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Glossary
Aboriginal people

To enhance readability, the expression Aboriginal people
is used instead of the fuller expression, Aboriginal and
Torres Strait Islander people throughout this treatise.

Client data set

Refers to Darwin Urban Mental Health Services (DUMHS)
consumers who recorded at least one service event
during January, February or March 2000.

Mental disorder*

According to the ICD-10 Classification of Mental and
Behavioural Disorders, a disorder implies 'the existence of
a clinically recognisable set of symptoms or behaviour
associated

in

most

cases

with

distress

and

with

interference with personal functions' (WHO 1992 p5).
Most diagnoses require criteria relating to severity and
duration to be met.
Mental health problem*

Problems with mental health, such as worry or sadness,
regardless of whether or not they meet the criteria for
mental disorders.

Mental illness*

The terms mental illness and mental disorder are used
interchangeably in this treatise.

Non-attendees data set

Refers to consumers who were referred to Darwin Urban
Mental Health Services (DUMHS) during January, February
or March 2000 or who comprised the existing caseload of
DUMHS but did not record a service event during that
period.
The term non-attendee has been used throughout this
treatise

for simplicity, and is not intended to be

derogatory. It is understood that there are a variety of
reasons

for

not

attending

mental health services,

including the deep personal cost often associated with
attendance.
xSource: McLennan, W. 1998, Mental health and wellbeing: profile of adults, Ausfralla 1997 Australian
Bureau of Statistics, canberra.

Summary

AIM
To provide a demographic and clinical profile of people attending the Darwin
Urban Mental Health Services (DUMHS) and contribute some answers to the
questions asked under the National Mental Health Strategy, "who receives, what
services?"

OBJECTIVES
• To determine the profile of people attending the Darwin Urban Mental
Health Service (DUMHS) and to compare the DUMHS consumer profile with
the overall population profile of the Darwin urban region.
To examine patterns of referral into and out of the mental health service
and to examine patterns of attendance of DUMHS consumers.
• To produce a profile of mental illness among DUMHS consumers over a
three-month time period and to compare this profile with available data
relating to mental illness in the general Australian community.

INTRODUCTION
The three main objectives of Australia's Second National Mental Health Plan are to
help prevent mental illness, to foster partnerships between all involved in care, and
to promote the quality and effectiveness of care. In order to fulfil these objectives,
information is needed.

Inpatient mental health data has been collected on a national scale since July 1997
for the National Minimum Data Set for mental health care. Patient-level data from
community mental health services throughout Australia will be collected nationally
from July 2000.

The national data set will provide invaluable information about mental illness on a
national scale. This study uses the recently introduced mental health module of the
Community Care Information System (CClS), and aims to provide regional
information about community mental health services.

METHOD
Darwin Urban Mental Health Services (DUMHS) provide outpatient mental health
services for public patients in the Darwin Urban region. The target population
comprises people who have a mental disorder and associated significant social and
occupational impairment. The study population was made up of all referrals into,
and the existing caseload of the Adult, Early Intervention, On Call and Forensic
Teams of Darwin Urban Mental Health Services. The three-month study period ran
from January to March 2000.

The variables selected for this study were sex, date of birth, Indigenous status,
number of service contact dates, country of birth, area of usual residence, source of
referral to DUMHS, outcome of referral, provisional diagnosis and ICD-10 coding.
These variables provided demographic and clinical characteristics of service
consumers and some details of mental health programs delivered. These are key
areas to be addressed by the National Minimum Data Set. All of the data came
from consumer records in the mental health module of the Community Care
Information System (CCIS).

RESULTS
The profile of mental illness in the Darwin Urban region is related to age, sex,
Indigenous status and country of birth.

Mental illness is more common between the ages of 15 and 39 years, than at any
other age. In this age group, DUMHS clients attended at the rate of 2-2.5 clients per
1000 Northern Territory population. More DUMHS clients were males than females,
although the ratio of males to females is not different from the ratio in the source
population. There was more than twice the number of male clients aged 15-19
years per 1000 population than females.

The representation of Aboriginal people among DUMHS clients was greater than
their representation in the source population.

There appears to be an under representation of people born in countries other than
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Australia in the Client data set when compared with the source population.

Age, Indigenous status and country of birth were factors in non-attendance
following referral to DUMHS. Sex and area of usual residence were not. People
aged 10-14 years were less likely and those aged 30-34 years were more likely to
attend. Aboriginal people were twice as likely as non-Aboriginal people to attend
DUMHS. A greater proportion of non-attendees than attendees came from
countries other than Australia.

DUMHS has a broad referral base. The most common sources of referral were family
and friends of the consumer, self-referral and the Royal Darwin Hospital outpatient
and emergency departments. The only referral source related to attendance was
family and friends. Consumers referred from this source were half as likely to attend.
General practitioners referred in to DUMHS, but it was not possible in this study to
assess referral back out to them.

The number of service events recorded by each client ranged from 1 to 55, with a
mean of 3.9 and a median of 2. The majority of clients (88%) had less than seven
visits. The relative workload produced by the psychoses was higher than for the
more common diagnoses of affective or anxiety disorders. People with
schizophrenia had the highest average number of service events (10).

For consumers in the Client data set 68% of provisional diagnoses were not recorded
in accordance with the CCIS protocol, or to the current specifications of the
National Minimum Data Set. Of those with a diagnosis recorded, the three largest
groups of disorders were: anxiety disorders (32%), affective disorders (24%) and the
grouped psychoses (21%). Personality and behaviour disorders constituted about
7%, disorders of development, childhood and adolescence, 4% and substance use
disorders, 3%. Other mental disorders made up 2% of diagnoses. Approximately 6%
of clients seen by DUMHS had no mental disorder. Dementia and eating disorders
each were represented by only one client.
Comorbid illness was recorded in only 7% of cases.

The most common disorders for males were the grouped psychoses and anxiety
disorders. For females, anxiety disorders and affective disorders were the most

common disorders.

DISCUSSION
The age distribution of DUMHS clients was similar to that found in the National Survey
of Mental Health and Wellbeing (NSMHWB). There is evidence of under reporting in
the 10-14 year age group, probably due to low numbers of Aboriginal males. A high
proportion of the Northern Territory Aboriginal population (38%) is aged less than 15
years, indicating that Aboriginal males aged 10-14 years are probably 'at risk' in
terms of mental health. Half of non-attendees aged less than 15 years were
accepted for treatment, which they did not commence. This indicates an unmet
need, and inappropriate service provision.

Older people are more likely to seek treatment for mental disorders. The 30-34 year
age group were more likely to attend DUMHS, which illustrated this tendency.

The distribution of disorders between the sexes was as expected from the NSMHWB,
except for substance use disorders, which were more common among female
DUMHS clients. Female clients recorded more affective and anxiety disorders than
males. Male DUMHS clients registered more than iwice the percentage of
psychoses, and more personality and behaviour disorders than females.

Aboriginal people suffer from high rates of mental illness, as was confirmed by this
study.

People from a non-English speaking background (NESB) also have greater mental
health needs than the general population. This was not evident in the client profile
of DUMHS. Recording a 'preferred language' for any client would benefit both NESB
people and Aboriginal people in the proactive provision of interpreter services, if
they exist.

After a referral has been made, area of usual residence is not a factor in
attendance. There is a need for further investigation of access to specialist mental
health services by NT residents who are Aboriginal and/or live in rural and remote
settings.
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DUMHS has a broad referral base. The three main referral sources are family and
friends, self-referral and the Royal Darwin Hospital (RDH) outpatient or emergency
departments. People referred by family and friends had the least likelihood of
attending DUMHS for treatment, indicating a need for closer follow-up and support.

Failure to note suicide ideation as a precipitating factor in attendance at RDH was a
limitation in this study. No conclusion could therefore be drawn about the likelihood
of these people being monitored by the community mental health services.

General practitioners have an important role to play in the provision of primary
mental health care. While there is evidence of referrals in to DUMHS from general
practitioners, there is not a great deal of evidence to suggest that referrals are being
made back to general practitioners from the specialist services.

Nearly half of non-attendees decide for themselves to terminate contact with
DUMHS. At least some of this group would have benefited from treatment, and
ways of nurturing health-seeking behaviour for those with mental disorders need to
be clarified.

Consumers with substance use disorders tend to be referred on to other agencies for
treatment. This seems to occur more in the case of male consumers than female
consumers. The DUMHS target population does not usually include people with
substance use disorders.

There was a wide range in the number of service events recorded for each DUMHS
client. Diagnostic-related service use data can be used as one of the factors in
predicting service costs. This will happen under the new Mental Health Casemix and
Service Costs project.

The early data input to the Community Care information System (CCIS) by the busy
clinicians in this mental health service had an impact on the strength of conclusions
that could be made about mental illness. There is a need to improve the recording
rate and quality of provisional, principal and comorbid diagnoses in CCIS, if the
requirements of the National Minimum Data Set for community mental health care
13

are to be met. Systematic reporting would also facilitate future electronic reporting
of diagnostic information.

The most common diagnoses among clients of DUMHS were anxiety disorders,
affective disorders and the grouped psychoses. Anxiety disorders and affective
disorders were present among DUMHS clients in approximately the same ratio as
those found in major population surveys.

Substance use disorders were present for 3.4% of DUMHS clients and appear to be
under reported when compared with the population prevalence. This is probably
due to referrals on to alcohol and other drug treatment agencies

The NSMHWB indicated high rates of comorbidity among people with mental
disorders. Substance use disorders are the most common comorbid diagnosis for a
person with a mental disorder. The reported rate in this study was far lower than
expected. Under reporting may be a sign of under-treatment. Specialist mental
health services need to recognise substance use disorders in patients presenting with
other mental disorders.

CONCLUSION
Comprehensive data relating to age, sex, area of usual residence, referral source,
referral outcome and patterns of attendance can provide information for
consumers, carers, service providers and planners. This has been demonstrated in
this study.

Further effort to habitually record Indigenous status, country of birth, preferred
language and provisional diagnosis for each DUMHS consumer would provide more
complete information.

Rigorous recording of the mental disorders that affect DUMHS clients, according to
existing codes of practice, must become a regular practice if any meaningful and
time efficient analysis of this information is to take place. This study took place six
months after the introduction of the mental health module of the CCIS. In this short
space of time, the system has already been able to yield useful data and has the
potential to provide more comprehensive data in the future.
14

1. Introduction
David "is he

-

is Mr. Dick

-

I ask because I don't know, aunt

-

is he at all out of his

mind, then?"
Aunt Betsey. "He has been called mad

...

though he is not half so eccentric as a

good many people."
Mr. Dick "In short boy, I am simple

...

Yes I am! She pretends I am not. She won't

hear of if; but I am. I know I am. If she hadn't stood my friend, sir, I should have
been shut up, to lead a dismal life these many years."
David Copperfield(Dickens 1850)

Mental illness has always been enigmatic, drawing from people a range of
reactions. History documents a plethora of terrifying remedies, from the drowning of
women as witches, to chains, restraints and rotating swings. The paradigm shift in
the concept of asylum, from place of refuge to place of fear illustrates the misery
that often surrounded treatment (Bloch & Singh 1997; Psychology Explorer 2000).
Alongside the wretchedness, however, there have always been advocates for
humane treatment.

A feature of contemporary attitudes is restoring the basic human rights of people
with mental disorders (Commonwealth Department of Health and Aged Care 1994).
The later half of the twentieth century has seen an international movement to
remove people with mental disorders from institutions and reinstate them as
participatory community members. Mental health services are being mainstreamed
into the general health sector. Psychiatry has moved in from the peripheries of
medical practice (Benson 1996; Bloch & Singh 1997).

Despite this, the humiliation that often accompanies the experience of mental illness
is still present. People suffering from mental disorders are a group marked by their
vulnerability (Australian Health Ministers 1992a). "We're like the lepers of modern
society

...

People don't want to get too close in case they catch something," says

Scott Stewart of the Schizophrenia Fellowship of South Australia (Eccleston 2000)
(p26). Even among health care professionals, including those who work in mental
health services, some attitudes still reinforce the stigma associated with mental illness
15

(Australian Health Ministers 1998).

Scott Stewart represents a person with a mental illness living in a community setting
in an Australian city. He still feels the stigma of his condition. Little is known about
the effectiveness of the community based mental health care that he receives
(Singh & McGorry 1998).

Stuhimiller suggests that economic rationalism underlies some of the contemporary
practice of community mental health care, which reveals itself in "a sort of 'dope
'em up and ship 'em out' attitude" (2000a p2). She believes that there has been a
slow destruction in the caring tradition. To realistically assess these assertions it is
necessary to have some information about the practice and outcomes of mental
health care.

The three main objectives of the Australian Second National Mental Health Plan are
to help prevent mental illness, to foster partnerships between all involved in care,
and to promote the quality and effectiveness of care (Australian Health Ministers
1998). In order to fulfil these objectives, information is needed and priorities for
information development have been set under the Plan.

Information is also required to nurture understanding for people like Stewart within
the community. Education and accurate statistics relating to mental illness will
inform both the community and consumers. Information about consumers,
prevalence of mental disorders, access to and the effectiveness of mental health
services is required by service providers for both clinical practice and the
development of policies. Information is also essential for the development, planning
and evaluation of mental health services.

Mental health data is required at three levels: from the general population, from
general practice and from specialist services. The National Mental Health Strategy
conducted a national community survey of over 10 000 adults in 1997 (National
Survey of Mental Health and Wellbeing NSMHWB). The main finding of this national
-

population survey was that mental disorders appear to be commonplace, affecting
18% of the participants in the previous year (Henderson 1995). This discovery of the
ubiquitous nature of mental illness should provide some impetus for community

acceptance.

A survey of Genera/practice activity in Australia was undertaken in 1998-99 (Britt et
al. 2000). The interim results of the survey of general practice activity in Australia
indicate that depression was the fifth most frequent problem managed (Britt et al.
1999). It has been observed that general practitioners treat more people with
mental illness than do psychiatrists (Henderson 1995).

Inpatient data for specialist mental health services has been routinely collected in
hospital morbidity datasets. Inpatient mental health data has been collected on a
national scale since July 1997 (Moore et al. 2000).

With the increased treatment of mental disorders in the community, ways to gather
information from the specialist community mental health services were needed.
Systems have been established under the Second National Mental Health Plan to
routinely collect patient-level data from community mental health services
throughout Australia. This data will be collected nationally from July 2000. Along
with the data from institutional mental health services, this will be known as the
National Minimum Data Set for mental health care (Commonwealth Department of
Health and Aged Care: Mental Health Branch 1999).

The national data set will provide invaluable information on a national scale. A byproduct of the infrastructure required for national reporting is a regional information
system that can yield knowledge about mental illness at a regional level. This study
arose from the perceived need for regional information about community mental
health services. If was formulated in consultation with the Director of Psychiatry,
Darwin Urban Mental Health Services (DUMHS), and uses the mental health module
of the Community Care Information System (CClS).
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Aim
The primary aim of this study is to provide a profile of people attending the Darwin
Urban Mental Health Services (DUMHS). Who are these people? Where do they
usually live? Is their profile representative of the community from which they are
drawn? How do they enter and leave the mental health service? How much
treatment is involved? What is their pattern of mental disorders? How does this
pattern compare with the known pattern of mental disorders in the Australian
community? Answers to these questions will help to redress the current information
shortage surrounding people who receive mental health care in a community
setting and will be useful at service delivery, policy and management levels.

Objectives
• To determine the profile of people attending the Darwin Urban Mental
Health Service (DUMHS) in terms of age, sex, Indigenous status, country of
birth and area of usual residence.
• To compare the DUMHS consumer profile with the overall population profile
of the Darwin urban region.
•

To examine patterns of referral into and out of the mental health service.

• To examine patterns of attendance of DUMHS consumers.
To produce a profile of mental illness by diagnostic category, among
DUMHS consumers over a three-month time period.
• To compare the profile of mental illness among DUMHS consumers with
available data relating to mental illness in the general Australian
community.

This treatise aims to provide some insight into the nature of mental illness and the
people it affects in the Darwin area. To provide a wider context for this insight, an
international understanding of the nature of mental illness will initially be discussed.
Trends in treatment during the later half of the 201h century are described in an effort
to demonstrate the origins of community mental health care as a viable alternative

to institutional care for the mentally HI. Problems with planning and funding
community mental health care, as well as the absence of viable outcome measures
have demonstrated the need for organised and extensive information. A
description of processes that have been initiated in Australia to focus on mental
health and develop information systems for both institutional and community mental
health care will complete the background to this treatise.

II

4. The Nature of Mental illness
There is no universal agreement about the definition of mental illness. Notions of
well-being and quality of life differ between and within cultures. Cultural rules, norms
and behaviours may vary. Even where there is widespread acceptance of the
existence of certain disorders such as depression, anxiety disorders, schizophrenia
and bipolar disorder, the manifestations of these may be influenced by culture.
Depression may cause emotional symptoms in a person of Western background, but
may be expressed as physical symptoms in a person of Chinese background (Reser
1 991; Puckett 1 993; Psychology Explorer 2000).

Great effort has been expended in the description of so-called culture specific
syndromes'. These include susto (fright) in South America, eating disorders in the
West, brain fag (mental exhaustion) in West Africa, amok (sudden, wild outburst of
homicidal aggression) on the Malay Peninsula, and pathological fear among
Australian Aboriginal people. However, it is argued that these disorders may also be
different, cultural manifestations of more universal conditions (Puckett 1993;
Psychology Explorer 2000).

Despite the difficulties of definition, there are broad understandings within cultural
groups of the concept of mental health. For Australian Aboriginal people "health
does not just mean the physical well-being of the individual but refers to the social,
emotional and cultural well-being of the whole community" (Swan & Raphael 1995
p1). For the wider Australian population, mental health is defined as "the capacity
of individuals within groups and the environment to interact with one another in
ways that promote subjective well-being, optimal development and use of mental
abilities" (Commonwealth Department of Health and Aged Care: Mental Health
Branch 1998 p43). There is an individual and collective sense of mental health within
both of these definitions, although the balance may differ.

A mental disorder as defined by the World Health Organisation (WHO), involves "the
existence of a clinically recognisable set of symptoms or behaviour associated in
most cases with distress and with interference with personal functions" (1992a p5).
Mental disorders have been internationally defined to nurture a global
"A'

understanding of their definition, especially for research purposes. Despite regular
updating and additions to definitions, the notion of culture specific syndromes still
causes difficulty. Diagnostic categories are listed in the authoritative International
Classification of Disease (lCD-b) published by WHO, and the Diagnostic and
Statistical Manual of Mental Disorders (DSM-lV), published by the American
Psychiatric Association and widely used in clinical practice (1994a).

Apart from culture, the other major factors that influence mental illness are
biological and psychosocial. Psychosocial aspects may be further divided into
individual factors, operating within the individual, and environmental factors,
operating outside the individual.

One of the major biological factors associated with mental disorder is age. The
Australian population survey of 1997 revealed that 18% of the total population had
suffered from a mental disorder in the previous year. For people aged between 18
and 24 years the incidence was 27%, and for those aged over 65 years it was 6.1%
(McLennan 1998). Mental illness was more than four times more common in the
younger age group.

A second important biological factor is sex. Although the overall rate of mental
illness is relatively equal between the sexes, the types of mental disorders that affect
men and women differ. Men tend to have higher rates of substance use disorders
and personality and behaviour disorders, while women are affected by higher rates
of anxiety and affective (mood) disorders (McLennan 1998; Psychology Explorer
2000).

Other biological factors associated with mental illness include poor physical health
and genetic factors (Puckett 1993).

The interplay between psychosocial factors and mental illness is complex. Factors
that operate within the individual include personality and individual response to
mental illness. Family and relational experiences, cultural identity, past history of
illness, life events and the nature of social networks may all influence the
presentation and experience of mental illness. Individuals vary in their insight into
and ability to cope with mental illness, illustrating the interplay of internal and
'1

external factors.

Environmental factors operating outside the individual are often linked with internal
factors. Cultural factors, for example, operate on both levels. Indigenous peoples
living in colonised countries have been noted to be susceptible to higher rates of
mental illness than their non-Indigenous counterparts. Erosion of Indigenous culture
(environmental) may result in loss of control and feelings of hopelessness (individual),
all of which contribute to mental health problems. Among such groups, high rates of
depression, self-harm and substance use disorders have been observed (Reser 1991;
Puckett 1993). In Australia, suicide rates among Aboriginal people may be 40
percent higher than among non-Aboriginal Australians (Commonwealth
Department of Health and Aged Care 1998). Substance misuse involving alcohol,
marijuana, petrol and other substances, is a significant problem for many Aboriginal
communities (Swan & Raphael 1995).

Migration, both routine and refugee, is associated with high rates of mental illness.
Migrant groups at particular risk are housewives, elderly people, single men and
adolescents. There is an increased risk of mental illness if the migration experience is
also associated with a fall in socio-economic status, lack of ability to speak the
language of the host country, separation from family, an unfriendly reception in the
host country, isolation from people with similar cultural background and a past
experience of war, other trauma or stress prior to migration (Reser 1991; Chu 1998).

Another environmental factor that influences mental health is soci o-economic
status. There is a strong association between low socio-economic status and poor
mental health, but the association cannot be interpreted at face value. There may
be a higher prevalence of mental disorders in the lower socio-economic classes
because people with mental disorders drift into poverty. Poverty itself may be a
stressor that precipitates mental illness. Factors associated with the stigma of mental
illness, such as the inability to procure employment or housing have to be
considered. Not surprisingly, unemployment is also associated with poor general
and mental health (Puckett 1993).

The area where a person lives appears to be an environmental factor associated
with mental illness. There tends to be a higher than average percentage of people
22

with mental illness in inner-city centres (Puckett 1993). Puckett also states that there
is virtually no major difference in mental health between rural and urban areas,
although he lists minor variations (1993). However, Yellowlees and Hemming,
reviewing a study from rural western New South Wales cite high levels of alcohol
misuse and dependence, often associated with domestic violence and sexual
abuse. Issues relating to confidentiality and stigma are also important in rural mental
health care (1992b). Recent studies have indicated rising suicide rates among
young males (15-24 years) in rural and remote areas. Currently these rates are
higher than suicide rates for the same group in urban and regional centres
(Commonwealth Department of Health and Aged Care 1998; Dudley et al. 1998;
Cantor & Neulinger 2000).

Other environmental factors associated with mental illness include homelessness,
overcrowding, phenomena of the weather, natural or other public disasters, living
environments such as high-rise flats, work environments and noise levels (Puckett
1993; Williams 1995).

The presence of more than one disorder at the same time (comorbidity) is also
common among people with mental illness (McLennan 1998). The two major types
of comorbidity seen in specialist mental health care are comorbid psychiatric
disorders, including a dual diagnosis of substance use disorder and other psychiatric
disorder, and comorbid psychiatric and physical disorders. The Australian
population mental health survey (NSMHWB), found that 45% of people with an
anxiety disorder, and 61% of people with an affective disorder also suffered from
another psychiatric disorder, as did 31% of people with a substance use disorder
(McLennan 1998).

It has been noted that comorbid disorders tend to be marked by life impairment
and chronicity (Kessler 1994; Oei & Loveday 1997). Comorbid disorders are also
associated with misdiagnosis and complicated treatment (Seivewright & Daly 1997;
Barbato & Hafner 1998; Cohen 1999). Substance use disorders are the most
common comorbid diagnosis among people with mental illness (Siegfried 1998b). In
an assessment of people in contact with community specialist psychiatric services in
a British community, Brugha et al found that 41% of those examined had comorbid
physical disorders, and that almost half of these people were not receiving
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adequate treatment for these conditions. In particular, unmet need was associated
with patterns of poor attendance and compliance (1989). In acknowledgement of
the high rate of comorbid illness in mental health care, the need for partnerships
between mental health services and other treatment and welfare agencies has
been recognised (Knapp et al. 1995; Benson 1996; Commonwealth Department of
Health and Aged Care: Mental Health Branch 1998).

This treatise aims to explore community mental health care through examination of
referral sources to, and outcomes in the Darwin Urban Mental Health Services. By
producing a disease profile and outline of the people who attend the services, some
understanding of the nature of mental illness in the Darwin region will be produced.

24

5. Trends in treatment from the mid 20th century

5.1 DEINSTITUTIONALISATION
During the latter half of the 20th century advances in psychopharmacology, the
failure of institutionalisation, increased recognition of human rights, the advent of
social psychiatry and a growing awareness of the cost of institutionalisation resulted
in the movement of people with mental disorders back into the community

-

a

movement known as deinstitutionalisation. The main results of deinstitutionalisation
were a fall in the number of psychiatric inpatients, a reduction in the number of
detached psychiatric hospitals and the inclusion of specialist psychiatric services
within mainstream general health services. The last phenomenon, known as
mainstreaming, includes the provision of acute psychiatric services within general
hospitals, along with a continuum of care through community mental health
treatment services and the provision of residential services (Prior 1 991; Williams 1995).

These trends have been observed throughout the world in countries such as the
United States, Canada, England, Italy, Israel, Germany, Japan, China and Australia
(ODriscoll 1993; Williams 1995; Benson 1996). The number of patients within
psychiatric institutions peaked in the mid-1950s, and has been declining since that
time. Deinstitutionalisation has not just been a physical occurrence but a total
redefinition of mental health service delivery.

5.2 REASONS FOR DEINSTITUTIONALISATION
There was no single impetus behind the movement from institutional to community
based care for people with mental illness. Developments in psychiatry since World
War II have been more rapid than in any other period of history. The initial screening
of WWI! military recruits provided baseline data for comparison with the plethora of
mental health problems that affected personnel during and after the war. The
environmental influences of the war were noted for their importance in the aetiology
of mental illness. This nudged aside the preceding biological era of mental health
care, which included insulin therapy (induction of hypoglycaemic coma) and
surgical interventions for the treatment of psychosis, and electroconvulsive therapy
for the treatment of psychotic depression (Romano 1994). Such treatments were
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better suited to institutions than the community. With the "demedicalisation of
psychiatry" over the ensuing years, institutionalisation was not always an imperative
(Prior 1991 p488).

The 1940s
had seen the effective treatment of two psychotic disorders, pellagra and
syphilis through the use of nicotinic acid and penicillin, respectively (Romano 1994).
Advances in psychopharmacology, particularly the advent of neuroleptic drugs in
the early 1950s,
allowed control of the sometimes bizarre and anti-social behaviour
associated with psychosis. The need for institutionalisation decreased with the use of
these drugs (Johnstone 1996).

"The functions of asylum have always been both refuge and recuperation" (Wing
1990 p822). History has shown that many psychiatric institutions offered neither to
the mentally ill. Institutionalisation was slowly recognised as a sometimes inhumane,
and often ineffective response to mental illness. It was also acknowledged that
institutionalisation frequently generated secondary mental and physical disability.
With increased respect for human rights, justification for institutionalisation and
accountability from service providers was sought.

As has been mentioned, the earlier biological era of psychiatry was supplanted
during the 1950s
by a growing awareness of the influence of environmental factors
on mental health. Along with the theories of Freud, this spawned an era of social
psychiatry, particularly in the United States (Romano 1994; Johnstone 1996). The
psychotherapies associated with this ideological understanding of mental illness
could usually be practised in a community setting, often without a psychiatrist.

During the 1960s
and 1970s,
in a revolt from within the ranks of psychiatrists
themselves, Laing in Britain and Szasz in the United States, instigated a movement
commonly known as 'anti-psychiatry'. The very existence of mental illness was
brought into question, along with the concomitant therapies practised by adherents
to both biological and social understandings of mental illness. The patterns and
practice of social control, which arose through the definition of mental illness, were
criticised (Johnstone 1996; Crossley 1998). The anti-psychiatrists practised their own
treatments, such as the establishment of therapeutic communities, and were critical
of incarceration and abuse of the rights of the institutionalised mentally ill.
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Interestingly, the current era is marked by a somewhat stormy marriage between
social and biological understandings of mental illness (Gelder 1996; Johnstone 1996).
"Contemporary psychiatric research conclusively demonstrates that mind/brain
responds to biological and social vectors and is jointly constructed by both",
(Eisenberg 1995 p1563).

Growing awareness of the cost of institutionalisation had some influence on the
practice of deinstitutionalisation.

Passionate arguments suggested that the

movement was entirely economically driven, to avoid an "actual or impending
fiscal crisis of the welfare state" (Prior 1991 p484). These arguments were particularly
prevalent in countries where community mental health care was administered by
social security rather than health departments, and deinstitutionalisation was seen as
a form of elaborate cost shifting.

5.3 RESULTS OF DEINSTITUTIONALISATION
The process and practice of deinstitutionalisation has not been without problems. It
was hoped that involvement of the community in mental health care would diminish
the stigma of mental illness, through greater public and political interest in people
with mental disorders. It is hard to determine the extent to which this has occurred,
and in Australia and America cases of active community opposition to people with
mental health problems have been reported (Wing 1990; Puckett 1993; Williams
1995). At least the increased visibility of people with mental health problems
aroused public debate and discussion, if not always acceptance. The role of the
media in instigating and directing the discussion cannot be underplayed.
Unfortunately, timeworn stereotypes are still too frequently on the media agenda
(Lupton 1993).

The discharge of former inpatients into the community also resulted in many
consumers returning to their homes. When the mental disorders of this group were
marked by recurrent crises or disturbing erratic behaviour, families were sometimes
subject to intolerable stress levels (Williams 1995). However, one of the positive
effects of people returning to a more 'normal' environment was the enrichment of
relationships. Family ties had sometimes been completely destroyed in the asylum
era (Bloch &Singh 1997).
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The secondary disability and dependence often engendered in psychiatric
institutions decreased with the adoption of community lifestyles (Bloch & Singh 1997).

Deinstitutionalisation reduced the potential for the abuse of human rights. The
Commissions of Inquiry into Deep Sleep Therapy at Chelmsford Hospital, NSW and
into the Psychiatric Unit Ward lOB in Townsville General Hospital, were more likely to
have come about in the contemporary atmosphere of public and professional
accountability for mental health service providers (Lupton 1993). The findings of
both commissions indicated the misuse of professional power (Carter 1991;
Lawrence 1991). Ironically, in the case of Townsville General, the institution of family
therapy and establishment of a therapeutic community was intended to defuse the
authority of the health care professional. The opposite occurred. These findings
were released in the early 1990s.
What measure of abuse existed in the preceding
eras? Current Australian standards for mental health services, adopted under the
National Mental Health Strategy, include a section on the rights of people affected
by mental health disorders and problems, in an explicit effort to reduce the
likelihood of maltreatment (Commonwealth Department of Health and Aged Care:
Mental Health Branch 1997).

A link between deinstitutionalisation and homelessness has been suggested. It is
estimated that a significant proportion of homeless people also suffer from chronic
mental illness (Puckeft 1993; Williams 1995; Psychology Explorer 2000). Whether they
are homeless by choice, through the process of deinstitutionalisation, or because of
the nature of their disorder has not been adequately explored.

An inverse correlational relationship has been demonstrated between psychiatric
bed occupancy and prison population in studies in the United Kingdom and
Australia. Although no conclusions can be drawn from so elementary an
observation, the need for adequate treatment and supervision in the community of
those with serious mental illness is relevant here (Puckett 1993).

Deinstitutionalisation has nurtured the concept of continuity of care within mental
health. The integration of mental health care into the mainstream has allowed
referrals of people with mental health problems to flow from general practitioners

and general hospital emergency departments to specialist mental health inpatient
or community services. As the complexity of mental health problems increases,
there is a need for a more specialised level of mental health care (Bloch & Singh
1997). Referral back to general practitioners or on to counselling or alcohol and
other drug treatment services indicates a climate of cooperation between
agencies.

In Australia, under the first National Mental Health Strategy, it was agreed that 'the
delivery and management of specialised mental health services from within
mainstream health services is vital for the promotion of quality of services and equity
of access", (Australian Health Ministers 1992b p7). Both the first and second Mental
Health Plans also aimed to nurture linkages between primary care service providers
and the many other agencies involved in the care of people with mental illness
(Australian Health Ministers 1992a; Australian Health Ministers 1998).

Traditionally mental health services have been underfunded (Williams 1995). This
situation did not immediately change with the advent of community mental health
care. It was sometimes imagined that the resources for the care of people with
serious mental disorders did not have to follow them into the community (Puckett
1993). The potential savings of deinstitutionalisation were often offset by the high
cost of anti-psychotic drugs. The fact that institutionalised care was 5f11/sometimes
necessary, had to be factored into the funding equation. Community care was
more expensive than had first been thought. However, a recent Australian analysis
of the relative costs of care has found that "hospital care was nearly twice as
expensive as care in the community setting", (Lapsley et al. 2000 p49 1).

Greater visibility of people with mental health problems resulted in new political
interest in their needs. Under the first National Mental Health Plan in Australia,
expenditure on community health services increased by 55% and there was a 24%
rise in total funding for mental health services. Feedback from consumers with
serious mental disorders presently living in the community indicates that present
levels of funding for care are not always adequate (Eccleston 2000). With the
expansion of focus under the Second National Mental Health Plan to include people
with less severe mental illness, further increases in funding will be required (Singh &
McGorry 1998). Commitment to further funding increases has been made by the
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Commonwealth Government in 1999 (Commonwealth Department of Health and
Aged Care 1999).

Predicting support and service needs for community based mental health care has
been a challenge. Initially, diagnostic-related groups were shown to be unhelpful in
estimating the needs and costs for people with long-term mental illness (Knapp et al.
1995). Under the Second National Mental Health Plan commitment has been made
to further developing and activating a national Casemix classification system for
mental health (Mental Health Classification and Service Costs Project), as well as
service quality indicators and consumer outcome measurements (Australian Health
Ministers 1998; Buckingham et al. 1998; Commonwealth Department of Health and
Aged Care: Mental Health Branch 1999).

5.4 CURRENT AUSTRALIAN CONTEXT OF MENTAL HEALTH CARE

Australian mental health treatment services are usually based on the Western model
of care. Community psychiatry is not administered by the welfare sector, although
social workers are part of multi-disciplinary mental health care teams. Inpatient and
outpatient services are part of the one mental health service, providing a continuum
of care.

The Australian population survey of mental health (NSMHWB) uncovered a large
unmet need for mental health care in the community. Only 38% of people who had
a mental disorder in the year preceding the survey used a health service for
treatment of the disorder. Although some of this need could and should be met by
primary care services, methods for estimating and costing further community mental
health services are needed (McLennan 1998).
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6. New directions in the collection of national mental health
information

6.1 CURRENT STATUS OF MENTAL HEALTH IN AUSTRALIA
Why bother to collect information about the status of mental health in Australia?
Mental illness is not a major cause of death when compared with cardiovascular
disease or cancer. However, the work of Murray and Lopez which quantified the
burden of disease, focussing on morbidity rather than disease modality, revealed the
significant contribution of mental disorders to the worldwide disease burden (1994b;
Andrews, Sanderson, & Beard 1998).

Globally, mental disorders were found to account for a quarter of the disability (YLD:
years of life lived with disability) and 9% of the total burden of disease (DALYs:
disability affected life years, being the sum of years of life lost and years lived with
disability). Major depression, alcohol misuse, bipolar affective disorder,
schizophrenia and obsessive-compulsive disorder made up five of the fop ten
causes of disability (Andrews, Sanderson, & Beard 1998). The increasing worldwide
incidence of mental disorders is related to overall population ageing, violence, war,
poverty, unemployment, migration, dislocation and social isolation and deprivation.
It could also be possible that growing awareness of mental illness has resulted in
increased recognition and recording of disorders.

In Australia, mental illness is the leading cause of years of life lost to disability (YLD),
making up nearly 30% of the non-fatal disease burden. Of this burden, depression
makes the largest single contribution at 8%. Looking at the total burden of disease
(DALYs), mental disorders take third place, contributing 14% of the overall burden
after cardiovascular diseases (20%) and cancers (19%) (Mathers, Vos, & Stevenson
1999).

Among the young people of Australia, mental disorders are being noticed for their
disproportionate representation. Over half of the burden of disease for this group
arises from mental disorders (Patton & Moon 2000). Substance use disorders and
affective disorders each contribute 16% to the overall burden of disease for young
31

adults aged 1 5-24 years. Suicide and intentional injuries (which are classified as
injuries, not mental disorders) constitute 6% of the total burden (Mathers, Vos, &
Stevenson 1999). As has been noted in an earlier section, particular groups carry an
unequal share of this load. These include young people with a low socio-economic
status and young Aboriginal and Torres Strait Islanders (Patton & Moon 2000).

6.2 FIRST NATIONAL MENTAL HEALTH STRATEGY
In recognition of the growing importance of mental illness as a public health
problem, the Australian government introduced the first National Mental Health
Strategy in 1992. This ran until June 1998. The aim of the strategy was to formulate a
national approach to the development of mental health services, emphasising
appropriateness and accessibility. The objectives were to promote the mental
health of Australians and to reduce the incidence and impact of mental disorders
on consumers, corers and the community (Australian Health Ministers 1992a).

To achieve these objectives, the following strategies were employed. People with
serious mental health problems were targeted. Strategies to promote mental health,
prevent mental illness and intervene before problems became chronic were to be
developed, as was education for primary care providers. It was also proposed that
better linkages between health and community services be fostered, as people with
mental illness are often required to deal with an array of agencies (Australian Health
Ministers 19920).

It was acknowledged that discrimination against people with mental disorders was
rife in the community. The mainstreaming of mental health services was accepted
as desirable to decrease the isolation of mental health treatment facilities and to
reunite mental health problems with the total spectrum of illness that may affect the
human condition. It was also recommended that the full range of inpatient and
community services be provided to ensure continuity of care. Groups with special
needs were to be considered when planning and delivering mental health care.
The need for research into the causes of mental health problems and the evaluation
of mental health care services was recognised (Australian Health Ministers 19920).

Several initiatives in information development were formulated under the first
strategy, although some have only come to fruition under the second National
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Mental Health Plan (see 6.4). Of these, the National Minimum Data Set for Mental
Health Care is described below (see 6.3). Other initiatives included the formulation
of policy indicators, consumer outcomes and casemix measures for mental health
care. The National Survey of Mental Health and Wellbeing (NSMHWB) has already
been mentioned, and was instigated to help estimate the mental health status and
needs of the Australian population. The survey incorporated three studies: a study of
people living with psychotic illness (low prevalence disorders), an adult study of
people aged 18 years and over and a child and adolescent study of people aged
between 4 and 17 years. The first two of these studies are complete and the third is
approaching completion (McLennan 1998; Jablensky et al. 1999).

6.3 MENTAL HEALTH AS A NATIONAL HEALTH PRIORITY AREA
The National Health Priority Areas (NHPA) project seeks to focus policy and attention
on health areas which represent a significant burden of disease, and for which there
is the capacity for health gain. Those areas agreed to by the Australian Health
Ministers in 1996 include mental health, (the others being cardiovascular health,
cancer control, injury prevention and control, diabetes mellitus and asthma)
(Australian Institute of Health and Welfare 1998a). Together these areas make up
70% of the total burden of disease and injury in Australia (Mothers, Vos, & Stevenson
1999). Mental illness has been included because of its prevalence, the associated
level of disability and suffering, and the high direct and indirect associated costs
(Henderson & Rickwood 2000).

The inclusion of mental health as a NHPA has reinforced the goals of the National
Mental Health Strategy and the second National Mental Health Plan (see 6.4). It has
also developed nested initiatives, such as the current focus on depression. The
national population survey (NSMHWB) estimated that almost 6% of Australian adults
suffer from depression. Programs involving the whole spectrum of health care from
promotion, prevention and education, through treatment to evaluation and
monitoring of outcomes are occurring Australia-wide (Whiteford 1998;
Commonwealth Department of Health and Aged Care & Australian Institute of
Health and Welfare 1999).

Several achievements of the first National Mental Health Strategy were identified in
the National Mental Health Report of 1996. These include: structural reforms in
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mental health services, improved consumer and carer participation, information
initiatives and improved understanding of mental illness (Australian Health Ministers

6.4 SECOND NATIONAL MENTAL HEALTH PLAN
The Second National Mental Health Plan began in July 1998 and will run until 2003. It
builds on the original policy for mental health formulated in 1992.
The three further
priority areas it outlines are: promotion of mental health and prevention of mental
illness, the development of partnerships in service reform and assuring the quality
and effectiveness of service delivery (Australian Health Ministers 1998).

Its focus has widened from concentration on the more serious mental disorders to
include all mental disorders. The plan also hopes to further develop ways of
improving service delivery to groups with special needs such as, Aboriginal people
and Torres Strait Islanders, people from culturally diverse backgrounds and people
who live in rural and remote areas of Australia (Australian Health Ministers 1998).

"The central role of information permeates all aspects of the Second National
Mental Health Plan" (Australian Health Ministers 1998 p20). Information is needed to
guide decision-making at three levels of mental health care. These are the service
delivery, service management and policy levels.

At service delivery level, health care providers need information that will enable
them to offer services and monitor them for quality and effectiveness. Profiles of
consumers, patterns of service use, diagnoses and outcomes of care may all
contribute. Consumers and carers also need information to assess the treatment
they are receiving. Information for planning, development and the evaluation of
mental health care services is required at the service management level. At the
policy level, information is needed for government and health care policy makers.
Knowledge of population needs, the cost of providing services and the setting of
priorities all require highly developed information (Australian Health Ministers 1998).

National developments in general health information followed the agreement of the
Australian Health Ministers Advisory Council (AHMAC) in 1993, and establishment of a
national information management group (Australian Institute of Health and Welfare
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Partly due to the separation of mental health services from mainstream health care,
the compilation of mental health information was inadequate under the existing
national system. As a subset of the National Health Information Model, the National
Minimum Data Set for mental health care in institutional and community settings was
set in place during the first National Mental Health Strategy. This project is managed
by the Australian Institute of Health and Welfare (AIHW), and is based on a nationally
uniform set of data definitions and requirements (Commonwealth Department of
Health and Aged Care: Mental Health Branch 1999). The mental health module of
the Community Care Information System (CClS), which provided the data for this
treatise, is structured to feed information from the Northern Territory into the National
Minimum Data Set.

The rationale for a national information model is based on the increasing need to
view information as a resource that requires management. National guidelines
provide a rational framework for the approach to health information. They will also
make the amalgamation and comparison of data from different datasets simpler
and more cost-effective. The consistent compilation and organization of data will
more readily expose problems in the processes of collection, and gaps in the
information repositories (Australian Institute of Health and Welfare 1995).

This treatise will give some indication of the quality of information being collected by
the Darwin urban region as a national requirement for the Minimum Data Set for
mental health care. It will also contribute to the body of knowledge about mental
illness in this region and may be used at service delivery, service management or
policy levels.
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7. Method

7.1 METHOD FOR LITERATURE SEARCH
Since the formulation of the National Mental Health Policy by the Australian Health
Ministers Advisory Commission in 1992, many key publications have been released
under the umbrella of the National Mental Health Strategy. The National Mental
Health Strategy site at www.health.gov.au lists these titles. Many of the publications
are produced by the Commonwealth Department of Health and Aged Care,
Mental Health Branch. Working collaboratively with the Australian Institute of Health
and Welfare, this department has also been involved in the production of literature
on mental health as a National Health Priority Area. Reference lists in these
publications and also in other literature were used to suggest further pertinent
papers.

WinSPIRS 4.0 Silver Platter was used as a means of access to several databases.
Each search covered the years from 1990 to 2000 and is summarised in Table 1.
Literature was selected for its currency, availability and relevance to various aspects
of the study.
Table 1 Database search strategies
[Database

Thesaurus heading

Keywords

HeaIth5TAR

Mental Health Services

Deinstitut*, hist*, review, deinstitut*

MEDLINE EXPRESS

Mental Health

Disorders, epidemiol*

MEDLINE EXPRESS

Cost of Illness

Murray

MEDLINE EXPRESS

Mental Disorders

Comorbidity, biological, Wing

MEDLINE EXPRESS

-

"rural mental"

PUBMED

-

Chelmsford, Wing JK, Thomas Szasz

PsycLIT

Mental Disorders

prevalence, review,disorders,
epidemiol*

7.2 APPROACH TO DATA COLLECTION
7.2.1 Ethical considerations
In this study it was important to protect the privacy of DUMHS consumers. The
cri

National Standards for Mental Health Services require that data are "used to
promote continuous quality improvement within the MHS" and that "data collected
are stored and reported in a manner which ensures confidentiality"
(Commonwealth Department of Health and Aged Care: Mental Health Branch 1997
p23). This study attempted to support both of these requirements in the following
ways. The study was formulated in response to a perceived need for information
about community mental health services within the Darwin area. Application was
made to an institutional ethics committee and approval for the study was
subsequently granted. Access to the data was made through an approved
member of the CCIS User Group in the secure environment of the Forensic Mental
Health Service. After use, the printed data was shredded within the mental health
service. Feedback will be given to the Darwin Urban Mental Health Services, to key
carer and community representatives and the Mental Health Association of the
Northern Territory, a non-government community support body for people with
mental illness.

7.2.2 Study Population
DUMHS provides outpatient mental health services for public patients in the Darwin
Urban region. The target population comprises people who have a mental disorder
"and associated significant social and occupational impairment" (Territory Health
Services: DUMHS inpatient unit 2000 p10). The community and inpatient services are
not discrete entities, but provide a continuum of care. The service is organised into
eight teams as shown in Table 2. To enter the community mental health service, a
consumer may self-refer or be referred by an external agency. The study population
was made up of all referrals into, and the existing caseload of four urban,
community-based, clinical teams (Adult, Early Intervention, On Call and Forensic), for
the three-month period from January to March 2000.

37

Table 2. Darwin Urban Mental Health Services: Community and Inpatient Services

Team Name

Function

Adult

Service for over 25 year old people with a mental
disorder and associated significant social and
occupational impairment.

Early Intervention

Service for under 25 year old people with a mental
disorder and associated significant social,
academic or occupational impairment.

On Call

Service for both over and under 25 year old people
offering triage assessment and crisis management.

Forensic

Service for both over and under 25 year old people
with a mental disorder and current involvement
with Correctional Services.

Consultation-Liaison Psychiatric

Service for patients in the Royal Darwin Hospital
wards, or people attending the Accident and
Emergency Department, who require urgent
assessment.

Remote Outreach

Specialist Outreach Service for people who live in
remote areas of the Northern Territory.

Remote

Service for people transferred for inpatient
management from remote areas.

Education and Training

Service addressing the rehabilitation needs of
adolescent and adult consumers
Also coordinating the education of other agencies
regarding mental health related issues.

Source: Territory Health Services: DUMHS Inpatient Unit 2000, Remote Team: Service Guide 2000.

7.2.3 Definition of variables
Under the National Mental Health Strategy, answers to the following five questions
are being sought. "Who receives what services from whom, at what cost, and with
what effect?" as outlined in Table 3. The variables selected for this study attempt to
answer the "who receives" question for the Darwin Urban Mental Health Services.
The information required to answer this question is the "demographic and clinical
characteristics of service consumers". Some answers to the "what services" question

IN

will also arise from the examination of referral sources and outcomes and service use
data (Commonwealth Department of Health and Aged Care: Mental Health Branch
1999 p5).
Table 3. Key areas to be addressed by the National Minimum Data Set—Mental Health
Care
Question

Who receives

In formation required
Demographic and clinical characteristics of service consumers

...

what services

...

Details of mental health programs delivered (volume and type
of services)

from whom

...

at what cost

Service characteristics Details of mental health work force
Mental health program expendtture

with what effect? Client outcome data
Source: Commonwealth Department of Health and Aged Care: Mental Health Branch 1999, Mental

health ihfon-nat/on development: National information priorities and strategies under the Second
National Mental Health P/an 7998-2003 p5

Ten variables were analysed. Four of these were also data elements to be collected
for the National Minimum Data Set for community mental health care, from July 2000
(Commonwealth Department of Health and Aged Care: Mental Health Branch
1999). These were sex, date of birth, Indigenous status and number of service
contact dates. The other six variables were country of birth, area of usual residence,
source of referral to DUMHS, outcome of referral, provisional diagnosis and lCD-iD
coding. All of the data came from consumer records in the mental health module
of the Community Care Information System (CClS). The operational definitions and
scales of measurement for these variables are outlined in Table 4.

For all variables a 'not recorded' category was included for missing information. The
COtS allowed a code of 'not stated' to be used for the Indigenous status and
country of birth of a consumer. In this analysis, these codes were summed with the
'not recorded' responses.

The actual process for data collection is summarised in Appendix 1.

Table 4. Definition and measurement of variables
Variable

Definition

Means of measurement

Sex

Sex of the consumer

Male
Female

Date of birth

Age of the consumer

Measured in years, derived from
date of birth.

Indigenous status

Identification as an Aboriginal

Yes:

person or Tories Strait Islander

Islander / Aboriginal and Tories

Aboriginal

Tories

/

Strait

Islander
No: Neither Aboriginal or Torres
Strait Islander
Country of birth

Country where the consumer

As stated

was born
Area of usual

Home address as stated in

NT:

residence

personal details of consumer

(SSDs) *See Appendix 2 for details.

Ten

statistical

subdivisions

Interstate visitor
Overseas visitor
No fixed address
Referral source

Source of referral into DUMHS

Royal Darwin Hospital
Darwin Private Hospital
Community care
Other health care establishment
Other mental health service
Private medical practice
Self (consumer)
Family! Friends
Law enforcement agency
Other agency
Other
*See Appendix 2 for details

Referral outcome

Outcome of the referral to

Accepted into DUMHS

DUMHS

Not accepted client decision
Not

accepted

inappropriate

referral
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Table 4. Definition and measurement of variables
Not accepted ineligible for service
requested
Not accepted referred to general
practitioner
Not accepted incorrect work unit
Not accepted staffing resources
not available
Not accepted other
*See Appendix 2 for details
Number of service

Number of service contact Recorded numerically

contact dates

dates per case during the
three month contact period
Excluded phone contacts

Provisional

A

temporary

diagnosis

of

diagnosis

mental disorder, providing for

4.See Table 5

the immediate needs of the
consumer and able to be
made by all mental health
clinicians
ICD-10 coding

lCD-i 0 codes matched to the

4.See Table 5

definitions and groupings of
mental disorders for this study

Provisional diagnosis and lCD-lU coding
Provisional diagnosis is a temporary diagnosis of mental disorder, providing for the
immediate needs of the consumer. All mental health clinicians are able to make
and record provisional diagnoses. The provisional diagnoses analysed in this study
were obtained from the case history, triage notes, case progress notes or discharge
summary. In order to be allocated an lCD-lU coding the provisional diagnosis had
to be formally recorded with the case history, according to the CC/S Business Ru/es
(CCIS Team & Mental Health Policy Directorate 2000).

The terms mental illness and mental disorder are used interchangeably in this
treatise.

In order to meet the criteria for a mental disorder, anguish and

disturbances in daily functioning must be present along with a clinically significant
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psychological or behavioural syndrome (McLennan 1998). A mental disorder may
be associated with a loss of freedom, or an increased risk of disability, pain, suffering
or death (American Psychiatric Association 1994). Any categorisation of mental
disorders is limiting. There will always be exceptions that do not fit the guidelines.
Acknowledging these limitations, the definitions and grouping of mental disorders
chosen for this study were based on the lCD-iD coding system and are outlined in
Table 5. The category of provisional diagnosis titled 'other mental disorders'
includes, organic brain disorders, behavioural disorders associated with physiological
and physical factors, mental retardation and other non-specified mental disorders.

Table 5 Classification of mental disorders
Provisional diagnosis

..

grouped categories

-

lCD- 10 coding

..

Dementia

FOO-F03

Substance use disorder

F10-F19 (excluding x.5, x7)

Schizophrenia

F20

Schizoaffective disorders

F25

Substance use psychotic disorder

F10-F1 9 (only x.5, x.7)

Other psychoses

F09,F21 -F24,F28,F29

Affective (mood) disorders

F30-F39

Anxiety disorders

F40-F48

Eating disorders

F50

Personality and Behaviour disorders

F60-F69

Disorders of development, childhood and

F80-F98

adolescence
Other mental disorders

F04-F08,F5 1 -F55,F59, F70-F79,F99

No mental disorder

No coding

Source: WHO 1992a, The ICC-JO Classification of Mental and Behavioral Diorders: Cli?-iical descrrfions
and diagnostic guidelines.

7.3 APPROACH TO DATA ANALYSIS
The data records of 468 Darwin Urban Mental Health Services (DUMHS) consumers
were extracted from the mental health module of the Community Care Information
System (CClS). The approach to analysis involved the removal of irrelevant data
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and the separation of the remaining data into two data sets for individual and joint
analysis. This approach is outUned in Figure 1.

Figure 1. Approach to data analysis

468 DUMHS records retrieved from mental health module of CClS

37 irrelevant records

Remaining 431 records split into two

deleted from total data

data sets for individual and joint analysis

set

Non-attendees data set

Client data set

131 consumers

300 consumers

7.3.1 Irrelevant data (37 consumers)
During the data extraction process the records of 37 consumers, who were initially
referred to the service in mid-1999, were found in the DUMHS On Call Team existing
caseload. Some of these people had never been seen by DUMHS. The remainder
had not been seen since that time and in several instances their discharge from the
service was recorded in the notes. Timely electronic completion of the referral
outcome for these cases would have removed them from the On Call Team current
caseload. Failure to complete this step for these consumers was presumed to be an
oversight during the early use of the recording system by service providers. As this
data fell outside the three-month time frame for the study, it was not included in
further analysis.

7.3.2 People recording zero service events (131 consumers)
Excluding the group outlined above, 431 consumer records remained. Of these, 131
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consumers (30%) did not attend any service events during the three-month study
period. These consumers differed from the above group in one of two ways. Either
their referral to DUMHS fell within the study period or they had attended the services
during the three months immediately prior to the study period, and realistically
constituted the 'current caseload'. This entire subgroup was separated from the
main data set in order to investigate its unique characteristics. It is referred to
subsequently as the 'Non-attendees data set' (see note in Glossary). The
demographic profile and area of usual residence of this subgroup were analysed,
and compared with those of the balance of consumers who actually recorded
service events ('Client data set'). Sources and outcomes of referrals were also
examined to provide information about the selection process for entry into DUMHS
and insight into non-attendance. Several people who recorded zero service events
had been given a provisional diagnosis through previous contact with the mental
health services. If this contact occurred during the year preceding the study period,
it was recorded as a provisional diagnosis for this study. If a provisional diagnosis had
been suggested by the referral source, this was also noted for inclusion.

7.3.3 People recording a service event (300 consumers)
As stated above, there were 300 consumers who recorded at least one service
event within DUMHS during the study period. The results of the analysis are
presented according to the objectives initially outlined in this treatise.
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8. Results

8.1 DEMOGRAPHIC PROFILE AND AREA OF USUAL RESIDENCE
8.1.1 Age
The ages of consumers in the Client data set (n=299, consumers whose age was not
recorded were omitted) ranged from 5 to 77 years with a mean age of 31 years. For
non-attendees (n=130, consumers whose age was not recorded were omitted) age
ranged from 4 to 79 years with a mean age of 30 years. The difference in mean age
of clients and non-attendees is not significant (P>0.05). The comparative distribution
of ages of clients and non-attendees is illustrated in Figure 2.
Figure 2. Age distribution of DUMHS consumers: Non-attendees data
set (n=1 30)* and Client data set ( n=299)*
50-

45
40

30

hIIIIIII

II

Non

*Consumers whose age was not recorded were omitted

The profile of mental illness in the Darwin urban region is related to age. The
distribution of age of DUMHS clients roughly follows a bell shaped curve, with
numbers forming a peak between 15 and 39 years. Before 15 years there is a fall in
the number of clients, and after 39 years, numbers gradually decline in the older
age groups. A small rise is produced in the over 65 age group, where all senior age
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categories are grouped.

Apart from the age groups 5-9, 10-14 and 30-34 years, the pattern of age distribution
is similar for DUMHS clients and non-attendees (see Figure 2). The likelihood of not
attending a service event if aged between 5 and 9 years was not significantly
different from the likelihood of not attending for all other age groups together,
(OR=0.94, 95% Cl: 0.39 to 2.28, P= 0.901). People referred to DUMHS who were in the
age group 10 to 14 years were almost four times as likely not to attend a service
event than all people in the other age groups together, (OR
8.12, P

=

=

3.84, 95% Cl: 1.82 to

0.0002). Those in the 30 to 34 years age group had a significantly higher

likelihood of attending a service event than all people in the other age groups
together, (OR

=

2.56, 95% Cl: 1.19 to 5.52, P = 0.016).

In the 5-9 year and 10-14 year age groups, family and friends referred approximately
half of non-attendees and clients. For the 30-34 year age group, self-referral was the
most common source of referral for non-attendees and clients

To become a DUMHS client after referral to the service it is necessary, either before
or after face-to-face assessment to be 'accepted' for treatment by the service. The
converse situation is to be 'not accepted' for various reasons as outlined in the
Method section (see 7.2.3). After being referred to DUMHS, it is therefore possible to
have not been seen by a mental health service provider and to be either
'accepted' or 'not accepted' in prThci/e for treatment. In a similar manner, it is also
possible to have been seen and assessed by a mental health service provider, and
'accepted' or 'not accepted' for further treatment. This is largely the role of the On
Call Team.

In the three age groups, approximately fifty percent of non-attendees were
accepted into DUMHS, but did not commence treatment. For some of these
people, the first scheduled visit fell outside the three-month time frame of the study.
Between 79 and 100 percent of people in these age groups, who didattend DUMHS
had been accepted into the service.

For clients in the 5-9 year and 10-14 year age groups anxiety disorders made up the
most represented category of provisional diagnosis. For clients aged 30-34 years
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anxiety disorders, affective disorders and psychoses each contributed about one
quarter of the provisional diagnoses. (See Appendix 4, Table I.)

8.1.2 Sex
A comparison of sex between the Non-attendees and Client data set revealed the
following. The Non-attendees data set consisted of 52% males and 48% females.
The Client data set consisted of 59% males and 41% females. Sex was not a
significant factor in recording or not recording a service event at DUMHS, (OR [for
being male and attending] = 1.29, 95% Cl: 0.85 to 1 .94, P = 0.23).

Figure 3. Male (n=175) and Female (n=124) DUMHS
consumers: Client data set
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Comparing the sexes within each of the data sets revealed the following. Within the
Non-attendees data set, the proportion of males (52%) was not significantly greater
than the proportion of females (48%), (p=0.52 95%Cl: 0.44 to 0.61 P=0.60). Within the
Client data set however, the proportion of males treated by DUMHS (59%) was
significantly greater than the proportion of females treated by DUMHS (41%),
(p=0.59, 95%Cl: 0.53 to 0.64, P=0.003).
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If the figures for forensic clients are removed from the Client data set, there are still
more males (53%) than females (47%), but the difference ceases to be significant
(p=0.53, 95%Cl: 0.47 to 0.59, P=0.38).

A comparison of the distribution of males and females in the Client data set is
illustrated in Figure 3. The male distribution has an earlier and more marked peak
than the female distribution. There is an increased frequency of females in the over
65 year age group. These observations may indicate a trend or be due to small
numbers, especially for females.

8.1.3 Indigenous status
Aboriginal people comprised 8% of the Non-attendees data set (n=1 1/130) and 16%
of the Client data set (n=47/299). The likelihood of Aboriginal people in this study
attending DUMHS was twice that of non-Aboriginal people (OR
to 3.98, P

=

=

2.02, 95% Cl: 1.02

0.04). Aboriginal people made up 39% of the forensic clients, a subset of

the Client data set

The age distributions for DUMHS clients by sex and Indigenous status is shown below
in Figures 4 and 5. The distribution of females is more irregular than that of males,
probably due to the instability of the small numbers in each category. The main
peak of the entire distribution is in the 30-34 year age group. The highest frequency
of Aboriginal females is in the 20-24 year age group.

The distribution of males follows the overall age distribution more closely with the
highest representation in the 25-29 year age group. There are no Aboriginal males in
the 10-14 year age group, and the highest frequency of Aboriginal males is in the 1519 year age group. No Aboriginal males aged over 49 years attended DUMHS
during the three-month study period.
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Figure 5. Age distribution of DUMHS consumers by sex and
Indigenous status: Client data set MALES (n=168)*
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8.1.4 Country of birth
The country of birth of consumers with zero service events (the Non-attendees data
set) was not recorded in approximately 60% of cases. Of the remaining nonattendees for whom data was recorded, 83% were from Australia, 7% from a mainly
English speaking country (New Zealand, United Kingdom, Ireland, Canada, United
States of America, Republic of South Africa) and 9% from other countries.

A high proportion (37%) of consumers from the Client data set also did not have a
record of their country of birth. Of the balance of attending consumers, 86%
originated from Australia, 6% from mainly English speaking countries and 8% from
other countries. In consideration of the high percentage of unrecorded data,
statistical analyses comparing the Non-attendees and Client data set were not
carried out. However the pattern for country of birth is similar between the two data
sets. Details are outlined in Table 6.

Table 6 Country of birth of DUMHS consumers
Non-attendees data
Country of birth

Number

Client data

%

%***

n=131

n=53

Number

%

%***

n=300

n=189

Australia

44

34

83

162

54

86

Mainly English

4

3

7

12

4

6

Other

5

4

9

15

5

8

Not recorded

78

60

111

37

Total

131

101*

300

100

speaking"

-

99*

-

100

Rounding error
**

New Zealand, United Kingdom, Ireland, canada, Unite States of America, Republic of South Africa

**percentage calculated without missing values

8.1.5 Area of usual residence
The area of usual residence was not recorded for approximately 17% of consumers
in the Non-attendees data set. Of the balance of non-attendees, 89% usually lived
in Darwin city, Palmerston-East Arm or Darwin Rural Areas. These three statistical
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subdivisions represent the major catchment area for DUMHS. A further 5% of those
who were referred to DUMHS, but did not attend, came from other areas of the
Northern Territory, and 6% from interstate or overseas.

Table 7. Area of usual residence (SSD) of DUMHS consumers
Non-attendees data
Statistical

Number

subdivision (SSD)

Client data

%

%

n=131

n=109

**

Number

%

%

n=300

n=293

**

Darwin city

64

48.9

58.7

192

64.0

65.5

Palmerston-East

21

16.0

19.3

45

15.0

15.4

Darwin RuralAreas

12

9.2

11.0

31

10.3

10.6

Bathurst-Me/vi/e

0

0

0

2

0.7

0.7

Daly

0

0

0

1

0.3

0.3

Alligator

1

0.8

0.9

1

0.3

0.3

EastArnhem

2

1.5

1.8

5

1.7

1.7

Lower Top End

1

0.8

0.9

5

1.7

1.7

Central Northern

1

0.8

0.9

1

0.3

0.3

No fixed address

0

0

0

3

1.0

1.0

Visitors interstate

6

4.6

5.5

6

2.0

2.0

Visitors overseas

1

0.8

0.9

1

0.3

0.3

Not recorded

22

16.8

-

7

2.3

-

Total

131

100.2*

300

999*

Arm

11

Territoty

999*

99 .8*

xRounding error
*spercentage calculated without missing values

Of the consumers in the Client data set, the area of usual residence was not
recorded for only 2%. For the balance of clients, the major catchment area
contributed approximately 92% of the clients. Six percent of the balance of clients
came from other parts of the Northern Territory, and 2% were from interstate or
overseas. The complete distribution is shown in Table 7.
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Ignoring consumers whose area of usual residence was not recorded, and visitors
from interstate or overseas, there was no difference in attendance rates of those
living in the main catchment area compared with those living in other parts of the
Northern Territory (OR [for being from main catchment area and not attending]
1.30, 95% Cl: 0.49 to 3.47, P

=

=

0.61).

8.2 COMPARISON OF THE DUMHS CONSUMER PROFILE WITH THE SOURCE
POPULATION
8.2. lAge
A comparison of the age distribution of DUMHS consumers from the Client data set
with the estimated resident population of the Northern Territory (NT) at 30 June 1998
(outlined in Appendix 3) is illustrated in Figure 6. All DUMHS clients were included in
the distribution. The distribution of DUMHS clients is clearly age related, peaking
between 15 and 39 years and declining in the years following. For the age groups
15-19 to 45-49, there are from 1.7 to 2.5 DUMHS clients per 1000 NT population,
whereas for older and younger age groups there is approximately 1 DUMHS client
per 1000 NT population.

The number of clients who came from the main catchment area of DUMHS (Darwin
city, Palmerston-East Arm, Darwin Rural Areas) was 268. The estimated resident
population for the same area was 103 592 in 1998 (see Appendix 3). This yields an
overall rate of DUMHS attendance for the three-month study period of 2.6 per 1000.

The DUMHS target population does not generally include children less than 5 years of
age. The 0-4 year age group for the source population was included to indicate
trends.
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8.2.2 Sex
Sex in the Client data set was distributed in a ratio of 59 males to 41 females,
compared with 53 to 47 in the total estimated resident population of the Northern
Territory, 1998. The difference in sex distribution was not significant (OR [for being
male and a DUMHS consumer]

=

1.25, 95% Cl: 1.00 to 1.58, P = 0.054). When males

and females are graphed separately against the source population, as illustrated in
Figures 7 and 8, the trends in distribution are similar to the overall client population,
illustrated in Figure 6. The distribution of DUMHS female clients is more erratic than
the distribution of DUMHS male clients, again due to small numbers.

The distribution of DUMHS male clients peaks earlier than the female distribution, in
the 15-19 year age group. The number of DUMHS male clients per 1000 population
in this age group is 2.5 times that of DUMHS female clients. The rate of male clients
per 1000 population is higher than for female clients for every age group except 1014, 30-34, 45-49 and over 65 years.
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Figure 7. Comparison of the age distribution of DUMHS consumers:
Client data set, with the source population FEMALES
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8.2.3 Indigenous status
The percentage of Aboriginal people in the total population varies markedly
between urban and rural/remote areas of the Northern Territory (McLennan 1997).
In order to keep the comparison of Indigenous status directly relevant to the
catchment area for DUMHS, only the three statistical subdivisions that yielded 89% of
the clients were considered. The proportion of DUMHS consumers from the Client
data set who usually reside in Darwin City, Palmerston-East Arm and Darwin Rural
Areas and who were of Aboriginal origin was compared with the proportion of
Aboriginal people in the source population from the some area. The proportion of
Aboriginal people in the client community was significantly higher than the
proportion of Aboriginal people in the estimated resident population of the main
catchment area for DUMHS, (OR

=

1.65, 95% Cl: 1.16 to 2.35, P = 0.006).

Removing the figures for forensic clients who originate from the main catchment
area, the proportion of clients who were of Aboriginal origin is still greater than the
proportion of Aboriginal people in the source population, but the difference ceases
to be statistically significant, (OR

=

1 .29, 95% Cl: 0.84 to 1 .99, P

=

0.24).

The rate of DUMHS attendance during the three-month period of the study was 3.9
per thousand for Aboriginal people and 2.4 per thousand for non-Aboriginal people.

Table 8. Comparison of Indigenous status of DUMHS consumers: Client data set, with
the source population Darwin city, Palmerston-East Arm, Darwin Rural Areas
-

Aboriginal people
in-Aboriginal

DUMHS clients*

Population Total'

35

8 979

220

92 871

255

101 850

people
Total

*DUMHS clients from Darwin city, Palmerston-East Arm, Darwin Rural Areas
Total persons for Darwin city, Palmerston-East Arm, Darwin Rural Areas from the census, 1996 (as
outlined in Appendix 3)

8.2.4 Country of birth
Due to the absence of 37% of data recording the country of birth of DUMHS
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consumers in the Client data set, statistical comparisons with the source population
were not carried out. Of particular interest would have been the true representation
of people from a non-English speaking background in the DUMHS client data set.
Information about the source population available from the Australian Bureau of
Statistics is not grouped according to language affiliation, but according to
geographical area. A comparison of DUMHS clients, whose country of birth was
grouped geographically (Australia, Asia, Europe and other countries), with the
source population grouped in a similar manner, is outlined in Table 9. For similar
reasons as outlined in the section on Indigenous status, it was decided to focus on
the main catchment area for DUMHS. Bearing in mind the poor quality of this data,
there does appear to be an under representation of people born in countries other
than Australia in the Client data set (14%), when compared with the source
population (23%).

Table 9. Comparison of country of birth of DUMHS consumers: Client data set, with the
source population Darwin city, Palmerston-East Arm, Darwin Rural Areas
-

Country of birth

DUMHS clients**

Population Total***

%

%****

n=300

n=189

162

54

Europe

12

Asia

Number

Number

%

86

67 749

78

4

6

9225

11

9

3

5

6220

7

Other

6

2

3

3984

5

Not recorded

111

37

-

-

-

Total

300

100

E Australia

100

87178

101

Rounding error
**DUMHS clients from Darwin city, Palmerston-East Arm, Darwin Rural Areas
Total persons for Darwin city, Palmerston-East Arm, Darwin Rural Areas from the Census, 1996 (as
outlined in Appendix 3)
****percentage calculated without missing values.

8.3 SOURCE AND OUTCOME OF REFERRAL
The source of referral for consumers in the Non-attendees data set is outlined in
Table 10. Approximately twenty eight percent of these consumers were referred by
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their family or friends, 22% referred themselves and 16% came from the Royal Darwin
Hospital emergency or outpatient departments. Consumers were half as likely to
attend DUMHS if family and friends referred them, than if they were referred by some
other source, (OR [for attending if referred by family and friends]
to 0.76, P

=

=

0.47, 95% Cl: 0.28

0.002). Family and friends referred only 15% of the Client data set, while

27% self-referred and 14% came from the Royal Darwin Hospital emergency or
outpatient departments. Other sources of referral are summarised in Table 10 and
expanded upon in Appendix 2. There were no other significant differences in either
recording or not recording a service event, in terms of the source of referral.

The end result or outcome of the referral of a consumer to DUMHS is analysed in
Table 11. As has been previously mentioned acceptance or non-acceptance of
referrals is a process unique to mental health specialist services. The stigma
associated with mental illness, or a perceived improvement in mental health may
also result in the decision of consumers to terminate their contact with the mental
health services. The three main points of relevance here are: the non-attendance of
people who were accepted for treatment, whether consumers decide to terminate
their contact with the mental health services before or after being seen by a service
provider and whether the mental health services are spending service time on
referrals that are inappropriate.

It should be noted that 21% of people referred to DUMHS who did not record a
service event during the study period, were accepted into the service, in principle,
for community-based treatment. Despite this, these people were not seen by the
service, either because their referral was late in the study period and a visit was
scheduled after the end of the study period, or because they did not attend their
organised visit. Not surprisingly, being accepted into DUMHS for potential treatment
was a significant factor in actually attending for treatment, (OR

=

1 6.03, 95% Cl: 9.65

to 26.60, P<0.001). Seventeen percent of people who recorded a service event
were not accepted into the mental health services for further treatment.

For about 44% of the consumers in the Non-attendees data set, the decision not to
attend DUMHS was their own. These consumers, who decided to exclude
themselves from DUMHS by terminating the referral and treatment process, were
significantly less likely to attend the first planned service event than those consumers
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who did attend a service event and then decided to withdraw from treatment (OR
=

0.05, 95% Cl: 0.02 to 0.10, P<0.001). The point to note here is that withdrawal from

treatment is more likely to occur before, and not after the point of contact with the
mental health services.

Consumers who were not accepted because the referral was inappropriate, the
work unit was incorrect or for other reasons, comprised 30% of those who did not
attend. This group of consumers included those who were referred on to alcohol
and other drug treatment agencies or counselling services. If the referral to DUMHS
was inappropriate the likelihood of attending a service event was significantly lower
than if the referral outcome had been otherwise (OR

=

0.19, 95% Cl: 0.10 to 0.37,

P<0.001). This means that consumers who have been inappropriately referred to the
mental health services are not taking up service provision time before being
redirected to other sources of assistance. Other reasons for non-attendance are
recorded in Table 11.

W.

Table 10. Source of referral to DUMHS

Non-attendees

Client data

data

Odds 95% confidence
ratio** interval

Referral agency

Number Percent Number Percent

Family/Friends

36

27.5

45

15.0

0.47

0.28 to 0.76

Self

29

22.1

81

27.0

1.30

0.80 to 2.11

Royal Darwin

21

16.0

43

14.3

0.88

0.50 to 1.54

0

0

2

0.7

-

-

Community care

3

2.3

5

1.7

0.72

0.19 to 2.78

Law enforcement

5

3.8

17

5.7

1.51

0.57 to 4.04

Other agency

12

9.2

29

9.7

1.06

0.53 to 2.13

Other health care

4

3.1

17

5.7

1.91

0.66 to 5.51

7

5.3

18

6.0

1.13

0.47 to 2.71

Other

4

3.1

4

1.3

0.43

0.12 to 1.59

Private medical

10

7.6

38

12.7

1.75

0.86 to 3.59

Not recorded

0

0

1

0.3

-

-

Total

131

100

300

100.1*

Hospital:
Outpatient or
emergency
Darwin Private
Hospita!

agency

establishment
Other mental

health services

practice

Rounding error
**Odds ratio = odds of attendance: odds of non-attendance for each source of referral
P<O.O5
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Table 11 Outcome of referral to DUMHS
Non-attendees data

Client data

Odds

95%

ratio**

confidence
interval

Referral outcome

Number

Percent

Number

Percent

28

21 .4

244

81.3

1 6.03

9.65 to 26.60

57

43.5

11

3.7

0.05

0.02 to 0.10

1

0.8

3

1.0

-

-

2

1.5

1

0.3

-

-

27

20.6

14

4.7

0.19

0.10 to 0.37

1

0.8

2

0.7

-

-

11

8.4

21

7.0

0.82

0.39 to 1.73

Not recorded

4

3.1

2

0.7

-

Total

131

100.1*

300

99•4*

Accepted into

-

DUMHS
Not accepted:

client decision
Not accepted:

referred to
general
practitioner
Not accepted:
ineligible for

service requested
Not accepted:
inappropriate
referral
Not accepted
incorrect work

unit
Not accepted:
other

*Rounding error
**Odds ratio = odds of attendance: odds of non-attendance for each outcome of referral
§P<O.05

8.4 PATTERNS OF ATTENDANCE OF DUMHS CONSUMERS
The least number of service events recorded by a consumer in the DUMHS Client
data set, during the three-month time frame of this study was one, and the greatest
55. The average number of service events per consumer was 3.9 and the median

was 2 service events. The distribution of service events against the number of
consumers is illustrated in Figure 9. Approximately 55% of consumers in the Client
data set had one or two service events and 45% have greater than two events.
Only about 12% of clients have seven or more events. (See Appendix 4, Table G.)

Examination of the number of service events in relation to the provisional diagnoses
of clients is outlined in Table 12. The figures for dementia and eating disorders came
from one client in each category, and must be interpreted with caution. All
psychoses as a group had the highest proportion of service events (32%), followed
by affective disorders (22%) and anxiety disorders (20%). The relative workload
produced by the psychoses (affecting 19% of the Client data set), appears to be
higher than for the more common diagnoses of affective and anxiety disorders
(affecting 21% and 28% of the Client data set, respectively).

The average number of service events for a consumer in each diagnostic category,
was calculated by dividing the total number of service events per diagnosis by the
number of consumers in that diagnostic category. A provisional diagnosis of
schizophrenia produces the highest average number of service events for each
consumer (10), followed by other mental disorders (5), schizoaffective disorders (5)
and other psychoses (5). Personality and behaviour disorders also produced an
average of five service events per consumer.

Some consumers who were treated by the Forensic Mental Health Team and whose
data makes up a proportion of the Client data set were required to attend DUMHS
by a law enforcement agency. These compulsory referrals constituted 27% of the
total referrals (n=41) to the Forensic Team. Of the total number of consumers
treated by the Forensic team, 34% had a provisional diagnosis of personality and
behaviour disorders. Figures for the average number of service events per consumer
therefore include some compulsory events.

Figure 9. Patterns of attendance of DUMHS consumers:
Client data set
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8.5 PROFILE OF MENTAL ILLNESS (PROVISIONAL DIAGNOSIS) AMONG DUMHS
CONSUMERS OVER A THREE-MONTH TIME PERIOD
Since the consumers in the Non-attendees data set had not been seen during the
study period by the mental health service, it is not surprising that a provisional
diagnosis had not been recorded for 80% of cases. A further 9% were assessed
through the referral process as having no mental disorder, and therefore not eligible
for treatment. Of those remaining, several had been allocated a provisional
diagnosis by the referring agency, or through previous contact (during the
preceding twelve months) with the mental health services. The provisional
diagnoses represented as a percentage of the total Non-attendees data set were:
affective disorders (5%), disorders of development, childhood and adolescence
(2%), eating disorders (1%), substance use disorders (3%) and other psychoses (1%).

For consumers in the Client data set 68% of provisional diagnoses were not recorded
in accordance with the Community Care In formation System (CC/S) Mental Health
Business Ru/es (CCIS Team & Mental Health Policy Directorate 2000), or to the current
specifications of the National Minimum Data Set (Commonwealth Department of
Health and Aged Care: Mental Health Branch 1999). For 68% of clients it was
therefore not possible to record an lCD-b 0 coding of the provisional diagnosis. It was
decided to focus on the provisional diagnoses recorded in the case history, triage
notes, case progress notes or discharge summary as well as the 32% recorded
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according to specification.

Using this approach, 13% of clients still had no record of a provisional diagnosis.
Excluding the missing data, the distribution of mental disorders was as follows.
Approximately 6% of clients seen by DUMHS had no mental disorder. The three
largest groups of disorders were: anxiety disorders (32%), affective disorders (24%)
and all psychoses grouped together (21%). Personality and behaviour disorders
constituted about 7%, disorders of development, childhood and adolescence, 4%
and substance use disorders, 3%. Other mental disorders (including organic brain
disorders, behaviour disorders associated with physiological and physical factors,
mental retardation and non-specified mental disorders) made up 2% of the
recorded diagnoses. Dementia and eating disorders were each represented by
only one client.

An attempt was made to record the presence of comorbid psychiatric illness
among DUMHS clients. An additional diagnosis was recorded for only 7% of clients
for whom a provisional diagnosis was documented. The categories of additional
diagnosis represented by greater than one client were as follows. Of the clients with
an affective disorder, 8% also had an anxiety disorder and 3% a comorbid substance
use disorder. 5% of clients diagnosed with an anxiety disorder also had an affective
disorder.

A comparison of the distribution of provisional diagnoses between males and
females is presented in Figure 10. Missing data was excluded and the balance of
data is shown as percentages.

Males have a higher representation in all categories of psychoses except
schizoaffective disorder. The percentage of males is also higher for disorders of
development, childhood and adolescence, personality and behaviour disorders
and other mental disorders.

There are 10% more female than male clients with anxiety disorders, and almost 5%
more females than males with affective disorders. The 2% higher proportion of
females in the substance use disorder category represents only one client.

Table 12.

Profile of mental disorders (provisional diagnosis) for DUMHS consumers by

number of service events: Client data set
Provisional
diagnosis

Total no.

% of

of

clients per

clients

clients

diagnosis

n=300

n=262

***

Total no.

% of total

Average no.

service

service

service

events per

events

events per

diagnosis

n=1166

client

Dementia **

1

0.3

0.4

16

1.37

16.0

Substance use

9

3.0

3.4

26

2.23

2.9

Schizophrenia

21

7.0

8.0

217

18.61

10.3

Schizoaffective

3

1.0

1.1

15

1 .29

5

5

1.7

1.9

15

1.29

3

Other psychoses

27

9.0

10.3

122

10.46

4.5

Affective (mood)

64

21.3

24.4

251

21.53

3.9

Anxiety disorders

84

28.0

32.1

228

19.55

2.7

Eating disorders**

1

0.3

0.4

1

0.09

1

Personality and

17

5.7

6.5

86

7.38

5.1

11

3.7

4.2

29

2.49

2.6

4

1.3

1.5

21

1.80

5.3

No mental disorder

15

5.0

5.7

19

1.63

1.3

Not recorded

38

12.7

-

120

10.29

3.2

Total

300

100

1166

100.01*

3.9

disorders

disorders

Substance use
psychotic disorders

disorders

behaviour disorders

Disorders of
development,
childhood and
adolescence

Other mental
disorders

*

999*

Rounding error

**Only one consumer
***percentage of clients calculated without missing values
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Figure 10. Distribution of provisional diagnosis by MALE and FEMALE:
Client data set
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9. Discussion
The primary aim of this study was to provide a demographic and clinical profile of
people attending the Darwin Urban Mental Health Services (DUMHS), and contribute
some answers to the questions asked under the National Mental Health Strategy,
"who receives, what services?"

During the analysis it was discovered that 30% of consumers referred to DUMHS did
not attend any service events during the three-month study period ('nonattendees'). The characteristics of this group were separately analysed and
compared with the 'clients' who actually recorded a service event. Any unique
demographic, referral or clinical features of the Non-attendees data set were noted
to provide insight into non-attendance.

The objectives of the study included comparison of the profile of mental illness
among DUMHS consumers with data relating to mental illness in the general
Australian community available through the National Survey of Mental Health and
Wellbeing (NSMHWB).

9.1 DEMOGRAPHIC PROFILE AND AREA OF USUAL RESIDENCE
9.1.1 Age
The findings of the study indicate that the rate of mental illness requiring specialist
community care in the Darwin urban area is age related, the highest rates being
between the ages of 20 and 34 years. When compared with the total Northern
Territory population, a rate of approximately 2.5 DUMHS clients per 1000 NT
population emerges for these age groups, during this time period (see 8.2.1).

The NSMHWB found that young adults in the community, aged 18-24 years, had the
highest prevalence of mental disorder during the twelve months preceding the
survey (27%), declining to 20% for the age group 25-34 years (McLennan 1998).

The higher DUMHS figures for clients aged 25-34 years may have two possible
explanations. Either the rate of mental illness is higher in the Darwin Urban region
than the rate expected from the national trend, for those adults aged 25-34 years, or
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people in this age group are more likely to seek help from a specialist mental health
service. The latter option was supported in a recent South Australian survey of
mental health status in the population, by the finding that "although the prevalence
(of mental health problems) is higher for younger age groups, older adults are more
likely to visit a psychologist or psychiatrist" (Taylor et al. 2000 p29).

No significant difference was found between the mean ages of DUMHS clients and
non-attendees. Clients aged 30-34 years had a greater likelihood of attending a
service event than all people in the other age groups. This tendency supports the
explanation of higher attendance rates for this age group, rather than higher illness
rates.

In contrast, clients aged 10-14 years were almost four times less likely to attend a
service event than all other age groups. These findings may be due to small
numbers or indicate a real trend. Should the observed be an actual trend, there are
important implications for service practice and policy.

It has been stated earlier in this treatise (see 6) that over half of the disease burden
of young people in Australia is due to mental disorders (Patton & Moon 2000). There
is also persuasive evidence for the effectiveness of preventive, early interventions for
people in this age group (Eckersley 1997; Commonwealth Department of Health
and Aged Care: Mental Health Branch 1998; Taylor et al. 2000). The failure of these
young people to enter DUMHS for potential treatment is a matter of concern and
worthy of further investigation.

Approximately 50% of non-attendees in the 5-9 and 10-14 year age groups were
accepted in principle for treatment, but did not commence it. Apart from the small
numbers who were referred late in the study period, these people represent a lost
opportunity for possible intervention, and needs in the community that are possibly
not being met.

Examination of the population structure of the NT adds emphasis to the importance
of this finding. In the NT, the age structure differs markedly from the overall national
structure. In 1998, 26.5 % of the NT population was aged between 0 and 14 years,
compared with 20.9% for the whole of Australia (Australian Bureau of Statistics 1999).
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The current focus on depression as part of mental health as a National Health Priority
Area is also relevant here. Depression is a recurrent disorder, often with first onset in
mid to late adolescence (Commonwealth Department of Health and Aged Care &
Australian Institute of Health and Welfare 1999). This is not reflected in the results of
this study. Anxiety disorders were the most represented diagnosis for children and
adolescents under 15 years of age. No children aged 5-9 years were diagnosed
with affective disorders and only one person aged between 10 and 14 years was
diagnosed with an affective disorder (including depression).

Family and friends played a large role in the referral of these same young people,
being responsible for approximately 50% of the referrals of both clients and nonattendees. Further methods to facilitate access to mental health services for young
people need to be explored.

The NSMHWB found that the prevalence of mental illness was four and half times
higher for people aged 18-24 years compared with those aged over 65 years. In this
study the rate of attendance at DUMHS for clients aged 20-24 years was seven times
higher than for those aged over 65 years. This seven-fold relationship was also true
for clients aged 25-34 years.

9.1.2 Sex
This study identified significantly more males than females in the DUMHS client group,
although the ratio of males to females was not significantly different from the male
to female ratio in the source population. These results indicate that the higher
number of men in the client data set reflects the underlying population base.

Examination of the separate age distributions for males and females revealed some
variations. DUMHS male clients peaked in numbers during the 15-19 year age group,
at an earlier stage than female clients. In this age group, the number of male clients
per 1000 population was over two times greater than that of female clients. By 20-24
years the number of female clients per 1000 population was almost equal to the
number of males. This finding was similar to that of the NSMHWB, which found that
men and women had comparable overall prevalence rates for mental illness from
ages 18to 34 years (McLennan 1998).
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There were more adolescent (10-14 years) females than males per 1000 population
in the client data set. This may indicate that the unmet mental health need in this
age group noted in the previous section affects males in the population, rather than
females. The peak of male clients aged 15-19 years reinforces the idea that males in
the 9-14 year age group may be under-represented.

The national survey found that after the age of 35 years, women had greater odds
of having a mental disorder (McLennan 1998). The present study identified a higher
rate of mental disorder per 1000 population for women aged 30-34, 45-49 and over
65 years of age. Failure to consistently imitate the national trend may be the
function of small numbers in the female category.

One of the major limitations of this study was the small numbers represented in some
variable categories. This situation arose from the removal of almost a third of the
total data set for separate examination. Although the reasoning behind separate
examination of a Non-attendees data set is defensible, larger initial numbers would
have produced a more robust investigation.

Sex was not a significant factor in recording a service event with DUMHS. Men and
women were equally likely to attend or not attend. The sexes were also relatively
evenly distributed within the Non-attendees data set. The sex distribution of nonattendees did not differ markedly from that of the source population. These findings
would indicate that sex does not appear to be a major factor in seeking treatment
for mental disorder in Darwin. However, the examination of male and female
categories by age group may point to groups that are vulnerable to nonattendance, as indicated above.

Although the overall prevalence of mental illness has been shown to be similar for
males and females, the distribution of mental disorders differs between the sexes. In
Australia, men are more than twice as likely as women to have had a substance use
disorder, whereas women are more likely to have had an affective disorder or an
anxiety disorder (McLennan 1998; Commonwealth Department of Health and Aged
Care & Australian Institute of Health and Welfare 1999; Henderson, Andrews, & Hall
2000). Gold, in her review of gender differences in mental illness, cites that
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personality disorders in men have been shown to occur at a higher rate than in
women (1998a).

Clients of DUMHS demonstrated the above trends, except in the case of substance
use disorders. More women (4.5%) than men (2.6%) sought help for substance use
disorders in this study. Women were more likely than men to have an anxiety
disorder (38.7% compared with 27.2%), or to have an affective disorder (27.0%
compared with 22.5%). The presence of personality and behaviour disorders was
higher for men (9.3%) than for women (2.7%), although the figure for men is inflated
to some extent by some compulsory referrals from law enforcement agencies.

The component of the NSMHWB relating to people living with psychotic illness found
that overall rates of psychotic illness were lower for women. As women grow older
their rates increase, resulting in higher rates of psychotic illness for women in the
oldest age group (Jablensky et al. 1999). It has been observed that "schizophrenia
occurs more frequently, is more debilitating, and begins at a younger age in men'
(Gold 1998a p770).

Grouping schizophrenia, schizoaffective disorders, substance use psychotic disorders
and other psychoses in this study, does exclude the psychotic element of bipolar
disorder, which is grouped with the affective disorders. Adopting this simplistic
approach while keeping its limitations in mind yields diagnoses of the grouped
psychoses for men at more than twice the rate of that for women (46.4% compared
with 18%).

The younger age distribution of the NT population would fit with the trend to higher
rates of psychotic illness among male rather than female clients of DUMHS.

9.1.3 Indigenous status
Aboriginal people made up 16% of the client data set, which was almost double the
proportion of Aboriginal people in the source population of the main catchment
area. The likelihood of an Aboriginal person attending DUMHS was Iwice the
likelihood of not attending DUMHS. This resulted in a rate of attendance for
Aboriginal people of 3.9 per 1000 catchment population, compared with a rate of
2.4 per 1000 for non-Aboriginal people.
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It appears that data from the Aboriginal component of the NSMHWB is not yet
available for comparison with the results of this study (Swan & Raphael 1995).

There are four possible explanations for the findings relating to Aboriginal people in
this study. The high proportion of Aboriginal people found in the DUMHS treatment
community may be an artefact due to the instability of small sample numbers.

A second explanation may be that Aboriginal people suffer from high rates of
mental illness. The fact that Indigenous people in colonised countries suffer from
elevated rates of depression, self-harm and substance abuse was stated earlier in
this treatise (see 4). Other researchers have identified the same trends (McKendrick
et al. 1992c; Swan & Raphael 1995; Gulash et al. 2000).

The high rates of mental illness found among Indigenous people in this study may be
related to urban living. People may have moved in to the urban area from remote
communities for treatment. The study of an urban Aboriginal general practice
population by McKendrick, found that 541'o of the people attending had a mental
disorder. This compares with figures from 17% to 29% for non-Aboriginal general
practice populations (1992c).

McKendrick found that her study group was marked by socio-economic
disadvantage (1992c). This would provide a further explanation for the high
numbers of Aboriginal people in the study results. Limited access to private
psychiatrists and psychologists would result in a tendency to attend public
community mental health services.

In the Northern Territory, the need for culturally appropriate mental health service
delivery to Aboriginal people has been recognised (Nagel 1996). The NT Health
Service Aboriginal policy document has noted that the mental health needs of
Aboriginal people have been relegated to the mainstream mental health services in
the past (Northern Territory Government 2000). In recognition of such observations
DUMHS has employed four Aboriginal mental health workers as part of the multidisciplinary mental health care teams. Although this effort falls far short of the
development, implementation and control of Aboriginal mental health services by
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Aboriginal people recommended in the National Consultancy Report on Aboriginal
mental health, perhaps a step along the way towards such a situation may render
DUMHS more 'user friendly' to Aboriginal people. This provides a fourth possible
explanation for the high number of Aboriginal people attending DUMHS.

The sex and age distributions of Aboriginal DUMHS clients revealed the following.
The greatest numbers of Aboriginal women attending DUMHS are aged between 2024 years, compared with a peak at 30-34 years for all women. This could indicate a
higher rate of mental illness in the 20-24 year age group, less likelihood of seeking
help in the 30-34 year age group or again be the result of small numbers.

There were no Aboriginal males in the 10-14 year age group, and the highest
representation in the 15-19 year age group. This finding is disturbing. Young
Aboriginal people (under 20 years of age), have been recognised as being 'at risk'
in terms of mental health (Swan & Raphael 1995; Patton & Moon 2000). The high 1 519 year-old representation emphasizes the poor mental health status of part of this
group. However, the lack of 10-14 year old Aboriginal males may point to the unmet
needs identified earlier in this discussion.

Coupled with an understanding of the age distribution of the NT Aboriginal
population, this finding is of practical significance. 38.1% of Aboriginal people, who
live in the NT, are aged between 0 and 14 years. This compares with 27.1% of the
total NT population and 20.9% of the total Australian population (Australian Bureau
of Statistics 1999). With such an age distribution and knowledge of the mental
health problems of this group, a relatively high proportion of these young males
aged betweenlO and 14 years might be expected to be Aboriginal.

The Indigenous status of 5% of DUMHS clients was not recorded during the threemonth period of this study. In 1995, the National Health Information Development
Plan recognised the need to improve the calibre of health information for
Indigenous people (Australian Institute of Health and Welfare 1998b). The National
Aboriginal Mental Health Advisory Committee recognises the need for Indigenous
identification in data sets, to ensure that needs are met and that program
implementation and effectiveness may be determined (Swan & Raphael 1995). The
correct and comprehensive recording of current service use by Indigenous people is
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therefore both nationally and locally significant. This information will influence
planning and service delivery and allow the health status of Aboriginal and Torres
Strait Islander people to be monitored and hopefully improved (Australian Institute of
Health and Welfare 1999).

9.1.4 Country of Birth
Country of birth was used as a surrogate for being from a non-English speaking
background (NESB). This simple statistic provides information on access to mental
health services by "people from culturally and linguistically diverse backgrounds"
who are a focus of the Second National Mental Health Plan (Australian Health
Ministers 1998; Australian Institute of Health and Welfare 1999 p10).

The interpretation of the study findings is limited by the poor quality of the data
contained in the Community Care Information System (CCIS). A high proportion
(37%) of the countries of birth of DUMHS clients were not recorded. Of the data that
was recorded there is some evidence of under representation of people born
outside Australia. These people constituted 14% of the client community compared
with 23% of the total catchment population.

If people from countries other than Australia were represented in equal proportions
in the source population and the client data set, needs may still have been unmet.
In the case of NESB people, mental health needs are almost certainly higher than for
the rest of the population (Trauer 1995). NESB people who are newly arrived in
Australia are at particular risk. Those bearing a double disadvantage include
members of that group who are also either refugees, female, young or elderly (Chu
1998).

The data quality was extremely poor for DUMHS non-attendees (60% of data not
recorded). Of the data that was documented, people born outside Australia had a
slightly higher representation among non-attendees (16% compared with 14%).
Evidence suggests that mental health services are under-utilised by people from a
non-English speaking background (Minas et al. 1996)

There is a clear need to improve data collection relating to the country of birth of
mental health service consumers. Information is required about the prevalence of
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mental illness in this vulnerable group (Minas et al. 1996). Information about patterns
of service use would indicate the adequacy of the services and improve planning
(Trauer 1995). More complete information would help to promote equity, access to
and quality in mental health service provision to NESB people (Chu 1998).

Country of birth may be a poor indicator of English speaking status (Trauer 1995).
Rather than country of birth being used as a surrogate for being of a NESB, perhaps
the use of a 'preferred language' category would be more informative. Those who
speak English but come from countries that are culturally distinct from Australia
would be omitted by using this method (Minas et al. 1996). However, there may be
improvements in the quality of service delivery through recording a 'preferred
language' along with a country of birth.

This would enable mental health service providers to use interpreters if they were
available, especially for Aboriginal people. Of the NT population over 5 years of
age, who speak a language other than English at home, 64.6% speak Australian
Indigenous languages. These people would almost all be born in Australia. An
option already exists in CCIS for entering 'preferred language' along with country of
birth, under the personal details of a consumer.

9.1.5 Area of Usual Residence
The area where DUMHS consumers usually reside was examined to give some
indication of the total catchment area. The main focus of service provision for
DUMHS is the 'Tamarind Centre' in the Darwin suburb of Parap.

The majority of clients in this study (92%) lived in the main catchment area for
DUMHS. This comprises the statistical subdivisions (SSDs) of Darwin City, PalmerstonEast Arm and Darwin Rural Areas (see Appendix 2). A minority came from other
areas of the NT (6%), and a few (2%) were visitors from interstate or overseas.

There was no difference in areas of usual residence for consumers who did or did not
attend DUMHS. Remoteness from service provision was not a factor in attending
after referral. This does not imply equal access to services for remote and urban
dwellers, as will be discussed below.
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Other regional public mental health services in the Top End of the Northern Territory
are Darwin Rural Mental Health Services, Katherine Mental Health Services and East
Arnhem Mental Health Services. These services do not have resident psychiatrists
and psychologists but rely on specialist outreach services provided by DUMHS. A
psychiatrist visits both the East Arnhem area and Katherine ten times a year.
Maningrida and Port Keats are to be visited twice a year by a psychiatrist from the
year 2000. An agreement to provide specialist services to the Tiwi Islands is presently
being negotiated with the Tiwi Islands Health Board. Consumers may be referred in
to DUMHS from any of the other Top End regions.

The rate of attendance at DUMHS by clients from the main catchment area was
found to be 2.6 clients per 1000 population during the three-month study period.
Excluding the population of the Barkly and Central Northern Territory (SSDs), as well
as the population of the main DUMHS catchment area, the remaining NT population
numbers 44 467 (McLennan 1997). By extrapolating from the known rate of DUMHS
attendance, this area might be expected to yield 116 clients during the study
period. Fourteen clients from this area were seen by DUMHS. Whether the existing
mental health services in these regions, coupled with the specialist outreach visits,
meet this conservative estimate of potential need is a matter for further
investigation.

Although Aboriginal people make up 28.1% of the overall NT population, they may
contribute up to 90% of the population in some remote areas (McLennan 1997). The
Second Mental Health Plan aims to give 'special attention' to the mental health
needs of Indigenous people and people living in rural or remote areas of Australia
(Australian Health Ministers 1998). Non-urban Aboriginal communities have been
shown to have high rates of psychiatric morbidity (McKendrick et al. 1992c). The
national report on Aboriginal mental health indicated a need for community mental
health programs to be based in the communities of the affected people (Swan &
Raphael 1995). While there are financial and personnel constraints in advocating an
overhaul of mental health service delivery in the rural and remote areas of the Top
End, issues of access to services by those 'at risk' need to be addressed.

9.2 SOURCE AND OUTCOME OF REFERRAL
Since DUMHS is a specialist referral service, the target population is made up of
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people with more extreme mental disorders. In maintaining this role, the On Call
Team acts as a filter for the other DUMHS teams, by sifting out inappropriate referrals.
It also has a role in crisis mental health care, which may lead to subsequent ongoing
care within DUMHS.

The three main sources of referral to DUMHS during the study were family and friends
of the consumer, the consumer themselves or the Royal Darwin Hospital. Other
referral sources represented throughout the study period indicate that the services
provided by DUMHS are well known in the urban area. Community care services,
law enforcement agencies, other agencies (including schools, government and
non-government agencies), other health care establishments, other mental health
services and other miscellaneous sources all made referrals during the study period.
Private medical practitioners made almost 13% of referrals.

The general practitioner has a pivotal role in the provision of primary mental health
care particularly in geographically isolated or rural areas (Aoun, Underwood, &
Rouse 1997; Australian Health Ministers 1998; Whiteford 2000b). The early findings of
the NSMHWB of adults indicated that only 38% of those in the population with mental
disorders used a health service for their mental health problems in the twelve months
prior to the survey. Of those in the population with mental disorders, 29% consulted a
general practitioner and 9% consulted some other health service (McLennan 1998).
Besides indicating a significant unmet need, this also indicates the task of general
practitioners in recognising and treating mental illness (Commonwealth Department
of Health and Aged Care & Australian Institute of Health and Welfare 1999).

In his study of primary mental health care, Vazquez-Barquero concluded that many
general practitioners do not recognise mental illness in their practice (1997).
Improving the education and training of primary health carers in the recognition
and treatment of mental health problems is preferable to increasing referrals to
mental health specialists (Aoun, Underwood, & Rouse 1997). Models of shared care
and efficient referral systems between general practitioners and specialists are
helpful in the treatment of depression (Commonwealth Department of Health and
Aged Care & Australian Institute of Health and Welfare 1999). For people with
increasingly severe mental disorders, general practitioners need to integrate with
specialist services (Henderson & Rickwood 2000). This function was appraised in this
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study by examining referrals in to DUMHS from general practitioners. As no discharge
data was examined, it was not possible to assess referral back out to general
practitioners.

Grouping all referring private medical practitioners together at the data collection
phase of this study resulted in the loss of information relating specifically to general
practitioners or specialists. This was a limitation of this study. It would have been
helpful to note the types of specialist who refer consumers to the mental health
services. Information relating specifically to general practice referrals was also lost.
Despite this limitation, it can still be noted that over 10% of client referrals came from
private medical practitioners.

The role of the general practitioner in mental health care has been recognised in an
innovative project run by DUMHS. A general practitioner consults with DUMHS clients
for one or two sessions each week, from within the Tamarind Centre, the main focus
of mental health service provision. The general practitioner deals with physical illness
and other collaborative treatment issues. The attendance of mental health
consumers at private general practitioners is often precluded by the cost of services.

Non-attendance at DUMHS may reflect a personal decision to have nothing to do
with the services offered. The potential client may believe they do not have a
mental disorder. The stigma associated with treatment through the mental health
services may act as a deterrent. The consumer may be satisfied with their current
treatment by a general practitioner or private psychiatrist. Non-attendance may
also demonstrate some other reality, such as referral on to alcohol and other drug
services or counselling psychologists.

People who were referred to DUMHS by family and friends have the least likelihood
of attending a service event for treatment. Self-referrals and those from the
outpatient and emergency departments at the Royal Darwin Hospital (RDH) were
nearly equally represented in the non-attendees and client groups.

Another limitation of this study was the failure to note referrals from the RDH
emergency department for which suicidal ideation was the precipitating factor for
the emergency event. This was often recorded in the notes. Developing post77

discharge plans for people who attend hospitals as a result of suicide attempt is part
of the coordinated action between general practitioners and specialist mental
health services to be encouraged through the national focus on depression
(Commonwealth Department of Health and Aged Care & Australian Institute of
Health and Welfare 1999). Regional data may have given some indication of the
extent to which these people were being followed up.

Nearly half of non-attendees make their own decision not to attend. At least a
proportion of this group (21%) were accepted into DUMHS for treatment. These
consumers may represent lost opportunities to reduce the burden of mental
disorders in the community. As Whiteford has noted, "knowing more about
attitudes which determine health-seeking behaviour will allow unmet needs to be
more clearly defined and addressed" (2000b p 195).

Of the clients who were not accepted into DUMHS because their referral was
inappropriate, the work unit was incorrect or for other' reasons, a substantial
proportion were referred on to alcohol and other drug treatment agencies. This
resulted in DUMHS figures for substance use disorders that did not completely reflect
the trends shown in the NSMHWB. The national population survey found that 4.5% of
women and 11.1% of men had a substance use disorder in the preceding year
(McLennan 1998). This compares with the 4.5 % of women and 2.6% of men who
had substance use disorders in this study. These figures seem to indicate that males
with substance use disorders, who were referred to DUMHS, were more likely to be
referred on to other agencies, or that females were more likely to seek help.

9.3 PATTERNS OF ATTENDANCE OF DUMHS CONSUMERS
The number of service events recorded by DUMHS clients in the three-month study
period ranged from ito 55 (more than 1 event every two days). Only 12% of clients
recorded over 6 service events. The large majority of clients recorded six or less
events. More than half of all clients recorded one or two visits, with two being the
most commonly recorded number.

Service use for mental disorders tends to increase with severity of the disorder and
the level of associated disability (Kessler 1994; McLennan 1998). The NSMHWB survey
of people living with a psychotic illness found that these people are significant users
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of community mental health services (Jablensky et al. 1999). This finding was
confirmed in this study. Although the grouped psychoses contributed only 19% of
clients, they made up 32% of total workload, crudely assessed through the number
of service events. The more common affective and anxiety disorders, together
contributed 49% of all clients, and 42% of total workload. People with psychoses
required nearly twice the service time of other more common diagnoses. The
recorded contribution of substance use disorders was only 2% of the total service
events. This finding will be discussed in the following section.

The NSMHWB also found that people with comorbid mental disorders were more
likely to use health services for their problems. Since the recording of comorbity was
poor in the CC IS, it was impossible to determine if this was so.

Knapp et al found that calculating service costs directly from diagnostic categories
was inaccurate. The figures quoted in his study, however, still indicate that service
utilisation by people with schizophrenia was greater than for people with either
affective or anxiety disorders. The use of demographic and social information is
advocated as a better means of estimating mental health service costs (1995).

The Australian Mental Health Classification and Service Costs (MH-CASC) project
also proposes that demographic factors be included in the funding equation, along
with diagnostic, severity and level of disability parameters. The Mental Health-CASC
also aims to include factors relating to mental health care providers (Buckingham et
al. 1998). The clinical logic reflected in the Mental Health-CASC approach
(increasing clinical severity is associated with increasing costs), was also reflected in
the findings of this study.

People with schizophrenia recorded the highest average number of service events
for each client (10). This figure was much higher than that for the combined
schizoaffective disorders, substance use psychotic disorders and other psychoses
(4.3). The grouped affective disorders in this study included people with bipolar
affective disorder, and the resultant average number of service events was 3.9 per
client. As expected this was higher than the 2.7 service events per client for anxiety
disorders.
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9.4 PROFILE OF MENTAL ILLNESS (PROVISIONAL DIAGNOSIS) AMONG DUMHS
CONSUMERS OVER A THREE-MONTH TIME PERIOD
In order to formulate a profile of mental illness among DUMHS consumers, it was
decided to analyse provisional diagnosis as recorded in the information system.
According to the Mental Health Business Rules published by Territory Health Services,
this temporary diagnosis can be formulated and recorded by all mental health
clinicians after initial assessment. A psychiatrist or medical officer allocates a
principal diagnosis after further assessment (CCIS Team & Mental Health Policy
Directorate 2000). This represents the main disease or condition affecting a
consumer, which resulted in attendance at a mental health service. The principal
diagnosis is regarded as "one of the most valuable health data elements!, providing
information for epidemiological research and planning (Australian Institute of Health
and Welfare 1999 p115). Under the requirements of the National Minimum Dataset it
is also recommended that principal diagnoses for community mental health
consumers be collected at discharge or three months after the onset of an episode
(Commonwealth Department of Health and Aged Care: Mental Health Branch
1999).

The aim of this study to record the provisional diagnoses of DUMHS clients was
thwarted by the early record keeping practices of busy clinicians. Provisional
diagnoses were not recorded according to the recognised protocol for nearly 70%
of clients. A search of CCIS clinical notes still failed to yield a provisional diagnosis for
13% of clients.

This limitation impacted on the strength of all conclusions made in relation to
diagnosis. Due to inadequate recording of diagnosis, the ICD-10 codings for nearly
70% of clients were also missing. The results were therefore limited to broad groups of
diagnostic categories, rather than the much richer detail available through the
international classification system.

Comorbidity is common among people with mental illness, yet only 7% of those
clients who had a provisional diagnosis recorded, also had a comorbid disorder
mentioned in their notes.

There is a need to improve the recording rate and quality of provisional and
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principal diagnoses in the mental health module of CCIS. Additional efforts need to
be made to routinely record comorbid diagnoses. Correct recording of diagnostic
information would facilitate electronic search strategies to easily produce clinical
information for service providers and planners as well as the wider community

Mathers et al name affective disorders, substance use disorders and anxiety
disorders as the major contributors to the overall burden of mental illness in Australia.
Substance use disorders are the major cause of mental illness in men. The leading
cause of mental illness in women is affective disorders, of which depression is the
most prevalent (87%) (1999). Schizophrenia and dementia have also been noted as
public health concerns (Commonwealth Department of Health and Aged Care &
Australian Institute of Health and Welfare 1999).

The first report on the National Minimum Data Set dealt with institutional mental
health care (1997-98). In this report, affective disorders (including both depression
and bipolar affective disorder) and schizophrenic disorders were the most common
reasons for short and long term hospitalisation (Moore et al. 2000). In the Northern
Territory (1993-97), the most common mental disorders requiring hospitalisation were
substance use psychotic disorders and schizophrenia for men, and schizophrenia,
other psychoses and adjustment reaction (an anxiety disorder) for women (Nagel
2000).

This study found that the most common diagnoses for the clients of this specialist
community mental health service were anxiety disorders (32.1%), affective disorders
(24.4%) and the grouped psychoses (21.3%). Substance use disorders were
diagnosed for 3.4% of clients. 5.7% of clients had no mental disorder.

The NSMHWB of adults found an overall prevalence for anxiety disorders of 9.7%,
affective disorders, 5.8%, and substance use disorders 7.7% (McLennan 1998). The
National Comorbidity Survey of the United States identified one-year prevalence for
the same three disorders as 1 7.2%, 11 .3%, and 11.3 %, respectively (Kessler 1994). In
the DUMHS client community, anxiety and affective disorders are present in almost
the same ratio (1.3:1) as in the Australian (1.6:1), and American (1.5:1) communities.
Substance use disorders are under represented in the DUMHS client community, due
to appropriate referrals on to alcohol and other drug treatment agencies.

[a

The national survey also found that a small percentage of people with only a
physical illness (6%), and a small percentage of people with no physical or mental
illness (5%), also used mental health services (McLennan 1998). Almost 6% of clients
who were seen at DUMHS had no mental disorder. Such findings may be a recurrent
feature of mental health service provision.

Results of the NSMHWB relating to disorders other than those already mentioned
have not yet been released. The first results of the child and adolescent component
of the survey are due for release in the year 2000 (Sawyer et al. 2000). The largest
groups of DUMHS clients omitted from this discussion are those with personality and
behaviour disorders (6.5%), other mental disorders (1.5%) and disorders of
development, adolescence and childhood (4.2%).

Schizophrenic disorders (9.1%) and other psychoses (10.3%) contributed almost
equally to the grouped psychoses. The 'other psychoses' included organic,
delusional and non-organic, unspecified psychoses. Substance use psychotic
disorders (2%) were removed from this class for separate analysis. It is possible that
many were misclassified as 'other psychoses'. If this were so, the distribution of all
psychoses between schizophrenia and substance use psychotic disorder would be
more in keeping with the distribution of NT inpatient mental illness as outlined above.
Methodical use of the ICD-10 coding system would eliminate some ambiguity of
diagnosis and grouping.

Psychotic disorders are prevalent among the urban adult population of Australia at
a rate of 4 to 7 per 1000. Schizophrenia and schizoaffective disorders make up 60%
of this figure. People with psychoses are significant users of community mental
health services, with more than half of those involved in the Australian survey having
a case manager (Jablensky et al. 1999). All psychoses among DUMHS clients, who
live in the main catchment area, are present at a rate of 0.5 per 1000 catchment
population. Schizophrenia and schizoaffective disorders contribute 43% of this
figure. As was mentioned above, people with psychotic disorders have a high rate
of hospitalisation. It is difficult to determine from this study whether the needs of
those living in the community are being met. Since people with psychotic disorders
often have lives marked by poor health and a high burden of dysfunction and
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disability, further qualitative and quantitative investigation of this group within the
Darwin Urban community may be beneficial (Jablensky et al. 1999).

The NSMHWB of adults identified comorbid psychiatric illness for 61% of people with
an affective disorder and 45% of people with an anxiety disorder (McLennan 1998).
Almost half of the people in both of these groups also reported a physical comorbid
illness. 11% of DUMHS clients who had an affective disorder also had a comorbid
disorder reported. For people with anxiety disorders the reported comorbidity was
10%. This rate of comorbidity is far below that which would be expected from the
national population survey. Comorbid mental disorders are marked by severity and
chronicity (Kessler 1994). Failure to report comorbid illness may therefore result in
under-treatment (Barbato & Hafner 1998).

The presence of a substance use disorder is the most common comorbid diagnosis
for people with other mental disorder/s (the 'dual diagnosis') (Siegfried 1998b; Nagel
2000; Teesson et al. 2000). The Australian survey of psychotic illness found that
among people with a psychotic illness, 30% had a history of alcohol misuse, 25% of
cannabis misuse and 30% of other substance misuse (Jablensky et al. 1999). The
NSMHWB of adults found that 31% of people with a substance use disorder also had
another mental disorder (McLennan 1998). This study found that 2% of clients with
psychotic disorders were reported as also having a substance use disorder. 2% of
clients with any mental disorder also had a substance use disorder listed as a
comorbid diagnosis.

Specialist mental health services need to recognise substance use disorders in
patients presenting with other mental disorders (Cohen 1999; Teesson et al. 2000).
Formal screening procedures for drug and alcohol misuse can increase the
recognition of these disorders and prevent misdiagnosis as other mental disorders.
This would result in better treatment for the patient, potentially less cost to the
community and more accurate research (Cohen 1999). This study would indicate
that currently at DUMHS, substance use disorders comorbid with other mental
disorders are not being recorded.

Mental health researchers have questioned the separation of alcohol and other
drug services from mental health care services, and called for amalgamation or at
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least a closer working relationship between the two streams of care (Swan &
Raphael 1995; Nagel 2000; Whiteford 2000b). Siegfried argues for "the provision of
comprehensive services by a single service with staff who are competent in both
mental health and drug and alcohol skills" (1998b p276).

Oei and Loveday review the treatment of comorbid anxiety and alcohol-use
disorders. They conclude that the simultaneous treatment of both disorders in
parallel programs is the best current option (Oei & Loveday 1997). The practical
execution of such a treatment regime would require a high level of cooperation
between services, as they currently exist.

The study of psychotic illness in Australia identified the "reduction or prevention of
substance abuse complicating the course and management of psychotic illnesses"
as a priority to reduce disability among people with a psychotic disorder (Jablensky
et al. 1999). It is hard to imagine how such a priority can be addressed with the
separate nature of the present provision of services.

10. Conclusion
Collection of routine demographic and clinical data can be an onerous task for
mental health service providers. This study has demonstrated that comprehensive
data relating to age, sex, area of usual residence, referral source, referral outcome
and patterns of attendance can provide information for consumers, carers, service
providers and planners.

Further effort to habitually record Indigenous status, country of birth, preferred
language and provisional diagnosis for each DUMHS consumer would provide more
comprehensive information. The effectiveness of DUMHS in meeting the needs of
priority groups, including Aboriginal people and people from a non-English speaking
background, would then be able to be assessed.

Rigorous recording of the mental disorders that affect DUMHS clients, according to
existing codes of practice, must become a regular practice if any meaningful and
time efficient analysis of this information is to take place. This study took place six
months after the introduction of the mental health module of the CCIS. In this short
space of time, the system has already been able to yield useful data and has the
potential to provide more comprehensive data in the future.
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Appendices
APPENDIX 1 DATA COLLECTION
Data was retrieved from CCIS on a case-by-case basis, and coded into a separate
database. The senior business analyst for the mental health module of CCIS
generated printed lists of all the referrals received by the four relevant DUMHS teams
during the three-month study period. In addition, lists of all people currently being
treated by each team during that period were retrieved.
The demographic characteristics and address details of consumers were extracted
from their personal details. Information about the referral source and outcome, as
well as the number of service events during the time frame was obtained from the
case history. If a triage document existed, the triage episode was counted as an
additional service event. The case history had the potential to supply the provisional
diagnosis, if recorded. In the absence of a record, the triage notes, case progress
notes and discharge summary were manually searched for a provisional diagnosis.
An International Classification of Disease (lCD-b) code for mental disorders could
only be recorded if a provisional or principal diagnosis was entered in the case
history details.

After exhausting the referral search for each team, duplicate entries were
eliminated from the lists of all current cases for each team. The balance of
consumers was then examined following the outline detailed above.
On completion of the searches, the printed lists of consumers were shredded and
the de-identified information was maintained in a password-protected database for
analysis
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APPENDIX 2 DEFINITION OF VARIABLES

Area of Usual Residence
DUMHS consumers who usually reside in the NT were classified into statistical
subdivisions (SSDs). The Northern Territory is divided into two statistical divisions (SD),
Darwin SD and NT-Balance SD. Darwin SD includes the SSDs of Darwin City and
Palmerston-East Arm. NT-Balance SD includes the SSDs of Darwin Rural Areas,
Bathurst-Melville, Alligator, Daly, East Arnhem (including Nhulunbuy), Lower Top End
NT (including Katherine), Barkly (including Tennant Creek), Central NT (including
Alice Springs) (Australian Bureau of Statistics 1998; Australian Bureau of Statistics
1999).

Other DUMHS consumers were classified as visitors from interstate, visitors from
overseas or of no fixed address.

Referral Source
Further details of referral agencies are outlined in Table A.

Referral outcome
The following categories: Not accepted other, Not accepted inappropriate referral,
Not accepted incorrect work unit, all included consumers whose outcome was a
referral on to another agency. These agencies included Somerville Community
Services, Sexual Assault Referral Centre, Anglicare, Alcohol and Other Drug
treatment centres (government and non-government).
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Table A. Details of referral agencies
Referral Agency

Details

Royal Darwin Hospital

Outpatient or Emergency department

The only public hospital in Darwin

Figures include persons seen by the extended

city

hours service of DUMHS (at RDH Emergency
Department)

Darwin Private Hospital

Emergency department

The only private hospital in Darwin
city
Community care

Public community health care services

Other health care establishment

Prison Medical Services, THS Alcohol and Other
Drugs Detox Unit, Danila Dilba (an Aboriginal
community controlled health service)

Other mental health services

Either in the Northern Territory or interstate

Private medical practice

Both general practitioners and private specialists
were included in this category

Self (consumer)
Family! Friends
Law enforcement agency

Correctional services, Parole board, Northern
Territory Law Courts, Northern Territory Police

Other agency

Schools, Centrelink, Anglicare, Mental Health
Association
Children's

of

the

Services,

NT,

Family

Sexual

Youth

Assault

and

Referral

Centre, Adoption Services, Child and Family
Protection Service, Council for Aboriginal Alcohol
Program, Department of Immigration, Jobfind,
AIDS

Council

of

the

NT,

Salvation

Army,

Aboriginal Legal Aid, Down House (Women's
Shelter)
Other

Private

psychologists,

Concerned

citizen,

Solicitor, Music therapist, Social Worker
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APPENDIX 3 DEMOGRAPHIC FEATURES: SOURCE POPULATION

Table B. Derived figures for Darwin City, Palmerston-East Arm and Darwin Rural Areas
(SSDs)
Darwin

Palmerston-

Darwin Rural

City

East Arm

Areas

69301

17275

17016

103 592

Total Population, Census 1996

72622

13121

16107

101 850

Non-Indigenous population,

66899

11476

14496

92871

5723

1645

1611

8979

Australia

46429

10261

11059

67749

Europe

6 900

1 025

1 300

9 225

Asia

5299

594

327

6220

Other

2981

484

519

3984

Estimated Resident Population

Total

at 30 June 1998

Census 1996
Indigenous population, Census
1996
Country of birth, Census 1996

Source: Australian Bureau of Statistics 1999, Regional Statistics, Australian Bureau of Statistics 1997

[Census of Population and Housing.

W
.

Table C. Age Distribution: Total Northern Territory Population at 30 June 1998
Males

Females

Total

0-4

9149

8599

17748

5-9

8 954

8 277

17 181

10-14

7932

7568

15500

15- 19

7466

6801

14267

20-24

9029

7940

16969

25-29

10357

9531

19888

30-34

9228

8436

17664

35-39

8877

7923

16800

40-44

7525

7007

14532

[4549

6798

5783

12581

50-54

5 680

4445

10 125

55-59

3 812

2 646

6 458

60-64

2171

1754

3925

65 and over

3279

3020

6299

Al/ages

100257

89680

189937

Source: Australian Bureau of Statistics 1999, Population b,vAge and Sex: Northern Territory.
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APPENDIX 4 RESULTS

Table D.

Age distribution of DUMHS consumers by sex and indigenous status: Non-

attendees data set
Age

Female n

Male

Total Persons

category
Abort*

NonAborl*

NR*

TOTAL

Aborl

NonAbort

NR

TOTAL

TOTAL

%

PERSONS
0-4

0

0

-

0

0

1

-

1

1

1

5-9

0

3

-

3

0

4

-

4

7

5

10-14

2

11

1

14

0

3

1

4

18

14

15-19

1

4

1

6

0

7

-

7

13

10

20-24

0

8

1

9

2

4

1

7

16

12

25-29

1

5

-

6

1

9

-

10

16

12

30-34

0

5

-

5

0

3

-

0

8

6

35-39

0

5

-

5

1

8

-

9

14

11

40-44

0

5

-

5

0

6

-

6

11

9

45-49

0

3

-

3

0

7

-

7

10

8

50-54

1

4

-

5

1

0

-

1

6

5

55-59

1

2

-

3

0

2

-

2

5

4

60-64

0

2

-

2

0

0

-

0

2

2

65+

0

2

-

2

0

1

-

1

3

2

6

59

3

68

5

55

2

62

130*

100

TOTAL

(%)

(52)
*

Abri = AborignaI, NonAbri = Non-AborignaI, NR

**

n = Number of persons
Age of one consumer was not recorded

(48)

= Indigenous status not recorded

Table E. Age distribution of DUMHS consumers by sex and indigenous status: Client data
set
Age

Male

Female n

Total Persons

categoty
Aborl*

NonAborl*

NR*

0-

-

-

5-9

2

10-14

TOTAL

Aborl*

-

-

7

-

0

5

15-19

7

20-24

NonAborI

NR*

TOTAL

TOTAL

-

-

-

-

-

-

9

1

7

-

8

17

6

-

5

1

5

1

7

12

4

15

1

23

1

8

-

9

32

11

4

18

3

25

6

11

1

18

43

14

25-29

5

21

-

26

2

11

3

16

42

14

30-34

5

17

-

22

4

17

-

21

43

14

35-39

21

0

12

1

13

34

11

9

1

10

27

9

21

7

%

PERSONS
4

2

18

1

40-44

3

14

-

17

0

45-49

1

7

1

9

1

11

-

12

50-54

0

7

-

7

1

4

-

5

12

4

55-59

0

4

1

5

1

0

-

1

6

2

60-64

0

4

-

4

0

0

-

0

4

1

65+

0

2

-

2

0

4

-

4

6

2

29

139

7

175 (59)

18

99

7

124

299***

99#

TOTAL

(%)

(41)
*

Abri

=

Aboriginal, NonAbrl

=

Non-Aboriginal, NR

n = Number of persons
Age of one consumer was not recorded
# Rounding error

=

Indigenous status not recorded

Table F. Comparison of Non-attendees and Client data sets by age group
Age group

Non-attendees

Client data set n

Odds ratio

data set n

95% Confidence
interval

0-4

1

-

-

5-9

7

17

0.94

0.39 to 2.28

10-14

18

12

3.84

1.82 to 8.12

15-19

13

32

0.93

0.47 to 1.81

20-24

16

43

0.84

0.46 to 1.54

25-29

16

42

0.86

0.47 to 1.58

30-34

8

43

0.39

0.18 to 0.84

35-39

14

34

0.94

0.49 to 1.80

40-44

11

27

0.93

0.45 to 1.92

45-49

10

21

1.10

0.51 to 2.38

50-54

6

12

1.16

0.44 to 3.05

55-59

5

6

1.95

0.62 to 6.15

60-64

2

4

-

-

65+

3

6

1.15

0.31 to 4.28

TOTAL

130

299

§P<o.05

Table G. Patterns of attendance of DUMHS consumers

Number of seniice events

Number of consumers

Percent

1

110

36.67

2

56

18.67

3

32

10.67

4

31

10.33

5

15

5.00

6

21

7.00

7

3

1.00

8

8

2.67

9

2

0.67

10

3

1.00

11

1

0.33

13

2

0.67

14

1

0.33

15

3

1.00

16

3

1.00

17

1

0.33

19

2

0.67

20

2

0.67

24

1

0.33

30

1

0.33

42

1

0.33

55

1

0.33

Total

300

100.00

s1

Table H. Profile of mental disorders (provisional diagnosis) for DUMHS consumers:
Client data set MALES and FEMALES
Provisional diagnosis

**

Male

%

n=175

n=151

Dementia

1

Substance use disorders

**

Female

%

n=125

n=111

0.7

-

-

4

2.6

5

4.5

Schizophrenia

14

9.3

7

6.3

Schizoaffective disorders

1

0.7

2

1.8

Substance use psychotic disorders

3

2.0

2

1.8

Other psychoses

18

11.9

9

8.1

Affective (mood) disorders

34

22.5

30

27.0

Anxiety disorders

41

27.2

43

38.7

-

-

1

0.9

14

9.3

3

2.7

5.3

3

2.7

Eating disorders
Personality and behaviour disorders

Disorders of development, childhood 8
and adolescence
Other mental disorders

3

2.0

1

0.9

No mental disorder

10

6.6

5

4.5

Not recorded

24

-

Total

175

100.1*

14
125

-

99•9*

*Rounding error
*sCaIcuated wthouf missing values
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Table I: Source and outcome of referral, provisional diagnosis for specific age groups:
Client data set and Non-attendees data set (*Rounding error)
Age group

Non-attendees data set

Client data set

Source of referral

Number

Percent

Number

Percent

Family/Friends

4

57

10

59

Law enforcement agency

-

-

1

6

Private Medical Practitioner

-

-

4

24

Royal Darwin Hospital

2

29

2

12

Self

1

14

-

-

TOTAL

7

100

17

101*

Accepted into DUMHS

3

43

16

94

Not accepted into DUMHS

4

57

1

6

TOTAL

7

100

17

100

Anxiety disorders

-

-

8

47

Disorders of development, childhood

1

14

5

29

No mental disorder

1

14

1

6

Not recorded

5

71

3

18

TOTAL

7

99*

17

100

Age group

Non-attendees data set

Client data set

Source of referral

Number

Percent

Number

Percent

Family/Friends

9

50

6

50

Royal Darwin Hospital

3

17

1

8

Community care

1

6

-

-

Law enforcement agency

1

6

-

-

Other agency

2

11

1

8

Other health care establishment

-

-

2

17

Private Medical Practitioner

2

11

2

17

TOTAL

18

101*

12

100

Accepted into DUMHS

9

50

12

100

Not accepted into DUMHS

9

50

-

-

TOTAL

18

100

12

100

5-9 years

Outcome of referral

Provisional diagnosis

and adolescence

10-14 years

Outcome of referral

KIR

Table I: Source and outcome of referral, provisional diagnosis for specific age groups:
Client data set and Non-attendees data set

(*

Rounding error)

Pro visional diagnosis
Affective (mood) disorders

-

-

Anxiety disorders

-

-

Disorders of development, childhood

1

6

1

8

No mental disorder

3

17

1

8

Not recorded

14

78

1

8

TOTAL

18

101*

12

99*

Age group

Non-attendees data set

Client data set

Source of referral

Number

Percent

Number

Percent

Family/Friends

1

13

3

7

Self

2

25

12

28

Royal Darwin Hospital

1

13

9

21

Community care

-

-

1

2

Law enforcement agency

1

13

3

7

Other agency

-

-

4

9

Other health care establishment

1

13

-

-

Other mental health services

1

13

2

5

Other

1

13

2

5

Private Medical Practitioner

-

-

7

16

TOTAL

8

103*

43

100

Accepted into DUMHS

4

50

34

79

Not accepted into DUMHS

4

50

9

21

TOTAL

8

100

43

100

Substance use disorders

1

13

3

7

Schizophrenia

-

-

5

12

Schizoaffective disorders

-

-

1

2

Substance use psychotic disorder

-

-

1

2

Other psychoses

1

13

5

12

Affective (mood) disorders

1

13

10

23

Anxiety disorders

-

-

9

21

-

-

3

7

5

63

6

14

1
8

8
-

67

and adolescence

30-34 years

Outcome of referral

Provisional diagnosis

Personality

and

behavioural

disorders
Not recorded
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Table I: Source and outcome of referral, provisional diagnosis for specific age groups:
Client data set and Non-attendees data set (*Rounding error)
TOTAL

1 8

102*

43

100

Table J. Source of referral to DUMHS: Client data set-Forensic Team
Source of referral

Number

Percent

Family! Friends

2

5

Self

8

20

Royal Darwin Hospital: Outpatient or emergency

1

2

Law enforcement agency

11

27

Other agency

4

10

Other health care establishment

10

24

Other mental health services

3

7

Other

1

2

Not recorded

1

2

Total

41

99*

*Rounding error

Table K. Profile of mental disorders (provisional diagnosis): Client data setForensic Team
Provisional diagnosis

Number

Percent

Substance use disorders

3

7

Schizophrenia

2

5

Other psychoses

2

5

Affective (mood) disorders

3

7

Anxiety disorders

4

10

Personality and behaviour disorders

14

34

Other mental disorders

1

2

No mental disorder

3

7

Not recorded

9

22

Total

41

99*

*Rounding error
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