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“Many people are spending
years living with undetected
but treatable physical health

problems and people are
losing their lives because
things have been picked up
too late”
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Physical health of people living with
SMI https://equallywell.org.

Six times more

likely to die from
cardiovascular

Five times more
likely to smoke.

disease.

SMopmS
Four times Likely to die
more likely between 14 and
to die from 23 years earlier
respiratory than the general
disease, population.
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The highest elevated risk of early death is from
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accessed Analysis of 2011 data

mental health mbs and/or pbs

Chronic lower respiratory diseases

Prostate cancer

Breast cancer

Trachea, bronchus and lung cancer

Diabetes

Intentional self-harm
Diseases of the urinary system
Colon, sigmoid, rectum and anus...
Blood and lymph cancer
Dementia, including Alzheimer's...
Cirrhosis and other diseases of liver
Heart failure
Cerebrovascular diseases

Ischaemic heart diseases

Transport accidents
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Relative risk of early death

Standardised death rate
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For every person with mental  Every hour, of every day
illness who dies of suicide, 10  gpe person with a mental illness dies EARLY

die early of heart disease, due to cancer, heart disease or respiratory
respiratory disease and disease
cancer!
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Australian
Bureau of
Statistics

Annual number of premature deaths of persons with mental illness in Australia by cause
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Trachea, bronchus and lung cancer _ |
Ischaemic heart diseases _ |
Chronic lower respiratory diseases _:|
Colon, sigmoid, rectum and anus cancer _ |
Breast cancer _:|
Intentional self-harm _:l
Blood and lymph cancer _:|
Cerebrovascular diseases _ |
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But its clear that poor physical health is the largest
contributor to poor mental health (oremetal, 2017)

“..mental health symptoms caused by
physical illness is an increasing public
health problem”

40,000 participants over 65.

Waves of research at 7 year
intervals from 1974 to 2008.

Age has a protective effect on
mental health (17%

Physical illness has
major impact:
2% of total effect
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BM) Open Ageing and mental health: changes

in self-reported health due to physical
illness and mental health status with
consecutive cross-sectional analyses
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ABSTRACT
Objectives: It is known that seif-mported health
(SRH) declines with Increasing age and that
comorbidity increases with age. We wished 1o examine
how age transters its effact to SRH through comorbid
gisease and mental MNESS ana whatner Mese
processes ramained stable from 1994 until 2008.
The hypothesis is that ageing and/or the increased
age-related burdgen of pamology explains the daclining
SRH.
Setting: The Tromse Study (TS) is a cohort study
using a survey approach with repeated physical
examinations. It was conducted in the municipality of
Tromsa, Noreay, from 1974 to 2008
Participants: A total of 21 199 women and 19 229
men panicigated
Primary and secondary oulcoms measures: SRH
is the outcoms of interest. We calculated and
compared the effect sizes of age, comorbidity and
mantal health symptoms using mu timediator analysis
based on OLS regressicn.
Resulls: Ageing had 2 nagative impact on SRH, but
the total effect of age decreased from 1994 to 2007.
We assessed the direct effect of age and then the
propartion of indirect age-reldtad effects through
physical iliness and mental health symplorrs on the
total eftect. The dirsct effect of age representad 70.3%
of the 1otal ettect In 1994 and dgecreased 1o 58 6% In
2007. Physical ilingss emerged as an [ncreas|
factor and increased its influence |

str
association between mm heaith symptoms and
physical disease In the &ater waves of the study
(increasing from 3.7% 10 14.8%)
Conclusions: The results sugoest tat the effact on
S8H of mental health symptoms caused by physical
lliness is an increasing public health problem
Treatment and cara for specific medical conditions
must therefore focus more strongly on how these
canditions afect the patient’s mental health and
AdOreSs Mesa ConCems accoraingly.

INTRODUCTION
Selfwreported health (SRH) is a subjective
assessnent of current healih st as seen by

Strengths and limitations of this study

= The sample comprises large,  represeniaive
samples of & mmm with repested
m-nsuﬂepr

the patient or parficipant. It is well known
that a whole range of biological, psyche-
logical and  socioccomomic  factors  affect
SRH, and also that these factors interact. ”
IThe research hiterature suggests that SRH s

prochuced in a cognitive process that i inher-
enty subjective and contextial, and also that
SRH predices mortality and other health
comes; this shows that the basis of sell-rated
health lies in the biological ad physiological
state of the individual organism.” Well-known
audial biological factors that independently
wlfect SRH are specific medical conditons
(eg, cardiovascular discases, diabetes @
asthma) and health risk factors (eg, resting
heart rare, blood pressure, cholesterol, BMI
and cndocrine measures), Although  the
cffect of SRH attenuntes when such variables
are controlled for, SRH snll ms as an
independent variable for all-cause death and
other future health outcomes.” ' Mental
health symptoms affeet SRH. but mental
health s also affccted by physical discase
The lterature suggests that seve ity of mental

health smptoms correlates with many spe-
cific medical conditions, and consequently
with impaired wellkbeing, Comorbid  suain
increases with increasing age, and  older

Lorem GF, of af. BMU Open 2017.7:0013629 dot 10 1136/hm|open-2 011601 3629 1



Physical health has the
strongest associations
with psychological
distress

* 1,633 Aboriginal and
233,405 Non -Aboriginal in NSW

* High distress in 44% of Aboriginal
people his severe physical
limitations

* And in 21% of Non-Aboriginal

EQUALLYWEI

PSYCHOLOGICAL DISTRESS

Factors relating to high psychological distress in
Indigenous Australians and their contribution to
Indigenous—non-Indigenous disparities

Bridgette J. McNamara,' Emily Banks,2? Lina Gubhaju,' Grace Joshy,* Anna Willlamson, Beverley Raphael *

Sandra Eades’

espite tremendols resilience shown

in the face of extreme adversity, First

Peoples of high-income countries
such as Australia, Canada, Mew Zealand and
the US continue to have poorer mental health
and wellbeing than their non-ind

Abstract

Ohjective: To explore factors associzted with high psychological distress among Aboriginal
and non-Abaoriginal Australians and their contribution to the elevated distress prevalence
amang Aboriginal people.

M is: € lonnaire data from 1,631 Aborbginal and 233,405 nen-Aborlginal 45 and Up

counterparts.’ Self-harm and suicide rates
among Aboriginal Australians, First Nations
Canadians, Native Americans/Alaskan Natives
and Macri are between 1.4 and 7 times

the respective natlonal rates.** Similarly,
psychiolegical distress rates are consistently
higher ameng Indigenous peoples in these
countries.”®

Study (NSW, Australia) participants aged =45 years were used to caloulate adjusted prevalence
ratios for high psychological distress (Kessler-10 score =22) for socdo-demographic, health and
disahbility-related factors, and to quantify contributions to differences in distress prevalence.
Results: While high-distress prevalence was incréased around three-fold in Aboriginal versus
non-Aboriginal participants, distress-related risk factors were similar. Morbidity and physical
disability had the strongest assodiations; high distress affected 43.8% of Aboriginal and 209%
of non-Aboriginal participants with severs physical imitations and 9.5% and 3.9% of those
without limitations, respectively. Differences in distress prevalence between Aboriginal and

in mental of

marginalisad graups, including Ir
Peaples, is a stated Workd Health Organization
priority."! Despite this, the factors underlying
them have not been quantified. it has been
suggested that discrimination, poverty,
marginalisation and other effects of
colonisation are responsible ? However, it is
not known whether there are factors spedific
o First Peoples that are driving higher distress
lewels, or whether distress levels can be
explained by varlation in known risk factors.

Objectives
In this studly, we investigate factors relating

to high psychalogical distress among
Abaoriginal and Torres Strait kslander and

n participants were attributable 85 in SES, morbidity,
ticnal ions and sacial support (fully-adjusted PR 1.12 [95% 1.08, 1.30]);

physical morbidity and disabil plained the bulk.

Conclusions: The markedly elevated prevalence of high distress among older Aboriginal

Australians appears largely Tog! puyslcal bidity and

Implications for public health: Addressi L of physical bilelity and

Improved integration of social and ummonal wellbeing care into primary care and chronic
disease management are essential

Key words: psychologlcal distress, sockal and emotional wellbeing, disability, mental health,
Aboriginal and Torres Strait slander Australians

the findings a5 an example refevant to other Aboriginal older Austratians; and 2} to identify
First Peoples in simiar drcumstances. Cur contributors to the difference in the observed

airms were: 1) to examine the refationship of
psychological distress to socio-demographic
factors, health risk factors, lliress, physical
disability and functional capacity among

prevalence of psychological distress between
the two groups. This study is unique in having
large-scale data on both Aboriginal and
nan-Aboriginal participants within the same

non-Aboriginal older Australians, and present Aboriginal and Torres Strait Islander and non- population-based cohort study.
Aboviginal Haolth; B of Dicabatis dstituts; Victona
2. The Sax Institute, Nranmﬂﬁ Wales
3 National Cenire for Epi fon Healty, The " it Terrcory
4 Pspehongiealand Adiicrion Medicing, The Austraa i Australion Capita! Tersitaey
g o Dy Bridgette Mch: , Baker Heart and Disbetes Institute, Level 4. The Alfred Centre, 99 Commersciat load, Melbourne, Victoria 3004;
July 2017; Revision 217; Acceptedt November 2017
The authors h. d they h i interest.
TS |5 an open ac0ess artiche UNRdar the terms of the Creative Commorns Mo Moherivs License, which permits uss and distribution in amy medium,

provided the orlgingl work is properly cited, the use is non-commercial and no modifications or adaptations are made
AUSTNZ T PUbt Heafih. 2018; 42145-52; dol: 10,11 11/1753-6405,12766

2018 voL. 42 no. 2

2018 The Authors

Australian and New Zealand lournal of Public Health 145
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Comorbidities

 80% of people living with a mental illness have a
chronic physical illness (ass,2017)

* 55% have two or more co-existing conditions
(AIHW, 2017)

* 20% of people with a physical illness have a co-
existing mental illness (ass, 2015)

G® Equally Well

Awust. J. Rural Health (2017) 25, 4

Editorial
Integrating rural health care

There is a high likelihood that someone visiting a rural
health professional for a specific health issue will also
have another health-related condition. The Australian
Institure of Health and Welfare's repornt on chronic
disease co-morbidity indicates that 75% of people
expericncing a chronic healch con 5
another long-term health conditon, and »  have
three or more co-existng conditions.” These data indi-
cate that every professional should be amuned o
health issues their client may be experiencing i addi-
tion o the 'presenting problem’. This is especially the
case for mental health conditions. The Australian
Burcan of Swatisocs (ABS) Naoonal Healch 51::-\-'(‘.).'1
shows that over 20% of people with a long-rerm phys-
ical illness also have a mental health condition. The
recent ABS survey of mental health and co-existing
conditions found that 80% of people living with m
tal illness have a coexisting, mortality-related phys
liness.” TS speaks o e need fOr roudne physical
health sereening for people experiencing mental illness,
and the consideration of general health screening for
those with a physical health condi Taken
togethes, these findings underscore the importance of
integrating care for roral Avstralians,

Having established a helping relationship, the rural
health worker is in a prime position to connea clients
to other professionals and services. This does, however,
the rural health worker to acrively explore the
lity of the existence of other health issues, to be
aware of ways to access other services, to take responsi-
bility for the next steps necessary o secure appropriate
assessment and treatment, and © be willing to work in
parmership with other professionals. This includes not
only Iocal health workers ¢
based 1in regional or major cities.

Rural health care natrally lends itself o integraced
care. Living, working and socialising in the same com-
munity helps. So does working in co-located offices
and the imperative to work wopgether creatively and
collabomatvely due to the scarcity of health resources
and the tyranny of distance. Inwegrating care alo pro-
vides an opportunity for collegiate support, Integrated
care is cven more important in rural Australia as peo-
ple living in regional and remotwe areas are 33% more
likely to experience co-morbidity compared to those
living in major

i services bur also those

The case for integrated care is so srong, and its
advantages so clear, it is difficult to understand why
so many people continue to live with undiagnosed co-
maorbid conditions. People living with serious mental
illness have a life expectancy approximarely 20 vears
less than the general populatic A1 and this life expec-
rancy gap is mostly due o undiagnosed and vntreated
st physical  health conditions.  Addressing
ysical health has 2 demonstrated positive effea on
mental health, Likewise, addressing mental health
issucs has a positive cffect on physical health,

The Australian [oumal of Rural Health exemplifies
and contributes to an integrated approach o rural
health. Tt shares knowledge across professions, issues,
regions and research methodologies. By providing the
r health community with the latest in research,
policy and practice across a wide range of health pro-
fessions, it increases the awareness of the coniribution
and pra
underlying key issues in rural health such as workiorce
development, training, models of care and the effecrive
use of technology. Finally, it looks to integrate insights
from different types of rescarch — clinical and non-
clinical, and gualitative and quandmtve. Most of all,
it seeks to work in partnership to promote and
advance the health of mral Avsrralians.

es of these pofesions. Tt also addresses
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Equally Well Consensus Statement -
Improving the physical health and wellbeing of
people living with mental illness

» Launched in July 2017 by Inaugural National Mental Health
Commission Chair, Allan Fels.

» Committed to putting health care for people living with Eq“al Iy WE"

mental illness on an equal fOOting. qualiby of life — aguality in Iife

» We will improve the physical health of people living with
mental illness by acting to deliver:

O a holistic, person centred approach to physical and mental
health and wellbeing

O effective promotion, prevention and early
intervention

equity of access to all services
improved quality of health care

care coordination and regional integration across health,
mental health and other services and sectors which enable a
contributing life

O the monitoring of progress towards improved physical health il
and wellbeing. LYW




But...comorbidity rises dramatically!!

@ National Health Survey: Mental Health
JJE‘J‘M ° ° ° ° °
Australian and co-existing physical health conditions,

Bureau of Australia, 2014 - 15.
Statistics (Feb, 2016)




‘The old model

Mental Health Promotion




el for a new framework

Existing models -

eoverlooked social determinants
and biological antecedents
of mental illness

edid not inform action

edid not clearly inform PPEI
across the spectrum of illne

Not quite right
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. Need for plain language

ePrimary, secondary, tertiary health?

eWhat is primary?
ePrimary secondary tertiary prevention?
eHealth Promotion?
eEarly intervention?

eSelected, targeted, universal?



Focus Domain Target groups Definition Terms fromthe
literature

Actions to promote Mental Individuals Interventions to enhance social, emotional and spiritual wellbeing | Mental Health
mental health and Health experiencing or and quality of life for people with diagnosed mental illness. Promotion; Recover
wellbeing. Promotion recovering from a Initiatives can occur within mental health services or in the

diagnosed mental community and include recovery as a key component.

illness.

The whole community Interventions to enhance social, emotional and spiritual wellbeing | Mental Health

or groups in the and quality of life. Initiatives can occur with the whole Promotion.

community. population or selected groups and can occur in any setting

(including schools, workplaces, the home).

Actions to prevent Primary The whole community Interventions work by focussing on reducing risk factors and Universal Preventio

the onset of illness.

Prevention

or groups in the
community.

enhancing protective factors in whole communities regardless of
their level of risk.

Primary Prevention

Groups at higher risk.

Interventions work by focussing on reducing risk factors and
enhancing protective factors to prevent the onset of a problem or
illness in groups known to be at increased risk.

Targeted Preventiol
Primary Prevention

Actions to intervene
early to reduce the
duration and severity
mental ill-health.

Secondary
Prevention

Groups or individuals at
high risk and/or
showing early signs of
mental ill-health.

Early identification of individuals showing signs of mental health
problems or illnesses and clear pathways to appropriate services.

Indicated Preventio
Early Intervention

(prevention focusse
Case identification.

Individuals
experiencing an
episode of mental
illness.

Interventions work by focussing on reducing risk factors and
enhancing protective factors to lower the severity and duration of
an illness through early evidence-based treatment.

Early Intervention
(treatment focussec
Secondary Preventi
Early Treatment.

Actions to reduce the
ongoing impact of

et dldealth.

Tertiary
Prevention

Individuals recovering
from a diagnosed
mental illness.

Interventions work by focussing on reducing risk factors and
enhancing protective factors to reduce the impact of anillness
through rehabilitation and relapse prevention.

Tertiary Prevention,
Rehabilitation; Rela
Prevention; Longer-
term Care.




B Population interventions > < Individual interventions

Secondary Prevention/Early Intervention

Primary Prevention Tertiary Prevention

All people in NSW
are supported to
develop and maintain
optimal mental health

The whole community or Individuals experiencing
groups in the community or recovering from a
diagnosed mental illness

Level Health Mental Health Promotion



Level Health

Primary Prevention

Groups with
higher risk

The whole community
or groups in the community

Population interventions » < Individual interventions

Secondary Prevention/Early Intervention

Groups or individuals at high Individuals experiencing an
risk and/or showing early signs episode of mental illness
of mental ill-health

/

Actions to reduce
to the duration and severity of
physical ill health

Actions Actions to
to prevent the lower the ongoing
onset of physical impact of physical

- All supported to y
ill health ill health

develop and maintain

The whole community or
groups in the community

Groups with
higher risk

optimal physical and
mental health

Actions to promote
physical health and well-being

Groups or individuals at high
risk and/or showing early signs
of mental ill-health

Individuals experiencing an
episode of mental illness

Mental Health Promotion

Individuals recovering
from a diagnosed
mertal illness

Individuals recovering
from a diagnosed
mental illness

Tertiary Prevention
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Using a PPEIl approach to physical health: Diabetes

\
Focus Domain Target group Description
Actions to promote | Health promotion | The whole population of Interventions to enhance physical health and
health and people living with mental wellbeing
wellbeing illness
Actions to prevent Primary Whole community.
the onset of illness prevention Groups at risk of developing | Interventions that focus on reducing risk
physical ill health factors or increasing protective factors
Actions to intervene | Secondary Groups showing early signs | Early indentification of signs of ill health and
early to reduce the | prevention of ill health clear pathways to health services
severity or duration
of ill health Individuals experiencing ill | Interventions focussing on reducing risk factors
health and increasing protective factors
Actions to reduce Tertiary Individuals recovering from | Interventions focussing on reducing risk factors
the ongoing impact | prevention physical illness and increasing protective factors through



\O% EQUALLYWELL Health Prompt

Thank you for agreeing to take part in this brief prompt about your health. | am going to ask you some questions to
help establish whether your health needs are being met and identify areas you may like support with. Whilst we are
interested in knowing about your health, please be assured that this information will be treated as strictly confidential.

Doyou have a regular GP?

Arayou satished with the relationship you have with your GP?

Have you had your blond pressure checked in the last 6 months? 4 neqml
. L.wuNational

Have you had your cholesterol checked in the last year?

Have you had your blood sugar levels checked in the last year?

Doyou do 30 minutes of moderate exercise 5 days per week? Do you have a regular GP?

Doyou have at least 2 alcohal free days per week?

Doyou eat 2 serves of fruit per day? Example of T serve of Fruit: | medium apple/banana or o hondful of grapes

) Do you see the same doctor all the time?
Do you eat 5 or more servings of vegetables per day? Example of 1 serve of Vegetables: % cup of cooked vegetables or | cup of salad

Do you feel you see them enough?

v X

Doyou feel you drink enough water? 2L or 8 glosses is the average recommendation

Is your waist measurement below BEcm (women] or 100cm (men)?

Have you had your skin checked in the last year?

Have you had your eyes checked in the past two years?

Can you hear and understand things easily?

Areyou a non-smoker?

Have you had a dental check-upin the last 6 months?

Are you able to keep your balance and have not fallen recently?

Areyour feet free from sores, blisters and swelling?

Areyou satishied with the quality of your sleep?

Do you feel you have enough information about the medications you are currently taking? R v—

1k ol s 1 . i [ i R |

Level Health
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My Health Prompt —the app

N o o —

Do you feel you have
enough information about
the medications you are
currently taking?

No

w a -
Priority Note Skip
More information

Why it's Finding the

P IPRIPRrLS oY

—

—

4 My history

Dec 2017-
Feb 2018

12

Yes answers

6

2

Do you have a regular
GP?

Do you feel you have
enough information
about the medications

MOLLArS ) el taldon?

Share 4

Body map >

—~

-




WHO Multilevel Model

Liu et al. (2017) Roberts, Locket, Bagnall, Maylea, Hopwood (2018)

Individual-focused interventions
Mental health disorder management
eEarly detection and appropriate
treatment

e|nterventions delivered at critical time
points (e.g., within first year of discharge
from hospital)

eRecovery-oriented treatment (e.g.,
service-user involvement, informed
choice)

Physical health treatment

eEarly detection and appropriate
treatment

Lifestyle behaviour interventions
eTobacco cessation

eBehavioural weight management
programmes, including healthy diet,
physical activity

e|nterventions addressing substance abuse
and risky sexual behaviour

g .4" *
=

Health system-
focused

interventions

Service delivery
eScreening for medical
conditions

eCare coordination or
collaborative care
strategies (e.g., nurse care
manager)

eGuidelines for integrated
delivery of mental and
physical health care

Community level and
policy-focused

interventions

Social support

ePeer support programmes
eFamily support programmes
eMental health and consumer
advocacy groups

Sigma reduction interventions
eDirected toward communities
with SMD and general public
Lifestyle behaviour interventions
eComprehensive health care
packages, insurance parity and
guality

ePublic health programmes
(tobacco cessation, HIV prevention,
suicide prevention)
eEmployment, housing, and social
welfare sector involvement
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Peer Health Coaching

Health Literacy Significantly Increased After PHC

Locate information 71

Find enjoyable exercise 69

Find my healthy weight 67

Aware of risk factors 66

Fit exercise into routine >7

Can make decisions about my health 53

Progress towards healthy habits 50

Manage health 44

0 20 40 60 80
Percentage answering positively Pre and Post PHC

Level Health
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Smokefree Inpatient Mental Health Services

il
i} Queensland S v
Government uRN
2
i Smoking Cessation P
names)
° £ Clinical Pathway
! Asaress
A] m u Facility Date of inn see (Ov OfF
'i T s for screening smoking behaviowr and to guide support for those who temporanty cannot smoke or wish t
§ |reduceiquat smoking
- ! Clinical pathwiays never replace cinical judgement. Care outined in this pathway must be altered # t s not dinically appropnate for
the indvidual patent.
S —
- i r.‘ Ask 1. Have you smoked tobacco in the last 30 days?
(@ patenss) [ Yes contrue wen pamwayy  []No (congrasuate, sign ana me)
[ Bectronic cigarettes (may mequie nicatne replacement Deaoy (NRT) i hosptal)
I you are unadie 1 Complets 45 Datway, document e ason in he comments secson oelow. [ See comment
2. Do you want to quit smoking? [ ]Yes [[]No (sav offer NRT for inpatients © manage wenarawas)
Assess 3. Nicotine dependence:
° ° 2 How many cigarettes do you smoke in a typical day? Is this more than 10 cigareties? Yes Bm
b. Do you smoke your first ciganette withn 50 minutes of waking? Yes No
creen smoking behaviour SRy B2 55
g 17 Y03 20 ONe O MCNe Of I IOV, N (e DIDRL 1S CONSITENed NICODNe epEndent and should De ered NRT. Ay
; 4_Is the patient nicotine Dves (No i
o 4 -4 S. Are you currently using any of the following? One 51
or all inpatient acute | ISR peey e
Cz> “AS/e RAING WM 10 prescride ChRampir®/ Zyoan® OR I not avaiadle offer NIRT (R Inpatents ony)
a Advise 6. Advise all smokers to quit using clear but non-confrontational language
<2 * A3 3 NeAtn profesSIONal I DES! SIVICE INGE 1 Can Qe you 1S 1 BTy 10 Si0p SmoRing”
- GG Up IMOKING 13 NN, 48 1 Wil DO W (9.5 SUTDIYY, PeAng, MECICAton, Nances, Heath and sy
s * USING NIT and Denauicunal SO CONSIIRMADY INCIeases Your Iong (8rm SUCCess in quisng” »
| » NAT S auasadie S MOSt fe1a Sores, Powever DAICTES ang mediaions (Crampin® and 2yoar®) are chesper c PES” |
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i 82?::;1,‘?5@““ “Contact us” - Get involved!

Sign up

signup@equallywell.org.au

Commit

Icobb@csu.edu.au

Get updates/newsletters
https://equallywell.org.au/

Put the link on your webpage
https://equallywell.org.au/

Share your innovation and evidence
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