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Abstract
Objective: Specialised mental healthcare delivery is highly labour intensive, and the COVID-19 pandemic has ex-
acerbated workforce shortfalls. We explore the information on the mental healthcare labour supply in Australia from
a health policy viewpoint. Our purpose is to stimulate discussion, further research and development of interventions.
Conclusions: The mental healthcare labour market has a number of features that make it prone to shortages and other
distortions. These include: the labour-intensive nature of healthcare work;, long-training periods; that traditional
policy levers like pay are only partially effective; as well as other challenges in retaining and recruiting mental health
nurses and psychiatrists, especially in public mental health services. Further research is needed to develop and evaluate
effective interventions.
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Introduction – The healthcare labourmarket
in context and in Australia
The healthcare labour market in context

Specialised mental healthcare services face urgent work-
force challenges, which can be understood within the
broader healthcare environment. This paper focuses on
the issues affecting the general healthcare labour market
in Australia and the implications for psychiatry, and
specialisedmental health services, public and private. Our
purpose is to provide an overview that encourages

discussion of the potential health policy changes needed
to address these challenges.
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Well before the COVID-19 pandemic, there were concerns
about possible shortfalls in the global healthcareworkforce.1

The pandemic exacerbated and accelerated this pre-existing
trend, highlighting many of the well-recognised issues af-
fecting the healthcare labour market.2 This is because
healthcare delivery is highly labour intensive, as workers
perform or mediate most health system functions.2 They
make treatment decisions at the point of service, and their
actions determine how efficiently other resources are used.3

The healthcare labour market is prone to shortages due to
supply and demand factors. There are long training pe-
riods for some workers – most notably psychiatrists and
othermedical specialists – alongwith extensive regulation
of entry and of conduct once in the sector, along with
multiple types of employment contracts. For example,
there are relative shortages of psychiatrists in rural and
remote Australia.4 The healthcare sector is also a ‘mission-
orientated’ sector and therefore will attract individuals
who are motivated by non-financial (altruistic) as well as
financial concerns.5

The healthcare labour market in Australia
Healthcare labour shortages are an apparent mismatch
between health workforce supply and demand (defined
by need), with evidence of an increasing imbalance both
in Australia and internationally.6 The resulting effect on
healthcare delivery has led to calls for national regulatory
and other reforms to planning, based on improved
workforce data collection.2 This is complicated by the fact
that, compared to many other OECD nations, Australia
already relies heavily on overseas-trained health pro-
fessionals including psychiatrists and nurses, raising
ethical issues around the effects on healthcare in low- and
middle-income countries.7 A further challenge is the
ageing of the healthcare workforce, which may lead to
retirements impacting workforce capacity.6 With this
current and worsening shortage, further actions are re-
quired to attract and retain the healthcare workforce.8

The specialised mental healthcare labour market

There are shortfalls in the specialised psychiatrist (and
trainee) and mental health nurse workforces, both pro-
jected and in the extant data. Very recently, one in four
funded staff specialist psychiatrist positions have not
been substantively filled in NSW and ACT, leading to
public mental health service shortfalls.9 This occurs in the
context of 90% of 1269 (of the 7200) trainees and psy-
chiatrists of the RANZCP reporting that workforce
shortages negatively impact patient care in 2024.10 And,
of these respondents, 70% reported burnout symptoms,
of which 82% attributed to workforce shortages. Seventy-
three percent of trainee psychiatrists reported burnout,
and 33% of the total number of psychiatrists, 13% of
trainees and 14% of early career psychiatrists, considered
leaving the profession in the next 3 years.10

The Australian National Health Workforce Data Set,
AIHWandABS data indicate that from2013 to 2022,most

psychiatrists are maldistributed to major metropolitan
areas.4 While there has been a rise in the total full-time
equivalent numbers from 12.6 per 100,000 population to
15.2 per 100,000, there has been a decline in the average
hours worked by each psychiatrist. The greatest shortfalls,
relative to population, are in rural NSW and SA, and the
majority of this small workforce are female and pre-
dominantly overseas-trained.4

The projections of healthcare workforce capability have
been hampered by the disbandment of Health Workforce
Australia, as there is now no centralised agency that is
responsible for data collection and monitoring of the
healthcare workforce. The last dated workforce capability
projections from HWA are from 2014 to 2016, when the
organisation last published analyses. The Department of
Health published the last analysis of HWA on the psy-
chiatrist workforce in 2016, which predicted an un-
dersupply of 425 psychiatrists by 2025.11 The HWA last
analysis for mental health nurses in 2024 projected an
astonishing 61% shortfall of nurses,12 and we could not
find a similar contemporaneous workforce data analysis
to that for psychiatrists. Though these figures are dated,
and projections are potentially less accurate as events
ensure, there is evidence, contemporary and projected of
shortfalls in psychiatrist and mental health nurse work-
force levels, including maldistribution. This is evidence of
reduction in mental healthcare labour supply.

Framing healthcare labour policy

For our purposes, we will focus on factors related to the
workforce supply to address the labour shortages, and
some measures to assist productivity, since industrial
infrastructure simply cannot function without an ade-
quate workforce.

We suggest some potential healthcare policy levers that
may be useful in addressing the extant and projected
shortage in the mental healthcare workforce supply.
These will need to be considered, further researched and
evaluated for effectiveness.

Potential interventions to address
insufficient mental healthcare
worker supply
Burnout and retaining staff. Due to the long training periods
for most healthcare professions including psychiatry,
simply increasing educational places is insufficient. The
priority should be retention through addressing continuing
effects of the pandemic,13 and known causes of moral
injury and burnout.14 The 2024 RANZCP survey that we
referred to above identified that themajority of trainees and
psychiatrists had symptoms of burnout they attributed to
workforce shortages, and that up to a third of psychiatrists
and more than 10% of trainees and early career psychia-
trists endorsed exiting the profession in the next 3 years.10

These challenges are also reflected in increased turnover of
physicians and long-term care workers in the United
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States during the pandemic,15 as well as disengagement
from careers, and reduced quality of patient care.16 For
example, a recent systematic review identified that
burnout symptoms and job satisfaction are the key drivers
of healthcare workers’ (HCWs) intention to leave, medi-
ated by factors such as the meaning of work and self-ef-
ficacy.8 In the same review, self-efficacy and experience
were protective against turnover, while opportunities for
part-time work, career or learning development social
support and leadership, enhanced productivity and
morale.8

Pay increases might appear a natural way to enhance
HCW retention and recruitment. While a recent sys-
tematic review of studies on HCW retention in the UK
NHS found that pay did influence job satisfaction and
retention, the authors also observed that pay increments
alone were unlikely to address other relevant issues
leading to staff turnover.17 This review also recommended
that improving staffing levels (and reducing the de-
pendency on locums), flexible work arrangements, op-
portunities for continuing professional development,
preventing discrimination, valuing staff and staff au-
tonomy, action to counteract negative narratives re-
garding the NHS, and also targeted wage increases to
prevent being outbid by other employers. In relation to
pay discrepancies, the UKNHS as a public sector employer
likely faces similar challenges to a public sector in Aus-
tralia, with the added impact that Australia has a very
much larger and partially publicly subsidised private
health sector, including in mental healthcare. Improving
pay may also improve retention, but needs to be ac-
companied by other workplace interventions that effect
better working conditions.

Telepsychiatry and substitutes for face-to-face care can help
healthcare workers provide more efficient and effective
care. There is potential for expanding telehealth in gen-
eral primary healthcare, based on the experience in
Australia during theCOVID-19 pandemic.18 Similarly, the
evidence during the pandemic is that many other
healthcare services can be provided using telehealth.19

Furthermore, in the context of existing hospital access
block, signifying unmet demand, there is emerging
evidence that at least some telehealth usage can avoid
hospital service use.20 In mental healthcare where
telehealth may be particularly suitable, it has been
specifically recommended as a strategy to address
psychiatrist workforce shortages.21 Nonetheless, tele-
psychiatry still requires an adequate psychiatric work-
force to be available. Telepsychiatry is still unlikely to
be suitable for many patients and circumstances, such
as for those acute and severe illness, and in terms of
equitable access, which may not be possible in under-
served rural and remote regions.

Adapting digital health infrastructuremay assist skilled HCWs
to work more efficiently.22 In mental healthcare, digital
transcription of letters and notes could improve workflows,
as would portable and reliable access to EHRs via secure
networks for information on patient home visits.

Healthcare worker role substitution. Examples include em-
ploying skilled HCWs (psychiatrists, nurses and allied
HCWs) to supervise paramedical staff with lower levels of
healthcare training and expertise to enable role sub-
stitution, for example, similar to enrolled nurses supervised
by registered nurses. Although there is limited evidence of
improved economic outcomes from role substitution in
primary care,23 there remain issues in evaluating the
clinical effectiveness of such role substitution.24

Healthcare rationing. These health economic decisions are
indeed challenging for HCWs to consider and participate
in. While the principles of health stewardship are gen-
erally accepted in terms of equitable access to care based
on need and available resources, a systematic review of
physicians’ approaches to healthcare rationing concluded
that they found it most difficult at the bedside, and as it
pertains to an individual patient.25 Healthcare workers
find such rationing and triaging difficult, and this has
been a contributor to moral injury during the COVID-19
pandemic.26 While such decisions on rationing may need
to take place at higher administrative and policy-maker
levels, these decisions also need to be carefully considered
for their effects on patients, HCWs and health services. In
the absence of formal approaches, increased waiting lists
for healthcare are a byproduct of healthcare system ra-
tioning where healthcare demand exceeds supply.27

Healthcare efficiency benchmarking may identify why some
systems aremost costly or inefficient relative to their peers
based. Examples include indices such as the national ef-
ficient price28 and relative stay index.29 Data must be
accurate, and comparisons both appropriate and clini-
callymeaningful.Measures such as psychiatric care length
of stay, re-admission rates and hospital-related compli-
cations must be considered in context of quality of care
provided, and not in isolation.

Improved healthcare labour market data collection
and analysis

We need better Australian and local health workforce (all
professions) modelling data through investment in high-
quality business and clinical analysis capability, including
accurate data and relevant software for access. Such analysis
should be transparent and effectively communicated to all
the relevant executive and clinical stakeholders. Ideally,
Health Workforce Australia should be reconstituted to
provide a centralised data repository and reporting.

Healthcare system redesign and reorganisation

Integrated redesign of both public and private services will
be necessary to ensure whole system sustainability. This
includes addressing the imbalance in HCWs across medical
specialties and between metropolitan and rural areas.

Productivity

To address healthcare worker (HCW) shortages, we may
also need to increase our relative healthcare productivity
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levels. The challenge of improving productivity in human
service industries has long been recognised30; yet rather
than traditional approaches of technological in-
tensification, the most direct route to productivity en-
hancement in healthcare is likely to involve reducing the
incidence of both adverse events and low-value care.31

Conclusion
We have suggested several ways to address the mental
healthcare worker shortage in Australia and to improve
workforce supply. These proposed interventions are in-
tended to encourage further discussion, research and
evaluation of effectiveness. Clinicians, patients, policy-
makers and broader society will need to work together to
develop an agreed societal compact.
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