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Foreword

The importance of good mental health on the health and wellbeing of our communities cannot be overstated; 

poor mental health impacts on education, employment and health outcomes, on whether our Mob can access 

safe and secure housing, or whether they end up in prison. We have known for some time in Southeast 

Queensland that many Aboriginal and Torres Strait Islander people face challenges relating to their mental 

health and wellbeing and that the burden of mental illness is actually greatest in urban areas. In Southeast 

Queensland, mental illness and substance use are the leading contributors to the burden of disease for 

Aboriginal and Torres Strait Islander people. We have also known from yarning with our people that they 

consider mental health care to be one of the largest service gaps and that whole of population or mainstream 

services and programs are not meeting our needs. But we have not been able to quantify the prevalence of 

mental illness and substance misuse in our communities because national mental health surveys have not 

previously measured prevalence for Aboriginal and Torres Strait Islander people specifically. 

The Institute for Urban Indigenous Health is a network of Aboriginal Community Controlled Health 

Organisations in Southeast Queensland, which collectively provides health, aged care and social support 

services to nearly 40,000 Aboriginal and Torres Strait Islander people. For the last five years, we have been 

working with the Queensland Centre for Mental Health Research on the Queensland Urban Indigenous Mental 

Health Survey to quantify the levels of mental health challenges that face our people and the services they 

access and to understand the barriers they face in accessing services. The result is a comprehensive picture 

of the mental health needs of Aboriginal and Torres Strait Islander people in urban Southeast Queensland. 

The first population survey in the country to focus on the mental health of Aboriginal and Torres Strait Islander 

people, this study provides valuable information for policy makers, service planners and service providers in 

reforming mental health services to better meet the needs of our people. 

On behalf of the Project Steering Committee, I congratulate the research team and surveyors on completion 

of this study during particularly difficult circumstances including the COVID-19 pandemic and local floods. 

They have taken a culturally safe and sensitive approach to honest and open yarns with Mob on particularly 

difficult subjects and have made a significant contribution to the evidence base for mental healthcare reform 

for Aboriginal and Torres Strait Islander people in Australia. Our people have spoken. The challenge for the 

Queensland health system is how we now respond. 

Adrian Carson 

Chief Executive Officer 
Institute for Urban Indigenous Health
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Preface

For our First Nations mob, our mental health is almost entirely tied to our social and emotional wellbeing; how 

we feel about ourselves, our place in the world; our communities, our cultures, our country, and our languages. 

We have experienced pervasive challenges, complexities, and difficulties since colonisation, perpetuating 

ongoing trauma for our families, our extended kin, our communities, and our connections to culture, country, 

and each other. 

The Queensland Urban Indigenous Mental Health Survey Report shines a light on the mental health and 

substance use burden impacting our mob living in southeast Queensland. Led by and with First Nations 

peoples, this important survey is about First Nations peoples, designed with First Nations peoples and critically 

for First Nations peoples, revealing the mental health and substance use prevalence among mob on our terms 

and in our words. 

The results from the Queensland Urban Indigenous Mental Health Survey tell us what is needed to provide 

culturally supportive and safe pathways and models of care that will make a real difference with our mob. And 

we know this because it is what our mob has told us. 

I respectfully thank everyone involved in this project for their invaluable work and support including both the 

Queensland Centre for Mental Health Research and the Institute for Urban Indigenous Health. 

In particular, I respectfully thank all First Nations survey participants who were prepared to share their 

lived experience and have the courageous conversations we need to effect meaningful change. It is your 

contributions that make this survey so meaningful and deadly! 

Haylene Grogan 

Chief First Nations Health Officer 
First Nations Health Office
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About this report

As authors of this report, we recognise and celebrate the diversity of Aboriginal and Torres Strait Islander 

cultures in Queensland and Australia. We respectfully use the term ‘Indigenous Australians’ to refer to both 

Aboriginal and Torres Strait Islander peoples for the purposes of this report, and to apply conventions 

commonly used in the research literature and government reports. The use of the term ‘community’ recognises 

it as a concept that relates to cultural groups, geographic groups or communities of interest.1

The term ‘mental disorders and harmful substance use’ is used throughout this report and relates to the case 

definitions set for disorders included in the survey. It refers to clinically significant presentations of mental and 

harmful substance use* (i.e., problematic patterns and higher frequency of alcohol and illicit drug use). The 

QUIMHS research team recognises that this terminology is conceptually distinct from the holistic concept of 

social and emotional wellbeing for Indigenous Australians. We recognise that mental disorder diagnoses do 

not define an individual and do not capture their unique lived experiences or their resilience, vibrancy, and 

purpose. Similarly, the experiences of families, loved ones, and caregivers, which are vital to wellbeing, are also 

not captured. Additionally, we acknowledge that adverse mental health outcomes in Indigenous Australians 

are affected by ongoing historical, social, and socioeconomic factors that perpetuate disempowerment and 

inequity. 

This study was undertaken within an urban Indigenous Australian population of Southeast Queensland (SEQ). 

In considering the generalisability of our results to the broader population of Indigenous Australians in SEQ, it 

is also important to recognise that the QUIMHS participants were not a random sample of the SEQ Indigenous 

population. Although our methods and findings pertain to the sampled population, we have also provided an 

analysis of how our survey findings differ to other surveys using randomised household samples of participants.

Finally, we would like to caution that some of the contents of this report may cause distress. If you need 

mental health crisis support, you can contact 13 YARN (13 92 76) to talk to a trained Aboriginal or Torres 

Strait Islander Crisis Supporter, or Lifeline (13 11 14), 24 hours a day, 7 days a week.

*To limit the length of the survey and response burden on participants, the survey’s standardised diagnostic 
module was replaced with a shorter module containing items which produced only ‘probable’ diagnoses.
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95% CI 95% Confidence Interval
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Research

QUIMHS Queensland Urban Indigenous Mental 
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Executive summary

Background

There have been concerted efforts to quantify the health gap for Indigenous Australians, implement effective 

interventions, and track health outcomes, however these cannot be fully realised without informative data on 

mental and substance use disorders and their treatment. The Queensland Urban Indigenous Mental Health 

Survey (QUIMHS) aimed to quantify the prevalence of mental disorders and harmful substance use within 

an adult sample of urban Indigenous Australians residing in southeast Queensland (SEQ), the proportion of 

individuals accessing services for their mental health, the type of services being accessed, and barriers to 

accessing care. 

Methods

The project commenced in 2018 and was conducted in the following four stages: (1) survey establishment, (2) 

pilot study, (3) QUIMHS survey, (4) results dissemination. The instrumentation and methods were approved by 

the Townsville Health Services Human Research Ethics Committee and ratified by the University of Queensland 

(UQ) Human Research Ethics Committee for both the pilot study and QUIMHS survey. The QUIMHS Pilot Study 

was conducted between September and November of 2019 with 42 adult Indigenous Australian participants, 

who were members of participating Aboriginal Medical Services (AMSs). The purpose of the pilot was to test 

survey processes and instrumentation and inform the development of the QUIMHS survey. 

The QUIMHS survey was conducted between February and October of 2022. Survey participants were 406 

Indigenous Australians aged between 18 and 89 years. They were recruited using a mixture of household 

sampling (doorknocking) and snowball sampling (promotion of the survey within the community) across 

key locations in SEQ. Seven trained Indigenous Australian interviewers undertook structured face to face or 

video interviews with participants using a customised instrument which included the Composite International 

Diagnostic Interview (CIDI 3.0). Diagnoses were made according to the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-IV-TR). Data analyses produced estimates of mental disorders and harmful substance 

use prevalence, disorder severity and comorbidity, suicidality, service utilisation, and COVID-19 impacts. 
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Executive Summary

Findings

The prevalence of mental disorders and harmful substance use in the 12 months prior to the survey was 46.5%. 

Major depressive episodes and post-traumatic stress disorder were the most prevalent disorders with 24.6% 

and 19.9% of the entire sample with each disorder respectively. Approximately 16% of participants had more 

than 1 disorder in the 12 months prior to the survey. One in two participants (55.2%) had experienced suicidal 

thoughts and one in five participants (20.7%) had attempted suicide at some time in their life. Approximately 

66% of participants experiencing a mental disorder or harmful substance use had accessed a health service 

in the 12 months prior to the survey. Participants preferred accessing Aboriginal Community Controlled Health 

Services (ACCHSs) over mainstream services for all types of health concerns. Of the 34% of participants with a 

disorder not accessing care, 46.8% recognised a need for that care (9.4% recognised a partially met need and 

37.4% recognised an unmet need). The highest level of fully met need was for more conventional services such 

as medicines and tablets (35.5%) and counselling services and talking therapy (32.1%).  The highest level of 

unmet need was for social interventions (20.1%). The most common reason for the partially met or unmet need 

was that the type of help participants asked for was not received. 

QUIMHS data collection occurred during the COVID-19 pandemic while SEQ was experiencing elevated 

community transmission. Participants indicating that their mental health, physical health, relationships, or time 

spent doing extracurricular activities and learning had worsened due to the pandemic were twice more likely 

to have experienced a mental disorder and harmful substance use than those indicating that these factors 

had not changed. Those reporting “a great deal” of worry or distress about separation from their family or 

friends, cancellation, or restriction of significant life events, or being unable to participate in recreational 

activities because of COVID-19 were twice as likely to have a disorder in the last 12 months compared to those 

who reported no worry or distress for those items. Approximately one in five participants (22.7%) stated they 

needed more support for their mental health because of the pandemic. Flexible access options (e.g., telehealth 

or telephone services) were rated highest amongst factors that made accessibility to mental health and 

substance use services easier.

Implications

QUIMHS is the first epidemiological study conducted at this scale in Australia to report on mental disorders 

and harmful substance use prevalence and service use within the broader Indigenous Australian community. 

Findings have indicated high rates of mental disorders and harmful substance use faced by Indigenous 

Australians in SEQ, and important gaps and barriers within the mental health services they accessed. This 

project provides back to Indigenous Australians, reactions from members of their SEQ community about their 

mental health and experiences in accessing services. This project provides the opportunity for stakeholders 

involved in the identification, management, and prevention of mental and substance use disorders to respond 

to these findings and consider how they may be used to better inform the resourcing and planning for mental 

health services in SEQ. 
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Background

There is considerable evidence of inequalities in the relative health status of Indigenous Australians. The 

Australian Institute of Health and Welfare (AIHW) reports a substantial gap in life expectancy between 

Indigenous and non-Indigenous Australians (9.7 years for females; 11.5 years for males)2. At the same time, 

in the general population, mental and substance use disorders are associated with a life expectancy gap 

of approximately 15.9 years for males and 12.0 years for females with these disorders3. The combination of 

these findings suggests that the gap in life expectancy for Indigenous Australians with mental and substance 

use disorders is likely to be considerably larger; however, the risk factors, distribution and impacts of these 

disorders in this population have not been clearly established. In 2018, mental and substance use disorders 

were a leading cause of disease burden, contributing to 43% of the non-fatal disease burden in Indigenous 

Queenslanders4. However, these estimates are derived from samples that are not representative of the general 

population (e.g., from hospital data), and use measures of psychological distress rather than diagnosable 

disorders or measures of self-reported mental and substance use disorders.

Furthermore, it has been difficult to monitor the care provided to Indigenous Queenslanders for their mental 

and substance use disorders. Treatment of mental and substance use disorders is provided by a range of 

primary and specialist health services within the public, private and not-for-profit community sectors, including 

by Aboriginal Community Controlled Health Services (ACCHSs). Variability in the information on services and 

interventions provided across these settings creates gaps and inconsistencies between collections. These 

inconsistencies make it difficult to monitor the care provided to particular groups, and impossible to track 

individual pathways across services. Information on service utilisation by Indigenous Australians is particularly 

limited, as information on Indigenous status is not always collected reliably and information collection systems 

within community sector services are not always well developed. Even where appropriate information is 

collected, detailed data on services provided is often not publicly released. 
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Background

Data from previous health surveys of Indigenous Australians has not been sufficiently detailed or systematic 

to allow policy makers and administrators to identify and address gaps or deficiencies in the health 

service system, implement effective interventions or track mental health outcomes. Obtaining reliable 

and representative data on the prevalence of mental and substance use disorders and the treatment 

received would be a significant advance for policy makers, planners, and service providers in Queensland. 

Epidemiological surveys can quantify (1) coverage (i.e., the extent to which Indigenous Australians with 

diagnosed mental and substance used disorders receive treatment), (2) effective coverage (i.e., whether 

treatment comprises interventions described in evidence-based guidelines and other sources of best practice 

and delivered in for a duration sufficient to achieve a positive outcome), (3) unmet need (i.e., how many 

people wanted but did not receive treatment, and (4) barriers to care (i.e., the reasons that treatment was 

not received). Coupled with an understanding of the interventions that are effective for this population, this 

information would inform decisions about how services are best arranged and distributed, particularly in an 

environment of scarce resources, budgetary constraints and competing priorities. 

The Queensland Urban Indigenous Mental Health Survey

In 2014, the Queensland Department of Health engaged the Queensland Centre for Mental Health Research 

(QCMHR) to scope the feasibility of conducting a survey to investigate the proportion of Indigenous Australian 

adults from SEQ receiving treatment for a mental or substance use disorder, the type and quality of mental 

health service being accessed, and implications for service reform.  It was concluded that the survey would 

provide valuable information on those with a mental and substance use disorder in SEQ and their treatment. 

A proposal was delivered which outlined the value, feasibility and methodology for a survey to address these 

research questions in geographically defined populations of Indigenous Australians. Queensland Health 

approved the proposal and provided funding to develop and implement the Queensland Urban Indigenous 

Mental Health Survey (QUIMHS).  The QUIMHS project was launched in 2018 and was conducted in the 

following four stages: (1) survey establishment (2018-19), (2) pilot study (2019), (3) QUIMHS survey (2022), (4) 

results dissemination (2022-23). 

The QUIMHS Pilot Study

Aims and rationale

The QUIMHS pilot Study sought to assess both the suitability of the planned survey and adequacy of the 

instrumentation. Data collection was conducted between September and November of 2019 with 42 adult 

Indigenous Australian participants, who were members of participating Aboriginal Medical Services (AMSs). 

Ethics approval for the Pilot Study was provided by the Townsville Health Services Human Research Ethics 

Committee (HREC) (HREC/2019/QTHS/48829) and was ratified by The University of Queensland (UQ) HREC.
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Background

The pilot study tested the processes in place to administer the survey i.e., advertising materials, interviewer 

training and instructions, survey administration, participant and interviewer experience, support mechanisms 

for participants and interviewers (e.g., survey distress protocols), location and timing of interviews, IT and 

software processes in administering the instrument, and data storage. It also tested the appropriateness of 

the Composite International Diagnostic Interview (CIDI 3.0), a standardised instrument for identifying mental 

disorders within a survey. Although the CIDI 3.0 has yet to be fully validated in an Indigenous Australian 

population, it is used widely across low, middle and high income countries, Indigenous populations in high 

income countries (e.g., the Māori population in New Zealand) and within an Indigenous Queensland population 

in custody10. As such, use of the CIDI 3.0 in the QUIMHS survey best allowed for comparison of prevalence 

data with other populations, e.g., non-Indigenous Australians. In the QUIMHS pilot study, the clinical diagnoses 

output from the CIDI 3.0 were compared with diagnoses obtained from an Indigenous clinical psychologist’s 

interview of the same participants. We considered the latter to be the gold-standard in identifying mental 

disorder diagnoses5.  This comparison had never been done for a community residing Indigenous Australian 

population. It allowed the research team to investigate how Indigenous Australian social and cultural contexts 

influence how the CIDI 3.0 questions were interpreted and responded to.

Outcomes

The QUIMHS pilot study indicated that a cross-sectional population survey on the prevalence of mental 

and substance use disorders among urban Indigenous Australians in SEQ and their service use is possible 

and provided valuable insight on the feasibility, cultural suitability, and reliability of proposed data collection 

methods. This allowed the research team to make necessary adjustments to the QUIMHS survey.  In summary, 

it was found that:

(1)	 Survey participants responded positively to the survey, indicating it was important for the Indigenous 

Australian community, and did not report any major issues with the survey processes or instrument other 

than length and repetition.

(2)	 Prioritising relationship-building between interviewers and participants, as well as interviewers and other 

interviewers, was key to facilitating culturally safe and positive experiences as well as survey completion.

(3)	 The performance of the CIDI 3.0 in the QUIMHS pilot study in comparison with the clinical re-appraisals 

varied by module. Notably, the mania CIDI 3.0 module was found to be unsuitable for inclusion in the 

QUIMHS survey. When compared against results of the clinical re-appraisals it appeared that the CIDI 3.0 

incorrectly diagnosed a large proportion of major depressive disorder cases as bipolar disorder.  

Further details regarding the pilot study and its outcomes can be found in peer-reviewed publications6,7 and the 

QUIMHS Pilot Study Findings report8.
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Background

The QUIMHS Survey 

The QUIMHS Survey was conducted between February and October 2022. Ethics approval for the QUIMHS 

Survey was provided by the Townsville Health Services HREC (HREC/2020/QTHS/61158) and was ratified by 

UQ HREC.

Research questions 

The QUIMHS survey aimed to the address the following research questions:

1.	 What is the proportion of Indigenous Australians in SEQ experiencing a mental disorder or harmful 

substance use and what are the risk factors for this disorder?

a.	 Produce 12-month prevalence estimates by disorder or harmful substance use,

b.	 Identify (1) cases of mental disorders and harmful substance use, (2) changes in health status due to 

mental disorders and harmful substance use (3) the potential risk factors associated with a diagnosis 

(including the impact of the COVID-19 pandemic), and (4) suicidal behaviour and its link to mental 

health status.

2.	 Of the Indigenous Australians in SEQ experiencing mental disorders and harmful substance use, what is 

the proportion of individuals being treated for the disorder or substance use? 

3.	 What are they being treated for and to what extent are the services received considered evidence-based 

interventions (i.e., effective treatment coverage)?

a.	 Identify the interventions being received by the survey population?

b.	 Identify the interventions being received (e.g., face-to-face, telephone, or on the internet), and the 

professional was most involved in the delivery of the intervention.

4.	 What are the barriers to mental health care?

a.	 Identify where there was a recognised need for care among those who did and did not receive 

help from health professionals, and information on people who ‘dropped out’ before completing the 

recommended course of treatment. 

b.	 Identify barriers to accessing care. 
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Case definitions

Case definitions for mental disorders and harmful substance use included in the QUIMHS survey are presented 

below. Mental disorders and harmful substance use were generally defined following criteria proposed by the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-tr)9. DSM-IV-TR is an internationally recognised 

classificatory system of mental and substance use disorders which produce diagnoses according to a set of 

behavioural symptoms.  

Mental and substance use disorders covered in QUIMHS

Included Disorders Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) (21) 
Definition

Major depressive 
disorder

A mood disorder characterised by one or more major depressive episodes i.e., 
at least 2 weeks of depressed mood or loss of interest accompanied by at 
least four additional symptoms of depression that include changes in appetite 
or weight, decreased energy and feelings of worthlessness. 

Generalised anxiety 
disorder

An anxiety disorder characterised by persistent and excessive anxiety and 
worry, occurring more days than not for a period of at least 6 months. Feelings 
of anxiety and worry are accompanied by at least three additional symptoms 
from a list including restlessness, irritability and muscle tension.

Post-traumatic stress 
disorder

An anxiety disorder characterised by the re-experiencing of an extremely 
traumatic event accompanied by symptoms of increased arousal and by 
avoidance of stimuli associated with the trauma. Symptoms must be present 
for more than 1 month and the disturbance must cause clinically significant 
distress or impairment in social, occupational or other important areas of 
functioning.

Substance use* Harmful substance use was captured through survey items on alcohol and 
illicit drug use and frequency. The following substances were included: 

•	 Alcohol 

•	 Cannabis

•	 Amphetamines

•	 MDMA

•	 Cocaine

•	 Hallucinogens

•	 Inhalants

•	 Heroin

•	 Prescription drugs for non-medical purposes (e.g., OxyContin and 
benzodiazepines)

* Full clinical diagnoses of alcohol and illicit drug use disorders were not captured. Items included provide 
indicative or probable diagnoses.
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Community consultation 

Community consultation was undertaken at every stage of the QUIMHS survey and was ongoing until the 

end of results dissemination. The QUIMHS consultation process included consultations and briefing meetings 

with key project stakeholders, roundtable meetings with stakeholders, staff, pilot survey participants and 

community members, as well as mock interviews with community members. At each of these meetings 

attendees were briefed on survey methods, instrument, and accompanying documents. Every consultation 

also asked attendees to specifically reflect on the cultural suitability of the project processes. Feedback and 

input was operationalised and implemented into the survey processes wherever feasible. Any challenges to 

implementation were tabled and discussed at subsequent meetings. This consultive process was used to 

interpret the pilot survey findings and review and seek input on the methods and processes for the QUIMHS 

survey.

The QUIMHS Steering Committee provided guidance at each stage of the project (see Project Staff). The 

committee, comprised of both Indigenous and non-Indigenous representation, included experts in Indigenous 

health, epidemiology, and research. Members provided endorsement, advice, and guidance regarding process, 

sampling strategy and survey sites for both the pilot and QUIMHS survey. 

Following this report, the study results will be made available to community in a variety of formats and for a 

range of audiences, including participating organisations, study participants who wanted to learn about the 

outcomes of the study and to stakeholders and the broader community via the QUIMHS website. A series of 

briefing meetings will be arranged as required with relevant stakeholders to further discuss the findings and 

their implications. 

Participant response

The QUIMHS research team were acutely aware that speaking about mental health, suicide, and past 

experiences can be inherently challenging and the history of objectifying and disempowering research efforts 

with Indigenous Australians has left communities with a justified sense of distrust. Although the survey safety 

and risk measures for participants and interviewers alike were developed using input and feedback from our 

Indigenous stakeholders, steering committee, and pilot study, the QUIMHS research team also wanted to seek 

feedback directly from participants about the general process and their experience of the survey. A summary 

of participant feedback can be found in Appendix A. 
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Survey sample

Design

The QUIMHS survey design was cross-sectional, and participants included adult urban Indigenous Australians 

from key locations around SEQ. Seven trained Indigenous Interviewers conducted face-to-face/telesurvey 

interviews to collect data from individuals including information on their demographic circumstance, mental 

health risk factors, health service use and barriers they have faced in receiving appropriate care for mental and 

harmful substance use. 

Settings

All eligible adults residing in SEQ were able to participate in the survey. They were selected through various 

sampling strategies involving social media, participation at community events, and household door knocking 

(discussed further in the next section).  Key sites within SEQ were selected as the focus for community 

engagement and household doorknocking. These were selected based on postcodes where there was a higher 

concentration of Indigenous Australian residents. The site selection for both the pilot and the QUIMHS survey 

was chosen simultaneously; participants who took part in the pilot study were not eligible to take part in the 

QUIMHS survey. 

Participant recruitment 

Participants included Indigenous Australians, aged 18 years and over residing in SEQ. Individuals not identifying 

as Indigenous Australian, those under 18 years, those living outside SEQ, and/or those with severe persisting 

disabilities that would make informed consent and survey administration challenging were not eligible to 

participate in the survey.

The QUIMHS survey employed a mixed-method sampling strategy. This was made up of:

a)  Household doorknocking—

Australian Bureau of Statistics (ABS) census data was used to extract geographic areas (mesh blocks) 

indicating locations in SEQ with a higher proportion of Indigenous Australian residents. From these, a 

random sample of mesh blocks were selected for participant recruitment. Information about the survey and 

upcoming doorknocking activities were mailed out to all residents in advance of door-knocking activities. 

During data-collection, interviewers went to each selected mesh block in pairs and doorknocked at each 

household to determine if anyone eligible for the survey was residing at that address, and if so, whether 

they would like more information about the survey.

Methods
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b)  Snowball sampling—

The QUIMHS survey was promoted through distribution of brochures and marketing materials at pre-

selected organisations, health centres, community hubs and by survey interviewers’ attendance at 

community events and programs. Locations with SEQ with higher proportion of Indigenous Australian 

residents were prioritised for these survey promotional activities. Additionally, a survey promotion campaign 

was rolled out via social media and radio targeting all Indigenous Australian residents within SEQ. From this, 

community members and survey participants were encouraged to invite other members of the community 

to participate in the survey. Although this was a non-probability sample, this approach served to make the 

survey highly visible to the target population and to allow the research team to achieve its recruitment goals 

within the time allocated for the project. 

Data collection

Survey instrument

The QUIMHS survey collected data on 1) a range of demographic and risk factors; 2) the prevalence and 

severity of mental disorders and harmful substance use in the past 12 months; 3) suicidality; and (4) 

participants’ service use and barriers to accessing care. Table 2 outlines the various components of the survey 

instrument. 

Summary of modules included in the QUIMHS Survey instrument

Survey Module Source Description

Introduction Developed by the QUIMHS 
team

General introduction of QUIMHS survey, 
the interviewer, survey processes and what 
is required from the participant and the 
completion of the participant and information 
consent form (PICF) which informs the 
participant about their rights during the 
survey and obtains informed consent from 
the participant.

Demographic and risk 
factors

Adapted from the Inside 
Out Study10

Collects demographic and other relevant 
information for risk factor analysis (e.g., 
participant smoking behaviour, physical 
comorbidities, and cultural identity)

Psychological distress Kessler Psychological 
Distress Scale (K-5)11

Measure of psychological distress adapted 
for use with Indigenous Australians

Symptom screening and 
diagnosis

Composite International 
Diagnostic Interview (CIDI 
3.0)12

Collects diagnostic information on depressive 
disorders, generalised anxiety disorder and 
post-traumatic stress disorder

Substance use 
screening

Developed by QCMHR team 
in reference to the CIDI 
3.012, the AUDIT13 and the 
Severity of Dependence 
Scale14

Collects information on the use, frequency, 
and severity of dependence on alcohol and 
other illicit substances
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Survey Module Source Description

Suicidality Adapted from the Inside 
Out Study10 and the CIDI 
3.011

Collects information on the occurrence, age 
of onset, and recency of suicide ideation, 
plans, and attempts.

Health status Short-Form 12 (SF-12)15 Collects information on respondent’s health 
status across the following 8 domains: (1) 
limitations in physical activities because 
of health problems; (2) limitations in 
social activities because of physical or 
emotional problems; (3) limitations in usual 
role activities because of physical health 
problems; (4) bodily pain; (5) general mental 
health (psychological distress and well-
being); (6) limitations in usual role activities 
because of emotional problems; (7) vitality 
(energy and fatigue); (8) general health 
perceptions

Service utilisation Adapted from National 
Survey of Mental Health 
and Well-being (NSMHW)16

Collects information on hospital admissions, 
health professional consultations, 
interventions received, met/unmet treatment 
needs, barriers to care, and treatment drop 
out

COVID-19 Impact 
module

Developed by the QUIMHS 
team

Items measuring the degree and the kinds of 
impact COVID-19 has had on participants

Conclusion Developed by the QUIMHS 
team

This is the final module of the survey and 
contains options for the participant to exit 
the interview temporarily (to resume at a 
later time) or permanently. Additionally, it will 
contain prompts for the interviewer to:

•	 Provide the participant with general 
feedback on the results of their survey 
and mental health support services 
available to them (in the form of a 
handout).

•	 Present an optional future research PICF. 
This provides participant with information 
on future research and data-linkage 
options and provides opportunity for 
participant to provide informed consent 
for future contact and data-linkage.  

•	 Present the opportunity for participants to 
provide verbal and/or written feedback.

•	 Thank the participant for their 
contribution and explain the plan for result 
dissemination.  
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Survey interviewers

The QUIMHS survey employed seven Indigenous Australian interviewers to undertake the QUIMHS survey. Our 

interviewers attended seven days of comprehensive training in participant recruitment, survey administration, 

data collection processes, research ethics, safety and distress protocols, and data management and 

confidentiality. Interviewers were responsible for (1) recruiting participants from key locations through 

community engagement activities and (2) administering a computer assisted survey to those willing to 

participate via both face-to-face and telesurvey modalities.  

Data collection procedure

Eligible persons who expressed interest in taking part in the survey were contacted by a survey interviewer to 

arrange a face-to-face or telesurvey appointment to complete the interview.  All interviews offered appropriate 

privacy, safety, and convenience for participants and interviewers. Interviewers followed all risk and safety 

protocols, including those relevant to home visits, COVID-19 safety guidelines, participant and interviewer 

distress protocols, and confidentiality. The interview was administered using Computer Assisted Personal 

Interview (CAPI) technology, specialised software to create a custom interface, and Blaise software. The 

interviewer read out all questions and input participants’ answers into the interface. Interview duration ranged 

from 30 minutes to four hours, depending on participants’ answers, with most interviews being completed 

in under two hours. The use of breaks was encouraged and was used frequently to make the experience as 

comfortable as possible. Participants also had the option to pause the survey and return to complete it at 

a later date. Survey data was exported using specialised software to a secure research data-management 

system daily.

Data analysis

Quantitative data analysis

Data analyses were conducted in R (version 4.2.2),17 using the survey package.  All survey data were weighted 

by location (Local Government Areas), age, and sex distribution using the distribution of Indigenous Australians 

within each respective age-sex-location group reported in the 2021 Australian census18. All survey data outputs 

were generated with 95% confidence intervals (CI) and p-values were calculated where relevant. 

Established diagnostics algorithms were used to identify cases meeting DSM-IV-TR criteria for each mental 

disorder and harmful substance use. The Short Form 12 (SF-12) scale15 assessed changes in health status 

across mental health and physical health domains. Two summary scores were derived from participants’ SF-12 

responses – a mental component score (MCS-12) and a physical component score (PCS-12). Scores ranged 

from 0 to 100, with higher scores corresponding to better physical and mental health functioning. Using this 

process, health status was quantified for each participant then averaged across each mental disorder and 

harmful substance use. The average distribution considered both the impact of the disorder(s) in question and 

the impact of all comorbid disorders experienced by participants. 
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A series of logistic regression analyses and t-tests were used to quantify the association between socio-

demographic correlates, other social, cultural, and COVID-19 impact variables, and the prevalence of mental 

disorders and harmful substance use. In cases where variables had multiple response options (multiple levels), 

a reference point was chosen within the analysis for comparison against other response options. Typically, the 

most normative or common response option was chosen as the reference to compare other response options 

against.  These analyses were conducted across both sexes and all age groups due to limited sample size and 

statistical power to detect a statistically significant effect across age and sex.   

Qualitative data analysis 

Qualitative items were asked of participants at several points throughout the survey to gain richer and 

more nuanced information about their mental health and service use. These were open text items to which 

participants could respond freely. Their responses were recorded verbatim. The qualitative responses were 

extracted and coded by the research team into themes. In this report, a summary of themes of relevant items 

are provided alongside some exemplar comments to provide context to the corresponding quantitative data. 

Further details regarding the QUIMHS survey methods can be found in the study protocol and documentation 

(available on request). 
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Sample characteristics

Socio-demographic count

The total sample of the QUIMHS survey (N = 406) consisted of more females (72.2%) compared to males 

(27.3%), with less than 1% of the sample accounting for gender diverse participants or those who prefer not 

to disclose their gender. Most of the sample identified as Aboriginal (92.4%). Some participants identified as 

Aboriginal and Torres Strait Islander (5.2%) and 2.5% identified as Torres Strait Islander. Table 1.1 shows the 

total sample counts (with associated unweighted percentages) by different socio-demographic characteristics.

Table 1.1. Sample socio-demographic characteristics

Variable Variable levels % of total 
sample

Sample 
countᵃ

Age (years) 18 to 29 23.6 96

30 to 39 22.4 91

40 to 49 21.2 86

50 to 59 19.2 78

60 + 13.5 55

Sexᵇ Female 72.0 293

Male 27.3 111

Indigenous status Aboriginal 92.4 375

Aboriginal and Torres Strait Islander 5.2 21

Torres Strait Islander 2.5 10

Marital status Divorced/Separated/Widowed 7.1 29

Married/De facto/Partnered 55.7 226

Single/Other 37.2 151

Results
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Variable Variable levels % of total 
sample

Sample 
countᵃ

Highest level of schoolingᵇ Finished aged 12 to 15 years 9.6 39

Finished aged 16 to 17 years 5.2 21

Finished school 84.2 342

Highest level of tertiary 
educationᵇ

Bachelor / Postgraduate degree 18.7 76

Certificate/Diploma/Associate degree 46.6 189

No qualifications / Prefer not to say 34.7 141

Employment statusᵇ Paid employment 63.1 256

Government payments 22.9 93

Unemployed 10.8 44

Studying 4.2 17

Living situation Homeowner 29.1 118

Renting 57.9 235

Staying with friend or family 10.8 44

Sleeping rough/Homeless/Other 2.2 9

ᵃ Unweighted estimates provided. 
ᵇ Due to very small cell counts, some response options to these variables have been supressed. 

The average age of participants in the sample was 42.1 years (Standard deviation (SD) = 14.1). Across sexes, 

the average age of males was 44.0 (SD = 14.8) and females was 41.5 (SD = 13.7).  Those aged under 20 years 

and over 79 years consisted of females only, with males in the sample aged between 20 and 79 years. Figure 

1.1 shows the age and sex distribution of the sample.
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Sample location

Figure 1.2 illustrates the distribution of participants by location. Areas with the most participants were 

Caboolture, Ipswich, Logan, Redlands and Brisbane council areas, which corresponded with the areas in which 

targeted promotion and doorknocking activities were held.

Figure 1.1. Age and sex distribution of sample
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Figure 1.2. Distribution of sample by location
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Psychological outcomes

Prevalence of psychological distress

The QUIMHS instrument also contained the Kessler-5 (K5) as a broad measure of psychological distress. The 

K5 was separate to the diagnostic modules within the survey which produced mental disorders and harmful 

substance use prevalence in the past 12 months. Instead, it measured levels of overall psychological distress or 

negative emotional states experienced in the four weeks prior to interview. Overall, we found that scores on the 

K5 were higher (i.e., indicating higher psychological distress) for participants experiencing a mental disorder 

or harmful substance use compared to those without a disorder particularly within those scoring high or very 

high psychological distress. Approximately 45.8% (40.7 – 51.0%) of the sample reported high/very high levels of 

psychological distress on the K5. Of those people, 64.9% (57.2 – 71.9%) went on to meet diagnostic criteria for a 

mental disorder or harmful substance use in the past 12 months (see Table 2.1). Of the remaining 54.2% (49.0 – 

59.3%) reporting low/moderate psychological distress, 29.3% (23.2 – 36.1%) went on to meet diagnostic criteria 

for a mental disorder or harmful substance use in the past 12 months.

Table 2.1. Levels of psychological distress within those experiencing a mental disorder or harmful substance use

Kessler-5 scoreᵃ

Low/Moderate High/Very High

Disorder Group Cases Prevalence % (95% 
CI)ᵇ

Cases Prevalence % 
(95% CI)ᵇ

Mental disorders 47 22 (16.7 – 28.4) 111 61.8 (54.1 – 69.1)

Harmful substance use 20 9.4 (6.0 – 14.4) 18 11.4 (7.2 – 17.6)

Mental disorders and harmful 
substance use

62 29.3 (23.2 – 36.1) 116 64.9 (57.2 – 71.9)

ᵃ Total score based on the sum of K5 item 01 through 05 (range: 5-25), where low/moderate = 5-11, and high/
very high = 12-25. 
 ᵇ 95% CI: 95% confidence interval.

Prevalence of mental disorders and harmful substance use

Overall, 45.6% (40.5 – 50.8%) of participants experienced a mental disorder or harmful substance use in the 12 

months prior to the survey, equivalent to almost one in every two participants. Most of these participants had 

experienced a mental disorder (40.2%, 35.2 – 45.4%) as opposed to harmful substance use (10.3%, 7.5 – 14.0%). 

We observed higher prevalence amongst females compared to males across all disorder types except for other 

illicit drug use disorders, however this effect was not statistically significant.  Figure 2.1 presents the prevalence 

of mental disorders and harmful substance use in the last 12 months grouped into those 18 to 39 years old and 

40 years old and over, respectively. Disorder prevalence was similar across both these age groups with close to 

half participants across both age groups experiencing a disorder in the 12 months prior to the survey.
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Figure 2.1. Mental disorders and harmful substance use prevalence in the last 12 months, by age group

Note. MD: any mental disorder, Hsu: harmful substance use, MD & Hsu: any mental disorder or harmful substance 
use.

Of specific mental disorders and harmful substance use in the past 12 months (see Table 2.2), a major 

depressive episode was the most common disorder experienced, with a quarter of participants experiencing 

depression in the past 12 months (24.6%, 20.4 – 29.3%). This was closely followed by post-traumatic stress 

disorder, with approximately 20% (19.9%, 16.1 – 24.5%) of participants experiencing a post-traumatic stress 

disorder in the last 12 months. We detected slightly more females with each mental disorder compared to 

males, however this sex-difference was not statistically significant. 

Within the substances investigated in the survey, alcohol use was the most common. Alcohol use was 

measured using two different tools; hazardous use was measured using the Alcohol Use Disorders 

Identification Test (AUDIT-C)13 and probable dependence was measured using the Severity of Dependence 

Scale (SDS)14. The survey identified 42.7% (37.6 – 48.0%) of participants as hazardous drinkers and 6.3% 

(4.2 – 9.4%) of participants as having probable alcohol dependence in the last 12 months. Hazardous use was 

significantly more common amongst males (57.6%, 47.3 – 67.3%) compared to females (36.9%, 31.1 – 43.1%). 

However, we saw the inverse sex pattern for probable alcohol dependence where there were slightly more 

females (7.0%, 4.5 – 10.8%) with probable alcohol dependence compared to males (2.7%, 1.0 – 7.4%), however 

this difference was not statistically significant.



The Staying Deadly Survey - The Queensland Urban Indigenous Mental Health Survey Report 26

Results

Table 2.2. 12 month prevalence of mental disorders and harmful substance use

Disorder Sex Prevalence 
(%)

95% CIb

Any mental or harmful substance use Both 45.6 (40.5 – 50.8)

Female 48.2 (42.2 – 54.3)

Male 37.7 (28.5 – 48.0)

Any mental disorder Both 40.2 (35.2 – 45.4)

Female 42.4 (36.5 – 48.5)

Male 35.1 (26.1 – 45.4)

Major depressive episode Both 24.6 (20.4 – 29.3)

Female 25.8 (20.8 – 31.4)

Male 22.0 (14.8 – 31.3)

Generalised anxiety disorder Both 8.1 (5.7 – 11.4)

Female 8.7 (5.8 – 12.8)

Male 6.6 (3.0 – 13.6)

Post-traumatic stress disorder Both 19.9 (16.1 – 24.5)

Female 21.3 (16.7 – 26.8)

Male 16.6 (10.3 – 25.7)

Any harmful substance use Both 10.3 (7.5 – 14.0)

Female 10.5 (7.3 – 14.9)

Male 8.2 (8.2 – 16.4)

Hazardous alcohol use Both 42.7 (37.6 – 48.0)

Female 36.9 (31.1 – 43.1)

Male 57.6 (47.3 – 67.3)

Probable alcohol dependence Both 6.3 (4.2 – 9.4)

Female 7.0 (4.5 – 10.8)

Male 2.7 (1.0 – 7.4)
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Disorder Sex Prevalence 
(%)

95% CIb

Weekly cannabis use Both 14.5 (11.0 – 18.8)

Female 11.6 (8.1 – 16.3)

Male 20.0 (12.5 – 30.4)

Probable cannabis dependence Both 3.5 (2.0 – 6.2)

Female 3.7 (2.0 – 7.0)

Male 2.9 (0.7 – 11)

Weekly illicit drug use (other)ᵃ Both 3.1 (1.6 – 5.7)

Female 1.7 (0.6 – 4.6)

Male 5.5 (2.2 – 13.0)

Probable illicit drug use dependence 
(other)ᵃ

Both 2.4 (1.2 – 4.7)

Female 1.5 (0.5 – 3.9)

Male 5.1 (1.9 – 13.0)

Note. Mental disorder diagnosis based on CIDI 3.0. Harmful substance use based on AUDIT-C and SDS. 
ᵃ The illicit drug (other) category comprised of amphetamines, MDMA, cocaine, hallucinogens, inhalants, heroin, 
and prescription drugs. 
ᵇ 95% CI: 95% confidence interval.

Cannabis use was the second most common substance used with 14.5% (11.0 – 18.8%) of the sample using 

cannabis at least weekly in the last 12 months and 3.5% (2.0 – 6.2%) meeting criteria for probable cannabis 

dependence (see Table 2.2). As was the case for alcohol use, weekly cannabis use was more common amongst 

males relative to females however the inverse sex patten was observed for probable cannabis dependence. 

These sex differences were not statistically significant. 

The other illicit drugs captured in our survey were amphetamines, MDMA, cocaine, hallucinogens, inhalants, 

heroin, and prescription drugs. Due to small samples sizes, prevalence estimates for these drug types were 

combined. Overall, we estimated that 3.1% (1.6 – 5.7%) of participants used other illicit drugs at least weekly in 

the last 12 months, and 2.4% (1.2 – 4.7%) met criteria for probable dependence on other illicit drugs. There were 

more male cases compared to female cases across both weekly use and probable dependence for these other 

illicit drugs, however this sex difference was not statistically significant.
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Abstainers

Table 2.3. Participants abstaining from substance use – 12-month prevalence

Substance Sex Prevalence 
(%)

95% CIᵇ Cases Sample

Alcohol use Both 22.3 (18.3 – 26.9) 99 401

Female 23.4 (18.8 – 28.9) 75 289

Male 19.7 (12.8 – 29.1) 24 110

Cannabis use Both 75.1 (70.1 – 79.6) 321 401

Female 78.4 (72.6 – 83.2) 236 289

Male 68.2 (57.4 – 77.4) 84 110

Other illicit drug useᵃ Both 90.3 (86.5 – 93.2) 370 401

Female 93.3 (89.2 – 95.9) 273 289

Male 83.2 (73.3 – 90.0) 96 110

ᵃ The illicit drug (other) category comprised of amphetamines, MDMA, cocaine, hallucinogens, inhalants, heroin, 
and prescription drugs. 
ᵇ 95% CI: 95% confidence interval.

Over a fifth of the study participants (22.3%, 18.3 – 26.9%) abstained from alcohol completely, over three 

quarters abstained from cannabis use (75.1%, 70.1 – 79.6%), and nine in ten (90.3%, 86.4 – 93.2%) abstained 

from other illicit drugs (see Table 2.3). Across all substances, females had slightly higher rates of abstaining 

than males, although this pattern did not reach statistical significance. Participants that reported abstaining 

from a substance were asked for their reasons for not using in an open text item. The overarching themes are 

summarised in Table 2.4. The most common reported reason for abstinence from all substances was having 

no desire or interest in using that substance, with up to half of all participants reported no desire to use. For 

alcohol use, over a third of participants reported health related concerns associated with use as their reason 

for abstinence.
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Smoking behaviour

Table 2.5 summarises smoking behaviours of participants within the last 12 months. Table 2.5 presents the 

proportion of participants smoking cigarettes or vaping e-cigarettes weekly. It also presents those smoking 

or vaping daily, as a proportion of those smoking/vaping weekly. Just over a quarter of the sample (26.4%, 

22.1 – 31.3) smoked cigarettes weekly and 14.7% (11.4 – 18.8%) smoked cigarettes daily. On average, daily 

smokers smoked 11.7 (9.1 – 13.4) cigarettes per day. Just over a tenth of the sample (11.9%, 8.8 – 15.9%) vaped 

e-cigarettes weekly, and close to half of those participants vaped e-cigarettes daily (5.1%, 3.2 – 8.1%). Current 

daily e-smokers vaped an average of 15.6 (11.2 – 20.0) times per day. 

Table 2.5. Smoking behaviour in past 12 months

Smoking behaviour Sex Did not smoke/
vape weekly 
% (95% CI)ᵃ

Smoked/vaped 
weekly 
% (95% CI)ᵃ

Smoked/vaped 
dailyᵇ 
% (95% CI)ᵃ

Cigarettes Both 73.6 (68.7 – 77.9) 26.4 (22.1 – 31.3) 14.7 (11.4 – 18.8)

Female 73.2 (67.4 – 78.2) 26.8 (21.8 – 32.6) 14.6 (10.9 – 19.3)

Male 75.5 (65.2 – 83.5) 24.5 (16.5 – 34.8) 13.9 (8.0 – 22.9)

e-cigarettes Both 88.1 (84.1 – 91.2) 11.9 (8.8 – 15.9) 5.1 (3.2 – 8.1)

Female 90.5 (86.0 – 93.6) 9.5 (6.4 – 14.0) 2.9 (1.4 – 5.7)

Male 80.9 (70.7 – 88.1) 19.1 (11.9 – 29.3) 11.9 (6.4 – 21.0)

ᵃ 95% CI: 95% confidence interval. 
ᵇ Out of those smoking/vaping weekly.

Health status

The Short Form 12 (SF-12) scale15 was used to measure how respondents rated their health status across 

mental health and physical health domains. The SF-12 scale produces two summary scores – a mental 

component score (MCS-12) and a physical component score (PCS-12). Scores range from 0 to 100, with higher 

scores corresponding to better physical and mental health functioning. Table 2.6 presents the average SF-12 

scores for participants experiencing a mental disorder or harmful substance use. Participants with no diagnosis 

scored a mean of 50.5 (49.3 - 51.7) on the MCS-12 and 50.2 (48.9 - 51.4) on the PCS-12 respectively. By 

comparison, participants experiencing mental disorders and harmful substance use all scored under 50 across 

both component scores, except for participants with probable alcohol dependence on the PCS-12. Participants 

with a major depressive episode and generalised anxiety disorder had the lowest mean scores across both the 

MSC-12 and the PCS-12, as well as participants with an illicit drug use disorder on the PCS-12.
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Table 2.6. Health status by disorder

Disorder MCS-12 average score 
Mean (95% CI)ᵇ

PCS-12 average score 
Mean (95% CI)ᵇ

No disorder 50.5 (49.3 – 51.7) 50.2 (48.9 – 51.4)

Any mental disorder and harmful substance use 42.5 (40.7 – 44.3) 47.2 (45.5 – 48.8)

Major depressive episode 39.5 (36.9 – 42.1) 45.3 (42.9 – 47.7)

Generalised anxiety disorder 39.4 (34.7 – 44) 44.6 (40.8 – 48.4)

Post-traumatic stress disorder 43.1 (40.5 – 45.7) 48.2 (45.9 – 50.5)

Probable alcohol dependence 44 (39.3 – 48.8) 51.9 (48.6 – 55.1)

Probable cannabis dependence 45.3 (41.4 – 49.3) 50 (45.9 – 54.1)

Probable illicit drug use dependence (other)ᵃ 42.7 (32.7 – 52.7) 45.2 (41.5 – 48.8)

ᵃ The illicit drug (other) category comprised of amphetamines, MDMA, cocaine, hallucinogens, inhalants, heroin, 
and prescription drugs.   
ᵇ 95% CI: 95% confidence interval; MCS-12: Mental component score on the Short From 12, PCS-12: Physical 
component score on the short form 12.

Suicidality

QUIMHS examined the rates of suicidal thoughts, plans, and attempts amongst participants in the last 12 

months and across their lifetime. These findings are summarised in Tables 2.7 and 2.8. In the last 12 months, 

5.4% (3.4 – 8.4%) of participants had experienced suicidal thoughts, 1.3% (0.5 – 3.1%) of participants had 

made suicidal plans, and 2.2% (1.1 – 4.4%) of participants had attempted suicide. All participants reporting to 

have made plans or attempting suicide in the last 12 months also met criteria for mental disorders and harmful 

substance use. 

In their lifetime, one in two participants (55.2%, 50.0 – 60.4%) had experienced suicidal thoughts, one in four 

participants (26.3%, 22.0 – 31.2%) had made a suicidal plan, and one in five participants (20.7%, 16.8 – 25.3%) 

had attempted suicide. Additionally, 57.5% (52.2 – 62.6%) of participants reported that they had lost a close 

friend or family member to suicide. Of these participants, the average number of lost friends or relatives to 

suicide was 3.2 (2.8 – 3.7).  There were no statistically significant sex differences detected. 
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Table 2.7. Suicidality in the past 12 months

Outcome Sex Prevalence 
(%)

95% CIᵃ

Thoughts Both 5.4 (3.4 – 8.4)

Female 4.6 (2.5 – 8.1)

Male 8.1 (3.9 – 16.0)

Plans Both 1.3 (0.5 – 3.1)

Female 1.7 (0.7 – 4.1)

Male 0 (0 – 0)

Attempts Both 2.2 (1.1 – 4.4)

Female 2.2 (1.0 – 4.9)

Male 2.2 (0.5 – 8.8)

ᵃ 95% CI: 95% confidence interval.

Table 2.8. Suicidality across the lifetime

Outcome Sex Prevalence 
(%)

95% CIᵃ

Thoughts Both 55.2 (50.0 – 60.4)

Female 54.3 (48.2 – 60.3)

Male 58.1 (47.5 – 67.8)

Plans Both 26.3 (22.0 – 31.2)

Female 25.3 (20.3 – 30.9)

Male 30.4 (21.7 – 40.8)

Attempts Both 20.7 (16.8 – 25.3)

Female 20.7 (16.1 – 26.0)

Male 21.6 (14.2 – 31.4)

Close friend/family death Both 57.5 (52.2 – 62.6)

Female 56.6 (50.5 – 62.6)

Male 60.2 (49.7 – 69.9)

ᵃ 95% CI: 95% confidence interval
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The distribution of suicidal thoughts, plans, and attempts were similar across males and females for both the 

past 12 month and lifetime findings. The sample size of participants who had suicidal thoughts, plans and/

or attempts were too small to conduct any further analysis on specific disorders and their relationship to 

suicidality.

Correlates of mental disorders and harmful substance use

A series of logistic regression analyses were conducted to investigate associations between selected socio-

demographic variables and the prevalence of mental disorders and harmful substance use in the last 12 

months. This analysis produced odds ratios (OR), which can be interpreted as the likelihood of having a mental 

disorder or harmful substance use across various levels of a given socio-demographic variable.

The results of this analysis are presented in Table 2.9. Participants who reported sleeping rough or being 

homeless as their current living situation were almost six times more likely to experience mental disorders 

and harmful substance use in the last 12 months compared to homeowners. Additionally, participants who 

reported having some form of financial stress in the last 12 months were two times as likely to experience 

mental disorders and harmful substance use in the last 12 months compared to those who did not report the 

same form of financial stress. We detected no statistically significant difference in disorder prevalence across 

age, marital status, level of school completion, highest tertiary education, employment status, or history of 

incarceration.

Table 2.9. Sociodemographic correlates of mental disorders and harmful substance use in the last 12 months

Socio-demographic variable Odds Ratio 95% CI* Sample

Age (years)

18-39 (reference group) 187

40+ 0.9 (0.6 – 1.3) 219

Marital status

Married/De facto/Partnered (reference group) 226

Divorced/Separated/Widowed 1.1 (0.5 – 2.7) 29

Single/Otherᵃ 1.5 (1.0 – 2.4) 151

Highest year of school completed

Year 12/equivalent (reference group) 342

Did not complete schoolᵇ 1.2 (0.7 – 2.1) 64
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Socio-demographic variable Odds Ratio 95% CI* Sample

Highest tertiary qualification

Bachelor/Post-graduate degree (reference group) 76

Certificate/Diploma/Associate degree 0.8 (0.4 – 1.3) 189

No qualifications/Prefer not to say 0.6 (0.3 – 1.0) 141

Employment status

Paid employment (reference group) 256

Certificate/Diploma/Associate degree 1.5 (0.9 – 2.5) 87

No qualifications/Prefer not to say 1.3 (0.7 – 2.4) 63

Living situation

Homeowner (reference group) 118

Renting 1.1 (0.7 – 1.8) 235

Staying with friends/family 0.9 (0.4 – 1.9) 44

Sleeping rough/Homeless/Other 6.0* (1.2 – 31.1) 9

Financial stress (in last 12 months)

Able to pay bills (reference group) 309

Unable to pay bills 2.0* (1.2 – 3.3) 97

Able to afford groceries (reference group) 328

Unable to afford groceries 2.0* (1.2 – 3.4) 78

Did not seek assistance from welfare (reference 
group)

297

Sought assistance from welfare 2.1* (1.3 – 3.3) 109

Did not seek financial health from friends/family 
(reference group)

266

Sought financial help from friends/family 2.0* (1.3 – 3.2) 140

History of incarceration

No incarceration (reference group) 380

Incarceration (youth and/or adult) 1.3 (0.6 – 3.2) 26

* Significance based on 95% Confidence Intervals (CI). 
ᵃ These two response types were combined due to some sample sizes. 
ᵇ Includes those who never went to school.
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The relationship between Indigenous specific and social variables (e.g., experiences of racism, stolen 

generation, cultural identity) and the likelihood of experiencing mental disorders and harmful substance use 

was explored. Due to less variation in the distribution of response types or low case numbers, results from 

a logistic regression examining the association between these variables and disorder prevalence in the last 

12-months was difficult to interpret. However, some associations with mental disorder prevalence across the 

lifetime were identified. A series of questions about experiences of being an Aboriginal and/or Torres Strait 

Islander person in the community were asked and included:

•	 I am proud to identify myself to others as an Aboriginal and/or Torres Strait Islander Person,

•	 I experience racism/ discrimination because of my Aboriginal and/or Torres Strait Islander status, 

•	 I feel a sense of connection and belonging to my Aboriginal and/or Torres Strait Islander culture, 

•	 I participate in Aboriginal and/or Torres Strait Islander community events and activities (e.g., National        	

	 Aborigines and Islanders Day Observance Committee (NAIDOC), Sorry Business), and 

•	 I feel empowered and strong to make positive choices for myself, my family and my community. 

Participants who answered sometimes, rarely or never to having a sense of connection and belonging to 

culture, participation in cultural events and activities, and feeling empowered were 1.7 (1.0 – 2.9), 1.8 (1.1 – 2.8), 

and 2 (1.1 – 3.7) times more likely to have a mental disorder in their lifetime compared to those who answered 

always or often, respectively. No statistically significant relationship was found for other Indigenous specific 

variables and lifetime prevalence of mental disorders.

Comorbidities

Approximately half of the sampled population did not meet criteria for mental disorders and harmful substance 

use in the last 12 months. Of those who did have a disorder in this time, approximately 30% (25.0 – 34.5%) had 

one disorder, 13% (10.0 – 16.9%) had two disorders, and 3% (1.5 – 5.4%) had 3 or more disorders (See Table 

2.10). The rates of disorder comorbidity did not vary substantially by sex or age.
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Table 2.10. Comorbidity between mental disorders and harmful substance use in the past 12 months

Outcome Sex Prevalence (%) 95% CIᵃ Cases Sample

No disorder All 54.5 (49.3 – 59.6) 228 406

Female 51.9 (45.9 – 58.0) 157 293

Male 62.3 (52.0 – 71.5) 70 111

One disorder All 29.5 (25.0 – 34.5) 116 406

Female 31.6 (26.2 – 37.5) 89 293

Male 22.7 (15.4 – 32.3) 26 111

Two disorders All 13.1 (10.0 – 16.9) 52 406

Female 13.6 (10.0 – 18.2) 40 293

Male 12.0 (6.8 – 20.5) 12 111

Three or more disorders All 2.9 (1.5 – 5.4) 10 406

Female 2.9 (1.4 – 6.0) 7 293

Male 3.0 (0.9 – 9.2) 3 111

ᵃ 95% CI: 95% confidence interval.

Service utilisation

Approximately one in two participants (52.2% 47.0 – 57.4%) within the entire sample had accessed a 

service within the health sector for their mental health in the last 12 months (See Table 3.1).  Most of these 

participants were accessing a mental health specific service provider (i.e., a service provided by psychiatrists, 

psychologists, other mental health professionals in any setting, social workers, or counsellors in a mental health 

specialty setting). Service use tended to be higher among women compared to men, however this effect was 

not statistically significant.

Table 3.1. Service use in the past 12 months for the entire sample

Service Sex Proportion 
accessed (%)

95% CIᶜ Cases Sample

Any service within 
health sector 

Both 52.2 (47.0 – 57.4) 208 399

Female 54.3 (48.2 – 60.3) 154 289

Male 47.7 (37.7 – 58.0) 54 108
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Service Sex Proportion 
accessed (%)

95% CIᶜ Cases Sample

Any mental health 
serviceᵃ 

Both 48.9 (43.7 – 54.1) 196 399

Female 51.5 (45.4 – 57.5) 147 289

Male 43.0 (33.3 – 53.3) 49 108

Any service outside 
health sectorᵇ

Both 15.1 (11.7 – 19.4) 56 399

Female 15.9 (11.9 – 21.0) 43 289

Male 13.3 (7.7 – 22.1) 13 108

Any service Both 55.2 (49.9 – 60.3) 217 399

Female 57.3 (51.2 – 63.2) 160 289

Male 51.0 (40.7 – 61.1) 57 108

ᵃ Service provided by psychiatrists, psychologists, other mental health professionals in any setting, social 
workers, or counsellors in a mental health specialty setting. 
ᵇ Services outside of the health sector includes service provided by spiritual or religious advisers, chiropractors, 
traditional healers, participation in internet support groups, and self-help groups. 
ᶜ 95% CI: 95% confidence interval.

Table 3.2 summarises the proportion of participants accessing services for their mental health and wellbeing in 

the last 12 months. Participants with a major depressive episode and probable illicit drug use disorder (other) 

were more likely to be accessing a service within the health or mental health sector. Those with probable 

cannabis dependence were least likely to be accessing a health service.

Table 3.2. Service use in the past 12 months for those experiencing mental disorders and harmful substance use

Disorder Any health 
service use 
% (95% CI)ᶜ

Any mental 
health service 
useᵃ 
% (95% CI)ᶜ

Any service 
outside the 
health sectorᵇ 
% (95% CI)ᶜ

Any service  
% (95% CI)ᶜ

Any mental disorders 
and harmful substance 
use

66.0 
(58.1 – 73.2)

63.0 
(55 – 70.3)

24.6 
(18.5 – 32.0)

69.8 
(61.9 – 76.6)

Any mental disorder 69.7 
(61.4 – 77.0)

66.9 
(58.5 – 74.4)

25.2 
(18.6 – 33.1)

72.3 
(64.1 – 79.3)

Major depressive 
episode

81.4 
(71.6 – 88.4)

80.5 
(70.7 – 87.7)

27.7 
(19.2 – 38.2)

82.3 
(72.6 – 89.1)

Generalised anxiety 
disorder

61.9 
(42.2 – 78.3)

58.9 
(39.6 – 75.9)

37.1 
(20.7 – 57.0)

67.0 
(47.4 – 82.1)
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Disorder Any health 
service use 
% (95% CI)ᶜ

Any mental 
health service 
useᵃ 
% (95% CI)ᶜ

Any service 
outside the 
health sectorᵇ 
% (95% CI)ᶜ

Any service  
% (95% CI)ᶜ

Post-traumatic stress 
disorder

67.8 
(55.4 – 78.1)

63.5 
(51.1 – 74.3)

23.5 
(14.8 – 35.3)

69.8 
(57.5 – 79.8)

Any harmful substance 
use 

63.2 
(45.5 – 78.0)

60.5 
(43.0 – 75.7)

32.5 
(18.8 – 50.1)

69.4 
(51.6 – 82.9)

Probable alcohol 
dependence

62.5 
(40.4 – 80.4)

58.1 
(36.5 – 77.0)

27 
(12.4 – 49.0)

66.3 
(43.8 – 83.3)

Probable cannabis 
dependence

54.9 
(24.3 – 82.2)

54.9 
(24.3 – 82.2)

21.5 
(4.7 – 60.4)

66.2 
(32.5 – 88.8)

Probable illicit drug use 
dependence (other)

83.2 
(28.1 – 98.4)

71.4 
(25.9 – 94.7)

52.7 
(16.7 – 86.1)

83.2 
(28.1 – 98.4)

ᵃ Services provided by psychiatrists, psychologists, other mental health professionals in any setting, social 
workers, or counsellors in a mental health specialty setting. 
ᵇ Services outside of the health sector includes service provided by spiritual or religious advisers, chiropractors, 
traditional healers, participation in internet support groups, and self-help groups. 
ᶜ 95% CI: 95% confidence interval.

Figure 3.1 summarises the types of health professional participants experiencing mental disorders and harmful 

substance use consulted with in the past 12 months for the mental health. One in two participants saw a 

general practitioner (56.9%, 47.2 – 66.1% of females, 53.5%, 36.0 – 70.1% of males) for their mental health. 

Approximately one in five participants (18.3%, 12.1 – 26.7% of females, 20.5%, 10.0 – 37.5% of males) saw a 

psychologist. A similar proportion of participants saw an Aboriginal health worker (19.9%, 13.5 – 28.5% of 

females, 18.2%, 7.9 – 36.6% of males) and/or and allied health professional (18.6%, 12.3 – 27.3% of females, 

19.8%, 9.2 – 37.4% of males). Very few participants consulted with a psychiatrist (4.8%, 2.0 – 11.1% of females, 

and no males) for their mental health. 
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Figure 3.1. Types of health professionals and services accessed by those experiencing mental disorders and 
harmful substance use in the last 12 months, by sex

Participants were also asked where they preferred to access services. For general health, physical health, 

mental health and sensitive health issues, 74.4% (69.6 – 78.6%) of the sampled population reported preferring 

ACCHSs as the preferred care provider, as opposed to mainstream service providers. For specialist services, 

over half (56.3%, 51.1 – 61.4%) of the sampled population reported preferring ACCHSs as their care provider 

rather than mainstream service providers (See Table 3.3).

Table 3.3. Service Use Preference

Type of health concern Sex Proportion 
preferring 
ACCHSᶜ (%)

95% CIᵃ Cases Sample

General health (e.g., GPᵇ) Both 74.4 (69.6 – 78.6) 293 398

Female 72.2 (66.5 – 77.3) 206 288

Male 79.8 (70.5 – 86.8) 85 108

Physical health (e.g., 
physiotherapist, podiatrist, 
dental)

Both 68.0 (62.9 – 72.7) 275 398

Female 64.0 (57.9 – 69.7) 187 288

Male 78.8 (69.0 – 86.2) 86 108
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Type of health concern Sex Proportion 
preferring 
ACCHSᶜ (%)

95% CIᵃ Cases Sample

Social, emotional and 
mental health (e.g., 
psychologist, counsellor, 
social worker)

Both 71.3 (66.4 – 75.7) 283 398

Female 68.0 (62.1 – 73.4) 195 288

Male 80.0 (70.5 – 87.0) 86 108

Specialist services (e.g., 
cancer treatment, cardiac 
rehab, dialysis)

Both 56.3 (51.1 – 61.4) 223 398

Female 56.3 (50.2 – 62.2) 161 288

Male 54.9 (44.5 – 64.8) 60 108

Sensitive health issues 
(e.g., sexual health, drug 
and alcohol use, domestic 
violence) 

Both 70.5 (65.5 – 75.0) 281 398

Female 67.3 (61.3 – 72.8) 195 288

Male 78.6 (69.1 – 85.8) 84 108

ᵃ 95% CI: 95% confidence interval. 
ᵇ GP: General practitioner. 
ᶜ Aboriginal Community Controlled Health Service.

Recognised need for care

The QUIMHS service utilisation module was adapted from the corresponding module within the Australian 

2007 National Survey of Mental Health and Wellbeing (NSMHW) which included the Perceived Need for 

Care Questionnaire.19 This instrument assessed participants’ needs for five different types of mental health 

services in the past 12 months (need for medication, information, counselling including psychotherapy, social 

interventions and skills training). Participants’ needs for care were grouped into four categories: No need (if 

the participant felt they did not need a service and did not access/receive that service), fully met need (if 

the participant accessed a service and felt they got as much help as they needed), partially met need (if the 

participant accessed a service but felt they did not get as much of that kind of help as needed), and unmet 

need (if a participant felt they needed a service and did not access/receive that service). 

Within the entire QUIMHS sample (see Table 3.4), 27% of participants had a recognised need for care, and 

most of these participants (22.4%, 18.2 – 27.1%) had unmet need. The highest level of partially met need was 

for counselling services and talking therapy (6.2%, 3.9 – 9.5%) and services providing information about mental 

illness, its treatment, and available services (7.7%, 5.2 – 11.3%). The highest level of unmet need was for skills 

training (10.3%, 7.5 – 13.9%) and social interventions (11.6% 8.6 – 15.5).
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Table 3.4. Recognised need for services within total sample 

Type of service Recognised need Proportion 
(%)

95% CIᵃ

Counselling services and talking therapy No need 66.6 (61.4 – 71.4)

Fully met need 17.4 (13.7 – 21.8)

Partially met need 6.2 (3.9 – 9.5)

Unmet need 9.9 (7.1 – 13.6)

Information about mental illness, its treatment 
and available services

No need 75.2 (70.3 – 79.5)

Fully met need 11.0 (8.1 – 14.7)

Partially met need 7.7 (5.2 – 11.3)

Unmet need 6.2 (4.0 – 9.3)

Medicine or tablets No need 76.5 (71.7 – 80.7)

Fully met need 17.8 (14.1 – 22.1)

Partially met need 3.3 (1.8 – 6.1)

Unmet need 2.4 (1.2 – 4.8)

Skills training (including help for housing, ability 
to work, look after self or home)

No need 82.3 (77.9 – 86.0)

Fully met need 6.6 (4.4 – 9.9)

Partially met need 0.8 (0.3 – 2.6)

Unmet need 10.3 (7.5 – 13.9)

Social intervention (including help to meet 
people for support or company) 

No need 82.1 (77.7 – 85.8)

Fully met need 4.9 (3.1 – 7.7)

Partially met need 1.3 (0.5 – 3.1)

Unmet need 11.6 (8.6 – 15.5)

Any service No need 61.5 (56.3 – 66.6)

Fully met need 11.4 (8.5 – 15.2)

Partially met need 4.6 (2.7 – 7.8)

Unmet need 22.4 (18.2 – 27.1)

ᵃ 95% CI: 95% confidence interval.
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Amongst participants experiencing mental disorders and harmful substance use (see Table 3.5), 46.8% 

participants had a recognised need for care, and most of these participants (37.4%, 30.1 – 45.3%) had unmet 

need. The highest level of partially met need within this group of participants was for services providing 

information about mental illness, its treatment and available services (15.7%, 10.5 – 22.7%).  The highest level of 

unmet need was for social interventions (20.1%, 14.5 – 27.2%). There were no statistically significant differences 

found between males and females in their recognised need for services.

Table 3.5. Recognised need for services within those experiencing mental disorders and harmful substance use

Type of service Recognised need Proportion 
(%)

95% CIᵃ

Counselling services and talking therapy No need 40.5 (33.0 – 48.4)

Fully met need 32.1 (25.1 – 39.9)

Partially met need 13.2 (8.5 – 20.0)

Unmet need 14.3 (9.6 – 20.7)

Information about mental illness, its treatment 
and available services

No need 53.7 (45.7 – 61.5)

Fully met need 21.3 (15.6 – 28.4)

Partially met need 15.7 (10.5 – 22.7)

Unmet need 9.3 (5.7 – 15.0)

Medicine or tablets No need 56.1 (48.1 – 63.7)

Fully met need 35.5 (28.3 – 43.3)

Partially met need 5.3 (2.6 – 10.7)

Unmet need 3.2 (1.3 – 7.6)

Skills training (including help for housing, ability 
to work, look after self or home)

No need 64.9 (57.0 – 72.0)

Fully met need 13.8 (9.2 – 20.3)

Partially met need 1.8 (0.6 – 5.7)

Unmet need 19.5 (14.0 – 26.6)

Social intervention (including help to meet 
people for support or company) 

No need 67.5 (59.7 – 74.4)

Fully met need 9.6 (5.9 – 15.0)

Partially met need 2.9 (1.2 – 6.8)

Unmet need 20.1 (14.5 – 27.2)
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Type of service Recognised need Proportion 
(%)

95% CIᵃ

Any service No need 30.9 (24.0 – 38.7)

Fully met need 22.3 (16.6 – 29.4)

Partially met need 9.4 (5.5 – 15.7)

Unmet need 37.4 (30.1 – 45.3)

ᵃ 95% CI: 95% confidence interval.

Barriers and enablers to care

Participants that indicated they had an unmet or partially met need for their mental health were asked further 

questions about what prevented them from getting help, or from getting more help, for their mental health, 

respectively. The responses to this item are detailed below (see Table 3.6). Across all service types, the most 

common reason for the unmet or partially met need was that participants asked for help but did not receive 

that help. For information about mental illness, medication and skills training, this barrier accounted for almost 

half of all responses. For those that had an unmet need for counselling services and talking therapy, a fifth of 

respondents (20.2%, 10.8 – 34.5%) stated they could not afford the help, and a quarter (24.7%, 14.8 – 38.3%) 

said they preferred to manage themselves. Both proportions were higher for counselling services and talking 

therapy than for other service types. 

Table 3.6. Barriers to care for those with an unmet need for services

Type of service needed Barriers to care Proportion 
(%)

95% CIᵃ

Counselling services and talking 
therapy

Preferred to manage 
themselves

24.7 (14.8 – 38.3)

Didn't think anything more 
could help

9.7 (4.2 – 20.7)

Didn't know where to get 
more help

5.5 (1.7 – 16.1)

Afraid to ask for help or what 
others would think of them

2.3 (0.3 – 14.8)

Couldn't afford help 20.2 (10.8 – 34.5)

Asked but didn't receive help 27.4 (17.1 – 40.9)

Got help from another source 3.3 (0.8 – 12.4)
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Type of service needed Barriers to care Proportion 
(%)

95% CIᵃ

Information about mental illness, its 
treatment and available services

Preferred to manage 
themselves

8.1 (2.5 – 23.2)

Didn't think anything more 
could help

1.9 (0.3 – 12.5)

Didn't know where to get 
more help

18.1 (8.7 – 33.9)

Afraid to ask for help or what 
others would think of them

9.8 (3.2 – 26.3)

Couldn't afford help 10.2 (3.8 – 24.9)

Asked but didn't receive help 43.0 (28.3 – 59.1)

Got help from another source 4.6 (1.1 – 16.7)

Medicine or tablets Preferred to manage 
themselves

12.8 (3.9 – 34.8)

Didn't think anything more 
could help

9.9 (2.3 – 33.2)

Didn't know where to get 
more help

16.1 (5.9 – 36.7)

Afraid to ask for help or what 
others would think of them

5.8 (0.8 – 31.5)

Couldn't afford help 8.7 (1.8 – 33.8)

Asked but didn't receive help 45.3 (25.7 – 66.6)

Got help from another source 0.0 (0.0 – 0.0)

Skills training (including help for 
housing, ability to work, look after 
self or home)

Preferred to manage 
themselves

14.7 (3.4 – 45.5)

Didn't think anything more 
could help

10.9 (2.6 – 36.1)

Didn't know where to get 
more help

0.0 (0.0 – 0.0)

Afraid to ask for help or what 
others would think of them

9.7 (1.4 – 45.5)

Couldn't afford help 0.0 (0.0 – 0.0)

Asked but didn't receive help 52.8 (27.4 – 76.8)

Got help from another source 11.9 (2.9 – 37.9)
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Type of service needed Barriers to care Proportion 
(%)

95% CIᵃ

Social intervention (including help 
to meet people for support or 
company) 

Preferred to manage 
themselves

14.9 (5.5 – 34.5)

Didn't think anything more 
could help

8.6 (2.1 – 29.0)

Didn't know where to get 
more help

13.6 (4.4 – 35.1)

Afraid to ask for help or what 
others would think of them

17.8 (5.6 – 44.0)

Couldn't afford help 4.1 (0.6 – 24.2)

Asked but didn't receive help 22.4 (9.2 – 45.4)

Got help from another source 7.8 (1.1 – 38.8)

ᵃ 95% CI: 95% confidence interval.

All participants were asked what would make it easier for them to access healthcare at their preferred service 

provider as an open text item. The overarching themes are summarised in Table 3.7.  Almost half (42.5%) of all 

participants reported that the availability of appointments, the length of waitlists, and waiting time in clinics 

made it difficult to access services. Many stated they were unable to get an appointment with a treating 

professional for two to six weeks. When examining responses across preferred service providers (Aboriginal 

Medical Service (AMS) vs mainstream), the number of respondents per theme was mostly proportional to the 

number preferring AMS vs mainstream, suggesting that similar barriers exist across both AMS and mainstream 

services in this sample.  The one exception to this was that people whose preferred service provider was an 

AMS were more likely to report a need for more specialist services compared to those whose preferred service 

provider was a mainstream service.

Table 3.7. Barriers to access at preferred service provider

Theme Frequency 
N = 444ᵃ  
(n, %)

Narratives

Availability

•	 Need for afterhours, weekend, 
telehealth, and phone appointments

•	 Long waitlists and wait times

189, 42.5% “Opening hours aren’t accessible for 
fulltime workers.”

“No one available for 6 weeks – I’m sick 
now, not in 6 weeks.”

“If you have a 10AM appointment you can 
often wait about 2-3 hours to see them, 
so I just don’t go.”
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Theme Frequency 
N = 444ᵃ  
(n, %)

Narratives

Logistical issues

•	 No transport or parking

•	 No online booking

•	 Not close enough

61, 13.7% “I don’t own a car… it’s not easy to get 
to. I don’t qualify for transport from the 
centre.”

“One that’s closer, I have to drive 40 
minutes to my closest one.”

Cultural needs

•	 More culturally aware or identified 
staff

•	 Less politics

•	 Male/Female staff needed for 
Men’s/ Women’s business

•	 Confidentiality issues

25, 5.6% “It insults my cultural integrity to be 
receiving mainstream services at my local 
AMS, this is why I decided to change to 
mainstream.”

“Not having faith in the confidentiality of 
mob not telling mob.”

Administrative issues

•	 Need for consistent staff

•	 Administrative processes lacking

22, 4.9% “A GP that’s going to be there long term – 
I’ve had a few different doctors over the 
last couple of months.”

“I don’t get follow-ups or communication 
about appointments.”

More service types needed

•	 Need for more specialist services

•	 Need for home visits

•	 Need for partnerships with 
mainstream services

21, 4.7% “Services supporting all needs, from child 
protection to disability and elder care.”

“Not all clinics have dentists, dietary, 
physio, etc.”

Lack of information about services 16, 3.6% “If I knew where they were - I have no 
idea about where they are located.”

“Knowing where they are available and 
what is available.”

Financial cost 10, 2.3% “More bulk billing to cover costs for all 
health services.”

“CTG to cover all medication costs.”

No changes 80, 18.0% “Everything is easy”

“I’m getting a good service.”

ᵃ Some responses were coded over multiple themes, leading to 444 discrete comments from 406 participants. 
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Impacts of the COVID-19 pandemic

Given that QUIMHS data collection occurred during the COVID-19 pandemic while residents of SEQ were 

experiencing elevated community transmission of COVID-19, it was important to interpret our findings within 

the context of the perceived impact of COVID-19 on participants’ mental health and use/access to services. 

The QUIMHS COVID-19 module asked participants the degree and the kinds of impact the COVID-19 pandemic 

had on them. We conducted a series of logistic regressions to investigate associations between selected 

COVID-19 indicator variables and the prevalence of mental disorders and harmful substance use in the last 12 

months. This analysis produced odds ratios, which can be interpreted as the likelihood of experiencing mental 

disorders and harmful substance use across various levels of a given COVID-19 indicator variable.

The results of this analysis are presented in Table 4.1. Participants who reported a change to their work or 

personal finances because of the COVID-19 pandemic were more between 1.3 and 1.7 times more likely to 

experience mental disorders and harmful substance use in the last 12 months when compared with participants 

who did not select that response.  In addition, participants who reported “a great deal” of worry or distress 

about separation from their family or close friends, cancellation or restriction of significant life events, or being 

unable to participate in recreational activities as a result of the COVID-19 pandemic were approximately twice 

as likely to experience mental disorders and harmful substance use in the last 12 months compared to those 

who reported no worry or distress for those items. 

One of the indicator variables was a ’perceived negative COVID-19 impact’ composite score estimated from 

four survey items. Participants were asked whether the COVID-19 pandemic impacted on their mental health, 

physical health, relationships with significant others, and time spent doing activities such as hobbies, sports, 

or learning. They identified whether each of these items were worse than before, the same as before, or better 

than before the pandemic occurred. Participants were considered worse off following the pandemic if they 

indicated they were worse off on any item and not better off on any item. Participants who reported to be 

worse off following the pandemic were twice more likely to experience mental disorders and harmful substance 

use than those indicating either they were better off than before the pandemic, about the same, or a mix of 

items that were better and worse off than before the pandemic.
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Table 4.1. Associations between impacts of COVID-19 and mental disorders and harmful substance use

COVID-19 impact variable Odds Ratio 95% CIᵃ Sample

Changes to work arrangements, hours or 
employment status

Reduction in work hours

No reduction in work hours (reference group) 342

Reduction in work hours 0.9 (0.5 – 1.6) 57

Increase in work hours

No increase in work hours (reference group) 357

Increase in work hours 2.0 (1.0 – 3.8) 42

Loss of employment

None (reference group) 378

Lost employment 1.2 (0.5 – 3.1) 21

Requirement for remote work from home

None (reference group) 304

Change to remote work from home 1.5 (1.0 – 2.5) 95

Any change to work arrangements

None (reference group) 221

Change to work 1.7* (1.1 – 2.5) 178

Changes to personal finances

Experienced financial hardship

None (reference group) 355

Financial hardship 1.1 (0.6 – 2.1) 44

Required financial assistance

None (reference group) 354

Required financial assistance 1.7 (0.9 – 3.3) 45

Change to personal finances

No change to personal finances (reference group) 286

Any change to personal finances 1.3 (0.8 – 2.0) 113
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COVID-19 impact variable Odds Ratio 95% CIᵃ Sample

Worry or distress about...

Getting infected

Not at all/Not applicable (reference group) 145

Somewhat 1.2 (0.7 – 1.9) 152

A great deal 1.4 (0.8 – 2.4) 100

Family or someone close getting infected

Not at all/Not applicable (reference group) 85

Somewhat 1.1 (0.6 – 2.1) 125

A great deal 1.5 (0.9 – 2.7) 187

News and social media coverage

Not at all/Not applicable (reference group) 208

Somewhat 0.9 (0.6 – 1.5) 108

A great deal 1.4 (0.8 – 2.4) 83

Changes to work arrangements

Not at all/Not applicable (reference group) 245

Somewhat 0.8 (0.4 – 1.3) 87

A great deal 1.1 (0.6 – 1.9) 65

Changes to personal finance

Not at all/Not applicable (reference group) 264

Somewhat 0.8 (0.4 – 1.4) 78

A great deal 1.1 (0.6 – 1.8) 55

Housing being affected

Not at all/Not applicable (reference group) 301

Somewhat 0.4* (0.2 – 0.8) 56

A great deal 0.9 (0.5 – 1.9) 40
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COVID-19 impact variable Odds Ratio 95% CIᵃ Sample

Home-schooling or child-care responsibilities

Not at all/Not applicable (reference group) 283

Somewhat 0.9 (0.5 – 1.6) 58

A great deal 1.3 (0.7 – 2.3) 56

Separation or distancing from family or someone 
else

Not at all/Not applicable (reference group) 153

Somewhat 1.0 (0.6 – 1.6) 132

A great deal 1.9* (1.1 – 3.2) 112

Cancellation or restriction of significant life events

Not at all/Not applicable (reference group) 180

Somewhat 1.2 (0.7 – 1.9) 130

A great deal 1.9* (1.1 – 3.3) 87

Being unable to do recreational activites

Not at all/Not applicable (reference group) 165

Somewhat 1.0 (0.6 – 1.6) 153

A great deal 2.4* (1.3 – 4.3) 79

Problems with relationships at home

Not at all/Not applicable (reference group) 304

Somewhat 0.9 (0.5 – 1.5) 77

A great deal 2.0 (0.7 – 6.0) 16

Being unable to participate in culturally significant 
activities and events

Not at all/Not applicable (reference group) 132

Somewhat 1.2 (0.7 – 2.0) 152

A great deal 1.4 (0.8 – 2.4) 113

* Significance based on 95% Confidence Intervals (CI). 
ᵃ 95% CI: 95% confidence interval.
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Participants were asked about how the COVID-19 pandemic impacted on their use of services for their 

mental health and substance related problems (including alcohol and medications). As shown in Table 4.2, 

approximately one in five participants within the entire sample (22.7%, 18.5 – 27.4%) stated they needed more 

support for their mental health as a result of the COVID-19 pandemic. There was relatively little change to need 

for support for substance related problems. Most participants already using mental health and substance use 

services continued using them as normal (35.1%, 30.3 – 40.2%), and some had changes to how and when these 

services were provided (11.0%, 8.1 – 14.5%). Flexible access options (such as telehealth or telephone services) 

were rated highest amongst factors that made accessibility to mental health and substance use services 

easier (10.6%, 7.7 – 14.5%), however, equal numbers of participants reported that they were more comfortable 

using telehealth/telephone services (5.5%, 2.5 – 8.5%) as those who reported they were not comfortable using 

telehealth/telephone services (4.5%, 2.8 – 7.2%).

Table 4.2. Impact of COVID-19 on service utilisation within the entire sample

COVID-19 Impact Responses Proportion 
(%)

95% CIᵃ

Need for support for mental 
health

Needed less support than before 4.2 (2.5 – 7.0)

Needed more support than before 22.7 (18.5 –27.4)

No change 72.5 (67.5 –77)

Need for support for 
substance related problems

Needed less support than before 1.8 (0.8 – 4.0)

Needed more support than before 4.5 (2.7 –7.4)

No change 92.8 (89.5 – 95.2)

Impact on use of mental 
health and substance use 
services

Already accessed services but access 
(how/when) changed

11.0 (8.1 – 14.8)

Already accessed services and 
continued as normal

35.1 (30.3 – 40.2)

Did not use any MH or SU services 44.7 (39.5 – 49.9)

Wanted to seek support and did so 5.1 (3.1 – 8.2)

Wanted to seek support and did not 2.5 (1.3 – 4.8)

Impact on access to mental 
health and substance use 
services*

Appointments cancelled or could no 
longer attend

3.1 (1.7 – 5.5)

I had less appointments than before 1.5 (0.6 – 3.7)

I had more appointments than before 0.4 (0.0 – 2.5)

Appointments changed to phone 4.5 (2.8 – 7.2)

Appointments changed to telehealth 
(video)

8.6 (6.1 – 12.1)
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COVID-19 Impact Responses Proportion 
(%)

95% CIᵃ

What made it easier to 
access mental health and 
substance use services* 

More acceptable to access help 3.6 (2.1 – 6.3)

More time available 3.4 (1.8 – 6.1)

More finances available 0.9 (0.3 – 2.8)

More flexible access options available 10.6 (7.7 – 14.5)

More comfortable accessing 
telehealth/phone services

5.5 (3.5 – 8.5)

More information about services 
available

2.5 (1.2 – 4.8)

None of these apply 4.1 (2.5 – 6.7)

Other 0.2 (0.0 – 1.6)

What made it harder to 
access mental health and 
substance use services*

Less acceptable to access help 0.8 (0.2 – 2.5)

Less time available 2.4 (1.2 – 4.7)

Less finances available 3.9 (2.3 – 6.6)

Unable to access telehealth/phone 
services

2.5 (1.3 – 4.7)

Not comfortable accessing telehealth/
phone services

4.5 (2.8 – 7.2)

Unsure where to get help 2.9 (1.5 – 5.4)

Did not want to risk infection 3.4 (2.0 – 5.9)

Policies/precautionary measures 
prevented me

2.4 (1.2 – 4.6)

None of these apply 5.1 (3.2 – 8.2)

Other 0.6 (0.1 – 2.5)

ᵃ 95% CI: 95% confidence interval. 
* Within respondents who already accessed services but access (how/when) changed.
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Comparison to other surveys

It is useful to compare QUIMHS findings against findings from other similar surveys. However, given the 

differences in data collection methodologies, any comparison and interpretation must be carefully considered. 

The two surveys closest in timing of data collection and scope for comparison to QUIMHS findings are the 

National Study of Mental Health and Wellbeing conducted in 2020-21 (NSMHW, 2020-21)20 and the National 

Aboriginal and Torres Strait Islander Health Survey conducted in 2018-19 (NATSIHS-2018-19).21

Table 5.1 compares the data collection method across QUIMHS, NSMHW 2020-21 and NATSIHS 2018-19. The 

NSMHW 2020-21 study was conducted by the ABS as part of a broader Intergenerational Health and Mental 

Health study. It surveyed a representative sample of Australian residents aged 16 – 85 years, from private 

dwellings. Structured face-to-face interviews were conducted to capture information on the lifetime and 

12-month prevalence of mental and substance use disorders, health services accessed by participants for 

mental health problems, suicidality, as well as demographic and socio-economic characteristics of participants. 

Survey findings released by the ABS represent national estimates, with the sample size not sufficiently large to 

present estimates disaggregated by state or Indigenous status.22

The NATSIHS 2018-19 survey was also conducted by the ABS and forms part of a survey series which occurs 

every 6 to 8 years. NATSIHS 2018-19 used a representative sample of Aboriginal and Torres Strait Islander 

adults from non-remote and remote areas of Australia, including discrete Indigenous communities. Face-to-

face interviews were undertaken to capture information on long-term health conditions, mental wellbeing, 

lifestyle factors, and access of health services.23

Table 5.1. Data collection processes across QUIMHS, NSMHW 2020-21 and NATSIHS 2018-19

Survey process QUIMHS NSMHW 2020-21ᵃ NATSIHS 2018-19ᵇ

Timeframe for data 
collection

2022 2020-2021 2018-2019

Case definition available Estimates of 
psychological distress 
in past month

Diagnosis of mental 
disorders and harmful 
substance use based 
on DSM-IV-TRᶜ in past 
12 months

Estimates of 
psychological distress 
in past month 

Diagnosis of mental 
and substance use 
disorders based on 
ICD-10ᵈ in past 12 
months 

Diagnosis based on 
DSM-IV-TRᶜ possible 
but currently not 
available

Estimates of 
psychological distress 
in past month

No diagnostic data 
available 
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Survey process QUIMHS NSMHW 2020-21ᵃ NATSIHS 2018-19ᵇ

Mental health indicator Kessler-5 measure of 
psychological distress

CIDI 3.0ᵉ structured 
diagnostic interview 
for mental disorders

Customised structured 
diagnostic module for 
harmful substance use

Kessler-10 measure of 
psychological distress

CIDI 3.0ᵉ structured 
diagnostic interview 
for mental and 
substance use 
disorders

Kessler-5 measure of 
psychological distress

Target participants Aboriginal and 
Torres Strait Islander 
residents of southeast 
Queensland

Nationally 
representative sample 
of Australian adults 
living in private 
dwellings across 
urban/rural areas in all 
states and territories

Nationally 
representative sample 
of Aboriginal and 
Torres Strait Islander 
adults living in private 
dwellings

Sampling strategy Mixed-method 
sampling involving 
both snowballing 
process and 
household sampling 
(not a randomised 
sample)

Randomised 
Household sample

Randomised 
Household sample

Age of sample 18+ years 18+ years 18+ years

Indigenous status Data available for 
Indigenous Australians 

Data not available by 
Indigenous status

Data available for 
Indigenous Australians 

Location status Data available for 
southeast Queensland 
only

Only nationally 
representative data 
available 

Data can be subset 
to locations within 
southeast Queensland 

Sample size 406 5554 10500

ᵃ NSMHW 2021-22: National Study of Mental Health and Wellbeing 2021-22.22 
ᵇ NATSIHS 2018-19: National Aboriginal and Torres Strait Islander Health Survey.23  
ᶜ DSM-IV: Diagnostic and Statistical Manual of Mental Disorders. 
ᵈ ICD-10: International Classification of Diseases. 
ᵉ CIDI 3.0: Composite International Diagnostic Interview 3.0.

Comparison with NSMHW 2020-21 results

Comparisons between QUIMHS and NSMHW 2020-21 allowed us to compare prevalence rates of psychological 

distress and mental and substance use disorders, suicidal behaviours, and service utilisation against a 

nationally representative sample of Australian adults. It’s important to interpret these comparisons cautiously, 

given differences in the data-collection methodology across these two surveys. Notes on interpretation are 

presented alongside the comparisons in this section. 
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The NSMHW 2020-21 used the Kessler-10 (K10)22 scale as a measure of psychological distress within the past 

four weeks. The K5 scale utilised within QUIMHS has been adapted from the K10 for administration within 

Indigenous Australian populations. The NSMHW 2020-21 estimated that in 2020-21, 15.4% of Australians had 

experienced high or very high levels of psychological distress on the K10. By comparison, the QUIMHS survey 

estimated that in 2022, approximately 45.8% of the sample reported high/very high levels of psychological 

distress on the K5.

Table 5.2 summarises the prevalence of mental disorders and harmful substance use across these two surveys. 

The prevalence distribution of disorders (relative to each other) was similar across both surveys, with major 

depressive episode being the most common disorder in the past 12 months, followed by post-traumatic stress 

disorder, and generalised anxiety disorder respectively. However, as was the case for psychological distress, 

prevalence estimates were significantly elevated within the QUIMHS sample compared to within the NSMHW 

2020-21 sample. Overall, there was about double the number of participants experiencing mental disorders and 

harmful substance use in the past 12 months within QUIMHS compared to NSMHW 2020-21. Approximately 

one in two Indigenous Australians in the QUIMHS sample experienced mental disorders and harmful substance 

use in the past 12 months, compared to one in five Australians within the NSMHW 2020-21 sample. A major 

depressive episode and post-traumatic stress disorder were about five and three times more prevalent within 

the QUIMHS sample compared to the NSMHW 2020-21 sample, respectively. The prevalence of harmful 

substance use was approximately two times more prevalent within the QUIMHS sample compared to the 

NSMHW 2020-21 sample.

Table 5.2. QUIMHS and NSMHW 2020-21 prevalence of mental disorders and harmful substance use in the 
past 12 months

Disorder QUIMHSᵃ  
% (95% CI)ᶜ

NSMHW 2020-21ᵇ 
% (95% CI)ᶜ

Major depressive episode 24.6 (20.4 – 29.3) 4.6 (4.0 – 5.2)

Generalised anxiety disorder 8.1 (5.7 – 11.4) 3.8 (3.3 – 4.3)

Post-traumatic stress disorder 19.9 (16.1 – 24.5) 5.7 (5.1 – 6.3)

Probable alcohol dependence 6.3 (4.2 – 9.4) 0.9 (0.7 – 1.1)

Probable illicit drug dependence 2.4 (1.2 – 4.7) 1.0 (0.7 – 1.3)

Any harmful substance use 5.5 (3.5 – 8.5) 3.3 (2.8 – 3.8)

Any mental disorder or harmful substance use 44.5 (40.5 – 50.8) 21.4 (20.3 – 22.5)

ᵃ QUIMHS: Queensland Urban Indigenous Mental Health Survey. 
ᵇ Prevalence estimates from the National Study of Mental Health and Wellbeing 2020-21 (NSMHW 2020-21) 
obtained elsewhere22. The 95% confidence intervals for prevalence estimates from this survey are indicative as 
they were estimated based on the reported sample size only.  
ᶜ 95% CI: 95% confidence interval.
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In terms of suicidality, NSMHW 2020-21 reported that 16.7% of Australians had ever experienced suicidal 

thoughts, 7.7% had ever made a suicidal plan, and 4.8% had ever attempted to take their own life. By 

comparison, QUIMHS reported higher rates of suicidal behaviours with 55.2% of participants ever 

experiencing suicidal thoughts, 26.3% ever making a suicidal plan, and 20.7% ever attempting to take their life.  

Approximately 38.0% of Australians from NSMHW 2020-21 compared to 57.5% of Indigenous Australians from 

QUIMHS reported that they had lost a close friend or family member to suicide over the course of their lives.

We were limited in the comparisons of service utilisation between QUIMHS and NSMHW 2020-21 to what 

has currently been publicly released for NSMHW 2020-21. Overall, we saw greater rates of service utilisation 

amongst QUIMHS participants compared to NSMHW 2020-21 participants. At the national level NSMHW 2020-

21 reported that 17.5% of Australians saw a health professional in the last 12 months for their mental health 

compared to 52.2% (47.0 – 57.4%) of Indigenous Australians within QUIMHS. Amongst those with a mental or 

substance use disorder in the last 12 months, rates of service utilisation was closer between the two surveys, 

with 41.7% of Australians having seen a health professional for their mental health within NSMHW 2020-21 

compared to 66% (58.1 – 73.2%) of Indigenous Australians within QUIMHS. 

As noted above, not all differences in disorder prevalence, suicidal behaviours and service utilisation between 

these two surveys can be attributed to ‘true’ differences between the population of Indigenous Australians in 

SEQ and Australians nationally. We have listed here some of the differences between samples that need to be 

considered when interpreting these comparisons.

•	 Firstly, we compared estimates from a sample of Indigenous Australians from SEQ against a sample of 

both Indigenous and non-Indigenous Australians nationally. As the national data from NSMHW 2020-

21 cannot be disaggregated by location or Indigenous status, some of the observed difference in the 

data may be explained by variations across locations or groups in those locations (e.g., variations in 

cultural, health and overall socio-demographic differences). This may lead to higher or lower estimates of 

prevalence/service use. 

•	 Secondly, it is also important to acknowledge the COVID-19 context. While both surveys undertook data 

collection during the COVID-19 pandemic, they were at different time points during the pandemic, with 

different states and territories being impacted differently. Participants’ mental health and their access to 

services may have been impacted differently at different stages of the pandemic. Potential impact of the 

COVID-19 pandemic on the data is presented in the discussion section of this report.

•	 Thirdly, QUIMHS study participants heard about the survey through snowball sampling, which included 

the project’s community engagement efforts and Facebook campaign. This may have introduced a self-

selection bias whereby participants were more likely to identify strongly with the survey topic, to be more 

engaged within the community, in touch with a health service, or more willing and comfortable speaking 

about their mental health than the broader population compared to the random household sample of 

participants from the NSMHW 2020-21. It is unclear whether this would have led to greater or lower rates 

of prevalence/service use in the QUIMHS sample compared to the general population. 
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•	 Last, there are differences in the case definitions of mental and substance use disorders between 

QUIMHS and NSMHW 2020-21. The prevalence data currently available for NSMHW 2020-21 make use 

of International Classification of Diseases (ICD-10) classifications while QUIMHS estimates made use of 

DSM-IV-TR classifications. Additionally, QUIMHS focused on major depressive episodes, made use of a 

customised module to measure harmful substance use, and used the K5 as a measure of psychological 

distress. By comparison, NSMHW 2020-21 captured major depressive disorder as well as other form of 

depression, the CIDI 3.0 was used to measure the prevalence of substance use disorders, and the K10 

which contains more items on psychological distress was used. This may impact on the number of cases 

reported with a disorder across surveys.

Comparison with NATSIHS 2018-19 results

Comparisons between QUIMHS and NATSIHS 2018-19 allow us to compare rates of psychological distress 

on in the past 4 weeks (as measured by the K5) between a sample of Indigenous Australians in SEQ in 2022 

(as collected by QUIMHS) against similar results from a representative sample of Indigenous Australians 

from SEQ in 2018-19 (as collected by NATSIHS 2018-19). NATSIHS 2018-19 results can be subset to specific 

locations within SEQ captured by the QUIMHS survey which facilitated this location-specific comparison.  As 

presented in Table 5.3, NATSIHS 2018-19 estimated that in 2018-19, 27.7% of Indigenous Australians in SEQ had 

experienced high or very high levels of psychological distress. By comparison the QUIMHS survey estimated 

that in 2022, approximately 45.8% of the sample reported high/very high levels of psychological distress. This 

difference was similar across both males and females.

Table 5.3. Proportion (%) of cases reporting high/very high psychological distress in QUIMHS compared to 
NATSIHS 2018-19

Sex  QUIMHSᵃ 
% (95% CI)ᶜ

NATSIHS 2018-19ᵇ 
% (95% CI)ᶜ

Difference 
% (SE)ᵈ

Female 45.9 (39.8 – 52.2) 29.9 (27.1 – 32.7) 16.0 (3.4)

Male 45.3 (35.2 – 55.4) 24.9 (19.9 – 29.9) 20.4 (5.8)

Total 45.8 (40.6 – 51.0) 27.7 (25.9 – 29.5) 18.1 (2.8)

ᵃ QUIMHS: Queensland Urban Indigenous Mental Health Survey. 
ᵇ Proportions estimated from the National Aboriginal and Torres Strait Islander Health Survey.23 
ᶜ 95% CI: 95% confidence interval. 
ᵈ SE: Standard error.

It is important to note that the difference between high/very high levels of psychological distress in QUIMHS 

compared to NATSIHS 2018-19 is not directly equivalent to what the difference in the prevalence of mental 

disorders and harmful substance use would be between surveys had NATSIHS 2018-19 also surveyed disorder 

prevalence. As presented earlier on rates of psychological distress, of those participants scoring high/very high 

on the K5 in the QUIMHS sample, 64.9% (57.2 – 71.9%) went on to meet diagnostic criteria for mental disorders 

and harmful substance use in the past 12 months. An additional 29.3% (23.2 – 36.1%) of cases reporting low/

moderate psychological distress also went on to meet diagnostic criteria for mental disorders and harmful 

substance use in the past 12 months.
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Not all differences in psychological distress between the two surveys will be due to ‘true’ differences between 

samples. Some of the differences will also be explained by measurement error. Here we have presented two 

potential sources of measurement error that are important to consider when interpreting findings, however, this 

list is not exhaustive. 

•	 Firstly, a portion of this difference could be due to sampling bias within the QUIMHS sample. QUIMHS 

did not use a randomised household sample of participants, with greater reliance on word of mouth and 

snowballing methods to recruit participants. Some of the observed difference in prevalence may therefore 

be due to differences in the circumstances of participants more likely to participate in the QUIMHS survey 

compared to the random household sample of participants from the NATSIHS 2018-19. This may lead to 

either an increase or decrease in rates of psychological distress reported. 

•	 Secondly, a portion of the elevated cases of psychological distress within the QUIMHS sample could be 

due to the impact of COVID-19. Analyses presented earlier in this report on the impacts of the COVID-19 

pandemic identified that participants’ mental health was negatively impacted by the pandemic. There 

is currently no comparable NATSIHS data collected during the COVID-19 pandemic for us to compare 

QUIMHS data against.

It is difficult, with the data that is currently available, to directly quantify the proportion of the elevated cases of 

psychological distress within the QUIMHS sample that is due to the COVID-19 pandemic versus measurement 

error from sampling processes. However, we conducted a sensitivity analysis to estimate the ‘adjusted 

prevalence’ of mental disorders and harmful substance use within the QUIMHS survey. In this analysis our 

original prevalence estimates were weighted by the difference in high/very high psychological distress scores 

from the NATSIHS 2018-19 survey. We adopted a conservative approach by assuming that all the difference 

between high/very high levels of psychological distress between QUIMHS and NATSIHS 2018-19 was due to 

measurement error. This is conservative in the sense that the adjusted-prevalence estimates will likely be an 

underestimate of the true prevalence of mental and substance use disorders within the broader population of 

Indigenous Australians within SEQ as we do not consider the impact of COVID-19 on prevalence. 

Table 5.4 compares the raw prevalence of mental disorders and harmful substance use against the equivalent 

adjusted prevalence after accounting for the difference in reported levels of psychological distress from the 

NATSHIS 2018-19 survey. Overall, the prevalence of mental disorders and harmful substance use decreased 

by 7.3% from 45.6% (40.5 – 50.8%) to 38.3% (33.2 – 43.2%) after this adjustment. Most of this decrease 

occurred within mental disorders as opposed to harmful substance use which was not surprising, as K5 items 

are most associated with symptoms of common mental disorders such as depression and anxiety disorders. 

The disorders with the greatest change in prevalence were major depressive episode which decreased by 6.9% 

from 24.6% (20.4 – 29.3%) to 17.7% (14.3 – 21.8%) and post-traumatic stress disorder which decreased by 3.8% 

from 19.9% (16.1 – 24.5%) to 16.1% (12.6 – 20.5%).
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Table 5.4. Sensitivity analysis showing raw and adjusted prevalence of mental disorders and harmful 
substance use in the past 12 months

Disorder Unadjusted 
prevalence 
% (95% CI)ᵃ

Adjusted prevalenceᵇ 
% (95% CI)ᵃ

Major depressive episode 24.6 (20.4 – 29.3) 17.7 (14.3 – 21.8)

Generalised anxiety disorder 8.1 (5.7 – 11.4) 7.4 (5.0 – 10.9)

Post-traumatic stress disorder 19.9 (16.1 – 24.5) 16.1 (12.6 – 20.5)

Any mental disorder 40.2 (35.2 – 45.4) 32.1 (27.3 – 37.3)

Any harmful use 10.3 (7.5 – 14.0) 9.8 (7.0 – 13.7)

Any mental disorder or harmful substance use 45.6 (40.5 – 50.8) 38.3 (33.2 – 43.8)

ᵃ 95% CI: 95% confidence interval. 
ᵇ Adjusted prevalence accounts for the difference in reported levels of psychological distress from the NATSHIS 
2018-19 survey.
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Significance of the research

The QUIMHS project was successful in administering a mental health prevalence survey, containing 

standardised diagnostic instruments and processes, to an urban Indigenous Australian community sample. 

This is the first epidemiological study to be conducted at this scale in Australia to report on mental disorders 

and harmful substance use prevalence and service use within the broader Indigenous Australian community in 

SEQ. The project’s guiding principles and processes were critical to this success. All work was executed under 

conditions that were deemed culturally appropriate and safe for participants by Indigenous stakeholders and 

was designed to deliver findings that were scientifically robust.  

The project was guided by a Steering Committee comprising Indigenous representatives and Indigenous 

and non-Indigenous experts in mental health and services research. Guidance from the steering committee 

was complemented with efforts by the QUIMHS research team to work closely with Indigenous stakeholders 

and community members to first develop and test a methodological framework, then administer the survey. 

QUIMHS survey methods allowed for flexibility, sensitivity, and responsiveness to community needs. This 

proved to be useful in an ever-changing environment where researchers and communities alike were faced with 

challenges such as COVID-19 waves and natural disasters. 

Summary and interpretation of findings 

Almost half (45.8%) of participants reported high/very high levels of psychological distress in the four weeks 

prior to the survey, with a similar proportion of participants (45.6%) experiencing mental disorders and harmful 

substance use within the 12 months prior to the survey. Mental disorders and harmful substance use were 

evident across all ages and males and females tended to be equally impacted. The most common disorders 

were major depressive episode (24.6%), and post-traumatic stress disorder (19.9%).  Just over half (54.5%) 

of participants did not experience mental disorders or harmful substance use in the 12 months leading up to 

the survey, indicating that many participants were in a good mental health state and had been coping well. It 

is important to note however that only 64.9% of those reaching high/very levels of psychological distress in 

the last four weeks (according to the K5) met diagnostic criteria for a disorder in this survey. It is possible that 

some of the remaining participants with elevated psychological distress were experiencing other disorders not 

captured within this survey, or experiencing the new onset of a disorder not able to be captured by the survey. 

Overall, prevalence levels detected within QUIMHS indicate potentially high rates of mental disorders and 

harmful substance use within the broader Indigenous Australian community in SEQ. They provide better insight 

into our previous understanding of mental disorders and harmful substance use as significant contributors to 

the disability and burden experienced by Indigenous Australian in SEQ24 and where services are most needed.

Discussion
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We identified several socio-demographic and cultural indicators significantly correlated with higher prevalence 

of mental disorders or harmful substance use. Participants sleeping rough or homeless were almost six times 

more likely to have a mental disorder or harmful substance use in the last 12 months compared to homeowners. 

Participants reporting financial stress were two times more likely to experience a mental disorder or harmful 

substance use in the last 12 months compared to those reporting no financial stress. The connection 

between these variables and mental health can be complex and bi-directional. However, for many individuals 

experiencing a mental disorder or harmful substance use, obtaining and sustaining stable employment and/

or housing can be challenging, which further exacerbates their physical and mental health, economic security, 

access to social networks, and use of health services.25  Participants who reported lower rates of connection 

and belonging to culture, participation in cultural events and activities, and feelings of empowerment were 

approximately twice as likely to have a mental disorder in their lifetime compared to those indicating stronger 

cultural connection and belonging, greater participation, and more empowerment. These findings reinforce 

the protective role of cultural identity on the health and wellbeing of Indigenous Australians.26 More research 

directed at quantifying this impact is important, particularly within the context of mental disorder prevention 

and intervention at a population level.

Mental disorders and harmful substance use were experienced at different levels of severity within our sample. 

Most participants experiencing a mental disorder or harmful substance use reported poorer health status than 

those without a disorder (as measured by the SF-12). Participants with a major depressive episode, generalised 

anxiety disorder, and probable illicit drug dependence reported poorer health status. The observed trend in 

health status for major depressive episode and probable illicit drug use dependence is consistent with our 

broader understanding of these disorders being highly disabling with significant functional impairment.27,28 

Typically, we expect functional impairment caused by post-traumatic stress disorder to be greater than 

generalised anxiety disorder, which was not the case here. Given that there were more cases of post-traumatic 

stress disorder within our sample it is possible that we had a more diverse distribution of responses for this 

disorder, however more research is required to better interpret this difference. Information on the severity and 

health status associated with mental disorders and harmful substance use has important applications in service 

planning or clinical practice. It can be used as a meaningful threshold to inform guidelines on when to seek or 

stop treatment, as well as the type and amount of treatment required for various disorders. 

As further indication of the severity and impact of mental disorders and harmful substance use, one in two 

participants (55.2%) had experienced suicidal thoughts, one in four participants (26.3%) had ever made a 

suicidal plan, and one in five participants (20.7%) had ever attempted suicide. All participants who reported 

making plans or had attempted suicide in the 12 months prior to the survey met criteria for a mental disorder 

or harmful substance use. Suicide has been identified as a significant contributor to the premature mortality 

experienced by Indigenous Australians.29 The findings reported here provide further emphasis for the 

promotion of positive mental health and social and emotional wellbeing in the prevention of suicide within 

Indigenous Australian communities. 
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Approximately 66% of participants experiencing a mental disorder or harmful substance use had accessed 

a health service in the 12 months prior to the survey. Those with a major depressive episode (81%) and 

those with a probable illicit drug use disorder (83.2%) were more likely to have accessed treatment. Overall, 

participants preferred accessing ACCHSs over mainstream services for all types of health concerns. Most 

participants experiencing a mental disorder or harmful substance use had accessed a service within the mental 

health sector, provided by a general practitioner.  

It was encouraging to note that 22.3% of individuals experiencing a mental disorder or harmful substance use 

in the 12 months prior to the survey regarded themselves as having that need met by services. However, there 

is unquestionably more work to be done in closing the gap between met need and unmet need and between a 

recognised need for care and actual care within our sample. Of the participants experiencing a mental disorder 

or harmful substance use in the 12 months prior to the survey, 66% sought help from a health professional for 

their mental health while 34% did not. Of the 34% not accessing care, 46.8% perceived a need for that care 

(9.4% perceived partially met need and 37.4% perceived unmet need). The highest level of partially met need 

was for services providing information about mental illness, its treatment, and available services (15.7%).  The 

highest level of unmet need was for social interventions (20.1%). Across all service types, the most common 

reason for the partially met or unmet need was that participants asked for help but did not receive that help. 

The highest level of fully met need was for more conventional services such as medicines and tablets (35.5%) 

and counselling services and talking therapy (32.1%) which have received greater emphasis within service 

provision in recent years.

QUIMHS participants perceived significant impacts of the COVID-19 pandemic on their mental health across 

several domains. Participants that indicated that their mental health, physical health, relationships, or time 

spent doing extracurricular activities and learning had worsened due to the pandemic were twice more likely 

to experience a mental disorder or harmful substance use than those indicating that these factors had not 

changed. Additionally, those reporting no change to their work and personal finances because of the COVID-19 

pandemic were 40% less likely to experience a mental disorder or harmful substance use in the last 12 months 

when compared with participants that did not select that response. Those reporting “a great deal” of worry or 

distress about separation from their family or close friends, cancellation, or restriction of significant life events, 

or being unable to participate in recreational activities because of COVID-19 were twice as likely to experience 

a mental disorder or harmful substance use in the last 12 months compared to those who reported no worry or 

distress for those items. Our results indicate that the COVID-19 pandemic created an environment where many 

of the determinants of mental health worsened. 

When asked about the impact of the pandemic on their access of services, approximately one in five of all 

participants (22.7%) stated they needed more support for their mental health because of the COVID-19 

pandemic. There was relatively little change to need for support for substance related problems. Most 

participants already using mental health and substance use services continued using them as normal (35.1%), 

and some experienced changes to how and when these services were provided (11.0%). Flexible access 

options (such as telehealth or telephone services) were rated highest amongst factors that made accessibility 

to mental health and substance use services easier.
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Previous work quantifying the impact of COVID-19 on mental disorders showed an increase in the global 

prevalence of depressive and anxiety disorders in 2020 as a result of the pandemic.30 Meeting this added 

demand for mental health services has been challenging for most populations. However, there are mitigation 

strategies that can be used to respond to the mental health needs of communities during the COVID-19 

pandemic. These resources include strategies that make the best use of already competing resources, consider 

the local context, attend to vulnerable populations, and emphasize inclusivity, stigma reduction, and human 

rights.31 

Comparison with other surveys

We observed a clear mental health gap between the QUIMHS sample compared to the NSMHW 2020-

21 sample. The prevalence of psychological distress, mental disorders and harmful substance use were 

significantly elevated within the QUIMHS sample compared to within the NSMHW 2020-21 sample. There 

were approximately double the number of participants experiencing a mental disorder or harmful substance 

use in the past 12 months within QUIMHS compared to NSMHW 2020-21. There were also elevated rates of 

both suicidal behaviour and exposure to suicide within QUIMHS. The need for services was greater within 

the QUIMHS sample. At the national level NSMHW 2020-21 reported that 17.5% of Australians saw a health 

professional in the last 12 months for their mental health compared to 52.2% of Indigenous Australians within 

QUIMHS. Amongst those experiencing a mental disorder or harmful substance use in the last 12 months, 

rates of service utilisation was closer between the two surveys with 41.7% of Australians having seen a health 

professional for their mental health within NSMHW 2020-21 compared to 66% of Indigenous Australians within 

QUIMHS. There are several differences in the methods used across these surveys that will explain some of 

these differences in findings. However, they are unlikely to explain the full extent of disparity between the 

mental health status and needs of Indigenous Australians within the QUIMHS sample and that of the general 

Australian population within the NSMHW 2020-21 sample.

QUIMHS reported almost twice as many participants experiencing high/very high psychological distress on the 

K5 compared to what was estimated by NATSIHS 2018-19 for participants within SEQ. However, this difference 

does not directly correspond to the difference in the prevalence of mental disorders and harmful substance use 

between the surveys (had NATSIHS 2018-19 also surveyed mental disorder prevalence), as an additional 29.3% 

of QUIMHS participants who reported low/moderate psychological distress went on to meet diagnostic criteria 

for a mental disorder or the threshold for harmful substance use in the past 12 months. Nonetheless, QUIMHS 

reported a greater number of participants with elevated psychological distress, and there are two possible 

explanations for this discrepancy. Firstly, it could be due to measurement error within the QUIMHS sample. 

Unlike the NATSIHS 2018-19, QUIMHS did not use a randomised household sample of participants, with greater 

reliance on word of mouth and a snow-balling method to recruit participants. Secondly, it could be due to the 

negative impact of the COVID-19 pandemic on participant’s mental health within the QUIMHS sample. There is 

currently no NASTIHS data collected during the COVID-19 pandemic for comparison against the QUIMHS data.
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Overall the QUIMHS findings support the existing literature32,33 indicating elevated mental health problems 

within Indigenous Australian populations compared to non-Indigenous Australians and re-emphasises the 

inequality within mental health issues faced by Indigenous Australians. It is important to re-affirm here that the 

contributors to the inequality in mental health outcomes between Indigenous and non-Indigenous Australians 

are not inherent. There are many social, historical, and economic disadvantages faced by Indigenous 

Australians which explain the mental health gap between Indigenous and non-Indigenous Australians.33,34 

Closing this gap requires a holistic approach to mental health, and attention to primary and early intervention 

strategies that are effective and culturally appropriate.35,36

Considerations and limitations

Scope of survey

QUIMHS was a cross-sectional survey of Indigenous Australians in SEQ aged 18 years and above. Children and 

youth, although equally important to survey, were outside the scope of this project. Given the cross-sectional 

design of the survey, we cannot report on the incidence of mental disorders and harmful substance use or 

draw causal inferences from the findings presented. Where we have investigated the relationship between 

prevalence and other variables, our findings only represent an association between these variables and do not 

necessarily establish a causal relationship.

Case definitions and survey instrument 

The survey was limited to a subset of mental disorders and harmful substance use which do not represent all 

mental health issues faced by Indigenous Australian populations within SEQ. Notably, it was outside the scope 

of this survey to investigate cases of psychosis and bipolar disorder which are believed to be burdensome 

disorders within Indigenous Australian communities.24

We used the CIDI 3.0 with its corresponding DSM-IV-TR diagnostic classifications to identify cases of mental 

disorders. It remains the only structured, lay administered, diagnostic instrument successfully utilised within 

a sample of Indigenous Australian participants in SEQ. The CIDI 3.0 was also used within all iterations of the 

NSMHW surveys, therefore its use in QUIMHS facilitated the comparison of findings between the two surveys. 

The next iteration of the CIDI instrument corresponding to DSM 5 classifications is under development.  

Revisions made between the DSM-IV-TR and DSM 5 included changes to diagnostic criteria for some 

disorders as well as changes to how disorders are grouped. Further work needs to be undertaken to update 

QUIMHS estimates to DSM 5 classifications. The CIDI 3.0 was not used to produce diagnoses of substance 

use disorders within this survey. To limit the length of the survey and response burden on participants, it was 

replaced with a shorter module containing items which identified occurrences of harmful substance use and 

established estimates of probable diagnoses. Although the shorter module was constructed using validated 

measures of substance dependence, the probable diagnoses of substance use disorder, reported as “harmful 

substance use”, should be interpreted with caution.
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Sample size

QUIMHS data collection took place between January and October 2022 while SEQ faced several waves of 

COVID-19 transmission within the community as well as a significant flooding event. These posed several 

challenges to participant recruitment activities, limiting our ability to reach potential participants at key times 

during data collection. Our sample size of 406 participants likely had insufficient power to detect all statistically 

significant effects within our analyses. Although findings were weighted according to latest census data on the 

age and sex distribution of Indigenous Australians in SEQ, it is important to acknowledge that some age groups 

were under-represented within our sample. Specifically, males younger than 40 years and older than 80 years. 

The 95% bounds of uncertainty around some of our estimates (for instance, variation across age and sex) were 

large and overlapping and this lack of data needs to be considered while interpreting finings. 

Sample representativeness and generalisability of findings 

Many epidemiological surveys employ multistage randomised sampling via door knocking to achieve a 

representative sample of participants. It was not feasible to exclusively sample in this way here, where a 

household-listing of Indigenous residents in SEQ is not publicly available, and only a relatively small percentage 

of the population is Indigenous. The QUIMHS sampling strategy employed a mixed-method sampling made 

up of snowball sampling methods and household door knocking. Most study participants heard about the 

survey through snowball sampling, which included the project’s community engagement efforts and Facebook 

campaign. This allowed us to capture a proportion of the population not living in a residence, who are typically 

missed within surveys that rely solely on doorknocking. Approximately 13% of the QUIMHS sample consisted 

of participants not living in a residence, with elevated prevalence of mental disorder and harmful substance 

use detected within those participants. Whilst this was an advantage of our sampling strategy, reliance on a 

snowball sampling method may have also introduced a self-selection bias. Participants who were more likely 

to identify strongly with the survey topic, be engaged within the community, have access to health services, or 

feel comfortable speaking about their mental health may have been overrepresented in the sample. 

The impact of sampling bias on our results is difficult to quantify, however, to explore this, we conducted a 

sensitivity analysis to estimate the ‘adjusted prevalence’ of mental disorder and harmful substance use within 

the QUIMHS survey. In this analysis our prevalence estimates were weighted by the difference in high/very high 

psychological distress scores from the NATSIHS 2018-19 survey. The assumption we made was that the higher 

rates of high/very high levels of psychological distress within QUIMHS compared to NATSIHS 2018-19 was 

entirely due to measurement error within our sampling strategy. Overall, the prevalence of mental disorders 

and harmful substance decreased by 7.3% from 45.6% to 38.3% after this adjustment.  This indicates that if the 

above assumption stands true, the limitations to our sampling strategy did not significantly bias our results and 

do not affect the overall interpretation of findings.
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This adjustment is indicative, because not all the differences between QUIMHS and NATSIHS 2018-19 

results can be attributed to sampling bias. For instance, NATSIHS 2018-19 data does not reflect the impact 

of COVID-19, whilst within QUIMHS, results indicated that participants’ mental health and service use were 

associated with variables related to the COVID-19 pandemic. Comparable survey data establishing a pre-

COVID-19 baseline does not exist from which we can quantify the change in QUIMHS findings pre and post the 

beginning of the pandemic. 

To date, QUIMHS is the largest diagnostic survey of its kind in this region. As the research is targeted at an 

urban-residing Indigenous population, findings may have limited applicability to rural and remote-residing 

Indigenous peoples. The study methods included cultural adaptations, frameworks, and measures that were 

informed by working closely with Indigenous stakeholders and community members in SEQ. While this is a 

strength of this research, the methods listed in this paper may not be directly applicable to other Indigenous 

Australian communities. 

Self-reported data 

Collecting information through self-report has its own limitations. Participants may be biased when recalling or 

reporting their own experiences, especially if these were sensitive or upsetting in nature. The QUIMHS survey 

interviews were performed by Indigenous interviewers trained in community engagement skills and a general 

understanding of mental health to help build better rapport with participants and help minimize these biases.

Research applications and translation

The QUIMHS survey has provided rich data on the mental health and wellbeing of Indigenous Australians 

in SEQ, the services they accessed, and barriers they faced in accessing care in the 12 months prior to the 

survey. This project gathers information directly from members of the community about their mental health and 

experiences in accessing services, and provides this information back to the Indigenous Australian community 

of SEQ. To the stakeholders involved in the identification, management, and prevention of mental and 

substance use disorders, the project provides the opportunity to respond to this information. There are several 

opportunities for QUIMHS data to inform service planning and delivery, specifically: in identifying groups in the 

population most in need of mental health services, informing the development of better models of care and 

care pathways, and addressing common barriers to care faced by Indigenous Australians in SEQ. 

There are also opportunities for this data to be used in further research to continue learning about the needs 

of the community. Application of the QUIMHS data could include: (1) estimating the burden of mental disorders 

and harmful substance use in SEQ; (2) estimating the prevalence of mental disorder and harmful substance 

use in other areas outside of SEQ, where it is appropriate to do so; (3) conducting comparative assessments 

with other Indigenous populations internationally (4) conducting symptom level analyses of mental disorders 

and harmful substance use; (5) exploring predictors of service use & barriers to care; (6) exploring predictors 
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of mental disorder and harmful substance use severity; and (7) conducting linkage analyses of QUIMHS data to 

other health based datasets for  participants providing consent to do so.

The methodological framework which delivered the QUIMHS survey can also be applied to future research. 

This includes: (1) findings from the QUIMHS pilot study which was the first calibration exercise of the 

survey instrument conducted for Indigenous Australians; (2) the application of the QUIMHS data collection 

methodology for other large scale mental health surveys involving Indigenous Australian participants; (3) the 

application of QUIMHS survey instrumentation, resources, and marketing campaign for other relevant mental 

health initiatives and research; and (4) the application of the QUIMHS training program developed for the 

interviewers to other mental health initiatives and surveys.

Concluding statement

The QUIMHS survey is the first epidemiological study of its kind conducted at this scale in Australia to report on 

mental disorders, harmful substance use prevalence and service use within the broader Indigenous Australian 

community in SEQ. Findings have indicated high rates of mental disorders and harmful substance use faced 

by Indigenous Australians in SEQ, and important gaps and barriers within the mental health services they 

accessed. This acquired knowledge opens specific aspects of consideration for service planners and providers 

to better inform the resourcing and planning for mental health services. This holds potential to create new 

opportunities to address and reduce the impact of mental and substance use disorders amongst Indigenous 

Australians in SEQ.    
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The QUIMHS research team acknowledges that speaking about mental health, suicide, and past experiences 

can be inherently challenging. Although safety and risk measures were developed using input and feedback 

from our Indigenous stakeholders, steering committee and pilot study participants, the QUIMHS research team 

also wanted to seek feedback directly from participants about the general process and their experience of the 

survey. 

The feedback from participants serves to assist research staff to understand participants’ personal and cultural 

perspectives and to learn about any aspects that may require modification for any future research. Participant 

feedback was optional, in the form of a 4-item questionnaire. The feedback forms were not linked to any survey 

results and were recorded and kept separately. The feedback form was offered to the participant via email after 

the interview.

In total, 30 feedback forms were completed and collected by the end of the survey. Responses to each of the 

four questions were sorted by theme, summarised in Table A. Some responses were coded across multiple 

themes.

Appendix A: Participant response and feedback
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Appendix A: Participant response and feedback

Table A. Participant feedback summary

Question 1. What was your experience like when you completed the Staying Deadly Survey?

Number of 
respondents n = 30

Themes Example response

29 Positive "My experience was a positive one. I felt very well 
informed around what to expect and how I was able to 
access support if needed through triggers etc. I felt good 
about sharing my journey to help in the long run.”

"Smooth, respectful and calming”

10 Comfortable "Brilliant, I felt comfortable while talking about sensitive 
issues and able to express what I needed without being 
judged.”

“[The interviewer] made me feel comfortable by yarning to 
me and building a connection before getting in to the nitty 
gritty of the survey.”

5 Culturally safe "Easy going and straight forward. No issues at all. Very 
culturally sensitive and understanding.”

 "I felt culturally safe throughout the whole process, thank 
you.”

4 Difficult at times “It can be difficult at times with some of the more sensitive 
questions, but having someone like [the interviewer] 
who comes with an understanding made the process 
comfortable. The questions were clear and overall I had a 
positive experience undertaking the survey.”

 “It was at times uneasy, but it’s also refreshing to help.”

4 Long “The experience was enjoyable a little but long, but [the 
interviewer] made it fun… so it wasn't drawn out and 
tedious.”

 "It was long, but it was comprehensive”
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Question 2. Was there anything about the Staying Deadly Survey that you think should be changed or 
improved upon?

Number of 
respondents n = 30

Themes Example response

20 No changes "No - I think it was fine, I had no issues.”

 "The way it went worked for me”

3 Repetitive questions "The repetition of questions is hard to keep engaged with.”

 "There were a number of questions that were asked multiple 
times.”

7 Practical 
suggestions for 
change

"For a visual person like myself, maybe have the questions 
there on the screen to read for myself.”

"Some of the options for answers to some of the questions 
need to be revised. Some perhaps need to be more a yes/
no, or perhaps N/A.”



The Staying Deadly Survey - The Queensland Urban Indigenous Mental Health Survey Report 74

Appendix A: Participant response and feedback

Question 3. Do you have any comments about the suitability of the Staying Deadly Survey when talking 
about mental health with Aboriginal and/or Torres Strait Islander people?

Number of 
respondents n = 30

Themes Example response

8 No comment/issue "No, all good.”

 "No issues at all."

8 Indigenous 
interviewers 
and cultural 
considerations

"It can bring up sensitive memories as expected, so creating 
a safe and comfortable environment as [the interviewer] has 
done so, is key.”

 "I think it covered a lot of areas that are not fully being 
addressed in relation to mental health and I felt as though it 
was a culturally safe process.”

6 More of this needed "I think surveys like this are extremely important and I'd like 
to see more. I'm glad I could be a part of such important 
research.”

 "I think there should be more of it, it will help.”

4 More mental health 
promotion/services

"We need to speak about mental health just like they've 
done with COVID. The barriers and stigma need to be 
broken down.”

 "Yes, more money should be put into mental health, there 
are not enough services for counselling our people.”

3 Other suggestions "The sort of information and time commitment that you are 
asking of people for this particular survey should have more 
value on it than just a $20 voucher or a t-shirt.”

“I think some questions aren’t a one size fit all for the 
answers, but it wasn’t bad.”
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Question 4. Do you have any other comments or feedback?

Number of 
respondents n = 30

Themes Example response

8 No comment/ 
feedback

"No"

10 Good interviewer "[The interviewer] was caring and compassionate while 
maintaining a professional approach to the questions being 
asked. Keep up the great work and thank you for looking 
into our mob’s mental health.”

 "[The interviewer] is a deadly surveyor. They need a pay 
rise!”

8 Contribution to 
mental health 
services/support

"I feel good, if my experiences help others that is a positive. 
Thank you for letting me take part.”

 "Hopefully the questions I answered in the survey can help 
further the improvement around mental health in Aboriginal 
communities.”

6 Other positive 
feedback

"No, it is a worthwhile survey, and I was happy to participate 
if it is of any help to our people. It was very challenging for 
me to re-visit that dark place 22 years ago, but I am all good 
again knowing how far I have come.”

 "Keep up the great work, will definitely encourage others to 
do it.”

1 Other comments "Even though the follow up email offered a link to support 
services, it would be more personable to have your team 
follow up personally.”

Overall, participant experiences and responses to the survey were positive. People overwhelmingly reported 

feeling comfortable and happy to do the survey as a whole. Despite the structured format and standardised 

CIDI 3.0 questions containing blunt or direct questions about sensitive issues (such as rape and suicide), almost 

all the feedback indicated that participants reported feeling safe and supported throughout the survey. Only 

four of the respondents commented about the survey being difficult at times, but all these respondents also 

reported a positive element, for example: “It was at times uneasy, but it’s also refreshing to help.” Comments 

praising the interviewers further bolstered the positive reception and likely provided the scaffolding for 

participants’ favourable experiences. Comments about areas for improvement were phrased in a constructive 

way, with the most critiques centred on both survey length and repetitive question formats.
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