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Foreword
The relatively poor physical health of people with experience of mental illness and addiction is wellknown, longstanding, and unacceptable.
Yet this issue has attracted little attention at a national policy level until recently, when it emerged as a
priority in both Blueprint II (Mental Health Commission, 2012) and Rising to the Challenge (Ministry
of Health, 2012). The Ministry’s plan clearly indicates the need to address disparities in health
outcomes amongst people with low-prevalence conditions, as one of four overarching goals, and also
identifies this as a workforce development priority for primary care and the wider general health care
workforce. The Ministry’s planning and funding framework will undoubtedly reflect this stated
priority, which provides a very important context for action to address the disparity.
We know that people living with serious mental illness are at greater risk of a range of chronic health
conditions and have a significantly shorter life expectancy than their general population counterparts.
The situation is similar for people with alcohol and other drug addictions. This is why people working
in mental health and addiction services around the country have put in place a whole range of
wellbeing programmes, smoking cessation support, and physical health monitoring processes.
There is real progress being made to improve collaboration and integration between primary and
secondary health care sectors throughout New Zealand. There are indications that access to, and
quality of physical health care for people experiencing mental illness and addiction is improving.
There is also emerging evidence from overseas that early intervention in psychosis services are able to
help young people to manage the weight gain associated with antipsychotic mediation.
It has been very heartening to realise how committed people are to addressing this problem, and
willing to share their experiences with us in response to our call for evidence. We are particularly
grateful to those who indicated a wish to be part of a network of people representing a broad range of
communities and interest groups across New Zealand, who want to improve the situation.
We acknowledge all those people with lived experience of the health problems associated with mental
illness, whose voice is not immediately apparent in this summary of academic work, the findings of
which are of immediate relevance to them and to their families. It is essential that these voices are
heard in response to the serious disparities which are outlined in this evidence review.
There is so much more to do. It is our hope that this evidence review will inform a collaborative
response, a way forward that will inspire everyone who recognises the importance of addressing this
inequity, to work together on solutions.

Robyn Shearer
Chief Executive, Te Pou
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Executive summary
The scope of the review
This evidence review focuses on:
1. the physical health status of people with serious mental illness (SMI) and/or addiction, both
internationally and within New Zealand
2. explanations for their poor physical health relative to the New Zealand population as a whole
3. promising interventions to improve physical health outcomes for this group.
The definition of ‘people with a serious mental illness and/or addiction’ 1 includes those who have
been diagnosed with schizophrenia, major depressive disorder, bipolar disorder, schizoaffective
disorder and/or addiction.
Although many individuals experience both substance use and mental health problems, and there is a
growing evidence base for responding to co-existing problems, much of the research tends to focus on
either one or the other. In keeping with the review studies found, SMI and addictions have therefore
been covered separately in this report. This review does not attempt to investigate co-existing
problems beyond their impact on physical health, while acknowledging the work being undertaken at
a service level to better meet the treatment needs of people with co-existing problems (Ministry of
Health, 2010c).
The scope of this report is limited primarily to New Zealand and international reviews of published
studies dating from 2000 to 2013, and recent New Zealand studies of relevance to the topic. Searches
of online databases and more general internet searches were made.
In order to identify unpublished work and promising interventions from the mental health and
addiction sector in New Zealand, a call for evidence was made from the Te Pou and Platform websites,
and a small number of formal evaluations were found, alongside numerous examples of promising
interventions in both primary and secondary care settings, based on sound principles and often
modelled on well-established overseas programmes (see Appendix One).

Mortality and morbidity of people with serious mental illness and/or
addiction
The associations between serious mental illness and relatively poor physical health outcomes have
been well-established over many decades. People living with SMI are at greater risk of a range of
chronic health conditions and have a shorter life expectancy than their general population

1

It is recognised that definitions of serious mental illness used by researchers sometimes include addiction. For the
purpose of this review, the two were kept separate where possible as most of the material found focused on either SMI or
addictions. Any literature that included addiction as part of serious mental illness is specified within the document.
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counterparts. Similarly, alcohol and other drug addictions are associated with a number of concurrent
physical health problems (De Hert, Correll et al., 2011); Robson & Gray, 2007; Thornicroft, 2013).
Furthermore, one systematic review concluded that the mortality gap between people with
schizophrenia and the general community had worsened during the three decades up to 2006 that
were covered by the study (Saha, Chant, & McGrath, 2007).
This review has found that the situation in New Zealand is similar to that found in other
comparatively wealthy countries.
The international literature shows a significant gap in mortality between people with SMI and the
general population. Life expectancy of those with SMI has been estimated to be up to 25 years shorter
(Thornicroft, 2013; World Health Organization, 2013). Higher rates of suicide account for some of the
disparity; however, deaths in this population are mainly due to diabetes, respiratory illness,
cardiovascular disease and cancer (De Hert, Correll et al., 2011; Robson & Gray, 2007). Recent
research has identified a similar mortality gap within New Zealand. Overall, people using mental
health services have more than twice the mortality rate of the general population. The disparity is even
more pronounced for people with a psychotic illness, who have more than three times the overall
death rate. As with the international literature, the majority of deaths are due to natural causes, with
cancer and cardiovascular disease accounting for the most deaths (Cunningham et al., 2014).
The addictions section of this review is focused on alcohol, cannabis and methamphetamine. Nicotine
is of course a highly addictive substance; however, tobacco smoking tends to be identified in the
literature as an “individual lifestyle choice” (De Hert, Correll et al., 2011, p. 52) and a major cause of
disease and reduced life expectancy rather than an addiction. This review acknowledges the primary
importance of tobacco smoking as a driver of poor health for people with SMI, and also summarises
smoking-related ‘addictions’ research on smoking cessation interventions.
Alcohol has been causally linked to more than 60 medical conditions, including a range of
gastrointestinal diseases and cancers, central nervous system effects, coronary heart disease, and
sexually transmitted infections (Jones et al., 2011; Mannelli & Pae, 2007; Room et al., 2005). Alcohol
consumption makes a substantial contribution to the global burden of disease, including four per cent
of total mortality (Jürgen Rehm et al., 2009). A similar proportion has been identified within New
Zealand, with around one-quarter of alcohol-related deaths due to cancer, and another quarter due to
other chronic diseases (Connor et al., 2005).
For those with an illicit drug addiction, mortality risk increases with the frequency of drug use, and is
more pronounced among opioid users (Degenhardt & Hall, 2012; Jones et al., 2011). Recent analysis
of mortality amongst New Zealand users of mental health services identified that people with a
primary substance use diagnosis had premature mortality rates over two and a half times that of the
population as a whole (Cunningham et al., 2014).
People with an addiction are also at increased risk of a range of physical health conditions, although
these vary according to the substance (Degenhardt & Hall, 2012; Jones et al., 2011).
Methamphetamine addiction is linked with heart disease, cerebrovascular complications, oral health
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diseases, and increased risk of transmission of blood-borne viruses (Darke et al., 2008; Petit, Karila, &
Chalmin, 2012). Cannabis has been found to pose a lower physical health risk compared with other
illicit drugs, but its chronic use is linked to bronchitis and impaired respiratory function, respiratory
cancers, cardiovascular disease, lung damage and reproductive disorders (Degenhardt & Hall, 2012;
Hall, 2009; Jones et al., 2011). Rates of intravenous drug use in New Zealand are low; however, high
rates of hepatitis C have been found among methadone clients and injecting drug users (Deering et al.,
2004).
International literature has identified significantly higher rates of a range of major physical illnesses
amongst people with SMI than their counterparts in the general population. These include metabolic
syndrome, viral and oral health diseases, and a range of respiratory diseases (Collins et al., 2012; De
Hert, Correll et al., 2011; Robson & Gray, 2007). Diabetes is reported as being up to four times more
prevalent, and cardiovascular disease has been identified as the most common cause of death amongst
people with SMI (De Hert, Correll et al., 2011; Scott & Happell, 2011). The evidence with regard to
cancer is mixed, with limited evidence of elevated rates. However, case fatality rates are higher
amongst people with SMI, compared with the general population, indicating unequal access to
diagnosis and treatment of the disease (Lawrence, Kisely, & Pais, 2010; Scott & Happell, 2011).
Data on different health conditions amongst people with SMI in New Zealand reflects the
international findings. Te Rau Hinengaro: The New Zealand Mental Health Survey data indicates that
people with “any mental disorder” have a higher prevalence of several chronic physical conditions,
compared with those with no mental disorder (Oakley-Browne et al., 2006). This data, and data from
other sources, indicates that people with SMI in New Zealand are also more likely to be obese or
overweight (Jun et al., 2000; Wheeler et al., 2013).
In contrast to the international literature, Te Rau Hinengaro found that rates of diabetes were similar
to those in the general population. However, increased rates have been linked with antipsychotic use
(Thornley, 2009), and among females with mood disorder when compared with their male
counterparts (Oakley-Browne et al., 2006). Te Rau Hinengaro excluded people living in residential
accommodation, and homeless people, and the diagnostic interview used did not generate diagnoses
for specific psychotic disorders, such as schizophrenia. This is likely to explain the different findings,
as people with SMI are significantly under-represented in this survey.
A higher prevalence of a range of other health conditions has been reported amongst people with SMI
in New Zealand, including cardiovascular disease, respiratory diseases, chronic pain, high blood
pressure and high cholesterol (Oakley-Browne et al., 2006; Wheeler et al., 2013). In line with the
international literature, similar rates of cancer have been identified amongst those with and without
SMI (Oakley-Browne et al., 2006), but worse outcomes for people with SMI indicate a disparity in
access to and quality of healthcare treatment, as with international studies.
New Zealand research indicates some differences across ethnic groups. Higher rates of respiratory
conditions and chronic pain have been identified amongst Māori with any mental disorder, compared
with Māori with no mental disorder (Oakley-Browne et al., 2006). The overall alcohol-related death
9

rate for Māori is four times that of non-Māori (Connor et al., 2005). A study of mental health service
users in Auckland found that Māori and Pacific service users had a higher body mass index (BMI)
than their European/Other and Asian counterparts (Wheeler et al., 2013). Māori users of mental
health services have higher mortality rates than the general Māori population, but the size of this
difference is less for Māori than non-Māori (Cunningham et al., 2014).

Drivers of relatively poor health
There is a large body of literature on poor physical health outcomes amongst people with SMI and/or
addiction, both from New Zealand and overseas. These outcomes include:
•

greater exposure to known risk factors – socio-economic status, high rates of smoking, alcohol
and other drug use, reduced physical activity and poor nutrition

•

psychotropic medication effects – their contribution to obesity, metabolic syndrome,
cardiovascular disease and type 2 diabetes

•

reduced access to and quality of healthcare – due to financial barriers, stigma and discrimination.
Systemic issues in healthcare delivery also make an important contribution to poor outcomes and
include the separation of physical and mental health services, and a need for more clarity
regarding roles and responsibilities for the physical healthcare of people with SMI and/or
addiction.

The links between socio-economic status and mental illness have been widely reported (Collins et al.,
2012). Robson and Gray (2007) note that socio-economic consequences associated with SMI also
impact on the physical health of this population group. These consequences include issues such as
restricted access to employment, social stigma and isolation, poverty, and poor housing. While these
factors alone do not fully explain the disparities in health status between people with SMI and those of
the general population, they are important to acknowledge, given evidence that policy interventions
that address the social determinants of health can be effective in improving health outcomes for
vulnerable or at-risk groups (Bambra et al., 2009; Jones, 2009; Marmot 2013).
Greater exposure to known risk factors for chronic physical illnesses, such as smoking, poor nutrition
and low levels of physical activity, also contribute to relatively poor health. While such behaviours are
often described as poor individual ‘lifestyle’ choices, it has been found that socio-economic and
clinical influences can have a significant impact on health behaviours. Indeed, Robson and Gray
(2007) argue against such factors being choices, and rather that they are a result of a range of social,
environmental, physical and psychological consequences of SMI. Given the highly addictive nature of
nicotine, it is certainly questionable whether choice is a factor at all in tobacco smoking.
The very high rates of smoking amongst this population is a key area of concern, particularly given
that this review did not identify much evidence to date of a reduction in smoking prevalence, as
currently seen for the general population. Yet stopping smoking is likely to provide both physical and
mental health benefits, countering the widely held belief amongst smokers and non-smokers that
smoking itself has mental health benefits (Taylor et al., 2014).
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The scope of this review did not permit an in-depth analysis of the relationship between psychotropic
medications and physical health outcomes; however, a number of studies have identified a negative
impact on physical health, due to the contribution of antipsychotic medications to obesity,
cardiovascular disease, poor oral health and type 2 diabetes (Collins et al., 2012). There are conflicting
reports with regard to the links between specific drugs and actual levels of weight gain, and some
authors argue that there is limited ability to accurately isolate the effect of antipsychotics on weight
gain, because of the combined long-term effects of having a chronic illness (Álvarez-Jiménez,
Gonzalez-Blanch, et al., 2008). However, there is strong evidence overall that antipsychotic
medication contributes to obesity levels. A recent meta-analysis comparing people with schizophrenia
and the general population found that people with schizophrenia who have multiple episodes and are
on medication are at a more than fourfold increased risk for abdominal obesity, compared to general
population controls; and that this group is also at significantly increased risk for developing cardiometabolic abnormalities, compared with first-episode and drug-free patients (Vancampfort et al.,
2013).
It is clear that not only do people with SMI and/or addiction face barriers in accessing healthcare due
to stigma and discrimination; it would appear that a lack of clear responsibility for the physical health
needs of this population is a key contributor to the current situation. Moreover, both internationally
and within New Zealand, limited skills and confidence amongst the health workforce in addressing
the issue have been identified. A recent editorial in the Lancet posed the question: “Why are patients
with mental health problems being denied such important care?” (The Lancet, 2013, p. 1154). The
answer given was that it is likely to be due to a lack of confidence amongst physical health teams in
helping people with SMI, combined with mental health staff not feeling confident providing physical
healthcare.
A systematic review of research examining the quality of medical care received by people with SMI
and/or addiction identified disparities in the level of healthcare delivered to this group (Mitchell et al.,
2009). This was despite them having similar or higher levels of contact with medical professionals,
compared with the general population. Of note, is that inequalities were most evident in relation to
general medicine and cardiovascular care, but may also be present in cancer and diabetes care
(Mitchell et al., 2009).

Promising interventions
Despite the longstanding evidence regarding the relatively poor health status of this population group,
it seems there have been few published studies of attempts to address the poor physical health of
people with SMI (Lawrence et al., 2010) or those with an addiction (Weisner et al., 2001). The call for
evidence, undertaken as part of this project, identified a number of promising evidence-based
interventions being delivered within New Zealand. There is also an emerging body of literature about
promising interventions, and this is divided into two main types of intervention: systems-level, and
individual behaviour change.
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Systems-level interventions include policy and regulatory mechanisms, changes to the way healthcare
services are structured to better meet the physical health needs of people with SMI (including colocation of primary care health professionals in mental health services and vice-versa), quality
improvement approaches (such as instigating routine screening, health assessments and monitoring
within mental health services), and workforce development strategies. Training can assist mental
health workers to better identify physical health problems and enable access to treatment, and support
the general health workforce to understand the greater physical health risks associated with having a
SMI and/or addiction and to respond appropriately.
Individual behaviour change interventions provide combinations of personalised smoking cessation,
increased physical activity, and improved nutrition and general wellbeing. Those based on good
evidence, which are service-user directed and work towards achieving long-term sustainable lifestyle
changes, have been shown to be successful at an individual and small group level. However, there is no
simple or single approach that has demonstrated long-term effectiveness.
The findings from the evidence review for each type of intervention are discussed in more detail
below.

Systems-level interventions
Policy interventions
It has been noted that people with a mental illness are largely invisible within national and global
strategies, even though various other vulnerable populations, such as children living in poverty, are
commonly identified. People with SMI “are not mentioned among the vulnerable groups even though
they represent a particularly vulnerable, disadvantaged socio-economic group” (Burti et al. 2013, p.
115). This lack of visibility as a priority group with legitimate high needs is clearly problematic in
terms of improving health outcomes. This is supported by De Hert, Cohen, et al. (2011) who argue
that people with SMI must be identified by governments as a group with significant health risks, who
experience disparity in healthcare access and treatment, before the problem can be effectively
addressed.
There is good evidence that broader health-related policy has been effective at improving the health
status of specific groups and reducing health disparities. For example, a recent World Health
Organization report on the social determinants of health recommends that governments “take action
to develop systems and processes within societies that are more sustainable, cohesive and inclusive,
focusing particularly on groups most severely affected by exclusionary processes” (Marmot, 2013, p.
17).
Specific actions to address the social determinants of health and wellbeing amongst marginalised
populations, which are relevant to this review, include:
•

avoid focusing on the individual attributes and behaviours of those who are socially excluded

•

focus on actions across the social gradient in health that are proportionate to need, rather than
the gap in health between the most- and least-disadvantaged groups
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•

focus actions on releasing capacity within organisations, professional groups and disadvantaged
groups, to achieve long-term improvements in resilience and in how those who are socially
excluded are able to live their lives

•

empower disadvantaged groups in their relationships with the societal systems that they have
contact with (Marmot, 2013).

The report advocates for “proportionate universalism”, which can address the needs of people at the
bottom of the social gradient and those who are most vulnerable. “Policies are needed that are
universal but are implemented at a level and intensity of action that is proportional to need –
proportionate universalism.” (Marmot, 2013, p. 5)
The World Health Organization recommendations support earlier work on addressing health
inequalities. Policy mechanisms, such as progressive taxation, home ownership, business regulation,
and the way welfare benefits are distributed and healthcare is funded, have all been associated with
reduced health inequalities (Woodward & Kawachi, 2000).
Policy interventions, such as smoke-free workplaces, have proven effective in reducing smoking
prevalence across all workplace settings, and need to be supported by smoking cessation services
offered routinely to smokers. Implementation of this policy has been slower in New Zealand mental
health services compared with other workplaces, but the majority of mental health services are now
fully compliant (Ministry of Health, 2012b).
Effective population-level policy measures for reducing alcohol-related harm will also impact on
people with SMI. Policies supported by good international evidence are:
•

raise alcohol prices

•

raise the purchase age

•

reduce alcohol accessibility

•

reduce advertising and sponsorship

•

increase drink-driving countermeasures (Sellman et al., 2012).

Healthcare service delivery
Integrated care models are considered promising with regard to improving the physical healthcare of
people with SMI and/or addiction, but there have been limited rigorous evaluations of their outcomes.
However, one systematic review of interventions designed to improve the physical healthcare of this
group (Reilly et al., 2013) did find some significant improvement in the primary care linkage 2 as a
result of the intervention, and all studies that assessed the quality of primary care reported a
significant improvement in the intervention group. This included increased rates of diagnosis for

2

Linkage with primary care was defined as “one or more appointments with a general medical provider” (Reilly

et al., 2013, p. 148).
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some common medical problems, improved care and treatment of target health conditions, and
improved performance in relation to process measures.
Moves towards structural integration in the New Zealand policy context were signalled in Better,
Sooner, More Convenient Health Care in the Community (Ministry of Health, 2011a) and discussed in
Rising to the Challenge: The Mental Health and Addiction Service Development Plan 2012-2017
(Ministry of Health, 2012a). The strengthening of linkages between primary care and mental health
services was also a recommendation from the metabolic working group initiative (New Zealand
Mental Health Metabolic Working Group, 2008).
An Australian systematic review of service linkages in primary mental healthcare (Fuller et al., 2009)
summarised a wealth of findings on different aspects of primary care and secondary mental health
service integration. It has been suggested that models of integrated care should be adapted to local
needs and capacities (Druss & von Esenwein, 2006), and this has been put into practice in New
Zealand through the Primary/Secondary Mental Health Integration Project (Ministry of Health,
2011b) and primary mental health development over many years (Dowell et al., 2009).
It is acknowledged that a number of practical barriers need to be addressed, and thus priority actions
for the next five years, as outlined in Rising to the Challenge (Ministry of Health, 2012a), include
developing an integrated IT system, enhancing the collection and reporting of primary care
information, and building the confidence and capability of the primary care workforce in this area. It
is also proposed that space for on-site delivery of specialist services within primary care locations will
be provided.
Fuller et al. (2009) found that the following actions would be needed to embed linkages:
•

have relevant institutions endorse the need for linked services in primary mental healthcare

•

develop leadership in mental health and primary care to facilitate change

•

have planning and accountability at a regional level, such as through primary healthcare
organisations

•

promote bottom-up models of clinical collaboration

•

build workforce capacity to meet competency standards in collaborative mental healthcare

•

collect and report on data that indicates the benefits of integrated primary mental health
services

•

promote the involvement of consumers at the centre of care, around which services
collaborate (Fuller et al., 2009, p. 37).

Both the primary and secondary care workforces (across both physical and mental health specialist
services) have a fundamental role to play in improving the physical health of people with SMI and/or
addiction, and training may be required to increase skill and confidence levels in both settings. There
is support within the literature for staff working within both primary and secondary healthcare
settings to take on responsibility for monitoring and screening procedures related to the physical
health of this population group (De Hert et al., 2010; Ministerial Advisory Committee on Mental
Health, 2011). This review did not identify clear evidence regarding the level and frequency with
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which monitoring and screening should be undertaken, but a range of guidelines provide
recommendations as to which health aspects require monitoring (Curtis et al., 2012).
National Institute for Clinical Excellence (NICE) guidelines (2009) recommend that primary
healthcare professionals monitor the physical health of people with schizophrenia at least once a year,
and the metabolic working group suggests a range of monitoring timeframes for people treated with
antipsychotic medications, depending on the specific medication and the aspect of health being
monitored (New Zealand Mental Health Metabolic Working Group, 2008).
Some research indicates that mental health nurses have a key role to play within multidisciplinary
teams, and are well suited to bridging the gap between mental and physical healthcare systems, due to
their holistic training and general approach to SMI patients (Vreeland, 2007). They may also be more
trusted by people with SMI (Kemp et al., 2009).
The recently released Lethal Discrimination report in the UK makes a number of recommendations
relating to workforce interventions (Rethink Mental Illness, 2013). One is that general practitioners
(GPs) should monitor the physical health of people with SMI more closely. The report proposed that
all mental health professionals receive basic physical health training, and that the respective
responsibilities of primary and secondary care services need to be clearly outlined.

Individual behaviour change interventions
The evidence on interventions that attempt to address the poor physical health of people with SMI
and/or addiction through behaviour change tends to be weakened by methodological limitations
inherent in many of the studies undertaken (Bradshaw et al., 2005; Cabassa et al., 2010). However, a
number of approaches have been identified as showing promise in improving the physical health of
people with SMI and/or addictions, and in reducing the risk factors they are exposed to, particularly
when provided during the early stages of antipsychotic treatment (Álvarez-Jiménez, Hetrick, et al.,
2008; Roberts & Bailey, 2011, Curtis et al., 2012).
Wellbeing interventions, such as physical activity and nutrition promotion, and smoking cessation
initiatives, support and strengthen a therapeutic focus on recovery. Findings from evaluations of diet
and exercise programmes indicate that the following characteristics are likely to facilitate greater
success:
•

build on existing, and promote further, therapeutic alliance

•

incorporate both cognitive and behavioural strategies; combine exercise, dietary counselling
and health promotion

•

have realistic or modest outcome targets

•

be flexible in accommodating individual needs and differences

•

look to the long-term and provide ongoing support beyond the initial intervention

•

include a group or social component

•

acknowledge and take into account possible barriers faced by people with SMI in participating
in such programmes (Kemp et al., 2009).
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Roberts & Bailey (2011) found improved effectiveness in programmes with a peer component,
alongside staff support and active participation.
Smoke-free policies provide a supportive context for smoking cessation programmes in mental health
services. Programmes that incorporate nicotine replacement therapy, and provide more intensive
personal support are likely to be more effective (Bhikha, 2008; Clinical Trials Research Unit,
University of Auckland, 2008); and quitting smoking has not been found to worsen the mental health
of people with SMI (Banham & Gilbody, 2010; Bradshaw et al., 2005; Happell et al., 2012). A recent
systematic review of smoking cessation interventions (Taylor et al., 2014) concluded that stopping
smoking is actually likely to provide mental health benefits, in the general population as well as for
people with SMI, countering the widely held belief amongst smokers that quitting smoking will be
detrimental to their mental health.
For specific sub-populations of people with an illicit drug addiction, opioid substitution treatment and
needle exchange programmes have been found to be effective in reducing health-related harms
(Strang et al., 2012; Wodak & Cooney, 2005).
This review found very limited published information about either the impact of ethnicity on the
physical health of people with SMI, or the effectiveness of interventions attempting to meet the needs
of different ethnic groups. The absence of evaluated interventions for different ethnic groups (both
internationally and within New Zealand) is problematic and needs to be addressed.

Conclusion
There is strong evidence of longstanding disparities between the physical health and life expectancy of
people with SMI and/or addiction and their general population counterparts, with a range of factors
known to contribute to this situation.
In spite of the significant inequalities in health outcomes outlined in this review, people with SMI
remain largely invisible in a global health policy context as a vulnerable priority group with legitimate
high needs (Burti et al., 2013). This lack of visibility is clearly problematic in terms of gaining adequate
resources for improving health outcomes. De Hert, Cohen et al. (2011) conclude that people with SMI
must be identified by governments as a priority group with significant health risks and disparity in
healthcare access and treatment, to enable the problems to be effectively addressed.
It has also been claimed that enough descriptive research has been undertaken to identify the size and
seriousness of the problem of disparities in health of people living with SMI, and it is time to address
this. The development and resourcing of evidence-based interventions aimed at reducing excess
mortality amongst this population group must now become a priority (Thornicroft, 2013). The
findings of this review strongly support this claim.
There are encouraging initiatives underway internationally, particularly in Europe, the UK and
Australia (see discussion section). There is much to learn from the work of the Mental and Physical
Health Platform (2013), which brought together partnerships with various associations across
European countries in a call to action, with the aim of raising awareness of the issues, and changing
16

mind sets, in order to address the personal, social and economic consequences of ignoring the physical
health of people with SMI.
In the UK, a cross-government national strategy supported by nearly 30 agencies, No Health Without
Mental Health, (HM Government, 2011) includes the improvement for physical health for people with
mental health problems as one of six priorities in its own call to action statement.
In 2013, a group of psychiatrists, including Jackie Curtis of the Bondi Early Psychosis Programme in
Sydney, launched an international consensus statement focusing on early intervention to improve the
physical health outcomes of young people diagnosed with psychosis. Healthy Active Lives (HeAL)
focuses on minimising the complications of obesity through regular review of medication and the
provision of a range of support to enable young people to lead healthy, active lives.
These models provide a way forward for a national, systemic approach. There are many examples of
good practice within New Zealand that also show the way forward for a recovery-based approach to
individualised wellbeing programmes for people with SMI and/or addictions, and localised
approaches to service integration.
This review has identified that people with a SMI and/or addiction have significant physical health
needs and a reduced life expectancy in comparison to the general population. The review has found
evidence for the drivers of this disparity, which are multi-levelled and multi-faceted. The review has
also found that although there is less evidence on effective interventions, there is sufficient evidence to
inform action at multiple levels. Identifying the disparities and the gaps is a crucial first step (Nease,
2014), but the most important next step is to involve all those who can effect change to work together
to improve the physical health outcomes of people with a mental illness and/or addiction, and to
monitor mortality and morbidity rates on a routine basis to understand the impact of these changes
(Cunningham et al., 2014).
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Introduction
The links between serious mental illness (SMI) and poorer physical health outcomes are wellestablished. People living with SMI have a shorter life expectancy than their general population
counterparts, and are at greater risk of a range of chronic health conditions (De Hert, Correll, et al.,
2011; Handiside, 2004; Lawrence et al., 2010). There is also evidence that the gap may be widening
(Saha et al., 2007; Scott & Happell, 2011). Similarly, alcohol or drug addiction is associated with a
number of concurrent physical health issues. This includes adverse effects on respiratory and
cardiovascular systems (Hall, 2009b; Jones et al., 2011), excess deaths (Degenhardt & Hall, 2012; Jones
et al., 2011;) and a range of cancers (Mannelli & Pae, 2007; Rehm et al., 2009). Furthermore, coexisting substance use and psychotic disorders are associated with significantly greater risk of a
number of physical illnesses, particularly heart disease, asthma, gastrointestinal disorders, skin
infections and respiratory diseases (Dickey et al., 2002).
Despite this, there has been limited focus to date on the physical health needs of people with SMI
and/or addiction as a priority for policy and research within New Zealand. There has been good work
undertaken at a service level, but much of this has not been formally evaluated.
Internationally, however, there are clear signs of some momentum and collaborative action
(Thornicroft, 2013). Over the past 10 years, for example, the issue has been a feature of UK policy
(Chadwick et al., 2012) and in Australia, the No Mental Health Without Physical Health inquiry by the
Ministerial Advisory Committee on Mental Health produced a range of recommendations seeking to
address the physical health needs of people with SMI. These included a call to action for the Australian
Government to take proactive and sustained action to close the health inequality gap (Ministerial
Advisory Committee on Mental Health, 2011).
Moreover, the World Health Organization’s Mental Health Action Plan 2013–2020 states as its goal:
“To promote mental wellbeing, prevent mental disorders, and reduce the mortality and disability for
persons with mental disorders” (World Health Organization, 2013, p. 9), and in November 2013 the
Mental and Physical Health Platform partners in Europe released Mental and Physical Health: A Call
to Action, which makes policy and practice recommendations with the aim of mobilising action across
individuals and organisations (The Mental and Physical Health Platform, 2013).
This evidence review will be used to inform the development of a consensus position statement and a
programme of concerted action in New Zealand to improve the physical health of people diagnosed
with SMI and/or addiction.

Methods
The purpose of this narrative review is to present evidence on the physical health of people with
SMI/addictions; to summarise what is known about the drivers of inequalities in relation to
SMI/addictions and physical health; and to highlight evidence-based interventions to improve the
physical health outcomes of mental health service users. Our aim is to provide a source of empirically
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supported knowledge and facilitate application of that knowledge to action within the New Zealand
context.
Various definitions of SMI are used in the literature. For the purpose of this review, the following
definition of ‘people with serious mental illness and/or addiction’ 3 was utilised: people who have been
severely impacted by mental illness and/or addiction, including those who have been diagnosed with
schizophrenia, major depressive disorder, bipolar disorder, schizoaffective disorder and/or addiction.
The review of health outcome literature relating to the physical health of people with SMI and/or
addictions draws primarily on recent review studies and meta-analyses, as well as relevant New
Zealand data published by the Ministry of Health, with a focus on publications from 2000 onwards.
The review of literature on interventions also includes recent New Zealand and international studies
of direct relevance to the research questions.
Relevant review articles were initially identified by the research team, and this literature was
supplemented by a more detailed literature search. The scope was limited to reviews of published
studies on the physical health status of people with SMI and/or addiction from 2000 to 2013. Studies
were accessed via searches of online databases (including Scopus, Medline, Web of Science,
PsychInfo) and more general internet searches (e.g. Google Scholar). Initial searches included the
following terms: physical health; mental health; mental illness; schizophrenia; addictions; co-existing
mental illness and substance use disorders; alcohol; drugs; illicit/illegal drugs; health; harms; health
effects; burden of disease; effective/promising interventions; primary mental health; mental health
service integration. Reference lists of selected articles were reviewed for additional relevant studies.
Non-English language articles that explored the mental health of people living with chronic physical
health conditions were excluded.
In addition to searching online databases (as noted above), reports and other publications were
accessed via general searches of relevant websites (e.g. Ministry of Health) and other sources suggested
by the research team.
A call for evidence was undertaken in November 2013 as part of this review, to identify unpublished
work and promising interventions. This entailed an online invitation to the mental health sector to
submit information on evaluated interventions targeting the physical health of SMI/addiction
populations. Examples given in the call for evidence invitation included workforce training, physical
health improvement programmes (such as screenings or assessments), guidelines or policy initiatives,
physical health monitoring or lifestyle modification programmes, and primary and secondary
integration processes. The call resulted in over 20 responses, which described different approaches
attempting to address the physical health needs of people with SMI and/or addictions. Where possible,

3

It is recognised that definitions of serious mental illness sometimes include addiction. For the purpose of this review, the
two were kept separate where possible. Any literature that included addiction as part of serious mental illness is specified
within the document.
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copies of relevant evaluations were collected, reviewed and incorporated into this evidence review.
Examples of good practice will be developed into stories for change and case studies, and made
available separately.
The key questions to be answered by the review were as follows.
1. What are the main findings from recent international research 4 on physical health outcomes
amongst people with serious mental health illness and/or addiction, and how does this
compare with general population health outcomes and findings available from New Zealand
research?
2. What is the extent of physical health outcome disparity between the general population and
people with serious mental health illness and/or addiction living in New Zealand?
3. What are the main reasons identified in the literature which explain these inequalities?
4. What evidence can be found for effective interventions to improve health outcomes for people
with serious mental health illness and/or addiction?
Evidence relating to the physical health status of people with SMI is presented in the first section,
followed by current knowledge in relation to people with an addiction. A second section provides
possible explanations for the relatively poor health of people with SMI and/or addiction. The third
section outlines evidence relating to promising interventions designed for this population group.
Within each section, international material is presented first, followed by New Zealand data, where
this is available.
The literature on mental illness is presented separately from the literature on addictions in most
sections for ease of presentation. However, the high prevalence of co-existing mental illness and
substance disorders is well-established. It has been estimated that between 22 per cent and 44 per cent
of individuals admitted for SMI in the UK also have co-existing substance use problems (Graham,
2011). Todd (2010) estimated that within New Zealand mental health settings, between 30 and 50 per
cent of people with SMI have a co-existing substance use problem. Many of these people will be at
greater risk of having physical health problems, as outlined in this review, and the reasons for this are
complex and interrelated.

Limitations of this review
While narrative reviews summarise current knowledge, and are recognised as a good source of
background information, they have inherent limitations. For example, they are prone to bias in the
selection of articles, as they do not include strict systematic methods for inclusion, or use rigorous
appraisal methods in analysing the quality of studies included. Although we used broad search
strategies across multiple databases, and supplemented these by reviewing the bibliographies of
selected publications, relevant articles may have been missed. The scope of the review was largely

4
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This refers to research published since 2000, within OECD countries.

limited to selected review articles. Therefore, while we are cautious in our findings, the general
consistency of the information reviewed, particularly with regard to the international data, suggests
that an accurate representation of evidence in this field has been obtained and presented.
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The physical health status of people with
serious mental illness and/or addiction
Serious mental illness – international literature
There is a wealth of international literature that discusses the associations between SMI and physical
health (Collins et al., 2012; Thornicroft, 2013). This review found that many of the studies undertaken
focus on schizophrenia, and this concurs with the findings from other researchers who have noted
that there are few studies that have investigated a broader spectrum of SMI (Collins et al., 2012).
Key findings from the international literature are outlined below; this is followed by an analysis of
New Zealand research evidence.

Mortality
Life expectancy of people with SMI has been estimated to be 20 to 25 years shorter than the general
population (Ministerial Advisory Committee on Mental Health, 2011; Thornicroft, 2013; World
Health Organization, 2013), with estimates that life expectancy is reduced by at least 20 per cent
amongst people with schizophrenia (Hennekens et al., 2005), and that the mortality gap between
people with schizophrenia and the general community has been increasing over recent decades (Saha
et al., 2007).
Moreover, as with the general population, there is evidence of gender differences, with the gap being
around 15 years for women, and 20 years for men (Thornicroft, 2013).
It is recognised that unnatural causes of death (e.g. suicide) explain these figures to some degree.
Suicide rates amongst people with SMI are very high; for example the rates of people with
schizophrenia have been estimated to be 12 times as high as the general population rate (Saha et al.,
2007). One meta-review found that “for suicide mortality, borderline personality disorder, depression,
bipolar disorder, opioid use and schizophrenia, as well as anorexia nervosa and alcohol use disorder in
women, had substantially increased rates (greater than 10 times) compared with the general
population.” (Chesney, Goodwin & Fazel, 2014, p. 158 )
However there is a plethora of evidence that people with SMI and/or addictions are more likely to be
at risk of life-threatening physical health conditions (Collins et al., 2012; Colton & Manderscheid,
2006; Lawrence & Kisely, 2010). Excess deaths in this population have been attributed to respiratory
illness, cardiovascular disease and cancer (Colton & Manderscheid, 2006; Lawrence & Kisely, 2010).
Lawrence et al. (2010) note that while the proportion of deaths due to suicide within this population is
relatively small compared with mortality linked to natural causes amongst people with SMI, the latter
has received far less attention in the literature.
Lawrence et al. (2010) discussed a number of limitations regarding mortality data for people with SMI,
including most of the administrative data and population-based registers that the research draws on.
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Another problem identified is the relatively low numbers of people with SMI who seek treatment,
leaving a gap in knowledge regarding mortality amongst people with an untreated mental illness.

Associated health conditions
There are a number of recent review studies that have investigated physical health problems amongst
people with SMI (Collins et al., 2012; De Hert, Correll, et al., 2011; Robson & Gray, 2007; Scott &
Happell, 2011) and found higher than expected rates of a range of health conditions, including
diabetes, respiratory diseases, infectious disease, some forms of cancers, and HIV infection.
Metabolic syndrome
Metabolic syndrome is “an umbrella term for a cluster of symptoms including weight gain, especially
abdominal or visceral, abnormal lipid profiles, hypertension and diabetes” (Collins et al., 2012, p.
639). It can also be a risk factor for type II diabetes and cardiovascular disease (Alberti et al., 2005).
The prevalence of metabolic syndrome amongst people with SMI has been reported as being two to
three times that of the general population (Scott & Happell, 2011), and is particularly prevalent
amongst those with schizophrenia (De Hert, Correll, et al., 2011).
A number of review studies have highlighted an association between SMI and obesity (De Hert,
Correll, et al., 2011; Robson & Gray, 2007; Scott & Happell, 2011), with one concluding that there is
“good evidence” of an increased prevalence of obesity in people with SMI, compared with their
general population counterparts (De Hert, Correll, et al., 2011). A minority of researchers found
comparable levels of obesity amongst people with SMI and the general population during the 1990s,
but these findings might be explained by the currency of those studies, as the prevalence of obesity has
also been increasing amongst the general population (Collins et al., 2012). In addition to links with
secondary medical problems, such as hypertension, diabetes and cardiovascular disease (Vreeland,
2007), obesity and weight management can pose particular challenges for people with SMI, as it can
lead to medication non-adherence, further mental illness and hospitalisation (Vreeland, 2007).
The evidence suggests that there is increased risk of obesity evident amongst people with
schizophrenia, compared with patients with major depression or bipolar disorders (De Hert, Correll,
et al., 2011). There have also been regional differences identified (Scott & Happell, 2011), and higher
rates reported amongst females with SMI (Allison et al., 2009; Robson & Gray, 2007; Scott & Happell,
2011).
Diabetes
It has been claimed that the relationship between diabetes and SMI (particularly schizophrenia) has
received more attention than any other physical health condition in this field (Collins et al., 2012;
Robson & Gray, 2007), with estimates of the incidence of diabetes amongst this group ranging from
between 1.5 to four times that of the general population (Collins et al., 2012). Some research has
identified it as being four to five times higher in specific age groups, amongst people with
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schizophrenia (De Hert, Correll, et al., 2011). One review study across several countries 5 found that
the prevalence of type 2 diabetes in people with SMI was twice that of the general population (Scott &
Happell, 2011).
Cardiovascular diseases
Cardiovascular disease 6 has been identified as the most common cause of death amongst people with
SMI (De Hert, Correll, et al., 2011), as well as within the general population (Ministry of Health,
2009b). However, people with schizophrenia, major depressive disorder and bipolar disorder are at
significantly higher risk for cardiovascular disease morbidity and mortality than the general
population (De Hert, Correll, et al., 2011), and for individuals with bipolar spectrum disorders, the
mortality risk has been estimated to be up to 2.5 times higher (Roshanaei-Moghaddam & Katon,
2009).
For people with depression, the prevalence of cardiovascular disease is 1.5 to two times higher than
the general population (De Hert, Correl, et al., 2011; Scott & Happell, 2011), and amongst people with
schizophrenia, bipolar disorder and depression the risk of coronary heart disease is at least two-fold
(De Hert, Correll, et al., 2011).
Respiratory diseases
Higher rates of respiratory diseases, such as emphysema, asthma and chronic bronchitis have been
identified amongst this population group (Robson & Gray, 2007; Scott & Happell, 2011). Other
respiratory conditions that are more prevalent internationally amongst people with SMI, when
compared with the general population, include tuberculosis (among people with schizophrenia) and
pneumonia, as well as chronic obstructive pulmonary disease (De Hert, Correll, et al., 2011).
Cancers
An elevated risk of some cancers among people with SMI has been reported, including digestive and
breast cancers (Robson & Gray, 2007; Schoos & Cohen, 2003). However, there is evidence of
conflicting data with regard to lung cancer (Collins et al., 2012; Robson & Gray, 2007), with some
reports that prevalence is twice as high as the general population, while other studies report only a
minimal increase in rates of this disease amongst people with SMI (Collins et al., 2012). Similarly,
conflicting evidence has been noted in relation to the level of cancer risk amongst people with
schizophrenia (De Hert, Correll, et al., 2011).
It is important to note that while there is limited evidence of higher incidence rates of cancer,
mortality rates among people with SMI appear to be much higher (Lawrence et al., 2010; Lawrence &
Kisely, 2010; Muir-Cochrane, 2006). This suggests factors such as poor diagnosis and lack of
treatment of the disease amongst people with SMI (Lawrence et al., 2010; Lawrence & Kisely, 2010).
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This included the US, Netherlands, Singapore, Belgium and Japan.

6

Cardiovascular disease includes both heart disease and stroke.

It has been suggested that various confounding factors have a role to play in the apparent discrepancy
between the results of different studies (De Hert, Correll, et al., 2011; Scott & Happell, 2011). For
example, given that people with SMI have a shorter life expectancy, they may die due to other causes
(e.g. suicide) before reaching the expected age of death from cancer. In one review, Scott and Happell
(2011) highlight that while some cancers (especially respiratory) are more common amongst people
with SMI, overall cancer prevalence may be lower. However, they also note that this may be due to
people with SMI dying earlier as a result of other chronic diseases ( Scott & Happell, 2011).
Viral diseases
People with SMI are at an elevated risk of contracting a viral infection, with human immunodeficiency
virus (HIV) and hepatitis C virus being the most serious (De Hert, Correll et al., 2011). For example,
amongst this population group, the prevalence of both is higher when compared with the general
population, although there is marked variation within this in relation to HIV positivity (De Hert,
Correll et al., 2011; Scott & Happell, 2011). It should be noted that much of the research in relation to
HIV status amongst people with SMI has involved US populations (Robson & Gray, 2007; Scott &
Happell, 2011).
Oral health
Oral health has been found to be generally poor amongst people with SMI (De Hert, Correll et al.,
2011; Khokhar et al., 2011). This may have a range of functional impacts, including difficulty eating. A
Canadian Dental Association article (Clark, 2003) documents the possible effects of mental health
medication on dental health to include xerostomia (dry mouth), decay, candida or perelech (fissures).
There have also been associations found between coronary heart disease and poor oral health
(Khokhar et al., 2011; Montebugnoli et al., 2004).

Serious mental illness – New Zealand literature
This review identified no New Zealand review studies, but there are a number of relevant published
studies. There is sufficient good-quality evidence to be confident that New Zealanders with SMI have
relatively high rates of a number of comorbid physical illnesses, similar to patterns found in other
countries. The available data sets and emerging evidence indicate a mortality gap comparable to that
found in international studies, as well as an increased prevalence of a number of physical health
conditions.
A New Zealand burden of disease report (Ministry of Health, 2013) provides information about the
contribution of diseases, including mental illnesses and addiction, to health loss in the whole
population. Health loss is measured using disability-adjusted life-years (DALYs 7) and health
7

DALYs combine years of life lost due to premature death, and years of life lived with disabilities, into one indicator that

assesses the total lost years of full health from different causes (Rehm et al., 2009, p. 2225).
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expectancy. The latter is similar to life expectancy, but includes the healthiness of the years lived. This
systematic analysis enables a comparison of the relative impacts on health of different diseases. For
example, the three leading groups of diseases that contribute to health loss for the whole population
are cancers (17.5 per cent), vascular and blood disorders (17.5 per cent) and mental disorders (11.1
per cent), with mental illness being the leading cause of health loss for the population group aged 15 to
44 years.
The survey finds a direct association between anxiety and depressive illnesses, and coronary heart
disease. This is referred to as “diseases as risks”, and these associations considerably increase the
effects of mental illnesses and addiction on health loss. It is also reported that estimates of health loss
based on diseases as risks are likely to be conservative, because other associated conditions did not
meet the inclusion criteria set by the survey. As an example, the impact of anxiety and depression on
health loss increases from 5.3 per cent to 6.9 per cent if indirect impacts on suicide, self-harm and
cardiovascular disease are included (Ministry of Health, 2013).

Mortality
Mortality amongst people with SMI in New Zealand has only recently been investigated in a paper
published during the time that this review was conducted (Cunningham et al., 2014). The results
indicate that over 7,000 adults aged 18 to 65 years, who had used mental health services, died before
the age of 65 years during the study period (2002 to 2010). Those excluded from the sample included
people with intellectual disabilities, dementia, organic disorders and primary diagnosis of a terminal
illness. Amongst both women and men, natural causes accounted for the majority of deaths (71 per
cent and 58 per cent respectively), with cancer and cardiovascular disease the most common causes in
this category. Overall, those using mental health services had more than twice the mortality rate of the
general population, and people with a psychotic disorder had three times the general population
mortality rate.
When compared with the whole Māori population, Cunningham et al. (2014) found that Māori
mental health service users had a higher mortality rate (one-third greater), although the size of this
difference was less for Māori than non-Māori. This is likely to be related to the higher underlying rates
of premature mortality for Māori when compared with non-Māori (Blakely et al., 2005). Reliable
mortality rates for Pacific people were not able to be examined by Cunningham et al., because the
sample size was too small.

Associated health conditions
There is limited data available that provides information on the prevalence of specific health
conditions amongst people with SMI living in New Zealand. Te Rau Hinengaro: The New Zealand
Mental Health Survey is a nationally representative household survey, carried out in 2003 and 2004,
which explored the prevalence rates of major mental disorders within the New Zealand population
(Oakley-Browne et al., 2006). However, people who had a psychotic disorder were under-represented
in this survey, as the diagnostic interview used did not generate diagnoses for specific psychotic
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disorders, such as schizophrenia, and the survey also excluded people living in residential
accommodation and homeless people. As a result, the study is likely to significantly underestimate the
prevalence of chronic physical conditions amongst people with SMI.
Nevertheless, the survey provides some information about the extent of physical disorder and mental
disorder comorbidity in the general population, alongside information about the use of health services
amongst people with mental disorders. Data was collected via self-report about a range of physical
health conditions. People with mental disorders 8 were found to have a higher prevalence of several
chronic physical conditions (Oakley-Browne et al., 2006; Scott et al., 2006). Overall, two-thirds of
those with a mental disorder had at least one of the chronic physical conditions that were investigated
in the survey, compared with just over half of the population without mental disorders (Scott et al.,
2007).
Research undertaken at the University of Otago sought to identify a range of physical illnesses and risk
behaviours amongst mental health service users, and compare results with existing data from the New
Zealand population (Jun et al., 2000). Interviews were undertaken with 59 mental health patients from
the HealthCare Otago Community Liaison Project, and various health-related data was collected (e.g.
body mass index). Results indicated that only two patients considered their health to be excellent, with
just under half rating it as either ‘fair’ or ‘poor’. Despite the SMI population group visiting the GP
more often, it was identified that they had overall poorer physical health, indicating that their health
needs were not being met (Jun et al., 2000).
The following sections provide a summary of evidence in relation to specific health conditions,
including metabolic syndrome, diabetes, cardiovascular disease, respiratory diseases, cancer, viral
diseases, oral health and other conditions.
Metabolic syndrome
The New Zealand Mental Health Survey identified a higher level of being overweight or obese
amongst people with (any) mental disorder – 55.2 per cent, compared with 50.9 per cent amongst the
general population. In addition, the prevalence of being overweight or obese was higher among
females with mental disorder (51.2 per cent), compared with females without mental disorder (43.4
per cent). A similar relationship was not evident amongst males (Oakley-Browne et al., 2006).
A recently published study reported findings on the health behaviours (including levels of exercise,
smoking and alcohol consumption) of 404 people who accessing mental health services in Auckland,
and the prevalence of a range of physical and mental health conditions (Wheeler et al., 2013). Where
possible, these health behaviours and health conditions were compared with a general population
cohort from the New Zealand Health Survey 2011/12 (Ministry of Health 2012c). Overall, 40.9 per
cent of those surveyed were classified as obese (compared with 26.5 per cent in the general
8

Four groups of mental disorders were assessed: anxiety disorders; mood disorders; substance use disorders; and eating

disorders (Oakley-Browne et al., 2006).
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population), but less than one-quarter were overweight, compared with 36.2 per cent in the general
population. Mental health service users consumed lower amounts of fruit and vegetables than the
general population, and were less likely to be physically active. The authors commented that “mental
illness can have major impacts on appetite, energy and motivation. For example, neurobiological
factors associated with mental illness and the side effects of medication used for treatment can also
encourage weight gain.” (Wheeler et al., 2013, p. 42)
The most common self-reported physical health conditions amongst mental health service users were
high cholesterol (around one-quarter of the sample) and high blood pressure, which one-fifth
reported (Wheeler et al., 2013).
Diabetes
The New Zealand Mental Health Survey (Oakley-Browne et al., 2006) identified that New Zealanders
with (any) mental disorder (excluding psychotic disorders, as previously discussed) had slightly higher
prevalence of diabetes, but this was not reported as being statistically significant (5.1 per cent
compared with 4.0 per cent in the general population). However, it was found that females with mood
disorder had nearly twice the prevalence of diabetes compared with their male counterparts. There
was no difference between genders amongst those without mood disorder.
Only three of the 59 service users from the Otago study reported a diagnosis of type 2 diabetes (Jun et
al., 2000), and one-in-ten self-reported type 2 diabetes within a population of mental health service
users in Auckland (Wheeler et al., 2013).
A South Auckland study (Thornley, 2009) found that people with mental illness were no more likely
to have diabetes than their (demographically matched) general population counterparts. However, a
significant association was found with antipsychotic use; people in this category were more likely to
have a diagnosis of diabetes (odds ratio 1.57) compared with non-users of this medication. The total
population within this sample also had relatively high levels of diabetes when compared with the
national average, due to the high numbers of Māori and Pacific people living in Counties Manukau.
Cardiovascular diseases
The New Zealand Mental Health Survey found that people with (any) mental disorder had higher
prevalence of cardiovascular disease (10.2 per cent, compared with 7.5 per cent in the general
population). It was found that females with mood disorder were nearly twice as likely to have
cardiovascular disease compared with their male counterparts. There was no difference between
genders amongst those without mood disorder (Oakley-Browne et al., 2006). Heart disease was not
widely reported in the survey of people with SMI in Dunedin (Jun et al., 2000).
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Respiratory diseases
People with (any) mental disorder from the New Zealand Mental Health Survey had higher prevalence
of respiratory conditions 9; 23 per cent compared with 16.7 per cent in the general population (OakleyBrowne et al., 2006). The survey of mental health service users in Dunedin found that around onequarter had asthma (Jun et al., 2000). The study of people accessing mental health services in
Auckland reported a lower prevalence, with just over 15 per cent reporting that they had asthma
(Wheeler et al., 2013).
Cancers
Similar rates of cancer have been identified amongst those with and without mental disorders
(excluding those with psychotic disorders) in New Zealand: 5.8 per cent across both populations
(Oakley-Browne et al., 2006). This is consistent with some international findings.
Viral diseases
No information was identified as part of this review on the prevalence of viral diseases amongst people
with SMI in New Zealand.
Oral health
Some New Zealand studies support an association between mental illness and poor dental health,
although no studies were found that investigated this specifically. For example, the Dunedin
longitudinal study provides good evidence of an association between socio-economic disadvantage
and mental disorders (Miech et al., 1999; Poulton et al., 2002; Melchior et al., 2007), and the New
Zealand Oral Health Survey identified strong associations between socio-economic status and oral
health (Ministry of Health, 2010c, p. 22). The Dunedin study also provided data that established an
association between tobacco smoking and periodontitis (Zheng et al., 2014), and smoking rates
amongst people with SMI are very high (Wheeler et al., 2013).
Locker, Thomson and Poulton et al. (2001) used longitudinal data from the Dunedin study to
investigate risk factors amongst young people aged 18 to 26 years for the development of dental
anxiety, which can indicate a vulnerability to anxiety and mood disorders. Amongst those with dental
anxiety, the findings suggested that conditioning experiences (e.g. exposure to invasive dental
treatment) could give rise to dental anxiety, but it could also be closely associated with underlying
disorders related to substance dependence. The same authors (Locker, Poulton, & Thomson, 2001)
found strong associations between high rates of psychological disorder and high levels of dental
anxiety amongst this population of young adults.
Other conditions
New Zealanders with (any) mental disorder have been found to have higher prevalence of chronic
pain and high blood pressure, compared with the general population (Oakley-Browne et al., 2006).
9

This included asthma, chronic obstructive pulmonary disease, emphysema and other chronic lung disease.
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The survey of mental health service users in Dunedin found that 22 per cent had diagnosed
hypertension; other reported health issues included urinary incontinence, anaemia and
musculoskeletal problems (Jun et al., 2000).

Prevalence of associated health conditions amongst Māori and
Pacific people with SMI
The most common physical health conditions found amongst Māori with any mental disorder in the
New Zealand Mental Health Survey were chronic pain and respiratory conditions; this was similar to
the overall Māori sample. However, the prevalence of these conditions was higher in Māori with a
mental disorder, compared with Māori who have no mental disorder. For all other health conditions,
differences were not statistically significant. In addition, when considering risk factors amongst this
group, there were no differences in the prevalence of being overweight or having high blood pressure
between those with and those without mental disorders (Oakley-Browne et al., 2006).
However, as has previously been noted, psychosis was not included in the 2006 mental health survey.
One study using mental health data from two national sources (Kake et al., 2008) estimated that the
12-month prevalence of schizophrenia for Māori (0.97 per cent) was significantly higher than for nonMāori (0.32 per cent), even after adjustment for age, case under-ascertainment, and socio-economic
deprivation. The study found that Māori men had the highest prevalence estimates overall (1.27 per
cent in 2002 to 2003).
If the prevalence of schizophrenia is three times as high amongst Māori, compared with non-Māori,
and schizophrenia is strongly associated with numerous physical health problems, as outlined in this
review, this points to a significantly increased burden of ill health amongst Māori communities.
A study of mental health service users in Auckland found that Māori and Pacific people had a higher
BMI than their European/Other and Asian counterparts (Wheeler et al., 2013).

Addiction – international literature
Alcohol and other drug addiction is associated with a number of concurrent physical health problems
(Han et al., 2010; Jones et al., 2011; Rosen et al., 2008; Volkow & Li, 2005). Moreover, both heavy
alcohol use and illicit drug use have been linked with excess deaths, either due to health conditions, or
accidents and suicide (Adrian & Barry, 2003), with one European study estimating that life expectancy
is reduced by almost 14 years (Hannerz et al., 2001). A study from the UK found that the physical
health of alcohol dependent patients was associated with the amount of alcohol consumed, as well as
older age. Amongst drug-dependent individuals, the key factors were having ever injected drugs, and
homelessness (Keaney et al., 2011).
The challenges of assessing health-related harms from substance misuse have been highlighted in the
literature. Jones et al. (2009) undertook a systematic review of the health harms of both legal and illicit
substances, and noted the difficulties in interpreting evidence, due to a lack of clarity as to whether or
not a substance is a direct or indirect cause of negative health effects. In addition, they noted
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difficulties in quantifying levels of risk. However, Degenhardt and Hall (2012) noted that the level of
increased mortality amongst users of amphetamine, cocaine, and heroin, is such that it cannot be
attributed to confounding factors alone.
A review of the health harms arising from alcohol and other drug use noted that these were diverse in
nature, and that they varied according to a range of factors linked to the culture and context of drug
use (Jones et al., 2011). These included the way substances are used, combinations of substances used,
and the social context of drug use. It is beyond the scope of this review to explore the physical health
harms of all substances in detail, so priority has been given to those that are most relevant to the New
Zealand context. This includes tobacco, alcohol, cannabis, and methamphetamine. In addition, given
the clear differences between the health effects of alcohol and of illicit substances, these are considered
separately in the following sections.

Tobacco
Tobacco smoking is undoubtedly an addiction – indeed tobacco (nicotine) is certainly one of the most
addictive substances legally and widely available. It is also one of the most dangerous to health, being
known to cause the death of one in every two users (Ministry of Health, 2014). Many mental health
researchers seem to regard the well-documented impacts of tobacco smoking on physical health as
more of a problem than the addiction itself. For example, smoking is described in one study as “a
tremendous problem that … contributes to excesses in morbidity and mortality that are largely
preventable,” partly because “historically smoking has been used as a behavioural reward in
psychiatric inpatient units and continues to serve as a shared social activity for many psychiatric
patients” (Williams & Ziedonis, 2004, p. 1068).
The situation has been similar historically in New Zealand, and partly explains why mental health
services have been relatively slow to fully comply with their obligations under the Smoke-free
Environments Act 1990 and its subsequent amendments. A recent unpublished Ministry of Health
survey (2012b) of district health board mental health services identified a number of inpatient services
that had yet to complete the final stages of transition to full compliance.
This review deals with smoking cessation issues for people with SMI in the section on drivers of
relatively poor health.

Alcohol
The World Health Organization has identified three main ways that alcohol use can cause harm to the
drinker: intoxication, alcohol dependence and acute toxicity (Ministry of Health, 2009a). Alcohol
makes a substantial contribution to the global burden of disease (World Health Organization, 2011).
This includes 4 per cent of total mortality, and between 4 and 5 per cent of DALYs (Rehm et al., 2009).
Alcohol is the third largest risk factor for global disease burden, and results in 2.5 million deaths each
year (World Health Organization, 2011). The level of burden varies across different countries, with
evidence that it is higher per unit of alcohol consumption amongst low-income nations (Rehm et al.,
2009).
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The estimated number of attributable deaths and DALYs is much higher for alcohol use disorders
than problematic illicit drug use. Illicit drug deaths are concentrated amongst younger individuals,
whereas alcohol-related mortality is linked with middle-aged and older adults (Degenhardt & Hall,
2012). In addition, while drug use is generally more common among males than females (Jones et al.,
2011; Ministry of Health, 2010a) women appear to be more sensitive to the adverse effects of drugs,
including increased sensitivity to the neurotoxic effects of alcohol (Jones et al., 2011).
It has been reported that many studies on the health effects of alcohol are limited by poor
measurement of alcohol consumption, and samples that have a shortage of people with irregular
heavy drinking patterns (Rehm et al., 2003). Despite this, research consistently indicates that two
dimensions of alcohol consumption impact on physical health: volume of alcohol consumed, and
drinking patterns, such as irregular heavy drinking (Connor et al., 2005; Mannelli & Pae, 2007; Rehm
et al., 2009; Room et al., 2005).
Alcohol misuse has been claimed to be causally related to more than 60 different medical conditions
(Room et al., 2005), including the following.
•

Gastrointestinal and liver diseases – the main liver diseases related to alcohol misuse include
fatty liver, alcoholic hepatitis and cirrhosis (Jones et al., 2011; Mannelli & Pae, 2007). The
most serious is hepatic cirrhosis, the development of which is strongly linked to the amount
and duration of alcohol consumption (Mannelli & Pae, 2007; Rehm et al., 2009). In 2010,
alcohol-attributable liver cirrhosis was responsible for just under half of all liver cirrhosis
deaths (Rehm et al., 2013). Alcohol may also affect other gastrointestinal organs, with a
significant proportion of acute pancreatitis cases linked to problematic use of this substance
(Jones et al., 2011; Mannelli & Pae, 2007). Other gastrointestinal complications linked to
increased mortality include gastrointestinal bleeding, gastritis and damaged veins in the lower
oesophagus (Jones et al., 2011).

•

Central nervous system effects – these include withdrawal symptoms, such as seizures, as well
as cognitive impairment, encephalopathy, peripheral neuropathy and irreversible dementia
(Mannelli & Pae, 2007; Stanley & Laugharne, 2010).

•

Cancer – a range of cancers, including oral, throat and oesophageal, liver, breast and
colorectal cancers are associated with alcohol misuse (Grønbæk, 2009; Jones et al., 2011;
Rehm et al., 2009; Room et al., 2005). A stronger evidence-base, in relation to breast cancer in
particular, has developed in recent years, with an identified link between level of risk and
volume of alcohol consumption (Mannelli & Pae, 2007; Room et al., 2005). Alcoholic
beverages are classified as carcinogenic by the International Agency for Research on Cancer
(Anderson et al., 2009).

•

Coronary heart disease – the protective factors of low-to-moderate consumption of alcohol in
relation to lower coronary heart disease incidence and mortality have been widely reported
(Anderson et al., 2009; Rehm et al., 2009), albeit with some controversy, due to
methodological issues (confounding factors in population studies). One study (O’Keefe et al.,
2007) noted that randomised trials of alcohol for improving clinical outcomes for
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cardiovascular disease had not been done, and questioned the strength of evidence for
protective factors claimed on the basis of observational studies. The authors argued against
the promotion of moderate drinking at a population level because of these doubts. In fact, the
authors noted that “alcohol abuse, the third largest preventable cause of death, is responsible
for killing more than 100,000 Americans annually” (O’Keefe et al., 2007, p. 1013). It should
be noted that most of the mechanisms that provide this cardio-protective effect are only
applicable amongst individuals with a pattern of regular drinking without heavy drinking
occasions (Room et al., 2005). In contrast, those who engage in irregular heavy drinking are
at increased risk of coronary heart disease and sudden cardiac death (Jones et al., 2011; Room
et al., 2005)
•

Sexually transmitted diseases – alcohol is a contributory risk factor for these and HIV
infection (Anderson et al., 2009).

•

Other physical health conditions – these include increased risk for incidence and re-infection
of tuberculosis (Jones et al., 2011), as well as reproductive disorders (Jones et al., 2011).

Illicit drugs
Overall, in comparison with the extensive body of knowledge on the health effects of alcohol, far less is
known about the adverse health effects of illicit drug use. In particular, Degenhardt and Hall (2012)
report that the literature relating to physical health harms for substances such as MDMA (ecstasy),
hallucinogenic drugs, inhalants, non-medical use of benzodiazepines and anabolic steroids is more
scarce than for other illegal substances, such as cannabis and amphetamine-type stimulants. This is
also the case for data on the health harms related to the new synthetic drugs that have emerged in
recent years.
The physical health effects of illicit drug use vary, according to the specific substance and the method
of administration, as well as the frequency and level of use, with heavier users experiencing increased
health risks (Degenhardt & Hall, 2012). For example, intravenous drug use has a number of specific
health risks, including transmission of blood-borne viruses (Degenhardt et al., 2009; Galea & Vlahov,
2002; Jones et al., 2011). Those who use more than one drug type are also likely to experience more
serious health effects (Chen & Lin, 2009; Degenhardt & Hall, 2012; Galea & Vlahov, 2002).
When considering use of illicit substances – or other unregulated psychoactive substances – potential
health harms are further impacted by the lack of quality control with regard to their manufacture and
distribution. Users can therefore not be certain about the composition of drugs they are taking, as well
as the overall purity or quality of substances (Jones et al., 2011), which may pose further risks with
regard to their health. It is known, for example, that many illicit drugs may contain adulterants (Cole
et al., 2010). While these are mostly legal and readily available substances that are unlikely to
significantly harm users’ health at low doses, it has been reported that current analysis methods make
it difficult to estimate the level of adulterants likely to cause harm (Jones et al., 2011).
The authors highlight a number of observations from their review:
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•

there are lower physical health risks associated with cannabis compared with other illicit
drugs, as the substance cannot be easily injected and does not produce fatal overdoses

•

the quality of evidence varies widely, with cannabis-related data drawn mostly from
prospective population-based cohorts, and data for other drugs from selected cohorts of
treated users

•

the magnitude of the health effects is often poorly quantified, particularly in relation to
opioids and psycho-stimulants

•

there is evidence that opioid, cocaine and amphetamine use is associated with more adverse
outcomes than cannabis.

Mortality
It was estimated that the median number of deaths attributed globally to illicit drugs in 2000 was
around 200,000 10, double the previous estimate in 1990 (Degenhardt & Hall, 2012). Mortality risks
increase with the frequency of drug use, with individuals who use illicit substances only once or twice,
having only a very small increase in mortality. Overall, it has been reported that increased mortality is
more pronounced amongst opioid users (Degenhardt & Hall, 2012; Jones et al., 2011).
Fatal overdose is a key contributor to increased mortality amongst illicit drug users and is particularly
prevalent amongst injecting drug users (Jones et al., 2011). The risk of overdose is increased when
certain substances are used in combination (e.g. opioids and alcohol), and when drug users resume
opioid use following a period of abstinence; fatal cardiac arrhythmias and strokes can be triggered by
stimulant-related overdoses (Degenhardt & Hall, 2012).
Cannabis
As noted previously, the health risks of cannabis have been reported as very different to those of other
illicit drugs, with one review concluding that, overall, use of this substance poses a lower physical
health risk (Degenhardt & Hall, 2012). The authors report that recent systematic reviews have found
no current evidence that cannabis use increases mortality, and other studies have found ‘weak
support’ for an association between cannabis use and suicide. Moreover, overdosing fatally on
cannabis is very difficult, if not impossible, with claims that there have been no cases of fatal overdoses
reported (Jones et al., 2011).
The health effects of chronic use (i.e. regular use over periods of years) can be difficult to isolate as this
type of behaviour is usually correlated with other drug use (e.g. alcohol and tobacco), which are also
known to have negative effects on physical health (Hall, 2009a). Taking this into account, a review of
epidemiological evidence on the major adverse health effects of cannabis use reported the most
probable effects of chronic use as: chronic bronchitis and impaired respiratory function; respiratory
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This was based on four causes of death: AIDS mortality; opioid overdose mortality; suicide mortality; and trauma

mortality. The authors note that uncertainty levels around each estimate were wide (Degenhardt et al., 2011).
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cancers; and cardiovascular disease, particularly for those with an existing personal or family history
of symptoms (Hall, 2009a). Other research has also identified a link with chronic bronchitis and lung
damage, alongside reproductive disorders (Jones et al., 2011).
A lack of conclusive evidence of an increased risk of cancer amongst cannabis smokers has been
reported, with case-control studies reporting conflicting findings (Degenhardt & Hall, 2012).
Methamphetamine
Methamphetamine is the most commonly manufactured illegal stimulant in New Zealand, and has
been a focus of government drug policy in recent years (Department of the Prime Minister and
Cabinet, 2009). Internationally, the substance has been linked with a range of health harms (Darke et
al., 2008; Petit et al., 2012). While its association with psychological harms, such as psychosis, receive
much attention in public and media debates, methamphetamine addiction can cause serious negative
physical health effects, particularly amongst older, dependent users (McKetin et al., 2008). This
includes heart disease and cerebrovascular complications. It is also linked with an increased risk of
transmission of blood-borne viruses, due to the sharing of injecting equipment and high-risk sexual
behaviour, and dental diseases. Overdose is a significant source of mortality amongst younger
methamphetamine users, and recent reviews of the literature have also highlighted high rates of
suicidal behaviours (Darke et al., 2008; Petit et al., 2012).
Methamphetamine users typically consume a range of other substances, including alcohol, cannabis
and other psycho-stimulants, and this poly-drug use may result in increased toxicity. In addition, use
with alcohol increases the heart rate and blood pressure of users (Darke et al., 2008; Petit et al., 2012).

Addiction – New Zealand literature
While the most recent household survey of alcohol and drug use across the general population did not
report on physical health harms (Ministry of Health, 2009a, 2010a), findings indicate that one-in-six
adults had used any drug for recreational purposes in the past year and the most common drug used
was cannabis, followed by BZP party pills, ecstasy and amphetamines (Ministry of Health, 2010a). In
addition, one-in-four past-year drinkers were identified as having a potentially hazardous drinking
pattern, with men and Māori and Pacific people significantly more likely to be drinking in this way
(Ministry of Health, 2009a).
Findings from the New Zealand Mental Health Survey (Oakley-Browne et al., 2006) indicate that
people with any substance use disorder 11 had a higher prevalence of chronic pain, high blood pressure
and respiratory conditions, compared with those with no mental disorder. For example, 56 per cent
reported experience of chronic pain in the previous 12 months (compared with 35 per cent of those
with no mental disorder), and just over one-quarter experienced a respiratory condition in the same
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This included people with diagnosed substance use disorders, most of whom had alcohol use disorders

(Oakley-Browne et al., 2006).
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period (compared with 17 per cent of those with no mental disorder). People with any substance
disorder reported lower rates of diabetes than those with no mental disorder, and cancer rates were
the same for both populations.
Other New Zealand data is reported below, with alcohol considered first, followed by an overview of
the available information on the physical health status of people with an illicit drug addiction.
Tobacco smoking is covered elsewhere in this review.

Alcohol
It has been estimated that approximately 1,037 deaths (almost 4 per cent of total deaths) in New
Zealand in 2000 were attributable to alcohol consumption, with around 981 deaths estimated to be
prevented by the substance 12 – resulting in a net loss of approximately 56 lives (Connor et al., 2005).
However, as previously mentioned, the protective effect of moderate consumption of alcohol for
cardiovascular disease is likely to be a result of confounding, rather than a real effect, so this may be an
under-estimate of mortality. New Zealand researchers have commented that “any coronary protection
from light to moderate drinking will be very small and unlikely to outweigh the harms.” (Jackson et
al., 2005, p. 1912)
Findings from the New Zealand Burden of Diseases, Injuries and Risk Factors Study (Ministry of
Health, 2013) incorporate both the harmful and known protective effects of the substance. The net
impact of alcohol was estimated at 37,000 DALYs – or 3 per cent of total DALYs. While nearly half of
this was associated with risk of injury (e.g. road traffic injuries), the remaining 54 per cent was
attributed to adverse effects linked to disease processes.
The Ministry of Health (2009b) identifies intoxication as the main cause of alcohol-related harm in
New Zealand, because it can lead to risk-taking behaviour, accidents and injuries, violence and acute
alcohol poisoning. Conner et al. (2005) estimated that 3.9 per cent of deaths in New Zealand in 2000
were attributable to alcohol consumption (similar to the 4 per cent estimated globally by Rehm et al.,
2009), and that 51 per cent of alcohol-related deaths were due to injury. Around one-quarter of
alcohol-related deaths were due to cancer, with the remaining quarter as a result of other chronic
diseases.
Differences were evident across both gender and ethnicity, with the overall alcohol-related death rate
for Māori being 4.2 times that of non-Māori. Overall, more Māori died due to alcohol use, and fewer
deaths were prevented by alcohol in this population group. The alcohol-related death rate for men
overall was far higher than for women, amongst both Māori and non-Māori. When considering the
net effect of years of life lost, this was also higher in men than women, and higher amongst Māori
compared with non-Māori (Connor et al., 2005).
The authors highlighted five key messages from their analysis:
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Positive effects were mostly due to reduced coronary disease mortality amongst older populations.

•

prior to middle age, there are no health benefits from drinking alcohol

•

a key determinant of the health effects of alcohol is an individual’s pattern of drinking

•

injury is a key component of the alcohol burden

•

alcohol use disorders underpin many of the adverse effects of alcohol

•

the health burden of alcohol falls inequitably on Māori (Connor et al., 2005).

Recent research exploring mortality among users of secondary mental health services in New Zealand
identified that individuals with a principle diagnosis of substance use had mortality rates over twoand-a-half-times that of the population as a whole. While specific causes of death were not identified,
the authors reported that this was likely to be related to the impacts of the substances themselves, with
alcohol in particular singled out (Cunningham et al., 2014).

Illicit drugs
The Ministry of Health (2013) reports that illicit drugs account for 1.2 per cent of health loss from all
causes; this includes 11,000 DALYs. Drug-use disorder is the major contributor to this loss, which
includes withdrawal-related health problems. In addition, unintentional overdose (and other
unintentional injury) comprises almost 15 per cent of health loss from illicit drugs, with infectious
complications of injecting drugs (including HIV/AIDs, hepatitis C and B, and bacterial endocarditis)
contributing a further 11 per cent. This data does not include misuse of legally available substances,
such as prescription drugs. In addition, other impacts of drug use on chronic disease are not included
– either due to a lack of data, or because the causal link is not robust. The ministry notes that the
extent of health loss due to illicit drug use reported is likely to be an underestimate.
It is also important to highlight differences across sub-populations with regard to illicit drug use in
New Zealand – three-quarters of the health loss burden is borne by males, and more than a quarter by
young people aged 15 to 24 years. Moreover, Māori experience over three times the drug-related
health loss sustained by non-Māori (Ministry of Health, 2013).
Cannabis is the most commonly used illicit drug within New Zealand, and rates of intravenous drug
use in New Zealand are low (Ministry of Health, 2010a), as is prevalence of HIV (Deering et al., 2004).
However, high rates of hepatitis C have been found among methadone treatment programme clients
(Deering et al., 2004; Sheridan et al., 2005), with reports that 70 per cent of New Zealand’s intravenous
drug users have the virus (Shearin, 2003).
The health status of clients receiving methadone maintenance treatment in a drug treatment clinic in
Christchurch was assessed via the SF-36 13 survey. It was found that the health of the study participants
was significantly poorer than population norms on all of the SF-36 scales. There was no significant
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This tool provides a measurement of health status, and yields an 8-scale health profile, as well as summary

measures of health-related quality of life.
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association found between time on the methadone treatment programme and SF-36 scores, suggesting
that most changes in health status following entry to treatment take place early on (Deering et al.,
2004). A subsequent study amongst a similar population found that the most common physical health
problems experienced by methadone maintenance clients were sweating, headaches and fatigue.
Physical health problems typically associated with opiate use (e.g. dental problems, constipation) were
experienced by a large proportion of the sample. In terms of self-reported health conditions, just over
half had hepatitis C, around a quarter reported chronic pain, and 21 per cent suffered from migraines
(Sheridan et al., 2005).
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Drivers of relatively poor physical health
This section explores the main reasons identified in the literature for the relatively poor health
experienced by people with SMI and/or addiction. These are complex and inter-related, but as stated
in one review study “…the same biological and socio-economic factors that influence the health of us
all appear to act as a microcosm asserting a greater detrimental influence on people with mental
illness” (Collins et al., 2011, p. 639).
Some factors are specific to either people with SMI or people with an addiction, and these are
discussed separately where appropriate. Data from New Zealand is presented, where it is available,
alongside the international studies.
While it is recognised that this is a complex and interrelated picture, the literature on the identified
drivers uses the broad categories of:
•

socio-economic status

•

exposure to risk factors (sometimes also referred to as lifestyle factors)

•

medication effects and side effects

•

access to and quality of healthcare (at a systemic, provider and individual level).

Socio-economic status
The links between socio-economic status and mental illness have been widely reported. Socioeconomic inequalities have been shown to impact on mental health in two ways. First, comparative
population studies have shown that greater income inequality is associated with higher prevalence of
mental and substance disorders in wealthy societies (Pickett & Wilkinson, 2010). Burns et al. (2013)
found a significant positive relationship between the incidence rate of schizophrenia and Gini
coefficient 14, and concluded that countries with a wide gap between wealthy and poor may be at
increased risk of schizophrenia. Second, the degree of socio-economic disadvantage that individuals
experience is associated with a proportionately increased risk of mental illness (McManus et al., 2009).
New Zealand research (Oakley-Browne et al., 2006) shows that the prevalence of mental illness is
strongly associated with socio-demographic variables, including: NZDep2001 deciles (for those living
in the least deprived areas prevalence is 3.2 per cent, compared with 6.9 per cent for those living in the
most deprived areas); equivalised household income (2.8 per cent for those on the highest income,
compared with 8.1 per cent for those on the lowest); and educational qualifications (3.4 per cent for
those with both school and post-school qualifications, and 6.1 per cent for those with no
qualifications). Furthermore, low socio-economic status at birth and cumulative episodes of poverty
during the life course is strongly co-related to poor adult health (within the general population). There
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The Gini coefficient is a statistical measure used to represent the income distribution of a nation's residents.
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appears to be a dose-response relationship between periods of low income throughout a person’s life,
and poor health outcomes (Thomson et al., 2004).
Mental illness can further compound the disadvantage associated with low socio-economic status, for
example through increases in a range of health-risk behaviours (Campion et al., 2013).
The socio-economic consequences associated with SMI have a serious impact on the physical health of
this population group. These consequences include restricted access to employment, social stigma and
isolation, poverty and poor housing (Robson & Gray, 2007). However, these factors alone do not fully
explain the disparities in health status between people with SMI and those of the general population;
studies that have adjusted for socio-economic status still identify significantly worse health outcomes
for people with SMI (Kisely et al., 2007; Lawrence & Kisely, 2010).
For those living with a serious addiction, their physical health is inextricably linked to their social
environment, including socio-economic status (Adrian & Barry, 2003; Galea & Vlahov, 2002). For
example, living conditions and availability of resources can directly or indirectly affect the health
consequences of drug use (Adrian & Barry, 2003; Galea & Vlahov, 2002). In their review, Galea and
Vlahov (2002) conclude that there is a strong relationship between socio-economic status, multiple
health risks, and increased morbidity and mortality amongst illicit drug users. They highlight that
socio-economic status not only influences high-risk behaviours that are directly linked to poor health,
it has a role to play in determining access to healthcare (and the quality of care received), and a range
of behavioural norms, including appropriate preventive behaviour.

Exposure to risk factors
Much has been written about the impact of health behaviours – including those commonly referred to
as lifestyle factors in the literature (Robson & Gray, 2007; Scott & Happell, 2011). These include
behaviours relating to tobacco smoking, nutrition, physical activity, substance use, etc., which are
recognised as having an influence on an individual’s level of physical health, both in the short and
longer term. While such behaviours are often seen as poor individual choices, links to broader
structural and clinical influences can largely determine health behaviours. Indeed, Robson and Gray
(2007) argue against such factors being seen as choices, and rather as a result of a range of social,
environmental, physical and psychological consequences of SMI. Given the highly addictive nature of
nicotine, it is certainly questionable whether choice is a factor at all in tobacco smoking.
In addition to health behaviours as outlined above, there are risk factors relating to SMI itself, such as
accidents causing injury, and suicide. The risk factors for physical health conditions linked with
mental illness and/or addictions are discussed below.

Illness-related factors
The excess mortality associated with SMI, and particularly with schizophrenia, has been studied since
the early 20th century, and it has long been clear that having the illness itself carries its own heightened
mortality risk, primarily from suicide and other unnatural causes, such as accidental death; but the
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majority of excess deaths are related to natural causes, such as cancer and cardiovascular disease
(Vancampfort et al., 2013). One systematic review (Saha et al., 2007) found that the differential
mortality gap between people with schizophrenia and the general community had worsened over the
three decades up to 2006 covered by the study. The increasing mortality gap, in spite of improvements
in general and psychiatric healthcare, was identified as a particular concern.
In an attempt to better understand the nature of excess mortality associated with schizophrenia and
suggest a means of prevention, Brown et al. (2000) investigated the causes of the excess mortality
associated with schizophrenia in a cohort study of 370 patients with schizophrenia, identifying those
who died and their circumstances, over a 13-year follow-up period. Death from unnatural causes
accounted for one-third of the excess mortality, and most of these deaths (n=14) were by suicide. Two
unnatural deaths were probably accidental, but causally related to schizophrenia. Smoking was found
to be a key factor in excess mortality amongst the avoidable natural deaths.

Tobacco smoking
Rates of tobacco smoking amongst those with SMI have received much attention to date, with
evidence that these are up to three times higher than the general population (Collins et al., 2012;
Hennekens et al., 2005). One US study estimated that up to 85 per cent of individuals with
schizophrenia, bipolar disorder and other SMI were smokers (Ziedonis et al., 2003). Similarly, high
rates of smoking have been identified amongst people with an alcohol or illicit drug addiction (Doolan
& Froelicher, 2006; Sullivan & Covey, 2002), including prevalence of at least 80 per cent in some
studies (Baca & Yahne, 2009; Sigmon & Patrick, 2012; Williams & Ziedonis., 2004). It has also been
noted that people with SMI tend to be very heavy smokers (Collins et al., 2011).
New Zealand research indicates similar patterns. For example, smoking prevalence has been reported
as very high amongst users of drug and alcohol outpatient clinics (Adamson et al., 2006), and among
those receiving methadone maintenance treatment in New Zealand (Deering et al., 2004). The New
Zealand Mental Health Survey reports smoking prevalence amongst people with any mental illness at
32 per cent, compared with 21 per cent amongst people without mental health issues. Moreover,
higher rates of smoking are evident amongst Māori with any mental disorder, compared with Māori
with no mental disorder (Oakley-Browne et al., 2006). In a study of people using mental health
services in Auckland, there was around twice the proportion of current smokers, compared with a
general population cohort, but also a higher proportion who had never smoked. In the Auckland
sample, there was a higher proportion of Māori smokers, and more in the Asian group who had never
smoked (Wheeler et al., 2013).
A range of differences in smoking behaviour amongst people with a mental illness has been identified,
including that this group tends to consume a higher number of cigarettes (Wheeler et al., 2013;
Clinical Trials Research Unit, University of Auckland, 2008; Hennekens et al., 2005; Jun et al., 2000).
Interestingly, New Zealand research identified that a high proportion of people with SMI were either
seriously considering or actively trying to stop smoking (Jun et al., 2000). This has also been reported
amongst people with an addiction (Sullivan & Covey, 2002).
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Broader influences, such as environmental and social factors, should not be overlooked when
considering the high rates of smoking amongst people with SMI and/or addiction. It has been
identified as a complex issue, with cigarettes potentially used as a means of coping with the symptoms
of mental illness or as a way of fitting in with others in a similar situation (Bhikha, 2008; Wheeler et
al., 2013). Smoking behaviour has also been supported within mental health institutions in New
Zealand in the past, with cigarettes commonly used as a reward to manage the behaviour of patients
(Wheeler et al., 2013). Moreover, staff may be of the view that smoking cessation may not be
realistically achieved, or that it will exacerbate an individual’s mental health condition (Stubbs et al.,
2004), even though this viewpoint is not supported by current evidence.
Banham & Gilbody (2010) conducted a systematic review of eight trials of smoking cessation
interventions in people with SMI. All trials measured psychological functioning and either found no
difference (i.e. no worsening of mental health symptoms) or an improvement. This is further
supported by a recent systematic review and meta-analyses of 26 observational studies of smoking
cessation interventions in the general population, as well as people with a SMI. The study concluded
that smokers can be reassured that stopping smoking is likely to provide mental health benefits,
countering the widely held belief amongst smokers that smoking itself has mental health benefits
(Taylor et al., 2014). Taylor et al. (2004) found that smoking cessation actually had a positive impact
on mental health, for the general population as well as for people with a mental illness.
In New Zealand, legislation for policies on smoke-free workplaces and public places has allowed
exemptions for those working in mental health and addiction services, which face many challenges in
the transition to a smoke-free culture. These include “staff smoking, negative staff attitudes to
becoming smoke-free, poor knowledge of nicotine dependence, smoking-related harm and
comorbidities, and poor knowledge and skills regarding cessation-support options” (Glover et al.,
2013, from abstract).

Nutrition
People with SMI and/or addiction appear to have less healthy eating patterns, including consuming
only one or two meals per day (Best et al., 1998; Kilbourne et al., 2007; Nolan & Scagnelli, 2007), and
having poor quality diets. In their review of the literature, Scott and Happell (2011) reported a range
of issues related to quality of diet amongst people with SMI, including higher consumption of high-fat
and low-fibre foods compared with the general population, an increased likelihood of adding salt to
food, and lower levels of consumption of fruit and vegetables.
Similarly, a study of patients from a methadone maintenance clinic in the UK, found that more than a
quarter of the sample had not had a cooked meal within the past three days, and for those who had,
many were consuming take-away food (Best et al., 1998). Higher consumption of, and preference for,
sweet foods has also been identified amongst people who are opiate dependent (Nolan & Scagnelli,
2007).
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In New Zealand, a survey of mental health service users in Auckland found that nearly half the sample
ate an adequate amount of fruit 15, and just under one-third an adequate amount of vegetables 16,
significantly less than the general population (Wheeler et al., 2013). Other research has identified that
people with SMI were less likely to be able to afford to eat properly (Jun et al., 2000).

Physical activity
Levels of physical activity are lower amongst people with SMI, compared to the general population
(Robson & Gray, 2007; Scott & Happell, 2011;). One narrative review highlighted studies showing that
around one-third of mental health service users reported no current participation in physical activity,
and reduced involvement in vigorous activities (Scott & Happell, 2011). The challenges faced by this
group in being physically active include a lack of confidence, the sedating effects of some medications
and a lack of motivation (e.g. due to depression), as well as the potential financial costs involved, for
example, in joining a gym (Robson & Gray, 2007).
Wheeler et al. (2013) also found that a greater proportion of mental health service users were
sedentary (i.e. took less than 30 minutes of physical activity in the past week) and a lower proportion
was active (i.e. took at least 30 minutes of physical activity a day for five days within the past week),
compared with a general population cohort.

Alcohol and drug use
Previous research – both nationally and internationally – has identified elevated levels of alcohol and
other drug use amongst people with mental illness (Collins et al., 2012; Jané-Llopis & Matytsina, 2006;
Oakley-Browne et al., 2006; Scott & Happell, 2011; Wheeler et al., 2013). It has been hypothesised, for
example, that substances may be used to medicate the symptoms of SMI, or as a way of relieving stress
(Jané-Llopis & Matytsina, 2006). High rates of alcohol use have also been identified amongst people
with an illicit drug addiction (Darke et al., 2008; Degenhardt & Hall, 2012). The high prevalence of a
co-morbidity of a mental illness and an addiction within these population groups is significant in
relation to physical health outcomes.

Injecting drug use
Injecting drug use is not common in New Zealand (Ministry of Health, 2010a), but it has been
reported in 151 countries (Degenhardt et al., 2009) and international studies have found that the
sharing of contaminated injection equipment is linked with a number of blood-borne viruses (Jones et
al., 2011) including HIV, hepatitis B and hepatitis C (Degenhardt & Hall, 2012; Jones et al., 2011). It is
also linked with an increased risk of overdose and dependence, alongside bacterial and fungal
infections (Jones et al., 2011). Risks of unsafe injecting are primarily associated with substances such

15

This was defined as eating two or more servings of fruit each day.

16

This was defined as eating three or more servings of vegetables each day.
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as opioids, cocaine, and amphetamines (Degenhardt & Hall, 2012). A study by Shearin et al. (2003)
found that 70 per cent of New Zealand’s IV drug users had hepatitis C.

Medication side-effects
The scope of this review did not permit an in-depth review of the effects of psychotropic medications;
however, a number of studies have identified a negative impact on physical health due to their
contribution to obesity, cardiovascular disease, poor oral health and type 2 diabetes (Collins et al.,
2012). It is suggested that these effects have contributed to a reduction in life expectancy amongst
people with SMI over recent decades (Saha et al., 2007). Indeed, the health effects of obesity amongst
people with schizophrenia have been found to be comparable in terms of premature mortality and
morbidity, with tobacco smoking (Faulkner, Cohn & Remington, 2010).
Saha et al. (2007) noted that the clinical superiority of second-generation antipsychotic medications
introduced in the early 1990s had been questioned and suggested that the weight gain associated with
the use of these drugs seemed to account for much of the additional mortality from natural causes.
There is substantial evidence of the benefits of maintenance treatment with antipsychotic drugs for
people with schizophrenia, but the authors of a recent systematic review and meta-analysis
investigating the benefits, caution that the advantages of these drugs need to be weighed against their
side-effects (Leucht et al., 2012). It has been claimed that adverse effects are both diverse in nature and
relatively common (Muir-Cochrane, 2006), and that the impact of medications, such as
antipsychotics, on weight gain may be underestimated in the literature (Álvarez-Jiménez, GonzalezBlanch, et al., 2008).
Álvarez-Jiménez, Gonzalez-Blanch et al. (2008) suggest a number of limitations with the literature on
antipsychotics and weight gain, including that the vast majority of findings are based on short-term
trials, involving people who are chronically ill. Given that these populations are likely to have had
prolonged previous exposure to drugs linked with weight gain, and had their lifestyles impacted by the
effects of a chronic illness, the authors argue that there is limited capacity within such trials to
accurately isolate the effect of antipsychotics on weight gain. Their subsequent review of the evidence
found that weight gain was three to four times greater in studies with young people who had limited
previous exposure to antipsychotic drugs. They also challenged the notion that different antipsychotic
drugs are linked with varying levels of weight gain, and argued that, overall, they may cause similar
absolute gains.
More recently, a large meta-analysis comparing people with schizophrenia and the general population
found that people with schizophrenia who have multiple episodes and who are on antipsychotic
medication are at a “more than fourfold increased risk for abdominal obesity compared to age- and
gender- or cohort-matched general population controls” and that “chronic, medicated patients with
schizophrenia have significantly increased risk for developing cardio-metabolic abnormalities
compared with first-episode and drug-free patients” (Vancampfort et al., 2013, p. 244).
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Access to and quality of healthcare
There has been much written and published about the barriers that people with SMI face in accessing
healthcare (De Hert, Correll et al., 2011; Handiside, 2004; Lawrence & Kisely, 2010; Mitchel et al.,
2009). Lawrence and Kisely (2010) segment these into three categories: systematic issues, provider
issues, and patient-related issues.
Systemic issues include aspects such as the separation (including geographical) of physical and mental
health services, a lack of clarity with regard to who is responsible for the monitoring and ongoing
management of the physical health of patients with SMI, a lack of continuity of care, and overall
fragmentation of care across different providers.
Provider issues include time and resource constraints, as well as stigmatising attitudes and
discriminatory behaviour towards this population group.
Patient-related issues incorporate some of the risk factors discussed in the previous sections –
primarily smoking, poor diet and restricted physical activity. Other issues linked to the effects of
mental illness, which affect help-seeking behaviours, include difficulties in communicating health
needs and cognitive impairment.
The combination of medication side effects, health service fragmentation, service users’ greater
exposure to behavioural risk factors, and discrimination from health professionals too often results in
inadequate medical care (Burti et al., 2013, p. 114). It is also suggested that “mental health patients use
the complete range of preventive health services to the lowest degree” and that this also applies to
clinical check-ups (Burti et al., 2013, p. 115).
A systematic review of research examining the quality of medical care received by people with SMI
and/or addiction identified disparities in the level of healthcare delivered to this group (Mitchell et al.,
2009). This was despite similar or higher levels of contact with medical professionals, compared with
the general population. Of note, is that inequalities were most evident in relation to general medicine
and cardiovascular care, but may also be present in cancer and diabetes care, particularly as the data
shows similar prevalence, but poorer outcomes (Mitchell et al., 2009). In their review, De Hert, Correll
et al. (2011) highlight that a significant proportion of patients with SMI do not receive tests for
assessing metabolic risk factors, and those with diabetes are less likely to receive standard levels of care
in relation to this health condition. With regard to cardiovascular disease, people with SMI have the
highest mortality – but are the least likely to receive specialised interventions or some medications.
Others have reported that people with schizophrenia tend to be offered less cardiovascular procedures
(Hennekens et al., 2005).
At a broader level, the literature contains many reports of the lack of assessment, monitoring and
documentation of the physical health status of people with SMI, both within primary and secondary
care settings.
The contribution of healthcare practitioners to this problem has received much attention in the
literature, particularly in terms of attitudes, knowledge and skills. This includes the identification of
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issues such as: poor levels of knowledge and skills in both mental health practitioners (in relation to
physical health) and in physical health practitioners (in terms of working with patients with an SMI)
(Robson & Gray, 2007); stigmatisation of people with SMI (De Hert, Correll et al., 2011; Vreeland,
2007); and a reluctance to take on functions perceived to be additional to their primary role (De Hert,
Correll et al., 2011; Dunbar, Brandt et al., 2010; Millar, 2008). Blythe and White’s (2012) evidence
review of the role of mental health nurses identified a lack of knowledge and training on the
monitoring and management of physical health, role ambiguity, and poor communication between
primary and secondary healthcare services. Vreeland (2007) noted that healthcare professionals may
not believe that health and wellness are achievable amongst people with SMI, due to the
symptomatology of their illness.
An additional barrier in accessing adequate healthcare is that people with SMI do not always seek
medical care, even when experiencing serious physical health symptoms, and this ultimately
contributes to poorer physical health. This may be due to individuals being less able to interpret
physical signs, or having lower levels of self-care and problem-solving capabilities (Burti et al., 2013;
De Hert, Correll et al., 2011). Robson and Gray (2007) highlight research that has found a high pain
tolerance and reduced pain sensitivity (due to medication effects) amongst people with SMI. Other
service-related factors identified include financial barriers and the cost of care, a lack of health
insurance coverage and under-resourcing of mental healthcare (De Hert, Correll et al., 2011).
For people with an illicit drug addiction, stigma and discrimination by health professionals has been
identified as a key barrier in accessing adequate healthcare (Ahern et al., 2007; Butler & Sheridan 2010;
van Boekel et al., 2013; Handiside, 2004).
One study found that health professionals generally held negative views of patients with an addiction,
with perceptions that they could be violent or manipulative, and were poorly motivated. While it was
suggested that such attitudes may lead to suboptimal healthcare for these patients, it was also
highlighted that there have been few studies that have evaluated the consequences of negative attitudes
(van Boekel et al., 2013).
Others have discussed the implications of substandard care for addicted individuals within the
healthcare setting (Ahern et al., 2007; Butler & Sheridan, 2010). Research has identified that injecting
drug users, for example, have limited access to healthcare and may not receive the same level of
interventions as other patient groups (Galea & Vlahov, 2002). Such issues may also result in keeping
drug use hidden, because of concerns about receiving poor treatment from health professionals and/or
fear of legal implications due to the illicit nature of their activities (Ahern et al., 2007).
Healthcare access for people with SMI and/or addiction in New Zealand
The review identified a number of New Zealand studies exploring healthcare access and usage by
people with SMI. In part, these studies’ findings concur with international studies, particularly with
regard to a lack of skills on the part of healthcare practitioners (both within mental and physical
health services), and poor clarity of roles affecting care and treatment. Discrimination and stigma are
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experienced by people with SMI when seeking healthcare treatment, and there are also financial
barriers in accessing primary care services.
The New Zealand evidence also highlights that people with SMI may have different patterns of
healthcare use, compared with the general population, particularly in terms of primary care, rather
than just reduced contact with health services. Wheeler et al. (2014) explored healthcare access
patterns in a group of 404 people with SMI living in Auckland and compared them with a general
population group (using New Zealand Health Survey data), and found that people with SMI accessed
services in more complex ways and were more particular about who they went to for care than their
general population counterparts.
One possible explanation for the relatively poor physical health of people with SMI is that they have
inadequate access to healthcare. However Wheeler et al. (2014) note that some studies show poor
access and others demonstrate more frequent attendance at both primary and secondary care services.
Their study demonstrated that a significantly lower proportion of people with SMI had visited a GP,
medical centre or family practice first when they were physically unwell, and that people with SMI
were more likely to see medical specialists, and slightly less likely to see a particular health
practitioner, when unwell.
Wheeler et al. (2014) also found that the group of people with SMI were more likely to have seen their
GP within the past year than New Zealand Health Survey respondents (85.8 per cent versus 81.3 per
cent), but that these visits were more likely to be for injuries or mental health-related issues, than for
routine check-ups. However, people with SMI were more likely to visit their health practitioner for
blood pressure, cholesterol, diabetes and green prescriptions, which suggested awareness of physical
health needs, and that “active management of mental health populations for metabolic syndrome is
occurring” (Wheeler et al., 2014, p. 14).
A high rate of GP attendance was identified amongst SMI patients from a Dunedin study, and it was
also noted that a number were dissatisfied with the service provided, due to high cost and restricted
consultation time. Other complaints included a lack of skills amongst GPs in managing psychiatric
conditions and medications, and a lack of response by GPs to physical health concerns (Jun et al.,
2000).
Earlier research exploring experiences of discrimination amongst those with a mental illness in New
Zealand found that 23 per cent felt they had been discriminated against when using general health
services. It was reported that this was mostly linked to a perceived lack of credibility, including a sense
that their physical health problems were dismissed due to their mental illness (Peterson et al., 2007).
In one New Zealand study, which investigated the barriers faced by staff from a mental health service
in assessing metabolic risk, some practitioners were initially unsure about adding additional
responsibilities to an already heavy workload, and were also uncertain that it was part of their “core
business” (Dunbar, Brandt et al., 2010). Robson and Gray (2007) noted that a lack of skills may be
present in mental health nurse practitioners (who may have received no formal physical healthcare
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training), as well as in their practice nurse counterparts working within a primary care setting (with
limited or no mental health training).
A survey of mental health practitioners (n=421) and GPs (n=232) in Auckland identified that around
three-quarters were in agreement that there is a link between SMI and cardiovascular disease, with
mental health practitioners more likely than GPs to agree that psychotropic medications increased
cardiovascular risk (Wheeler, Harrison, & Homes, 2010). In diagnosing cardiovascular risk, more GPs
(65.5 per cent) than mental health doctors (e.g. senior medical officers) (55.3 per cent) felt able to do
this effectively, and only 21 per cent of mental health doctors felt that they could accurately manage
the risk. Most mental health practitioners believed that cardiovascular risk assessment should be
shared between mental health practitioners and GPs, whereas GPs were far more likely to believe it
was their sole responsibility. Amongst both groups, only a small proportion of the sample (10 per cent
overall) believed that mental health services were effective in both assessing and managing
cardiovascular risk amongst patients with SMI. For mental health practitioners, the key reasons
reported for why this is happening included secondary care providers’ knowledge and skills, a lack of
communication between mental health providers and GPs, a lack of time (in secondary care) to
complete assessments and follow up, and patients’ financial status. GPs rated the most important
barriers as patient factors (i.e. compliance with medication and follow-up appointments).
A small-scale (n=9) qualitative study, which explored health practitioners’ (psychiatric trainees,
mental health pharmacists, GPs) views on their role in overseeing SMI clients’ cardiovascular risk
profile, identified a number of similar barriers. These included practitioner skills and knowledge;
substandard communication between primary and secondary care services; lack of resources; financial
status of clients; and ability to address behaviour change amongst this patient group (Wheeler,
Harrison, Mohini, et al., 2010).
In a New Zealand study on healthcare access for people with a serious addiction, it was identified that
clients on the methadone maintenance programme from a drug treatment clinic had few
consultations with health professionals (Sheridan et al., 2005). Respondents were asked to indicate
how many times they had seen a GP, pharmacist, case manager, dentist, Auckland Methadone Service
doctor or needle exchange staff in the past 3 months. The number of consultations was very low.
While some individuals were defined as high users (i.e. 10 to 15 consultations in the past 3 months),
the majority had no consultations. The study participants indicated that the most likely individual
they would seek support from in relation to their healthcare was a GP, followed by their partner, with
family and friends also rated highly. When considering pharmacists as a potential source of help or
support, cost was a major barrier, as well as concerns about lack of privacy and confidentiality.
Handiside (2004) argued that there is no clear responsibility for the physical healthcare of mental
health service users in New Zealand. The paper highlighted the lack of mental health guidelines for
primary health organisations as evidence of this. Handiside did, however, note that a number of
district health boards had defined aims in relation to improving the physical health status of people
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with SMI, and acknowledged that the situation was slightly better with regard to the needs of people
with a serious addiction.
A more recent study identified that GPs and community pharmacists may hold stigmatised views of
drug users, and that this may impact on the level and nature of healthcare provided (Butler &
Sheridan, 2010).
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Promising interventions
This section outlines research findings on effective interventions for addressing the relatively poor
physical health experienced by people living with SMI and/or addiction. Despite the longstanding
evidence on the health status of this population group, it seems there have been fewer published
studies of attempts to address the poor physical health of people with a SMI (Lawrence et al., 2010) or
those with an addiction (Weisner et al., 2001). The call for evidence undertaken as part of this project
identified a number of promising evidence-based interventions being delivered within New Zealand,
and these are included in this report where evaluations or audits were available, and where not, these
are summarised in Appendix One.
An emerging body of literature, which informs this section, is divided into two main types of
intervention: systems level and individual behavioural change. In the main, these interventions
attempt to address the drivers of poor physical health outlined in the previous chapter.
•

Systems-level interventions include policy and regulatory mechanisms; changes to the way
healthcare services are structured to better meet the physical health needs of people with SMI
(for example the co-location of primary care health professionals in mental health services and
vice-versa); clinical guidance; quality improvement approaches, such as routine screening,
health assessments and monitoring within mental health services; and workforce development
and education strategies. For example, the mental health workforce can be trained to better I
dentify physical health risk factors and problems, and enable access to treatment; and all of the
health workforce can be supported to understand the greater physical health risks associated
with having an SMI and/or addiction and to respond appropriately.

•

Individual behaviour change interventions tend to focus on reducing a person’s exposure to
lifestyle risk factors and any side-effects of psychotropic medications. Interventions include
smoking cessation, increased physical activity, improved nutrition and general wellbeing.
Those interventions based on adult education principles and that are service-user directed,
have been shown to be successful at an individual and small group level. However, the
evidence in this area is still emerging, and while it is promising and consistent with good
practice for behaviour change interventions in other settings, there is no simple or single
approach that has demonstrated long-term effectiveness for this particular group. This is a
reflection of the difficulties and expense of evaluating the outcomes of this type of
intervention, rather than of the value of the programmes themselves. This review certainly
found sufficient evidence to guide service development.
New Zealand evidence is presented alongside international evidence within each section.
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Systems-level interventions
Policy interventions
This review did not identify any evaluations of policy interventions, internationally or within New
Zealand, which specifically addressed the poor physical health of people with SMI and/or addiction.
However, it is relevant to look more broadly at health-related policy that has been shown to be
effective at tackling health inequalities and preventing adverse health outcomes, and which is likely to
have impacted on this group or could be adapted to support improvements in their physical health in
the future.
Policies to address social inequalities
The World Health Organization has published a great deal on policy interventions that can reduce
health inequalities amongst groups most affected by social exclusion, vulnerability and disadvantage.
A recent World Health Organization review of strategies to address health inequities endorses both
universal coverage of healthcare and a focus on behaviour change in relation to the three main risk
factors for poor health outcomes: “smoking, diet and alcohol – that cause much of these health
inequities but are also socially determined.” The World Health Organization review also supports
addressing the “causes of the causes: the conditions in which people are born, grow, live, work and
age, and inequities in power, money and resources that give rise to them” (Marmot, 2013, p. 1).
Of relevance to people with SMI is that the report advocates “proportionate universalism”, which can
address the needs of people at the bottom of the social gradient and those who are most vulnerable:
“Policies are needed that are universal but are implemented at a level and intensity of action that is
proportional to need – proportionate universalism.” (Marmot, 2013, p. 5)
The World Health Organization review recommends that governments take action to develop systems
and processes within societies that are more sustainable, cohesive and inclusive, focusing on those
groups most severely affected by exclusionary processes. Specific actions to address the social
determinants of health and wellbeing amongst marginalised populations that are relevant to this
review include:
•

avoid focusing on the individual attributes and behaviours of those who are socially excluded

•

focus on actions across the social gradient in health that are proportionate to need, rather
than the gap in health between the most- and least-disadvantaged groups

•

focus actions on releasing capacity within organisations, professional groups and
disadvantaged groups to achieve long-term improvements in resilience and how those who
are socially excluded are able to live their lives

•

empower disadvantaged groups in their relationships with societal systems with which they
have contact. (Marmot, 2013, p. 17)

These recommendations support earlier work on addressing health inequalities. Policy mechanisms,
such as progressive taxation, home ownership, business regulation, and the way welfare benefits are
distributed and healthcare is funded, have all been associated with reduced health inequalities
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(Woodward & Kawachi, 2000). Generally speaking, universal (whole population) policy measures
have been shown to be more effective at reducing health inequalities within the whole population
(Korpi & Palme, 1998; Peres et al., 2009). However, targeted initiatives are essential in improving the
health status of vulnerable and marginalised population groups, proportional to need.
It is apparent that people with a mental illness are largely invisible within national and global
strategies such as those mentioned above, even though various other vulnerable populations, such as
children living in poverty, are commonly identified. People with SMI “are not mentioned among the
vulnerable groups even though they represent a particularly vulnerable, disadvantaged socioeconomic group.” (Burti et al., 2013, p. 115) This lack of visibility as a priority group with legitimate
high needs is clearly problematic in terms of improving health outcomes. This is supported by De
Hert, Cohen et al. (2011) who suggest that people with an SMI must be identified by governments as a
group with significant health risks and disparity in healthcare access and treatment before the
problem can be effectively addressed.
In looking more specifically at improving health outcomes amongst people with SMI, Campion et al.
(2013) argue that increased investment in early intervention, public health campaigns that address the
stigma associated with mental illness and encourage early recognition and help-seeking, and better
access to health services, are strategies that could reduce the impact of socio-economic inequalities
faced by people with SMI. They conclude: “Addressing the inequalities that lead to and arise from
mental disorders is a key part of a sustainable mental health strategy; it is also a key part of the work of
healthcare professionals in primary and secondary care, and of their colleagues in other professions
such as public health and government.” (Campion et al., 2013, p. 184)
Smoke-free policy
The New Zealand tobacco control programme provides an example of how legislation and regulation
can improve population health outcomes as part of a comprehensive public health programme. The
introduction of legislation for smoke-free workplaces in 1990 was a key component of the tobacco
programme. Increasing the cost of tobacco has also been shown to be effective in motivating people
who smoke to quit (Bambra et al., 2009). Overall, tobacco control policy in New Zealand has been
associated with a significant drop in smoking rates in the general population from approximately 25
per cent during the 1980s to less than 18 per cent in 2011 (Ministry of Health, 2012c), although
prevalence remains relatively high amongst some groups, particularly Māori adults and people with
SMI. The tobacco programme has probably reduced smoking prevalence amongst people with SMI,
but prevalence is still substantially higher than for the general population (Wheeler et al., 2013).
As highlighted previously, a number of district health boards in New Zealand may not have fully
implemented smoke-free policies within mental health and addiction services. Barriers to full
implementation within mental health services have included exemptions in smoke-free policies for
various reasons, resistance from staff who are smokers, poor knowledge of nicotine dependence,
smoking-related harm and comorbidities, and lack of knowledge and skills regarding cessationsupport options (Glover et al., 2013).
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Yet some studies indicate that smoke-free mental health facilities can improve outcomes for service
users and staff, with a reduction in violent incidents, suicide-related acts and the incidence of selfharm, as well as discharges against medical advice (Moss et al., 2010; Olivier et al., 2007). These
studies indicated that partial bans are less effective than total smoke-free policies in achieving smoking
cessation and can prove disruptive to staff and patients.
Alcohol and other drugs policy
Sellman et al. (2012) have identified the five most effective policy measures for reducing alcoholrelated harm that are supported by good international evidence (including NICE 17), These are:
•

raise alcohol prices

•

raise the purchase age

•

reduce alcohol accessibility

•

reduce advertising and sponsorship

•

increase drink-driving countermeasures.

Pricing policies, such as a minimum price per unit, have been shown to be effective in modifying
drinking behaviour, including a reduction in consumption (Bambra et al., 2009). A systematic review
of over 100 studies that examined the relationship between alcohol prices, and sales or self-reported
drinking, concluded that there was an inverse relationship between alcohol prices or taxes, and
drinking (Wagenaar et al., 2009). Overall, policies that regulate the environment in which alcohol is
marketed (e.g. economic and physical availability) have been shown to be effective strategies to reduce
harm (Anderson et al., 2009; Martineau et al., 2013; World Health Organization, 2011).
One review of illicit drug policy found that drug supply control policies could result in a reduction in
drug initiation due to higher drug prices, but that these impacts may not be sustainable (Strang et al.,
2012). Moreover, in relation to legislative policy, it was identified that wide-scale arrests and
imprisonments (and the introduction of tougher sanctions) had restricted success in reducing levels of
drug use. In contrast, there is a growing body of evidence that immediate and brief sentences,
alongside drug testing of individuals who are under criminal justice supervision, and dedicated
alcohol and drug treatment courts (Brown, 2010; Belenko, 2001, 1999) are effective in reducing levels
of drug use and subsequent offending (Strang et al., 2012).
Needle exchange programmes are a clinical intervention targeted at injecting drug users (Handiside,
2004; Strang et al., 2012), which provide sterile needles and syringes, sometimes in exchange for used
equipment. These programmes have been in place in New Zealand since the early 1980s as a central
component of HIV and AIDS prevention policy. One international review concluded that these
programmes are effective in reducing HIV infection among injecting drug users, and that they do not
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increase either illicit or injecting drug use (Wodak & Cooney, 2005). However, no evidence was found
that they reduce hepatitis C infections.

Healthcare service delivery
While the scope of this review does not extend to clinical interventions and treatment, it is worth
making the point that early intervention in psychosis (EIP) services are an important mental health
service response for improving the long-term health outcomes of people with SMI. Indeed, early
intervention services which assist young people to manage the weight gain associated with
psychotropic medication have been found to improve physical health outcomes amongst this group
(Curtis, Newall & Samaras, 2012).
The issue of whether these types of services are cost-effective or save money has been debated in the
literature, and the evidence is not conclusive. McCrone, Singh, Knapp et al. (2013), using a decision
tree-based model and populating it with data from the UK National Health Service, concluded that
early intervention in psychosis services delivered cost savings of £4,814 per patient compared to care
provided by generic Child and Adolescent Mental Health Services due to reduced length of hospital
admissions. However a systematic review assessing the cost of EIP (Amos, 2012) found no evidence to
support the claim that EIP services reduce costs or achieve cost-effectiveness. This finding was related
to the quality of the available evidence. The research did however indicate that cost differences may be
greater early in treatment for patients with more severe illnesses.
The Gluckman Report (Office of the Prime Minister’s Science Advisory Committee, 2011) brought
together a large body of evidence, which highlighted the importance of a life-course perspective, with
a focus on early intervention. These findings are reflected in Rising to the Challenge (Ministry of
Health, 2012a, p. 27), which identifies early intervention in psychosis as one of eight government
priorities for mental health services. District health boards are asked to reprioritise or apply
demographic funding to develop new early intervention services where there are gaps.
Shared care between primary and secondary care services
The need for a more collaborative approach between primary and secondary care in supporting
improvements in the physical health of people with SMI and/or addiction has been widely discussed,
and service integration continues to be a key component of health policy direction in New Zealand.
This is reflected in Rising to the Challenge (Ministry of Health, 2012a) and Better, Sooner, More
Convenient Healthcare in the Community (Ministry of Health, 2011a). As well as providing potential
health benefits for individuals with SMI and/or addiction, it has been argued that better collaboration
between sectors can provide economic benefits through more appropriate use of health services by
this patient group (Ministerial Advisory Committee on Mental Health, 2011), although there may be
additional costs in the short-term (Samele et al., 2006).
As part of the government’s Better, Sooner, More Convenient policy (Ministry of Health, 2011a), the
integration of a range of primary and secondary healthcare services was trialled in sites around New
Zealand during 2010. Five demonstration sites were established for the Primary/Secondary Mental
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Health Integration Project. The final report on these projects (Ministry of Health, 2011b) identified
key learnings of relevance to the integration project.
The aim of the demonstration sites was to showcase initiatives on:
•

sharing electronic notes

•

providing specialist mental health telephone advice to GPs

•

more comprehensively integrating primary and secondary mental health and alcohol and
other drug treatment services.

The report identifies key learnings from this project (Ministry of Health, 2011b); primarily that there
needs to be strong local support from both primary and secondary services, from the initial planning
stages through to implementation. For the demonstration sites that were deemed to be most
successful, there was a strong project champion who drove the project and addressed problems and
issues as they arose.
Concerns about physical health are often the motivating factor for individuals to engage in substance
use treatment (Keaney et al., 2011), and it has been reported that people with an addiction are more
likely to attend primary care services because of chronic health problems, compared with individuals
who do not have an identified addiction (Proude et al., 2006). This supports the argument for shared
care across mental health services, addiction services and primary care, to enable access to appropriate
care from a number of entry points.
Yet while integrated care models are considered promising with regard to improving the physical
healthcare of people with SMI and/or addiction, there have been limited rigorous evaluations of their
outcomes (Reilly et al., 2013), and the need for further research has been highlighted (Bradford et al.,
2013).
There are many models of integrated care that seek to develop closer working relationships between
primary care and specialist mental healthcare (Reilly et al., 2013). In some cases, this entails GPs
taking responsibility for the physical healthcare of patients, while maintaining regular contact with
mental health service providers (Lawrence & Kisely, 2010). Other examples include the co-location of
primary and secondary health services (Druss et al., 2001; Friedmann et al., 2003; Lawrence & Kisely,
2010; Vreeland, 2007); the involvement of mental health nurses in physical health service delivery
(Vreeland, 2007); and GPs visiting acute inpatient mental health wards to monitor and treat physical
health problems (Welthagen et al., 2004). Alternatively, case managers or link workers may be
appointed to liaise between services and organise overall care for the patient (Lawrence & Kisely, 2010;
Vreeland, 2007; Byng et al., 2004), or primary care staff may provide on-site services at mental health
clinics.
A review of randomised controlled trials of integrated models of healthcare delivery found that some
studies had mental health settings as the central point of care, with general medical services either colocated within these, or with nurse care managers placed within the mental health service (Bradford et
al., 2013).
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Druss et al. (2006) identify a continuum of approaches, based on the level of involvement of primary
care providers. They note that at one end of the spectrum are models where mental health staff are
trained to provide screening and other routine medical services for people with SMI. At the other end
of the spectrum, facilitated referrals to primary care may offer a pragmatic approach for providing
general medical care while a person is being treated by specialist mental health or addiction services.
A review of interventions integrating physical and mental healthcare for people with SMI (Bradford et
al., 2013) identified a small number of randomised controlled trials (n=4). Results were mixed, with
positive effects identified in relation to increased rates of immunisation and screening for cancer and
cardiovascular disease. However, there were inconsistent findings with regard to physical functioning,
with two studies demonstrating small improvements in the physical health component and two that
did not. In addition, none investigated disease-specific outcomes, or clinical outcomes related to
preventive care.
A study from the US identified that while the provision of healthcare alongside drug treatment
programmes may improve treatment outcomes, there may not be an associated improvement in
physical health status for people with an addiction (Friedmann et al., 2003).
A systematic review of interventions designed to improve the general medical care of people with SMI
or an addiction identified six randomised trials spanning a range of approaches: two trials were
focused on people with SMI, and four on populations with addiction (Druss & von Esenwein, 2006a).
They included team-based interventions, on-site medical consultation, and models of care involving
referrals to primary care settings. Five of the six studies identified a significant improvement in the
“primary care linkage” 18 as a result of the intervention, and all of the studies that assessed the quality
of primary care reported a significant improvement in the intervention group. This included increased
rates of diagnosis of some common medical problems, improved care and treatment of target health
conditions, and improved performance in relation to process measures.
In their review of the effectiveness of interventions to improve the physical health of people with SMI,
Samele et al. (2006) concluded that there were promising findings regarding the benefits of an
integrated approach, with some interventions showing positive results within a fairly short timeframe.
Noted benefits included improvements in access to primary care services, improved physical health,
and delivery of preventative measures; these have also been reported elsewhere (Lawrence & Kisely,
2010). It should be noted, however, that these findings relied heavily on a randomised trial from the
US (Druss et al., 2001), which involved patients from a Veterans Affairs mental health clinic, and thus
the generalisability of the findings is not known. The authors noted that such interventions rely on
patients being in regular contact with mental health services. Other barriers to an integrated strategy,

18

Linkage with primary care was defined as “one or more appointments with a general medical provider”. (Druss

& von Esenwein, 2006a, p. 148).
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particularly in New Zealand, include financial constraints due to the fees associated with primary care
and transport difficulties (Wheeler et al., 2014).
Ensuring that integrated care models are tailored to local needs and capacities is likely to facilitate
better outcomes (Druss & von Esenwein, 2006a).
An Australian systematic review of service linkages in primary mental healthcare found that the
following actions would be needed to embed linkages:
•

have relevant institutions endorse the need for linked services in primary mental healthcare

•

develop leadership in mental health and primary care to facilitate change

•

have planning and accountability at a regional level, such as through primary healthcare
organisations

•

promote bottom-up models of clinical collaboration

•

build workforce capacity to meet competency standards in collaborative mental healthcare

•

collect and report on data that indicates the benefits of integrated primary mental health
services

•

promote the involvement of consumers at the centre of care, around which services
collaborate (Fuller et al., 2009, p. 37).

It has been argued that the most comprehensive physical care occurs where the primary care
organisation has a key role in the mental healthcare of the individual (Lawrence, 2003). This argument
and other factors have supported the development of primary mental healthcare services in New
Zealand since 2005, and a range of models have been developed around the country (Dowell et al.,
2009). While primary mental health services mainly address mild-to-moderate, common mental
health conditions, they do confirm that primary care providers can and do successfully respond to
mental health problems across the spectrum of severity, and provided examples of effective
interdisciplinary teamwork.
A programme evaluation of one New Zealand service that aimed to provide effective mental
healthcare in a primary care setting demonstrated positive results (Rodenburg et al., 2004). The
service was for people who had been predominantly cared for by specialist mental health services, and
found that patients reported no deterioration in their clinical condition while under the care of their
GP, and were largely satisfied with the quality of care. What was noted in this study was that the
provision of generalist care was able to address both physical and mental health needs. This was seen
as a positive feature of the scheme and a key benefit of GP involvement. The majority of patients
referred to the scheme had severe physical health needs. The evaluation report also noted the
importance of involving patients in the design, implementation and governance of the new
programme, as well as in the evaluation.
Assessment and monitoring of physical health
Physical health assessment and monitoring may take many forms; however, the main aim is to gather
information, which can then be used in the treatment or prevention of a physical health problem
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(Tosh et al., 2010). For example, when people enter drug treatment or mental health inpatient
services, they may undertake a physical health assessment, and the person’s health can then be
monitored, based on the initial assessment.
It has been suggested that this should involve assessment of BMI and waist circumference, blood
pressure, lipid profiles, screening for diabetes, as well as dental and eye health checks (Robson & Gray,
2007; Tosh et al., 2010). This has the potential to not only identify current and future health problems
(Montejo, 2010), thus improving the quality of life for patients with SMI, but also provide economic
benefits, due to the possibility of reduced dependence on health services (Tosh et al., 2010). Physical
health screening programmes can be undertaken in a range of settings, and findings from some
research have suggested that they are accepted by people with SMI (De Hert, Cohen et al., 2011). This
is discussed further below.
The evidence is mixed, however, with regard to the efficacy of structured health assessment tools. The
authors of a systematic review of lifestyle interventions concluded that there was insufficient evidence
to support the effectiveness of health assessments of people with schizophrenia in improving physical
health (Samele et al., 2006). Similarly, despite the development of guidelines encouraging the
monitoring of physical health of patients with SMI, a Cochrane review of controlled trials, which
explored the effectiveness of physical health monitoring, found no relevant randomised trials (Tosh et
al., 2010). However, the authors of that review noted that this does not mean assessment and
monitoring cannot improve the physical health status of people with SMI. Reports on one physical
health monitoring programme 19 delivered in a psychiatric hospital in Belgium found that patients
were accepting of the programme, and most were keen to discuss their results. Furthermore, data
collected identified high rates of metabolic abnormalities. Collins et al. (2012) also provided some
evidence that assessment tools can be effective in identifying the unmet physical health needs of
people with SMI.
De Hert, Cohen et al. (2011) argue that follow-up monitoring of patients with SMI should be
undertaken at appropriate intervals, with others highlighting the need for a coordinated approach to
systematic monitoring (Montejo, 2010). Robson and Gray (2007) reported that there is no consensus
regarding the nature and frequency of monitoring and assessment procedures; however, they
highlighted the existence of guidelines (e.g. from NICE) to inform practice. The need for appropriate
mechanisms for referring patients with abnormal findings has also been highlighted (Vreeland, 2007).
Again, a lack of training and education of health professionals in relation to physical health
monitoring for people with SMI may contribute to their poorer physical health (Montejo, 2010;
19

This involved a screening and monitoring protocol, which stipulated that all patients undergo: a baseline

screening for metabolic syndrome/metabolic risk factors; weight, BMI calculation and waist circumference
measurement; monitoring of dyslipidaemia, metabolic syndrome and glucose abnormalities. Results of all
patients were reviewed by a psychiatrist and GP, and treatment advice provided to the treating physician.
Patients could also be referred to a centralised lifestyle programme (De Hert et al., 2010).
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Robson & Gray, 2007). This can be addressed through training mental health professionals in physical
health monitoring or by providing proactive linkage to primary care providers.
New Zealand examples
A metabolic monitoring project managed between Mosgiel Health Centre Primary Mental Health and
Otago DHB community mental health teams has been reported on by Southland District Health
Board (Maxwell, 2009). This was a nurse-led collaboration to address the physical health of service
users who had been prescribed antipsychotic medication and were therefore at risk of developing
metabolic syndrome. People were identified by the mental health team and invited to participate in a
health assessment with their primary care team. A nursing care plan was then developed in
collaboration with the individual. Other physical health issues, such as respiratory problems, were also
addressed through, for example, smoking cessation advice, green prescription, and advice on diet or
referral to a dietician.
Of the 14 individuals assessed for metabolic monitoring, none had had a previous health assessment
of their metabolic syndrome. Eleven out of the 14 service users met the criteria for metabolic
syndrome. All had a waist circumference above the recommendation, and at least two other risk
factors, with the most common one being high cholesterol. Following the assessment, six of the 11
service users were referred back to their GP for other physical health problems, for example,
cardiovascular risk, risk of hepatitis C, and unexplained weight loss.
The funding for the health assessments was found for eight of the 14 services users from Careplus,
because they had one or more chronic health conditions (http://www.moh.govt.nz). This subsidised
the annual costs by $17, leaving the individual to pay $3 for the year, which included 3-monthly
review visits for their chronic health condition, and baseline observations such as weight and blood
pressure. The other five people who were not eligible for Careplus funding were not charged for their
assessment.
A similar monitoring programme was instigated within Compass Health general practices in
Wellington (Kyle, 2011). Careplus funding was also utilised to provide heavily subsidised or free
health assessments to enrolled patients who were prescribed anti-psychotics. The general practices
already had an established liaison programme with secondary mental health services to manage people
with a mental illness who were stable. An audit of antipsychotics and metabolic monitoring was
instigated in 2009. This involved auditing enrolled patient data to identify all those currently
prescribed antipsychotics and identifying the date of their last metabolic test. Individuals were offered
a free health assessment as required. The antipsychotic monitoring was based on the recommended
best practice developed by the New Zealand Mental Health Metabolic Working Group (2008). In total,
440 people were identified, covering 13 general practices. Ages ranged between 10 and 98 years, with
the majority (85 per cent) on atypical antipsychotics. Over half of these individuals were found to have
received less than four of the 10 recommended tests for metabolic monitoring in the past, with 75 of
them having no records of any tests for metabolic monitoring.
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The findings from this audit were used to make a number of improvements within the practice,
including regular auditing of patients on antipsychotics and the instigation of ‘free to patient’ annual
health checks, continuing professional education for practice nurses and GPs on metabolic
monitoring, and new templates within Medtec to improve recording of tests. The audit was used to
demonstrate the role of primary care in supporting people with mental illness and addiction,
particularly in managing long-term conditions.
Clinical guidelines
Citrome and Yeoman (2005) reviewed UK and US guidelines for the management of people with SMI,
as a means of identifying optimal information in relation to their physical wellbeing, and to make
recommendations for future improvements. Within the UK, five guidelines were identified, alongside
other sources of practical guidance, with the 2002 NICE Clinical Guideline (CG1) considered the most
comprehensive. This document identifies primary care (and the GP) as having responsibility for the
physical health of people with schizophrenia, including regular assessments of physical health status.
NICE guidance for the treatment and management of psychosis and schizophrenia has since been
updated (NICE, 2014). A number of US guidelines for schizophrenia and monitoring metabolic
parameters were identified; these contained specific guidance on what should be monitored and how
often. The review noted that the existence of guidelines does not guarantee their routine
implementation.
In New Zealand, guidance on metabolic monitoring, and interventions for managing metabolic
complications associated with antipsychotic use and schizophrenia, has been developed by the New
Zealand Mental Health Metabolic Working Group, which developed a consensus statement first
published in 2006 and revised in 2008. The guidance focuses on prevention and relies on mental
health service users being linked in with primary care services, and provides the following advice, in
summary:
•

mental health service users should be linked in with primary healthcare services

•

the choice of antipsychotic medication should be determined following a careful risk–benefit
assessment; the benefits of medication in treating the psychotic illness can be more beneficial
than the potential side-effects

•

all mental health service users treated with antipsychotic medications should be monitored for
metabolic and other complications

•

information packages should be provided to service users that discuss:
o

medication side-effects

o

symptoms of metabolic complications

o

healthy eating

o

regular exercise programmes

•

access to smoking cessation programmes is encouraged

•

inpatient services may consider dietary changes to minimise foods that are rich in saturated
fats, and have a high glycemic index and low fibre content
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•

access to exercise and activity programmes within inpatient units may help to improve
sedentary lifestyles

•

mental health services should discourage the use of vending machines that sell cigarettes and
junk food, which is rich in saturated fats and with high sugar content.

The guideline also provides evidence-based monitoring recommendations for antipsychotic
medication, and a detailed ranked metabolic evidence summary, for mental health professionals.

Individual behaviour change interventions
International evidence
There is a large body of international literature that focuses on wellbeing interventions as a way of
improving the physical health of people with SMI through behaviour change (Bradshaw et al., 2005;
Cabassa et al., 2010; Chacón et al., 2011). In many cases, these interventions focus on modifiable risk
factors – nutrition, physical activity and smoking cessation. Recent reviews indicate that these types of
interventions can be effective in facilitating positive changes, and in improving the overall physical
health of people with SMI (Bradshaw et al., 2005; Cabassa et al., 2010; Happell et al., 2012; Roberts &
Bailey, 2011).
General advice about physical health may be delivered to people with SMI via educational
programmes, and incorporate health promotion goals and change strategies (Muir-Cochrane, 2006).
A Cochrane review on the effects of general physical health advice on morbidity, mortality, and
improving or maintaining quality of life in people with SMI identified six 20 randomised clinical trials.
These were conducted in a range of settings, including community health teams, primary care,
supported accommodation and a crisis residential unit. The delivery of the general physical health
advice varied. For example, one intervention involved participants receiving six semi-structured
health promotion sessions, and another involved a one-year programme focused on overall wellness.
In terms of outcomes, a range of different measures were adopted across the studies, which made
comparative analysis difficult. Overall, the authors concluded that there is some “limited and poor
quality” evidence that the provision of this type of advice can improve health-related quality of life as
it relates to mental (not physical) health. None of the findings supported the notion that physical
healthcare advice has a strong effect on physical healthcare behaviour or likelihood of ill health. They
also suggest that clinicians may be spending much time and effort on providing ineffective advice
(Tosh et al., 2011).
A Cochrane review of interventions to reduce weight gain associated with schizophrenia (Faulkner et
al., 2010) found that both pharmacological and non-pharmacological interventions could be effective.
Studies included in the review pointed to the need for realistic goal setting, structure, intensive
personal support initially, and continued support over time. Intervention components should include

20

Only five studies provided data to enable comparisons between physical health advice and standard care.
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reduced caloric intake such as through reduced portion sizes rather than complex dietary change,
supported by environmental change such as removal of ‘junk food’ vending machines and better
access to fruit and vegetables. A gradual increase in levels of physical activity, building up to 30-60
minutes of moderate physical activity most days of the week was recommended. Cognitivebehavioural strategies tailored to this population needed to be further

developed and evaluated.

De Hert, Cohen et al., (2011) note that physical activity can improve metabolic health status even
when not accompanied by weight loss, and that it can be effective in improving the cardio-metabolic
risk profile amongst people with schizophrenia; evidence which has been supported by other reviews
(Gorczynski & Faulkner, 2010). They advise that people with SMI should be encouraged to engage in
at least half-an-hour of moderately vigorous activity most days (De Hert, Cohen et al., 2011).
Programmes involving interpersonal interactions and the use of repetition may be more effective if
they incorporate follow-up and reinforcement, as well as group discussions (Muir-Cochrane, 2006).
A systematic review of the international literature on health behaviour interventions found that the
most commonly targeted behaviour was weight management, which predominantly involved weight
loss via changes in nutrition or physical activity (Happell et al., 2012). Other interventions focussed on
smoking cessation, physical activity and alcohol use, with a small number concerned solely with
nutrition. Overall, the authors concluded that such interventions show “great promise” in relation to
improving the physical health status of people with SMI, with programmes reporting positive changes
across all of the targeted health behaviours (although the effectiveness of nutrition programmes in
influencing dietary habits was considered unclear). The most popular form of intervention was groupbased programmes, which showed a high success rate, and those concerned with weight management
reported significant improvements in relation to body weight and BMI, as well as physical activity and
nutrition.
Other research has identified that behavioural interventions for weight management can be effective
and cost-efficient, particularly when provided during the early stages of antipsychotic treatment
(Álvarez-Jiménez, Hetrick et al., 2008; Roberts & Bailey, 2011, Curtis et al., 2012), although it should
be noted that, in many cases, the longer-term effects of these types of programmes are not known
(Kemp et al., 2009).
Kemp et al. (2009) report that weight loss interventions that incorporate dietary guidelines and
physical activity show promise, alongside innovative (e.g. incorporate recreational activities) and
flexible (i.e. tailored to individuals) programmes. Interventions that develop therapeutic alliance,
capitalise on psychosocial benefits, and promote achievable outcome targets may also have greater
success in achieving positive outcomes (Kemp et al., 2009).
Recommendations for successful behaviour change interventions have been comprehensively
described by NICE (2014). Of relevance in designing interventions for people with SMI are
o

Ensure organisational policies, strategies, resources and training all support behaviour
change
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o

Plan behaviour change interventions and programmes taking local needs into account

o

Develop acceptable, practical and sustainable behaviour change interventions

o

Use proven behaviour change techniques when designing interventions

o

Ensure interventions meet individual needs

o

Ensure behaviour change is maintained for at least a year

o

Evaluate behaviour change interventions.

New Zealand evidence
A systematic review of effective evidence-based behaviour change theories and programmes for
people with chronic health conditions undertaken by the New Zealand Guidelines Group (2012)
found that no one particular theory or programme had been proven to be consistently superior in
bringing about health behaviour change amongst this population. While the group under scrutiny did
not specifically include people with SMI, the results are relevant. Evidence was appraised for health
behaviour change in people with diabetes, chronic obstructive pulmonary disease, asthma, stroke and
hypertension, in relation to behaviour change outcomes, such as increased physical activity, improved
nutrition and weight management, managing blood pressure and other important outcomes for many
people with SMI.
The review concluded that social learning theory was the most commonly used and effective health
behaviour change theory, and was found to be effective across a number of chronic conditions and in
a mixed patient group. Motivational interviewing was also found to be effective for several chronic
conditions. Cognitive behaviour therapy, the trans-theoretical model and self-regulation were also
found to be successful for particular conditions.
Key findings from a review of case studies undertaken as part of the New Zealand Guidelines Group
review identified critical features for the successful implementation and sustainability of health
behaviour change programmes, as follows (New Zealand Guidelines Group, 2012, p. 11).
•

A properly-resourced governance structure that includes broad representation of the funder,
primary and secondary care providers, facilitators of the interventions, and the community
from which participants will be drawn, is essential.

•

Clinical champions who can publicise and support new programmes are crucially important,
but champions alone cannot systematise new models of care unless they are supported by an
effective governance structure, which itself is adequately resourced and supported
operationally.

•

In forming alliances between organisations to implement self-management programmes, it is
important in the early phases to choose those partners with a clear strategic outlook and a
visible commitment to change models of care.

•

Early and extensive consultation with clinical leaders among the referrer community (e.g. GPs
and primary health organisations) is needed before the intervention commences, so that they
are able to support its implementation, understand and trust the programme, and refer
individuals.
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•

It is crucial to pay attention to referral processes to assist GPs and other providers to refer
patients without disrupting their work flow. Priority should be placed on integrating referral
functionality into patient management software. In addition, communication back to referrers
documenting how patients have achieved their self-management goals is a motivator for
further referrals.

•

Even though improved health behaviours may, of themselves be simple, coaching individuals
in them is skilled work. Interventions cannot rely on volunteer labour. In all cases culturallyappropriate, well-selected, well-trained and well-supported facilitators are required. Ongoing
training and support must be included for facilitators.

•

Information for participants should be well-designed and available in the participants’ native
languages wherever possible. The communities from which participants are being sought
should be actively involved, at governance level, as champions of the programmes or as
leaders at the venues where the interventions are delivered.

•

Interventions should be delivered in accessible and culturally-appropriate locations, such as
marae or community halls.

The quality of evidence regarding behavioural interventions
A recent review by NICE identified significant gaps in evidence for individual behaviour change
techniques, including how to deal with multiple behaviours; the relationship between practitioner
training, subsequent competencies and behaviour change interventions; and how theoretical accounts
of behaviour change can be used to guide behaviour change interventions (NICE, 2014, p. 70).
Not surprisingly, there are also quality issues relating to behavioural intervention studies for people
with SMI, including a lack of rigour in some studies (Bradshaw et al., 2005). Given the variability in
study design, there are challenges in identifying the most beneficial interventions (Cabassa et al., 2010;
Happell et al., 2012; Roberts & Bailey, 2011) and specific beneficial features of these. Moreover, while
there are many examples of physical activity interventions, including both within New Zealand and
internationally, only a small number have been evaluated with published results (Grueber, 2013).
Kemp et al. (2009) also discuss the methodological challenges common to behavioural interventions,
including the difficulty in recruiting people with SMI to randomised controlled trials, due to distrust
of the process and reluctance to participate if not selected for the intervention group. Another review,
which assessed the methodological quality of research in this field, highlighted the “serious underrepresentation” of individuals from minority ethnic populations within intervention studies, and the
dominance of small, single-site trials with small samples (Cabassa et al., 2010).

Features of promising behavioural change interventions
While there are some challenges in identifying common features of promising behavioural change
interventions for people with SMI, a number of common principles have been identified in
programmes, which have been shown to be effective or show promise. These are:
•
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build on existing, and promote further, therapeutic alliance

•

incorporate both cognitive and behavioural strategies; combine exercise, dietary counselling
and health promotion

•

have realistic or modest outcome targets

•

be flexible in accommodating individual needs and differences

•

be long-term and provide ongoing support beyond the initial intervention

•

include a group or social component

•

acknowledge and take into account possible barriers faced by people with SMI in participating
in such programmes

•

have a peer support component, alongside staff support and active participation (Kemp et al.,
2009; Roberts & Bailey, 2011).

Nutrition and physical activity interventions
A recent Cochrane review identified components of relatively successful behaviour change
programmes that may be transferable to programmes for people with SMI (Richards et al., 2013). This
review of face-to-face interventions for promoting physical activity compared the effectiveness of
different kinds of interventions amongst community dwelling adults living in high-income countries.
A total of 10 studies, recruiting 6,292 subjects, met the inclusion criteria. The findings indicated that
interventions that offered personal counselling and advice, with choices of exercise, were more likely
to be successful. Outcomes were better if the intervention comprised a specified type of physical
activity and was supervised by a non-health professional, using a combination of group and individual
approaches.
The following examples of weight management programmes have been reported to be effective in
facilitating weight loss for people with SMI
•

The Healthy Living programme (Vreeland et al., 2003) was a 12-month intervention designed
to help people with SMI make long-term lifestyle and behavioural changes. It consisted of four
phases: assessment; 12-week weight control programme, with twice-weekly group meetings
and one individual session per week; 12-week (less intensive) weight control phase, with a
weekly group meeting and one individual session per month; and a 6-month weightmaintenance phase, with a weekly group meeting and one individual session per month. At 12
months, the intervention group had a mean weight loss of 3kg, decreased BMI, and
improvements in exercise levels, blood pressure, and nutrition knowledge. In comparison, the
control group had a mean weight gain of 3.2kg, and increased BMI (Vreeland, 2007).

•

The Solutions for Wellness programme (Littrell et al., 2003) is a manualised, psychoeducational programme specifically designed for people with mental illness, consisting of two
patient workbooks, which promoted nutrition, exercise and healthy lifestyle habits.
Participants attended a 1-hour weekly class for 4 months, and also received weekly reminder
letters and other encouragement to attend class. Evaluation of the programme showed
significant differences in weight change between the control and intervention group, and an

65

overall compliance rate of 92 per cent amongst participants in the programme (Vreeland,
2007).
•

Keeping the Body in Mind in New South Wales, Australia, is a multidisciplinary team
approach to the management and prevention of poor metabolic health, involving liaison
between the psychiatrist, a GP, dietician and, where available, an occupational therapist, and a
structured exercise programme (Curtis et al., 2012). The service is for young people (aged 15
to 25 years) with first episode psychosis, who are highly susceptible to clinically significant
weight gain during the first 12 weeks of antipsychotic treatment. The health of this group was
compared with a similar cohort of young people from a Sydney early intervention service with
treatment as usual, i.e. no lifestyle programme accompanying antipsychotic prescribing. The
study found that this intensive lifestyle intervention prevented weight gain in the intervention
group (with a non-significant weight gain after 12 weeks of intervention), compared with the
treatment as usual group, which had an average 7kg weight gain after 12 weeks of entry. There
was also no waist circumference increase in the intervention group, compared with a
significant increase in the treatment-as-usual group (J. Curtis, personal communication,
March 2014).

One review of the US literature (Cabassa et al., 2010) focused on interventions for people with SMI
that targeted weight management, exercise, health promotion and self-management activities. The
authors found that, of the 23 studies identified and reviewed, just over half targeted people with
schizophrenia. Intervention sites included a range of treatment settings, such as outpatient clinics, day
programmes, etc. The interventions reported on ranged in duration from 30 minutes to 1 year, and
featured both individual sessions and groups formats (some were a combination of both). They were
delivered by a range of staff, including health clinicians, as well as fitness instructors and case
managers. In terms of specific outcomes, the review identified that:
•

10 of 18 studies reported statistically significant weight loss findings (three of the randomised
controlled trials did not)

•

13 studies assessed the efficacy of lifestyle interventions in improving risk factors for
metabolic syndrome: seven of these reported statistically significant improvements on at least
one of the risk factors investigated

•

improvements were based on existing general population lifestyle interventions, which had
been adapted for SMI patients. All used a group structure, or combined group and individual
sessions, and most incorporated dietary counselling, and a light-to-moderate level of physical
activity. In addition, they used behaviour techniques, such as goal setting and self-monitoring.

Overall, the authors concluded that people with SMI may benefit from lifestyle interventions, albeit to
a lesser degree than their general population counterparts.
Others have argued that there is a lack of data examining differences in health outcomes between
people with SMI and those without mental illness following an intervention (Happell et al., 2012). As
previously noted, people with SMI are likely to face different barriers and motivators with regard to

66

health behaviour change, and these need to be considered in the design and implementation of such
programmes. In their review of the evidence, Roberts and Bailey (2011) reported that barriers to
engaging people with SMI are linked to the symptoms of mental illness and treatment effects. This
includes, for example, low self-esteem and confidence, as well as sedation and weight gain. People
with SMI may also consider that physical health problems are secondary to other day-to-day concerns,
want to keep physical health issues separate from mental health problems, or fear being subjected to
coercive treatment if they disclose information about their physical health (Kemp et al., 2009).
Factors that encourage people with SMI to participate in wellbeing interventions include peer and
staff support. Staff who are encouraging and motivating, exhibit a positive attitude, and take part in
activities alongside the client group, further promote engagement. However, one study indicated that
group-based interventions are not always as effective as one-on-one support (Roberts & Bailey, 2011).
Research on the role of peer supporters was included in this review. Kemp et al. (2009) discussed the
Peer Advocacy and Support Service in Australia, which involves paid peer support to assist people
with their physical health needs. Despite being a small trial, it was reported that the service helped
people to set goals addressing issues such as weight loss, smoking, diet and level of physical activity.
A review summarising nutrition and mental health research in Australia and New Zealand between
1986 and 2006 (Porter & Evans, 2008) found that dieticians are well positioned to lead and participate
in mental health research, and to implement research findings to improve the nutritional status of
people with SMI. It has been reported that despite the small number of New Zealand dieticians
working in mental health services, many dieticians practise in a range of mental health settings,
including within hospitals and the community. Results from interventions that were identified as
addressing physical health issues included: two that focused on increasing physical activity levels (one
was unsuccessful in its implementation and the other was limited by a small sample size); and two
aimed at improving food skills via shopping and budgeting education (these showed promising
results, but were also limited by small samples). Results from the only randomised controlled trial
identified, demonstrated that weight gain due to medication effects was able to be minimised when six
dietetic education sessions were delivered over a 3-month period (Porter & Evans, 2008).
A recent review of physical activity interventions for people with SMI identified that a number had
been developed in this country, but very few had been evaluated (Grueber, 2013). This supports
findings from the call for evidence which was undertaken as part of this project and found only three

interventions that had been formally evaluated. Key results of these evaluated interventions are as
follows.
•

Four Active Life programmes were established in Canterbury, and run across three settings
(Christchurch21, North Canterbury and Ashburton), over an 18-week period, by a non-

21

Two programmes were established in Christchurch.
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government mental health organisation (Gawith, 2009). Each programme involved 10 to 15
individuals with mental health problems, who attended weekly 2-hour sessions. These
involved physical fitness activities (e.g. spin classes), alongside an education component (e.g.
healthy eating). In addition, a Healthy Pacific Lifestyles programme ran over 16 weeks,
consisting of weekly physical exercise activities and meetings with guest speakers. An
evaluation of the Active Life programmes identified a range of positive results, including
weight loss and improvements in relation to BMI, blood pressure, exercise levels, and food
choices and nutrition. Moreover, benefits were sustained 4 months after the completion of the
programme. Physical health gains were less evident amongst participants in the Healthy
Pacific Lifestyles programme, although improvements in relation to blood pressure were
identified (Gawith, 2009).
•

The Activity Based Experience (ABE) programme is a client-centred, individualised physical
activity intervention for people with mental illness, which was delivered by a national nongovernment provider of community mental health and support services. The duration of the
intervention is 3 months, with one session per week. An evaluation of the programme
identified no significant changes to physical measurements (blood pressure, body weight) or
smoking status. However, levels of self-esteem, mental wellbeing and physical activity showed
improvements. Participants in the programme reported several barriers to exercise (e.g. lack
of energy), with support required to overcome these. Some participants maintained physical
activity following completion of the programme. The evaluation concluded that the
programme can play an important part in the recovery of people with SMI, but recommended
that the duration, frequency and intensity of the sessions, and assessment tools needed to be
reviewed, to enable physical health changes to occur (Grueber, 2013).

•

Nurses, along with other health professionals and service users, established and maintained
healthy living programmes in two locked forensic mental health units in New Zealand. An
illustrative case study of the programmes found that successful implementation depended on
involvement of the multidisciplinary team and the involvement of champions. Each
programme operated within a different physical environment and adopted its own
philosophical approach. The healthy living programmes had an impact on nurses, other staff,
and on the culture of the institutions. The authors concluded that to improve implementation
of healthy living programmes there is a need to understand the clinical and philosophical
contexts in which they are established, particularly across forensic settings, prisons and
general mental health units. (Prebble et al., 2011).

Smoking cessation
Reviews focusing on the effectiveness of smoking cessation treatments have concluded that smoking
cessation treatments that work in the general population are equally effective amongst people with
SMI (Banham & Gilbody, 2010; Bhikha, 2008; De Hert, Cohen et al., 2011), and that the evidence-base
for the effectiveness of wellbeing interventions amongst people with schizophrenia is strongest in
relation to smoking cessation (Bradshaw et al., 2005). Moreover, there is evidence that such treatment
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does not worsen people’s mental health, particularly those with less severe mental illness (Banham &
Gilbody, 2010; Bradshaw et al., 2005; Happell et al., 2012). As outlined earlier, Taylor et al. (2004)
found that smoking cessation actually had a positive impact on mental health, for the general
population, as well as for people with a mental illness.
Positive results can be achieved via the introduction of effective, evidence-based programmes that
support clients, including motivational interviewing and provision of nicotine replacement therapy
(Mental Health Foundation of New Zealand, 2012). The Ministry of Health smoking cessation
guidelines (2007) recommend that brief advice is provided to all people who smoke who access mental
health services, based on strong evidence that it is effective in helping people to quit. More intensive,
evidence-based smoking cessation interventions, such as multi-session support and medication
(nicotine replacement therapy), should also be offered. The guidelines note that smoking cessation
may affect the metabolism of a number of medications, and recommend that people with SMI who
stop smoking while taking medications for their illness should be monitored to assess whether
changes in dosage are necessary.
Bhika (2008) noted that combined treatment of mental illness and tobacco addiction is likely to
deliver optimal results, given the interlinked nature of these conditions, and highlighted the need to
address barriers to stopping smoking amongst people with SMI who smoke, including smoking’s use
as a tool to facilitate social interaction.
The authors of a systematic review of smoking cessation interventions concluded that an integrated
approach to treatment was likely to be more effective in both engaging smokers and facilitating
compliance with medication (Clinical Trials Research Unit, University of Auckland, 2008). They also
identified that people with SMI would likely benefit from more intensive interventions, including
pharmacotherapy and multi-session behavioural support; these findings have been reported elsewhere
(Bhikha, 2008). Happell et al. (2012) noted that nicotine replacement therapy was used across all the
successful smoking cessation interventions they reviewed.
As outlined earlier, smoking rates amongst people with substance use disorders are very high at 56 per
cent (Oakley-Browne et al., 2006), and are even higher amongst those with alcohol dependence at
around 80 per cent (Williams & Ziedonis, 2004); the latter group also has higher levels of nicotine
dependence. However, there is evidence that people with alcohol problems do not have more
problems quitting than smokers without alcohol problems (Ministry of Health, 2007). Smoking
cessation can be problematic for a minority of addiction treatment service users and the Ministry of
Health’s guidelines recommend close monitoring and the provision of intensive support for people
with substance use disorders.
There is conflicting evidence regarding whether or not people with a serious drug addiction
experience greater difficulty in stopping smoking, compared with smokers who do not use drugs
(Clinical Trials Research Unit, University of Auckland, 2008). Concerns have also been raised about
the negative impact of smoking cessation interventions on drug treatment outcomes (Doolan &
Froelicher, 2006; Sullivan & Covey, 2002). One review found that four of five studies reviewed
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reported no detrimental impact on drug or alcohol treatment outcomes amongst study populations;
however, a fifth study (which was considered more rigorous) found that there was a significant
negative effect (Doolan & Froelicher, 2006). It has been reported that entry to drug treatment may
provide an optimum time for the introduction of smoking cessation initiatives, given that many
individuals are highly motivated to stop smoking at this period in their life (Sullivan & Covey, 2002).
Overall, the evidence suggests that smoking cessation interventions may be effective in the short-term.
A review of clinical trials targeting people with an illicit drug or alcohol addiction (or both) found that
short-term rates of smoking cessation were better in the intervention groups; however, long-term
follow up (more than 6 months later) consistently showed little differences between groups. The
authors concluded that interventions of greater intensity or a longer duration may be needed when
working with people with a serious addiction (Doolan & Froelicher, 2006). Similarly, a New Zealand
review of the international evidence found that smoking cessation interventions may be effective in
the short-term among people with addictions, but that this is not sustained over time (Clinical Trials
Research Unit, University of Auckland, 2008).
When considering the characteristics of successful smoking cessation interventions with this
population group, one review identified no evidence for specific interventions being more effective,
aside from nicotine replacement therapy-based programmes, which may have positive short-term
effects (Clinical Trials Research Unit, University of Auckland, 2008). There is some evidence that
incentive-based programmes (e.g. where participants receive voucher rewards for maintaining
smoking abstinence) may be effective with opioid-dependent populations (Sigmon & Patrick, 2012).

Problematic alcohol and other drug use 22
Screening for alcohol and addiction problems is described by SAMHSA (2013) as a process of
identifying patients with possible problems and determining the appropriate course of future action
for these individuals. Screening provides healthcare professionals the opportunity to initiate
discussions with patients about their alcohol and drug use and to provide intervention as needed.
Brief intervention attempts to increase a person’s insight into his or her substance use with the
intention of behavioural change. It is provided when the person is identified through screening to be
at moderate risk for substance-use problems. Brief intervention “can be provided through a single
session or multiple sessions of motivational interventions”, which “can be tailored to a particular
population or setting. It can be a stand-alone treatment for those at risk or a vehicle for engaging those
in need of more intensive levels of care.” (SAMHSA, 2013, p. 8)
There is strong evidence that brief advice or brief interventions from GPs and others are one of the
most effective interventions for people with hazardous and harmful alcohol use (Anderson et al., 2009;

22

This section considers effective interventions for problematic alcohol and other drug use. It is not a review of

the literature on effective treatments for alcohol and drug dependence or significant misuse.
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World Health Organization, 2011), and that less intensive interventions can be just as effective as
those which are more intensive (Anderson et al., 2009). However, while the evidence suggests that
they can have significant effects on drinking behaviour and related problems amongst high-risk
drinkers, they are less beneficial for alcohol-dependent individuals (Room et al., 2005). It is worth
noting that similar evidence exists in relation to the effectiveness of brief interventions for smoking
cessation.
There is a need to ensure that any advice is tailored to the individual patient, and that they receive
positive feedback and support. The importance of involving family and caregivers has also been
highlighted (De Hert, Cohen et al., 2011).
There is a body of research that has explored physical activity programmes as an adjunct to addiction
treatment (Caviness et al., 2013; Lynch et al., 2013; Weinstock et al., 2012; Williams & Strean, 2004).
However, physical activity programmes are generally undertaken as a means of addressing drug or
alcohol misuse, rather than with the primary aim of improving physical health, although it is
recognised that this is likely to be an associated impact. For example, research has shown that
increasing alternative substance-free behaviours, such as exercise, may provide other physical benefits,
such as a decrease in body fat and an overall improvement in physical fitness (Brown et al., 2010;
Weinstock et al., 2012; Zschucke et al., 2012).
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Discussion
The New Zealand and international evidence gathered as part of this review has painted a very clear
picture – people with SMI and/or addiction are more likely to have physical health problems than the
general population, and to die earlier. For those with SMI, problems include obesity and metabolic
syndrome, diabetes, cardiovascular disease, respiratory diseases, some cancers, poor oral health and
viral diseases. For people with an addiction, health harms vary according to the substance, with
alcohol in particular linked to over 60 physical health conditions. The extent of the disparity is very
wide, with some conditions several times more prevalent among people with SMI and/or addiction
than the general population.
From the limited data available relating to physical health outcomes for people with an addiction in
New Zealand, indications are that they are likely to experience worse health outcomes than the general
population. With regard to alcohol, Māori are likely to bear more of this burden.
The review has confirmed both that the situation in New Zealand is very similar to other relatively
wealthy nations, and that there are many actions that can be taken to improve the situation. While the
evidence-base is not strong, there is certainly enough to have informed a number of interventions
around New Zealand and elsewhere that are showing positive results.
Attempts are being made around the world to address these inequities. In Europe, the Mental and
Physical Health Platform was established in 2008 “with the twofold aim of raising greater awareness of
the interplay between mental and physical health, and changing mindsets to address the personal,
social and economic consequences of ignoring that interaction.” 23
In the UK, the cross-government mental health outcomes strategy No Health Without Mental Health
(HM Government, 2011) was launched in 2011, by nearly 30 mental health non-government
organisations, peak professional health bodies, universities, the Department of Health, and child and
youth organisations. No Health Without Mental Health is a comprehensive national strategy outlining
a clear, shared vision for mental health, with six primary objectives. Improving the poor physical
health of people with mental health problems is one of these objectives, placing the issue high on the
national policy agenda.
The areas of action falling out of the six objectives, which are of particular relevance to this issue, are:
•

fewer people will experience stigma and discrimination as a result of negative attitudes and
behaviours toward people with mental health problems by improving public and professional

23

Quotation is from a brochure launching the Mental and Physical Health Charter, retrieved 20 April 2014 from

http://ec.europa.eu/health/mental_health/eu_compass/policy_recommendations_declarations/mh_charter_acti
on_en.pdf
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attitudes and reducing the institutionalised discrimination inherent in many organisations,
including support services
•

mental health problems will be identified, and interventions made, early across all ages

•

fewer people with mental health problems will have poor physical health

•

fewer people with mental health problems will die prematurely.

In Australia, the No Mental Health Without Physical Health inquiry by the Ministerial Advisory
Committee on Mental Health produced a range of recommendations seeking to address the physical
health needs of people with SMI. These included a call to action for the Australian Government to
take proactive and sustained action to close the health inequality gap (Ministerial Advisory
Committee on Mental Health, 2011).
In June 2013, an international group of psychiatrists launched “a drive to end the global scandal of
premature deaths among people suffering from severe mental illness” (Laurence, 2013). Dr David
Shiers, co-author of the Healthy Active Lives (HeAL) statement, is quoted in the article saying: “The
evidence is now clear – weight gain, cardiovascular risk and metabolic disturbance commonly appear
early in the course of emerging psychosis and are potentially modifiable. As clinicians, if we dismiss
these disturbances as being of secondary to controlling their psychiatric symptoms, we may be
inadvertently condoning a first step on a path towards physical health inequalities for these young
people. This vulnerable group needs a far more holistic and preventive approach.”
Within the next five years, the HeAL Group want to see that:
•

90 per cent of young people experiencing a first episode of psychosis, and their families or
supporters, are satisfied that they made treatment choices informed by an understanding of
their risks for future obesity, cardiovascular disease and diabetes

•

within a month of starting treatment, 90 per cent have a documented assessment, which
includes risks for future obesity, cardiovascular disease and diabetes

•

all young people receive a regular review of their medication to minimise the development of
complications of obesity, cardiovascular disease and treatment

•

75 per cent gain no more than 7 per cent of their pre-illness weight, two years after starting
antipsychotic treatment

•

75 per cent maintain blood glucose, lipid profile and blood pressure within the normal range,
two years after initiating antipsychotic treatment

•

90 per cent receive health promotion advice on healthy eating, tobacco and substance use,
dental care and sexual health

24

•

fewer than 30 per cent smoke tobacco

•

more than 50 per cent engage in appropriate physical activity 24.

http://www.thementalelf.net/populations-and-settings/child-and-adolescent/healthy-active-lives-heal-

tackling-premature-death-in-young-people-with-psychosis/#sthash.MRHGkP23.dpuf
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This review has confirmed that people with SMI and/or addiction have significant physical health
needs and a reduced life expectancy in comparison to the general population. The review has found
evidence for the drivers of this disparity, which are multi-faceted. It has also found that although there
is less evidence on effective interventions, there is sufficient evidence to inform action at multiple
levels. Identifying the disparities is a crucial first step (Nease, 2014), but the most important next step
is to involve all those who can effect change, to work together to improve the physical health outcomes
of people with a mental illness and/or addiction, and to monitor mortality and morbidity rates on a
routine basis to understand the impact of these changes (Cunningham et al., 2014).
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Appendix One
Introduction
The following summary is the result of an online call for evidence made in November 2013 from the
Te Pou website and e-bulletin, to identify work that has been happening at a service level, particularly
where this work has been evaluated.
This appendix provides an illustrative snap shot of what is happening in parts of New Zealand. It is
biased towards developments within the mental health and addictions sectors. Following the close of
the call for evidence, the project team continued to receive phone calls and emails from across the
country with people keen to discuss the initiatives they have underway, to hear more about this
evidence review and generally give their support to working together to improve the physical health of
people with a mental illness and/or addiction.
Systems-level interventions
1. Auckland District Health Board has a policy for physical health observation within acute
mental health services. The purpose of the policy is to ensure that all service users receive
effective nursing. On admission, all service users have physical observations completed, e.g.
pulse, blood pressure, weight etc, which are recorded on a physical observation chart. These
observations are continued daily, or more often, depending on personal medications and
other health issues.
2. Auckland District Health Board’s acute mental health services also provide a programme to
up skill, coach and educate the mental health workforce on physical health monitoring.
Carried out in the inpatient unit, the aim is to ensure physical health checks, with a view to
expanding this to community services.
3. Southern District Health Board provides training for mental health nurses. These one day
workshops include information and practical experience, and aim to increase participants’
confidence and skills to undertake physical health checks. Pre- and post-training evaluation is
undertaken, along with an audit of physical health equipment.
4. Hawkes Bay District Health Board recently won health innovation funding for a project to
shift the culture of tobacco use in mental health services.
5. One primary health organisation (Health Hawkes Bay) has been funding a service for mental
health service users in partnership with two mental health non-government organisations;
the Lighthouse initially, and then WIT (Whatever it Takes). The service enables the clients of
these organisations to access free GP services in the Lighthouse building, which is a
consumer-run day facility. This model seems to depend on having a GP champion.
6. Whanau ora wellness checks for people living rurally with serious and enduring mental
illness are delivered by a community health nurse at Te Hiku o Te Ika in Kaitaia, Northland.
A Health improvement profile, sourced from Scotland, enables a comprehensive health check
with 28 parameters, including BMI, oral health and smoking status. Clients are linked to
88

services, and practical and financial assistance is provided, e.g. paying to see a GP or dentist,
transport to medical appointments etc. Patients have been monitored on progress over the
past year, and the 6-month results show 20 to 50 per cent improvements in most areas. About
half of the clients for the service are Māori.
7. East Tamaki Primary Health Organisation is trialling a Stanford self-management education
programme for people with both mental health and physical health issues.
8. General practices within Compass Health Primary Health Organisation have been monitoring
the frequency of physical health checks for enrolled patients who are on psychotropic
medications and used Careplus funding to offer free health checks to these patients.
9. The metabolic monitoring project is a nurse-led collaborative project between Mosgiel Health
Centre (primary care), the Family Mental Health Service (primary mental health) and Otago
District Health Board’s adult community mental health teams. The project is an example of
primary and secondary mental health service integration and collaboration offering
physical health checks and care to people being prescribed antipsychotic medication.
Individual behaviour change
10. A service-user-designed recovery plan and health passport to help service users keep on
track with their physical health has been introduced by Tairawhiti District Health Board, and
was adapted from the US Wellness Recovery Action Plan (WRAP). The pilot phase was
evaluated in 2013 (formative) and was found to be positively received by service users as part
of the recovery process. It has been continued and further developed into the Recovery Action
Plan (RAP)/Health Passport. A formative evaluation informed the new programme and
enabled a call to be made on whether it would be helpful as part of a recovery process for
service users. There was clearly enough positive feedback to proceed with the next stage in
service development.
11. The Activity Based Experience (ABE) lifestyle modification programme in Christchurch
(Richmond Services) offers client-centred individualised programmes of 3-month
duration, incorporating exercise and nutritional advice. A well-designed evaluation
(Master’s thesis) showed no significant changes in physical measurements, but significant
improvements in self-esteem.
12. Activelinks is a physical activity programme to improve mental wellbeing and lifestyle,
offering individual and group support in Canterbury (Comcare Trust). A comprehensive 2009
evaluation demonstrated positive results, including measureable changes in health eating and
exercise, weight loss and fewer psychological symptoms, which were sustained after 4 months.
The evaluation found that core aspects of a successful programme included group belonging;
emphasis on healthy living not just weight; positive attitude to exercise; dedicated facilitators;
personal goal setting; fun; and a mix of service users and the general public for social
integration.
13. A comprehensive wellness programme at Bay of Plenty Community Homes Trust, which is
based on Te Whare Tapa Wha and linked to local services, is beginning to demonstrate
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positive results. No evaluation has been undertaken, but individual progress is monitored and
anecdotal evidence indicates that physical exercise in particular is found to be helpful.
14. Centre 401 Trust, a peer support resource centre in Hamilton, provides Health Watch
workshops on a whole range of physical health issues, and an online Warrant of Fitness
programme, which enables people to design their own wellbeing plans. The approach is
service-user controlled, with support from the trust.
15. A men’s activity group in an opioid substitution service in Bay of Plenty provides a recovery
programme with a focus on the whole person as a social being, with commitment to
increasing service-user control and leadership. It includes social and physical activities, e.g.
fishing, mini-golf, baking etc.
16. Pathways Health Limited, as part of their smoke-free and healthy lifestyles programme, have
been piloting the new nicotine mouth spray Quickmist to help service users and staff to stop
smoking. The nicotine mouth spray is designed to relieve cravings reactively, in contrast to
nicotine patches, gum and lozenges, which are proactive. Of the 30 staff and service users on
the programme, 17 (57 per cent) were successfully smoke-free 4 weeks later (53 per cent were
staff and 62 per cent were people using services). Another 53 per cent (64 per cent staff and 41
per cent people using services) reported having significantly reduced their tobacco
consumption.
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