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Figure 21 - NMHSPF Taxonomy 
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http://www.sa.gov.au/subject/Housing%2C+property+and+land/Building+and+development/South+Au
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Southern Cross high Dependency Residential Care Service for older Persons – Protocols 

Specialised Mental Health Community Support Services: Evidence Review. Lee, S. and 

Kulkarni, J (2013)  Monash Alfred Psychiatry Research Centre, Melbourne, Victoria. 

Statewide Youth Sub-Acute Unit: An Integrated Service Approach.  Government of South 

Australia.  April 2012. 

Stepped-Care Prevention of Anxiety and Depression in Late Life, Petronella J. van’t Veer-

Tazelaar, MA; Harm W. J. van Marwijk, MD, PhD; Patricia van Oppen, PhD; Hein P. J. van Hout, 
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Study of the use of antidepressants for depression in dementia: the HTA -SADD trial – a 
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Suicide awareness weeks: the outcomes,.Proceedings of the 16th Congress of the 

International Association for Suicide Prevention; Dyck, R 1993: Regensburg, Germany 

Suicide clusters in young people: evidence for the effectiveness of postvention strategies.  
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Health, Mental Health, Drugs and Regions Division. 

Tasmania population projections , Department of Treasury and Finance URL: 
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The alliance against depression:2-year evaluation of a community-based intervention to 

reduce suicidality. Hegerl U, Althaus D, Schmidtke A, et al. Psychol Med. 2006;36:1225–1233. 

The Australasian Health Facility Guidelines (AusHFG) 
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The effect of web based depression interventions on self reported help seeking: randomised 

controlled trial [ISRCTN77824516]. Christensen, H., et al., BMC Psychiatry, 2006. 6: p. 13. 
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S., Bruggeman, R., van Busschbach, M., van der Gaag, M., Stant, A. D., Knegtering, H., Wiersma, D. 
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The effects of school-based intervention programs on aggressive behavior: A meta-analysis. 

Wilson, Sandra Jo, Lipsey, Mark W., and Derzon, James H. (2003). Journal of Consulting and Clinical 

Psychology, 71(1), 136-149. doi: 10.1037/0022-006X.71.1.136 

The Essential Guide to Psychiatric Rehabilitation Practice. Anthony W, Farkas M. (2012)  Boston 

University Center for Psychiatric Rehabilitation, Boston) 

The Evidence Base of Systemic Family and Couples Therapies,  Professor Peter Stratton  

AFT Academic and Research Development Officer , January 2011 

The Evidence Base to Guide Development of Tier 4 CAMHS, Zarrina Kurtz, April 2009 National 

CAMHS Support Service, Department of Health. 

http://www.nmhdu.org.uk/silo/files/the-evidence-base-to-guide-dvt-of-tier-4-camhs-apr-09.pdf 

The impact of a school-based obesity prevention trial on disordered weight-control behaviors 
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in early adolescent girls. Austin, S. B., Field, A. E., Wiecha, J., Peterson, K. E., and Gortmaker, S. 

L. (2005). Archives of Pediatrics and Adolescent Medicine, 159(3), 225-230. 
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recognition of depression and beliefs about treatments. Jorm, A.F., H. Christensen, and K.M. 

Griffiths ; Aust N Z J Psychiatry, 2005. 39(4): p. 248-54. 

The impact of enhancing students' social and emotional learning: a meta-analysis of school-
based universal interventions. Durlak, J.A., et al., Child Development, 2011. 82(1): p. 405-32. 
The Impact of Enhancing Students’ Social and Emotional Learning: A Meta-Analysis of 

School-Based Universal Interventions. Durlak, Joseph A., Weissberg, Roger P., Dymnicki, Allison 

B., Taylor, Rebecca D., and Schellinger, Kriston B. (2011). Child Development, 82(1), 405-432. doi: 

10.1111/j.1467-8624.2010.01564.x 

The key to reducing duration of untreated first psychosis: information campaigns. Joa, I., et al., 

Schizophr Bull, 2008. 34(3): p. 466-72. 

The mental health of Australian mothers and fathers of young children at risk of disability.  

Emerson E, Llewellyn G.  Australian and  New Zealand Journal of  Public Health,  2008; 32:53-9. 

The Mental Health of Young People in Australia.  Sawyer MG, Arney FM, Baghurst PA, Clark JJ, 
Graetz BW, Kosky RJ, Nurcombe B, Patton GC, Prior MR, Raphael B, Rey J, Whaites LC and 
Zubrick SR. Canberra: Mental Health and Special Programs Branch, Commonwealth Department of 
Health and Aged Care, 2000.  URL:  
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pubs-m-young  

The mental health of young people in Australia: key findings from the child and adolescent 

component of the national survey of mental health and well-being. Sawyer, M.G., et al., The 

Australian and New Zealand Journal of Psychiatry, 2001. 35(6): p. 806-14. 

The mental health of young people: a new frontier in the health and social policy of the 21st 

century. McGorry, P.,  Early Intervention in Psychiatry, 2011. 5: p. 1-3. 

The National Eating Disorders Framework 2012 

http://www.nedc.com.au 

The National Mental Health Strategy publication glossaries; the (2011) NMHCCF ‘Unravelling 

Psychosocial Disability’ publication; and the Our Consumer Place (2011) ‘Psychobabble’ publication. 

The NCS 

The first nationally representative US National Comorbidity Survey
118

 

The NIMH Epidemiologic Catchment Area Program: historical context, major objectives, and 

study population characteristics.  Regier DA, Myers JK, Kramer M, Robins LN, Blazer DG, Hough 

RL, Eaton WW, Locke BZ:  Archives of General Psychiatry 1984;41:934-941. 

The oregon multidimensional treatment foster care model: Features, outcomes, and progress 

in dissemination. Chamberlain, Patricia. (2003). Cognitive and Behavioral Practice, 10(4), 303-312. 

doi: http://dx.doi.org/10.1016/S1077-7229(03)80048-2 

The prevalence of mental health problems in children 1½ years of age – the Copenhagen Child 

Cohort 2000.   Skovgaard AM, Houmann T, Christiansen E, Landorph S, Jørgensen T, and CCC 

2000 Study Team (Olsen EM, Heering K, Kaas-Nielsen S, Samberg V,  Lichtenberg A).   Journal of 

Child Psychology and Psychiatry,2007; 48(1):62–70.  Note that the data quoted and the Table used 

are not affected by a correction elsewhere (Skovgaard A.M., Houmann T, Christiansen E., Landorph 

S., Jørgensen T., and The CCC 2000 Study Team, Olsen E.M., Heering K., Kaas-Nielsen S., 

                                                      

118
 Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Kendler KS.  Lifetime and 12-month 

prevalence of DSM-III-R psychiatric disorders in the United States: Results from the National Comorbidity Survey.  Archives of General 
Psychiatry 1994;51:8-19. 
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Samberg V., 

The Prevention of Child and Adolescent Anxiety: A Meta-analytic Review  Fisak Jr BJ, Richard 

D, Mann A (2011). Prev Sci 12:255–268. DOI 10.1007/s11121-011-0210-0 

http://www.ncbi.nlm.nih.gov/pubmed/21437675 

The Prevention of Violent Behavior by Chronic and Serious Male Juvenile Offenders: A 2-Year 

Follow-up of a Randomized Clinical Trial. Eddy, J. M., Whaley, R. B., and Chamberlain, P. (2004). 

Journal of Emotional and Behavioral Disorders, 12(1), 2-8.  

The quality of mental disorder information websites: A review. Reavley, N.J. and A.F. Jorm; 

Patient Educ Couns, 2010. 85(2): p. e16-25. 

The role of diet in the prevention and management of adolescent depression. Bamber DJ, 

Stokes CS, Stephen AM (2007).  Nutrition Bulletin  32 (suppl 1), 90–99 

http://www.cheryltherman.org/wp-content/uploads/CTHbamber-2007.pdf 

The structured clinical interview for DSM-III-R (SCID). I: history, rationale, and description.  

Spitzer RL, Williams JBW, Gibbon M, First MB.  Archives of General Psychiatry 1992;49:624-629. 

The structured clinical interview for DSM-III-R (SCID). II: multisite test-retest reliability. Williams 

JBW, Gibbon M, First MB, Spitzer RL, Davies M. Borus J, Howes MJ, Kane J, Harrison GP Jr, 

Rounsaville B, Wittchen H-U.  Archives of General Psychiatry 1992;49:630-636. 

The Sydney Multisite Intervention of Laughter Bosses and ElderClowns (SMILE) study:cluster 
randomised trial of humour therapy in nursing homes; Low L-F, Brodaty H, Goodenough B, et al. 
BMJ Open 2013;3:e002072. doi:10.1136/ bmjopen-2012-002072 
The use of mental health services in Ontario: Epidemiologic findings.  Lin E, Goering P, Offord 

DR, Campbell D, Boyle MH.  Canadian Journal of Psychiatry 1996;41:72-577. 

Therapeutic Guidelines Limited. (2013). eTG complete.  Retrieved 28th August 2013, from 

Therapeutic Guidelines Limited http://www.tg.org.au/ 

Tolkien II Published in 2006, a needs-based, costed, stepped-care model for mental health services : 

recommendations, executive summaries, clinical pathways, treatment flowcharts, costing structures. 

http://trove.nla.gov.au/work/19579090?versionId=23008117 

Top End Hospital Network Charter Of Operations, Northern territory Dept of Health,  

http://health.nt.gov.au/library/scripts/objectifyMedia.aspx?file=pdf/76/35.pdfandsiteID=1andstr_title=T

EHN%20Charter%20of%20Operations.pdf 

Treating children well: a guide to the evidence base in commissioning and managing services 

for the mental health of children and young people. Kurtz Z London: The Mental Health 

Foundation, 1996. 

Treating Children With Early-Onset Conduct Problems: Intervention Outcomes for Parent, 

Child, and Teacher Training. Webster-Stratton, C., Reid, M. J., and Hammond, M. (2004). Journal 

of Clinical Child and Adolescent Psychology, 33(1), 105-124.  

Trends in the utilization of psychotropic medication in Australia from 2000 to 2011.   

Stephenson CP, Karanges E, McGregor IS.  ANZ J Psychiatry 2013; 47:74-87. 

http://www.ncbi.nlm.nih.gov/pubmed/23144164 

Understanding mental health treatment in persons without mental diagnoses: results from the 

National Comorbidity Survey Replication.   Druss BG. Wang PS. Sampson NA. Olfson M. Pincus 

HA. Wells KB. Kessler RC. Archives of General Psychiatry 2007, 64(10):1196-203. 

Unmet need in psychiatry: problems, resources, responses. Andrews G, Henderson S (Eds)    

(Scientific symposium of the World Psychiatric Association Section of Epidemiology and Public 

Health, Sydney, 1997).  Cambridge: Cambridge University Press, 2000. 

EXHIBIT 377 DBK.500.002.0313



NMHSPF: Technical Manual  
 

Version AUS V1 October 2013 
TRIM Ref: H12/92471 

198 

 

URL: http://www.planning.wa.gov.au/dop_pub_doc/Local_Government_Areas_by_Age_by_Sex.xls 

URL: http://www.planning.wa.gov.au/Publications/723.aspx.  Note 14 July 2011 – These projections 

no longer exist on the WAPS website, but there were no new ones there. 

US preventive task force; 

Using health promotion principles to prevent eating disorders in 8 to 10 year old girls: uniting 

self-esteem, media literacy, and feminist approaches. Fiissel, D. L. (2006). Dissertation Abstracts 

International: Section B: The Sciences and Engineering, 66(11-B), 6333. 

Using modeling and vicarious reinforcement to produce more positive attitudes toward mental 

health treatment. Buckley, G.I. and J.M. Malouff Journal of Psychology, 2005. 139(3): p. 197-209. 

Victoria in Future 2012 (VIF 2012)  Department of Planning and Community Development, URL: 

http://www.dpcd.vic.gov.au/home/publications-and-research/urban-and-regional-research/census-

2011/victoria-in-future-2012 

Victorian population bulletin (2012)  URL: 

http://www.dpcd.vic.gov.au/__data/assets/pdf_file/0006/99348/Vic-Pop-Bulletin-2012-FINAL.pdf 

Vocational Education, Training and Employment (VETE) Pilot Project Report – Psychiatric 

Rehabilitation Services 2006-2007, Frost, B., Morris, A., Sherring, J. and Robson, E. (2008) NSW 

Health, Sydney. 

Vocational Rehabilitation and Employment Support Options for People Affected by Mental 

Illness and the Associated Barriers to Employment – The Picture in the ACT, Lee, M (2008) 

ACT Health, Canberra. 

Walk the walk and talk the talk - A summary of some peer support activities in IIMHL countries, 

Peters, J. (2010) Te Pou, NZ 

Western Australia Tomorrow, Population Report No.7, 2006 to 2026, February 2012. 

Western Australian child health survey: developing health and well-being in the nineties, 

Zubrick SR, Silburn SR, Garton A et al.. Perth: Australian Bureau of Statistics and the Institute for 

Child Health Research, 1995. 

Winning the mental illness battle, but losing the war, by Louise Pascale, (J.Parks “25 years too 

late”  

http://www.abc.net.au/rampup/articles/2012/09/10/3586516.htm. 

Work and depression/anxiety disorders – a systematic review of reviews  Harvey SB, Joyce S, 

Modini M, Christensen H,  Bryant R, Mykletun A, Mitchell P.  (in prep).  

Work in Practice – Best practice employment support services for people with mental illness 

McLaren, K (2004), NZ). 

Workplace Bullying: We just want it to stop, Commonwealth of Australia, House of 

representatives, Standing Committee on Education and Employment: Canberra 2012. 

Youth Early Psychosis Status Report, Dr Ruth Vine, Victorian Government, 2007. 

Youth prevention and recovery care (Y-PARC) framework and operational guidelines. Victorian 

Government 2010.  Primary source. 
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19 NMHSPF Mapping with AIHW Non 

Government Organisations National 

Minimum Data Set (NGO NMDS) 

Draft AIHW Mental Health NGOE NMDS National Mental Health Service and 
Planning Framework 

Counselling—face-to-face 

Individual Support and Rehabilitation 
Services 

Counselling, support, information and referral—
telephone 

Counselling, support, information and referral—
online 

Personalised support—other 

Individual advocacy 

Personalised support—linked to housing 

Staffed residential services Other Residential Services 

Group support activities 
Group or Individual support and 

rehabilitation 

Mutual support and self-help 

Family and carer support Family and Carer Support 

Self-help—online N/A 

Education, employment and training 
Group/Individual support and 
rehabilitation and Family and carer 
support 

Sector development and representation 
Mental health promotion  

Mental health promotion 

Mental illness prevention Mental illness prevention 

Care coordination 
N/A 

Service integration infrastructure 
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20 Sensitivity Testing of Numbers in 

NMHSPF Model 

Towards the final stages of the NMHSPF Project, the Executive Group membership reviewed the draft 

Estimator Tool Output Reports based on State level data. Because the model was a ‘should be’ model, 

members were advised that higher outputs were expected than those currently in service. Members were 

asked to review the data and advise if there were any anomalies or unexpected results in the data, 

provide feedback regarding the utility of the model and format of the reports. It was also noted that the 

model sits within a greater health and social service environment that contribute to an individual’s care 

and should not be considered in isolation of those other services beyond remit of the mental health care 

system. 

This initial testing process identified some key data issues which prompted the review and amendment of 

the service mapping and some care package modelling.  

Feedback highlighted a fundamental issue of the need to be able to separate services that might be 

considered relevant to the user. The model does not discern between public, private and community 

managed sectors of service delivery but rather estimates total services and associated resources. In 

response to this feedback, the Project Team built in capacity for each line of each care package to be 

allocated a number between 1 and 5. These numbers can represent anything for the user and can then 

be filtered in custom reports. This new feature allows far greater accuracy in modelling services specific 

to the user. 

Other feedback highlighted the current difficulty in estimating public services as the quantum of service 

delivery in private sector health services is not known by jurisdictions. For example, many NGO report 

only dollar figures, and do not report the number of services that are delivered. 

The new labelling mechanism just described goes a long way in resolving this issue, but some services 

still require proportional estimates, for example specialist ambulatory services have a lot of overlap 

between the public and private sectors. 

Members also noted that it would take time to adequately map their service system to the NMHSPF 

taxonomy and so were largely unable to provide detailed feedback regarding the estimates themselves. 

Following a presentation to the Mental Health, Drug and Alcohol Principal Committee Meeting (MHDAPC) 

in August 2013, Executive Group members were given the draft Estimator Tool itself to explore the 

modelling process earlier than any of the Expert Working Groups. 

The Estimator Tool was also reviewed by the modelling Group membership in September 2013 and 

provided the final advice for action prior to completion of the project.  

The final meeting of the NMHSPF Project was scheduled for October 20, 2013. Executive Group 

members will consider options for what happens after the tool is released and how it is promoted up the 

governance structure.  
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21 Level of Evidence Classification 

The structure was drawn from the research of by Mihalopoulos et al (2011) and was modified for the 

purposes of the NMHSPF Project. The approach will be applied to all service elements. Members noted 

that international evidence may not be easily generalised to the Australian service environment and to 

consider this in attributing the rating for level of evidence. 

Members noted that the levels of evidence were not hierarchal in nature, but were rather just ways of 

categorising the strength of the evidence. Evidence often exists in the context of efficacy of interventions, 

but not necessarily on the prevalence or population to which it applies. 

National Mental Health Service Planning Framework (NMHSPF) – Classifying the level of evidence in 

support of service elements and care package development (adapted from Classifying the strength of the 

evidence in support of approach adopted in Assessing Cost Effectiveness (ACE)-Prevention
119

) 

Table 37 - Level of Evidence Classification 

Level Description Detail 

1.* “Sufficient 
evidence of 
Effectiveness” 

Effectiveness is demonstrated by sufficient evidence from well designed 
research: 
a) The effect is unlikely to be due to chance (eg. P<0.05), and 
b) The effect is unlikely to be due to bias, eg. evidence from1: 
- a level I study design; 
- several good-quality level II studies; or 
- several high quality level III-1 or III-2 studies from which effects of bias and 
confounding can be reasonably excluded on the basis of the design and analysis. 

2.* “Limited 
evidence of 
effectiveness” 

Effectiveness is demonstrated by limited evidence from studies of varying quality  
The effect is probably not due to change eg. P< 0.10, but bias – although not certainly 
an explanation for the effect – cannot be excluded as a possible explanation; eg. 
evidence from3: 
a) one level II study of uncertain or indifferent quality; 
b) evidence from one level III-1 or III-2 study of high quality; 
c) evidence from several level III-1 or III-2 studies of insufficiently high quality to rule 
out bias as a possible explanation; or 
d) evidence from a sizeable number of level III-3 studies that are of good quality and 
consistent in suggesting an effect. 

3.* “Inconclusive 
evidence of 
effectiveness” 

Inadequate evidence due to insufficient research or research of inadequate quality. 
No position could be reached on the presence or absence of an effect of the 
intervention (eg. no evidence from level I or level II studies; level III studies are 
available, but they are few and of poor quality). 

4.# “Likely to be 
effective” 

Effectiveness results are based on:  
a) Sound theoretical rationale and program logic; and 
b) Level IV studies, indirect evidence1 or parallel evidence2 for outcomes; or 
c) Epidemiological modelling to the desired outcome using a mix of evidence types or 
levels. 
The effect is unlikely to be due to chance (the final uncertainty interval does not 
include zero and there is no evidence of systematic bias in the supporting studies). 
Implementation of this intervention should be accompanied by an appropriate 
evaluation budget. 

5. # “May be 
effective” 

Effectiveness results are based on: 
a) Sound theoretical rationale and program logic; or 
b) Level IV studies, indirect

120
 or parallel evidence

121
 for outcomes; or 

                                                      

119
 Mihalopoulos, C., Vos, T;, Pirkis, J and Carter, R. (2011) “The Economic Analysis of Prevention in Mental Health 

Programs”, 
Annual Review of Clinical Psychology 2011. 7:169–201 
120

 The evidence classifications below are based on those of the Natl. Med. Res. Counc. (2000). 
I: evidence obtained from a systematic review of all relevant randomized controlled trials.. 
II: evidence obtained from at least one properly designed randomized controlled trial. 
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c) Epidemiological modelling to the desired outcome using a mix of evidence types or 
levels. 
The effect is probably not due to chance, but bias – although not certainly an 
explanation for the effect – cannot be excluded as a possible explanation. 
The intervention would benefit from further research and /or pilot studies before 
implementation. 

6. ^ “Consensus 
of 
expertise” 
 

Agreement by individuals with expertise in the mental health sector (including 
consumers, carers, community support workers and clinical workers) sourced from 
both within and/or external to the Project. 

7. # “No evidence 
of 
effectiveness” 

No position could be reached on the likely credentials of this intervention. Further 
research may be warranted. 

* Conventional approach based on epidemiological study design: Evidence from Level I-II study designs. 
# Additional categories utilized in the ACE-Prevention study: evidence from Level IV studies, indirect2 or 
parallel evidence

122
, and/or from epidemiological modelling using a mixture of study designs. 

^ Added for purposes of the NMHSPF Project. 
3 Parallel evidence: evidence of intervention effectiveness for another public health issue using similar 
strategies (eg., the role of social marketing, 
regulation, or behavioural change initiatives in tobacco control, sun exposure, speeding , etc) (Swinburn 

et al. 2005).  

                                                                                                                                                                           

III-I: evidence obtained from well-designed pseudo-randomized controlled trials (alternate allocation or some other method). 
III-2: evidence obtained from comparative studied with concurrent controls and allocation not randomized (cohort studies), case-control 
studies, or interrupted time series with a control group. 
III-3: evidence obtained from comparative studies with historical control, two or more single-arm studies, or interrupted time series without a 
parallel Control group. 
IV: evidence obtained from either pretest or posttest case series.  Source: Table is based on Habyt et al.(2006). 
121

 Indirect evidence: information that strongly suggests that the evidence exists (eg. A high and continued investment in food advertising is 
indirect evidence 
that there is positive (but proprietary) evidence that food advertisement increases sales of those products (Swinburn et al. 2005). 
122

 Parallel evidence: evidence of intervention effectiveness for another public health issue using similar strategies (eg., the role of social 
marketing, 
regulation, or behavioural change initiatives in tobacco control, sun exposure, speeding , etc) (Swinburn et al. 2005). 
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22 Staffing Profiles 

Staffing Profiles are detailed rosters of either a single practitioner or a particular staff mix that would work 

together as a team to provide a particular service. A separate staffing profile is attached to each service 

element in the taxonomy where individually focused care is provided (ie. No staffing profiles for 

promotion, prevention and indicated prevention service elements as their modelling approach differs).  

Staffing profiles may take the form of a single practitioner or a team based profile and provides a 

mechanism to calculate salary, personnel on-costs, corporate overhead costs, leave relief and proportion 

of client service delivery time.  

Included on the staffing profile sheet is the capacity to input populations and extrapolate the quantum of 

each workforce type required to provide that service to that population. Separately to this function, the 

Estimator Tool links in with the summary data of the staffing profile and multiplies the workforce 

information with the care package quantities of service and relevant population to determine the total 

workforce resources required for each care package. Note that the data is represented at the Staff 

Category level (Peer workers, Vocationally Qualified, Tertiary Qualified, Medical, Other) but that the 

staffing profiles use greater delineation of workforce to more accurately assess cost of the resources. 

The actual staffing profiles are very detailed and are held in individual spreadsheets:- 

• Ambulatory Teams Staffing Profiles 

• Bed Based Staffing Profiles 

• Community Support Staffing Profiles 

• Individual Practitioner Staffing Profiles 

The tables below represent a summary representation of the data, provided as a quick snapshot of the 

mix of staff relevant to each service element. Note however, that these tables do not reflect the full details 

of different staff or the proportion of ‘client service delivery’ time versus ‘other time’. 

22.1 SPECIALISED CLINICAL AMBULATORY MH CARE SERVICES TEAMS 

The following table shows a summary of the number of FTE in each Staff Category needed to staff each 

of the teams modelled in the Specialised Clinical Ambulatory MH Care Services stream. Note that each 

team has a context of size that partners with the profile. Eg Acute Care Service (Team modelled for 

approximately 250,000 people @ 11 FTE/100k) 

Table 38 - Specialised Clinical Ambulatory Team Staffing Profiles 

 

  

Specialised Clinical Ambulatory Team Profiles

Team Medical Nursing AHP VQ/Peer Total

AcuteCareServices 3.2           20.5          3.8         1.4         29.0       

ConsultLiaisonGeneral 4.0           6.5           2.3         -        12.8       

ConsultLiaisonEmergencyDept 3.9           8.2           2.3         -        14.4       

IntensCommTreatOlderAdult 2.4           6.3           3.5         0.6         12.8       

IntensCommTreatCA 0.9           6.8           17.6       4.6         29.9       

IntensCommTreatAdult 4.7           21.9          20.2       6.0         52.8       

DayProgramChildandAdol 0.9           1.3           3.5         0.3         6.0         

DayProgramAdult 0.9           1.3           3.5         0.3         5.9         
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22.2 SPECIALISED MENTAL HEALTH COMMUNITY SUPPORT SERVICE TEAMS 

The following tables show the ratio of FTE within each community support team. Further details are 

provided in the Service element description document and in the Staffing Profiles.  

Table 39 - Community Support Team Staffing Profiles 

Service Tertiary 

Qualified 

Level 7 

Tertiary 

Qualified 

Level 6 

Vocational 

Qual Level 

5 

Vocational 

Qual Level 

4 

Vocational 

Qual Level 

3-4 

Peer 

Workers 

Flexible Respite   0.4 FTE 2.0 FTE  6.0 FTE  

 Day Respite   0.4 FTE 2.0 FTE  6.0 FTE  

 Family Support 

Services  

 0.4 FTE 2.0 FTE  6.0 FTE  

 Group Carer Support 

Services  

1.0 FTE   1.0 FTE   

 Individual Carer 

Support Services  

 0.4 FTE 2.0 FTE  6.0 FTE  

 Individual Support and 

Rehabilitation  

 0.4 FTE 2.0 FTE  6.0 FTE  

 Group Support and 

Rehabilitation  

Average 6x participants 

per facilitator/staff 

member. 

 1.0 FTE 1.0 FTE  3.5 FTE  

 

Table 40 - Group Based Peer and Carer – Facilitator/Participant Ratios 

Workforce Group Based Peer Work – Moderate: 

2x Facilitators per 12 participants.  

50% business hours (BH),  

50% after hours (AH)  

 

Group Based Peer Work – Severe:  

2x Facilitators per 6 participants,  

90% business hours (BH), 

10% after hours (AH)   

Group Based Carer Peer Work – Moderate:  

2x Facilitators per 12 participants.  

50% business hours (BH),,  

50% after hours (AH) 

 

Group Based Carer Peer Work – Severe:  

2x Facilitators per 6 participants  

70% business hours (BH),,  

30% after hours (AH) 
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22.3 BED BASED TEAMS 

The bed based staffing profiles are particularly detailed and complex. The tables below represent a 

summary of the workforce, according to client service delivery hours, and is depicted in both summary 

form of Staff Category and again with greater detail within the workforce groups. 

Table 41 - Bed Based Team – Summary FTE Consumer Service Delivery Time (hours) per year 

Taxonomy names 
Vocationally 

Qualified 

Peer 

Worker 

Tertiary 

Qualified Medical 

Acute - Perinatal and Infant Mental Health (Hospital) 1,715  1,648  1,766  

Acute - Child and Youth (0-17 years) (Hospital) 1,639  1,715  1,622  1,766  

Acute - Adult (18-64 years) (Hospital) 1,639  1,715  1,612  1,766  

Acute - Older Adult (65+ years) (Hospital) 1,639  1,715  1,634  1,766 

Acute - Older Adult (65+ years BPSD) (Hospital) 1,639  1,715  1,633  1,766 

Acute - Adult Eating Disorders (Hospital) 1,639  1,715  1,664  1,766 

Acute - Intensive Care Unit (Hospital) 1,541  1,766 

Acute - Psychiatric Emergency Care Unit (Hospital) 1,639  1,641  1,766 

Same Day Admission for Administration of ECT (Hospital) 1,639  1,671  1,766 

Step Up/ Step Down - Youth (Residential) 1,715  1,715  1,682  1,766 

Step Up/Step Down - Adult_(Residential) 1,715  1,715  1,689  1,766 

Rehabilitation - Adult_and Older Adult (Residential) 1,715  1,715  1,637  1,766 

Sub-Acute Older Adult (65+ years )(Hospital) 1,658    1,633  1,766 

Sub-Acute Intensive Care Service (Hospital) 1,639  1,715  1,588  1,766 

Non-Acute - Intensive Care Service (Hospital) 1,639  1,715  1,588  1,766 

Non-Acute -Intensive Care Service - Older Adult(65+) (Hospital 

Based) 1,658  1,715  1,589  1,766 

Non-Acute - Adult and Older Adult  (24 hour support) (Residential) 1,715  1,715  1,636  1,766 

Non-Acute - Older Adult (Hospital/Nursing Home Based) 1,639  1,715  1,621  1,766 

Non-Acute - Specialised Services (Hospital/Nursing Home Based) 1,639  1,715  1,619  1,766 
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Table 42 - Bed Based Team Staffing Profiles – detail part 1 

Taxonomy names T
o
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R
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Acute - Perinatal and Infant Mental Health (Hospital) 0.2  0.1  0.1  2.8  2.6  0.2  0.2  

Acute - Child and Youth (0-17 years) (Hospital) 0.3  0.1  0.1  0.0  1.9  1.5  0.1  0.3  0.2  

Acute - Adult (18-64 years) (Hospital) 0.3  0.1  0.1  0.0  1.4  1.3  0.1  0.1  

Acute - Older Adult (65+ years) (Hospital) 0.2  0.1  0.1  0.0  1.3  1.1  0.2  0.2  

Acute - Older Adult (65+ years BPSD) (Hospital) 0.2  0.1  0.1  0.0  1.6  0.9  0.7  0.2  

Acute - Adult Eating Disorders (Hospital) 0.3  0.1  0.1  0.2  1.5  1.2  0.4  0.5  

Acute - Intensive Care Unit (Hospital) 0.2  0.0  0.1  3.8  3.4  0.4  0.1  

Acute - Psychiatric Emergency Care Unit (Hospital) 0.6  0.1  0.4  4.0  3.5  0.4  

Same Day Admission for Administration of ECT (Hospital) 0.2  0.1  0.1  0.0  0.6  0.4  0.2  

Step Up/ Step Down - Youth (Residential) 0.1  0.0  0.0  0.3  0.3  0.3  

Step Up/Step Down - Adult_(Residential) 0.1  0.0  0.1  0.2  0.2  0.1  

Rehabilitation - Adult_and Older Adult (Residential) 0.0  0.0  0.0  0.4  0.4  0.2  

Sub-Acute Older Adult (65+ years )(Hospital) 0.2  0.1  0.1  0.0  1.3  0.9  0.4  0.2  

Sub-Acute Intensive Care Service (Hospital) 0.1  0.0  0.1  1.3  1.2  0.1  0.1  0.1  

Non-Acute - Intensive Care Service (Hospital) 0.1  0.0  0.1  1.3  1.2  0.1  0.1  

Non-Acute -Intensive Care Service - Older Adult(65+) (Hospital Based) 0.1  0.0  0.1  0.0  1.3  1.2  0.1  0.1  

Non-Acute - Adult and Older Adult  (24 hour support) (Residential) 0.0  0.0  0.0  0.4  0.4  0.2  

Non-Acute - Older Adult (Hospital/Nursing Home Based) 0.0  0.0  0.0  1.1  0.9  0.2  0.1  

Non-Acute - Specialised Services (Hospital/Nursing Home Based) 0.1  0.0  0.0  0.0  1.3  0.9  0.1  0.4  0.1  
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Table 43 - Bed Based Team Staffing Profiles – detail part 2 

Taxonomy names P
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Acute - Perinatal and Infant Mental Health (Hospital) 0.0  0.1  0.1  0.2  0.1  0.1  

Acute - Child and Youth (0-17 years) (Hospital) 0.1  0.1  0.0  0.1  0.0  0.0  

Acute - Adult (18-64 years) (Hospital) 0.0  0.0  0.0  0.0  0.1  0.0  0.0  

Acute - Older Adult (65+ years) (Hospital) 0.0  0.1  0.0  0.1  0.1  0.1  0.1  

Acute - Older Adult (65+ years BPSD) (Hospital) 0.0  0.1  0.0  0.1  0.1  0.1  0.1  

Acute - Adult Eating Disorders (Hospital) 0.2  0.1  0.1  0.2  0.1  0.1  

Acute - Intensive Care Unit (Hospital) 0.1  0.1  

Acute - Psychiatric Emergency Care Unit (Hospital) 

Same Day Admission for Administration of ECT (Hospital) 

Step Up/ Step Down - Youth (Residential) 0.1  0.1  0.1  0.1  0.7  0.1  0.1  0.6  

Step Up/Step Down - Adult_(Residential) 0.1  0.0  0.9  0.1  0.1  0.8  

Rehabilitation - Adult_and Older Adult (Residential) 0.0  0.1  0.2  0.4  0.0  0.0  0.3  

Sub-Acute Older Adult (65+ years )(Hospital) 0.0  0.1  0.1  0.0  0.1  0.1  0.1  

Sub-Acute Intensive Care Service (Hospital) 0.0  0.0  0.0  0.0  0.1  0.0  0.0  

Non-Acute - Intensive Care Service (Hospital) 0.0  0.0  0.0  0.0  0.0  0.0  

Non-Acute -Intensive Care Service - Older Adult(65+) (Hospital Based) 0.0  0.0  0.0  0.1  0.1  0.0  0.0  

Non-Acute - Adult and Older Adult  (24 hour support) (Residential) 0.0  0.1  0.2      -  0.3  0.0  0.2  

Non-Acute - Older Adult (Hospital/Nursing Home Based) 0.0  0.0  0.0  0.0  0.1  0.1  

Non-Acute - Specialised Services (Hospital/Nursing Home Based) 0.0  0.0  0.0  0.0  0.1  0.1  
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23 Eating Disorder Admissions 

23.1 OVERVIEW 

This is a technical note that was presented to the Adult Care Package Expert Working Group (EWG). The 

modelling recommendations were accepted and incorporated into the NMHSPF model. 

 

23.2 ISSUE 

The Adult Care Package EWG proposed two care packages for Severe Eating Disorders.   

• SEV-AMB-Eat – this involves only ambulatory care, and was deemed to meet 75% of the demand 

• SEV_ABB_Eat – this involves an admitted patient stay, and was deemed to meet 25% of the 

demand. 

Eating Disorders 

 

Amb Only 
 

14,041  

 

 

 
Amb+ IP Stay 

75% 
    

25% 
 

The figure above shows the division on the flowchart for the June 2011 population of Australia aged 18-64.  

The population estimate is the 65% of those meeting diagnostic criteria for Anorexia Nervosa (7,104) and/or 

Bulimia Nervosa (6,937) in the Australian Burden of Disease data who were estimated to have a SEVERE 

disorder.  The estimated inpatient demand is 25%*14,041 = 3,510. 

 

 

The admitted patient group was further divided into two sub-groups: 

• 70% who had an admitted patient stay of 49 days in a general medical/surgical bed (Code BH) 

• 30% who had an admitted patient stay of 49 days in a designated psychiatric bed, with 85% ordinary 

acute care (Code BA) and 15% intensive care (Code BI). 

The issue was to review observed admission data to see how the proposed care models varied from current 

utilisation. 
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23.3 ANALYSIS #1 – AIHW HOSPITAL DATA CUBES 

We estimate current volume of separations from the Australian Institute of Health and Welfare (AIHW) 

Hospital data cubes, and in particular for people with primary diagnoses in the ICD Sub-Chapter codes F50-

F59.  Within this chapter, between 96%-97% of all records were included by selecting codes F50.0 Anorexia 

nervosa/ F50.1 Atypical anorexia nervosa, F50.2 Bulimia nervosa/ F50.3 Atypical bulimia nervosa, or F50.9 

Eating disorder, unspecified. 

This initial analysis of four years of Australian Admitted Patient data for overnight stays is below: 

 

 

 

 

In this crude analysis the “ALOS” is just the bed-day total divided by the total number of separations.  

“PsyLOS” is the total number of psychiatric care days (ie days in designated psychiatric units) divided by the 

total number of separations.  The difference between Total Bed-days and Psychiatric Bed-days provides a 

measure of the number of bed-days in general medical/surgical beds. 

“GenLOS”  is the result of dividing this total by the number of separations. 

The main findings from this crude analysis are: 

• The rate of admission increased by nearly 18% over the three years from 2006-07 (n=2,092) to 

2009-10 (n=2,462).  This is well in excess of population growth during the period.  However, even if 

we allowed an additional 9% to take us from the 31 Dec 2009 midyear population of 2009/10 data 

and the June 30 reference point for the 2001 reference population in the NMHSPF model, the 

estimated usage of 2,685 for all ages together is 14% less than the estimated admitted patient 

demand of 3,510 for ages 18-64 only. 

• The usage data for Australia in all years are consistent with a ALOS of about 25 days.  However, this 

is only about half the ALOS of 49 days proposed for the NMHSPF model. 

• In this analysis we do not know how individuals divided between the specialist units where they 

accumulate psychiatric care days, and the other units where they accumulate general care days.  

For that reason, the averages for GenLOS and PsyLOS are used only to indicate that about 2/3 of 

the bed-days are in psychiatric beds.  This is NOT consistent with a proposed model in which stays 

are the same (49 days) in both settings, and pn;ly 30% occur in designated psychiatric beds. 

To obtain additional information on these matters we analysed the separations for Subchapter F50-F59, 3td 

digit code F50  in the AIHW data cubes for MH-Related admitted patient care. 

2006-07 Seps %F50-F59 TotBD PsyBD GenLOS PsyLOS ALOS

AN 1566 72% 42,610    25,926    10.7         16.6         27.2         

BN 241 11% 4,916      3,863      4.4           16.0         20.4         

ED Oth 285 13% 6,103      4,604      5.3           16.2         21.4         

Total 2092 96% 53,629    34,393    9.2           16.4         25.6         

2007-08 Seps %F50-F59 TotBD PsyBD GenLOS PsyLOS ALOS

AN 1576 72% 42,989    26,532    10.4         16.8         27.3         

BN 240 11% 4,541      3,469      4.5           14.5         18.9         

ED Oth 299 14% 6,960      4,708      7.5           15.7         23.3         

Total 2115 97% 54,490    34,709    9.4           16.4         25.8         

2008-09 Seps %F50-F59 TotBD PsyBD GenLOS PsyLOS ALOS

AN 1,692      70% 43,697    29,124    8.6           17.2         25.8         

BN 254 10% 4,970      4,310      2.6           17.0         19.6         

ED Oth 407 17% 8,527      6,569      4.8           16.1         21.0         

Total 2353 97% 57,194    40,003    7.3           17.0         24.3         

2009-10 Seps %F50-F59 TotBD PsyBD GenLOS PsyLOS ALOS

AN 1,778      69% 44,934    29,506    8.7           16.6         25.3         

BN 287          11% 6,313      5,620      2.4           19.6         22.0         

ED Oth 397          15% 8,582      6,630      4.9           16.7         21.6         

Total 2,462      96% 59,829    41,756    7.3           17.0         24.3         
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23.4 ANALYSIS #2 – AIHW MENTAL HEALTH RELATED ADMITTED PATIENT DATA 
CUBES 

These data cubes have the advantage that it is possible to exclude “ambulatory equivalent” same day 

admissions, and to look at the difference between: 

• Admitted patient stays with at least one day in a designated psychiatric unit (described as “with 

specialist mental health care”) 

• Admitted patient stays without any days in a designated psychiatric unit (described as “with 

specialist mental health care”) 

 

Since all admissions with primary diagnosed F50-F59 are included in both sets of AIHW date cubes, the only 

basis for a difference in total numbers of separations is the exclusion of ambulatory equivalent same day 

admissions in the analyses below.  [These are relatively rare in Eating Disorders, but for some other 

conditions the differences are large.] 

 

In the analyses shown below, we use the same subgroup of Diagnoses (F50.0,F50.1, F50.2, F50.3, F50.9), 

and have divided the data into the NMHSPF age groups.  The analysis for all ages appears below. 

 

 

This analysis clarifies the previous results: 

• There were 2,757 Acute stays for Eating Disorders in Australia in 2009-10, across all ages. 

• 62% of these stays occurred in specialised psychiatric beds, though a small proportion of the stay, 

on average, might be in a general bed (usually about 1 day in 25) 

• 45% of stays were in private hospitals and 55% in Public acute hospitals 

• In the private sector, almost all the stays (93%) were in designated psychiatric beds, whereas in the 

public sector the proportion  was only 62%. 

• The ALOS for stays in specialist psychiatric beds was shorter in Private (23.6 days) than in Public 

Acute (28.3 days) hospitals and both were much briefer than the model proposal of 49 days. 

• The ALOS for stays in general medical/ surgical beds was much the same in Private (14.9 daysas  in 

Public Acute (16.4 days) hospitals.  Both were shorter than the stays in specialised beds and much 

shorter than the model stay of 49 days. 

23.5 ANALYSIS #3 – AIHW MENTAL HEALTH RELATED ADMITTED PATIENT DATA 
CUBES, BY AGE GROUPS 

 

For all the tables below we split the AIHW age groups as described in other technical notes: 

• Age 10-14 : 25% ages 10,11 / 75% ages 12, 13,14 

• Age 15-19: 55% ages 15,16,17 / 45% ages 18,19 

With this done we were able to show the data in NMHSPF age groups as follows: 

Sector and Setting 2009/10 Seps % Seps Total OBD Psy OBD Gen OBD ALOS PsyLOS GenLOS

Private-Psy 1152 42% 27156 27085 71 23.6                 23.5                      0.1                        

Private-Gen 93 3% 1386 0 1386 14.9                 -                        14.9                      

Private 1245 45% 28542 27085 1457 22.9                 21.8                      1.2                        

Public-Psy 563 20% 15956 14854 1102 28.3                 26.4                      2.0                        

Public-Gen 949 34% 15518 0 15518 16.4                 -                        16.4                      

Public 1512 55% 31474 14854 16620 20.8                 9.8                        11.0                      

Acute-Psy 1715 62% 43112 41939 1173 25.1                 24.5                      0.7                        

Acute_Gen 1042 38% 16904 0 16904 16.2                 -                        16.2                      

Acute 2757 100% 60016 41939 18077 21.8                 15.2                      6.6                        

EXHIBIT 377 DBK.500.002.0326



NMHSPF: Technical Manual  
 

Version AUS V1 October 2013 
TRIM Ref: H12/92471 

211 

 

23.5.1 Age 0-4  

The Australian Burden of Disease data estimates zero prevalence in this age range, and the 2009-10 data 

records 1 admission with a primary diagnosis of F50.9 Eating Disorder, unspecified.  The total stay was 24 

days of which 11 days was in a public acute psychiatric bed. 

23.5.2 Age 5-11 

The Australian Burden of Disease data estimates 78 children with SEVERE Anorexia nervosa and 95 with 

SEVERE Bulimia nervosa in this age range in Australia in 2011.  The admitted patient data appears below. 

 

Although there were only 91 admissions of children aged 5-11 throughout Australia in 2009-10, 70 of them 

were for Anorexia nervosa as principal diagnosis, and this is almost equal to the number of prevalent 

SEVERE cases of Anorexia nervosa estimated from the AusBoDd data (n=78).   

80% of admissions were to general acute beds with an ALOS of around 20 days, while the other 20% were 

to specialised psychiatric units with an ALOS of around 30 days. 

Note that the NMHSPF model for this age group currently (10 July 2013) uses the NSW admission rates to 

estimate 368 general admissions with ALOS around 14 days, and 522 specialist MH admissions with ALOS 

around 21 days for this age group.  There is no specific Eating Disorders care package, buy there is clearly 

scope within the admitted patient “sprinkle” to deal with the observed rated of admissions for eating 

disorders. 

CL_PAED_PDMH MH Ac IP 

        368  522 

0.9% 1.2% 

 

23.5.3 Age 12-17 

The Australian Burden of Disease data estimates 1,253 teenagers with SEVERE Anorexia nervosa and 

1,615 with SEVERE Bulimia nervosa in this age range in Australia in 2011.  The admitted patient data for 

2009/10 appears below. 

 

Of the 862 admissions of teenagers aged 12-17, 70% had a primary diagnosis of Anorexia Nervosa. 

The admissions were mainly (72%) in the public sector and within the public sector they occurred mainly 

(467/624 = 75%) in general medical/ surgical beds.  In the public sector the ALOS was around 30 days for 

those in specialist beds and otherwise the ALOS was about 20 days in all settings. 

There is no specific “Admitted” care package in the NMHSPF model for ages 12-17, since inpatient care is 

treated as a “sprinkle”.  The volume currently (10 July 2013) modelled from NSW rates allows for 2,824 

Sector and Setting 2009/10 Seps % Seps Total OBD Psy OBD Gen OBD ALOS PsyLOS GenLOS

Private-Psy 2                                 2% 59                   59                   -              33.4               33.4                      -                        

Private-Gen 1                                 1% 15                   -                 15               20.0               -                        20.0                      

Private 3                                 3% 74                   59                   15               29.4               23.4                      6.0                        

Public-Psy 17                               18% 483                 434                 49               29.3               26.3                      3.0                        

Public-Gen 72                               79% 1,326             -                 1,326         18.5               -                        18.5                      

Public 88                               97% 1,809             434                 1,375         20.6               4.9                        15.6                      

Acute-Psy 18                               20% 542                 493                 49               29.7               27.0                      2.7                        

Acute_Gen 72                               80% 1,341             -                 1,341         18.6               -                        18.6                      

Acute 91                               100% 1,883             493                 1,390         20.8               5.4                        15.4                      

Sector and Setting 2009/10 Seps % Seps Total OBD Psy OBD Gen OBD ALOS PsyLOS GenLOS

Private-Psy 229                            27% 4,490             4,490             -              19.6               19.6                      -                        

Private-Gen 9                                 1% 159                 -                 159             16.9               -                        16.9                      

Private 238                            28% 4,649             4,490             159             19.5               18.9                      0.7                        

Public-Psy 157                            18% 4,640             4,330             310             29.6               27.6                      2.0                        

Public-Gen 467                            54% 8,559             -                 8,559         18.3               -                        18.3                      

Public 624                            72% 13,199           4,330             8,869         21.2               6.9                        14.2                      

Acute-Psy 385                            45% 9,130             8,821             310             23.7               22.9                      0.8                        

Acute_Gen 477                            55% 8,718             -                 8,718         18.3               -                        18.3                      

Acute 862                            100% 17,848           8,821             9,028         20.7               10.2                      10.5                      
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general admissions for an ALOS of 9 days, and 4000 specialised psychiatric admissions with an ALOS of 21 

days.   

CL_PAED_PDMH MH Ac IP 

      2,824  4000 

7.0% 9.9% 

   

When the NMHSPF rates and ALOS estimates are finalised with Australian data, it will include the volume of 

relatively long admissions for Eating Disorders. 

23.5.4 Age 65+ 

The Australian Burden of Disease data estimates only 15 people aged 65+  with SEVERE Anorexia nervosa, 

and none with SEVERE Bulimia nervosa in this age range in Australia in 2011.  The admitted patient data for 

2009/10 shows a total of 11 admissions of which 6 were for Anorexia nervosa and 5 for Eating disorder, 

unspecified.  3 admissions were to private psychiatric beds with an ALOS of 15 says, and the remainder 

were to public general beds with an ALOS of 13 days. 

It seems appropriate to absorb this small demand in the general provision for admitted patient care in this 

age group. 

23.5.5 Age 18-64 

This is the only age group for which there is an explicit model.  We repeat the AusBoD data: 

 

This suggests 14,041 adults aged  with SEVERE Anorexia nervosa or Bulimia nervosa in Australia in 2011.  

The proposed model says that 25% of this group (n=3,510) would have an inpatient admission.  It also 

proposes that 70% would be admitted to general beds with an ALOS of 49 days, and 30% would be admitted 

to designated psychiatric beds with an ALOS of 49 days. 

The observed admitted patient data for 2009/10 in this age group appears below: 
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The main findings in this analysis are: 

• The observed number of admissions (n=1,793) is just over half the modelled rate (n=3,510). 

• The division between specialised psychiatric admissions and admissions to general beds is 73% to 

27% which is the reverse of the proposed model of 30% specialised 70% general. 

• The ALOS in specialised beds is about 26 days and thus a little over half the ALOS of 49 days 

proposed in the model. 

• The ALOS in general beds is about 15 days and thus less than a third of the stay proposed in the 

model. 

23.6 DISCUSSION 

The proposed model would require 3,501 x 49 = 171,549 bed days per year for the age group 18-64, with 

70% being in general acute hospital beds and 30% in specialist psychiatric beds.  The gap analysis below 

shows how far this is from current utilisation. 

 

There is no strong policy initiative to suggest that such an increase in admitted patient care for eating 

disorders would be warranted. 

The evidence review by the National Eating Disorders Collaboration (NEDC) 
123

 states an argument (see 

Box) for the neccessity of “some” inpatient beds or even “more” inpatient beds, within an integrated model of 

care, but it makes no quantified recommendations, and its endorsement of inpatient care is qualified at a 

number of points.  It certainly does not present an argument that could support doubling the rate of 

admission and doubling or tripling the Average Length of Stay. 

                                                      

123
 The National Eating Disorders Collaboration.  Eating Disorders Prevention, Treatment and Management: 

An Evidence Review.  Prepared for the Commonwealth Department of Health and Ageing March 2010.  On-
line at http://www.nedc.com.au/nedc-publications . 

Sector and Setting 2009/10 Seps % Seps

Private-Psy 919                            

Private-Gen 83                               

Private 1,002                         

Public-Psy 389                            

Public-Gen 402                            

Public 791                            

Acute-Psy 1,307                         

Acute_Gen 485                            

Acute 1,793                         
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The main findings in this analysis are: 

• The observed number of admissions (n=1,793) is just over half the modelled rate (n=3,510). 

• The division between specialised psychiatric admissions and admissions to general beds is 73% to 

27% which is the reverse of the proposed model of 30% specialised 70% general. 

• The ALOS in specialised beds is about 26 days and thus a little over half the ALOS of 49 days 

proposed in the model. 

• The ALOS in general beds is about 15 days and thus less than a third of the stay proposed in the 

model. 

23.6 DISCUSSION 

The proposed model would require 3,501 x 49 = 171,549 bed days per year for the age group 18-64, with 

70% being in general acute hospital beds and 30% in specialist psychiatric beds.  The gap analysis below 

shows how far this is from current utilisation. 

 

There is no strong policy initiative to suggest that such an increase in admitted patient care for eating 

disorders would be warranted. 

The evidence review by the National Eating Disorders Collaboration (NEDC) 
123

 states an argument (see 

Box) for the neccessity of “some” inpatient beds or even “more” inpatient beds, within an integrated model of 

care, but it makes no quantified recommendations, and its endorsement of inpatient care is qualified at a 

number of points.  It certainly does not present an argument that could support doubling the rate of 

admission and doubling or tripling the Average Length of Stay. 

                                                      

123
 The National Eating Disorders Collaboration.  Eating Disorders Prevention, Treatment and Management: 

An Evidence Review.  Prepared for the Commonwealth Department of Health and Ageing March 2010.  On-
line at http://www.nedc.com.au/nedc-publications . 

% Seps Total OBD Psy OBD Gen OBD ALOS PsyLOS

51% 22,563           22,492           71               24.6               24.5                      

5% 1,212             -                 1,212         14.6               -                        

56% 23,775           22,492           1,283         23.7               22.5                      

22% 10,809           10,079           730             27.8               25.9                      

22% 5,524             -                 5,524         13.7               -                        

44% 16,333           10,079           6,254         20.6               12.7                      

73% 33,372           32,571           801             25.5               24.9                      

27% 6,736             -                 6,736         13.9               -                        

100% 40,108           32,571           7,537         22.4               18.2                      

213 

 

The observed number of admissions (n=1,793) is just over half the modelled rate (n=3,510). 

The division between specialised psychiatric admissions and admissions to general beds is 73% to 

 

The ALOS in specialised beds is about 26 days and thus a little over half the ALOS of 49 days 

The ALOS in general beds is about 15 days and thus less than a third of the stay proposed in the 

ed model would require 3,501 x 49 = 171,549 bed days per year for the age group 18-64, with 

70% being in general acute hospital beds and 30% in specialist psychiatric beds.  The gap analysis below 

 

no strong policy initiative to suggest that such an increase in admitted patient care for eating 

states an argument (see 

ome” inpatient beds or even “more” inpatient beds, within an integrated model of 

care, but it makes no quantified recommendations, and its endorsement of inpatient care is qualified at a 

ld support doubling the rate of 

and Management: 
Prepared for the Commonwealth Department of Health and Ageing March 2010.  On-

GenLOS

0.1                        

14.6                      

1.3                        

1.9                        

13.7                      

7.9                        

0.6                        

13.9                      

4.2                        
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23.6.1 Integrated Service Delivery 

The comparative effectiveness of service delivery settings, such as outpatient, day patient, inpatient, 

and residential, on Eating Disorder outcome is a significant research gap that requires attention in 

future research. 

 

Individuals with AN who access treatment are often hospitalised at one point or another, sometimes 

for many weeks, which can hinder social and occupational functioning. AN requires a significant 

length of treatment, and symptom severity and morbidity including medical risk, varies throughout the 

course of the illness. 

 

Although some Eating Disorder hospital admissions are necessary to avert a medical crisis, the 

impact and rationale for protracted inpatient or residential management is unclear. Until there is 

further evidence to shed light on this important issue, integrated service delivery that incorporates a 

continuum-of-care model is recommended for Eating Disorders management.  

 

An appropriate strategy for Eating Disorders management, therefore, is not simply to create more 

inpatient beds or residential units – these models have not been demonstrated to be more efficacious 

- but to create a more sustainable, integrated service delivery model - which may include more 

inpatient beds. 

 

In the summary table of evidence, the NEDC report has little that is positive to say about inpatient treatment, 

either for “Degree to which evaluated” or “Magnitude of effect”. 

For Anorexia nervosa in young people it states that “Inpatient psychiatric treatment” has only received 

“some” evaluation, showing a “low” magnitude of effect. 

For Anorexia nervosa in adults, inpatient psychiatric treatment is not mentioned at all. 

For Bulimia nervosa in young people, inpatient psychiatric treatment is not mentioned at all, 

For Bulimia nervosa in Adults, “Multimodal inpatient program” has only received “some” evaluation, showing 

a “Moderate” magnitude of effect. 

It is of course possible that many of the treatments reviewed might be delivered in an inpatient setting.  

However the issue for an “adequate practice” model is the extent to which an inpatient setting is a necessary 

aspect of effective treatment, and this does not appear to have been evaluated. 

In addition to evidence for the necessity or added value of an inpatient setting, we would also need to have 

some evidence of when a specialist psychiatric inpatient setting is needed, as against a general medical;/ 

surgical inpatient setting.  The proposed model implies that general settings “should” be used on 70% of 

occasions, but the observed data is that they are used only on 27% of admissions. 

Lastly, we need some evidence to accept that a 49 day ALOS is necessary aspect of effective treatment in 

BOTH settings, when the evidence suggests that the ALOS is only 25-30 days in specialist settings and 145 

days in general medical/ surgical settings. 

23.7 CONCLUSIONS 

A basic principle of the NSW predecessors of the NMHSPF model was that, in the absence of strong 

evidence to the contrary (including consensus of expert opinion), existing utilisation of particular services can 

be regarded as “adequate”.  This is not simply laziness – existing service levels are the results of years of 

lobbying and decision making in a democratic political system, so it is reasonable enough to argue that they 

cannot be too grossly wrong.  Moreover, it is a “do no harm” approach, in the sense that no reduction in 
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existing services is modelled unless there is evidence, while at the same time, there is an opportunity cost 

that would be incurred if we were to expand a service without evidence.  

We need to consider each of the questions separately: 

23.7.1 Volume of care 

By taking 25% of the prevalent SEVERE population as needing an inpatient stay, we arrive at a demand of 

3,501 against an observed utilisation of 1,793 separations.  Previous analyses indicated that demand might 

be increasing by 6% per year in recent times, so we might add 9% to bring the 2009/10 observation in line 

with the June 2011 population date used in the model.  This would be 1,954 separations or 14% of the 

prevalent population, as against 25% modelled at present.  If the rate of increase were to continue through a 

model lifetime of 5 years, we might expect to add a further 30% to the number of admissions.  This would 

raise them to about 17% of prevalence, since some of the demand would simply be from population growth. 

Recommendation :  That inpatient demand is modelled at 17% of prevalence, not 25%. 

 

23.7.2 Division between specialist psychiatric beds and general medical beds with 

inreach MH Consultation-liaison 

The evidence for supposing that 70% of admissions would be to general beds is unknown.  The observed 

data show the opposite ratio. 

Recommendation :  That inpatient demand is modelled as 70% for specialised beds and 

30% for general beds. 

 

23.7.3 Average Length of Stay in general beds.  

No evidence is cited for a 49 day ALOS in general beds, and the observed ALOS is around 15 days. 

Recommendation :  That inpatient ALOS is modelled at 14 days for general 

medical/surgical beds.  

 

23.7.4 Average Length of Stay in psychiatric beds. 

Observationally, the ALOS is 25 days.  However, it may well be that a State-level super-specialty service 

might be needed which would have an ALOS of 49 days.  We might reasonably suppose that a smallish 

percentage (15%) of people who need a specialist admissions would need to spend 49 days in a unit with 

(probably) an intensive profile.  The remainder would stay in a regular unit (with 15% intensive bed-days) for 

an ALOS of 14 days that would yield the observed overall average of around 25 days. 

23.7.5 Summary Recommendations 

 

The outcome of these recommendations is shown below. 

We have modelled that 17% of the AusBod prevalence of AN and BN in age 18-24 (N=14,041) will need an 

inpatient admission.  This is 2,387 admissions, or an increase of about 30% on the number on 2009/10. 

We have modelled 70% of these being specialist admissions, and 30% in general beds. 

We have modelled a 14 day ALOS for admissions to general beds. The result is that the 21 beds used 

nationally in 2009/10 would rise to 32, or a 50% increase. 
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We have modelled an unchanged ALOS of 25 days for specialist beds overall, but divided into: 

• 15% who have an intensive stay with ALOS 49 days 

• 85% who have a regular acute MH stay (15% intensive) with ALOS 21 days. 

 

The gap analysis suggests that Australia would increase specialist beds by about 30% (from 103 to 133) and 

that 39 of these beds nationally would be superspecialty intensive units with an ALOS of 49 days. 

23.8 CARE PACKAGE MODIFICATIONS 

 

1. The Flow chart has to be altered to take 17% of prevalence. 

 

 

2. Care Package change to get general % = 30% not 70% who receive 14 days of BH  

 

 

3. Check that this flows back to flowchart. 

 

4.  70% getting specialist, but divided: 

• 15% of 70% getting 49 days of intensive BI 

• 85% of 70% getting 21 days of regular, which is 15% intensive, so tis means 

o 85% of 85% of 70% getting 21 days of BA 

o 15% of 85% of 70% getting 21 days of BI 

 

  

15%

Seps ALOS OBD's Beds @ 87% occupancy

Observed Predicted Observed Predicted Observed Predicted Observed Predicted

Acute-Psy-In 15% 1,307          251              25                49                32,571        12,281        103              39                

Acute-Psy-Reg 85% 1,420          25                21                29,825        94                

Acute_Gen 485              716              14                14                6,736          10,025        21                32                

Acute 1,793          2,387          22                22                40,108        52,131        126              164              

Eating Disorders

Amb Only 14,041                    Amb+ IP Stay

83% 17%

BH Acute medical/surgical bed (Hospital, non-MH) 30% 1 x  14 days Modelled that 30% of stays are in general medical/ surgical - can be 

changed.  Specialist unit received residue

716                     26256

% general

30% <==Set in Care Pkg

SEV_ABB_Eat SEV_ABB-Ac_IP_A1

2,387                  26,256                       

0.5% 5.4%

BA Acute - Adult (18-64 years) (Hospital) 51% 1 x  21 days    Staffing Profile template 70% Pstch, 85% regulkar 21 days, 85% not intensive 1    

BI Acute - Intensive Care Unit (Hospital) 8.93% 1 x  21 days    Staffing Profile template 70% Pstch, 85% regulkar 21 days,15% intensive 1    

BI Acute - Intensive Care Unit (Hospital) 10.50% 1 x  49 days    Staffing Profile template Superspecialty 1    
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24 Mental Health Admissions in General 

Medical/ Surgical Beds 

24.1 OVERVIEW 

This is a technical note that was presented to the Adult Care Package Expert Working Group (EWG). The 

modelling recommendations were accepted and incorporated into the NMHSPF model. 

24.2 ISSUE 

Currently, a large proportion of “mental health related” admissions occur in general acute medical/ surgical 

beds in general hospitals (both public and private), as distinct from beds in designated psychiatric units or 

wards.  Explanations of this range from supposing that all or most of these records are errors with the wrong 

primary diagnostic code [that is, they are not really ”mental health related” admissions], through to 

arguments this is an appropriate use of the “least restrictive environment” principle [that is, the person does 

not need the more restrictive environment of a designated psychiatric facility for effective care to be provided 

for their mental health condition.]  In between these extremes there are arguments that these are “out-lier” or 

“over-flow” admissions where the person is either waiting for a specialised bed or has been discharged from 

one as a kind of “step-down” arrangement. 

There are many other theories about this group of people too, and probably each provides a reasonable 

account of some of the data.  The aim of the present exercise is simply to analyse readily available data and 

compare what we know about the admissions in the specialist units versus others. 

Hopefully, this will provide guidance about the appropriate way of modelling the demand for hospital care for 

mental health related problems. 

24.3 BACKGROUND 

 

The National Mental Health Service Planning Framework (NMHSPF) is one of the key initiatives 

contained in the Fourth national mental health plan (specifically action 16). With funding provided by 

the Australian Government Department of Health and Ageing, the NMHSPF project is being led by 

NSW Ministry of Health in partnership with Queensland Health and other jurisdictions.  

 

The anticipated outcome of the project is to achieve a population based planning model for mental 

health that will better identify service demand and care packages across the sector in both inpatient 

and community environments. 

 

Source: http://www.health.gov.au/internet/main/publishing.nsf/content/mental-nmhspf  

 

The model starts with the Australian Estimated Resident Population for June 2011 and applies the 

epidemiology of the Australian Burden of Disease study, which it stratifies by levels of severity.  It then 

estimates the level of service demand within each severity level.  The Service Mapping component of the 

model divides the demand across Care Packages that are appropriate and adequate to meet the needs of 

each sub-group.   

In particular cases, such as Emergency Department attendances, the model simply recognises that there is 

a current level of demand that must be met, and aims to (a) estimate the mental health proportion and (b) 

prescribe an appropriate amount of mental health consultation-liaison.   

In other cases, current utilisation is used to apportion demand between service types (for example, admitted 

patient care in specialist versus non-specialist units).  The current utilisation of a particular type of service 
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(eg, Acute Inpatient care) may also partially diverted through new types of service, or replaced by alternative 

types of care.  At a minimum, current utilisation provides a general credibility check on the modelling. 

24.4 METHOD 

We downloaded the AIHW data cubes for mental health related separations over the four years 2006-07 

through 2009-10, excluding those deemed by the AIHW to be “ambulatory equivalent”, and created a data 

set in Excel that could be used to generate a pivot table. 

The AIHW classifies these separations as: 

• Separations “with specialised psychiatric care” [at least one day of the stay was in a designated 

psychiatric facility or ward] 

• Separations “without specialised psychiatric care” [no days spent in a designated psychiatric facility 

or ward.] 

The AIHW also classifies them by the “sector” in which they occur, namely: 

• Private acute 

• Public Acute 

• Public Psychiatric 

Separations are deemed to be “mental health related” on various criteria: 

• A primary diagnosis in Chapter V of the ICD (F00-F99), and a small selection of other diagnoses  

• Irrespective of primary diagnosis, if there is any specialised psychiatric care during the stay. 

One consequence of this AIHW coding is that people receiving specialised psychiatric care may have two 

components to their Total Length of Stay (LoS), namely the number of days in a general medical/ surgical 

bed (GenLoS) and the number of days in a designated psychiatric bed (PsyLoS).  By contrast, people not 

receiving specialised psychiatric care have LoS = GenLoS and PsyLoS = 0. 

Another consequence is that “mental health related” includes some diagnostic groups within Chapter V that 

are not ordinarily included within the scope of mental health services.  These are: 

• Organic, including symptomatic, mental disorders (F00-F09) 

• Mental and behavioural disorders due to psychoactive substance use (F10-F19) 

• Mental retardation (F70-F79) 

Lastly, there are two sources of “mental health related” separations with primary diagnoses outside the 

Chapter V range: 

• Any primary diagnosis for anyone who received any specialised psychiatric care 

• The relatively brief list of non-Chapter V diagnoses deemed to be “mental health –related by the 

AIHW. 

The difficulty that arises from the AIHW definition of “mental health related” is that it is NOT possible to 

modify it simply by excluding diagnostic groups.  The simplest example is the substance use diagnoses F10-

F19.  If the group is excluded as a whole, this eliminates those who are treated in a designated psychiatric 

unit, who are usually considered as “in scope” for specialist mental health services. 

For most of the descriptive and comparative analyses here, therefore, we have accepted the AIHW definition 

of “mental health related” separations. 

24.5 ANALYSIS BY NMHSPF AGE GROUPS 

To present the AIHW data by NMHSPF age groups we have to divide the numbers in the AIHW age group 

10-14 between those aged 10-11 (who are combined with those aged 5-9 to make up the NMHSPF age 

group 5-11) and those aged 12-14 (who are combined with those aged 15-17 to make up the NMHSPF age 

group 12-17).   
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Similarly, we have to divide the numbers in the AIHW age group 15-19 between those aged 15-17 (who are 

combined with those aged 12-14 to make up the NMHSPF age group 12-17) and those aged 18-19 (who are 

combined with those aged 20-64 to make up the NMHSPF age group 18-64). 

Previous analyses of all AIHW mental health related separations for 2009-10 showed that the rapid increase 

through late childhood and adolescence and then the deceleration of this rate of increase through early 

adulthood could not easily be fitted by any simple function. 

 

 

Exhibit 1 - Piecewise linearization of separation rate by age 

Thus, to interpolate through the age ranges and assist in dividing age groups, we fitted a piecewise linear 

function to the observed data (Exhibit 1), and used this to estimate the number at each year of age.  On this 

basis, the age groups could reasonably be divided: 

AIHW Age 10-14 � 25% ages 10-11 / 75% ages 12-14 

AIHW Age 15-19 � 55% ages 15-17 / 45% ages 18-19 
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24.6 RESULTS (1) PRIVATE ACUTE VERSUS PUBLIC ACUTE HOSPITALS 

 

Exhibit 2 - Private Hospital mental health related separations, Australia, 2009-10 

In private acute hospitals in 2009-10, the vast majority (80.1%) of people who were admitted with mental 

health related conditions received their care in designated psychiatric beds, with at most a fraction of a day 

in a general bed on average. 

However, children aged 0-11 were rarely admitted for mental health related conditions, and when they were 

it was almost always to a general bed rather than a designated psychiatric bed. 

At all ages, the length of stay for those who received specialised psychiatric care was considerably longer 

than for those who didn’t. 
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Exhibit 3 - Public Acute Hospital mental health related separations, Australia, 2009-10 

In public acute hospitals in 2009-10, only about half (48.8%) of the people who were admitted with mental 

health related conditions received their care in designated psychiatric beds, with at most a fraction of a day 

in a general bed on average. 

Children aged 0-4 were rarely admitted for mental health related conditions, and when they were it was 

almost always to a general bed rather than a designated psychiatric bed.  For children aged 5-11 about 40% 

were admitted to specialised beds. 

At all ages, the length of stay for those who received specialised psychiatric care was considerably longer 

than for those who didn’t. 
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24.7 RESULTS (2) DIAGNOSES OUTSIDE CHAPTER V 

 

Exhibit 4 - Private Hospital mental health related separations, Australia, Primary diagnoses outside 

Chapter v, 2009-10 

In private acute hospitals in 2009-10, onl;y a small minority (11.4%) of people who were admitted with mental 

health related conditions other than those in Chapter V received their care in specialised beds. 

Children and adolescents aged 0-17 were rarely admitted for mental health related conditions outside 

Chapter V, and when they were it was almost always to a general bed rather than a designated psychiatric 

bed. 

At all ages, the length of stay for those who received specialised psychiatric care was considerably longer 

than for those who didn’t. 
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Exhibit 5 - Public Acute Hospital mental health related separations, Australia, Primary diagnoses 

outside Chapter v, 2009-10 

In public acute hospitals in 2009-10, less than half (44.8%) of the people who were admitted with mental 

health related conditions outside Chapter V received their care in designated psychiatric beds, with at most a 

fraction of a day in a general bed on average. 

Children aged 0-4 were quite frequently admitted for mental health related conditions outside Chapter V, and 

when they were it was almost always to a general bed rather than a designated psychiatric bed.  Children 

aged 5-11 were much less frequently admitted for mental health related conditions outside Chapter V, and 

usually to a general bed. 

At all ages, the length of stay for those who received specialised psychiatric care was considerably longer 

than for those who didn’t. 
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24.8 RESULTS (3) ORGANIC, INCLUDING SYMPTOMATIC, MENTAL DISORDERS 
(F00-F09) 
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24.9 RESULTS (4) MENTAL AND BEHAVIOURAL DISORDERS DUE TO 
PSYCHOACTIVE SUBSTANCE USE (F10-F19) 
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24.10 RESULTS (5) MENTAL RETARDATION (F70-F79) 
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24.11 DISCUSSION AND RECOMMENDATIONS 

As far as possible the NMHSPF model used data for the reference population data ( 30 June 2011).  In the 

present case the latest available data are for 2009-10, and there is an indication in Exhibit 3 that rates may 

be increasing, though there are also years (2007-08) when they decrease.  In these circumstances it seems 

best to make the simplest assumption – that the number in 20011 would be the same as in the latest 

observed data. 

On this basis, we recommend the following rates for the NMHSPF model: 

 

Exhibit 6 - Recommended age-specific rates of Same Day Admission for ECT in NMHSPF model 

24.11.1 Avoidance of double-counting 

If we make the reasonable assumption that people admitted for Same Day ECT have a primary mental 

illness diagnosis, then we need to remove them from the demand modelled for: 

• People admitted to a general medical/surgical bed with a primary MI 

• People admitted to  a designated psychiatric bed with a primary MI 

AIHW Est SD ECT Est Pop Est Rate per

Age Group 2009-10 2011 100K

12-17 105               1,710,731    6.1                  

18-64 12,576         14,158,397 88.8               

65+ 6,419           3,076,539    208.6             
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In some age groups these demands may be subdivided across a number of care packages. 

From Exhibit 3 we know that SD Admitted Patient stays occur in both general medical/surgical and 

designated psychiatric facilities, though the relative proportions seem to be very variable from year to year.  

This is made explicit in Exhibit 7 below. 

 

Exhibit 7 - SD Admitted Patient Stays with and without specialist psychiatric care 

 

The data in Exhibit 7 is for all ages, and is based on “mental health related separations” as defined by the 

AIHW.  These include: 

• All separations with specialised psychiatric case (ie separations from a designated facility), 

irrespective of diagnosis   

• Diagnosis-defined separations without specialised psychiatric care (ie separations from general 

medical/ surgical facility. 

In the latter case the diagnostic range includes people (eg, those with a primary substance use condition) 

who are out of scope for the model. 

 

Exhibit 8 - Admitted Patients Age 18-64, Australia, 2009-10, AIHW "Mental health related" 

Exhibit 8 shows that there were 108,154 Admitted Patient separations from designated units, for which the 

primary diagnostic spectrum is irrelevant.  However, the 59,834 separations from general medical/ surgical 

units include admissions with primary diagnoses that are out of scope for NMHSPF, notably those with 

primary substance use. This is illustrated in Exhibit 9. 

MH related SD Admissions SD 2006-07 SD 2007-08 SD 2008-09 SD 2009-10

 SD Admitted patient with 

specialised psychiatric care (%)
39% 42% 62% 44%

SD Admitted patient without 

specialised psychiatric care (%)
61% 58% 38% 56%

SD ECT % of Total Admitted SD 62% 56% 61% 61%

Year 2009-10

ICD Diagnosis Chapter (All)

ICD Diagnosis Subchapter (All)

Column Labels

Admitted patient with specialised psychiatric care Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SD Sum of Seps_All Sum of Seps_ON Sum of Seps_SD Sum of Seps_All

18-64 97,950                          10,204                  108,154                47,662                    12,171                  59,834                  

Private Hospital 26,116                          6,704                    32,820                  5,300                       689                        5,989                     

Public Acute hospital 63,099                          3,234                    66,333                  42,352                    11,469                  53,821                  

Public Psychiatric 8,735                            266                        9,001                     10                             13                          24                           

Grand Total 97,950                          10,204                  108,154                47,662                    12,171                  59,834                  
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Exhibit 9 - AIHW "Mental Health Related" separations from general medical/ surgical facilities, 

Australia, Age 18-64, 2009.  Note the large number of substance use diagnoses. 

For NMHSPF purposes, we included only separations in Chapter V, within which we excluded Mental and 

behavioural disorders due to psychoactive substance use (F10-F19); Organic, including symptomatic, mental 

disorders (F00-F09), and Mental Retardation (F70-F79).  The results are shown in Exhibit 10. 

Column Labels

Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SDSum of Seps_All

Private Hospital 5,300                            689                    5,989                    

18-64 5,300                            689                    5,989                    

V. Mental and Behavioural Disorders 4,493                            661                    5,155                    

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) 12                                  -                     12                          

Behavioural syndromes associated with physiological disturbances and physical factors (F50-F59) 140                                43                      183                       

Disorders of adult personality and behaviour (F60-F69) 74                                  2                         77                          

Disorders of psychological development (F80-F89) -                                 1                         1                            

Mental and behavioural disorders due to psychoactive substance use (F10-F19) 1,965                            46                      2,011                    

Mental retardation (F70-F79) 3                         3                            

Mood (affective) disorders (F30-F39) 1,225                            234                    1,459                    

Neurotic, stress-related and somatoform disorders (F40-F48) 879                                315                    1,194                    

Organic, including symptomatic, mental disorders (F00-F09) 49                                  2                         51                          

Schizophrenia, schizotypal and delusional disorders (F20-F29) 148                                14                      162                       

Unspecified mental disorder (F99) 1                                     -                     1                            

VI. Diseases of the Nervous System 572                                14                      587                       

All Subchapters 572                                14                      587                       

XV. Pregnancy, Childbirth, and the Puerperium 221                                4                         226                       

All Subchapters 221                                4                         226                       

XVIII. Symptoms, Signs and Abnormal Clinical and Laboratory Findings not elsewhere classified 8                                     5                         13                          

All Subchapters 8                                     5                         13                          

XXI. Factors Influencing Health Status and Contact with Health Services 5                                     4                         9                            

All Subchapters 5                                     4                         9                            

Public Acute hospital 42,352                          11,469              53,821                 

18-64 42,352                          11,469              53,821                 

V. Mental and Behavioural Disorders 39,651                          11,261              50,912                 

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) 198                                44                      243                       

Behavioural syndromes associated with physiological disturbances and physical factors (F50-F59) 1,006                            51                      1,056                    

Disorders of adult personality and behaviour (F60-F69) 938                                246                    1,184                    

Disorders of psychological development (F80-F89) 49                                  14                      63                          

Mental and behavioural disorders due to psychoactive substance use (F10-F19) 17,894                          1,753                19,647                 

Mental retardation (F70-F79) 102                                19                      121                       

Mood (affective) disorders (F30-F39) 6,543                            4,727                11,270                 

Neurotic, stress-related and somatoform disorders (F40-F48) 7,486                            843                    8,328                    

Organic, including symptomatic, mental disorders (F00-F09) 810                                106                    916                       

Schizophrenia, schizotypal and delusional disorders (F20-F29) 4,527                            3,407                7,934                    

Unspecified mental disorder (F99) 98                                  52                      149                       

VI. Diseases of the Nervous System 972                                8                         980                       

All Subchapters 972                                8                         980                       

XV. Pregnancy, Childbirth, and the Puerperium 1,210                            85                      1,295                    

All Subchapters 1,210                            85                      1,295                    

XVIII. Symptoms, Signs and Abnormal Clinical and Laboratory Findings not elsewhere classified 308                                86                      394                       

All Subchapters 308                                86                      394                       

XXI. Factors Influencing Health Status and Contact with Health Services 211                                29                      240                       

All Subchapters 211                                29                      240                       

Public Psychiatric 10                                  13                      24                          

18-64 10                                  13                      24                          

V. Mental and Behavioural Disorders 9                                     13                      23                          

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) -                                 -                     -                        

Disorders of adult personality and behaviour (F60-F69) -                                 2                         2                            

Disorders of psychological development (F80-F89)

Mental and behavioural disorders due to psychoactive substance use (F10-F19) 2                                     4                         6                            

Mental retardation (F70-F79) -                                 -                     -                        

Mood (affective) disorders (F30-F39) 2                                     4                         6                            

Neurotic, stress-related and somatoform disorders (F40-F48) 4                                     2                         6                            

Organic, including symptomatic, mental disorders (F00-F09) 1                         1                            

Schizophrenia, schizotypal and delusional disorders (F20-F29) 1                                     -                     1                            

VI. Diseases of the Nervous System 1                                     1                            

All Subchapters 1                                     1                            

XXI. Factors Influencing Health Status and Contact with Health Services -                                 -                     -                        

All Subchapters -                                 -                     -                        

Grand Total 47,662                          12,171              59,834                 
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Exhibit 10 - Separations with in-scope diagnoses from general medical/ surgical facilities, Age 18-64, 

2009-10 

When the data in Exhibit 8 for designated psychiatric units is put together with the data in Exhibit 10 for 

general medical/ surgical units, we obtain Exhibit 11: 

 

Exhibit 11 - "In Scope" NMHSPF separations, age 18-64, Australia, 2009-10 

Note that the total of 141,487 separations is almost exactly 1% of the Age 18-64 population (2011). 

Note that Same Day separations are almost equal in specialised (10,205) and general medical/ surgical units 

(10,001).  Note that the age 18-64 Same Day ECT separations shown in Exhibit 6 (12,576) are 62% of the 

total of SD separations (20,206).   

The AIHW data cubes do not allow us to look at the diagnoses of those recveiving procedures.  However, we 

would expect that the Same Day ECT separations would be mainly for people with Mood disorder diagnoses.  

This is tested in Exhibit 12. 

Year 2009-10

ICD Diagnosis Chapter V. Mental and Behavioural Disorders

Column Labels

Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SD Sum of Seps_All

Private Hospital 2,479                      610                        3,089                     

18-64 2,479                      610                        3,089                     

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) 12                            -                         12                           

Behavioural syndromes associated with physiological disturbances and physical factors (F50-F59) 140                          43                          183                        

Disorders of adult personality and behaviour (F60-F69) 74                            2                             77                           

Disorders of psychological development (F80-F89) -                           1                             1                             

Mood (affective) disorders (F30-F39) 1,225                      234                        1,459                     

Neurotic, stress-related and somatoform disorders (F40-F48) 879                          315                        1,194                     

Schizophrenia, schizotypal and delusional disorders (F20-F29) 148                          14                          162                        

Unspecified mental disorder (F99) 1                               -                         1                             

Public Acute hospital 20,845                    9,383                    30,228                  

18-64 20,845                    9,383                    30,228                  

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) 198                          44                          243                        

Behavioural syndromes associated with physiological disturbances and physical factors (F50-F59) 1,006                      51                          1,056                     

Disorders of adult personality and behaviour (F60-F69) 938                          246                        1,184                     

Disorders of psychological development (F80-F89) 49                            14                          63                           

Mood (affective) disorders (F30-F39) 6,543                      4,727                    11,270                  

Neurotic, stress-related and somatoform disorders (F40-F48) 7,486                      843                        8,328                     

Schizophrenia, schizotypal and delusional disorders (F20-F29) 4,527                      3,407                    7,934                     

Unspecified mental disorder (F99) 98                            52                          149                        

Public Psychiatric 7                               8                             16                           

18-64 7                               8                             16                           

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) -                           -                         -                         

Disorders of adult personality and behaviour (F60-F69) -                           2                             2                             

Disorders of psychological development (F80-F89)

Mood (affective) disorders (F30-F39) 2                               4                             6                             

Neurotic, stress-related and somatoform disorders (F40-F48) 4                               2                             6                             

Schizophrenia, schizotypal and delusional disorders (F20-F29) 1                               -                         1                             

Grand Total 23,331                    10,002                  33,333                  

Year 2009-10 Year 2009-10

ICD Diagnosis Chapter (All) ICD Diagnosis Chapter(All)

ICD Diagnosis Subchapter (All) ICD Diagnosis Subchapter Selected

Column Labels

Admitted patient with specialised psychiatric care Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SD Sum of Seps_All Sum of Seps_ON Sum of Seps_SD Sum of Seps_All

18-64 97,950                          10,204                  108,154                23,331                           10,001                  33,333                    

Private Hospital 26,116                          6,704                    32,820                  2,479                             610                        3,089                      

Public Acute hospital 63,099                          3,234                    66,333                  20,845                           9,383                    30,228                    

Public Psychiatric 8,735                             266                        9,001                     7                                     8                             16                            
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Exhibit 12 - Separations with Primary Diagnoses of Mood Disorders, Age 18-64, Australia, 209-10 

There were 11,796 Same Day Admitted Patient stays in 2009-10 of people with a primary diagnosis of Mood 

Disorder, as against 12,576 Same Day Admitted patient stays for administration of ECT.  Although we do not 

have a direct comparison, these numbers are at least consistent with what would be expected. 

In these circumstances it seems appropriate to subtract the Same Day ECT Admitted Patient demand 

equally from the demand for same day admitted patient stays in specialised psychiatric units and in general 

medical/ surgical units. 

  

Year 2009-10

ICD Diagnosis Chapter V. Mental and Behavioural Disorders

ICD Diagnosis Subchapter Mood (affective) disorders (F30-F39)

Column Labels

Admitted patient with specialised psychiatric care Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SD Sum of Seps_All Sum of Seps_ON Sum of Seps_SD Sum of Seps_All

18-64 30,622                      6,831                    37,452                  7,769                         4,965                    12,735                  

Private Hospital 13,227                      4,785                    18,012                  1,225                         234                        1,459                     

Public Acute hospital 15,787                      1,903                    17,690                  6,543                         4,727                    11,270                  

Public Psychiatric 1,608                        143                        1,750                     2                                 4                             6                             
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24.12 MODELLING AGE 18-64 

 

Exhibit 13 - Modelling SD ECT in specialist units 

Exhibits 13 and 14 show the service mappings for the total Admitted Patient volumes of 2011.  There are 

113,627 people, based on 1% of population with a 25% annual readmission rate (141,584 admissions) which 

is very close to observed for 2009-10 (141,487). 

 

Exhibit 14 - Modelling SD ECT in general medical/ surgical units 

The total volume divides between “special” units (Exhibit 14) and “regular” units (Exhibit 13).  The total Same 

Day ECT Volume (88.8 per 100,000 age 18-64, or 12,573) is divided 50%/ 50% between 

SEV_SD_ECT_Gen and SEV_SD_ECT_PSy where it is a subdivision of the overall demand for general 

medical/ surgical beds for people with primary MH diagnoses.   Thus in Exhibit 15 this demand maps onto 

three services and care packages: SEV_SD_ECT_Gen, CL_GEN_PDMH, and CL_OBS_MIU. 

At the specialist end (Exhibit 13) the overall mapping is much more complicated.  The SEV_SD_ECT_Psy 

demand is a subset of the SEV_ABB_Ac_IP (Acute MH inpatient) demand. 

 

  

ABB (AMB & Bed Based with or without Low-Support PDSRR) 

113,267         

Sprinkle Obs=141,487 incl 25% readmit 141,584          

Total SD ECT Acute and Sub-Acute amidst Ambulatory care

12,573                43,904            

Acute (Incl SD ECT) Other

SEV-SD_ECT-Psy 94% 3% x 2 because

50% 41,270                  1,317         includes Ac stay

6,286                 34,984                  

12% 70% 18% 84% 16%

SEV_ABB-Ac_IP_A1 SEV-SD_ECT-Psy SEV-ABB-SU SEV_ABB-Ac_IP SEV-ABB-SD SEV_ABB_SAR SEV_ABB_SAI

 6,286                  4,198            24,489                  6,297              1106 211

1.3% 0.9% 5.0% 1.3% 0.2% 0.0%

Sprinkle

Total SD ECT Gen MIU-A MIU-B MIU-C EIP_Yr1 EOP_Yr2 Ac_IP-A1

12,573                    69,363             

General Beds incl obstetric MIU Mainly private MH IP

SEV_SD_ECT_Gen 26,666               3,016           

50% 65% 20% 15% AIHW

32820

6,286                     18,420               1,961                  26256

Age 18-24 Age 18-24

SEV_SD_ECT_Gen CL_GEN-PDMH CL_OBS-MIU SEV_MIU-A SEV_MIU-B EIP_Yr1 EIP_Yr2 SEV_ABB-Ac_IP_A1

6,286                      24,706               1,961                  603              452                 4,549         4,549         26,256                  

1.3% 5.0% 0.4% 0.1% 0.1% 0.9% 0.9% 5.4%
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25 Electroconvulsive Therapy (ECT) 

Procedural Admissions 

25.1 OVERVIEW 

This is a technical note that was presented to the Adult Care Package Expert Working Group (EWG). The 

modelling recommendations were accepted and incorporated into the NMHSPF model. 

25.2 ISSUE 

The Adult Care Package EWG requested that we model Same Day Admissions for ECT. 

 A Service Element has been developed: Code BT – Same Day Admission for Administration of ECT 

(Hospital). 

It is proposed that we model this demand as a “sprinkled” care package at current volumes in each of the 

age groups where it occurs, namely 12-17, 18-64, 65+.   

We estimate current volume from the Australian Institute of Health and Welfare (AIHW) Hospital data cubes, 

and in particular the data cubes for Procedures.  These do not provide data on the setting (public, private, 

specialist mental health or general hospital) or on patient diagnosis, but they do distinguish between same 

day (SD) and overnight (ON) attendances, and include the procedure code.  

The ICD10-AM ACHI 6
th
 edition codes for ECT are 93341-00 for an unspecified number of treatments; 

93341-01 through 92241-98 for one through 98 treatments in the course of an Episode of Care (EoC), and 

93341-99 for more than 98.  These apply to Admitted Patient data from 2008-09.  In the ACHI 5
th
 Edition the 

specific codes were only: 93340−02 Electroconvulsive therapy (ECT) <= 12 treatments and 93340−03 

Electroconvulsive therapy (ECT) >12 treatments. 

For Same Day ECT there is logically only one treatment during the EoC, because in this case the EoC 

covers only one SD attendance – even if a series of such attendances constitutes a “course of treatment” 

from a clinical vierwpoint. 

Since we do not have data on individuals it is proposed that we model the number of SD attendances. 

We note that to avoid multiple counting we should remove these Admitted Patient SD attendances from 

other Admitted Patient demands, but this is complicated by the lack of diagnostic and setting information in 

the AIHW procedure data cubes. 

25.3 BACKGROUND 

 

The National Mental Health Service Planning Framework (NMHSPF) is one of the key initiatives 

contained in the Fourth national mental health plan (specifically action 16). With funding provided by 

the Australian Government Department of Health and Ageing, the NMHSPF project is being led by 

NSW Ministry of Health in partnership with Queensland Health and other jurisdictions.  

 

The anticipated outcome of the project is to achieve a population based planning model for mental 

health that will better identify service demand and care packages across the sector in both inpatient 

and community environments. 

 

Source: http://www.health.gov.au/internet/main/publishing.nsf/content/mental-nmhspf  
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The model starts with the Australian Estimated Resident Population for June 2011 and applies the 

epidemiology of the Australian Burden of Disease study, which it stratifies by levels of severity.  It then 

estimates the level of service demand within each severity level.  The Service Mapping component of the 

model divides the demand across Care Packages that are appropriate and adequate to meet the needs of 

each sub-group.   

In particular cases, such as Emergency Department attendances, the model simply recognises that there is 

a current level of demand that must be met, and aims to (a) estimate the mental health proportion and (b) 

prescribe an appropriate amount of mental health consultation-liaison.   

In other cases, current utilisation is used to apportion demand between service types (for example, admitted 

patient care in specialist versus non-specialist units).  The current utilisation of a particular type of service 

(eg, Acute Inpatient care) may also partially diverted through new types of service, or replaced by alternative 

types of care.  At a minimum, current utilisation provides a general credibility check on the modelling. 

25.4 SAME DAY ATTENDANCES IN MENTAL HEALTH 

NMHSPF modelling has followed the AIHW analyses of mental health related admissions by making a 

distinction within the class of Same Day (SD) admissions reported to Admitted Patient collections.  A large 

proportion of these admissions are classified as “Ambulatory Equivalent” and excluded from calculation of 

hospital statistics because the care provided does not need to be delivered in a hospital setting.  The 

demand is included in the model as part of ambulatory care. 

In the current NMHSPF model, the remaining SD Admitted Patient stays are not separately modelled. They 

are treated as part of the admitted patient demand, with a 1-day length of stay. 

 

Exhibit 15 - Same Day Admitted Patient stays, Mental Health Related, Australia, 2006-2010 

Exhibit 1 shows the division of SD admitted patient stays between those delivered in designated psychiatric 

facilities (“with specialised psychiatric care”) and those delivered in general facilities (“without specialised 

psychiatric care).  Note that although the total seems to rise steadily, the division in 2008-09 seems quite 

different from other years.    

25.5 METHOD FOR ANALYSIS OF SAME DAY ECT 

Episodes of Care that involve ECT procedures can be identified in the following AIHW “Hospital” data cubes 

for “Procedures”: 

• 2000-01 to 2001-02, classified using ICD-10-AM Second Edition 
• 2002-03 to 2003-04, classified using ACHI Third Edition 
• 2004-05 to 2005-06, classified using ACHI Fourth Edition 
• 2006-07 to 2007-08, classified using ACHI Fifth Edition 
• 2008-09 to 2009-10, classified using ACHI Sixth Edition 

In the ICD10-AM Australian Coding of Health Interventions (ACHI), ECT appears in Block 1907, which is in 

the group 1867 – 1908 Therapeutic Interventions within ACHI Chapter XIX -  Non−invasive, Cognitive and 

Other Interventions, not elsewhere classified. 

MH related SD Admissions SD 2006-07 SD 2007-08 SD 2008-09 SD 2009-10

 SD Admitted patient with 

specialised psychiatric care 
              10,257 11,201 17,660 13,712

SD Admitted patient without 

specialised psychiatric care 
15,737 15,767 10,737 17,685

SD Admitted Patient TOTAL 25,994 26,968 28,397 31,397
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The manner of coding ECT changed between ACHI Version 5 (2006-07 and 2007-08 data) and ACHI 

Version 6 (2008-09 and 2009-10 data).  Formerly the only distinction was between: 

• 93340-02 Electroconvulsive therapy (ECT) <= 12 treatments  

• 93340-03 Electroconvulsive therapy (ECT) >12 treatments 

Subsequently, the options are: 

• 93341-00 Electroconvulsive therapy (ECT) unspecified number of treatments 

• 93341-01 to -98 Electroconvulsive therapy (ECT) 1-98 treatments 

• 93341-99 Electroconvulsive therapy (ECT) >=99  treatments 

On this basis tables were set up using the online AIHW application for each of the last two data cubes, 

downloaded to Excel, and converted to a pivot table. 
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25.6 ANALYSIS 

 

 

Exhibit 16 Admissions for ECT, by type and age group, Australia, 2006-2010, 

Exhibit 2 shows that the number of Non-same day admissions for ECT has been relatively stable within age 

groups over the 4-year period considered, while Same Day admissions have been occurring at about twice 

the rate and with greater variation. 

 

Exhibit 17 - Same Day Admissions for ECT, Australia, 2006-2010 

Exhibit 3 shows that SD admissions for ECT comprised about 60% of all SD Admitted Patient stays in 

hospitals in the 4-year period covered. 

10-14 15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75-79 80-84 85+

Non-sameday - 2006-07 3 90 279 300 456 681 588 717 737 569 535 513 495 520 415 230

Non-sameday - 2007-08 1 63 227 299 566 681 617 750 728 683 604 457 402 420 355 279

Non-sameday - 2008-09 1 68 223 382 425 598 704 685 614 585 616 360 355 483 323 208

Non-sameday - 2009-10 3 94 269 355 545 709 766 783 806 699 697 449 425 459 359 249

Sameday - 2006-07 3 209 397 615 765 1267 1301 1609 1307 1142 1177 1463 1894 1369 1055 524

Sameday - 2007-08 180 462 516 722 1429 1449 1457 1151 1118 1136 1092 1620 1204 984 542

Sameday - 2008-09 1 100 531 645 1088 1371 1655 1396 1465 1438 1678 1031 1816 1372 1013 584

Sameday - 2009-10 190 470 850 1199 1496 1901 1918 1555 1494 1607 1462 1840 1471 894 752
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Same day and overnight admissions for ECT, by age group, 

Australia, 2006-07 to 2009-10

MH related SD Admissions SD 2006-07 SD 2007-08 SD 2008-09 SD 2009-10

 SD Admitted patient with 

specialised psychiatric care 
              10,257 11,201 17,660 13,712

SD Admitted patient without 

specialised psychiatric care 
15,737 15,767 10,737 17,685

SD Admitted Patient TOTAL 25,994 26,968 28,397 31,397

SD ECT               16,097               15,062               17,184               19,099 

SD ECT % of Total Admitted SD 62% 56% 61% 61%
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25.7 ANALYSIS BY NMHSPF AGE GROUPS 

To present the AIHW data by NMHSPF age groups we have to divide the numbers in the AIHW age group 

10-14 between those aged 10-11 (who are combined with those aged 5-9 to make up the NMHSPF age 

group 5-11) and those aged 12-14 (who are combined with those aged 15-17 to make up the NMHSPF age 

group 12-17).   

Similarly, we have to divide the numbers in the AIHW age group 15-19 between those aged 15-17 (who are 

combined with those aged 12-14 to make up the NMHSPF age group 12-17) and those aged 18-19 (who are 

combined with those aged 20-64 to make up the NMHSPF age group 18-64). 

It is clear from Exhibit 2 that there are usually zero same day admissions for ECT in the age group 10-14 so 

that we may reasonably ignore this age group in calculation. 

Previous analyses of all AIHW mental health related separations for 2009-10 showed that the rapid increase 

through late childhood and adolescence and then the deceleration of this rate of increase through early 

adulthood could not easily be fitted by any simple function.

 

 

Exhibit 18 - Piecewise linearization of Separation rate by ages 

Thus, to interpolate through the age ranges and assist in dividing age groups, we fitted a piecewise linear 

function to the observed data (Exhibit 4), and used this to estimate the number at each year of age.  On this 

basis, the age groups could reasonably be divided: 

AIHW Age 10-14 � 25% ages 10-11 / 75% ages 12-14 

AIHW Age 15-19 � 55% ages 15-17 / 45% ages 18-19 

We applied this division to the Same Day ECT separation data. 
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Exhibit 19 - Estimated Same Day ECT Admissions, by NMHSPF Age Groups, 2009-10 

Exhibit 5 shows that this boils down to assuming that 55% of the admissions for age group 15-19 occurred in 

those aged 15-17, and the remainder were for those aged 18-19.  This is consistent with the observed 

increase with age in the data. 

25.8 DISCUSSION AND RECOMMENDATIONS 

As far as possible the NMHSPF model used data for the reference population data ( 30 June 2011).  In the 

present case the latest available data are for 2009-10, and there is an indication in Exhibit 3 that rates may 

be increasing, though there are also years (2007-08) when they decrease.  In these circumstances it seems 

best to make the simplest assumption – that the number in 20011 would be the same as in the latest 

observed data. 

On this basis, we recommend the following rates for the NMHSPF model: 

 

Exhibit 20 - Recommended age-specific rates of Same Day Admission for ECT in NMHSPF model 

25.8.1 Avoidance of double-counting 

If we make the reasonable assumption that people admitted for Same Day ECT have a primary mental 

illness diagnosis, then we need to remove them from the demand modelled for: 

• People admitted to a general medical/surgical bed with a primary MI 

• People admitted to  a designated psychiatric bed with a primary MI 

In some age groups these demands may be subdivided across a number of care packages. 

From Exhibit 3 we know that SD Admitted Patient stays occur in both general medical/surgical and 

designated psychiatric facilities, though the relative proportions seem to be very variable from year to year.  

This is made explicit in Exhibit 7 below. 

AIHW SD ECT Working Est SD ECT AIHW Est SD ECT

Age Group 2009-10 Age Group 2009-10 Age Group 2009-10

10-14 -                10-14 -                 

15-17 105                 12-17 105             

15-19 190               18,19 86                   

20-64 12,490         20-64 12,490           18-64 12,576       

65+ 6,419           65+ 6,419             65+ 6,419          

ALL 19,099         ALL 19,099           ALL 19,099       

AIHW Est SD ECT Est Pop Est Rate per

Age Group 2009-10 2011 100K

12-17 105               1,710,731    6.1                  

18-64 12,576         14,158,397 88.8               

65+ 6,419           3,076,539    208.6             
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Exhibit 21 - SD Admitted Patient Stays with and without specialist psychiatric care 

 

The data in Exhibit 7 is for all ages, and is based on “mental health related separations” as defined by the 

AIHW.  These include: 

• All separations with specialised psychiatric case (ie separations from a designated facility), 

irrespective of diagnosis   

• Diagnosis-defined separations without specialised psychiatric care (ie separations from general 

medical/ surgical facility. 

In the latter case the diagnostic range includes people (eg, those with a primary substance use condition) 

who are out of scope for the model. 

 

Exhibit 22 - Admitted Patients Age 18-64, Australia, 2009-10, AIHW "Mental health related" 

Exhibit 8 shows that there were 108,154 Admitted Patient separations from designated units, for which the 

primary diagnostic spectrum is irrelevant.  However, the 59,834 separations from general medical/ surgical 

units include admissions with primary diagnoses that are out of scope for NMHSPF, notably those with 

primary substance use. This is illustrated in Exhibit 9. 

MH related SD Admissions SD 2006-07 SD 2007-08 SD 2008-09 SD 2009-10

 SD Admitted patient with 

specialised psychiatric care (%)
39% 42% 62% 44%

SD Admitted patient without 

specialised psychiatric care (%)
61% 58% 38% 56%

SD ECT % of Total Admitted SD 62% 56% 61% 61%

Year 2009-10

ICD Diagnosis Chapter (All)

ICD Diagnosis Subchapter (All)

Column Labels

Admitted patient with specialised psychiatric care Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SD Sum of Seps_All Sum of Seps_ON Sum of Seps_SD Sum of Seps_All

18-64 97,950                          10,204                  108,154                47,662                    12,171                  59,834                  

Private Hospital 26,116                          6,704                    32,820                  5,300                       689                        5,989                     

Public Acute hospital 63,099                          3,234                    66,333                  42,352                    11,469                  53,821                  

Public Psychiatric 8,735                            266                        9,001                     10                             13                          24                           

Grand Total 97,950                          10,204                  108,154                47,662                    12,171                  59,834                  
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Exhibit 23 - AIHW "Mental Health Related" separations from general medical/ surgical facilities, 

Australia, Age 18-64, 2009.  Note the large number of substance use diagnoses. 

For NMHSPF purposes, we included only separations in Chapter V, within which we excluded Mental and 

behavioural disorders due to psychoactive substance use (F10-F19); Organic, including symptomatic, mental 

disorders (F00-F09), and Mental Retardation (F70-F79).  The results are shown in Exhibit 10. 

Column Labels

Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SDSum of Seps_All

Private Hospital 5,300                            689                    5,989                    

18-64 5,300                            689                    5,989                    

V. Mental and Behavioural Disorders 4,493                            661                    5,155                    

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) 12                                  -                     12                          

Behavioural syndromes associated with physiological disturbances and physical factors (F50-F59) 140                                43                      183                       

Disorders of adult personality and behaviour (F60-F69) 74                                  2                         77                          

Disorders of psychological development (F80-F89) -                                 1                         1                            

Mental and behavioural disorders due to psychoactive substance use (F10-F19) 1,965                            46                      2,011                    

Mental retardation (F70-F79) 3                         3                            

Mood (affective) disorders (F30-F39) 1,225                            234                    1,459                    

Neurotic, stress-related and somatoform disorders (F40-F48) 879                                315                    1,194                    

Organic, including symptomatic, mental disorders (F00-F09) 49                                  2                         51                          

Schizophrenia, schizotypal and delusional disorders (F20-F29) 148                                14                      162                       

Unspecified mental disorder (F99) 1                                     -                     1                            

VI. Diseases of the Nervous System 572                                14                      587                       

All Subchapters 572                                14                      587                       

XV. Pregnancy, Childbirth, and the Puerperium 221                                4                         226                       

All Subchapters 221                                4                         226                       

XVIII. Symptoms, Signs and Abnormal Clinical and Laboratory Findings not elsewhere classified 8                                     5                         13                          

All Subchapters 8                                     5                         13                          

XXI. Factors Influencing Health Status and Contact with Health Services 5                                     4                         9                            

All Subchapters 5                                     4                         9                            

Public Acute hospital 42,352                          11,469              53,821                 

18-64 42,352                          11,469              53,821                 

V. Mental and Behavioural Disorders 39,651                          11,261              50,912                 

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) 198                                44                      243                       

Behavioural syndromes associated with physiological disturbances and physical factors (F50-F59) 1,006                            51                      1,056                    

Disorders of adult personality and behaviour (F60-F69) 938                                246                    1,184                    

Disorders of psychological development (F80-F89) 49                                  14                      63                          

Mental and behavioural disorders due to psychoactive substance use (F10-F19) 17,894                          1,753                19,647                 

Mental retardation (F70-F79) 102                                19                      121                       

Mood (affective) disorders (F30-F39) 6,543                            4,727                11,270                 

Neurotic, stress-related and somatoform disorders (F40-F48) 7,486                            843                    8,328                    

Organic, including symptomatic, mental disorders (F00-F09) 810                                106                    916                       

Schizophrenia, schizotypal and delusional disorders (F20-F29) 4,527                            3,407                7,934                    

Unspecified mental disorder (F99) 98                                  52                      149                       

VI. Diseases of the Nervous System 972                                8                         980                       

All Subchapters 972                                8                         980                       

XV. Pregnancy, Childbirth, and the Puerperium 1,210                            85                      1,295                    

All Subchapters 1,210                            85                      1,295                    

XVIII. Symptoms, Signs and Abnormal Clinical and Laboratory Findings not elsewhere classified 308                                86                      394                       

All Subchapters 308                                86                      394                       

XXI. Factors Influencing Health Status and Contact with Health Services 211                                29                      240                       

All Subchapters 211                                29                      240                       

Public Psychiatric 10                                  13                      24                          

18-64 10                                  13                      24                          

V. Mental and Behavioural Disorders 9                                     13                      23                          

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) -                                 -                     -                        

Disorders of adult personality and behaviour (F60-F69) -                                 2                         2                            

Disorders of psychological development (F80-F89)

Mental and behavioural disorders due to psychoactive substance use (F10-F19) 2                                     4                         6                            

Mental retardation (F70-F79) -                                 -                     -                        

Mood (affective) disorders (F30-F39) 2                                     4                         6                            

Neurotic, stress-related and somatoform disorders (F40-F48) 4                                     2                         6                            

Organic, including symptomatic, mental disorders (F00-F09) 1                         1                            

Schizophrenia, schizotypal and delusional disorders (F20-F29) 1                                     -                     1                            

VI. Diseases of the Nervous System 1                                     1                            

All Subchapters 1                                     1                            

XXI. Factors Influencing Health Status and Contact with Health Services -                                 -                     -                        

All Subchapters -                                 -                     -                        

Grand Total 47,662                          12,171              59,834                 
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Exhibit 24 - Separations with in-scope diagnoses from general medical/ surgical facilities, Age 18-64, 

2009-10 

When the data in Exhibit 8 for designated psychiatric units is put together with the data in Exhibit 10 for 

general medical/ surgical units, we obtain Exhibit 11: 

 

Exhibit 25 - "In Scope" NMHSPF separations, age 18-64, Australia, 2009-10 

Note that the total of 141,487 separations is almost exactly 1% of the Age 18-64 population (2011). 

Note that Same Day separations are almost equal in specialised (10,205) and general medical/ surgical units 

(10,001).  Note that the age 18-64 Same Day ECT separations shown in Exhibit 6 (12,576) are 62% of the 

total of SD separations (20,206).   

The AIHW data cubes do not allow us to look at the diagnoses of those recveiving procedures.  However, we 

would expect that the Same Day ECT separations would be mainly for people with Mood disorder diagnoses.  

This is tested in Exhibit 12. 

Year 2009-10

ICD Diagnosis Chapter V. Mental and Behavioural Disorders

Column Labels

Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SD Sum of Seps_All

Private Hospital 2,479                      610                        3,089                     

18-64 2,479                      610                        3,089                     

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) 12                            -                         12                           

Behavioural syndromes associated with physiological disturbances and physical factors (F50-F59) 140                          43                          183                        

Disorders of adult personality and behaviour (F60-F69) 74                            2                             77                           

Disorders of psychological development (F80-F89) -                           1                             1                             

Mood (affective) disorders (F30-F39) 1,225                      234                        1,459                     

Neurotic, stress-related and somatoform disorders (F40-F48) 879                          315                        1,194                     

Schizophrenia, schizotypal and delusional disorders (F20-F29) 148                          14                          162                        

Unspecified mental disorder (F99) 1                               -                         1                             

Public Acute hospital 20,845                    9,383                    30,228                  

18-64 20,845                    9,383                    30,228                  

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) 198                          44                          243                        

Behavioural syndromes associated with physiological disturbances and physical factors (F50-F59) 1,006                      51                          1,056                     

Disorders of adult personality and behaviour (F60-F69) 938                          246                        1,184                     

Disorders of psychological development (F80-F89) 49                            14                          63                           

Mood (affective) disorders (F30-F39) 6,543                      4,727                    11,270                  

Neurotic, stress-related and somatoform disorders (F40-F48) 7,486                      843                        8,328                     

Schizophrenia, schizotypal and delusional disorders (F20-F29) 4,527                      3,407                    7,934                     

Unspecified mental disorder (F99) 98                            52                          149                        

Public Psychiatric 7                               8                             16                           

18-64 7                               8                             16                           

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) -                           -                         -                         

Disorders of adult personality and behaviour (F60-F69) -                           2                             2                             

Disorders of psychological development (F80-F89)

Mood (affective) disorders (F30-F39) 2                               4                             6                             

Neurotic, stress-related and somatoform disorders (F40-F48) 4                               2                             6                             

Schizophrenia, schizotypal and delusional disorders (F20-F29) 1                               -                         1                             

Grand Total 23,331                    10,002                  33,333                  

Year 2009-10 Year 2009-10

ICD Diagnosis Chapter (All) ICD Diagnosis Chapter(All)

ICD Diagnosis Subchapter (All) ICD Diagnosis Subchapter Selected

Column Labels

Admitted patient with specialised psychiatric care Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SD Sum of Seps_All Sum of Seps_ON Sum of Seps_SD Sum of Seps_All

18-64 97,950                          10,204                  108,154                23,331                           10,001                  33,333                    

Private Hospital 26,116                          6,704                    32,820                  2,479                             610                        3,089                      

Public Acute hospital 63,099                          3,234                    66,333                  20,845                           9,383                    30,228                    

Public Psychiatric 8,735                             266                        9,001                     7                                     8                             16                            
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Exhibit 26 - Separations with Primary Diagnoses of Mood Disorders, Age 18-64, Australia, 209-10 

There were 11,796 Same Day Admitted Patient stays in 2009-10 of people with a primary diagnosis of Mood 

Disorder, as against 12,576 Same Day Admitted patient stays for administration of ECT.  Although we do not 

have a direct comparison, these numbers are at least consistent with what would be expected. 

In these circumstances it seems appropriate to subtract the Same Day ECT Admitted Patient demand 

equally from the demand for same day admitted patient stays in specialised psychiatric units and in general 

medical/ surgical units. 

  

Year 2009-10

ICD Diagnosis Chapter V. Mental and Behavioural Disorders

ICD Diagnosis Subchapter Mood (affective) disorders (F30-F39)

Column Labels

Admitted patient with specialised psychiatric care Admitted patient without specialised psychiatric care

Row Labels Sum of Seps_ON Sum of Seps_SD Sum of Seps_All Sum of Seps_ON Sum of Seps_SD Sum of Seps_All

18-64 30,622                      6,831                    37,452                  7,769                         4,965                    12,735                  

Private Hospital 13,227                      4,785                    18,012                  1,225                         234                        1,459                     

Public Acute hospital 15,787                      1,903                    17,690                  6,543                         4,727                    11,270                  

Public Psychiatric 1,608                        143                        1,750                     2                                 4                             6                             
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25.9 MODELLING AGE 18-64 

 

 

 

Exhibit 27 - Modelling SD ECT in specialist units 

Exhibits 13 and 14 show the service mappings for the total Admitted Patient volumes of 2011.  There are 

113,627 people, based on 1% of population with a 25% annual readmission rate (141,584 admissions) which 

is very close to observed for 2009-10 (141,487). 

 

Exhibit 28 - Modelling SD ECT in general medical/ surgical units 

The total volume divides between “special” units (Exhibit 14) and “regular” units (Exhibit 13).  The total Same 

Day ECT Volume (88.8 per 100,000 age 18-64, or 12,573) is divided 50%/ 50% between 

SEV_SD_ECT_Gen and SEV_SD_ECT_PSy where it is a subdivision of the overall demand for general 

medical/ surgical beds for people with primary MH diagnoses.   Thus in Exhibit 15 this demand maps onto 

three services and care packages: SEV_SD_ECT_Gen, CL_GEN_PDMH, and CL_OBS_MIU. 

At the specialist end (Exhibit 13) the overall mapping is much more complicated.  The SEV_SD_ECT_Psy 

demand is a subset of the SEV_ABB_Ac_IP (Acute MH inpatient) demand. 

 

 
  

ABB (AMB & Bed Based with or without Low-Support PDSRR) 

113,267         

Sprinkle Obs=141,487 incl 25% readmit 141,584          

Total SD ECT Acute and Sub-Acute amidst Ambulatory care

12,573                43,904            

Acute (Incl SD ECT) Other

SEV-SD_ECT-Psy 94% 3% x 2 because

50% 41,270                  1,317         includes Ac stay

6,286                 34,984                  

12% 70% 18% 84% 16%

SEV_ABB-Ac_IP_A1 SEV-SD_ECT-Psy SEV-ABB-SU SEV_ABB-Ac_IP SEV-ABB-SD SEV_ABB_SAR SEV_ABB_SAI

 6,286                  4,198            24,489                  6,297              1106 211

1.3% 0.9% 5.0% 1.3% 0.2% 0.0%

Sprinkle

Total SD ECT Gen MIU-A MIU-B MIU-C EIP_Yr1 EOP_Yr2 Ac_IP-A1

12,573                    69,363             

General Beds incl obstetric MIU Mainly private MH IP

SEV_SD_ECT_Gen 26,666               3,016           

50% 65% 20% 15% AIHW

32820

6,286                     18,420               1,961                  26256

Age 18-24 Age 18-24

SEV_SD_ECT_Gen CL_GEN-PDMH CL_OBS-MIU SEV_MIU-A SEV_MIU-B EIP_Yr1 EIP_Yr2 SEV_ABB-Ac_IP_A1

6,286                      24,706               1,961                  603              452                 4,549         4,549         26,256                  

1.3% 5.0% 0.4% 0.1% 0.1% 0.9% 0.9% 5.4%
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26 Demand for Respite Care 

26.1 BACKGROUND 

The NMHSPF project needs estimates of the actual rates of use and unmet need for respite care. 

 

The best information to date includes respite for carers and their families who are providing care to a person 

with mental illness, or an intellectual disability , and this does not match with the NMHSPF age groups (of 

consumer)  

 

The scope of any additional work is the demand for respite, by NMHSPF age group (of consumer). If it were 

possible to improve on the estimated quantity of respite demanded that would be very useful too.  There may 

be specific issues of shared responsibility with general aged care respite when dealing with consumers > 64, 

so from that point of view it might be desirable (if possible) to put the MH demand alongside the general 

respite demand in this age group.  

Likewise there may be special issues of availability of respite care for children 0-17, but there is nothing on 

the FAHCSIA website to suggest that these programs are limited by age. 

 

ISSUES DISCUSSED 

 

• Who can access Mental Health Respite: Carer Support? 

Carers and their families who are providing care to a person with mental illness, or an intellectual 

disability  

• How can Mental Health Respite: Carer Support be accessed?  

The program has a “no wrong door” access policy. Mental Health Respite: Carer Support services are run by 

a wide variety of organisations and are located in metropolitan, rural and remote regions across Australia.  

 

Services can be accessed directly from Mental Health Respite: Carer Support funded community-based 

organisations and/or Commonwealth Respite and Carelink Centres.  

 

Provider contact details are available at website www.fahcsia.gov.au/our-responsibilities/communities-and-

vulnerable-people/publications-articles/mental-health-respite-carer-support-guidelines-part-c2/locating-a-

respite-service-provider 

 

The Centres can be contacted through the toll free number 1800 052 222* (*Free local call. Mobile phones 

charged at mobile rates.)  

 

• Quick Facts  

 

o As of 30 June 2012, there were 195 Mental Health Respite: Carer Support services funded across 

Australia. Funding amounts vary according to the type of service delivered and service catchments.  

o $47.7 million was committed to these 195 services in 2011-12.  

o In July 2011 funding agreements were extended until June 2014.  
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o Since its establishment in 2007, Mental Health Respite: Carer Support has assisted around 109,000 

carers. Around 29,000 carers were assisted in 2011-12.  

 

• New Measures  

Around $54.3 million over five years, from 2011-12, has been allocated to fund the expansion of Mental 

Health Respite: Carer Support services across Australia, to specifically assist another 1,100 carers of people 

with a mental illness.  

 

 

BACKGROUND and ANALSYIS OF DATA PROVIDED IN 2003: 

• In response to a query from Gavin Stewart (then at NSW Health’s Centre for Mental Health ) re 

respite care in 2003, Mr Ken Black of the ABS, provided a special tabulation (Table A below) from 

the Survey of Disability Ageing and Carers (2003) as it contains data on reported need for respite 

care (Table A in attachment). 

 

• These tabulations refer to carers aged 15 and above, co-resident with recipients aged 15-64 only.   

 

• Separate figures are given for recipients in the disability categories of Sensory, Intellectual, Physical, 

Psychological, Head Injury/Stroke/Other Brain Damage.  However, since more than one category 

may apply to a recipient, there is multiple counting. 

 

• Mr Stewart then used this data to apportion the totals for carers needing respite for any recipient 

disability, in proportion to the number for each recipient disability. (Table B). 

 

• In Australia in 2003: 

• 62,600 carers stated that they needed more respite care, and they listed 153,900 disabilities 

(average of 2.5 per recipient) 

• 22% of the disabilities were Intellectual, and 17% were Psychological. 

 

• On that basis, Mr Stewart estimated that 39% of the 62,600 carers needed more respite for 

recipients with intellectual disability or psychiatric disability, or 24,039. 

 

• Of these, 75% required respite “at short notice or on an irregular basis”, and only 25% required it on 

a “planned or regular basis”. 

 

• To estimate the corresponding number of respite places we used the tabulations of those who stated 

a need for more respite “more than once a month” or “less than once a month”, by type.  We took the 

total and treated it as “once a month”. 

 

• Weekday respite places:  A person who needs respite once a month is assumed to need 12 “place-

days” of respite per annum.   A weekday respite “place” is assumed to provide 5 days per week, 52 

weeks per year.  Thus a single place can meet the need of 260/12 = 21.7 carers per annum. 
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• On that basis, Mr Stewart estimated that 628 weekday respite places are needed to serve 13,600 

carers who expressed a need for more respite of this kind. 

 

• Weeknight respite places:  A person who needs respite once a month is assumed to need 12 “place-

nights” of respite per annum.   A weeknight respite “place” is assumed to provide 5 nights per week, 

52 weeks per year.   

Thus a single place can meet the need of 260/12 = 21.7 carers per annum. 

 

• On that basis, Mr Stewart estimated that 431 weeknight respite places are needed to serve 9,340 

carers who expressed a need for more respite of this kind. 

 

• Weekend respite places:  A person who needs weekend respite once a month is assumed to need 

24 “weekend place-days” of respite per annum.   A weekend respite “place” is assumed to provide 2 

“weekend place-days” per week, 52 weeks per year.   

Thus a single place can meet the need of 104/24 = 4.3 carers per annum. 

 

• On that basis, Mr Stewart estimated that 4,412 weekend respite places are needed to serve 19,118 

carers who expressed a need for more respite of this kind. 

 

• This might be summarised as follows: 

• 431 Week-night places 

• 628 Week-day places 

• 4,412 week-end places 

 

• Given the different types of need, and the requirement that 75% is “ad hoc and at short notice”, the 

allocation of places needs to be quite flexible. 
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Table A: Estimated number of carers (aged 15 and above) who need care for recipients aged 15 – 64 years.  From data in the Survey of Disability Ageing and 

Carers (2003). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Est'd number of carers (aged 15 and above) who need care for recipients aged 15-64

Note:  Carers are counted for each disability category of recipient

Total Australia

Sensory Intellectual Physical PsychologicalHead injury, stroke or other brain damageTotal Total Categories ID+MH

Needs more access to respite care 31,400 33,400 46,400 25,700 17,000 62,600 153,900

Total Apportioned between categories 20% 22% 30% 17% 11% 100% 100%

Est'd Share of Total by category 12,772 13,586 18,874 10,454 6,915 62,600 24,039

Estimated care needed

Based on averaging "more than once a month" and "less than once a month" as "once a month".
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Table B:  Estimated number of carers who need care for recipients aged 15 - 64 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Est'd number of carers (aged 15 and above) who need care for recipients aged 15-64

Note:  Carers are counted for each disability category of recipient

Total Australia

Sensory Intellectual Physical PsychologicalHead injury, stroke or other brain damageTotal Total Categories ID+MH

Estimated care needed

Based on averaging "more than once a month" and "less than once a month" as "once a month".

Weekdays 20,200 18,100 32,900 15,000 13,100 40,800 99,300

20% 18% 33% 15% 13% 100% 100%

8,300 7,437 13,518 6,163 5,382 40,800 13,600

Est No of days per annum @ 1 per month 99,596 89,242 162,214 73,958 64,590 489,600 163,200
Est No of weekday places @ 5 days per week * 52 383 343 624 284 248 1,883

Weeknights 13,700 12,700 20,600 11,900 8,000 25,400 66,900

20% 19% 31% 18% 12% 100% 100%

5,201 4,822 7,821 4,518 3,037 25,400 9,340

Est No of nights per annum @ 1 per month 62,418 57,862 93,855 54,217 36,448 304,800 112,079
Est No of weeknight places @ 5 night per week * 52 240 223 361 209 140 1,172

Weekends 23,300 27,800 32,200 20,500 10,900 45,400 114,700

20% 24% 28% 18% 10% 100% 100%

9,222 11,004 12,745 8,114 4,314 45,400 19,118

Est No of Weekend place-days per annum @ 2 per month221,340 264,088 305,886 194,741 103,545 1,089,600 458,829
Est No of Weekend places @ 2 per per week * 52 2,128 2,539 2,941 1,873 996 10,477 4,412
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ATTACHMENTS: 

AU-SDAC 2003-Gavin S for COAG 

The First sheet of the “Gavin S for COAG” Excel Workbook is ABS intellectual property produced for COAG, the second sheet (Calc for COAG) is NSW property 

Gavin produced. 

These are files that Gavin used when estimating the UNMET demand for MORE respite care back when the COAG National Action plan for MH was being 

developed (2005-6) and we wanted numbers on the Commonwealth respite care (delivered through FAHCSIA MH) which was not just MH but also for intellectual 

disability.  This was built on the basis of some tables that Ken Black from the ABS ran for Gavin on SDAC 2003. 

 

 

Est'd number of carers (aged 15 and above) who need care for recipients aged 15-64

Note:  Carers are counted for each disability category of recipient

Total Australia

Sensory Intellectual Physical PsychologicalHead injury, stroke or other brain damageTotal Total Categories ID+MH

Est No of Weekend places @ 2 per per week * 52 2,128 2,539 2,941 1,873 996 10,477 1,765

Needed:  At short notice or on irregular basis 23,600 25,200 34,900 21,300 13,400 45,300 118,400

20% 21% 29% 18% 11% 100% 100%

9,029 9,642 13,353 8,149 5,127 45,300 17,791

Needed: On a planned or regular basis 7,800 8,200 11,500 4,400 3,700 17,300 35,600

22% 23% 32% 12% 10% 100% 100%

3,790 3,985 5,588 2,138 1,798 17,300 6,123

Needed: Check 31,400 33,400 46,400 25,700 17,100 62,600 154,000

20% 22% 30% 17% 11% 100% 100%

12,764 13,577 18,861 10,447 6,951 62,600 24,024 100%
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27 Population Data in the NMHSPF 

27.1 ISSUE 

This document describes the sources of population data  used in the NMHSPF model and the Estimator 

Tool, and the processing of the source material into standard forms.   

27.2 OVERVIEW 

Standard Australian Population:  The NMHSPF uses the latest estimate from the Australian Bureau of 

Statistics (ABS) of the estimated resident population at 30 June 2011 for the standard population in the 

model.   

Population Projections:  The NMHSPF Estimator Tool contains population projections for the period 

2006-2026 for each jurisdiction, subdivided by Local Hospital Network (or other equivalent) and Local 

Government Area.  Two separate series are available for each jurisdiction.  One is a set of projections 

commissioned from the ABS in 2008 by the Department of Health and Ageing (DoHA).  The other series 

is a compilation, jurisdiction by jurisdiction, of the projections produced by their local planning agencies.   

Only the Standard Australian Population incorporates the data from the 2011 census.  The Population 

Projections were all produced before the final rebased 2011 census estimates were released on 30 

August 2013.  It is to be expected that both DoHA and the individual  jurisdictions will update their 

population projections during the life of the NMHSPF model.  

27.3 STRUCTURE OF THE POPULATION DATA 

The standard population is used in conjunction with population epidemiology to estimate the rates of key 

parameters (eg, persons with SEVERE levels of mental illnesses) per 100,000 persons in each of the 

model age groups
124

: Ages 0-4, 5-11, 12-17, 18-64 and 65+.  This is done for the age-sex structure of the 

Australian population as determined by the ABS on 30 June 2011.   

The output estimates of rates from this calculation on the standard population are used as inputs to the 

NMHSPF Estimator Tool.  In the Estimator Tool one or more of the Population Projections is/are chosen  

(for example, NSW 2013-14) and the age-specific rates for Australia 2011 are applied to the age 

structures of the chosen population/s.   

This difference in usage means that the two sets of population data are structured differently.   

We structured the Australian standard population by sex and single year of age from 0 to 99 and 100+.  

Less detailed versions of this underlying population file were also used.  

By contrast, the Population Projections were condensed to provide: 

o Source (DOHA 2008 or code for a jurisdictional projection) 

o Name of Local Health District (LHD) (or equivalent) 

o Name of Local Government Area (split if the LGA was divided between LHD’s) 

o NMHSPF Age Group 

o Population of persons  

o Census Years 2006-2026 (as at 30 June 2006, 2011, 2016, 2021, 2026) 

o Financial Years 2006-07 through 2025-26 (as at 31 December 2006 through 2025) 

                                                      

124
 The epidemiology generally requires sex-specific estimates for age 0, 1-4, 5-9, 10-14, 15-19, 20-24, 

25-29, 30-34, 35-39, 40-44, 45-49, 50-54, 55-59, 60-64, 65-69, 70-74, 75-79, 80-84, 85-89, 90-94, 95-99, 
100+.  Occasionally it requires other ages.  It was neither practical nor necessary to carry this level of 
detail through to the Estimator Tool,  
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27.4 METHODS 

None of the source population files suited the requirements of the NMHSPF, so that all required a degree 

of additional processing.  Some of the issues are: 

• Most of the population projections were developed before the introduction of Local Hospital 

Districts (or equivalent).  The LHD’s were typically defined on the basis of the Statistical Local 

Areas (SLAs) in the 2011 Australian Standard Geographical Classification (ASGC), whereas the 

DoHA population projections were defined on SLA’s in the 2007 ASGC, and individual 

jurisdictions used SLAs defined in 2008, 2009, 2010, or 2011. To create a coherent set of 

population data it was necessary to manually convert to a common standard of ASGC 2011. 

• For reasons of space, only LGA level estimates could be included in the Estimator Tool. 

However, a small proportion of LGA’s were divided between different LHDs in some jurisdiction, 

and there were also cases where SLA’s were divided.  To deal with this it was necessary to 

create “pseudo” LGA’s containing the relevant sub-populations.  In these cases the title was the 

LGA title followed by a phrase such as “(XYZ part)” where “XYZ” is the name of the LHD 

containing that part of the LGA.  In some jurisdictions this partitioning had already been made in 

the jurisdictional projections, in others it had to be created.  The DOHA projections had to be 

aligned with the LHD structures in all cases. 

• Population projections generally refer to calendar years, and sometimes only to census years.  

Where necessary we used linear interpolation to fill the gaps.  In particular, the mid-financial-year 

estimates (31 December) were all produced by averaging the 30 June estimates for the calendar 

years either side; that is, the population estimate for 2012-13 is the average of the estimate for 30 

June 2012 and 30 June 2013. 

• Population projections generally refer to 5 year age groups from 0-4 through 80-84, followed by 

an estimate for age 85+.  The NMHSPF age group 5-11 requires the age group 10-14 to be 

divided between those aged 10 and 11 versus those aged 12-14.  Likewise the NMHSPF age 

group 12-7 requires the age group 15-19 to be divided between those aged 15-17 and those 

aged 18 and 19.  For most purposes it is quite adequate to assume that a five-year age group is 

made up of five equal single-year age groups and divide it accordingly.  However, as a  minor 

refinement, we tried to find a compatible single year of age data set for these divisions. 

• In each jurisdiction there were issues that required local knowledge to resolve.  We sought 

clarification as necessary from NMHSPF Working Group members. 
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27.5 AUSTRALIAN POPULATION PROJECTIONS 

 

 

The ABS released final rebased population estimates for 2001-2012 on 30 August 2013
125

.  These 

incorporate the 2011 census data.  However, the corresponding revision of the forward -going 

estimates
126

 was not available in time to include in the NMHSPF Estimator Tool.  We decided to replace 

the older estimates from 2006 to 2012 with the new ones.   The “Source” is thus given as “ABS 

3222and3235”. 

The figure shows the estimates for census years, which can be compared with other sources.  Note that 

the NMHSPF data files contain estimates for the five financial years between the census years.   

The figures for 2011 are highlighted since these are also the standard populations used (in more detailed 

form) in the epidemiological modelling that produces the overall rates for the NMHSPF age groups. 

27.6 NSW POPULATION PROJECTIONS 

For health services in NSW the population projections
127

 are a variation on the general population 

projections prepared by the NSW Department of Planning and Infrastructure
128

.  Specifically: 

The NSW Health Population Projection Series 1, 2009 has applied the current total fertility rate (1.95) to 

the population projections, whereas the NSW Department of Planning has applied a fertility rate of 1.85. 

The NSW Health Population Projection Series 1, 2009 has been developed with the approval and 

assistance of the NSW Department of Planning specifically for health service planning. 

These provide estimated resident populations for SLA’s, SD’s, SSD’s, LGA’s, and Local Hospital Districts 

in NSW, by sex and 5-year age group from 0-4 to 80-84, with the remainder pooled as 85+, for the years 

2006, 2011, 2016, 2021, 2026, 2031 and 2036. 

                                                      

125
 ABS Cat No 3235.0 - Population by Age and Sex, Regions of Australia, 2012. 

126
 ABS Cat No 3222.0 - Population Projections, Australia, 2006 to 2101 

127
 NSW Health Population Projection Series 1, 2009  URL: 

http://www.health.nsw.gov.au/reports/population_projections.asp  
128

 URL: 
http://www.planning.nsw.gov.au/StrategicPlanning/Populationandhousingprojections/tabid/124/language/
en-AU/Default.aspx  

Source ABS 3222&3235

State AUS

LHD Total

LGA Total

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total 20,450,966             22,340,024 23,966,982 25,616,545 27,236,650 

Total 20,450,966             22,340,024 23,966,982 25,616,545 27,236,650 

00-04 1,294,538                1,458,114    1,502,085    1,569,227    1,623,859    

05-11 1,873,036                1,938,077    2,078,469    2,190,172    2,285,661    

12-17 1,673,002                1,712,190    1,735,371    1,844,764    1,955,721    

18-24 2,002,927                2,190,354    2,251,166    2,259,439    2,346,013    

25-64 10,943,398             11,953,378 12,649,222 13,357,490 13,938,874 

65+ 2,664,064                3,087,911    3,750,669    4,395,453    5,086,522    

Grand Total 20,450,966             22,340,024 23,966,982 25,616,545 27,236,650 
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In the figure above, the code MoH2009 refers to these NSW Health population projections.  The code 

DOHA 2008 refers to the DoHA projections for SLAs in NSW
129

 after conversion of SLAs and mapping to 

NSW LHDs.  Since there was no DoHA projection for 2006 but the projections had been re-based to the 

2006 census, we used the NSW MoH estimates for 2006, which are also census-based.  Note the 

relatively small differences between the totals, but the higher MoH 2009 inumbers in younger age groups 

arising from the assumption of continuing high fertility rates.   

Note that neither of these sources incorporates 2011 census information. 

Mapping from SLA’s to Local Health Districts (LHD’s) in NSW was available in the MoH 2009 source, and 

this was readily emulated in the DoHA source, with the results shown in the figure below.  These agree 

with the original LHD pivots in the MoH 2009 source. 

                                                      

129
   Commonwealth department of Health and Ageing.  The Australian Population:  Statistical Local Area    

Population Projections, 2007 to 2027, Revised.   URL: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-stats-lapp.htm  

State NSW

LHD (All)

LGA (All)

LGA Name (All)

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 6,816,087    7,201,613    7,603,799    8,004,698    8,395,056    

00-04 436,181       448,410       462,823       479,776       492,503       

05-11 623,631       621,328       639,908       657,905       681,356       

12-17 547,991       549,682       545,354       561,203       576,776       

18-24 655,217       694,379       708,367       701,803       712,883       

25-64 3,632,455    3,839,383    4,012,444    4,180,801    4,306,414    

65+ 920,612       1,048,431    1,234,903    1,423,210    1,625,124    

MoH2009 6,816,087    7,207,641    7,603,502    8,008,299    8,415,186    

00-04 436,181       476,936       496,034       515,870       530,630       

05-11 623,631       627,698       669,528       704,208       731,590       

12-17 547,991       556,740       559,833       587,153       621,340       

18-24 655,217       688,128       705,105       709,716       733,467       

25-64 3,632,455    3,815,166    3,953,841    4,091,601    4,200,137    

65+ 920,612       1,042,973    1,219,160    1,399,751    1,598,023    
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State NSW

LHD (All)

LGA (All)

LGA Name (All)

Age_Gp_NMHSPF (All)

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 6,816,087    7,201,613    7,603,799    8,004,698    8,395,056    

MoH2009 6,816,087    7,207,641    7,603,502    8,008,299    8,415,186    

Central Coast

DOHA 2008 304,744       319,115       340,219       361,803       382,885       

MoH2009 304,744       318,369       332,304       355,402       379,567       

Far West

DOHA 2008 32,534          32,023          31,402          30,658          29,774          

MoH2009 32,534          31,163          29,783          28,329          26,812          

Hunter New England

DOHA 2008 844,209       883,978       924,027       962,102       996,663       

MoH2009 844,209       880,257       915,385       950,056       983,105       

Illawarra Shoalhaven

DOHA 2008 370,330       385,701       400,169       413,378       425,144       

MoH2009 370,330       388,424       406,873       425,136       442,791       

Mid North Coast

DOHA 2008 199,392       213,168       227,438       241,078       253,638       

MoH2009 199,392       213,810       228,291       242,397       255,820       

Murrumbidgee

DOHA 2008 238,083       242,506       246,813       250,379       253,009       

MoH2009 238,083       241,517       244,560       247,244       249,306       

Nepean Blue Mountains

DOHA 2008 335,939       346,942       362,615       377,871       391,961       

MoH2009 335,939       345,628       364,200       383,381       402,144       

Network with Vic

DOHA 2008 48,545          52,338          56,307          60,253          64,107          

MoH2009 48,545          50,617          52,430          54,120          55,583          

Northern NSW

DOHA 2008 280,708       299,883       319,592       338,755       356,869       

MoH2009 280,708       297,892       314,958       331,839       348,197       

Northern Sydney

DOHA 2008 799,880       832,071       860,790       889,282       916,956       

MoH2009 799,880       839,699       871,113       903,644       930,145       

South Eastern Sydney

DOHA 2008 794,945       834,763       871,724       909,081       946,160       

MoH2009 794,945       838,416       863,966       887,289       906,601       

South Western Sydney

DOHA 2008 819,010       876,839       947,805       1,020,136    1,092,479    

MoH2009 819,010       879,674       958,397       1,058,238    1,174,160    

Southern NSW

DOHA 2008 188,809       202,579       217,245       231,653       245,443       

MoH2009 188,809       202,648       216,995       231,286       245,211       

Sydney

DOHA 2008 531,624       572,215       606,920       641,884       677,035       

MoH2009 531,624       578,162       612,914       642,009       668,090       

Western NSW

DOHA 2008 266,135       268,031       269,588       269,824       268,462       

MoH2009 266,135       268,600       270,822       272,461       273,144       

Western Sydney

DOHA 2008 761,200       839,461       921,145       1,006,561    1,094,471    

MoH2009 761,200       832,766       920,510       995,468       1,074,511    
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27.7 VICTORIA POPULATION PROJECTIONS 

For Victoria the official state population projections are produced by the Department of Planning and 

Community Development and are found at “Victoria in Future 2012”  (VIF 2012)
130

.  The website states: 

“the projections are based on the 2011 ABS population estimates and supersede the projections 

published by DPCD in 2008”.  This seems NOT to mean that they are based on the 2011 Census data, 

because the background brochure states:  “Previously, DPCD published projections after each national 

Census, based on that Census year (e.g. VIF 2008 used 2006 as its base year). VIF 2012 improves on 

this process by providing inter-Censal projections based on the latest available Australian Bureau of 

Statistics (ABS) population estimates at 30 June 2011.”  

The brochure also states:  “DPCD and ABS projections for Victoria Both the ABS and DPCD produce 

population projections for Victoria, and for the Capital City and Balance of State (referred to in this 

document as Melbourne and regional Victoria). When projections are produced and released at similar 

times (i.e. immediately after a Census), DPCD adopts the ABS assumptions, leading to state projections 

for the year 2051 which differ by less than half of one per cent. Below state level, ABS and DPCD have 

different methods of projecting migration however, leading DPCD to project a higher population for 

regional Victoria. 

 

In the case of Victoria in Future 2012, there has been a four-year period since the most recent Census 

results, during which time ABS has not produced new projections or updated assumptions. 

Both ABS’s and DPCD’s projected populations have been exceeded during a period of exceptional 

population change for Victoria. Accordingly, DPCD has updated its assumptions to reflect the latest ABS 

published statistics in the short term – most importantly by bringing the base population up to date as of 

June 30th 2011, but also taking into account the variation of actual births, deaths and migration figures 

from those previously projected.” 

 
 In other words the Victorian projections only include 2011 census data to the extent that it had been 
incorporated into ABS intercensal estimates, and the VIF 2012 data for 30 June 2011 may not agree with 
the ABS final result for Victoria at that date, ie the result published on 30 August 2013.. 
 

The latest Victorian population bulletin (2012) says that estimates will be updated in the light of the 2011 

census on 31 July 2013
131

, but it is not clear if the whole range of VIF 2012 projections will be updated. 

The most relevant data series is for SLAs and LGA’s and larger statistical aggregates, by sex and 5-year 

age group from 0-4 to 80-84, with the remainder pooled as 85+, for the years 2011, 2016, 2021, 2026 and 

2031. There are other summaries and supporting documentation, such as sex by single year of age (to 

85+) for Victoria as a whole at 30 June 2011, 2016, ... , 2061. 

 

 

 

 

 

 

 

 

 

                                                      

130
 URL: http://www.dpcd.vic.gov.au/home/publications-and-research/urban-and-regional-

research/census-2011/victoria-in-future-2012  
131

 URL: http://www.dpcd.vic.gov.au/__data/assets/pdf_file/0006/99348/Vic-Pop-Bulletin-2012-FINAL.pdf  
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In the figure above, the code VIF 2012 refers to these Victorian government population projections.  The 

code DOHA 2008 refers to the DoHA projections for SLAs in Victoria
132

 after conversion of SLAs. Since 

there was no DoHA projection for 2006, we used the VIF 2012 estimates for 2006.   

Mapping to administrative regions in Victoria was complicated by the variety of structures used.  That is, 

there is a different regional structure for Child and Adolescent Mental health Services, Adult Mental health 

Services, Older people’s mental health Services, and Psychiatric Disability Rehabilitation and Support 

Services (PDRSS).  To complicate matters further, these regions divide SLA’s in some cases, and 

population overlaps are allowed (eg people aged 16 and 17 are counted for both CAMHS and adult 

service populations).  Although we were able to produce SLA-level mappings and population estimates 

for all of these structures, for reasons of space we could not incorporate all the different Victorian 

structures and populations in the Estimator Tool. 

As a compromise we drew on the new catchments proposed for 16 Mental Health Community Support 

Services
133

, which fit inside the 8 Department of Health regions (See Appendix 1 of the document).  For 

the NMHSPF Estimator Tool population data, we defined the LHD’s in Victoria as Department of Health 

regions, as indicated in the figure below..   

                                                      

132
   Commonwealth department of Health and Ageing.  The Australian Population:  Statistical Local Area    

Population Projections, 2007 to 2027, Revised.   URL: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-stats-lapp.htm  
133

 State of Victoria, Department of Health, 2013.  Reforming community support services for people  
with a mental illness:  Reform framework for Psychiatric Disability Rehabilitation and Support Services 
URL:  http://docs.health.vic.gov.au/docs/doc/Reforming-community-support-services-for-people-with-a-
mental-illness:-Reform-framework-for-Psychiatric-Disability-Rehabilitation-and-Support-Services  

State VIC

LHD (All)

LGA (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

Total

DOHA 2008 5,128,310       5,515,848       5,900,761       6,285,383       6,662,217       

00-04 316,130           351,284           365,592           380,483           392,178           

05-11 458,147           462,018           501,063           527,190           547,824           

12-17 402,817           412,840           413,203           441,016           468,167           

18-24 513,726           545,740           557,315           555,983           577,377           

25-64 2,753,435       2,960,196       3,132,855       3,298,542       3,431,151       

65+ 684,054           783,770           930,733           1,082,169       1,245,520       

VIF 2012 5,128,310       5,621,210       6,067,702       6,500,653       6,924,141       

00-04 316,130           357,924           376,187           394,221           404,921           

05-11 458,147           466,899           512,644           542,684           568,680           

12-17 402,817           414,853           417,989           452,209           482,816           

18-24 513,726           573,288           581,952           582,353           608,655           

25-64 2,753,435       3,026,319       3,244,389       3,439,627       3,601,630       

65+ 684,054           781,927           934,540           1,089,558       1,257,439       
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27.8 QUEENSLAND POPULATION PROJECTIONS 

Official state population projections for Queensland are held by the Office of Economic and Statistical 

Research in Queensland Treasury
134

.  The most recent are the 2011 series, which give total state 

population of persons (only) by single year of age from 0 to 99 and the remainder pooled as 100+, for 

high medium and low series, for each year from 2006 to 2056.  A parallel series subdivide this by 

Statistical District.  

The most relevant is for ASGC 2008 LGA’s by sex by 5 year age groups from 0-4 through 80-84, with the 

remainder pooled as age 85+, for 2006, 2011, 2016, 2121, 2026 and 2031. 

For NMHSPF purposes we needed the mapping to the LHD (Hospital and Health Services) in 

Queensland, which was supplied by Queensland Health
135

.   Unfortunately there was a major revision of 

                                                      

134
 URL: http://www.oesr.qld.gov.au/subjects/demography/population-projections/index.php 

135
 Population Projections (Medium Series) by Age and Sex, for Hospital and Health Services (HHS) 

2012, Queensland (based on 2006 census figures; ASGC 2011, released April 2012.  Source: 
(Projections) Queensland Government population projections, 2012 edition (medium series), Office of 
Economic and Statistical Research, Queensland Treasury and Trade. (ERP) Australian Bureau of 
Statistics, Regional Population Growth, Australia, 2010–11, cat. no. 3218.0, and unpublished data. 
(District groupings added by Health Statistics Centre) Apr 30, 2012.     

State VIC

LHD (All)

LGA (All)

LGA Name (All)

Age_Gp_NMHSPF (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 5,128,310       5,515,848       5,900,761       6,285,383       6,662,217       

VIF 2012 5,128,310       5,621,210       6,067,702       6,500,653       6,924,141       

Barwon-South Coast Region

DOHA 2008 355,297           374,439           391,502           407,847           422,821           

VIF 2012 355,297           382,549           409,787           439,279           469,770           

Eastern Melbourne Region

DOHA 2008 998,908           1,032,315       1,068,928       1,104,022       1,136,506       

VIF 2012 998,908           1,041,317       1,074,263       1,104,013       1,133,668       

Gippsland Region

DOHA 2008 247,710           261,403           272,786           283,199           292,062           

VIF 2012 247,710           269,791           286,267           305,356           325,697           

Grampians Region

DOHA 2008 214,638           224,348           232,976           241,050           248,212           

VIF 2012 214,638           230,890           246,730           261,679           276,581           

Hume Region

DOHA 2008 260,405           272,505           283,333           293,186           301,657           

VIF 2012 260,405           276,878           298,432           324,812           354,878           

Loddon-Mallee Region

DOHA 2008 304,511           319,505           333,243           346,320           358,052           

VIF 2012 304,511           322,283           341,439           359,206           377,227           

Northern and Western Metropolitan Region

DOHA 2008 1,525,119       1,700,618       1,876,603       2,055,974       2,237,152       

VIF 2012 1,525,119       1,750,064       1,964,064       2,160,376       2,346,827       

Southern Metropolitan Region

DOHA 2008 1,220,955       1,329,945       1,440,620       1,553,015       1,664,985       

VIF 2012 1,220,955       1,346,667       1,445,902       1,545,077       1,638,589       

Unincorporated Region

DOHA 2008 767                   770                   770                   770                   770                   

VIF 2012 767                   770                   816                   855                   903                   
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statistical geography in Queensland between the 2007 SLA’s used in the DoHA estimates and those used 

in the HHS mapping.  In addition, some SLA’s were divided between districts, and in other cases LGAs 

were divided.  

 

In the figure above, the code DOHQ 2012 refers to the population projections supplied by Queensland 

Health.  The code DOHA 2008 refers to the DoHA projections for SLAs in Queensland
136

 after conversion 

of SLAs. Since there was no DoHA projection for 2006, we used the DOHQ 2012 estimates for 2006.   

The figure below shows the regional (HandHS) estimates from both sources, for census years.  For 

DOHQ 2012 these agree with the data from Queensland Health. 

                                                      

136
   Commonwealth department of Health and Ageing.  The Australian Population:  Statistical Local Area    

Population Projections, 2007 to 2027, Revised.   URL: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-stats-lapp.htm  

State QLD

LHD (All)

LGA (All)

LGA Name (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 4,090,909    4,562,153    5,052,437    5,546,459    6,037,991    

00-04 268,425       306,002       330,501       351,111       370,329       

05-11 391,850       414,951       462,728       501,208       531,329       

12-17 341,992       368,097       384,379       422,048       460,664       

18-24 411,015       447,670       482,173       497,746       531,005       

25-64 2,183,230    2,428,434    2,646,514    2,874,178    3,075,627    

65+ 494,397       596,999       746,142       900,168       1,069,037    

DOHQ 2012 4,090,909    4,611,029    5,091,887    5,587,203    6,088,689    

00-04 268,425       318,357       335,466       359,898       380,892       

05-11 391,850       412,990       466,887       502,347       533,175       

12-17 341,992       365,791       375,271       414,756       455,183       

18-24 411,015       455,182       477,941       489,569       523,000       

25-64 2,183,230    2,454,706    2,674,346    2,896,548    3,092,018    

65+ 494,397       604,003       761,975       924,085       1,104,421    
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State QLD

LHD (All)

LGA (All)

Age_Gp_NMHSPF (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 4,090,909    4,562,153    5,052,437    5,546,459    6,037,991    

DOHQ 2012 4,090,909    4,611,029    5,091,887    5,587,203    6,088,689    

Cairns and Hinterland

DOHA 2008 222,386       248,505       273,402       298,223       322,652       

DOHQ 2012 222,386       253,695       275,642       296,679       317,415       

Cape York

DOHA 2008 12,529          14,186          15,836          17,572          19,384          

DOHQ 2012 12,529          13,977          15,130          16,054          16,932          

Central Queensland

DOHA 2008 199,969       218,192       238,273       258,582       278,817       

DOHQ 2012 199,969       221,978       248,341       274,436       302,496       

Central West

DOHA 2008 12,535          12,075          11,800          11,481          11,117          

DOHQ 2012 12,535          12,143          12,591          13,010          13,378          

Darling Downs

DOHA 2008 258,588       275,599       293,226       310,169       326,091       

DOHQ 2012 258,588       279,661       302,705       328,344       357,554       

Gold Coast

DOHA 2008 479,264       555,972       634,685       714,492       794,492       

DOHQ 2012 479,264       558,144       628,210       693,343       754,905       

Mackay

DOHA 2008 159,800       177,181       196,250       215,610       234,967       

DOHQ 2012 159,800       180,424       207,229       233,541       257,807       

Metro North

DOHA 2008 789,289       874,615       957,083       1,040,033    1,122,550    

DOHQ 2012 789,289       887,997       958,455       1,022,854    1,074,998    

Metro South

DOHA 2008 935,321       1,023,323    1,114,659    1,206,724    1,298,681    

DOHQ 2012 935,321       1,034,012    1,126,304    1,213,650    1,295,498    

North West

DOHA 2008 30,333          31,392          32,484          33,530          34,478          

DOHQ 2012 30,333          31,912          33,595          35,177          36,397          

South West

DOHA 2008 26,366          25,935          25,845          25,619          25,282          

DOHQ 2012 26,366          26,183          27,039          28,498          29,601          

Sunshine Coast

DOHA 2008 339,261       384,875       435,915       486,559       535,866       

DOHQ 2012 339,261       387,714       429,957       478,119       526,996       

Torres Strait-Northern Peninsula

DOHA 2008 10,347          10,843          11,195          11,543          11,907          

DOHQ 2012 10,347          10,635          10,766          10,885          11,044          

Townsville

DOHA 2008 214,815       236,259       257,073       277,937       298,677       

DOHQ 2012 214,815       242,362       269,139       295,389       323,123       

West Moreton

DOHA 2008 206,747       251,451       306,827       364,910       425,050       

DOHQ 2012 206,747       249,576       304,459       379,660       474,608       

Wide Bay

DOHA 2008 193,359       221,743       247,877       273,468       297,973       

DOHQ 2012 193,359       220,616       242,325       267,564       295,937       

Unincorporated QLD

DOHA 2008 -                7                    7                    7                    7                    
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27.9 WESTERN AUSTRALIA POPULATION PROJECTIONS 

Official population projections in WA are prepared by the Department of Planning and the WA Planning 

Commission
137

.  The most recent estimates were produced in February 2012 and do not incorporate 2011 

census data
138

.  They are available for WA as a whole, for WA planning regions, and for LGAs.  We used 

the LGA file by age by sex
139

, which provides 5 bands of projections under different assumptions (labelled 

A-E with band C being the median), for single years from 2006-2026, for 5-year age groups 0-4 to 80-84 

and then 85+.   

A key feature of these projections was to emphasis the fact that population projections are forecasts 

based on demographic models, so that there is no “right” or “wrong” band to choose.  One consequence 

is that different regions of WA chose to work with different bands of projections.  Information on the 

details of this and how the LGA’s mapped onto the LHDs in Western Australia were supplied by WA 

Health and the WA Mental Health Commission. 

To create the NMHSPF age groups we assumed equal numbers at each year of age within a 5-year age 

group.  For the particular band of estimates chosen for each LGA, we calculated the number of persons in 

each NMHSPF age group for each year, and these were mapped to the LHD’s.  Mapping the 2007 SLAs 

in the DoHA projections was simple in WA because the SLA’s were largely stable. 

 

In the figure above, the code WA Tomorrow 2012 refers to the official population projections population 

projections supplemented by information from the WA MH Commission.  The code DOHA 2008 refers to 

the DoHA projections for SLAs in WA
140

 after conversion of SLAs. Since there was no DoHA projection 

for 2006, we used the WA Tomorrow 2012 Band C estimates. 

The figure below shows the regional (Health Service) estimates from both sources, for census years.  For 

WA Tomorrow 2012 these agree with the data from WA Health and the WA mental health Commission. 

 

                                                      

137
 URL: http://www.planning.wa.gov.au/Publications/723.aspx.  Note 14 July 2011 – These projections 

no longer exist on the WAPS website, but there were no new ones there.  
138

 Western Australia Tomorrow, Population Report No.7, 2006 to 2026, February 2012. 
139

 URL: http://www.planning.wa.gov.au/dop_pub_doc/Local_Government_Areas_by_Age_by_Sex.xls  
140

   Commonwealth department of Health and Ageing.  The Australian Population:  Statistical Local Area    
Population Projections, 2007 to 2027, Revised.   URL: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-stats-lapp.htm  

State WA

LHD (All)

LGA (All)

LGA Name (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 2,065,500       2,292,008       2,526,995       2,764,557       3,000,489       

00-04 130,700           151,592           163,079           173,860           182,739           

05-11 193,960           201,636           226,697           245,400           260,884           

12-17 174,840           181,961           187,294           205,562           223,783           

18-24 207,200           225,346           235,519           241,821           257,394           

25-64 1,116,400       1,241,246       1,351,004       1,457,391       1,553,774       

65+ 242,400           290,227           363,402           440,523           521,915           

WA Tomorrow 2012 2,066,425       2,393,445       2,649,640       2,872,535       3,106,635       

00-04 130,810           159,560           173,415           183,485           191,755           

05-11 194,216           205,811           232,473           252,098           268,326           

12-17 174,786           186,162           189,717           204,768           226,092           

18-24 207,373           237,942           240,510           238,549           251,737           

25-64 1,117,070       1,304,830       1,440,545       1,537,970       1,625,685       

65+ 242,170           299,140           372,980           455,665           543,040           
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27.10 SOUTH AUSTRALIA POPULATION PROJECTIONS 

SA population projections are prepared by the Department of Planning and Local Government and the 

current series are based on the 2006 census
141

.  We used the small area population projections 2006-

2026 for the 68 local government areas.  These are medium band projections aggregated by five-year 

age groups for five-year intervals over the period 2006-2026. In a few cases where a LGA was divided 

between LHDs we used the SLAs in the DOHA 2008 projections to determine the proportions in which the 

LGA population should be divided.  To create the NMHSPF age groups we assumed equal numbers at 

each year of age within a 5-year age group.   

                                                      

141
 URL: 

http://www.sa.gov.au/subject/Housing%2C+property+and+land/Building+and+development/South+Austra
lia's+land+supply+and+planning+system/Planning+data+for+research+and+mapping/Population+and+de
mographics/Population+projections#Small_area_population_projections_2006-2026  

State WA

LHD (All)

LGA (All)

LGA Name (All)

Age_Gp_NMHSPF (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 2,065,500       2,292,008       2,526,995       2,764,557       3,000,489       

WA Tomorrow 2012 2,066,425       2,393,445       2,649,640       2,872,535       3,106,635       

North Metropolitan Health Service

DOHA 2008 853,110           950,968           1,052,323       1,155,773       1,259,372       

WA Tomorrow 2012 853,110           979,385           1,079,850       1,168,835       1,262,345       

Northern and Remote Country Health Service

DOHA 2008 192,675           206,378           219,418           232,202           244,649           

WA Tomorrow 2012 194,045           224,620           238,785           244,405           252,145           

South Metropolitan Health Service

DOHA 2008 744,415           836,121           933,298           1,031,910       1,130,297       

WA Tomorrow 2012 744,415           868,870           977,065           1,075,770       1,178,325       

Southern Country Health Service

DOHA 2008 274,535           298,541           321,956           344,672           366,171           

WA Tomorrow 2012 274,855           320,570           353,940           383,525           413,820           
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In the figure above, the code DPLGSA 2010 refers to the official population projections from the SA 

Government.  The code DOHA 2008 refers to the DoHA projections for SLAs in SA
142

 after conversion of 

SLAs. Since there was no DoHA projection for 2006, we used the DPLGSA 2012 estimates. 

The figure below shows LHN populations in SA from both sources.  We did not have official LHN 

population data for SA for validation. 

                                                      

142
   Commonwealth department of Health and Ageing.  The Australian Population:  Statistical Local Area    

Population Projections, 2007 to 2027, Revised.   URL: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-stats-lapp.htm  

State SA

LHD (All)

LGA (All)

LGA Name (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 1,567,888 1,649,362 1,729,745 1,808,912 1,884,360

00-04 89,878 98,673 102,081 104,681 105,905

05-11 135,977 133,629 142,342 148,984 152,739

12-17 124,068 123,521 120,982 125,799 132,689

18-24 150,588 155,470 156,652 153,416 155,764

25-64 830,816 873,045 897,646 921,453 935,784

65+ 236,561 265,024 310,042 354,579 401,479

DPLGSA 2010 1,567,888 1,667,444 1,770,644 1,856,436 1,935,161

00-04 89,878 101,833 107,545 110,273 111,144

05-11 135,977 135,121 147,785 156,285 159,666

12-17 124,068 124,484 122,725 128,486 136,957

18-24 150,588 160,197 163,104 157,101 158,449

25-64 830,816 879,867 918,492 948,231 963,490

65+ 236,561 265,942 310,992 356,060 405,454
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27.11 TASMANIA POPULATION PROJECTIONS 

Official projections in Tasmania are prepared by the Demographic Change Advisory Council
143

 and by the 

Department of Treasury and Finance
144

.  LGA level estimates are available in an Excel application that 

provides data for High, Low and Medium projections for Tasmania and LGA’s in selected age groups.  

This includes: 

• Tasmania Persons by single year of age from 0-84 with the remainder pooled as 85+, for single 

years from 2007-2057 

• Tasmania Persons by user-defined age groups within ages 0-84 and 85+, for single years from 

2007-2057 

• Tasmania and LGAs, persons, by single year of age from 0-84 with the remainder pooled as 85+, 

for single years from 2007-2032. 

• Tasmania and LGAs, Persons by user-defined age groups within ages 0-84 and 85+, for single 

years from 2007-2032 

 

These projections do not include the census year of 2006, since they start in 2007.  The Department of 

Treasury and Finance states that it expected to update the LGA level estimates following the ABS release 

of final rebased estimates on 30 august 2013.  As at the date of preparing the NMHSPF files, the 2008 

LGA projections were the latest available. 

 

                                                      

143
 URL: http://www.dcac.tas.gov.au/pages/pop-projections.html  

144
 URL: 

http://www.treasury.tas.gov.au/domino/dtf/dtf.nsf/85069fc0572051bbca257488007edd54/8fc2890718519
01cca257b8f001d2666?OpenDocument  

State SA

LHD (All)

LGA (All)

LGA Name (All)

Age_Gp_NMHSPF (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 1,567,888 1,649,362 1,729,745 1,808,912 1,884,360

DPLGSA 2010 1,567,888 1,667,444 1,770,644 1,856,436 1,935,161

Central Adelaide LHN

DOHA 2008 401,654 416,826 431,089 445,450 459,256

DPLGSA 2010 401,654 421,724 440,470 454,806 467,081

Country Health SA LHN

DOHA 2008 464,997 488,676 511,593 533,179 552,704

DPLGSA 2010 464,997 490,635 517,292 543,236 571,443

North Adelaide LHN

DOHA 2008 366,392 393,454 420,643 447,890 474,653

DPLGSA 2010 366,392 398,661 434,215 465,430 492,921

South Adelaide LHN

DOHA 2008 334,845 350,406 366,420 382,393 397,747

DPLGSA 2010 334,845 356,424 378,667 392,964 403,716
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In the figure above, the code TASDCAC 2008 refers to the official population projections from the 

Tasmanian Government.  The code DOHA 2008 refers to the DoHA projections for SLAs in Tasmania
145

 

after conversion of SLAs. Since there were no TASDCAC nor DoHA projections for 2006, we used the 

ABS estimate of Tasmanian population for 2006. 

The figure below shows the populations for the three LHDs in Tasmania (Tasmanian Health 

organisations, or THOs). 

                                                      

145
   Commonwealth department of Health and Ageing.  The Australian Population:  Statistical Local Area    

Population Projections, 2007 to 2027, Revised.   URL: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-stats-lapp.htm  

State TAS

LHD (All)

LGA (All)

LGA Name (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 489,922       508,658       525,126       539,983       552,275       

00-04 30,231          33,627          33,516          33,321          32,802          

05-11 45,726          43,748          47,046          47,702          47,469          

12-17 40,904          40,643          38,306          40,091          41,440          

18-24 44,644          44,550          43,807          41,638          41,892          

25-64 257,079       264,364       265,159       264,653       260,915       

65+ 71,338          81,726          97,292          112,578       127,757       

TASDCAC 2008 489,922       507,111       522,579       537,247       550,452       

00-04 30,231          32,646          31,049          30,873          30,593          

05-11 45,726          43,756          46,425          45,074          44,552          

12-17 40,904          40,628          38,392          40,280          40,006          

18-24 44,644          44,772          44,396          42,258          42,752          

25-64 257,079       264,666       266,790       267,540       264,500       

65+ 71,338          80,643          95,527          111,222       128,049       
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27.12 ACT POPULATION PROJECTIONS146 

These are produced by the Chief Minister’s Department.  The latest series 2009-2059 shows estimated 

resident population by sex by single  year of age 0-99 with the remainder pooled as 100+, for single years 

1971-2059. 

All SLA’s in the ACT map to the LGA of “Unincorporated ACT”, and there is only one LHN.   

In the figure above, the code ACT 2011 refers to the official population projections from the ACT 

Government.  The code DOHA 2008 refers to the DoHA projections for SLAs in the ACT
147

 after 

conversion of SLAs. Since there was no DoHA projections for 2006, we used the ACT 2011 estimate of 

ACT population for 2006. 

 

                                                      

146
 URL: http://www.cmd.act.gov.au/policystrategic/actstats/projections  

147
   Commonwealth department of Health and Ageing.  The Australian Population:  Statistical Local Area    

Population Projections, 2007 to 2027, Revised.   URL: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-stats-lapp.htm  

State TAS

LHD (All)

LGA (All)

LGA Name (All)

Age_Gp_NMHSPF (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 489,922       508,658       525,126       539,983       552,275       

TASDCAC 2008 489,922       507,111       522,579       537,247       550,452       

North THO

DOHA 2008 138,702       143,056       146,621       149,655       151,947       

TASDCAC 2008 138,702       143,371       147,780       152,050       155,982       

North West THO

DOHA 2008 109,570       111,997       113,618       114,776       115,239       

TASDCAC 2008 109,570       112,082       114,160       115,989       117,322       

South THO

DOHA 2008 241,650       253,605       264,887       275,552       285,089       

TASDCAC 2008 241,650       251,671       260,634       269,223       277,153       
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27.13 NT POPULATION PROJECTIONS148 

Official projections for the NT are produced for NT Department of Treasury and Finance
149

.  The most 

recent projections only distinguish two areas within the NT, namely Darwin versus the remainder.  

Unfortunately, the Top End and Central Australian Health Networks in the Northern Territory use a 

different geography, which is described as follows in their charters of operations: 

TEHN hospitals will be located within the Northern Territory north of the township of 

Elliot, west to the Western Australian border and east to the Queensland border
150

.  

The area covered by the CAHN will include the area north of the South Australian 

border to and including the township of Elliot, west to the South Australian border 

and east to the Queensland border
151

. 

With some difficulty it was possible to assign the 2007 SLAs in the DoHA projection 

series with the TEHN and CAHN boundaries, which allowed the DOHA projections to 

be mapped to the regional structure.  The NT Government projections were mapped 

to the regional structure by a process of apportioning the NT Government projected 

population between the corresponding SLA’s in the proportions in which this was 

done in the DoHA projections.  This left the NT totals unchanged, but allowed the populations to be 

rearranged into the regional health geography.  The results appear below: 

                                                      

148
 URL: http://www.nt.gov.au/ntt/economics/nt_population.shtml  

149
 URL: http://www.treasury.nt.gov.au/Economy/populationprojections/Pages/default.aspx  

150
 

http://health.nt.gov.au/library/scripts/objectifyMedia.aspx?file=pdf/76/35.pdfandsiteID=1andstr_title=TEHN%20Charter%20of%20Op
erations.pdf 
151

http://health.nt.gov.au/library/scripts/objectifyMedia.aspx?file=pdf/76/34.pdfandsiteID=1andstr_title=CAHN%20Charter%20of%20

Operations.pdf 

State ACT

LHD ACT LHN

LGA (All)

LGA Name Unincorporated ACT

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

ACT LHN

ACT 2011 322,387                              354,237       390,522       414,367       436,748       

00-04 20,349                                22,486          26,379          27,192          27,039          

05-11 30,334                                30,032          33,631          36,844          38,263          

12-17 30,025                                30,376          26,117          28,778          31,878          

18-24 40,520                                46,509          39,797          38,891          40,632          

25-64 175,552                              194,110       214,825       223,249       229,979       

65+ 25,607                                30,723          49,773          59,413          68,957          

DOHA 2008 322,387                              356,225       376,983       397,194       416,524       

00-04 20,349                                23,108          23,726          24,197          24,586          

05-11 30,334                                29,559          32,114          33,316          34,065          

12-17 30,025                                26,006          25,816          27,778          29,132          

18-24 40,520                                40,944          40,790          40,240          41,758          

25-64 175,552                              197,419       204,860       212,500       218,709       

65+ 25,607                                39,189          49,677          59,163          68,274          
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Note that DTFNT 2012 refers to the official projections of the NT department of Treasury and Finance, 

and the totals are as projected by them.  Note that they are not very different from the DOHA projections. 

In the figure below, which divides the population between the Top End Health Network and the Central 

Australian Health Network, it is important to note that the division is direct for the DoHA projections since 

they contain estimated populations for individual SLAs, but the data labelled DTFNT 2012 was created for 

the NMHSPF by dividing the projected NT Government totals for Darwin versus the remainder of the NT 

across SLA’s in the DoHA proportions, and then rearranging them into the Health networks.  The total is 

an official NT Government figure, but the subdivision is not. 

 

 
  

State NT

LHD (All)

LGA (All)

LGA Name (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 228,316       242,352       254,045       265,380       276,828       

00-04 17,689          18,654          19,780          20,411          21,033          

05-11 41,620          42,896          44,558          46,229          48,259          

12-17 19,330          19,775          19,604          19,935          20,295          

18-24 23,170          24,907          25,777          26,197          26,208          

25-64 116,768       124,231       129,869       135,401       141,029       

65+ 9,739            11,889          14,457          17,207          20,004          

DTFNT 2012 210,627       231,331       248,624       266,588       285,164       

00-04 17,689          18,537          20,286          21,359          22,508          

05-11 23,931          24,156          26,540          28,314          30,092          

12-17 19,330          19,578          20,386          22,300          23,384          

18-24 23,170          25,682          26,185          27,224          29,159          

25-64 116,768       130,565       138,581       147,388       156,679       

65+ 9,739            12,812          16,646          20,003          23,341          

LGA Name (All)

Age_Gp_NMHSPF (All)

Values

Row Labels Sum of 2006 Sum of 2011 Sum of 2016 Sum of 2021 Sum of 2026

Total

DOHA 2008 228,316       242,352       254,045       265,380       276,828       

DTFNT 2012 210,627       231,331       248,624       266,588       285,164       

Central Australian HN

DOHA 2008 45,797          48,293          49,383          50,464          51,554          

DTFNT 2012 45,797          46,243          49,819          51,920          54,188          

Top End HN

DOHA 2008 164,830       175,405       184,882       194,505       204,241       

DTFNT 2012 164,830       185,088       198,805       214,668       230,976       
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28 NSW SACS Reclassification Guide 

http://www.lcsansw.org.au/documents/item/469 
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29 Factors of Implementation 

 

29.1 PART ONE - BACKGROUND: 

This paper was developed following the Modeling Group meeting (teleconference on 12 March 2013) 

regarding implementation factors. The minutes show: 

Re Implementation Factors – This would be a very large project if it were to be undertaken in a 

comprehensive manner nationally. NSW has developed and used a resource distribution formula (RDF) 

specific to NSW. Project team recommended that as a proxy, the NMHSPF Project could use the 

principles in the NSW RDF and apply them to the national population as a guide to a national RDF.   

A recommendation could be made in the final report to commission additional specialised work to 

determine modelling for special populations.  Members agreed to the recommendation on the basis that 

the statistical validity in transferring the formula from a NSW to national focus was maintained.” 

 

To understand what “statistical validity” means in this particular context, we need to understand the 

fundamental difference between the NMHSPF model and a Resource Distribution Model that is being 

used at the jurisdictional level (that is, for the whole of a state or territory) to divide resources “equitably” 

between local administrations such as Local Health Districts. 

The NMHSPF is a model that aims to estimate the total demand for mental health services by the whole 

Australian standard population of more than 22 million people as at June 2011, and the absolute need for 

the mental health resources (by type) that would allow that demand to be adequately met.  For the 

NMHSPF model, the average resource needs of 100,000 people in each of its age groupings are exactly 

the same wherever they live in Australia, though they can and do vary between one age group and 

another.  Within age groups the NMHSPF uses what is called an “Equal per Capita” (EPC) model as far 

as resources (beds, staff) are concerned.  When national average costs for those resources are used, it is 

also an EPC model in terms of funding, within each age group. 

It is worth noting that the National Mental Health Reports for the last 20 years have all compared 

jurisdictions on simple rates of expenditure per 100,000 population, or beds or ambulatory care staff or 

other indicators, and not much attention has been given to considering whether this “Equal per Capita” 

approach is equitable.  Instead, the indicators for jurisdictions were usually considered in relation to a 

“national average”, without any adjustment for the possibility that demands or costs or both might be 

higher or lower than the average in a particular jurisdiction.  Similarly, allocations of National Mental 

Health Strategy funding to jurisdictions have been largely on an EPC basis. 

In other words, there is nothing very new about the EPC approach in the NMHSPF – it has been the 

approach in the National Mental Health Strategy for 20 years.  It is also worth mentioning that the MH-

CCP model in NSW, which is also an EPC model, was applied to the populations of the regional Area 

Health Services in NSW from 2001-2010 without any calculated adjustments.  This was possible because 

it was never used as a prescriptive model for allocating resources, but only as a guide. Use of the model 

in planning was permitted and encouraged, but there was ample room for common sense to be applied 

where (for example) the application of NSW-average parameters to a small rural population might be 

doubtful.   

However, between 2009 and 2012 work was commissioned in NSW to provide a stronger connection 

between the MH-CCP model and the general Resources Distribution Formula (RDF). The RDF in NSW 

has been developed over many years to guide the allocation of NSW Health funding between the (then) 

eight geographically defined Area Health Services.  The RDF is not a single formula, but rather an 

integrated set of formulae, at least one per funding program and sometimes one for each sub-stream of 

activity in a funding program, whose relative costs are then aggregated and expressed as an overall 
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funding index based on the NSW average = 100 by definition.  In this form of RDF, it is entirely possible 

that a Local Health District might have an index above 100 for some health programs, and an index below 

100 for others.  In the past, one of the problems for mental health was that the District considered to be 

over-funded under the general formula were not necessarily so for mental health.  Thus mental health 

enhancement funding was allocated via different processes, notably the use of the MH-CCP model.  By 

2009, the different districts had been brought up to similar per capita levels of the main resources, and it 

seemed feasible to develop a MH-RDF that would allow for a more subtle approach. 

It was not a simple matter to blend these approaches, for two very basic reasons: 

• MH-CCP is a model to meet 100% of demand 

• MH-RDF is a model to divide an existing and likely future budget in an equitable manner, even if 

it is only adequate to meet (say) 65% of the demand.  

It will be apparent that dividing a budget “equitably” can have adverse effects if it is inadequate.  As a 

simple example, if the available budget is only adequate to meet 50% of the demand, then (by definition) 

the State Average only meets 50% of the need.  If half the population of the state lived  in regions that 

had enough funding to meet 75% of the  demand (relative index = 75%/50% =150) while the other half 

lived in regions that only had funding to meet 25% of the demand (relative index = 25%/50% =50), what is 

“equitable”?  Do we run down the richer services to fund the poorer ones, when none of them have 

enough funding?  

In blending the two approaches in NSW, we used MH-CCP to determine the proportions in which the to-

be-allocated pool of mental health funding would be deployed between age groups and types of 

resources (eg, acute versus non-acute hospital beds versus ambulatory care).  Then, within each of these 

streams, data sources that might be a guide to relative demand between geographical regions was 

identified and analysed to develop the distribution formulae. 

As a simple example, we obtained data on the number of “psychiatric” DSP recipients by geographical 

region from Centrelink, and used this as part of an index representing the relative demand for ambulatory 

care services. 

It is not within the scope of this initial NMHSPF project to develop a tool that addresses all the 

implementation issues that arise in planning mental health services for a specific geographic sub-

populations within Australia.  However, it may be feasible to identify some of the factors and principles 

that will be involved in making suitable adjustments.   

29.2 FINAL AGREEMENT – RE FACTORS OF IMPLEMENTATION 

At the Modelling Group meeting of 20 May 2013, Members agreed that applying the NSW RDF model 

was not going to be an effective tool for application against the NMHSPF nationally. Therefore, members 

agreed to provide the following information to inform users of this approach, but to otherwise leave the 

implementation issues to each jurisdiction’s current methodology. 

 

29.2.1 METHODS FOR LOCALISATION OF THE NMHSPF MODEL: 

The NSW approach will perhaps seem more reasonable if we consider the theoretical “best practice” way 

to localize the NMHSPF model, and then note its impossibility. 

• In principle, any parameter in the NMHSPF might be different in a local region of Australia, and 

these parameters include but are not limited to: 

o The age-sex distribution of the population 

o Any other demographic feature of the population 

o The age-sex-specific rates of mental illnesses in the population 

o The distribution of severity of illness within any of the above 

o The distribution of demand for care within any of the above 

o The care packages appropriate to each level and type of illness in any age group 
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o The staffing profiles, labour costs, output productivity and other parameters of any 

service element that provides components of a care package 

• Many parameters in the NMHSPF are difficult to establish even for Australia as a whole.  Most 

are not known directly at the level of States/ Territories.  Hardly any would be known at the level 

of health administrative regions within States and Territories. 

Thus we cannot simply adopt the brute force approach of (say) replacing the Australian Burden of 

Disease epidemiology with the specific epidemiology even though we might be able to do this for the 

larger State jurisdictions, the statistical uncertainty in these sub-sample estimates would make the value 

of the adaptation doubtful.  This is easily illustrated.  For the high prevalence disorders of Mood and/or 

Anxiety Disorders, the Australian Burden of Disease study used (mainly) the 1997 Survey of Mental 

Health and Wellbeing s raw input, which, after further Disease Modelling, yields consistent prevalence 

estimates.  The ABS has published this sort of material for each of the larger jurisdictions.  

 

  MA only MAS MAP MASP Any M or A Index 

    

NSW 5.0% 1.2% 4.8% 1.6% 12.6% 101 

VIC 5.6% 1.2% 4.2% 0.9% 11.9% 95 

QLD 4.7% 0.9% 4.7% 1.4% 11.7% 94 

WA 6.2% 1.7% 4.2% 0.9% 13.0% 104 

SA 6.3% 1.1% 4.1% 1.1% 12.6% 101 

TAS np np np np np   

ACT np np np np np   

NT np np np np np   

AUST 5.4% 1.2% 4.6% 1.3% 12.5% 100 

 

In the table above, 

MA      =Mood Disorder and/or Anxiety Disorder only, 

MAS   = Mood and/or Anxiety with Substance Use ,  

MAP   = Mood and./or Anxiety with a Physical health condition,  

MASP = Mood and/or Anxiety with Substance Use and a physical health condition.   

When the prevalence of all of these non-overlapping subgroups is added, we have the prevalence of 

mood and/or anxiety disorder with or without the other conditions.  (Any M or A).   

We see that where the estimates are given for the more populous states the estimated prevalence varies 

about 0.5% either side of the Australian figure of 12.5%.  If we construct an index as the ratio of the 

jurisdiction figure to the Australian one, set at 100, then we might conclude that Victoria has only 95% of 

the average Australian need, and so on for others.  Would this be an acceptable basis for distribution of 

mental health funding between jurisdictions?  Probably not.  If we take Queensland as a typical medium-

sized jurisdiction, then an estimate of 11.7% of the sample of Queenslanders in the SMHWB 1997 has a 

relative standard error of about 4%, or an absolute standard error of about 4% x 11.7% =0.5%.  On this 

basis we could not reasonably conclude that the Queensland prevalence estimate differed from the 

Australian estimate, and thus it would be statistically unjustifiable to give Queensland only 94% of 

average Australian funding, as the Queensland Government would no doubt explain. 

In fact the same conclusion was arrived at by a US Task force chaired by professor Ron Kessler, which 

was tasked by the Substance Abuse and Mental Health Services Administration (SAMHSA) with the job 

of estimating State-specific “Serious Mental Illness” (SMI) prevalences from his National Comorbidity 

Survey of 1992-93, with a view to incorporating this in a resource allocation formula for SAMHSA’s 
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Community Mental Health Block Grants..  Despite the most sophisticated techniques, all the state-specific 

estimates fell within the confidence interval surrounding the US national estimate, so there was no basis 

for concluding that prevalence differed between States.  A summary of this work can be readily found in 

Appendix J of the NSW MH-CCP model of 2000, on the NSW Health website. 

The take home message from this is that the most obvious “brute force” methods for localization of the 

NMHSPF model fail for want of specific and reliable data in the most critical areas.  However, there are 

certain areas of the model where local data can quite legitimately and easily be used.  A simple example 

is the estimated demand for consultation-liaison services to the Emergency Department (ED), for which 

Australian attendance data was used.  Local ED attendances for mental health conditions might be used 

instead.  In other cases the NMHSPF model uses nationally reported data to estimate relative 

proportions, and in these cases a local proportion based on local data might be used. 

Nevertheless, it remains true that acceptable local data is unlikely to be available for most parameters of 

the model. 

29.2.2 PROXY METHODS  

In the absence of acceptable direct estimates, the standard approach is to estimate relativities between 

different groups that can be used to develop synthetic (proxy) estimates of parameters of interest.  We 

illustrate this approach with an example of obtaining proxy estimates of diagnostic prevalence data in the 

Australian Burden of Disease studies. 

Example.  Estimating the population rates of Schizophrenia and of Mood and/or Anxiety Disorders 

for the Australian Burden of Disease study
152

 and for the Aboriginal and Torres Strait Islander 

Burden of Disease study
153

. 

The general epidemiology in the NMHSPF is based directly on the (general population) Australian Burden 

of Disease (AusBOD) study.  For Mood and/or Anxiety disorders as a combined group, the main source of 

prevalence and other data was the Survey of Mental Health and Wellbeing (1997).  However, no 

equivalent nationally representative survey data existed (then or now) for Aboriginal and Torres Strait 

Islander people.  The authors developed proxy estimates by using relativities between hosp[ital admission 

rates, or related measures in community surveys
154

, as follows: 

 

Schizophrenia 

In the absence of survey data for schizophrenia using ICD-10 or DSM-IV-defined criteria, we used 

adjusted relativities from Australian hospital data. For schizophrenia, in keeping with findings for New 

Zealand Maoris, we halved the excess risk suggested by hospital data by remoteness (Wheeler et al. 

2005). We also assumed that the rate ratio for females was the same as males (as a higher risk did not 

appear plausible). 

 

Anxiety and depression 

We used indicators of psychological distress from the Western Australian Aboriginal Child Health Survey 

(Goodman’s Strengths and Difficulties Questionnaire
152

) and the 1997–98 New South Wales Health 

Surveys (Kessler 10 questionnaire) as proxies for anxiety and depression. To estimate the prevalence of 

anxiety and depression in Indigenous Australians, we applied derived rate ratios of psychological distress 

from published data, between the Indigenous and non-Indigenous population, to the national model (NSW 

Health Department Public Health Division 2000, Zubrick et al. 2005). For 4–17 year-olds, the rate ratio of 

                                                      

152
 Begg S, Vos T, Barker B, Stevenson C, Stanley L, Lopez AD, 2007. The burden of disease and injury 

in Australia 2003. PHE 82. Canberra: AIHW.  

153
 Vos T, Barker B, Stanley L, Lopez AD 2007. The burden of disease and injury in Aboriginal and Torres 

Strait Islander peoples 2003. Brisbane: School of Population Health, The University of Queensland. 
154

 Jorm AF, Cvetoversuski S, Bourchier S, Stewart G, Mental health of Indigenous Australians: a review 
of findings from community surveys.  Medical Journal of Australia, 2012; 196 (2): 118-121. 
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psychological distress in Indigenous children and young adults was 1.6 times that of the non-Indigenous 

population. For male and female Indigenous adults, the rate ratios of psychological distress were in the 

order of 1.9 and 1.5 respectively. We estimated the prevalence of anxiety and depression for Indigenous 

children residing in non-remote and remote areas using published data (odds ratio=0.7) from the Western 

Australian Aboriginal Child Health Survey, which showed that children residing in more remote areas 

fared better in terms of significant emotional difficulties. We estimated the prevalence of anxiety and 

depression for Indigenous adults residing in non-remote and remote areas using rate ratios derived from 

published data from the ‘Social and Emotional Wellbeing module’ in the 2004–05 National Health Survey 

(ABS 2006a). Averaging rate ratios based on published proportions of responses of ‘all the time/most of 

the time’ for selected items in this wellbeing module indicated that Indigenous adults residing in non-

remote areas were at slightly higher risk (RR 1.3) of psychological distress than Indigenous adults 

residing in remote areas.
155

 

 

Clearly, these adjustment processes are small “models” in their own right, and their appropriateness 

might be disputed.  Moreover, a technique which is considered appropriate for estimating relativities on 

one dimension might not be appropriate for another dimension.  For example, the higher hospitalization 

rate for schizophrenia amongst Aboriginal people might not reflect a difference in prevalence at all, but 

simply a relative lack of services that would prevent admission, or a higher rate of other conditions that 

increase the admission rate.  Thus, if we were developing an Aboriginal NMHSPF model, we might 

choose to model the increased admission rate directly, without assuming any increase in prevalence.  Or 

we might divert the excess admission rate into a demand for admission-preventing ambulatory care 

services. 

On the other hand, it is harder to think of reasons why distress levels would be high unless they were 

accompanied by a higher rate of mood and anxiety disorders, and in any case, high levels of distress 

warrant attention in their own right.  Many jurisdictions in Australia collect the Kessler 10 or an equivalent 

measure in large regular community surveys, and in addition the periodic National Health Surveys obtain 

national samples with State/Territory samples of moderate size.  Thus, for the Mood and/or Anxiety 

Disorders in the NMHSPF model, it would be feasible to use the ratio of the State/Territory data to 

Australian data to determine a local adjustment to the prevalence.  In fact NSW adopted this approach 

from 1997, following recommendations of the US Task Force chaired by Kessler, and by 2009 there was 

sufficient K10+ data to support a very detailed geographical analysis for the RDF development. 

Unique client counts and proxies 

In jurisdictions like Victoria and Western Australia that have maintained psychiatric case registers or the 

equivalent, the geographical distribution of registered clients may provide a reasonable proxy estimate of 

the geographical distribution of people with SEVERE illnesses in the NMHSPF model.  That is, even 

though the NMHSPF model provides services for more than twice as many people as are seen in State 

specialist services, it might be reasonable to assume that the distribution of this total across geography is 

the same for those not seen as for those seen.  In the absence of such a register in NSW, the RDF 

development relied on Centrelink data on the geographical distribution of people receiving the DSP for 

“psychiatric” reasons.  This index showed a very large range of variation, and was a very plausible guide 

to the demand for ambulatory care services. 

Hospitalisation utilization data as a proxy for hospitalization need. 

Since the NMHSPF uses Australian admission data as a guide to the overall admission rate in the model, 

it might seem appropriate to “localize” a model by using a local admission rate.  However, this is not the 

                                                      

155
 Vos T, Barker B, Stanley L, Lopez AD 2007. The burden of disease and injury in Aboriginal and Torres 

Strait Islander peoples 2003. Brisbane: School of Population Health, The University of Queensland. P 
116.  
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standard approach in RDF modeling.  Instead, there is an attempt to reduce the effect of “supply factors” 

(that is, the probability that admissions will be more common where there are more beds, and the 

certainty that they will be less common where there are few or no beds). 

What is done is to calculate an age-sex-standardised admission rate by local area of residence (using 

LGA’s or a similar small unit of geography), and then try to find predictors of this rate (either general 

indexes for the geographic area, such as socioeconomic indexes, or individual patient variables).  If it is 

possible to find a meaningful regression equation that predicts the standardized separation rate (or 

standardized bed-day consumption) across geographical subdivisions, then one might choose to interpret 

the predicted rate for a region as its index of “need”, while variation around the predicted rate is treated as 

under/over servicing. 

29.2.3 A Summary of Part One. 

Within age groups the NMHSPF uses what is called an “Equal per Capita” (EPC) model as far as 

resources (beds, staff) are concerned.  When national average costs for those resources are used, it is 

also an EPC model in terms of funding, within each age group. 

In other words, there is nothing very new about the EPC approach in the NMHSPF – it has been the 

approach in the National Mental Health Strategy for 20 years.  It is also worth mentioning that the MH-

CCP model in NSW, which is also an EPC model, was applied to the populations of the regional Area 

Health Services in NSW from 2001-2010 without any calculated adjustments.   

To localise the model any one or all of the following parameters or inputs into the model may be adjusted 

by a jurisdiction. 

• In principle, any parameter in the NMHSPF might be different in a local region of Australia, and 

these parameters include but are not limited to: 

o The age-sex distribution of the population 

o Any other demographic feature of the population 

o The age-sex-specific rates of mental illnesses in the population 

o The distribution of severity of illness within any of the above 

o The distribution of demand for care within any of the above 

o The care packages appropriate to each level and type of illness in any age group 

o The staffing profiles, labour costs, output productivity and other parameters of any 

service element that provides components of a care package. 

Note that if any one of the above inputs is changed, then it follows that the “bottom, line” 

estimates predicted by the model would also change. 

• Many parameters in the NMHSPF are difficult to establish even for Australia as a whole.  Most 

are not known directly at the level of States/ Territories.  Hardly any would be known at the level 

of health administrative regions within States and Territories. 

• The take home message from this is that the most obvious “brute force” methods for localization 

of the NMHSPF model fail for want of specific and reliable data in the most critical areas.  

However, there are certain areas of the model where local data can quite legitimately and easily 

be used.  A simple example is the estimated demand for consultation-liaison services to the 

Emergency Department (ED), for which Australian attendance data was used.  Local ED 

attendances for mental health conditions might be used instead.  In other cases the NMHSPF 

model uses nationally reported data to estimate relative proportions, and in these cases a local 

proportion based on local data might be used. 

• Nevertheless, it remains true that acceptable local data is unlikely to be available for most 

parameters of the model. 
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29.3 PART TWO - BACKGROUND- EXPLANATION OF THE POSSIBLE 
APPLICATION OF FACTORS FROM THE NSW MH RDF TO THE NMHSPF 

The material in the remainder of this chapter is included for information only, as the Modelling Group 

meeting of 20 May 2013, Members agreed that applying the NSW RDF model was not going to be an 

effective tool for application against the NMHSPF nationally. Therefore, members agreed to provide the 

following information to inform users of this approach, but to otherwise leave the implementation issues to 

each jurisdiction’s current methodology. 

 

The NMHSPF is a planning tool and is based on age specific standard populations of 100,000. Thus it is 

assumed that one group of 100,000 people aged 18-64 are exactly the same as the next group of 

100,000 people aged 18-64 years. The planning tool does not account for any differences between these 

two groups, that is, all people in the model have a weighting of 1 for a given factor of interest. E.g. if 

looking at examining ATSI versus. non ATSI for the NMHSPF, then it is given that ATSI=1 and non ATSI 

=1. 

In 2012 consultants provide NSW Health with a report “Incorporation of mental health in the NSW 

Resource Distribution formula”. Final report (version 7.2). The purpose of this report was to “Identify the 

most appropriate model of incorporating mental health in the general resource distribution formula 

consistent with RDF principles, and develop this model”. This is the first time that mental health has been 

incorporated in the NSW RDF, and it is considered a starting point from which to build. 

A few things to note about the NSW RDF 

• The RDF does not allocate ALL monies. It plays a role in ‘identifying how new resources should 

be distributed across regional boundaries. The RDF is used to guide  and inform decisions about 

recurrent and capital allocations” (NSW Health , Resource Distribution Formula Technical Paper 

2005 Revision-, 01 August 2005., http://www0.health.nsw.gov.au/pubs/2005/rdf_paper.html) 

•  The RDF is not a single formula, but rather an integrated set of formulae, at least one per 

funding program and sometimes one for each sub-stream of activity in a funding program, whose 

relative costs are then aggregated and expressed as an overall funding index based on the NSW 

average = 100 by definition.   

• In this form of RDF, it is entirely possible that a Local Health District might have an index above 

100 for some health programs, and an index below 100 for others.  In the past, one of the 

problems for mental health was that the District considered to be over-funded under the general 

formula were not necessarily so for mental health.  Thus mental health enhancement funding was 

allocated via different processes, notably the use of the MH-CCP model.  By 2009, the different 

districts had been brought up to similar per capita levels of the main resources, and it seemed 

feasible to develop a MH-RDF that would allow for a more subtle approach. 

It was not a simple matter to blend the NMHSPF and the RDF, for two very basic reasons: 

• MH-CCP is a model to meet 100% of demand 

• MH-RDF is a model to divide an existing and likely future budget in an equitable manner, even if 

it is only adequate to meet (say) 65% of the demand.  

So, what is “equitable”?  Do we run down the richer services to fund the poorer ones, when none of them 

have enough funding?  

In blending the two approaches in NSW, we used MH-CCP to determine the proportions in which the to-

be-allocated pool of mental health funding would be deployed between age groups and types of 

resources (eg, acute versus non-acute hospital beds versus ambulatory care).  Then, within each of these 

streams, data sources that might be a guide to relative demand between geographical regions was 

identified and analysed to develop the distribution formulae. 
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Table A - Structure of the NSW MH RDF 

 

 

 

 

 

 

 

 

  

The 5 arrows point to the 5 components (the columns) included in the NSW RDF.  

Note 1 – C+A is NOT split in to ambulatory versus. admitted. 

Note 2 – Forensics refers to forensic inpatients treated by an Area Health Service. It does not include prisoners.  

Note 3 - There are 3 sub components for 18 + yrs: ambulatory, acute admitted, non acute admitted 

The 5 arrows point to the 5 major factors (the rows) included in the NSW MH RDF.  
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Forensics refers to forensic inpatients treated by an Area Health Service. It does not include prisoners.  

There are 3 sub components for 18 + yrs: ambulatory, acute admitted, non acute admitted 
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Table B – Major factors in the NSW MH RDF and their application to the NMHSPF 

Major Factor Description from NSW MH RDF Comment re: NMHSPF Include or 

exclude for 

NMHSPF 

State wide service State wide services was limited 

to forensic inpatients treated by 

an Area Health Service. 

NA Exclude 

Need factor  - age 

/ sex weights 

For prevention, and child and 

adolescent - age weights applied 

only, but not sex weights. For 

adults and older people  - age / 

sex weights applied 

The NMHSPF already has an age 

structure.  Relative age weights are 

implicit in the model, for example, 

per capita costs can be calculated. 

NMHSPF with the exception of post 

natal depression treats patients, 

does not specify male versus. 

female. 

Exclude 

Need factor  - 

ATSI weighting 

This accounted for service 

utilisation and under reporting of 

Indigenous status in data. 

Recommended a weighting of 

2.5 

Weighting of 2.5 applied to 

prevention, child and adolescent, 

adults and older people. 

Include 

Need factor  - 

need index 

This was calculated for both 

admitted patients, and then for 

community mental health 

services for 18+ years only. The 

need index was not applied to 

prevention or child and 

adolescent. 

 Exclude 

Substitutable 

private sector 

activity (SPSA) 

This was calculated separately 

for community SPSA , and then 

for  for admitted patient SPSA. 

NA. The NMHSPF is driven by 

Australian population of approx 23 

million and specifies the need for 

an envelope of both  public and 

private mental health services 

Exclude 

Cost Factors – 

dispersion 

This included a dispersion cost 

factor for ambulatory services 

only based on the principle in the 

general RDF, which is 1.5, CALD 

not included in the MH RDF.  

The dispersion cost factor 

represents the higher cost of 

delivering services to rural and 

remote areas. Recommended 

that an additional weighting of 

1.5 be included in the MH RDF 

to address the additional costs 

associated with providing mental 

health services for Aboriginal 

people. 

The dispersion index for community 

health services in the general RDF 

is 1.5. An additional weighting of 

1.5 applied to prevention, child and 

adolescent, adults and older 

people. 

Include 

Cross Area Flows This adjustment made for 

admitted patients calculated at 

$580 per bed day, not calculated 

NA Exclude 
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for ambulatory services  

29.3.1 The Statement of Advice 

Based on table C – “The major factors in the NSW MH RDF and their application to the NMHSPF”, it is 

recommended that weightings for two major factors be applied. Both of these major factors are applicable 

across the spectrum of the model and include prevention, child and adolescent, adults, and older 

persons.  These two factors are i) the ATSI weighting of 2.5, and ii), the need index regarding dispersion 

costs.  The dispersion index for community health services in the general RDF is 1.5. An additional 

weighting of 1.5 is applied to prevention, child and adolescent, adults and older people. 

 

29.3.2 ISSUES WITH USING THE NSW RDF: 

• Only two factors of the NSW mental health RDF is recommended for application to the NMHSPF. 

This leaves many other population groups with no specific modelling. 

• The two factors recommended are based on MH-CCP version 1.11 which was released in 2001. 

This version does not include the range of services covered in the scope of the NMHSPF. It is 

possible that the introduction of the new service elements could significantly impact on the 

application of the two factors from the NSW mental health RDF to the NMHSPF. 

• These implementation factors are not a new issue for jurisdictions and each will have some 

existing method of modelling across their diverse populations. 
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30 Frequently Asked Questions 

NMHSPF Project FAQ’s 

30.1 WHAT IS THE PURPOSE AND OBJECTIVE OF THE NMHSPF PROJECT? 

The purpose of the Project is to develop a National Mental Health Service Planning Framework 

(NMHSPF) based on the depth of experience of both NSW and Queensland in the development of 

population-based planning models for mental health, and enhanced by expert input from the various 

Groups established under the Project governance structure. Modelling for the NMHSPF has considered 

clinical developments (standards, guidelines, care packages, pathways, patient flow, outcomes); service 

developments (facilities guidelines; taxonomies for staff, patients, etc); and costing developments (cost 

benchmarking; cost weights; activity based funding models). Noting that none of these are static over 

time, each has specialist knowledge required, each is influenced by the others, and in the longer term 

(post Project) should be recognised as separate yet integrated work streams within the NMHSPF. 

30.2 WHAT ARE THE EXPECTED BENEFITS OF THE NMHSPF PROJECT? 

The expected benefits of the national service planning framework are: 

(a)  the development a national Clinical Care and Prevention type model that can be adapted for use 

within each Australian jurisdiction; 

(b)  the provision of transparency and consistency across all jurisdictions for estimating the need and 

demand for mental health services - across the spectrum from prevention and early intervention 

to the most intensive treatment; and   

(c) the provision of the same basis for all jurisdictions to estimate the gap between current need 

being met, and the resources required to fill that gap. 

30.3 WHAT ARE THE NMHSPF PROJECT’S OUTPUTS? 

a) The development of a NMHSPF model that can be adapted for use within each Australian 
jurisdiction that will provide transparency and consistency across all jurisdictions for estimating the 
need and demand for mental health services - across the continuum of care from prevention and 
early intervention to the most intensive treatment; 

b) Standardised “Australian average” estimates of need and demand for a range of agreed mental 
health services per 100,000 people across the whole age range, and across the continuum of care; 

c) Estimates of the staffing, beds, and treatment places per 100,000 age-specific population to meet 
the estimated demand; 

d) Estimates of the outputs to be expected from the resources; and 

e) A high-level estimate of the gap between current need being met for all jurisdictions, and the 
resources required to fill that gap. 

30.4 WHAT IS THE SCOPE OF THE NMHSPF PROJECT? 

The NMHSPF Project builds on the existing planning work by both NSW and Queensland over the last 10 

years. This work significantly informs the specialist community mental health and inpatient service 

aspects of the Framework and forms a solid foundation for further definition of other programs and 

service environments. A staged process to develop the NMHSPF was outlined in the Project Proposal 

and is replicated in the Figure below.  

 

 

Figure 22 - Staged Development of a NMHSPF 
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The Scope of this Project is limited to Stage 1 and 2 only: 

• The development of NMHSPF Version 0 (V0: NSW and Queensland existing service elements 
applied to National and State/Territory Populations) and associated deliverables; and  
 

• The development of NMHSPF Version 1 (AUS V1: All jurisdictions’ service elements applied to 
National and State/Territory Populations) and associated deliverables.  

 

Costing Component of the Framework is considered in scope in so far as the generic costs can be 

applied to the Framework and consideration made for jurisdiction-specific Resource Distribution 

Formulae; however, specific costing work is largely dependent upon availability of data and progress 

toward the implementation of Activity Based Funding for (in scope) mental health services.  

The Project considered the specific mental health components of health promotion/prevention; General 

Practice provided services; private psychology and psychiatry services; specialist community mental 

health services; psychiatric disability support services; rehabilitation and recovery services; specialist 

inpatient and hospital-based mental health services (public and private); mental health services provided 

in general hospital wards; and mental health services provided in/for residential aged care facilities. 

In the case of physical health screening, only those items that specifically inform and are a requirement 

for mental health care (e.g. physical health status relevant to ECT or haematology related to clozapine 

treatment) were included.  

The Project addresses all ages, from child and adolescent mental health services, to adult services and 

mental health services for older people. 

The Project addresses ‘what should be’; not necessarily ‘what is’. 

The Project determines Full Time Equivalent (FTE) by Profession Type at a high level (e.g. medical, 

nursing, allied health, Cert IV) for delivery of particular components of care packages. 

30.5 WHAT IS ‘OUT OF SCOPE’? 

Stages 3 and 4 as outlined in the Figure (above) are considered out of scope for this Project. 

It should be noted that the Project does not include specific modelling for components of the service 

system that are not mental health specific. For example, the general physical health needs of mental 

health consumers are not modelled but are identified by the Framework as a service provided by another 

sector. Another example is a consumer who is in a residential aged care facility (RACF) and receiving 

mental health care. In this case the mental health care provided to the consumer is modelled, but the 

daily care needs of the consumer that are met by the RACF are not modelled. Whilst these components 

may be acknowledged in the Framework, their inputs and outputs are not specifically modelled. 
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It should be well noted that when looking at the service elements and the care packages, the Framework 

is silent on who should deliver the services (public versus private versus NGO). 

The Project does not include specific modelling for specific population sub-groups including, but not 

limited to: 

• Aboriginal and Torres Strait Islander communities 
• Other culturally and linguistically diverse communities 
• Rural and remote communities 
• Forensic patients 
• Serving defence personnel 
• Humanitarian entrants 

 
Note although the specific modelling for the population sub-groups mentioned above are out of scope for 
the model, the people within these sub-groups are included, as this is an ‘all peoples’ model that covers 
the whole Australian population. For instance, the model still counts people within rural and remote 
communities, even though there are no specific care packages or epidemiology for rural and remote 
communities. 
 
General Modelling FAQ’s 

30.6 WHERE DID THE MODEL ORIGINATE FROM? WHAT IS IT?  

The NMHSPF Model was initially based on the expertise from both the NSW Ministry of Health and Qld 

Department of Health and was then further developed with the input of diverse stakeholders across 

Australia.  

The NSW Ministry of Health, developed an estimator tool, the Mental Health Clinical Care and Prevention 

model (MH-CCP) that used population data to estimate the demand for acute mental health care specific 

to the NSW model of mental health services. Although the MH-CCP focus was focused on the NSW 

service structure, the mechanism of the estimator tool was readily transferrable to the NMHSPF Project. 

The NSW Ministry of Health also developed the Drug and Alcohol Clinical Care and Prevention Model 

(DA-CCP) that became the first trial of applying the MH-CCP model to other areas of health. Much 

learning was gained from that process that assisted in streamlining the NMHSPF Project. 

Qld Health has extensive experience in modelling services across a comprehensive classification of 

mental health care and have developed comprehensive descriptions of their models of care. This 

experience informed the NMHSPF model significantly in the development of the taxonomy, development 

of the staffing profiles and many service element descriptions.  

Early in the project, many stakeholders were engaged as regular members throughout the project  or as 

sporadic advisors to review the modelling work. A representative from all aspects of mental health care 

and planning were involved, including membership across all jurisdictions in Australia. 

30.7 HOW FLEXIBLE IS THE MODELLING APPROACH DEVELOPED FOR THE 
NMHSPF? 

The modelling approach is not just a “NSW” approach, but a particular example of an approach that is 

recommended by the World Health Organisation and which has been applied in other countries with very 

different systems (eg, South Africa).   

In addition, the particular MH-CCP 2010 model developed for NSW specialist services is only one 

example of applying the approach, and should not be seen as limiting the scope of the NMHSPF work.  

MH-CCP 2010 meets the objectives that were in its own scope, which was for planning  a State-funded 

specialist mental health service.  The same approach has been applied to a different scope in the national 

Drug and Alcohol services planning model (DA-CCP).  Many of the services modelled in DA-CCP model 

are supplied by NGOs and raised new issues in modelling that have been addressed. 
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It is well-established that there are many socioeconomic and demographic inequities in health status and 

all the other factors that go together under the heading of Quality of Life.  In 21st century Australia, the 

public/ private division of responsibility for addressing these inequities is the subject of ongoing political 

debates and choices, and reflects the values of all the parties involved.  In particular, there is a debate on 

whether the term “equity” should be interpreted to mean equal opportunity or equal outcome, and the 

personal versus social responsibility for the current state of health of the Australian public. 

In the modelling process, the best we can do to represent this mixture of contending views is to have at a 

definition of “adequate” services that has been developed by experts familiar with the particular issues 

faced by people with mental illnesses in 21st century Australia, and experts who are familiar with what is 

considered to be good and effective practice here and elsewhere in the world.  In addition, by developing 

a model that makes no reference to funders, or the economic sectors in which providers operate, we aim 

to concentrate on areas where diverse providers can agree, while leaving it to the general public debate 

to decide if, how, when, and by whom these “adequate” services may be funded and provided.   

If we take that view, there may well be a specific role for “brokerage” models in areas where generally 

available access to existing services is inadequate, of which dental care is a prime example.  However, 

there would need to be strong “gatekeeping” provisions to ensure that the program was targeted to those 

for whom it was planned, and stayed on target.  If that were not done – for example, if all that was needed 

to access it was a diagnosis of a “mental illness” by a GP – then presenting symptoms of mental illness 

would rapidly become known as a vehicle for obtaining free or subsidised health care.  

Even if those services were to be agreed, it does not follow that “brokerage” (modelled as Flexible 

Funding Pool) is the only or even the best way of providing access to them.  Where there is sufficient 

demand, it might be best to provide the service within the specialist mental health sector.  Where there is 

not, and where there is spare capacity in the private provider sector, other alternatives might be suitable. 

 

30.8 WHAT IS A SERVICE PLANNING FRAMEWORK? 

The objective of a planning framework for mental health services is to advise governments and other 

users about how to best plan, coordinate and resource mental health services to meet the mental health 

needs of the population. 

A mental health service planning framework takes into account prevalence and distribution of various 

disorders in a population and, based on their treatment and management requirements, maps an agreed 

range of treatment and innovative service delivery options across primary mental health, specialist mental 

health and also relevant community managed support services. Such frameworks must be based on 

sound national epidemiological data and informed consensus about clinical and nonclinical care 

pathways. 

30.9 WHAT IS THE DIFFERENCE BETWEEN THE MODEL AND THE 
FRAMEWORK? 

The Model refers specifically to the Estimator Tool that is fundamentally the calculator that quantifies the 

resources required against a range and quantum of services for a population. This  is just one part of the 

Framework. 

The Framework is made up of various parts that contribute to the modelling process (eg. taxonomy, gap 

analysis, Estimator Tool) and is further supported by a compendium of documents (a final report 

Framework document, technical manual, user guide, service element and activity descriptions etc). 

It is important to note that the outputs of the modelling should be considered in the context of the entirety 

of the Framework. 

30.10 NMHSPF – WHAT IS IT? 

The NMHSPF is a comprehensive framework that uses epidemiological, clinical and financial information 

to estimate the need for mental health care. The model’s “bottom line” calculates staffing, beds or 
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treatment places required for services from prevention to tertiary treatment averaged for the national 

population. 

� Provides a standardised measure for estimating the need for MH services, across the spectrum 
from prevention and early intervention to the most intensive treatment. 

� Provide a basis for all users to estimate of the gap in a consistent manner between current need 
being met, and the resources required to fill that gap. 

� The model has six age groups for mental health : 0-4 years, 5-11 years, 12-17 years, 18 -64 
years, and 65+ years and 65+ yrs BPSD. 

30.11 WHAT CAPACITY IS THERE IN THE MODELLING TO INTEGRATE OR 
RECOGNISE THE EPISODIC NATURE OF MENTAL HEALTH? 

The approach to NMHSPF modelling has ample capacity to integrate or recognise the episodic nature of 

mental health.  Although for simplicity we present it as if we are talking about individual people spending a 

whole twelve month period in a particular “need group” and receiving a particular “care package”, 

technically we are  modelling “person-years” of care, not people.  The model represents the total volume 

of care over a year, and builds up an estimate of that total by dividing it across “index examples” of 

people who (for example) have a SEVERE illness requiring an acute inpatient admission in a year, and 

others who do not, and assigning the average amount of ambulatory and other care to each.  By ensuring 

that the total numbers are consistent with the prevalence data and with utilisation data moderated by the 

judgements of EWG’s, we use this as a way of making sure we have covered the total volume of 

services.  This should not be confused with how that volume of services would be spread over actual 

consumers on a case-by-case basis.   

For example, on average a person with Schizophrenia has an inpatient admission every three years.  For 

two of those three years they are part of the volume in some Care Package that does not involve a 

hospital admission.  For the other year they are part of the volume who received the Care Package 

associated with an inpatient admission.  In effect we model this as 1/3 of a person-year spent in the 

“inpatient” stream, and 2/3 of a person-year spent in the “other” stream.   

It is important users understand how this “averaging” of person-years of care works, because it is the only 

feasible way to model the complexities of the system.  For example, an “Average Length of Stay” of 14 

days adequately represents the volume of stays between 1 and 90 days in inpatient care in Australia.  It 

should never be interpreted as meaning that every individual person stays exactly 14 days.   

The particular issue of concern seems to be based on the idea that whatever is defined in the model is a 

particular type of service that would be funded for a particular individual.  An example is the four or five 

levels of HASI in NSW.  While it is true that individuals (and funded places) were contracted for specific 

levels of support, it was soon recognised that NGO’s needed the flexibility to allocate resources more 

flexibly in relation to people’s changing needs. That does not alter the fact that we need to estimate to 

total demand across all levels of support. It is generally more convenient for all concerned to divide this 

into sub-tasks where multiple levels of support are each designed separately, and we estimate the 

numbers needing each separately, as a device for calculating the total demand.  Again, how it is allocated 

to individuals in practice is an implementation and operational issue. 

30.12 WHY IS THE MODEL BASED ON STANDARD POPULATIONS OF 100,000? 

The model uses populations of 100,000 for convenience because some mental illness conditions are very 

rare, and some services are required only rarely.  It is simply easier (and less error-prone) to work with 

whole numbers rather than the fractions that would result if we used percentages (that is, a base 

population of 100).   

The model uses the Standard Australian Population data from the 2011 census as a reference point 

because these numbers are fixed.  Each jurisdiction will typically have its own way of producing local 

population projections for other years, but will base them on the census data for census years. For more 

information, see Population Data in the NMHSPF. 

EXHIBIT 377 DBK.500.002.0402



NMHSPF: Technical Manual  
 

Version AUS V1 October 2013 
TRIM Ref: H12/92471 

287 

 

 

30.13 WHAT ABOUT RURAL AND REMOTE COMMUNITIES, DIFFERENT 
SOCIOECONOMIC STATUSES, INDIGENOUS POPULATIONS? 

The model itself does not take into account other factors such a rurality, remoteness or socio economic 

status, all of which may affect the relative need and demand for services, the relative cost of delivering 

the same quality of service, or both.  Instead we are modelling the “Australian average”, where one 

standard notional “group ” of 100,000 people is exactly the same as the next standard notional “group” of 

100,000 people.   

There is a whole other field of modelling for the relativities in demand and/or cost for all sorts of services, 

including health services, such as the work of the Commonwealth Grants Commission in distributing GST 

revenue, or the Resources Distribution Formulae used in some jurisdictions for allocations of health 

funding.  Similarly, there are pricing mechanisms (or models) for health service activity, which are used in 

Activity Based Funding or to determine the Medical Benefits Schedule.  Each of these has its own 

rationale and its own development processes and methods.  However, none of them address the issue 

addressed in DA-CCP, namely the actual level of services that is judged to be clinically adequate.  

The NMHSPF model is not a prescriptive mechanism for setting targets, nor does it aim to replace 

distribution formulae of this type.  The model may be adapted by users in many ways to deal with the 

particular needs of particular groups within that standard Australian population.  For example, specific 

indigenous care packages can be developed, evidence about the effects of socioeconomic factors on 

prevalence of different conditions can be applied to adjust the standard Australian average prevalence, 

allowances for travel or other factors may be included to reflect the fact that staff in rural areas may not 

be able to deliver as many hours of care to a dispersed client population.  These are not, however, 

included in the base model. 

30.14 HOW WERE THE CATEGORIES OF MILD, MODERATE AND SEVERE 
DETERMINED? AND WHAT KINDS OF SERVICES ARE INCLUDED IN EACH 
OF THESE CATEGORIES? 

The division of MILD, MODERATE and SEVERE are based on disability weightings (extent of functional 

impairment) which will provide parity with other international approaches. At the mild end of clinical care 

spectrum this may include treatment e.g. assessment and counselling in a community setting. At the 

severe end of the clinical care spectrum it may represent attendances at emergency departments, a bed 

or a place in a treatment facility/program. 

30.15 DOES THE NATIONAL NMHSPF PROJECT USE ‘EPISODES OF CARE’ IN 
ITS MODELLING? 

The epidemiology in the model is people, not episodes.  The model shows the number of people per 

100,000 of a certain age, e.g. 100,000 people who are aged between 18-64 years, who receive care over 

the course of a year.   

A basic principle in the NMHSPF model is that existing levels and types of service use reflect a history of 

demand that should not be ignored unless there is clear evidence (including consensus of expert opinion) 

that it is not appropriate. 

30.16 WHAT OF DIFFERENCES BETWEEN SERVICE MODELS IN ADULT MENTAL 
HEALTH (IN ACUTE CARE TEAMS)? 

The NMHSPF model is based on averages and so the care packages can be implemented to target 
specific subpopulations relevant to that care package with their own criteria to reflect local priorities, 
policy and service structure. 
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30.17 ARE THERE PSYCHIATRIC SUPPORT SERVICES TO GENERIC AGED 
CARE FACILITIES? 

Consultation Liaison was modelled with ambulatory care into residential aged care as well as partnership 
in residential aged care.  

 

30.18 WHAT ABOUT FACILITIES? (BUILDINGS) 

Capital Works is not included in detail in the modelling, the detail below .gives a background to the 

considerations. 

The term “facility” is a piece of health planning jargon that (in its limited technical sense, at least) makes a 

distinction between the architectural arrangements designed to support or facilitate the provision of a 

particular type of care, as distinct from the skilled clinical staff who actually provide it. 

Curiously, the design of facilities has been organised and standardised to a high degree, whereas it is 

much harder – or impossible – to find definitions of the people who make the facility operate. In fact, the 

Service Element definitions we are seeking here are intended to fill just that gap. 

The Australasian Health Facility Guidelines (AusHFG)
156

 

As background to considering NMHSPF Service Element definitions, the AusHFG is worth looking at, if 

only because it shows why we have not dealt with Capital Works in detail in the modelling. What the 

model does indicate is how many beds of various types might be required, and the staffing associated 

with them. 

Anyone aiming to build a facility to house new services can refer to specific AusHFG numbered 

guidelines for the design of: 

�  132 Child and Adolescent Mental Health Unit 

�  133 Psychiatric Emergency Care Centre (PECC) 

�  134 Adult Acute Mental Health Inpatient Unit 

�  250 Ambulatory Mental Health Unit 

 

For other types of mental health facilities the AusHFG provides design modules or similar general health 

facilities that can guide design. But the most they say about the people who provide the service is, for 

example: 

134.6.50 STAFFING LEVEL 

Staffing levels and skill mix will vary depending on the size and configuration of the Unit, service profile, 

case mix and staff availability. 

This HPU does not advise on staffing levels or skill mix but when planning the Unit, consideration should 

be given to the most cost effective number of beds and the need to safely manage psychiatric and other 

emergencies which can require six or more staff. 

Unit design should also consider the use of staff areas by visiting staff including community case 

managers, support workers, students etc. 

                                                      

156
 URL: http://www.healthfacilityguidelines.com.au/default.aspx 
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Care Packages - FAQ 

30.19 WHAT IS A SERVICE ELEMENT? 

A ‘Service Element’ represents a discrete service function and is the basic building block used in 

modelling the care packages. Each element relates to one aspect of mental health care (eg. Acute 

inpatient service or crisis assessment). Given that each State and Territory structures their services 

differently and sometimes has unique service characteristics relevant only to their jurisdiction, early in the 

NMHSPF Project, a series of workshops were conducted in all States and Territories to review the range 

of current mental health care provided and develop a common language for each service function.  This 

mapping process was valuable in determining the common service elements that are generally 

considered to make up a comprehensive mental health service system. Note that service elements 

describe only a general function of the service and do not determine who or where or how the service is 

delivered. This characteristic allows jurisdictions flexibility at the end of the Project to administer the 

services in the manner most appropriate to their capacity, service structure and priority. 

This preliminary range of service elements formed the basis for discussion at the first meetings of the 

Modelling Group and Expert Working Groups, and was modified and refined over the course of the 

project. Service Elements are described in detail in the document : Service Elements and Descriptions. 

30.20 WHAT IS A CARE PACKAGE? 

The care package is specifies the average amount of care for a person with a specific need for a year. 

The care package specifies service elements, frequency and duration. 

There are many care packages in the model. There is a care package for prevention and promotion. 

There are care packages along the clinical care spectrum which reflect the people in the “town” with 

diagnosable illness that range from mild to most intense. 

Some key features of care packages include. 

That the level of care that is specified for “average” person is adequate, anything less would be 

unsatisfactory. 

That in most cases the care may be specified in terms of frequency and duration, and includes both care 

in the community, and care requiring a bed or a place at a treatment facility. For example, care delivered 

in the community for an individual may include 1x 60 minute assessment, 6 x 30 minute consultations, 1 x 

30 minute review etc. For example, care delivered in a hospital or a treatment facility with an average 

length of stay from days to weeks e.g. 1 x 14 day admission followed by care in the community for the 

remaining 50 weeks of the year. 

Remember at the highest level the model’s intent is to estimate the resources required e.g. FTE staff, 

beds or treatment places.  The care packages have been developed to estimate these resource 

requirements, not to prescribe care to individuals.  The care packages are where possible based on 

clinical guidelines, but they do not prescribe care to individuals. 

30.21 WHY DOES A CARE PACKAGE COVER A 12 MONTH PERIOD? 

The model itself, and hence the care packages, make up one big envelope of ‘person-years of need’.  

Collectively, the care packages are designed to cover the treatment needs of the whole population for a 

year. It is important to note that the care package may show care in different areas over a number of 

weeks, and the weeks may not total to 52, however this is the required care for the person with a specific 

need for a year. 

30.22 WHO PROVIDED THE SPECIFICATIONS FOR THE CARE PACKAGES? 

In most cases the members of the project’s Modelling Group and Expert Reference Groups provided the 

specifications for the care packages using best available evidence, but only in terms of the broad types 

and quantity of care to provide an adequate level of service for people based on their Need Group. When 
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required expertise was sought from additional clinicians e.g. some specifications regarding Child and 

Adolescent care packages. The care packages do not attempt to prescribe services or providers in detail. 

30.23 WHAT ABOUT THE PHYSICAL HEALTH NEEDS OF AN INDIVIDUAL? 

The care packages describe 12 months’ mental health care for an individual, and generally do not cater 

for the physical health needs. A care package may, however, specify referral to another clinician 

regarding physical health needs. One care package specifies Clozapine medication, and includes 

physical assessments for managing the side effects of Clozapine. Other care packages specify amounts 

of care for Pharamcotherapy prescription and Pharamcotherapy review. 

30.24 WHY DO TWO CARE PACKAGES HAVE THE SAME CARE SPECIFIED? 

For modelling purposes, it is clearer to break down the age group populations according to the 

epidemiology and data available, into the different need groups, which are then separately modelled as 

care packages or standalone items Sprinkles.  

Sometimes this results in two care packages that in reality would be combined, but for modelling 

purposes are shown separately on the flowchart.  

One example is 18-64 age group for same day ECT which is modelled as two care packages, one 

delivered in a general hospital bed and one in a mental health specialist bed. The same care is delivered, 

and the two demands (epidemiology) are shown separately on the flowchart 

30.25 DO THE STAFF COSTS REPRESENT WAGES? 

The staff costs in the NMHSPF model do not represent wages, nor are they for use in a budgeting 

process. 

In order to produce dollar value estimates from the NMHSPF Estimator Tool, the agreed notional national 

salaries for modelled Workforce Categories are used, based on the average national (AIHW) pricing data 

where it is available. Above mid point rates were selected to account for senior positions. The staff cost 

figures are further rounded up/down as appropriate to nearest $5000, to reinforce they are not exact, as 

this not a wage setting activity. 

NOTE  Users can modify/customise salary prices in the estimator tool. 

Wages for individuals will reflect many other factors including variations of awards across jurisdictions, 

and the individual specifics: seniority of the position, if they are working as an Individual Practitioner, in a 

team, individual hours, overtime, on call, other penalty rates and allowances etc. 

30.26 WHY DO WE INCLUDE NON-MENTAL HEALTH BEDS IN THE MODEL? 

Q: The costs for these beds is not covered by MH so why is it in the NMHSPF model? 

A: It was noted that one of the problems with the ‘should be’ model is that if you make an assumption that 

the ‘should be’ in another service system is actually there (but it might not be), therefore these are 

included in the model for counting purposes only, the bed cost are not included in the reports as they are 

not MH costs, however MH services provided to these beds are included, eg Clinical Liaison  

30.27 WHAT OF 24 X 7 OR 365 CARE OR CONTINUOUS CARE ? 

A number of care packages covering 24 x 7 care are modelled within the framework. These cater to 
people who need very long stay non acute residential care, 24 hr/day staffed, provided in various settings, 
often as co-locations with relevant hospital or generic services. 
People may remain in these units for lengthy periods however opportunities are sought where possible to 
achieve discharge to a less restrictive environment such as a generic nursing home place. 
Note NMHSPF is a recovery based model with the principle that people do get better. 
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30.28 WHAT IF A PERSON REQUIRES SEVERAL YEARS OF TREATMENT? 

The National NMHSPF Model is a static model that shows the care required for an individual over 12 

months. Ongoing care beyond 12 months is not included in the model (the model reflects a snapshot of a 

single year). 

 

30.29 ARE THESE THE CARE PACKAGES THAT NATIONAL DISABILITY 
INSURANCE AGENCY WILL FUND? 

No, the care packages are not care pathways or the Care Packages that National Disability Insurance 

Agency (NDIA) [previously known as DisabilityCare Australia and National Disability Insurance Scheme], 

will be funding. 

The Care Packages in the framework are based on averages ‘person-years of need’ for modelling and 

are not intended to detail the care for any particular individual.  

 

30.30 HOW MANY CARE PACKAGES CAN A PERSON HAVE IN A YEAR? 

The most frequent answer is only one.  This is because each person is assigned into one of the care 

packages for one year. In most cases each care package includes all the typical services that the person 

would receive in that year, for example, a physical assessment, a mental assessment, counselling, case 

management and assertive follow up. 

At a more technical level it is misleading to think of the numbers in the model as individual people. They 

are, technically speaking ‘person-years of need’ associated with a particular type of need group or care 

package. Collectively, the care packages are designed to cover the treatment needs of the whole 

population, and to do this the population is summarised as a set of non-overlapping “need groups” whose 

requirements are (on average) the same within groups, and different between them. If in fact an individual 

spent the whole year with the same need, they would only receive that care package. In a smaller number 

of cases, if a person moved between care packages, they would be contributing a fraction of time to the 

person-years in each care package, and could only contribute them to one package at a time. There are a 

small number of exceptions, however. Services that are sprinkles, such Emergency Department (ED) 

presentations may co-occur with any other care package. 

 

30.31 HOW DO THE CARE PACKAGES ACCOUNT FOR INCIDENT CASES (NEW 
CASES) OF ILLNESS VERSUS PREVALENT CASES (ONGOING CASES) IN A 
12 MONTHS PERIOD? 

No distinction is made between incident cases and prevalent cases. The NMHSPF Model is a static 12 

month model.  The only exceptions to this are the Early Psychosis Services care packages in the child 

and adolescent, and adult age groups. These are modelled as year 1 and year 2 care packages as the 

care is different. 

 

30.32 IF A CARE PACKAGE SPECIFIES A LEVEL OF CARE FOR A YEAR THAT IS 
ADEQUATE OR SATISFACTORY, DOES THIS MEAN THAT SERVICES IN THE 
FUTURE MAY BE AT RISK OF BEING RATIONED TO THE LEVELS 
PRESCRIBED IN A CARE PACKAGE? 

The levels and types of care specified in a care package are not for any purpose other than estimating 

total resource requirements for a whole system of care for a year. Apart from that, they are the levels 

judged to be adequate in a context where any particular form of care is supported by adequate quantities 
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of all other forms of care specified in the model, and where all those in need are treated. In most cases 

these resources estimated by the model are substantially above those currently in place, and the 

proportion of the population treated is substantially below the population currently being treated. Thus if 

services were in fact “rationed” to the levels in the care packages, many more people would be receiving 

more care than at present. 

 

30.33 ARE WEIGHTINGS APPLIED FOR SERIOUS AND COMPLEX CASES? 

No, weightings are not applied for serious and complex cases. Instead, for some of the SEVERE care 

packages in the severe group we designed specific care packages for ‘standard’ and ‘complex’.  

Complex as used in this modelling project reflects that fact that persons may be designated as complex 

because of physical health needs (e.g. liver disease), drug or alcohol needs ( e.g. comorbid diagnosis) or 

social circumstances (e.g. housing or welfare needs). This applies to SEVERE care packages only. The 

complex care packages have more counselling, and other interventions.  

 

30.34 WHY IS THERE A REPORT FOR AGE 18-24 WHEN THIS IS NOT ONE OF 
THE AGE GROUPS IN THE NMHSPF? 

The age groups in the NMHSPF are 0-4, 5-11, 12-17, 18-64 and 65+, which approximates the ages of 

pre-school, primary, secondary, adulthood and older adult. Some jurisdictions will require reports for 

services for ‘youth’. The standard definition for WHO is the age range 12-24.   

When reports for age range 12-17 are added to the 18-24 age report, it covers the age range 12-24. 

 

30.35 WHY IS NOT THE HOUSING COUNTED IN INDIVIDUAL SUPPORT AND 
REHABILITATION SERVICES? 

Mental health services provide the Support and Rehabilitation Services, so the NMHSPF model counts 

the hours of care provided, however the housing is not provided by mental health services so it is not 

included.  

In contrast, for “Supported Group Residential < 24/7” the housing is provided by mental health services 

(eg a group home) and so it is counted, as the costs will accrue to MH. 

30.36 WHY ARE THERE ‘STANDALONE’ ITEMS THAT ARE NOT 12 MONTH CARE 
PACKAGES? 

Standalone items are NOT 12 month care packages. The standalone items include: presentations at 

emergency department (ED), consultation liaison to obstetrics, consultation liaison to residential aged 

care facility, consultation liaison to drug and alcohol beds, or consultation liaison to general beds, 

consultation liaison to paediatric beds, where person has a primary or secondary mental illness diagnosis. 

Standalone items specify an average amount of care provided by mental health staff, e.g. 1 x 30 minute 

assessment, 2 x 15 minute review etc.  

For the standalone items, all that is described is the average amount of care that an individual would 

receive during their actual admission, because we do not know what they would require for the rest of the 

year. For example, the amount of care described for the ED presentations is shown in consultation liaison 

(CL) minutes, and the amount of care shown for the inpatient admission to a mental health or general bed 

is the hours of mental health care provided during the inpatient admission.  

The ED presentations data is based on current usage rates : the number of presentations using NSW 

data 2006  These standalone items are completely separate to the AUSBoD epidemiology and the 12 
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month care packages. For example, the number of ED presentations is not subtracted from the demand 

for any group in the care packages. These ‘standalone’ items are thus ‘sprinkled’ across the model. 

People can receive care under a care package and also a sprinkle or multiple sprinkles. 
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