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Abstract

Objective: To (1) estimate the lifetime and 12-month prevalence of self-harm without
suicide intent in young people aged 12-17 years; (2) describe the co-morbidity of these
behaviours with mental iliness; and (3) describe their co-variation with key social and
demographic variables.

Method: A nationally representative random sample of households with children aged
4-17 years recruited in 2013-2014. The survey response rate was 55% with 6,310
parents and carers of eligible households participating. In addition, 2,967 (89%) of
young people aged 11-17 completed a self-report questionnaire with 2,653 of the 12-
17 year olds completing questions about self-harm behaviour.

Results: In any 12-month period about 8% of all 12-17 year-olds (an estimated 137,000
12-17 year-olds) report engaging in self-harming behaviour without suicide intent. This
prevalence increases with age to 11.6% in 16-17 year-olds. Eighteen percent (18.8%;
95%Cl = 14.5%-23.0%) of all 12-17 year old young people with any mental health
disorder measured by parent or carer report said that they had engaged in self-harm
in the past 12 months. Among young people who were measured by self-report and
met criteria for DSM major depressive disorder almost half (46.6%; 95%Cl = 40.0%-

53.1%) also reported that they had engaged in self-harm in the past 12 months.
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Suicide risk among those who self-harm is significantly elevated relative to the general
population.

Conclusions: The demonstrated higher risks in these young people for continued harm
or possible death support the need for ongoing initiatives to reduce self-harm through
mental health promotion, improved mental health literacy, and continuing mental
health reform to ensure services are accessible to, and meet the needs of families and
young persons.
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Introduction

In their systematic review of fatal and non-fatal repetition of self-harm, Owens et al
observed that “national suicide prevention strategies ought to be based on up-to-date
research into non-fatal self harm” (Owens et al., 2002). While their attempt to provide
a precision estimate of the relationship between self-harm and subsequent suicide
was frustrated by the quality of the data available to their meta-analysis, the authors
were able to note that suicide risk among self-harm patients was higher by a

magnitude of “hundreds.”
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In Australia population estimates of suicidal behaviour in children and adolescents
were first published in 2000 based on 1998 data (Sawyer et al., 2000). The most recent
data published in this issue (Zubrick et al, submitted) show that, in any 12 month
period, about 2.4%, or 41,400 young people aged 12-17 years will have made a suicide
attempt. About 7.5% will report having suicidal ideation, 5.2% making a plan, and less
than 1% (0.6%) receiving medical treatment for an attempt (Zubrick et al, submitted).
These rates of suicidal behaviour and suicide mortality conceal the more prevalent

morbidity associated with self-inflicted injury, or “self-harm”.

Population data on Australian non-suicidal self-harm in Australian youth are scant.
Martin et al (2010) published the first population data describing non-suicidal self-
harm among a random sample of 12,006 Australian adults age 18-100 (N = 10,531) and
children age 10-17 (N=1475). For females, self-injury peaked at 15-19 years ( 4.0%)
and 20-24 years (3.6%). For males, self-injury peaked at 10-14 years (2.3%) and 15-19
years (2.2%), then declined with age for both sexes (Martin et al., 2010). Broadly then,
while the above estimates provide Australian population benchmarks for self-reported
suicidal behaviours, the prevalence of self-harming behaviours in young people has
been limited and otherwise has remained out of the scope of previous Australian child

and adolescent mental health surveys (Sawyer et al., 2000).
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The phenomenology of, and agreement about, the definition of self-harming
behaviours has had a vexing career. Currently, self-harm is a term that encompasses
several phenomena with proposed criteria for self-harm defining “non-suicidal self-
injury” (American Psychiatric Association, 2013a). Clarity and agreement in defining
self-harming behaviours is lacking with the meaning and threshold of “intention” a
matter of particular ambiguity and dispute (Australian Human Rights Commission,
2014). Nock et al (2006) have noted the diagnostic heterogeneity of adolescents
engaging in NSSI with the significant overlap between non-suicidal self-harm and
suicide attempts (Nock et al., 2006) while others have suggested that adolescents
engaging in non-suicidal self-harm who also attempt suicide can be differentiated from
adolescents who only engage in non-suicidal self-harm on measures of suicidal
ideation, reasons for living, and depression (Muehlenkamp and Gutierrez, 2007).
Because of the greater prevalence of self-harm and its links with many common
determinants of psychological distress (e.g. drug and alcohol use, depression and
violence) (Brausch and Gutierrez, 2010) and its known association in elevating the risks
for eventual suicide, the monitoring of population rates of self-harm is seen to be
critical for causal analysis, the estimation of burden, and the support of prevention

initiatives (Nock, 2012).
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While definition of self-harm remains in dispute, what is not disputed is the need for
better information about its prevalence and associated risks. In the 2014 report of the
Australian National Childrens’ Commissioner, self-harm was given particular
prominence with the Commissioner noting “. . . the paucity of data in Australia about
the wellbeing of children and young people in a range of critical domains. The dearth
of information in the area of intentional self-harm and suicidal behaviour has
implications for policy development, the design of interventions and for the evaluation
of the effectiveness of these interventions (p. 63)(Australian Human Rights

Commission, 2014).”

We report here the national estimates of self-harm behaviour collected on Australian
young people aged 12-17 years in the 2013-14 second Child and Adolescent Survey of
Mental Health and Wellbeing (i.e. Young Minds Matter — YMM). Specifically, our aims
are to: (1) estimate the lifetime and 12-month prevalence of non-suicidal self-harming
behaviours in Australian young people aged 12-17 years; (2) describe the co-morbidity
of these behaviours with mental illness; and (3) describe the co-variation of these
estimates with key social and demographic variables. These descriptions add to the

extant literature by providing the first contemporary, community-based Australian
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population estimates of lifetime and 12-month prevalence for self-reported self-harm

in young people.

Methods

The design, sampling and survey interview methods are described extensively
elsewhere (Lawrence et al, submitted; Hafekost et al, submitted). Briefly, the survey
employed area-based random sampling with voluntary recruitment and consent of
households in scope where there was at least one child aged 4-17 years. One child was
randomly selected for inclusion where there was more than one eligible child in the
household. The overall response rate to the survey was 55% with 6,310 parents and
carers of eligible households participating in the survey. In addition, 2,967 or 89% of
young people aged 11-17 in these participating households completed a youth self-
report questionnaire with 2,653 of the 12-17 year olds specifically completing

questions about self-harm behaviour.

We examined the sample for its representativeness. Comparison with 2011 Census
data showed that the YMM sample was broadly representative of the Australian
population in terms of major demographic characteristics (Hafekost et al, submitted).

The sample was found to include a higher proportion of children aged 4-7 years than
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would be expected based on random sampling with 34.2% of the main sample aged 4-
7 years, compared to the 29.4% in the 2011 Census. There was also a lower proportion
of families with only one eligible child, with 37.9% of all participating families having
one child compared with 45.8% of those in the 2011 Census. However, in all other
regards, no differences were noted with respect to area level socio-economic
indicators (i.e. SEIFA), population distribution, age, sex and country of birth of the total
population of 4-17 year olds in Australia and demographic characteristics including
household income, family type, household tenure, parent/carer education and labour
force status of families with children aged 4-17 years. We concluded that the achieved

sample was broadly representative of the Australian population.

Survey data have been weighted to represent the full Australian population of 4-17
year-olds, and to adjust for patterns in non-response. In particular, families with more
than one child aged 4-17 years were found to be more likely to participate in the
survey. Additionally 16-17 year-olds were specifically oversampled. The weighting
accounts for these factors. Survey estimates and associated confidence intervals have
been calculated using the method of Taylor Series Linearisation (Wolter, 2007). The
association between self-harm and mental disorders was examined using logistic

regression, using the SAS SURVEYLOGISTIC procedure to account for the clustered
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nature of the sample design and the use of survey weights. All analyses were

conducted using SAS software (SAS Institute Inc, 2014).

Ethics approval
The survey obtained the approval of the Australian Government Department of Health

Departmental Ethics Committee for the conduct of the survey.

Measures

A self-report questionnaire was completed in the home by survey participants aged
11-17 years. Consenting participants completed the questionnaire in private using a
tablet computer. All responses were confidential and not shared with the consenting
parent. The questions about self-harming behaviours were restricted to those young
people aged 12-17 years and they comprise the sample reported here. The full text of

the questions is shown in Table 1.

The questions about non-suicidal self-harm probed the 12-month and lifetime
occurrence of deliberate self-harm or injury without intending to end life; the number
of times such acts had ever occurred; their age of onset; the most recent method of

harm; and whether the respondent had been admitted to hospital, an emergency
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department or treated for self-harm in the past 12 months (Table 1).! Several
instruments were reviewed for possible sources of items (Harriss and Hawton, 2005;
Harriss et al., 2005; Klonsky and Glenn, 2009). Some of these instruments restricted
the scope of the harm behaviours to only include individuals requiring medical
attention, while other item sets were too long and detailed for a survey format. As a
result the questions finally employed for measuring self-harming behaviours, while
drawing upon these sources, had to be specifically worded and tailored for the survey.
The initial screening question included a “Prefer not to say” option in addition to the
“No” and “Yes” response categories. Young people who selected this option were
sequenced out of the item set.

< Table 1 about here >
Mental disorders were measured using the Diagnostic Interview Schedule for Children
Version IV (DISC). The DISC implements the criteria for mental disorders set out in the
Diagnostic and Statistical Manual of Mental Disorders, 4™ Edition (DSM-IV)(American
Psychiatric Association, 2013b). These criteria are based on clinically significant sets of
symptoms that are associated with impaired functioning by young people with the
disorders. The DISC contains several modules, not all of which were used in YMM.

Seven modules were used in the survey —social phobia, separation anxiety disorder,

! Throughout this report we use the terms ‘non-suicidal self-harm’ and ‘self-harm’ interchangeably to
refer to our reported findings.
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generalised anxiety disorder, obsessive-compulsive disorder, major depressive
disorder, attention-deficit/hyperactivity disorder (ADHD) and conduct disorder.
Parents and primary carers were administered all of these modules in order to
ascertain the parent/carer-reported prevalence for each of these disorders. Young

people were also administered the major depressive disorder module.

Results

All questions about self-harm were gathered directly from young people age 12 years
and over. A total of 201 (7.5%) young people reported “prefer not to say” and are not
included in the results below. Table 2 contains the unweighted sample sizes
differentiated by age and sex for all respondents completing the self-harm questions.
In subsequent tables data have been weighted to produce population estimates.

< Table 2 about here >
Self harm, age and sex
Lifetime self-harm was reported by 10.9% (95%Cl = 9.7%-12.2%) of all respondents
aged 12-17 years with a 12-month prevalence among this group of 8.0% (95%Cl =
6.9%-9.1%) (Table 3). Relative to 12-15 year-olds, significantly higher proportions of
16-17 year-olds reported having ever self-harmed (8.2%; 95%Cl = 6.7%-9.8% vs 16.1%;

95%Cl = 14.1%-18.2%), having ever done so 4 times or more (3.8%; 95%Cl= 2.7%-5.0%

11
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vs 9.8%; 95%Cl = 8.1%-11.5%) and having self-harmed within the previous 12 months
(6.2%; 95%CI = 4.8%-7.5% vs 11.6%; 95%Cl = 9.9%-13.4%). About 1% (95%Cl = 0.4%-
1.2%) of all young people received medical treatment for self-harm in the previous 12
months.

<Table 3 about here>
Sex differences in these proportions were significant for both age groups (Table 3).
Among 12-15 year olds higher proportions of females than males reported having ever
self-harmed (11.1%; 95%Cl = 8.5%-13.7% vs 5.7%; 95%Cl = 3.9%-7.4%), having-self
harmed 4 or more times (6.0%; 95%Cl = 4.1%-7.9% vs 1.9%; 95%Cl = 0.9%-3.0%), and
having self-harmed within the last 12 months (9.8%; 95%Cl = 7.3%-12.2% vs 3.0%;
95%Cl = 1.7%-4.2%). Among 16-17 year olds higher proportions of females than males
reported having ever self-harmed (22.8%; 95%Cl = 19.5%-26.1% vs 9.1%; 95%Cl =
6.9%-11.3%), having-self harmed 4 or more times (14.9%; 95%Cl = 12.1%-17.6% vs
4.5%; 95%Cl = 2.9%-6.0%), and having self-harmed within the last 12 months (16.8%;

95%Cl = 13.9%-19.6% vs 6.2%; 95%C| = 4.5%-8.0%).

Self-harm and mental disorder

Self-harming behaviour was highly prevalent among young people with parent/carer-

reported mental disorders or, particularly, where reported by themselves (Table 4).

12
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Eighteen percent (18.8%; 95%Cl = 14.5%-23.0%) of all 12-17 year old young people
with any parent or carer reported diagnosis of anxiety, ADHD, conduct disorder or
major depressive disorder reported engaging in self-harm in the past 12 months. This
compared with 6.3% (95%Cl = 5.3%-7.3%) of young people without any of these parent
or carer reported diagnoses. Among young people who reported that they had DSM
major depressive disorder almost half (46.6%; 95%Cl = 40.0%-53.1%) also reported
that they had engaged in self-harm in the past 12 months. This compared with 4.4%
(95%CI = 3.5%-5.2%) among young people without self-reported major depressive
disorder.

< Table 4 about here >
Self-harm was more prevalent in the previous 12 months among those young people
with a major depressive disorder (32.5%; 95%Cl = 24.3%-40.8%) as reported by their
parent or carer. This was followed, in order of magnitude of prevalence by those with
anxiety disorders (22.6%; 95%Cl = 16.1%-29.1%), conduct disorder (12.7%; 95%Cl =
2.0%-23.4%) and ADHD (6.7%; 95%Cl = 2.6%-10.9%) again based on parent and carer

report (Table 4).

Females with a DISC-IV diagnosis of major depressive disorder based on information in

their own self-report had a significantly higher prevalence of 12-month self-harming

13
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behaviour than males (54.9%; 95%Cl = 47.3%-62.5% vs 25.8%; 95%Cl| = 15.9%-35.7%).
Significantly higher prevalence of 12-month self-harm was also seen for females with
anxiety disorders based on parent or carer reports (32.4%; 95%Cl = 22.7%-42.0% vs
9.0%; 95%CI = 2.2%-15.7%) than for males. The prevalence of ADHD and conduct

disorders was too small among females and/or males to allow comparative estimation.

This overall high prevalence of self-harming behaviours among young people with
mental disorders conceals striking variability when the data are stratified by type of
disorder, informant (parent/carer or the young person), age and sex (Table S1). In all
cases where mental disorder was present, the young people with the highest
proportions of self-harming behaviours were female and older (aged 16-17 years vs
12-15 years). For example, among those young people with a self-reported DSM
diagnosis of major depressive disorder identified using the DISC module, lifetime self-
harm among 16-17 year-olds was reported by 62.2% (95%Cl = 54.0%-70.3%) of females
and 50.5% (95%Cl = 37.0%-64.0%) of males. In the 12-15 year-olds these proportions
were 59.6% (95%Cl = 45.8%-73.4%) for the females and 20.3% (95%Cl = 2.9%-37.8%)
for the males. Similarly, with respect to parent or carer reports of any DSM diagnosis
of anxiety, lifetime self-harm among 16-17 year-olds was reported by 46.8% (95%Cl =

34.6%-59.0%) of females and 21.1% (95%Cl = 8.3%-33.9%) of males. In the 12-15 year-

14
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olds these proportions were 28.2% (95%Cl = 13.4%-42.9%) for the females and 12.2%
(95%Cl = 1.1%-23.4%) for the males. Proportions for the remaining disorders in these

groups are presented in the supplementary table (S1).

Self-harm methods

Readers would be understandably interested in the methods of self-harm used by
young people. Young people aged 12-17 years were asked about the methods of self-
harm (see Table 1) and 69.2% of them reported cutting the last time that they self-
harmed. We were unable to produce weighted estimates differentiated by age, gender

and method owing to insufficient cell sizes.

Co-variation with social and demographic variables

Self-harm behaviour exhibited strong associations with mental disorder as well as with
family composition, family income, parent and carer education and employment,
family functioning and geographic location. Because these relationships typically co-
occur, we provide an analysis of them using univariate and multivariate logistic
regression. The quantitative information in these tables is voluminous and as a result

they are provided in a supplementary table (Table S2).
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Lifetime self-harm, mental disorders, and socio-demographic variables.
Young people aged 12-17 years who had ever engaged in any self-harm were

compared with those young people who had not done so (Table S2).

In univariate analyses, lifetime self-harm was significantly associated with youth-
reported major depressive disorder (OR 13.1; 95%Cl = 9.6-18.0), parent or carer
reported major depressive disorder (OR 5.0; 95%Cl = 3.4-7.3), anxiety disorder (OR 3.3;
95%Cl=2.2-4.8) and conduct disorder (OR 2.5; 1.1-5.7). The odds of reporting lifetime
self-harm, relative to young people living in their original families were elevated in all
other family types: step-family (OR 3.4; 95%CI = 2.1-5.4), sole parent family (OR 2.0;
95%Cl = 1.5-2.7), blended family (OR 1.9; 95%Cl=1.1-3.3) and other family type (OR
2.9; 95%Cl = 1.2-7.1). Lowest family income (i.e < $52,000 pa) and poor family function
were both associated with youth-reported self-harm (OR 1.6; 95%Cl = 1.1-2.3; and OR
2.4; 95%Cl = 1.5-4.0). The other social and demographic variables were not

significantly related to lifetime self-harm.

In multivariate analysis, lifetime youth-reported self-harm was principally associated

with either youth- or parent/carer-reported major depressive disorder (OR 10.4; 95%ClI

=7.5-14.3 and OR 2.1; 95%CI = 1.4-3.1) but not parent-reported anxiety disorders,
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conduct disorder, or ADHD. Only family type and poor family function remained
significant in the adjusted model with all other social and demographic variables being

non-significant.

12-month self harm, mental disorders and socio-demographic variables

While there were slight differences in the strength of the univariate associations
between youth-reported 12-month self-harm, mental disorders and socio-
demographic variables, the pattern of association with youth- and/or parent/carer
reported major depressive disorder, anxiety, lowest family income, family types other
than original family, and poor family function was comparable to that found for life-

time self-harm.

Multivariate analysis of youth-reported 12-month self-harm again produced odds
ratios of a similar magnitude and a pattern of associations similar to that seen in
lifetime youth-reported self-harm. In other words, 12-month self-harm was associated
with youth- or parent/carer-reported major depressive disorder (OR 12.1; 95%Cl = 8.7-
16.7 and OR 2.4; 95%CI = 1.6-3.7). Only family type and poor family function remained
significant in the adjusted model with all other social and demographic variables being

non-significant.
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Self-harm frequency and medical treatment

Young people were asked if they had ever harmed themselves 4 or more times and
whether any of these episodes had required medical treatment. Again, results were
very similar to those described for the prevalence of lifetime and 12-month self-harm.
In univariate analyses, a higher frequency of self-harm (>=4 times) was significantly
associated with higher odds ratios for youth-reported major depressive disorder (OR
17.7; 95%Cl = 12.1-25.7), parent/carer-reported major depressive disorder (OR 7.5;
95%Cl = 4.7-11.8), conduct disorder (OR 4.0; 95%Cl = 1.5-10.6) and any anxiety
disorder (OR 3.9; 95%Cl = 2.4-6.3). Relative to original families, the odds of frequent
self-harm were higher in all other family types and in those with poor family function.

All other socio-demographic variables were not significant.

In multivariate analysis, most of these associations were attenuated to non-
significance. However, a higher frequency of self-harm was significantly associated
with adjusted higher odds ratios for youth-reported major depressive disorder (OR
13.1; 95%Cl = 8.9-19.2), and parent/carer-reported major depressive disorder (OR 2.8;

95%Cl = 1.8-4.6).
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Self-harm occasioning medical treatment was relatively rare and even with a robust
sample size we were unable to estimate a multivariately adjusted model. Univariate
estimation revealed the odds of 12-month self-harm requiring medical attention to be
significantly higher for those young people with self-reported or parent-reported
major depressive disorder and any anxiety disorder. Young people from sole parent
families, poor families and families with less than very good family functioning also

had significantly higher odds of reporting medical treatment for self-harm.

Relationship between self-harm, suicidal behaviour and mental disorder
We have previously reported the survey results for suicidal behaviour (Zubrick et al,
this issue). Along with the data reported here we are able to assess the relationships
between self-harm, suicide and mental disorder.

< Table 5 about here >
There is a strong association between youth-reported non-suicidal self-harm and
youth reported suicide behaviours (Table 5). Greater frequency of non-suicidal self-
harm behaviour was associated with significantly higher proportions of young people
who also reported suicidal behaviour. These proportions became strikingly high in the

presence of mental disorders — particularly major depressive disorder.
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Starting first with those young people with no mental disorder, 21.6% (95%Cl = 11.4%-
31.9%) of those that had self-harmed 1-3 times also had suicidal ideation. The
remaining estimates for suicide plan in the last 12 months and life-time suicide

attempt were not calculated owing to too few cases to produce reliable estimates.

In contrast though, for young people aged 12-17 years with self-reported DISC-1V
major depression, 40.7% (95%Cl = 24.7%-56.6%) of those that had ever engaged in
self-harm between 1-3 times also reported that they had suicidal ideation in the past
12 months; 35.6% (95%Cl = 20.0%-51.2%) reported making a suicide plan in the last 12
months, and 14.2% (95%Cl = 3.0%-25.4%) had ever attempted suicide. When self-harm
was reported occurring 4 or more times among young people aged 12-17 years with
self-reported DISC-IV major depression, then 78.3% (95%Cl = 69.5%-87.1%) reported
they had suicidal ideation in the past 12 months; 67.8% (95%Cl = 57.8%-77.9%)
reported making a suicide plan in the last 12 months, and 49.0% (95%Cl= 37.9%-

60.2%) had ever attempted suicide.

Discussion

20
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These results describe the Australian phenomenology of self-harming without suicidal
intent in young people aged 12-17 years and provide national estimates of self-

harming reported by them.

Our aims were to estimate the prevalence of self-harming behaviours, describe their
comorbidity with mental disorders, and describe their co-variation with key social and
demographic variables. There are several features of these that merit comment.

First, with respect to non-suicidal self-harming, in any 12-month period, about 8% of
all 12-17 year-olds report engaging in self-harming behaviour. This equates to about
137,000 young people. The prevalence of self-harming increases with age and 11.6%

of 16-17 year-olds had engaged in self-harm within the last 12 months.

Second, the prevalence of self-harming within any 12-month period is very high for
young people with a mental disorder. It is 34.8% in young people aged 16-17 years
with a mental disorder and it is the highest, 51.3%, where the young person has met
the DSM-IV criteria for a major depressive disorder based on their responses on the

DISC.
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Third, social and demographic correlates of self-harm persist and show commonalities
with those seen in suicidal behaviour — in both magnitude and pattern (see Zubrick et
al, submitted). After sex, age and mental health, family structure and function remain
the major correlates of self-harm. In unadjusted models, significantly higher
proportions of self-harming behaviours are observed in families with low income, low
parent/carer education, families in which the sole or both parents are unemployed
and sole parent families, and where family function is reported as poor. This would
suggest that efforts at addressing social disadvantage and/or at reducing barriers to
provision and access to mental health care for this segment of the Australian

population might produce onward reductions in prevalence of self-harm.

Fourth, most, but not all, of these socio-economic determinates become non-

significant once the young person’s mental health status is included. Typically, across
self-harm behaviours, the presence of a mental disorder shows the single and largest
association with lifetime and 12-month self-harm, with only sole parent family status

and poor family functioning remaining significant.

Fifth, these data give support to the Owens et al (2002) report that suicide risk among

those who self-harm is greatly and significantly elevated relative to the general
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population. Our findings particularly show this increases even more so in the presence
of major depressive disorder. These associations would support the inclusion of the
monitoring of self-harm, and indicators of its treatment and prevention in national

suicide prevention strategies.

Sixth, our questions to the young person about self-harm were specifically phrased to
denote non-suicidal self harm (i.e “. .. deliberately done something to yourself to
cause harm or injury, without intending to end your own life?” (italics added)). While it
is not possible to discern what the young person actually interpreted this to mean, we
would note, that for many of them who did report self-harm behaviours without
intending to end their life, they also went on to report having engaged in high levels of
suicidal behaviour including making a suicide attempt(s). While practitioners and
mental health professionals may wish to distinguish between self-harm without
suicidal attempt, the findings here suggest a substantial blurring of this boundary in
the behaviours of young people based on their self-reports. In short, however
measured, self-harm when reported carries substantial risk of concomitant suicidal

behaviour.
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Finally there are some results that are not significant that should be noted. The survey
was a national survey and not designed to produce State or jurisdictional estimates. It
was however, possible to produce estimates distinguishing major cities from inner and
outer regional areas and remote and very remote areas. None of these distinctions
produced statistically significant differences in the proportions of young people

engaging in self-harm.

There are of course limitations to this report. First, the sheer quantity and relative
depth of the information collected in the survey precludes a comprehensive profiling
of the results. This report principally presents the prevalence of self-harm and their
social and demographic correlates. Other features of these behaviours with respect to
methods and important risk factors (i.e. drugs and alcohol) are not described here but
are clearly relevant. Second, these results rely entirely on self-reported data with all
the caveats that apply to uncertain reliability, social desirability, and incomplete
information. There are limits to what can be inferred without in-depth interviewing
and developmental assessments. Third, the achieved response rate of the survey was
55%. While our analyses of the characteristics of our responders relative to the
Australian population suggests that the YMM sample is broadly representative of the

Australian population, there may be differences and biases that remain uncorrected or
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unknown and that affect the generalizability of findings. Finally, even with a robust
sample, some cell sizes remain too small resulting in estimates with large confidence

intervals or insufficient data to produce any estimate.

Australia has made a concerted and sustained effort over 20 years to improve the
range, distribution, access and quality of mental health care. Many of these efforts
have explicitly sought to address the promotion of mental health and the prevention
and treatment of mental disorders for younger Australians. Among Australian young
people, mental disorders affect about 14%, and the overall prevalence has remained
essentially stable over the past 16 years (see Lawrence et al in this issue). Some may
be disappointed by this, while others might regard this as an achievement in an era
where mental health and mental disorders have had a prominence in health care
delivery and in the public promotion and awareness of their importance, their signs,

and the need for their prompt care.

These findings establish national Australian estimates for self-harm behaviours and
against which future comparisons might be made. In considering the demonstrated
higher risks in these young people for continued harm or possible death, these findings

encourage and support ongoing initiatives for the reduction of self-harm through
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mental health promotion, improved mental health literacy, and continuing reform of
mental health services to ensure such services are accessible to, and meet the needs

of families and young persons.
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Table 1. Items used in the Second National Mental Health Survey of Child and Adolescent
Mental Health and Wellbeing to measure self-harm behaviour’

Sometimes people feel so depressed and hopeless about the future that they may consider hurting
or injuring themselves. These next questions ask about deliberate self-harm, that is deliberately
hurting or injuring yourself without trying to end your life.

ASK IF AGE >= 12 YEARS

YRB34. Have you ever deliberately done something to yourself to cause harm or injury, without
intending to end your own life?

2-Yes

0-No

7 — Prefer not to say

ASK IF AGE >=12 YEARS AND YRB34 =2

YRB35. Have you deliberately harmed or injured yourself without intending to end your own life
during the past 12 months?

2—-Yes

0-No

ASK IF AGE >=12 YEARS AND YRB34 =2
YRB36. How many times have you ever deliberately harmed or injured yourself without intending
to end your own life?

1-0Once

2-2or3times

3-4or5times

4 -51t020 times

5 — More than 20 times

ASK IF AGE >= 12 YEARS AND YRB34 =2 AND YRB36=2, 3,4,5

YRB37. How old were you when you first started to deliberately harm or injure yourself?
(Programmer note: only display current age and younger as response options)
1 - 8 years old or younger

2 -9 years old

3-10yearsold

4 -11 years old

5-12 years old

6 - 13 years old

7 - 14 years old

8 - 15 years old

9 - 16 years old

10 - 17 years old or older

ASK IF AGE >=12 YEARS AND YRB34 =2
YRB38. The last time you deliberately hurt or injured yourself without intending to end your own
life, what method did you use?

1 - Cutting

2 - Scratching or pinching

3 - Punching, hitting or slapping

4 - Burning or scalding

5 - Poisoning or overdosing

6 - Other
ASK IF AGE >= 12 YEARS AND YRB34 =2 AND YRB35 =2
YRB39. During the past 12 months, were you admitted to hospital, treated by a hospital emergency
department, or seen by a doctor or nurse as a direct result of injuries caused by an act of deliberate
self-harm with no intent to end your own life? (Select all that apply)
Programmer Note: please allow more than one response
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1 - Yes, | was admitted to hospital

2 - Yes, | was treated in the hospital emergency department
3 - Yes, | was treated by a doctor or nurse

4 - No, | did not seek medical help
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Table 2: Unweighted sample sizes for self-harm among 12-17 year-olds by
sex and age group

Self-harm
requiring
medical
Self-harm  Self-harm 4 or Self-harmin  treatment in
ever more times past 12 monthspast 12 months
n n n n
Males
12-15 years 41 13 22 np
16-17 years 60 29 41 np
12-17 years 101 42 63 np
Females
12-15 years 71 39 62 5
16-17 years 156 101 116 13
12-17 years 227 140 178 18
Persons
12-15 years 112 52 84 7
16-17 years 216 130 157 15
12-17 years 328 182 241 22

n = unweighted number of respondents;; np — not available for publication, cell size n<=5 persons.
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Table 3: Self-harm among 12-17 year-olds by sex and age group

Self-harm ever Self-harm 4 or more times

Pop. Est. 95%ClI % 95%CI Pop. Est. 95%ClI % 95%ClI
Males
12-15 years 33,700 (22,700 - 44,800) 5.7 (3.9-7.4) 11,600 (5,000 - 18,200) 1.9 (0.9-3.0)
16-17 years 25,600 (18,900 - 32,400) 9.1 (6.9-11.3) 12,500 (7,900 - 17,200) 4.5 (2.9-6.0)
12-17 years 59,300 (46,900 - 71,800) 6.8 (5.4-8.1) 24,100 (16,200 - 32,000) 2.8 (1.8-3.7)
Females
12-15 years 58,800 (43,900 - 73,700) 11.1 (8.5-13.7) 31,700 (21,100 - 42,300) 6.0 (4.1-7.9)
16-17 years 67,700 (56,000 - 79,400) 22.8 (19.5-26.1) 44,200 (34,900 - 53,400) 149 (12.1-17.6)
12-17 years 127,000 (108,000 - 145,000) 153  (13.3-17.3) 75,900 (62,000 - 89,800) 9.2 (7.6-10.7)
Persons
12-15 years 92,500 (74,000 - 111,000) 8.2 (6.7-9.8) 43,300 (30,400 - 56,200) 3.8 (2.7-5.0)
16-17 years 93,300 (79,000 - 107,000) 16.1  (14.1-18.2) 56,700 (46,000 - 67,400) 9.8 (8.1-11.5)
12-17 years 186,000 (163,000 - 209,000) 10.9 (9.7-12.2) 100,000 (83,000 - 117,000) 5.9 (4.9-6.8)

Self-harm in past 12 months Self-harm requiring medical treatment in past 12 months

Pop. Est. 95%ClI % 95%CI Pop. Est. 95%ClI % 95%ClI
Males
12-15 years 17,600 (9,700 - 25,400) 3.0 (1.7-4.2) np np np np
16-17 years 17,500 (12,100 - 22,800) 6.2 (4.5 -8.0) np np np np
12-17 years 35,000 (25,800 - 44,300) 4.0 (3.0-5.0) np np np np
Females
12-15 years 51,800 (37,700 - 65,800) 9.8  (7.3-12.2) 5,720 (500 - 10,900) 1.1 (0.1-2.1)
16-17 years 49,800 (40,000 - 59,600) 16.8  (13.9-19.6) 5,270 (2,120 - 8,420) 1.8  (0.7-2.8)
12-17 years 102,000 (84,000 - 119,000) 123 (10.4-14.1) 11,000 (4,900 - 17,100) 1.3 (0.6-2.0)
Persons
12-15 years 69,300 (53,400 - 85,300) 6.2 (4.8-7.5) 7,430 (1,700 - 13,200) 07 (0.2-1.2)
16-17 years 67,300 (55,500 - 79,000) 11.6 (9.9-13.4) 6,100 (2,750 - 9,440) 1.1 (0.5-1.6)
12-17 years 137,000 (117,000 - 156,000) 8.0 (6.9-9.1) 13,500 (6,900 - 20,100) 0.8 (0.4-1.2)

np — not available for publication, cell size n<=5 persons. Pop Est = Population Estimate; % = weighted percentage; Cl = Confidence Intervals.
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Table 4: Young people 12-17 years: self-harm and self-harm requiring medical treatment, by mental health status and sex

Self-harm in past 12 months

Self-harm requiring medical treatment

n Pop. Est. % 95%CI n Pop. Est. % 95%ClI
Males
Parent or carer reported
Any anxiety disorder 8 4,290 9.0 (2.2-15.7) np np np np
Major depressive disorder 8 3,380 9.1 (2.9-15.4) np np np np
ADHD 8 4,060 5.1 (1.5-8.6) np np np np
Conduct disorder np np np np np np np np
Any disorder 18 9,250 7.1 (3.7-10.4) np np np np
No disorder 45 25,800 3.5 (2.4 -4.5) np np np np
Youth reported
Major depressive disorder 24 10,900 25.8 (15.9-35.7) np np np np
No major depressive disorder 39 24,200 2.9 (1.9-3.9) np np np np
All males 63 35,000 4.0 (3.0-5.0) np np np np
Females
Parent or carer reported
Any anxiety disorder 38 21,700 32.4  (22.7-42.0) 7 5,020 7.5 (1.3-13.7)
Major depressive disorder 45 25,600 49.2 (37.7-60.8) 13 8,800 16.9 (7.6 — 26.3)
ADHD np np np np np np np np
Conduct disorder np np np np np np np np
Any disorder 61 35,700 329 (25.0-40.7) 13 8,800 8.1 (3.2-13.0)
No disorder 117 65,800 9.2 (7.5-10.8) 5 2,190 0.3 (0.0-0.6)
Youth reported
Major depressive disorder 103 57,500 54.9 (47.3-62.5) 15 8,920 8.5 (3.7-13.4)
No major depressive disorder 75 44,100 6.1 (4.7-7.5) np np np np
All females 178 101,600 12.3 (10.4-14.1) 18 11,000 13 (0.6 -2.0)
All persons
Parent or carer reported
Any anxiety disorder 46 26,000 22.6 (16.1-29.1) 7 5,020 4.4 (0.6 -8.1)
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Self-harm in past 12 months Self-harm requiring medical treatment

n Pop. Est. % 95%CI n Pop. Est. % 95%ClI

Major depressive disorder 53 29,020 32.5 (24.3-40.8) 13 8,800 9.9 (4.1-15.6)

ADHD 12 6,790 6.7 (2.6 -10.9) np np np np

Conduct disorder 6 4,450 12.7 (2.0-23.4) np np np np

Any disorder 79 45,000 18.8  (14.5-23.0) 14 9,370 3.9 (1.6-6.2)

No disorder 162 91,600 6.3 (5.3-7.3) 8 4,150 0.3 (0.1-0.5)
Youth reported

Major depressive disorder 127 68,400 46.6  (40.0-53.1) 17 9,750 6.6 (3.0-10.2)

No major depressive disorder 114 68,200 4.4 (3.5-5.2) 5 3,780 0.2 (0.0-0.5)

All persons 241 137,000 8.0 (6.9-9.1) 22 13,500 0.8 (0.4-1.2)

ADHD = attention-deficit/hyperactivity disorder; n = unweighted number of respondents; Pop Est = Population Estimate; % = weighted percentage; Cl = Confidence
Intervals; np = not available for publication, cell size n<=5 persons.

Note. Categories of mental disorders are not mutually exclusive. Young people may have more than one disorder based on parent or carer or youth report. In addition,
parent or carer reports of major depressive disorder and youth reported major depressive disorder are also not mutually exclusive categories.
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Table 5: Suicidal behaviour among 12-17 year-olds by self harm and mental disorder status®

Suicidal ideation in past 12 months®

Suicide plan in past 12 months®

Suicide attempt ever®

Number of times self- n Pop.Est % 95% CI n Pop.Est % 95% ClI n Pop.Est % 95% ClI
harmed ever — youth
reported
Major depressive disorder - youth report
Never 30 17,500 26.2 (17.5-35.0) 21 11,600 17.5 (10.2-24.7) 12 6,600 9.9 (4.2-15.7)
1-3 times 18 8,900 40.7 (24.7-56.6) 15 7,790 35.6 (20.0-51.2) 6 3,110 14.2 (3.0-25.4)
4 or more times 81 45,100 78.3 (69.5-87.1) 70 39,000 67.8 (57.8-77.9) 50 28,200 49.0 (37.9-60.2)
Other mental disorder - parent/carer report
Never 13 6,320 3.9 (1.6-6.3) 5 1,990 1.2 (0.1-2.4) 6 3,120 1.9 (0.1-3.7)
1-3 times np np np np np np np np np np np np
4 or more times 6 3,550 357 (10.1-61.2) 5 3,210 32.3 (6.9-57.7) 5 3,210 323 (6.9-57.7)
No mental disorder
Never 39 23,900 1.9 (1.2-2.5) 22 13,800 1.1 (0.6-1.6) 10 4,540 0.4 (0.1-0.6)
1-3 times 15 12,000 21.6 (11.4-31.9) np np np np np np np np
4 or more times 15 9,290 28.6 (16.5-40.7) 11 6,890 21.2 (9.4 -33.0) np np np np
All 12-17 year olds
Never 82 47,700 3.1 (2.4-3.9) 48 27,400 1.8 (1.2-2.4) 28 14,300 0.9 (0.6-1.3)
1-3 times 36 22,400 26.3 (18.1-34.5) 20 12,000 14.1 (8.0-20.2) 11 5,720 6.7 (2.7-10.7)
4 or more times 102 57,900 57.9 (50.4-65.5) 86 49,100 49.1 (41.3-57.0) 59 33,900 33.9 (26.1-41.6)

®Youth reported

n = unweighted number of respondents; Pop Est = Population Estimate; % = weighted percentage; Cl = Confidence Intervals; np = not available for publication, cell size n<=

5 persons.

Note. Categories of mental disorder status are mutually exclusive. ‘Mental disorder other’ comprises those children and adolescents with mental disorders based on
parent/carer reports, excluding those youth with major depressive disorder based on their own reports. Cell sizes for suicide attempts in past 12 months were too small for

reporting.
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Supplementary Tables

Table S1. Young people 12-17 years: self-harm, by mental health status age and sex

Self-harm in previous 12

Self-harm 4 or more

Self-harm requiring medical

Self-harm ever months times treatment
% 95% CI % 95% Cl % 95% CI % 95% Cl
Males-12-15 years
Parent or carer reported:
Any anxiety disorder 12.2 (1.1-23.4) np np np np np np
Major depressive disorder np (0.0-19.4) np np np np np
ADHD 8.7 (2.3-15.1) np np np np np np
Conduct disorder np (0.0-30.5) np np np np np
Any disorder 10.5 (4.5-16.5) 4.6 (0.7 -8.5) 59 (1.1-10.6) np np
No disorder 4.8 (3.0-6.6) 2.7 (1.3-4.0) 1.2 (0.3-2.2) np np
Youth reported:
Major depressive disorder 20.3 (2.9-37.8) np np np np np np
No major depressive disorder 5.2 (3.4-6.9) 2.8 (1.5-4.1) 1.6 (0.6-2.5) np np
All males 12-15 years 5.7 (3.9-7.4) 3.0 (1.7-4.2) 1.9 (0.9-3.0) np np
Males - 16-17 years
Parent or carer reported:
Any anxiety disorder 21.1  (8.3-33.9) 13.2 (2.6 -23.7) np (1.1-21.3) np np
Major depressive disorder 28.0 (12.9-43.1) 22.3 (8.3-36.2) 20.0 (6.5-33.4) np np
ADHD 16.6 (4.2-28.9) 13.2 (2.2-24.2) np np np np
Conduct disorder np np np np np np np np
Any disorder 18.1 (10.5-125.8) 12.6 (6.0-19.2) 109 (4.7-17.2) np np
No disorder 7.6 (5.4-9.9) 5.1 (3.3-7.0) 3.4 (1.8-4.9) np np
Youth reported:
Major depressive disorder 50.5 (37.0-64.0) 41.3 (28.0-54.7) 31.9 (19.3-44.5) np np
No major depressive disorder 5.4 (3.6-7.3) 3.1 (1.7-4.4) 2.0 (0.9-3.1) np np
All males 16-17 years 9.1 (6.9-11.3) 6.2 (4.5-28.0) 4.5 (2.9-6.0) np np
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Self-harm in previous 12

Self-harm 4 or more

Self-harm requiring medical

Self-harm ever months times treatment
% 95% CI % 95% Cl % 95% CI % 95% Cl
Females - 12-15 years
Parent or carer reported:
Any anxiety disorder 28.2 (13.4-42.9) 23.9 (9.8-37.9) 16.3 (3.3-29.3) np np
Major depressive disorder 48.6 (25.7-171.5) 48.6 (25.7-71.5) 40.0 (17.1-62.8) np np
ADHD np np np np np np np np
Conduct disorder np np np np np np np np
Any disorder 29.5 (18.2-40.8) 25.8 (14.6 —36.9) 21.4 (10.5-32.2) np np
No disorder 8.6 (6.2-11.0) 7.6 (5.4-9.8) 3.9 (2.4-5.4) np np
Youth reported:
Major depressive disorder 59.6 (45.8-73.4) 54.5 (41.0-68.1) 41.1 (27.4-54.9) np np
No major depressive disorder 6.4 (4.4-28.4) 5.4 (3.6-7.3) 2.6 (1.4-3.8) np np
All females 12-15 years 11.1 (8.5-13.7) 9.8 (7.3-12.2) 6.0 (4.1-7.9) 1.1 (0.1-2.1)
Females 16-17 years
Parent or carer reported:
Any anxiety disorder 46.8 (34.6-59.0) 42.2 (30.1-54.3) 34.0 (23.2-44.9) 6.8 (1.0-12.6)
Major depressive disorder 55.5 (44.5-66.6) 49.7 (37.9-61.4) 44.6 (33.5-55.7) 11.8 (4.6 -19.0)
ADHD np (3.1-44.4) np np np np np np
Conduct disorder np (2.2-67.5) np np np np np np
Any disorder 48.6 (38.9-58.3) 42.6 (32.8-52.5) 37.4 (28.4-46.5) 8.1 (3.0-13.2)
No disorder 18.1 (14.8-21.3) 12.0 (9.4-14.7) 10.7 (8.2-13.3) np np
Youth reported:
Major depressive disorder 62.2 (54.0-70.3) 55.2 (46.8 — 63.5) 48.8 (40.4-57.3) 7.7 (2.9-12.6)
No major depressive disorder 13.2 (10.4-16.0) 7.4 (5.2-9.6) 6.6 (4.5-8.7) np np
All females 16-17 years 22.8 (19.5-26.1) 16.8  (13.9-19.6) 14.9 (12.1-17.6) 1.8 (0.7-2.8)
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Persons- 12-15 years
Parent or carer reported:

Any anxiety disorder 20.6 (11.2-29.9) 15.8 (7.3-24.3) 13.4 (5.0-21.8) np np
Major depressive disorder 27.6 (13.6-41.6) 23.6 (10.1-37.0) 22.4 (8.9-35.8) np np
ADHD 10.1 (3.5-16.7) np (0.0-28.8) 5.5 (0.5-10.6) np np
Conduct disorder np (2.6-35.2) np (0.0-24.4) np np np np
Any disorder 18.3 (12.3-24.3) 13.3 (7.9-18.6) 12.2 (6.9-17.6) 3.7 (0.4-7.0)
No disorder 6.6 (5.2-8.1) 5.0 (3.8-6.3) 2.5 (1.6 -3.5) np np
Youth reported:
Major depressive disorder 48.2 (36.4-59.9) 40.8 (29.5-52.0) 33.2 (22.1-44.3) np np
No major depressive disorder 5.7 (4.4-7.) 4.0 (2.9-5.1) 2.0 (1.2-2.8) np np
All persons 12-15 years 8.2 (6.7-9.8) 6.2 (4.8-7.5) 3.8 (2.7-5.0) 0.7 (0.2-1.2)
Persons - 16-17 years
Parent or carer reported:
Any anxiety disorder 38.3 (29.2-47.5) 32.6 (23.7-41.5) 26.5 (18.5-34.5) 4.6 (0.7 -8.5)
Major depressive disorder 46.5 (37.7-55.4) 40.7 (31.2-50.2) 36.6 (27.9-45.2) 7.9 (2.9-13.0)
ADHD 18.8 (8.4-29.2) 14.5 (5.3-23.8) 11.0 (2.6-19.4) np np
Conduct disorder 21.6 (4.6-38.6) np np np np np np
Any disorder 34.4 (28.0-40.7) 28.6 (22.3-34.9) 25.0 (19.3-30.8) 4.3 (1.5-7.1)
No disorder 13.0 (10.9 - 15.0) 8.7 (7.0-10.4) 71 (5.6—8.7) 0.5 (0.1-0.9)
Youth reported:
Major depressive disorder 58.9 (51.5-66.2) 51.3 (43.8—-58.7) 44.0 (36.7-51.4) 6.6 (2.8-10.3)
No major depressive disorder 9.2 (7.5-10.8) 5.2 (3.9-6.4) 4.2 (3.0-5.4) np np
All persons 16-17 years 16.1 (14.1-18.2) 11.6 (9.9-13.4) 9.8 (8.1-11.5) 1.1 (0.5-1.6)

ADHD = attention-deficit/hyperactivity disorder; % = weighted percentage; Cl = Confidence Intervals; np = not available for publication, cell size n<=5 persons
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Table S2: Multivariate models predicting self harm by mental disorder and socio-demographic characteristics

Ever self-harmed in 12-17 year-olds by mental disorder and socio-demographic characteristics

Uni- Multi-
variate variate
Characteristic n % 95% ClI OR (a) 95% ClI OR (b) 95% ClI
Mental health status(i)—
Youth reported major depressive disorder 265 54.1 (47.4-60.8) 13.1 (9.6-18.0) 104 (7.5-14.3)
Parent or carer reported any anxiety disorder 188 27.7 (20.7-34.8) 3.3 (2.2-4.8) (c)
Parent or carer reported major depressive disorder 155 37.5 (29.1-45.9) 5.0 (3.4-7.3) 2.1 (1.4-3.1)
Parent or carer reported ADHD 140 12.2 (6.5-17.8) 1.7 (0.9-3.0) (c)
Parent or carer reported conduct disorder 47 19.7 (7.2-32.1) 2.5 (1.1-5.7) (c)
Family type—
Original family 1684 8.0 (6.7—-9.4) 1 (ref) 1 (ref)
Step family 154  21.8 (14.9-28.7) 34 (2.1-5.4) 26 (1.6-4.5)
Blended family 167 13.9  (7.9-19.8) 1.9 (1.1-3.3) 1.8  (1.0-3.4)
Sole parent or carer family 618 149 (12.1-17.8) 2.0 (1.5-2.7) 1.7 (1.2-2.3)
Other family 32 214  (6.8-35.9) 29  (1.2-7.1) 1.8  (0.6-5.0)
Household income—
Less than $52,000 per year 591 13.3 (10.4-16.1) 1.6 (1.1-2.3) (c)
$52,000-$129,999 per year 1185 11.0 (9.2-12.8) 1.3 (09-1.7)
$130,000 or more per year 750 8.8 (6.8-10.8) 1 (ref)
Not stated 129 10.2 (5.6 -14.7) 1.1 (0.6-1.9)
Parent or carer education (f)—
Bachelor degree or higher 1013 9.8 (7.9-11.7) 1 (ref) (c)
Diploma or certificate llI/IV 1069 12.2 (10.0-14.4) 1.3 (0.9-1.7)
Year 11 or 12 336 9.3 (6.2—-12.5) 1.0 (0.6 -1.5)
Year 10 or below 237 12.2 (7.9-16.5) 1.2 (0.8-1.9)
Parent or carer employment (g)—
Both carers employed 1477 9.5 (8.0-11.1) 1 (ref) (c)
One carer employed, one carer not in employment 469 9.3 (6.5—-12.0) 1.0 (0.7-1.4)
Both carers not in employment 80 14.0 (5.9-22.0) 1.5 (0.7 -3.0)
Sole carer employed 422 146 (11.4-17.9) 1.5 (1.1-2.1)
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Sole carer not in employment 201 15.8 (10.4-21.3) 1.8 (1.1-2.8)
Remoteness area—
Major cities of Australia 1729 10.8 (9.3-12.3) 1 (ref) (c)
Inner regional Australia 682 10.8 (8.4-13.3) 1.0 (0.8-1.4)
Outer regional Australia 201 11.6 (6.5-16.7) 1.2 (0.7-2.0)
Remote Australia or very remote Australia 43 12.7 (5.2-20.2) 1.4 (0.5-13.5)
Family functioning—
Very good 1484 9.7 (8.2-11.3) 1 (ref) 1 (ref)
Good 682 112  (8.5-13.8) 1.1 (0.8-1.6) 1.2 (0.8-1.7)
Fair 372 125  (8.7-16.4) 1.3 (0.8-1.9) 1.1 (0.7-1.7)
Poor 117 202 (12.7-27.7) 24  (1.5-4.0) 1.8 (1.0-3.1)
Self-harm in previous 12 months in 12-17 year-olds by mental disorder and socio-demographic characteristics
Mental health status—
Youth reported major depressive disorder 265 46.6 (40.0-53.1) 15.4 (11.2-21.6) 12.1 (8.7-16.7)
Parent or carer reported any anxiety disorder 188 22.6 (16.1-29.1) 3.5 (2.3-5.3) (c)
Parent or carer reported major depressive disorder 155 32,5 (24.3-40.8) 5.9 (3.9-8.9) 2.4 (1.6-3.7)
Parent or carer reported ADHD 140 6.7 (2.6 -10.9) 1.3 (0.6-2.6) (c)
Parent or carer reported conduct disorder 47 12.7 (2.0-23.4) 2.1 (0.8-5.7) (c)
Family type—
Original family 1684 5.9 (4.7-7.1) 1 (ref) 1 (ref)
Step family 154 15.4 (9.3-21.6) 3.1 (1.8-5.4) 2.3 (1.2-4.2)
Blended family 167 11.0 (5.5-16.5) 2.0 (1.0-3.7) 1.9 (0.9-3.7)
Sole parent or carer family 618 10.5 (8.1-12.9) 1.8 (1.3-2.5) 1.4 (1.0-2.1)
Other family 32 21.4 (6.8 —-35.9) 4.2 (1.7-10.5) 2.6 (0.9-7.8)
Household income—
Less than $52,000 per year 591 9.7 (7.3-12.1) 1.5 (1.0-2.3) (c)
$52,000-5129,999 per year 1185 8.0 (6.4-9.7) 1.2 (0.8-1.7)
$130,000 or more per year 750 6.7 (5.0-8.5) 1 (ref)
Not stated 129 6.6 (3.1-10.2) 09 (0.5-1.7)
Parent or carer education (f)—
Bachelor degree or higher 1013 7.1 (5.5-8.7) 1 (ref) (c)
Diploma or certificate lll/IV 1069 8.8 (6.9-10.8) 1.3 (0.9-1.8)
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Year 11 or 12 336 7.3 (4.4-10.3) 1.1 (0.6-1.8)
Year 10 or below 237 9.2 (5.4-13.0) 1.2 (0.7-2.1)
Parent or carer employment (g)—
Both carers employed 1477 7.2 (5.8-8.6) 1 (ref) (c)
One carer employed, one carer not in employment 469 6.4 (4.0-8.8) 0.9 (0.6 -1.4)
Both carers not in employment 80 11.3 (4.2-18.4) 1.6 (0.7 -3.5)
Sole carer employed 422 10.4 (7.5-13.3) 14 (1.0-2.1)
Sole carer not in employment 201 11.4 (6.6 -16.2) 1.6 (1.0-2.8)
Remoteness area—
Major cities of Australia 1729 7.9 (6.6-9.2) 1 (ref) (c)
Inner regional Australia 682 7.9 (5.9-10.0) 1.1 (0.8-1.5)
Outer regional Australia 201 8.9 (3.9-14.0) 1.3 (0.7-2.5)
Remote Australia or very remote Australia 43 10.2 (3.5-16.9) 1.5 (0.5-4.3)
Family functioning—
Very good 1484 6.7 (5.4-28.0) 1 (ref) 1 (ref)
Good 682 9.0 (6.7-11.4) 1.4 (0.9-2.0) 1.5 (1.0-2.2)
Fair 372 9.6 (6.2-13.1) 1.4 (0.9-2.3) 1.3 (0.8-2.1)
Poor 117 14.6  (8.4-20.9) 25  (1.5-4.2) 1.8  (1.0-3.2)
Self-harm four or more times in 12-17 year olds by mental disorders and socio-demographic characteristics
Mental health status—
Youth reported major depressive disorder 265 39.2 (32.8-45.6) 17.7 (12.1-25.7) 13.1 (8.9-19.2)
Parent or carer reported any anxiety disorder 188 18.7 (12.5-24.38) 3.9 (2.4-6.3) (c)
Parent or carer reported major depressive disorder 155 29.8 (21.8-137.8) 7.5 (4.7-11.8) 2.8 (1.8-4.6)
Parent or carer reported ADHD 140 6.8 (2.5-11.2) 2.0 (0.9-4.4) (c)
Parent or carer reported conduct disorder 47 15.2 (3.7-26.6) 4.0 (1.5-10.6) 2.5 (0.9-6.9)
Family type—
Original family 1684 4.0 (3.1-4.9) 1 (ref) 1 (ref)
Step family 154 122 (6.5-17.9) 3.6 (1.9-6.6) 25 (1.2-5.0)
Blended family 167 8.4  (3.7-13.2) 2.2 (1.1-4.5) 22 (1.0-4.9)
Sole parent or carer family 618 8.3 (6.0-10.7) 2.1 (1.5-3.2) 1.6 (1.1-2.5)
Other family 32 15.1  (3.0-27.3) 39 (1.4-11.0) 23 (0.7-7.7)
Household income— 591 7.2 (5.1-9.4) 1.5 (0.9-2.3) (c)
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Less than $52,000 per year
$52,000-5129,999 per year
$130,000 or more per year
Not stated
Parent or carer education (f)—
Bachelor degree or higher
Diploma or certificate l1I/IV
Year 11 or 12
Year 10 or below
Parent or carer employment (g)—
Both carers employed
One carer employed, one carer not in employment
Both carers not in employment
Sole carer employed
Sole carer not in employment
Remoteness area—
Major cities of Australia
Inner regional Australia
Outer regional Australia
Remote Australia or very remote Australia
Family functioning—
Very good
Good
Fair
Poor

1185
750
129

1013
1069
336
237

1477
469
80
422
201

1729
682
201

43

1484
682
372
117

5.5
5.2
6.8

5.1
6.7
4.7
6.9

5.2
4.3
6.7
7.6
11.0

5.6
6.5
6.5
4.7

5.2
55
7.1
13.0

(4.2-6.7)
(3.7-6.7)
(3.0-10.5)

(3.8-6.5)
(5.0-8.4)
(2.4-7.1)
(3.7-10.2)

(4.0-6.3)
(2.5-6.0)
(1.3-12.1)
(5.0 -10.2)
(6.3 -15.7)

(4.5-6.7)
(4.4-8.5)
(2.8-10.2)
(0.6-8.8)

(4.1-6.4)
(3.7-7.3)
(4.5-9.7)
(7.0-18.9)

1.0
1
1.2

1
1.3
1.0
1.2

1
0.8
1.2
1.4
2.2

1
1.2
1.4

np

1
1.0
1.3
2.8

(0.7-1.5)
(ref)
(0.6-2.4)

(ref)
(0.8-2.0)
(0.5-1.7)
(0.7-2.2)

(ref)
(0.5-1.3)
(0.5-3.1)
(0.9-2.2)
(1.3-3.9)

(ref)
(0.8-1.9)
(0.7-2.7)

np

(ref)
(0.7-1.6)
(0.8-2.0)
(1.6 -5.0)

(c)

(c)

(c)

1.0
1.0
1.8

(ref)
(0.6-1.6)
(0.6-1.7)
(0.9-3.6)

Self-harm requiring medical treatment in 12-17 year olds by mental disorders and socio-demographic characteristics

Mental health status—
Youth reported major depressive disorder
Parent or carer reported any anxiety disorder
Parent or carer reported major depressive disorder
Parent or carer reported ADHD
Parent or carer reported conduct disorder

265
188
155
140

47

6.6
4.4
9.9
np
np

(3.0-10.2)
(0.6-8.1)
(4.1-15.6)
np

np

24.9
7.4
35.5
np
np

(8.2-76.1)
(2.6 -21.1)
(12.3-102.7)
np
np

(h)
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Family type—
Original family
Step family
Blended family
Sole parent or carer family
Other family
Household income—
Less than $52,000 per year
$52,000-$129,999 per year
$130,000 or more per year
Not stated
Parent or carer education (f)—
Bachelor degree or higher
Diploma or certificate lll/IV
Year 11 or 12
Year 10 or below
Parent or carer employment (g)—
Both carers employed
One carer employed, one carer not in employment
Both carers not in employment
Sole carer employed
Sole carer not in employment
Remoteness area—
Major cities of Australia
Inner regional Australia
Outer regional Australia
Remote Australia or very remote Australia
Family functioning—
Very good
Good
Fair
Poor

1684
154
167
618

32

591
1185
750
129

1013
1069
336
237

1477
469
80
422
201

1729
682
201

43

1484
682
372
117

0.4
np
np

1.4

np

1.4
0.6

np
np

0.5
11

np
np

0.8
np
np

1.1

np

0.6
11
np
np

np
1.3
2.0

np

(0.1-0.6)
np
np

(0.2-2.5)

np

(0.3-2.5)
(0.2-1.0)
np
np

(0.1-1.0)
(0.3-1.8)
np
np

(0.3-1.2)
np
np

(0.0-2.3)

np

(0.2-0.9)
(0.3-2.0)
np
np

np
(0.3-2.3)
(0.4 -3.6)

np

np
np
3.6

np

2.5

np
np

2.0
np
np

np
np
1.4

np

2.1
np
np

np
4.9
7.2

np

(ref)
np
np

(1.2-10.9)
np

(09-7.1)
(ref)

np

np

(ref)
(0.7-5.8)
np

np

(ref)
np
np

(0.4-4.8)

np

(ref)
(0.8-6.1)
np

np

np
(1.2 -19.3)
(1.8 -29.6)

np
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ADHD = attention-deficit/hyperactivity disorder; n = unweighted number of respondents; % = weighted percentage; Cl = Confidence Intervals; np = not available for
publication, cell size n<=5 persons

(a) odds ratio from a separate logistic regression model for each characteristic, only adjusting for age, sex and that characteristic;

(b) odds ratio from overall multivariate logistic regression model including all characteristics in model and age and sex;

(c) characteristic not significantly associated with prevalence of disorder in final multivariate model;

(f) highest level of educational attainment achieved by either parent or carer;

(g) as two parent/carer or one parent/carer family structure is already accounted for in family type, in the multivariate model odds are calculated relative to both parents
or carers in employment for two parent or carer families, and relative to sole parent or carer in employment for one parent or carer families.

(h) Too few cases to produce a model.

(i) Reference category for each respective mental health disorder is the absence of the mental health disorder (i.e. Youth reported major depressive disorder vs Youth
reported no major depressive disorder, etc).
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