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ATAPS Access to Allied Psychological Services 
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LHD  Local Health District 

MTC Main Type of Care 

NGO Non-Governmental Organization 
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A NOTE ON THE LANGUAGE 
The language used in some of the service  categories mapped in this report eg outpatient-clinical, outpatient-social, 

day hospital may seem to be  very hospital-centric and even archaic for advanced community ςbased  mental 
health services which are already recovery-oriented and highly devolved.   However , these categories are 

employed for comparability with standardized categories which have been used for some years in European mental 
health service mapping studies and the resulting Atlas [this standard classification system is the "Description and 

Evaluation of Services and Directories in Europe for long-term care" model (DESDE-LTC)].     
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EXECUTIVE SUMMARY 

 
"Without a map we will not know where we are coming from or where we are going. 

We can neither describe the journey to others nor interpret their directions" 
 (HealthKnowledge,2011) 

 

The recent  National Review of Mental Health Programmes and Services by the National Mental Health 

Commission has drawn attention to the need of local planning of care for people with a lived experience 

of mental illness in Australia and the relevance of a bottom-ǳǇ ŀǇǇǊƻŀŎƘ ǘƻ ǳƴŘŜǊǎǘŀƴŘƛƴƎ άǎŜǊǾƛŎŜǎ 

available locally [in] the development of national poƭƛŎȅέΦ Lǘ ŀƭǎƻ Ŏŀƭƭǎ ŦƻǊ ǊŜǎǇƻƴǎƛǾŜƴŜǎǎ ǘƻ ǘƘŜ ŘƛǾŜǊǎŜ 

local needs of different communities across Australia. 

The Integrated Mental Health Atlas of South Western Sydney aligns with this recommendation. It is a 

tool for evidence-informed planning that critically analyses the pattern of mental health care provided 

within the boundaries of South Western Sydney Local Health District. We used a standard classification 

system, the "Description and Evaluation of Services and Directories in Europe for long-term care" model 

(DESDE-LTC), to describe and classify the services; as well as geographical information systems to 

geolocate the services. 

Use of the DESDE-LTC, widely used in Europe, has enabled a more robust understanding of what services 

actually provide and will enable planners to make comparisons across areas and regions, once this 

methodology is more widely available. 

The Atlas revealed major differences in the provision of mental health care in South Western Sydney, 

when compared to other regions and countries. These are:  

1) a lack of acute and sub-acute community residential care;  

2) a comparative lack of services providing acute day care and non-acute day care (i.e. day centres 

providing structured activities to promote health and social inclusion); 

3)  lower availability of specific employment services for people with a lived experience of mental 

ill-health;  

4) uneven distribution of  the Access to Allied Psychological Services (ATAPS) providers; 

5) lower availability of supported accommodation initiatives 

These results mirror the needs analysis of Partners in Recovery (PIR) clients in South Western Sydney. An 
analysis of unmet needs amongst PIR clients found the highest areas of need were: psychological 
distress; daytime activities; company (social life); physical health; employment and volunteering; and 
accommodation.  

In spite of this, the main strength of the Mental Health System of South Western Sydney is the relatively 

good geolocation of the services. Services are in the areas with higher needs and the overall 

geographical accessibility is good. The availability of specific services for carers is another asset. 

 



Executive Summary Integrated Mental Health Atlas of South Western Sydney 

10 
 

Taken together the information in this Atlas highlights key areas for consideration for future planning for 

the provision of mental health services in South Western Sydney.  The findings reflect some of the 

findings and recommendations in the recent report of the National Review of Mental Health 

Programmes and Services made by the National Mental Health Commission. 

Policy makers and service providers can use the information presented in this Atlas to develop service 

plans which are better informed by local-evidence and to reform the pattern of adult mental health care 

in South Western Sydney LHD. 
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1. FRAMEWORK 
 

The philosophy of mental health care reform has been built on key principles of community psychiatry, 

with four linked areas of action1: 

 

i) deinstitutionalisation and the end of the old model of incarceration in mental hospitals; 

ii) development of alternative community services and programs;  

iii) integration with other health services; and  

iv) Integration with social and community services. 

 

More recently this has also included a focus on recovery orientation and person-centred care. 

!ǳǎǘǊŀƭƛŀ ǎǘŀǊǘŜŘ ǘƘƛǎ ƧƻǳǊƴŜȅ ƻŦ ǊŜŦƻǊƳ ƛƴ мфуоΣ ǿƛǘƘ 5ŀǾƛŘ wƛŎƘƳƻƴŘΩǎ report on care for people 

experiencing mental ill-health and intellectual disabilities in NSW: Inquiry into Health Services for the 

Psychiatrically Ill and Developmentally Disabled. But it took 10 years to establish the first National 

Mental Health Strategy2. Since then, there have been considerable systemic changes made, including 

the closure or downsizing of many large psychiatric hospitals and the development of the community 

mental health movement3.  

However, this journey has not been completed and application of reform has been patchy. For example, 

the Australian mental health system still has high rates of readmission to acute care, with at least 46% of 

patients hospitalized being readmitted during the year following the admission 4; we have high rates of 

compulsory community treatment orders, ranging from 30.2 per 100,000 population in Tasmania to 98.8 

per 100,000 population in Victoria5; and high rates of seclusion with 10.6 seclusion events per 1,000 bed 

days in 2011-126. These features are associated with a system characterised by fragmented, hospital-

based, inefficient provision of care2. It has been argued that we lack a clear service model, that reform 

has not been informed by evidence, and that quality and access to care is a lottery dependent on 

postcode2. 

The situation in South Western Sydney is no better than in the rest of Australia. There is no publicly 

available data on readmission rates, compulsory treatment orders, or rates of seclusion. Yet according 

to data from the 45 and Up Study7, it is an area of New South Wales with high risk of psychological 

distress.  

In this context it is crucial to provide policy and service decision makers with every tool and opportunity 

to make better, more informed choices about future investments in mental health care, including which 

services are needed and where and how they can be most effectively delivered. In other words, they 

need a map that will guide them through their reform journey.  

This Atlas is an ideal tool to help them in this process. 
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1.1. WHAT ARE INTEGRATED MENTAL HEALTH ATLASES? 

The WHO Mental Health Gap Action Program (mhGAP) 8 has highlighted the need for a comprehensive 

and systematic description of all the mental health resources available and the utilisation of these 

resources. It is not only important to know the numbers of services in each health area, but also to 

describe what they are doing and where they are located. This information also enables an 

understanding of the context of health-related interventions which are essential for the development of 

evidence-informed policy.  

 

Evidence-informed policy is an approach to policy decisions that is intended to ensure that the decision 

making process is well-informed by the best available research evidence. Evidence refers to facts 

intended for use in support of a conclusion. It is important to highlight that evidence alone does not 

make decision, as this evidence has to be also valued and filtered by the policy makers. However, 

evidence-informed policy tries to do this process more transparent, so others can examine it.  Evidence-

ƛƴŦƻǊƳŜŘ ǇƻƭƛŎȅ ŎƻƳōƛƴŜǎ ΨƎƭƻōŀƭ ŜǾƛŘŜƴŎŜΩ ŀǾŀƛƭŀōƭŜ ŦǊƻƳ ŀǊƻǳƴŘ ǘƘŜ ǿƻǊƭŘΣ ǿƛǘƘ ΨƭƻŎŀƭ ŜǾƛŘŜƴŎŜΩΣ ŦǊƻƳ 

the specific setting in which decisions and actions will be taken. This includes a detailed analysis of the 

area, taking into account the prevalence of mental health problem and other demand driven indicators, 

together with the availability of resources9. 

 

In depth understanding of the local context is crucial to implement any new strategy. There is not an 

agreed definition of context; however, it can be defined as all those variables that can be related with 

both the new strategy that we want to implement and the outcome that we want to achieve. In other 

ǿƻǊŘǎΣ ƛǘ ƳŀƪŜǎ ǊŜŦŜǊŜƴŎŜǎ ǘƻ άǘƘŜ ǿƘŜǊŜέ ǘƘŜ ǇǊƻŎŜǎǎ ƛǎ ƘŀǇǇŜƴƛƴƎΣ ƛƴŎƭǳŘƛƴƎ ƻǊƎŀƴƛǎŀǘƛƻƴŀƭ ŀƴŘ 

divisional structures and cultures; group norms; leadership; political processes; and broader economic, 

social and political trends and events10. 

 

¢ƘŜ ΨƛƴǘŜƎǊŀǘŜŘ ŎŀǊŜ ƳƻŘŜƭΩ 11 has challenged the way health-related care should be assessed and 

planned. It enables us to identify new routes for linked-up, consumer-centred approaches to care. 

Greater integration relies on a global picture of all the services available, regardless of which sector is 

funding them (i.e. Health, Social Welfare and Family, Employment, Criminal Justice).  {ǳŎƘ ΨǎȅǎǘŜƳs 

ǘƘƛƴƪƛƴƎΩ ŜƴŀōƭŜǎ ǇƻƭƛŎȅ Ǉƭŀnners to capture the complexity of service provision holistically. It offers a 

comprehensive way of anticipating synergies and mitigating problems and barriers, with direct 

relevance for creating policies that integrate the different systems of care 12, 13. This is particularly 

important in the mental healthcare sector, which is characterised by increasing personalisation of 

services and care coordination programs such as Partners in Recovery (PIR) or the National Disability 

Insurance Scheme (NDIS). 

 

Within this context, Integrated Atlases of Mental Health are essential tools for decision making and 

quality assessment. These Integrated Atlases include detailed information on social and demographic 

characteristics and health-related needs, as well as data on service availability and care capacity. 

Integrated Atlases of Mental Health allow comparison between small health areas, highlighting 

variations of care, and detecting gaps in the system. The holistic service maps produced through an 
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Integrated Atlas of Mental Health also allows policy planners and decision makers to build bridges 

between the different sectors and to better allocate services 14.  

 

Integrated Atlases of Health include maps and graphics as a main form of presenting the data. As a 

visual form of communicating health information, they crucially bridge the gap between complex 

epidemiological presentations of statistics and the varied educational backgrounds represented by 

policymakers, other decision makers and consumers 15. Policy makers and health planners may use the 

information presented in the Atlas as a visual reference point from which to quickly present and 

structure their ideas. In addition, the new knowledge presented in an Atlas will quickly increase a 

ǇƭŀƴƴŜǊΩǎ self-efficacy and personal mastery of the field. Consequently, policy makers and health 

planners will be more willing to make informed decisions bolstered by solid evidence. In parallel, as 

Atlases are integrated (i.e. they include all funding providers) they may increase collaboration across 

services as they can act as a shared reference point from which to discuss the system. Consequently, it is 

expected that the Integrated Mental Health Atlas of South Western Sydney will change the culture of 

planning and, from this, the provision of care through facilitating the integration and coordination of 

services. This will be reflected in the quality of care provided and, in the longer term, better health 

outcomes for people with a lived experience of mental illness16. 

The Integrated Mental Health Atlas of South Western Sydney aligns with some key recommendations 

made by the National Review of Mental Health Programmes and Services by the National Mental Health 

Commission3 The report draws attention to the local level of MH planning in Australia and the relevance 

of a bottom-ǳǇ ŀǇǇǊƻŀŎƘ ǘƻ ǳƴŘŜǊǎǘŀƴŘƛƴƎ άǎŜǊǾƛŎŜǎ ŀǾŀƛƭŀōƭŜ ƭƻŎŀƭƭȅ ώƛƴϐ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ƴŀǘƛƻƴŀƭ 

ǇƻƭƛŎȅέΦ Lǘ ŀƭǎƻ Ŏŀƭƭǎ ŦƻǊ ǊŜǎǇƻƴǎƛǾŜƴŜǎǎ ǘƻ ǘƘŜ ŘƛǾŜǊǎŜ ƭƻŎŀl needs of different communities across 

!ǳǎǘǊŀƭƛŀΥ άaŜƴǘŀƭ IŜŀƭǘƘ bŜǘǿƻǊƪǎΣ ƛƴ ǇŀǊǘƴŜǊǎƘƛǇ ǿƛǘƘ [ƻŎŀƭ IŜŀƭǘƘ bŜǘǿƻǊƪǎΣ ǎƘƻǳƭŘ ŎƻƴŘǳŎǘ 

comprehensive mapping of mental health services, programmes and supports available in regional, rural 

and remote areas through Commonwealth, state and territory and local governments, private and not-

for-ǇǊƻŦƛǘ ǎŜŎǘƻǊǎέΦ  

The NSW Commission plan17 indicates that the current mental health system is highly fragmented, 

difficult to navigate and characterised by disjointed policy, financing and service delivery systems at 

national and state levels. Furthermore, there is a mismatch between top-down policies developed 

centrally at national and state levels and the local need for efficient resource allocation. The lack of a 

comprehensive mapping of the available services constitutes an additional barrier to the accessibility of 

mental health services in this disjointed system.  

The Integrated Mental Health Atlas of South Western Sydney can help us to understand the current 

scenario in the prevision on mental health care.  

1.2.  HOW WAS THE INTEGRATED ATLAS OF MENTAL HEALTH ASSEMBLED? 

Typically, general Atlases of health are formed through lists or directories of services and inclusion of 

services is based on their official or everyday titles. This is particularly problematic for several reasons 18:  
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1) The wide variability in the terminology of services and programs even in the same 

geographical area and the lack of relationship between the names of services and their actual 

functions (e.g. day hospitals, day centres, social clubs, etc.), as the service name may not reflect 

the actual activity performed in the setting; and,  

2) The lack of a common understanding of what a service is.  The word ΨserviceΩ is an umbrella 

term that is used to describe very different components of the organization of care.  It merges 

permanent, highly structured services, with clinical units, or even short-term programs and 

interventions. 

In order to overcome these limitations, we have used the "Description and Evaluation of Services and 

Directories in Europe for long-term care" (DESDE-LTC)19 . This is an open-access, validated, international 

instrument for the standardised description and classification of services for Long Term Care (LTC). It 

includes a taxonomy tree and coding system that allows the classification of services in a defined 

catchment area according to the main care structure/activity offered, as well as the level of availability 

and utilisation. It is based on the activities, not the name of the service provider. This classification of 

services based on the actual activity of the service therefore reflects the real provision of care in the 

territory.  

It is important to note that in research on health and social services there are different units of analysis 

and that comparisons must be made across a single and common Ψǳƴƛǘ ƻŦ ŀƴŀƭȅǎƛǎΩ ƎǊƻǳǇΦ 5ƛŦŦŜǊŜƴǘ ǳƴƛǘǎ 

of analysis include: Macro-organizations (e.g. a Local Health District), Meso-organizations (e.g. a 

hospital), and Micro-organizations (e.g. a service). It could also include smaller units within a service: 

Main Types of Care, Care Modalities, Care Units, Care Intervention Programs, Care Packages, 

Interventions, Activities, Micro Activities or Philosophy of Care. Our analysis, based on DESDE-LTC, is 

focused on the evaluation of the minimal service organization units or Basic Stable Inputs of Care 

(BSICs).  

 

1.2.1. WHAT ARE BASIC STABLE INPUTS OF CARE (BSIC)? 
A Basic Stable Input of Care (BSIC) can be defined as a team of professionals working together to provide 

care for a group of people. They have time stability (that is, they have been funded for more than 3 

years) and structural stability. Structural stability means that they have administrative support, their 

own space, their own finances (for instance a specific cost centre) and their own forms of 

documentation (i.e. they produced their own report by the end of the year) (See Box 1, below). 

Box 1. Basic Stable Input of Care: criteria  

Criterion A: Has its own professional staff. 
Criterion B: All activities are used by the same clients.  
Criterion C: Time continuity (more than 3 years) 
Criterion D: Organizational stability 
Criterion D.1: The service is registered as an independent legal organization (with its own company tax 
code or an official register). This register is separate and the organization does not exist as part of a 
meso-organization όŦƻǊ ŜȄŀƳǇƭŜ ŀ ǎŜǊǾƛŎŜ ƻŦ ǊŜƘŀōƛƭƛǘŀǘƛƻƴ ǿƛǘƘƛƴ ŀ ƎŜƴŜǊŀƭ ƘƻǎǇƛǘŀƭύ Ҧ IF NOT:  
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Criterion D.2.: ¢ƘŜ ǎŜǊǾƛŎŜ Ƙŀǎ ƛǘǎ ƻǿƴ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ǳƴƛǘ ŀƴŘκƻǊ ǎŜŎǊŜǘŀǊȅΩǎ ƻŦŦƛŎŜ ŀƴŘ ŦǳƭŦƛƭǎ ǘǿƻ 
ŀŘŘƛǘƛƻƴŀƭ ŘŜǎŎǊƛǇǘƻǊǎ όǎŜŜ ōŜƭƻǿύ Ҧ IF NOT: 
Criterion D.3.: The service fulfils 3 additional descriptors: 
D3.1. To have its own premises and not as part of other facility (e.g. a hospital) 
D3.2. Separate financing and specific accountability (e.g. the unit has its own cost centre) 
G3.3. Separated documentation when in a meso-organization  (e.g. specific end of the year reports). 

 

We identified the BSICs using these criteria and then labelled them.  The typology of care provided by 

the BSIC (or service) is broken down into a smaller unit of analysis that identifies the άaŀƛƴ ¢ȅǇŜ(s) of 

/ŀǊŜέ όa¢/ύ offered by the BSIC. Each service is described using one or more MTC codes based on the 

main care structure and activity offered by the service. For instance, the same service might include a 

principal structure or activity όŦƻǊ ŜȄŀƳǇƭŜ ŀ ΨǊŜǎƛŘŜƴǘƛŀƭΩ ŎƻŘŜύ ŀƴŘ ŀƴ ŀŘŘƛǘƛƻƴŀƭ ƻƴŜ όŦƻǊ ŜȄŀƳǇƭŜΣ ŀ 

ΨŘŀȅ ŎŀǊŜΩ ŎƻŘŜύΦ Figure 1 depicts the different types of care used in our system. 

There are 6 main types of care19: 

Residential care: The codes related to residential care are used to classify facilities which provide beds 

overnight for clients for a purpose related to the clinical and social management of their health 

condition. It is important to note that clients do not make use of such services simply because they are 

homeless or unable to reach home. Residential care can be divided in Acute and Non-Acute branches, 

and each one of this in subsequent branches. Figure 2 depicts the Residential Care branch. 

Day Care: The day care branch is used to classify facilities which (i) are normally available to several 

clients at a time (rather than delivering services to individuals one at a time); (ii) provide some 

combinations of treatment for problems related to long-term care needs (e.g. providing structured 

activities or social contact/and or support); (iii) have regular opening hours during which they are 

normally available; and (iv) expect clients to stay at the facility beyond the periods during which they 

have face to face contact with staff. Figure 3, below, depicts the day care coding branch. 

Outpatient Care: The outpatient care branch is used to code facilities which (i) involve contact between 

staff and clients for some purpose related to the management of their condition and associated clinical 

and social needs and (ii) are not provided as a part of delivery of residential or day services, as defined 

above. Figure 4 depicts the outpatient care branch. 

Accessibility to Care: The accessibility branch classifies facilities whose main aim is to facilitate 

accessibility to care for clients with long term care needs. These services, however, do not provide any 

therapeutic care. Figure 5 depicts the specific codes under this branch. 

Information for Care: These codes are used for facilities that provide clients with information and/or 

assessment of their needs. Services providing information are not involved in subsequent 

monitoring/follow-up or direct provision of care. Figure 6 depicts the information care branch. 

Self-help and Voluntary Care: These codes are used for facilities which aim to provide clients with 

support, self-help or contact, with un-paid staff that offer any type of care as described above (i.e. 
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residential, day, outpatient, accessibility or information). Figure 7 depicts the self-help and volunteer 

care branch. 

A detailed description of each one of the branches is available here: 

http://www.edesdeproject.eu/images/documents/eDESDE-LTC_Book.pdf 

 

 

http://www.edesdeproject.eu/images/documents/eDESDE-LTC_Book.pdf
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Figure 1. Main Type of Care: core codes 
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Figure 2. Residential care coding branch 
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Figure 3. Day care coding branch 
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Figure 4. Outpatient care coding branch 
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Figure 5. Accessibility to care coding branch 

 

 

Figure 6. Information for care coding branch 
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Figure 7. Self-help and volunteer care coding branch 

 

 

1.2.2. INCLUSION CRITERIA 
 

In order to be included in the Atlas a service had to meet certain inclusion criteria: 

1) The service targets people living with mental illness: The inclusion of services that are generic, 

and lack staff with the specialised training and experience to treat people with a lived 

experience of mental ill-health, may lead to bias which obscures the availability of services 

providing the specialised focus and expertise needed in mental health. 

 

2) The service is publicly funded: The study focuses on services that are universally accessible. 

Access to most private mental health services in Australia requires an individual to have private 

health insurance coverage, high income or savings. Inclusion of private providers would give a 

misleading picture of the resources available to most people living with mental ill-health and 

obscures the data for evidence informed planning of the public health system. Most private 

services have some level of public funding, for example Medicare subsidies of private hospitals 

or community-based psychiatric specialist services. It would be useful in future mapping 

exercises to include an additional layer of private service mapping to inform those who can 

afford private health care and for planning in the private sector. However as a baseline the 

importance of establishing the nature of universal and equitably accessible health care 

necessitates that these maps remain distinct. 
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3) The service has received funding for more than 3 years: The inclusion of stable services (rather 

than those provided through short term grants) guarantees that we are mapping the robustness 

of the system. If we include services with less than three years of funding it will jeopardize the 

use of the Atlas for evidence informed planning. 

 

4) The service is within the boundaries of South Western Sydney LHD: The inclusion of services 

that are within the boundaries of Western Sydney LHD is essential to have a clear picture of the 

local availability of resources. 

 

5) The service provides direct care or support to clients: We excluded services that were only 

concerned with the coordination of other services or system improvement, without any type of 

contact with people with a lived experience of mental ill-health 

1.3. WHAT PROCESS WAS FOLLOWED IN SOUTH WESTERN SYDNEY? 

There were four distinct steps in the creation of the Integrated Mental Health Atlas of South Western 

Sydney. Figure 8 summarises the process followed in the development of the Atlas. These steps are 

explained below. 

Figure 8. Steps followed in the development of the Integrated Mental Health Atlas of South Western Sydney 
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Step 1 - Data collection: First we developed a list of all health related services providing care for persons 

experiencing mental ill-health (provided by Partners in Recovery South Western Sydney). Then we 

contacted the services by phone to gather the following information: a) basic service information (e.g. 

name, type of service, description of governance); b) location and geographical information about the 

service (e.g., service of reference, service area); c) service data (e.g., opening days and hours, staffing, 

management, economic information, legal system, user profile, number of clients, number of contacts 

or admissions, number of days in hospital or residential accommodation, number of available beds or 

places, links with other services); d) additional information (name of coder, date, number of 

observations and problems with data collection). We then contacted the providers via email and asked 

them to fill in an online survey. Alternatively, they could ask for a face-to-face on-site interview with one 

of the researchers. 

Step 2 - Codification of the services followed criteria defined in DESDE-LTC, according to their MTC (not 

the official name). 

The codes can be split into four different components: 

a) Client age group: This represents the main target group for which the service is intended or 

currently accessed by, using capital letters.  

GX   All age groups 

NX   None/undetermined  

CX   Child & Adolescents  (0-17 years old) 

AX   Adult (>17 years old) 

OX   Old > 64 

Cc   Only children (0-12 years old) 

Ca   Only adolescent (12-17 years old) 

TC   Period from child to adolescent (8-12 years old) 

TA   Period from adolescent to adult (16-25 years old) 

TO   Period from Adult to old  (60- 70 years old) 

 

b) Diagnostic group: ICD-10 codes in brackets after the age group code but before DESDE-LTC code 

were used to describe the main diagnostic group covered by the service. In the majority of the 

services we have used the code [F0-F99], which means that the service includes all types of mental 

disorders or does not specify any. If the service is not targeting mental ill-health, but psychosocial 

problems (for instance with some child and adolescent services) we have used the code [Z56-Z65]. If 

the client of the service is a child, but the professional is working with the family, we have included 

the code [e310] (immediate family), from the International Classification of Functioning (ICF). 

 

c) DESDE-LTC code: The third component of the code is the core DESDE-LTC code which is the MTC. As 

we have explained before (pages 13-21) the services are classified according to their main type of 

care. This care can be related to: a) residential care (codes starting with R); b) day care (codes 

starting with D); c) outpatient care (codes starting with O); d) Accessibility to care (codes starting 
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with A); e) Information for care (codes starting with I); and f) Self-Help and Voluntary care (codes 

starting with S). 

d) Qualifiers: In some cases, a 4th component may be incorporated to facilitate a quick appraisal of 

those characteristics of the services which may be relevant to local policy. The qualifiers used in 

these Atlas are: 

Á άōέ ōŀǎŜŘ-care: This additional code typifies outpatient/ambulatory services 

that do not provide any care outside their own premises 

Á άŘέ ƳƻōƛƭŜ-care: This additional code is used in those non-mobile services, 

which have between 20% and 49% mobile contacts. 

Á άƧέ Justice care: This additional code describes BSICs whose main aim is to 

provide care to individuals in contact with crime and justice services. 

Á άƭέ Liaison care: This additional code describes liaison BSICs where specific 

consultation for a subgroup of clients is provided to other area (e.g. outpatient 

consultation on intellectual disabilities to a general medical service, or 

consultation on mental ill-health for the general medical services of a hospital). 

Á άǎέ  Specialised care: This additional code describes BSICs for a specific 

subgroup within the target population of the catchment area (e.g. services for 

Elderly people ǿƛǘƘ !ƭȊƘŜƛƳŜǊΩǎ ŘƛǎŜŀǎŜ ǿƛǘƘƛƴ ǘƘŜ ά9έ ƎǊƻǳǇΣ or services for 

9ŀǘƛƴƎ 5ƛǎƻǊŘŜǊǎ ǿƛǘƘƛƴ ǘƘŜ άa5έ ƎǊƻǳǇύΦ 

Á άǳέ Unique: This additional code describes single-handed BSICs where care is 

delivered by a health care professional (psychiatrist, psychologist, nurse). 

Example: A sub-acute forensic unit in a hospital for adults with lived experience of mental illness will 

receive the following code presented in Figure 9: 

Figure 9. Components of the code- an example of a sub-acute forensic unit based in a hospital. 
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Step 3 Mapping the BSICs:  

A series of chloropleth maps (maps that uses different colours inside defined geographical areas) were 

visualised in the GIS to illustrate the distributions and small-area variations in each of the demand-

related variables, including: 

¶ Density Index: Population/ Km2 

¶ Dependency Ratio: Population between 0-15 + >64 years old/ Population 16-64*100 

¶ Aging Ratio: Population >64 years old/ Population 0-15*100 

¶ Percentage of people born overseas: Population born overseas/ total population*100  

¶ Percentage of people living alone: Number of homes with just 1 person/ Total Population)*100 

¶ Percentage of Unemployment People: Number of unemployed people/ population 16-64 years 
old*100 

¶ Percentage of people with psychological distress: Number of people with different levels of 
psychological distress according to the Kessler-10/total population*100 

¶ Percentage of people providing assistance (caregivers) to another person : Number of people 
providing assistance/ population 16-64 years old*100 

¶ SEIFA index  
A second set of maps was then constructed to visualise the locations of all mental health services, and 

selected BSICs, South Western Sydney and in relation to some of these demand-related indicators. 

These maps enhanced with the derivation of a spatial accessibility metric, classifying all areas within the 

LHD jurisdiction by their distance to the mental health services being presented. 

Step 4 Description of the pattern of care: service availability and capacity  

We have analysed the availability of services, by MTC as well as the capacity.  

¶ Availability: Defined as the presence, location and readiness for use of services or other 

organizational units in a care organization or a catchment area at a given time. A service is 

available when it is operable or usable upon demand to perform its designated or required 

function. The calculated availability rates of an MTC is calculated by 100,000 residents.  

 

¶ Placement Capacity: Maximum number of beds in residential care and of places in day care in a 

care delivery organization or a catchment area at a given time. Rates have been calculated by 

100,000 residents. 

This analysis allows us to compare the availability and capacity rates with other areas and to estimate if 

the provision is adequate with regard to the populations needs. We have compared the area of South 

Western Sydney with other local areas from England, Finland, France, Italy, Norway and Spain. The 

information on the European Countries has been developed as part of the Refinement Project20, funded 

by the European Commission. 
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2. MAPPING SOUTH WESTERN SYDNEY: SOCIO AND ECONOMIC INDICATORS 
South Western Sydney Local Health District (SWSLHD) is the largest district in metropolitan Sydney, with  

a population of over 820,000 people. It is expected that by 2021 the population of SWS will have 

increased to more than 1 million people, and that the number of people who are older than 65 years old 

will increase by 48%. 

 SWSLHD covers seven local government areas (LGAs): Bankstown, Liverpool, Fairfield, Campbelltown, 

Camden, Wollondilly and Wingecarribee. These LGAs areas are highly diverse, including the urban areas 

in the North (Bankstowns and Fairfield), semi-urban in the center (Camden, Campbelltown and 

Liverpool) and the rural areas of Wollondilly and Wingecarribee, in the south of the region.  

Wingecarribee stood out as being high on dependency, ageing population and lone person household. 

However, this area is less disadvantage than Fairfield, Bankstown and Campbelltown, which present 

high rates of unemployment and a high population density (i.e. people per km2). Furthermore, these 

areas are characterized by a high multicultural community, with almost half of the population being 

born overseas. This highly contrasts with the situation in Wingecarribee and Wollondilly. Figure 10 and 

11 shows the distribution of the risk of psychological distress in different LHDs, using Kessler scores and 

data from the 45 and Up study7. It can be observed that the higher risk of psychological distress is 

concentrated around the boundaries between Western Sydney and South Western Sydney, in areas also 

characterized by high deprivation (lower SEIFA deciles)Φ ¢ƘŜǎŜ ŀǊŜŀǎ Ŏŀƴ ōŜ ŎƻƴǎƛŘŜǊŜŘ άƘƻǘ ǎǇƻǘǎέ ŦƻǊ 

mental health care provision.  The rest of figures (12-19) depict the distribution of key socio and 

economic indicators related to mental health care.  Table 1  summarises this information by LGA.  

Table 1. Description of the LGA of South Western Sydney 

LGA People 
per 
km2 

Dependency 
index 

Percent 
>64y(%) 

Unemployment 
rate (%) 

Overseas 
born (%) 

Lone 
person 

household 
(%) 

SEIFA  
Decile 

Risk of 
psychological 

distress * 

Bankstown 2518 54.9 13.7 7.6 43.8 6.3 2 Above average 

Camden 282 51.5 9.7 4.0 19.8 4.6 8 Average 

Campbelltown 468 45.5 9.3 7.4 34.0 6.1 2 Above average 

Fairfield 1945 47.9 12.0 9.7 57.6 4.7 1 Above average 

Liverpool 590 48.4 9.2 7.0 46.2 4.8 3 Above average 

Wingecarribee 17 69.6 21.6 4.2 19.9 9.7 7 Below average 

Wollondilly 18 51.2 10.8 4.2 16.9 5.2 7 Below average 

         

New South Wales 9 51.5 14.7 5.9 31.4 8.7    
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Figure 10. Risk of psychological distress
7
. 
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Figure 11. Risk of Psychological Distress in South Western Sydney.
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Figure 12. Population Density in South Western Sydney 
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Figure 13. Dependency Index in South Western Sydney 
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Figure 14. Distribution of people aged more than 64 years old in South Western Sydney 
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Figure 15. Distribution of unemployment in South Western Sydney 

  


































































































































































































