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Foreword

I have had the privilege of working with people living with mental health conditions for many years. In the previous
century | worked as a Minister in the Victorian Government that took great strides in de-institutionalising care
and seeking to integrate services. | have worked with consumer and carer organisations, and was proud to serve
as a National Mental Health Commissioner.

The objective of this new publication from the Australian Health Policy Collaboration, Australia’s Mental and
Physical Health Tracker, is to bring attention to the issues of higher risk factors and incidence of preventable
chronic disease for Australians with mental health conditions.

More than four million Australians live with mental health conditions such as anxiety, depression or psychosis (1).

This report demonstrates that these four million Australians - many of whom are our friends, our family and
our neighbours - are at much greater risk of chronic disease and much greater risk of dying an early death.
Australian data show that the gap in life expectancy for people living with severe mental illness is approximately
10-15 years, and more than three quarters of the excess mortality comes from physical health conditions such as
cardiovascular disease and cancer (2). Many of these early deaths are preventable.

In 2011, mental and substance use disorders were responsible for 12.1% of the total disease burden in Australia,
disproportionately affecting younger and middle-aged people. Mental and substance use disorders were the
third most burdensome category of disease, behind cancer and cardiovascular disease. These disorders were
also the leading cause of non-fatal burden of disease, contributing almost a quarter (23.6%) of all years lived
with disability (3).

This background paper discusses the data and information that was used to develop the Australia’s Mental and
Physical Health Tracker report card. It addresses more indicators than the report card and provides a brief
context for both chronic disease risk factors and for co-occurring health conditions.

The paper also includes a brief discussion of where the data highlights areas for further action in academic and
policy research.

Over decades of work to improve the lives of people living with mental health conditions, the most stubborn and
heartbreaking problem | have come across is our collective failure to improve the life expectancy and physical
health of people living with mental health conditions. Living with mental health issues can be hard, and a lot
tougher when you add the burden of another chronic disease.

It my hope and expectation that clinicians, researchers, policy professionals, health funding organisations and
consumers, their friends, families and advocates will use these data to improve the lives of people living with
mental health conditions.

The Hon Robert Knowles AO,
Chair, AHPC Advisory Board
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The greatest mistake in the treatment of diseases is that there are physicians for the body &
physicians for the soul, although the two cannot be separated.
- Plato

Introduction

Chronic and complex health conditions are now the predominant health burden for Australians, affecting
education and employment, individual and family wellbeing. They contribute substantially to the cost of health
care and have negative economic impacts.

There is a strong link between chronic physical and mental health conditions. Australian Bureau of Statistics
figures show more than 2.4 million people live with both a mental health condition and a chronic physical health
condition (1).

This paper contextualises and extends the data summarised in the Australia’s Mental and Physical Health Tracker
report card, published by the Australian Health Policy Collaboration, which provides a report card on Australia’s
performance in tackling the major risk factors for and high incidence of preventable chronic physical disease
amongst Australians with mental ill health.

Scope

This paper address adult mental health conditions and physical ill health. This paper does not consider the growing
evidence about comorbid mental and physical illnesses amongst children and young people or those associated
with childbirth, medically unexplained symptoms or dementia, and other forms of cognitive impairment.

The data are disaggregated by gender to highlight the implications of the gendered dimensions of multimorbidity
for future policy.

The paper concludes with a discussion of potential policy directions to lift the rate of progress in improving the
health of people with mental and physical multimorbidities.
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Background

This paper and the Australia’s Mental and Physical Health Tracker report card supplement the data presented
in the Australian Health Policy Collaboration Report Targets and Indicators for Chronic Disease Prevention in

Australia (2). These targets and indicators are Australian adaptations of indicators developed by the World Health
Organization (WHO) within the scope of the Global Action Plan for the Prevention and Control of NCDs' 2013-2020
(3). Australia is a signatory to the Global Action Plan. AHPC brought together brought together experts from
a variety of disciplines and specialities; they selected the Australian indicators to highlight the steps Australia
needs to take to respond to the Global Action Plan and reduce the burden of non-communicable diseases by
2025.

Current evidence suggests that Australia is making slow progress - and in some instances is lagging behind other
countries - in progress towards the WHO targets (4). Australia’s lack of progress in relation to the risks of poor
health amongst Australians in the lower two socio-economic quintiles is particularly evident. Australia’s Health
Tracker by Socio-Economic Status sets out the stark data on the unequal burden of chronic disease experienced
by individuals affected by multiple forms of disadvantage (5). Over 10 million people are at much greater risk of
poor physical and mental health than the rest of the population.

The AHPC trackers, cumulatively, provide a summary on progress in tackling chronic disease in Australia. It is
clear that Australia could do better in preventing both chronic physical and mental health conditions, particularly
amongst population groups and communities affected by disadvantage.

"Non-communicable diseases
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Definitions and terminology

Chronic diseases

Chronic diseases (also referred to as non-communicable diseases or long-term conditions) have replaced
infectious diseases and injuries as the major causes of disability and premature death in Australia and other
developed countries (3, 6). Chronic diseases include arange of conditions that are long-lasting and diminish health
status due to disease symptoms, functional impairment and disability, and can reduce healthy life expectancy
and cause premature deaths. This paper applies a definition of chronic diseases which includes mental health
conditions.

Multimorbidity

Multimorbidities are a growing concern worldwide, driven by population ageing and improvement of public
health leading to lower mortality rates (7). Multimorbidity is commonly defined as the presence of two or more
chronic medical conditions in an individual (8). However, multimorbidity has no single definition and is often
given other names, including multiple morbidity and comorbidity (9). We have adopted the Academy of Medical
Sciences’ terminology for describing multiple chronic conditions; that is, comorbidity is the co-existence of
other conditions with an index condition (for example, mental health) that is the specific focus of attention, and
multimorbidity is the coexistence of several conditions, none of which is considered an index condition (9, 10).

Mental health conditions

The Australian Health Policy Collaboration recognises that the language used to describe mental health conditions
-including disorder, illness, behavioural issues and other terminology - may cause confusion and distress to some
people living with these conditions. The Australian Bureau of Statistics uses the term ‘mental and behavioural
issues’ to describe their data. This report uses the term ‘mental health conditions’ when describing these data.
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Mental health in Australia

The National Health Survey 2014-15 reported 4.017 million Australians (17.5% of the population) living with
mental health conditions which vary in both severity and duration. The most common conditions reported in the
survey were anxiety-related issues (11.2%) and mood disorders (9.3%), including depression (1). Less prevalent but
often severe conditions include schizophrenia, schizoaffective disorder and bipolar disorder (11). Definitions of
the conditions mentioned in this publication and the numbers of people affected are provided in the appendix
Notes on the data.

From the 2007 National Survey of Mental Health and Wellbeing, it was estimated that 45 per cent of Australians
aged 16-85 years had experienced a mental health condition in their lifetime (11). Overall, prevalence was higher
for women than men across all ages. These figures are similar to those from other high-income countries (12).

Mental health conditions can vary in severity and be episodic in nature. A recent review estimated that 600,000
Australians (2-3% of the population) have severe disorders, as indicated by diagnosis, intensity and duration of
symptoms, and degree of disability (13). This group includes people with psychotic conditions, who represent
about a third of those with severe mental health conditions, and people with severe and disabling forms of
depression and anxiety. Another 4-6% of the population have a moderate condition and a further 9-12% a mild
condition (13).

Mental health conditions such as depression, anxiety and behaviours such as drug use are major causes of
disability. Mental health conditions were the leading cause of the non-fatal burden of disease in Australia in
2011, estimated to be responsible for a quarter of the total non-fatal burden (6). In addition, in December 2017,
more than 257,000 people in receipt of the Disability Support Pension had a primary medical condition of
‘psychological/psychiatric’ - more than a third of the people receiving this payment (14).
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Improving the physical health of people with mental health conditions

People living with mental health conditions have consistently advocated for better physical health care. In recent
years, the Australian Government and state and territory governments have prioritised physical health in mental
health policy and planning documents.

Australia’s National Mental Health Commission has partnered with a range of stakeholders to develop a national
consensus statement, Equally Well (15). The consensus statement seeks to improve the quality of life of people
living with mental illness by providing equity of access to quality health care, with the aim of bridging the life
expectancy gap between people living with mental health conditions and the general population. The consensus
statement has been endorsed by over 70 organisations (16).

Australian states and territories have increased their focus on physical and mental health policy in recent years.
The Mental Health Commission of New South Wales has stated: “The chronic physical health problems and
premature deaths of many people who experience mental illness are not acceptable” and produced an evidence
guide to improve practice (17). The Western Australian mental health, alcohol and other drug services plan 2015-
2025 notes that:

It is essential that mental health, alcohol and other drug services work together across primary care,
community and hospital-based services and across health and human service sectors in an integrated,
coordinated way to improve consumer, family and carer experience and outcomes. (18)

Victoria’s 10-year mental health plan (19) and the mental health plans of Queensland (20), South Australia (21) and
Tasmania (22) also note the importance of integrated services.

Meanwhile, Australia’s mental health professional bodies are advocating for better integrated care for people
with mental and emotional issues. The Royal Australia and New Zealand College of Psychiatrists (RANZCP) states:

The RANZCP is seriously concerned about the inequalities in terms of physical health and life expectancy
of people with serious mental illness compared with the rest of the population... These inequalities
are exemplified by lower treatment rates for mental health conditions compared with physical health
conditions, and premature mortality of people with mental health problems. The gap in treatment and
outcomes between people with serious mental illness and others is inequitable and socially unjust. These
poor outcomes also incur a range of avoidable social and economic costs to health care and welfare
systems. (23)

The World Health Organization’s Mental health action plan 2013-2020 also puts a focus on comprehensive,
integrated and responsive care, noting the need to attend to physical health care needs (24).

While most institutions are supportive of integrating and improving mental and physical health, the reality
remains that care for the cohort of people living with comorbid mental and physical health conditions is often
sub-optimal, both in terms of outcomes and efficiency.
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A gap in life expectancy

People living with mental health conditions die earlier than the average Australian, and those with severe mental
iliness die 10-15 years earlier. More than three quarters of the excess mortality comes from chronic physical
health conditions (25). Many of these early deaths are preventable.

Research on the life expectancy gap in Australia has focused on people who access psychiatric services, not the
complete cohort of over four million Australians who report mental health conditions. Data on early deaths for
the complete cohort are not available.

The data on life expectancy for people with severe mental illness comes from a Western Australian study of
trends for psychiatric patients and the general population in that state (25). The data have been validated with
comparable international studies (26), and accepted by Australian governments in setting policy directions (15,
17).

Most excess deaths (77%) were due to physical health conditions. Cardiovascular diseases and cancer were the
two major causes of early deaths (25, 27), which are consistent with the leading causes of death for the general
population in Australia (28). While mortality rates for these conditions have decreased significantly in recent
decades (6, 29, 30), the relative outcomes for people with severe mental illness have worsened (25).

While caution is needed in extrapolating the gap in life expectancy for patients of psychiatric services to the
complete cohort of Australians living with mental health issues, there is convincing evidence that mental health
conditions are associated with shorter life expectancy (17, 26, 31-33), and that mental health conditions increase
the risk of death for patients with other chronic health conditions (33-39).

The RANZCP has drawn on extensive evidence to outline the seriousness of this problem. It called for
systemic, collaborative action between psychiatrists, other health disciplines, the pharmaceutical industry and
governments to reverse “the culture of endemic low aspirations and system fragmentation” that contributes to
these poor outcomes (23).
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Major physical conditions for people with mental health conditions

About half of all Australians live with a chronic health condition, including circulatory diseases, mental health
conditions, back problems, arthritis, asthma, diabetes, chronic obstructive pulmonary disease and cancer (1).

Chronic health conditions contribute most of the burden of disease in Australia. In 2011, 4.5 million life-years
were lost due to premature death or living with illness. The leading four disease groups contributing to the
most burden were cancer (19%), cardiovascular diseases (15%), mental and substance use disorders (12%) and
musculoskeletal conditions (12%) (6).

More than five million Australians live with more than one chronic health condition (1). Multimorbidity is
increasing in the general population, particularly amongst older people, women and those from disadvantaged
backgrounds (9).

More than 2.4 million Australians live with a mental health condition and at least one other chronic health
condition. People living with mental health conditions are much more likely than the general population to have
another chronic health condition. An estimated 29.3% of this cohort are living with another chronic disease, and
30.5% are living with two or more additional chronic diseases (1). There is evidence that people who have both a
mental and physical health condition report poorer general health and ability to partake in daily activities than
those who have a physical or mental health condition alone (40, 41).

Data in this report were collected by the Australian Bureau of Statistics as part of the National Health Survey
2014-15, a stratified multistage area sample which included around 19,000 people in nearly 15,000 private
dwellings. Definitions of conditions and links to the National Health Survey 2014-15 methodology are included
in the appendix Notes on the data. To determine the association between mental and physical health conditions,
we examined the prevalences of physical health conditions among people reporting mental health conditions
and compared those data to the population as a whole. Data showing the major physical conditions affecting
people with mental health conditions are presented and discussed below.
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Circulatory diseases and mental health

Almost 4.2 million Australians live with a circulatory disease such as heart failure or hypertension. An estimated
1.075 million Australians live with both mental health conditions and circulatory diseases (1).

People reporting mental health conditions in the National Health Survey are much more likely to have circulatory
system diseases than the general population. Men with mental health conditions are 52% more likely to report
having a circulatory system disease, while women with mental health conditions are 41% more likely to report
having a circulatory system disease.

CIRCULATORY SYSTEM
DISEASE

All Australian 17.9%

males

Males with a mental 27 30/
. (-]

heath condition

All Australian 18.6%

females

Females with a mental 26.3%

heath condition

Circulatory diseases are Australia’s biggest killers. Ischaemic heart disease is the leading cause of death in
Australia, with 19,077 deaths in 2016, or 12.0% of all deaths. Cerebrovascular disease, such as stroke, is the third-
leading cause of death (28). Overall, cardiovascular diseases were responsible for 29% of all deaths in Australia
in 2015 (42). The next most common cause of death is dementia, which shares many of the same risk factors.
Coronary heart disease is the leading cause of burden of disease in Australia, and stroke is the eighth highest
contributor (6).

Australia spends more on cardiovascular diseases than on any other disease group (43). The costs of cardiovascular
diseases amount to over 12% of all health care expenditure. In 2011, cardiovascular diseases was the second most
burdensome disease group in Australia, causing 15% of the total 4.5 million disability-adjusted life-years lost
(44). In addition, there were over 1.1 million hospitalisations for cardiovascular diseases in 2015-16, 11% of all
hospitalisations (30). Over 53,000 hospitalisations for heart failure could have been prevented, accounting for
15.3% of potentially preventable bed days (45).

Adults living in the lowest socioeconomic areas in Australia are more than twice as likely to have coronary heart
disease as adults living in the highest socioeconomic area (46, 47). Migrants, people living in rural and remote
communities, and Aboriginal and Torres Strait Islanders have significantly increased risk of both cardiovascular
disease and dementia (48, 49).
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There is a well-defined link between severe mental illness and cardiovascular disease. People with clinical
depression, who are socially isolated or who have a lack of quality social support are at higher risk of cardiovascular
disease. The risk of cardiovascular disease is 2-3 times higher for people with minor depression and 3-5 times
higher for those with major depression (50). The existence of risk factors such as smoking and high blood
pressure worsens the prognosis (50).

Co-occurring mental health issues complicate the treatment of cardiovascular and circulatory conditions, often
leading to poorer outcomes and higher costs. For example, Carter et al. (2016) demonstrated that psychiatric
comorbidities have a significant and clinically important impact on length of hospital stay for patients admitted
with heart failure (51).

Quality of life is also affected. For example, an Australian study has demonstrated that co-occurring depression
and cardiovascular disease leads to significantly poorer work outcomes, and employed people with these two
conditions were eight times as likely to experience impairments in work function (52).

The modifiable risk factors for cardiovascular disease include high blood pressure, high cholesterol, smoking and
physical inactivity. People living with mental health conditions are much more likely to exhibit the risk factors
contributing to cardiovascular disease, and much more likely to be at risk of developing a circulatory condition.
For people living with psychosis who participated in the 2010 Australian national psychosis survey, one quarter
were at high risk for a cardiovascular event in the next five years on the Framingham risk equation or already had
cardiovascular disease (53).

Whilst it is important to acknowledge that the incidence and prevalence of cardiovascular disease is decreasing
in Australia and elsewhere in the developed world as a direct result of the actions already being taken to address
the known risk factors (54), much more could be achieved (55). The Australian Health Policy Collaboration
has recommended that Absolute Cardiovascular Risk Assessment be implemented for at-risk populations (56),
which should include all people in the relevant age range, including people with mental health conditions.
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Diabetes and mental health

Almost 1.2 million Australians live with diabetes mellitus. An estimated 321,400 Australians live with both mental
health conditions and diabetes (1). Men with mental health conditions are 74% more likely to report having
diabetes than the population as a whole, while women with mental health conditions are 46% more likely to
report having diabetes.

DIABETES

All Australian o

ma|es 5.7/0

Males with a mental B

heath condition
All Australian

4.6%

females

Females with a mental 6.70/0

heath condition

Diabetes was the primary cause of 4,770 deaths in 2016, the seventh leading cause of death in Australia (28).
However, diabetes is more likely to be reported as an associated cause of death than an underlying cause of
death. There were 8,327 diabetes-related deaths in 2016, and 16,451 deaths where diabetes was mentioned on
the death certificate and considered a contributory factor (28).

Diabetes was the second leading cause of death for Aboriginal and Torres Strait Islander Australians in 2016, with
the standardised death rate five times that of non-Indigenous Australians (28).

Diabetes was also the 12t leading cause of burden of disease in Australia in 2011 (6). Over 40,000 hospitalisations
for diabetes complications could have been preventedin 2013-14, accounting for 10.6% of potentially preventable
bed days (45). A recent study in the United States concluded that the prevalence of depression among diabetic
inpatients is increasing rapidly (57), and a separate study notes that patients with diabetes and depression have
a greater risk of intensive care admission (58).

Diabetes is more than two and half times as prevalent in the lowest socioeconomic quintile than the top quintile,
and more common in rural and regional areas than in major cities (1). Analysis of data from the Australian
Aboriginal and Torres Strait Islander Health Survey 2012-13, adjusting for differences in age structure, found
that Aboriginal and Torres Strait Islander people were more than three times as likely as non-Indigenous people
to have diabetes/high sugar levels (59).
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Katon et al. (2010) reported that people with diabetes and co-morbid depression had 36-38% greater risk of
all-cause mortality over a two-year follow-up period (60). A systematic review from 2011 suggests that costs are
higher for people with diabetes and mental health conditions, with findings of higher rates of hospitalisations,
outpatient visits, emergency department visits and medication costs consistent with those from a retrospective
study in the United States (61, 62). Co-occurring diabetes and mental health conditions also result in lower levels
of physical and mental functioning than diabetes alone (63).

The second national survey of psychotic illness, conducted in 2010, found that people with a severe mental
illness were more than three times as likely to report having been diagnosed with diabetes than the general
population (53). These data are consistent with the findings of Holt and Mitchell (2015), who also noted that
the consequences of diabetes mellitus are more severe and frequent in people with severe mental illness, with
increased rates of microvascular and macrovascular complications, acute metabolic dysregulation and deaths
related to diabetes mellitus (64).

The metabolic side effects of many psychoactive medications may contribute to higher rates of obesity and
diabetes among people with mental health conditions (65-67).

1
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Back problems and mental health

More than 3.7 million Australians live with back problems (or dorsopathies). An estimated 1.112 million Australians
live with both mental health conditions and back problems (1). Men with mental health conditions are 74% more
likely to report having back pain and women with mental health conditions are 68% more likely to report having
back pain than the general population.

BACK PROBLEMS

All Australian 16.2%

males

Males with a mental 28 20/
. (-]

heath condition

All Australian 16.20/0

females

Females with a mental 27.2%

heath condition

In 2011, back pain and problems accounted for 3.6% of the national disease and injury burden. In 2008-09,
around 1.8% of total health-care expenditure in Australia ($1.2 billion) was attributed to back problems (68).
There were over 171,000 hospitalisations due to back problems in Australia in 2015-16 (69).

Aboriginal and Torres Strait Islander peoples are significantly more likely to report back problems, particularly
females (69). Men in inner regional and rural and remote Australia are more likely to report back problems than
men in major cities, but this pattern is not evident for women (69). Australians in the two lowest socioeconomic
status quintiles are more likely to have back problems than adults living in the highest two socioeconomic
quintiles (69).

Unlike many other chronic health conditions, back problems affect a significant proportion of younger cohorts,
affecting more than 2.8 million people aged 15-64 (69). This means that many people affected by both back
problems and mental health conditions are of prime working age. There are over 468,000 people aged less
than 44 years with both back problems and mental health conditions, with mental health conditions affecting
30.9% of people with back problems in this age group, while only 14.3% of people in this age group without back
problems experience mental health conditions (70). The relationship between pain and mental health conditions
may be bidirectional, with pain potentially linked to poorer mental health and poor mental health, increasing
vulnerability to pain (71-73).

A literature review from Baumeister et al. (2012) notes consistent findings of increased direct costs in chronic
back pain patients with mental disorders (74). Quality of life is also affected, as people with chronic back pain
are more likely to report limitations and restrictions in relation to mobility, self-care, employment and social
participation (68).
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The 2010 Australian survey of psychotic iliness found that almost a third of people with a severe mental illness
reported having been diagnosed with chronic neck, back or other pain, and were more likely to report these
conditions than the general population (53).
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Arthritis and mental health

More than 3.5 million Australians live with arthritis, including osteoarthritis and rheumatoid arthritis. There are
959,000 Australians with both mental health conditions and arthritis (1). Men with mental health conditions are
66% more likely to report having arthritis, while women with mental health conditions are 46% more likely to
report having arthritis than the general population.

ARTHRITIS
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heath condition
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Females with a mental 26.7%

heath condition

In the Australian Burden of Disease Study 2011, musculoskeletal conditions (including arthritis and back pain)
were ranked as the fourth leading contributor to burden of disease, and the second leading contributor to the
non-fatal burden of disease (75). ‘Other musculoskeletal conditions’ (I**) osteoarthritis (6'") and rheumatoid
arthritis (8™") are major contributors to the non-fatal burden of disease in Australia (ie. number of years lived
with disability) (6). There were over 763,000 hospital separations in 2015-16 for diseases of the musculoskeletal
system and connective tissue (76).

Arthritis is more common among the lower quintiles of socioeconomic status, and more common in rural and
regional areas than in major cities (1).

Arthritis and mental health issues occurring together increase healthcare costs and decrease quality of life.
As with back pain, the relationship may be bidirectional. Research from the University of Sydney suggests
that anxiety/depression interacts synergistically with arthritis and neck/back disorders to increase the odds of
reporting chronic pain beyond an additive model (77). Further, Australian data show that people aged 45-64
living with arthritis and depression are more than five times more likely to be out of the labour force than people
with arthritis only (78).

The 2010 Australian survey of psychotic illness found that people with a severe mental illness were more likely
to report having been diagnosed with arthritis than the general population (53).
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Asthma and mental health
Almost 2.5 million Australians live with asthma, and 707,800 Australians live with both mental health conditions

and asthma (1). Men with mental health conditions are 49% more likely to report having asthma, while women
with mental health conditions are 70% more likely to report having asthma.
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Asthma was responsible for 421 deaths in 2015 (79). Asthma was also the 11" leading contributor to the burden of
disease in Australia in 2011, and the fifth contributor to the non-fatal burden of disease (6). While most chronic
health conditions overwhelmingly affect adults, asthma was the leading cause of disease burden in males and the

second leading cause of burden in females aged 5-14 years (80). In 2014-15, asthma was the principal diagnosis
for 39,502 hospitalisations (80).

Asthma is more prevalent in lower socioeconomic groups, and more prevalent in rural areas than in major cities
(79). After adjusting for differences in age structure between the two populations, Aboriginal and Torres Strait
Islander people were almost twice as likely as non-Indigenous people to have asthma (59).

A recent analysis of primary care records in the United Kingdom reported that the mortality rate for individuals
with comorbid asthma and depression was twice that among those with asthma alone (81). A systematic review
of the literature by Hutter and colleagues (2011) notes a consistent meaningful impact of comorbid mental
disorders on health care utilisation and costs in adult patients with asthma (82). Quality of life is also affected;
for example, co-occurring asthma and depression are significant risk factors for work disability (83).

The 2010 Australian national survey of psychotic illness found that people with a severe mental illness were more
likely to report having been diagnosed with asthma than the general population (53). Del Giacco et al. (2016)
found a strong correlation between asthma and anxiety, with anxiety increasing the risk of asthma and of not
being able to control asthma (84), with a recent Australian meta-analysis by Dudeney et al. (2016) showing that
youth with asthma have a prevalence rate for anxiety that is more than three times higher than average, with
over one in five youth living with asthma also living with anxiety (85).
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Chronic obstructive pulmonary disease and mental health

6000,000 Australians live with chronic obstructive pulmonary disease (COPD), including bronchitis and
emphysema. There are 227,700 Australians who live with both mental health conditions and COPD (1). Men
with mental health conditions are 158% more likely to report having COPD, while women with mental health
conditions are 96% more likely to report having COPD.
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COPD is Australia’s fifth leading cause of death, responsible for 7,714 deaths in 2015 (86). COPD was also the
fourth leading contributor to burden of disease in Australia in 2011 (6).

In 71,828 hospitalisations of people aged 45 and over in 2015-16, COPD was the principal diagnosis (86).
Over 60,000 hospitalisations in total for COPD could have been prevented in 2013-14, accounting for 15% of
potentially preventable bed days (45).

COPD is more than twice as prevalent in the lower two socioeconomic quintiles as in the top two quintiles, and
more common in rural and regional areas than in major cities (1).

Together, mental health issues and COPD increase costs and decrease quality of life. German data suggests that
psychiatric conditions substantially increase the direct costs of COPD treatment (87). A recent study of quality
of life for people living with COPD noted the importance of mental health, suggesting that focusing on patient-
reported outcomes and screening for depression and anxiety with potential successive treatment are promising
approaches (88).

In 2011, three-quarters (75%) of the COPD burden was attributed to tobacco use (80) (see the section on
tobacco below).
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Cancer and mental health

An estimated 370,000 Australians live with cancer (malignant neoplasms), while 90,200 Australians live with
both mental health conditions and cancer (1). Men with mental health conditions are 82% more likely to report
having cancer, while women with mental health conditions are 20% more likely to report having cancer.
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Cancers are among Australia’s biggest killers, with 45,144 deaths in Australia attributed to malignant neoplasms
(25,530 males and 19,614 females) in 2015 (28). Cancers contributed to over 330,000 years of life lost in 2016
(28). Happily, survival rates for cancers are improving, with some exceptions (29).

In 2011, cancer was the leading cause of disease burden in Australia, accounting for 19% of disability-adjusted
life years (29). In 2014-15, there were 1,090,513 cancer-related hospitalisations, accounting for about one in 10
hospitalisations in Australia (29).

Like chronic physical health conditions, mental ill health affects cancer costs, treatment and outcomes (27). For
example, depressed cancer patients incur significantly higher health care charges across multiple cost categories
including ambulatory care, emergency department visits, and hospital visits (89).

Data from Western Australia show that people with psychotic conditions are no more likely to develop cancer
than the population as a whole, even though they have higher exposure to risk factors such as smoking and obesity
(27). The cohort in this study included people who have been treated in hospital for a mental health condition
or in a specialist mental health facility, a more specific cohort than people living with mental health conditions
(as surveyed by the Australian Bureau of Statistics. There is a negative correlation between schizophrenia and
cancer evident from the literature (27). While this cohort was no more likely to develop cancer, they were more
likely to die from cancer, with possible factors including lower screening rates and delays to diagnoses (27) and
lower rates of surgical intervention (27).

Smoking is the major cause of cancer, with other modifiable risk factors including alcohol consumption, diet, and
excess body fat and physical inactivity (90).
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The consequences of mental and physical multimorbidity

Increasing burden of disease

The National Strategic Framework for Chronic Conditions (2017) notes that “chronic conditions are threatening
to overwhelm Australia’s health budget, the capacity of health services and the health workforce” (91). This
is because “people with chronic conditions use health services and medicines frequently and over extended
periods of time — a pattern exacerbated by the presence of multimorbidities” (91).

The scale of the challenge is significant, with more than 2.4 million Australians living with both mental and
physical health conditions (1). Many of these people have three or more diseases, increasing the burden further
still.

Multimorbidity is associated with decreased quality of life, functional decline, and increased healthcare
utilisation, including emergency admissions, particularly with higher numbers of coexisting conditions (92-99).
Adjustments for multimorbidity, especially involving mental health conditions, substantially increase estimates
of disease burden (100) and impairment (101).

Increasing costs

The costs of healthcare for people with multimorbidities are generally higher (9, 98), with a European study
suggesting cost increases of 28-40% (96). The costs of treating co-existing mental and physical conditions
are significantly greater than the costs of treating the physical conditions alone (102). Moreover, the strong
association between poor mental health and increased costs of care and treatment is broadly consistent across
all levels of medical severity and persists even when adjusted for clinical and demographic variables (102, 103).
There are, in addition, wider negative impacts of multimorbidity on family functioning, standard of living, child
development and educational attainment (104).

The Victorian Institute of Strategic Economic Studies (2016) estimated the annual cost of premature death in
Australia due to serious mental illness and comorbidity, beyond the personal and societal costs, at $15 billion
(105). This figure includes costs relating to people living with severe mental illness (approximately 474,000
in this study), but excludes those associated with many of the 4 million Australians living with mental health
conditions.

Reduced quality of life

People with both mental and physical morbidities have much worse quality of life than people with two or more
physical health problems (41). People with two or more physical health conditions have high or very high levels of
psychological distress compared with the rest of the population, with women with physical conditions reporting
a greater prevalence of high psychological distress than men (106). Moreover, people with two or more health
conditions were about twice as likely to have had seven of the last 30 days ‘out of role’ (work and/or personal)
due to their health (106).
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The World Mental Health Survey reports that mental health conditions are associated with higher individual-level
disability than any of the wide variety of commonly occurring physical health conditions examined in parallel
surveys, including arthritis, asthma, cancer, diabetes and heart disease. Comorbid mental health conditions can
exacerbate functional disability (41). Mental and physical health problems together can have a greater effect on
functional status and quality of life than physical iliness alone (107-109). A significant part of the reason for these
poorer outcomes is that a co-existing mental health problem may reduce a person’s ability to actively manage
their other health conditions (110, 111).

Patients with multimorbidity have a high treatment burden in terms of understanding and self-managing the
conditions, attending multiple appointments, and managing complex drug regimens (112). Qualitative research
highlights the “endless struggle” patients experience in trying to manage their conditions (113).
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Mental and physical health: risk factors

Mental and physical ill health interact in the creation of comorbidities, with each being a risk factor for the
other. There is strong evidence about the negative impact of mental health problems for people who already
have chronic physical conditions, and there is equally strong evidence that a mental health problem (including
depression or anxiety disorders) increases the risk of onset of a range of physical illnesses (114). For example,
a review found that depression increases the risk of coronary artery disease and ischaemic heart disease by
50-100% (115). Similarly, a growing evidence base suggests that chronic stress has a direct impact on the
cardiovascular, nervous and immune systems, leading to increased susceptibility to a range of diseases (116,
117). As a result of these associations, people with mental health conditions are more likely to die prematurely,
principally from avoidable causes such as cardiovascular disease (25, 26, 33, 118).

The relationship between mental and physical health is not well understood (ie. does physical ill health lead to
poor mental health, or vice versa, or both?), although it is expected to be bidirectional (9). Evidence suggests
that a combination of biological, psychosocial, environmental and behavioural factors is involved (119). Multiple
causal factors interact at an individual and population level to influence the degree of disease burden, and
unhealthy risks can be passed on through families, communities, and populations.

Physical and Mental Health
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Individual action Family

( Physical

Health
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Health

Participation Vulnerability

Gender Function and disability Discrimination
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The prevalences of known risk factors for multimorbidities amongst people with mental health conditions are
quantified below and compared to those for the Australian population. Asignificant proportion of chronic disease
burden can be prevented or better managed by addressing these risk factors, including tobacco smoking, harmful
levels of alcohol consumption, poor nutrition and lack of physical activity. Addressing these health behaviours
can assist management of biomedical markers such as overweight and obesity, blood pressure and cholesterol.
Each of these behavioural and biomedical risk factors influences chronic disease development. In addition
to individual behaviours, risks of poor physical and mental health are strongly influenced by environmental,
community and family factors.
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Tobacco

Tobacco is a major risk factor for heart disease, cancers, musculoskeletal disorders and a range of other health
conditions (120, 121)e. Overall, 12.8% of the population reports smoking daily (2). People reporting mental health
conditions in the National Health Survey were much more likely to smoke than the general population. Men were
38% more likely to report smoking, while women were 69% more likely to report smoking than women in the
general population.

SMOKING Q’“

All Australian

males

Males with a mental
heath condition

All Australian

females

Females with a mental
heath condition

These population-level data are complemented by information from specific studies. For example, the 2010
Australian national psychosis survey found two-thirds (65.9%) of respondents were current smokers (males
70.3%; females 59.0%), consuming 21 cigarettes per day on average (122). In addition, Aboriginal and Torres
Strait Islander people with a mental health condition are much more likely to smoke, with 46% reporting smoking
daily compared to 33% of Aboriginal and Torres Strait Islanders with a physical health condition and 39% with no
condition (123).

International reviews have consistently shown higher prevalence of smoking among people with mental health
conditions, with smoking rates varying by diagnosis and setting. While high rates of smoking have been found
among people living with depression (124), the highest rates of smoking are reported among people living with
psychoses and substance use issues, and people accessing psychiatric inpatient services (125-127).

There are very few studies addressing risk factors specifically for people living with both mental and physical
health conditions. In one Australian longitudinal study of mid-aged women, smoking was associated with increased
psychosomatic multimorbidity over a 15-year period (including anxiety and depression) (128). In another study,
Australian data from 2007-08 were used to demonstrate that people with diabetes who were current smokers
were more likely to have a mental health condition and more likely to have medium, high or very high levels of
psychological distress than people with diabetes who were not current smokers (129). Unlike in other sections of
the population, smoking prevalence among people living with mental health conditions has not fallen, remaining
relatively unchanged over the past two decades (130).
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Quitting smoking can alleviate the effects of mental health conditions. A recent systematic review and meta-
analysis by Taylor et al. (2014) demonstrated that smoking cessation is associated with reduced depression,
anxiety and stress, and improved mood and quality of life compared with continuing to smoke. Taylor et al.
found that the effect sizes from quitting are equal or larger than those of antidepressant treatment for mood
and anxiety conditions (131).

Australia’s Health Tracker recommends a target for the proportion of people in the population who smoke daily:
5% by 2025 (132).

SMOKING

Smoking rates are reducing but it remains a key cause
of preventable death in Australia.
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Alcohol

Risky drinking - reporting average alcohol consumption of more than two standard drinks per day over the past
year —is associated with a range of injury risks, as well as chronic health conditions such as cancers, cardiovascular
diseases, diabetes and musculoskeletal conditions (121, 133). An estimated 18.2% of the population reports risky
drinking, with males twice as likely to report drinking in a long-term risky manner (2). People reporting mental
health conditions in the National Health Survey were more likely to report risky drinking. Men with mental
health conditions were 15% more likely to report risky drinking, while women with mental health conditions were
10% more likely to report risky drinking than the general population.
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These findings are consistent with the high rate of comorbidity between mental health and substance use
disorders (134). Half the participants in the 2010 Australian national psychosis survey had a lifetime history of
alcohol abuse or dependence (122), a different measure than risky drinking.

For Aboriginal and Torres Strait Islanders, rates of risky drinking for people with a mental health condition were
similar to those for Aboriginal and Torres Strait Islanders without a mental health condition (59).

Australia’s Health Tracker recommends a target for the proportion of people in the population who drink in a
long-term risky manner: 16.1% by 2025 (132).

ALCOHOL
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Physical inactivity

Physical inactivity is a risk factor for cancers, cardiovascular diseases, diabetes and musculoskeletal disorders
(121). People reporting mental health conditions in the National Health Survey were much less likely to meet
physical activity guidelines than the general population - meaning no or little exercise for fitness, recreation,
sport or walking for transport in the last week. Men with mental health conditions were 11% more likely to report
physical activity levels that did not meet guidelines, and the corresponding figure for women with mental health
conditions was 8%.
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The 2010 Australian national psychosis survey assessed 33.5% of the cohort as sedentary in the seven days
prior to interview (122). International systematic reviews and meta-analyses have also found more sedentary
behaviour, less activity and lower fitness levels among people with severe mental health conditions (135-137).

In an Australian longitudinal study of mid-aged women, physical inactivity was associated with increased
psychosomatic multimorbidity over a 15-year period (including anxiety and depression) (128). Conversely, there is
sound evidence that physical activity is protective against the emergence of mental health conditions, including
depression (138) and anxiety (139). Improved physical activity can also be an effective treatment component for
mental health conditions (140-142).

Australia’s Health Tracker recommends a target for the proportion of people in the population participating in no
or low physical activity: 59.7% by 2025.
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Obesity

Obesity isarisk factor for poor heart health, diabetes, musculoskeletal conditions and some cancers (56,121,143).
Overall, 27.9% of the population report body measurements that classify them as obese (2). People reporting
mental health conditions in the National Health Survey were more likely to be obese than the general population.
Men with mental health conditions were 17% more likely to be classified as obese, and the corresponding figure
for women with mental health conditions was 14%.
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Interestingly, people living with mental health conditions are slightly less likely to be overweight than the general
population, but much more likely to be obese (2).

Luppino et al.’s (2010) systematic review and meta-analysis of longitudinal studies found a reciprocal link between
depression and obesity. Obesity was found to increase the risk of depression, and depression was found to
predict development of obesity (144).

The 2010 Australian national psychosis survey found high rates of obesity among its cohort, at 45% (122). As
previously noted, the side effects of many psychoactive medications may be a contributory cause (65-67).

Australia’s Health Tracker recommends a target for the proportion of people in the population who are obese:
24.6% by 2025 (132).

OBESITY

Obesity continues to increase and Australia ranks as
one of the worst amongst high-income countries.
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Cholesterol

High cholesterol is associated with poor cardiovascular health (56, 121). An estimated 32.8% of Australians have
high cholesterol (145). People reporting mental health conditions in the National Health Survey were much
more likely to have high cholesterol than the general population. Men with mental health conditions were 10%
more likely to have high cholesterol, and the corresponding figure for women was 23%.

Note that the baseline for high cholesterol differs from other indicators (see Notes on the data).
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Australia’s Health Tracker recommends a target for the proportion of people in the population with high
cholesterol: 24.6% by 2025 (132).
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High levels of LDL cholesterol is a risk factor for
coronary heart disease.
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Blood pressure

High blood pressure is associated with poor cardiovascular health (146). An estimated 23% of the population has
high blood pressure (2). Unlike other risk factors, the differences in prevalence of high blood pressure in the
National Health Survey between people living with mental health conditions and the general population were
small - slightly higher for men with mental health conditions, and slightly lower for women.
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Australia’s Health Tracker recommends a target for the proportion of people in the population who have high
blood pressure: 16.1% by 2025 (132).

BLOOD PRESSURE 5

The number of people with high blood pressure is
increasing. Almost three-quarters of people with high
blood pressure do not know they have it.
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Tackling mental and physical health: policy and research challenges

The data presented in Australia’s Mental and Physical Health Tracker are intended to inform consideration of
policy and service options to improve the health of people living with, or at risk of, mental health conditions.
High-level policy and practice-related actions that could bring about sustained improvements in the overall
health and life expectancy for people with mental health conditions are suggested below, along with avenues
for further research.

Transforming health systems to address multimorbidities

The impact of multiple chronic diseases is regularly identified as a challenge for Australia’s health system (147),
but the specifics of that impact are poorly understood by policymakers. Policy responses have been patchy and
ineffective (148, 149).

Further, most health systems, including in Australia, are predicated on an historical single disease model (9, 150).
A care provision approach based on single conditions does not reflect the reality of patients’ health needs in
the 21t century. The recent interim report from the Lord Darzi Review of Health and Care (2018) in the United
Kingdom notes that:

This transformation [increased multimorbidity] - part of the shift from acute to chronic illness - flips
our definition of health on its head: aiming to achieve the absence of disease in this cohort of people is
completely unachievable, instead we must focus on helping people to manage, adapt and make the most
of life in the presence of chronicillness. (151)

These challenges were addressed in detail in the 2017 Productivity Commission report Shifting the Dial, which
stated that “the patient experience of care receives little focus as a goal of the system. Notwithstanding the
massive burden of chronic illness, its prevention and proper management is still in its infancy” (152). The 2015
report of the Primary Health Care Advisory Group proposed a series of reforms based on “the formalisation of
the relationship between the patient with chronic and complex conditions and their Health Care Home: a setting
where they can receive enhanced access to holistic coordinated care and wrap around support for multiple
health needs” (153).

The Productivity Commission and the Primary Health Care Advisory Group both identified the importance of
better targeting of services for patients with chronic and complex conditions. A risk stratification approach
is needed to more effectively identify patients with high coordination and team needs and target services
accordingly. The AHPC has similarly called for an integrated approach to tackling mental and physical health at
individual, community and population levels (154).

Reforming healthcare funding

Health expenditure is increasing in Australia and internationally. The main determinants of increasing costs are
population ageing, the costs of technologies and the burden of disease due to chronic conditions (152, 155, 156).
These determinants are expected to persist and maintain the upward trend in expenditure over coming decades
without radical action to address the structural issues with healthcare financing (152).

Despite the exponential rise in costs and the changing pattern of health and disease in the population, healthcare
funding reinforces current health care structures and practices. Medicare, for example, was designed as a public
insurance mechanism to manage one-off or episodic ilinesses, based on a fee for service for each consultation.
Medicare does not incentivise better management of multimorbid chronic disease, which requires continuing,
integrated and coordinated care.
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People with multiple conditions currently incur unnecessary costs within a fragmented system with services
and providers working in isolation from each other, lack of continuity of care and treatment, and both wasteful
duplication and gaps in services. These structural barriers militate against good outcomes for people with
complex conditions who require proactive, long-term, coordinated, evidence-based management and team
care. These outcomes represent a poor return on rising public and private investment in healthcare.

The AHPC previously has assessed health care funding models that are intended to better support chronic
disease prevention and management. The AHPC has proposed that a mandatory integrated (public and private
funding) health insurance market with regulated competition provides the best model for Australia given
the characteristics of its mixed economy of health care provision. This model would provide the necessary
components of a universal and sustainable health insurance model designed to provide for chronic health
conditions and incentivise and reward practice change (157). Relying on fee-for-service medicine erects barriers
to people with chronic health conditions (152), including mental health conditions.

Using health information better

Although Australia is party to the World Health Organization’s Global Action Plan for the Prevention and Control
of NCDs 2013-2020 (3), it does not yet have a minimum dataset for chronic diseases, including mental health
conditions.

The low uptake of eHealth and other health technologies contributes to a lack of routine data collection that
would allow policymakers to monitor outcomes, review performance and target interventions and funding (152,
153). The Productivity Commission has examined this issue in depth and recommended using data analytics to
discover bottlenecks in integrated care systems, prospectively identify high-risk groups and identify the long-
run effectiveness of preventive measures (152). In contrast, in Scotland for example, the available data allow for
much better identification of people living with multimorbidity, the risk factors and intervention points (158).

The AHPC has worked with leading public health experts to review the suitability of the WHO 25x25 targets
and indicators for Australian circumstances, and has produced a series of new targets and indicators which
would enable a better understanding of progress - or the lack of it - in preventing chronic diseases and enabling
better accountability for population health. Further effort is required to promote the importance of systematic
monitoring of and reporting on these targets and indicators (2, 159).

A cross-sectoral approach

People with a mental health condition have contact with and receive care and support from a range of services
and sectors including both public and private hospital services, primary care, private practices (including
psychiatrists and psychologists), community health, and non-government (community managed) organisations
(160). In addition to health-related support, people with a mental health condition may access services such
as accommodation and employment support (161). Family members and carers also play a significant role, with
approximately 2.4 million Australians (15% of the population) supporting a relative with a mental health condition
(162). Improving the physical health and life expectancy for people with a mental health condition will require
a cross-sectoral approach, utilising both health and non-health-related supports, and ensuring communication
between sectors and strategies to ensure continuity of care.
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Building capacity for prevention

The relatively low level of investment in prevention and treatment of chronic diseases in Australia ensures that
there is little preventive capacity in the current system (121). Public health spending peaked at 2.22% of total
recurrent health spending in 2007-08, and has declined significantly since. In 2013-14, spending on public
health was only 1.34% of total recurrent health spending (163). Organisation for Economic Co-operation and
Development data shows that Australia spends less on prevention and public health services than many other
countries, including New Zealand (6.4%), Finland (6.1%), Canada (5.9%), Sweden (3.9%), the United States (3.1%)
and Japan (2.9%) (155).

Action to close the life expectancy gap

Despite overwhelming evidence demonstrating a persistent gap in life expectancy between those with mental
health conditions and the general population, there has been no widespread implementation of interventions to
improve the physical health of people with mental health conditions (17, 164, 165). There is extensive evidence
about the low priority accorded to mental health compared with physical health in policy and both generalist
and specialist settings. This relates in part to funding. Investment in mental health services of all kinds has lagged
behind investment in physical health. The RANZCP has drawn attention to the discrepancy between the burden
of mentalillnesses in the population (13%) and the fact that it receives only 7% of the treatment budget (166) and
8% of the research budget (167). However, whilst the level of funding is important, it is how the available funding
is deployed that will be critical in improving outcomes (152).

Treatment risks

Extensive data suggest some treatments for mental health conditions can adversely affect physical health.
Treatmentsforonedisordercan,and oftendo,affect othersystemsinthe body. People onlong-termantipsychotic
medicine, for example, can experience a range of metabolic disorders including weight gain, dyslipidaemia
(elevated cholesterol) and diabetes (65-67). In a Dutch study of the six-year risk of cardiovascular disease in
people with depression and anxiety, use of benzodiazepines was found to predict the risk of cardiovascular
disease independent of psychopathological status (168). The RANZCP has published clinical practice guidelines
for the management of schizophrenia and related disorders, including recommendations and guidance on the
prescription of antipsychotic medications and the monitoring and treatment of side effects (169).

The management of multimorbidity with drugs is often complex, resulting in polypharmacy (multiple drugs
being prescribed), with its attendant risks (170). Polypharmacy is known to create problems with adherence to
drug regimens due to side effects that decrease quality of life, increased disorganisation, and high costs (8, 171).
Researchers have highlighted opportunities to improve guidelines and support for discontinuing antidepressants
(172).

Notwithstanding these data, screening for health risk factors and responsive and appropriate treatment is
offered infrequently in many healthcare settings. The Lester Tool (173) is used in the United Kingdom to assist
general practitioners and other primary health care workers to assess risk factors amongst people who are being
treated with psychotropic medications, and defines levels and kinds of preventive interventions of physical health
conditions. A version of this tool is also used in use in Australia for people prescribed psychotropic medication
(174). This tool and other risk reduction mechanisms could be better used in a range of healthcare settings,
including primary care.
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Individual-level risk factors

The importance of addressing risk factors such as smoking (15), blood pressure, cholesterol, physical activity
(175, 176) and diet (177) for people living with mental health conditions is well recognised. Australian research
indicates that most mental health patients with risk factors such as smoking, physical inactivity and inadequate
fruit and vegetable consumption are considering making improvements (178-180).

While receiving preventive care from mental health providers appears to be highly acceptable to people living
with mental health conditions, there is a reported unwillingness or ambivalence from some mental health
practitioners to address risk factors such as smoking among their patients (181-183) and the provision of such
care is low (179, 184). Models tested in Australia and overseas can be effective in helping patients to make their
lifestyles healthier (140, 185-187). For instance, brief models of preventive care could be provided routinely by
all mental health providers, such as the 5As (ask, assess, advise, assist, arrange) (188-191) or AAR (assess, advice,
referral to behaviour change supports) (192-197). Another proven strategy is to locate a designated practitioner/
clinician within a mental health service to work with patients to help manage lifestyle and other physical health
risks (198-202).

People living with mental health issues are less likely to be offered standard physical health checks and diagnostic
tests (203), despite increased incidence of preventable physical health conditions. Promotion of regular
diagnostic tests such as cancer screening or Absolute Cardiovascular Risk Assessment may be warranted for
people living with mental health conditions.

Mental health providers, including primary care, are in a good position to address physical risk factors among their
patients (25), but this is not embedded in practice. Efforts need to focus on understanding how to effectively
implement existing, effective models of care into mental health services to ensure they are routinely provided
to all patients (204).

People living with mental health issues are interested in improving their own physical health (184). Therefore,
investing in promoting and supporting self-care and self-management may improve their risk behaviours, mental
health and physical health (205).

Existing services that provide behaviour change support to the general population, such as Quitline, could
benefit people with a mental iliness, though may require some tailoring to best support the needs of this group
(206-210). Research indicates that use of Quitline services among people with a mental health condition is high
(206, 209, 210). While still effective, outcomes for this population are poorer than for Quitline users without a
mental illness (206, 208-210).

Building the capacity of informal carers of people with a mental health condition to support healthy behaviour
change should also be considered. Informal carers have been reported to play a key role in promoting positive
health behaviours among those they support (211). Carers may require additional information, support and
guidance from health and mental health services (212). Enhancing peer support networks, where people with
similar health conditions can provide advice and support, may also be beneficial (213).
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Stigma and discrimination

Extensive evidence shows that people with mental health conditions receive sub-optimal health care despite
being at high risk for serious physical disorders (203, 214). There may be discriminatory and stigmatising attitudes
amongst health care staff in a range of settings which inhibit help-seeking by people with mental illnesses and
associated physical health needs (114). Inequalities in access to and outcomes of health care are evident in relation
to general medicine and cardiovascular care but may also be present in cancer and diabetes care (215). One UK
audit of physical health monitoring for people with serious mental iliness found that a significant proportion of
GP surgeries refused to cooperate when asked to undertake screening of patients who had been in the care
of specialist mental health services for more than one month (216). Other research points to disparities in the
health care delivered to people with and without severe mental and physical illnesses. Inequalities were most
evident in relation to general medicine and cardiovascular care but were also present in cancer and diabetes
care: the data show similar prevalence but poorer outcomes in people with severe mental and physical illnesses
(217), including in Australian emergency departments (218).

People with both mental and physical illness can fall through the gaps between physical and mental health
systems (105). When consumers with mental illness report physical health symptoms, all too often they are not
addressed because clinicians focus on mental illness to the exclusion of other health problems or symptoms, a
phenomenon called “diagnostic overshadowing” (219). Furthermore, some psychiatrists and others working in
the mental health field do not recognise the treatment of physical symptoms as a key part of their role (114).
Conversely, other doctors and clinicians lack confidence in managing physical health problems in people with
mental illness. The result is that people with multimorbidities can miss out on essential health care services
altogether.

Oral health

Oral health is essential for self-esteem, self-confidence and quality of life (220, 221). The AHPC recently
published Australia’s Oral Health Tracker, which showed the poor state of dental health in the community (222).
People with serious mental illness are at greater risk of experiencing oral disease and have greater treatment
needs that the general population (223, 224). Kisely (2016) has written on the two-way association between oral
and mental health, arguing that there is “no mental health without oral health” (225).

A recent Australian study by Scrine and colleagues (2017) noted that mental health professions recognised the
importance of oral health, but structural issues were barriers to referral. The barriers included perceptions of a
heightened sense of fear and anxiety about treatment, lack of service integration, costs of care, and long public
waiting lists. Many participants in the study spoke of clients whose poor oral health had reduced their sense of
wellbeing, but when this problem was addressed experienced an immediate and often dramatic improvement
(226).

Inequities in multimorbidity

Gender

The data show significant differences in the experiences of men and women living with mental health conditions
in both risk factors and with correlated chronic health conditions.

A steadily increasing body of evidence reveals disparities between men and women in incidence, complaint
presentation, symptoms and prognosis in many health problems, such as cardiovascular diseases, auto-immune
disorders, HIV/AIDS and sexually transmitted diseases, and in the incidence, prevalence and experience of mental
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ill health. Rapid progress in molecular biology has led to the discovery of a genetic and molecular basis for the
biological, sex-related differences in these and other patterns of disease, including multimorbidity. However,
these differences are not all reducible to biological factors alone; environmental factors are also crucial.

The AHPC recently published a policy paper - Investing in women’s mental health, strengthening the foundations
for women, families and the Australian economy (227) - which further explores gender issues in mental health.

Gendered distribution of comorbidities

Women are 23% more likely to have co-existing physical and mental health conditions than men. The gendered
distribution of comorbid mental and physical health conditions from the National Health Survey 2014-15 (1) is
illustrated below.

Mental health conditions and ... Women (‘000s) [ Men (‘000s) Odds ratio
Arthritis 593.1 369.7 1.60
Asthma 446.6 263.5 1.69
Back problems (dorsopathies) 602.6 509.3 1.18
Cancer (malignant neoplasms) 41.0 56.6 0.72
Chronic obstructive pulmonary disease (COPD) 113.8 120.4 0.94
Diabetes mellitus 148.3 177.7 0.83
Diseases of the circulatory system 582.7 492.3 118
TOTAL 2,217.5 1,803.4 1.23

Note that the totals in the table above refer to people living with mental health conditions and one or more
chronic physical health conditions, thus are smaller than the sums of the columns. Women are also more likely
than men to experience three or more conditions.

Socioeconomic disadvantage

There is strong evidence of a socio-economic gradient in the incidence of multimorbidity (158). The National
Health Survey reported that mental health conditions are more likely in people:

« who live outside major cities (19%);

« in the lowest socioeconomic quintile (21.5%);

« who are not employed (36.5% of unemployed, 24.7% of people not in the workforce) ;
- who live alone (24.8%); and/or

« who have a disability causing a profound or severe limitation (52.3%) (1).
Further, at different life stages common risk factors and determinants have been identified. These include:

« exposure to adverse life events across the life course (228-231);

+ risky health-related behaviours, including smoking (232), heavy alcohol use and physical inactivity
(122);

+ lack of adequate physical health status screening, monitoring and support (111); and

- strength of family and social networks (233).
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Mental health and physical health multimorbidity ismore commoninless affluent communities (234). For example,
in an Australian longitudinal study of mid-aged women, lower educational levels and difficulties managing on
income were associated with increased psychosomatic (including anxiety and depression) multimorbidity over a
15-year period (128).

Further work on the life course of risk factors and multimorbidity is particularly important given that mental
health conditions usually present before other chronic diseases (with the exception of asthma).

Aboriginal and Torres Strait Islanders

Whilst data on multimorbidity in Aboriginal and Torres Strait Islander communities are not readily available, there
is evidence of high prevalences of mental health issues and psychological distress amongst Aboriginal people and
Torres Strait Islander population groups. Twenty-nine per cent of Aboriginal and Torres Strait Islander people
reported a mental health condition in the 2014-15 National Aboriginal and Torres Strait Islander Social Survey
(34% of females and 25% of males) (123). Aboriginal people and Torres Strait Islander people with a mental health
condition were almost three times as likely to have experienced high or very high psychological distress levels
as those who were living with other long-term health conditions (123). It is estimated that potentially avoidable
deaths amongst Aboriginal and Torres Strait Islander people are over three times higher than for non-indigenous
Australians, and chronic diseases are major contributors to this burden (235).

Extending the evidence base about causality

The data on multimorbidity presented in this report are associative, and most studies on mental and physical
multimorbidities similarly come from cross-sectional studies (9). Research on the causes of multimorbidity is
scarce - in particular, we generally do not know how physical morbidity affects mental morbidity, or vice versa

).

Mental health conditions are relatively common in children and young people (8.9% for 0-14-year-olds, 19.4%
for 15-24-year-olds) (1), while most other chronic health conditions (other than asthma (79)) are relatively rare
in younger age groups. The incidence of mental health issues in younger age groups, combined with the strong
correlations between poor mental health and other chronic health conditions in middle and older-age groups,
suggest the hypothesis that preventing or better managing mental health conditions for younger people could
be protective against chronic diseases later in life. The incidence of chronic physical illness increases with age,
and it is evident that good mental health is protective against chronic diseases in older people (236).

Further research on causation is needed to accurately target interventions that address common risk factors
and to prevent second, third and subsequent diseases developing.
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Conclusion

The evidence comprehensively demonstrates that people living with mental health conditions have worse
physical health and a higher prevalence of chronic disease, and that a significant proportion die earlier than the
rest of the population.

National and international evidence suggests that meeting the psychological and mental health needs of
people with concurrent physical health conditions improves both physical and mental health (175). Despite
this, mental and physical multimorbidities are often undetected, and even when detected, care and support
for both physical and mental health is often uncoordinated and ineffective (111, 237). The RANZCP has drawn
attention to pervasive and persistent inequalities in health and reduced life expectancy of people with severe
mental illnesses, highlighting the need for high-level commitment to action from all levels of government, health
systems and health professionals (23). The RANZCP makes recommendations including incorporating health
promotion programs such as smoking cessation and weight management as core elements of mental health
service delivery, and proactive screening and lifestyle interventions aimed at preventing and managing chronic
conditions. There is a need to improve implementation of such care routinely and systematically into all services
that support people with a mental health condition.

Implementing Absolute Cardiovascular Risk Assessment for all Australians over 45 years (over 35 for Aboriginal
and Torres Strait Islander people) is a key step in addressing preventable chronic disease and early death (56).
The data demonstrate that people living with mental health conditions would disproportionately benefit from
implementing Absolute Cardiovascular Risk Assessment.

The scale of physical and mental health multimorbidity suggests that regular mental health assessments in
primary care for people with chronic physical conditions, as currently recommended by the Royal Australian
College of General Practitioners (238), should be promoted and supported.

Next steps

Thereisagrowing consensus that mental and physical health services should be integrated more comprehensively.
Many examples of integrated approaches are being implemented or attempted in Australia and overseas (185,
186, 193, 198, 239-241), but there is much more to be done. Barriers such as time, funding structures, training
and provider knowledge and service design often mean that people with complex needs are not getting the
support they need. Attitudes that separate mind and body in health care, evident in provider specialisation,
health education and health services’ structures, create further barriers to best practice patient care.

The data presentedin this report build a case for action. More work is required to develop strategies to implement
practice that will improve the physical health of people living with mental illness, the mental health of people
living with chronic health conditions, and the health and wellbeing of more than 2.4 million Australians currently
living with both chronic mental and physical health conditions.
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Notes on the data

The presented in Australia’s Mental Health Tracker are predominantly derived from the National Health Survey
2014-15, conducted by the Australian Bureau of Statistics (1). The exception is data on high cholesterol, which is
from the Australian Health Survey 2011-12 (145). The two datasets differ, as outlined below.

The National Health Survey 2014-15 reported that 4.017 million Australians (17.5% of the population) have mental
and behavioural conditions. These figures include people whose condition is current and long term and people
who have not received an official diagnosis. Mental and behavioural conditions included anxiety, depression,
alcohol and drug problems, and other mental health issues including psychosis and schizophrenia, summarised
in the table below.

National Health Survey 2014-15
Estimate Proportion
‘000 %
Alcohol and drug problems 230.9 1.0
Mood (affective) disorders
Depression/feeling depressed 20522 8.9
Other mood (affective) disorders 179.5 0.8
Total mood (affective) disorders 2137.6 9.3
Anxiety related problems
Anxiety disorders/feeling anxious, nervous 2207.0 9.6
or tense
Panic disorders/panic attackS 585.7 2.5
Phobic anxiety disorders 303.6 1.3
Obsessive-compulsive disorder 267.9 1.2
Post-traumatic stress disorder 2323 1.0
Total anxiety related disorders 2564.1 1.2
Problems of psychological development 293.8 1.3
Behavioural, cognitive & emotional problems 2571 11
with usual onset in childhood/adolescence
Other mental and behavioural problems 260.4 11
Symptoms and signs involving cognition, per- 40.3 0.2
ceptions, emotional state and behaviour
Total mental and behavioural problems 40174 17.5
Total population 22 969.0 100.0

For more information on the collection methods for the National Health Survey 2014-15, see the explanatory
notes on the Australian Bureau of Statistics website.
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The National Health Survey 2014-15 did not collect data on cholesterol; the data in this report were derived
from the Australian Health Survey 2011-12. The collection methods for mental and behavioural issues differed
between the two surveys, partly explaining why the ABS reported overall prevalence at 13.6% in the Australian
Health Survey but 17.5% in the National Health Survey. The largest difference between the two surveys was in
anxiety-related problems, which were reported by 3.8% of the respondents to the Australian Health Survey in
2011-12 and 11.2% of the respondents to the National Health Survey in 2014-15.

The baseline data for cholesterol levels amongst people with mental and behavioural conditions are different
to the other data presented. Estimates of numbers of persons with high cholesterol are slightly higher than
published figures, as the 2011-2012 National Health Survey rather than the Australian Health Survey core
component had to be used in order to split data by mental/behavioural condition. Weights on this file are slightly
different.

Survey TableBuilder was used by the Public Health Information Development Unit (PHIDU) at Torrens University
Australia to access the data on risk factors. Comorbidity data were collected from Table 19 of the National
Health Survey: First Results 2014-15, and prevalence rates for people living with mental health conditions were
tabulated by the AHPC at Victoria University.
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