one. That’s probably a barrier 
when people are looking at their future. We know we’re 
going to be looking at probably a 30% pay cut. If we want 
to stay in the sector, we are going to be looking at a 30% 
pay cut. Crushes me…They need to pay for the experience 
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that people bring in. You can’t be paying $21, $25 for people 
that have been in the sector for 15 years that know how 
to carry risk. How to work with behaviours that can be 
difficult….People are coming in at level ones, and level twos 
with actually no experience and they’re putting them out 
there with consumers that, they’ll have some sort of risk 
assessment, but staff aren’t qualified…” (Diane)

The issues of risk management came up frequently 
throughout the interviews, as participants conveyed the 
skill and experience required to perform that aspect of their 
role effectively. In many participants’ accounts, there was 
an understanding and concern about the consequences 
if remuneration levels within NDIS funded psychosocial 
work did not reflect the complexity of the work, meaning 
appropriate staff may not reliably be recruited. 

SUPPORTIVE WORK ENVIRONMENT 
When considering the qualities of a desirable role in the 
psychosocial support sector, research participants identified 
a supportive work environment as a major priority. The sub-
thematic characteristics of a supportive work environment 
included:
• Working within a team
• Supportive, autonomy promoting, management
• Professional supervision 
• A strong organisational culture 

Notably, there was significant overlap between the themes 
arising in participants’ accounts of what they require to 
perform quality work and what job characteristics they 
prioritise when searching for a new role.  For example, team-
based work is an important foundation for quality work, and 
is also a priority for participants when searching for a new 
job:

“It can be a tough job sometimes, you’re dealing with 
sometimes people’s traumas quite often, and it’s just ... 
If you’re having a tough day sometimes coming back in 
between those visits and just being able to debrief with 
your co-workers or to have a laugh or whatever it is, it just 
helps keep you energized and stops you from burning out 
basically…” (Narelle) 

Again, what participants had heard about working under the 
NDIS drew priority job qualities into sharper focus:

“…one of the things in the earlier days that we were led to 
understand about working under the NDIS is that, I don’t 
know how it’s panning out now, but we had heard that it 
could be an office-less system, that you did a lot of work in 
your car and you had a laptop, and the thought of that is 
horrifying to me. Where ... who do you debrief to? It’s just ... 
I like that office place and a team to come back to touch base 
and you know. Yeah. Just share your celebrations with and 
your tough times.” (Narelle)

Narelle was not alone in highlighting how the nature of 
psychosocial support means the work can be interpersonally 
challenging at times, and accessing support from colleagues 

is sustaining.  The people-oriented nature of the work might 
also mean this workforce is more motivated by collegial 
connection: 

“…honestly, for me, I couldn’t see myself actually being 
attracted to one of those positions. I like being in an office, 
and actually having people I can talk to, and that social 
aspect of work very important for me…I mean, it’s a third of 
your life, you need to be ... The idea of just driving out in my 
own car, and going to see consumers, and having just phone 
contact, or email or whatever else, sounds kind of miserable 
honestly. I couldn’t see myself working in that.” (Callum)

The perception of a supportive broader organisational 
culture was also considered as important when participants 
were looking for new work:

“I feel like the working conditions and some of the perks we 
have, like I know in some organizations if you take a sick 
day you’ve got to provide a doctor letter you’ve got to do 
this, I feel like there’s enough trust in the organization here. 
Where you can take a couple of days because you’re sick 
and need it, and not have to prove everything all the time. I 
feel like that the management here at the staff level is really 
understanding of what people’s needs are and what they 
need to do to work best in the organization.” (Danny)

While participants noted they could not know what 
leadership style their prospective line managers might have 
through the recruitment process, they certainly raised the 
importance of leadership style in how long they stayed in a 
job. Participants spoke about valuing managers who showed 
trust and empowered them as workers, promoting autonomy 
in their work.

“I think the structure’s been excellent because we’ve all got 
autonomy. There’s no micromanagement. But we all pull 
together really well” (Deborah)

 Also, leadership that prioritised professional supervision, 
and established a culture which ensured staff understood 
they were valued: 

“Yeah, I think knowing that you’re valued and you’re 
important, you’re not a drone who’s just expected to hit 
targets, and the work you do matters. All of that contributes 
to a really strong workforce.” (Frederick)

It would be reasonable to expect any professional would 
benefit from a supportive work environment; however, 
precisely what constitutes a supportive environment 
varies between workers and workforces. The importance 
placed by participants on supportive, autonomy promoting 
management, a healthy organisational culture and 
working within a team environment may be of interest 
to stakeholders involved in service commissioning and 
psychosocial workforce planning into the future.  
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SUMMARY AND CONCLUSIONS
 

This project set out to explore psychosocial workers’ 
perspectives on their work. We explored participants’ views 
on: 
• What characterises quality psychosocial support
• What resources are required to deliver quality 

psychosocial support
• What makes a desirable job in psychosocial support

In terms of what participants thought characterises 
quality psychosocial work, their perspectives were largely 
consistent with research and policy on recovery-oriented 
practice in mental health service delivery42. Recovery-
oriented principles are almost mainstream at the policy 
level Australia, and study findings suggest high-level policy 
principles have been successfully filtering into practice.   

Participants described the importance of flexibility 
in quality psychosocial work. This includes flexibility 
in engagement style, practice approach, location and 
frequency of support. Flexibility is also required at a service 
level, meaning psychosocial programs must be able to 
accommodate varying levels in consumers’ support needs 
flexibly. Such flexibility in service delivery, along with 
accessible eligibility parameters, are necessities for effective 
prevention and early intervention work. Another major 
theme was the value placed by participants on consumer-
centred support, which requires a worker to centre consumer 
expertise and promote consumer autonomy. Participants 
frequently demonstrated a nuanced understanding and 
operationalising of this essential principle of recovery-
oriented care. 

A holistic approach to mental health and wellbeing was 
generally highlighted as a real strength of specialist 
psychosocial services. Participants frequently suggested 
the psychosocial sector’s holistic approach was an essential 
complement to community-based clinical mental health 

42 See for example, Victoria State Government 2011, Recovery-oriented practice: literature review, Department of Health (Victoria). Viewed 5 March 2019, https://www2.health.vic.gov.au/about/publications/
policiesandguidelines/Recovery-oriented-practice---literature-review
43 Deegan, P.E.. ‘Recovery: the lived experience of rehabilitation’. Psychosocial Rehabilitation Journal 11, 11–19 (1988). 
44 Victoria State Government 2016, Mental Health Workforce Strategy, Department of Health and Human Services (Victoria), viewed 5 May 2019, <https://www2.health.vic.gov.au/about/publications/
policiesandguidelines/mental-health-workforce-strategy>.

services, which necessarily centre on psychological and 
pharmacological approaches to care.

Participants’ emphasis that the therapeutic relationship 
between worker and consumer underpins quality 
psychosocial work is consistent with good evidence on the 
therapeutic value of the working alliance in mental health 
care43.  The findings also speak to the highly developed 
interpersonal skills required of psychosocial support workers, 
as they are required to negotiate complex relationships with 
consumers, colleagues and external stakeholders. This part 
of the role requires high social and emotional intelligence, 
self-awareness and the ability to critically reflect and adjust 
practice approaches in response to variable work demands.  
Such competencies must continue to be a consideration at a 
policy and service planning level.  

Participant responses highlighted several key resources 
workers require to perform quality work. These resources 
include work vehicles and other equipment, a supportive 
interpersonal environment, professional expertise and a 
suite of dispositional attributes. Where participants spoke 
explicitly about training and qualifications, it was often 
voiced alongside concern about untrained, unqualified, 
largely unsupervised staff working in NDIS psychosocial 
disability services. Supportive work environments appeared 
to be a crucially important resource for participants.  Such 
environments are comprised of supportive manager 
relationships, regular professional supervision and work 
among a team of peers.  

There was considerable overlap between what participants 
said they required to perform quality work, and what 
they prioritise when searching for a new job in mental 
health. Participants were clear they would seek out work 
opportunities where they would have a supportive work 
environment, including supportive management and a 
teamwork environment.  Job security and fair remuneration 
were also significant priorities. This is a workforce motivated 
to deliver high quality service to the people they work with, 
so it makes sense they would be discerning with job selection 
to make sure they have the resources they know are required 
to carry out quality work.  

The Victorian Mental Health Workforce Strategy suggests 
that work in mental health is not always seen as an attractive 
career option due to ‘stigma, community perceptions about 
people with mental illness, the people who work with them 
and the nature of that work’44. However, findings from this 
research indicate that participants are highly motivated 
to work in mental health. Instead, the available work 
conditions, which may restrict one’s ability to do the job well, 
can make working in the sector unattractive.

This study provides some helpful signposts for stakeholders 
involved in policy, psychosocial workforce planning and 
service design. As findings suggest workforce instability 
can impact the quality of service delivered, future program 
funding and workforce planning in Victoria should look 
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to address issues which make recruitment and retention 
into the psychosocial sector difficult. These issues include 
inadequate remuneration, poor work resourcing and short-
term contracting. Avoiding twelve-month funding allocations 
for programs would be an important first step, with a view 
toward longer term psychosocial program funding cycles of 
at least four years. Longer funding cycles would likely support 
the attraction, development and maintenance of a stable, 
skilled psychosocial workforce.

As has been discussed, the episodic nature of mental 
illness means many consumers have fluctuating support 
needs. Psychosocial programs must, therefore, be able to 
accommodate varying service levels flexibly. This priority 
for flexibility in service provision has implications for service 
design and funding models. Individualised funding models 
such as is found under the NDIS, where participants are 
allocated a fixed amount of support for a one-year period, 
do not comfortably accommodate flexible service delivery. 
Block-funding future Victorian psychosocial services would 
be an essential foundation for service flexibility, ensuring the 
sector can fulfil its valuable prevention and early intervention 
functions. 

While service providers in Victoria’s pre-NDIS psychosocial 
sector recruited staff based on suitable qualifications and 
recovery-oriented capabilities, there was not a standardised 
approach among organisations. While these findings indicate 
psychosocial workers have a breadth of competencies, 
standardising minimum requirements and recruitment 
practices across the sector could be an important step for 
the Victorian government. This would ensure consumers 
across the state can access the same high quality level of 
recovery-oriented support regardless of the service provider.  
Australia’s National Framework for Recovery-Oriented 
Mental Health Services45 provides a useful guide for such 
workforce standardisation. 

There has been substantial research, and several policy 
frameworks developed responding to the question of 
individual psychosocial worker capabilities. However, there 
has been less exploration into what capital, environmental 
and collegial resources the workforce requires to support 
worker wellbeing and quality service delivery. This study 
provides early insights into what the workforce see are 
important resources for delivering quality psychosocial 
support work; however, more research is warranted in this 
area.

This research also gave us insight into the range of ‘behind 
the scenes’ tasks required in psychosocial work, all of 
which need substantial paid time which is not consumer-
facing. These findings add more weight to the numerous 
stakeholders advocating for NDIS pricing for psychosocial 
supports to reflect the amount of time workers need to 
complete non-client facing tasks associated with quality 
service delivery46. Future Victoria funded psychosocial 
programs should ensure funding levels and service 
benchmarks reflect the time required for critical non-
consumer facing tasks which support workforce wellbeing 

45 Australian Government 2012, A national framework for recovery-oriented mental health services: Guide for practitioners and providers, Commonwealth of Australia, Canberra, viewed 5 June 2019, https://
www1.health.gov.au/internet/main/publishing.nsf/content/67D17065514CF8E8CA257C1D00017A90/$File/recovgde.pdf. 
46 See for example Mental Health Australia’s project report: Optimising Support for Psychosocial Disability (2018)

and assure service quality.  

An important takeaway message of this research is that this 
cohort of psychosocial workers will preference applying 
for and staying in jobs where they feel they have sufficient 
resources to deliver high quality psychosocial work. This is a 
workforce with high mental health literacy; they know being 
under resourced in this work will lead to poor outcomes 
for their personal wellbeing and poor service delivery for 
consumers.  The findings of this research also provide 
some insight into the valuable function of the specialist 
psychosocial sector and workforce.  Each of the different 
programs within Victoria’s psychosocial sector, despite their 
varying specialisations, had a shared focus on responding 
flexibly to consumer needs across multiple life domains, with 
the understanding that each has a role to play in supporting 
mental health.  This holistic approach enabled valuable 
prevention and early intervention work to occur. It may 
be that a well-funded psychosocial sector, combined with 
targeted psychosocial workforce planning, would mean the 
community is the first and last stop for many people using 
Victoria’s specialist health services. 

LIMITATIONS AND FUTURE 
RESEARCH 
This study was an initial exploratory research project which 
canvassed three broad research questions. More targeted 
research is needed on the relationship between work 
conditions and service quality in the psychosocial sector, 
including psychosocial supports within the NDIS. Research 
which explores consumer experiences and perspectives 
on important psychosocial workforce qualities would be a 
valuable complement to this research.  

The NDIS transition was a large part of the participants’ 
recent employment experience. So, while this research 
did not explicitly explore perspectives on the NDIS, every 
participant spoke about the way the NDIS had impacted 
them personally, their teams and the consumers they 
supported. It is likely the emphasis on certain work 
conditions was informed by an awareness that some of these 
conditions are currently unavailable to workers delivering 
supports under the NDIS. This could be considered as a 
limitation of the study; however, it may also have been a 
helpful frame to bring into focus those conditions that are 
indispensable in doing their jobs.  
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