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Abstract

Objective: We aimed to assess the alignment in defining and measuring psychosocial disability and/or mental health
challenges across major Australian national mental health data sources.

Methods: We reviewed the definition and measurement of psychosocial disability and mental health challenges in two
stages. First, we examined the data items across five national data sources: the Survey of Disability, Ageing and Carers
(SDACQ), the National Health Survey (NHS), the National Study of Mental Health and Wellbeing (NSMHW), the Census
and the National Disability Insurance Scheme (NDIS) administrative data. In the second stage, we analysed the preva-
lence of psychosocial disability and mental health challenges across the datasets.

Results: The definition and measurement approaches for psychosocial disability and mental health challenges vary
across data sources, reflecting differences in the conditions included and the purpose for which data were collected.
Psychosocial disability is inconsistently defined: broad population surveys (SDAC, NHS) include neurodevelopmental
and neurodegenerative conditions, whereas the NDIS captures only severe mental illnesses with substantial functional
impairment. Prevalence across Australia varied widely from 42.9% for lifetime mental disorders (NSMHW) and 26.1%
for long-term conditions (NHS), down to 6% when strictly defining psychosocial disability (SDAC).

Conclusions: There are variations in definitions and measurement across major Australian mental health data sources
with respect to conditions captured in the datasets and the definitions used. Researchers and policymakers should
therefore critically appraise — and where possible adjust for — these variations when using these data to inform strategic
decisions and resource allocation.
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Introduction

Disability arising from mental health challenges accounts
for a significant proportion of global disability, contribut-
ing roughly one-sixth of all years lived with disability
(Global Burden of Disease Mental Disorders Collaborators,
2022). The associated economic impact is significant, with
the global burden of mental health challenges estimated to
cost approximately US$5 trillion annually (Arias et al.,
2022). In Australia, mental health challenges and suicide
are estimated to cost the economy around AU$220 billion
each year (Productivity Commission, 2020). In this paper,
we use the term ‘mental health challenges’ as a preferred

'Centre for Disability Research and Policy, Faculty of Medicine and
Health, The University of Sydney, Sydney, NSWV, Australia

2Centre for Health Equity, Melbourne School of Population and Global
Health, University of Melbourne, Melbourne, VIC, Australia

3Disabi|ity and Health Unit, Centre for Health Policy, Melbourne School
of Population and Global Health, University of Melbourne, Melbourne,
VIC, Australia

“Melbourne Disability Institute, University of Melbourne, Melbourne,
VIC, Australia

Corresponding author:

Firew Tekle Bobo, Centre for Disability Research and Policy, Faculty
of Medicine and Health, The University of Sydney, Sydney, NSWV 2006,
Australia.

Email: firew.bobo@sydney.edu.au

Australian & New Zealand Journal of Psychiatry, 00(0)


https://uk.sagepub.com/en-gb/journals-permissions
https://journals.sagepub.com/home/anp
mailto:firew.bobo@sydney.edu.au
http://crossmark.crossref.org/dialog/?doi=10.1177%2F00048674261450886&domain=pdf&date_stamp=2026-06-26

ANZJP Articles

descriptor, reflecting guidance from lived-experience
advisers; where datasets or references use other terms, such
as ‘mental disorder’, we report them as presented.

The term ‘severe mental illness’ has long been used to
describe mental health challenges associated with enduring
and significant functional impairment. It is defined in the
literature as a mental disorder lasting 2 years or more and
causing significant functional impairment, indicated by a
Global Assessment of Functioning (GAF) score of 50 or
below (Ruggeri et al., 2000). While closely related to a
severe mental illness, ‘psychosocial disability’ is conceptu-
ally distinct because of the emphasis on the disabling
impact of the illness; however, in practice, the boundaries
between the two are often blurred (Hamilton et al., 2020),
and the distinction remains ambiguous across policy and
service contexts (Australian Institute of Health and Welfare,
2022; Choi et al., 2025; National Mental Health Consumer
& Carer Forum, 2011; Shelby-James et al., 2023).

Over the past decade, the concept of psychosocial disabil-
ity has gained increasing prominence in Australian mental
health and disability policy, particularly in the context of the
National Disability Insurance Scheme (NDIS; Shelby-James
and Rattray, 2025; Smith-Merry et al., 2018). This terminol-
ogy builds on earlier Australian practice rooted in psychoso-
cial rehabilitation approaches. For example, in Victoria,
during the 1990s, Psychiatric Disability Rehabilitation and
Support Services operated within the mental health system,
integrating psychiatric services within a disability frame-
work and psychosocial rehabilitation approaches (Victorian
Department of Human Services, 2004). ‘Psychosocial’ ele-
ments of mental health supports have been delivered through
community-based rehabilitation, recovery support, housing
assistance and social participation programmes funded by
state and territory mental health systems (Rosenberg and
Harvey, 2021).

Despite being long-standing frames for targeting policy
and services, terminology related to psychosocial disability
and severe mental illness has been inconsistently defined
and applied across service systems. As a result, data collec-
tions often fail to distinguish between clinical diagnoses and
the disabling impacts of mental health challenges (Threlfall
et al., 2025). This lack of clarity affects how individuals are
identified, coded and represented in national datasets — lead-
ing to gaps, overlaps and misclassification. As a result, the
data system struggles to accurately capture the distinct
experiences and support needs of people with psychosocial
disability, limiting its usefulness for planning, evaluation
and policy development (Williams and Smith, 2021).

These data limitations also constrain the design and
delivery of effective responses. Preventing the disabling
impacts of mental health challenges requires coordinated,
evidence-based interventions that are responsive to indi-
viduals’ evolving needs (England et al., 2015). However,
Australia’s current mental health data systems face well-
documented challenges related to fragmented definitions,

inconsistent measurement approaches and limited integra-
tion across services and jurisdictions (Health Policy
Analysis, 2014; Pagliaro et al., 2024). Therefore, the devel-
opment and implementation of effective, targeted policy
strategies to prevent and manage psychosocial disability
must be grounded in a more coherent and harmonised
national data landscape. This study aims to contribute to
addressing these challenges by systematically examining
how mental health challenges and psychosocial disability
are defined and measured across major Australian national
surveys and the NDIS administrative dataset.

Methods
Data sources

We drew on five national data sources: the Census of
Population and Housing (Census) 2021, the Survey of
Disability, Ageing and Carers (SDAC) 2022, the National
Health Survey (NHS) 2022, the National Study of Mental
Health and Wellbeing (NSMHW) 2020-2022 and the NDIS
participant dataset.

The Census, conducted every Syears, captures key
demographic, social and economic characteristics of
households nationwide. Among its health-related items,
the Census collects information on long-term (lasting
6 months or more) health conditions — including mental
health conditions (e.g. depression and anxiety) — and
separately identifies individuals with a profound or
severe core activity limitation (Australian Bureau of
Statistics, 2022a).

The SDAC specifically focuses on people with disabil-
ity, older Australians and carers, delivering detailed
insights into functional limitations, support require-
ments and living arrangements, including those perti-
nent to psychosocial disability.

The NHS collects broad data on general health status,
diagnosed conditions (both physical and mental) and
health-related behaviours, offering prevalence estimates
across a spectrum of conditions.

The NSMHW is the most comprehensive source of
population-level epidemiological data on mental health.
The survey is conducted among people aged 16—85 years,
collecting detailed information on the prevalence of
common mental conditions, as well as patterns of ser-
vice use and perceived need for care. All three surveys
also record a wide range of socio-demographic charac-
teristics to support analysis across different population
groups.

The Census and the three surveys are conducted by the
Australian Bureau of Statistics (ABS) and largely use
standardised instruments to ensure comparability of data
across time periods. The NDIS dataset is an administrative
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Table I. Overview of datasets’ objectives, data-collection methods and frequency.

Data source Objective & scope

SDAC Provides national data on disability, ageing and
carers. Targets people with disability, people

aged 65+ and carers.

NHS Measures general health of Australians. Covers
health conditions, self-assessed health, risk
factors and health service use. Includes mental

health indicators.

NSMHW Estimates prevalence, impact and service use for
mental conditions among people aged 6—85.
Provides diagnostic data for anxiety, mood and

substance use disorders.

Census Complete count of all people and dwellings in

Australia every 5years. Includes long-term health
conditions screening and short disability module.

NDIS Administrative data from the National Disability
Insurance Agency (NDIA). Covers all NDIS

participants and applicants

Data-collection methods Frequency

Household interviews and online
self-completion (41% in 2022).
Proxy responses for children and
those unable to respond. Separate
cared-accommodation component.

Every 3—4years

Demographic screening, then
detailed interviews with one adult
and one child per household.

Every 3years

Face-to-face structured interviews
using World Mental Health
Composite International Diagnostic
Interview (WHO WMH-CIDI)
diagnostic instrument.

Irregular — most
recent 2007,
2020-2021.

Self-response (online or paper
form).

Every Syears

Continuous collection via NDIA
systems.

Ongoing

SDAC: Survey of Disability, Ageing and Carers; NHS: National Health Survey; NSMHW: National Study of Mental Health and Wellbeing; WHO:
World Health Organization; NDIS: National Disability Insurance Scheme; NDIA: National Disability Insurance Agency; WMH CIDI: World Mental

Health Composite International Diagnostic Interview.

database derived from the government’s disability insur-
ance scheme. We extracted its operational definition of psy-
chosocial disability and related eligibility criteria as a key
indicator of how mental health conditions are included
within a programme that uses psychosocial disability as a
designated eligibility category.

Sampling and design

The Census aims for complete population coverage. For
the SDAC, NHS and NSMHW, the ABS uses stratified
multistage sampling of households to ensure national rep-
resentativeness across states and territories (excluding
very remote areas) (ABS). For the SDAC, the sample
includes two components: private dwellings and cared-
accommodation facilities. Demographic information was
collected for all usual residents, along with details about
the dwelling. In the NHS, all usual residents of private
dwellings in Australia were eligible. Households were
randomly selected, with one adult aged 18 years or over
and one child aged 0—17 years selected to complete indi-
vidual questionnaires. For children aged 0-14years, a
parent or guardian answered the questions on their behalf.
For the NSMHW, one person aged 16-85 years was ran-
domly selected in each household to complete the survey
questionnaire. Parental consent was sought for partici-
pants aged 16—17 years.

The NDIS dataset captures all psychosocial disability
applicants, both eligible and ineligible. The dataset includes
information on a range of socioeconomic and demographic
characteristics, as well as the disorder type recorded using
International Classification of Diseases (ICD) classification
for each applicant. The NDIS was the first to utilise the term
‘psychosocial disability’ and continues to play a central role
in shaping its definitions. Including the NDIS dataset there-
fore provides a benchmark for identifying the population in
other data sources. Further details on the purpose and meth-
ods of data collection are provided in Table 1.

Measurements

We evaluated definitions and measurements in two stages.
First, we reviewed each survey’s data items to determine
how psychosocial disability and/or mental health chal-
lenges were defined and measured. To do this, we system-
atically examined four key elements: diagnostic criteria,
temporal scope, functional impact and severity grading.
These elements represent common elements of definitions
of severe mental illnesses described in the literature
(Ruggeri et al., 2000). Ruggeri et al. (2000) highlight diag-
nosis, functioning and duration in their three-dimensional
definition of severe mental illnesses. In comparison to this
definition, we split functioning into both impact and sever-
ity in our analysis to better capture these different elements
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where this was possible. For diagnostic criteria, we identi-
fied disorders included in each dataset and the instruments
used to ascertain them. The temporal scope assessment
considered a timeframe where this was used within a data-
set as part of the identification of disability or long-term
health condition. Finally, where the definitions included a
‘severity’ grading, we evaluated the way severity was
framed, e.g., the extent to which each data source quanti-
fied intensity or impairment.

In the second stage, we analysed the prevalence of psy-
chosocial disability and mental health challenges using the
respective definitions and measures within each data
source. We also examined the components of each measure
to highlight key elements supporting the operationalisation
of psychosocial disability and mental health challenges
across surveys.

Statistical analysis

The analysis was conducted within the ABS Datalab envi-
ronment using the Person Level Integrated Data Asset
(PLIDA) platform. For the SDAC, NHS and NSMHW
datasets, we applied the person-level survey weights pro-
vided by the ABS to produce nationally representative
prevalence estimates. Replicate weights were used to esti-
mate standard errors and confidence intervals, ensuring
accurate variance estimation under each survey’s complex
design (ABS). The analysis took a descriptive approach to
estimate point prevalence, stratified by age group and gen-
der. We used the age groups (0—14, 15-24, 2544, 45-64,
65 and above) and gender to disaggregate prevalence esti-
mates. See the Supplementary File 1 for prevalence esti-
mates by age group and gender. All analyses were done
using Stata (version 18).

Results
Survey of Disability, Ageing and Carers

Measurement approaches. Psychosocial disability is defined
operationally within the SDAC as a condition that includes
experiencing a nervous or emotional condition that restricts
everyday activities; having a mental illness or condition
that requires help or supervision; memory problems or peri-
ods of confusion that limit daily functioning or social or
behavioural difficulties that interfere with participation
(Supplementary File 2).

In terms of disability positioning, the SDAC adopts a
functional, International Classification of Functioning,
Disability and Health — World Health Organisation (ICF)-
aligned approach, identifying disability through limitations,
restrictions or impairments that affect everyday activities
and are expected to last, or have already lasted, 6 months or
more (Table 2). Using this functional approach, disability is
assessed primarily through limitations in activities and

participation rather than diagnosis alone. In the context of
psychosocial disability, this means that the underlying con-
dition may not always be a mental health condition; any
condition that leads to a nervous or emotional condition, a
mental illness, memory problems or periods of confusion or
social and behavioural difficulties can result in classifica-
tion as a psychosocial disability. Severity of disability was
measured across six categories related to limitations in core
activities: profound limitations, severe limitations, moder-
ate limitations, mild limitations and no limitations.

Psychosocial disability SDAC estimates. The overall preva-
lence of psychosocial disability was estimated at 5.97%
(95% CI: 5.58-6.39) (Table 3). Among the different com-
ponents of psychosocial disability, a nervous or emotional
condition that restricted everyday activities was most com-
monly reported (3.78%, 95% CI: 3.40—4.19) (Table 3).

People with psychosocial disability experience one or
more psychosocial impairments that limit or restrict their
everyday activities. Among the 1.5 million people identi-
fied with psychosocial disability, the most commonly
reported condition was a nervous or emotional condition
that restricted daily functioning (63%) (Figure 1).

Among people reporting a mental illness or condition
requiring help or supervision, the most common causes
were autism spectrum disorder (25.4%), depression
(15.7%) and anxiety disorders (14.3%). Less frequent but
notable causes included post-traumatic stress disorder
(PTSD) (5.9%), schizophrenia (5.3%), dementia (5.2%),
bipolar disorder (4.7%) and intellectual impairment (4.7%),
with smaller proportions linked to attention-deficit/hyper-
activity disorder (ADHD), Alzheimer’s disease, head inju-
ries and other mental or behavioural problems. Other
physical conditions also contributed (7.4%).

For those reporting a nervous or emotional condition
restricting daily activities, depression (5%), anxiety (4.3%)
and PTSD (4.3%) were most common. Among people with
memory problems or confusion, head injuries (11.3%),
dementia (10.4%) and stroke (10%) were leading causes. In
cases of social or behavioural difficulties, autism spectrum
disorder (24.1%) and anxiety (21.9%) were most frequent.

National Health Survey

Measurement approaches. The NHS collects information
on long-term health conditions (table 2). Conditions are
classified according to the International Classification of
Diseases, 10th Revision (ICD-10). In the NHS, mental and
behavioural conditions were defined as long-term condi-
tions that have lasted, or are expected to last, 6 months or
more (Supplementary File 3).

In terms of disability measurement, the NHS uses the
ABS Short Disability Module, which adopts a functional,
screening-based approach (Australian Bureau of Statistics,
2022b). The module identifies limitations or restrictions in
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Table 2. Summary of mental health conditions and/or disability: definitions and measurement approaches, temporal scope,
functional impact, severity grading and disability positioning and definition within each dataset.

Datasets

Diagnoses/measurement

approaches

Temporal scope

Functional impact

Census Long-term mental 6 months and Core activity
health conditions more assistance, but not
specific to mental
health conditions
SDAC Nervous/emotional 6 months and Restrictions in
conditions; memory more everyday activities
problems; social/
behavioural difficulties;
brain injury; mental
illness requiring help and
causes identified using
ICD-10
NHS Mental and behavioural 6 months and Not explicitly
disorders per ICD- more measured
10 (e.g., mood,
anxiety, substance
use, psychosis,
developmental
disorders); also uses
the ABS Short Disability
Module to identify
psychosocial disability.
NSMHW  Mental disorders 12 months and Measured via
via WHO CIDI (e.g. lifetime social and
anxiety, affective, psychological
substance use based on functioning
DSM-IV and ICD-10) assessments
NDIS Impairment from mental  Enduring or Substantial
health conditions episodic but reduction in
resulting in psychosocial  significant social/economic

disability

impairment likely
to be permanent

participation

Severity grading

No severity
element noted

Core activity
limitation

levels (self-
care, mobility,
communication)

No severity
element noted

Diagnostic
severity
thresholds (no
core activity
measure)

Permanent/
substantial
impairment as
per NDIS Act
s24

Disability approach

Functional (narrower):
Identifies those needing
help in self-care,
mobility, communication

Functional approach;
distinguishes from
non-disabling conditions

Functional approach;
distinguishes from non-
disabling conditions,
but limited to the short
disability module

Focus on disorders; does
not explicitly categorise
disability

Must require NDIS
supports; follows the
Convention on the
Rights of Persons with
Disability (CRPD)
framework

SDAC: Survey of Disability, Ageing and Carers; ICD: International Classification of Diseases; NHS: National Health Survey; ABS: Australian Bureau

of Statistics; NSMHW: National Study of Mental Health and Wellbeing; WHO: World Health Organization; CIDI: Composite International
Diagnostic Interview; DSM-IV: Diagnostic and Statistical Manual of Mental Disorders, 4™ edition; NDIS: National Disability Insurance Scheme.

everyday activities, allowing the survey to capture func-
tional information without conducting a full disability sur-
vey. Its design makes it easy to embed within broader health
surveys, but it is less reliable for estimating prevalence,
particularly for milder forms of disability, and may tend to
overestimate functional limitations compared with more
comprehensive tools like the ICF used in the SDAC
(Australian Bureau of Statistics, 2022b).

Prevalence estimates in NHS. The 2022 NHS included
17,073 participants, with population weights applied to
produce national estimates. The overall prevalence of men-
tal and behavioural conditions was estimated at 26.06%
(95% CI: 26.03-26.10). Among these categories, the most

commonly reported subgroups were anxiety-related disor-
ders (14.9%, 95% CI: 14.73-15.15) and mood (affective)
disorders (11.4%, 95% CI: 9.95-13.12). Smaller propor-
tions were reported for problems of psychological develop-
ment (3.8%, 95% CI: 3.17-4.5) and behavioural, cognitive
and emotional problems (3.6%, 95% CI: 3.24-3.88). Other
mental and behavioural disorders, including schizophrenia
and other low-prevalence conditions, accounted for 1.4%
(95% CI: 1.07-1.8), while harmful alcohol or other drug
use affected around 152,600 people (0.6%, 95% CI: 0.49—
0.71) (Table 3).

Among people with mental and behavioural conditions,
1,782,877 individuals (7.01%, 95% CI: 6.02-8.14) were
identified as experiencing psychosocial disability. Severity
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Table 3. Prevalence estimates of mental health conditions and/or disability SDAC, NHS, NSMHW and the census.

Dataset and mental health condition and psychosocial disability measures

SDAC 2022 (unweighted: 33,764, weighted = 25,433,341)
Psychosocial disability

Needs help or supervision in doing things due to a mental illness or

condition
Has social or behavioural difficulties and is restricted
Has memory problems or confusion and is restricted

Has a nervous or emotional condition and is limited or restricted

NHS 2022 (unweighted: 17,073, weighted = 25,433,341)
Mental and behavioural conditions
Harmful alcohol and other drug use
Total mood (affective) disorder
Anxiety related disorder
Problems of psychological development
Behavioural and cognitive and emotional problems
Other mental and behavioural conditions

NSMHW 2022 (unweighted: 15,893, weighted=19,828,348)
Any mental disorder in a lifetime
Lifetime mental health disorder with 12-month symptoms
Lifetime mental health disorder with 30-day symptoms
Anxiety disorder in the past 12 months
Affective disorder in the past |2 months
Any substance use disorder in the past |2 months

Census (2021) (unweighted =25,484,652)

Whether has mental health condition (including depression or anxiety)
Disability (measures need for assistance with core activities; underlying

condition not identified)

Percentage (95% CI)

Weighted no. persons

1,518,370 5.97 (5.58-6.39)
564,620 2.22 (2.17-2.28)
701,960 2.76 (2.73-2.79)
485,777 1.91 (1.6-2.27)
961,380 3.78 (3.4-4.19)

6,627,929 26.06 (26.03-26.1)
152,600 0.6 (0.49-0.71)

2,909,574 11.4 (9.95-13.12)

3,799,741 14.9 (14.73-15.15)
961,380 3.8 (3.17-4.5)
902,884 3.6 (3.24-3.89)
353,523 1.4 (1.07-1.8)

8,510,327 42.9 (42.52-43.33)

4,263,095 21.5 (20.74-22.28)

2,407,161 12.1 (10.17-14.44)

3,417,994 17.24 (16.19-18.34)

1,500,755 7.57 (6.33-9.02)
647,899 3.27 (3.12-3.43)

2,231,545 8.76

1,464,416 5.75

Cl: confidence interval; SDAC: Survey of Disability, Ageing and Carers; NHS: National Health Survey; NSMHW: National Study of Mental Health

and Wellbeing.

Figure 1. Conditions contributing to psychosocial disability.

Has a nervous or emotional condition and is | 63%
limited or restricted
Has memory problems or confusion and is | 32%
restricted
Has social or behavioural difficulties and is 46%
restricted
Needs help or supervision in doing things due 37%
to a mental illness or condition
0% 10% 20% 30% 40% 50% 60% 70%

Source: SDAC (2022).

of disability was measured across the six categories of limi-
tations relating to core activities, as described earlier.
People with mental and behavioural conditions often
experience psychosocial impairments that limit or restrict
their everyday activities. Among the 6.6 million people
identified with such conditions, anxiety-related disorders

were the most commonly reported ones, accounting for
57% (Figure 2).

National Study of Mental Health and
Wellbeing

Measurement approaches. The NSMHW captures infor-
mation on the onset, recency and duration of mental health
condition symptoms; examines their impact on key areas
of daily life such as home management, work, relation-
ships and social functioning and explores treatment-seek-
ing behaviours, including access to and effectiveness of
the care received. The survey used the Composite Interna-
tional Diagnostic Interview (CIDI 3.0) to assess a broad
range of mental health conditions. These include high-
prevalence, high-burden conditions: mood disorders such
as major depression, dysthymia and bipolar disorder;
anxiety disorders including generalised anxiety disorder,
panic disorder, social phobia and PTSD; substance use
disorders and eating disorders. However, the survey fails
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Figure 2. Proportion of conditions contributing to mental

and behavioural conditions.

Other mental and behavioural conditions 5%

Behavioural and cognitive and emotional

14%
problems

Problems of psychological development 15%

Anxiety related disorder | 57%

Total mood (affective) disorder 44%

Harmful alcohol and other drug use | | 2%

Source: 2022 NHS.

to capture lower-prevalence mental health conditions such
as psychosis.

The NSMHW evaluates the level of impairment rather
than measuring disability, focusing on how mental health
conditions affect daily activities and role functioning.
Functional impairment was assessed using the GAF score.
In the survey, the predicted GAF score was calculated
based on two components: the maximum number of days
out of role and the scores from the Sheehan Disability Scale
(SDS) domains. The SDS assessed the level of interference
in four life domains during the worst period of symptoms in
the 12 months prior to interview: home management, abil-
ity to work, ability to form and maintain close relationships
and social life.

Prevalence estimates in NSMHW. In our analysis, an esti-
mated 42.9% of Australians aged 16-85years (95% CI:
42.52-43.33) reported experiencing a lifetime mental
health disorder. Of those, 21.5% (95% CI: 20.74-22.28)
reported symptoms within the past 12 months, while 12.1%
(95% CI: 10.17-14.44) had experienced symptoms in the
past 30days (Table 3). The prevalence of mental disorder
decreased with age across all time frames. The highest rates
of both 30-day (24.3%) and 12-month (24.8%) symptoms
were reported among those aged 16-24 years.

High rates of anxiety, mood and substance use disorders
were reported. In the 12months preceding the survey, the
prevalence of anxiety disorders was 17.24% (95% CI: 16.19—
18.34), with 24.9% classified as severe. The prevalence of
mood (affective) disorders was 7.57% (95% CI: 6.33-9.02),
with 45.1% being severe. For substance use disorders, the
prevalence was 3.27% (95% CI: 3.12-3.43), and 24.2% were
considered severe. Overall, 23.7% of individuals with any
mental health disorder experienced severe symptoms.

Census of population and housing

The Australian Census screens the entire population for
long-term health conditions by asking, ‘Has a doctor or

nurse ever told you that you have any of these long-term
health conditions?’ One response option is ‘Mental health
condition (including depression or anxiety)’. Disability sta-
tus and severity were defined by asking every respondent
whether they required help from another person, or needed
supervision, in three essential domains of daily living —
self-care, mobility and communication — due to a long-term
health condition, disability or old age lasting 6 months or
more. The Census did not collect data on specific types of
disability. The estimated prevalence of long-term mental
health conditions in the population was 8.76% (95% CI:
8.75-8.77).

The NDIS

Measurement approaches. When assessing eligibility as an
applicant with a primary psychosocial disability under the
NDIS, key criteria related to diagnosis, functioning and
permanence are considered. First, the disability must origi-
nate from a mental health condition. This includes condi-
tions such as schizophrenia, bipolar disorder, severe
depression, PTSD and other enduring mental health issues.
Second, assessment considers the condition’s functional
impact. The NDIS focuses on how the mental health condi-
tion reduces a person’s functional capacity in one or more
key areas of life. These include communication, social
interaction, learning, mobility, self-care and self-manage-
ment. Third, except for a small number of people entering
through an ‘early intervention’ pathway, a psychosocial
disability must be considered permanent or likely to be per-
manent, even if symptoms fluctuate or vary in intensity. In
this context, ‘permanent’ is understood to mean lifelong.
Finally, there must be evidence of a need for ongoing sup-
port. This includes support required to carry out daily activ-
ities and to actively participate in the community and
economy.

NDIS coverage. At the time of this analysis, there were
64,564 participants with psychosocial disability in the
NDIS. Figure 3 shows variation in eligibility rates across
psychosocial disability conditions, with schizophrenia hav-
ing the highest eligibility (79%) and anxiety disorders the
lowest (25%). Among NDIS participants, schizophrenia
accounted for the largest proportion of conditions (56%),
followed by bipolar affective disorder (10%) and major
depressive illness (9%).

Discussion

There is an expectation that decisions about policy direc-
tion are based on evidence, and that policy is evaluated
based on outcomes to the population in question (Davies,
2012). In Australia, mental health policy formulation is
complicated by a lack of national data and well-documented
inconsistencies in administrative data between states and
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Figure 3. Eligibility for NDIS support and distribution of psychosocial disability conditions among participants by ICD

classifications.

Eligibility rate

Other psychosocial disorders | 54%

Borderline personality disorder | 58%

Post traumatic stress disorder

40%
25%

Other Anxiety disorders

Major depressive illness | 48%

Bipolar affective disorder | 57%

Schizophrenia | 79%
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Other psychosocial disorders
Borderline personality disorder
Post traumatic stress disorder
Other Anxiety disorders

Major depressive illness

Bipolar affective disorder

Schizophrenia | 56%

0% 10% 20% 30% 40% 50% 60%

Source: NDIS dataset (2013-2024).

territories (Grace et al., 2017). Recent analyses have further
highlighted that Australia’s mental health information
architecture is not fit for purpose, with substantial fragmen-
tation and structural gaps limiting its ability to support
coherent national planning (Rosenberg et al., 2022).

Our analysis highlights variations across existing
national datasets, both in how mental health challenges
and psychosocial disability are defined and in the nature
of information collected. These definitional differences
may contribute to shaping the visibility of particular pop-
ulation groups and, in turn, influence how need is under-
stood and addressed (Saloniki et al., 2025). For example,
the SDAC’s functional approach, which aligns with the
ICF, captures a broader range of conditions — including
neurodevelopmental and neurodegenerative disorders —
than the diagnostic frameworks used in the NHS or
NSMHW. In contrast, the NDIS focuses narrowly on endur-
ing mental health conditions that meet service eligibility
criteria. These findings show that the way psychosocial dis-
ability or severe mental illness is defined determines who
is captured in the data. In practice, each dataset may rep-
resent a different segment of the population living with a
mental health challenge.

Whiteford et al. (2017), in their estimation of mental
health treatment rates, noted the necessity of assumptions
being made within modelling of policy impact due to the
incomplete nature of survey and administrative datasets.
They further noted that differences in measurement, timing
and wording between the NSMHW and the Survey of High
Impact Psychosis (SHIP) complicate comparisons and ser-
vice planning (Whiteford et al., 2017). Our findings show
that such concerns remain. The inconsistencies we found
highlight how definitional and measurement choices may
drive differences in how the distribution of mental health
challenges is perceived across population groups. In other
words, the variations we see may reflect methodological

differences rather than true differences in the underlying
risk or prevalence. This also demonstrates the limits of
using any single dataset to represent psychosocial disability
nationally. Understanding these dynamics is essential for
interpreting prevalence estimates and for designing data
systems that more accurately reflect the complexity and
diversity of mental health challenges in Australia.

We also note that comparisons across datasets must
account for differences in how mental health conditions are
identified. The Census and SDAC rely on self-reported
long-term conditions and functional limitations without
clinical verification, while the NHS captures self-reported
conditions reported as diagnosed by a health professional.
In contrast, the NSMHW derives diagnoses using struc-
tured diagnostic interviews, and the NDIS requires clinical
documentation and evidence of substantial functional
impairment for eligibility. These approaches measure
related but distinct constructs, meaning prevalence esti-
mates across sources are not directly comparable and
largely reflect methodological differences in measurement.
Consequently, ‘mental health conditions’ do not represent a
single standardised construct across Australian data
sources. In this study, the term encompasses dataset-spe-
cific operationalisations ranging from self-reported experi-
ences of distress to formally diagnosed disorders with
documented functional impairment. Clarifying this varia-
tion is essential for interpreting prevalence estimates and
understanding what each dataset is designed to capture.

A further challenge relates to the inconsistent applica-
tion of concepts and terminology related to psychosocial
disability across national datasets. The SDAC and NHS
adopt broader definitions that encompass a wide range of
conditions — such as nervous or emotional problems, mem-
ory loss and behavioural difficulties — that may or may not
be related to a diagnosed mental illness. In contrast, the
NDIS uses a much narrower definition, limited to mental
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health conditions while explicitly excluding developmental
and neurodegenerative disorders. These inconsistencies
may also create a disconnect between how psychosocial
disability is identified in population surveys and how it is
operationalised in service systems such as the NDIS. As a
result, the same individual could be classified as having a
psychosocial disability in one dataset but not in another,
making it difficult to compare estimates or align policy and
service responses. This confusion arises in part because the
introduction of the NDIS created a new category of ‘disa-
bility” in order to encompass people with disability related
to mental illness within the scheme (Carers Australia, 2011;
Williams and Smith, 2014). Broader usage reflects an ear-
lier definition focused on the disabling, psychosocial
impacts of illnesses or conditions, such as physical ill-
nesses, or social stigma (Labi et al., 1980).

There is also a question about whether current data-sys-
tem terminology adequately captures the perspectives of
people who have mental health challenges or are identified
as having psychosocial disability. While our analysis high-
lights substantial variation in how datasets define and oper-
ationalise psychosocial disability, there is limited empirical
research on how people with lived experience believe dis-
ability and mental health challenges should be identified
and captured in national data systems. Qualitative studies
suggest that consumers often emphasise the episodic, fluc-
tuating and context-dependent nature of psychosocial disa-
bility and express concern that administrative definitions
— particularly those linked to eligibility processes — can nar-
row or misrepresent their experiences (Choi et al., 2025).
Future research should therefore prioritise co-designed
approaches with people experiencing mental health chal-
lenges or identified as having psychosocial disability to
develop data definitions and measurement frameworks that
better reflect lived experience, including how functional
impact, episodic and fluctuating nature and environmental
barriers are understood and captured.

The variation in how psychosocial disability and mental
health challenges are defined across data infrastructures has
direct implications for policy and research. Streamlining
these definitions is essential to ensure that national data
sources reflect comparable populations and can be used
coherently for planning and evaluation. It would be useful
for each dataset to clearly indicate how psychosocial and
mental health concepts are framed — e.g., distinguishing the
broader functional framing in the SDAC and NHS from the
narrower, eligibility-based definition used in the NDIS.
These definitional inconsistencies are not unique to national
datasets; recent ecosystem-based analyses similarly high-
light the difficulty of establishing consistent and context-
appropriate mental health definitions across complex
service systems (Furst and Salvador-Carulla, 2024).

Current monitoring of the implementation of the
Australian mental health policy often uses different datasets,
even within the same evaluation, but without clarification of

the different data that is collected within the surveys. For
example, the 2021 Progress Report monitoring the Fifth
National Mental Health and Suicide Prevention Plan uses
both the NHS and the NSMHW at different points in the
document without clarification. The National Mental Health
Commission’s Annual Report Card (2024) also uses esti-
mates from both the NHS and the NSMHW. However, that
Report Card does provide a detailed, comparative explana-
tion of the two datasets, including purpose, sampling, meas-
urement and limitations.

Another important gap is the limited visibility of ‘low-
prevalence’ but highly disabling mental conditions, such as
schizophrenia, bipolar disorder and PTSD. These condi-
tions are often combined into broad ‘mental and behav-
ioural disorder’ categories in surveys, which dilutes the
ability of policymakers to understand the population bur-
den of these conditions and to plan appropriate service and
resource allocation (Labi et al., 1980). This reflects the
challenge of generating reliable estimates for compara-
tively rarer conditions in general-population surveys, where
sample sizes are often insufficient for reliable measure-
ment. While specialised epidemiological studies — such as
the SHIP (Morgan et al., 2012) — can reliably capture low-
prevalence disorders through targeted sampling, general-
population surveys like SDAC, NHS and NSMHW are not
designed for this purpose. As a result, low-prevalence dis-
orders are difficult to map consistently across national data-
sets and are often underestimated in population data despite
accounting for a large share of need for long-term, inten-
sive supports — something captured more clearly in admin-
istrative datasets such as the NDIS.

For researchers and policymakers, our analysis high-
lights the importance of selecting data sources that are
appropriate for the specific question or policy purpose.
Each national dataset serves a distinct function and has
inherent limitations that shape interpretation. Based on our
analysis, the SDAC is most useful for understanding the
functional impact of mental health challenges, patterns of
support needs and the role of carers. It provides rich infor-
mation for disability policy and planning, particularly in
assessing unmet support needs. However, its broad defini-
tion of psychosocial disability — covering neurodevelop-
mental and neurodegenerative conditions — means it is not
fully aligned with how the NDIS and support systems
define or fund support for severe mental illnesses.

The NHS offers a wide view of the prevalence of mental
and behavioural conditions and their relationship with
physical health and health behaviours. It is well suited to
monitoring national trends in mental health and general
wellbeing, though its simplified disability measure limits
its usefulness for analysing complex functional impair-
ments. The NSMHW remains the most reliable source of
diagnostic information, allowing detailed examination of
disorder-specific prevalence, severity and service use. It is
therefore particularly valuable for mental health service
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planning and prevention strategies. However, because it
focuses on diagnosis rather than functioning, it does not
explicitly capture psychosocial disability as a distinct con-
struct and also lacks data on low-prevalence conditions,
which have significant implications for planning and
resource allocation. In addition, the survey is conducted
infrequently, limiting its utility for monitoring trends over
time, meaning that policymakers must rely on outdated
diagnostic data when planning services or evaluating sys-
tem performance. The Census, while containing only a sin-
gle question on mental health conditions, provides complete
population coverage and small-area detail. It is particularly
valuable for mapping geographic patterns and linking men-
tal health indicators with social and economic characteris-
tics to inform local and regional service planning. Its
simplicity, however, means it underestimates the complex-
ity and severity of disability.

Conclusions

National data infrastructure differs in the way it captures
data on mental health challenges, largely driven by its pur-
pose. Variations in concepts and terminology also have
direct consequences for how need is estimated, how ser-
vices are planned and how resources are distributed across
the health and disability sectors. With current demand for
psychosocial supports continuing to outpace availability, an
aligned and harmonised data landscape is critical for effec-
tive and equitable service planning and for accountability.
Addressing definitional fragmentation will help identify
who is affected, where needs are greatest and how systems
can better respond to the realities of disabling mental health
challenges.
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