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Mental Health in the ACT

1. Introduction

Mentd hedth is of condderable importance to the community. Estimates show that between
one-in-four and one-in-five individuds, and a least one in ten children and adolescentsin
Augrdiawill be affected by a mentd hedth problem or mentd disorder a some point in
ther lives to a degree which interferes with ther lives.* Mentd illness aso lays congderable
emotiond, financid and socid burdens on families associated with sufferers. Asaresult,
mental hedlth is one of the mgor hedlth priority areas both nationaly and for the ACT.

Menta hedth reform in Audrdiais being driven by the Nationa Mental Hedlth Strategy,
whichinthe ACT, is complemented by ACT Strategic Plans. These drategies target the
needs of people with serious menta illness, snce they are the group in greatest need, but do
not ignore the needs of people with less serious mentd illness or amentd dysfunction.

1.1 Purpose of this publication

This publication amsto give as detailed an analyss as possble, given available data, on the
profile of menta hedlth in the ACT and how it comparesto Audrdiaasawhole. Thiswill
provide planners and interested bodies with information on which to base priorities for
interventions to improve both current and future servicesin the ACT.

The issue of suicide was considered in the publication Health Series No. 2 (The
Epidemiology of Injury in the ACT), but since many suicides are caused by or are
associated with, mental illness, the issue is dso discussed in this publication.

Data used in the publication rely heavily on nationd collections and the ACT Hospitd
Morbidity Data Collection The emerging results of the Mental Health Services Occassions
of Service Counting and Reporting data collection and the release of data next year from the
soon to be administered National Menta Health Survey will enrichen current knowledge on
both nationd and ACT incidence of mentd illness,(refer section 2.5)

1.2 Definitions

Thereis no agreed definition of severe mentd illness athough the US Nationa Advisory
Mental Health Council version asreported in the First National Menta Hedlth Report.? can
be used asaguide: it is ‘defined through diagnosis, disability and duration and includes
disorderswith psychiatric symptoms such as schizophrenia, autism, major depression,
panic disorder and obsessive compulsive disorder’. With regard to mentd illness
generdly, thereis even less agreement asto adefinition. For the purpose of this publication,
the Canadian Department of Nationa Hedth and Wdfare' s definition of menta hedth is
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used’: Mental health is the capacity of the individual, the group and the environment
to interact with one another in ways that promote subjective well-being, the optimal
development and use of mental abilities (cognitive, affective and relational), the
achievement of individual and collective goals consistent with justice and the
attainment and preservation of conditions of fundamental equality. Menta hedth
problems such as ‘nerves and ‘tenson’ which are detailed in the Nationa Hedlth Surveys,
are not generaly defined as mentd illness athough they may, a some stage, be precursors
to more serious problems. Within this publication the two terms mentd illness and menta
disorders are used as generd terms which are interchangesble athough they are
differentiated between in clinicd aress

For the purpose of this publication, disahilities and handicaps, are long-term results of
mental illness which impact on the quality of life of the person affected. (refer Section
7, Glossary for levels of disability). It isimportant to note that al people with disabilities are
not necessarily handicapped. A person with a handicap is defined as one whose disability
limits to some degree, their ability to perform certain tasks such as self-care, mobility, verba
communication, schooling and employment.

1.3 National Mental Health Strategy

The Nationa Menta Hedlth Strategy was developed and endorsed by al State, territory and
Commonwedth governmentsin response to an agreed Nationd Menta Hedlth Policy. Its
ams and activities include the provison of funds for innovative projects of nationd
ggnificance, an exploration of ways to improve the menta hedth workforce and conditions
of service, development of a consistent approach to data and performance, development of
consgtent mentd hedth legidation across Audraia, promotion of positive community
attitudes towards mentd illness, development of high qudity linkages between menta hedth
sarvices and other human services, and the provision of quaity menta hedth servicesto
specia needs groups such as Aborigina and Torres Strait Idanders and people from
culturdly and linguiticdly diverse backgrounds. The ACT Mentd Hedlth Strategy is
consstent with the nationd Strategy.

1.4 ACT Strategic Plan for Mental Health Services

This plan was developed after extengve consultation with staff and the community. It sets
the direction for an improved mental health service for the people of Canberrafor the years
1993 through to 1998 and allows for annual updates to ensure relevance of focus to take
account of changing needs. It was developed within the priorities and requirements of the
Nationa Mental Hedlth Policy and Strategy.

The ams of the Plan are to contribute to improving the socia and emotiond well-being of
the ACT and regiond community by reducing the severity of moderate to severe psychiatric
and emotional/behavioura disturbances and the effects on individuds, families and the wider
community. Thisis being achieved through the utilisation of multi-disciplinary teams (based
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on the case management approach) and early intervention and continuity of care leading to
the rehabilitation of dlients within maingtream sarvices.

The Plan outlines objectives and strategies regarding the following issues:

Mainstreaming of services

Integration

Intersectoral linkages

Service development and micro-economic reform
Legislation

Monitoring, service standards, data and performance indicators
Consumer rights and consultation

Special needs groups

Role of carers and advocates

Financial accountability

Evaluation

Research

QO D D O D D D D D

Refer Section 6.3 for details of activities of ACT Mentd Health Services.

1.5 The cost of mental illness

People with disabilities causad by mentd illness have varying problems with daily living,
depending on the nature and severity of ther disability, and the avallability of appropriate
sarvicesto asss them. Ther disability may limit participation into the mainstream education
system or workforce, and/or recreation and sporting activities, and may impact on lifestyle
opportunities and financid security. Many people with disabilities caused by mentd illness
however, do not experience any, or only minor limitations to daily living activities®

The economic cost (direct hedlth service costs) of menta hedth is compared with other
disease groupsin Table 1. The disease costings provide a different perspective on the
burden of disease from population morbidity and mortdity indicators, namely the economic
burden caused by illness and premature desth. The disease groups, including mental hedlth,
which represent long-term illness rather than fatal illness rank highly in terms of direct codts.
Moreover, if the expenditure of psychiatric hospitals were to be added into the mental
disorders, menta hedlth direct costs would rank third behind digestive disorders and
circulatory disorders® There are no psychiatric hospitalsin the ACT.
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Table 1: Estimated cost of diseases, | CD-9 chapter & sector of expenditure, 1989-
90 ($million)

Direct Costs

| CD-9 chapter Hospitals® Nursing Medica Pharma- Allied Total  Indirect Total

homes ceutical  professs  direct costs costs
ionals Costs

Infectious 123 1 179 128 23 464 180 644
Neoplasms 798 121 109 20 1 1060 1544 2604
Endocrine 122 46 134 63 46 416 267 683
Blood 82 14 26 20 2 143 28 172
Mental 926 423 226 169 82 1826 402 2228
Nervous 339 215 233 173 86 1045 273 1318
Circulatory 1140 530 296 410 37 2414 1300 3713
Respiratory 474 % 429 529 58 1587 644 2231
Digestive 918 86 147 105 ®1386 2643 519 3162
Genitourinary 612 49 223 11 24 1019 297 1316
Complic. preg. 480 1 21 3 2 506 311 817
Sin 186 41 157 163 A 582 129 710
Muscul oskel eta 588 101 305 236 193 1422 335 1756
I
Congenital 100 4 10 2 - 116 66 182
Perinatal 93 - 1 - - 9% - 95
[l-defined 397 89 237 73 a4 840 219 1059
Injury 858 263 260 100 157 1638 2769 4407
V codes 673 229 327 144 70 1444 316 1759
All diseases 8910 2318 3320 2454 2257 19260 9599 28856

(a) Hospitals comprise public and private hospitals. Public psychiatric data are included in ‘Mental’.
(b) Allied professional services include dental services, which are included with diseases of the mouth in diseases of the
digestive
system.
Source: Australian Institute of Health and Welfare, DCIS project.

The Nationad Mental Health Report states that the ACT has a higher proportion of spending
on resources for community menta hedlth services than other sates and territory. In 1994-
95, it spent $30 per capita on community mental health residentid services compared to the
nationd average of $21. On the other hand, despite an increase in funding, in terms of total
per capita spending on menta hedth, the ACT rates sixth with an expenditure of $52 per
capita compared to the nationa average of $58.7

= =3
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2. Morbidity

Morbidity data describesthe leve of disease in the community. Often hospital morbidity
data and surveys are used as estimates of disease prevaence in the community. Recent,
accurate data describing the true level of mentd illnessin Audtrdiaare not currently
avalable. However, when the results from the National Survey of Mental Hedlth and
Widlbeing 1997 and the 1995 Nationd Health Survey become available, these will provide
agood esimate of the level of illnessfor anumber of menta disorders and illnessesin the
community.

As mentioned in the introduction a substantial number of people suffer from mentd illnessto
alevd which interfereswith their lives. A report commissioned for the Nationd Menta
Hedth Strategy estimated that the prevaence of serious mentd illness each year was about
3 per cent of Audrdians. Only about haf of these are receiving treatment from ether
public mental hedlth services, private psychiatrists or generd practitioners® Over haf of
them arefemae. Thisis particularly so for depresson, anxiety states and somatization
disorders, whereas maes predominate for substance abuse disorders and antisocid
personality disorder®. (Asdiscussed later, maes predominate in suicide).

2.1 Survey of Disability, Ageing and Carers 1993

This survey was the third in a series conducted by the Austrdian Bureau of Statigtics (ABS).
It provides estimates of the numbers and main characterigtics of persons with disabilities
and/or handicaps, examines profiles of persons aged 60 years or more, and carers. It was
conducted in private and specid dwellings, and establishments such as hospitals, hogtels,
retirement villages and nursng homes.

Mentdl disorders were defined in two categories in the Survey: senile and other psychosis,
and ‘other mentd disorders which includes mentd retardation, mental degeneration due to
brain damage, dow learning and specific delays in development, neurotic disorders,
personality disorders and other non-psychotic mental disorders. A person was identified as
having a disability if they had one or more of agroup of selected limitations, restrictions or
impairments which had lasted, or would be likely to lat, for six months or more. A person
was identified as having a handicap if they had limitations in performing one or more sdlected
tasks of daily living. Children aged less than 5 years with a disability were deemed to dll
have a handicap, but the area and severity of that handicap was not determined.

Results rdating to mentd ilinessfollow:

Inthe ACT, maes represented over half of dl cases of mentaly disabling disorders
reported, but under haf the cases of physicaly disabling conditions (refer Figure 1).
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Figure 1: Disabling conditions by sex, ACT, 1993

mentaly disabling disorders

physically dissbling conditions

female
40%

male
60%

female
52%

male
48%

Source: ABS, Disability, Ageing and Carers Survey 1993, Cat No. 4432.0

The following table shows the estimated number of males and femadesin the ACT with
mental disorders which have resulted in disability:

Table 2: Type of main mental disabling condition, number by age, by sex, ACT,

1993

Type of main Age Group (years)

disabling condition 0-14 15-24 2534 3544 4554 5564 6574 75+ Total
MALES

Mental psychoses **100 **100 **0 **0  **100 **0 **0 **0 *400

Other disorders 1500 *700 *300 *400 **0  **200 ** o **%100 3100

Total 1600 *700 *400 *400 **100 **200 **0  **100 3500
FEMALES

Mental psychoses **100 *x **0  **100 **100 **0 **0 **100 *400

Other disorders **200 **300 **200 *400  *500 **200 **100 **0 1900

Total **200 **300 **200 *500  *500 **300 **100 **200 2300
PERSONS

Mental psychoses **100 **100 **100 **100 **100 **0 **0 **200 *800

Other disorders 1700  *900  *600 *800  *500 *400 **100 **100 500

Total 1800 1000  *600 *900  *600 *400 **100 **200 5800

** Data subject to high relative standard error.

Source: ABS, Disability, Ageing and Carers, Australia, 1993, Cat. No. 4430.0

* Subject to sampling variability between 25% and 50%

Data presented above should be trested with the utmost caution, Snce numbers are so small
and are subject to high stlandard error. They should be treated as an indication only.

Of the people with a disabling condition caused by a mentd disorder, 21 per cent had

profound disabilities. (16 per cent of males and 31 per cent of femaes with a disabling

condition of menta disorder had profound disabilities) (refer Glossary for levels of

disability).
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The breakdown of reported prevaence rates by age group for mentaly disabling conditions
shows the peaks and profiles for maes and females:

Figure 2. Disabling conditions, mental disorders, rate by sex, ACT & Australia,
1993(a)

Males Females
90 T @ .
BACT @ Australia 90 + ACT Australia
80 T
80 T
70 T
o 70 T
S 60T o
=] g 60T
— B0t -
5 - o7
()
% 40 T Q 40 T
}—5' ()
o 30 T 5 30 +
20 T 20 +
0T 0T
0+ 0
Age groups Age groups

(a) subject to high sampling variability, treat with caution.
Source: ABS, Disability, Ageing and Carers Survey 1993, Cat No. 4432.0

It isinteresting to note the different age profiles for males and females (refer Figure 2
above). Malerates peak a avery young age, drop dramatically at age 15 years, dthough
gill higher than femaes, and return to a peak at age 55 and onwards. Femaes on the other
hand, peak between 55 and 64 years (ACT) and a 75+ years (Audtraia), with high ratesin
al older age categories.

One explanation for the high proportion of mae incidence at the youngest age range may be
that older males may not disclose mentd disorders readily, thus skewing the proportions.
Femaes may be more likdly to be frank about their disorders. In any event, the Austrdian
Bureau of Statigtics is testing modifications to the questionnaire for the next survey, to try
and remove any impediments to disclosure (eg. questions posed in different ways, more
related questions which could uncover any disorders or conditions without threstening the
respondents). It will be important to monitor results of future surveys, especialy for
prevalence rates of males aged 0-14 years and femaes aged 55-64 in the ACT.

The stlandardised rate for menta disorders (Standardised to the Austraian population in
March 1993) in the ACT was 2.3 per 1,000 males, 1.7 per 1,000 femalesand 1.9 per
1,000 persons. This compares to an Australian rate of 2.0 per 1,000 persons.

2.2 National Health Surveys

In the 1989-90 Nationa Hedth Survey (refer 10.4) an estimated 4,800 people salf-
reported as having long-term mentdl disordersin the ACT. Although, adjustment for age
and sex showed the ACT to have adightly higher rate of disorder, thiswas not sgnificantly
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different to the Austraian average (age-sex standardised ratio was 106.6). However, when
looking at age-standardised percentages for pecific gender and age groups femaesin the
0-14 age range (ACT 3.1%, Audtrdia 0.8%) were significantly different to the Audtrdian
population. Maesin the 15-24 agerange (ACT 5.0%, Australia 1.5%) are higher than the
Audtrdian population, however the sample was too smdl to deduce sgnificance® Since
these are the crucid years for education and vocationd training, mentd illness during this
period has a huge impact on employment and lifestyle possibilities and consequently, the
Stuation needs careful monitoring and possibly, intervention.

Mg or recent conditions reported nationally were nerves, tension, nervousness or emotional
problems (52.7% of dl people sdlf-reporting menta disorders, comprising 40.6% maes and
59.5% femaes), depression (15.3% comprising 36.1% males and 64.1% females) and
psychoses (8.4% comprising 52.5% maes and 47.5% femaes). The highest percentage of
psychoses occurred in the 25-44 age range and depression peaked in the 46-64 age range.

The preliminary results of the 1995 National Hedlth Survey have recently been released
alowing a more current and accurate assessment of sdf-reported mentd disordersin the
ACT and Audrdia. Full resultswill be released shortly.

Of those ACT people reporting recent conditions in 1995 an estimated 5,700 people
(1.9%) reported suffering from nerves, tenson, nervousness or emotiond problems. This
equatesto arate of 16.4 per 1,000 people for males (Austrdian mae rate is 15.9), 21.2 per
1,000 for femaes (Audtrdian femderate is 24.8), and 18.8 per 1,000 persons (Austrdian
rateis 20.4). These ACT rates are Smilar to those of the previous survey.

One st of quegtions in the Survey (based on the SF-36 form) related to respondents
perceptions of their health related qudity of life. Scores were between 0 and 100 with
higher scores denoting better state of hedth. Table 3shows that mean scoresin dl
categories except menta hedth decreased with age. Thiswas particularly so with the
category of physica functioning. Maes had higher total scores than femaes with the
exception of generd hedth (mdes 72.2, femdes 73.4). As people aged, their mental health
scoresimproved. It isinteresting to note that ACT mean scores were dightly better than
nationa scores, with the exceptions of role limitations (emotiond) which wasidenticd, and
menta hedlth which was dightly lower (but not datigtically sgnificantly lower) than the
national score.
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Table 3: General health & wellbeing mean scor es, per sons aged 18 yrsor more, by
category, by age, by sex, ACT, 1995

Age groups
Category 18-24 25-44 4564 65-74 75+ Total
Physical functioning 90.5 90.0 83.8 68.8 54.1 86.1
Rolelimitations: physical 85.3 836 815 717 59.6 820
Bodily pain 76.7 779 76.7 736 706 76.9
Genera health 730 74.6 720 65.6 65.2 72.8
Vitality 65.5 64.3 65.2 67.5 59.5 64.8
Social functioning 84.9 85.6 85.0 874 80.8 85.3
Role limitations: emotional 80.8 838 84.0 838 67.7 829
Mental health 74.3 75.1 75.5 79.9 78.6 75.5

Source: National Health Survey, First Results, ACT tabulations, 1995, Catalogue No. 4392.0

2.3 ACT Quality of Life Surveys

The Qudity of Life Project™ is a collaborative project between the Epidemiology Unit in the
Department of Health and Community Care and the Nationa Centre for Cultural Heritage at
the University of Canberra. It has operated for two years and to date, has surveyed
randomly selected ACT people, asking them to rate their hedth-related qudlity of life usng
the Medica Outcomes Study’ s Short Form 36 (SF-36).

Results from the project show that within the ACT population there are some interesting
findings with regard to the mental health score.

Older people (65+) are Sgnificantly more likely to have good menta hedlth than those in
the younger adult population (18-44 and 45-65 yrs).

Women tend to score lower (poorer hedlth) than men for scales sgnificantly related to
menta hedth. The exception is generd hedth with women scoring better than men.
These results follow the pattern for the general Australian population.

Workers who are full-time have higher significant mean scores than part-time workers for
menta hedlth scdes. In fact, usng multivariate andyses, employment status had the
strongest influence on the menta hedth dimension.

Those who were married or de facto and who had children were likely to have worse
menta hedth than those who were married or de facto without children or who were
sngle without children.

Interestingly, al scales except the menta hedth measure were sgnificantly associated
with disgbility gatus.

These results give basdline data for the overdl ACT population and will assst policy makers
and planners to target groups within the population in order to achieve better hedlth
outcomes for those in particular need.
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2.4 Canberra Interview for the Elderly

The NH&MRC Socid Psychiatry Research Unit (now the NHMRC Psychiatric
Epidemiology Research Centre) a the Audtrdian National University conducted a
prospective longitudina study of the ACT ederly population to endeavour to estimeate the
prevaence of both depressive disorders and dementia by internationd criteria?. There were
945 people in the community and 43 in indtitutions who were interviewed from October
1990 to June 1991 to a point where the diagnostic algorithms could be applied.

The study results as outlined in Table 4 showed that the proportion of cases with depressve
disorders were consastently higher in persons living in nurang homes or sheltered
accommodation for older people, than in the community. While the proportion of cases has
been found to be only 3.3 per cent in the total sample (0.6 standard error), it was found that
many respondents had depressve symptoms. Fewer than athird of the sample had no
symptoms. Therewas ahigher level of symptomsin femaes than maes.

Table 4: Population prevalence estimates (%) for ICD-10 & DSM-111-R
depressivedisordersin Canberra elderly, 1991-92

Depressive  Community residents Institutional residents Total population aged 70+
episode

ICD-10 maes females total males females total maes femdes  total
mild 15 20 18 25 4.7 4.1 1.6 23 20
moderate 0.6 13 10 23 32 3.0 0.7 1.6 12
severe 0.0 0.2 0.1 0.0 0.0 0.0 0.0 0.2 0.1
Total 21 35 29 41 72 6.4 22 39 33
DSM-I11-R

major 0.2 0.6 04 32 7.4 6.3 0.4 15 1.0

Source: NH& MRC Social Psychiatry Research Unit, Australian National University, 1992

It was concluded from the study that the elderly in the community probably do not carry
higher rates for depressive disorders as defined by diagnogtic criteriaand at the severity
encountered in psychiatric clinics than other age groups, but they do experience substantia
levels of depressve symptoms

2.5 National Survey of Mental Health and Wellbeing

Sincethereis currently little data on the prevaence of mentd illnessin Audtrdia, the Nationd
Survey of Mentd Hedlth and Wellbeing (NSMHW) under the auspices of the Nationa
Mentd Hedth Strategy, will be conducted in mid 1997. The Audrdian Bureau of Statistics
(ABS) has been commissioned to conduct the survey in conjunction with a number of
university based academic consortiums throughout Augtrdia

It is expected that the survey will give a profile of mentd illness and therefore, abasic profile
of morbidity caused by mentd illnessin the community by collecting the following
information:
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information on menta health needs both met and unmet;

estimates on how many Audrdians have amentd illness or associated disability, (ie,
determine the prevaence rates of mentd disorders and the disability associated with such
disorders); and

esimates of patternsin the use of menta hedlth services.

In order to obtain this information the NSMHW will use three survey vehicles asfollows.

an adult household survey;
a child and adolescent household survey; and
a catchment area study of low prevaence (psychoss) disorders.

The originaly planned ACT sample of about 250 will be increased to approximately 600
households. Thiswill give asample of sufficient Szeto enablethe ACT to look at the profile
of prevalence of mentd disordersinthe ACT. Asaconsequence, the ACT will not be able
to participate in the child and adolescent household survey. The ACT Department of Hedlth
and Community Careis however, providing funding to the Socid Psychiatry Research Unit,
Audraian and Nationd Universty for asurvey, Smilar to that of the low prevaence study,
for ACT resdentsonly. Asthe survey instrument has been used in other countries,
comparisons will be possble a both anationa and internationd leve.

=%
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3. Service Utilisation

As hospital separation data primarily describe trestment of those with acute or chronic
disease they do not fully describe the pattern of mental disorders and disease within the
community. Infact, it has been recognised that caution needs to be gpplied when using
hospital service utilisation as a proxy to plan resource alocation without examining the
gppropriateness for the conditions being studied.> Data collected from the Nationa Survey
of Mental Hedlth and Wellbeing 1997 (Refer Section 2.5) will alow examination of disease
prevaence in conjunction with sarvice utilisation. Thiswill further asss in the undergtanding
and planning of menta hedth services.

3.1 The ACT Hospital Morbidity Data Collection

Hospital separations data are collected routingly from the four ACT hospitas (The Canberra
Hospitd, Cavary Public, Cavary Private, John James Memorid Private). The following
description is based on ACT separations classfied as menta disorders under the ICD9
chapter on mental disorders and those classified as suicides under the ICD9 externd injury
codesfor suicide. Given that The Canberra Hospital services the South-East Region, there
is a congderable cross-border flow between the ACT and other states. In the case of
menta disorders, interstate patients account for gpproximately 13 per cent of separations.
Thisis substantidly lower than the percentage for the tota interstate separations for al
causes (18%).

The ACT Hospitd Morbidity Data Collection is data on patients admitted to ACT hospitals.
It does not include emergency or outpatient clinic data.

3.1.1 ACT hospital inpatient separations for mental disorders

In 1994-1995 there were 1,492 (694 males, 798 femaes) ACT hospital separations with a
principa diagnoses of amenta disorder. These accounted for 2% of al hospital separations
(refer Figure 3). The mgority of these services were provided by public hospitals (97.2%).
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Figure 3: Hospital inpatient separationswith a principal diagnoses for mental
disorders & other causes, ACT, 1994-95
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Unlike cardiovascular disease (mean age 62) and cancer ( mean age 55), where service
utilisation increases with age, mentd illness has a substantia proportion of younger
individuas (mean age 39) utilisng services. Thisisreflected in the age and gender
breakdown of hospital separations of mental disorders for 1994-95 (refer Figure 4).

Figure4: ACT hospital inpatient separationswith a principal diagnosesfor mental
disorders, by age, by sex, 1994-95
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The two mgjor categories of mental illness for hospitalisation are psychoses; and neuratic,
persondity and other non-psychotic disorders. The make-up of these sub-groupsis given
below. (refer Figure5).
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Figure5: Breakdown of ACT hospital separationswith a principal diagnoses for
mental disorders, 1994-95
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There were 9 (7 mdes, 2 femaes) separations due to mental disorders identified as
Aboriginal or Torres Strait ISlanders. Thiswas 0.6 per cent of separations for mental
disorders. This approximately equates to the proportion of Aborigind and Torres Strait
Idanders living within the ACT community, sSince 1991 Census data showed that 0.6 per
cent of the ACT population were Aborigind or Torres Strait Idanders.

Of ACT hospita separationsin 1994-95, those separated due to menta disorders showed
no sgnificant differences with their country of birth profile compared with those separated
due to other diseases.

Figure6: ACT hospital inpatient separations (%), principal diagnosesfor mental
disordersand other diseases, by country of birth, 1994-95
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Of ACT hospital separations in 1994-95, those separated due to mental disorders had a
different marital status profile to those separated with other diseases. A breakdown of
hospitdl separations by marital status for mental disorders and other diseasesis givenin
Figure 7. Further anaysis was used in order to remove the effects of age and sex. (refer to
9.4 for methodology). The results showed that those separated with mental disorders are
lesslikely to be married, (b=-1.0433, p<0.0001) de facto (b=-0.3712, p<0.05) and
widowed (b=-0.4380, p<0.0001) however, were more likely to be divorced (b=0.4143,
p<0.0001) and separated (b=0.5858, p<0.0001) than those separated with other diseases.

Figure7: ACT hospital inpatient separations (%), principal diagnosis for mental
disordersand other diseases, by marital status, 1994-95
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The following table shows that there were at least 211 (19.1%) individuals who were
separated with mentd disorders more than once during the 1994-1995 period. (refer to
Section 10, datalimitations). However, thisis only within a one year period. The number of
re-admissions for those experiencing menta disorders shows the chronic nature of the iliness
for ahigh number of individuds.
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Table5: No. of separations per individual for principal diagnoss of mental
disorders, ACT, 1994-95

No. of separations per individual (a) No. of Individuals Total Separations
1 894 84
2 138 276
3 40 120
4 19 76
5 7 35
6 3 18
8 2 16
24 1 24
33 1 33
Total 1105 1492

(a) Individuals are identified within hospitals, not between hospitals
Source: ACT Hospital Morbidity Data Collection 1994-95

3.1.2 Secondary diagnosis for mental disorders

In 1994-95, in addition to those ACT hospital separations with mental disordersasa
principa diagnoses, there were 1,241 separations with a secondary diagnoses of a mentd
disorder (refer Table 6). The principal diagnoses groups for these separations were injury
and poisoning (32%), digestive system (14%) and circulatory diseases (11%). Infact, itis
interesting to note that 16 percent of these separations have a more specific primary
diagnoses of poisoning by drugs, medicind and biologica substance abuse.  (refer to
section 5.4 for adiscussion on Co-occurring addictive and mentd disorders).

Wheress, the mgjority of separations of those with mental disorders as a principal diagnoses
were attributable to psychoses, more than haf of secondary menta conditions are neuratic,
persondlity and other non-psychotic disorders.
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Table6: Principal diagnosesfor ACT hospital inpatient separationswith a
secondary diagnoses of mental disorders

Principal Diagnoses Separations

Infectious/paragitic 11
Neoplasms 55
Endocrine/immunity disorders 35
Blood/blood-forming organs 10
Nervous syst/sense organs 0
Circulatory system 132
Respiratory system 79
Digestive system 171
Genitourinary system 37
Complications of pregnancy, etc 32

Skin/subcutaneous tissue 24
Musculoskeletal system 46
Congenita anomalies 0
Conditions origin in perinatal period 0
Signg/symptomg/ill-defined conditions 84

Injury/poisoning(a) 395
Supplementary classifications 40
Total 2733

(a) Includes poisoning by drugs, medicinal and biological substance abuse.
Source: ACT Hospital Morbidity Data Collection 1994-95

3.1.3 Specific mental disorders

There are specific groups of menta disorders that are of interest. The breakdown of these
groupsis summarised in Figure 8.

17 Mentd Hedthinthe ACT



Figure 8. Estimated number of ACT hospital separations and total length of stay

(TLOS) for sdlected principal diagnosis of mental disorders, ACT 1994-95
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Schizophrenia

Schizophrenia characteristically appears in late adolescence and early adult life but, may aso
appear later. Some patients' illnesses become more difficult over time athough, others
recover subgtantialy.

There were 379 ACT hospita separations due to schizophrenia, with 230 maes and 149
femaes, in 1994-95. Their average length of stay (ALOS) was 14.2 days. The mgority of
these separations were in the 5-54 year age groups (94%).

Affective psychoses

Affective psychoses includes manic depressive, mgjor depressive and bi-polar disorders and
neurotic disorders. In 1994-95 there were 360 hospital separations due to affective
psychosis. Of these, there were 126 males and 234 femaes with an overal ALOS of 17.1
days. The mgjority were in the 14-64 year age groups (90%).

Neurotic disorders

Neurotic disorders include those with anxiety states, panic disorder, phobias and
obsessive-compulsive disorders. One of the difficulties with those suffering neurotic
disordersisthat their disorder is often chronic, they do not present for care and their
disorder may not be recognised. In addition, they often seek consultation for physica
conditions rather than for their illness. Asaresult the numbers being correctly diagnosed
and utilisng appropriate services may be under-reported.”

There were 113 ACT hospital separations due to neurotic disordersin 1994-95. Of those,
55 were males and 58 were femaes. Once again the number of cases decreases as age
increases. However, the most interesting characteritic of this group is that the overal
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ALOS isonly 8.3 days, afar lower length of Say to the other groups of interest.  This
implies that those presenting with neurctic disorders have less savere needs than those
presenting with the other diagnoses of interest.

Dementia

There were only 52 hospital separations for dementiain 1994-95. The mgjority of these
were for people 75 plus years (78%). This group had the highest percentage of separations
due to mentd disorders over 75 years. This group also had the longest length of stay (19.1
days) for specific mentd disorders. Given the age group and the nature of dementia (refer
Section 5.2) one would expect this group to be more resource intensive and therefore to
have a higher length of gtay. In addition, they often wait in hospital for placement into other
care.

3.1.4 Hospital length of stay for mental disorders

Length of gay in hospitd is generdly ameasure of acuity of illness, however for those with
menta disorders it can aso reflect socid difficulties. Mental disorders accounted for the
highest average length of stay (ALOS) of dl conditions, dthough the number of separations
isvery smal by comparison to the separations of other causes (refer Figure 3 and Figure 9).
As areault, athough the proportion of separations caused by mentd illnesswas only 2 per
cent, the total days spent in hospital was 6 per cent of dl hospital days.

Figure9: Total days (%) spent in hospital for mental disordersand other causes,
ACT, 1994-95
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Those separations diagnosed with psychoses had an ALOS of 15.1 days in comparison to
9.4 days for those diagnosed with neurotic, persondity & other nonpsychotic disorders .
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This means that those diagnosed with psychoses utilised more services in proportion to their
separations (Refer to Figure 5 and Figure 10). The breakdown of the total days spent in
hospitd by patients who had mentd disordersis given below:

Figure10: Breakdown of ACT hospital separationstotal days length of stay for
mental disorders, 1994-95
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3.1.5 Hospital separations for suicide attempts

Although a suicide atempt may be the result of mentd illness or mentd disorders it may aso
be areaction to extreme circumstances. Hospital diagnoses may not therefore be related to
mentd disorders. However, given that mental hedlth services are often required in terms of
prevention and/or trestment, a description of the utilisation of hospita servicesfor people
admitted as aresult of sdf inflicted injury is given below.

Sdf inflicted injury accounted for only 0.4 per cent of ACT hospitdl separationsin 1994-95.
However, many of those who atempt suicide or suffer slf-inflicted injuries do not seek
medica attention, or are treated in emergency departments or by GPs without being
admitted to hogpitd. Data on people who receive medica treatment without admission to
hospitd are not currently available. Therefore the hospita separations deta inevitably
underestimates morbidity due to these causes.

In 1994-95 there were 301 hospital separations for the category of externa causes of injury
and poisoning (suicide and sdf inflicted injury) inthe ACT (112 mdes, 189 femdes). Two
of these separations ended with the deaths of patients, both of whom were mae. Sdf-
inflicted injury for males and femaes accounted for 3 and 7 per cent of hospita separations
dueto injury, respectively. (refer Figure 11). This partly reflects the fact that maestend to
use more lethd methods to attempt suicide and are more likely to die before recelving
medica trestment. Maes are aso more prone to injury from other causes (refer Table 7,
section 3.1.5). Femdes, while less prone to injury from other causes, attempt suicide as
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often as maes, but tend to use less effective suicide methods, and are therefore more likely

to survive and receive treatment.

Figure11: Breakdown of ACT hospital separationsfor external causesof injury

and poisoning, by sex, 1994-95
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The most commonly used method of attempted suicide in hospital separationsin

1994-95 was ingestion of medicina and other drugs. For males these methods accounted
for 74.2 per cent of separations, and for females 89.4 per cent of separations. Within this
category the most commonly used drugs for both sexes were tranquillisers and other
psychotropic drugs (38.4 per cent of males, 45.0 per cent of females). However, thereis
no data available on how many of those admitted had overdosed on drugs prescribed to
them for treetment of existing mentd (or other) disorders. Given the evidence that ahigh
proportion of those who commit suicide dso suffer from mentd disorders, the prominence
of these drugs in suicide attempts may reflect their easy accessihility® and excessve use
(refer 5.4). The next most common drug type used in overdoses resulting in hospital
admission were anagesics, antipyretics and antirheumatics. Many of these drugs, such as
Paracetamol, are available without prescription and are therefore easily obtained. After
drug overdose the next most frequent method resulting in admission to hospita for both
sexes was the use of cutting and piercing instruments (11.6 percent of males, 5.8 per cent
femaes).

No one was admitted to hospitd after salf-inflicted gunshot woundsin 1994-95. In the
caender year 1995 however, there were two degths by sdlf inflicted gunshot wounds, (2
males, aged between 35 and 55).
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3.1.6 Suicide and length of stay

The length of stay for an externd cause of injury gives some indication of the severity of that
injury and the financia cogt of itstreatment. In the case of attempted suicide a higher length
of stay may a0 reflect the risk of repeeted attemptsif environmenta or socid influences
remain unchanged. The average length of stay for separations due to attempted suicide and
f inflicted injury inthe ACT in 1994-95 was 7 days for both sexes. The average length of
gtay for dl hospital separations during the same period was 4.1 days. Thisindicates that
those persons admitted to hospital as aresult of suicide attempt and saf inflicted injuries
tended to be quiteill, and the cost of their treatment was presumably quite high.

Table 7: Estimated number of ACT hospital separations& ALOSfor selected
causes of injury & poisoning, by sex, 1994-95

External Cause Male Female
Cases ALOS Cases ALOS

Vehicle accidents 485 6.9 257 70
Accidental poisoning 72 36 53 21
Fals 683 9.2 665 121
Procedure complications w/out misadventure 876 105 816 9.9
Suicide and sdlf inflicted injury 112 7.0 189 71
Other 1597 50 827 70

Source: ACT Hospital Morbidity Data Collection 1994-95

Table 8 showsthat for both sexes the greatest number of hospital separations for attempted
suicide and sef-inflicted injuries was in the younger age groups, with young women aged 15
to 24 being the largest group. Thisis congstent with the pattern of women attempting
suicide as often as men, but having fewer completed suicides.

Table 8: Hospital separationsdueto suicide & sdlf-inflicted injury, by age, by sex,
ACT, 1994-95

AgeGroup (Years) Male Female Total

514 0 5 5
1524 A 61 9%5
2534 11 53 A
354 23 A 57
4554 8 25 3
55-64 2 5 7
65-74 2 2 4
75+ 2 4 6
Total 112 189 301

Source: The ACT Hospital Morbidity Data Collection 1994-95

In 1994-95 no Indigenous persons were recorded as being admitted to hospital due to a
suicide attempt or sdf inflicted injury. However, datafrom WA, SA and the NT suggest
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that Indigenous maes are a a high risk of suicide”. Furthermore, given that data are only
available for those people who are admitted to hospitd following sdf inflicted injuries, there
isahigh probability that morbidity due to sdf inflicted injury in this group is higher than
available records suggest.

3.2 Occasions of Service Counting and Reporting data

The Occasions of Service Counting and Reporting (OSCAR) datais collected by ACT
Mentd Hedth Services. The collection includes data on service use by clients accessng the
Mental Hedlth Services and gives a profile of the type of dients using the services. OSCAR
a0 includes information on diagnoses however, it can be difficult to diagnose patients who
have menta problems and their diagnoses may change over time.  Severity of conditionsis
not included. Initid basdine data from OSCAR will be avallable shortly and will give a
comprehensive picture of services being provided by the ACT Menta Hedlth Services.

3.3 National Mental Health Reports (1993-1995)

Under the Nationa Menta Hedlth Strategy, Commonweslth, State and territory
governments agreed to reforms within menta hedth areas. As part of this agreement the
Commonwedth monitors the progress of reforms by the state and territory governmentsin
its Nationd Mental Hedth Reports.

ACT achievements towards objectivesin the Nationa Mentd Hedlth Strategy are given
below:

a The ACT hasincreased its spending on community services by 10% ($0.8M) and on
genera hospita services by 1% ($0.1M). Asthe ACT has no separate psychiatric
hospital and low inpatient numbers, it is unable to redlocate funds from other resources.
Asaresult, new service developments are resourced from new funds. The Nationd
Mentd Hedlth Strategy contributed approximated 53% of additional spending in 1994-
95;

a The ACT hasimplemented continuity of care guidelines and introduced a computerised
registration system in order to alow linking across multiple services. With these two
proceduresin place the ACT is now implementing case management models;

a TheACT hasintroduced new legidation titled The ACT Menta Hedth (Treatment and
Care) Act 1994. Itisuniquein that it incorporates provisons that relate to awide group
of persons who may be a danger to themsalves or to others, not just those with a mental
illness,

a The ACT has a Consumer Advisory Group, as do other states and territories, to provide
advice on government policies, consumer rights & attitudes and improving outcomes for
those with mentd illnessin the community;
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and will develop protocol s between the two services,

gy

The ACT has, dong with mogt states, reported improved coordination between health
and public housing agencies. A working party between staff in the ACT Housing Trust
and from Mentd Hedth Servicesislooking at practical solutions to common concerns

In terms of promotion and prevention the ACT has focussed particular attention on
young people and schoolsin promoting information and advice about mentd illness

In addition to the above achievements the National Menta Health Reports give information

outlining the ACT performances with regard to indicators for menta heath services. The
indicators are summarised in Table 9. A large component of ACT community spending is
directed to resdentid facilities rather than outpatient, outreach services and other services

designed to provide care and treetment for people living in their own homes. In addition, the
ACT provison of 24 hour-gtaffed community residentid beds provided smilar functionsto

non-acute beds in psychiatric hospitals, and partidly offset the lack of such servicesin the

ACT.

Table9: ACT mental health performance compared to national average, 1993-95

ACT National Average

Indicator 1993-94 1994-95 1994-95
State spending per capita $50.5 $51.8 $58.3
Service Expenditure (%)

- community services 58% 60% 35%

- co-located hospitals 42% 40% 22%

- separate psychiatric hospitals - - 44%
Inpatient Services

- total psychiatric beds 52 52 -

- total beds per 100,000 population 174 171 39.9

- acute beds per 100,000 174 171 20.6

- acute beds co-located 100% 100% 60%

- inpatient expenditure per capita $20.6 $20.5 $38.5
Community Residential Services

- expenditure per capita $28.1 $30.2 $20.8

- service expenditure directed to NGOs 25% 2.2% 2.8%
24 hour s staffed community residential services

- total no. of beds 60 60 -

- adult beds per 100,000 201 19.7 26

- psychogeriatric beds per 100,000 - - 20
Workforce

- number FTE 251 235 -

- % FTE in community-based services 55% 64% 32%

- FTE per 100,000 (ambulatory direct 228 23.7 234

care)
MBS-funded Consultant Psychiatric services

- Attendances per 100,000 population 57 6.2 121

- % popul ation seen 1.0% 1.2% 16%

- Benefits paid per capita 38 $5.0 $10.5

Note: MBS refersto Medical Benefits schedule. FTE refersto full time equivalent.
Source: National Mental Health Report 1995, Commonwealth Department of Health and Family Services
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4. Mortality

Fortunately, in the mgority of cases, only ardatively smal number of people die asaresult
of mental disorders This section looks at those who have died due to menta disorders and
aso examines mortdity as aresult of suicide given that at least 90% of those who attempt
suicide have amenta disorder at the time of the attempt or completion of suicide 2

Desgth rates for mental disordersin Audrdiaare dowly increasing. This may reflect the
ageing of Audrdia s population, Snce many deathsin this category are the result of
dementia, including Alzheimer’ s disease, which tend to occur during old age. In addition,
medical practitioners are increasingly inclined to nominate mental disorders as the cause of
desth, increasing the desth rates attributed to these disorders . Suicideratesin Audrdia
though relatively sable, are fill a cause for concern. Y outh suicide is of particular concern,
with desths in this group resulting in the loss of many potentialy productive years of life,

4.1 Deaths dueto mental disorders

In 1995, of 29 deaths due to mentd disorders (excluding suicide) inthe ACT, 13 were mae
and 16 were female (refer Table 10). The mean age was 76.6 years. Most of these deaths
were the result of uncomplicated senile dementia (20), with 1 deeth caused by
arteriosclerotic dementia and 8 deaths due to complications of acohol and drug abuse (6
maesand 2 femaes). While maes outnumber females in younger age groups, the mgority
of ederly resdents are femades (63%). Given that most of those who die as aresult of
mental disorders are ederly, it is not surprising that femaes make up the mgority of these
Cases.

Table 10: Age-sex profile of ACT deaths dueto mental disorders, 1995

Agegroup Males Femaes
0-24 1 0
2544 2 1
4564 0 0
65-74 2 0
7584 3 5
85+ 5 10
Total 13 16

Source: ABS unpublished data, Causes of Death ACT 1995

Table 11 shows that, since 1989, crude desth rates (CDR) for menta disorders have been
lower than nationd rates for both sexes. In addition, since 1990, the CRD for ACT maes
has generdly been lower than that for ACT femades.
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Table 11: Crude death ratesfor mental disorders, by sex, ACT & Australia, 1989-
95

Males Females
Y ear ACT Deaths ACTCDR Aust. CDR ACT Deaths ACTCDR Aust. CDR
1989 6 4.3 119 5 36 137
1990 5 35 112 7 50 126
1991 4 28 100 5 35 117
1992 5 34 110 2 14 135
1993 2 13 114 8 54 152
1994 5 33 142 18 120 19.2
1995 13 85 157 16 106 195

Source: ABS unpublished data, Causes of Death ACT 1993-95
ABS, Causes of Death Australia, 1989-95, ABS Catalogue No. 3303.0

Figure 12 shows that, after adjusting for age, death rates due to mentd illnessfor ACT
residents were higher than the nationd rate in 1989. However, the ACT rate has declined
ance that time. Since 1992 ACT mortdlity rates for mentd disorders have, in fact, been
dightly below the nationd rate. Desth ratesfor ACT and Audtrdiaincreased dightly from
1993 to 1995.

Figure 12: Three year moving averagesfor age standar dised death ratesfor mental
disorders, persons, ACT and Australia 1989-95
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Sources. ABS, Estimated Resident Population By Age and Sex States ad Territories of Australia 1989 to 1995, Cat No.
3201.0
ABS, Unpublished data on deaths due to mental disordersin the ACT, 1989 to 1992
ABS, Causes of Death Australia 1989 to 1995, ABS Cat No. 3303.0
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Table 12 shows that 65 per cent of ACT residents who died as aresult of mental disorders
were Audtraian born (19 of 29). Eighty-two per cent of women who died as aresult of
menta disorders were Augtrdian born, while only 47 per cent of men were Austrdian born.
There was no gatigticdly significant relationship between death due to menta disorders and
being born outsde Audtrdlia. The mean age a death due to menta disorder for foreign born
people was 80.2 years, 70 per cent of whom died of uncomplicated senile dementia.

Table 12: Deaths dueto mental disordersby country of birth, ACT, 1995

Country of Birth Male Female
Australia 6 13
NZ/UK/US 3 1
Europe 2 1
Asia 0 0
Other 2 1
Total 13 16

Source ABS unpublished data, Causes of death ACT 1995

In the period 1994-95 the mgjority of people who died as aresult of menta disorders were
widowed, and most of these people were women (refer Table 13). This probably reflects
the previoudy discussed fact that most of those who die as aresult of these disorders are
elderly, and that women make up the mgority of the ederly population.

Table 13: Deaths due to mental disorders, by sex and marital status, ACT, 1994-95

Marital Status 1994 1995
Males Females Males Females

Never married 1 2 2 -
Married 3 4 5 2
Widowed 1 12 3 13
Divorced 2 1
Defacto 1 -
Total 5 18 13 16

Source: ABS Causes of Death, ACT, 1994-95

Due to the smdl sze of the Indigenous population in the ACT, degth rates can fluctuate
greetly from year to year. Thereforeit is difficult to discuss trends in mortdity for Indigenous
people within the Territory. 1n 1995 no Indigenous ACT residents were reported to have
died from menta disorders. However it has been estimated that Indigenous mortdity rates
inthe ACT are smilar to those in Western Audtralia, South Audiralia and the Northern
Territory 2, where mentd disorders accounted for 3 % of dl Indigenous deeths in the
period 1992-1994%,
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4.2 Deaths dueto suicide

The mgority of suicides are associated with menta disorders, especially severe depression
and schizophrenia®®. 1t has been estimated that about 90 per cent of adolescent suicides are
preceded by signs of mentd illness, especidly depresson . However it isimportant to note
that suicide is not necessarily aresult of menta disorders, and may be the action of
psychologicaly hedthy persons who find themsdvesin difficult circumstances which they are
unable to cope with at thetime. Therefore, ACT Menta Hedth Services workers do not
necessarily come into contact with people at risk of committing suicide and in many cases
cannot take steps to prevent suicides.

In 1995, 31 maes and 3 females committed suicide. The mgority of these people (18
males and 2 femaes) were aged 25 to 44 years. As Figure 13 shows, crude suicide rates
for males and femadesin the ACT have remained relaively steady between 1985 and 1995
and lie dose to those of the totd Audtrdian population.

Figure 13: Crude suiciderates, by sex, ACT and Australia 1985-95
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Figure 14 illustrates that, after caculating 3 year moving averages to smooth out fluctuaions
caused by smal numbers of degths, the ACT standardised suicide rate for persons was
dightly lower than the nationd rate from 1989 to 1995, but increased dightly snce 1993.
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Figure 14: Threeyear moving aver age of age standardised suicide rates, persons,
ACT and Australia, 1982-95

25 T

20 T
o
o
S
S 15t
—
5 WW
IS
x

5 -4

0 T T T T T T T T T T T T

1982 1984 1986 1988 1990 1992 1994

Year
—&— ACT —®— Australia

Sources: ABS, Causes of Death, Australia, 1989-95, ABS Catalogue No. 3303.0

ABS, Estimated Resident Population by Sex and Age States and Territories of Australia, ABS Catalogue No.
3201.0

ABS, Australian Demographic Statistics, ABS Catalogue No. 3101.0

ABS, Demography, Australia Capital Territory, ABS Catalogue No. 3311.8

ABS, Suicides Australia 1982 to 1992, Catalogue No. 3309.0

ACT Department of Health & Community Care, ACT' s Health: A Report on the Health Satus of ACT
Residents, 1995

Males aged 15 to0 24 years are at a particularly high risk of committing suicide?. From
1989 to 1995, 44 ACT residents aged 15 to 24 committed suicide, 35 of whom were male.
The deeth rate due to suicide for maesin this age group was lower for the ACT than the
national rate from 1989 to 1995. In 1994 and 1995 the male suicide rate in this group was
relatively stable, at around 13.7 per 100,000 for both years, compared to the nationd rate
of 27 and 25 per 100,000. In 1995 the ACT had four deaths, all male, in this age group.
Of these deaths three were Australian born, one was born in Europe.

A recent ACT government report identifies homeless youth as one of severd groups
suffering inequitiesin hedth gatus®. In astudy of homeless and potentialy homeless youth,
of whom 45 per cent had reported suicide attempts, a substantial number reported past
physical and sexua abuse. Almost 75 percent of subjectsin this study reported family
histories of dcohol and drug abuse. Sibthorpe et d argue that suicide intervention Strategies
for this group must pay particular attention to the impact that troubled home environments
and abuse have upon the menta hedlth of a-risk youth®.

Table 14 shows that the mgority of ACT residents who committed suicide in 1995 were
Austraian born ( 22 of 34). Of the Austrdian born suicides, 20 were mae. Inthe Asan
born group there was 1 femde suicide only. In the other foreign born groups, dl those who
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committed suicide were male. However the number of deaths in these categories are small
and little that can be inferred from these observations.

Table 14: Deathsdueto suicide, by country of birth, by sex, ACT, 1995

Country of Birth Mae Femde
Australia 20 2
NZ/UK/US 4 0
Europe 6 0
Asia 0 1
Other 1 0
Total 31 3

Source: ABS unpublished data, Causes of death ACT 1995

Inthe ACT there was one Aborigind death due to suicide in 1995. Due to the smdl size of
the Aborigind population in the ACT, comparison of suicide rates in this group with those of
Aborigina populations in other states and territories is unlikely to be fruitful. Datafrom
larger Indigenous populations indicate a high risk of suicide in thisgroup. Anderson et d
report that, in the period from 1992-1994, in WA, SA and the NT combined, injury and
poisoning was the second most common cause of deeth for Indigenous maes, and the third
most common for Indigenous femaes. Approximately one third of these deaths were due
to suicide, with the Indigenous mae suicide rate dmost double that of non-Indigenous
maes?.

4.3 Years of potential life lost

The suicide of ayoung person places agreat emotiond toll on surviving relaives and friends.
The loss of many potentid years of productive life whenever ayoung person commits
suicideis aso agreat economic cost to society. Figure 15 shows that mentd disorders,
which caused 2.6 per cent of al deaths, accounted for only 1.7 per cent of potential years of
lifelogt inthe ACT (210 years). However suicide, which caused 3.1 per cent of degths,
accounted for 9 per cent of the total years of potentid life lost in the ACT (1101 years).
Thisisan indicator of thetall that suicide takes on younger persons.
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Figure15: Yearsof potential lifelost, major causes, ACT, 1995
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5. Selected areas of interest

This section examines mgjor areas currently being studied in the literature and where
possible, aprofile of the ACT in regard to these areas of interest is developed.

5.1 Child and adolescent mental disorders

Thereis currently afocus in research on the development of mental disorders during
childhood and adolescence and the prevention of these disorders. It is generally agreed that
the number of children and adolescents suffering from some form of menta disordersto be
between 10-18 per cent in inner cities both internationally and in Austrdia® This equates to
between 5800 and 8600 ACT children and adolescentsin the 5-17 age group. These
numbers become more important in the context of a study showing that those who develop
mental disorders a an earlier age become more severely impaired and are more likely to
have comorbid diagnoses The resulting cost both socidly and financialy make it important
to understand the nature of mental disorders through childhood and adolescence in order
that better measures can be taken in terms of prevention, trestment and qudity of life.

Risk factors outlined below show the circumstances in which a child or adolescent ismore
likely to develop amenta disorder. The Nationa Hedlth and Medica Research Council
(NH&MRC) date in their paper on prevention that while some risk factors will favour the
onset of particular mental disorders, most risk factors tend to be generic and include:

a Familid factors, ie parenta discord, parentd difficulties through acoholism and
parental psychiatric disturbance;
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a Emotiondly stressful life event, ie bereavement, loss through separation or divorce,
physicd illness, witnessing violence;

a Genetic factors, ie development of the central nervous system and biologica
assaults through pregnancy, birth and later life; and

a  Socid factors.®

These findings are confirmed in areview of the epidemiology of psychiatric disordersin
children and adolescents. The review aso points out that there are now studies being
carried out looking a the effects of the time, duration and intensity (the degree of exposure
and the number of different risk factors to which the child is exposed) of exposure to risk
factors® Thistype of information will enable the development of srategiesto target specific
high risk groups.

The NH&MRC paper recommends prevention measures in terms of reducing risk factors.
It suggests programsinvolved in creating a harmonious family environment, including less
parental discord and better parenting, including the support for mothers through pregnancy
and early childhood.>

Gender and age dso play an important role in the development of menta disorders. In fact,
there is evidence to show that the rates of psychiatric disorders change with age, aclassic
example being suicide. (refer Sections 1.1, 3.1.5 and 4.2). There are also studies showing
clearly that different disorders change differentidly in boys and girls and that pathwaysto
specific disorders in adulthood dso vary between maes and femaes?

Provision of gppropriate services for children and adolescents can be difficult. Thetwo
characterigtics that need to be addressed are the diversity of mental health service providers
and the gaps between the need for treatment and service use amongst children and
adolescents® It ishoped that ACT gapsin service provison will become clearer through
initiatives such as that being undertaken by the ACT Divison of Generd Practice through its
Y outh Hedlth Project (refer Section 6.8).

ACT Menta Hedth Services provide services, for those under 18, through the Child and
Adolescent Mental Hedlth Services (CAHMYS). These services are for those suffering
moderate to severe emotiona behaviour or psychiatric problems. They have amulti-
disciplinary team condgting of psychiarists, socid workers and psychologists. Their range
of services include counsdling, the Adolescent Outreach Program for homeless children,
parent education programs and the CAMHS-ED Program, ajoint initiative between the
ACT departments responsible for health and education, to address severe behavioura
problems in schools.

5.2 The ageing population and dementia
The Nationa Action Plan for Dementia Care, defines dementiaas ‘the loss of cognitive

abilities in someone previoudy intdlectudly intact’. The most wdl-known characteritic of
dementiais aserious loss of memory.  However, other symptoms may include language
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problems, impaired comprehension, reasoning and judgment, and gradud loss of ability to
carry out or undertake normal tasks of everyday living.®

Nearly half the cases of dementia are caused by Alzheimers s disease, adiseasein which
brain tissue degenerates in acharacteristic way. Dementia dso may result from a series of
amall srokes called multi-infarct dementia. In addition, there are alarge number of less
COMMON CaUSES.

Although younger persons can suffer from dementiathe great mgority of sufferersare
elderly. There has been a sharp increase in the number of desths due to dementiain
Audrdiasnce 1991. Part of thisrise may be due to an increase in the numbers of the
elderly. However, an increasing tendency for doctors to diagnose dementia as the
underlying cause of deeth of elderly patients dso contributes to thisrise .

Since the incidence of dementiaincreases with age*? , and the ACT population is dowly
ageing, the prevalencein the ACT can be expected to rise over time. However, even
though the dderly population in the ACT is growing more quickly than the nationd average,
the number of dementia casesis not expected to increase Sgnificantly until well into the next
century (ie. theincreaseisdow).

In 1995 in the ACT, there were 21 deaths resulting from dementia. From 1986 to 1993 the
percentage of dl desths attributed to senile and presenile dementias and senile organic
psychoses was relaively stable, sitting below 1 per cent. Since then, the percentage of dl
deaths attributed to these conditions has increased to gpproximately 1.9 per cent in 1995.
Little can be inferred from this observation, given the smdl numbersinvolved. Anincreased
tendency for medica practitioners to atribute death to menta disorders may be a sgnificant
factor in any short term rise in the death rate for these conditions.

There are 1,266 hostd and nursing home beds available in the ACT at thistime. Details of
accommodation is outlined below:

Table 15: Residentsliving in ACT facilities, February 1997

Hostels Nursing Homes
Tota number of residents 747+ 519
No. of residents with dementia 230 305
No. of residents with dementiain dementia specific areas 40 183

* There are actually 776 places, but on the day of survey, 23 were unoccupied.
Source: Commonwealth Dept of Health and Family Services, ACT Office
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5.3 Postnatal mood disorders

There are three categories often included under the genera term postnatal mood disorders.
All are experienced in the period after childbirth and are largdly differentiated by thelr
Sverity.®

a Theleast severe of the postnatal mood disorders is Maternity Blues and occurs the first
few daysfollowing ddivery. Thisisthe most common of the three conditions with estimates
of prevalence varying from 15% to 80% of dl births. The most common symptoms are
confusion, anxiety and ungable moods.  Thisisardatively brief and mild condition which
generdly resolvesitself without trestment.

a Postnatal depression, usudly occurring three to sx months after postpartum, is deemed
to affect between 10% to 20% of dl childbearing women. + It isanon-psychatic clinica
depresson. The mgor symptoms include loss of interest in usually pleasurable activities,
socid withdrawd, guilt, difficultiesin decison-making, irritability, anxiety and sometimes
suicidd thoughts*e It is commonly associated with fedlings of hopel essness, inadequacy and
being unable to cope or care for anew baby. It isgenerdly agreed to be the result of
complex interplay of influences such as biologicd, psychological and socid factors. Given
the number of women suffering postnatal depression protocols are needed to recognise,
diagnose, and treat postnata depression since many women suffering go undiagnosed and
untreated. Thisis being addressed in the ACT by the multi-disciplinary and multi-level
approach between GPs and other service providers (refer section 6.8).  These women
need social support, counsdling, practical assstance and appropriate medical care.”
Sarvices such as those provided by the Queen Elizabeth 11 Hospitdl assst in dleviating the
problem.

There are currently no ACT figures showing the incidence of postnatal depression.

However aresearch project aming to develop such aprofile, is being undertaken in 1997
through the Clinical School a The Canberra Hospitd. In addition, the ACT Community
Hedth Unit is working towards establishing protocols to identify and refer women with
hedlth problems, including postnatal depression, to appropriate hedth services, community
organisations and support groups. They are o establishing a 24 hour telephone
counselling and information service, saffed by trained counsellors, which will provide advice
and referras on hedlth issues such as postnatal depression.

a Postpartumor puerperal psychosis isasevere condition and usualy occurs within the
first 30 daysfollowing childbirth. It affects gpproximately 2 in every 1,000 women.*
Women suffering from this severe disorder have symptoms including agitation, restlessness,
mood changes, and deep difficulties. They may experience ddusions or hdlucinations.
Given the saverity, ahigher leve of trestment and careis needed. In some casesthe
mother may be admitted to specid psychiatric care. Wherethereisahigh risk to the child
or mother’s safety a mother may be separated from her baby. Thisillness frequently settles
with trestment, but women may be at risk of having arecurrence or an ongoing disorder. *
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5.4 Co-occurring addictive and mental disorders

Thereisincreasing concern about the co-existence of mentd illness with addictive disorders.
Issues linked to mentd illness include the abuse of psychoactive substances such as dcohal,
drugs (legd and illegd), tobacco, marijuana and hdlucinogens. There isincreasing evidence
to suggest that substance abuse can precipitate or exacerbate mentd illness. They certainly
co-occur often.

Comorbidity between mgor depresson and acoholism in women for example is substantia
and gppears to result largely from genetic factors that influence the risk to both disorders,
but environmenta risk factors aso contribute. However, genetic factors exist which
influence the liability of mgor depresson without influencing the risk for dcoholism, and visa
verss®.

One study in USA (along with many other studies) found the disturbing link between
acoholism, mgor depresson and the high risk of suicide®. The depressed acohalicsin the
Sudy differed substantialy from nona coholic depressed patients on only two depressve
symptoms. suiciddity (59% higher) and low sdf-esteem (22% higher).

Available data suggest that individuas with a psychiatric disorder are at increased risk of
having a substance abuse disorder. For example, it has been cited that individuals with a
history of mgor depresson or anxiety disorder have double the risk of developing substance
abuse disorder in later life; among young, chronically mentally ill patients, reported chemical
abuse rates gpproach or exceed 50 per cent; adcohol abuse rates for individuas with bipolar
disorder is about 20 per cent; and acohol abuse rates for people with antisocia personality
disordersis about 70 per cents2. Further research by the USA Epidemiologica Catchment
Area (ECA) study suggests that these figures are under-rated. It found that lifetime
prevaence of dcohol disorder ishighest in bipolar (46%) and schizophrenic (34%)
disorders, followed by other affective (22%) and anxiety (18%) disorders. The genera
population had a prevaence of 17 per cents. Cuffd in hisarticle on the ECA, concludes
that about haf of young people presenting with their first episodes of schizophreniaand
bipolar disorder, will develop a substance use disorder in their lifetimes.

Co-exiging disorders are a0 hard to treat. 1t can be difficult to diagnose which, if any, is
the mgjor cause of problems. Dua diagnosed persons often find it impossible to admit to
addiction or to treetment. They often lack socia networksto support them. Providers,
trained in mentd illness or addiction can be unprepared or unskilled in tresting the other
presenting disorder. Since the treatments for the dements of dud disorders are usudly quite
different, it is often difficult to combine both treatments successfully, even if the provider is
proficient in administering them (conflicting trestment philosophies).

o =3
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6. ACT and National Initiatives

6.1 Health goals and targets
The ACT Department of Health and Community Care developed hedth god's and targets

for, amongst other priority issues, menta hedlth, in 1994 after consderable deliberation and
consultation with key stakeholders. The gods and targets are:

Table 16: Health goals, mental health, ACT

1. Increase coordination across ACT mental health programs and services.

2. Implement the ACT Mental Health Services Strategic Plan.

3. Improve the mental and emotional well-being of all ACT residents.

4. Reduce the impact of moderate to severe mental illnesses and emotional/behavioural disturbances

on affected individuals, their families and the community.

Source: ACT Goals and Targets for the Year 2000, ACT Gowvt Printer, Canberra, 1994

The Health Outcomes Reference Group has been established by the Department of Hedlth
and Community Care to consder dtrategies for the attainment of goas and targets.

6.2 Mental Health Policy Team

The ACT Government has established a Mental Hedlth Policy Team. The functions of this
team are to:

a deveop mentd hedth policy for the ACT,;

a produce aMenta Heath Care Annual Report;

a represent the ACT in negatiations at the Satefterritory or nationd level and with non-
government organisations, businesses and the community; and

a in collaboration with the Commonwedlth coordinate the implementation of objectives
outlined in the National Mental Hedlth Strategy.

In addition to the functions outlined above the Mentd Health Policy Team released a
booklet outlining the Strategies for mental health servicesin line with the National Mental
Hedth Strategy. (These have also been reported in the Nationad Menta Hedlth Reports,
refer 3.3).
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6.3 ACT Mental Health Services

The ACT Mentd Hedlth Services, which is part of The Canberra Hospitd, is involved with
the over-arching clinical care of people with mentd illness and the implementation of
preventative and educative strategies for reducing mentd illnessin the Territory. It embraces
the use of multi-disciplinary teams based on a case management gpproach, early intervention
and continuity of care leading to the rehabilitation of clients within mainstream services.

ACT Mentd Hedth Servicesis one of the few menta hedlth services fully accredited by the
Audtrdian Council of Hedlthcare Standards.

It operates in three components:
* Community Mental Health which includes Forensic and Child and
Adolescent Services and operates Adult Regiona Services and The
Crids Team;
* Psychiatric Rehabilitation Services, and
* Psychiatric Inpatient Servicesin the 32 bed acute psychiatric unit & The

Canberra Hospital.

Recent initiatives by the ACT Mental Hedlth Services, in response to dlient changing
needs include:

* development of afive year strategic plan for 1993-98;

* Community Menta Health Services attends psychiatric ward rounds a The
CanberraHospital and a Cavary to assst with discharge planning and
continuity of care;

* 24 hour crisis team, after hours crisis assessment team, and triage system.
These teams offer assessment of criss, advice and counsdling for the client,
family or carer in crigs, and referral to appropriate services,

* A&NZ Mentd Hedlth Services Achievement Award winning, innovative
sarvice modd in Psychiatric Rehabilitation Service usng clinicad and non-
clinicd interventions to assst people live and participate in the community;

* expanson of activitiesin the Psychiatric Rehabilitation Services to include
neuro-cognitive training, development of life planswith dientsto asss in
rehabilitation and to encourage dlients to be cognisant of their hedth
(epecidly in monitoring their menta hedth) and sendtive vocationd training
including the establishment of atraining coffee shop. The coffee shop venture
isajoint program run by PRS and Canberra Schizophrenia Fellowship with
training provided by the Commonweath Employment Service (over 50% of
trainees have developed sufficient skillsto move into mainstream educeation,
employment or community activities or to benefit from further menta hedlth
support systems);

* trainee child psychiatrist postion established in Child and Adolescent
Services,
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* various publications as aresult of evauations, research and initiatives, have

been developed (refer Table 17);

* enhancement of community based resourcesis being planned;

* changes to program structure are being undertaken to include aged, child and
adolescent sections,

* development of an Aborigina and Torres Strait Idander hedth needs report
detailing recommendations for action for the Mental Hedlth Services;

* dterations to client data base to enhance accurate and relevant data
collection.

ACT Mentd Hedlth Services condders early psychoss as apriority in adlocation of clinica
work, and in determining priorities of treetment. The gpproach to early psychosiswill bea
coordinated, across program assessment and trestment plan, with active involvement of
families, carers, referrers and support workers.

The trestment gpproach will be developed in conjunction with the Nationd Early Psychosis
Project (NEPP). NEPP is a collaborative endeavour between the Commonwedlth, state
and territory governments to develop and promote a nationa model of best practicein the
early intervention of psychoss.

ACT Mental Hedlth Services undertake applied research in order to address special needs
withinthe ACT. Thistask has been gpproached with the purpose of achieving nationd
gods and objectives as outlined in the Nationd Mentd Hedth Strategy and the Mentd
Hedth Services Strategic Plan. Theinitia outcome of this process has been a series of
reports summarised in the following table.

Table 17: Research Reports completed by ACT Mental Health Services

Report Date Purpose
First Onset Psychosis May 1995 Toidentify local needs for young people with first onset of
Project psychosis, make recommendations for service provision and to
commence some strategies to achieve agreed goals.
Mental Health Research: June 1995 To create an infrastructure to drive and support research within
Principles and Directions ACT Mental Health Service.
Dual Diagnosis: June 1996 1. Toreport onthe special mental health needs of people with
HIV and Menta IlIness HIV and mental illness.
2. Toaddresstheimplicationsfor ACT Mental Health
Services.

3. Todevelop aDirectory on HIV and mental illness.

Case Management Project  October 1996 1. To develop aframework for the case management model by

Stage One Report on examining individual needs, local demography, culture and
Research Findings and other important areas which form the mental health service
Recommendations delivery system.
2. Toform afoundation for the implementation of a case
management system.
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A directory of services has been produced by the ACT Mentd Hedlth Servicesin
conjunction with Menta Health Resource (ACT) Inc in order to assst those suffering with
mentd illness and their families to access many of the existing groups and agencies offering
sarvices. Activity datafor Mentd Health Servicesis outlined in Departmental Annua
Reports and is reproduced below:

Table 18: Activity data for Mental Health Services 1994-95 and 1995-96.

Service Type 94-95 95-96
24 Hour Crisis Service Community Mental Health

Total number of contacts (a) 9,255 7,444
Number of contacts by point of contact

Domiciliary 538 871
Office 3,683 3596
Telephone 5,085 2,951
Number of contacts by shift

Morning 3,243 2,846
Evening 3,385 3,031
Night 1,203 1,017
Community Mental Health Services (b)

New referrals 3,303 3,092
Total number of contacts (c) 39,733 34,045
Psychiatric Unit

Available beds 32 32
Admissions 873 899
Average length of stay 8.69 9.47
Average occupancy 93.8% n/a
Hostels

Available beds 60 60
Admissions 24 33
Average occupancy 98.3% 90.1%
Psychiatric Rehabilitation Services

New Referrals 71 43
Total number of contacts 12,509 14,258

(@) Changesin Crisis Team figures indicate a move from counting all telephone callsto counting occasions of service.
(b) Including Child and Adolescent and Forensic Services. (c) The changesin Community Mental Health reflect the
reduction in staff due to recruitment difficulties, particularly in Child and Adolescent Services.

6.4 Hostels and group homes

The ACT Government funds two hogstels, one a Watson (4 villas totaling 40 beds) and one
adjacent to Cavary Hospita (Hennessy House - 2 villas totalling 20 beds with capacity for
3 morevillas). The hostels cater for people unable to cope in less structured environments
and offer rehabilitation programs to assst dients to develop living skills. Watson Hostel
resdents tend to have less dependency needs than those at Hennessy House, but tend to
aso stay in the hostd environment for long periods of time.

In addition, Psychiatric Rehabilitation Services runs two group houses and three flats where
people may live in a supportive environment and receive assstance with their rehabilitation
needs.
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6.5 Calvary Hospital Mental Health Services

Cavary Hospital has a 20 bed inpatient service supported by assessment services offered
by the psychiatric assessment team and various therapy programs for inpatients and day
patients such as those offered by the multidisciplinary team (psychiatrists, psychiatric nurses,
psychologigts, socia workers and occupationd thergpists) on depression, anxiety, egting
disorders and adult survivors of sexud assault. Regular family, friends and carers meetings
areaso hed.

6.6 Community grants

In recognition of the crucid role of non-government involvement in enhancing the menta
hedlth of the Territory, the ACT Department of Health and Community Care administers a
range of grants to non-government organisations with the aim of providing complementary
hedlth-related services that are not provided by Government. Those grants dlocated in
1995-96 which impact on people with mentd illnessinclude;

HEALTH GRANTSPROGRAM

GROW Canberra $13,500
Mental Health Resource (ACT) $60,000
Psychiatric Rehabilitation Service $58,000
Richmond Fellowship ACT Inc $75,000
TRANSACT $48,000
Woden Community Service $15,500
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AGED AND DISABILITY GRANTS

ACROD $8,660
ADACAS $82,703
Belconnen Community Service $299,416
Canberra Seniors Centre $27,397
Carers Association $92,855
Carers Training inthe ACT $50,415
CENTACARE $381,815
Citizens Advocacy $26,607
Community Options $855,771
Disabled Peoplée's International $10,000
FaBRIC $1,026,143
Focus ACT $889,804
Friends of the Brain Injured $1,423
HACC - Home Help $1,517,647
Handyhelf ACT Inc $372,940
Home Help ACT Inc $1,718,838
Leapfrog Inc $7,380
Mental Health Foundation $38,234
Mirinjani Day Centre $8,261
National Brain Injury Foundation $62,365
North Belconnen Day Care Centre $36,872
Northside Community Service $260,344
People First ACT Inc $10,000
Respite Care ACT Inc $998,064
Richmond Fellowship $50,700
Sharing Places $599,940
Southside Community Service $148,676
Tuggeranong Community Service $254,033
Weston Creek Community Service $160,885
Woden Community Service $589,907
Woden Senior Citizens Club $29,182

6.7 Community organisations

There are anumber of community organisations which aim to serve the needs of people with
mentd illness. Many are funded or partialy funded by ACT Government, some are sdif-
funded. Some of the organisations include:

a ACT Consumer Advisory Group which provides advice to the ACT Government on
Issues concerning menta hedth. (eg in 1995 they advised the Audtrdian Federd Police
on the management of people with amenta illness who come in contact with law
enforcement).

a A.C.T. Disability, Aged and Carer Advocacy Service (ADACAS) isasarvice
provided to those with disahilities, including psychiatric disabilities, the aged and their
carers. As part of the service they provide an advocacy where they promote, protect
and defend the rights of their clients. In addition they provide information, education and
referral on matters rdated to the rights and respongbilities of their dlients.

a Australian National Association for Mental Health (ANAMH) is based in Canberra
and hasan ACT branch. It amsto promote mental hedlth and to assst in the prevention
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of mentd illness and mental hedlth problems, to promote co-operation between groups
(government and non-government) and organise events to further itsaims. It organises
conferences and Nationd Menta Health Week each year. The next nationa conference
will be held inthe ACT in August 1997 under the theme banner of ‘Life Chances and
Mentd Hedth - Forging Ahead to anew Millennium’.

a Canberra Schizophrenia Fellowship isacommunity group which provides support for

those with schizophrenia and other mgjor mentd illnesses, and their families and friends.
It negotiates with the government and community on issues surrounding the needs of
those with schizophrenia and other mgjor menta illnesses. Recent negotiaions include
making submissions regarding changes to the supported employment policies to the
members of Parliament and the Commissioner for Disability Discrimination; and making
representations to the ACT Government about the transfer of a Villaat Hennessy House
to the Drug and Alcohol Service. The Fellowship promotes understanding of
schizophreniaiillness in the community and emphasises the right of people with menta
ilIness to be treated with dignity.

a Community Options which aimsto assst people who are frail aged, have adisability or

have dementia, to remain living at home, with increased independence and qudity of life.
Activities include provison of case management and co-ordination of support services.

a 4SGroup isasdf-supporting group for schizophrenia sufferers, which meets monthly to

provide a socia network for members, foster socid and recreetiond activities, arrange
speakers on topics of interest, run groups that help members ded with issues such as
stress and communication, and to educate the community in understanding the needs of
people who have experienced schizophrenia.

a GROW Canberra isthe ACT branch of the internationa salf-help mental heglth program

which amsto assst peopl€e s recovery from mentd illness. 1t holds weekly meetings for
its members for sharing experiences, group work on members problems and adult
education on rehabilitation; and provides aresdentia program. Membersfollow a 12
step program and strive to help one another accomplish persond change, to overcome
persond disorder and to attain persond maturity.

Mental Health Foundation ACT Inc seeks to improve the mentd hedth services of the
ACT and promote better community mental hedth. It aimsto ensure that accessible,
gppropriate services are provided in areas such as primary care and community facilities,
supported accommodation, employment for people with psychiatric disabilities.
Activities include the provison of housing, repite and support services through its
Friendship House program, educationa presentationsin ACT schools on behalf of
Mentd IlIness Education Austraia, representation on key bodies concerned with menta
hedlth, liaisng with government and non-government organisations to enhance co-
operation and co-ordination of services, and assstance in the exchange of information
about menta hedth

Mental Health Resource ACT Inc provides information and referral on menta health
Issues and access to menta health support groups for individuds, families and friends.
The Resource has members such as the Menta Hedlth Foundation (ACT), the Manic
Depression Support Group, the Schizophrenia Fellowship Inc, the 4S Group and the
Richmond Fellowship of the ACT Inc. Activitiesinclude the provison of information on
mentd illness, support for public events such as Mental Health Week, support for
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member groups to achieve their own aims, and a telephone contact and referrd service
for people in the Canberraregion.

a Respite Care (ACT) isfunded by the ACT and Commonwedth Governments to offer a
range of sarvicesincluding respite care a home for people with disabilities, frall aged
people and their carers (by selecting support workers for times when the regular carer is
absent, and providing ‘back-up’ support for care in the home which may include
persona care), priority help for those people whose long-term caring arrangements could
be at risk without access to relief care, and a personalised service of carefully selecting
experienced support workers appropriate to the needs of the recipients. It dsorunsa
free information service for frail aged people, people with disabilities, and their carers
titled *Infolink’, which provides information on assistance available in the ACT, cods
involved, accessibility and whereto obtain services. Its‘Lesurelink’ program offers
trained volunteer ‘friendly neighbours' to people requiring home visits, companionship
and assstance with outings. A feature of services offered is easy accessbility for people
from non-English backgrounds.

a Richmond Fellowship amsto provide arange of supported accommodation and
rehabilitation programs for younger adults with a psychiatric disability. It providesa
resdential program of trangtiona supported accommodation for people with a
psychiatric disability in the ACT.

a Torture Rehabilitation and Network Service (TRANSACT) has arange of services for
those in the community with torture or trauma experiences.  Client services provided by
TRANSACT include counsdlling, advocacy, medica services and intergovernmentdl
sarvicesincluding language skills and housing. TRANSACT’ swork includes the
provison of amenta hedth service for people across different cultura backgrounds
(transcultural mental hedlth).

6.8 ACT Division of General Practice initiatives

The ACT Divison commissioned a study into the relaionship of generd practitioners (GPs)
and people with menta health problems, how GPs could be asssted to enhance thelr
trestments and how GPs could work most effectively with other local menta hedth carers
and service providers. Reaults of the study were released in 1996%°.  Asaresult the
Divison is pursuing the availability of grant funding for projects on such issues as youth
suicide and depresson amongst elderly people.

The Divigon has other projects which whilst not primarily for mentd hedlth, do ded with
mental hedlth issues. Examples of these are the Aged Care Committee which isinterested in
exploring the issue of depresson amongst the ederly and the Y outh Hedlth Outreach which
has amgor menta hedth component focusing on the area of suicide prevention through GP
educetion.

The Divigon, in ajoint initiative, has been working with the ACT Mentd Hedlth Servicesto
establish shared care arrangements between GPs, patients and mental health services. Itis
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hoped that information gathered, resulting from this project, will be integrated into protocols
for the case management program being conducted by the ACT Mental Hedlth Services.

The Divison is currently working on a'Y outh Hedlth Project which islooking a identifying
the gapsin service provison. Thiswill particularly look at service provison for those under
18 who have co-occuring menta hedlth and acohol and drug problems. Issues will be
intersectord and will include accommodation as well as medica care.

The Divigon has just completed a project aming to encourage a multi-disciplinary, multi-
level gpproach to management of postnatal depression by focusing on the integration of GPs
into existing postnatd services® Asareault, initiatives were developed including core
training, establishment of referrd protocols, establishing networks between GPs, government
and non-government service providers, and the involvement of GPs in antenatal care. The
Divison is now undertaking a follow-up project into the integration of services of primary
and secondary postnata depression services.  The primary focus of thisis prevention of
postnatal depression.

6.9 Private services

Thereisasmdl private mental hedlth sector in the Territory, which includes hedlth
professondsworking in a private capacity and ten private psychiatrigts.
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7. GLOSSARY

Age-sex standardisation - demographic technique for adjusting for the effects of age and sex between
populations, which allows comparisons between popul ations®®

Age-sex standar dised death rate - the overall death rate that would have prevailed in a standard
population (eg the 1991 Australian population) if it had experienced at each stage the death rates of the
population being studied.*®

Age-sex standardised ratio - The expected number of eventsis given by calculating the number of
events which would have occurred if the rates for each age/sex group in agiven population (the
standard) were applied to the population of interest.*

Anxiety isanormal emotion which affects people when they are faced with danger or athreat (stress). It
may result in feelings of unease, worry, loss of sleep, and/or physical symptoms such as heart
pal pitations, muscle pain, headaches, nausea and indigestion.®*

Anxiety Disorder refersto the condition where a person worries constantly and irrationally about harm
befalling them or others® When they worry intensely, and their lives are affected by their worry, they
are said to have aphobia.

Bipolar disorder or manic depression refers to a depressive disorder resulting in the person alternating
between periods of maniainvolving extreme happiness, overactivity, rapid speech, lack of inhibition
(and, in more serious cases, delusions of grandeur), and depression.®®

Cardiovascular diseases (CVD) can be described as diseases relating to the heart and blood vessels.
They are diseases of the circulatory system.

Crude death rate is the number of deaths per 1,000 population (unless otherwise stipulated) in agiven
year.e“

Depression isafeeling of low spirits which may result in sadness, numbing of feeling, loss of interest in
activities, anxiety and anegative view of the self. Psychotic depression is a severe form of depression
and has symptoms of delusions or hallucinations?®

Dementia, most prevalent in people of old age, is a syndrome caused by brain disease in which the
person experiences confused thought and behaviour.®® Nearly half of all cases are caused by
Alzheimer’ s Disease, in which brain tissue degeneratesin a characteristic way.

Incidence refersto the number of instances of illness commencing, or of personsfallingill, during a
given period in aspecified population.®’”

Intentional injury refersto any injury purposely inflicted either by oneself or by asecond party. It
includes self-mutilation and suicide and such criminal events as homicide, child abuse (to age 16 years),
domestic violence, elder abuse, sexual assault and other forms of assault.

Ischaemic heart disease is coronary heart disease.

Levels of severity of disability and handicap
In the Survey of Disability, Ageing and Carers 1993, the ABS defined the levels of severity of disability
and handicap as:

Profound: aways needing help from another person to perform one or more designated tasks.

Severe:  sometimes needing help to perform the designated tasks.

Moderate: needing no help, but having difficulty performing one or more of the designated tasks.

Mild: needing no help with, and having no difficulty with any of the tasks, but usesan aid to
perform one or more of the designated tasks, or has difficulty walking 200 metres, or
walking up and down stairs, or in using public transport, or picking up an object from
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thefloor.
Not determined: having a schooling or employment limitation only, or who are aged less than five
years, or whose only limitation was ‘did not use the toilet’.

Median is ameasure of central tendency. It refersto the point between the upper and lower halves of
the set of measurements.®®

Mortality isthe relative number of deaths, or death rate, asin adistrict or community .*®
Morbidity isthe proportion of sicknessin alocality.”

Neoplasmis adiverse group of diseases characterised by the proliferation and spread of abnormal
cells™ They may be malignant or benign. Malignant neoplasms are called cancers.

Obsessive Compulsive Disorder isamajor form of anxiety disorder. It involves constant unwanted
thoughts and often resultsin performance of elaborate ritualsin an attempt to control or banish the
persistent thoughts. Therituals seriously interfere with everyday life.”

Potential Yearsof Life Lost (PYLL) highlightsthe lossto society as aresult of youthful or early deaths.
Thefigurefor PYLL dueto aparticular causeisthe sum, over all persons dying from that cause, of the
years that these persons would have lived had they experienced normal life expectation.”

Post natal depression affects about half of all new mothers. The symptoms include feelings of mild
depression, anxiety, tension, difficulty in sleeping, feeling unwell. It lastsfor only afew hours or days
initsmild form. Serious post natal depression, affecting about 10% of new mothers, resultsin
increasing difficulty to cope with the demands of everyday life. Emotions range from anxiety, fear,
sadness, panic, low self-esteem and feelings of inadequacy. Rejection of the baby may result.”

Prevalence refersto the number of instances of a given disease or other condition in agiven population
at adesignated time.”

Schizophrenia isapsychotic disorder characterised by distortions of thinking, speech and perception,
which isusually accompanied by inappropriate or "blunted" emotions.”

Sex differentials are the differences in rates between males and females.”™

Standardised death rate isthe overall death rate that would have prevailed in a standard population, in
this case the 1991 Australian population, if it had experienced at each stage the death rates of the
popul ation being studied.”

Satistically significant infersthat it can be concluded on the basis of statistical analysisthat itis
highly probable.

Unintentional injury isany injury not purposely caused and includes such issues as motor accidents,
falls, burns, sporting and occupational injuries and accidental poisonings.
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8. ICD-9 Classifications

ICD-9 refersto the International Classification of Diseases, ninth revision, as developed by
the World Hedlth Organisation. It isanaiondly and internationally accepted form of
classfication and isused in this publication. The following dlassifications refer to menta
disorders and suicide.

MENTAL DISORDERS.........ccoiiieeeeee e ICD 9 code 290-319

PSYCNOSES.......oviiiicee e ICD 9 code 290-299
Organic psychotic conditions............ccceeverereenene. ICD 9 code 290-294
Senile and Pre-senile organic psychotic conditions
(deMENLI).....cceeeeeeee e ICD 9 code 290-291
Other psyChOSES.......ccvviiiiieiere e, ICD 9 code 295-299
SChiZOphreniaL.........coveeeeecee e, ICD 9 code 295

Affective psychoses (includes manic, mgor
depressive and bipolar disorders) .........cccceevveeeee. ICD 9 code 296

Neurotic disorders, persondity disorders

and other nonpsychotic menta disorders............ccevvvenieene. ICD 9 code 300-316
Neurotic disorders (includes anxiety gates)............ ICD 9 code 300
Mental refardation............ccoeeererrieneeneese e ICD 9 code 317-319

SUICIDE AND SELF-INFLICTED INJURY............ ICD 9 code E950-E959

= =3
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9. Methodologies

9.1 Yearsof potential life lost
Estimates of years of potentia life lost (YPLL) were calculated for deaths of persons aged 1
to 75 years based on the assumption that deaths occurring between ages 0 and 76 years are
considered untimely.

YPLL =Sy (Dx (76-Ax))

Ay = Adjusted age at death. As age at death is only available in completed years the

midpoint of the reported age was chosen (eg. age at death 34 years was adjusted to
34.5)

Dy = Registered number of deaths at age x due to a particular cause of death

YPLL was standardised for age using the following formula:
YPLLS= SX (DX (76 - Cx) )

where the correction factor Cy is defined for age x as:

N = Number of persons aged 1-75 years in the 1993 population
Ny = Number of persons aged x years in the 1993 population

Nys = Number of persons aged x years in the standard population
Ng = Number of persons aged 1-75 years in the standard population

The Australian population at 30 June 1991 was chosen as the standard population.

Estimates of YPLL by cause of death, as presented in Figure 15 indicate the number of years
lost due to specific causes on the assumption that up to exact age 76 years the decedent would
not have died from any other cause. YPLL therefore should not be used as a measure of
gainsin years of life expectancy should a cause of death be eliminated or reduced.

Reference:  Australian Bureau of Statistics. 1993 Causes of Death Australia. Catalogue No. 3303.0.

9.2 Rates

Rates per 100,000 are calculated as follows:

Rate = N/P . 100,000 (where N = number of events and P= population at risk of
experiencing the event).
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9.3 Three year moving averages
The three year moving averages were calculated by taking the rate over three years.
Rate Y2 = (N1+N2+N3)

(P1+P2+P3)

where Ni = number of events year i
where Yi = year i

and Pi = population at risk year i

For end years the average of 2, rather than 3, years was taken.

9.4 Logistic regression analysis

The SPSS computer package was used to run alogistic regresson model. The
mathematica equation is given below. By entering variables, for instance, age, sex and
country of birth in the modd it adjusts for age and sex and then determines the odds of
having menta disorders compared with other diseases, given the country of birth.

L ogistic regression model
The mathematica equation for the logigtic regresson modd is given by
exbj
Prob (y=j) = —
[Sjexbi]
wherej =0,1,2,3,........ J and j+1 possible unordered outcomes can occur.

95% C.I. = exp (b + 1.96 X SE.)

Exp (b) givesthe odds ratio.

9.5 Sgnificance testing.
Various gatistica techniques have been used in order to test whether there are significance

difference between two populations. Where there are sgnificance differences the test
datigic and the level of sgnificance have been given.

= =3
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10. Data Limitations

10.1 Overall data

Generally, data sets contain small numbers of occurrences of particular events. The smaller the
numbers, the more likely there isto have inexplicable fluctuationsin results. One extra death may
alter mortality and morbidity statistics dramatically in asmall arealikethe ACT. Where changesin
pattern from year to year are noted, time series and moving averages are utilised to ensure amore
reliable analysis;

Thereis no supplementary morbidity collection for diseases that can be treated outside the hospital
system. For example by a GP, specialist, outpatient clinics or emergency. Thereforethereisa
heavy reliance on survey data;

Relying on available survey data means that some information is updated only after a number of
years. Disease profiles may not be static with an everchanging ACT population and important
information may be lost during the period where datais not collected.

10.2 Mortality data

There areinconsistenciesin recording of cause of death (eg. a person may be recorded as dying
from suicide rather than from the severe mental illness which caused the suicide);

When looking at disease-specific rates over timeit was not possible to age and sex standardise for
some prior years. Therefore, crude rates were used and extrapolated to 1994 findings.

10.3 Hospital separations data

There are inconsistencies in coding hospital admissions (eg. a person may be coded as attempting
suicide as the principal diagnosis, but that condition could have been caused by mental illness - a
different coder may have coded principal diagnosis as"mental illness" with the suicide attempt as
the secondary diagnosis);

Hospital separations data only focus on acute or chronic conditions which require patientsto be
admitted to hospital;

Asthereisquite ahigh proportion of non-ACT residents (» 18%) separated from ACT hospitals
and vice-versaitisdifficult to look at hospital separations rates, aswe cannot use the ACT
population to calculate rates.

Inpatients and re-admission cannot only be identified within ahospital, not between hospitals.

ACT hospital dataincludes newbornsin its separations data.

10.4 National Health Surveys

The Australian Bureau of Statistics (ABS) conducts afive yearly National Health Survey which collects
data from approximately 54,000 people living throughout Australia. It isdesigned to obtain national
benchmark information on arange of health-related issues and to enabl e the monitoring of trendsin
health, over time. The sampleisdesigned so that the states and territories can be separately analysed.
However:
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Until the 1995-96 survey, the sample size of respondentswas very small inthe ACT. Thisresultedin
fluctuationsin results and reduced reliability of findings.

When responses were broken down into sub-groups (eg people aged under 18), the sample became
even smaller resulting in moreinaccuracies.

It should be noted that the Survey utilises a self-reporting format. Results represent respondents'
perceptions, not necessarily health professionals' findings. It also dependsin part, on the literacy of
the respondents and their ability to understand English.

The most recent Survey was conducted in the twelve months from January 1995 to January 1996.
Preliminary results were released in late December 1996.

Some 2,156 dwellings (or onein fifty dwellings) inthe ACT were surveyed. Thisisan increase onthe
previous Survey (1989-90) and will allow for morerelevant analysis. It should be noted however, that
some sections of the survey were only administered to half of the sample. Thisincludes sectionson
women'’ s health, alcohol consumption and general health and well-being.

10.5 Survey of Disability, Ageing and Carers 1993

The ABS conducts regular surveys which give areasonably sound basis for analysis, although the size
of the ACT sub-sample has been smaller than would be desired. They conducted a Survey of
Handicapped Personsin 1981, followed by a Survey of Disabled and Aged Personsin 1988 which had
comparable questions to the 1981 survey. The most recent survey, titled the Survey of Disability,
Ageing and Carers was conducted in 1993. It contained alarger sample of ACT respondents from
previous samples, on which to base analysis (3,777 people). The surveys are based on self-reported
answersto questionaires. It should therefore be noted that the results represent respondents’
perceptions, not necessarily health professionals findings. They also depend in part, on the literacy of
the respondents and their ability to understand English. This may be particularly relevant to people
with intellectual disabilities.

Tables used in this publication use ‘rounded’ numbers, so totals may not necessarily be accurate.
There are also many asterisks highlighting the fact that numbers are so small asto result in high
sampling variation or high relative standard error. Survey results should therefore be treated with
caution.

o =3
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1. 12. Health Series Publications

The Epidemiology Unit of the Department of Health and Community Care has developed an
on-going hedth series of publicationsto inform hedth professonalss, policy developers and
the community on hedth satusin the Territory.

Number 1: ACT s Health: Areport on the health status of ACT residents
Carol Gilbert, UrsulaWhite, October 1995

Number 2: The Epidemiology of Injury in the ACT
Carol Gilbert, Chris Gordon, February 1996

Number 3: Cancer inthe Australian Capital Territory 1983-1992
NormaBriscoe, April 1996

Number 4: The Epidemiology of Asthma in the ACT
Carol Gilbert, April 1996

Number 5: The Epidemiology of Diabetes Méllitusin the ACT
Carol Gilbert, ChrisGordon, July 1996

Number 6: Developing a Srategic Plan for Cancer Servicesinthe ACT
Kate Burns, June 1996

Number 7: The First Year of The Care Continuum and Health Outcomes Project
Bruce Shadbolt, June 1996

Number 8: The Epidemiology of Cardiovascular Disease in the ACT
Carol Gilbert, UrsulaWhite, January 1997

Number 9: Health Related Quality of Lifein the ACT: 1994-95
Darren Gannon, Chris Gordon, Brian Egloff, Bruce Shadbolt, February
1997

Number 10:  Disability and Ageing in the ACT: An Epidemiological Review
Carol Gilbert, April 1997

Number 11:  Mental Health in the ACT
UrsulaWhite, Carol Gilbert, George Johansen, May 1997
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