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ATAPS AccessAdlied Psychological Services
BSIC Basic Stable Input of Care
DESDH._Tescription and Evaluation of Services and Directories in Europe ferdongare
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MTC Main Type of Care

NGO NorGovernmental Organization

NDIS National Disability Insurance Scheme
NSW New South Wales

PIR Partners in Recovery

SWS South Western Sydney

WHO World Health Organization

ANOTE ® THE LANGUAGE

The language used in some of the service categories mapped in this report eg outphiieat, outpatientsocial,
day hospital may seem to be very hospitahtric and even archaic for advanced commugligsed mental
health services hich are already recovemyriented and highly devolved. However , these categories are
employed for comparability with standardized categories which have been used for some years in Europear
health service mapping studies and the resulting Atlais ftandard classification system is thgescription and

Evaluation of Services and Directories in Europe for-teng care" model (DESRHC)].

mental



Executive Summary Integrated Mental Health Atlas @outhWestern Sydney

EXECUTIVE SUMMARY

"Without a map we will noknow 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 recentNational Review of Mental Health Programmes and Sertigebe National Mental Health
GCommission 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 bottzhJ I LILINR | OK (2 dzy RSNAG I
available locally [in] the development of nationalfpd O& ¢ @ LG | faz2z OFffta TFT2NJ NB
local needs of different communities across Australia.

The Integrated Mental Health Atlas of South Western Sydiigys with this recommendation. i$ a

tool for evidenceinformed planning that critially analysgthe 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 fdetongare" model
(DESDETC), to describe and classify the services; as well as geographical information systems to
geolocate the services

Use of the DESEIH C, widely used in Europe, has enabled a more robust understanding of what services
actually provide ad will enable planners to make comparisons across areas and regions, once this
methodology is more widely available.

The Atlas revealed majalifferencesin the provision of mental health care BouthWestern Sydney
when compared to other regions and adties. These are:

1) alack of acute and sudicute community residential care;

2) acomparative laclof services providing acute day care and +amute 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) unevendistribution of the Access to Allied Psychological Services (ATAPS) providers;

5) lower availability of supported accommodation initiatives

Theseresultsmirror 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 lealhployment and volunteering; and
accommodation.

In spite of this, the main strength of the Mental Health System of South WeStginey is the relatively
good geolocation of the services. Services are in the areas with higher needs and the overall
geogaphical @cessibility is good.hE availabilityof specific services for carers is another asset.



Executive Summary Integrated Mental Health Atlas @outhWestern Sydney

Taken together the information in this Atlas highlights key areasdosideration for future planning for
the provision of mental health services SouthWestern Sydney The findigs reflect some of the
findings and recommendations ithe 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 teeinformation presented in this Atlas to develop service
plans which are better informed by loeaVidence and to reform the pattern of adult mental health care
in South Western Sydney LHD.
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Framework Integrated Mental Health Atlas @outhWestern Sydney

1. FRAMEWORK

The philosophy omental health cargeform has been built on key principles of community psychiatry,
with four linked areas of actidn

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) Integrationwith social and community services.

More recently this has also included a focus on recovery orientation and peesured care.

ldzZaGNF f Al adlF NGISR GKAA 22dz2NySeé repdrt oNBafe Xaveopley My O
experiencing mental #health and intellectual disabilities INSW:Inquiry into Health Services for the
Psychiatrically Il and Developmentally DisablBdt it took 10 years to establish the first National

Mental Health Stratedy Since then, theréhave been considerableystemicchangesmade, including

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

However, thigourneyhas not beercompleted and application of reform has been patctsorexample,
the Australian mental health systestill has high rates of readmission to acute cavéh at least 46% of
patients hospitalizedbeingreadmitted during the year following the admissigrwe havehigh rates of
compulsory community treatment orders, ranging from 30.2 per 100,00Quladipn in Tasmania to 98.8
per 100,000 population in Victoriaand high rates o$eclusiorwith 10.6 seclusion events per 1,000 bed
days in 201412°. These features are associated wighsystem characterised Hyagmented, hospital
based, inefficient provision of cardt has been argued thawe lack a cleaservie model,that reform
has not been informed by evidence, and that quality and access to cardogery dependent m
postcodé.

The situation inSouthWestern Sydney is no better than in the rest of Austrdliaere is no publig
availabledata on readmissiomates, compulsontreatment orders or rates of seclusionYetaccording
to datafrom the 45 aml Up Study, it isan area ofNew South Wales withigh risk of psychological
distress.

In this context it is crucial to provid®licy andservicedecision makersvith every tool and opportunity

to makebetter, moreinformed choices about future investments in mental health caneJudingwhich
services are needed and where and how they can be most effectively delivered. In other words, they
need a map thawill guide them through theireform journey.

ThisAtlas is an ideal tool to help them in this process.

11



Framework Integrated Mental Health Atlas @outhWestern Sydney

1.1. WHAT AREBENTEGRATEM ENTAIHEALTHATLASE®B

The WHO Mental Health Gap Action Program (mhGAR$ highlighted the need for a comprehensive
and systematic description of all the mental health resouraeailableand the utilisation of these
resources It is not only important to knowthe numbers of services ineachhealth area, but alsdo
describe what they are doing andwhere they are located.This information also enables an
understanding of the context of heakltelated interventionsvhich areessentiafor the development of
evidenceinformedpolicy.

Evidencenformed policy is an approach mlicy decisions that is intended to ensure that the decision

making process is weliformed 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 aloe® rolut

make decision, as this evidence has to be also valued and filtered by the policy makers. However,
evidenceinformed policy tries to do this process more transparent, so others can examine it. Evidence
AYTF2NYSR LRtAOe 02 YotAyoSaS WANE2Y0 I NRPSIF/ARR SIyKOSS o 2 NA RS
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 dnidigators,

together with the availability of resources

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 atige outcome that we want to achieve. In other
g2NRax AlG YIFI{1Sa NBFTFSNByOSa G2 dadKS HgKSNBe¢ (GKS LI
divisional structures and cultures; group norms; leadership; political processes; and broader economic,

social ad political trends and event$

¢KS WAY(HSINI &&aR challengdl thy dvay héaliblated care should be assessed and

planned. It enables us to identify new routes for linkep, consumeicentred 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 Faniiiljployment, Criminal Justice} dzOK Wae ad Sy
GKAY1Ay3Q Syides tofaptureddd corplexity df $ervice provision holisticallpffers a
comprehensive way of anticipating synergies and mitigating problems and barriers, with direct
relevance for creating policies that integrate the different systems of ¢aré This is prticularly

important in the mental healthcare sectowhich ischaracterised by increasing personalisation of

services and care coordination programs such as Partners in RecBNBryr(the National Disability

Insurance Scheme (NDIS).

Within this context,Integrated Atlases of Mental Healtlare essential tools for decision making and
guality assessment. Thesetegrated Atlases include detailed information on social and demographic
characteristics and healifelated needs, as well as @aon service availability and care capacity.
Integrated Atlases ofMental Health allow comparison between small health areas, highlighting
variations of care, and detectingapsin the system The holistic servicenaps produced through an
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Integrated Atlasof Mental Health also allows policy planners and decision makersbiald bridges
between the different sectors and to better allocate servitkes

Integrated Atlases of Health include maps and graphics as a main form of presdminigta. As a
visual form of communicating health information, theyucially bridge the gap between complex
epidemiological presentations of statistics and the varied educational backgrounds represented by
policymakersother decision makerand consumers®. Policy makers and health planners may use the
information presented in the Atlass a visual reference point from whidh quickly present and
structure their ideas. In addition, the new knowledge presentedain Atlas will quickly increasea
LJ | vy \6Ebfizacy and personal masteryf the field Gnsequently policy makers and health
plannerswill be more willing tomake informed decisionsbolstered by solid evidence. In parallel, as
Atlases are integrated (i.e. they include falhding provider} they may increase collaboration across
servicesas they can act as a shared reference point from which to discuss the sySter®equentlyif is
expected hat the Integrated Mental Health Atlas 8outhWestern Sydnewill change the culture of
planning and, from thisthe provision ofcare through facilitating the integration and coordination of
services. Thisvill be reflected in the quality of carprovided andin the longr term, better health
outcomesfor people with a lived experience of mental ilin€ss

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

made by theNational Review of Mental H&h Programmes and Servicleg the National Mental Health
CommissiohThe report draws attention to the local level of MH planning in Australia and the relevance

of a bottomdzL) F LILINR | OK (2 dzy RSNAEUGIYRAY3I aaSNBAOSE | O At
LR2ftAOCEeEd LG Fftaz OFffa T2 NeddBfadifieitachnainftiSsiatross 2 U K ¢
ldzZA GNF € ALY aaSydalt I SFfGK bSGg2Nlaz Ay LI NOYSNEA!
comprehensive mapping of mental health services, programmes and supports available in regional, rural

and remote areas tlmugh Commonwealth, state and territory and local governments, private and not
forLINEFAG aSO02NEE O

The NSW Commission pfarnindicates hat 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 betweenrdtapn policies develogd
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 disjointsystem.

The Integrated Mental Health Atlas of South Western Sydney can iielp understand the current
scenario in the prevision on mental health care.

1.2. HOWWAS THENTEGRATEATLAS OMENTAIHEALTHASSEMBLED

Typically,generalAtlases ofhealth are formed throughlists or directoriesof servicesand inclusion of
services idased on their officiabr everyday titles Ths is particularly problematic for several reaséhs

13
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1) The wide variability in the terminology of services and programs even in the same
geographical area and tHack of relationship between the names of services amgirtactual
functions(e.g. day hospitals, day centres, social clubs, etc.), as the servicenmaym®t reflect

the actual activity performed in the setting; and

2) The lack of a common understanding of what a sergceThe word‘8ervic&ls an umbréa

term that is used to describe very different components of the organization of care. It merges
permanent, highly structured services, with clinical units, or ew&hortterm programs and
interventions.

In order toovercome these limitationsye have used the "Description and Evaluation of Services and
Directories in Europe for loigrm care"(DESDETCY . This is an opeaccessvalidated,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 tilve main @re structure/activity offered, as well as the level of availability

and utilisation It is based on the activities, not the name of the service provi@ibis classification of
services based othe actual activity of the servictherefore reflects the ral provision of caren the
territory.

It is important to note that in researchbn health and social servictisere are different units of analysis

and that comparisons must be made across a siagtecommordzy A G 2F Fylf&2aAraQ 3IANER.
of analysis include:Macro-organizatiors (e.g. a Local Health Distrizt Mescorganizatiors (e.g. a

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

Main Types of Care, Care Modalities, Care Units, Qatervention Programs, Care Packages,
Interventions, Activities, Micro Activities or Philosophy of Care. Our analysis, based onlOESRE

focused on the evaluation of the minimal service organization units or Basic Stable Inputs of Care
(BSICs).

1.2.1.WHAT AREBASICSTABLANPUTS OEARE(BSIG?
ABasic Stable Input of Care (BRi&) be defined as a team of professionatyking together toprovide
care for agroup ofpeople They have time stability (that ishey 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 amsttre) and their own forms of
documentation(i.e. they poduced their own report by the end of the yedBeeBox 1 below).

Box 1. Basic Stable Input of Care: criteria

Criterion A Hasits own professional staff.

Criterion B All activities are used by the saroients

Criterion C Time continuity (more thaf years)

Criterion D:Organizational stability

Criterion D.1 The service is registered as an independent legghnization(with its own company tay
code or an official register). This register is separate taedorganization doesot existas part of a
mesoorganizationd F2 NJ SEI YLX S || aSNBAOS 2F NBRMOGUAfAGIGAZ2Y |
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Criterion D.2: ¢ KS &ASNWBAOS KlFla Ada 26y |FRYAYAAUNI GADBS dzy;
FRRAGAZYIf RSAONMNDL2NE 64SS 060St260 Ib

Criterion D.3: The service fulfil8 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 specificcountability(e.g. the unit has its own cost centre)

G33. Separateddocumentation when in a mesorganization (e.g. specific end of the year reports).

We identified the BSIQssing these criteria and thelabelled them. The typology of care provided by

the BSIGor service)s broken down into asmaller unit of analysithat identifies thed a I A y'(s)ofé LIS

/ I NB ¢ ofteed by the BSI@Eachservice is described using one or mdid@Ccodes based on the

main care structureand activity offered by the service. For instance, the same service niightde a
principalstructure or activityd F2 NJ SEF YLIX S || WNBAARSYyGAlIfQ O2RS0 |
YRl & O N@e 1 d@pids$he different types of care used in our system.

There are 6 main types of care

Residential careThe codes related to residential care arged to classify facilities which provide beds
overnight for clients for a purpose related to the clinical and social mamagat of their health
condition. It is important to note thatclientsdo not make use of such services simply because they are
homeless or unable to reach home. Residential care can be divided in Acute ancdtenbranches,
and each one of this in subsequémtinches. Figure 2 depicts the Residential Care branch.

Day CareThe day care branch is used to clas§ifsilities which (i) are normally available to several
clients at a time (rather thandelivering services to individuals one at a time); (ii) provideme
combinations of treatment for problems related to lotgym care needs (e.g. providimgfructured
activities or social contact/and or support); (iijave regular opening hoursluring which they are
normally available; and (i¥xpectclientsto stayat the facility beyond the periods during which they
have face to face contact with staff. Figureb&low,depicts the day care coding branch.

Outpatient CareThe outpatient care branch is used to cddeilities which (i) involve contact between
staff andclientsfor some purpose related tthe management of their condition and associated clinical
and sociaheedsand (ii) are not provided as a part of delivery of residential or day services, as defined
above. Figure 4 depicts thraitpatient care branch.

Accessibility to CareThe accessibility branch classifies facilitteBose main aim is to facilitate
accessibility to care fazlientswith long term care needs. These services, however, dgprmtide any
therapeutic care. Figure 5 depicts the specific codes under this branch.

Information for Care:These codes are used for facilities that provalientswith information and/or
assessment of their needs. Services providing informatame not involved n subsequent
monitoring/follow-up or direct provision of care. Figure 6 depicts it@rmation care branch.

Selthelp and Voluntary CareThese codes are usddr facilities which aim to providelients with
support, sekhelp or contact, with uspaid stdf that offer any type of care as described above (i.e.
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residential, day, outpatient, accessibility or information). Figure 7 depicts thehalgfand volunteer
care branch.

A detailed description of each one of the branches is available here:
http://www.edesdeproject.eu/images/documents/eDESDEC Book.pdf
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Figurel. Main Type of Carecorecodes
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Figure2. Residential careodingbranch
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Figure3. Day carecoding branch
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Figured. Cutpatient care coding branch
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Figureb. Accessibility to care coding bmeh
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Figure?. Selfhelpand volunteer care coding branch

SELF-HELP AND VOLUNTEER CARE CODING BRANCH

Non Professional Staff S1 Professional Staff S2
— S. Information on Care $S1.1. — S. Information on Care 52.1.
— S.Accessibility to Care 51.2. — S.Accessibility to Care 52.2.
—  S.Qutpatient Care S1.3. —  S.Outpatient Care S2.3.
— S, Day Care S1.4. — S. Day Care S2.4.
— S. Residential Care S1.5. — S. Residential Care S2.5.

1.2.2.INCLUSIONIRITERIA

In order to be included in the Atlasservice had to meet certainclusion criteria:

1) The service targets peopliving with mental illness The inclusion of services that are generic,
and lack staff with the specialised training and experiertoetreat people with a lived
experience of mentalll-health, may lead to biaswhich obscues the availability of services
providingthe specialised focus and expertise needed in mental health

2) The service is publicly fundedrhestudy focuses on servisethat 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. Includigmivate providerswould give a
misleading picture of the sources available to most people living with meritahealth and
obscures thedata for evidence informed planning of the public health systaviost private
services have some level of public fundiflg example Medicare subsek of private hospitad
or communitybased psychiatric specialist servicds.would be useful in future mapping
exercisesto include an additional layer of private service mapping to inform those who can
afford private health care and for planning in the private sectdowever asa baselinethe
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 yedrse inclusion o$tableserviceqrather
than those provided through short term grantglarantees 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 ®rvice is within the boundarieof South Western Sydney LHDThe 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 carer sypport to clients We excluded services that weknly
concerned with the coordination of other services or system improvement, without any type of
contact with people with a lived experience of meritahealth

1.3. WHAT PROCESBASFOLLOWED ISOUTHWESTERISYDNE?

There were four distinct steps in the creation of the Integrated Mental Health Atl&othWestern
Sydney.Figure 8summarises the procedsllowed in the development of thétlas. These steps are
explained below.

Figure8. Steps followed in the development of the Integrated Mental Health Atl&oothWestern Sydney
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Step 1- Data collection First wedevelopeda list of all health related services providing care for persons
experiencing mental #health (provided by Partners in RecoveBouth Western Sydney). Then we
contacted the serviceby phoneto gather the following information: a)asic servicénformation (e.g.
name, type of service, description of governayd® locationand geographical inforation about the
service (e.g., service of reference, service grepservicedata (e.g., opening days and hours, staffing,
management, economic information, legal system, user profile, numbetierits number of contacts
or admissions, number of days hospital or residentiashccommodation number of available beds or
places, links with other servicgsd) additional information (name of coder, date, numbeof
observations and problemasith data collection). Wéhen contacted the providers via email drasled
them to fillin an online survey. Alternatively, they could ask fdaeeto-faceon-site interview with one

of the researchers.

Step 2- Caodification of the servicefollowed criteria defined in DESEIH C, according to their MTC (not
the officialname).

The codes can be split intour different components:

a) Client gge group: This represents the main target groufor which the service is intended or
currentlyaccessed bysing capital letters.
GX All age groups
NX None/undetermined
CX Child & Adolescent$0-17 years old)
AX Adult(>17 years old)
OX Old> &4
Cc Only children(0-12 years old)
Ca Only adolescenfl2-17 years old)
TC Period from child to adolescel(®-12 years old)
TA Period from adolescent to adu|16-25 years old)
TO Period from Adult to old(60- 70 years old)

b) Diagnostic groupiCD10 codes in brackets after the age group code but beESDETC code
were used to describe the main diagnostic group covered by the service. In the majoribe of t
services we have used the code {F89], which means that the service includes all types of mental
disorders or does not specifny. If the service is not targeting mentidhealth, but psychosocial
problems (for instance with some child and adolegcgervices) we have used the cod®§-265]. 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 Fioning (ICF).

c) DESDETC codeThe third component of the code is the core DERDE codavhichis the MTC. As
we have explained before (pag&8-21) the services are classified according to their main type of
care. This care can be related to: a) residential care (codes stavtthgR); b) day care (codes
startingwith D); c) outpatient care (codes startimgth O); d) Accessibility to care (coddarting
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with A); e)Information for care (codes startingith I); and f) SelHelp and Voluntary care (codes
startingwith S).

d) Qualifiers: In some cases, a"4component may be incorporated to facilitate a quick appraisal of
those characteristics of the sgces which may be relevant to local policy. The qualifiers used in
these Atlas are:

A 4o0é &arét BhR additional code typifies outpatient/ambulatory services
that do not provide any care outside their own premises
A GRE Y-@a@:AThisSadditional codds used in those nomobile services,
which have between 20% and 49% mobile contacts.

A & 2Jastice careThis additionalcode describes BSIGshose main aim is to
provide care tdandividuals in contact witlerime andjusticeservices

A 4 f Ldaison care This additionalcode describes liaison BSICs where specific
consultationfor a subgroup otlientsis provided to other area (e.g. outpatient
consultation on intellectual disabilities to a general medical servicer
consultation on mentaill-health forthe general medical services of a hospital).

A @A ¢ Specialised careThis additional code describes BSICs for a specific
subgroup within the target populationf the catchment area (e.g. services for
Elderlypeopleg A G K ! £ T KSAYSNR&a RAa&IseivResdoh (G KA Y |
9FGAYy3 5A42NRSNE gAGKAY (GKS aa5¢ 3INERdzZLIO

A & d2dnique This additional code describes singilanded BSICs where care is
delivered by a health care professional (psychiatrist, psychologist, nurse).

Example:A sub-acute forensicunit in ahospital foradults with lived experience of mentaliness will
receive the followingodepresented in Figure:9

Figure9. Components of the codan exampleof a subacute forensic unit based in a hospital.

A[FO-F99] - R4

Crime and
Target Population Justice users
Adults
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Step 3Mappingthe 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 s@ah variations in each of the demand
related variables, including:

Densityindex: Population/ K
Dependency Ratio: Population betweeld + >64 years old/ Population-658*100
Aging Ratio: Population >64 years old/ Populatiertb@100
Percentage of people born overseas: Population born overseas/ total population*100
Percentagef people living alone: Number of homes with just 1 person/ Total Population)*100
Percentage of Unemployment People: Number of unemployed people/ populatieid Mears
old*100
1 Percentage of people with psychological distress: Number of people with afifféevels of
psychological distress according to the Kess@total population*100
1 Percentage of people providing assistance (caregivers) to another person : Number of people
providing assistance/ population ¥ years old*100
1 SEIFA index
A second sebdf maps was then constructed to visualise the locations of all mental health services, and
selected BSICs, South WestéSpdneyand in relation to some of these demanelated indicators.
These maps enhanced with the derivation of a spatial accessihiitsic, classifying all areas within the

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

= =4 =4 =4 -4 =

Step 4Description ofthe pattern of care:service availability and capacity
We have analysed the availability of services, by MTC as well as the capacity.

1 Availability: Defined as the presence, location and readiness for use of services or other
organizatioral units in a carevrganizationor a catchment area at a given time. Ansee is
available when it is operable or usable upon demand to perform its designated or required
function. The calculated availability ratesasfMTC is calculated by 100,088sidents

1 Placement CapacityMaximum number of beds in residential care and of places in day care in a
care deliveryorganizationor a catchment area at a given time. Rates have beaulzdéd by
100,000residents

This analysis allows us to compare the availability and capatity wath other areas and to estimate if
the provision is adequate with regard to the populations needs. We have compared the abeatbf
Western Sydney with other local areas from England, Finland, France, Italy, Norway andlBgain.
information on theEuropean Countries has bedevelopedas part of the Refinement Projé&tfunded

by the European Commission
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2. MAPPINGROUTHWESTERISYDNEYSOCIO ANECONOMIANDICATORS

South Western Sydney Local Health District (SWSEHH®) 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 tihember of people who are older than 65 years old
will increase by 48%.

SWSLHDovers seven local government arda&As)Bankstown, Liverpool, Fairfield, Campbelltown,
Camden, Wollondilly and Wingecarribddese LGAs areas dnighlydiverse, includinghe urban areas

in the North (Bankstowis and Fairfield), semurban in the centerCamden Campbelltown and
Liverpool)and the rural areas of Wollondilly and Wingecarripgethe south of the region.

Wingecarribee stood out as beingghi on dependency, ageing population and lone person household.
However, this area is less disadvantage than Fairfield, Bankstowneamgb€lltown,which present

high rates of unemployment and a high population density (i.e. people p&t Kurthermore, tiese

areas are characterized by a high multicultural community, with almost half of the population being
born overseas. This highly contrasiith the situation in Wingecarribee anollondilly.Figure 10 and

11 shows the distribution of the risk of psycbgical distress in different LHDs, using Kessler scores and
data from the 45 and Up studlyit can be observed that the higher risk of psychological distress is
concentrated around the boundaries between Wast Sydney and South Western Sydney, in areas also
I NB I &
mental health care provision. The rest of figu¢g2-19) depict the distribution of key socio and
economic indicators related to mental health care. Tdblummarises this information by LGA.

characterized by high deprivatiqfower SEIFA decileB) ¢ KS & S

Tablel. Description of the LGA of South Western Sydney

LGA

Bankstown
Camden
Campbelltown
Fairfield
Liverpool
Wingecarribee
Wollondilly

New South Wales

People
per
km?

2518

282
468
1945
590
17
18

9

Dependency Percent

index

54.9
51.5
45.5
47.9
48.4
69.6
51.2

51.5

>64y(%)

13.7
9.7
2

12.0
9.2

21.6

10.8

14.7

Unemployment Overseas

rate (%)

7.6
4.0
7.4
9.7
7.0
4.2
4.2

5.9

27

born (%)

43.8
19.8
34.0
57.6
46.2
19.9
16.9

31.4

Lone
person
household
(%)

6.3
4.6
6.1
4.7
4.8
9.7
5.2

8.7

SEIFA
Decile

N N WP NN

Oy 0SS 0O2yaiRr

Risk of
psychological
distress *
Above average
Average
Above average
Above average
Above average
Below average
Below average
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Figurel0. Risk of psychological distréss
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Figurell. Risk oPsychologicdDistress in South Western Sydney.
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Figurel2. Population Density in South Western Sydney
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Figurel3. Dependency Index in South Western Sydney
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Figurel4. Distribution of people aged more than 64 years ol@inth Western Sydney
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Figurel5. Distribution of unemployment in SduWestern Sydney
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