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Abstract 

With Australia’s mental health support needs increasing, non-government service 

providers are in high demand to deliver community-managed mental health support 

services. Despite this demand, there is limited research into the features of the 

community-managed mental health workforce, particularly in relation to career 

pathways, professional development opportunities and effective recruitment and 

retention strategies to support the growth of this industry.  

In 2013 and 2014, the Queensland Government funded 19 scholarships for the 

Graduate Certificate in Mental Health Practice or Master of Mental Health Practice at 

Griffith University in Queensland. The intention of the scholarships was to contribute to 

the development of the community-managed mental health workforce through the 

provision of university qualifications. By supporting the enhancement of mental health 

skills and knowledge in the sector the scholarships have a threefold purpose: 

maintaining the commitment and desire of people to work in the sector, attracting 

skilled individuals, and supporting quality service provision to people with poor mental 

health. 

This research explored the progress of 19 Griffith University scholarship recipients with 

particular interest in the students’ motivations for study, the strategies they employed to 

manage their studies and the challenges/difficulties they faced. The research also 

examined the impact of offering higher education scholarships on the career pathways 

and career intentions of community mental health workers.  

A mixed-methods approach involving scholarship applications, questionnaires and 

semi-structured interviews was used to explore the students’ university experiences 

between February 2013 and January 2015. Interviews also occurred with members of 

the Community Mental Health Workforce Leaders Group, a Scholarship Manager, two 

Griffith University Course Convenors, and two employers.  

Qualitative and quantitative data were collected across three time points, with each 

collection informing the next phase of the research. Descriptive quantitative data 

analysis and thematic analysis of the qualitative data were undertaken. 

The research found that the scholarship recipients described a number of benefits  and 

motivating factors from studying, including a deepening of their mental health 

knowledge, intellectual stimulation, recognition of their experience by completing a 

postgraduate qualification, improved career pathways and improved work practice 

leading to better consumer services. 
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It was also found that students faced a range of challenges whilst studying. The 

predominate challenge described was the ability to manage their time, closely followed 

by difficulties balancing study on top of existing work and personal commitments. 

Further challenges included a lack of energy/tiredness, understanding academic 

expectations, job uncertainty and being able to navigate significant unforeseen life 

events. Students who were able to continue or complete their study displayed a range 

of personal attributes and were able to access various external supports, in order to do 

so.  

From the research it appears that the scholarships which enabled access to higher 

education were able to maintain the scholarship recipient’s motivation and intention to 

work in the community-managed mental health sector, at the time they undertook 

study. The benefits and challenges faced by the students are able to inform the design 

of future workforce development initiatives. Further research is required to determine if 

the students’ university education will lead to their retention in the sector. 
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1 Introduction 

With Australia’s mental health support needs increasing, non-government service 

providers such as Mind Australia, Open Minds and Aftercare are in high demand to 

deliver community-managed mental health support services (Australia Bureau of 

Statistics [ABS], 2009; Australian Institute of Health and Welfare [AIHW], 2008; 

Carbone, Rickwood, & Tanti, 2011; Mental Health Workforce Advisory Committee 

[MHWAC], 2011; National Health Workforce Planning and Research Collaboration 

[NHWP&RC], 2011). Despite this demand, there is limited research into the features of 

the community-managed mental health workforce, particularly in relation to career 

pathways, professional development opportunities and effective recruitment and 

retention strategies to support the growth of this industry (Cuthbert & Basset, 2007; 

Health Workforce Australia [HWA], 2011).   

In 2013 and 2014 the Queensland Government funded 19 scholarships for people from 

the non-government community sector, enabling them to complete a Graduate 

Certificate in Mental Health Practice or Master of Mental Health Practice at Griffith 

University in Queensland. The intention of the scholarships was to contribute to the 

development of the community-managed mental health workforce, through the 

provision of university level qualifications. By supporting the enhancement of mental 

health skills and knowledge in the industry, the scholarships have a threefold purpose: 

maintaining the commitment and desire of people to work in the community-managed 

mental health sector; attracting skilled individuals for the growth of the sector; and 

supporting quality service provision to people with mental illness. 

The research candidate followed the progress of the scholarship recipients over a two 

year period and explored the benefits, motivations and challenges that they 

experienced. At the commencement of the research a literature review was completed 

to establish the context in which community-managed mental health support services 

operate and the workforce development initiatives that have been implemented 

previously. The potential benefits and challenges of further education for sector 

workers was then explored, before the review examined available scholarship literature 

to understand the implications of varying scholarship program designs.  
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2 Literature review 

An appraisal of international and national literature regarding community-managed 

mental health services (which will be referred to as ‘services’ throughout this thesis) 

was undertaken between April 2013 and January 2014. The review’s objectives were 

to: 

• highlight the growing demand for mental health services

• examine historical policy trends and initiatives within the context of mental

health

• define the composition of the community-managed mental health sector and its

context

• explore the challenges current policy initiatives present in a climate of change

• identify the impact of the current mental health context on the workforce

• explore the available literature on workforce initiatives, attraction and retention

strategies, and the development of career pathways in the community services

sector, and

• develop an understanding of the impact of scholarships as a workforce initiative

and the key components of an effective scholarship program.

Key search terms used were: community mental health, scholarships/bursaries, 

workforce development initiatives, recovery-oriented practice, training, higher 

education, professional development and career intentions.  

2.1 Demand for mental health services 

The context for the research project is the Queensland community-managed mental 

health sector (which will be referred to as ‘the sector’). In order to understand this 

sector and the demand for services, the literature review began with a scan of the 

broader health and community services sector in Australia, within which the 

Queensland mental health sector operates.  

According to the Community Services and Health Industry Skills Council (CS&HISC) 

(2012), Australia is facing a health crisis due to an impending workforce shortage. In 

2012 there were 1.35 million paid health and community service workers in Australia 

(CS&HISC, 2012). Due to the country’s rapidly ageing population and the projected 

retirement of 60% of the Australian workforce within the next ten years, CS&HISC 

predicted in 2012 that the health and community service workforce would increase at 

twice the rate of all other industry workforces. In their latest workforce scan CS&HISC 

reported that there were 1.38 million paid workers in the health and community 
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services sector (2015). Demand continues to increase with one in four new Australian 

jobs between 2013 and 2018 being created in this sector (CS&HISC, 2015). This 

demand is further increased by heightened consumer expectations regarding the 

availability and standards of services and the rising prevalence of chronic diseases and 

complex morbidities (Carbone et al., 2011; Ono et al., 2013).  

Mental illness, alongside cancer and cardiovascular disease, place a heavy demand on 

Australia’s health and community services (AIHW, 2008). The Mental Health Workforce 

Advisory Council (2011) reported that 45% of Australians will experience a mental 

health problem at some time in their life, with one in five people experiencing a mental 

health disorder, such as anxiety or depression, in any 12 month period. This is 

consistent with the World Health Organisation’s (WHO) (2008) statement that by 2030, 

depression is likely to be the second highest global cause of disease burden after 

HIV/AIDS.  

The Fourth National Mental Health Plan (2009) reported that mental illness has an 

extensive impact on an individual, as well as their friends, families and the community. 

This impact can be at a personal, social and/or economic level (Australian 

Government, 2009). The onset of adult mental illness ranges between 16 to 85 years, 

with 64% of Australians experiencing their first episode of poor mental health before 21 

years of age (Australian Government, 2009). Three per cent of the Australian 

population experience a severe mental illness, such as schizophrenia, or other forms of 

psychoses, and require extensive treatment and support (AIHW, 2008). 

Australians experiencing poor mental health or mental illness may access a wide range 

of services, such as information and referral, residential care, counselling, medication 

support, clinical treatment, community access and vocational assistance (Queensland 

Government, 2011b). Figure 1 provides an overview of the government and non-

government services that are currently available throughout Australia. Mental health 

services are also provided by general practitioners, private psychiatrists and allied 

health professionals (Medibank Private Limited & Nous Group, 2013; Queensland 

Government, 2011b). 
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Figure 1: Government and non-government services   

(Source: Supporting Recovery, Qld Government, 2011b) 

In 2007, 65% of Australians with a diagnosed mental disorder had not used mental 

health services in the past 12 months, with most of this group indicating that they had 

no need for any type of assistance (ABS, 2009; Rosenberg and Hickie, 2013). Neither 

the ABS (2009), nor Rosenberg and Hickie (2013) explored the reasons why services 

were not sought. However, this could be due to effective informal supports and an 

individual’s capacity to manage on their own, the stigma associated with mental illness 

prohibiting access, an individual’s lack of recognition of the need for treatment, and/or 

poor identification of mental illness by health professionals and subsequent service 

referral (Craig & Boardman, 1997; Glover, 2013; Henderson et al., 2013; Kessler et al., 

2001; Medibank Private Limited & Nous Group, 2013).  

Based on concerns that there was not a comprehensive understanding of the size of 

the sector and the level of expenditure on mental health services, Medibank Private 

Limited and Nous Group completed a report on mental health services in Australia 

(2013). A recommendation from this report was that an optimal mix of mental health 

services is needed to meet predicted future mental health needs (Medibank Private 

Limited and Nous Group, 2013). Figure 2 shows the range of services proposed by 

Medibank Private Pty Ltd & Nous Group in 2013 to accommodate the estimated 4.5 

million Australians who will require mental health support annually.  
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Figure 2: Conceptual model to differentiate systemic approaches to supporting those with 
mental illness (Medibank Pty Ltd & Nous Group, 2013)  

The report also cited the National Survey of Mental Health and Wellbeing (2007), 

stating that of those people who did access mental health services, only a limited 

percentage had their needs fully met by mental health services (31% of cases for social 

intervention, 44% for skills training, 57% for information, 67% for counselling and 87% 

for medication). In their report, the authors claim that the actual costs of mental health 

support were under-estimated and generally do not include services provided by 

private insurance companies, private practitioners, workplaces, housing agencies, and 

police (Medibank Pty Ltd & Nous Group, 2013). 

Rosenberg and Hickie (2013) stated that better care options for people with a mental 

illness are often found in the community and in organisations outside of government, 

rather than in formal public mental health services. The authors also describe the 

Australian mental health system as ‘chaotic’, and advised that the fragmentation and 

siloed approach to delivering mental health support has led to over ‘50 separate 

statutory inquiries into different aspects of failure in the system, between 2006 and 

2012’ (Rosenberg and Hickie, 2013, p.2). 

In summary, the literature indicates that the demand for mental health service in 

Australia is likely to escalate, based on the increasing population and the burden and 

prevalence of mental illness. Although there is no single clear data source from which 

to draw firm conclusions (Bateman & Smith, 2011; Medibank Private Limited & Nous 

Group, 2013), it is understood that people with poor mental health will require a 

combination of mental health services. The range of services required will include 

extended treatment or long stay services, specialist acute hospital-based care, primary 

care services, community-managed mental health services or more informal supports 

(WHO, 2008). Hence, the term ‘mental health support services’ describes an array of 
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supports which include public, private and community-managed service providers 

(Mendoza & Wands, 2009b).  

2.2 Historical policy trends and initiatives 

Increasing the availability of mental health support services has been a focus of 

successive Australian Governments, which have developed several key policies and 

strategies that have guided the implementation of Australian mental health systems 

and services. In this section of the literature review several key policy documents are 

described in order of their development, however, changes in government and in the 

priority given to mental health reform have made the progress of these policies and 

their subsequent description extremely challenging. The transition from one 

government strategy/plan to the next may appear disjointed, illustrating the complexity 

of the mental health context.     

The National Mental Health Strategy (1992) was an early platform for mental health 

policy and reform, and set the stage for the release of subsequent National Mental 

Health Plans in 1992, 1997, 2003 and most recently in 2009. The Fourth National 

Mental Health Plan (2009) identified that mental health accounted for 7.3% of federal 

government health expenditure. It detailed a number of priorities for further mental 

health reform which focused on improving social inclusion, service access, service 

coordination and recovery for people experiencing mental illness, as well as 

strengthening quality standards, accountability, mental health education, early 

intervention and innovative practice (Australian Government, 2009).  

Prior to the release of the fourth plan, the Council of Australian Government (COAG) 

launched the National Action Plan on Mental Health 2006-2011, with the intention to 

reduce the prevalence, onset and severity of mental illness experienced by Australians 

(COAG, 2006). The National Action Plan endeavoured to coordinate better mental 

health care across government, community-managed services and private providers, to 

ensure that people had access to the services they needed in their community (COAG, 

2006). The final report celebrated the Plan’s success in bringing together the heads of 

government of all Australian states and territories, increasing the funding commitment 

for mental health from $4.1 billion to $5.68 billion and improving access to mental 

health services (DOHA, 2013). 

COAG subsequently released The Roadmap for National Mental Health Reform 2012-

2022 (2012). The Roadmap was developed to ensure ‘a society that values and 

promotes the importance of good mental health and wellbeing, maximises opportunities 

to prevent and reduce the impact of mental health issues and mental illness and 
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supports people with mental health issues and mental illness, their families and carers 

to live full and rewarding lives’ (COAG, 2012, p.8). 

The release of the Roadmap aligned with the National Mental Health Reform 2011-

2012 budget announcements, which formed The National Partnership Agreement on 

Mental Health (COAG, 2012) between the Australian and State/Territory governments. 

The Agreement provided an additional $201.3 million over five years to improve the 

mental health system, particularly in the area of accommodation support, and to ease 

the transition of people with poor mental health requiring admission and discharge from 

hospital emergency departments (COAG, 2012). This was in addition to  an estimated 

$2.2 billion in Federal mental health expenditure between 2007/08 and 2011/12 

(Medibank Private Limited & Nous Group, 2013).  

Alongside policy development and associated funding initiatives, Australia has followed 

examples from New Zealand and Canada by establishing a National Mental Health 

Commission (Canadian Mental Health Association, 2012; Health and Disability 

Commissioner, 2016). The National Mental Health Commission is an independent 

statutory authority that strives to improve the lives of all Australian’s experiencing 

mental health problems (National Mental Health Commission, 2012). The Commission 

(2012, 2013) prepares an annual national report card on Australia’s mental health 

systems and makes recommendations to all mental health stakeholders on key 

initiatives to support further mental health reform.  

In 2015, the Australian Government established an expert reference group in response 

to the Report on the National Review of Mental Health Programmes and Services 

(National Mental Health Commission, 2014). The expert reference group has been 

formed to oversee the next phase of mental health funding and government strategy. A 

Fifth National Mental Health Plan is now under development (Department of Health, 

2016). 

The establishment of a National Mental Health Commission in 2012 was followed by 

the creation of state-level commissions in Western Australia, Queensland, and New 

South Wales (Mental Health Commission of NSW, 2016). Victoria consulted widely with 

regard to establishing a similar entity (Rosenberg & Hickie, 2013; The Mental Health 

Services Conference (TheMHS), 2013), and in 2014 established a Mental Health 

Complaints Commission (Mental Health Complaints Commission, 2014). South 

Australia most recently established a state mental health commission on 29 October 

2015 (Queensland Alliance for Mental Health Inc., 2014). 

The Queensland Mental Health Commission’s mission is to develop partnerships and 

unite the community, government and industry to improve services and assistance to 
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people experiencing mental illness, their families and support networks (Queensland 

Mental Health Commission, 2014). The community-managed mental health sector is a 

critical partner in this equation (MHWAC, 2011). In late 2014 the Commission launched 

the Queensland Mental Health, Drug and Alcohol Strategic Plan 2014-2019, which 

acknowledged that Queensland’s ‘access to non-clinical support services – essential 

for sustained recovery – is low’,  and that only eight per cent of the government’s $1.1 

billion per annum expenditure on mental health services goes to the community-

managed mental health sector (Queensland Mental Health Commission, 2014, p.10). 

2.3 The community-managed mental health sector 

Community-managed mental health service providers (service providers) are defined in 

this thesis as ‘not for profit community-managed organisations that provide community 

support services for people affected by mental health problems and mental illness’ 

(NHWP&RC, 2011, p.9). Service providers have increased in number, size and 

prominence over the last 40-50 years, as large stand-alone mental health institutions 

have closed, alongside a philosophical movement away from medical and illness-

oriented models of care, to recovery-focused, community-managed supports (Andrews, 

2005; Boardman & Parsonage, 2008; Burton, 1981; Cuthbert & Basset, 2007; Platform, 

2007). There are believed to be over 800 such services in Australia (Bateman & Smith, 

2011), with at least 200 services operating in Queensland (Health and Community 

Service Workforce Council (H&CSWC), 2012). 

As well as clinical treatment and hospital-based mental health services, these providers 

deliver essential services for the mental health and wellbeing of Australians, including 

personalised support, advocacy, psychosocial rehabilitation, training, recreational 

activities, self-help, mutual support groups and vocational support (DOHA, 2013). 

Services are also provided in partnership with disability support, housing services and 

other health and community related services in order to meet consumers’ needs. 

Consumers are supported by these providers to develop their independence, social 

wellbeing, and physical and mental health in the community of their choice (Andrews, 

2005; Department of Health, 2009; James et al., 2006).  

Recovery-oriented service provision 

The recovery-oriented movement developed over a number of years, alongside the 

human and civil rights movements, seeks full community participation and citizenship 

for people with disabilities and mental illness (Australian Health Ministers' Advisory 

Council [AHMAC], 2013). Since the 1970s, momentum has swelled, with researchers 

undertaking more rigorous evaluations and clinical trials on the benefits and outcomes 

of recovery-oriented service provision (Slade, 2010; White & Davidson, 2006). 
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During the literature review, it became apparent that exploration of recovery-oriented 

literature would further assist in understanding the values base and frameworks that 

underpin the sector’s delivery of services to consumers and ultimately the impact of 

recovery-oriented practices on attracting and retaining staff. 

Recovery-oriented services support an individual to work towards, or achieve a state of 

wellness, with or without ongoing symptoms of their mental illness. Recovery is a very 

personal concept and has different meanings for each individual (Le Boutillier et al., 

2011). WHO (2014) states that good mental health is ‘a state of well-being in which the 

individual realises his or her own abilities, can cope with the normal stresses of life, can 

work productively and fruitfully, and is able to make a contribution to his or her 

community’. It should be noted that the literature creates a distinction between clinical 

recovery and personal recovery, describing clinical recovery as being free from the 

symptoms of mental illness, as opposed to personal recovery where the individual 

learns to work with their mental health concerns and is able to live a full and satisfying 

life, whether they experience ongoing symptoms or not (Le Boutillier et al., 2011). 

In 2013, the National Framework for Recovery Oriented Mental Health Services 

(AHMAC, 2013a) was launched. The policy and guidelines published under this 

framework aimed to further improve mental health service delivery in Australia 

(AHMAC, 2013a). It was predicted that ‘all people employed in the mental health 

service system regardless of role, profession, discipline, seniority or degree of contact 

with consumers will use the framework to guide their recovery-oriented practice and 

service delivery’ (AHMAC, 2013b, p.1) . These guidelines set a strong tone for the 

further adoption of this philosophy across all mental health services, and include two 

core principles which are crucial to recovery-oriented service provision:  

• ‘a workforce that is knowledgeable, compassionate, collaborative, skilled and

diverse

• ongoing learning, skill development and reflection for recovery-based practice is

built into an organisation’s professional development processes and continuous

quality improvement’ (AHMAC, 2013a, p.71).

A key feature of recovery-oriented practice is the inclusion of peer specialists within the 

workforce. Mental health peer specialists are defined as those individuals that have a 

‘lived experience’ of mental health and recovery (Mental Health Foundation, 2015), and 

use this personal experience to support others in their recovery journey. The expansion 

of the number of peer specialists in the mental health system recognises that this 

experience is a valuable source of knowledge, and can assist people currently 

experiencing mental health problems, as well as other staff, family and friends (Cabral 

9



et al., 2014; Cleary et al., 2011). Further development of this workforce is encouraged 

under the Fourth National Mental Health Plan (Australian Government, 2009). 

However, this unique workforce also faces a number of challenges. The peer specialist 

is a relatively new role that requires clarity regarding position requirements, 

expectations and boundaries (Cabral et al., 2014). Organisations supporting peer 

specialists must value the benefits provided to their service (Cabral et al., 2014). 

However, in order to work effectively, organisations must clearly define the role within 

their service so that appropriate training, supervision and career opportunities can be 

provided and the role can be integrated into the service (Cabral et al., 2014). 

In Queensland, the state government has also increasingly supported the adoption of 

recovery-oriented service delivery. In 2011 this was reinforced by the launch of the 

Supporting Recovery, Mental Health Community Services Plan 2011-2017 (2011b). 

This is a planning document designed specifically for community-managed mental 

health services in Queensland. Further endorsement of recovery-oriented practice in 

Queensland has been demonstrated through the inclusion of recovery-oriented specific 

selection criteria in procurement documents for new government funding (Department 

of Communities [DOC], 2009), delivery of two recovery-oriented mentoring programs 

designed to support service transformation to a stronger recovery-based service 

delivery (Communio, 2012), and a professional development program (Recovery-

Oriented Certificate IV [ROCIV]), for vocational education teachers of the Certificate IV 

in Mental Health. ROCIV resulted in the re-writing of the five recovery specific modules 

out of 11 within the Certificate IV in Mental Health, and has been critical in facilitating a 

vital baseline recovery-oriented skill set for mental health support staff (ConNetica 

Consulting, 2012).  

The School of Human Services and Social Work, Griffith University, recognised this 

important philosophical shift towards recovery-oriented practice and introduced a 

university program encouraging recovery-based learning within the Graduate 

Certificate in Mental Health Practice or Master of Mental Health Practice qualifications.  

These degrees enable students to develop their recovery-based understanding as part 

of a lifelong, reflective practice that is required to implement this philosophy within the 

workplace (Griffith University, 2014).  

2.4 Delivering services in a climate of change 

Mental health providers are required to deliver services in a climate of ongoing change 

(Community Mental Health Australia, 2012). The community-managed mental health 

sector, like the majority of the Australian economy, is impacted by a complex mix of 

economic and political influences. The sector is largely reliant on national and state 
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government funding as its main source of income, and is subject to the terms and 

conditions attached to this funding (Doessel et al., 2011).  Access to this funding is via 

competitive tender, which makes the system complicated and results in administrative 

silos which are difficult to dissolve, in order to create an integrated mental health 

system.  

With the 2013 Federal election, the change of government created uncertainty as the 

mental health sector awaited advice on the new government’s mental health policies, 

priorities and funding intentions. This was compounded by a restricted economic 

climate, resulting from the global financial crisis, which led to reduced government 

spending and increased financial instability for many services. Service providers are 

operating in an increasingly competitive market as governments examine their 

expenditure and begin to test the market price and capacity of new providers, including 

private industry (Australian Council of Social Services [ACOSS], 2013; Department of 

State Development, 2011; Queensland Government, 2013a; Sturgess, 2012). This is 

similar to that experienced in Canada (Canadian Mental Health Association, 2012); the 

United Kingdom (Boardman & Parsonage, 2008) and India (Thara & Patel, 2010).  

Other changes for service providers include developments in information technology, 

increasing reliance on social media, heightened consumer expectations regarding the 

quality of health service provision, and the growing merger between mental health and 

alcohol and drug services (ACOSS, 2013; Government of Western Australia, 2013; 

NHWP&RC, 2011; Queensland Government, 2013b) . 

A further challenge is the Queensland Government’s commitment to the 

implementation of the previously mentioned Supporting Recovery, Mental Health 

Community Services Plan 2011-2017 (Queensland Government, 2011b). This plan 

acknowledges community-managed mental health services as ‘the primary providers of 

non-clinical services that support people with mental illness to live well and participate 

in their community’ and outlines the government’s intention to create a valued 

workforce (Queensland Government, 2011b, p.8). The plan highlights the workforce 

challenges faced by the sector, which are consistent within mental health literature and 

include: high staff turnover; low rates of pay; non-professionalised roles; poorly defined 

career pathways and inadequate access to continuing education and training (Aarons 

& Sawitzky, 2006; Andrews, 2005; Carbone et al., 2011; Cuthbert & Basset, 2007; 

Harkness et al., 2007; James et al., 2006; Maxwell-Crawford, 2011; Mendoza & 

Wands, 2009b).  

However, due to the change in state government leadership in 2011 and an ensuing 

shift in mental health and funding priorities, the Supporting Recovery, Mental Health 
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Community Services Plan 2011-2017 was not implemented. Responsibility for 

community-managed mental health services was previously held by the Queensland 

Department of Communities, whilst public mental health services were the domain of 

Queensland Health. After the 2012 state election and transfer of leadership, the newly-

named Department of Health took over responsibility for both the public and 

community-managed mental health sectors.  

The Department of Health became a much larger organisation, and mental health 

competes for priority alongside emergency department waiting periods, chronic disease 

management, cancer screening and other health services. The Queensland 

Government prioritised stringent budget measures to ensure that Queensland’s 

economic deficit was reduced. This resulted in the review of over 100 community-

managed mental health service providers’ funding contracts (Queensland Government, 

2014).  

In early 2014, contracting was subject to a new procurement process based on greater 

cost efficiencies, a contestable environment, and higher standards of accountability 

and quality (Queensland Commission of Audit, 2013; Queensland Government, 

2013c). The sector was challenged by this procurement process, as there was a clear 

indication that the Queensland Government would reduce the number of funding 

contracts it held with non-government organisations (Department of Premier and 

Cabinet, 2013). Only 24 organisations were funded, some providers exited the sector 

and others formed coalitions to be competitive in the tendering process (Queensland 

Government, 2014). Queensland’s move to a more competitive environment means 

that the Hospital and Health Services (HHSs), which traditionally deliver all of the 

state’s public mental health services, are also subject to the new competitive tendering 

processes, alongside community-managed mental health services. 

In 2015, the state government leadership changed again and the Department of Health 

commenced the development of a Mental Health, Drug and Alcohol Services Plan 

2016-2021 which includes community-based mental health services (Queensland 

Health, 2015). This Plan, titled Connecting Care to Recovery 2016-2021 was released 

in late 2016, alongside the announcement of $350 million in funding to support the 

plan’s implementation (Queensland Health, 2016a, 2016b).  

A final challenge to the sector is the implementation of the National Disability Insurance 

Scheme (NDIS). Services will need to position themselves to respond to this initiative, 

as it will provide support to people with psychiatric disabilities. With respect to the 

NDIS, Mendoza (2013) predicted significant challenges ahead for the workforce, and a 

fundamental change in the delivery of services to people experiencing severe and 
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persistent mental illness. The full implementation of NDIS in Queensland is still to 

occur.  

2.5 Impacts on the workforce 

These dynamic changes within the Queensland political and economic climate have 

impacted significantly on the attraction, recruitment and retention of the community-

managed mental health workforce (referred to as ‘the workforce’ in this thesis). As 

indicated earlier, the sector is largely funded via federal and state government 

initiatives, and is subject to contract conditions attached to this funding. Service 

contracts offered under government-led initiatives do not tend to include long-term 

funding security, and this places constraints on staff tenure, and raises issues around 

job security (Akingbola, 2004).  

These organisations employ staff with a wide range of skills, who can work with 

consumers to overcome the impact of their mental health challenges, whether this 

involves lobbying local businesses to employ people with mental illness, supporting 

people to connect with their neighbours and community, or assisting them to develop 

home maintenance skills in order to ensure long-term tenancy in their current 

accommodation (NHWP&RC, 2011).  

In 2011, the Mental Health Workforce Advisory Council commissioned the NHWP&RC 

to undertake the ‘Mental Health Non-Government Organisation Workforce Project’, 

which deepened Australia’s understanding of this workforce. The workforce project 

surveyed 316 organisations (including over 100 from Queensland) and identified that 

many service providers have been in operation for a significant period of time: 42% of 

Australian services were established over 20 years ago (NHWP&RC, 2011). The 

project report stated that there was a significant lack of knowledge and information 

about the workforce and ‘this was hindering planning to support the development of this 

important sector’ (NHWP&RC, 2011, p.vi).  

What is known, is it that the sector’s current workforce is diverse and employs people 

from varied professional backgrounds, including the more traditional fields of 

psychology, nursing and social work, as well as people seeking a career change, often 

later in life. The majority of the workforce is female, over the age of 45 years, and with 

a broad range of educational qualifications from high school certificates and/or 

vocational qualifications through to undergraduate and postgraduate qualifications 

(Department of Health, 2009; Mendoza & Wands, 2009b; NHWP&RC, 2011) . 

The NHWP&RC (2011) also identified that staff turnover in the sector was reasonably 

low, which conflicts with a 2009 training and workforce profile of Queensland 
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organisations (Mendoza & Wands, 2009b). The Queensland study surveyed 313 

individuals in the workforce and found that the industry had a high staff turnover 

(Mendoza & Wands, 2009b). Forty per cent of the workforce had less than two years’ 

experience in the field, and 30% were considering leaving the sector in the next 12 

months (Mendoza & Wands, 2009b). These findings were reinforced by organisations 

attending the Queensland Summit on Mental Health held in 2010 (cited in H&CSWC, 

2012; Evans, 2013). 

Evans (2013) undertook an evaluation of a Queensland community mental health 

graduate placement program in 2013 with nine new graduates. In the early phase of 

the placement, eight of the graduates had secured ongoing employment in the 

organisation where they were placed, however, six months later; eight of the nine 

graduates had left the sector, or were intending to leave (Evans, 2013). The author 

suggested that this has implications for the workforce, with further research warranted 

to determine the causes of this attrition. It was hypothesised that the higher rates of 

pay and better conditions offered in public mental health services, as well as limited 

access to coordinated professional supervision, were the main cause (Evans, 2013). 

Similarly, in 2007 a New Zealand study found the average length of employment in the 

sector was 3.7 years, with 25% of the workforce having less than 12 months 

experience (Platform, 2007). Yet, most individuals working within the Australian sector 

report that they are attracted to this field, based on the personal value that they place 

on their work, and their belief that they can make a positive difference in the lives of 

people experiencing mental illness (Mendoza & Wands, 2009b).  

Since the release of Mendoza and Wands’ report, the sector experienced further 

pressure to expand and meet increasing mental health needs, with the Federal Budget 

2011-12 committing to a suite of national mental health reforms (Australian 

Government, 2011). Changes in funding priorities can affect the employment options 

offered by non-government organisations, resulting in a preference for part-time and 

casual workers, as this enables organisations to maximise cost effectiveness and 

flexibility when consumers’ needs fluctuate (Akingbola, 2004). Unfortunately, the 

irregular work patterns that result from these arrangements can also impact on 

employees’ work-life balance, and on family and other commitments due to difficult 

rosters that may change with little notice (Akingbola, 2004). These conditions can 

become less attractive over time and may lead to employees leaving in search of more 

predictable work and pay arrangements (Akingbola, 2004; Brough et al., 2008).  

In addition, remuneration under the Social, Community, Home Care and Disability 

Services Modern Award (2010) offers pay rates that are lower than those offered for 

similar work performed in the public mental health sector. Although COAG recently 
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agreed to a significant national health workforce reform package that increases pay 

rates, ongoing disparity in remuneration often leads to staff gaining experience in the 

sector before moving to better paying government or private mental health roles 

(Gallon et al., 2003). 

A study by Siskind et al. (2012) estimated 53.2 full-time equivalent support workers are 

required per 100,000 Queenslanders to meet the community mental health needs of 

adult supported accommodation, personalised support and group support services. 

The current size of the workforce is difficult to quantify due to a lack of standardised 

and consistent data collection. However, Queensland’s population is conservatively 

estimated to reach 5.6 million in 2022 (ABS, 2013)  and 17.8% of this population are 

expected to experience a mental disorder with 2.8% experiencing a severe mental 

illness (Siskind et al., 2012).   

In summary, the community-managed sector is facing a crisis. Funding is less certain, 

demand for services is increasing, and attracting and retaining a skilled and competent 

workforce is proving a challenge. In a survey by ACOSS (2013), service providers 

advised that they are struggling to meet the demand for support and are limiting their 

service availability or working longer hours to avoid turning people away.  

2.6 Workforce strategies 

The above workforce challenges have been acknowledged in the literature. The Fourth 

National Mental Health Plan outlined strategies to develop a sustainable and skilled 

workforce to meet Australia’s mental health needs, leading to the development of the 

2011 National Mental Health Workforce Strategy (MHWAC, 2011).  

The Strategy states ‘workforce shortages are a significant long-term problem, and 

despite efforts and resources being applied to recruitment and retention, and an 

increased number of training places, these interventions will not, of themselves, be 

sufficient to meet ongoing workforce requirements’ (p.22, MHWAC, 2011). Other 

literature indicates that careful planning is required to ensure that the mental health 

workforce is suitably trained, experienced and available to meet the increasing 

pressure for services (H&CSWC, 2012; Mendoza & Wands, 2009a; Queensland 

Government, 2011a, 2011b; Queensland Mental Health Commission, 2014).  

Hence, an exploration of health and community services workforce development 

strategies that have been trialled to attract and build a sustainable, competent and 

committed workforce was undertaken. The literature recommends that investment and 

strategic planning must be coordinated to develop the community and health 

workforce, ensuring that it has the right people, with the right skills, in the right place, at 
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the right time (H&CSWC, 2013; HWA, 2013a, 2013b; Queensland Government, 2007) . 

Strategies are required to both maintain and develop the existing workforce, as well as 

to attract and retain new individuals to this workforce (HWA, 2011). 

Workforce initiatives for maintaining the existing workforce included: 

• providing flexible work arrangements in recognition of the mature age of the

workforce, who may have family and other external commitments (Queensland

Government, 2007)

• access to quality supervision and mentoring for ongoing professional

development (Gallon et al., 2003)

• a focus on developing highly skilled and stable teams to support quality

outcomes for consumers (Akingbola, 2004; Buykx et al., 2010)

• competitive remuneration and salary packing arrangements (Charlesworth &

Marshall, 2011; Productivity Commission, 2010)

• realistic and manageable workloads with a negotiated balance between direct

care work and administration as well as workplace safety (Happell, 2008)

• leadership and management programs to support transition into executive roles

(HWA, 2011; Mendoza & Wands, 2009a)

• financial incentives to undertake targeted roles, for example, rural and remote

positions (Buykx et al., 2010; Pathman et al., 2004; Playford & Cheong, 2012)

• development of clear career pathways highlighting further experiences and

skills development (Duckett, 2005b)

• a focus on life-long learning and articulation of education pathways from in-

house to vocational certificates and postgraduate qualifications, as well as

recognition of prior learning and existing competencies (Cuthbert & Basset,

2007)

• coordination of multiple points of entry into the workforce including training,

workers returning from leave or seeking a career change (HWA, 2011), and

• development of new roles within the health and community services workforce

that enable practitioners to develop and use advanced skills to the benefit of

consumers (Dubois & Singh, 2009; Duckett, 2005a).

There is a high cost to the workplace in terms of the loss of corporate knowledge and 

experience, as well as recruiting and retraining new workers when staff leave an 

organisation (Buykx et al., 2010). On the other hand, it is understood that a percentage 

of the workforce will always move on, and it is difficult to determine what an acceptable 

length of employment is. Buykx et al. (2010) reviewed a number of workforce 

maintenance strategies and found that financial incentives to stay seemed to be the 
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most effective. However employers are also encouraged to focus on maximising the 

work and personal benefits for individuals (Buykx et al., 2010). One size does not fit all 

workplaces, and employers need to be flexible and adopt contemporary strategies in 

order to meet the changing needs of the workforce (H&CSWC, 2013). The sector will 

need to maintain a significant proportion of the workforce to minimise the impact of 

changes on consumers, but also should promote staff mobility across different roles 

within the organisation to encourage innovation, flexibility and cross fertilisation of 

ideas (Dubois & Singh, 2009). 

Additional workforce initiatives that have been explored to attract new sector workers 

include: 

• scholarships for vocational qualifications under the Community Services

Training Package (Department of Education and Training, 2012)

• active marketing around the value of community work, and in the case of mental

health, significant focus on stigma reduction to encourage people to consider

this field of work (DOHA, 2013; Gallon et al, 2003)

• overseas recruitment to supplement predicted shortfalls in some employment

fields (KPMG, 2009; Wilson et al., 2009), and

• graduate placement initiatives (Buykx et al., 2010; Happell, 2008; Playford &

Cheong, 2012).

To address some of the challenges faced by services, Queensland initiated its own 

range of workforce development strategies under a Queensland Skilling Plan and a 

Community Services Skilling Plan (Department of Education and Training, 2012). 

These  strategies included: access to grants for vocational qualifications; enhanced 

recovery-oriented training; delivery of the Mental Health Leadership Program; 

implementation of a two-year Community Mental Health Skills Formation Strategy 

(DOC, 2011) and the establishment of a Community Mental Health Workforce Leaders 

Group in 2010 (Department of Communities, 2011). These strategies were guided by 

the findings of the Queensland non-government organisations Mental Health Sector 

Workforce Analysis and Training Analysis (Mendoza & Wands, 2009) . However, 

despite the localised success and enjoyment experienced by support workers and 

managers during these programs, the impact of these workforce strategies has been 

limited to a small number of sector workers, and funding ceased during the changes in 

Queensland’s government and financial circumstances.   

A significant area of investment by the Queensland government was training of entry-

level community-managed mental health workers. Whilst there is no mandatory 

qualification for this sector, the Certificate IV in Mental Health grew in popularity 
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amongst employers as a baseline qualification (Queensland Government, 2011b). 

Since 2007, the Queensland Government has supported this preference by funding 

scholarships for this sector. The Vocational Education and Training (VET) initiative was 

again influenced by Mendoza and Wands (2009a), who found that 55% of people 

working in the sector had not completed the Certificate IV in Mental Health. The 

Queensland Government noted that 70% of respondents in Mendoza and Wands’ 

(2009a) report were interested in achieving this qualification, but individuals listed 

financial costs as one of the major barriers to completing this certificate. In 2012, over 

600 people in Queensland completed the Certificate IV in Mental Health under this 

scholarship initiative (Department of Education and Training, 2012). 

It should not be presumed, however, that the majority of staff within the sector did not 

hold post-school qualifications. In fact, 50% of the workforce surveyed by Mendoza and 

Wands (2009b) reported that they held a university qualification, and 52% of senior 

managers held postgraduate qualifications. Similarly, the Mental Health Non-

Government Organisation Workforce Project by NHWP&RC (2011) found a high level 

of education within the workforce, with 9.7% holding a Master degree, 15.8% a 

postgraduate certificate or diploma, 31.6% a Bachelor degree and 27.7% a Certificate 

IV qualification. However, less than half of frontline support workers held a university 

qualification (Community Mental Health Australia, 2012) and many indicated they may 

later seek formal mental health qualifications to support their current skills and 

experience, or to support a career transition in the mental health field (Gethin & Deakin, 

2006).  

A priority of CS&HISC (2012) is to facilitate improved tertiary opportunities for the 

sector, and to facilitate stronger links and pathways between VET and higher education 

services so that learning can be scaffolded or built over the individual’s career. 

CS&HISC reports that ‘the community or not for profit sector is becoming increasingly 

professionalised, and the demand for staff with higher qualifications is expected to 

continue’ (p.23, CS&HISC, 2012). 

To support further workforce initiatives in Queensland, the state government and 

Griffith University representatives joined the Community Mental Health Workforce 

Leaders Group. This group met regularly from 2010 to 2013 to develop initiatives that 

promoted the sector as an attractive career option. The group identified that a number 

of earlier strategies in Queensland were focused at a vocational level, and explored 

new ways to support sector employees to access university qualifications. This 

coincided with feedback from services that the sector lacked clearly articulated and 

diverse career pathways, and a growing recognition of the academic abilities of the 
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sector’s employees. Higher education opportunities have become an emerging priority 

for the sector (Queensland Government, 2011b). 

2.7 Education and scholarship initiatives 

Scholarships are defined as financial support to individuals to be used for the purpose 

of meeting their educational costs and course fees (Pathman et al., 2000). In 2012 

Griffith University was contracted by the Queensland Government to coordinate 15 

scholarships for students wishing to complete the online Graduate Certificate in Mental 

Health Practice or Master of Mental Health Practice qualification (Stewart et al., 2012). 

Entry to the Graduate Certificate is via completion of an undergraduate degree, or the 

successful completion of a relevant Certificate IV VET qualification, plus three years’ 

experience in the mental health sector and a demonstrated ability to undertake 

graduate study (Griffith University, 2014). Entry to the Master of Mental Health Practice 

is also via the completion of an undergraduate degree and a demonstrated ability to 

undertake graduate study, or completion of the Graduate Certificate in Mental Health 

Practice with a minimum grade point average of 5.0 (Griffith University, 2014). 

Successful scholarship candidates received funding for 50% of the program costs, half 

on entry to the program and half upon completion (Griffith University, 2012).  

This program was selected by the Queensland Government as it specifically catered to 

people working in the community-managed sector. The program supports a diverse 

range of applicants looking to further their mental health knowledge and capacity to 

deliver community and recovery-based services, but also encourages a multi-

disciplinary and professional framework that complements consumers’ clinical 

treatment (Griffith University, 2012). Access to university education is a challenge for 

these workers due to costs and time (Mendoza & Wands, 2009a). Hence the 

scholarships to this program, which is provided through a distance education platform, 

were perceived as a method to reduce these barriers.  

At this point in the literature review, and as part of the Master of Philosophy 

candidature requirements, a detailed narrative review of available scholarship 

information was published in April 2015. The full paper is attached as Appendix 1. The 

majority of the studies examined during the narrative review described the provision of 

scholarship initiatives to students progressing from secondary education to university 

education, prior to their commencement of employment in the sector (Foreman, Perry 

& Wheeler, 2015). In the course of the review it was identified that further research on 

the influence of postgraduate education on the career retention of existing workers 

would be beneficial (Foreman, Perry & Wheeler, 2015). This research will inform 

service managers, human resources staff and policy writers on the potential benefits of 
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providing scholarships as a workforce retention initiative, with the possibility that 

access to further education would override some of the other workforce challenges 

faced by the community-managed mental health sector, such as high staff turnover 

(Mendoza & Wands, 2009b). Access to higher education, a potential increase in staff 

length of stay in the workforce and an increase in staff skills, knowledge and 

qualifications could translate into the provision of higher quality care to consumers 

(Cleary et al., 2013). 

There are challenges ahead for scholarship students, particularly with regards to 

balancing their study, work and family commitments (Howard & Gould, 2000). For 

some, they may be the first in their family to enrol in university education, and for many 

it will be the first time they have been exposed to the university system, not to mention 

contemporary adult learning theory and online study environments (Brahmasrene & 

Lee, 2012; Madgett & Belanger, 2008; O'Shea, 2007).  

As a result, the Queensland Government and the community-managed mental health 

sector were interested in evaluating the effectiveness of education scholarship 

programs as a workforce strategy. The Griffith University Mental Health Careers 

Pathway Scholarship Project was developed as a small scale initiative, but its creation 

provided a timely opportunity to invest non-recurrent savings in support of the sector, 

and this project was seen as an extension to the previously mentioned workforce 

development initiatives administered in Queensland. It was identified that tracking the 

scholarship recipients’ progress would provide valuable insight and future learning 

regarding the challenges and benefits faced by the students as they combined study 

alongside their work and family commitments. This research will provide important 

information to inform the development of the community-managed mental health 

workforce, which will possibly contribute to the retention and growth of the sector, 

thereby responding to the increasing demand for services to meet Australia’s mental 

health needs.  
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3 Aims and objectives 

The aim of this research is to examine the use of the Griffith University Mental Health 

Careers Pathway Scholarship Project as a strategy to maintain workers in the 

community-managed mental health sector.  

The research had a twofold purpose. The first objective was to explore the progress of 

the scholarship recipients with particular interest in their career histories, their 

motivation for study, the strategies they employed to manage their studies, and the 

benefits and challenges they faced. 

The second objective was to explore the potential relationship between higher 

education and practitioners’ motivation to stay in the sector. It was envisaged that the 

scholarships would appeal to current employees and new recruits, but they may also 

entice former employees back to the mental health workforce through the opportunity 

to upgrade their qualifications and knowledge of contemporary mental health practices.  

Based on the aim and objectives of the research, the following two research questions 

were explored:  

1. What benefits and challenges are experienced by the scholarship recipients

when undertaking the Graduate Certificate in Mental Health Practice or Master

of Mental Health Practice?

2. Does a scholarship (which enables access to higher education) maintain a

student’s motivation and intention to work in the community-managed mental

health sector?
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4 Method 

4.1 Design and setting 

The Griffith University Mental Health Career Pathway Scholarship Project invited 

applications for the initial scholarship round in October 2012. The scholarship 

opportunity was advertised throughout the sector’s networks, including the Department 

of Communities, Department of Education and Training, Griffith University and 

Queensland community-managed mental health services. The scholarship criteria 

required applicants to first demonstrate that they met the University’s entry criteria for 

the Graduate Certificate in Mental Health Practice or Master of Mental Health Practice; 

however applicants did not need to currently work in the sector. Applicants were 

required to live in Queensland, and were asked to submit their résumé and a one-page 

outline of their reasons for seeking the scholarship and interest in developing their 

mental health skills. Once the submission period closed, all applications were reviewed 

by an independent panel involving representatives from the university, the sector, 

consumers and carers. A second round of scholarships was advertised in 2013, with 

successful applicants to commence their study in early 2014. A similar process was 

adopted for selecting successful applicants.  

The Graduate Certificate and Master is delivered in an off-campus, online format which 

allows for full-time, part-time and remote access to the program (Stewart et al., 2012). 

The Graduate Certificate comprises of four courses which can be completed in one to 

two years (40 credit points). At the time of the research commencement, the Master 

program comprised of six mandatory courses and two electives, and could be 

completed within two years of full-time study (80 credit points). In 2014, a revised 

program was implemented which saw the introduction of a Graduate Diploma as a third 

qualification option and resulted in the extension of the Masters qualification by an 

additional six months study to complete a research dissertation (120 credit points). 

4.2 Participants 

Fifteen individuals received a scholarship for the commencement of study in 2013, with 

five undertaking the Master of Mental Health Practice and ten commencing the 

Graduate Certificate in Mental Health Practice (cohort 2013). A total of four applicants 

were successful in the 2014 scholarship round which was only offered for the Graduate 

Certificate in Mental Health Practice (cohort 2014). 

Other participants in the research included two Griffith University staff members who 

convened the Graduate Certificate in Mental Health Practice and Master of Mental 
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Health Practice and had participated in the development and implementation of the 

Mental Health Career Pathway Scholarship Project. The research also involved two 

managers from separate community-managed mental health organisations, who each 

had direct responsibility for a 2013 cohort scholarship recipient (one Master and one 

Graduate Certificate student). A further two participants were ‘community mental health 

workforce leaders’ as they were involved in Queensland’s ‘Community Mental Health 

Workforce Leaders Group’ coordinated by the Health and Community Services 

Workforce Council. Both leaders worked in the sector and had been instrumental in the 

delivery of a range of community-managed mental health workforce initiatives, 

including the development of the Mental Health Career Pathway Scholarship Project. 

The final participant was a manager who coordinated the delivery of a range for 

scholarship programs within a university setting. This individual was able to provide 

detail on the administrative processes used to coordinate different scholarship 

programs. 

4.3 Study design 

This study was exploratory in nature as little was known about the use of university 

level scholarships as a workforce incentive from the literature. Given the small sample 

size of scholarship recipients and the requirement to report on the outcomes of the 

initiative to the Queensland Government (who funded the scholarships), the study was 

aligned with the attributes of an outcome evaluation (Davidson, 2005). Further research 

was then undertaken into evaluation methods, which was found to support continuous 

exploration of the scholarship recipients’ study journey at various time-points, an 

evolving study design based on emerging data, and provision for multiple sources of 

data (Baran & Jones, 2016; Greene et al., 1989). It was noted that evaluative studies 

include quantitative and qualitative data from multiple sources of information in order to 

triangulate the information collected, develop a level of confidence in the research 

findings, and minimise the likelihood of limited or biased results (Baran & Jones, 2016; 

Davidson, 2005; Greene et al., 1989).  

At this point it was determined that the study design involved a mixed methods design, 

with a predominantly qualitative focus (Creswell & Plano Clark, 2011; Leech & 

Onwuegbuzie, 2009; Neuman, 2006; Palinkas et al., 2011; Teddlie & Tashakkori, 

2006). It was believed that this design would enable a dynamic approach to the 

research, with an iterative or cyclical process to explore emerging concepts and 

themes over several time-points (O’Cathain et al., 2010).  

Experts in mixed methods design caution the researcher to carefully consider whether 

this approach will result in a greater understanding, and superior results, than separate 
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qualitative and quantitative approaches could achieve (Bryman, 2007; Powell, 2008). In 

this case, due to the iterative nature of the research, it was felt that the intertwining of 

the qualitative and quantitative data at each phase of the research would inform the 

development of the next phase and deepen the candidate’s understanding of key 

concepts articulated by the participants. 

At the commencement of the research it was decided that the mixed methods design 

be based on Creswell and Plano Clark's typology-based structure involving a 

‘convergent parallel’ design where the qualitative and quantitative data collection 

(quan-QUAL) occurred almost simultaneously, but the qualitative data would have 

greater value given the original research questions (Creswell & Plano Clark, 2011). The 

data from the qualitative and quantitative tools were intended to be mixed only in the 

data analysis phase (Creswell & Plano Clark, 2011; Leech & Onwuegbuzie, 2009). 

Each of the scholarship students was monitored to explore whether they experienced a 

‘series of transitions’ as they undertook their first and/or second year of study, as it was 

thought that this would inform the delivery of the university’s program and the 

scholarship initiative (Lizzio, 2011). Once the research commenced it became apparent 

that analysis and interpretation were occurring concurrently, and in keeping with the 

iterative approach, the first phase of data collection resulted in both sets of data being 

mixed and informing the development of the second data collection cycle, and again 

with the third collection phase.  

Further exploration of mixed methods literature highlighted that the study’s research 

design involved the collection of qualitative and quantitative data simultaneously, but 

Creswell and Plano Clark’s (2011) typology did not allow for the subtleties of the 

evolving analysis and exploration of themes based on each data collection phase. The 

research design was further refined, based on Leech and Onwuegbuzie’s (2009) 

typology, to a ‘fully mixed concurrent dominant status – qualitative design’ which 

allowed the ‘qualitative and quantitative phases to occur at approximately the same 

point in time, with the qualitative phase being given higher priority and mixing occurring 

within the data collection, analysis and interpretation stages’ (Creswell & Plano Clark, 

2011; Powell, 2008).  

Quantitative and qualitative design 

In practical terms, the mixed methods approach entailed qualitative and quantitative 

data sourced from scholarship applications, employee letters of support, online 

questionnaires, and semi-structured interviews at specific milestones with students, 

their employers, the university’s course convenors, and members of the Community 

Mental Health Workforce Leaders Group.  
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The qualitative research involved data collected in the scholarship applications and 

questionnaires, as well as interviews with students and key stakeholders. The 

qualitative inquiries explored the scholarship recipients’ motivations for study, their 

study experience, the strategies they put in place to manage their studies, the reasons 

they were drawn to the mental health field, their career path to date and their future 

career intentions. Where students withdrew from the program of study before 

completion, interviews were conducted where possible to examine the reasons for 

ceasing their studies and their postgraduate experiences. 

Quantitative data were collected through the initial scholarship applications and three 

questionnaires. These data sources captured demographic information regarding the 

scholarship recipients, e.g. age, previous education, current work status, workplace 

location (rural/remote versus metropolitan), and progress through their coursework. 

Perceptions of the course, and students’ personal study experience were investigated 

using a 7-point Likert Scale within the three questionnaires. 

Research time-points 

The candidate collected data at three time-points over the students’ study journey from 

January 2013-2015 (Figure 3). These involved baseline data collection at study 

commencement (T1); after 12 months’ study (T2); and after 24 months’ study and/or 

completion of their study program (T3). Each phase was explored using a 

questionnaire and several interviews. The following section will provide further 

information on data collection methods within the context of each time-point.  

4.4 Data collection 

4.4.1 Scholarship application data 

As previously described (4.1 Design and setting), prospective scholarship recipients 

were asked to complete a written application form and submit this with their résumé 

and a letter of support from their employer. The application form sought details 

regarding their previous education experience and their motivations for study. The 

résumé provided demographic details as well as information on the student’s career 

pathways, their location and current employer. The candidate was granted permission 

by the School of Human Services, Griffith University to access these documents, scan 

and store them electronically for analysis.  
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Figure 3: Study design 

Literature review 

Ethics approval 
(HSV/11/13/HREC

Mixed methods 
design (quan-

QUAL) 

Qualitative 
approach 

Quantitative 
approach 

Student time 1 questionnaire (T1-q) (n=17)  

(Includes multi-choice questions, Likert scales and open ended-questions) 

Student time 1 
interview (T1-i) 

(n=7) 

CMH Workforce 
Leader interview 

(n=2) 

Student time 2 questionnaire (T2-q) (n=7) 

Student time 2 
interview (T2-i) 

(n=6) 

Employer interview 
(n=2) 

Student time 3 questionnaire (T3-q) (n=2) 

Student time 3 
interview (T3-i) 

(n=4) 

GU Course Convenors 
and Scholarship 

Program Manager 
interview (n=3)

Com
m

encem
ent of 

study (T1) 
 12 m

onths of study (T2) 
24 m

onths of study/ 
Com

pletion of study (T3) 

Ex
it/

 w
ith

dr
aw

al
 in

te
rv

ie
w

s (
n=

2)

Data analysis and report writing 

Scholarship application/ Employer letter of support (n=19) 

CMH = Community Mental Health, 
GU = Griffith University

26



4.4.2 Questionnaire data 

The questionnaire data involved three online questionnaires which were sent to all 

scholarship students at study commencement (T1-q); at the end of 12 months of study 

(T2-q); and after 24 months of study or on completion of their study program (T3-q). 

Students were invited to take part in the questionnaires, which were voluntary and 

anonymous. The questionnaires were anonymous to encourage frank and open 

responses by the students, whereas the interviews were specifically designed to track 

individual student’s progress over time. 

The questionnaires were administered online via LimeSurvey©, Griffith University’s 

preferred questionnaire software. This software enabled the candidate to access on-

site survey advice and import the data into Griffith University’s compatible data analysis 

system. Given the online delivery of the Graduate Certificate in Mental Health Practice 

and Master of Mental Health Practice, the online format of the questionnaires was 

deemed appropriate and accessible for students. 

‘Questionnaire respondents created a unique identifier at the beginning of T1-q that 

enabled their individual responses to be tracked over time, whilst still remaining 

anonymous. It was suspected that student’s motivations regarding their study would 

change as they moved further into the program. This information was thought to be 

valuable in monitoring fluctuations in motivation, as well providing feedback on the 

impact of life events on student success, the study strategies they used and 

employment changes. 

All questionnaires included multiple choice and open-ended questions. The 'free text' 

boxes enriched the research as the students described their study experiences and 

goals, allowing the candidate to identify and examine emerging themes. 

Questionnaires also included a number of 7-point Likert Scales to enable the candidate 

to compare responses longitudinally across the scholarship cohort, and identify 

similarities or differences in their responses over time (Allen & Seaman, 2007).  

Missing data from unanswered questions were not included in the analysis, which 

resulted in a smaller sample response for these questions. Where practical these 

questions were further explored in the students’ applications or during interview. 

T1-q was conducted in May 2013 for cohort 2013 and in March 2014 for cohort 2014 

(Appendix 3). The purpose of T1-q was to collect baseline data on student 

demographics, work and family commitments, their employment situation, and initial 

perceptions to approaching university study. The questionnaire was designed to take 

approximately 20 minutes to complete and was based on previously approved 
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questionnaires undertaken by the School of Social Work and Human Services, Griffith 

University. The questionnaire was piloted by two Griffith University staff members and 

a work colleague of the candidate before the final version was sent to scholarship 

recipients. The piloting of the questionnaires resulted in minor changes to wording, 

ensuring the intention of each question was clear and easily understood. A reminder 

email to promote completion rates was sent to all participants after two weeks and four 

weeks respectively. 

T2-q (Appendix 4) was developed, piloted by one Griffith University staff member, and 

sent to cohort 2013 in April 2014 and cohort 2014 in January 2015. The content of T2-q 

was driven by the responses from the T1-q and T1-i conducted at study 

commencement.    

T3-q (Appendix 5) was administered in January 2015 to cohort 2013 after 24 months 

study and to cohort 2014 when students had completed their study. The focus of this 

questionnaire was on the student’s future career intentions, as well as exploring the 

skills, attributes and factors that led to the completion of two year’s study and/or their 

study program. 

4.4.3 Interview data 

The purpose of the interviews was to build on questionnaire results and delve deeper 

into students’ opinions and perceptions of the scholarship initiative, their study journey 

and the outcomes from their study. Interviews were conducted with seven scholarship 

recipients who volunteered at T1 to participate in interviews over the three time-points, 

two employers, two course convenors and two community mental health workforce 

leaders (who participated in the establishment of the scholarship initiative). An 

additional two students who withdrew from the program in 2013 completed exit 

interviews. 

Initially, scholarship recipients were asked to participate in three interviews over the 

course of their studies. Participants were able to indicate at the end of T1-q whether 

they were willing to participate in interviews with the candidate. The interviews occurred 

after each questionnaire time-point, i.e. T1-q, T2-q and T3-q.  

The interviews were semi-structured, as recommended by Neuman (2014) and Turner 

(2010), and together with the written scholarship applications and questionnaires were 

believed to provide a comprehensive range of data for analysis. The semi-structured 

design was chosen to enable the research candidate to prepare key questions in 

advance. A guide for each interview was developed in consultation with two of the 

candidate’s research supervisors, with the aim that each interview took approximately 
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30 minutes to complete (Appendices 6 - 9). The research candidate reviewed the guide 

after the first interview at T1, T2 and T3 to ensure the interview covered the key areas 

relevant to the research objectives. 

All interviews were conducted by the candidate to maintain consistency, and to develop 

rapport with participants over the life of the study (Neuman, 2014; Turner, 2010). The 

candidate was aware of the potential for bias during the interviews and the possible 

influence created by their involvement in the process (Neuman, 2014). Awareness of 

interviewees’ time and privacy was maintained, as well as the need to create a 

professional and non-judgemental environment. In order to maintain an effective 

interviewer role, the candidate continued to review the transcripts which enabled further 

reflection on the impact of their involvement. To minimise bias, all transcripts were also 

read by a researcher supervisor who provided continual feedback on interview 

technique and analysis. 

The candidate made contact with participants via telephone or e-mail to re-confirm 

interest. Students were asked for their availability and preference for a telephone or 

face-to-face interview. Once the interview details were confirmed, a consent form was 

completed by the student and returned prior to the interview date. All interviews were 

conducted over the telephone, audio-recorded and transcribed verbatim. The T1-i 

recordings were transcribed immediately so the candidate could review and amend 

their interview technique. This also enabled the initial data to inform subsequent 

interviews, allowing the candidate to follow a line of inquiry as it developed through the 

conversation to obtain a deeper understanding of the student’s response.  An external 

transcribing agency was used to transcribe seven of the 27 interviews, however all 

transcripts were reviewed and quality checked against the audio-recording by the 

candidate.   

T1-i occurred in August and September 2013 (cohort 2013) and May and June 2014 

(cohort 2014). T2-i and T3-i occurred for cohort 2013 in late May/early June 2014 and 

January 2015 respectively. As the research occurred over two years, cohort 2014 had 

completed only one full year of study. T2-i was administered to two students from 

cohort 2014 who were planning to continue their studies in 2016. One additional 

student from this cohort completed their program within 2015 and so the research 

candidate conducted T3-i with this student. 

Interviews were also undertaken with two members of the Community Mental Health 

Workforce Leaders Group in late January 2014. These interviews reviewed the goals of 

the scholarship program, the strengths and challenges of the initiative, and other 

workforce incentives being trialled to develop and expand the community-managed 
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mental health sector. 

Further interviews were held with two of the students’ workplace supervisors, to 

discuss employer support provided to students, and the impact of the students' study 

on their work. The research candidate was mindful that the two students would think 

that the discussion would focus on their academic abilities, progress or work 

performance and outlined the semi-structured plan for the interview. The interviews 

were designed to examine the organisations’ intentions behind supporting their 

employees to undertake higher education and their perceptions of the students’ 

progress through their studies, as well as any perceived benefits to the organisation. 

Students’ permission was obtained, and they were asked to speak with their supervisor 

first to check their willingness and availability to participate before the candidate made 

contact. Once this was confirmed, the research candidate was able to conduct the 

interviews in September and October 2014. Both employers were the direct line 

manager of one student each and worked within large, well-established community-

managed mental health organisations.  

One interview was held with a scholarship program manager in June 2014. The 

scholarship program manager coordinated the allocation of over 100 scholarships, 

through different schemes, within a university setting. The purpose of this interview was 

to explore the administrative features of various scholarship programs, factors which 

lead to successful delivery of scholarship initiative and the outcomes for student, 

university and program sponsors.  

Interviews were held in June and August 2014 with two Griffith University course 

convenors. These individuals were crucial to the implementation of the scholarship 

program and worked closely with all scholarship recipients. The interviews provided 

further detail regarding the strategies employed by the students to undertake their 

studies and the challenges they faced, as well as informing of possible amendments to 

the program delivery to enhance students’ experience.  

Where a student withdrew from the program before the completion of the qualification, 

they were invited to participate in a short exit interview to explore their reasons for 

leaving, an important event in the study process. Similarly, deferring students were also 

asked to participate in a brief interview. Two students (n=10) who withdrew from study 

were interviewed. 
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4.5 Data analysis 

4.5.1 Qualitative analysis 

The qualitative questionnaire responses and interview transcripts (n = 45) were coded 

and analysed using QSR NVivo 10©, which enhanced the candidate’s ability to analyse 

data in a consistent way (Bazeley & Jackson, 2013). Data was de-identified and a 

system established to report the results. Where the data originated from the student’s 

application or at interview a numerical system was used, for example, 001. 

Questionnaire results were anonymous and as such have been reported using the 

time-point and the individual response number allocated by LimeSurvey©. For example, 

the fifth respondent to questionnaire T1 was reported as T1-q5. 

Qualitative data were analysed thematically as described by Neuman (2006). The raw 

data went through first pass open coding by the candidate until a range of relevant 

themes and initial codes were identified. Neuman (2006) describes this phase as the 

first read through the data looking for ‘critical terms … key events or themes’ (p.511), 

whereby the researcher remains open to new themes or changing codes as more data 

are obtained.  

The candidate's initial coding was reviewed by a researcher supervisor with experience 

in qualitative and thematic analysis. After transcription, the candidate conducted first 

pass coding on T1-q and T1-i and checked the reliability of this coding with the 

research supervisors who also coded the transcripts. The two coding results, which 

were closely aligned, were compared and confirmed by the research candidate and 

supervisor. (This process was then replicated for interviews at T2 and T3.) The 

candidate then began a second pass through the data and commenced thematic 

analysis. In consultation with the supervisor, axial codes were developed based on 

emerging themes from the data and continued literature review. Axial coding occurs 

when the data starts to cluster and key concepts begin to emerge and the researcher 

can explore whether the codes are related, dependent on each other or independent 

(Neuman, 2006). 

The research candidate and supervisor continued to cross check the coding and 

eventually formalised higher order themes. The candidate then re-read and recoded all 

the interview transcripts and applications using the higher order themes. Continual 

coding over the life of the data collection phase helped the candidate to identify early 

themes that could be further examined in subsequent interviews and questionnaires.  

Once the data collection phase was complete, QSR NVivo 10© was then used to run a 

range of queries exploring thematic relationships and deeper analysis across gender, 
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level of previous education, study completion status, motivations and benefits for study, 

challenges faced, career intentions and the level of external support to students. The 

candidate worked with a Griffith University Research Methodologist to ensure 

maximum use of the software capability and rigour in the qualitative analysis approach. 

4.5.2 Quantitative analysis 

Quantitative information was originally collated in a spreadsheet from the students’ 

applications and T1-q, and then imported into QSR NVivo 10© which enabled 

comparative analysis and coding queries on gender, education level, employment 

positions, and study status of the scholarship students (Bazeley & Jackson, 2013). 

Descriptive analysis of the scholarship applications, questionnaires and interview 

transcripts was undertaken for cohort 2013 and cohort 2014.  

The candidate was interested in examining the length of time participants had been in 

their current position and whether this impacted on their study outcome and their 

career intentions. Previous level of education was also anticipated to influence the 

student's confidence when approaching their studies. Success in academic online 

study requires a blend of skills, attributes and environmental factors which may be 

predictive of a student’s ability to persist and complete their studies, and may be 

relevant to the design of future effective scholarship initiatives (Milman, 2013; Moore & 

Fetzner, 2010).  

4.6 Ethics approval 

Ethics approval to collect baseline information from scholarship recipients was obtained 

in May 2013 (HSV/11/13/HREC). The initial ethics application (HSV/11/13/HREC) 

addressed student consent, privacy, confidentiality of information, data storage and 

disposal at the end of the research. 

Subsequent amendments for ethical approval continued to be submitted, as additional 

questionnaires and interview questions were developed in line with the action learning 

and iterative progression of the research over the two year period (Appendix 10). 

The next chapter will present the results of the research, including the progress of the 

scholarship recipients and their perceptions of their study journey.
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5 Results 

5.1 Participants 

Scholarship recipients 

A total of 19 students (n=15 cohort 2013; n=4 cohort 2014) received a scholarship. 

Table 1 outlines the scholarship recipients’ demographics upon obtaining the 

scholarship, and at the T1, T2 and T3 milestones. Further information on the 

scholarship recipients will be presented in section 5.2 student progress.  

Community mental health workforce leaders 

Two male individuals from the Community Mental Health Workforce Leaders Group 

participated in a semi-structured interview. Both participants had been involved in the 

group for over three years, represented key agencies within the sector and were 

involved in the two selection panels for the scholarship recipients.  

Employers 

Two employer interviews were undertaken; employers (male and female) were line 

managers of two cohort 2013 Master students. Both were based in community-

managed mental health organisations, with one located in regional Queensland and the 

other in metropolitan Brisbane. 

Scholarship program manager 

One university scholarship program manager (female) was interviewed. They were 

responsible for the coordination and allocation of over 100 scholarships under a variety 

of scholarship schemes which were sponsored by the university or external agencies. 

Griffith University course convenors 

Two female course convenors of the Graduate Certificate in Mental Health Practice 

and Master of Mental Health Practice) were interview participants. Both course 

convenors were involved in the establishment of the Mental Health Careers Pathway 

Scholarship Project, including coordinating the scholarship selection panel and the 

scholarship payments. One course convenor’s role was to actively maintain the 

scholarship project and both had regular contact with students as during their first 12 

months of study. 
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Table 1: Scholarship recipient’s demographics over the research timeframe 
Scholarship 
application 

n=19 

T1 

n=17 

T2 

n=11 

T3 

n=7 
Qualification 
undertaken 

Master of MHP* 
Graduate Certificate in 
MHP 

5 
14 

4 
13 

3 
8 

3 
4 

Gender Male 
Female 

4 
15 

4 
13 

2 
9 

1 
6 

Age range 
(years) 

≤ 35 
36-55 
> 56

6 
12 
1 

5 
11 
1 

3 
7 
1 

2 
4 
1 

Relationship 
status 

Married
In a relationship
Divorced/separated
Single
Unknown

† 8 
4 
1 
3 
1 

† † 

Dependents # Children
Aging parents
Carer of person with a
disability

† 9 
5 
9 

† † 

Highest previous 
qualification 

Postgraduate degree 
Bachelor degree 
Vocational diploma 

1 
11 
7 

1 
9 
7 

1 
7 
3 

Nil 
6 
1 

Identify as a 
person with a 
lived experience 
of mental illness 

Yes 
No 

† 9 
8 

† † 

Occupational 
sector 

Community sector 
Community–managed 
mental health sector 

5 
14 

5 
12 

3 
8 

1 
6 

Length of time in 
current 
employment 
position 

< 12 months 
1-2 years
3-4 years
5-10 years

3 
2 

10 
4 

2 
2 

10 
3 

1 
2 
7 

Nil 

3 
2 
2 

Nil 

Employment 
status 

Full-time 
Part-time 

† 15 
1 

8 
2 

5 
2 

Employment 
position 

Support worker 
Manager 
Nurse 

12 
6 
1 

11 
5 
1 

9 
1 
1 

4 
1 
1 

Location Brisbane 
Regional Queensland 

14 
5 

12 
5 

9 
2 

6 
1 

Data sourced from the students’ scholarship applications, course convenors and T1, T2 and T3 
questionnaires and interviews. 

* MHP (Mental Health Practice)
# Dependent total does not add to total number of participants. Some students had multiple 

dependents. 
† Data were not collected at this time point 
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5.2 Student progress 
In this section the students’ progress over the three time points (T1, T2 and T3) is 
described. Figure 4 provides a summary of this progress before the results of each 
time point are presented. 

*Cohort 2013’s progress was followed over T1, T2 and T3. Cohort 2014’s progress was
followed over T1 and T2 only, with the exception of one student (#) who completed their
qualification within 12 months. This student’s data is captured at T1 and T3 only.

Figure 4: Student progress 

17 students enrolled 

 (n=14 cohort 2013; n=3 cohort 
2014) 

19 scholarships offered 

(n=15 cohort 2013; n=4 cohort 2014) 

T1 

n=17 

T2 

n=11 

T3* 

n=7 

11 students enrolled 

 (n=8 cohort 2013; n=2 
cohort 2014 continuing; 
and n=1 cohort 2014# 

completed) 

6 students exited program 

(n=6 cohort 2013) 

5 students enrolled 
and continuing to 

study 

 (n=5 cohort 2013) 

2 students exited 
program 

(n=2 cohort 2013) 

2 students completed 
program 

 (n=1 cohort 2013; n=1 
cohort 2014#) 

2 students withdrew prior to enrolling 

(n=1 cohort 2013; n=1 cohort 2014) 

2 students continuing 
study – not included in 

T3*  

(n=2 cohort 2014) 
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5.2.1 Study entry (Baseline T1) 

Seventeen of the 19 scholarship recipients (n=14 cohort 2013; n=3 cohort 2014) 

commenced study; two female recipients withdrew their applications due to changes in 

their personal circumstances. The T1 questionnaire was offered to both cohorts upon 

commencing study, with a 100% (n=17) response rate (Figure 3). T1 interviews were 

conducted with seven commencing students (41%; n=4 cohort 2013; n=3 cohort 2014) 

and one student who exited before enrolment.  

On study commencement, 76% (n=13) of scholarship recipients were enrolled in the 

Graduate Certificate, with four from cohort 2013 enrolled in the Master of Mental Health 

Practice. Thirteen students (76%) lived and worked in metropolitan areas of South East 

Queensland. There was greater representation of women (76%; n=13) and those aged 

between 36-55 years (64%; n=11). The majority of students (70%; n=12) were married 

or in a relationship, and over half (53%; n=9) had children between 3 weeks and 26 

years of age. Other reported commitments included caring for older parents (29%; n=5) 

and for a person with a disability and/or mental illness (53%; n=9). Just over half of 

students (53%; n=9) identified as having a lived experience of mental illness. At study 

entry 70% (n=12) of students were enrolled as part-time students and 88% (n=15) also 

worked full-time. One student was working part-time (30 hours per week), however 

another student indicated during T1-i that they would be moving to a part-time work 

arrangement (30 hours per week) in order to undertake their studies.  

All students described themselves as Australian; none were from an Aboriginal or 

Torres Strait Islander background. Two participants listed their country of origin as 

South America and New Zealand. Languages other than English that were spoken at 

home included Spanish and Hindi.  

Twelve (70%) scholarship recipients worked in the community-managed mental health 

sector at T1, ranging from under 2 years to more than 20 years of experience (Figure 

5). The remaining five students had never worked in a mental health role; however two 

students indicated that their current role occasionally required them to support people 

with a mental illness.  

Ten students (58%) had previous university qualifications in management, nursing, 

social science, social work and psychology, with the remaining seven students having 

completed one or more vocational certificates in community service work. Eight 

students had also undertaken previous mental health training. 
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Figure 5: Length of time working in community-managed mental health sector 

Students were asked in their scholarship application to attach a letter of support of their 

studies from their employer, and at T1, were asked to describe this employer support. 

Eight students were able to apply for study leave and access work computers. Six 

students indicated they received no further support after completing their scholarship 

application. Of the remaining students who indicated no support, three said they had 

not requested this at study commencement. 

As part of managing their study, the scholarship recipients were asked questions 

regarding their enrolment status and the time they anticipated that they would spend on 

their studies. The majority of students (70%; n=12) elected to study part-time. From the 

12 students who responded to the question on study time, five students (41%) 

suggested that they would spend 3-5 hours per week on their study, while seven (58%) 

expected to study beyond 10 hours each week1.  

As the Graduate Certificate and Master are delivered in an online format, information 

was collected on students’ familiarity with this learning platform. From the 12 students 

who responded to the question on previous online study, five students (41%) had 

completed previous online qualifications, while seven (58%) indicated that they had 

had no previous experience of online study. In terms of computer access, 11 students 

(65%) were using a home computer, three accessed a work computer and one used a 

university library computer.  

1 At Griffith University it is expected at post-graduate level that students will need to spend 10 hours per 
week on each course they undertake i.e. two courses equates to 20 hours per week. This is outlined in 
the course profile for each course. 
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5.2.2 Completion of 12 months study (T2) 

At T2, 11 students (n=8 cohort 2013; n=3 cohort 2014) remained enrolled (Table 1 and 

Figure 4), with the majority (83%; n=5) of students who withdrew being aged between 

36-55 years. One student from cohort 2014 had completed all four courses of the

Graduate Certificate in Mental Health Practice in the 12 months. Four students (36%)

had deferred at least one course or changed the number of courses they were enrolled

in during the 12 month period.

Seven responses (63%) were received for T2-q (Figure 3). Six T2 interviews were 

undertaken; three cohort 2013 Master students (May and June 2013) and three cohort 

2014 Graduate Certificate students (March 2015).  One exit interview was completed 

with a Graduate Certificate student from cohort 2013. 

At T2, eight students were working in the community-managed mental health sector 

and three in the community-managed sector. One stated that they were in a 

management position, one was a nurse and the remaining nine were support workers. 

Three students advised that they had changed jobs since the commencement of their 

study, one student was on maternity leave, and one was looking for employment after 

being made redundant. Six respondents indicated that they were the first member of 

their family to undertake a higher education qualification. 

5.2.3 Program completion or 2 years study (T3) 

After two years study, five students (cohort 2013) remained enrolled, with another two 

students having withdrawn (Table 1 and Figure 4). One Master student from cohort 

2013 had graduated and as reported previously, one student from cohort 2014 

completed their Graduate Certificate. One enrolled Master student was due to obtain 

their qualification in early 2016.  

The completed Graduate Certificate student in cohort 2014 had a vocational 

qualification, whilst the six students from cohort 2013 had all previously completed 

university qualifications (Table 1). Of the seven students who reached the T3 

milestone, 86% (n=6) worked in the community-managed mental health sector. All 

students (n=7) had worked for their current employer for less than four years, with six 

employed full-time and two part-time. Six students (86%) lived and worked in 

metropolitan areas of South East Queensland. 

T3-q was forwarded to the seven scholarship recipients; six from cohort 2013 who had 

been studying for two years (one completed and five continuing) and one from cohort 

2014 who had completed their Graduate Certificate in one year. Two students 
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responded (19%); the completed student from cohort 2014, and the student from 

cohort 2013, who had completed their Master qualification in two years (Figure 3).  

Four interviews were conducted between December 2014 and February 2015 (Figure 

3); three with Master students from cohort 2013 and one with the Graduate Certificate 

student from 2014. Two of the four interviews were with the female students who 

completed their qualifications. Both were aged between 34 and 39 years, were in 

relationships but had no children. Both finished their studies whilst working within the 

community-managed mental health sector. The Graduate Certificate student worked 

full-time and spent between six and 10 hours per week on study. The Master student 

was a part-time carer for a family member with a mental illness. This student worked 

part-time and stated they spent more than 10 hours studying per week. Both 

participants responded that they would see themselves continuing in the sector for ‘five 

years or more’. Their motivation for continuing to work in the sector was the people 

they supported: 

‘I enjoy the work, and I enjoy working with the clients. Being able to assist 

clients with nursing and/or mental health matters is what I want to do and as I 

said I really enjoy the work and find it satisfying…’ (Student 001)   

‘Holding the belief that people can recover and recognising that many/most/all 

people will be touched by mental illness at some time through their life.’ 

(Student 020) 

These two students were then asked the reasons why they might consider leaving the 

sector. One student indicated that funding cuts or changes to the sectors would prompt 

them to leave, whilst the other stated that they would possibly move into an education 

role specifically for the community-managed mental health sector. In terms of their next 

career move, both participants indicated that they would undertake further study or 

professional development, as well as seeking more senior or management level roles. 

One of the students was also interested in undertaking research within the sector. 

After exploring the progress of the scholarship recipients over the research period, the 

candidate examined in further detail the students’ motivations for study, and the 

benefits and challenges experienced during this time. 

5.3 Motivations and benefits of study 

Students were asked (T1) to describe their motivations and goals, how they would 

know they had met their goals, and the impact these goals would have on their career.  
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Table 2 summarises and provides supporting quotes of the main factors motivating 

students to apply for the scholarship and enrol in further study. The most commonly 

cited reason was to deepen their mental health knowledge and understanding. 

Students were also motivated by the potential to improve their work practice, the 

opportunity to formalise their experience with a postgraduate qualification, the boost to 

their confidence in moving forward with their career and the stimulation and challenge 

created through acquiring new knowledge. One student reported being motivated by 

being able to further assist consumers and carers, and the associated benefits that 

could occur as a result of their study. Another scholarship recipient demonstrated the 

value they placed on furthering their education: 

‘Workers who come into the field with a strong academic base and team it with 

compassion and practical skills are able to provide holistic, evidence-based 

practice that serves the client’s best interests.’ (Student 016) 

Table 2: Scholarship recipients’ motivations for scholarship application/study 

Motivation Supporting quotes 

Strengthen mental health 
knowledge 

To develop in-depth understanding about mental health 
and the mental health sector (T1-q5). 

…believe postgraduate education is now necessary to keep 
informed with latest practices and to obtain a deeper 
understanding of theoretical frameworks and consumer 
recovery (Student 014). 

Career progression To pursue my dream career in the multidisciplinary and 
diverse setting of community mental health (Student 012). 

They [employers] said the job I was going for was for 
educated people (Student 020). 

Widen my scope of practice even further (Student 001). 

Better care to consumers I believe that with additional knowledge gained through 
the Mental Health Program, I could contribute significantly 
to improving mental health outcomes within refugee 
communities in Brisbane (Student 004). 

Could see it benefiting my community I live in both on a 
local level and potential for global level (T1-q17). 

Financial assistance Scholarship covered half of fees (T1-q12). 

Interest I really enjoy the learning (Student 006). 

Study looked relevant and interesting (T1-q2). 

To progress further study A stepping stone to my next study focus Grad[uate] 
Cert[ificate] in Suicidology (T1-q13). 

Role recognition I wanted to continue my learning in mental health and 
achieve a recognised uni[versity] qualification (T1-q7). 

Formalise and expand on my expertise (Student 017). 
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In order to understand the value of study held by students, further questions were 

asked in T1-q regarding their topics of interest. Over 50% (n=9) of respondents listed 

an interest in understanding mental health diagnoses, assessment techniques and 

treatment options. Other subjects included recovery-oriented frameworks, 

contemporary mental health policy, holistic approaches to clinical work and skills for 

better engagement with consumers and practitioners. Three respondents could not 

specify any topics of interest at T1.  

During T2-i, participants were asked what motivated them to continue with their study. 

The interviewees said that the study was challenging and interesting, that they were 

able to apply their learnings within the workplace, could interact better with other 

practitioners, found they understood new concepts more easily, and ultimately, had 

better career prospects. One student summed up their experience after the first year: 

‘It’s opened up so many doors. I’ve got people like scoping me out. It’s nice to 

know what you want in life and go for it. And it’s opened up pathways as well. 

I’ve actually achieved so much already. I’ve grown so much clinically.’ (Student 

001) 

The level of increased confidence expressed by the students in their work practice was 

a recurring comment. 

Once student study motivations were determined, this set the context for understanding 

the benefits of study for the scholarship recipients. Initially, students were asked what 

their study goals were. In T1-q scholarship recipients were provided with a range of 

responses in regards to their goals for this study program and were able to select more 

than one response (Table 3).  These results (Table 3) were further confirmed in the T1 

interviews (T1-i). 

Table 3: Student goals for their study 

Question: ‘what are your goals for this study?’ Total T1-q (n=12) 

Desire to improve the lives of people with mental illness 12 (100%) 

Desire to change or improve mental health service delivery 11 (92%) 

Improved career prospects 10 (83%) 

Professional development 10 (83%) 

Improved confidence working in a mental health role 8 (67%) 

Relates to work role 7 (58%) 

Want to move into the mental health workforce 3 (25%) 
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To further their study goals, students were asked how they would know that their goals 

had been achieved. The most frequent response was that career opportunities would 

open up as the result of their study. Additional responses included increased 

confidence to pursue job opportunities, greater knowledge of mental health, career 

promotion, a sustained career in mental health and being able to offer better services 

to consumers (Table 4).  

Table 4: Impact of study goals on career 

Question:  ‘If your goals were met through your study, what would this mean for your 
career?’ 

It certainly would mean my career could move forward, maybe my postgrad[uate] degree could 
enable me to apply for positions in Queensland hospital's (T1-q15). 

As I currently have a career in my chosen field of mental health, this study solidifies my career 
opportunities down the line. Opens up opportunities that were previously unobtainable. And 
ensure my own confidence in pursuing future career aspirations (T1-q3). 

Career progression - will gain better understanding of mental health and the mental health 
sector, hence forth can provide better services to the persons with mental health issues and to 
the entire sector (T1-q4). 

It would mean that I would need to continue to review and assess my career pathway with 
ongoing planning and achieving further goals in the future (T1-q8). 

During T1, the research candidate collected information on the reported early benefits 

of study, which included increased stimulation, students seeing their study complement 

their work, finding mental health an interesting topic, and appreciating the opportunity 

to learn and improve themselves. In T1-i, all interviewees mentioned that they were 

receiving support for their studies through their family or employers, and with one 

exception, all had identified someone with previous academic experience or another 

current student as critical to supporting their ongoing study.  

Twelve months into their study (T2), students were again asked what the benefits of 

their study were. Six out of the seven questionnaire respondents thought that their 

study assisted their career pathway, and indicated that they had been able to apply the 

knowledge they acquired at work. All, except one student, felt that they were confident 

working in the community-managed mental health sector. 

During T2-i some of the scholarship recipients discussed their enjoyment in developing 

their analytical skills and improving their ability to make connections between their 

learnings, work practice, and broader systemic concepts. Students also commented on 

the benefits of a deeper understanding of mental health, which enabled them to 

engage more fully with other professionals. One participant stated:  
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‘[It’s] not about money so much or getting ahead in a financial way, although 

that is always nice, but it’s not about that. What it comes down to is more 

challenging work. And it’s opened up pathways as well, indirectly, if you’re 

looking at relationships that you can form with staff. (Student 001)’  

Another student explained that they: 

‘came up against a real ethical dilemma and I was able to go through the whole 

model [from the Ethics Course] and it was really good practice.’ (Student 020)  

Another student commented on their enhanced appreciation of the value of research, 

and their desire to see more research undertaken in the sector. 

During T2-q further benefits to students were explored regarding the applications of 

recovery-oriented practice. Recovery-oriented practice is an integral philosophy within 

the community-managed mental health sector and so questions were asked relating to 

these practices within their workplace. T2-q explored whether studying the values 

underpinning the sector had impacted on students’ motivation to continue working in 

the sector. All seven respondents stated that their workplace encouraged recovery-

oriented practice (Table 5).  

Table 5: Student descriptions of recovery-oriented practice in their workplace 

Question:  ‘What does recovery-oriented practice look like in your workplace?’ 

[Name of organisation] promotes the lived experience in mental health and the recovery of 
mental illness. This workplace encourages the reduction of stigma associated with mental 
illness by educating the community and reducing social isolation for individuals with a mental 
illness (001). 

Our values around recovery core beliefs are that people who experience a mental illness can 
and do recover (009). 

Very recovery focused working with the [recovery program]. Regular contact with clients and 
updating recovery star/goals every 3 months (018). 

Participants were asked ‘what is the most important piece of information you have 

taken away from the course regarding recovery-oriented practice?’ All felt that their 

understanding of recovery-oriented practice had grown. They reported that recovery 

needed to be individually focused, but also recognised ‘that all community members 

and professionals have very unique views about its meaning and purpose.’ (Student 

009) Students were then asked what their workplace needed to do to enhance

recovery-oriented practice. Responses were positively focused with suggestions for

further inclusion of consumers within the delivery of services, continued education and

developing a common understanding of recovery-oriented practice through ‘further
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clarity around meanings and purpose of use, and shared understanding of differences.’ 

(Student 009) 

At T3, interviews were conducted with three students from cohort 2013, one of whom 

had completed the Master of Mental Health Practice, and two who were continuing with 

this qualification, as well as one student from cohort 2014. The two continuing students 

had deferred at least one course in their second year of study. One student indicated 

that their study had given them the confidence to apply for a new employment position, 

and indicated that the courses they had studied to date had enabled them to reflect on 

their career, resulting in a positive change to a new role.  

5.4 Challenges and managing study 

Students were asked what challenges they thought they might face undertaking a 

university qualification at T1. All students indicated that managing time would be their 

greatest challenge, with most indicating balancing home, work and study as a major 

concern. One of the students said ‘I have found I have too much to manage at home 

and work to study successfully’ (Student 017) and with the birth of a grandchild, 

ultimately decided not to proceed with the scholarship and their study. The high 

academic expectations of university were also mentioned by three individuals. Other 

challenges listed by students were maintaining concentration, having enough energy, 

studying online, looking after themselves through the process, and meeting the 

associated financial costs of studying.  

During T1-i, individuals also mentioned the uncertainty of ongoing funding within their 

organisation as a major source of instability and stress, leading to difficulty in focusing 

on their studies. Two of the scholarship recipients reported (T1-i) that they had lost 

their employment position due to a reduction in funding to their service provider. 

However, a range of strategies were identified by respondents (T1-q) to overcome 

these challenges (Table 6), ranging from time management to establishing a support 

network. 

After the first year of study, T2 interviewees were asked how they were finding their 

studies and what they had done to manage the first one or two semesters. All were 

positive about the year, but confirmed that they had experienced several challenges 

during this period. Consistent with T1-q responses, managing time and resources, 

work/life balances, and an initial lack of understanding regarding the expectations and 

standard of work required from postgraduate students, were perceived as the main 

challenges. Some students also reported pressure from work colleagues to follow a 

more clinical or professionalised career study pathway.  
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Table 6: Proposed study management strategies 

Strategies 

• Time management

o reduce work hours

o take one course at a time

o prioritise tasks

o take study leave

o study at night after family time

• Developing academic skills

o workshops prior to program

commencement

• Managing themselves

o positive thinking

o being flexible and keep strategies

evolving

• Identifying supports

o buddy up with other students

o contact course convenors

o access online support and tools

When asked to elaborate on the strategies they had used to overcome the above 

challenges, students emphasised the importance of time management. This included 

being well organised, as well as learning to be flexible with work, study and personal 

commitments. Other responses included undertaking a pre-study course on online 

learning, finding a ‘study buddy’, reading assignment requirements early in the 

semester, researching and applying new academic skills, and setting a particular 

Grade Point Average (GPA) as a goal. These strategies were similar to those identified 

at T1, indicating that the students had a sound understanding of the strategies they 

would need to manage their study. Additional quotes supporting these strategies are 

provided in Table 7. 

Table 7: Managing study 

Quotes on study management 

Work/life balance I guess it means at times that it is a little bit heavy because it’s 
mental health at home and mental health at work. And its mental 
health at study (laughs )… negotiating the time with myself to 
make sure that I had a good balance (Student 001). 

Enjoying the learning 
process 

I started with two subjects and then I looked at the assessment 
and I thought ‘oh my goodness I've got six assessments and 
working full-time, I’ve got children, I've got everything else. I don't 
have to hurry, there is no timeframe for me. I'm going to go back 
to one subject this semester and I’m going to really enjoy it and 
take it in… (Student 006). 

Time management and 
discipline 

…Having the discipline to do the work as I planned. If I plan to do 
four hours or eight hours per week, I need to stick to that 
(Student 004). 

Accessing support I guess the discussion board is really good. I did go to a lot of one-
on-one academic sessions with a tutor. Fortunately I was able to 
have a RDO [rostered day off] every month and I did accumulate 
a few so I could have a couple in a month (Student 018). 
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To gain an appreciation of the impact of study on their family and work time, T2-q 

respondents were asked how much study time they were spending per week. The 

majority of students (71%, n=5) indicated six to ten hours per week (Figure 6). 

Figure 6: Average number of study hours completed per week 

At T1, the online delivery was viewed as an early challenge by the participants. 

Interviewees mentioned a lack of familiarity with online learning, including difficulty 

using online discussion boards, posting comments on a regular basis and submitting 

assignments. However, by the second year, most students reported being more 

comfortable with this learning platform and enjoying the flexibility it granted them 

around work and social commitments. Students were benefitting from the ability to 

connect with other students for support: 

‘I actually really like it [online study]. I reached out to one particular student who 

was really struggling and I felt like if I was in the same position, I'd really want 

someone to go ‘hey mate, I'm doing the same topic as you and we can have a 

chat through it’. I did feel a sense of community in that a lot of people in the first 

semester carried over into the second semester.’ (Student 020)  

One student emphasised the effort required for online study: 

‘Studying externally is always hard. I seem to be able to do it fairly well, but 

you’ve got to be so committed.’ (Student 001)  

At T2 students continued to report their main challenges as finding time to study, 

maintaining a good work/life balance, and meeting the academic expectations of a 

postgraduate course. Students continued to discuss the impact of funding changes to 

Queensland’s community-managed mental health sector, and mentioned job 

uncertainty as well as concern that mental health consumers would not get the services 

they needed.  
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T2-q participants were asked about their perceptions of the community-managed 

mental health workforce. This information was collected to better understand the 

features of this workforce that may impact on the students’ career and study intentions. 

Participants were asked about the perceived barriers to entering this workforce and 

strategies that could be employed to address these barriers (Figure 7).  

Figure 7: Barriers to entering the community-managed mental health workforce and 
strategies to overcome these barriers 

An undefined career pathway and unattractive remuneration were the main barriers to 

entering the community-managed sector, with associated solutions including the 

development of advanced practitioner roles for experienced staff and more attractive 

salary packages. In terms of barriers to sector workers accessing higher education 

opportunities, time and balancing commitments were considered the greatest 

impediments, closely followed by a lack of certainty regarding employment. 

At T2, it began to emerge that unforeseen and unplanned events tended to pose a 

major challenge to students continuing with their study. Events such as pregnancy, 

significant health issues, major work events, redundancy, and family issues impacted 
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on students’ study plans. The research candidate explored the students’ ability to 

manage their study in light of these events.  

Feedback from the two course convenors also provided further insight into the 

challenges faced by students during their study:  

• three students lost their current jobs, resulting in only one of these three

continuing with their study and two deferring for the semester. The two

individuals who deferred also had significant family pressures due to complex

care arrangements for children

• another two students experienced episodes of poor mental health and withdrew

from the program

• four students became pregnant during the first year of study and only one new

mother was able to continue her studies

• one student became a grandparent of a child with a disability and chose to

withdraw from study to support their family

• one individual’s father-in-law died, but they were able to continue their study

• one student’s mother-in-law became terminally ill, and they withdrew from their

studies in order to run the family’s business

• one student developed a significant health condition which prevented them from

studying further, and

• one appeared to find the online environment very challenging, and despite

support from the convenors, did not continue.

In total 10 scholarship recipients did not enrol or withdrew from the program at some 

point over the two years. The research candidate made several attempts to contact 

exiting students for a brief interview on their experience, but was unsuccessful in most 

cases. Two exit interviews occurred in 2013, one with a student who withdrew before 

commencing their study, and one with a student who withdrew after being made 

redundant in Semester 1, 2013. Box 1 provides a case example of one student’s 

progress and the impact of unforeseen events on their study journey. This student 

(Student 003) commenced study in Semester 1 2013, but withdrew during Semester 2, 

2013. 
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Box 1: Journey of Student 003 

Student 003 was 34 years of age and lived about two hours’ drive from Brisbane. They had 

previously completed a Bachelor of Arts (Social Work) and were enrolled as a cohort 2013 

scholarship recipient in the Master of Mental Health Practice, on a part-time basis. 003 was 

married for the second time and had children from both marriages. 

In 2013 the student worked as the manager of a large program within a community-managed 

organisation, but was made redundant in mid-2013 and had difficulty finding work in the 

community services sector. Initially they hoped to use the time whilst unemployed to complete 

their study but found the need to find work more pressing. They found it hard taking time away 

from their children to study. At T1-i, the student indicated that they had undergone retraining 

and was now working in another field, but were hoping to move back into community work.  

Initially the participant found the benefits of study to be the relevance to their work practice and 

the topics covered were interesting. They indicated that this qualification would assist their 

career by enabling them to transfer from the community-managed sector to a social worker 

position within a hospital. They wanted to return to frontline case management. 

When commenting on challenges, the participant said they were surprised how hard it was to 

study now that they were older. They thought they could manage through late nights and 

approaching study in short bursts, but in retrospect realised they would need to reduce their 

work hours to enable effective completion of their study requirements. 

Whilst this student was unable to complete their studies, other students who 

experienced various unforeseen events were able to continue or complete: 

‘Because at the end of 2013 our agency merged with another bigger agency. 

That was heading towards the NDIS [National Disability Insurance Scheme] and 

that was a big change. At the beginning of this year it was still up in the air 

whether I had a job. I knew that I was heading towards doing some study and 

that was a concern for me.’ (Student 019)   

At T3-q the two students who completed their study program were asked to indicate the 

challenges they had faced in doing so. The students did not indicate that either 

studying online, or being unsure of the expectation with regards to university study had 

continued to be major challenges. Rather, they explained that maintaining effective 

balance between home, work and study, and finding the ongoing motivation to continue 

studying required the most effort. Again, unforeseen events, such as a suicide at work 

and the death of a parent, had challenged them (and they both indicated that these 

events took priority), but they were able to refocus afterwards and complete their 

studies:  
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‘…we had a suicide [at work] last year and I worked with the Mum and that was 

really difficult. Study just went completely out the window, because it hurt me 

personally seeing how that direct flow on affect to everyone in [their] circle of 

friends and family and all that was gut wrenching.’ (Student 001) 

‘The second semester was fairly difficult. I think I loaded up a little too much on 

my plate. We got married and planned a wedding in five weeks and the 

honeymoon. In between that, my husband's mother died quite suddenly. With 

that, I really struggled with the first half…it compounded everything. I think I 

would have flown through and probably got all high distinctions if that didn't 

happen…’ (Student 020) 

5.5 Career intentions 

The earlier focus of the research on the benefits of study led to consideration of 

students’ long-term career goals, and whether they intended to continue employment in 

the mental health sector. At T1, the responses were mixed (Table 8), with some 

students indicating that it was too early to know what they would do career wise after 

their study: 

‘At present I am focused on completing study first, as I currently have a career. 

Once I have completed my study I may then look at options and opportunities 

available to me.’ (T1-q3) 

Table 8: Student career intentions at T1 

Career intentions     Number of respondents     

• Further study

• Management roles

• Clinical roles

• Roles in recovery-oriented service reform

• Continuing in mental health

4 

3 

1 

1 

  8 

At T2-q, the scholarship recipients (n=7) were asked how long they intended to stay in 

their current employment. Three were unsure, another three intended to stay between 

two and four years, and one person indicated less than two years. The four scholarship 

recipients, who were working in the community-managed mental health sector at T2, 

indicated between two and four years (n=2), one up to five years and one more than 

five years, showing an ongoing commitment to the sector regardless of job changes. 

These four respondents all indicated that the desire to help others was the main reason 

why they would remain working in the community-managed mental health sector: 
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‘Helping others overcome barriers in life. This motivates me to continue to look 

at myself closely and my role in society.’ (Student 019) 

‘I have a passion to help people who are marginalised due to a diagnosis of 

mental illness. The community sector allows me more flexibility to advocate for 

people and make a difference in individual lives. I also have a strong belief in 

recovery from mental illness.’ (Student 001) 

The reasons articulated by the four participants for leaving included poor remuneration, 

health status changes, or to pursue more challenging career opportunities: 

‘The wages are low compared to government [sector].’ (Student 006) 

 ‘I may need to change areas of practice to a more challenging clinically based 

role which may mean a move to either the public health sector or possibly 

become an educator within a university.’ (Student 001) 

The three students who were not working in the community-managed mental health 

sector were asked why this was the case, and what would attract them to, or 

discourage them from, this sector. Personal mental health issues, having a previous 

position that lost funding, or already working in the mental health area e.g. with 

homeless people were reasons cited for not working in the sector. Identified factors that 

would make the sector more attractive included; completion of their studies, the 

availability of sector positions and ‘more money, better position, [and] ‘less hours.’ 

(Student 010) Discouraging factors were again related to the need to work through 

personal issues, lack of job opportunities and funding. One student indicated the 

enormity of the funding and remuneration issues by stating: 

‘After normally one year [of work], funding is an issue. When I [am] given [an] 

opportunity, my five years’ experience is valued as a min[imum] under $20 per 

hour pay rate. Shoots my study and hard work down in flames.’ (Student 018) 

All T2-q respondents (n=7) were asked if they anticipated their next career step would 

be in the community-managed mental health sector; with six responding in the 

affirmative. The individual who responded negatively explained that they planned to 

obtain a Government position. The next career step for 50% (n=3) of the students 

seeking to remain in the sector was movement into a more senior role, with one 

student reporting that they would like to undertake further professional development 

and two indicating that they were currently seeking employment. 
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Career intentions were again explored at T3-i with interviewees (n=6) indicating a 

desire to remain working in the community-managed mental health sector, but also 

showing a readiness to explore further challenges and opportunities:  

‘…I'll stay in the NGO land as well for a while…there's actually a clinical position 

within [Name of organisation] at the moment, so I'm looking into that because 

I've quite good relationships with all of the staff. So that could be a definite idea. 

I'm not really sure though. There probably are other options. I honestly haven't 

had a really good look yet.’ (Student 001) 

It [study] really cemented the pathway that I want to take because there was 

that question, should I do social work, should I change into a clinical role?  

Since doing those two subjects I thought no, my passion really is with the care 

of the family, more the recovery program.’ (Student 006) 

5.6 Continuation/completion versus withdrawal 

During the research the scholarship recipients showed diverse outcomes in their study 

journey. In summary, two years after the scholarship program commenced, two 

students had completed their studies, one from each cohort. Eight recipients were 

continuing to study at the end of the research period (n=6 cohort 2013; n=2 cohort 

2014) (Figure 4). Two scholarship recipients did not commence study (one from each 

cohort). Eight scholarship recipients from cohort 2013 (n=6 first year; n=2 second year) 

withdrew after commencement of their studies. None of the 2014 scholarship recipients 

withdrew after commencing study. 

The two scholarship recipients who withdrew from the program before enrolment were 

female, in their thirties, and working in the community-managed mental health sector in 

Brisbane. One had been in her current employment role for two months and the other 

for five years. Both women had previously undertaken an undergraduate degree and 

originally planned to study part-time. One individual agreed to be interviewed upon 

withdrawal and cited poor mental health as the main reason for their withdrawal. The 

interviewee was keen to focus on returning to work as a priority over her study, and 

chose to relinquish the scholarship, whilst also indicating that she may return to study 

in the future. The other student who exited before enrolment originally indicated that 

they were willing to be interviewed, but multiple contact attempts were unsuccessful. 

At T2 11 scholarship recipients remained enrolled in the program and one had 

completed their qualification. At this time point four students had progressed through 

their studies without deferral, whilst seven students had deferred at least one semester, 

and six had formally withdrawn. The research candidate checked the rate of deferral 
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within the scholarship program against the usual non-scholarship student deferral rate 

that has occurred within the Graduate Certificate in Mental Health Practice and Master 

of Mental Health Practice. In 2014, of the 313 students that had enrolled in the program 

32% (n=100) cancelled at enrolment, 20% (n=62) withdrew from study, 23% (n=72) 

were continuing, 4% (n=13) had deferred, 3% (n= 10) were dismissed and 18% (n=56) 

had completed their study. The overall drop-out rate for the mental health practice 

program was 21% (n=66) (Griffith University, 2014).  

For the scholarship students, there was a 24% drop-out rate in the first year, with 47% 

deferred, 29% continuing and no completions. Hence, the drop-out and continuing 

rates were considered to be similar between the scholarship and non-scholarship 

students. The candidate explored the scholarship students’ reasons for withdrawal or 

deferral through T2-q, T2-i, T3-i and in consultation with the course convenors almost 

all of the students (n=11; 90%)) confirmed that unforeseen personal circumstances 

were the main reasons: 

‘Due to full-time work and aging sick father, I only took one subject last year in 

semester 2 and this year deferred until semester 2 due to all same reasons and 

new job.’ (Student 009) 

‘So I received a redundancy and got put out to pasture. I didn’t have enough 

mental capacity to focus on studying and looking for a job and also caring for 

my family and lots of responsibilities. I thought great, now I’ll just get in and 

focus on studying but I found that when I didn’t get employed within a week, I 

thought oh! This is going to be harder that I thought. I really had to focus on 

every day trying to get another job. I work fulltime, and then it was the weekend 

and I found myself telling my kids, ‘be quiet, Daddy has to study’, and I had one 

of those epiphany moments where I went ‘no, this is all back to front. You know, 

in a couple of years’ time they’re going to be gone and then I can study all I 

want.’ (Student 003) 

One student did not provide a reason for their withdrawal. In this case additional 

information from the course convenors suggests that the student had struggled with the 

online environment and expectations of university study, and ceased all contact with 

the university.  

As the impact of unforeseen events became a prominent theme in the students’ 

feedback, the research candidate sought to understand the factors that influenced an 

individual’s capacity to continue with their study, or the decision to defer or withdraw. 

The scholarship recipients’ stories showed a number of factors that appeared to 

contribute to the successful continuation of their study, despite experiencing a number 
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of events that had the potential to disrupt their study goals. Table 9 outlines the 

emerging factors that assisted students to maintain their study. 

Table 9: Factors influencing a student's ability to continue study 

Enabling factors 

• Support from family, other student or

work

• Ability to manage and motivate oneself

• Ability to manage time, resources and

immediate environment

• Ability to maintain focus on goals and

motivations for study

• Realising improved work practice as a

result of study learnings

• Maintaining flexibility

• Resilience

• Commitment to sector and consumer

outcomes

For three students, reaching the end of the second year (24 months) of study was a 

significant achievement. They indicated that the study had been relevant to their work, 

that they enjoyed translating their new knowledge into practice, and had been 

stimulated to reflect on their practice and to continue their professional development. 

Making time and managing their motivation continued to be the main study challenges, 

whereas support from family, friends or colleagues, resilience, a strong internal drive 

and a clear perception of study benefits, were ongoing factors that enabled them to 

continue. 

During the T3-i (n=6) the students were asked whether they accessed support from 

others when undertaking their study. All students responded that they accessed 

assistance from family and the course convenors, while separately indicating that they 

sought support from their work supervisor, work colleagues, past students and friends. 

The research candidate was interested in the skills that the students believed assisted 

them to complete their studies. Both students indicated that the ability to translate their 

study knowledge into work practice had been one of their main skills, while also 

suggesting that being able to manage their time, balance their study/work and home 

commitments, displaying good academic skills, setting goals and being flexible had 

also assisted. The translation of information in the workplace particularly occurred 

through discussion with colleagues and being able to source evidence to support their 

work practices. When asked how they had managed to continue studying during this 

time, the students responded: 
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‘So talk about massive saturation. It's been a slog. It has come with its 

challenges, but it hasn't been anything that I couldn't overcome. That's what I 

guess is exciting about it and I think I'm just addicted to study. I'm addicted to 

learning and I don't think I'll ever stop…’ (Student 001) 

‘The drive to succeed and to complete it well. I think it definitely opens my 

scope of practice to be more specialised. Look, it really does specialise what I'm 

passionate about, so I think that's why I took it on.’ (Student 020) 

5.7 Community mental health workforce leader interviews 

In the first year of the research, interviews were conducted with two community mental 

health workforce leaders who were involved in the establishment of the Mental Health 

Careers Pathway Scholarship Project.  

The two workforce leaders were asked to articulate their intentions and hopes for the 

Mental Health Careers Pathway Scholarship Project. Both stated that the original 

intention was for the initiative to build upon the ConNetica Consulting reports by 

attracting new recruits into the sector, attracting people to return to the sector, and to 

retain currently employed staff (Mendoza & Wands, 2009a, 2009b). One leader 

expanded on the long-term aims of the initiative, stating that they would like to see the 

development of clear and recognised ‘professional development of the sector 

workforce’ (007). Both workforce leaders also desired further research and evidence-

informed practice undertaken within the sector as a result of increasingly qualified staff 

and enhanced leadership capabilities. 

The workforce leaders were asked what challenges they envisaged for the scholarship 

recipients. The lack of clearly articulated career pathways for sector workers was 

raised, and it was suggested that scholarship recipients be contacted in the future to 

track their career journey after studying. The Graduate Certificate in Mental Health 

Practice and Master of Mental Health Practice do not map to a specific discipline or 

employment position, hence the workforce leaders were unsure how students would 

advance their careers. Discussion also centred on the lack of a professional body to 

advocate for, and support, sector workers to undertake continuing professional 

development and to gain national or state level recognition for their work. 

Workforce leaders were concerned by the number of deferrals and withdrawals that 

had occurred within the first 12 months of the scholarship scheme, and wondered 

whether this was due to the high expectations of postgraduate study, as well as the 

challenges of balancing family and work commitments. They both noted that the level 

of uncertainty within the community-managed mental health sector with regard to 
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ongoing funding was likely to have a negative impact on the scholarship students’ job 

certainty.  

Comment was also made on one of the eligibility pathways for the Graduate Certificate. 

The criterion requires students to have a Certificate IV in Mental Health and three 

years’ work experience in the mental health sector. This means that some students are 

entering postgraduate study, without the experience and knowledge of university study 

that occurs when completing an undergraduate degree. The workforce leaders viewed 

the eligibility pathway both as an advantage, opening up opportunities for sector 

workers and recognising their skills and experience, and a disadvantage in that the 

step from a VET qualification to a postgraduate degree could be a challenging 

transition for some individuals. 

5.8 Employer interviews 

In mid-June 2014, the research candidate interviewed employers of two cohort 2013 

students (one Master and one Graduate Certificate) who had participated in T2-i. The 

candidate originally planned to undertake four employer interviews. However, the 

remaining two cohort 2013 students who participated in the T2-i interviews changed 

jobs or withdrew from the program. The research candidate sought to explore the 

impact of the students’ study from the perspective of their employer, and to elaborate 

on the support the employers provided each student.  

Employers were asked how they thought the students’ study was progressing, whether 

it had translated to change (positive or negative) in their work practice, the future 

prospects for their students, and the nature of the support that they had provided. Both 

employers recognised that studying, on top of personal and work commitments, was 

hard: 

‘It can be challenging at times and I think that's why, in terms of team planning, 

we've tried to really get our head around when those times might be for [student 

name] to study - because we can't backfill. Part of that is relied on [student 

name] too, in terms of being a bit upfront about how [they are] managing that, 

and there has been times when I think, between us, we probably haven't done it 

that well, but I think on the whole, it's been okay.’ (Employer 025) 

‘Look they [student name] are a hard worker and they need to be, doing study 

at that level.  I think it’s been challenging for them.’ (Employer 026) 

Both employers indicated that they were pleased with the student’s progress through 

their studies, and articulated a range of support that their organisation had provided, 
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including study leave, rescheduling work to accommodate study needs, discussion of 

progress and assignments and the coordination of a workplace placement for a student 

(required in the Master qualification):  

Some of the things they [student] would like to be involved in, how they are 

using their personal lived experience and work experience to support their 

study. They are interested in applying whatever work they are doing, 

assignments, projects they are working on to their current work. That’s really 

important too. That brings it to life and provides a real context around what’s 

going on in their study … we’ve got someone else up in [location] who’s been 

through a similar process in our [location] office and they actually managed to 

get [the student] a placement in our organisation and certainly that works for all 

of us.’ (Employer 026) 

 ‘…went along to [the scholarship ceremony], just wanted to be there to support 

them in that role.  We do regularly talk about where they are at and what they 

are doing in [student’s] course. They'll often make reference to things that they 

are learning. In terms of supporting them to get that done, they often had a day 

off and we've made that possible for them to be able to get assignments and 

get things done.’ (Employer 025) 

The employers were asked to discuss their perceptions of higher education for the 

community-managed mental health workforce. Both indicated that they highly valued 

the professional development of their non-clinical staff, with one organisation moving 

towards the adoption of professional development plans for all staff, including their peer 

support workforce. The other employer stated that they encouraged their staff to further 

develop their skills, but wanted to see their frontline workers develop a broader, 

systemic focus and a stronger ability to articulate their framework for practice. 

The employers were then asked for overarching comments on the student’s study. 

Both had found the students’ study had enabled them to develop their work practice 

and generate new ideas, and viewed the students’ study efforts positively:  

‘I think they’ve got access to a host of local expertise, their linkage with 

[organisation name] for example, that gives access to clinicians there and other 

people as well that they can bounce ideas off …So I think we love their 

enthusiasm and I think they’ve got a great future ahead of them and they are 

working hard to achieve it.’ (Employer 026) 

‘It’s also about people's lived experience, not just as a carer, but the whole lived 

experience that they bring with their life. That’s very valuable and is part of why 
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we would employ them too. But supervision and mentoring and that kind of stuff 

plays a big role. It is tricky stuff to be able to pick up.’ (Employer 025) 

The employers discussed the impact that funding changes had had on the community-

managed non-government sector, and their approach to workforce development. Both 

emphasised the growing importance of higher education in the sector, and had 

structured workforce strategies to support staff development, such as individualised 

professional development plans, mentoring programs and access to ongoing training. It 

was indicated that there was a balance to supporting and offering these development 

opportunities to staff in terms of cost, time and direct benefit to the organisation. 

Ultimately, the scholarship program was seen as beneficial to their staff members. 

5.9 Course convenor interviews 

The interviews with the two course convenors occurred in June and August 2014. The 

course convenors were the main point of contact for all students enrolled in the 

Graduate Certificate in Mental Health Practice and Master of Mental Health Practice 

program, including the scholarship recipients. The two course convenors had insight 

into the challenges faced, and progress made, by students and often provided advice 

on all course-related matters, e.g. assignments, online access, transfers, deferrals and 

withdrawal. 

In the early part of the interview, the course convenors outlined what they thought 

needed to be done to prepare students for study (Table 10). It appeared important to 

both convenors that more effort be put into assisting students to understand the 

demands of study and to integrate study into their normal routine before enrolment. 

Interviews with the course convenors also explored their thoughts about the attitudes, 

skills and factors that impacted on scholarship recipients’ study approach, with those 

students that were curious, passionate about learning and willing to ask questions 

appearing to manage their study more easily: 

 ‘The students, who tend to do well, have this passion for finding out about stuff 

and they want to find out more and put it together. Whereas I think the students, 

who are not passionate, probably find the assessments and the tasks a little bit 

tedious.’ (Course Convenor 023) 
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Table 10: Course convenor's opinions on student preparation 

Supporting quotes 

I think we need to do much more in terms of readiness and preparations, that we send them 
lots of information and links to the university's study skills or the training courses (Course 
Convenor 023). 

I would love to try and figure out how to either target the scholarship or better support those 
students. Better prepare them to understand what they're getting into. (Course Convenor 022). 

…the most obvious thing looking at it is just how chequered their study pattern has been.  Very 
few have been able to continue with the number of courses they thought they were going to be 
able to manage and with semester after semester. We've had a number who've enrolled in two 
courses for semester one, gone gung-ho and then it was like, oops, I've got to pull back to one. 
When you've got 13 weeks of consistent volume to read, grappling with research literature 
that's not necessarily easy to digest. I've had a number of the students that I've talked to on the 
phone that have said, I just didn't realise there'd be so much to read.  I think that's a big 
difference between going and doing a Cert-IV (Course Convenor 023). 

We haven't really had opportunity to talk to the person [before they commence] and really 
assess how well they've thought through time commitments, balancing work/life, study and 
even their own understanding about what it is that they're taking on.  It's all been on paper 
(Course Convenor 022).   

‘it was actually incredibly time consuming and difficult [for the students] to negotiate lots of the 
things that were happening.’ (Course Convenor 023). 

Resilience and the ability to cope with change were also raised as positive traits, as 

well as a willingness to engage with university staff and other students. The course 

convenors identified those students who found the course material stimulating and 

useful continued to progress well: 

‘The people, who were willing to ring, ask questions, willing to email and ask 

lots of questions, probably did better than the ones who didn't. Also coming up 

with a way of challenging themselves. I think you do have to be a very resilient 

person and to take some blows.’ (Course Convenor 022) 

However, the main theme to emerge from these discussions was the need to ensure 

that students fully understood the commitment and volume of work required at a 

university level. It was acknowledged that the scholarships assisted sector workers to 

enhance their academic and research abilities, however the course convenors 

indicated that generally students with previous university experience appeared to 

complete their studies more easily than their peers with vocational qualifications: 

‘…the students who come in without an undergraduate degree struggle with the 

academic writing. Struggle with understanding how university works and the 

expectation.’ (Course Convenor 023)  
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‘Just the pressure of work and study, not anticipating how much time was really 

required for a course. I think perhaps that's the difference between vocational 

training that [the students have] done and university.’ (Course Convenor 022) 

In contrast to this, the first student to be awarded the Graduate Certificate, within the 

minimum timeframe, was in cohort 2014 and had no previous university qualification.   

The course convenor interviews also discussed the career pathways available to 

scholarship recipients. Both acknowledged that there were limited career options for 

community-managed mental health workers, and were keen to see formal 

acknowledgement of this workforce and the development of concrete development 

opportunities for staff:  

 ‘The sector itself is evolving in terms of its identity, professionalism, ability to 

take different skills, knowledge, conceptual paradigms. I don't think you can 

continue to expect people to develop their skills and qualifications and not 

reward and recognise that.’ (Course Convenor 022) 

5.10 Scholarship program 

Feedback on the scholarship initiative was obtained by the research candidate during 

T1, T2 and T3. The number of withdrawals from cohort 2013 meant that there were 

financial savings within the scholarship initiative. This occurred because the 

scholarship recipients were paid 50% of the scholarship at the commencement of the 

course, and 50% upon completion of the program. The majority of savings were from 

the final payment category, when students did not complete their study. These savings 

enabled another four scholarships to be offered as cohort 2014. Students could use the 

scholarship towards living expenses, reimbursement of tuition fees, or purchase of 

equipment and/or stationary to support their study. 

An overarching comment by the course convenors was that the scholarship program in 

itself required significant student follow up, more so than full-fee paying students. Both 

course convenors hypothesised that the students may not have been quite ready to 

undertake study but were motivated by the financial support opportunity of the 

scholarship. They commented that the students needed a lot of support to commence 

the program, to become familiar with the expectations of the university, navigate the 

assessment requirements and to better manage their work, life and study 

commitments. Both suggested that further exploration of strategies to facilitate student 

readiness and preparation for study could be worthwhile (Table 10).  
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To expand the research candidate’s understanding of the delivery of scholarship 

programs, an interview was conducted with a university scholarship program manager 

in 2013. The program manager had responsibility for the administration of over 100 

scholarships, under multiple scholarship schemes, and therefore an additional source 

of information on various approaches to scholarship initiatives. High numbers of 

withdrawals and deferrals were reported to be the norm for university programs and 

according to the interviewee, the experience within the Mental Health Careers Pathway 

Scholarship Project was similar to other scholarship programs.  

No recommendations were put forward by the scholarship program manager to 

improve the administration of scholarships. Due to the volume of scholarships 

administered, the program did not follow up and record student outcomes or the 

reasons cited for student withdrawal:  

 ‘Most of them don’t have to pay anything back [if they drop out of study]. They 

just don’t receive any further payments. So we don’t actually do much in the 

way to see whether the students that graduate or continue on do better than 

ones that don’t have a scholarship.’ (Scholarship Program Manager 024)  

Overall, the students had very few additional suggestions for improving the scholarship 

program. The scholarship recipients were extremely grateful for the opportunity to 

study on a scholarship and expressed their appreciation for this support (Table 11).  

At the commencement of the scholarship initiative, some confusion was expressed by 

students as to who their contact person was for any scholarship related inquiries. This 

seemed to disappear after the commencement of study and the first scholarship 

payment. 

Other notable comments related to the scholarship ceremony for cohort 2013. The 

participants indicated that this was enjoyable and gave them a sense of connection to 

each other. Some students maintained contact after this event and looked out for each 

other during their study. 

From an administrative point of view, the course convenors stated that it was important 

to maintain a clear understanding of what the scholarships were trying to achieve. In 

the Mental Health Careers Pathway Scholarship Project, the priority was to provide 

university education opportunities to community-managed mental health workers, not 

to ‘tick off’ the number of completing students:  
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Table 11: Student feedback on the scholarship initiative 

Quotes regarding the scholarship initiative 

I think it's a really good idea to split it into two payments, because - well first off, obviously to 
gain the second payment you must complete it and I think that's important. So that's first of all, 
but secondly, it does come in handy to split it into two anyway, because working in the non-
government sector, it's not like we get paid a lot of money and you're able to think ahead as 
well…(Student 020). 

…… I actually would prefer less money, like $2,000, [to have] a person that calls you every 
fortnight or every month to see how you are going, what problems you are having, do you need 
any help? So while the money is good there are other supports that could be provided to help 
students get through the course (Student 004). 

I can’t thank the university and the people on the panel and the people who obviously were 
contributing the funds for the scholarship program. I can’t thank them enough. It’s already 
been an amazing journey (Student 001). 

I did utilise it [the scholarship] well.  I bought a new laptop to be able to take to university.  It's 
helped with all the photocopying and all that sort of stuff.  Other than that, it's really been sort 
of quiet really.  You don't really know who else is doing the scholarship.  I think that would have 
been nice to know who else has one (Student 019).   

I felt really privileged to be accepted and I just felt a sense of achievement before I'd even 
started. I really felt like I can do this and they've chosen me for a reason and I've got to prove 
that I'm right person or the candidate that they've chosen. It gave me a real sense of I need to 
own this and push through (Student 018). 

It [the scholarship] was pretty straightforward, pretty clear.  There weren't any obstacles or 
barriers that I could see (Student 003).   

 ‘I think the scholarship's a great idea. It helps people, who are working in 

organisations that don't have money to support professional development and 

don't have career structures to think about their future and their career within 

mental health.’ (Course Convenor 023) 

However, in the future, the course convenors thought more discussion could occur on 

the determinants of a successful scholarship initiative, including criteria used to ensure 

higher levels of completion and identifying further funding to support students who were 

keen to develop their career skills and learning. 

62



6 Discussion 

This research set out to establish whether the Mental Health Careers Pathway 

Scholarships were effective in maintaining students’ motivation and intention to work in 

the community-managed mental health sector. The research also explored the benefits 

and challenges experienced by the scholarship recipients when undertaking study. The 

research candidate monitored the progress of the scholarship recipients over a two 

year period and examined the strategies they employed to manage their studies.  

The main finding of the research was that the scholarship recipients are a cohort, for 

whom professional development in the mental health sector is important, but they 

required university education to be delivered in a way that suited their life 

circumstances. Figure 8 provides an overview of the study journey, developed by the 

research candidate, which highlights the range of internal and external factors that 

influenced the student’s ability to progress and/or complete their academic 

qualification.  

Figure 8: Factors influencing students’ study journey 

External factors 

Health       Job certainty           Sector changes 

Support (supervisor, family, friends, colleagues, other students) 

Commitments (family/personal, work) Resources 

Unforeseen circumstances  Scholarships 

Time Environment Work/life balance       Resources 

Internal factors 

Motivation      Goals Lived and work experience 

Flexibility       Resilience         Determination         Academic skills 

Confidence        Curiosity  Conscientiousness    Organisational skills 

Previous study       Self-management Career intentions 

Commitment to the sector    Transfer knowledge to workplace 

Unable to 
commence 

study 

Completion 
of academic 
qualification 
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External factors impacting on a student’s study journey included the student’s health, 

work and family commitments, availability of time for study, access to support and 

financial assistance. Significant changes or disruptions within these factors were 

challenges that needed to be overcome in order for the student to progress their 

qualification.  

The student’s ability to continue or complete their studies was also influenced by 

various internal factors. These factors included their motivation for study, organisational 

skills, ability to apply their new knowledge, personal resilience, flexibility and a strong 

commitment to their work in the community-managed mental health sector. This finding 

is supported by the literature which indicates that students require specific skills and 

attributes, including the ability to manage a variety of internal and external factors, in 

order to complete a university qualification (Cryer, 1998; Gibbons & Shannon, 2013; 

Hart, 2012; Kappe & Van der Flier, 2012; Oman et al., 2012).  

In the Mental Health Careers Pathway Scholarships Project the students’ ability to 

apply and manage a range of factors appeared to assist them to continue their studies. 

This is demonstrated by the student who completed their Graduate Certificate in one 

year; the same year that they married and experienced the loss of a parent. Despite 

not having previously undertaken a university qualification; this student displayed a 

high level of determination and an ability to manage themselves and their study. They 

were strongly motivated to complete their qualification and accessed a wide range of 

supports, including their partner, work colleagues, other students and available Griffith 

University resources.  

Kappe and Van der Flier (2012) found that personality, motivational factors and 

intelligence were predictors of academic achievement in university education, with 

conscientiousness, as a facet of personality, being the highest predictor of academic 

achievement. The authors explain that conscientiousness can be divided into 

competence, deliberation, dutifulness, order, achievement striving and self-discipline 

(Kappe and Van der Flier, 2012). Conscientious individuals were reported to perform 

better because they persevere longer and are more organised (Kappe and Van der 

Flier, 2012), which was demonstrated in the scholarship recipients who were able to 

continue or complete their studies.  

In a study on the unique factors associated with persistence in online university 

programs, Hart (2012) identified that social connectedness, motivation, support, time 

management skills and communication with course convenors promote student 

persistence. These factors are not related to the person’s intelligence or knowledge, 

but they enable ‘the student to overcome hardships in completing a course’ (Hart, 
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2012). Hart (2012) further states that the student is at risk of withdrawal if these factors 

are ‘not present in sufficient quantity.’ Hart’s research indicates that timely identification 

of students who may withdraw from online programs allow the university to put a 

number of supportive strategies in place. However; Hart does not elaborate on how 

institutions are able to measure the quantity of factors that enable the student to persist 

(2012). Further research into the range of supports online students require and the 

factors that enable successful completion of a qualification would benefit tertiary 

institutions. Universities do offer face-to-face and online orientation programs where 

academic expectations are outlined and provide ongoing support to students through 

access to course convenors and academic experts (Griffith University, 2015; Milman, 

2013; Posey & Pintz, 2014; University of Melbourne, 2015). A sense of community is 

fostered through discussion boards, as well as campus activities and student 

associations.  

The Mental Health Careers Pathway Scholarships Project illustrated that students 

highly regarded the online discussion boards as a means to connect with their peers, 

the initial scholarship award ceremony as a personal form of engagement, and access 

to the course convenors for support. Scholarship recipients also appeared to 

particularly benefit when they were able to receive support for their studies via their 

employer, family and friends, or other students (either studying the same or another 

program). A supportive environment including work, family and other students was an 

important factor, highlighted by the two students who completed their qualifications. 

This finding is similar to the findings of other Australian research (Black & Bonner, 

2011; Gibbons & Shannon, 2013; Holden, 2005). In some respects, the receipt of a 

scholarship was seen as support, given that recipients knew the provision of this 

funding came from a partnership between Griffith University, the Queensland 

Government and the community-managed mental health sector.  

Accessing structured supports, particularly through employers, is a recommendation of 

Black and Bonner (2011) to promote the uptake of further study. Black and Bonner 

(2011) studied the provision of employer-based support for registered nurses who 

accessed online/distance learning. They identified a wide range of supports that can be 

provided by employers including study leave, availability of literature compiled by the 

organisation, study buddies, and access to computers. However, the authors’ survey of 

42 nurses in Tasmania found that 28% of participants had received no support at all 

from their workplace and 19% had received one type of support, most typically 

changes to rostering to accommodate their study (Black and Bonner, 2011). Access to 

study leave was also the main employer support provided to the scholarship recipients, 

although the two employers that were interviewed also indicated that time was made 
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for the students to discuss their study with their manager and reflect on how their 

learning influenced their work practice. Similarly, both the scholarship recipients and 

the nurses tended to seek their own supports through family, colleagues and friends 

(Black and Bonner, 2011).  

Another finding within this research was that motivational reinforcement to continue on 

the study journey occured when the student was able to take new knowledge from their 

academic study and practically apply it within their workplace (Figure 9). Alongside the 

students’ internal factors of commitment, academic skills and the ability to manage their 

study, the students highlighted the pleasure they experienced when applying their 

knowledge at work, engaging in stimulating discussions with other colleagues and 

seeing enhanced outcomes for mental health consumers. The cycle of learning new 

information and applying it at work reinforced the students’ desire to continue with their 

studies. This finding aligned with Andrews and Harris (2009) who found activities that 

support students to realise the benefits of study to their workplace could have a 

significant impact on workplace retention.  

Figure 9: Students' study reinforced by practical application of new knowledge 

Exploring the benefits of undertaking the Graduate Certificate in Mental Health Practice 

or Master of Mental Health Practice was one of the primary aims of this research. Upon 

commencement of their study, the scholarship recipients hoped to strengthen their 

Skills, attributes and 
values 

Motivation/Desire 

Study 

Practical Application 
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mental health knowledge, improve service delivery, widen their scope of practice, gain 

recognition of their skills and abilities, and improve their career prospects. These 

desires were consistent with literature focusing on university students undertaking 

professional development activities to build on their work-related experience (Andrews 

& Harris, 2009; Gibbons & Shannon, 2013; Ng & Feldman, 2009). For example, Cleary 

et al. (2013) found that access to further university education was one of the main 

strategies cited by graduate nurses in Singapore to assist their career development. 

After commencing their study program, the scholarship students were able to identify 

further benefits stemming from their study, including enhanced confidence in 

themselves, their work practice and career options. Benefits of their study to their 

workplace were confirmed by the employer interviews and are supported by Andrews 

and Harris (2009) and Gibbons and Shannon (2013). Andrews and Harris (2009) 

examined the experiences of 18 managers with business qualifications several years 

after completion of postgraduate studies. The authors noted that many of their 

participants indicated that their studies had ‘prompted them to think more broadly and 

strategically about their work situation’ (p.431), enabling them to make more sense of 

their environment, and encouraging them to try new theories and frameworks (Andrews 

and Harris, 2009). Gibbons and Shannon (2013) explored the benefits and challenges 

of university study for staff by surveying 50 staff employed by the Tasmanian 

Department of Health and Human Services. The top three reported benefits of study to 

individuals were increased motivation to learn, improved job performance and 

improved self-esteem (Gibbons and Shannon, 2013). The scholarship students aligned 

more closely with Andrews and Harris’ (2009) findings, commenting on the stimulation 

of study and the expansion of their critical analysis skills. However, Gibbons and 

Shannon’s (2013) finding that university study improves self-esteem was reflected by 

two students who cited their studies as the reason they felt confident to apply for new 

positions in the community-managed mental health sector.  

Another potential benefit of academic study reported in the literature is increased job 

satisfaction (Fabra & Camisón, 2009; Rambur et al., 2005; Robertson et al., 1999; 

Wilson, 2005). This was not mentioned specifically by the scholarship participants, 

however they reported improved self-confidence and a broader strategic understanding 

of their work; further exploration of satisfaction with their current role is needed.  

Another benefit of university study reported in the literature, but not explicitly stated by 

these scholarship recipients is access to current research relevant to their field of 

practice. Jeffers et al. (2008) identified a benefit of study for mature students was 

exposure to technological and research advances, which ensures that workers obtain 

regular opportunities to update their skills and maintain capacity to perform their job in 
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a contemporary environment. Maintaining currency and being exposed to advances in 

mental health practice may be an underlying benefit for the scholarship recipients, who 

reported improved work practice as a result of their academic study.    

In summary, the benefits of postgraduate study for the scholarship recipients were wide 

ranging.  The two completing students indicated that they would be able to apply for 

advancement in their workplace due to increased confidence and the knowledge that 

they had acquired through their studies. They reported that their work practice had 

improved and that they were able to source a broader range of techniques and 

evidence-based processes which ultimately benefitted the consumers they were 

working with. They also stated that they had plans for continuing further study as they 

had enjoyed the stimulation of study and recognised their ability to apply themselves 

and complete a university qualification. Through this research the benefits of academic 

study for people working in the community-managed mental health sector have been 

identified. These benefits can be articulated to future sector workers as encouragement 

to undertake further study and continued professional development, which will enhance 

their decision to work in the sector. 

Whilst articulating the benefits of university study, it is also important to reflect on the 

challenges the students may face, so that strategies can be implemented to support 

successful completion of their qualification.  Undertaking academic study, alongside 

work and family commitments, can be daunting (O'Shea, 2007). Finding a balance 

between these commitments, and being able to manage a range of challenges, 

expectations and resources can be beneficial (Kahu et al., 2014). The scholarship 

students identified a number of potential challenges at commencement of their study, 

many of which remained constant as they progressed into their qualification. These 

challenges are consistent with literature evaluating postgraduate study (Andrews & 

Harris, 2009; Gibbons & Shannon, 2013; O'Donnell et al., 2009; Shandler & 

Steenekamp, 2014). Oman et al. (2012) concluded that postgraduate students struggle 

‘to cope with the demands’ of their work alongside family requirements and financial 

commitments. O'Donnell et al. (2009) suggested that this is largely because the 

majority of postgraduate students are adults who have returned to study after several 

years of employment following the completion of their undergraduate degree, rather 

than continuing directly on with university study.  

Postgraduate qualifications are proposed to be more important today, due to the 

increased access to education in many countries and consequently the mature-aged 

student seeks to improve their career prospects through continued education, while 

working and raising a family (Gibbons & Shannon, 2013; O'Donnell et al., 2009). This 

study found that the greatest challenge for the scholarship recipients was the 
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unexpected events and circumstances that could not be predicted nor planned for. All 

of the study participants, including the two completing students, experienced 

unforeseen events that impacted on their study. These included health issues for the 

participant or a close relative; personal issues such as a relationship breakdown or 

pregnancy, and work issues including job instability, loss of employment or complex 

workloads. In addition to this, the scholarship students were studying in a climate of 

political and financial uncertainty and widespread change for the community-managed 

mental health sector (Australian Council of Social Services (ACOSS), 2013). As a 

result, students were required to juggle their commitments and themselves in light of 

changing circumstances and environments. For many this led to withdrawing from 

study as the challenges became unmanageable. 

During the research period, a historic change of direction occurred to the state funding 

model for community-managed mental health services. The Queensland Government 

undertook a review of the funding categories it administered and, after a detailed 

review (Siskind et al., 2012), re-tendered the majority of the sector’s funding allocation. 

The result was only 24 community-managed mental health agencies remained funded, 

where the previous number had been over 100 organisations. There were no 

comparative examples in the Australian literature that described the impact of such 

major political changes as on this particular workforce and their study habits. Oman et 

al. (2012) undertook research in Fiji, following the coup d’état in 2000 and suggested 

that this period of political instability lead to increased employee workload and reduced 

optimism of study benefits to their career. Consequently many students withdrew from 

study or moved overseas to complete their qualifications. However, the authors found 

after a six-year period that enrolments and retention in university programs stabilised, 

followed by renewed enthusiasm for education as a mechanism for developing 

students’ careers. The Fijian experience raises the possibility that the Queensland 

community-managed mental health workforce may stabilise similarly over time. One of 

the workforce leaders interviewed commented that during the political changes, many 

students accessing professional development programs were now favouring short-

term, one-off training opportunities. A further research opportunity exists in monitoring 

the long-term, ongoing impact of the funding changes on the sector’s employees and 

their study habits into the future.  

A challenge that appeared to diminish over the research timeframe was the scholarship 

participants’ concern that they could not use or adapt to studying via an online platform. 

Lewis (2009) explains that the ‘paradigm shift’ from face-to-face modes of learning to 

the online environment can be challenging, but if the learner is committed they can 

master this mode. This sentiment is echoed by others (Kahu et al., 2014; Posey and 
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Pintz, 2014; Oman et al., 2012). Universities are encouraged to support a student’s 

transition to online learning by providing access to online orientation modules prior to 

commencement of study, creating personal relationships with course convenors, peer 

mentors and other students, seeking feedback and responding to the diverse needs of 

students (Milman, 2013; Moore & Fetzner, 2010; Posey & Pintz, 2014). Griffith 

University, through the Graduate Certificate in Mental Health Practice and Master of 

Mental Health Practice, provides many of these support strategies with the intent to 

support student’s success in their online programs. Active encouragement to 

participate in these programs was offered by the course convenors; however the 

number of scholarship recipients who enrolled was not recorded. This information may 

be useful to track future students and their success in study following completion of 

these orientation programs. 

Kahu et al (2014) explained that the flexibility of online study appeals to mature-aged 

students, allowing them to fit study around their work and personal commitments. The 

authors suggest that familiarity with online education systems enables lifelong learning 

if the student is able to develop a range of strategies to create space and time for their 

study (Kahu et al, 2014). Lewis (2009) explains that the learner can enjoy the flexibility 

of this learning approach but ‘must be self-disciplined in scheduling their learning, have 

good time-management skills and must take responsibility for their own learning’ (p.28). 

This sentiment is supported by Holden (2005) for face-to-face and online delivery. 

Holden (2005) explored the factors of persistence and performance in first year 

university students, and found that those who had a timetable scheduling their study, 

work and personal commitments progressed well with their studies. Both authors 

reported that students who set goals for their study and were able to create a sense of 

connection and integration with the university, performed strongly (Holden, 2005; 

Lewis, 2009). Holden (2005) also found students who completed their first year of study 

tended to link their study to perceived career benefits and explained that the behaviour 

and patterns established with respect to university education set the student up for a 

lifetime of learning. Holden (2005) and Lewis’ (2009) findings were demonstrated in this 

study with the students who established clear goals and a timetable, as well as 

embracing the online environment,  continuing to do well with their study.  

Notably, this study did not find any difference in the benefits and challenges 

experienced by scholarship recipients that undertook the Master of Mental Health 

Practice versus the Graduate Certificate. It also appeared that there was little 

difference between the programs with regard to the students’ internal capabilities and 

external factors that enabled them to manage their study. In the case of the two 

completing students (one from each qualification), it was identified that both students, 
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whilst in relationships, were younger than most of the other scholarship recipients and 

did not have dependent children. They did describe significant commitments to their 

families and work, and both experienced challenging unexpected events during their 

study journey. One of the completers did elect to work part-time in order to complete 

their Masters and had previously completed a Bachelor degree. The other student 

completed the Graduate Certificate whilst working full-time and had no previous 

university experience. It was noted that these students were confident in their ability to 

organise themselves, build their support networks and their determination to finish. 

Both students stated in interviews, that failure was not an option. It appears that their 

internal skills and attributes assisted them to manage their studies, despite a range of 

complex external events. Further research is required to examine the predictive 

possibilities of various external and intrinsic factors that enable a student to complete 

postgraduate study. 

This research also sought to explore the impact of university study on the student’s 

career intentions. The sector’s intention with the Mental Health Careers Pathway 

Scholarships Project was a workforce initiative that encouraged employees to remain 

committed to working in the community-managed mental health sector. Overall 74% of 

scholarship recipients had been in their current role for more than three years, which is 

consistent with the staff turnover rates found by NHWP&RC (2011b) and higher than 

reported in Mendoza and Wands (2009b). This is possibly due to workers preferring to 

hold stable positions, and having some experience in their role, before desiring to 

undertake study as a means of further professional development.  

All study participants indicated a desire to continue working in the mental health field 

whilst they were studying and into the future. The timeframes of this research did not 

allow the opportunity to follow students after graduation, however the literature 

indicates that work-related study may be a determinant of career retention and can 

support career advancement opportunities for students (Aarons & Sawitzky, 2006; 

Andrews & Harris, 2009; Buchan, 2002; Maxwell-Crawford, 2011; Rambur et al., 2005; 

Scanlan et al., 2010; Wilson, 2005).  Andrews and Harris (2009) in their study of 

postgraduate business students noted that over half of the graduates had received a 

promotion since completing their studies, a third had changed jobs at a similar level 

and only two graduates remained in the same position. 

A study examining the impact of education on job performance found that an 

individual’s education level is positively associated with career progress and attainment 

of higher remuneration and opportunities (Ng & Feldman, 2009). Employers may 

benefit from exploring opportunities to support their staff to advance their education, 

but this should not be done in isolation. A broader workforce strategy that 
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acknowledges the impact of the team environment, management styles, work 

entitlements and remuneration, career pathways and other influencing factors that 

determine an individual’s willingness to stay in their chosen field of employment, is 

required (Buykx et al., 2010; Cleary et al., 2013; Happell, 2008; Huang et al., 2004; 

Keane et al., 2011). 

Hence, this research indicates that the Mental Health Careers Pathway Scholarships 

Project may be a useful workforce development initiative for the community-managed 

mental health sector, but it needs further refinement in order to support students to 

complete their studies. The literature review conducted at the commencement of the 

research identified a range of features to be considered in the development of a higher 

education scholarship initiative (Foreman et al., 2015). The review explored how 

effective scholarships have been as a strategy in retaining workers and the design 

elements of scholarship programs. Whilst limited literature was found, the key design 

elements for future scholarship programs are outlined in Table 12. Further research is 

required to evaluate the impact of these elements.  

There were mixed views in the literature about the benefits of scholarship programs 

and the key elements for success (Foreman et al., 2015). Duffourc (2006) identified a 

number of weaknesses with respect to 14 American state-funded college scholarship 

programs. This included the economic and political influences often behind the 

establishment of initiatives, with the author indicating that the motivation for the 

initiation of these programs sometimes overrides rigorous evaluation.  

Stemming from comments by Pathman et al. (2000), the Mental Health Careers 

Pathway Scholarship Project aimed to address the criticism ‘that these [scholarship] 

programs tend not to be formally evaluated as the program developers often lack the 

funds, expertise and mandate to do so’. By evaluating the Mental Health Careers 

Pathway Scholarship Project, the research candidate endeavoured to explore the 

outcomes of this initiative, as well as explore its impact as a workforce strategy. An 

outcome of the research was to adding to the growing knowledge on scholarship 

design and implementation, particularly in an Australian context.  

There were several important outcomes related to the implementation of the 

scholarship initiative. Noticeably, of the student participants who indicated that they 

intended to remain working in the mental health sector, most specified the community-

managed mental health sector as their preference. Maintenance of the student’s 

motivation to remain connected to the sector was high, regardless of whether they had 

completed their academic qualification. 
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Table 12: Scholarship program design considerations (Foreman et al., 2015) 

Design elements 

Establishment of scholarship program 

1. Clearly define the goal of the scholarship program and the target workforce.
2. Scholarship applications to include:

i) a statement demonstrating commitment to the relevant workforce, articulating
the relevance of the study to work practice and future career intentions;

ii) demonstration of support from the applicant’s employer;
iii) attestation of previous academic abilities or completion of academic entrance test.

3. Scholarships can be tied to a commitment to work for a prescribed period of time, or in a
specific location or  community.

4. Continuing education scholarships to provide flexible access to vocational, undergraduate
or postgraduate qualifications according to workforce and individual needs.

5. Active promotion of the scholarship opportunity to the workforce, including traditionally
disadvantaged groups to ensure equitable access.

6. Establish a scholarship panel to assess and select successful applicants, comprising of
academic and industry representatives to ensure the workforce benefits are maintained.

7. Funding limits established for full or partial scholarship, noting that students may be
required to self-fund part tuition fees and associated course costs.

8. Establish time limits on study completion to ensure financial commitments can be
maintained.

9. Timely scholarship approval process to enable successful applicants to be advised and to
prepare for the commencement of study.

10. Successful candidates to be informed of scholarship in writing, and must accept in writing
that they understand the scholarship conditions.

Management of scholarship program 

11. Program designers to explore procedures for the return of finances or alternate penalties
to encourage completion of studies or to provide further scholarship opportunities.

12. Support provided by employer for scholarship recipients to complete studies even if this
occurs during the student’s own time and outside of paid work hours. Additional support
could include flexible work hours, access to resources and technology, buddying with
another student or access to a mentor.

13. Ensure satisfactory academic achievement is maintained and determine if leave of
absences or deferrals can be supported.

14. Scholarship students to have access to the scholarship program and academic staff
enabling support and mentoring to complete their studies.

15. Scholarship payment is made directly to the academic institution for tuition fees, not to
individuals.

16. Offer career pathway planning towards completion of study as a potential means to
advance the scholarship program outcomes as a workforce retention strategy.

Evaluation of scholarship program 

17. Track the progress of the scholarship recipients through their studies, monitoring
academic progress and experiences, drop out or deferral rates, career intentions and their
career pathway.

18. Review the design of the scholarship program, seeking out best practice examples, with a
view to continuously improving the administrative features and industry impact.
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There was a high rate of withdrawal throughout the scholarship program; however this 

was not significantly dissimilar to the overall program rates. Hence, it does not appear 

that this was specific to the scholarship initiative. The rate of withdrawal also appears 

consistent with other scholarship evaluation studies (Duffourc, 2006; Hungerford & 

Hodgson, 2013; Pathman et al., 2004; Wilson, 2005), as do the reasons for withdrawal 

being more related to personal circumstances than any particular problem with the 

program of study or the scholarship initiative (Hungerford & Hodgson, 2013). 

Scholarship programs have been applied to a wide range of workforces, including 

health, the defence forces, community services, grocery industry and education 

(Australian Defence Force, 2014; Costco, 2013; Hincks, 2013; Kings Supermarkets Inc, 

2014; Liou et al., 2010; Lyon et al., 2011; Maxwell-Crawford, 2011; Pathman et al., 

2004; Sankey, 2008; University of Newcastle, 2014). As reported previously, 

employees undertaking work related university education tend to remain in the sector 

longer (Lyon et al., 2011; Mendoza & Wands, 2009a; Murdaugh & Carter, 2010; 

Perlino, 2006), which is encouraging given that a lack of professional development has 

often been cited as a reason why employees leave the mental health sector (Harkness 

et al., 2007; Mendoza & Wands, 2009b).  

The provision of scholarships to support the ongoing professional development of the 

mature-aged workforce is considered essential for the community-managed mental 

health sector, given that the average employee age is 45 years (NHWP&RC, 2001b). 

Gibbons and Shannon (2013) and O'Donnell et al. (2009) argued that there is an 

emerging international trend towards workers requiring higher education to meet the 

need for a more skilled and adaptable workforce and confirmed that mature-age, part-

time students with considerable work experience formed a large part of this workforce. 

Many scholarship initiatives have been aimed at new graduates or entrance-level 

workers, but few initiatives target the older worker or are aimed at developing and 

maintaining the experience of these workers (Foreman et al., 2015). O'Donnell et al. 

(2009), Black and Bonner (2011) and Jeffers et al. (2008) confirmed that this group is 

not homogenous and recommended a variety of supports be implemented, 

acknowledging the diverse demands, needs and personal commitments of older 

students. This was a critical element reinforced during the evaluation of the Mental 

Health Careers Pathway Scholarship Project and must be considered when designing 

future initiatives. The benefits realised and the challenges faced by the scholarship 

recipients can inform ongoing workforce development programs for the community-

managed mental health sector and has relevance to other sectors seeking to develop 

and maintain their workforce. 
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Strengths and limitations 

The Mental Health Careers Pathway Scholarship Project was the first of its kind for the 

community-managed mental health sector. The research enabled a deeper 

understanding of the demographics of the sector’s workforce and highlighted key points 

for consideration when promoting university education as a workforce development 

strategy. The research also added to the scholarship literature, which is limited. 

Focused monitoring of the scholarship recipients enabled the research candidate to 

identify and document a number of key design features to assist future scholarship 

programs (Table 12). 

The small sample size is the primary limitation to this research, but this was an 

exploratory study and was influenced by the small number of funded scholarships. 

Future research could include a comparison group with the non-scholarship mental 

health practice students to explore the challenges and benefits experienced more 

broadly, and whether the academic experience of non-scholarship students differ to 

scholarship recipients. Examination of scholarship initiatives within other similar 

workforces could also be undertaken. However, the most compelling research would 

be to continue to follow the scholarship students longitudinally to explore whether the 

completion of higher education does in fact maintain their motivation and intention to 

remain in the sector (Andrews & Harris, 2009; Yin, 2014).  

In addition to the small sample size, the research was limited by the withdrawal of 

students from the program. Originally study participants were balanced so that 

interview data were collected from both Graduate Certificate and Master scholarship 

recipients. This balance was altered with the withdrawal of a Graduate Certificate 

student, who declined to be interviewed further. To reduce the impact of this, Graduate 

Certificate scholarship recipients in the 2014 intake were purposively invited to 

participate in the study. Exit interviews with withdrawing students were extremely 

difficult to procure, which was not surprising, but would have been valuable to the 

research. Given the number of withdrawals from the program and the small sample 

size, the study findings are not generalisable to the community-managed mental health 

sector or other industries without further research to support this. 

The selection of a mixed methods approach, which enabled the results of each time-

point to be used to further develop and refine the next phase of the research, enabled a 

flexible and responsive approach to following the study journey of scholarship 

recipients.  Future research could be strengthened by the development of additional 

quantitative measures, such as Likert scales, for comparison across all time-points.  
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The research is also subject to self-reported bias, with the use of scholarship 

applications, interviews and questionnaires which relied on the student’s honesty and 

understanding of research questions. The research candidate was not a university staff 

member and therefore not involved in the delivery of the qualification. This strategy was 

put in place to support students to participate in the research with less concern 

regarding the impact of their comments on their study or the scholarship. The use of 

qualitative data collection was valuable in enabling the research candidate to pursue a 

range of topics as they arose, and seek further information and clarification when 

necessary.  

Education is only one element impacting on retention within the workforce and so an 

additional limitation is the singular focus on the scholarship initiative as a means to 

maintain and develop the community-managed mental health sector. Other variables 

may include the individual’s manager, team, work environment, career incentives, 

workload, personal circumstances, the political climate and/or satisfaction with their 

work role (Buykx et al., 2010; Happell, 2008; Keane et al., 2011; Rambur et al., 2005). 

A further limitation of the study was the significant change to the environment within the 

community-managed mental health sector over the duration of the study. The impact of 

two changes of state government and the implementation of new funding protocols 

resulted in wide spread instability across the sector. This resulted in heightened job 

uncertainty for study participants and in some cases affected their desire or ability to 

continue study. 

The findings of the Mental Health Careers Pathway Scholarship Project are useful for 

the community-managed mental health sector, but are based on the implementation of 

a scholarship program in one Queensland University. There is now a need to extend 

the research to other mental health university qualifications offered across Australia, to 

test the study’s findings. 
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7 Conclusion 

In the three years since the implementation of the Mental Health Careers Pathway 

Scholarship Project, the community-managed mental health sector has experienced 

significant change. With the advent of the National Disability Insurance Scheme and 

further political and economic changes at a national and state/territory level, changes 

are likely to continue. 

The mental health needs of Australia’s consumers continue to increase and the 

availability of a skilled workforce remains an urgent priority. The provision of 

scholarships for higher education is one method that can support the development of 

sector workers, enabling them to maintain a high level of experience and knowledge of 

evidence-based practice with which to support consumers and their organisation. 

However, the provision of higher education as a workforce strategy for the community-

managed mental health sector will require tailoring to meet the unique needs of this 

workforce.  Employees of the sector have diverse and complex lives, involving a broad 

range of commitments that should be acknowledged and possibly catered for when 

encouraging further professional development opportunities. 

It is not surprising that students undertaking a mental health qualification and 

committing to further education have a desire to continue working in the mental health 

sector. It does remain a question whether they will stay in the community-managed 

mental health sector and/or go on to senior leadership positions, thereby further 

justifying the investment in scholarships as a workforce strategy. 
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Abstract

The community-managed mental health sector is facing a crisis. Funding is less certain, demand
for services is increasing, and retaining a skilled and competent workforce is proving a challenge. In
order to respond to this workforce crisis a literature review was conducted on the effectiveness of
higher education scholarship programmes, as a workforce strategy to encourage mental health
workers to remain in the community sector and to determine the key elements in the design of a
successful scholarship programme.

The review focused on whether undertaking tertiary studies influenced workers’ intentions to
remain in their chosen area of work and their future career plans; however evaluations on the
successful provision of higher education scholarships and their influence on workforce retention
proved limited.

The review resulted in the development of a list of key elements that may contribute to the
successful design and delivery of an industry focused, higher education scholarship programme.

Keywords: Australia, community mental health, higher education, scholarships,
workforce retention

Background

Australia is facing a health crisis due to an impending mental health workforce shortage.
There are currently 1.35 million paid health and community service workers in Australia
(Community Services and Health Industry Skills Council [CS&HISC], 2012). It is pre-
dicted that this workforce will increase at twice the rate of all other industry workforces
with the expectation that 1.67 million health and community service workers will be
needed in 2015, due to a rapidly ageing population and the retirement of 60% of the Aus-
tralian workforce within the next ten years (Health Workforce Australia [HWA], 2011).
These retirees are likely to access health and community services themselves in the next
20 years, thereby continuing to increase the demand for health services. This demand is
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further increased by heightened consumer expectations regarding the availability and stan-
dards of services, the rising prevalence of chronic diseases and complex morbidities, and
high staff turnover in the health workforce (Carbone, Rickwood, & Tanti, 2011; Ono,
Lafortune, & Schoenstein, 2013).

Mental illness, alongside cancer and cardiovascular disease, currently places the greatest
demand on Australia’s health and community services (Australian Institute of Health and
Welfare, 2008). Just less than half (45%) of Australians will experience a mental health
problem at some time in their life, with one in five people experiencing a mental health dis-
order, such as anxiety or depression, in any 12 month period (Mental Health Workforce
Advisory Committee, 2011). This is consistent with the World Health Organization’s
(WHO) report that by 2030, depression is likely to be the second highest global cause of
disease burden with HIV/AIDS being the first (WHO, 2008).

Community-managed mental health (non-government) organizations are ‘the primary
providers of non-clinical services that support people withmental illness to live well and par-
ticipate in their community’ (QueenslandGovernment, 2011). There are believed to be over
800 such services in Australia (Bateman& Smith, 2011) and these organizations work within
a dynamic, changing environment (Community Mental Health Australia, 2012) as they
strive to meet Australia’s increasing mental health needs (Australian Bureau of Statistics,
2009; Australian Institute of Health and Welfare, 2008; Carbone et al., 2011; Mental
Health Workforce Advisory Committee, 2011; National Health Workforce Planning and
Research Collaboration, 2011). Service users experiencing mental illness are supported
by these providers to develop their independence, social wellbeing and physical and
mental health in the community of their choice (Andrews, 2005; Department of Health,
2009; James, Chadwick, & Rushforth 2006). However, in response to Australia’s mental
health needs, service providers advise that they are struggling to meet the current demand
for support and are forced to limit their service availability or work longer hours to avoid
turning people away (Australian Council of Social Services [ACOSS], 2013).

This sector is also feeling the pressure of Australia’s restricted economic climate which is
leading to reduced government investment in non-government service provision and con-
sequently, increased financial instability for many needed health services (Productivity
Commission, 2010). Organizations are operating in an increasingly competitive market
as governments examine their budgets and seek greater efficiencies in cost and service
delivery from funded providers (ACOSS, 2013; Department of State Development,
2011; Queensland Government, 2013; Sturgess, 2012). This trend has also been seen
internationally, including Canada (Canadian Mental Health Association, 2012), the
United Kingdom (Boardman & Parsonage, 2008), New Zealand (Te Kaitataki Mental
Health Commission, 2010) and India (Thara & Patel, 2010).

Australia’s community-managed mental health workforce is diverse and employs people
from a variety of professional and personal backgrounds (Community Mental Health Aus-
tralia, 2012). The majority of workers are female and over the age of 45 years (Department
of Health, 2009; Mendoza & Wands, 2009b; National Health Workforce Planning and
Research Collaboration, 2011). Unfortunately the sector is challenged by high staff turn-
over; low rates of pay; non-professionalized roles; poorly defined career pathways, funding
insecurities and inadequate access to continuing education and training (Aarons &
Sawitzky, 2006; Akingbola, 2004; Andrews, 2005; ACOSS, 2013; Carbone et al., 2011;
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Cuthbert & Basset, 2007; Doessel, Tonmukayakul, & Williams, 2011; Harkness, Bower,
Gask, & Sibbald, 2007; James et al., 2006; Maxwell-Crawford, 2011; Mendoza & Wands,
2009b). Mendoza and Wands identified in 2009, that 40% of the mental health workforce
had less than two years’ experience in the field, and 30% were considering leaving the
sector in the next 12 months. Similarly, a 2007 New Zealand study found the average
length of employment was 3.7 years, with 25% of the workforce having less than 12
months experience (Platform, 2007). On a positive note, individuals report that they are
attracted to working in this sector based on their personal value of the work, interactions
with consumers and their belief that they can make a difference in the lives of people
experiencing mental illness (Mendoza & Wands, 2009b; Newton, Still, Stewart, &
Croaker, 2009).

In order to effectively maintain workers in this sector, employers will need to consider a
range of contemporary strategies to meet the emerging needs of the workforce (Dubois &
Singh, 2009; Health and Community Services Workforce Council [H&CSWC], 2013).
Examples of workforce initiatives that have been designed to maintain current employees
include: the provision of flexible work arrangements (Queensland Government, 2007), use
of mentors, leadership and management programmes (HWA, 2011; Mendoza & Wands,
2009a), competitive remuneration and salary packing arrangements (Productivity Com-
mission, 2010; Charlesworth & Marshall, 2011), workload negotiations (Happell,
2008), active marketing on the value of mental health work (Department of Health and
Ageing [DOHA], 2013; Gallon, Gabriel, & Knudsen, 2003), articulation of career path-
ways and advance practitioner roles (Dubois & Singh, 2009; Duckett, 2005), and the pro-
vision of further educational opportunities and qualification attainment (Cuthbert &
Basset, 2007).

In terms of education, the community-managed mental health workforce displays a
broad range of qualifications from vocational to tertiary and postgraduate qualifications.
Fifty per cent of the workforce surveyed by Mendoza and Wands (2009b) reported that
they held a tertiary qualification, and 52% of staff in senior manager roles held
postgraduate qualifications. Similarly, the Mental Health Non-Government Organisation
Workforce Project by the National Health Workforce Planning and Research Collabor-
ation in 2011, found a high level of education within the workforce with 9.7% holding a
Master degree, 15.8% a postgraduate certificate or diploma, 31.6% a Bachelor degree
and 27.7% a Certificate IV qualification. Gethin and Deakin (2006) observed in their
training analysis that 70% of the workforce had a tertiary qualification, but only 32%
reported that they had a mental health qualification. Furthermore, 83% indicated they
were interested in seeking further mental health qualifications to support their current
skills and experience (Gethin & Deakin, 2006). CS&HISC (2012) believes that ‘over
time, the community or not for profit sector is becoming increasingly professionalized,
and the demand for staff with higher qualifications is expected to continue’.

Professional development and a culture of lifelong learning, including continuing and
further education may be influential in attracting and maintaining the health and commu-
nity service workforce (Cryer, 1998; Gallon et al., 2003; Howard & Gould, 2000;
Kingdon, 2002; Rambur, McIntosh, Palumbo, & Reinier, 2005). The provision of scho-
larships for further education is one strategy proposed to retain workers (Department of
Health, 2009; Duffourc, 2006; Gethin & Deakin, 2006; Huang, Macbeth, Dodge, &
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Jacobstein, 2004; Perlino, 2006). Scholarships are defined as financial support to individ-
uals to be used for the purpose of meeting their educational costs and course fees
(Pathman et al., 2000). How effective scholarships are as a strategy in retaining workers
in the mental health sector and for what period of time, are as yet unknown.

Therefore the aim of this article is to review available literature to determine key
elements to be considered in the design of a successful postgraduate education scholarship
programme and to explore the outcomes from previous higher education initiatives with
regards to supporting workforce retention and ongoing career intentions.

Method

A review of the literature was undertaken between March 2013 and April 2014, using the
following databases: PubMed,Medline, Informit, ProQuest and Psychinfo. Peer-reviewed
literature, written in English, was sought from 1 January 2000 to 30 April 2014. Search
terms included: higher education, tertiary education, postgraduate education, scholar-
ships, career intentions and workforce retention. National and international grey litera-
ture, from within the same time period, was sought to identify scholarship programmes
coordinated by peak agencies, government bodies and other providers. The inclusion cri-
teria were: full text papers written in English, subjects relating to higher education or scho-
larship initiatives as a workforce retention strategy, or the influence of higher educational
qualifications on career intentions. A total of 489 journal articles were retrieved through
the initial search, with 12 being initially selected for closer review.

Early in the review, it was identified that the literature on postgraduate education scho-
larships was quite limited, and so a further scan of the literature on scholarship pro-
grammes in relation to undergraduate qualifications was made, bearing in mind that
these programmes tend to be offered to students upon leaving secondary education and
prior to their entry into the workforce.

Further to the literature review, an interview was conducted with a key individual who
holds significant scholarship experience within a university setting,managing over 600 scho-
larships annually. The purpose of the interview was to explore the administrative and design
features of the university’s scholarship programmes. The interview was semi-structured and
was conducted over the telephone, for 30minutes duration.The interviewwas recorded and
transcribed with the interviewee’s permission (personal interview, June 5, 2014).

Findings

The literature review revealed that there is limited research exploring higher education
scholarship programmes as a workforce retention strategy, however scholarship pro-
grammes do appear to have been successfully applied to a wide range of workforces, includ-
ing health, the defence forces, community services, supermarkets and education
(Australian Defence Force, 2014; Costco, 2013; Hincks, 2013; Kings Supermarkets
Inc., 2014; Liou, Kirchhoff, & Lawrenz, 2010; Lyon, Dunn, & Sinn, 2011;Maxwell-Craw-
ford, 2011; Pathman, Konrad, King, Taylor, & Koch, 2004; Sankey, 2008; University of
Newcastle, 2014). Recent literature indicates that employees undertaking work related ter-
tiary education tend to remain in the sector longer (Lyon et al., 2011; Mendoza & Wands,
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2009a; Murdaugh & Carter, 2010; Perlino, 2006), which is encouraging given that a lack of
professional development has often been cited as a reason why employees leave the mental
health sector (Harkness et al., 2007; Mendoza & Wands, 2009b).

Nursing is an area where there is significant literature on workforce retention strategies,
particularly as concern grows that the ageing nursing population will result in significant
shortages and an inability to meet Australia’s growing health needs (Jeffers, Moseley, &
Paterson, 2008). Jeffers et al. (2008) conducted a literature review on the factors contribut-
ing to nursing staff retention and found that education, among a number of career factors,
was strongly endorsed by the nursing workforce. Participants wished to maintain currency
of skills and knowledge through access to continuing education. The authors suggest that
employers encourage lifelong learning by improving nurses’ fringe benefits and access to
education, of which scholarships may be one option. Furthermore, Letvack (2002)
suggested that scholarships for ongoing education may be a means to retaining older
nurses, but encouraged further research to confirm the effectiveness of such a programme.

Adding to the nursing workforce literature, Cleary, Horsfall, Muthulakshmi, Happell,
and Hunt (2013) reported that access to career development opportunities and further
education resulted in increased job retention and career satisfaction. The researchers sur-
veyed graduate nurses (n = 79), many of whom who rated access to continuing education
as ‘pivotal to their career development’; however financial constraints and the lack of full
time scholarships were listed as impediments. Hungerford and Hodgson (2013) examined
a programme whereby participants received a fully funded scholarship covering the course
fees of a graduate diploma in mental health nursing. The provision of the scholarships was
seen as essential by the authors to support ongoing professional development in the
nursing workforce, and to minimize the burden of individuals self-funding their career-
related education.

Access to ongoing education has been linked to increased employment satisfaction
across the workforce literature (Fabra & Camisón, 2009; Robertson, Higgins, Rozmus,
& Robinson, 1999), and according to Rambur et al. (2005) is a determinant of career
retention. Rambur et al. (2005) suggest that this is due to staff viewing their work from
a wider, strategic perspective and enjoying increased job complexity and stimulation,
resulting in less stress and longer term stability. The study also indicated that an invest-
ment in staff education can lead to improved quality of service delivery, therefore benefit-
ing the broader community. Further longitudinal research on whether more highly
qualified staff remain in the workforce longer than other colleagues was recommended.

A study conducted in the United States focussed on enhancing the academic health
science library workforce at a career entry level. As a means of attracting people to the
workforce, scholarships were offered to students interested in pursuing an undergraduate
health science librarianship degree (Lyon et al., 2011). There were mixed results in terms
of outcome; of the 12 students completing the degree, only three were working in a health
science library, and four were working in other academic libraries. Similar to Lyon et al.
(2011), several studies described scholarship initiatives as a means to attract people into
the workforce at a career entry-level, as opposed to maintaining the current workforce
(Duffourc, 2006; Oman, Rodgers, Usher, & Moulds, 2012; Pathman et al., 2004).

In an article describing postgraduate education workforce strategies by Schuurs and
Amsters (2010), the authors confirmed that there is ‘scant literature on evaluation
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pertaining explicitly to scholarship programs’ and found that it was difficult to measure
whether such programmes actually build workforce capacity; a finding similar to the
results reported in Hungerford and Hodgson (2013). Schuurs and Amsters (2010) used
a brief post-qualification questionnaire after graduation to seek students’ feedback on
the benefit of their studies to their work in the community rehabilitation field, to their
organization and to consumers. Respondents indicated that they expanded their knowl-
edge base and skills, which could be applied in practice and shared with work colleagues.
The research did not determine if the course learnings were actually translated into prac-
tice, and correspondingly if they increased the quality of service provision to consumers.
Further research would be needed to identify the implications of these higher education
scholarships on future workforce retention and service delivery.

Pathman et al. (2000, 2004) reviewed the use of scholarships and loan repayment
schemes over two studies in the United States. In the authors’ first study, which explored
29 scholarship programmes, the authors found that these programmes tend not to be for-
mally evaluated as the programme developers often ‘lack the funds, expertise and mandate
to do so’ (Pathman et al., 2000, p. 2085). In their later article, the authors identified that
physician scholarship programmes involving obligations to work in under-privileged com-
munities, can assist in retaining doctors in the workforce. However, concerns were also
raised that programmes were required to enforce very higher penalty rates, such as the
mandatory return of the scholarship payment, to minimize the number of workers who
attempted to buy out their obligations in order to work in preferred communities
(Pathman et al., 2004).

Buykx, Humphreys, Wakerman, & Pashen (2010) reviewed a number of workforce
maintenance strategies and found that financial incentives, including scholarships, encou-
rage workers to remain in their role or in a particular location, such as isolated or rural and
remote communities. A key feature within the literature is the tying of scholarships with a
commitment to work for a prescribed period of time, or in a specific location or commu-
nity, particularly in roles that are traditionally difficult to recruit to (Hincks, 2013; Holt,
2007; Masterton, Moss, Korin, & Watters, 2014). Meanwhile, Liou et al. (2010) investi-
gated scholarship recipient perceptions regarding their access to financial assistance to pro-
gress their undergraduate education. This study found that recipients felt the scholarship
influenced their commitment to complete their studies. Scholarship programmes were
reported upon favourably, as they appeared to assist individuals who would not otherwise
have been able to progress or complete their education. The authors also indicated that
scholarships encouraged workers to consider alternate career options, bearing in mind
the obligations that are tied to the provision of financial assistance. In their own literature
review, the authors also explored the concept that scholarships tend to support individuals
who already have the commitment to work in a particular sector. These students use edu-
cation and scholarships to enhance the satisfaction and personal value they have already
experienced by working in their chosen field. The authors recommended that developers
of scholarship programmes use a selection process that identifies prospective students,
who can demonstrate a high commitment to, and interest in, their chosen field of work,
in order to secure these individuals as long-term employees.

Alternatively, Duffourc (2006), identified a number of criticisms with respect to 14
scholarship programmes. These included the range of economic and political influences
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behind the establishment of these initiatives, and that the motivation behind the initiation
of these programmes sometimes overrides rigorous evaluation. Duffourc (2006) con-
cluded that scholarship programmes can be costly, sometimes only available to a privileged
few, and that they deliver poor results owing to a high dropout rate and minimal benefits in
terms of long-term workforce retention. Orbeta and Abrigo (2013) also articulated a high
dropout in scholarship programmes and questioned the value of such programmes, but
eventually concluded that there was a place for well managed scholarship programmes
to support valued members of the workforce.

Mendoza and Wands (2009a) further explored the motivations behind scholarship pro-
grammes in their training analysis report on the Queensland community-managed mental
health sector. This report discusses the increasing integration of community-managed
mental health services in the delivery of mental health care to individuals, and the chal-
lenges faced in developing the workforce to meet higher expectations and demand. The
authors note the benefits of skills development, training, supervision and mentoring, but
caution against the provision of a limited number of scholarships when there are greater
underlying causes to the high rate of turnover in the sector such as uncertain funding
arrangements, limited career pathways and unmanageable workloads.

The majority of the studies examined described the provision of scholarship initiatives to
students progressing from secondary education to tertiary education prior to their com-
mencement of employment in the sector. Additional research on the influence of postgradu-
ate education on the career retention of existing workers would be beneficial. This research
would inform service managers, human resource staff and policy writers on the potential
benefits of providing scholarships as a workforce retention initiative, with the possibility
that access to further education will override some of the other workforce challenges faced
by the community-managed mental health sector. In this circumstance, increased length
of stay in the workforce and an increase in the skills, knowledge and qualifications of staff
is thought to translate into the provision of higher quality care to consumers (Cleary et al.,
2013). It is acknowledged through this review that education alone is not the only solution
as workers’ lengths of stay can also be influenced by their current team environment, remu-
neration, workplace conditions, culture, and management (Akingbola, 2004; Jeffers et al.,
2008; Keane, Smith, Lincoln, & Fisher, 2011; Mendoza & Wands, 2009b).

Recommendations

The literature evaluating the provision of higher education scholarships and their influence
on workforce retention is limited and requires further exploration. Workforce managers
and human resource staff would benefit from the application of longitudinal studies to
examine the career paths followed by scholarship recipients upon completion of their
study, thereby understanding the impact of higher education on the retention of staff.

The key elements requiring consideration within the design of a successful scholarship
programme are outlined in Table 1. As confirmed by Schuurs and Amsters (2010) and
during interview with a university scholarship coordinator (2014), there is limited available
information within the scholarship literature; however Table 1 summarizes the main points
that have been identified.
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The design considerations outlined in Table 1 are documented to assist in the develop-
ment of a higher education scholarship programme; however each element requires further
evaluation, as many were identified in grey literature and through personal communi-
cation, rather than peer-reviewed journal articles. Application and evaluation of the
design considerations would strengthen the literature on the steps required to deliver a
successful scholarship programme.

Table 1: Scholarship programme design considerations

Design elements

Establishment of scholarship programme
1. Clearly define the goal of the scholarship programme and the target workforce.
2. Scholarship applications to include:

a. a statement demonstrating commitment to the relevant workforce, articulating the relevance of the
study to work practice and future career intentions;

b. demonstration of support from the applicant’s employer;
c. attestation of previous academic abilities or completion of academic entrance test.

3. Scholarships can be tied to a commitment to work for a prescribed period of time, or in a specific location
or community.

4. Continuing education scholarships to provide flexible access to vocational, tertiary or postgraduate
qualifications according to workforce and individual needs.

5. Active promotion of the scholarship opportunity to the workforce, including traditionally disadvantaged
groups to ensure equitable access.

6. Establish a scholarship panel to assess and select successful applicants, comprising of academic and
industry representatives to ensure the workforce benefits are maintained.

7. Funding limits established for full or partial scholarship, noting that students may be required to self-fund
part tuition fees and associated course costs.

8. Establish time limits on study completion to ensure financial commitments can be maintained.
9. Timely scholarship approval process to enable successful applicants to be advised and to prepare for the

commencement of study.
10. Successful candidates to be informed of scholarship in writing, and must accept in writing that they

understand the scholarship conditions.

Management of scholarship programme
11. Programme designers to explore procedures for the return of finances or alternate penalties to encourage

completion of studies or to provide further scholarship opportunities.
12. Support provided by employer for scholarship recipients to complete studies even if this occurs during the

student’s own time and outside of paid work hours. Additional support could include flexible work hours,
access to resources and technology, buddying with another student or access to a mentor.

13. Ensure satisfactory academic achievement is maintained and determine if leave of absences or deferrals
can be supported.

14. Scholarship students to have access to the scholarship programme and academic staff enabling support
and mentoring to complete their studies.

15. Scholarship payment is made directly to the academic institution for tuition fees, not to individuals.
16. Offer career pathway planning towards completion of study as a potential means to advance the

scholarship programme outcomes as a workforce retention strategy.

Evaluation of scholarship programme
17. Track the progress of the scholarship recipients through their studies, monitoring academic progress and

experiences, drop out or deferral rates, career intentions and their careers pathway upon completion of
their qualification.

18. Review the design of the scholarship programme, seeking out best practice examples, with a view to
continuously improving the administrative features and industry impact.
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Conclusion

This article describes the findings of a literature review that examined the delivery of higher
education scholarships as a method to support and maintain an adequate workforce to
meet consumer or service demand. The literature is limited and requires continuing
exploration and trialling of scholarship programmes. Whether these programmes
enhance workforce retention is not yet known, but the mental health workforce crisis con-
tinues and requires a determined effort to ensure people experiencing poor mental health
have the ability to access community-managed services, provided by staff that are pro-
fessional qualified, experienced and willing to fulfil this need.
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Abstract 

The community-managed mental health sector needs to meet growing workforce demands. Nineteen 

higher education scholarship recipients were evaluated regarding benefits/challenges of study and the 

impact of the scholarships on their mental health career intentions. Deeper knowledge, recognition of 

experience, new career pathways and improved work practice were benefits. Managing time and 

study; and work/ life balance were the greatest challenges. Completing students displayed a range of 

internal attributes and accessed external supports. We found that at the time students undertook study, 

scholarships maintained the recipient’s motivation and intention to work in the sector.   

Introduction 

With mental health needs increasing globally, non-government service providers are in high demand 

to deliver community-managed mental health support services (Canadian Mental Health Association, 

2012; Carbone et al., 2011; Cuthbert & Basset, 2007; Mental Health Workforce Advisory Committee 

(MHWAC), 2011b; National Health Workforce Planning and Research Collaboration (NHWP&RC), 

2011; World Health Organization, 2013). Consumers experiencing mental illness are supported by 

these not-for-profit providers to develop their independence, social wellbeing, and physical and 

mental health in the community (Andrews, 2005; Community Mental Health Australia (CMHA), 

2012; James et al., 2006). Services range from clinical treatment, to advocacy and personalised 

support, and include the provision of training, recreational activities, self-help support groups, 

accommodation and vocational assistance (Department of Health and Ageing, 2013). 

Internationally, there are significant workforce challenges faced by the community-managed mental 

health sector, including low remuneration, high staff turnover, poorly defined career pathways and 

inadequate access to continuing education and training (Aarons & Sawitzky, 2006; Andrews, 2005; 

Carbone et al., 2011; Cuthbert & Basset, 2007; Harkness et al., 2007; James et al., 2006; Maxwell-

Crawford, 2011; Mendoza & Wands, 2009b). In Australia, the sector is largely reliant on State and 

Federal government funding (Doessel et al., 2011). Service contracts offered under government-led 

initiatives do not tend to support long-term funding security, creating constraints on staff tenure and 
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job continuity concerns (Akingbola, 2004). Changes in funding priorities can affect the employment 

options offered by these organizations, resulting in a preference for part-time and casual workers to 

minimize organizational costs and maximize workplace flexibility to meet consumers’ needs 

(Akingbola, 2004). However, such conditions can become less attractive over time, leading to 

employees leaving in search of more predictable work and pay arrangements (Akingbola, 2004; 

Brough et al., 2008). Furthermore, the current award rates for community-managed mental health 

service employees is lower than those offered for similar work performed in the public sector 

(Community Services and Health Industry Skills Council (CS&HISC), 2015). This can result in staff 

gaining experience in the sector and then moving to better paying jobs (Gallon et al., 2003). In an 

Australian Council of Social Services survey (2013), service providers advised that they were 

struggling to meet consumer requirements within existing resources and, consequently, limited their 

service availability or worked longer hours to avoid turning consumers away. 

In 2011, a detailed study was undertaken to further understand the Australian community-managed 

mental health workforce. Insight into 316 organizations was obtained; employees had varied 

educational qualifications and professional backgrounds, and tended to be represented by those 

seeking a career change, often later in life (NHWP&RC, 2011). Staff turnover was reasonably low 

with 70% of respondents reporting an annual rate of 5% or less. This conflicted with a 2009 training 

and workforce profile of Queensland organizations (Mendoza & Wands, 2009b); 30% of respondents 

were considering leaving the sector in the next 12 months (Mendoza & Wands, 2009b). The staff 

most likely to consider leaving were those with specialist roles, e.g. counsellors, social workers, and 

psychologists, or full-time staff earning under $30,000 Australian dollars (AUD) per annum 

(Mendoza & Wands, 2009b). This suggests that staff move to positions which further utilize their 

professional skills or offer higher remuneration. Similarly, a 2007 New Zealand study found the 

average length of employment in the sector was 3.7 years, with 25% of the workforce having less than 

12 months’ experience (Platform, 2007). 
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Although workforce shortages are a long-term problem for this sector (MHWAC, 2011a), employees 

have reported being attracted to this field, based on the personal value that they place on their work, 

and their belief that they can make a positive difference to mental health consumers (Mendoza & 

Wands, 2009b). Employees may seek formal mental health qualifications to support their current 

skills and experience, or to support a career transition in the sector (Gethin & Deakin, 2006). Higher 

education opportunities have become an emerging sector priority (Queensland Government, 2011b), 

with stronger links encouraged between vocational education training and higher education providers 

to facilitate career development (CS&HISC, 2012). Careful planning is required to ensure that the 

community-managed mental health workforce is suitably trained, experienced and can meet 

increasing service demand (Health and Community Services Workforce Council, 2012; Mendoza & 

Wands, 2009a; Queensland Government, 2011a, 2011b; Queensland Mental Health Commission, 

2014).  

To contribute to workforce development, the Queensland Government funded 19 scholarships for 

community-managed sector employees. In 2012, Griffith University was contracted to coordinate a 

scholarship program for students wishing to complete the online Graduate Certificate or Master of 

Mental Health Practice qualification (Stewart et al., 2012). Scholarship recipients received funding for 

50% of the program costs, half on entry to the program and half upon completion. By supporting the 

enhancement of mental health skills and knowledge in the industry, the scholarships had a threefold 

purpose: maintaining the commitment and desire of people to work in the sector; attracting skilled 

individuals for the growth of the sector; and supporting quality service provision to mental health 

consumers. 

The sector sought an evaluation of the scholarship program as a workforce strategy. Overall, there is 

limited research into the features of the community-managed mental health workforce, particularly in 

relation to career pathways and professional development opportunities to support sector growth 

(Cuthbert & Basset, 2007; Foreman et al., 2015; Health Workforce Australia, 2011). The aim of this 

study was to examine the use of scholarships as a strategy to maintain workers in the sector. The study 
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explored: (i) the benefits and challenges scholarship recipients faced; and (ii) the potential relationship 

between scholarships and individuals’ motivation to stay in the sector.  

Methods 

Study Design 

This was a mixed-methods study based on Creswell and Plano Clark's 'typology-based' structure 

involving a ‘convergent parallel’ design (Creswell & Plano Clark, 2011). Qualitative and quantitative 

data collection (quan-QUAL) occurred almost simultaneously, but the qualitative data was deemed to 

have greater value given the research objectives (Creswell & Plano Clark, 2011). It was felt that the 

intertwining of qualitative and quantitative data at each research phase would inform the development 

of the next phase and deepen understanding of key concepts articulated by participants (Figure 1).  

Setting 

Scholarships were available for two online qualification programs at Griffith University, Queensland, 

Australia in 2013 and 2014: the Graduate Certificate in Mental Health Practice (consisting of four 

courses) and the Master of Mental Health Practice (consisting of eight courses) (Stewart et al., 2012). 

Two scholarship application rounds were undertaken in the preceding year, i.e. 2012 and 2013. 

Eligibility criteria further to University requirements included Queensland residence, submission of a 

one-page outline of the applicant’s interest in developing their mental health skills and reason/s for 

seeking the scholarship, curriculum vitae and employer letter of support. Applicants did not need to 

currently work in the sector. All applications were reviewed by an independent panel involving 

representatives from the University, the sector, consumers and carers. University ethics approval was 

obtained (HSV/11/13/HREC). 

Participants and data collection 

Demographic information was obtained from initial scholarship applications from both cohorts (2013 

and 2014), e.g. previous education and workplace location, as well as employer support letters and the 
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Figure 1: Study design 
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convenors and student employers.  Informed consent was obtained from all individual participants 

included in this study (Figure 1). 

Questionnaires 

Three online questionnaires were sent to scholarship students: at study commencement (T1-q; May 

2013 and March 2014); at the end of 12 months of study (T2-q; April 2014 and January 2015); and 

after 24 months of study or study completion (T3-q; January 2015). The questionnaires were 

developed as recommended by Neuman (2014, p. 191-217), and included multiple choice, 7-point 

Likert Scales and open-ended questions, which allowed students to describe their study experiences 

and goals. Questionnaires were piloted by two academics and a sector employee; minor changes were 

made to the wording. Students were invited to participate in each survey, which were administered 

online via LimeSurvey©. Reminder emails were sent to all participants for the first two time-points. 

T1-q included an invitation to participate in a semi-structured interview. 

Semi-structured Interviews 

Interviews with scholarship applicants occurred after each questionnaire time-point (Figure 1). The 

interview guides were developed based on a literature review and discussion with other researchers. 

The guide was reviewed after the first interview at each time-point to ensure information gained was 

consistent with the research objectives. Questions explored the scholarship recipients’ motivations for 

study, their study experience, strategies they put in place to manage their studies, the reasons they 

were attracted to the mental health field, their career path to date and future career intentions. 

Interviews were also sought with any student who withdrew from study to explore their reasons and 

study experiences. All interviews were conducted over the phone by the primary author and 

transcribed verbatim; all transcripts were quality checked.  

Student consent was obtained prior to interviewing employers. Questions were designed to examine 

the organization’s intentions behind supporting their employees to undertake higher education, their 

perceptions of the students’ progress, as well as any perceived organizational benefits. The course 
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convenors were crucial to the implementation of the scholarship program and worked closely with all 

scholarship recipients. Interviews with course convenors provided insight into the challenges faced by 

students, and the associated strategies to address these, as well as informing of possible program 

amendments to enhance the student experience.  

Data Analysis 

The qualitative questionnaire responses and interview transcripts were coded and thematically 

analyzed using QSR NVivo 10©. The raw data went through first-pass open coding until a range of 

relevant themes and initial codes were identified; this was reviewed by another researcher. A second 

read through the data resulted in the development of axial codes based on emerging themes from the 

data and continued literature review. Axial coding occurred when the data started to cluster and key 

concepts began to emerge, and the researcher explored whether the codes were related, dependent or 

independent of each other (Neuman, 2006). The researchers continued to cross-check the coding and 

formalized higher order themes.  

Quantitative information (i.e. student applications and questionnaires) were imported into QSR NVivo 

10© which enabled comparative analysis and coding queries on student variables, e.g. gender, 

education level, employment position and study status (Bazeley & Jackson, 2013). Descriptive 

analysis of the scholarship applications, questionnaires and interview transcripts was undertaken for 

both cohorts (2013 and 2014).  

Results 

Response Rates and Study Progress 

Nineteen students received a scholarship (n=15 cohort 2013; n=4 cohort 2014) (Table 1 and Figure 

2). Interviews were undertaken with two employers of two 2013 Master students and both course 

convenors.   
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Table 1: Scholarship recipient’s demographics over the research timeframe 
Scholarship 
application 

(n=19) 

T1 

(n=17) 

T2 

(n=11) 

T3 

(n=8) 
Degree 
enrolled in 

Master of MH Practice 
Graduate Certificate 

5 
14 

4 
13 

3 
8 

3 
5 

Gender Male 
Female 

4 
15 

4 
13 

2
9

1
7

Age range 
(years) 

≤ 35 
36-55 
> 56

6 
12 
1 

5 
11 
1 

3 
7 
1 

3 
4 
1 

Relationship 
status 

Married 
In a relationship 
Divorced/separated 
Single  
Unknown 

* 8
4
1
3
1

* * 

Dependents# Children 
Aging parents 
Carer of person with a 
disability 

* 9
5
9

* * 

Highest 
previous 
qualification † 

Postgraduate degree 
Bachelor degree 
Vocational diploma 

1 
11 
7 

1 
9 
7 

1 
7 
3 

Nil 
7 
1 

Lived  
experience of 
mental illness 

Yes 
No 

* 9
8

* * 

Occupational 
sector 

Community – managed 
mental health sector  
Not working in sector 

14 

5 

12 

5 

8 

3 

7 

1 
Length of time 
in current 
employment 

< 12 months 
1-2 years 
3-4 years 
5-10 years 
Unknown 

3 
2  
10 
4 

Nil 

2 
2 

10 
3 

Nil 

1 
2 
7 

Nil 
1 

3 
2 
2 

Nil 
1 

Employment 
status 

Full-time 
Part-time 
Unknown 

* 15
1
1

8 
2 
1 

5 
2 
1 

Employment 
position 

Support worker 
Manager 
Nurse 

12 
6 
1 

11 
5 
1 

9 
1 
1 

6 
1 
1 

Location Brisbane 
Regional Queensland 

14 
5 

12 
5 

9
2

7
1

* Data were not collected at this time point
# Dependent total does not add to total number of participants. Some students had multiple dependents Data sourced 
from the students’ scholarship applications, course convenors and T1, T2 and T3 questionnaires and interviews 
† Previous tertiary qualifications include management, nursing, social science, social work and psychology. 

i) Study entry (Baseline T1)

Of the 19 scholarship recipients, 17 commenced study and completed T1-q (n=14 cohort 2013; n=3 

cohort 2014). T1-i were conducted with seven commencing students (n=4 cohort 2013; n=3 cohort 

109



2014) and one student who exited before enrolment. At study entry, 70% (n=12) of students were 

enrolled part-time and 88% (n=15) worked full-time (Table 1). Other commitments included caring 

for children (between 3 weeks to 26 years of age), older parents, and for another person with a 

disability and/or mental illness. Just over half of students (53%; n=9) identified as having a lived 

experience of mental illness and 12 (70%) worked in the community-managed mental health sector. 

When asked about their anticipated studying time, seven of 12 students expected to study beyond 10 

hours each week (a recommendation for each program course); others reported three to five hours per 

week.  

ii) Completion of 12 months study (T2)

Seven responses (63%) were received for T2-q and six interviews (T2-i) were undertaken (Figure 2). 

One exit interview was completed with a Graduate Certificate (cohort 2013) student. A total of 11 

students remained enrolled (Figure 2). In the first year of study five students had deferred at least one 

course: three had changed jobs, one student was on maternity leave, and one student was seeking 

employment after being made redundant. One cohort 2014 student (with a previous vocational 

qualification) had completed the Graduate Certificate in Mental Health Practice. 

iii) Program completion or 2 years study (T3)

After two years five students (cohort 2013) remained enrolled, with another two having withdrawn 

(Figure 2). One Master student from cohort 2013 had already graduated and another enrolled Master 

student had completed and was due to graduate in early 2016. Two students responded to T3-q. Four 

interviews were conducted; three cohort 2013 Master students and one 2014 completing Graduate 

Certificate student. Two of the four interviews were with the female students who completed their 

qualifications; both were in relationships with no children and worked within the community-

managed mental health sector. The Graduate Certificate student worked full-time and studied between 

six and 10 hours per week. The Master student cared for a family member and studied part-time, 

spending more than 10 hours studying per week.  
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*Cohort 2013’s progress was followed over T1, T2 and T3. Cohort 2014’s progress was followed over T1 and T2 only, with the
exception of one student (#) who completed their qualification within 12 months. This student’s data is captured at T1 and T3 only

Figure 2: Student progress 

17 students enrolled 

 (n=14 cohort 2013; n=3 cohort 2014) 

19 scholarships offered 

(n=15 cohort 2013; n=4 cohort 2014) 

T1 

n=17 

T2 

n=11 

T3* 

n=7 

11 students enrolled 

 (n=8 cohort 2013; n=2 
cohort 2014 continuing; 
and n=1 cohort 2014# 

completed) 

6 students exited program 

(n=6 cohort 2013) 

5 students enrolled and 
continuing to study 

 (n=5 cohort 2013) 

2 students exited program 

(n=2 cohort 2013) 

2 students completed 
program 

 (n=1 cohort 2013; n=1 
cohort 2014#) 

2 students withdrew prior to enrolling 

(n=1 cohort 2013; n=1 cohort 2014) 
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– not included in T3*

(n=2 cohort 2014)
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Themes 

Four higher-order themes are presented: motivations and benefits of study, challenges and managing 

study, career intentions and continuation/completion versus withdrawal. 

i) Motivations and benefits of study

At baseline, the most commonly cited reason for study reported by students was to deepen their 

mental health knowledge and understanding, which would further assist consumers: 

‘Workers who come into the field with a strong academic base and team it with compassion 

and practical skills are able to provide holistic, evidence-based practice that serves the 

client’s best interests.’ (Student 016, T1-q) 

Students were motivated by the potential to improve their work practice, the opportunity to formalize 

their experience with a postgraduate qualification and future career progression. When asked what 

motivated them to continue with their study at T2-i, students referred to applying new knowledge in 

the workplace, and ultimately, having better career prospects. Some students discussed their 

enjoyment in developing their analytical skills and improving their ability to make connections 

between their learning, work practice, and broader systemic concepts. This sentiment was supported 

by the two employers, who valued the professional development of their staff and provided support 

for them to study, e.g. provision of study leave: 

‘We do regularly talk about where they are at and what they are doing in [student’s name]’s 

course. They'll often make reference to things that they are learning. In terms of supporting 

them to get that done, they often had a day off and we've made that possible for them to be 

able to get assignments and get things done.’ (Employer, 025) 

While there was a balance to supporting and offering these development opportunities to staff in terms 

of cost and time, ultimately, the scholarship program was viewed as beneficial to their staff. 

112



Students also commented on the benefits of a deeper understanding of mental health, which enabled 

them to engage more fully with other professionals: 

‘[It’s] not about money so much or getting ahead in a financial way, although that is always 

nice, but it’s not about that. What it comes down to is more challenging work. And it’s opened 

up pathways as well, indirectly, if you’re looking at relationships that you can form with 

staff.’ (Student 001, T2-i)  

One student indicated that studying had given them the opportunity to reflect on their career and the 

confidence to apply for a new position.  

ii) Challenges and managing study

All students at baseline (T1) indicated a major concern was with time management, i.e. balancing 

home, work and study. Other challenges included maintaining concentration and energy, the online 

study environment, looking after themselves, meeting the associated financial costs of studying and 

the high academic expectations of the university. T1-i respondents referred to funding uncertainty 

within their employment organization as a major source of instability and stress, leading to difficulty 

in focusing on their studies. Two scholarship recipients (T1-i) lost their employment positions due to 

a reduction in service provider funding.  

T2 interviewees were positive about the year, but confirmed that they had experienced several 

challenges during this period. Consistent with T1 responses, managing time and resources, work/life 

balance, and an initial lack of understanding regarding the expectations and standard of work required 

for postgraduate study, were key challenges. Some students reported pressure from work colleagues to 

follow a more clinical or professional career study pathway.  

Time-management strategies were used to overcome these challenges. Students needed to be well 

organized, and learnt to be flexible with work, study and personal commitments. Other strategies 

included: undertaking a pre-study course on online learning; finding a ‘study buddy’; reading 

assignment requirements early in the semester; and setting a particular Grade Point Average (GPA) 
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outcome as a goal. Most students reported that they had become more comfortable with the online 

learning platform and enjoyed the flexibility it granted them around work and social commitments, as 

well as the ability to connect with other students for support:  

‘I actually really like it [online study]. I reached out to one particular student who was really 

struggling and I felt like if I was in the same position, I'd really want someone to go ‘hey 

mate, I'm doing the same topic as you and we can have a chat through it’. I did feel a sense of 

community...’ (Student 020, T2-i)  

Unforeseen and unplanned events posed a major challenge to students, such as pregnancy (n=4), 

health issues (n=3), redundancy (n=3), and other family issues (n=3), e.g. death, terminal illness, or a 

combination of these. One student found the online environment very challenging, and despite support 

from the University, did not continue. Overall, 10 of the 19 scholarship recipients were not enrolled 

by the 24 month time-point (T3). T3-q respondents explained that maintaining a work/life balance, 

and the ongoing motivation to continue studying, required particular effort. Again, unforeseen events, 

such as a suicide at work and the death of a parent took priority, but these students were able to re-

focus and complete their studies.  

These challenges were reinforced by course convenors, who felt that students needed to fully 

understand the commitment and volume of work required for university study. It was acknowledged 

that the scholarships assisted sector workers to enhance their academic and research abilities, yet 

students with previous university experience appeared to complete their studies more easily than their 

peers with vocational qualifications: 

‘…the students who come in without an undergraduate degree struggle with the academic 

writing. Struggle with understanding how university works and the expectation.’ (Course 

Convenor, 023)  

In contrast to the course convenors’ experience, the first student to fully finish the Graduate 

Certificate, within the minimum timeframe, had no previous university qualification.   

114



iii) Career intentions

At T1, students had difficulty knowing what they would do career wise after completing their study. 

T2-q respondents were asked how long they intended to stay in their current employment. The four 

students who were working in the community-managed mental health sector at this time indicated 

between two and four years (n=2), or up to or greater than five years (n=2). This showed an ongoing 

commitment to the sector, with the primary factor expressed being the desire to help others: 

 ‘I have a passion to help people who are marginalized due to a diagnosis of mental illness. 

The community sector allows me more flexibility to advocate for people and make a 

difference in individual lives.’ (Student 001, T2-i) 

The three students not working in the community-managed mental health sector were asked why this 

was the case, and what would attract them to, or discourage them from, this sector. Personal mental 

health issues, redundancy, or working in an alternate mental health area, e.g. in the homeless sector, 

were cited. Factors that would make the sector more attractive included the availability of sector 

positions and greater remuneration:  

‘…my five years’ experience is valued as a min[imum] under $20 per hour pay rate. Shoots 

my study and hard work down in flames.’ (Student 018, T2-q) 

Both course convenors acknowledged that there were limited career options for community-managed 

mental health workers, and were keen to see formal acknowledgement of this workforce and further 

developmental opportunities for staff:  

‘The sector itself is evolving in terms of its identity, professionalism, ability to take different 

skills, knowledge, conceptual paradigms. I don't think you can continue to expect people to 

develop their skills and qualifications and not reward and recognize that.’ (Course Convenor 

022) 

T3-i respondents indicated a desire to remain working in the sector because of the consumers they 

supported and their belief that mental illness can affect anyone. In terms of their next career move, 
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participants indicated further study or professional development, as well as seeking more senior or 

management level roles. 

iv) Continuation/completion versus withdrawal

Scholarship students showed diverse outcomes in their study journey; two students (one from each 

cohort) completed their studies, and eight cohort 2013 students (n=6 first year; n=2 second year) 

withdrew after study commencement. Course convenors confirmed that the drop-out and continuing 

rates were similar between the scholarship and non-scholarship students within the same program. 

The majority of students (n=7; 87%) confirmed that unforeseen personal circumstances were the main 

reasons for drop-out: 

‘So I received a redundancy and got put out to pasture. I didn’t have enough mental capacity 

to focus on studying and looking for a job and also caring for my family and lots of 

responsibilities.’ (Student 003, T1-i) 

Despite experiencing a number of events that had the potential to disrupt their study goals, a number 

of factors were identified that facilitated study continuation (Table 2). The course convenors indicated 

that students who were curious, passionate about learning and willing to ask questions appeared to 

manage their study more easily: 

‘The people, who were willing to ring, ask questions, willing to email and ask lots of 

questions, probably did better than the ones who didn't. I think you do have to be a very 

resilient person and to take some blows.’ (Course Convenor 022) 

Table 2: Factors influencing a student's ability to continue study 

• Support from family, other student or

work

• Ability to manage and motivate oneself

• Ability to manage time, resources and

immediate environment

• Resilience

• Realising improved work practice as a result of

study

• Maintaining flexibility

• Commitment to sector and consumer outcomes

• Ability to identify and maintain focus on goals

and motivations for study
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For six students, reaching the end of the second year of study was a significant achievement. These 

students found studying relevant to their work, enjoyed translating their new knowledge into practice, 

and were stimulated to reflect on their practice and continue professional development. Making time 

and managing their motivation continued to be key study challenges, whereas support from family, 

friends or colleagues, resilience, a strong internal drive and a clear perception of study benefits, were 

facilitators for ongoing study: 

‘So talk about massive saturation. It's been a slog. It has come with its challenges, but it 

hasn't been anything that I couldn't overcome. That's what I guess is exciting about it and I 

think I'm just addicted to study…’ (Student 001, T3-i) 

Discussion 

This research identified that mental health scholarship recipients were a unique cohort, for whom 

professional development was important, but required tertiary education to be delivered in a way that 

suited their life circumstances. External factors impacting on a student’s study journey included the 

student’s health, work and family commitments, available study time, access to support and financial 

assistance. Significant changes or disruptions to these factors were challenges that students needed to 

overcome to continue studying. Internal factors included a student’s motivation for study, 

organizational skills, ability to apply new knowledge, personal resilience, flexibility and a strong 

work commitment within the sector. Lastly, scholarship recipients maintained high levels of 

motivation to remain connected to the sector, regardless of whether they had completed their 

academic qualification. 

In a study on the unique factors associated with persistence in online tertiary programs, Hart (2012) 

identified that social connectedness, motivation, time management skills, communication with course 

convenors, and support, promote student persistence. These factors are not related to the person’s 

intelligence or knowledge, but enable ‘the student to overcome hardships in completing a course’ 

(Hart, 2012). Similar to other Australian research, scholarship recipients appeared to benefit when 
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they received support for their studies via their employer, family and friends, or other students (Black 

& Bonner, 2011; Gibbons & Shannon, 2013; Holden, 2005).  

The importance of a supportive environment was underscored by the two students who completed 

their qualifications. Accessing structured supports, particularly through employers, is recommended 

by Black and Bonner (2011), who surveyed the support provided to nurse employees undergoing 

distance education. Ultimately, employers can implement various support mechanisms for employees 

who are studying, including study leave, access to resources and study buddies (Andrews & Harris, 

2009; Black & Bonner, 2011; Buykx et al., 2010; Cleary et al., 2013; Gibbons & Shannon, 2013). 

Access to study leave was the main employer support provided to scholarship recipients, although the 

two interviewed employers explained that time was also made for students to discuss their study with 

their manager and reflect on how their learning influenced their work practice. 

There were wide-ranging benefits of postgraduate study for scholarship students. These benefits can 

be articulated to future sector workers as encouragement to undertake further study and continued 

professional development, which could enhance their decision to remain in the sector. Upon study 

commencement, scholarship recipients hoped to strengthen their mental health knowledge, widen 

their scope of practice, gain recognition of their skills and abilities, and improve service delivery and 

their career prospects. These desires are consistent with literature focusing on tertiary students 

undertaking professional development activities to build on their work-related experience (Andrews & 

Harris, 2009; Gibbons & Shannon, 2013; Ng & Feldman, 2009) and were confirmed as benefits by the 

students at T2 and T3. Students emphasized the pleasure they experienced when applying their 

knowledge at work, engaging in stimulating discussions with other colleagues and seeing enhanced 

outcomes for mental health consumers. Indeed, postgraduate study could prompt students to make 

more sense of their environment and facilitate strategic planning, which could have a significant 

impact on workplace retention (Andrews & Harris, 2009). The practical application of newfound 

knowledge in their job motivated students to continue studying.  
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Increased job satisfaction (Fabra & Camisón, 2009; Rambur et al., 2005; Robertson et al., 1999; 

Wilson, 2005) and access to research relevant to their field of practice (Jeffers et al., 2008) are 

reported benefits of academic study. Although these were not specifically mentioned by our 

participants, students reported improved self-confidence and a broader strategic understanding of their 

work. Two students acknowledged that study had increased their confidence to apply for new sector 

positions, demonstrating that tertiary study improves self-esteem (Gibbons & Shannon, 2013). 

Maintaining currency and being exposed to advanced mental health practice may be an underlying 

benefit for the scholarship recipients, who reported improved work practice as a result of their 

academic study. 

Scholarship students identified a number of potential challenges at study commencement, many of 

which remained constant as their studies progressed. These challenges are consistent with other 

postgraduate literature (Andrews & Harris, 2009; Gibbons & Shannon, 2013; O'Donnell et al., 2009; 

Shandler & Steenekamp, 2014). Oman et al. (2012) concluded that students struggle ‘to cope with the 

demands’ of their study alongside work, family and financial commitments. O'Donnell et al. (2009) 

suggested that this is largely because the majority of postgraduate students are adults who have 

returned to study after several years in the workforce. The greatest challenge for the scholarship 

students was the unexpected events and circumstances that could not be predicted nor planned for, 

such as personal or family member health issues, job insecurity or complex workloads. Furthermore, 

scholarship students were required to juggle their commitments and themselves in light of changing 

circumstances within the sector (Australian Council of Social Services, 2013). For many this led to 

withdrawing from study as the challenges became unmanageable; however this was not significantly 

dissimilar to the overall program rates discussed with the course convenors. The rate of withdrawal 

also appears consistent with other scholarship evaluation studies (Duffourc, 2006; Hungerford & 

Hodgson, 2013; Pathman et al., 2004; Wilson, 2005), as do the reasons for withdrawal being more 

related to personal circumstances than any particular problem with the program of study or the 

scholarship initiative (Hungerford & Hodgson, 2013). 
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One challenge that appeared to diminish over the research timeframe was the scholarship participants’ 

concern that they could not use or adapt to studying via an online platform. Lewis (2009) explains that 

the ‘paradigm shift’ from face-to-face to online learning can be challenging, but if the learner is 

committed they can master this mode; a sentiment echoed by others (Kahu et al. (2014); Posey and 

Pintz (2014); Oman et al. (2012)). Universities are encouraged to support a student’s transition to 

online learning by providing access to orientation modules prior to study commencement, creating 

relationships with course convenors, peer mentors and other students, and responding to the diverse 

needs of students (Milman, 2013; Moore & Fetzner, 2010; Posey & Pintz, 2014). Griffith University 

provides many of these support strategies with the intent to facilitate student success with online 

programs. Active encouragement to participate in these programs was offered by the course 

convenors; however the number of scholarship recipients who enrolled is not known. This 

information would be useful to track future students and their study progress following completion of 

such orientation programs.   

There is an emerging international trend towards workers requiring higher education qualifications to 

meet the need for a more skilled and adaptable workforce; mature-age, part-time students with 

considerable work experience form a large part of this workforce (Gibbons and Shannon 2013; 

O'Donnell et al. (2009). Many scholarship initiatives have been aimed at new graduates or entrance-

level workers, but few initiatives target the older worker or are aimed at developing and maintaining 

the experience of these workers (Foreman et al., 2015). A variety of supports need to be implemented, 

acknowledging the diverse demands, needs and personal commitments of older students (O'Donnell et 

al. (2009); Black and Bonner (2011); Jeffers et al. (2008). This was a critical element reinforced 

during the scholarship study and must be considered when designing future initiatives. 

Notably, this study did not find any difference in the benefits and challenges experienced by 

scholarship recipients enrolled in the Master or Graduate Certificate qualification. It also appeared 

that there was little difference between the programs with regard to the students’ internal capabilities 

and external factors that enabled them to manage their study. In the case of the two completing 

students (one from each qualification), it was identified that the main characteristic that set these 
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students apart from others  was their ability to organize themselves, build their support networks and 

their determination to finish; failure was not an option. Internal skills and attributes assisted both 

students to manage their studies; further research is needed to examine the predictive possibilities of 

various external and intrinsic factors that enable a student to complete postgraduate study. Future 

research could include a comparison group with non-scholarship mental health practice students to 

explore the challenges and benefits experienced more broadly, and whether the academic experience 

differs between the two groups. Examination of scholarship initiatives within other similar workforces 

could also be undertaken.  

In terms of career intentions, all study participants indicated a desire to continue working in the 

mental health sector whilst they were studying and into the future. Notably, many students specified 

their preference for the community-managed mental health sector.  The timeframe of this research did 

not allow the opportunity to follow students after graduation, however the literature indicates that 

work-related study may be a determinant of career retention and can support career advancement 

(Aarons & Sawitzky, 2006; Andrews & Harris, 2009; Buchan, 2002; Maxwell-Crawford, 2011; 

Rambur et al., 2005; Scanlan et al., 2010; Wilson, 2005). The most compelling research would be to 

continue to follow the scholarship students longitudinally to explore whether the completion of higher 

education maintains their motivation and intention to remain in the sector (Andrews & Harris, 2009; 

Yin, 2014). 

Research examining the impact of education on job performance found that an individual’s education 

level is positively associated with career progress and attainment of higher remuneration and 

opportunities (Ng & Feldman, 2009). Employers may benefit from exploring opportunities to support 

their staff to advance their education, but this should not be done in isolation. A broader workforce 

strategy that acknowledges the impact of the team environment, management styles, work 

entitlements and remuneration, career pathways and other influencing factors that determine an 

individual’s willingness to stay in their chosen field of employment, is required (Buykx et al., 2010; 

Cleary et al., 2013; Happell, 2008; Huang et al., 2004; Keane et al., 2011).  
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Strengths and limitations 

The scholarship initiative was the first of its kind for the Queensland community-managed mental 

health sector, and the evaluation of this initiative contributes significant knowledge to the limited 

scholarship literature.  The sample size was small but aligns with the exploratory nature of this study. 

The research was limited by the withdrawal of students from the program; exit interviews with these 

students were extremely difficult to procure and would have provided valuable information. The 

research is also subject to participant self-reported bias.  

Education is only one element impacting on retention within the workforce and so an additional 

limitation is the singular focus on the scholarship initiative as a means to maintain and develop the 

community-managed mental health sector. However, due to the limited research on scholarship 

initiatives this work is important. While the study was based on a scholarship program in one 

university, the findings have applicability to other workforces. There is now a need to extend the 

research to other sectors, to test these recommendations. 

Conclusion 

The provision of higher education as a workforce strategy for the community-managed mental health 

sector requires tailoring to meet the unique needs of this workforce. The benefits realised and the 

challenges faced by the scholarship recipients informs ongoing workforce development programs for 

the community-managed mental health sector and has relevance to other sectors seeking to develop 

and maintain their workforce. Scholarship students were keen to continue working in the mental 

health sector; whether this occurs, and justifies the investment in scholarships as a workforce strategy, 

requires further investigation.  
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9.3 Appendix 3 - T1 questionnaire 

The School of Human and Social Services, Griffith University would like to invite you to take 
part in the evaluation of the Mental Health Career Scholarships Project. This first page 
provides information about the evaluation and what is involved so that you can make a 
decision if you would like to take part. 

Please read this information carefully. If you have any questions you can contact Emma 
Foreman on 0438 304 401 or via e-mail on emma.foreman2@griffithuni.edu.au. 

The Mental Health Career Scholarships offered by Griffith University are specifically 
targeted at assisting people who are working, or interested in obtaining work in the 
community mental health sector. The scholarships provided 50 per cent funding to support 
the career development of mental health workers by enrolling in the Graduate Certificate 
in Mental Health Practice or Master of Mental Health Practice Program.  

The scholarship program is an initiative that has been developed and supported by Griffith 
University, the Queensland Government and mental health non-government service 
providers to provide learning and career pathways for mental health workers that attract 
and maintain a skilled workforce. This program has not been offered to this sector before 
and we would like to evaluate the program to see if it helps develop and maintain staff in 
the mental health sector and if it would be worth repeating this opportunity. 

This questionnaire asks you about your work history, previous education and your hopes 
and expectations regarding your current enrolment in the Graduate Certificate in Mental 
Health Practice or Master of Mental Health Practice. 

1. What does participation in this project involve?

The research team is inviting all scholarships recipients to complete this questionnaire 
close to the commencement of your studies. You will be asked to participate in another 
questionnaire at the end of Semester One, Semester and upon exit from your program of 
study. The questionnaire is anonymous and the research team will not be able to identify 
or track your responses. 

The reason for asking questions at certain points through your study is to see if 
participant’s experience of the program and expectations change. The research team will 
collate all responses from the questionnaire and will write a report summarising all 
participants’ responses but your individual responses will not be shared with any other 
person. 

2. What are the possible benefits?

You may or may not benefit directly from your involvement in this evaluation; however 
you may appreciate having the opportunity to express your opinion about the scholarship 
program and the services/support you have received. What you say about the program 
can help to make a difference to the way the program operates in the future and may 
assist in the opportunity being provided to fellow mental health workers. 

3. What are the possible risks?

There should not be any negative reactions to your involvement in this project. If at any 
time you feel upset or anxious during the questionnaire please feel free to stop. 

Additional support or counselling can be obtained from: 

• Lifeline on 13 11 14 or at www.lifeline.org.au
• Your GP can assist or refer you to a psychologist
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• Griffith University Counsellors - https://intranet.secure.griffith.edu.au/community-
welfare-recreation/counselling

• Beyond Blue on 1300 22 4636

4. Do I have to take part in this project?

Griffith University welcomes your involvement in this project but your participation is 
voluntary. You do not have to take part and you are free to withdraw at any time 
throughout the project. 

5. What will happen to information about me?

The completed questionnaire responses will be kept by the research team with a number 
against the response. This means that your responses are anonymous. Your responses will 
remain confidential and will be used only for this project. All documents relating to the 
project will be stored securely in a locked filing cabinet and password protected computer. 
No one, apart from the research team will have access to this information. 

Emma will be combining the results of the surveys/interviews so that no reports or 
presentations will identify you in any way. The research team will use the combined results 
to help evaluate how well the scholarships support higher learning opportunities for 
mental health workers and attract/retain staff in the mental health sector. 

6. Is my information confidential?

The conduct of this research involves the collection, access and use of your responses. The 
information collected is anonymous, confidential and will not be disclosed to third parties 
except to meet government, legal or other regulatory authority requirements. For further 
information please consult Griffith University’s Privacy Plan 
at http://www.griffith.edu.au/about-grifith/plans-publications/griffith-university-privavcy-
plan or telephone (07) 3735 5585. 

7. Can I access information kept about me?

Under Australian and Queensland legislation you have the right to access the information 
collected and stored by the research team about you personally. As the questionnaire is 
anonymous it will not be possible to identify your individual responses.  Please contact a 
member of the research team if you would like to discuss this further. 

8. Is this project approved?

This project has been approved by the Griffith University Human Research Ethics 
Committee. 

9. Who can I contact?

If you would like further information concerning this research project or you have 
concerns regarding your involvement you can contact also Associate Professor Amanda 
Wheeler on phone: (07) 3382 1241 or email: a.wheeler@griffith.edu.au. 
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Participants will now be asked to indicate YES or No whether they provide consent to 
participate in the questionnaire. If they click NO they will be redirected to a page 
thanking them for their involvement and the survey will close. If YES, they will continue 
to the next screen commencing the questionnaire. 

Please refer to the guide below when filling out the questionnaire: 

1. Please try to answer all the questions.

2. There are two types of questions in the survey:

a. Choose an answer from a supplied list by selecting the box beside the
item you have chosen.

b. Provide more information in your own words.

Thank you for taking the time for fill out this questionnaire 

_______________________________________________________________________ 

129



SECTION A – Personal Details 

This first section gathers some basic information about you and the commitments you 
have as well as your studies. 

1a. Do you have any dependents who you care for or support e.g. children, older 
parents? 

□ NO

□ YES

1b. If you answered YES to the above question, please describe who you support 
including the age of the dependents. 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

2. Are you a carer for someone with a mental illness or disability?

□ NO

□ YES

3. Do you identify as a person with a lived experience of mental illness?

□ NO

□ YES

4. What is your relationship status?

□ Single

□ In a relationship

□ Married

□ Divorced/ separated/widowed

5. What nationality do you identify with?

_______________________________________________________________________

_______________________________________________________________________

6a. Do you identify as Aboriginal or Torres Strait Islander? 

□ NO
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□ YES

6b. If YES, please tick the relevant box. 

□ Aboriginal

□ Torres Strait Islander

7a. Do you identify as speaking English as your first language? 

□ NO

□ YES

7b. If NO please describe which other languages you speak. 

_______________________________________________________________________ 

_______________________________________________________________________ 
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 SECTION B – Work History 

8. What is your current employment status?

□ Full-time

□ Part-time

□ Casual

□ Volunteer

□ Looking for employment

□ Retired

□ Other
__________________________________________________________________

9a. If you are currently employed, please provide your current job title. 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

9b. What are the main duties of this position? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

10a. Do you intend to continue to work whilst completing your studies? 

□ NO

□ YES

10b. If YES, how do you intend to work? 

□ Full-time

□ Part-time (Please indicate how many hours you will work) _________________

□ Casual (Please indicate how many hours you will work) _________________

□ Volunteer

11a. Have you worked/volunteered in the mental health field before? 

□ NO

□ YES
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11b. If YES, how long have you worked/volunteered in this field? 

□ Less than 2 years

□ 3-5 years

□ 6-9 years

□ 10- 19 years

□ More than 20 years

11c. Please list the mental health roles you have undertaken. 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

12a. Have you worked/volunteered in the community services field before where you 
have been required to support people experiencing mental illness? 

□ NO

□ YES

12b. If YES, how long have you worked/volunteered in this field? 

□ Less than 2 years

□ 3-5 years

□ 6-9 years

□ 10- 20 years

□ More than 20 years

12c. Please list the community service roles you have undertaken. 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

12d. Did this role involve working with people with mental health problems for a 
significant component of your time? 

□ NO
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□ YES

13. What level of support has your employer offered to support you to complete your
studies? (Please tick as many as apply)

□ Study leave

□ Computer access

□ Financial Support

□ Study mentor/colleague

□ Other (please describe)
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SECTION C – Education and Study 

14.What is the highest level of education you have achieved prior to this course?

□ Completed Year 12 of secondary school

□ Completed Vocational Certificate (e.g. TAFE)

□ Completed Vocational Diploma

□ Completed Undergraduate Qualification

□ Completed Postgraduate Qualification

15a. Have you had any previous mental health education or training? 

□ NO

□ YES

15b. If YES, please list the education/training you have undertaken below. 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

16a. How many courses are you enrolled on for Semester 1? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

16b. How long do you estimate that you will have to spend on your studies in an 
average week? 

□ Less than one hour

□ 1-2 hours

□ 3-5 hours

□ 5-10 hours

□ 10 hours or more

17a. Have you undertaken online studies before? 

□ NO

□ YES
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17b. If YES, please describe the online training you have undertaken. 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

17c. What type of access to a computer do you have for your studies? 
(Please tick as many as apply) 

□ Home computer

□ Work computer

□ Library computer

□ Other (Please describe)
_____________________________________________________

18. What motivated you to apply for this course?

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

19. Do you have a particular area of interest that you are hoping to develop through
this course?

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

20. What challenges do you think you may face undertaking postgraduate study?

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

21. What strategies will you put in place to overcome these challenges?

_______________________________________________________________________

______________________________________________________________________

_______________________________________________________________________
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_______________________________________________________________________ 

22. What are your goals for this study? (Please tick as many as apply)

□ Improved career prospects

□ Want to move into the mental health workforce

□ Professional development

□ Relates to a work role

□ Improved confidence working in a mental health role

□ Desire to change or improve mental health service delivery

□ Desire to improve the lives of people with a mental illness

□ Other (Please describe)
_____________________________________________________

_______________________________________________________________________ 

23. If your goals were met through your study, what would this mean for your career?

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

24. What are your career goals once you have completed your study?

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

25. Please tick the box that matches how much you agree with the following
statements.

Strongly 
Disagree 

Disagree Tend to 
Disagree 

Neither 
Agree or 
Disagree 

Tend to 
Agree 

Agree Strongly 
Agree 

1. I feel confident about 
commencing further study. 

□ □ □ □ □ □ □

2. I believe it will be easy to 
study online. 

□ □ □ □ □ □ □

3. I know how to undertake 
relevant research for my 
assignments. 

□ □ □ □ □ □ □

4. I believe I will find it easy to 
complete assignments. 

□ □ □ □ □ □ □
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5. I feel confident that I can 
attend online tutorials and 
contribute to the discussion. 

□ □ □ □ □ □ □

6. I am confident that I can 
manage the demands of 
study alongside my other 
obligations (e.g. work, 
family). 

□ □ □ □ □ □ □

7. I feel that I know enough 
about mental illness to work 
with mental health 
consumers and carers. 

□ □ □ □ □ □ □

8. I feel adequately supported 
to complete my studies. 

□ □ □ □ □ □ □

9. I know where to access good 
information, services and 
resources for people with 
mental illness. 

□ □ □ □ □ □ □

10. I feel that I have a good 
understanding of recovery 
oriented practice. 

□ □ □ □ □ □ □

11. I am able to apply a recovery 
oriented framework to my 
work practice. 

□ □ □ □ □ □ □

12. Overall, I feel confident 
working in the mental 
health sector. 

□ □ □ □ □ □ □

13. I am looking forward to the 
placement as part of my 
studies (Master Students 
only). 

□ □ □ □ □ □ □

26. As part of my research I am keen to interview up to four scholarship recipients over
the length of their study. This would involve four interviews each of 30 minutes
duration.

Would you be willing participate in these interviews as part of ongoing research into 
the Mental Health Career Scholarship project?  

(If YES you will now be redirected to a separate page that will maintain the anonymity 
of your previous responses and send a separate response to the research team 
indicating your willingness to participate in these interviews.) 

□ NO

□ YES

If participants indicate YES, they will be redirected to a second separate 
questionnaire using LimeSurvey©. This will disconnect them from the initial survey 
responses and allow them to fill in their name and contact details for Emma to follow 
for interview. Thank you for your participation. 
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9.4 Appendix 4 - T2 questionnaire 

1. Introduction

The School of Human and Social Services, Griffith University would like to invite you to 
continue to take part in the evaluation of the Mental Health Career Scholarships Project. 
This form provides information about the next phase of the evaluation and what is 
involved so that you can make a decision if you would like to participate. 

Please read this information carefully. If you have any questions you can contact Emma 
Foreman on 0438 304 401 or via e-mail on emma.foreman2@griffithuni.edu.au. 

The Mental Health Career Scholarships offered by Griffith University are specifically 
targeted at assisting people who are working, or interested in obtaining work in the 
community mental health sector. The scholarships provided 50% funding to support the 
career development of mental health workers enrolling in Graduate Certificate in Mental 
Health Practice or Master of Mental Health Practice.  

Scholarship recipients have come from a wide range of professional backgrounds including 
nursing, social work, psychology and community services as well as diverse personal and 
educational experiences. 

The scholarship program was initiated to further develop the non-government mental 
health workforce by encouraging practitioners to develop specialist knowledge and 
advance practice skills to support people with a mental illness or psychiatric disability living 
in the community.  

The scholarship program is an initiative that has been developed and supported by Griffith 
University, the Queensland Government and community-managed mental health support 
services to provide learning and career pathways for mental health workers.  

2. What does participation in this project involve?

Participants were originally invited to take part in an online anonymous questionnaire at 
the commencement of their study. This questionnaire marks twelve months since you 
commenced your studies. You will also be invited to complete a final questionnaire upon 
completion of your studies. Each questionnaire is designed to take less than 30 minutes to 
complete. 

The reason for asking questions at certain points through your study is to see if your 
experiences of the program and your expectations change and to help us better 
understand your study journey.  

On each questionnaire you will be asked to use a four digit number that only you recognise 
(Please do not use a bank security pin number). We will ask you to use this number (only 
known to you) on each questionnaire so that we can anonymously follow your student 
journey over time. 

3. What are the possible benefits?

You may or may not benefit directly from your involvement in this evaluation; however 
you may appreciate having the opportunity to express your opinion about the scholarship 
program and the services/support you have received. What you say about the program 
can help to make a difference to the way the program operates in the future and may 
assist in the opportunity being provided to fellow mental health workers. 

4. What are the possible risks?
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There should not be any negative reactions to your involvement in this project. If at any 
time you feel upset or anxious during the questionnaire please contact Emma and she will 
support you to continue or stop as required. 

Additional support or counselling can be obtained from: 

• Lifeline on 13 11 14 or at www.lifeline.org.au
• Your GP can assist or refer you to a psychologist
• Griffith University Counsellors - https://intranet.secure.griffith.edu.au/community-

welfare-recreation/counselling
• Beyond Blue on 1300 22 4636

5. Do I have to take part in this project?

Griffith University welcomes your involvement in this project but your participation is 
voluntary. You do not have to take part and you are free to withdraw at any time 
throughout the project. 

If you decide to withdraw please notify Emma or another member of the research project 
team on 1800 600 687.  

6. What will happen to information about me?

The completed responses will be kept by the research team with a number against the 
response instead of your name. Your responses will remain confidential and will be used 
only for this project. All documents relating to the project will be stored securely in a 
locked filing cabinet and password protected computer. No one, apart from the research 
team will have access to this information. 

Emma will be combining the results of the questionnaires so that no reports or 
presentations will identify you in any way. We will use the combined results to help 
evaluate how well the scholarships support higher learning opportunities for mental health 
workers and attract/retain staff in the mental health sector. 

7. Is my information confidential?

The conduct of this research involves the collection, access and use of some personal 
information. The information collected is confidential and will not be disclosed to third 
parties without your consent, except to meet government, legal or other regulatory 
authority requirements. For further information please consult Griffith University’s Privacy 
Plan at http://www.griffith.edu.au/about-grifith/plans-publications/griffith-university-
privavcy-plan or telephone (07) 3735 5585. 

8. Can I access information kept about me?

Under Australian and Queensland legislation you have the right to access the information 
collected and stored by the research team about you. Please contact a member of the 
research team if you would like to access your information. Please note that the 
questionnaire responses are anonymous and as a result it may be difficult to identify your 
personal responses. 

9. Is this project approved?

This project has been approved by the Griffith University Human Research Ethics 
Committee. (HSV/11/13/HREC).  

10. Who can I contact?

If you would like further information concerning this research project or you have 
concerns regarding your involvement you can contact also Professor Amanda Wheeler on 
phone: (07) 3382 1241 or email: a.wheeler@griffith.edu.au. 
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----------------------------------------------------------------- 

Participants will now be asked to indicate YES or No whether they provide consent to 
participate in the questionnaire. If they click NO they will be redirected to a page 
thanking them for their involvement and the survey will close. If YES, they will continue 
to the next screen commencing the questionnaire. 
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Please refer to the guide below when filling out the questionnaire: 

11. Please try to answer all the questions.

12. There are two types of questions in the survey:

a. Choose an answer from a supplied list by selecting the box beside the
item you have chosen.

b. Provide more information in your own words.

If you need to stop during the survey you can save your responses and return to 
complete the survey at a convenient time.  

Thank you for taking the time to complete this questionnaire 

_______________________________________________________________________ 
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SECTION A – Work Details 

1a. Has your employment status changed since the commencement of your studies? 

□ No (Go to Question 2)

□ Yes

1b. What is your current employment status? 

□ Full-time

□ Part-time

□ Casual

□ Volunteer

□ Looking for employment

□ Retired

□ Other
__________________________________________________________________

1c. If answer at 1b. is employed full-time, part-time or casual: Please provide your 
current job title in the space below (Please note this is not the name of your 
workplace). 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

1d. If response is provided at 1c., what are the main duties of this position? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

2. How long do you intend to stay in your current position?

□ Between 1 and 2 years

□ Between 2 and 4 years

□ Up to 5 years

□ 5 years or more
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□ Not sure

2a. Are you currently working in the community-managed mental health sector? 

□ NO (Go to Question 2e)

□ YES (Go to Question 2b)

2b. How long do you see yourself working in the mental health field? 

□ Between 1 and 2 years

□ Between 2 and 4 years

□ Up to 5 years

□ 5 years or more

□ Not sure

2c. What currently motivates you to work in the community-managed mental health 
sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

2d. What are the reasons that you might leave the community-managed mental health 
sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

2e. (Where 2a response is No) What are the reasons that you are not working in the 
community-managed mental health sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

2f. What would motivate you to work in the community-managed mental health 
sector? 

_______________________________________________________________________ 
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_______________________________________________________________________ 

_______________________________________________________________________ 

2g. If no at 2a., what discourages you from working in the community-managed mental 
health sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

3a. Do you anticipate that your next career step will be in the community-managed 
mental health sector? 

□ NO (Go to Question 3c)

□ YES (Go to Question 3b)

3b. What do you anticipate as your next career step? 

□ Further professional development

□ Undertaking a more senior role

□ Commencing in a management role

□ Advancing current management responsibilities

□ Changing to a new employer

□ Undertaking research

□ Finding or commencing work

□ Other
__________________________________________________________________

3c. Why do you anticipate that your next career step will not be in the community-
managed mental health sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 
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SECTION B – The Community Mental Health Sector Workforce 

4. In your opinion, what barriers are there to people entering the mental health
workforce?

(Tick as many as apply)? 

□ Stigma of working with people experiencing mental illness

□ Poor remuneration

□ Lack of clear career pathways

□ Lack of training in mental health

□ Other_______________________________________________

5. In your opinion, what strategies could be used to retain staff in the mental health
sector? (Tick as many as apply)

□ Ensuring reasonable workloads

□ Access to ongoing training

□ Developing advance practice roles for experienced workers

□ Attractive salary packages

□ Other_______________________________________________

6. In your opinion, what barriers are there to people undertaking higher education in
mental health?

□ Managing work/ life and study commitments

□ Lack of familiarity with online training format

□ Time

□ Unsure of expectations with regards to university study

□ Uncertainty regarding ongoing funding for work position

□ Other_______________________________________________

7a. Does your workplace encourage recovery-oriented practice? 

□ NO (Go to Question 7c.)

□ YES (Go to Question 7b.)

7b. What does recovery-oriented practice look like in your workplace? 

_______________________________________________________________________ 

_______________________________________________________________________ 
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_______________________________________________________________________ 

7c. In your opinion what is the most important component of recovery oriented 
practice? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

7d. To enhance recovery oriented practice in my workplace we need to be doing more 
of … 
_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

 and less of… 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

7e. The most important piece of information I have taken away from the course so far 
about recovery oriented practice is…? 

_______________________________________________________________________ 

_______________________________________________________________________
______________________________________________________________________ 

SECTION C – Education and Study 

8. Are you the first member in your immediate family to undertake a higher
qualification?

□ No

□ Yes

9a. How many courses were you enrolled in for Semester 1? 

□ 0

□ 1

□ 2

9b. How many courses were you enrolled in for Semester 2? 

□ 0
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□ 1

□ 2

10a. Have you deferred your studies or changed the number of courses you are 
completing at any point in your first year of study?  

□ No (Go to 11.)

□ Yes

10b. If Yes, please describe the reasons for the deferral or change.  

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

11. How long do you estimate that you are spending on your studies in an average
week?

□ Less than one hour

□ 1-2 hours

□ 3-5 hours

□ 5-10 hours

□ 10 hours or more

12. Please tick the box that matches how much you agree with the following
statements.

Strongly 
Disagree 

Disagree Tend to 
Disagree 

Neither 
Agree or 
Disagree 

Tend to 
Agree 

Agree Strongly 
Agree 

1. I am enjoying my studies at 
the moment 

□ □ □ □ □ □ □

2. I have successfully overcome 
any challenges I have faced 
to continue my studies 

□ □ □ □ □ □ □

3. I am finding the course work 
too challenging 

□ □ □ □ □ □ □

4. My studies have assisted me 
to develop an understanding 
of recovery oriented 
practice 

□ □ □ □ □ □ □

5. My studies have assisted me 
to apply a recovery oriented 

□ □ □ □ □ □ □
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framework to my work 
practice 

6. My workplace encourages 
recovery oriented practice 

□ □ □ □ □ □ □

7. I have been able to apply 
knowledge, skills and ideas 
to my work that I have 
developed through my 
studies 

□ □ □ □ □ □ □

8. I feel confident about 
continuing my studies 

□ □ □ □ □ □ □

9. I am finding online study a 
challenge 

□ □ □ □ □ □ □

10. I feel adequately prepared 
to complete assignments 

□ □ □ □ □ □ □

11. I am able to successfully 
participate in online 
tutorials and discussions 

□ □ □ □ □ □ □

12. I am able to manage the 
demands of study alongside 
my other obligations (e.g. 
work, family). 

□ □ □ □ □ □ □

13. I feel adequately supported 
by my workplace to 
complete my studies. 

□ □ □ □ □ □ □

14. I feel adequately supported 
by my family and friends to 
complete my studies. 

□ □ □ □ □ □ □

15. Overall, I feel confident 
about my ability to work in 
the mental health sector. 

□ □ □ □ □ □ □

16. I believe my studies will 
assist my career pathway in 
the mental health sector 

□ □ □ □ □ □ □

17. I am highly motivated to 
complete my studies 

□ □ □ □ □ □ □

18. I would have enrolled in the 
Graduate Certificate/ 
Master of Mental Health 
Practice even if the 
scholarships were not 
available. 

□ □ □ □ □ □ □

Thank you for your participation. 
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9.5 Appendix 5 - T3 questionnaire 

10. Introduction

The School of Human and Social Services, Griffith University would like to invite you to 
continue to take part in the evaluation of the Mental Health Career Scholarships Project. 
This form provides information about the next phase of the evaluation and what is 
involved so that you can make a decision if you would like to participate. 

Please read this information carefully. If you have any questions you can contact Emma 
Foreman on 0438 304 401 or via e-mail on emma.foreman2@griffithuni.edu.au. 

The Mental Health Career Scholarships offered by Griffith University are specifically 
targeted at assisting people who are working, or interested in obtaining work in the 
community mental health sector. The scholarships provided 50% funding to support the 
career development of mental health workers enrolling in the Graduate Certificate in 
Mental Health Practice and Master of Mental Health Practice.  

Scholarship recipients have come from a wide range of professional backgrounds including 
nursing, social work, psychology and community services as well as diverse personal and 
educational experiences. 

The scholarship program was initiated to further develop the non-government mental 
health workforce by encouraging practitioners to develop specialist knowledge and 
advance practice skills to support people with a mental illness or psychiatric disability living 
in the community.  

The scholarship program is an initiative that has been developed and supported by Griffith 
University, the Queensland Government and community-managed mental health support 
services to provide learning and career pathways for mental health workers.  

11. What does participation in this project involve?

Participants were originally invited to take part in an online anonymous questionnaire at 
the commencement of their study and twelve months into your studies. You are now 
being invited to undertake a questionnaire upon at the two year mark, which possibly may 
be the completion of your studies. Each questionnaire is designed to take less than 30 
minutes to complete. 

The reason for asking questions at certain points through your study was to see if your 
experiences of the program and your expectations change and to help us better 
understand your study journey.  

On this questionnaire you will be asked to use a four digit number (the same one that you 
used in the 12 month questionnaire) that only you recognise (Please do not use a bank 
security pin number). We will ask you to use this number (only known to you) on each 
questionnaire so that we can anonymously follow your student journey over time. 

12. What are the possible benefits?

You may or may not benefit directly from your involvement in this evaluation; however 
you may appreciate having the opportunity to express your opinion about the scholarship 
program and the services/support you have received. What you say about the program 
can help to make a difference to the way the program operates in the future and may 
assist in the opportunity being provided to fellow mental health workers. 
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13. What are the possible risks?

There should not be any negative reactions to your involvement in this project. If at any 
time you feel upset or anxious during the questionnaire please contact Emma and she will 
support you to continue or stop as required. 

Additional support or counselling can be obtained from: 

• Lifeline on 13 11 14 or at www.lifeline.org.au
• Your GP can assist or refer you to a psychologist
• Griffith University Counsellors - https://intranet.secure.griffith.edu.au/community-

welfare-recreation/counselling
• Beyond Blue on 1300 22 4636

14. Do I have to take part in this project?

Griffith University welcomes your involvement in this project but your participation is 
voluntary. You do not have to take part and you are free to withdraw at any time 
throughout the project. 

If you decide to withdraw please notify Emma or another member of the research project 
team on 1800 600 687.  

15. What will happen to information about me?

The completed responses will be kept by the research team with a number against the 
response instead of your name. Your responses will remain confidential and will be used 
only for this project. All documents relating to the project will be stored securely in a 
locked filing cabinet and password protected computer. No one, apart from the research 
team will have access to this information. 

Emma will be combining the results of the questionnaires so that no reports or 
presentations will identify you in any way. We will use the combined results to help 
evaluate how well the scholarships support higher learning opportunities for mental health 
workers and attract/retain staff in the mental health sector. 

16. Is my information confidential?

The conduct of this research involves the collection, access and use of some personal 
information. The information collected is confidential and will not be disclosed to third 
parties without your consent, except to meet government, legal or other regulatory 
authority requirements. For further information please consult Griffith University’s Privacy 
Plan at http://www.griffith.edu.au/about-grifith/plans-publications/griffith-university-
privavcy-plan or telephone (07) 3735 5585. 

17. Can I access information kept about me?

Under Australian and Queensland legislation you have the right to access the information 
collected and stored by the research team about you. Please contact a member of the 
research team if you would like to access your information. Please note that the 
questionnaire responses are anonymous and as a result it may be difficult to identify your 
personal responses. 

18. Is this project approved?
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This project has been approved by the Griffith University Human Research Ethics 
Committee. (HSV/11/13/HREC). If you have any concerns or complaints about the ethical 
conduct of this research please contact the Manager, Research Ethics, Griffith University 
on 3735 4375 or by sending an e-mail to research-ethics@griffith.edu.au.  

19. Who can I contact?

If you would like further information concerning this research project or you have 
concerns regarding your involvement you can contact also Professor Amanda Wheeler on 
phone: (07) 3382 1241 or email: a.wheeler@griffith.edu.au. 

----------------------------------------------------------------- 

Participants will now be asked to indicate YES or No whether they provide consent to 
participate in the questionnaire. If they click NO they will be redirected to a page 
thanking them for their involvement and the survey will close. If YES, they will continue 
to the next screen commencing the questionnaire. 

The second screen, after indicating YES, will prompt participants to enter a four digit 
code based on their previous mid-point questionnaire code. The code is generated by 
answering the following  questions: 

1. First letter of your mother’s maiden name?  ___ 
2. Last letter of your surname at birth?  ___ 
3. Last digit of your current postcode?  ___ 
4. Last digit of your year of birth?  ___ 
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Please refer to the guide below when filling out the questionnaire: 

3. Please try to answer all the questions.

4. There are two types of questions in the survey:

a. Choose an answer from a supplied list by selecting the box beside the
item you have chosen.

b. Provide more information in your own words.

If you need to stop during the survey you can save your responses and return to 
complete the survey at a convenient time.  

Thank you for taking the time to complete this questionnaire 

_______________________________________________________________________ 
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SECTION A – Work Details 

1a. What is your current employment status? 

□ Full-time

□ Part-time

□ Casual

□ Volunteer

□ Looking for employment

□ Retired

□ Other
__________________________________________________________________

1b. If answer at 1a. is employed full-time, part-time or casual: Please provide your 
current job title in the space below. 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

1c. If answer at 1a. is employed full-time, part-time or casual: How long have you been 
working in this position? 

□ Less than 12 months

□ 1 to 2 years

□ 3 to 5 years

□ 5 to 10 years

□ 10 years and over

1d. If answer at 1a. is employed full-time, part-time or casual: How long do you intend 
to stay in your current position? 

□ Between 1 and 2 years

□ Between 2 and 4 years

□ Up to 5 years

□ 5 years or more

□ Not sure
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2a. Are you currently working in the community-managed mental health sector? 

□ NO (Go to Question 2e)

□ YES (Go to Question 2b)

2b. How long do you see yourself working in the mental health field? 

□ Between 1 and 2 years

□ Between 2 and 4 years

□ Up to 5 years

□ 5 years or more

□ Not sure

2c. What currently motivates you to work in the community-managed mental health 
sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

2d. What are the reasons that you might leave the community-managed mental health 
sector? (On completion of this question participant will be directed to Question 3.) 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

2e. (Where 2a response is No) What are the reasons that you are not working in the 
community-managed mental health sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

2f. What would motivate you to work in the community-managed mental health 
sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 
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2g. What discourages you from working in the community-managed mental health 
sector? 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

3. What do you anticipate as your next career step?

□ Further professional development or study

□ Undertaking a more senior role

□ Commencing in a management role

□ Advancing current management responsibilities

□ Changing to a new employer

□ Undertaking research

□ Finding or commencing work

□ Other
__________________________________________________________________

156



SECTION B – Education and study 

4a. What program of study did you undertake? 

□ Graduate Certificate: Mental Health Practice

□ Master: Mental Health Practice

4b. Have you completed this program? 

□ Yes

□ No

4c. If you have not completed this program, how many units have you finished? 

__________________________ 

5a. In the past 12 months, what challenges did you experience undertaking higher 
education qualification in mental health? (Please tick as many as apply) 

□ Balancing work/ life and study commitments

□ Maintaining your motivation for study

□ Studying online

□ Managing your time

□ Unsure of expectations with regards to university study

□ Physical and/or mental health issues

□ Other_______________________________________________

5b. In the past 12 months, did you access support when undertaking higher education 
qualification in mental health? (Please tick as many as apply) 

□ Work supervisor

□ Family

□ Past or current students

□ Other work colleagues

□ Griffith course convenors

□ Griffith Support Services

□ Other_______________________________________________

5c. In the past 12 months, what skills helped you most to undertake this qualification 
in mental health? (Please tick as many as apply) 

□ Balancing work/ life and study commitments

□ Managing time and resources
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□ Managing yourself (keeping motivated)

□ Using the online environment

□ Translating knowledge into practice

□ Goal setting

□ Academic skills (researching, writing, critical analysis)

□ Flexibility

□ Other_______________________________________________

6. In the past 12 months, how have your studies impacted on your work practice?
(Please tick as many as apply)

□ Research has been used as evidence to support work practice

□ Introduced new practices/ ideas/ projects

□ Discussions with colleagues

□ Assisted career opportunities

□ Developed study network/ mentors

□ Moved into another mental health position

□ Other_______________________________________________

7a. The most important learning or information I have taken away from the course 
is…? 

_______________________________________________________________________ 

_______________________________________________________________________ 

7b. The least important learning or information I have taken away from the course 
is…? 

_______________________________________________________________________ 

_______________________________________________________________________ 

8. In the past 12 months, how long do you estimate that you are spending on your
studies in an average week?

□ Less than one hour

□ 1-2 hours

□ 3-5 hours

□ 5-10 hours

□ 10 hours or more
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9. Please tick the box that matches how much you agree with the following
statements, regarding the past 12 months.

Strongly 
Disagree 

Disagree Tend to 
Disagree 

Neither 
Agree or 
Disagree 

Tend to 
Agree 

Agree Strongly 
Agree 

1. I enjoyed my studies □ □ □ □ □ □ □
2. I successfully overcame any 

challenges I faced to 
continue my studies 

□ □ □ □ □ □ □

3. I found the course work too 
challenging 

□ □ □ □ □ □ □

4. I have been able to apply 
knowledge, skills and ideas 
to my work that I have 
developed through my 
studies 

□ □ □ □ □ □ □

5. I found online study easy □ □ □ □ □ □ □
6. I felt adequately prepared to 

complete assignments 
□ □ □ □ □ □ □

7. I was able to successfully 
participate in online 
tutorials and discussions 

□ □ □ □ □ □ □

8. I was able to manage the 
demands of study alongside 
my other obligations (e.g. 
work, family). 

□ □ □ □ □ □ □

9. I felt adequately supported 
by my workplace to 
complete my studies. 

□ □ □ □ □ □ □

10. I felt adequately supported 
by my family and friends to 
complete my studies. 

□ □ □ □ □ □ □

11. Overall, I feel confident 
about my ability to work in 
the community-managed 
mental health sector. 

□ □ □ □ □ □ □

12. I believe my studies will 
assist my career pathway in 
the mental health sector 

□ □ □ □ □ □ □

13. I am keen to undertake 
further studies in mental 
health 

□ □ □ □ □ □ □

14. I would have enrolled in the 
Graduate Certificate/ 
Master of Mental Health 
Practice even if the 
scholarships were not 
available. 

□ □ □ □ □ □ □
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15. The scholarship process was 
simple and worked well 

□ □ □ □ □ □ □

16. I would recommend my this 
program of study to a friend 
or work colleague 

□ □ □ □ □ □ □

Thank you for your participation. 
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9.6 Appendix 6 – Scholarship recipient interview guide 

Key Interview Questions: Graduate Certificate in Mental Health Practice and Master of Mental 
Health Practice Scholarship Recipients. 

Rationale: 

The Mental Health Career Scholarships Evaluation will involve tracking 15 scholarship 
recipients as they complete the Graduate Certificate in Mental Health Practice and Master of 
Mental Health Practice. The research team intends to interview up to 4 scholarships recipients 
at the follow intervals: 

a) At commencement of the program;
b) At the completion of Semester One, 2013 (six months after program commencement);
c) At the completion of Semester Two (twelve months after commencement);
d) Upon graduation or exit from the program:

Interview Introduction: 

At the start of the interview the interviewer will: 

a) Ensure that the Consent Form is completed. This should be sent out at least three days
in advance and signed, then scanned and sent back before the interview or handed to
the interviewer at the beginning of the interview.

b) Provide an introductory statement about the interview e.g.

The Mental Health Career Scholarships offered by Griffith University are specifically targeted at 
assisting people who are working, or interested in obtaining work in the community mental 
health sector. The scholarships provided 50 per cent funding to support the career 
development of mental health workers by enrolling in the Graduate Certificate in Mental 
Health Practice and Master of Mental Health Practice. Both programs are delivered in an 
online format. 

Scholarship recipients have come from a wide range of professional and workforce 
backgrounds including nursing, social work, psychology and community services as well as 
diverse personal backgrounds and educational experiences. 

The scholarship program was developed to further develop the non-government mental health 
workforce by encouraging practitioners to develop specialist knowledge and advance practice 
skills to support people with a mental illness or psychiatric disability living in the community.  
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1. Guide for Student Interview Questions – Commencement of Program

(Approximately 30 minutes) 

Interviewee code _____________________ 

1. Commencement  of coursework
• Feelings starting out
• Time management
• Online studies
• Managing other commitments

2. Positive aspects of study
• What is being enjoyed
• Strategies put in place

3. Challenging aspects of study
• Current challenges
• Anticipated challenges
• Strategies/resources

4. Work circumstances
• Current employment
• Support from supervisor
• Work practice
• Career aspirations

5. Other comments on the scholarship program

Interviewer: Please thank the participant 

2. Guide for Interviews - Deferral or Early Withdrawal from the Program

(Approximately 10 minutes) 

Interviewee code _____________________ 

3. Study commencement
• How far into studies
• Positive aspects of study
• Challenges faced
• Reason for deferral/withdrawal
• Future endeavours

4. Feedback on course
• Supports
• Resources
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• Program delivery
• Other

Interviewer: Please thank the participant and wish them well in their future endeavours. 

1. Guide for Interview Questions – Mid-point of Program

(Approx 30 minutes) 

Interviewee code _____________________ 

1. Point in time during study
• Feelings now
• Time management
• Online studies
• Managing other commitments

2. Positive aspects of study
• What is being enjoyed
• Strategies put in place

3. Challenging aspects of study
• Current challenges
• Anticipated challenges
• Strategies/resources

4. Work circumstances
• Current employment
• Support from supervisor
• Work practice and study impact
• Career aspirations/ intentions

5. Other comments on the scholarship program, study and workforce development

Interviewer: Please thank the participant 

2. Guide for Interview Questions – Two year point in Program/ or completion

(Approx 30 minutes) 

Interviewee code _____________________ 

1. Point in time during study
• Feelings now
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• Time management
• Online studies
• Managing other commitments

2. Positive aspects of study
• What is being enjoyed
• Strategies put in place
• What led to your success/completion of two years study

3. Challenging aspects of study
• Challenges faced
• Strategies/resources

4. Work circumstances
• Current employment
• Support from supervisor
• Work practice and study impact
• Career aspirations/ intentions

5. Other comments on the scholarship program, study and workforce development

Interviewer: Please thank the participant 
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9.7 Appendix 7 – Workforce Leaders interview guide 

Key Interview Questions: Interviews with two Community Mental Health Workforce Leaders 

Rationale: 

The Mental Health Career Scholarships project will involve tracking the scholarship recipients 
as they complete the Graduate Certificate in Mental Health Practice and Master of Mental 
Health Practice. The research student intends to interview 2 Community Mental Health 
Workforce Leaders who were involved in the development and establishment of the 
scholarship program. 

Interview Introduction: 

At the start of the interview the interviewer will: 

a) Ensure that the Consent Form is completed. This should be sent out at least three days
in advance and signed, then scanned and sent back before the interview or handed to
the interviewer at the beginning of the interview.

b) Provide an introductory statement about the interview e.g.

The Mental Health Career Scholarships offered by Griffith University are specifically targeted at 
assisting people who are working, or interested in obtaining work in the community mental 
health sector. The scholarships provided 50 per cent funding to support the career 
development of mental health workers by enrolling in the Graduate Certificate in Mental 
Health Practice and Master of Mental Health Practice. Both programs are delivered in an 
online format. 

Scholarship recipients have come from a wide range of professional and workforce 
backgrounds including nursing, social work, psychology and community services as well as 
diverse personal backgrounds and educational experiences. 

The scholarship program was developed to further develop the non-government mental health 
workforce by encouraging practitioners to develop specialist knowledge and advance practice 
skills to support people with a mental illness or psychiatric disability living in the community.  
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Guide for Interview – Community Mental Health Workforce Leader 

(Approximately 30 minutes) 

Interviewee code _____________________ 

1. Confirm involvement in the development and establishment of the Community Mental
Health Career Scholarships initiative.
• Description of Leader’s initial role
• Current involvement in the program

2. Intentions of the scholarships
• What did they hope to achieve
• Impact on the community-managed mental health sector
• Career intentions of scholarship recipients

3. Achievements and challenges of the scholarship initiative
• What benefits have they seen
• What challenges did they anticipate and what challenges have come to fruition
• Long-term hopes for the initiative

4. Community-managed mental health sector
• Current workforce climate
• Exploration of other workforce initiatives
• Professional development of sector workforce

5. Other comments on the scholarship program and workforce initiatives

Interviewer: Please thank the participant 
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9.8 Appendix 8 – Employer interview guide 

Key Interview Questions: Interviews with two workplace supervisors/employers 

Rationale: 

The Mental Health Career Scholarships project will involve tracking the scholarship recipients 
as they complete the Graduate Certificate in Mental Health Practice and Master of Mental 
Health Practice. The research student intends to interview four workplace supervisors that 
have supported scholarship recipients for the Graduate Certificate in Mental Health Practice 
and Master of Mental Health Practice. Scholarship recipients were required to demonstrate 
the support of a workplace supervisor in their scholarship application. 

Interview Introduction: 

At the start of the interview the interviewer will: 

a) Ensure that the Consent Form is completed. This should be sent out at least three days
in advance and signed, then scanned and sent back before the interview or handed to
the interviewer at the beginning of the interview.

b) Provide an introductory statement about the interview e.g.

The Mental Health Career Scholarships offered by Griffith University are specifically targeted at 
assisting people who are working, or interested in obtaining work in the community mental 
health sector. The scholarships provided 50 per cent funding to support the career 
development of mental health workers by enrolling in the Graduate Certificate in Mental 
Health Practice and Master of Mental Health Practice. Both programs are delivered in an 
online format. 

Scholarship recipients have come from a wide range of professional and workforce 
backgrounds including nursing, social work, psychology and community services as well as 
diverse personal backgrounds and educational experiences. 

The scholarship program was developed to further develop the non-government mental health 
workforce by encouraging practitioners to develop specialist knowledge and advance practice 
skills to support people with a mental illness or psychiatric disability living in the community.  
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Guide for Interview – Commencement of Program 

(Approx 30 minutes) 

Interviewee code _____________________ 

1. Confirm support for a scholarship recipient in the Community Mental Health Career
Scholarships initiative.
• Description of supervisor’s initial role
• Current involvement with the student

2. Perceptions of the scholarships
• What did they hope for the scholarship recipient
• What did they hope for the workplace
• Impact on the community-managed mental health sector
• Career intentions of scholarship recipients

3. Achievements and challenges of the scholarship initiative
• What benefits have they seen
• What challenges have they seen
• Is the student implementing their learning in the workplace
• Long-term hopes for the initiative
• What support have they provided to the scholarship recipients
• What would they keep the same
• What would they change

4. Community-managed mental health sector
• Current workforce climate
• Exploration of other workforce initiatives
• Professional development of sector workforce

5. Other comments on the scholarship program and workforce initiatives

Interviewer: Please thank the participant 
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9.9 Appendix 9 – Course convenor interview guide 

Key Interview Questions: Interviews with two Course Convenors 

Rationale: 

The Mental Health Career Scholarships project will involve tracking the scholarship recipients 
as they complete the Graduate Certificate in Mental Health Practice and Master of Mental 
Health Practice. The research student intends to interview the two Griffith University Course 
Convenors for the Graduate Certificate in Mental Health Practice and Master of Mental Health 
Practice. Both convenors have been involved in coordinating the course before the scholarship 
recipients commenced and have support the students through their studies to date. 

Interview Introduction: 

At the start of the interview the interviewer will: 

a) Ensure that the Consent Form is completed. This should be sent out at least three days
in advance and signed, then scanned and sent back before the interview or handed to
the interviewer at the beginning of the interview.

b) Provide an introductory statement about the interview e.g.

The Mental Health Career Scholarships offered by Griffith University are specifically targeted at 
assisting people who are working, or interested in obtaining work in the community mental 
health sector. The scholarships provided 50 per cent funding to support the career 
development of mental health workers by enrolling in the Graduate Certificate in Mental 
Health Practice and Master of Mental Health Practice. Both programs are delivered in an 
online format. 

Scholarship recipients have come from a wide range of professional and workforce 
backgrounds including nursing, social work, psychology and community services as well as 
diverse personal backgrounds and educational experiences. 

The scholarship program was developed to further develop the non-government mental health 
workforce by encouraging practitioners to develop specialist knowledge and advance practice 
skills to support people with a mental illness or psychiatric disability living in the community.  
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Guide for Interview Questions – Course Convenors 

(Approximately 30 minutes) 

Interviewee code _____________________ 

1. Confirm involvement in the development and establishment of the Community Mental
Health Career Scholarships initiative.
• Description of Convenor’s initial role
• Current involvement in the program

2. Intentions of the scholarships
• What did they hope to achieve
• Impact on the community-managed mental health sector
• Career intentions of scholarship recipients

3. Achievements and challenges of the scholarship initiative
• What benefits have they seen
• What challenges did they anticipate and what challenges have come to fruition
• Long-term hopes for the initiative
• What support have they provided to the scholarship recipients
• What would they keep the same
• What would they change
• Have you observed any differences in the candidates for the scholarships compared to

self-funded students?

4. Community-managed mental health sector
• Current workforce climate
• Exploration of other workforce initiatives
• Professional development of sector workforce

5. Other comments on the scholarship program and workforce initiatives

Interviewer: Please thank the participant 
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9.10 Appendix 10 – Ethics committee approval 

3. GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE

10-May-2013

Dear Mrs Foreman 

I write further to the additional information provided in relation 
to the provisional approval granted to your application for ethical 
clearance for your project "NR: Evaluation of the Community Mental 
Health Career Scholarships - Workforce incentives for the community 
mental health sector." (GU Ref No: HSV/11/13/HREC). 

The additional information was considered by Office for Research. 

This is to confirm that this response has addressed the comments 
and concerns of the HREC. 

Consequently, you are authorised to immediately commence this 
research on this basis. 

The standard conditions of approval attached to our previous 
correspondence about this protocol continue to apply. 

Regards 

Ms Kristie Westerlaken 

Policy Officer 

Office for Research 

Bray Centre, Nathan Campus 

Griffith University    
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 GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 

06-Jan-2014

Dear Mrs Foreman 

I write further to your application for a variation to your 
approved protocol "NR: Evaluation of the Community Mental Health 
Career Scholarships - Workforce incentives for the community mental 
health sector." (GU Ref No: HSV/11/13/HREC).  This request has been 
considered by the Office for Research. 

The OR resolved to approve the requested variation: 

To vary the protocol to include: 

1) The submitted interview summaries and questionnaire (delivered
via Lime Survey).

This decision is subject to ratification at the next meeting of the 
HREC.  However, you are authorised to immediately commence the 
revised project on this basis.  I will only contact you again about 
this matter if the HREC raises any additional questions or comments 
about this variation. 

Regards 

Dr Kristie Westerlaken 

Policy Officer 

Office for Research 

Bray Centre, Nathan Campus 

Griffith University 
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4. GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE

21-Oct-2014

Dear Mrs Foreman 

I write further to your application for a variation to your 
approved protocol "NR: Evaluation of the Community Mental Health 
Career Scholarships - Workforce incentives for the community mental 
health sector." (GU Ref No: HSV/11/13/HREC). 

The OR resolved to issue conditional approval to the requested 
variation: 

Requested variation to add a final questionnaire for the 
scholarship students to be completed at the 2 year mark or on 
completion of their program. This will distributed via LimeSurvey©, 
like the first two questionnaires. 

HREC Comment: 

As per section 7.13 of Booklet 22 of the Griffith University 
Research Ethics Manual, please ensure the informed consent 
materials include the standard reference to the independent contact 
for concerns or complaints about the ethical conduct of the 
research as the Manager, Research Ethics, Griffith University on 
3735 4375 or research-ethics@griffith.edu.au 

Regards 

Dr Kristie Westerlaken 

Policy Officer 

Office for Research 

Bray Centre, Nathan Campus 

Griffith University 
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