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Summary
Defining and measuring social and emotional
wellbeing
The concept of social and emotional wellbeing that underpins the analyses in this Report
attempts to capture an Aboriginal and Torres Strait Islander holistic and whole-of-life view
of health. It includes mental health, but also considers the impact of other factors on
emotional well being, such as life stressors, removal from family, discrimination and cultural
identification.
Until recently, the majority of national data on the social and emotional wellbeing of
Aboriginal and Torres Strait Islanders centred on the use of mental health services.
The interim social and emotional wellbeing module was developed to collect national data
on this topic in the 2004–05 National Aboriginal and Torres Strait Islander Health Survey
(NATSIHS).
The interim module has eight domains—psychological distress, impact of psychological
distress, positive wellbeing, anger, life stressors, discrimination, cultural identification and
removal from natural family.
This report provides current national data on the social and emotional wellbeing of
Aboriginal and Torres Strait Islander peoples, reviews the effectiveness of the interim social
and emotional wellbeing module, and makes recommendations for improving measures of
social and emotional wellbeing.

The social and emotional wellbeing of Indigenous
Australians
Key findings from the 2004–05 NATSIHS were:
•

Over one-quarter (27%) of Indigenous adults reported high or very high levels of
psychological distress.

•

Indigenous Australians were twice as likely to report high or very high levels of
psychological distress as non-Indigenous Australians.

•

Almost one in 10 Indigenous Australians had visited a doctor or health professional in
the 4 weeks prior to interview due to feelings of psychological distress.

•

In relation to life stressors, four in 10 Indigenous adults indicated that they or their
family or friends had experienced the death of a family member or close friend in the
previous year, 28% reported serious illness or disability and 20% reported alcoholrelated problems.

On the other hand:
•

Over half of Indigenous adults reported feeling calm and peaceful (51%) and/or full of
life (55%) all or most of the time.
x

•

Nearly three-quarters (71%) reported being happy in the last 4 weeks.

Other data sources also indicated that Aboriginal and Torres Strait Islanders have poorer
social and emotional wellbeing than non-Indigenous Australians:
•

The rate of community mental health service contacts for Indigenous people was more
than twice that for non-Indigenous people.

•

Aboriginal and Torres Strait Islander people were twice as likely to be hospitalised for
intentional self-harm as non-Indigenous people.

Improving measures of social and emotional
wellbeing
This report found that the interim module performed well and all eight domains should be
retained, with some modifications required to five of the domains. The report recommends
that the feasibility of defining and measuring a number of additional concepts (self-efficacy,
resilience and identity, isolation and loneliness, and social wellbeing) should be further
explored.
The AIHW has been funded to undertake some of this work in a second report on
Indigenous social and emotional wellbeing that considers the concepts of self efficacy,
resilience and identity, and social wellbeing. NACCHO is responsible for considering the
concepts of isolation and loneliness in a separate report.

xi
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Introduction

Social and emotional wellbeing, as defined in this report, is a broad and holistic concept that
reflects the Aboriginal and Torres Strait Islander holistic understanding of life and health. It
includes mental health, but also considers other factors such as cultural, spiritual and social
wellbeing. It encompasses not just the wellbeing of the individual, but also the wellbeing of
their family and community.
The social and emotional wellbeing of Aboriginal and Torres Strait Islander people is an area
of particular concern and has been identified as a priority area of the National Strategic
Framework for Aboriginal and Torres Strait Islander Health (NATSIHC 2004). While there is a
scarcity of national data that specifically measure the social and emotional wellbeing of
Indigenous Australians, data that are available paint a consistent picture—one of much
higher rates of use of mental health services by Indigenous Australians compared with other
Australians (ABS & AIHW 2005; AIHW 2008b).
The need for better national data on the social and emotional wellbeing of Indigenous
Australians has been noted in numerous reports over many years (for example NHMRC
2002; SHRG 2004; Swan & Raphael 1995). Information is needed to support the development
and assessment of policies and programs aimed at addressing this area of disadvantage
among Indigenous Australians. While the importance of social and emotional wellbeing has
been recognised, as a concept it is difficult to define and to measure and, until recently, there
was a lack of agreed-upon national measures of social and emotional wellbeing.
For these reasons, the measurement of the social and emotional wellbeing of Aboriginal and
Torres Strait Islander peoples is part of the work program of the National Advisory Group
on Aboriginal and Torres Strait Islander Health Information and Data (AIHW 2006b). As
part of this work program, three organisations—namely the Australian Institute of Health
and Welfare (AIHW), the National Aboriginal Community Controlled Health Organisation
(NACCHO) and the Australian Bureau of Statistics (ABS)—have worked collaboratively
since 2003 to develop measures of social and emotional wellbeing.
In 2003 the AIHW organised a workshop of interested stakeholders, where the interim social
and emotional wellbeing module was developed for inclusion in the 2004–05 National
Aboriginal and Torres Strait Islander Health Survey (NATSIHS). The interim module
consists of eight domains covering the areas of psychological distress, impact of
psychological distress, positive wellbeing, anger, life stressors, discrimination, cultural
identification and removal from natural family. This was an important step towards the goal
of developing an agreed-upon and validated social and emotional wellbeing survey module
that would provide accurate measures of social and emotional wellbeing among Indigenous
Australians, and also allow for comparisons with non-Indigenous Australians. It was agreed
at the 2003 workshop that the interim module would be reported on once it had been tested.
This report assesses how well the interim social and emotional wellbeing module worked in
the 2004–05 NATSIHS, and reports on the outcomes of stakeholders workshop held in 2006
that reviewed the interim module. The report makes a number of recommendations for
improving the module and other measures relevant to social and emotional wellbeing. The
report also includes data on social and emotional wellbeing of Indigenous Australians from
other data sources. The structure of this report is:
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•

Chapter 1 outlines the concept of social and emotional wellbeing and the development of
the interim module

•

Chapter 2 includes data on the social and emotional wellbeing of Indigenous Australians
from the 2004–05 NATSIHS

•

Chapter 3 reports on the internal validation of the interim module

•

Chapter 4 provides data from other sources on the social and emotional wellbeing of
Indigenous Australians which can also be used to externally validate the module

•

Chapter 5 summarises the outcomes from the 2006 stakeholders’ workshop on the
interim module

•

Chapter 6 pulls together the analyses in the preceding chapters to provide an overall
assessment of the interim module, and outlines the recommendations for improving the
module and related measures for use in future surveys

•

Appendix A provides more detailed information on the measures in the interim module;
Appendix B provides additional information on the administrative data reported in
Chapter 4; Appendix C provides technical notes; and appendixes D, E and F (web-based
only) provide detailed tables to support the analyses in chapters 2, 3 and 4.

1.1 What is social and emotional wellbeing?
The concept of social and emotional wellbeing used in this report is based on the Australian
Aboriginal view of health. This view recognises that achieving optimal conditions for health
and wellbeing requires a holistic and whole-of-life view of health that encompasses the
social, emotional and cultural wellbeing of the whole community (SHRG 2004).
In the 1989 National Aboriginal Health Strategy (NAHSWP 1989) a concept of health is
presented that recognises the correlations that exist between Indigenous health and cultural,
traditional, political and socioeconomic factors of Indigenous history and society (NAHSWP
1989). This holistic view of health has been reiterated in numerous other documents, and was
developed further in Ways forward, a report by Swan and Raphael (1995) who wrote:
Aboriginal concept of health is holistic, encompassing mental health and physical,
cultural and spiritual health. Land is central to well-being. This holistic concept does not
merely refer to the ‘whole body’ but in fact is steeped in the harmonised interrelations
which constitute cultural well-being. These inter-relating factors can be categorised as
largely spiritual, environmental, ideological, political, social, economic, mental and
physical. Crucially, it must be understood that when the harmony of these interrelations
is disrupted, Aboriginal ill-health will persist.
Social and emotional wellbeing is a concept that attempts to encompass this holistic view of
health. It also seeks to recognise Aboriginal and Torres Strait Islander peoples’ particular
experiences of grief and trauma through colonisation, separation from families, and loss of
land and culture.
It is important to understand the relationship between the concepts of social and emotional
wellbeing and mental health. Mental health is also a complex domain that is defined in a
number of different ways (AHM 2003). A definition of mental health agreed on by
Australian Health Ministers (AHM 2003) was:
A state of emotional and social well-being in which the individual can cope with the
normal stress of life and reach his or her potential.
2

Mental health is therefore a component of social and emotional wellbeing. The concept of
mental health comes more from an illness or clinical perspective and its focus is more on the
individual and their level of functioning in their environment. The social and emotional
wellbeing concept is broader than this and recognises the importance of connection to land,
culture, spirituality, ancestry, family and community, and how these affect the individual
(SHRG 2004).
Mental health problems impact on social and emotional wellbeing. Mental health problems
and mental illness refer to ‘the range of cognitive, emotional and behavioural disorders that
interfere with the lives and productivity of people’ (AHM 2003:5). A mental illness is a
clinically diagnosable disorder that significantly interferes with an individual’s cognitive,
emotional or social abilities. Social and emotional wellbeing problems cover a broad range of
problems that can result from unresolved grief and loss, trauma and abuse, domestic
violence, removal from family, substance misuse, family breakdown, cultural dislocation,
racism and discrimination, and social disadvantage (SHRG 2004).
While it is difficult to precisely define the concepts of mental health and social and emotional
wellbeing, it is more difficult to develop measures for these concepts at the population level.
As noted in the National Mental Health Plan 2003–2008, the measurement of mental health is
complex and there is no widely accepted measurement approach to date (AHM 2003). The
measurement of social and emotional wellbeing presents even more challenges, although
there has been some progress made towards developing appropriate measures for use in the
Australian context.

1.2 Development of the interim social and
emotional wellbeing module
Stakeholders in Indigenous statistics have been advocating for the inclusion of measures of
social and emotional wellbeing (including measures of mental health) as a priority area for
collection and reporting. There were, however, significant concerns about the
appropriateness of using existing survey instruments to measure this concept in the
Aboriginal and Torres Strait Islander population.
Questions that are regularly used to measure mental health in general population health
surveys in Australia were designed to measure this concept in the context of Western
culture. It has been argued by Indigenous Australians and others (for example Swan &
Raphael 1995) that many of these questions are culturally and socially inappropriate for
Indigenous Australians.
In light of concerns about the validity of the standard mental health questions, the ABS did
not include any general mental health measures in the Indigenous component of the 2001
National Health Survey (NHS). This meant no data were collected from that survey on the
mental health of Indigenous Australians. Recognising the importance of obtaining data on
the social and emotional wellbeing of Indigenous Australians, high priority was placed on
the development of an appropriate instrument for inclusion in the 2004–05 NATSIHS (which
was to be run in conjunction with the 2004–05 NHS).
However, no measures had been sufficiently developed for use in the survey, and there was
a lack of agreement among key stakeholders on the questions that should be used. The
AIHW therefore convened a one-day workshop in 2003 to discuss and agree upon an interim
social and emotional wellbeing module for inclusion in the 2004–05 NATSIHS. Stakeholders
3

involved in this process included representatives from the NACCHO, the Standing
Committee on Aboriginal and Torres Strait Islander Health, the Office for Aboriginal and
Torres Strait Islander Health, Aboriginal and Torres Strait Islander Services, Australian
Government and state and territory health agencies, and the ABS. In addition, experts who
had experience in related surveys in New South Wales, Western Australia and the Northern
Territory participated in the workshop.
Given the time limits that existed, it was recognised at the workshop that devising a new and
comprehensive set of culturally appropriate measures of social and emotional wellbeing for
Indigenous Australians was not possible. Therefore, it was agreed that an interim social and
emotional wellbeing module would be developed but that it would only include pre-existing
measures (with minor modifications if required). The workshop participants also agreed that
for the module to be accepted by Indigenous stakeholders it should contain as few questions
as possible and that these needed to be brief.
The workshop produced a range of measures for the module and the development and
testing of these measures resulted in the following eight being included in the module (these
are all described in more detail in the next section):
•

psychological distress domain (K-5) - a modified version of the Kessler Psychological
Distress Scale-10 (K-10)

•

impact of psychological distress domain to detect the impact of psychological or
emotional distress on the respondent’s life

•

positive wellbeing domain to identify positive emotional states such as happiness and
vitality, in order to provide balance with the first two items

•

anger domain to capture various manifestations of anger that could be analysed against
other dimensions of the module

•

life stressors to identify other factors potentially affecting social and emotional
wellbeing

•

discrimination that was recognised as having an adverse effect on social and emotional
wellbeing

•

cultural identification to recognise the importance Indigenous people place on a sense
of belonging

•

removal from natural family to capture significant events that are likely to have
impacted on an individual’s social and emotional wellbeing.

The development and testing stages of the interim module led to the elimination of some
proposed items:
•

There were no existing and appropriate measures of ‘isolation’ and ‘coping’ available for
use and not enough time to develop new measures, and therefore these concepts were
dropped from the survey specifications.

•

Pilot testing identified difficulties with the ‘family resilience’ items and the item was
dropped from the specifications after the pilot test.

Detailed description of the interim module
The final eight domains in the interim module were not intended to serve as a
comprehensive and cohesive measure of Indigenous social and emotional wellbeing and
were not intended to be used to derive an overall social and emotional wellbeing score. The
4

interim module represented the first step in developing appropriate measures of social and
emotional wellbeing for Aboriginal and Torres Strait Islander peoples. The workshop
proposed that the module be used in the 2004–05 NATSIHS, comprehensively reviewed and
further developed for subsequent ABS surveys.
The aims of the interim module were to:
•

provide a broad assessment of the social and emotional wellbeing of Indigenous
Australians

•

test the applicability of existing measures to Indigenous contexts

•

provide insights into best practice for developing instruments and measuring social and
emotional wellbeing.

Following is a detailed description of the eight domains in the interim module and how
these were developed.

Psychological distress (Kessler-5)
The K-5 measure of psychological distress consists of a subset of five questions taken from
the Kessler Psychological Distress Scale-10 (K-10) developed in 1992 by professors Ron
Kessler and Dan Mroczek (ABS 2003). The K-10 is a non-specific psychological distress scale
that consists of 10 questions designed to measure levels of negative emotional states
experienced in the 4 weeks prior to interview (see Appendix A for a list of the K-10
questions).
The NSW Health Survey of 1997 and 1998 utilised the K-10 to measure the psychological
distress of more than 35,000 people aged 16 years and over, 600 of whom self-identified as
Aboriginal and/or Torres Strait Islander. Comparisons of population and sample showed
that similar response rates were achieved for both Indigenous and non-Indigenous people
and with agreement from the Ethics Committee of the Aboriginal Health and Medical
Research Council of NSW, these comparative results were published (NSW Health
Department 2000).
In addition to the 10 item question set, the Kessler Psychological Distress Scale also has a
6-question format that is referred to as the Kessler High Distress Measure or, alternatively,
the K-6. The K-6 has been used in a number of international studies including the United
States National Health Interview Survey (NCHS 2007). In addition, the American Indian
Services Utilization, Psychiatric Epidemiology, Risk and Protective Factors Project (AISUPERPFP), which sought to measure the prevalence of mental health problems in
American Indians, utilised the K-6 and found that this tool provided a concise and accurate
measure of psychological distress within this population (NCAIANMHR 2007).
Stakeholders involved in the 2003 social and emotional wellbeing workshop recognised the
usefulness of the K-6 in providing a measure of psychological distress, but concerns existed
about the cultural appropriateness of the wording of one of the K-6 items. That is, it was felt
that the question about the amount of time a person felt ‘worthless’ might be considered
offensive to some Aboriginal and Torres Strait Islanders (Stewart 2003).
Given that previous research has found that both the K-10 and K-6 are fairly robust measures
(for example Furukawa et al. 2003; Kessler et al. 2002) and given that an analysis of 1997–98
NSW Health Survey data suggested that the value of the measure would not be drastically
affected by the loss of one item (Stewart 2003), it was agreed that five of the six items from
the K-6 would be included in the 2004–05 NATSIHS to provide a measure of psychological
distress. Professor Kessler and state and territory health authorities gave their support for
5

the inclusion of these five questions as a means to measure psychological distress among
Indigenous Australians.
In addition, slight wording changes were made to two of the original Kessler items to
enhance understanding in an Indigenous context: the item which refers to feeling ‘hopeless’
was changed to one that asked about feeling ‘without hope’, and the original item that asked
about feeling ‘restless or fidgety’ was modified to one that asked about feeling ‘restless or
jumpy’.

Impact of psychological distress
In order to identify and quantify the impact of psychological distress on the respondent’s
life, Kessler and colleagues also developed a series of follow-up questions to the K-10/K-6
items. These questions (or somewhat modified versions of them) have been included in the
United States National Health Interview Survey and in a number of Australian state and
territory health surveys (for example in New South Wales, South Australia and the Northern
Territory) (DoHA 2003). They were included in the interim social and emotional wellbeing
module and are referred to as the impact questions.
Respondents were asked the following five questions: ‘In the last four weeks, about how
often: Did you feel nervous? without hope? restless or jumpy? that everything was an effort?
and so sad that nothing could cheer you up?’. For each question, there were five response
options: all of the time, most of the time, some of the time, a little of the time, and none of the
time (ABS 2006c). In addition, those respondents who had a psychological distress score in
the range 6-25 were asked about how this distress affected their ability to work or carry out
their normal activities; how many times they had seen a doctor or other health professional
due to their distress; and how often physical health problems were the main cause of their
distress. Note that the latter question was included as a means to further examine the causal
direction of association between physical and mental health. Stewart (2003) noted that while
it was often suggested that psychological distress is most often a secondary effect of physical
health, analyses of NSW Health Survey data suggest that this is not necessarily the case.

Positive wellbeing
In order to provide a balance to the ‘illness’ perspective as captured by the psychological
distress questions, a positive wellbeing domain was included in the interim social and
emotional wellbeing module. This domain consisted of selected questions from the Short
Form 36 Health Survey (SF-36). The SF-36 provides a generic measure of health status (see
Ware 2007; Ware et al. 1993) that has been used widely both in Australia and overseas. It
consists of 36 questions from which eight scales can be derived: physical functioning, role
limitations due to physical health problems, bodily pain, general health, vitality, social
functioning, role limitations due to emotional problems, and mental health.
Four positively-worded items from the mental health and the vitality scales were used in the
interim module to capture the concept of positive wellbeing. The questions were: ‘In the last
four weeks, about how often: Did you feel calm and peaceful? Have you been a happy
person? Did you feel full of life? Did you have a lot of energy?’ (ABS 2006c).
Note that in the standard SF-36 there are six response options. For the purposes of the
interim module, one of those categories (namely, a good bit of the time) was removed in
order to line up the response options used for this domain to those used for the
psychological distress domain (Stewart 2003).
6

Anger
Anger is viewed by health experts as a useful indicator of distress, and the measurement of
anger was considered to be particularly pertinent for the examination of social and emotional
wellbeing among Indigenous Australians. At the time of the development of the interim
social and emotional wellbeing module for the 2004–05 NATSIHS, no existing anger
questions from Australian surveys were considered to be satisfactory. Thus, five questions
were adopted from the questionnaire used in the AI-SUPERPFP study, a multi-stage, crosssectional study of American Indian communities in the United States (NCAIANMHR 2007).
The five anger items that were included in the survey asked respondents to indicate how
often, in the previous four weeks, they had been bothered or upset by any the following:
feeling easily annoyed or irritated; having violent thoughts like wanting to beat, injure or
harm someone; wanting to break or smash things; getting into a lot of arguments; and
shouting or throwing things.
The objective of the five anger questions was to report various manifestations of anger rather
than provide a discrete measure of anger per se among Australia’s Indigenous population
(ABS: Miller 2004). The manifestations of anger covered by the five questions vary in
intensity (for example ‘feeling easily annoyed or irritated’ as opposed to ‘wanting to break or
smash things’). They also vary in terms of whether they relate to feelings and thoughts (for
example ‘having violent thoughts like wanting to beat, injure or harm someone’) or to
actions (for example ‘shouting or throwing things’) (ABS 2006b).

Life stressors
The experience of stressful events (for example illness, serious accident, death in family,
divorce) can have a significant effect on an individual’s social and emotional wellbeing.
These stressors may affect an individual through direct experience or indirectly through a
family member’s problems (ABS 2007). Stakeholders involved in the development of the
social and emotional wellbeing module recognised that questions about life stressors were an
important source of information in providing context for other questions in this module.
Two different stressor questions were included in the 2004–05 NATSIHS: one was asked of
Indigenous people living in non-remote areas of Australia, and another was asked of
Indigenous people residing in remote areas of Australia. The wording and order of the
specified stressors were somewhat different in the two questions, and in the non-remote
version two extra stressors (namely ‘mental illness’ and ‘pressure to fulfil cultural
responsibilities’) were included.
In both versions, the questions asked about stressors that may have been a problem for the
respondent, their family and/or friends in the previous 12 months, although the non-remote
version referred to ‘close friends’ while the remote version simply referred to ‘friends’ (ABS
2006b). These stressor questions had been previously used in the ABS’s 2002 National
Aboriginal and Torres Strait Islander Social Survey (NATSISS) (ABS 2004). In order to allow
analyses to be undertaken for the whole Indigenous sample simultaneously (rather than
separately for remote and non-remote areas), one variable that consisted of the 15 items
common to both of the two stressor questions was used.

Discrimination
Discrimination represents perceived rejection and persecution by the dominant culture
(Whitbeck et al. 2002). Key stakeholders agreed that discrimination is an important
7

component of social and emotional wellbeing measures, and thus a series of questions
identifying feelings of discrimination among Indigenous people was included in the 2004–05
NATSIHS (ABS 2006b). These items were developed with the assistance of an advisory
group comprising experts in Indigenous information, research and health issues.
A set of four items were included in the 2004–05 NATSIHS that asked whether respondents
felt that in the previous 12 months they were treated the same as non-Indigenous people
when seeking health care and whether they had been treated badly in any situation because
of their Indigenous origin. Those who replied ‘yes’ to the latter of the two questions were
then asked how they felt when discriminated against (with options such as feel angry, feel
sad and feel sick), and what they usually did when treated badly (for example try to avoid
person or situation, keep it to yourself) (ABS 2006c).

Cultural identity
In recognition of both the importance that many Indigenous people place on a sense of
belonging at the community level and connection to country, and the detrimental effects that
a break in this sense of belonging could have on social and emotional wellbeing, a series of
cultural identity questions were included in the 2004–05 NATSIHS. These questions had
previously been utilised in the ABS’s 2002 NATSISS (ABS 2004).
The cultural identification domain of the interim module consisted of four items that identify
the level of attachment Indigenous people have to their tribal or language group and
traditional country. These items, which were asked only of those living in non-remote areas
in the 2004-05 NATSIHS, asked respondents if they identify with a tribal group, a language
group or clan and if they recognise an area as their homelands or traditional country. Those
who replied ‘yes’ to the latter of the questions were then asked if they currently live there
and, if not, whether they are allowed to visit there.

Removal from natural family
Family is the core unit for Indigenous people and sharing customs through generations is
essential in keeping their sense of identity alive (Whap 2001). Throughout history there have
been a number of events and policy decisions that have threatened family ties among
Aboriginal and Torres Strait Islander peoples, such as the removal of some Indigenous
children from their natural families and the introduction of custodial care. These events
affect and shape the social and emotional wellbeing of Indigenous Australians. Similar to the
cultural identity questions, the removal from family questions were sourced from the ABS’s
2002 NATSISS (NATSISS: ABS 2004a).
Respondents were asked if they themselves had been taken away from their natural family
by a mission, the government or welfare, and if any of their relatives had been taken away
from their natural family. Those who replied ‘yes’ to the latter of the questions were asked to
indicate which of their relatives had been removed (ABS 2006c).

Collecting data using the interim module
Once finalised, the interim social and emotional wellbeing module was incorporated into the
2004–05 NATSIHS questionnaire. Special procedures were introduced for the survey in light
of concerns about respondent burden and the possible impact on respondents of being asked
questions about their social and emotional wellbeing.
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Firstly, interviewers attempted to ensure that all interviews were conducted in a private
setting. Respondents were also provided with a ‘refusal’ option for the four questions on
positive wellbeing, the five questions on psychological distress, the one question on
discrimination in health care and the three questions on removal from natural family.
Indigenous facilitators were engaged in remote areas to assist with interviewing. The
questions were asked in English if the respondent was functionally literate in English.
Otherwise, they were translated into the respondent’s own language by the Indigenous
facilitator and their answers were conveyed back to the interviewer in English.
In remote areas local clinics were made aware of the survey and respondents were referred
to the clinic if they wished to discuss any issues arising from the survey. In non-remote areas
the Aboriginal Medical Services were informed of the survey and their contact details were
provided to respondents at the interview.
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2 Data on the social and emotional
wellbeing of Indigenous Australians
This chapter presents data on the social and emotional wellbeing of Aboriginal and Torres
Strait Islander peoples as measured by the interim social and emotional wellbeing module in
the 2004–05 NATSIHS. Data from the eight domains of the module are presented, including
differences by age, sex, and remoteness. Some figures for individual states and territories are
also included.
The total number of Aboriginal and Torres Strait Islander adults surveyed in the 2004–05
NATSIHS was 5,757 (children were also surveyed in the 2004–05 NATSIHS but only adults
were asked questions in the social and emotional wellbeing module). After the data was
weighted to account for the method of sample selection and to allow for the interpretation of
results based on the population as a whole, the NATSIHS sample represented a population
of 258,300 Indigenous Australian adults.
Although the 2004–05 NATSIHS was run in association with the 2004–05 NHS, only the
psychological distress domain of the interim social and emotional wellbeing module was
included in the NHS (ABS 2006b). Psychological distress was therefore the only measure
where the Indigenous and non-Indigenous populations could be compared.

2.1 Psychological distress
In the NATSIHS psychological distress module, respondents were asked the following five
questions: ‘In the last four weeks, about how often: Did you feel nervous? without hope?
restless or jumpy? that everything was an effort? and so sad that nothing could cheer you
up?’ For each question, there were five response options: all of the time, most of the time,
some of the time, a little of the time, and none of the time (ABS 2006c).
For each of the questions, ‘none of the time’ was most frequently reported (between 38% and
62% of responses), while 6% or fewer Indigenous adults responded ‘all of the time’ (Table
2.1).
Table 2.1: Frequency of feelings of psychological distress by psychological distress indicators,
Indigenous persons aged 18 years and over, 2004–05 (per cent)
Everything was
an effort

So sad that
nothing could
cheer you up

Nervous

Without hope

Restless or
jumpy

All of the time

2.8

2.3

4.4

6.0

2.2

Most of the time

6.2

5.0

8.1

10.7

5.0

Some of the time

19.9

13.0

20.3

20.7

13.4

A little of the time

25.5

15.6

24.3

23.1

16.0

None of the time

44.4

62.4

41.5

38.2

62.2

100.0

100.0

100.0

100.0

100.0

(a)

Total
(a)

Includes missing responses.

Source: AIHW analysis of the 2004–05 NATSIHS.

10

As per the standard approach to scoring K-6 and K-10 items, the five psychological distress
items were scored from 1 for ‘none of the time’ to 5 for ‘all of the time’. These scores were
then summed, yielding a scale with a minimum score of 5 (where response was ‘none of the
time’ to all five questions) and a maximum score of 25 (where response was ‘all of the time’
to all five questions). The data are presented as two dichotomous groups - ‘low/moderate’
(scores of 5 to 11.9) and ‘high/very high’ (scores of 12.0 to 25) in this chapter.
Table 2.2: Level of psychological distress by selected characteristics, Indigenous persons
aged 18 years and over, 2004–05 (per cent)
Total

(a)

Low/moderate

High/very high

Male

77.1

21.4

100.0

Female

66.2

32.2

100.0

18–24 years

72.8

26.0

100.0

25–34 years

71.4

27.1

100.0

35–44 years

69.6

29.2

100.0

45–54 years

69.3

29.4

100.0

55 years and over

73.8

23.0

100.0

Major Cities

74.2

25.2

100.0

Inner Regional

70.8

29.1

100.0

Outer Regional

68.7

29.6

100.0

Remote or Very Remote

70.4

26.0

100.0

71.3

27.2

100.0

184,100

70,200

258,300

Sex

Age

Remoteness

(a)

Total

(a)

Total no. of Indigenous people
(a)

Includes missing responses.

Note: The category ‘low/moderate’ includes those who responded ‘none of the time’ to all five questions on psychological distress.
Source: AIHW analysis of the 2004–05 NATSIHS.

In the 2004–05 NATSIHS, an estimated 184,100 Indigenous adults (71%) reported
low/moderate psychological distress levels, some 46,900 (18%) with a score of five. Table 2.2
shows that a further estimated 70,200 Indigenous adults (27%) reported feelings associated
with high/very high levels of psychological distress, while no psychological distress score
could be calculated (due to missing data) for the remaining 2%. Indigenous females were
significantly more likely than Indigenous males to report high/very high levels of
psychological distress (32% and 21%, respectively). In contrast, there were no significant
differences in psychological distress levels by age or by remoteness category.
Because the 2004–05 NHS included the K-10 psychological distress questions, a K-5 score has
been created from both surveys and thus a comparison between Indigenous and nonIndigenous Australians is possible in relation to this domain. There were, however, some
differences between the two surveys in content and methodology (for example use of
prompt cards varied, and wording of K-5 questions were slightly different) that should be
taken into account when making comparisons.
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After taking into account differences in the relative size and age structure of the two
populations, Indigenous Australians were twice as likely as non-Indigenous Australians to
report high/very high levels of psychological distress (27% compared with 13%). A similar
difference in rates was observed when the results were compared separately for men (ratio of
2.1) and for women (ratio of 2.0) (Appendix Table D4). Differences by Indigenous status
were also compared separately for each age group and the results are shown in Table 2.3.
With the exception of the age group 18–24 years, the rate of high/very high psychological
distress among Indigenous adults was at least twice the corresponding non-Indigenous rate.
Table 2.3: Number and proportion of people who reported high or very high levels of
psychological distress, by Indigenous status and age, persons aged 18 years and over, 2004–05
Indigenous
Number

Non-Indigenous
(a)

Number

Per cent

(a)

Per cent

(b)

Rate ratio

18–24 years

14,700

26.0

299,600

16.1

1.6

25–34 years

18,900

27.1

338,200

12.2

2.2

35–44 years

17,200

29.2

389,500

13.4

2.2

45–54 years

11,700

29.4

368,000

13.6

2.2

7,600

23.0

528,200

11.7

2.0

70,200

27.2

1,923,500

13.0

2.1

258,300

..

14,753,300

..

..

55 years and over
Total
(c)

Total no. of people
..

Not applicable

(a)

The rates for total persons were directly age standardised, while the rates for each age group are crude rates, as detailed in Appendix C.

(b)

Ratio Indigenous: non-Indigenous.

(c)

Includes missing responses.

Source: AIHW analysis of the 2004–05 NATSIHS and 2004 NHS.

The proportion of Indigenous adults with high/very high psychological distress levels
ranged from 21% in the Northern Territory to 35% in Western Australia. Relatively high rates
of high/very high psychological distress were also reported among Indigenous adults in
Tasmania (34%) and the Australian Capital Territory (30%).
Significant differences by Indigenous status were also observed for each of the three
remoteness categories for which there were data in both surveys (Table 2.4). The largest
difference observed was in Outer Regional areas, where 2.2 Indigenous adults reported
high/very high psychological distress levels for every one non-Indigenous adult who
reported the same level of psychological distress.
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Table 2.4: Number and proportion of people who reported high or very high levels of
psychological distress, by Indigenous status and remoteness(a), persons aged 18 years and over,
2004–05
Indigenous
Number

Non-Indigenous
(b)

Number

Per cent

(b)

Per cent

(c)

Rate ratio

Major Cities

19,900

25.6

1,300,300

12.8

2.0

Inner Regional

15,000

27.9

403,600

13.9

2.0

Outer Regional

16,400

28.9

199,000

12.9

2.2

70,200

26.6

1,923,500

13.1

2.0

(d)

Total
(a)

Since the remote sample of the NHS did not have the same scope and coverage as that of the NATSIHS, comparisons of psychological
distress can only be made between those living in non-remote areas of Australia.

(b)

Directly age standardised using the Australian 2001 estimated resident population, as detailed in Appendix C.

(c)

Ratio Indigenous: non-Indigenous.

(d)

Includes those living in remote or very remote areas.

Source: AIHW analysis of the 2004–05 NATSIHS and 2004 NHS.

2.2 Impact of psychological distress
A number of questions were included in the survey to assess the impact of psychological
distress. The first question was asked of everyone and related to the frequency of feelings of
psychological distress (or lack thereof) in the previous 4-week period, compared with what
was usual for them.
Three questions were asked of the 81% of respondents (representing 207,400 Indigenous
adults) who reported some level psychological distress (that is, their K-5 score was 6 or
above). These respondents answered ‘all of the time’, ‘most of the time’, ‘some of the time’
and/or ‘a little of the time’ to one or more of the five questions used to measure
psychological distress. The three questions asked of these respondents were:
•

if there were any days when they were totally unable to work or carry out their normal
activities because of these feelings and, if so, how many days

•

if they had seen a doctor or health professional because of their feelings and, if so, how
often

•

how often physical health problems were the main cause of these feelings.

Frequency of distress
The majority of Indigenous respondents indicated that their distress levels over the 4 weeks
before the interview had been the same as usual (72%), while 16% indicated they had
occurred more often than usual, and 11% said they had occurred less often than usual.
Indigenous females (18%) were more likely than Indigenous males (13%) to say these
feelings had occurred more often than usual. While there were no significant differences by
age group in relation to those who said their feelings had occurred more often than usual,
there were some significant differences by remoteness area (Table 2.5). In particular,
Indigenous people living in major cities were more likely to report experiencing feelings of
distress ‘more often than usual’ than those living in Remote or Very Remote areas of
Australia (19% compared with 11%).
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Table 2.5: Frequency of feelings of psychological distress by remoteness, Indigenous persons aged
18 years and over, 2004–05 (per cent)
Major Cities

Inner
Regional

Outer
Regional

Remote or
Very Remote

Australia

More often than usual

19.2

15.8

16.1

10.7

15.5

About the same as usual

68.9

73.7

68.9

76.2

71.9

Less often than usual

10.6

10.1

13.1

9.1

10.6

100.0

100.0

100.0

100.0

100.0

78,700

51,400

55,400

72,800

258,300

How often feelings occurred

Total

(a)
(a)

Total no. of Indigenous people
(a)

Includes missing responses.

Source: AIHW analysis of the 2004–05 NATSIHS.

Impact on usual activities
Of the estimated 207,400 Indigenous adults who had a psychological distress score in the
range 6–25, 21% reported that in the past 4 weeks there had been one or more days in which
they had been unable to work or carry out normal activities due to their feelings of distress
(Table 2.6). The average number of days lost due to these feelings was 7.
A higher proportion of females than males indicated that they had one or more days on
which they were unable to work or carry out normal activities due to their feelings of
distress (24% compared with 18%, respectively). Those adults aged 18 to 24 years were least
likely to have indicated having lost 1 or more days of their usual activities due to
psychological distress (16%) while those aged 55 years and over (27%) were most likely to
have done so.
There were significant differences in the average number of days lost across remoteness
areas, with those who lived in Remote or Very Remote areas reporting an average of 6 days
on which they were unable to work or carry out normal activities, compared with 7 days for
those in Major Cities and 8 days for those in Inner Regional areas.
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Table 2.6: Number of days unable to work or carry out normal activities due to feelings of
psychological distress, by selected characteristics, Indigenous persons aged 18 years and over, 2004–05
Number of days in the last 4 weeks
0 days

(a)(b)

Total

1 day or more

Per cent

Per cent

Average number of
(c)
days

Per cent

Male

82.0

17.5

6.8

100.0

Female

75.6

24.2

6.4

100.0

18–24 years

84.2

15.7

5.8

100.0

25–34 years

77.5

22.1

6.2

100.0

35–44 years

77.1

22.2

6.6

100.0

45–54 years

77.4

22.4

8.1

100.0

55 years and over

72.8

26.8

6.3

100.0

Major Cities

79.6

20.0

6.6

100.0

Inner Regional

81.8

17.8

7.6

100.0

Outer Regional

79.5

20.4

7.0

100.0

Remote or Very Remote

73.2

26.3

5.5

100.0

Total

78.4

21.2

6.5

100.0

162,600

44,000

..

207,400

Sex

Age

Remoteness

Total number of Indigenous
(a)
people
..

Not applicable

(a)

Analysis excludes those who had a K-5 score of 5 (18%) and those with a missing K-5 score (1.6%).

(b)

Includes missing responses on variable ‘number of days unable to work/carry out normal activity’.

(c)

Averages are based on respondents who reported having at least 1 day off.

Source: AIHW analysis of the 2004–05 NATSIHS.

Impact on visits to health professional
While the majority (88%) of those who reported a psychological distress score in the range
6–25 did not see a doctor or other health professional about their feelings of distress in the
4-week period, an estimated 24,600 Indigenous adults (12%) did (Table 2.7). This means that
almost one in 10 Indigenous Australians visited a doctor or other health professional in
relation to their feelings of distress in the 4-week period. Those that did seek help saw a
health professional, on average, 2 times during the 4 weeks prior to interview. Indigenous
women were more likely than Indigenous men to have visited a health professional about
their distress (14% compared with 9%, respectively). Furthermore, those aged 45–54 years
were significantly more likely to have seen a health professional about their distress than
those aged 18–24 years (15% and 8%, respectively). Among those who reported one or more
visits, the average number of visits did not differ significantly by age, sex or remoteness area.
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Table 2.7: Whether saw a health professional because of feelings of psychological distress,
by selected characteristics, Indigenous persons aged 18 years and over, 2004–05
Whether saw a health professional in the last 4 weeks
No

(a)(b)

Total

Yes

Per cent

Per cent

Average no. of
(c)
visits

Per cent

Male

90.9

8.5

2.2

100.0

Female

85.3

14.4

1.9

100.0

18–24 years

92.4

7.6

2.0

100.0

25–34 years

87.4

12.2

2.1

100.0

35–44 years

85.8

13.2

2.1

100.0

45–54 years

85.4

14.5

1.7

100.0

55 years and over

86.2

13.4

2.0

100.0

Major Cities

88.1

11.3

2.1

100.0

Inner Regional

86.4

13.2

2.3

100.0

Outer Regional

89.8

10.2

1.9

100.0

Remote or Very Remote

86.6

12.9

1.7

100.0

Total

87.7

11.8

2.0

100.0

181,900

24,600

. .

207,400

Sex

Age

Remoteness

Total no. of Indigenous
(a)
people
..

Not applicable

(a)

Analysis excludes those who had a K-5 score of 5 (18%) and those with a missing K-5 score (1.6%).

(b)

Includes missing responses on variable ‘whether saw a health professional because of feelings of psychological distress’.

(c)

Averages are based on respondents who reported at least 1 visit.

Source: AIHW analysis of the 2004–05 NATSIHS.

Relationship between physical and mental health
Of those who had a K-5 score in the range 6–25, 15% said that physical health problems were
the main cause of their feelings all or most of the time (Appendix tables D7–D9).
While there was no significant difference by sex, there was a clear association with age—in
older age groups, physical health problems were more likely to be reported as the main
cause of feelings of distress all or most of the time (Figure 2.1). Indigenous Australians who
lived in Major Cities (18%) were more likely than those who lived in Remote or Very Remote
areas (11%) to indicate that physical health problems were the main cause of their feelings of
distress all or most of the time (Appendix Table D9).

16

Per cent
All/most of time

100

Some of the time

82
76

80

A little/none

70
63
55

60

40

28

24

20

7

9

12 10

14 13

13

14

45– 54

55+

0
18–24

25–34

35–44
Age (years)

Notes
1. Includes missing responses.
2. Analysis excludes those who had a K-5 score of 5 (18%) and those with a missing K-5 score (1.6%).
Source: AIHW analysis of 2004–05 NATSIHS.

Figure 2.1: How often physical health problems were the main cause of feelings of
psychological distress, by age, Indigenous persons aged 18 years and over, 2004–05

2.3 Positive wellbeing
The positive wellbeing domain comprised the following four questions: ‘In the last four
weeks, about how often: Did you feel calm and peaceful? Have you been a happy person?
Did you feel full of life? Did you have a lot of energy? (ABS 2006c). The response options
were the same five that were used for the K-5 questions.
More than half of the representative adult Indigenous population reported being happy
(71%), calm and peaceful (56%) and/or full of life (55%) all or most of the time in the 4 weeks
before the interview, while nearly half (47%) said they had a lot of energy all or most of the
time (Appendix tables D10–D12).
Only a small proportion of Indigenous adults (between 2% and 7%) reported ‘none of the
time’ to the questions on positive wellbeing (Table 2.8).
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Table 2.8: Positive wellbeing indicator by frequency, Indigenous persons aged 18 years and over,
2004–05 (per cent)
Felt calm and
peaceful

Been a happy
person

Felt full of
life

Had a lot of
energy

All of the time

14.9

21.7

17.7

14.3

Most of the time

41.5

49.7

36.9

32.9

Some of the time

25.6

18.8

26.6

30.3

A little of the time

11.6

6.6

11.1

14.4

None of the time

4.8

1.8

6.2

6.6

100.0

100.0

100.0

100.0

Total
(a)

(a)

Includes missing responses.

Source: AIHW analysis of the 2004–05 NATSIHS.

Indigenous males were significantly more likely than females to report feeling calm and
peaceful (61%), full of life (58%) or having a lot of energy (54%) all or most of the time. The
corresponding rates for Indigenous females were 53%, 51% and 41%, respectively (Figure
2.2).
Per cent
100

Male
73

80

70

61
60

Female

58
53

51

54
41

40

20

0
How often felt calm
and peaceful

How often been
a happy person

How often felt
full of life

How often had a
lot of energy

Positive wellbeing indicators

Note: Includes missing responses.
Source: AIHW analysis of 2004–05 NATSIHS.

Figure 2.2: Proportion of Indigenous people who experienced positive wellbeing
‘all/most of the time’, by positive wellbeing indicator and sex, 2004–05

A comparison of responses to the positive wellbeing questions according to age is shown in
Table 2.9. While there were no statistically significant differences by age for two of the
questions—how often a person felt calm and peaceful, and how often they had been a happy
person—there were significant differences for the remaining two questions. For instance, a
lower proportion of Indigenous people aged 55 years and over reported feeling full of life all
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or most of the time than did people aged 25–34 years (47% compared with 58%, respectively).
Similarly, a lower proportion of those aged 55 years reported that they had a lot of energy all
or most of the time than did Indigenous people in the 25–34 years age group (38% compared
with 53%, respectively).
Table 2.9: Frequency of positive wellbeing indicators by age, Indigenous persons aged 18 years
and over, 2004–05 (per cent)
18–24 years

25–34 years

35–44 years

45–54 years

55 years
and over

Total

All/most of the time

57.6

52.5

57.6

56.1

60.8

56.4

Some of the time

26.7

30.5

22.5

22.8

22.1

25.6

A little/none of the time

14.2

15.9

18.4

19.9

14.1

16.5

100.0

100.0

100.0

100.0

100.0

100.0

All/most of the time

71.3

72.1

70.9

70.2

72.4

71.4

Some of the time

20.6

19.5

18.5

19.1

14.7

18.8

7.0

7.3

9.1

9.8

10.2

8.4

100.0

100.0

100.0

100.0

100.0

100.0

All/most of the time

55.3

57.7

55.9

52.4

47.0

54.6

Some of the time

29.0

26.0

24.9

26.8

26.5

26.6

A little/none of the time

14.5

15.3

17.6

19.6

23.4

17.3

100.0

100.0

100.0

100.0

100.0

100.0

All/most of the time

49.9

52.8

45.5

43.5

38.0

47.2

Some of the time

31.7

27.4

31.6

29.9

32.1

30.3

A little/none of the time

17.3

18.6

21.3

25.7

26.7

21.1

100.0

100.0

100.0

100.0

100.0

100.0

56,700

69,800

59,100

39,600

33,200

258,300

Felt calm and peaceful

(a)

Total

Been a happy person

A little/none of the time
(a)

Total

Felt full of life

(a)

Total

Had a lot of energy

(a)

Total

Total number of
(a)
Indigenous people
(a)

Includes missing responses.

Source: AIHW analysis of 2004–05 NATSIHS.

Those who lived in Remote or Very Remote areas of Australia were more likely than those
who lived in any of the remaining areas to say they had a lot of energy and that they felt full
of life all or most of the time. For example, 56% of those who lived in Remote or Very Remote
areas of Australia said they had a lot of energy all or most of the time, while 43% of those
who lived in Major Cities gave this response (Table 2.10).
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Table 2.10: Frequency of positive wellbeing indicators, by remoteness, Indigenous persons aged
18 years and over, 2004–05 (per cent)
Major
Cities

Inner Regional

Outer Regional

Remote or
Very Remote

Australia

All/most of the time

52.3

57.3

56.4

60.3

56.4

Some of the time

26.4

25.9

25.0

24.9

25.6

Little/none of the time

20.2

16.5

16.6

12.4

16.5

100.0

100.0

100.0

100.0

100.0

All/most of the time

70.9

68.2

71.0

74.5

71.4

Some of the time

18.7

22.9

17.3

17.3

18.8

9.5

8.5

9.9

6.1

8.4

100.0

100.0

100.0

100.0

100.0

All/most of the time

52.1

50.3

52.4

62.0

54.6

Some of the time

26.4

30.4

27.5

23.4

26.6

Little/none of the time

20.5

19.0

18.3

12.0

17.3

100.0

100.0

100.0

100.0

100.0

All/most of the time

42.5

44.7

45.0

55.5

47.2

Some of the time

32.6

29.5

31.0

27.9

30.3

Little/none of the time

23.9

25.4

22.1

14.1

21.1

100.0

100.0

100.0

100.0

100.0

78,700

51,400

55,400

72,800

258,300

Felt calm and peaceful

(a)

Total

Been a happy person

Little/none of the time
(a)

Total

Felt full of life

(a)

Total

Had a lot of energy

(a)

Total

Total number of
(a)
Indigenous people
(a)

Includes missing responses.

Source: AIHW analysis of 2004–05 NATSIHS.

Across the states and territories, the highest proportions of respondents reporting ‘all or
most of the time’ to the questions on positive wellbeing were, consistently, in Queensland
and Western Australia, both of which have relatively large Indigenous populations. For
example, 74% of respondents in Queensland said they had been a happy person all or most
of the time, and 72% of those in Western Australia also gave this response. On the other
hand, the lowest proportions reporting ‘all or most of the time’ to the questions on positive
wellbeing were, consistently, in Tasmania, the Australian Capital Territory and Victoria.
These three jurisdictions also have the smallest Indigenous populations.

2.4 Anger
The anger questions included in the 2004–05 NATSIHS were designed to examine
manifestations of anger, rather than providing a discrete measure of levels of anger. The five
anger items that were included in the survey asked respondents to indicate how often, in the
previous 4 weeks, they had been bothered or upset by any the following: feeling easily
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annoyed or irritated; having violent thoughts like wanting to beat, injure or harm someone;
wanting to break or smash things; getting into a lot of arguments; and shouting or throwing
things. The response options for these questions were: a lot; some; and not at all (ABS 2006c).
Feeling easily annoyed or irritated is considered to be a less intense measure of anger than
the other measures. Thus, a relatively larger percentage of respondents (16%) answered ‘a
lot’ to this item (Table 2.11). In comparison, 6% said they got into arguments a lot of the time,
4% said that they had violent thoughts and/or shouted or threw things a lot of the time, and
3% said they wanted to break or smash things a lot of the time.
With the exception of the question on how often respondents felt easily annoyed or irritated,
Indigenous people aged 55 years and over were significantly less likely than those in most of
the other age groups to respond ‘a lot’ to the anger items. As well, for each of the five anger
items, a higher proportion of people in this age group indicated that they had not
experienced the various anger manifestations at all in the previous 4 weeks.
Table 2.11: Frequency of anger manifestation by age, Indigenous persons aged 18 years and over,
2004–05 (per cent)
18–24
years

25–34
years

35–44
years

45–54
years

55 years
and over

Total

A lot

14.8

16.8

17.8

15.7

12.1

15.8

Some

53.3

55.8

57.0

56.3

47.2

54.5

Not at all

30.9

26.2

23.5

27.0

37.6

28.2

100.0

100.0

100.0

100.0

100.0

100.0

5.1

5.2

4.3

*3.4

*2.0

4.3

Some

21.8

19.7

18.5

20.1

9.8

18.7

Not at all

72.0

73.7

75.7

75.4

85.4

75.6

100.0

100.0

100.0

100.0

100.0

100.0

4.7

4.4

3.4

*1.9

*1.2

3.4

Some

20.4

18.9

14.7

14.7

7.9

16.2

Not at all

73.8

75.4

80.4

82.5

88.0

78.9

100.0

100.0

100.0

100.0

100.0

100.0

7.2

6.4

6.0

4.6

*1.6

5.6

Some

34.7

30.7

31.2

27.9

15.2

29.3

Not at all

56.8

61.8

61.2

66.6

80.3

63.7

100.0

100.0

100.0

100.0

100.0

100.0

Felt easily annoyed or irritated

(a)

Total

Had violent thoughts
A lot

(a)

Total

Wanted to break or smash things
A lot

(a)

Total

Had a lot of arguments
A lot

(a)

Total

(continued)
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Table 2.11 (continued): Frequency of anger manifestation by age, Indigenous persons aged 18 years
and over, 2004–05 (per cent)
18–24
years

25–34
years

35–44
years

45–54
years

55 years
and over

Total

4.4

5.1

4.6

4.1

*1.4

4.2

Some

24.4

25.4

25.3

19.4

9.5

22.2

Not at all

69.8

68.3

68.6

75.6

86.3

72.1

100.0

100.0

100.0

100.0

100.0

100.0

56,700

69,800

59,100

39,600

33,200

258,300

Shouting or throwing things
A lot

(a)

Total

(a)

Total no. of Indigenous people
*

Estimate has a relative standard error between 25% and 50% and should be used with caution.

(a)

Includes missing responses.

Source: AIHW analysis of the 2004–05 NATSIHS.

A larger proportion of Indigenous women than Indigenous men reported that they felt easily
annoyed or irritated a lot of the time (18% compared to 13%, respectively) and/or that they
got into arguments a lot in the previous 4 weeks (7% compared to 4%, respectively)
(Appendix Table D13). There were no statistically significantly differences between
Indigenous men and women for the other two anger measures.
When responses were compared by remoteness area, no consistent pattern was observed
across the five questions (Appendix Table D15), but some significant differences were
observed for specific questions. For instance, in relation to how often they felt easily annoyed
or irritated, a higher proportion of those living in Remote or Very Remote areas reported ‘not
at all’ in the previous 4 weeks than those living in Major Cities (35% compared with 26%).
On the other hand, a lower proportion of respondents living in Remote or Very Remote areas
reported that they had not had violent thoughts when compared with those living in Major
Cities (70% compared to 79%). Similarly, respondents in Remote or Very Remote areas were
also less likely than those in Major Cities to report that they did not shout or throw things at
all in the previous 4 weeks (67% and 76%, respectively).

2.5 Life stressors
Type of stressors
Respondents were asked to indicate which (if any) of 15 stressors they, their family and/or
friends had experienced during the 12 months prior to interview (ABS 2006c). Four in 10
(42%) respondents indicated that they, their family and/or friends had experienced the
death of a family member or close friend in the previous year, while 28% indicated serious
illness or disability, 20% reported alcohol-related problems and 19% indicated that a family
member was sent to, or currently in, jail (Table 2.12). Overall, 22% of respondents did not
report any of the specified stressors.
The types of stressors reported by respondents differed significantly according to remoteness
area. For example, those Indigenous adults who lived in Remote or Very Remote areas were
significantly more likely than other Indigenous adults to say that they, their family and/or
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friends had been a witness to violence; experienced overcrowding at home; had a member of
family sent to jail/currently in jail; and/or had a gambling problem (Appendix Table D18).
Table 2.12: Type of life stressor experienced, by remoteness, Indigenous persons aged 18 years
and over, 2004–05 (per cent)
Major
Cities

Inner
Regional

Outer
Regional

Remote or
Very Remote

Australia

30.0

28.4

25.8

28.7

28.4

9.9

7.5

6.8

12.1

9.4

Death of a family member or close friend

41.8

39.2

40.5

45.6

42.1

Divorce or separation

12.4

14.2

11.2

7.3

11.1

Not able to get a job

20.2

15.8

16.4

14.6

16.9

Involuntary loss of job

12.4

7.6

5.0

3.7

7.4

Alcohol-related problems

20.9

15.3

18.1

24.1

20.1

Drug-related problems

19.2

14.5

15.9

15.2

16.4

Witness to violence

11.2

10.8

9.5

23.5

14.2

Abuse or violent crime

11.3

10.1

10.1

13.2

11.4

Trouble with the police

15.6

12.9

17.1

19.0

16.3

Gambling problem

12.6

8.8

11.4

19.4

13.5

Member of family sent to jail/currently in jail

17.2

13.6

17.7

24.7

18.7

Overcrowding at home

11.3

8.9

16.1

29.2

16.9

Discrimination/racism

11.7

11.0

10.4

13.1

11.6

Total who experienced at least one of these
stressors

77.2

76.7

75.1

78.0

76.9

None of the above

22.5

22.6

23.8

20.9

22.4

100.0

100.0

100.0

100.0

100.0

78,700

51,400

55,400

72,800

258,300

Type of stressor
Serious illness or disability
Serious accident

(a)(b)

Total

(b)

Total no. of Indigenous people
(a)

Multiple response item—total exceeds 100.0%.

(b)

Includes missing responses.

Source: AIHW analysis of the 2004–05 NATSIHS.

In addition to the list of stressors shown in Table 2.12, respondents who lived in non-remote
areas of Australia were asked whether two additional issues had been a problem for them,
their family and/or friends in the past year: mental illness, and pressure to fulfil cultural
responsibilities. Of those living in non-remote areas, 15% reported mental illness and 6%
reported pressure to fulfil cultural responsibilities.
The types of stressors reported did not differ significantly by sex (Appendix Table D16), but
there were a number of significant differences according to age (Appendix Table D17). For
example, those aged 35–44 years were more likely than those aged 18–24 years to report that
they, their family and/or friends had experienced the death of a family member or close
friend (45% and 37%, respectively). As well, those aged 18–24 years (15%) were less likely
than those aged 25–34 years (23%) and 35–44 years (22%) to report that they, their family
and/or friends had experienced an alcohol-related problem.
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Across the states and territories, Western Australia had the highest proportion of
respondents who reported that they, their family and/or friends had experienced the death
of a family member or close friend in the previous year (51%). The highest proportion of
respondents who reported alcohol-related problems was in the Australian Capital Territory
(27%), while 28% of respondents in the Northern Territory reported that a family member
was sent to, or currently in, jail.

Number of stressors
Around one in five Indigenous respondents (22%) reported that they, their family and/or
friends had experienced none of the specified stressors in the 12 months before interview;
however, more than one-quarter (27%) had experienced four or more of these stressors. The
average number of stressors experienced was 2.6.
The number of stressors experienced did not differ significantly between males and females
(Appendix Table D19); however, there were significant differences across age groups. For
example, a higher proportion of Indigenous people aged 18–24 years reported that they had
experienced none of the specified stressors in the 12 months before interview than did
people aged 25–34 years (27% compared with 19%, respectively). In addition, those aged
35–44 years were significantly more likely to have experienced four or more of the specified
stressors than those aged 55 years and over (30% compared with 20%, respectively).
Indigenous people aged 25–44 years reported an average of 2.8 stressors compared with an
average of 2.0 stressors for those aged 55 years and over (Table 2.13).
Table 2.13: Number of life stressors experienced in the last 12 months, by age, Indigenous persons
aged 18 years and over, 2004–05 (per cent)
18–24
years

25–34
years

35–44
years

45–54
years

55 years
and over

Total

0

26.6

18.5

20.9

21.9

26.3

22.4

1

21.4

25.5

23.4

25.2

32.5

25.0

2–3

27.6

25.4

24.9

25.8

21.3

25.3

23.5

29.6

30.0

26.4

19.5

26.6

100.0

100.0

100.0

100.0

100.0

100.0

2.3

2.8

2.8

2.5

2.0

2.6

56,700

69,800

59,100

39,600

33,200

258,300

Number of stressors

4 or more
(a)

Total

Average number of
(b)
stressors
Total no. of Indigenous
(a)
people
(a)

Includes missing responses.

(b)

Averages are based on respondents who answered the questions on stressors.

Source: AIHW analysis of the 2004–05 NATSIHS.

There were significant differences in the number of stressors reported by Indigenous adults
according to remoteness area. A lower proportion of those living in Inner and Outer
Regional areas of Australia experienced four or more of the specified stressors compared
with those in Remote or Very Remote areas (21% and 23% compared with 33%, respectively).
Furthermore, those living in Inner Regional areas reported, on average, 2.2 stressors in the
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previous 12 months, whereas those living in Remote or Very Remote areas reported an
average of 3.0 (Table 2.14).
Table 2.14: Number of life stressors experienced in the last 12 months, by remoteness, Indigenous
persons aged 18 years and over, 2004–05 (per cent)
Major cities

Inner
Regional

Outer
Regional

Remote or
Very Remote

Australia

0

22.5

22.6

23.8

20.9

22.4

1

24.9

31.3

26.1

19.8

25.0

2–3

25.4

24.5

25.8

25.4

25.3

26.9

20.9

23.2

32.8

26.6

100.0

100.0

100.0

100.0

100.0

2.6

2.2

2.3

3.0

2.6

78,700

51,400

55,400

72,800

258,300

Number of stressors

4 or more
(a)

Total

(b)

Average number of stressors

(a)

Total no. of Indigenous people
(a)

Includes missing responses.

(b)

Averages are based on respondents who answered the questions on stressors.

Source: AIHW analysis of the 2004–05 NATSIHS.

2.6 Discrimination
A set of four questions were included in the 2004–05 NATSIHS to ascertain whether
respondents felt that in the previous 12 months they were treated the same as
non-Indigenous people when seeking health care and whether they had been treated badly
in any situation because of their Indigenous origin. Those who replied ‘yes’ to the latter of
the two questions were then asked how they felt when discriminated against (with options
such as ‘feel angry’, ‘feel sad’ and ‘feel sick’), and also what they usually did when treated
badly (for example ‘try to avoid person or situation’, ‘keep it to yourself’) (ABS 2006c).

Treatment when seeking health care
When asked if they felt they had been treated the same, worse than or better than
non-Indigenous people when they sought health care in the previous year, an estimated
19,400 Indigenous adults (8%) either indicated that they did not know the answer or refused
to answer. Due to this relatively high rate of non-response, these records have been excluded
when calculating other proportions in this section.
The majority (83%) of Indigenous adults indicated that they had been treated the same as
non-Indigenous people when they had sought health care in the previous 12 months, while
5% said they had been treated better than non-Indigenous people, and 4% said worse (Table
2.15). In addition, 6% of respondents indicated that they had not sought health care in the
relevant time period and 2% had only encountered Indigenous people when they sought
health care (for output purposes, these categories have been combined and are labelled
‘other’ in the table below).
The proportion of respondents who felt they received better or worse treatment than nonIndigenous respondents did not differ according to sex (Appendix Table D22), although
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there were significant differences between age groups. In particular, those aged 55 years and
over (90%) were more likely than those aged 35–44 years (82%) and 45–54 years (81%) to say
they felt they were treated the same as non-Indigenous people (Appendix Table D23). In
addition, Indigenous respondents in Remote or Very Remote areas were significantly more
likely than those in Major Cities or regional areas to report that they received better
treatment than non-Indigenous people (Table 2.15).
Table 2.15: Perceived treatment when seeking health care compared with non-Indigenous people,
by remoteness, Indigenous persons aged 18 years and over, 2004–05 (per cent)
Major Cities

Inner
Regional

Outer
Regional

Remote or
Very Remote

Australia

Worse

3.5

*2.9

3.7

5.5

4.0

Same

85.7

83.2

86.8

77.1

83.0

Better

2.9

4.2

2.1

11.4

5.4

7.8

9.6

7.4

6.0

7.6

100.0

100.0

100.0

100.0

100.0

71,600

47,600

52,700

67,000

238,900

(a)

Other

(b)

Total

(b)

Total no. of Indigenous people
*

Estimate has a relative standard error between 25% and 50% and should be used with caution.

(a)

Includes those who did not seek health care in the last 12 months and those who only encountered Indigenous health professionals.

(b)

Excludes those who did not know the answer or refused to answer (8%).

Source: AIHW analysis of the 2004–05 NATSIHS.

Treatment in general
The majority (84%) of Aboriginal and Torres Strait Islander adults said that they had not
been treated badly in the previous 12 months because of their Indigenous origin; while an
estimated 40,400 (16%) said they had been (Table 2.16). Less than 1% of respondents did not
provide a response to this question. Responses to this question did not differ according to
sex, age or remoteness area (Appendix tables D22–D24).
Table 2.16: Whether treated badly because of Indigenous origin, by remoteness, Indigenous
persons aged 18 years and over, 2004–05 (per cent)
Major Cities

Inner
Regional

Outer
Regional

Remote or
Very Remote

Australia

15.4

13.5

17.4

16.0

15.6

84.1

85.9

81.9

83.1

83.7

100.0

100.0

100.0

100.0

100.0

78,700

51,400

55,400

72,800

258,300

Yes
No
(a)

Total

(a)

Total no. of Indigenous people
(a)

Includes missing responses (less than 1%).

Source: AIHW analysis of the 2004–05 NATSIHS.

The estimated 40,400 Indigenous adults who felt they had been treated badly because of their
Indigenous status were asked two additional questions about how they felt and the actions
they took when this occurred. Respondents could indicate one or more feelings and actions
when answering these questions. Of those Aboriginal and Torres Strait Islander peoples who
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felt they had been treated badly in the previous year because of their Indigenous status, 67%
said they mainly felt angry when this occurred, 31% said they felt sorry for the person who
treated them this way, 28% said they felt sad and 17% said they felt ashamed or worried
about it.
The most common actions taken by Indigenous people who felt they had been discriminated
against were to talk to family or friends about it (38%), avoid the person or situation (33%),
try to do something about the people who did it (30%) and/or just forget about it (28%).

2.7 Cultural identification
The cultural identification domain of the 2004–05 NATSIHS consists of four questions that
identify the level of attachment Indigenous people have with their tribal or language group
and traditional country. These items, which were asked only of those living in non-remote
areas, asked respondents if they identify with a tribal group, a language group or clan and if
they recognise an area as their homelands or traditional country. Those who replied ‘yes’ to
the latter of the questions were then asked if they currently live there and, if not, whether
they are allowed to visit there. The response option for each of these questions was either yes
or no (ABS 2006c).
Nearly half of Indigenous adults in non-remote areas (46%) said they identified with a tribal
group, language group or clan. Responses to this question did not differ significantly by age,
sex or by whether they lived in a Major City, Inner Regional or Outer Regional area
(Appendix tables D25–D27).
Table 2.17: Whether recognises an area as homelands or traditional country, by remoteness(a),
Indigenous persons aged 18 years and over in non-remote areas, 2004–05 (per cent)
Major
Cities

Inner
Regional

Outer
Regional

Total

61.4

56.4

61.7

60.1

7.0

22.3

19.8

15.0

Recognises area, does not currently live there but allowed to visit

52.7

32.6

40.8

43.6

Recognises area, does not currently live there and not allowed to
visit

*0.8

**0.2

*0.5

*0.6

38.2

43.1

32.9

38.0

100.0

100.0

100.0

100.0

78,700

51,400

55,400

185,500

Recognises area as homelands or traditional country
Recognises area and currently lives there

Doesn’t recognise area as homelands or traditional country
(b)

Total

(a) (b)

Total no. of Indigenous people
*

Estimate has a relative standard error between 25% and 50% and should be used with caution.

**

Estimate has a relative standard error of more than 50% and should be used with caution.

(a)

Question asked of non-remote respondents only.

(b)

Includes missing responses.

Source: AIHW analysis of the 2004–05 NATSIHS.

Six out of 10 Indigenous adults in non-remote areas (60%) said that they recognised a specific
area as their homelands or traditional country (Table 2.17). Of those individuals who did
recognise their homelands, the majority (73%) did not live on their homelands but were
allowed to visit. Responses did not differ significantly by sex (Appendix Table D25), but
there was a significant difference between some of the remoteness areas—a higher
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proportion of those who lived in Inner Regional areas than those who lived in Outer
Regional areas said they did not recognise an area as their homelands or traditional country
(43% compared with 33%) (Table 2.17).
Whether or not Indigenous Australians recognised their homelands differed significantly
between some of the age groups (Figure 2.3). In particular, a higher proportion of Indigenous
people aged 18–24 years (47%) than those aged 35–44 years (36%) and those aged 45–54 years
(31%) said that they did not recognise an area as their homelands or traditional country.

Per cent
80
67

60

63

62

61
52

Recognises
homelands

47
37

40

36

35
31

Does not recognise
homelands

20

0
18–24

25–34

35–44

45– 54

55+

Age (years)

Notes
1.

Includes missing responses.

2.

Question asked of non-remote respondents only.

Source: AIHW analysis of 2004–05 NATSIHS.

Figure 2.3: Whether recognises an area as homelands or traditional country, by age,
Indigenous persons aged 18 years and over in non-remote areas, 2004–05

2.8 Removal from natural family
Three questions were included in the 2004–05 NATSIHS that dealt with the removal of
Aboriginal and Torres Strait Islander people from their natural families. Respondents were
asked if they themselves had been taken away from their natural family by a mission, the
government or welfare, and if any of their relatives had been taken away from their natural
family. Those who replied ‘yes’ to the latter of the questions were asked to indicate which of
their relatives had been removed (ABS 2006c).
Overall, an estimated 18,000 Indigenous adults (7%) indicated that they had been removed
from their natural family. While the proportion of Indigenous Australians removed from
their families did not differ significantly by sex, there were significant differences by age,
with a higher proportion of respondents aged 45–54 years and 55 years and over (both 11%)
reporting having been removed from their natural family than those aged 18–24 years (4%)
and 25–34 years (5%) (Appendix tables D28 and D30). A significantly higher proportion of
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Indigenous respondents who lived in Major Cities (10%) than those in Inner and Outer
Regional areas (both 6%) or in Remote or Very Remote areas (5%) reported having been
removed from their natural family (Appendix Table D32).
When asked whether any of their relatives were taken from their natural family by a mission,
the government or welfare, an estimated 35,900 Indigenous adults (14%) either indicated
they did not know or did not want to answer. Those respondents were excluded from the
analyses of these data. Of the estimated 92,300 Indigenous adults (43%) who had one or more
relatives removed from their natural family, the relative(s) removed were most commonly a
grandparent (44%), parent (28%) and/or aunt or uncle (27%). Those who lived in Remote or
Very Remote areas (29%) were significantly less likely than those in Major Cities or regional
areas to indicate that a relative had been removed (Table 2.18). There were no significant
differences by sex or age in the responses to this question (Appendix tables D29 and D31).
Table 2.18: Whether relatives had been removed from their natural family, by remoteness,
Indigenous persons aged 18 years and over, 2004–05 (per cent)
Major Cities

Inner
Regional

Outer
Regional

Remote or
Very Remote

Australia

Relative removed

52.4

42.6

48.1

29.4

42.6

Relative not removed

47.6

57.4

51.9

70.6

57.4

100.0

100.0

100.0

100.0

100.0

63,600

42,200

44,800

65,800

216,400

(a)

Total

(a)

Total no. of Indigenous people
(a)

Excludes those who did not know the answer or refused to answer (13.8%).

Source: AIHW analysis of the 2004–05 NATSIHS.

South Australia and Western Australia had the highest proportions of respondents who
reported that they had been removed from their natural family (13% and 12%, respectively).
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3 Internal validation of the interim social
and emotional wellbeing module
The interim social and emotional wellbeing module was developed over a short time period
and was first used in the 2004–05 NATSIHS, as outlined in Chapter 1. The validity of the
interim module, that is, whether it measures the concept it was designed to measure,
therefore needed to be verified. This chapter reports on the outcomes of the internal
validation process that was undertaken by the AIHW, that is, whether the results of various
domains of the interim module were consistent with each other and consistent with other
measures used in the 2004–05 NATSIHS.
This type of validation of social and emotional wellbeing measures has been done in a
number of other studies (for example Andrews & Slade 2001; Saunders & Daly 2001). The
internal validation process involved comparing the results from the eight domains in the
module with each other, and with five other relevant variables in the survey in order to
determine if the expected relationships were observed. The expected results were based on
logic (for example those with higher levels of psychological distress would be expected to
have a lower level of positive wellbeing), and findings from other research. The five other
variables that were used in the internal validation process were self-assessed health status,
long-term health conditions, excessive alcohol consumption, financial stress and labour force
status.
The outcomes of the internal validation are presented in two sections, with Section 3.1
reporting in detail on the analyses carried out to validate the psychological distress domain
against the other domains, and proceeding to a summary of the outcomes of the validation
across all domains. Similarly, Section 3.2 first reports on the validation analyses of the
psychological distress domain against the five other NATSIHS variables, and then presents a
summary of the outcomes of the validation of four of the domains against those five
variables. Detailed analysis results can be found in Appendix E in table format (Tables E1 to
E215), which is available on the AIHW website.
Some of the domains included questions that provided additional descriptive information on
a person’s mental health and social and emotional wellbeing, but did not assess the level of
their wellbeing. For instance, the ‘impact of psychological distress’ domain includes a
question on how often physical health problems were the main cause of the respondent’s
psychological distress. While responses to this question provide descriptive information on
the perceived cause of the distress, they do not provide information on the person’s level of
social and emotional wellbeing. These questions were not considered in the validation
analyses presented in this chapter.
The level of missing data, due to respondents not being willing to provide an answer or not
knowing the answer for individual items, is also noted in this chapter as a way of evaluating
the validity of the domains in the social and emotional wellbeing module. While the reason
for the missing data could suggest a variety of issues (including conceptual issues, lack of
clarity of question wording and perceived sensitivity to the topic), the validity of the domain
could be called into question if high levels of missing data were observed.
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3.1 Validating the domains against each other
Section 3.1 describes the first part of the internal validation process—a comparison of the
results from the eight social and emotional wellbeing domains with each other. While the
validation was mostly based on data related to the entire survey population, that is, the
remote and non-remote population, the analyses of the cultural identity domain against
other domains, and vice versa, were based on limited geographic coverage—non-remote
only. This is because in the 2004-05 NATSIHS the cultural identity questions were only asked
of respondents living in non-remote areas and, to ensure comparability, the validation of this
domain against other domains was based on the non-remote population.

Validating the psychological distress domain (K-5) against other
domains: detailed description
This section describes, in detail, the validation of the psychological distress domain against
other domains. Five questions from the Kessler–10 Psychological Distress Scale were
included in the social and emotional wellbeing module. Responses to these questions were
converted into a K-5 score ranging from 5 to 25, with higher values indicating higher levels
of psychological distress.
While different approaches have been used in Australia to group K-10 scores, the approach
used most often for national surveys (including the ABS NHS) and a number of state and
territory surveys is to present the data according to four categories (low, moderate, high and
very high), with a very high score of psychological distress possibly indicating a need for
professional help (ABS 2003). Stewart (2003) also created a 4-category variable when he
constructed a K-5 measure (using the appropriate questions from the K-10 scale) using data
from the 1997–98 NSW Health Survey.
While a dichotomous grouping of ‘low/moderate’ (scores of 5 to 11.9) and ‘high/very high’
(scores of 12.0 to 25) were used to present the data in Chapter 2, for the purposes of
validation a 4-category K-5 variable was created. This included the following categories: low
(total score of 5.0–7.9), moderate (8.0–11.9), high (12.0–14.9) and very high (15.0–25.0). Using
these cut-offs, the data from the 2004–05 NATSIHS indicate that 39% of Indigenous adults
had low levels of psychological distress, 33% had moderate levels, 13% high levels, and 14%
very high levels. It should be noted that respondents who reported ‘none of the time’ to all
the K-5 questions will have attained a score of five and are therefore included in the ‘low
psychological distress’ category.
Questions on the impact of psychological distress were asked of anyone who had a K-5 score
of 6 or above. For respondents with low levels of psychological distress (for example K-5
score = 6), however, this can be very confusing. It may be useful to consider changing the
cut-off for asking impact questions to those with at least moderate levels of distress (a K-5
score of 8 or above). The reason for the impact questions would then be clearer to
respondents. This approach is supported by the experience with the NSW Health Survey—it
does not ask the impact questions of anyone who scores 15 or less on the K-10, since people
scoring so low were puzzled at being asked the questions at all, and in some cases did not
respond to impact questions (Stewart 2003).

31

Psychological distress—impact
In the 2004-2005 NATSIHS, those respondents who had a K-5 score in the range 6–25 were
asked follow-up questions about the impact that their distress had on them in the previous
4 weeks. A clear relationship was seen between level of psychological distress and number of
days unable to carry out work or number of visits to a health professional. Respondents who
reported higher levels of psychological distress were more likely to report that they had been
unable to work or carry out their normal activities because of their distress. Moreover the
number of days where they were unable to work increased if their level of psychological
distress was greater (Table 3.1). For example, about one in seven (14%) of those with very
high distress indicated that 15 days or more had been affected by their distress, whereas the
majority (95%) of those with low psychological distress levels reported no days off.
In addition, a higher proportion of respondents with very high psychological distress levels
reported that they had visited a doctor or other health professional for their distress than
those with low levels of psychological distress (31% compared with 3%, respectively).
Table 3.1: Impact of psychological distress by level of distress, Indigenous persons aged 18 years
and over, 2004–05 (per cent)
Level of psychological distress
Low

Moderate

High

Very high

Total

67.2

45.5

78.4

Number of days unable to work or carry out normal activities
0 days

94.7

87.0

1–2 days

3.4

5.2

11.3

9.2

6.4

3–14 days

*1.2

6.3

19.7

30.5

11.5

—

*0.8

*1.1

13.5

2.9

100.0

100.0

100.0

100.0

100.0

15 days or more
(a)

Total

Number of visits to doctor or other health professional about feelings
0 visits

96.6

90.6

87.5

68.6

87.7

1 visit

*1.7

4.0

6.6

12.3

5.3

2 visits

*0.6

2.2

3.5

8.3

3.1

**0.2

**2.5

*2.0

10.5

3.3

100.0

100.0

100.0

100.0

100.0

53,000

84,200

33,400

36,800

207,400

3 visits or more
(b)

Total

Total no. of Indigenous people
*

Estimate has a relative standard error between 25% and 50% and should be used with caution.

**

Estimate has a relative standard error greater than 50% and is considered too unreliable for general use.

(a)

Includes missing responses for variable number of days unable to work or carry out normal activities because of feelings.

(b)

Includes missing responses for variable number of visits to doctor or other health professional about feelings.

Note: Analysis excludes those who had a K-5 score of 5 (18%) and those with a missing K-5 score (1.6%).
Source: AIHW analysis of the 2004–05 NATSIHS.

Psychological distress—positive wellbeing
In general, one would expect that those respondents who indicated higher levels of
psychological distress would also indicate lower levels of positive wellbeing, and vice versa.
However, and as mentioned in Chapter 1, an important aspect of social and emotional
wellbeing from the perspective of Aboriginal and Torres Strait Islander peoples is the view
that the absence of illness does not necessarily equate to wellness, and this has been
considered when examining the results.
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In Figure 3.1, the percentage of respondents who reported ‘all’ or ‘most of the time’ to each of
the four positive wellbeing questions is shown by level of psychological distress. The data
show the expected relationship, that the percentage of Indigenous people who reported
feeling each of the positive wellbeing measures ‘all’ or ‘most of the time’ declined as the level
of psychological distress increased. Thus, for example, 81% of Indigenous people who had a
low level of psychological distress indicated that they felt calm and peaceful ‘all’ or ‘most of
the time’ in the previous four weeks, compared with 16% of those who had a very high level
of psychological distress.

Per cent
Felt calm and peaceful

100
89

Been a happy person

81

80

Felt full of life

77

75

Had a lot of energy
64
56

60

56

54
45

40

35

36 35
30

20

16

21 19

0
Low

Moderate

High

Very high

Psychological distress

Note: Includes missing responses for variable positive wellbeing.
Source: AIHW analysis of the 2004–05 NATSIHS.

Figure 3.1: Proportion of Indigenous persons who experienced positive wellbeing
indicator ‘all/most of the time’ by level of psychological distress, 2004–05

However, while the expected inverse relationship was observed for each of the positive
wellbeing questions, the degree to which positive wellbeing and lack of psychological
distress was associated varied for the four items and was not always clear cut. For example,
the data indicate that nearly one in three (30%) of those with very high psychological distress
levels said they were happy all or most of the time, and more than half (56%) of those with
high psychological distress levels said they were happy all or most of the time. Similarly,
about one in three of those reporting a high level of psychological distress said they felt calm
and peaceful (35%), full of life (36%) and/or had a lot of energy (35%) all or most of the time.
In general, the findings of an inverse association between the psychological distress and
positive wellbeing items assist in validating these items. At the same time though, it is clear
that for some of the questions, the relationship is not as strong as for others. This could be
viewed as lending support to the view that wellbeing is not necessarily equated with lack of
psychological distress and thus both wellbeing and distress questions should be included in
surveys to gain a more robust picture of the mental health and social and emotional
wellbeing of Indigenous Australians.
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Psychological distress—anger
Table 3.2 shows the relationship between psychological distress and each of the five anger
questions for those respondents who indicated they had experienced the anger
manifestations ‘a lot’. Those persons with very high psychological distress levels were most
likely to have indicated being angry ‘a lot’ of the time. For example, almost half (49%) of the
people who indicated very high levels of psychological distress also indicated that they felt
easily annoyed or irritated ‘a lot’ of the time, compared with 4% of the people who had low
levels of psychological distress. Even for those aspects of anger that were not very prevalent
in the population, the expected direction of association was observed. For instance, the
highest proportion of those most likely to want to break or smash things ‘a lot’ was among
those with very high levels of psychological distress (15%).
Table 3.2: Proportion of Indigenous persons who experienced anger manifestation ‘a lot’ by level
of psychological distress, 2004–05 (per cent)
Anger manifestation experienced ‘a lot’
Felt easily annoyed or irritated
Had violent thoughts
Wanted to break or smash things
Got into a lot of arguments
Shouting or throwing things
(a)

Total no. of Indigenous people

(a)

Low

Moderate

High

Very high

4.2

11.1

27.2

48.6

15.8

*1.1

2.7

5.4

15.9

4.3

**0.3

*1.9

4.6

14.5

3.4

*1.5

2.9

7.9

21.4

5.6

*0.5

2.5

7.1

15.8

4.2

99,900

84,200

33,400

36,800

258,300

*

Estimate has a relative standard error between 25% and 50% and should be used with caution.

**

Estimate has a relative standard error greater than 50% and is considered too unreliable for general use.

(a)

Includes missing responses for variable psychological distress.

Total

Source: AIHW analysis of the 2004–05 NATSIHS.

Psychological distress—number of life stressors
In the 2004–05 NATSIHS, respondents were asked whether or not they themselves, their
family or friends had experienced each of 15 specific stressors in the previous 12 months. It
was expected that those Indigenous Australians who reported higher levels of psychological
distress would also report a greater number of stressors. This expectation is supported in
research by Saunders and Daly (2001). Using data from the 2000 Western Australia Health
and Wellbeing Survey, they found that in the general population, levels of psychological
distress (measured using the K-10) were significantly higher for those who had experienced
one or more stressful events during the previous 12 months compared with those who had
not experienced a stressful event. However, in the Western Australian research, the stressors
examined related to those stressors that the respondents had personally experienced; as
noted above, this is not the case in the question asked in the 2004–05 NATSIHS.
Table 3.3 shows, for each level of psychological distress, the average number of stressors
reported. There is a clear pattern whereby those with high and very high psychological
distress levels reported a significantly higher average number of stressors than those with
low or moderate psychological distress levels (3.2 and 3.6 compared with 1.9 and 2.6,
respectively).
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Table 3.3: Average number of life stressors experienced in the last 12 months by level of
psychological distress, Indigenous persons aged 18 years and over, 2004–05
Psychological distress

Average stressors (number)
Total number of Indigenous people
(a)

Total

(a)

Low

Moderate

High

Very high

1.9

2.6

3.2

3.6

2.5

99,900

84,200

33,400

36,800

258,300

Includes missing responses on psychological distress variable.

Source: AIHW analysis of the 2004–05 NATSIHS.

In addition to examining the average number of stressors, the proportion of respondents in
non-remote areas who reported the specific stressor of ‘mental illness’ for each level of
psychological distress was also examined. Again a clear pattern was observed, with the
likelihood of reporting mental illness as a stressor increasing as the level of psychological
distress increased. For example, 7% of respondents with low levels of psychological distress
reported mental illness as a stressor, compared with 33% of those with very high
psychological distress (Table 3.4).
Table 3.4: Whether reported mental illness as stressor by level of psychological distress,
Indigenous persons aged 18 years and over in non-remote areas, 2004–05 (per cent)
Psychological distress

Reported mental illness as stressor
Did not report mental illness as stressor
(b)

Total

(b)

Total no. of Indigenous people

Moderate

High

Very high

6.5

14.0

17.9

32.8

14.5

93.5

86.0

82.1

67.2

85.5

100.0

100.0

100.0

100.0

100.0

68,400

64,500

23,200

28,000

185,500

(a)

Includes missing responses for variable psychological distress.

(b)

Includes missing responses for variable whether reported mental illness as a stressor.

Total

(a)

Low

Note: Non-remote population only.
Source: AIHW analysis of the 2004–05 NATSIHS.

Psychological distress—discrimination
Perceptions of discrimination were measured with two variables in the survey. The first
assessed whether Indigenous people felt that the treatment they received when accessing
health care during the previous 12 months was different from that of non-Indigenous
Australians. The second related to whether respondents felt they were treated badly in
general, over the same period, because they were an Aboriginal or Torres Strait Islander
person. One would expect that higher levels of psychological distress would be associated
with feelings of greater discrimination. Saunders and Daly (2001) reported that those who
experienced discrimination in the previous 12 months had a higher mean level of distress.
The correlations between high levels of psychological distress and perceived discrimination
when accessing health care, are weakly supportive of the expected association. That is, as
shown in Table 3.5, a higher proportion of those with high or very high levels of
psychological distress reported that they felt they were treated worse than non-Indigenous
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people when accessing health care than those with low levels of psychological distress (8%
and 9% compared with 2%, respectively).
Table 3.5: Perceived treatment when seeking health care (compared with non-Indigenous people)
by level of psychological distress, Indigenous persons aged 18 years and over, 2004–05 (per cent)
Level of psychological distress
Low

Moderate

High

Very high

(a)

Total

Treatment when seeking health care compared with non-Indigenous people
Worse

1.7

3.3

7.7

8.5

4.0

Same

84.1

83.7

81.0

81.2

83.0

Better

4.8

5.8

6.1

5.0

5.4

Only encountered Indigenous health
professionals

1.4

2.4

*3.0

*1.6

2.0

Did not seek health care

8.0

4.7

*2.3

3.7

5.6

100.0

100.0

100.0

100.0

100.0

94,100

77,500

30,700

33,800

238,900

(b)

Total

(b)

Total no. of Indigenous people
*

Estimate has a relative standard error between 25% and 50% and should be used with caution.

(a)

Includes missing responses for variable psychological distress.

(b)

Excludes missing responses for variable treatment when seeking health care compared with non-Indigenous people (8%).

Source: AIHW analysis of the 2004–05 NATSIHS.

In relation to the question on perceived discrimination in general, there was a stronger
association between such discrimination and psychological distress. That is, 10% of those
who reported low levels of psychological distress indicated they felt they had been treated
badly in the past year due to their Indigenous status, compared with 16% of those with
moderate levels of psychological distress, 20% of those with high levels of psychological
distress, and 25% of those with very high levels of psychological distress (Appendix
Table E6).

Psychological distress—cultural identity
In the 2004–05 NATSIHS, two variables dealt with the issue of cultural identity, with one
relating to whether the individual identified with a tribal group, a language or clan, and the
other relating to whether the respondent recognised an area as their homelands or traditional
country. Because these questions were only asked of respondents living in non-remote areas,
the validation of this domain against other domains was limited to the non-remote
population only. Given that cultural identification questions in the survey were limited, no
specific relationship between psychological distress and these variables was expected.
An analysis of the data confirmed that there were no identifiable patterns (or statistically
significant differences) between level of psychological distress and whether or not a person
identified with a tribal group, language group or clan. Similarly, recognition of one’s
homelands did not vary according to level of psychological distress (Appendix Table E7).

Psychological distress—removal from natural family
Respondents to the 2004–05 NATSIHS were asked whether they had been taken away from
their natural families by a mission, the government or welfare; the same question was also
asked in relation to whether a relative had been taken away. For validation purposes, a
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three-category variable was created: those who reported that they themselves had been taken
away (7%) (includes those who reported that a relative has also been taken away); those who
reported that they had a relative removed (but had not been removed themselves) (36%); and
those who had neither been removed themselves nor had any relatives removed (56%).
The analysis showed an association between removal from natural family and psychological
distress, whereby a higher proportion of those respondents who reported very high levels of
psychological distress indicated that they had been removed from their natural family than
those who reported low levels of psychological distress (14% compared with 7%,
respectively) (Table 3.6). No such association existed, however, for those with a relative only
removed.
Table 3.6: Removal from natural family by level of psychological distress, Indigenous persons
aged 18 years and over, 2004–05 (per cent)
(a)

Low

Moderate

High

Very high

Respondent removed

6.8

7.3

9.4

13.7

8.2

Relative only removed

31.5

39.4

38.6

39.6

35.9

Neither self nor relative removed

61.7

53.3

52.0

46.7

55.9

100.0

100.0

100.0

100.0

100.0

85,400

70,800

28,200

30,700

218,400

(b)

Total

(b)

Total number of Indigenous people
(a)

Includes missing responses for variable psychological distress.

(b)

Excludes missing responses for variable removal from natural family (13.8%).

Total

Source: AIHW analysis of the 2004–05 NATSIHS.

Validating the domains against each other: summary
This section summarises the outcomes of the comparisons of the eight social and emotional
wellbeing domains with each other. Detailed results of all the analyses can be found in table
format in Appendix E (Tables E15 to E215), which is available on the AIHW website.

‘Expected’ association shown
In general, the social and emotional wellbeing domains demonstrated many of the expected
relationships with other domains in the interim module (Table 3.7).
Psychological distress
As was expected, there were clear associations between the reported level of psychological
distress and the following domains: impact of psychological distress; positive wellbeing;
anger; number of life stressors; mental illness stressor; discrimination; and removal from
natural family (self only). The outcomes of the validation of the psychological distress
domain against the other domains are described in detail in Section 3.1.
Impact of psychological distress
The validation of the domain ‘impact of psychological distress’ also showed most of the
expected relationships with other domains, including: psychological distress; anger; number
of life stressors; positive wellbeing; and (general) discrimination. For example, 75% of those
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reporting that there were no days in which they could not carry out their normal activities
due to their psychological distress indicated that they had ‘been a happy person’ all or most
of the time, compared with 38% of those who reported 3 to 14 such days (Appendix
Table E19).
There was also validity within the domain—a comparison of the two questions within the
impact domain showed the relationship one would expect. For example, a higher proportion
of those who reported 15 or more days in which they could not work or carry out their
normal activities due to their psychological distress, had two visits to a health professional
due to their psychological distress in the past year, than those who reported zero days in
which they could not carry out their normal activities (11% compared to 2%, respectively)
(Appendix Table E15).
Positive wellbeing
The positive wellbeing domain showed mostly expected associations with the other
domains—psychological distress; impact of psychological distress; anger; number of life
stressors; (general) discrimination; and removal from natural family. For instance, those who
reported experiencing the various feelings of positive wellbeing ‘all of the time’, reported a
significantly lower average number of stressors than those who reported positive wellbeing
feelings ‘none of the time’. The average number of stressors reported by those who felt calm
and peaceful ‘all of the time’ was 2.0, compared with 3.6 stressors for those who felt calm and
peaceful ‘none of the time’ (Appendix Tables E59–E62). Unlike many of the other domains,
positive wellbeing also had an expected association with ‘removal from natural family’, in
that those who reported higher levels of positive wellbeing were more likely to indicate that
neither they nor their relatives had been removed from their natural family. For example, a
higher proportion of those who indicated they felt full of life ‘all of the time’ reported that
neither they nor a relative had been removed than those who reported feeling full of life
‘none of the time’ (67% compared with 45%, respectively) (Appendix Table E73).
Anger
Validation of the anger domain demonstrated the expected relationships with the following
domains: psychological distress; impact of psychological distress; positive wellbeing;
number of life stressors; and discrimination (general and when seeking health care). In one
example, when analysing the anger domain against the positive wellbeing domain, it was
found that 18% of those who reported they wanted to break or smash things ‘a lot’ reported
they felt calm and peaceful all or most of the time, compared with 63% of those who said
they wanted to break or smash things ‘not at all’ (Appendix tables E114–E118).
Life stressors
The life stressors domain was validated by examining the number of stressors reported,
which showed expected associations with: psychological distress; impact of psychological
distress; positive wellbeing; and anger. For example, of those who reported none of the
specified stressors, 15% reported high or very high psychological distress; this compared
with 22% of those who reported one stressor, 31% of those who indicated two or three
stressors, and 40% of those who indicated four stressors or more (Appendix Table E169).
Similarly, the number of stressors showed the expected relationship with all of the anger
items, in that those who reported four stressors or more were significantly more likely than
those who reported none of the specified stressors to express higher levels of anger
(Appendix Table E173).
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Further validation of the life stressor domain was undertaken by comparing two specific
stressors against relevant domains. Questions on these two stressors were asked only of
Indigenous respondents living in non-remote areas of Australia. A validation of the mental
illness stressor (experienced by the respondent, their family or friends in the last 12 months)
against psychological distress showed the expected association—those respondents who
reported mental illness as a stressor were twice as likely to report high or very high levels of
psychological distress than those who did not report this stressor (50% and 24%,
respectively) (Appendix Table E174). Similarly, an analysis of the discrimination stressor and
the discrimination domain also suggested validity of the discrimination stressor—those who
reported discrimination as a stressor were much more likely to report that they felt
discriminated against because of their Indigenous origin than those who did not report this
stressor (66% compared to 9%, respectively) (Appendix Table E175).
Discrimination
The discrimination domain showed a number of relationships that might be expected with
the following domains: psychological distress; number of life stressors; and the
discrimination stressor. While ‘discrimination in health care’ was not associated with
positive wellbeing, ‘general’ discrimination was—a lower proportion of those who felt
discriminated against because of their Indigenous origin reported that they felt calm and
peaceful, happy and/or full of life all or most of the time than those who did not feel
discriminated against (47%, 61% and 46% compared with 59%, 74% and 56%, respectively)
(Appendix Table E183). There was also validity within the domain—a higher proportion of
respondents who felt they were treated worse than non-Indigenous people when seeking
health care reported that they felt discriminated against in general than those who felt they
received the same treatment (67% compared with 13%, respectively) (Appendix Table E186).
Cultural identification
Respondents living in non-remote areas of Australia were asked several ‘cultural
identification’ questions (whether they identified with a tribal group, language group or
clan, and whether or not they recognised their homelands or traditional country). There was
validity within the domain—Indigenous people who said that they identified with a tribal
group, language group or clan were significantly more likely to also recognise their
homelands and live there, or not live there but have access to visit, compared with those who
did not identify with a tribal group (24% and 68% compared with 8% and 24%, respectively)
(Appendix tables E204 and E205).
As the cultural identification questions were asked in non-remote areas only, the validation
of this domain against other domains was based on data for the non-remote population only.
The cultural identification domain showed an ‘expected’ relationship with two other
domains: discrimination; and removal from natural family (relative only). A larger
proportion of those who identified with a tribal group, language group or clan reported that
they felt discriminated against in any setting because of their Indigenous origin than those
who did not identify with a tribal group, language group or clan (25% compared with 7%,
respectively) (Appendix Table E202). Also, those who identified with a tribal group,
language group or clan were more likely to report that a relative had been removed from
their natural family than those who didn’t identify (55% compared with 28%, respectively)
(Appendix Table E206).
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Removal from natural family
Analysis of the ‘removal from natural family’ domain against other domains showed the
relationship that could be expected with only one of the other domains, psychological
distress. Those respondents who reported that they themselves had been removed from their
natural family (with or without a relative) were also more likely to report high or very high
levels of psychological distress compared with those who reported that neither they nor their
relative(s) had been removed (38% and 24%, respectively) (Appendix Table E209). This was
not the case for those respondents who reported that a relative only had been removed from
their natural family.

Missing data
For some domains, data are missing due to respondents not providing an answer or because
they did not know the answer for individual items. The level of missing data could be
considered a further indicator of the validity of the domains in the social and emotional
wellbeing module.
Two domains had a particularly high level of missing data. For the discrimination domain, a
large proportion of respondents said they did not know in response to the discrimination
when seeking health care item (7.3%) and a small proportion (0.2%) refused to answer. These
were combined to form a ‘missing’ category and were excluded from analyses, as the total
proportion of missing responses exceeded 5%.
A similar issue existed for the ‘removal from natural family’ domain— a large proportion of
respondents did not know whether or not any of their relatives had been removed from their
natural family (13.4%). In addition, 2.3% of respondents refused to answer if they themselves
had been removed from their natural family. Therefore, given that the two items on removal
from family were combined to form one item, all refusal and don’t know responses were
excluded from analysis because they exceeded 5% of total responses.
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psychological distress; anger; number of life stressors;
positive wellbeing; discrimination (general)

Impact of psychological distress

Cultural identification

Discrimination

within domain
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discrimination; removal from natural family (relative only)

within domain

psychological distress; positive wellbeing (associated with
‘general’ discrimination only); number of life stressors;
discrimination stressor

discrimination

Discrimination stressor

psychological distress; impact of psychological distress;
positive wellbeing; anger

Life stressors: Number of stressors

psychological distress

psychological distress; impact of psychological distress;
positive wellbeing; number of life stressors; discrimination
(general and when seeking health care)

Anger

Mental illness stressor

psychological distress; impact of psychological distress;
anger; number of life stressors; discrimination (general);
removal from natural family

Positive wellbeing

within domain

impact of psychological distress; positive wellbeing ;
anger; number of life stressors; mental illness stressor;
discrimination; removal from natural family (self)

Psychological distress

(a)

Results show ‘expected’ association with:

Domain assessed

psychological distress; impact of
psychological distress; positive
wellbeing; anger; removal from
natural family (self)

impact of psychological distress;
positive wellbeing (no association
with ‘discrimination in health care’)

removal from natural family

cultural identification; removal
from natural family

cultural identification;
discrimination (when seeking
health care)

cultural identification;
discrimination (when seeking
health care); removal from natural
family

cultural identification; removal
from natural family (relative only)

No association or inconclusive
results with:

Table 3.7: Outcomes of the cross-validation of the eight social and emotional wellbeing domains

(continued)

Number of stressors: a higher number of stressors
were reported by those who recognised their
homelands than by those who did not. This was also
the case for those who identified with a tribal group,
language group or clan.

—

—

—

—

—

—

‘Unexpected’ results with:

psychological distress (associated only with removal of
self, with or without relative)

Removal from natural family

psychological distress (not
associated with removal of relative
only); impact of psychological
distress; positive wellbeing; anger;
number of life stressors

No association or inconclusive
results with:
—

‘Unexpected’ results with:

(a)

Results not always consistent; see text in Section 3.1.
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Note: As the cultural identification questions were asked in non-remote areas only, the validation of this domain against other domains was based on data for the non-remote population only.

Results show ‘expected’ association with:

Domain assessed

Table 3.7 (continued): Outcomes of the cross-validation of the eight social and emotional wellbeing domains

No association or inconclusive results
Between some of the domains that were analysed, no association was shown. Also, in some
cases, a statistically significant relationship was found between some of the questions across
two domains, but where most questions across those domains showed no association, the
results were determined ‘inconclusive’ and have been reported together with those domains
that showed no association (Table 3.7).
It should be stated here that there are clearly differences in the strength of the expectations
one might have of whether an association between domains is likely. That is, while there
might be a strong expectation of an association between some of the domains—such as
between psychological distress and positive wellbeing—it may not be as clear whether one
would expect an association between others—such as psychological distress and recognising
one’s homelands or traditional country, or between the past removal from natural family
and recent manifestations of anger.
Some domains—the cultural identification domain and the removal from natural family
domain in particular—did not show any association with most of the other domains. For
example, no association was shown between the cultural identification domain and
psychological distress, impact of psychological distress, positive wellbeing, anger, or
removal of self from natural family. Similarly, there was no association between removal
from natural family and impact of psychological distress or anger; no association between
removal of a relative from natural family and the psychological distress domain; and no
association between removal of self from natural family and the cultural identification
domain.

‘Unexpected’ results
Only one relationship—between the number of stressors and the cultural identification
domain—showed the opposite association to the one that might be expected. Those
respondents who identified with a tribal group, language group or clan reported, on
average, a higher number of stressors than those who did not (3.1 stressors compared with
1.8) (Appendix Table E200). Similarly, those who reported that they recognised their
homelands and currently lived there, and those who did not live there but were allowed to
visit also reported, on average, a higher number of stressors than those who did not
recognise their homelands (2.9 and 2.8 stressors compared with 1.7, respectively) (Appendix
Table E201). As the cultural identification questions were asked in non-remote areas only,
the scope of this validation was limited to the non-remote population only.
It should be noted that, in the question about life stressors, respondents were asked about
stressors that not only they, but also their family and/or friends, had experienced in the
previous 12 months. Consequently, the larger one’s family or circle of friends, the more
stressors one is likely to report. Thus, while recognition of one’s homelands or identification
with a tribal group, language group or clan is likely to be a positive factor in terms of
cultural identity, it may also equate with a larger number of ties to others and the probability
of more stressors experienced by one’s family and friends.
There was also no significant association between removal from natural family and positive
wellbeing, but there was an association in the expected direction when the reverse analysis
was carried out. That is, a lower proportion of respondents who had been removed from
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their natural family reported positive wellbeing compared with those who had not been
removed.

3.2 Validating the domains against other variables
As well as comparing the results from the eight domains in the survey with each other
(Section 3.1), the internal validation process also involved a comparison with five other
relevant variables in the survey in order to determine if the expected relationships were
observed.
The five NATSIHS variables selected for this part of the validation process were:
1. Self-assessed health status—respondents were asked to indicate how good their health
was in general. This question refers to the respondent’s overall health and thus could
encompass physical and/or mental health to varying degrees. In total, 40% indicated that
their health was excellent or very good, 36% indicated that it was good, and 24%
indicated that it was fair or poor.
2. Number of long-term health conditions, including long-term mental health conditions—
respondents were asked whether they had any of a number of specific health conditions
(for example asthma, cancer, arthritis, diabetes) or any other health conditions that had
lasted, or were expected to last, for 6 months or more. Overall, 19% of Indigenous people
reported having no long-term health conditions, 18% reported one condition, 30%
reported two or three conditions, and 33% reported having four or more long-term
health conditions
3. Alcohol consumption—respondents were asked a series of questions about alcohol
consumption, and a 7-day average alcohol risk level variable was created, with categories
based on guidelines produced by the National Health and Medical Research Council
(NHMRC 2001). This variable is based on the week before the survey.
4. Financial stress—two household indicators were used to determine financial stress. The
first indicated whether the respondent (or others in their household) could obtain $2,000
within a week for something they considered important. Overall, 46% of Indigenous
adults were living in households that could raise the money, while 54% were in
households that could not. The second variable indicated whether there had been any
days in the previous 2 weeks and then in the previous 12 months in which the
respondent (or others in the household) had no money for basic living expenses (for
example food, rent). The majority (60%) of Indigenous adults were living in households
that had not experienced any days where they could not pay for basic living expenses,
just over one in four (26%) were in households in which there had been such days in the
past two weeks (referred to as ‘present financial stress’ in the tables), and 13% in
households in which there had been such days in the previous 12 months but not the past
2 weeks (referred to as ‘past financial stress’).
5. Labour force status—respondents were asked a number of questions about their labour
force status and a variable with four categories was derived from those responses:
employed in other than a Community Development Employment Project (CDEP) (41%),
employed in CDEP (12%), unemployed (8%) and not in the labour force (40%).
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Validating the psychological distress domain (K-5) against five
other variables: detailed description
This section describes, in detail, the validation of the psychological distress domain against
five other NATSIHS variables. As described in Chapter 2 and Section 3.1, five questions from
the K-10 were included in the social and emotional wellbeing module. Responses to these
questions were converted into a K-5 score ranging from 5 to 25, with higher values indicating
higher levels of psychological distress.

Psychological distress—self-assessed health status
One measure of general health status that was included in the 2004–05 NATSIHS related to
an individual’s own assessment of their health status. That is, respondents were asked to
indicate how good their health was in general. This question refers to overall health and thus
could encompass physical and/or mental health to varying degrees. In total, 40% of
Indigenous adults indicated that their health was excellent or very good, 36% indicated that
it was good, and 24% indicated that it was fair or poor. As shown in Figure 3.2, the data
indicate the expected relationship between psychological distress and self-assessed health
status, with those who had low levels of psychological distress more likely to say that their
health was excellent or very good, and those with very high psychological distress more
likely to say their health was fair or poor. In particular, those with very high levels of
psychological distress were over 3 times as likely as those with low levels of psychological
distress to rate their health as fair or poor (51% and 14%, respectively).
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Note: Includes missing responses for variables psychological distress and self-assessed health status.
Source: AIHW analysis of the 2004–05 NATSIHS.

Figure 3.2: Self-assessed health status by level of psychological distress,
Indigenous persons aged 18 years and over, 2004–05

Psychological distress—long-term health conditions
In the 2004–05 NATSIHS, respondents were asked whether they had any of a number of
specific health conditions (for example asthma, cancer, arthritis, diabetes) or any other health
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conditions that had lasted, or were expected to last, for 6 months or more. From this
information, a variable was created that indicated the number of long-term health conditions
a respondent had. Overall, 19% of Indigenous adults reported having no long-term health
conditions, 18% reported one condition, 30% reported two or three conditions, and 33%
reported having four or more long-term health conditions (Appendix Table E10).
In addition, the type of long-term health condition was examined, with a specific focus on
mental health-related conditions. Overall, 3.5% of Indigenous adults reported alcohol and drug
problems in the last 6 months, 9.9% reported mood and affective disorders and 11.5% reported
other mental and behavioural problems. It is important to note that a different question format
was used for Indigenous respondents living in non-remote areas compared with those in
remote areas. That is, those living in non-remote areas were asked if they had any ‘other’ longterm health conditions and were shown a prompt card with a list of examples, including a
number of specific mental health-related conditions such as depression and anxiety. Remote
respondents, on the other hand, were simply asked to state any ‘other’ long-term conditions
they had or were currently experiencing without being prompted with a list of possible
conditions. Therefore, it is expected that the figures above are likely to be underestimates of the
true extent of mental health-related conditions within the Indigenous population of Australia,
particularly among those living in remote areas (ABS 2006c).
Number of long-term health conditions
As shown in Figure 3.3, a clear relationship between the number of long-term conditions and
psychological distress was observed. Indigenous adults with very high levels of
psychological distress were much more likely than those with low levels of psychological
distress to have reported four or more long-term health conditions (62% and 21%,
respectively). They were also less likely than those with low psychological distress to have
indicated that they had no long-term conditions (8% versus 26%).
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Note: Includes missing responses for variables psychological distress and number of long-term health conditions.
Source: AIHW analysis of the 2004–05 NATSIHS.

Figure 3.3: Number of long-term health conditions by level of psychological distress,
Indigenous persons aged 18 years and over, 2004–05

Long-term mental health-related conditions
Whether or not Indigenous people suffered from a mental health-related problem that lasted
or was expected to last 6 months or more also demonstrated a strong association with level
of psychological distress. That is, those with very high levels of psychological distress were
much more likely to report a long-term mental health-related condition than those with low
levels of psychological distress (49% compared with 6%, respectively) (Figure 3.4).
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Figure 3.4: Whether reported a long-term mental health-related condition by
level of psychological distress, Indigenous persons aged 18 years and over, 2004–05

Psychological distress—alcohol consumption
A series of questions were asked in the 2004–05 NATSIHS about alcohol consumption. The
ABS used responses to these questions to create a 7-day average alcohol risk level variable
with categories based on guidelines produced by the National Health and Medical Research
Council (NHMRC 2001). This variable was used in the current report as a measure of alcohol
consumption, although it should be noted that this measure of risky alcohol consumption
was based on consumption in the week prior to interview and does not consider whether
this level was usual for the respondent.
Excessive alcohol consumption is associated with a variety of adverse health and social
consequences and as such could be related to higher levels of psychological distress.
However, results from the 2000 WA Health and Wellbeing survey indicated that there was
no clear association between psychological distress (measured using the K-10) and alcohol
consumption (Saunders & Daly 2001). In addition, analysis of data from the 2002 NSW
Health survey also showed no clear relationship between psychological distress (using the
K-10) and alcohol consumption (Stewart 2006). Likewise, the analysis of the 2004–05
NATSIHS found no statistically significant differences between the proportions of
respondents who drank at high risk level according to psychological distress level
(Appendix Table E12).

Psychological distress—Household financial stress
Two household indicators were used to determine financial stress in the 2004-05 NATSIHS.
The first indicated whether the respondent (or others in their household) said they could
obtain $2,000 within a week for something they considered important. The data showed that
46% of Aboriginal and Torres Strait Islander adults were in households that could raise the
money, while 54% were in households that could not. Six per cent of Indigenous adults were
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living in households in which the household spokesperson did not know if they could raise
the money and have therefore been excluded from the analyses of this variable.
The second financial stress variable dealt with whether there had been any days in the
previous 2 weeks and then in the previous 12 months in which the respondent (or others in
the household) had no money for basic living expenses (for example food or rent). The
majority (60%) of respondents were living in households in which there had not been any
days where they could not pay for basic living expenses, just over one in four (26%) were
living in households in which there had been such days in the past two weeks (referred to as
‘present financial stress’ in the tables), and 13% were in households that had experienced
financial stress in the previous 12 months, but not the past two weeks (referred to as ‘past
financial stress’).
For both measures, there was a clear relationship between psychological distress and
financial stress. For example, a lower proportion of those who reported very high levels of
psychological distress were in households that could obtain $2,000 within a week for an
emergency, compared with those with low psychological distress (29% compared to 54%,
respectively). Those with very high levels of psychological distress were also more likely to
be living in households in which there had not been sufficient money for basic living
expenses within the past two-week period than respondents reporting a low level of
psychological distress (47% and 18%, respectively) (Appendix Table E13).

Psychological distress—labour force status
In the 2004–05 NATSIHS, respondents were asked a number of questions about their labour
force status and a variable with four categories was derived from these responses: employed
in other than a CDEP (41%), employed in a CDEP (12%), unemployed (8%) and not in the
labour force (40%).
There were no significant differences in the proportion of Indigenous adults who were
unemployed or the proportion employed in CDEP according to level of psychological
distress reported (Appendix Table E14). However, there were differences in relation to
participation in the labour force—more than half (55%) of respondents who reported a very
high level of psychological distress were not in the labour force, compared with 35% of those
reporting a low level of psychological distress. On the other hand, just under a quarter (24%)
of respondents who reported a very high level of psychological distress were employed—in
other than a CDEP—compared with 46% of those reporting a low level of psychological
distress.

Validating the domains against five other variables: summary
This section summarises the outcomes of the comparisons of four social and emotional
wellbeing domains with five other variables in the NATSIHS. Detailed results of all the
analyses can be found in table format in Appendix E (Tables E1 to E215), which is available
on the AIHW website.

‘Expected’ association shown
In general, the social and emotional wellbeing domains that were examined demonstrated
many of the expected relationships with the five NATSIHS variables (Table 3.8).
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Psychological distress
As expected, there were clear associations between the reported level of psychological
distress and self-assessed health status, number of long-term health conditions (including
long-term mental health conditions), household financial stress and labour force status
(being ‘employed’, and ‘not in the labour force’—there was no association with
‘unemployed’). The outcomes of the validation of the psychological distress domain against
the five variables are described in detail in Section 3.2.
Impact of psychological distress
The validation of the domain ‘impact of psychological distress’ also showed the expected
relationships with the variables listed above under the heading ‘psychological distress’.
Positive wellbeing
The positive wellbeing domain showed expected associations with the same four out of five
variables—self-assessed health status; number of long-term health conditions, including
long-term mental health conditions; household financial stress; and labour force status
(being employed, and not in the labour force). For example, a higher proportion of those who
felt happy ‘none of the time’ reported four health conditions or more than those who felt
happy ‘all of the time’ (54% compared with 21%, respectively) (Tables C79–82). In terms of
respondents’ mental health, a higher proportion of those who felt happy ‘none of the time’
reported a mental health condition than those who felt happy ‘all of the time’ (49% compared
with 7%, respectively) (Tables C83–86). In relation to the second of the financial stress
variables (present financial stress), the results were generally in the expected direction and
many of the differences were statistically significant (Appendix Tables E91–E94). For
example, 49% of those who said they were a happy person ‘none of the time’ compared with
21% of those who said they were a happy person ‘all of the time’ were in households that
had experienced present financial stress (lack of money to pay for basic expenses in past 2
weeks) (Appendix Table E92). Also, as expected, those respondents who reported that they
were employed were more likely to report higher levels of positive wellbeing. For instance,
of those who reported that they ‘felt full of life’ most of the time, 49% said that they were
employed, compared with 27% of those who ‘felt full of life’ none of the time (Appendix
Table E97).
Anger
Validation of the anger domain demonstrated the expected relationships with the following
variables—self-assessed health status, number of long-term health conditions (including
long-term mental health conditions), household financial stress (present) and labour force
status (being employed). For instance, those respondents who indicated a higher level of
anger were less likely than those who had lower levels of anger to assess their health as
excellent or very good (Appendix Tables E139–E143). In relation to mental health, a higher
proportion of respondents who said they had violent thoughts ‘a lot’ reported a long-term
mental health condition than those who reported that they did not have violent thoughts
(48% compared with 14%, respectively) (Appendix Table E150). A consistent association was
also observed between the anger manifestations and present financial stress. For example, a
higher proportion of those who indicated that they wanted to break or smash things ‘a lot’
were in households that had experienced present financial stress than those who reported
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not wanting to break or smash things ‘at all’ (55% compared with 23%) (Appendix Table
E161).
No association or inconclusive results
In some cases, no association was found between the domains and the five variables
analysed. Also, sometimes a statistically significant relationship was found between one or
two questions in a domain and a variable, but where the other questions in that domain did
not show an association, the results were determined ‘inconclusive’ and have been reported
as showing no association (Table 3.8).
One variable in particular, alcohol consumption, did not show any association with the
domains that were analysed—no association was shown between risky alcohol consumption
and psychological distress, impact of psychological distress, positive wellbeing or anger
(Appendix Tables E12, E37–38, E87–90 and E154–158). As discussed in more detail
previously in this Section, results from two other surveys also showed no clear relationship
between psychological distress (using the K-10) and alcohol consumption. There were some
statistically significant associations between levels of anger and high-risk drinking; however,
the relationship was not consistent across the five anger variables.
While there were some statistically significant associations between household financial
stress (being able to raise $2,000 in an emergency) and some of the anger items, the results
were not consistent across all five anger items (Appendix Tables E159–E163).
The analysis of the domains and the labour force variable showed mixed results. While there
was a consistent association between the domains and being employed, there was no
association between the reported anger manifestations and the response ‘not in the labour
force’. Also, no statistically significant relationship existed between being unemployed and
psychological distress, impact of psychological distress, positive wellbeing or anger
(Appendix Tables E14, E41–42, E95–98 and E164–168). However, the results mostly showed
the expected direction in terms of the percentage increase across the categories—for example
the proportion who reported being unemployed increased with the amount of anger
reported, or with the level of psychological distress reported.
Unexpected results
There were no unexpected results from the analysis of the four social and emotional
wellbeing domains and the five other variables.
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Results show ‘expected’ association with:
self-assessed health status; number of longterm health conditions, including long-term
mental health conditions; financial stress;
labour force (‘not in the labour force’,
‘employed’)
self-assessed health status; number of longterm health conditions, including long-term
mental health conditions; financial stress;
labour force (‘not in the labour force’,
‘employed’)
self-assessed health status; number of longterm health conditions, including long-term
mental health conditions; financial stress;
labour force (‘not in the labour force’,
‘employed’)
self-assessed health status; number of longterm health conditions, including long-term
mental health conditions; financial stress
(present); labour force (‘employed’)

Domain assessed

Psychological distress

Impact of psychological distress

Positive wellbeing

Anger
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alcohol consumption; financial stress
(emergency); labour force (‘unemployed’/’not
in the labour force’)

alcohol consumption; labour force
(‘unemployed’)

alcohol consumption; labour force
(‘unemployed’)

alcohol consumption; labour force
(‘unemployed’)

No association or inconclusive results
with:

—

—

—

—

‘Unexpected’ results with:

Table 3.8: Outcomes of the validation of four social and emotional wellbeing domains with selected NATSIHS variables

4

Findings from other data sources

There are a number of administrative data sets and other surveys that have some
information on social and emotional wellbeing. Information from these data sources can be
used to build a more comprehensive picture of the social and emotional wellbeing of
Aboriginal and Torres Strait Islander peoples.
Most of the relevant administrative data sources relate to the use of health or other services
for mental health problems, and therefore provide measures of service use for mental health
problems. These administrative data sources can also be used for external validation of some
elements of the interim social and emotional wellbeing module because they provide more
objective measures of the manifestation of mental health problems which are not based on
self-assessment.
Information from the following AIHW administrative data sources are provided in this
chapter:
•

National Community Mental Health Care Database (NCMHCD)

•

National Residential Mental Health Care Database

•

National Hospital Morbidity Database

•

Supported Accommodation Assistance Program (SAAP) National Database

•

Commonwealth State/Territory Disability Agreement (CSTDA) National Minimum
Data Set (NMDS).

Data on mental health services provided by general practitioner (GP) services from the
Bettering the Evaluation and Care of Health (BEACH) survey are also provided in this
chapter, as there is currently no administrative data collection for GP services.
Despite the likely under-identification of Indigenous Australians in many administrative
data collections, these data sources indicate relatively high rates of service use for mental
health problems among Indigenous Australians. For example Indigenous Australians were
hospitalised for mental health problems at 1.8 times the rate of non-Indigenous Australians
and the rate of mental health service contacts for Indigenous Australians was twice the rate
of non-Indigenous Australians. These findings are consistent with findings from the
NATSIHS, which showed that Indigenous adults were twice as likely as non-Indigenous
adults to report high or very high levels of psychological distress (see Chapter 2).
In addition to data on service usage, this chapter also includes a summary of the findings
from the 2000-01 Western Australian Aboriginal Child Health Survey (WAACHS), which
developed social and emotional wellbeing measures to use in their survey of Indigenous
children.
More detailed analysis of the relationship between information in these datasets and the
findings from the NATSIHS is presented in Chapter 6.

4.1 National Hospital Morbidity Database
The National Hospital Morbidity Database is a compilation of episode-level records from
admitted patient morbidity data collection systems in Australian hospitals in each state and
territory. Information on the characteristics, diagnoses and care of admitted patients in
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public and private hospitals is provided annually to the AIHW by state and territory health
departments. Although hospital separation data are a valuable source of information about
hospital care, they have limitations as indicators of ill-health. Sick people who are not
admitted to hospital are not counted, and those who are admitted more than once are
counted on each occasion. Admitted patient care data are also affected by changes in
admission practices, and the availability of and access to hospitals.
Data are presented for the six jurisdictions which have been assessed as having adequate
identification of Indigenous hospitalisations in 2005–06 to 2006–07: New South Wales,
Victoria, Queensland, Western Australia, South Australia and the Northern Territory. These
six states and territories represent about 95% of the total Indigenous population of Australia.
The reported hospitalisation rates for Indigenous persons are affected by the quality of
Indigenous identification, which varies across states and territories, and also across
remoteness areas. Further details are provided in Appendix B.

Hospitalisations for mental health-related conditions
Mental health-related conditions, which include mental and behavioural disorders (such as
schizophrenia and psychoactive substance use) and other mental health conditions (such as
Alzheimer’s disease and post natal depression) were responsible for 4.2% of all
hospitalisations of Aboriginal and Torres Strait Islander Australians in New South Wales,
Victoria, Queensland, Western Australia, South Australia and the Northern Territory for the
period 2005–06 to 2006–07. Indigenous Australians had a separation rate for mental health
conditions that was 1.8 times the rate of non-Indigenous Australians (Appendix Table F6).

Hospitalisations by age and sex
•

For the 2 year period July 2005 to June 2007, there were 20,670 hospitalisations of
Aboriginal and Torres Strait Islander peoples for mental health–related conditions in
New South Wales, Victoria, Queensland, Western Australia, South Australia and the
Northern Territory. Of these, 11,327 hospitalisations (55%) were of Indigenous males and
9,343 hospitalisations (45%) were of Indigenous females (Appendix Table F6).

•

Indigenous males had higher rates of hospitalisations for mental health-related
conditions than other males across all age groups except for those aged 0–4 years and
Indigenous females aged 15–54 years had higher rates than other females (Figure 4.1).

•

The greatest difference in female rates of hospitalisations for mental health-related
conditions occurred in those aged 25–34 years, where Indigenous females were
hospitalised at over twice the rate of other females (41 per 1,000 and 19 per 1,000
hospitalisations).

•

The greatest difference in male rates of hospitalisations for mental health-related
conditions occurred in those aged 35–44 years, where Indigenous males were
hospitalised at over 3 times the rate of other males (55 per 1,000 and 16 per 1,000
hospitalisations).

•

For Indigenous males hospitalisation rates were highest among those aged 35–44 years,
whereas for Indigenous females, rates were highest for those aged 25–34 years
(Figure 4.1).
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Source: AIHW National Hospital Morbidity Database.

Figure 4.1: Age specific hospitalisation rates for a principal diagnosis of mental healthrelated conditions (excluded care type 7.3, 9 and 10), by Indigenous status and sex, NSW,
Vic, Qld, WA, SA & NT, July 2005 to June 2007
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Hospitalisations by type of mental health–related condition
Table 4.1 below presents the type of mental health-related conditions for which both
Indigenous and other Australians were hospitalised between July 2005 to June 2007 in New
South Wales, Victoria, Queensland, Western Australia, South Australia and the Northern
Territory.
•

Mental and behavioural disorders due to psychoactive substance use were the most
common type of mental health-related conditions for which Indigenous Australians were
hospitalised (38%), followed by schizophrenia, schizotypal and delusional disorders
(26%) and mood disorders (15%).

•

The most common type of mental health-related condition for which other Australians
were hospitalised between July 2005 and June 2007 were mood disorders (37%),
neurotic/stress related disorders (18%) and mental and behavioural disorders due to
psychoactive substance use (17%).

Table 4.1: Hospitalisations for mental health–related conditions by type of condition by
Indigenous status, NSW, Vic, Qld, WA, SA & NT, July 2005 to June 2007(a) (b) (c)
Indigenous

Other

Number

Percent

Rate per
(d)
1,000

Number

Percent

Rate per
(d)
1,000

Rate
ratio

576

2.8

0.4

7,748

1.4

0.2

1.8

Behavioural syndromes associated with
physiological disturbances (F50–F59)

76

0.4

0.1

13,847

2.5

0.4

0.2

Mental retardation (F70–F79)
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0.2

0.0

683

0.1

0.0

2.3

Mood disorders (F30–F39)

3,174

15.4

4.0

202,365

37.0

5.1

0.8

Neurotic, stress-related disorders (F40–
F48)

2,806

13.6

3.5

96,203

17.6

2.4

1.4

Organic, including symptomatic, mental
disorders (F00–F09)

288

1.4

0.9

21,508

3.9

0.5

1.7

Disorders of adult personality and
behaviour (F60–F69)

471

2.3

0.5

17,280

3.2

0.4

1.1

Mental & behavioural disorders due to
psychoactive substance use (F10–F19)

7,757

37.5

9.7

95,019

17.4

2.4

4.0

Disorders of psychological development
(F80–F89)

37

0.2

0.0

1,736

0.3

0.0

0.5

5,349

25.9

5.9

89,715

16.4

2.3

2.6

87

0.4

0.1

1,032

0.2

0.0

3.9

20,670

100.0

25.1

547,136

100.0

13.9

1.8

Behavioural and emotional disorders
(F90–F98)

Schizophrenia, schizotypal and
delusional disorders (F20–F29)
Unspecified (F99)
Total
(a)

Data are from public and most private hospitals (excludes private hospitals in the Northern Territory). Categories are based on the
International Statistical Classification of Diseases and Related Health Problems, 10th Revision, Australian Modification (ICD-10-AM), 4th and
fifth Edition (National Centre for Classification in Health 2004). Excluded care type 7.3, 9 & 10.

(b)

Data are presented for two financial years.

(c)

Indigenous data are reported by state/territory of usual residence of the patient hospitalised and are for New South Wales, Victoria, Western
Australia, South Australia, the Northern Territory and Queensland only. These six jurisdictions are considered to have the highest level of
accuracy of Indigenous identification, although the level of accuracy varies by jurisdiction and hospital.

(d)

Directly age standardised using the Australian 2001 population.

Source: AIHW National Hospital Morbidity Database.
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Hospitalisations for self-harm
For the period July 2005 to June 2007, there were 3,179 hospitalisations of Indigenous
Australians in New South Wales, Victoria, Queensland, Western Australia, South Australia
and the Northern Territory caused by intentional self-harm.
•

Overall, Indigenous Australians were hospitalised for self-harm at more than twice the
rate of other Australians, with Indigenous males hospitalised at 2.9 times the rate of other
Australians (Table 4.2).

•

Hospitalisation rates for self-harm were the highest among Indigenous Australians aged
35–44 years (7 per 1,000) , while for other Australians they were highest among those
aged 15–24 years (3 per 1,000) (Appendix Table F10).

Table 4.2: Hospitalisations for intentional self-harm (X60–X84), by Indigenous status and sex, NSW,
Vic, Qld, WA, SA & NT, July 2005 to June 2007(a)(b)(c)
Indigenous
Number

Other
(d)

Number

Rate per 1,000

(d)

Rate
Ratio

Rate per 1,000

Males

1,415

3.2

21,366

1.1

2.9

Females

1,764

3.7

34,000

1.8

2.1

Persons

3,179

3.5

55,371

1.4

2.4

(a)

Data are from public and most private hospitals (excludes private hospitals in the Northern Territory). Categories are based on the
International Statistical Classification of Diseases and Related Health Problems, 10th Revision, Australian Modification (ICD-10-AM), 4th and
5th Edition (National Centre for Classification in Health 2004). Excluded care type 7.3, 9 & 10.

(b)

Data are presented for two financial years.

(c)

Indigenous data are reported by state/territory of usual residence of the patient hospitalised and are for New South Wales, Victoria, Western
Australia, South Australia, the Northern Territory and Queensland only. These six jurisdictions are considered to have the highest level of
accuracy of Indigenous identification, although the level of accuracy varies by jurisdiction and hospital.

(d)

Directly age standardised using the Australian 2001 population.

Source: AIHW National Hospital Morbidity Database.

Key findings
•

Between July 2005 and June 2007 Indigenous Australians were hospitalised for mental
health-related conditions at 1.8 times the rate of non-Indigenous Australians.

•

Indigenous Australians were hospitalised for intentional self-harm at more than twice
the rate of non-Indigenous Australians.

•

It should be noted, however, that rates are affected by access to hospitals, admission
practices and the quality of Indigenous identification.

4.2 National Community Mental Health Care
Database
Information on the use of community mental health services by Aboriginal and Torres Strait
Islander peoples is available from the NCMHCD. Community mental health care services are
those that are provided by specialised public mental health services dedicated to the
assessment, treatment, rehabilitation and care of non-admitted patients (further detail
provided in Appendix B).
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In 2005–06 there were 247,263 contacts with community mental health services by
Indigenous Australians. This represented a rate of service contacts that was almost twice the
rate of non-Indigenous Australians (532 per 1,000 and 271 per 1,000 respectively) (Table 4.3).
Table 4.3: Community mental health service contacts by Indigenous status(a) and age group,
2005–06
Indigenous Australians

Non-Indigenous

Number

Per cent

Rate (per
(b)
1,000)

Number

Per cent

Rate (per
(b)
1,000)

Rate
ratio

Less than 15 years

20,250

8.2

110.7

320,128

5.9

83.3

1.3

15–24 years

61,029

24.7

621.8

752,524

13.9

276.3

2.3

25–34 years

80,299

32.5

1,096.2

1,033,734

19.1

365.5

3.0

35–44 years

54,693

22.1

884.9

919,940

17.0

309.5

2.9

45–54 years

20,674

8.4

500.7

665,275

12.3

240.3

2.1

7,672

3.1

353.7

368,897

6.8

170.7

2.1

2,646

1.1

194.6

533,278

9.8

203.6

1.0

247,263

100

531.7

5,418,145

100

270.3

2.0

Age group

55–64
65 years and over
(c)

Total contacts
(a)

These data should be interpreted with caution due to likely under-identification of Indigenous Australians. For more information, see
Appendix 1 of Mental health services in Australia 2005–06.

(b)

Rates were directly age-standardised to the Australian population at 30 June 2001.

(c)

Includes service contacts for which age is unknown.

Source: National Community Mental Health Care Database, AIHW.

•

The rate of community mental health contacts was highest among those aged 25–34 years
for both Indigenous (1,096 per 1,000) and non-Indigenous Australians (366 per 1,000).

•

The rate of community mental health contacts for Aboriginal and Torres Strait Islanders
aged 25–34 years was 3 times the rate of non-Indigenous Australians of the same age
(Table 4.3).
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Rate per 1,000
800
649

Males

600

Females
420

400
266
233

200

0
Indigenous

Non-Indigenous

Notes:
1.

These data should be interpreted with caution due to likely underidentification of Indigenous Australians. For more information, see
Appendix 1 of Mental health services in Australia 2005–06.

2.

Rates were directly age-standardised to the Australian population
at 30 June 2001.

Source: National Community Mental Health Care Database, AIHW.

Figure 4.2: Community mental health
service contacts by Indigenous status and
sex, 2005–06

•

Indigenous male clients (649 per 1,000) had a much higher rate of service contacts with
community mental health services than Indigenous females (420 per 1,000). Although the
same was found in the non-Indigenous population, the difference was not as large
(Figure 4.2).

Residential mental health care
Residential mental health care is one of the services provided through community mental
health care services. In 2005–06, Indigenous Australians had 64 episodes of residential
mental health care. Age-standardised rates show that Indigenous Australians were 1.5 times
more likely to require episodes of residential mental health care than non-Indigenous
Australians (Table 4.4).
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Table 4.4: Episodes of residential mental health care by Indigenous status(a) and age group,
2005–06
Indigenous Australians

Other Australians
Rate
ratio

Number

Per cent

Rate (per
(b)
10,000)

Number

Per cent

Rate (per
(b)
10,000)

0

0.0

0.0

21

0.9

0.0

0.0

15–24 years

13

20.3

0.2

257

11.0

1.0

0.2

25–34 years

25

39.1

4.7

668

28.5

2.2

2.1

35–44 years

12

18.8

2.0

506

21.6

1.6

1.3

45–54 years

9

14.1

3.0

333

14.2

1.2

2.5

55–64 years

3

4.7

0.5

196

8.4

0.9

0.6

65 years and over

2

3.1

0.0

245

10.4

0.4

0.0

64

100.0

1.7

2,345

100.0

1.1

1.5

Age group
Less than 15 years

(c)

Total episodes
(a)

These data should be interpreted with caution due to likely under-identification of Indigenous Australians. For more information, see
Appendix 1 of Mental health services in Australia 2005–06.

(b)

Rates were directly age-standardised to the Australian population at 30 June 2001.

(c)

Includes episodes for which age is unknown.

Source: National Residential Mental Health Care Database, AIHW.

•

Both Indigenous and other Australians aged 25–34 years had more episodes of
residential mental health care than all other age groups.

•

The rate of episodes of residential mental health care for Indigenous Australians aged
45–54 years was 2.5 times the rate for non-Indigenous Australians of the same age (Table
4.4).
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Per cent
50

Male
43

Female

40
30

27

27

27

24

20

16

10

14 13

7
2

0
15–24

25–34

35–44

45– 54

55+

Age group (years)

Notes:
1.

These data should be interpreted with caution due to likely under-identification
of Indigenous Australians. For more information, see Appendix 1 of Mental health
services in Australia 2005–06.

2.

Rates were directly age-standardised to the Australian population at 30 June 2001.

Source: National Community Mental Health Care Database, AIHW.

Figure 4.3: Percentage distribution of residential mental health care
episodes by sex, Indigenous persons aged 15 years and over, 2005–06

•

Episodes of residential mental health care were much more frequent for Indigenous
males aged 25–34 years than Indigenous females of the same age.

•

Across all other age categories, Indigenous females were more likely to report episodes
of residential mental health care than Indigenous males (Figure 4.3).

Key findings
•

In 2005–06 the rate of mental health service contacts was twice as high for Indigenous as
non-Indigenous Australians. Furthermore, Indigenous Australians were 1.5 times as
likely as non-Indigenous Australians to require residential mental health care.

•

Indigenous males had a higher rate of service contacts for community mental health
services than females.

4.3 Supported Accommodation Assistance
Program National Data Collection
The AIHW is responsible for the Supported Accommodation Assistance Program (SAAP)
National Data Collection (NDC). The aim of SAAP is to provide transitional accommodation
and support services to help people who are homeless and/or in crisis to achieve the
maximum possible degree of self reliance and independence. SAAP offers a range of support
services which are tailored to suit the client’s needs, such as housing, financial support,
personal support, and specialist services (AIHW 2007a).
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The reason for seeking assistance and the type of service provided defines the support
period received by the client. For example, mental health-related closed support periods are
those that had finished on or before 30 June of the reporting year for which one of the
following were reported: the referral source is a psychiatric unit or the reason for seeking
assistance is either mental health issues or psychiatric illness; either psychological or
psychiatric services were identified by the agency as either needed, provided or referred; the
accommodation type either before or after the support period was a psychiatric institution
(AIHW 2007a).
This section includes data on clients with mental health-related closed support periods. Data
is presented as weighted data, meaning that attempts have been made to adjust for the
undercount of support periods due to non-participation of some agencies and the nonconsent of some SAAP clients to the provision of their data. This allows for a more accurate
estimation of the number of mental health-related closed support periods provided by SAAP
and allows comparisons of this data to be made against other data published from the SAAP
Client Collection (AIHW 2007a). (For further information refer to Appendix B.)

SAAP mental health-related closed support periods
In 2005–06, there were 21,900 mental health-related closed support periods provided by
SAAP agencies in Australia. For those support periods for which the Indigenous status of the
client was known, 11% were provided to people of Aboriginal or Torres Strait Islander
origin. Over half of all mental health-related closed support periods in 2005–06 were
provided to Indigenous and non-Indigenous clients aged 25–44 years of age (54% and 55%,
respectively).
Aged standardised rates indicate that in 2005–06 there was one non-Indigenous mental
health-related closed support period for every 5 Indigenous mental-health related closed
support periods. For clients aged 65 years and over, the rates for Indigenous clients were
more than 7 times the rate of non-Indigenous clients (Table 4.5).
Indigenous clients with mental health-related closed support periods were more likely to be
female than male (637 per 100,000 and 351 per 100,000, respectively). The rate of Indigenous
females who had a mental health-related closed support period was 6.9 times higher than the
rate for non-Indigenous females (Table 4.5).
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Table 4.5: SAAP clients with mental health-related closed support periods: demographic
characteristics, 2005–06
Indigenous
Client
Demographics

Non-Indigenous

Per cent

Rate (per 100,000
(a)
population)

Per cent

Rate (per 100,000
(a)
population)

Rate ratio

4.0

54.1

1.5

7.3

7.5

15–19

15.9

714.9

12.7

177.2

4.0

20–24

16.4

899.5

12.4

165.6

5.4

25–44

54.3

988.1

54.8

178.8

5.5

45–64

9.0

345.7

17.4

65.6

5.3

65 years and over

0.4

65.0

1.2

8.5

7.7

33.0

350.7

51.7

98.8

3.5

Female

66.8

636.7

48.3

92.5

6.9

(c)

Total

100.0

498.0

100.0

95.4

5.2

Total no. of
(b)(c)
people

2,500

..

19,400

..

..

Age
Less than 15 years

Sex
Male

Notes:
1.

All proportions and rates are calculated using non-rounded figures.

2.

All proportions and rates do not include those mental health-related closed support periods for which age, sex or Indigenous status was
missing and/or not reported.

(a)

Rates by sex were directly age-standardised using the 2001 Australian Standard population.

(b)

Includes missing and/or not reported responses. Excludes 1,142 support periods for whom Indigenous status was unknown.

(c)

Total number rounded to the nearest 50.

Source: Supported Accommodation Assistance Program Client Collection.

Type of SAAP service provided
Of the mental health-related closed support periods provided to Indigenous SAAP clients in
2005–06, 68% involved supported accommodation services while 32% involved a range of
other support services. On the other hand, 55% of non-Indigenous SAAP clients received
supported accommodation and 45% received other services. The age standardised rate of
Indigenous clients who received accommodation during a mental health related support
period was more than 6 times higher than the rate for non-Indigenous SAAP clients (340 per
100,000 and 53 per 100,000, respectively) (Table 4.6). (Definitions of service types are
included in Appendix B.)
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Table 4.6: SAAP mental health-related closed support periods, by service type, 2005–06
Indigenous

Non-Indigenous

Per cent

Rate (per
(a)
100,000)

Per cent

Rate (per
(a)
100,000)

Rate
ratio

Supported accommodation

68.4

339.8

55.0

52.8

6.4

Other support

31.6

158.4

45.0

43.0

3.7

100.0

498.2

100.0

95.8

5.2

2,500

..

19,400

..

..

(b)

Total

(b)(c)

Total no. of people
(a)

Rates were directly age-standardised using the 2001 Australian Standard Population.

(b)

Includes missing and/or not reported responses. Excludes 1,142 support periods for whom Indigenous status was unknown.

(c)

Total number rounded to the nearest 50.

Notes:
1.

All proportions and rates are calculated using non-rounded figures.

2.

All proportions and rates do not include those mental health-related closed support periods for whom age or Indigenous status was missing
and/or not reported.

Source: Supported Accommodation Assistance Program Client Collection.

Key findings
•

The age standardised Indigenous rate of SAAP closed support periods that were
mental-health related was 5 times the rate of non-Indigenous Australians.

•

The rate of Indigenous females with a mental health related closed support period was
nearly 7 times higher than the rate for non-Indigenous females.

4.4 Commonwealth State/Territory Disability
Agreement National Minimum Data Set
Specialist support services are provided to eligible persons with a disability through the
Commonwealth State/Territory Disability Agreement. The data presented in this section
cover service users with a psychiatric disability. The information has been extracted from the
CSTDA National Minimum Data Set, which is a collation of data on specialist disability
support services that receive CSTDA funding (see Appendix B for more details).
The types of CSTDA-funded services provided to people with disabilities can be grouped
into five main categories reported in the CSTDA NMDS: accommodation support,
community support, community access, respite, and employment services (advocacy,
information and print disability and other support services are not required to collect data
and are therefore not reported in national data).
The accommodation support category can be further broken down into accommodation
support that is broadly regarded as a residential service and other accommodation support
that is non-residential in nature.
•

Four accommodation support types provide support to people living in CSTDA-funded
accommodation—including large residential institutions, small residential institutions,
hostels and group homes, i.e. ‘residential’ accommodation support.
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•

Other types of accommodation support, broadly classified as ‘non-residential’, provide
support to people living in their own home or with an alternative family placement
(definitions provided in Appendix B).

This section compares CSTDA service users with psychiatric disability who received
residential accommodation support (with or without other CSTDA services) to service users
with psychiatric disability who did not use residential accommodation support. This latter
group includes people who used non-residential accommodation support (with or without
other CSTDA services) and people who did not use any accommodation support services but
used other types of CSTDA services.
In 2005–06 there were 7,182 Aboriginal and Torres Strait Islander people who used CSTDAfunded services, representing 3% of all service users. The Indigenous status of 23,156 service
users (11%) was unknown.
Between July 2005 to June 2006, there were 1,216 Indigenous service users with a psychiatric
disability, including those who reported psychiatric disability as a primary disability and
others with psychiatric conditions as ‘other significant’ disability. This group represented
17% of all Indigenous service users in 2005-06. A similar proportion of other Australians who
used CSTDA services had psychiatric disability as a primary or other significant disability
(Appendix Table F4).

Rates of service use
•

There were 1,185 Indigenous non-residential service users and 98 Indigenous residential
service users with a psychiatric disability in 2005–06 (Table 4.7).

•

The age standardised rate for Indigenous persons with a psychiatric disability who used
residential accommodation support services was 1.9 times the rate for non-Indigenous
persons. The rate for Indigenous persons with a psychiatric disability who used nonresidential support services was 1.6 times the rate of non-Indigenous persons.

Table 4.7: CSTDA funded service users with a psychiatric disability by Indigenous status and sex,
2005–06
Indigenous
Number

Other
(a)

Number

Rate (per 1,000)

(a)

Rate ratio

Rate (per 1,000)

Non-residential service users
Males

662

3.2

20,673

2.1

1.6

Females

523

2.6

15,382

1.5

1.7

Persons

1,185

2.9

36,124

1.8

1.6

Males

57

0.3

1,629

0.2

1.9

Females

41

0.2

1,231

0.1

1.9

Persons

98

0.3

2,861

0.1

1.9

Residential service users

(a)

Directly age-standardised using the 2001 Australian standard population.

Note: Includes service users who had a psychiatric disability as their main disability or as an ‘other significant’ disability. Service users may have
used both residential (service types 1.01–1.04) and non-residential (all other service types) services so may be counted in both groups.
Source: AIHW analysis of data from the 2005–06 Commonwealth State/Territory Disability Agreement NMDS.
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Sex and age
•

Males with a psychiatric disability used residential and non-residential services at
higher rates than females, for both Indigenous and other groups (Table 4.7).

•

The majority of both Indigenous and non-Indigenous users of non-residential services
with a psychiatric disability were aged between 25 and 44 years (Table 4.8).

•

Residential service users with a psychiatric disability were older than non-residential
service users, with the majority of Indigenous and non-Indigenous users aged between
35 and 54 years.

Table 4.8: CSTDA funded service users with a psychiatric disability by Indigenous status by age,
2005–06
Indigenous

Other

Number

Per cent

Rate
(a)
(per 1,000)

Number

Per cent

Rate
(a)
(per 1,000)

42

3.5

0.2

663

1.8

0.2

15–24 years

230

19.4

2.3

4,609

12.8

1.7

25–34 years

309

26.1

4.2

8,636

23.9

3.1

35–44 years

312

26.3

5.0

9,330

25.8

3.1

45–54 years

196

16.5

4.7

7,709

21.3

2.8

55–64 years

75

6.3

3.4

3,569

9.9

1.6

21

1.8

1.5

1,586

4.4

0.6

1,185

100.0

2.9

36,124

100.0

1.8

2

2.0

0.0

7

0.2

0.0

15–24 years

11

11.2

0.1

147

5.1

0.1

25–34 years

22

22.4

0.3

468

16.4

0.2

35–44 years

31

31.6

0.5

797

27.9

0.3

45–54 years

20

20.4

0.5

786

27.5

0.3

55–64 years

9

9.2

0.4

487

17.0

0.2

3

3.1

0.2

169

5.9

0.1

98

100.0

0.3

2,861

100.0

0.1

Age group
Non residential care
Less than 15 years

65 years and over
(b)

Total persons

Residential care
Less than 15 years

65 years and over
(b)

Total persons
(a)

Rates for total persons are directly age-standardised using the 2001 Australian standard population.

(b)

Includes service users who had a psychiatric disability as their main disability or as an ‘other significant’ disability. Service users may have
used both residential (service types 1.01–1.04) and non-residential (all other service types) services so may be counted in both groups.

Source: AIHW analysis of data from the 2005–06 Commonwealth State/Territory Disability Agreement NMDS.

Types of services
Non-residential CSTDA-funded services provided to service users include: in-home
accommodation support; community support; community access; respite services;
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employment support services: and advocacy, information and print disability and other
support (definitions provided in Appendix B).
•

There were 1,185 Indigenous service users and 36,124 other Australian service users with
a psychiatric disability who accessed non-residential CSTDA-funded services during
2005–06.

•

During 2005–06, 33% of Indigenous non-residential service users with a psychiatric
disability accessed accommodation support. There were also 33% who accessed
employment support services. A large proportion of these non-residential service users
also used community access services and community support services.

•

Just under half (47%) of other Australian non-residential service users with a psychiatric
disability also accessed employment support services, and just over one third (34%) used
community access services (Table 4.9).

Table 4.9: CSTDA-funded non-residential service users with a psychiatric disability, by nonresidential service type, 2005-06(a)
(b)

Indigenous
Non-Residential service type

Other Australians

Number

Per cent

Number

Per cent

Accommodation support

391

33.0

7,407

20.5

Community support

315

26.6

5,391

14.9

Community access

351

29.6

12,375

34.3

Respite

168

14.2

3,701

10.2

Employment

385

32.5

16,869

46.7

1,185

100.0

36,124

100.0

Total
(a)

Financial year reporting.

(b)

Includes non-Indigenous and not stated Indigenous status.

(c)

Non-residential service users include those accessing all service except service types 1.01–1.04.

Note: Components may add to more than the total as service users may have accessed more than one service type during the financial year.
Source: AIHW analysis of 2005–06 Commonwealth State/Territory Disability Agreement NMDS.

•

During 2005–06, there were 98 Indigenous and 2,861 other Australian CSTDA-funded
residential service users with a psychiatric disability.

•

Of the Indigenous service users who accessed residential services during 2005–06, the
majority (77%) accessed group homes, while 19% accessed large institutions, 3% accessed
small institutions and 2% accessed hostels.

•

Other Australian service users were also most likely to access group homes (69%),
followed by large institutions (27%), hostels (3%) and small institutions (2%) (Table 4.10).
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Table 4.10: CSTDA-funded residential service users with a psychiatric disability, by
residential service type, 2005-06(a)
Indigenous
Residential service type

Other

(b)

Number

Per cent

Number

Per cent

Large institution

19

19.4

765

26.7

Small institution

3

3.1

66

2.3

Hostels

2

2.0

90

3.1

Group homes

75

76.5

1,986

69.4

Total

98

100.0

2,861

100.0

(a)

Financial year reporting.

(b)

Includes non-Indigenous and not stated.

Note: Components may add to more than the total as service users may have accessed more than one service type during the financial year.
Source: AIHW analysis of 2005–06 Commonwealth State/Territory Disability Agreement NMDS.

Key findings
•

The age standardised rate for Indigenous persons with a psychiatric disability who
accessed residential accommodation support services was 1.9 times the rate for nonIndigenous persons.

•

The rate for Indigenous persons with a psychiatric disability who accessed nonresidential support services was 1.6 times the rate of non-Indigenous persons.

•

Males with a psychiatric disability used residential and non-residential services at higher
rates than females, for both Indigenous and other Australians.

4.5 Bettering the Evaluation and Care of Health
Survey
GPs provide a range of services to people with mental health problems. Information about
general practice encounters is available from the BEACH survey of general practice activity.
This survey collects information on general practice activity from a random sample of
approximately 1,000 GPs across Australia each year (see Appendix B for more information
about the survey).
Data for the five year period 2002–03 to 2006–07 are presented below. Mental health-related
problems (psychological problems) were the sixth most common type of problems managed
at GP encounters with Aboriginal and Torres Strait Islander patients during this period.
•

In the period 2002–03 to 2006–07 there were 7,542 GP encounters with Aboriginal and
Torres Strait Islander patients recorded in the survey, at which 11,219 problems were
managed. Of these, 9.7% (1,088) were mental health related problems (AIHW 2008).

•

Depression was the most common mental health–related problem managed at GP
encounters with Indigenous patients, followed by drug misuse (licit or illicit), anxiety
and sleep disturbance (Table 4.11).

•

Mental health-related problems were managed at a rate of 14.4 per 100 GP encounters
with Indigenous patients (Appendix Table F1).
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•

After adjusting for differences in age distribution, mental health–related problems were
managed at GP encounters with Indigenous patients at a similar rate to encounters
among other patients (Table 4.11).

•

Alcohol misuse, drug abuse and tobacco misuse were managed at GP encounters with
Indigenous patients at around three times the rate of encounters with other patients.

•

Schizophrenia was also more commonly managed at GP encounters with Indigenous
patients than with other patients (at around twice the rate).

Further information is provided in Appendix Table F1.
Table 4.11: Most frequently reported mental health-related problems managed by general
practitioners, by Indigenous status, 2002–03 to 2006–07 (a)(b)(c)
Percent of total
problems

Number
Problem managed

Indigenous

Other

(d)

Indigenous

Age standardised rate per 100
encounters

Other

(d)

(e)

Indigenous

Other

(d)(e)

(f)

Ratio

Depression (P03, P76)

272

19,216

2.4

2.7

3.3

3.9

0.8

Drug abuse (P19)

148

2,354

1.3

0.3

1.5

0.5

3.0

Anxiety (P01, P74)

115

8,600

1.0

1.2

1.4

1.8

0.8

Sleep disturbance (P06)

97

7,847

0.9

1.1

1.3

1.6

0.8

Alcohol misuse (P15, P16)

83

1,685

0.7

0.2

0.9

0.3

2.7

Schizophrenia (P72)

75

2,203

0.7

0.3

0.8

0.5

1.9

Tobacco misuse (P17)

65

1,618

0.6

0.2

0.8

0.3

2.5

Acute stress reaction (P02)

58

2,932

0.5

0.4

0.8

0.6

1.3

Affective psychosis (P73)

20

892

0.2

0.1

0.2

0.2

1.1

Dementia (P70)

14

2,439

0.1

0.3

0.7

0.5

1.5

141

6,694

1.3

0.9

1.6

1.4

1.2

1,088

56,480

9.7

7.8

13.5

11.6

1.2

(g)

Other

Total mental health
(a)

These survey results are likely to undercount the number of Indigenous Australians visiting doctors.

(b)

Combined financial year data for 5 years.

(c)

Data for Indigenous and Other Australians have not been weighted.

(d)

Includes non–Indigenous patients and patients for whom Indigenous status was ‘not stated’.

(e)

Directly age standardised rate per 100 encounters. Figures do not add to 100 as more than one problem can be managed at each
encounter.

(f)

Rate ratio- Indigenous: Other.

(g)

ICPC–2 codes: P04–P05, P07–P13, P18, P20, P22–P25, P27–P29, P71, P75,P77–P82, P85–P86, P98–P99.

Source: AIHW analysis of BEACH data.

4.6 Western Australian Aboriginal Child Health
Survey
The WAACHS was a large-scale investigation into the physical health, social and emotional
wellbeing of 5,289 Western Australian Aboriginal and Torres Strait Islander children aged
0–17 years. It was undertaken in 2000 and 2001 by the Telethon Institute for Child Health
Research through its Kulunga Research Network, a collaborative maternal and child health
research, information and training network.
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The second volume of findings from the WAACHS explored some of the key issues
surrounding the social and emotional wellbeing of Aboriginal and Torres Strait Islander
children. In particular, information was collected about difficulties with emotions and
feelings, self-harm or attempted suicide, cultural engagement, experience of loss or trauma,
substance or alcohol use, family violence and child abuse (Zubrick et al. 2005). Key findings
from this second volume are presented below.

Emotional and behavioural health
The Strengths and Difficulties Questionnaire (SDQ) is a widely used measure of emotional
and behavioural difficulties, such as conduct problems, hyperactivity, peer problems and
anti-social behaviour. The SDQ was used in the WAACHS to measure the prevalence of
these problems within the young Indigenous population of Australia, Before the
questionnaire was administered, however, a series of modifications were necessary to ensure
that the measure was culturally appropriate. In particular, changes to the wording of items
and to the response scale were made using language that was familiar to the Aboriginal and
Torres Strait Islander population (Zubrick et al. 2005).
In order to provide a benchmark for comparing the SDQ results from the WAACHS, SDQ
data were also collected from a sample of 1,200 non-Indigenous children aged 4–17 years in
2004, using computer-assisted telephone interviewing. Details on the SDQ items, response
scale, and scoring procedure are provided in the report The Western Australian Aboriginal
Child Health Survey: the social and emotional wellbeing of Aboriginal children and young people
(Zubrick et al. 2005).
The survey found that over a quarter (26%) of Aboriginal children aged 4–11 years were at
high risk of clinically significant emotional and behavioural problems (26%), and a further
21% of those aged 12–17 years were classified at the same risk level. Non-Indigenous
children in these age groups were significantly less likely to be classified at high risk of
developing emotional and behavioural difficulties (Figure 4.4) (Zubrick et al. 2005).
Indigenous males aged 4–17 years were significantly more likely than Indigenous females of
the same age to demonstrate behaviours associated with a high-risk level of emotional and
behavioural difficulties (Zubrick et al. 2005).
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Source: Zubrick et al. 2005—WAACHS.

Figure 4.4: Proportion at high risk of clinically significant
emotional or behavioural difficulties by age group, Indigenous
and non-Indigenous children aged 4–17 years, WA, 2000 and
2001

Family and household factors
The WAACHS looked at a range of family and household factors that may influence the
development of emotional and behavioural problems in young Indigenous children. Factors
that were found to be associated with a high risk of clinically significant emotional or
behavioural difficulties in Aboriginal children included the number of stress events
experienced by the family in the 12 months before the survey (such as illness, hospitalisation
or death of a close family member), quality of parenting, family functioning and family care
arrangements (Zubrick et al. 2005).
Around 22% of children aged 4–17 years in Western Australia were living in families where
seven or more life stress events had occurred over the preceding 12 months. Of these
children, 39% were at high risk of clinically significant emotional or behavioural difficulties
compared with 14% of children in families where two or fewer life stress events were
reported (Figure 4.5).

71

Per cent
100

Low
Moderate

80

77

High
65

60
48
39

40
23

20

14
9

12

13

3 to 6

7 to 14

0
0 to 2

Num ber of life stress events

Source: Zubrick et al. 2005—WAACHS.

Figure 4.5: Risk of clinically significant emotional or behavioural
difficulties by number of life stress events in the previous 12 months,
WA, 2000- 2001 (per cent)

Social and emotional wellbeing
Unlike the items assessing emotional and behavioural difficulties in young Aboriginal and
Torres Strait Islanders that were asked of the child’s closest carer, information on the social
and emotional wellbeing of Indigenous young people aged 12–17 years was self-reported
data. Information on self-esteem and suicidal behaviour were among the topics covered, and
links between these outcomes and certain health risk behaviours were made (Zubrick et al.
2005).

Self-esteem
In the WAACHS, self-esteem was understood as internalised self image, feelings of self
worth and efficacy, and was known as a cause and consequence of many emotional or
behavioural difficulties. Self-esteem was measured using a scale specifically designed for the
WAACHS from which an overall level of self-esteem was derived (details on the content and
scoring procedure of this scale are provided in the report The Western Australian Aboriginal
Child Health Survey: the social and emotional wellbeing of Aboriginal children and young people).
Overall, Indigenous female youth (aged 12-17 years) were more likely to have low levels of
self-esteem than their male counterparts (32% and 21% respectively). Low self-esteem meant
they had a self-esteem score in the lowest quartile. Twenty-seven per cent of all Indigenous
young people had a high level of self-esteem (that is, a self-esteem score in the highest
quartile), with the percentage for females at 24% and the percentage for males at 30%
(Zubrick et al. 2005).
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Suicidal behaviour
In support of the link between social and emotional wellbeing and suicide, over one-third
(37%) of young Indigenous people in Western Australia who were at high risk of clinically
significant emotional or behavioural difficulties had thought about ending their own life.
Furthermore, the proportion of Indigenous youth who had suicidal thoughts was highest
among those who had a low level of self-esteem (25%) compared with those youth with high
self-esteem (9%).

Health risk behaviours
Indigenous youth aged 12–17 years were also asked about their experience with a series of
health risk behaviours that can play an important role in the social and emotional
development of young people. These include things such as cigarette smoking, alcohol and
drug use, sexual knowledge and experience, bullying and racism (Zubrick et al. 2005).
•

More than one-third (35%) of Indigenous youth had smoked cigarettes regularly (daily
for at least a month).

•

Overall, 27% of Aboriginal and Torres Strait Islander youth said they drank alcohol, and
nearly half (46%) of these respondents had drunk to excess in the last six months (as
measured by any occurrence of alcohol-induced vomiting).

•

Over one-quarter of the Western Australian Indigenous population aged 12–17 years
said they had had sex (28%) and 18% had not used any method of contraception the last
time they had sex.

•

More than 1 in 5 Indigenous youth (22%) reported experiencing racism in the six months
before interview (Zubrick et al. 2005).

Key findings
•

Overall, Indigenous Western Australian youth aged 4–17 years were 1.6 times as likely
as non-Indigenous youth in this age group to be at high risk of clinically significant
emotional or behavioural problems.

•

Factors strongly associated with the social and emotional development of young people
included self-esteem, family functioning and life stress events, cigarette and alcohol use,
bullying and racism.
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5 Stakeholder workshop on the interim
module
In November 2006 the AIHW convened a workshop on the interim social and emotional
wellbeing module. The workshop was held to examine the 2004–05 NATSIH data on social
and emotional wellbeing and to seek stakeholder views on how well the interim module had
worked and how it could be improved. The workshop also discussed new measures that
could be included in the next version of the social and emotional wellbeing module to be
used in the 2010–11 NATSIHS.
The workshop was attended by representatives from the National Advisory Group on
Aboriginal and Torres Strait Islander Health Information and Data, the Office of Aboriginal
and Torres Strait Islander Health, the ABS and the NACCHO; as well as state and territory
government officials, academics and researchers.
The 2006 workshop confirmed the value, importance and general feasibility of measuring
aspects of social and emotional wellbeing for Aboriginal and Torres Strait Islander peoples,
and made a number of recommendations to improve the interim module. The workshop also
identified the importance of ensuring that measurement instruments not only capture
information that is of particular relevance to Aboriginal and Torres Strait Islander peoples,
but also retain comparability with the non-Indigenous population where appropriate so that
progress and change can be monitored.

5.1 Assessment of the eight domains of the interim
module
The workshop examined the eight domains of the module in detail and made a number of
recommendations on how they could be improved. The workshop supported the retention of
all eight domains, but made recommendations on how six of the domains (psychological
distress, impact of psychological distress, anger, life stressors, discrimination and cultural
identification) could be improved. The outcomes of the workshop are summarised in
Table 5.1.
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Table 5.1: Summary of the outcomes of the 2006 workshop in relation to the interim social and
emotional wellbeing module
Social and
wellbeing
module domain

Outcomes and issues

Psychological
distress (K-5)

Domain
supported

Issues
yes/no

The workshop supported the K-5 measure. It was suggested that
consideration be given to expanding the domain to include all the K-10 items.

Y

Y

Impact of
psychological
distress

The workshop discussed retaining this domain, but ‘refining’ the questions to
capture the issues around social and emotional wellbeing more widely.

Y

Y

Positive wellbeing

The workshop supported the positive wellbeing questions. It was noted
however that the concepts covered may differ between age groups and
between cultures.

Y

N

Anger

This domain should be retained, but needs more work and refinement
because of the following issues:

Y

Y

Y

Y

Y

Y

Life stressors

Discrimination

•

The manifestation of anger can be a positive response, and this should be
recognised when interpreting the data. Anger has a potentially positive
relationship with resilience. To capture this, the workshop suggested
collecting contextual information, and including a self-efficacy measure.

•

It may also be desirable to include a question on anger among the
community, to ensure that feelings in the community are captured, and to
supplement the questions on individuals.

This domain should be retained, but needs more work and refinement, taking
into consideration the following issues:
•

There is a need to separately capture individual stressors and those
affecting other people and the whole community.

•

As with anger, there is a need to look at stress in context—need to
capture how people manage and cope with stress, and what makes
people strong/weak in different communities. Destruction of country
around sacred sites (e.g. through mining), loss of rights and language,
loss of culture and associated assimilation are all major stressors that
need to be captured.

The workshop agreed that this is a very important measure to retain, but
queried whether the questions adequately captured the experience of
discrimination. The data show a much lower level of discrimination than
expected (16% ‘general’ discrimination, and 4% discrimination in health care).
It was agreed that the current definitions were too narrow and that the concept
of discrimination should be expanded to capture oppression and racism.

Cultural
identification

The workshop agreed that it was important to retain this domain, but that there
is a need to better capture cultural attachment. Some suggested concepts to
capture were connection to country, family, spirituality, and identity, and the
ways these may sustain or impact on wellbeing.

Y

Y

Removal from
natural family

The workshop agreed that this domain was very important and should be
retained.

Y

N

5.2 Additional areas to explore
As well as amendments to the existing domains in the social and emotional wellbeing
module, the workshop also suggested new items that could be explored for inclusion in the
next version of a social and emotional wellbeing module to be used in the 2010–11 NATSIHS.
The workshop recommended that the following areas should be examined in more detail for
suitability of inclusion in the next social and emotional wellbeing module:

75

•

sense of mastery and control of one’s life as an important determinant of physical and
mental wellbeing

•

resilience and other protective factors such as continuum of identity, coping skills,
connection to land, country and heritage

•

the concept of spirituality

•

isolation and loneliness

•

other ‘social’ wellbeing measures, such as family and community cohesion

•

a SDQ for children, similar to the one used in the WAACHS

•

mental health diagnoses, such as anxiety or depression, as categories under health
conditions.

5.3 Other outcomes of the workshop
The workshop discussed a number of related issues and noted the following:
•

the need for clarity on what is being measured and why

•

the need to distinguish between mental health and social and emotional wellbeing

•

the concept of wellbeing needs further definitional work

•

the need for the collection of relevant local level data

•

the importance of returning data on Aboriginal and Torres Strait Islander peoples to
communities in a meaningful way.
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6

Conclusions and recommendations

The need to create measures of social and emotional wellbeing for Indigenous Australians to
be used in the 2004–05 NATSIHS resulted in the development of the interim module of social
and emotional wellbeing. This was an important first step in developing such measures;
however, it is also recognised that further work on the module is required if it is to
effectively capture the concept of social and emotional wellbeing among Indigenous
Australians, as well as allowing comparisons with non-Indigenous Australians.
This report represents the next step in developing the social and emotional wellbeing
module. The report assesses the utility of the interim module through four main processes—
analysing the data on social and emotional wellbeing from the 2004–05 NATSIHS, internally
validating the eight domains, providing data on social and emotional wellbeing from other
data sources, and obtaining stakeholder views on how well the interim module worked and
how it could improved. The report therefore attempts to answer the following questions:
•

What were the key findings on Indigenous social and emotional wellbeing from using
the interim module in the 2004–05 NATSIHS? (Chapter 2)

•

Were the eight domains internally valid when tested against each other and against
other relevant NATSIHS variables? (Chapter 3)

•

What were the key findings on Indigenous social and emotional wellbeing from other
data sources, and did they externally validate the interim module?( Chapter 4)

•

What were the recommendations from the stakeholder workshop in relation to the
interim module? (Chapter 5)

This final chapter brings together the findings from each chapter to provide an overall
assessment of each of the eight domains in the interim module. The final section of the
chapter provides the recommendations for improving the social and emotional wellbeing
module for Aboriginal and Torres Strait Islander peoples.

6.1 Overall assessment of the eight domains
Psychological distress (K-5)
Key findings from the interim social and emotional wellbeing module
Analysis of the psychological distress domain showed that, in 2004–05, around one-quarter
(27%) of Aboriginal and Torres Strait Islander adults reported feelings associated with high
or very high levels of psychological distress. After taking into account differences in the
relative size and age structure of the two populations, Indigenous Australians were twice as
likely as non-Indigenous Australians to report high or very high levels of psychological
distress (27% compared with 13%, respectively).

Result of the internal validation
The psychological distress domain was assessed as internally valid.
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For example, respondents who reported higher levels of psychological distress were more
likely to report that they had been unable to work or carry out their normal activities because
of their distress. In addition, as the level of psychological distress increased, the percentage
of Indigenous people who reported feeling each of the positive wellbeing measures ‘all’ or
‘most of the time’ decreased.

Results of the external validation
Most of the other data sources analysed in this report (Chapter 4) confirm the finding that
Indigenous Australians are more likely than other Australians to experience psychological
distress. For example, the rate of community mental health service contacts for Indigenous
people was twice that of non-Indigenous people, and there were 1.5 times more residential
mental health care episodes for Indigenous Australians than for non-Indigenous Australians.
The finding is also confirmed by the SAAP data—the rate of mental health-related closed
support periods for Aboriginal and Torres Strait Islander peoples was 5 times that for nonIndigenous people. Aboriginal and Torres Strait Islander peoples were also twice as likely to
be hospitalised for intentional self-harm as non-Indigenous people.
Results from the 2000-01WAACHS showed that over one-quarter (26%) of Aboriginal
children aged 4–11 years were at high risk of clinically significant emotional and behavioural
problems, and a further 21% of those aged 12–17 years were classified at the same risk level.
On the other hand, non-Indigenous children in these age groups were significantly less likely
to be classified at high risk of developing emotional and behavioural difficulties (17% and
13%, respectively). Indigenous female youth were more likely to have low levels of selfesteem than their male counterparts, meaning they had a self-esteem score in the lowest
quartile (32% and 21% respectively).

Recommendations from the workshop
The workshop supported the K-5 measure, but also made the suggestion that this domain
could be expanded to include all the K-10 items.

Conclusion
•

The K-5 was assessed as being a good measure of psychological distress, and should be
included in future versions of the social and emotional wellbeing module.

•

Consideration should be given to including the full K-10 in future versions of the
module to allow direct comparisons with non-Indigenous people from the NHS.

Impact of psychological distress
Key findings from the interim social and emotional wellbeing module
Analysis of the impact of psychological distress domain showed that among Indigenous
adults with a psychological distress score of 6 or more, 21% reported that in the previous 4
weeks there had been at least 1 day in which they had been unable to carry out normal
activities due to their feeling of distress, and 12% reported seeing a doctor or other health
professional due to psychological distress over the same period.
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Result of the internal validation
The impact of psychological distress domain was assessed as internally valid.
The validation found, however, that consideration should be given to changing the requisite
level of psychological distress as measured by the K-5 which determines whether the
respondent is asked the impact questions. These questions are currently asked of all those
with any level of psychological distress, including those with low and very low levels. In
future surveys, it is proposed that impact questions only be asked of those with at least
moderate levels of distress (a K-5 score of 8 or above).

Result of the external validation
According to the BEACH data, for every 100 GP encounters with patients who identified as
Aboriginal or Torres Strait Islander, 14 encounters involved mental health-related problems.
After adjusting for differences in the age structure of the two populations, mental health–
related problems were managed at GP encounters with Indigenous patients at a similar rate
to encounters among other patients (14 and 12 per 100 encounters, respectively).
In 2005–06, there were 247,263 contacts with community mental health services by
Indigenous Australians, which represented a rate of service contacts of 532 per 1,000
Indigenous population, compared with 270 per 1,000 population for non-Indigenous
Australians. In the same period, there were 64 episodes of residential mental health care for
Indigenous Australians, representing a rate of 1.7 per 10,000 population, compared with a
rate of 1.1 per 10,000 population for non-Indigenous Australians.
As these other data sources all use different counting units, it is unfortunately not possible to
use these results to confirm the results from the NATSIHS question about seeing a doctor or
other health professional due to psychological distress.

Recommendations from the workshop
The workshop discussed retaining this domain, but refining the questions to capture broader
information about social and emotional wellbeing.

Conclusion
•

The impact of psychological distress domain is a useful measure and should be included
in future versions of the social and emotional wellbeing module.

•

The cut-off K-5 score for asking questions on the impact of psychological distress should
be increased (from the current K-5 score of 6 or above), so that the impact questions are
not asked of people with low levels of psychological distress.

•

The impact questions should be refined to collect broader information about social and
emotional wellbeing.

Positive wellbeing
Key findings from the interim social and emotional wellbeing module
More than half of the adult Indigenous population reported being happy (71%), calm and
peaceful (56%) and/or full of life (55%) all or most of the time in the 4 weeks prior to being
interviewed, while nearly half (47%) said they had a lot of energy all or most of the time.
79

Result of the internal validation
The positive wellbeing domain was assessed as internally valid.
The domain appears to be valuable in that it provides a positive counterbalance to the
questions in the psychological distress domain, and gives respondents an opportunity to
report positive emotions. The positive wellbeing items also allow cross-classificatory analysis
with the psychological distress domain to assess its validity (an inverse relationship is
expected), as well as other domains included in the social and emotional wellbeing module.

Result of the external validation
There is not a lot of information on positive wellbeing that could be used to validate this
domain. Somewhat relevant are the findings of the WAACHS which showed that 27% of
young Indigenous people aged 12–17 years had high self-esteem, meaning they had a selfesteem score in the highest quartile. The proportion of young males with high self-esteem
was 30%, and the figure for young females was 24%.

Recommendations from the workshop
The workshop supported the positive wellbeing questions.

Conclusion
The positive wellbeing domain is a useful measure and should be retained in future versions
of the social and emotional wellbeing module.

Anger
Key findings from the interim social and emotional wellbeing module
About one in six (16%) of adult Indigenous Australians indicated that, in the previous 4
weeks, they felt easily annoyed or irritated a lot of the time, 6% said they got into arguments
a lot, 4% said that they had violent thoughts and/or shouted or threw things a lot, and 3%
said they wanted to break or smash things a lot of the time.

Result of the internal validation
The anger domain was assessed as valid.
The internal validation revealed that the three-choice response format performed well, in
that significant differences were observed between the response options and in the
comparison with other variables such as psychological distress and positive wellbeing.
It is important to note that the anger domain measures various manifestations of anger, but it
is not intended to provide an overall ‘level of anger’ measure—considering this, the anger
domain performed reasonably well and returned many of the expected relationships with
other domains.

Recommendations from the workshop
The workshop recommended that the anger domain be retained, but with more work and
refinement because of the following issues:
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•

The manifestation of anger can be a positive response, and this should be recognised
when interpreting the data. Anger has a potentially positive relationship with resilience.

•

There is a need to collect contextual information to help in the interpretation of the
findings.

Conclusion
•

The anger domain should be retained, but that more contextual information should be
collected and reported.

Life stressors
Key findings from the interim social and emotional wellbeing module
Death of a family member or close friend was the stressor most commonly reported by
respondents (42%), followed by serious illness or disability (28%), alcohol-related problems
(20%) and a family member being sent to, or currently in, jail (19%).
While almost one-quarter of Indigenous respondents, their family and/or friends had
experienced none of the specified stressors in the 12 months before interview (22%), more
than one-quarter (27%) had experienced four or more of the specified stressors. The average
number of stressors experienced was 2.6.

Result of the internal validation
The life stressors domain was assessed as internally valid.
There are some issues that need to be considered. Firstly, although the life stressors domain
performed well in terms of its associations with other variables (returning the expected
relationships), the information would be more informative if those stressors experienced by
the respondent could be reported separately from those experienced by their family/friends
to allow for better sensitivity in the questions.
Secondly, there may be differences between cultures in what are regarded as stressors, and
further work may be required to create a list of stressors that is appropriate and relevant for
both Indigenous and non-Indigenous populations.

Recommendations from the workshop
The workshop recommended that this domain be retained, but felt that it needed more work
and refinement, taking into consideration the following issues:
•

It would be useful to separately capture individual stressors and those affecting other
people and the whole community.

•

As with anger, there is a need to look at stress in context, that is to capture how people
manage and cope with stress and what makes people strong or weak in different
communities (resilience). For example, a respondent or community may experience a
large number of stressors, but may have effective ways of dealing with them. As a result,
the level of psychological distress experienced as a result of some stressors may be low.

•

Stressors may differ between communities. For example, in one community
overcrowded housing may be a major source of stress while in another community
substance abuse may pose more of a problem. Destruction of country around sacred sites
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(for example through mining), loss of rights and language, loss of culture and associated
assimilation are all major stressors that need to be captured.

Conclusion
•

The life stressors domain should be retained and included in future versions of the social
and emotional wellbeing module.

•

There is a need to collect data and report separately the stressors experienced by the
respondent separately from the stressors experienced by family or friends.

Discrimination
Key findings from the interim social and emotional wellbeing module
About one in six respondents (16%) respondents indicated that they had been treated badly
in the previous 12 months because of their Indigenous origin.
When asked if they felt they were treated differently from non-Indigenous people when they
sought health care in the previous year, the majority (83%) of Indigenous Australians
indicated they had been treated the same, while 5% said they were treated better and 4% said
they were treated worse.

Result of the internal validation
Only one of the two parts of the discrimination domain was assessed as internally valid:
•

discrimination ‘in general’ was assessed as valid

•

discrimination ‘in health care’ performed less well.

The question that asked about the respondent’s experience with discrimination in general (as
opposed to the question on discrimination in the health care setting) performed well—it
produced a low rate of unknown/not stated responses (1%) and a number of statistically
significant associations with other domains. However, in relation to the discrimination in
health care setting, there were a large proportion of respondents who did not answer the
question on discrimination when seeking health care (7%). It is hard to know whether this
was due to the wording of the question or other factors. Also, the validation results showed
only a couple of associations between this part of the discrimination domain and other
domains.

Recommendations from the workshop
The workshop agreed that this is a very important measure to retain, but definitions should
be expanded, taking into consideration the following issue:
•

The data show a much lower level of discrimination than expected (16% ‘general’
discrimination, and 4% discrimination in health care), and the workshop agreed that it is
likely that the current definitions are too narrow. It was suggested that this concept
should be expanded to capture oppression and racism.

82

Conclusion
The discrimination domain should be retained, but it requires further refinement and/or
expansion in order to capture different forms of discrimination. The discrimination in health
care question did not perform as well and could possibly be removed.
•

The discrimination domain should be retained and included in future versions of the
social and emotional wellbeing module.

•

Further refinement and expansion of the discrimination domain should be undertaken to
ensure that it captures a broader definition of discrimination, including oppression and
racism.

•

The discrimination in health care question did not perform well. This part of the domain
could be removed or the wording of the question be reviewed.

Cultural identification
Key findings from the interim social and emotional wellbeing module
Nearly half of the Indigenous people who lived in non-remote areas (46%) said they
identified with a tribal group, language group or clan. Six out of 10 Indigenous adults in
non-remote areas (60%) said that they recognised a specific area as their homelands or
traditional country. Of those individuals who did recognise their homelands, the majority
did not live on their homelands but were allowed to visit (73%).

Result of the internal validation
The cultural identification domain was assessed as having little validity in terms of
associations with the other domains.
However, this domain should not be excluded from the NATSIHS just because it is not
associated with most other domains, as it provides important descriptive information.

Recommendations from the workshop
While this domain should be retained, capturing the concept of cultural identification is
difficult. For example, it has been widely acknowledged that spirituality is a key concept to
consider; however, it proves to be a very difficult concept to measure. Attempts were made
to capture spiritual concepts through the cultural identity domain, but these items did not
perform well in terms of their associations with other variables.
The workshop agreed that it is important to retain this domain, but that there is a need to
better capture cultural attachment. Some suggested concepts to capture were connection to
country, family, spirituality, and identity, and the ways these may sustain or affect
wellbeing.

Conclusion
•

The cultural identification domain should be retained and included in future versions of
the social and emotional wellbeing module

•

More work is required on how to translate the key concepts into questions without
losing their meaning. The domain should therefore be refined and expanded to better
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capture cultural identification, including the following concepts-connection to country,
family, identity, spirituality, and the ways these may sustain or impact on wellbeing.
•

Consider extending coverage to include respondents in remote areas.

Removal from natural family
Key findings from the interim social and emotional wellbeing module
Overall, 7% of respondents indicated that they had been removed from their natural family,
with respondents aged 45–54 years and 55 years and over (both 11%) most likely to indicate
this.

Result of the internal validation
The removal from natural family domain was assessed as having little validity in terms of
associations with the other domains in the module.
While there were not many associations with other social and emotional wellbeing domains,
this domain is important to retain. Removal from natural family has been recognised as an
important issue to consider in assessing the social and emotional wellbeing of Indigenous
Australians, especially given the large emphasis that Aboriginal and Torres Strait Islander
peoples place on the family unit.
There was a large proportion of missing responses to the question on whether or not the
respondent’s relative or relatives had been removed from their natural family (14% did not
know or did not answer). While it is possible that this was partially due to the wording of the
question, a proportion of respondents may not know whether they had a relative who was
removed.

Recommendations from the workshop
The workshop agreed that this domain is very important to retain.

Conclusion
The removal from natural family domain should be retained and included in future versions
of the social and emotional wellbeing module.

6.2 Recommendations
The review of the performance of the eight domains in the interim social and emotional
wellbeing module outlined above found that all eight domains should be retained. There
were, however, a number of recommendations arising from this review as to how some of
the domains could be improved.
In addition, however, the stakeholder workshop found that there were a number of
important areas of social and emotional wellbeing not currently captured in the module that
should be explored further. For example, the interim module did not capture more positive
aspects of social and emotional wellbeing, such as resilience and self-mastery. It also did not
have many measures of broader social wellbeing. There were also other issues arising from
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the workshop that were not directly related to the module, but which should be considered
for future ABS surveys.
Table 6.1 provides a summary of this report’s recommendations and categorised into the
three areas outlined above: those relating to the eight domains in the interim module,
additional areas to be further explored for inclusion in the 2010–11 National Aboriginal and
Torres Strait Islander Health Survey, and other issues related to social and emotional
wellbeing that arose during the consultations.
These recommendations will be addressed through a number of different processes. The
National Advisory Group on Aboriginal and Torres Strait Islander Health Information and
Data has funded the AIHW to write a report that will consider many of the issues arising
from this review of the interim social and emotional wellbeing module, in particular
addressing the outcomes of the 2006 stakeholder workshop. The ABS is responsible for
considering a number of the recommendations and NACCHO is responsible for further
exploring the concepts of isolation and loneliness.
The ABS has already made some changes to the questions in the life stressors domain and
the discrimination domain as these questions are used in the 2008 National Aboriginal and
Torres Strait Islander Social Survey (NATSISS). These changes will also be incorporated into
the next version of the social and emotional wellbeing module for the 2010-11 NATSIHS.
Any other changes to the module will need to be developed and pilot tested in time for
inclusion in this survey.
Future versions of the social and emotional wellbeing module need to include measures that
allow for comparison with the non-Indigenous population, as well as more culturally
appropriate measures that are relevant to the particular experiences of the Aboriginal and
Torres Strait Islander population.
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Table 6.1: Summary of recommendations
Area

Recommendations

Action

Domains in the interim module
Psychological
distress (K-5)

Consider including the full K-10 measures for psychological distress to
allow for more detailed comparisons with non-Indigenous people.

To be considered in
second AIHW report

Impact of
psychological
distress

1. Increase the K-5 cut-off score for asking questions on psychological
distress from 6.

ABS to consider

Positive wellbeing

No amendments suggested.

Nil required

Anger

No amendments to the domain but more contextual information could be
collected.

ABS has included some
additional questions in
2008 NATSISS. ABS to
consider what other
information is
useful/feasible to collect.

Life stressors

1. Collect data on life stressors for the respondent separately from
stressors experienced by family or friends.

ABS have addressed both
these issues in the 2008
NATSISS

2. Refine the impact question to capture a wider range of issues.

2. Review the list of stressors to ensure it is a comprehensive and
relevant list of significant stressors.
Discrimination

1. Further refine the discrimination question to ensure it captures the
broader definition of discrimination, including oppression and racism.
2. Review or remove the discrimination in health care question.

Cultural
identification

1. Refine and expand the domain to better capture cultural attachment
(possibly including connection to country, family, identity, spirituality)
and how this affects wellbeing.

ABS have modified the
discrimination question for
the 2008 NATSISS
ABS to consider

2. Extend coverage to include people in remote areas
Removal from
natural family

No amendments suggested.

Nil required

Additional areas to be explored
Self-efficacy,
mastery and control

This is important for physical and mental wellbeing. It was suggested that
this area also be captured in relation to the positive aspects of anger and
to assist in the interpretation of the life stressors domain.

To be explored in second
AIHW report

Resilience and
protective factors

This could include factors such as continuum of identity, family resilience,
coping strategies and connection to land.

To be explored in second
AIHW report

Isolation and
loneliness
Social wellbeing
measures

To be developed by
NACCHO
To capture broader social wellbeing, such as family and community
cohesion and issues such as trust and social capital

To be explored in second
AIHW report

Related issues for future ABS surveys
Strengths and
difficulties
questionnaire for
children

This was used in the WA Aboriginal Child Health Survey. Examine the
appropriateness of using this in future ABS surveys, recognising that the
questionnaire required modification for use in the WAACHS.

To be explored in second
AIHW report

Mental health
diagnoses

Explore the feasibility of including mental health diagnoses, such as
anxiety and depression, as health conditions. The 1997 ABS mental
health survey used these measures and their appropriateness for use
with the Indigenous population needs to be tested.

ABS to consider
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Appendix A: Social and emotional
wellbeing module—additional information
Kessler Psychological Distress Scale
K-10
The Kessler Psychological Distress Scale–10 (K-10) is a measure of the level of a person’s
psychological distress and is non-specific in nature (that is, it does not attempt to identify
specific mental illnesses). It was developed in the early 1990s for use in the United States
National Health Interview Survey (Kessler & Mroczek 1994). The first national Australian
survey in which the K-10 was used was the 1997 National Survey of Mental Health and
Wellbeing of Adults (SMHWB) (ABS 1999). Following its use in this survey, validation work
of the scale undertaken by Andrews and Slade (2001) indicated a strong association between
K-10 scores and the diagnosis of anxiety and depression, as well as a significant, but weaker,
association with other mental disorder categories. In addition, their results suggested that
the K-10 was a better predictor of mental illness and psychological distress than other short
general modules that had been trialled in the 1997 SMHWB. Subsequent to its inclusion in
the 1997 SMHWB, the K-10 has been used widely, including by the ABS in its NHS (ABS
2006a), by the AIHW in the National Drug Strategy Household Survey (AIHW 2005) and by
a number of states and territories in their health surveys (Dal Grande et al 2002; NSW
Department of Health 2004; Victorian Government Department of Human Services 2006).
The K-10 consists of 10 questions that seek to measure the level of current anxiety and
depressive symptoms a person experienced during the 4 weeks prior to interview.

Question set
1.

In the past four weeks, about how often did you feel tired out for no good reason?

2.

In the past four weeks, about how often did you feel nervous?

3.

In the past four weeks, about how often did you feel so nervous that nothing could calm
you down? *

4.

In the past four weeks, about how often did you feel hopeless?

5.

In the past four weeks, about how often did you feel restless or fidgety?

6.

In the past four weeks, about how often did you feel so restless that you could not sit
still? *

7.

In the past four weeks, about how often did you feel depressed?

8.

In the past four weeks, about how often did you feel that everything was an effort?

9.

In the past four weeks, about how often did you feel so sad that nothing could cheer you
up?

10. In the past four weeks, about how often did you feel worthless?
* Items 3 and 6 are not asked if the response to the preceding question was ‘none of the time’.
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For each item, there are five response options which are based on the frequency with which
the respondent experienced the particular problem; these response options and
corresponding scores are as follows:
•

none of the time (score = 1)

•

a little of the time (score = 2)

•

some of the time (score = 3)

•

most of the time (score = 4)

•

all of the time (score = 5).

After summing the scores across the 10 items, the range of possible scores on the K-10 is 10 to
50, with a low score indicating no or low psychological distress and a high score indicating
high distress. While different approaches have been used in Australia to group K-10 scores
(ABS 2003), the approach used most often for national surveys (such as the National Health
surveys and the National Drug Strategy Household Survey) sees the grouping of scores into
four categories: low (score of 10 to 15), moderate (score of 16 to 21), high (score of 22 to 29)
and very high (score of 30 to 50). It is generally accepted that those scoring very high are
likely to have a severe mental illness and should seek professional help.
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Appendix B: Administrative data and other
surveys—additional information
National Hospital Morbidity Database
Hospitalisation data are presented for the 2-year period July 2005 to June 2007. An aggregate
of two years of data have been used as the number of hospitalisations for some conditions
are likely to be small for a single year.
Hospitalisations for which the Indigenous status of the patient was not reported have been
included with hospitalisations data for non–Indigenous people under the ‘other’ category.
This is to enable consistency of data across jurisdictions as public hospitals in some states
and territories do not have a category for the reporting of ‘not stated’ or inadequately
recorded/reported Indigenous status.
The principal diagnosis is the problem that was chiefly responsible for the patient’s episode
of care in hospital. The term ‘hospitalisation’ is used to refer to a separation that is the
episode of admitted patient care, which can be a total hospital stay (from admission to
discharge, transfer or death) or a change in a type of care (for example, from acute to
rehabilitation). It is therefore possible for the same patient to be counted more than once in
hospitalisations data.
Specialised mental health care is identified through the fact that a patient had one or more
psychiatric care days recorded—that is, care was received in a specialised psychiatric unit or
ward. In acute care hospitals, a ‘specialised’ episode of care or separation may comprise
some psychiatric care days and some days in general care or psychiatric care days only. An
episode of care in a public psychiatric hospital is deemed to comprise psychiatric care days
only and to be ‘specialised’, unless some care was given in a unit other than a psychiatric
unit, such as a drug and alcohol unit.

National Community Mental Health Care Database
The NCMHCD includes data on service contacts provided by government-operated
community mental health services. The data collated in the NCMHCD are specified by the
NMDS for Community Mental Health Care. The NCMHCD contains data on client
demographics, including information such as age, sex and data on each individual service
contact, such as principal diagnosis and mental health legal status. Detailed specifications for
the NMDS for Community Mental Health Care can be found in METeOR, the AIHW’s online
metadata registry, at <www.aihw.gov.au>.
The scope for this collection is all ambulatory mental health service contacts provided by the
government-operated community mental health services that are included in the NMDS for
Community Mental Health Establishments.
A mental health service contact for the purposes of this collection was defined as the
provision of a clinically significant service by a specialised mental health service provider for
a patient or client, other than those admitted to psychiatric hospitals or designated
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psychiatric units in acute care hospitals, and those resident in 24-hour staffed specialised
residential mental health services where the nature of the service would normally warrant a
data entry in the clinical record of the patient/client in question. Any one patient can have
one or more service contacts over the relevant period. Service contacts are not restricted to
face-to-face communication but can include telephone, video link or other forms of direct
communication. Service contacts can also either be with the patient, a third party, such as, a
carer or family member, and/or other professionals, mental health workers or other service
providers.
It should be noted that there is some variation across jurisdictions as to what is classified as a
service contact. For example, New South Wales, Queensland, South Australia and Tasmania
may include written correspondence as service contacts, while others do not.

Quality of Indigenous identification
Data from the NCMHCD on Indigenous status should be interpreted with caution. Across
the jurisdictions, the data quality and completeness of Indigenous identification varies or is
unknown.
All states and territories provided information on the quality of the Indigenous status data
for the NCMHCD 2004–05 as follows:
•

New South Wales stated that the quality of Indigenous identification in data has not
been evaluated.

•

Victoria considered the quality of Indigenous identification in data to be unacceptable
due to lack of consistency in data entry across its services.

•

Queensland reported that the quality of Indigenous identification data were acceptable
at a broad level that is, in distinguishing between Indigenous Australians and other
Australians. However, they believe that there are quality issues regarding the coding of
more specific details (that is, ‘Aboriginal’, ‘Torres Strait Islander’, ‘Both Aboriginal and
Torres Strait Islander’). Queensland reported that several strategies have been
implemented to improve the quality of Indigenous data and noted that a replacement for
the existing collection system with inbuilt validation checks would further improve the
quality of the data.

•

Western Australia reported that the quality of Indigenous status data for 2004–05 was
acceptable. However, the data could be improved with the appropriate resources,
training and reporting standards.

•

South Australia indicated that there has been limited analysis of the quality of
Indigenous status data. Therefore, the quality of the data are uncertain at this stage.

•

Tasmania reported the quality of its data to be acceptable.

•

the Australian Capital Territory considered the quality of its Indigenous status data to be
acceptable, noting that there is some room for improvement regarding the reporting of
the ‘Not stated’ category.

•

the Northern Territory indicated its Indigenous status data to be of acceptable quality.
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Principal diagnosis data quality
It should also be noted that there is some variability across the states and territories in the
data collection and coding practices in relation to principal diagnosis in the NCMHCD; this
may also affect data quality. In particular, there are:
•

differences among states and territories in the classification used. Six of the state and
territory health authorities used the complete International Statistical Classification of
Diseases and Related Health Problems, 10th revision, Australian Modification (ICD-10AM) classification to code principal diagnosis. However, New South Wales used a
combination of ICD-10-AM and the International Classification of Diseases, 10th
revision, Primary Care (ICD-10-PC), and the Northern Territory used only the ‘Mental
and behavioural disorders’ chapter of the ICD-10-AM classification

•

differences according to the size of the facility (for example, large versus small) in the
ability to accurately code principal diagnosis

•

differences according to the availability of appropriate clinicians to assign principal
diagnoses (diagnoses are generally made by psychiatrists, whereas service contacts are
mainly provided by non-psychiatrists)

•

differences according to whether the principal diagnosis is applied to an individual
service contact or to a period of care. New South Wales and the Australian Capital
Territory mainly report the current diagnosis for each service contact rather than a
principal diagnosis for a longer period of care. The remaining jurisdictions mainly report
principal diagnosis as applying to a longer period of care.

Estimating the number of patients
The estimated number of patients in the NCMHCD has been calculated by counting the
number of unique person identifier–establishment identifier combinations. Within each
establishment or facility, a patient is allocated a unique identifier. However, this means that
patients who utilised services in more than one establishment will be counted more than
once; therefore, the number of patients may be overestimated.

Definitions
Community mental health care: specialised mental health care provided by community
mental health services and hospital-based ambulatory care services, such as outpatient
clinics and day clinics, which are government operated.
Service contacts: the provision of a clinically significant service by a specialised mental
health service provider(s) for patient/clients, other than those admitted to psychiatric
hospitals or designated psychiatric units in acute care hospitals, and those resident in
24-hour-staffed specialised residential mental health services, where the nature of the service
would normally warrant a dated entry in the clinical record of the patient/client in question.
Any one patient can have one or more service contacts over the relevant period. Service
contacts are not restricted to face-to-face communication but can also either be with video
link or other forms of direct communication. Service contacts can also either be with the
patient, or with a third party such as a carer or family member, and/or other professional or
mental health worker or other service provider.
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Residential mental health care: residential care provided by residential mental health
services. A residential mental health service is a specialised mental health service that:
•

employs mental health-trained staff on-site

•

provides rehabilitation, treatment or extended care to residents for whom the care is
intended to be on an overnight basis and in a domestic-like environment

•

encourages the resident to take responsibility for their daily living activities.

These services include those that employ mental health trained staff on-site 24 hours per day
and other services with less intensive staffing. However, all these services employ on-site
mental health-trained staff for some part of each day.
Episodes of residential care: a period of care between the start of residential care (either
through the formal start of the residential stay or the start of a new reference period) and the
end of residential care (either through the formal end of residential care, commencement of
leave intended to be greater than 7 days or the end of the reference period). An individual
can have one or more episodes of care during the reference period.
Residential stay: the period of care beginning with a formal start of residential care and
ending with a formal end of the residential care and accommodation. It may involve more
than one reference period (that is, more than one episode of residential care).

Supported Accommodation Assistance Program
National Data Collection
The SAAP National Data Collection (NDC) is a nationally consistent information system that
combines information from SAAP agencies in each state and territory and Australian
government funding departments. The AIHW manages the collection.
The scope of the SAAP NDC includes all agencies that receive funding through the national
SAAP agreement and/or state and territory funds.
The data presented in this report were extracted from the Client Collection component of the
SAAP NDC, which includes information about all clients receiving SAAP support lasting for
at least 1 hour. Data are recorded by service providers during or immediately following
contact with clients and are then forwarded to the AIHW after the clients’ support periods
have ended or, for ongoing clients, at the end of the reporting period (31 December and
30 June of each year).
There are high levels of non-response to particular questions in the data collection forms
received by the AIHW. This means that caution should be exercised when interpreting the
data because the results may not fully reflect the entire population of interest.
Furthermore, the protocols established for the NDC require that SAAP clients provide
information in a climate of informed consent. If a client’s consent is not obtained, only a
limited number of questions can be completed on data collection forms.
It is standard policy for the publication of national SAAP data to present numbers as
rounded figures to the nearest 50.
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Definitions
Support period: the period in which the client receives supported accommodation and/or
other support services from a SAAP agency. A support period can either be closed or open.
Closed support period: a support period that had finished on or before 30 June of the
reporting year.
Supported accommodation: Accommodation paid for or provided directly by a SAAP
agency. The accommodation may be provided at the agency or may be purchased using
SAAP funds—at a motel, for example.
For further information on the SAAP collection, refer to the SAAP National Data Collection
annual report 2005–06 Australia (AIHW 2007a).

Commonwealth State/Territory Disability Agreement
National Minimum Data Set
Data pertaining to the CSTDA are collected through the CSTDA NMDS. This NMDS, which
is managed by the AIHW, facilitates the annual collation of nationally comparable data
about CSTDA-funded services. Services within the scope of the collection are those for which
funding has been provided during the specified period by a government organisation
operating under the CSTDA. A funded agency may receive funding from multiple sources.
Where a funded agency is unable to differentiate service users according to funding source
(that is, CSTDA or other), they are asked to provide details of all service users.
With the exceptions noted below, agencies funded under the CSTDA are asked to provide
information about:
•

each of the service types they are funded to provide (that is, service type outlets they
operate)

•

all service users who receive support over a specified period

•

the CSTDA NMDS service type(s) that the service users receive.

However, certain service type outlets—such as those providing advocacy or information and
referral services—are not requested to provide any service user details while other service
type outlets (such as recreation and holiday programs) are only asked to provide minimal
service user details.
The CSTDA NMDS collection includes those disability support service providers that receive
funding under the CSTDA, including psychiatric-specific disability service providers, as well
as other disability service providers that may be accessed by persons with a psychiatric
disability. It should be noted that the CSTDA does not apply to the provision of services with
a specialist clinical focus. In addition, the collection does not include psychiatric-specific
disability support services that are not funded through the CSTDA.
There is some variation between jurisdictions in the services included under the CSTDA as
follows:
•

In New South Wales, psychiatric-specific disability services are provided by the New
South Wales Department of Health and are not included in the CSTDA NMDS collection.

•

In Victoria, psychiatric-specific disability services are included in the CSTDA NMDS
collection.
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•

In Queensland, psychiatric-specific disability services that receive CSTDA funding
through Disability Services Queensland are included in the CSTDA NMDS collection.

•

In Western Australia, only some psychiatric disability services are included in the
CSTDA NDMS collection. The health department is the main provider of services for
people with a psychiatric disability and these services are not included.

•

Tasmania, the Australian Capital Territory and the Northern Territory do not include
any services classified as ‘psychiatric disability services’. However, these jurisdictions
provide ‘mental health services’. There appears to be no sharp distinction between what
is classified as a ‘psychiatric disability service’, with some mental health services
providing support to people with psychiatric disability.

Definitions
Persons with disabilities: people with disabilities that are attributable to an intellectual,
psychiatric, sensory, physical or neurological impairment or acquired brain injury (or some
combination of these) and for whom disability:
•

is likely to be permanent;

•

results in substantially reduced capacity in at least one of the following: selfcare/management, mobility or communication

•

are likely to require significant ongoing and/or long-term episodic support

•

are evident before 65 years of age (FaCS 2002).

Residential services: services that provide accommodation to people with a disability. They
include accommodation in large and small residentials or institutions, hostels and group
homes.
Non-residential services: services that support people with a disability to live in a
non-institutional setting through the provision of community support, community access,
accommodation support in the community, respite and/or employment services.
Large residentials/institutions: provides 24-hour residential support in a setting of more
than 20 beds.
Small residentials/institutions: provides 24 hour residential support in a setting of 7 to 20
beds.
Hostels: provides residential support in a setting of usually less than 20 beds and may or
may not provide 24-hour residential support.
Group homes: provides combined accommodation and community-based residential
support to people in a residential setting and are generally staffed 24 hours a day. Usually no
more than 6 service users are located in any one home.
In-home accommodation support: involves support with the basic needs of living. It
includes personal care by an attendant, in-home living support, alternative placement (such
as shared-care arrangements and host family placements) and crisis accommodation
support.
Community support: includes services such as specialised therapeutic services, early
childhood intervention, and behaviour and/or specialist intervention, counselling and case
management.
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Community access services: designed to provide opportunities for people with a disability
to gain and use their abilities to enjoy their full potential for social independence. They
include learning and life skills development, and recreation and holiday programs.
Respite services: provides a short-term and time-limited break for caregivers of people with
a disability and include services such as those provided in the individual’s home, in centres,
in respite homes and with host families.
Employment support services: provides assistance in obtaining and/or retaining paid
employment in both general employment as well as specialised and supported
environments.
Advocacy, information and print disability and other support: includes services such as
advocacy, information, referral, mutual support, self-help groups, research, evaluation,
training and development. Note that no service user counts are collected for these services.
For further information on CSTDA support services, refer to the most recent report Disability
support services 2004–05: national data on services provided under the Commonwealth
State/Territory Disability Agreement (AIHW 2006a).

Bettering the Evaluation and Care of Health Survey
The BEACH survey of general practice activity is a collaborative study between the AIHW
and The University of Sydney. For each year’s data collection, a random sample of about
1,000 GPs each report details of 100 consecutive general practice encounters of all types on
structured encounter forms. Each form collects information about birth, sex and reasons for
encounter, the problems managed and the management of each problem (for example,
treatment provided, prescriptions and referrals). Data on patient risk factors, health status
and GPs’ characteristics are also collected.
The number of Indigenous patients identified in the BEACH survey is likely to be
underestimated. This is because some GPs might not ask about Indigenous status, or the
patient may choose not to identify (AIHW 2002). The estimates presented here are also
derived from a relatively small sample of GP encounters involving Indigenous Australians.
Due to a late inclusion of a ‘not stated’ category of Indigenous status in 2001–02 (before
which not stated responses were included with non-Indigenous responses), GP encounters
for which Indigenous status was not reported have been included with encounters for
non-Indigenous people under the ‘other’ category.
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Appendix C: Technical notes
Data analysis and presentation
Throughout this publication, data may not sum to the totals shown due to missing and/or
not stated values, as well as rounding. Totals reported include missing and/or not stated
values, unless indicated otherwise.
Note that in calculating averages for the impact variables, we used 18 for those in the 15 plus
days group (for days missed) and 5 for those in the 4 plus visits group (when referring to
visits to a health professional).
Finally, missing data was excluded from analysis where it exceeded 5% of the total
proportion.

Population rates and age standardisation
Crude (observed rates) were calculated using the ABS estimated resident population (ERP)
at the midpoint of the data range (for example, rates for 2004–06 were calculated using ERP
at 31 December 2005).
The direct method of age standardisation was used for the calculation of age-standardised
rates using 5-year age groups. The Australian estimated resident population at 30 June 2001
was used as the population from which expected rates were calculated.

Confidence intervals
Significance testing was performed using upper and lower 95% confidence intervals with the
following formula taken from the ABS’s National Aboriginal and Torres Strait Islander Health
Survey: Expanded confidentialised unit record file, technical manual 2004–05:
LCL_proportion = proportion – 1.96 * se_proportion
UCL_proportion = proportion + 1.96 * se_proportion
where
se_proportion = rse_proportion * proportion/100
and
rse_proportion = sqrt ((rse_numerator ** 2) – (rse_denominator ** 2)).
However, in some instances, the rse_numerator was smaller than the rse_denominator,
therefore lower and upper confidence limits could not be calculated.

Note
For Appendixes D, E and F, see the web-based document at
<http://www.aihw.gov.au/publications/index.cfm>.
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