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Australia? Evidence from national health surveys
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Abstract
The known The rising cost of mental disorders has been
interpreted as indicating that the prevalence of mental health
problems is increasing.
The new The prevalence of probable common mental
disorders in Australia was fairly stable between 2001 and 2014.
Over this same period, however, the number of working age
individuals receiving disability support pensions for psychiatric
conditions increased by about 50%.
The implications While the costs and level of disability
associated with mental disorders is rising, there has been no
corresponding change in the prevalence of probable common
mental disorders in Australia.
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t is popularly believed that we are in the midst of an epidemic
of mental health problems.1 The most recent Global Burden of
Diseases study found that the number of disability-adjusted
life years (DALYs) attributed to mental disorders increased by
37% between 1990 and 2010, with depression becoming the
fourth highest cause of disability in Australia.2 Studies in the
United States, the United Kingdom and Australia have found
that rates of antidepressant prescribing have more than doubled
in recent decades.3-5 At the same time, a worldwide trend of
mental disorders displacing musculoskeletal conditions as the
predominant reason for illness-related absences and work
incapacity has been noted.6,7 While these changes in rank represent, to some extent, a reduction in the burden of many somatic
illnesses, the expense associated with mental illness has
continued to rise, with the annual cost of depression in Australia
now estimated to be $12.6 billion.8
The increasing societal and economic costs of common mental
disorders (CMDs) have provoked the question of whether their
underlying rates have actually increased, particularly in the
working age population.9 Despite various indirect measures
which indicate that the disability burden associated with
CMDs has increased, studies of trends in CMD prevalence over
recent decades have yielded mixed results; some have found
rising rates of depression,10 for instance, while others have
not.11,12 This inconsistency of ﬁndings might be explained by
methodological differences. The main diagnostic tool for
research studies, the Diagnostic and Statistical Manual of
Mental Disorders (DSM), has been revised several times in
recent decades. As a result, many sequential cross-sectional
surveys have applied different diagnostic instruments or
criteria for deﬁning and diagnosing CMDs during individual
survey periods,11,12 so that the prevalence rates at different
time points may not be directly comparable. A second problem
1

Design, setting and participants: Secondary analysis of data
from ﬁve successive Australian national health surveys of
representative samples of the working age population (18e65
years of age) and national data on DSP recipients.
Main outcome measures: Prevalence of probable CMDs with
very high symptom level (deﬁned by a Kessler Psychological
Distress Scale [K10] score of 30 or more) or with high
symptom level (K10 score of 22 or more); the proportion of
working age Australians receiving DSPs for psychiatric
conditions.
Results: There was no change in the prevalence rate of
probable CMDs with very high symptom levels between
2001 and 2014, but a slight decrease in the prevalence of
probable CMDs with high symptoms levels, particularly among
those under 45 years of age. Over the same period, the
proportion of working age individuals receiving DSPs for
psychiatric conditions increased by 51% (for trend, P < 0.001),
equivalent to one additional DSP for every 182 working age
Australians.
Conclusions: Contrary to popular belief, the prevalence of
probable CMDs in Australia was stable between 2001 and 2014.
However, the proportion of the working age population receiving
DSPs for psychiatric conditions increased dramatically over the
same period. This conundrum is a major public health problem
that should be further examined.

is that earlier studies analysed data for only two time points,
often many years apart, making it difﬁcult to draw deﬁnitive
conclusions about trends in CMD prevalence. Finally, a
number of published studies have used different sampling
techniques at each time point, or have had signiﬁcant differences in response rates, again making direct comparisons of
prevalence at different time points very difﬁcult.
In our study, we used data from multiple waves of the National
and Australian Health Surveys, conducted by the Australian
Bureau of Statistics (ABS), to assess changes in the prevalence of
probable CMDs in Australia between 2001 and 2014. The data
from these surveys are a unique resource for overcoming key
limitations of previous studies. We also examined changes over
the same period in the rates of disability support pensions (DSPs)
granted for psychiatric disorders, allowing comparisons of
changes in measures of the burden of CMDs with changes in
CMD prevalence.
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Objectives: To assess changes in the prevalence rates of
probable common mental disorders (CMDs) and in rates of
disability support pensions (DSPs) for people with psychiatric
disorders in Australia between 2001 and 2014.

Research
Methods

Results

National health surveys
The National Health Survey (NHS) and Australian Health Survey
(AHS) are household-based surveys undertaken at 3-year intervals
to monitor health trends over time. Their methodologies have
been described in detail.13 Trained ABS interviewers conducted
face-to-face interviews over an 11-month period in each of 2001,
2004, and 2007 for the NHS and during 2011 and 2014 for the AHS.
We analysed responses from adults aged 18e65 years.

In 2001, 19 408 dwellings were selected for survey, of which 15 792
households provided full or adequate responses, a response rate of
81%. In 2004, 2007, 2011 and 2014, the numbers of participating
households were 19 501, 15 792, 15 475 and 14 723 respectively
(response rates, 82e91%). For all ﬁve survey periods, the study
sample included a higher proportion of women than men. The age
distributions for the ﬁve waves of data collection were similar, with
the highest participation rates among those aged 25e64 years (data
not shown).

Household and person weights were assigned to adjust for the
probability of sample selection. Further adjustments were made for
seasonality and non-response, and the data were then calibrated to
the population benchmarks. Calibration ensures that the estimates
are representative of population distributions and helps compensate for the over- or under-representation of particular categories of
persons or households.
Assessment of common mental disorders
CMDs were assessed using the 10-item Kessler Psychological
Distress Scale (K10). This scale, designed to assess non-speciﬁc
psychological distress (predominantly symptoms of anxiety and
depression), has been validated in various settings14 and found to
have sound psychometric properties.15 K10 scores have been
grouped into four categories: low (10e15), moderate (16e21), high
(22e29) and very high ( 30) distress. Although there are no
established cut-off standards for CMD caseness according to K10
scores, very high levels of psychological distress have been associated with a risk for meeting diagnostic criteria for anxiety or
depression ten times greater than the overall population risk.14 We
therefore deﬁned two groups of probable CMD:


probable CMD (very high symptom level): respondents with
K10 scores of 30 or more, reﬂecting the cut-off level adopted
by the Australian National Survey of Mental Health and
Wellbeing (NSMHWB);16 and



probable CMD (high symptom level): respondents with a K10
score of 22 or more.

Disability support pensions
We retrieved national data on the numbers of people receiving DSPs
for psychological or psychiatric primary medical conditions17 between 2001 and 2014 from the website of the Department of Families,
Housing, Community Services and Indigenous Affairs (now:
Department of Social Services), and compared changes in their rates
with trends in CMD prevalence. The proportion of the Australian
working age population receiving a DSP for a mental illness was
calculated by dividing the number of DSP recipients by the working
age population (aged 16e64 years) for each year (ABS data).

1 Age-standardised prevalence of probable common mental
disorders (CMDs) in the Australian working age population,
2001e2014
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Ethics approval
As is all data collection by the ABS, the gathering of data
analysed in this study was covered by the Census and Statistics
Act 1905, and the analyses were approved by both the
Australian Parliament and the Privacy Commissioner.

Although there was a signiﬁcant decrease in the proportion of
working age people receiving DSPs during the same time
period (18.9%; for trend, P < 0.001; data not shown), there was
a 51% increase in the proportion receiving DSPs for psychiatric
conditions between 2001 and 2014 (for trend, P < 0.001),
equivalent to one additional DSP for mental ill health for every
182 working age Australians (Box 3). Despite this increase, the
proportion of people receiving DSPs remained substantially
lower than the prevalence estimates for even the most severe
probable CMD, suggesting that most people with depression
or anxiety continued to work in some capacity. The proportion
of DSPs granted for psychological and psychiatric conditions
rose from 23% in 2001 to 32% in 2014.
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Data analysis
All statistical analyses were performed in Stata 12.0 (StataCorp).
Time trends in CMD prevalence and the proportion of the population receiving DSPs for psychiatric conditions were assessed in
CochraneArmitage trend tests. When not stratiﬁed by age, data
were directly age-standardised against the estimated resident
population of Australia at 30 June 2001.

The prevalence rate in the Australian working age population of
probable CMD with very high symptom levels did not vary
signiﬁcantly between 2001 and 2014 (for trend, P ¼ 0.92). There
was, however, a slight but statistically signiﬁcant decrease in the
estimated prevalence of CMD with high symptom levels, from
13.3% (95% conﬁdence interval [CI], 12.7e13.8) in 2001 to
12.2% (95% CI, 11.6e12.8) in 2014 (for trend, P < 0.001), with a low
point of 11.0% (95% CI, 10.5e11.6) in 2011 (Box 1). The estimated
prevalence of probable CMD with high level symptoms exhibited a
similarly small but statistically signiﬁcant decline among those
aged 25e34 (P ¼ 0.002) or 35e44 years (P ¼ 0.007); the decline for
those aged 18e24 years was not statistically signiﬁcant (P ¼ 0.052)
(Box 2).
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comparison of prevalence rates. The response rates were
high for all surveys (at least 81%), reducing potential
inaccuracies in estimates caused by non-response bias.18

2 Prevalence of probable common mental disorders (CMDs)*
in different age bands of the Australian working age population,
2001e2014

2001

2004

18e24

16.3%
(14.5e18.1)

15.5%
(13.8e17.2)

11.8%
11.8%
15.4%
(10.1e13.5) (10.0e13.6) (13.3e17.5)

25e34

13.2%
(12.1e14.3)

11.8%
(10.7e12.9)

12.3%
(11.1e13.6)

10.9%
(9.7e12.1)

10.9%
(9.7e12.1)

35e44

12.9%
(11.9e13.9)

14.0%
11.5%
10.9%
(12.9e15.1) (10.4e12.6) (9.8e12.0)

11.9%
(10.7e13.1)

45e54

12.7%
13.5%
13.2%
11.4%
(11.6e13.9) (12.4e14.6) (12.0e14.4) (10.2e12.6)

12.4%
(11.1e13.7)

55e64

11.7%
12.2%
(10.4e13.0) (11.0e13.4)

13.2%
(11.9e14.5)

10.4%
(9.2e11.6)

Total
(18e64
years)

13.3%
(12.7e13.8)

12.4%
(11.9e13.0)

11.1%
12.2%
(10.5e11.6) (11.6e12.8)

13.4%
(12.8e13.9)

2007

2011

2014

11%
(9.8e12.3)

* K10 score  22. † CochraneArmitage trend test. u

Discussion
The data from repeated, nationally representative health surveys
indicate that the prevalence of probable CMD among working age
Australians has remained stable or even declined slightly between
2001 and 2014. This ﬁnding is contrary to the popular narrative of
an increasing prevalence of mental health problems. Over the same
period, we found that the proportion of working age people
receiving DSPs for mental health problems had increased by about
50%. Although the costs and level of disability associated with
mental disorders are rising in Australia, the increases do not appear
to be linked with an increase in the underlying prevalence of
common mental health problems.
Previous analyses of trends in the prevalence of mental disorders
have often been hampered by changes in sampling methodology or
diagnostic criteria at different time points. The main strength of our
study is that the sampling methods and measuring instrument
were consistent across the ﬁve survey periods, enabling direct
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3 Proportion of working age Australians receiving disability
support pensions (DSPs), 2001e2014; age-standardised
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Limitations include the fact that caseness of probable
CMD was deﬁned by K10 scores. Using a measure of
P
symptom severity rather than a diagnostic scale allowed
0.052
us to avoid problems arising from changes in diagnostic
classiﬁcation, but high levels of self-reported symptoms
0.002
are not the same as a diagnosed disorder, and the
potential bias inherent to self-reports can lead to
0.007
misclassiﬁcation; this bias, however, should be stable
over time. Further, the K10 is designed to detect only
0.12
symptoms of depression and anxiety, but DSPs are
awarded for the full spectrum of mental disorders.
0.08
People with psychoses have very low rates of employment, although data from repeat rounds of the Austra< 0.001
lian Survey of High Impact Psychosis (SHIP) indicated
that these rates have not changed over recent decades,19
suggesting that psychoses are unlikely to account for the
rising rate of DSPs for mental disorders. Further, substance misuse problems included in some deﬁnitions of
CMD are not captured by the K10; however, other data
sources, such as the National Drug Strategy Household Survey,
suggest that overall rates of substance misuse did not increase in
Australia during the period of our study.20 Our assessment of DSP
rates was based on administrative data, and relied on the recorded
primary diagnosis. Receiving a disability pension may often
depend on a combination of factors, and we had no information
about non-primary diagnoses. Finally, we used the number of
Australians aged 16e64 years as the denominator for calculating
DSP rates, but the age pension eligibility age for women varied
slightly during the study period; further, a very small proportion of
DSP recipients remained on this beneﬁt after turning 65. However,
the numbers of people involved would have been very small, and
should not have affected our results signiﬁcantly.

Prevalence of probable common mental disorders (95% CI)

Age group
(years)

y

We found no increase in psychological distress and probable
CMD in Australia over the past decade, a result consistent with
ﬁndings from large national surveys conducted in the USA,11
the UK,21 and the Netherlands.12 Interestingly, our ﬁndings
conﬂict with two earlier studies of the prevalence of CMDs in
Australia. Goldney and colleagues10 reported that the prevalence of major depression increased signiﬁcantly between 1998
and 2008, although their study examined a South Australian
population that may have had different demographic features
from ours. In contrast, the NSMHWB found that CMD prevalence decreased by 20% between 1997 and 2007;16 the decline
might, however, be explained by the use of different versions
of diagnostic tools across the survey periods.
Despite the constant prevalence of probable CMD over the past ten
years, we observed a signiﬁcant increase in the proportion of people
receiving DSPs for psychological or psychiatric medical conditions,
consistent with ﬁndings in other developed countries.6,22 We propose four possible explanations for the conundrum of an increasing
discrepancy between rates of mental health symptoms and the level
of work disability attributed to mental illness.
Firstly, there could have been a change in labelling the causes of
disability; practitioners may now be more inclined to apply the
diagnostic labels of psychiatric disorders, or to identify the main
cause of disability as a mental disorder when it is comorbid with
physical disorders. The corresponding decrease in the proportion
of disability beneﬁts for some other common comorbid conditions,
such as musculoskeletal problems, indirectly supports this
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possibility.22 That is, the apparent rise in the rates of disability
attributed to mental disorders may reﬂect a correction of their
historically being under-reported.
Secondly, the apparent rise in disability attributed to mental illness
may reﬂect policy changes. Australians may receive any of a range
of different income support payments, according to their personal
or family circumstances and to whether they are temporarily unemployed or are deemed unﬁt for work because of a disability or
impairment. In spite of the notional separation between different
support types, it has been reported that many people with mental
illnesses receive income support payments other than a DSP.23 A
range of policy initiatives in Australia have attempted to promote
greater connection between those on income support and potential
work opportunities, an unintended consequence of which may
have been to transfer people with mental health problems from
more work-focused income support payments to schemes such as
the DSP.23
Thirdly, it is possible that workplaces in Australia are becoming
less tolerant of CMDs because of the changing nature and demands
of contemporary work or because of social stigmas, forcing more
people with CMDs to leave the workforce.
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The ﬁnal possibility is that the incidence of CMDs may be
increasing, but this has been offset by the increased use of treatments that effectively control symptoms without having a substantial effect on functional outcomes. It has been reported, for
instance, that pharmacological and non-pharmacological interventions signiﬁcantly reduced the symptoms of depression,
although their impact on the patient’s capacity to work was relatively small.24
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