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Ko wai au?



NZ	has	high	quality	whole	populaAon	
health	data	linkable	by	NHI	
Including	hospital	discharges,	pharms,	
mortality,	maternity,	cancer…	
(But	not	primary	care	data)	
Mental	health	data:	secondary	services,	
prescribing	
Widely	used	for	research	

What is integrated data? Integrated health data
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Executive summary
Background
The poor physical health of people with mental illness is 
a multifaceted, transdiagnostic, and global problem. 
People with mental illness have an increased risk of 
physical disease, as well as reduced access to adequate 
health care. As a result, physical health disparities are 
observed across the entire spectrum of mental illnesses 
in low-income, middle-income, and high-income 
countries. The high rate of physical comorbidity, which 
often has poor clinical management, drastically reduces 
life expectancy for people with mental illness, and also 
increases the personal, social, and economic burden of 
mental illness across the lifespan.

This Commission summarises advances in under-
standing on the topic of physical health in people with 
mental illness, and presents clear directions for health 
promotion, clinical care, and future research. The wide 
range and multifactorial nature of physical health 
disparities across the range of mental health diagnoses 
generate a vast number of potential considerations. 
Therefore, rather than attempting to discuss all possible 
combinations of physical and mental comorbidities 
individually, the aims of this Commission are to: 
(1) establish highly pertinent aspects of physical health-
related morbidity and mortality that have transdiagnostic 
applications; (2) highlight the common modifiable 
factors that drive disparities in physical health; 
(3) present actions and initiatives for health policy and 
clinical services to address these issues; and (4) identify 
promising areas for future research that could identify 
novel solutions. These aims are addressed across the 
five parts of the Commission: in Parts 1 and 2 we 
describe the scope, priorities, and key targets for 
physical health improvement across multiple mental 
illnesses; in Parts 3, 4, and 5, we highlight emerging 
strategies and present recommen dations for improving 
physical health out comes in people with mental illness.

Part 1: Physical health disparities for people with 
mental illness
Part 1 summarises the findings of almost 100 systematic 
reviews and meta-analyses on the prevalence of physical 
comorbidities among people with mental illness. 
Around 70% of the meta-research focuses on cardio-
metabolic diseases, and consistently reports that mental 
illnesses are associated with a risk of obesity, diabetes, 

and cardiovascular diseases that is 1·4–2·0 times higher 
than in the general population. Although cardio-
metabolic diseases have mostly been studied in patients 
with severe mental illness (particularly psychotic 
disorders), the prevalence of cardiometabolic disease is 
also increased in individuals with a broad range of other 
diagnoses, including substance use disorders and so-
called common mental disorders (such as depression 
and anxiety).

Part 2: Key modifiable factors in health-related 
behaviours and health services
Part 2 presents a hierarchical model of evidence synthesis 
to evaluate modifiable risk factors for physical diseases in 
mental illness. Most top-tier evidence has identified 
that smoking, excessive alcohol consump tion, sleep 
disturbance, physical inactivity, and dietary risks are 
increased for a broad range of diagnoses, across various 
economic settings, and from illness onset. Additionally, 
parts 1 and 2 identify a scarcity of meta-research on the 
prevalence or risk factors of infectious diseases and 
physical multi morbidity in mental illness. We also 
highlight that increased attention on these areas will be 
particularly important in addressing the physical and 
mental comorbidities observed in low-income and 
middle-income settings.

Part 3: Interplay between psychiatric medications and 
physical health
Part 3 examines the interactions between psychotropic 
medications and physical health across a range of 
conditions. Antipsychotics remain the best evidence-
based treatments for psychotic disorders and reduce 
mortality rates compared with no treatment, but they 
have adverse effects on many aspects of physical health. 
Although drugs for depression have a less immediate 
effect on cardiometabolic health than drugs for 
psychosis per individual, drugs for depression are 
prescribed much more commonly, and the number of 
prescriptions is increasing over time. Therefore, further 
research is required to establish the population 
burden of the cardiometabolic side-effects of drugs 
for depression, particularly from long-term use. Part 3 
also discusses emerging pharmacological strategies 
for attenuating and managing physical health risks, and 
provides recommendations for improving prescribing 
practices.
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Integrated data to understand the problem: PRIMHD and mortality data

People	using	mental	health	services	die	earlier	than	other	New	Zealanders	



 Māori using mental health services

One	quarter	of	people	in	contact	with	specialist	
mental	health	services	are	Māori:	45,000	people	
per	year,	6%	of	the	populaAon	
	

10,000	people	per	year	have	contact	with	
Kaupapa	Māori	mental	health	services	
	

Deprived:	Fi\y	percent	of	Māori	in	contact	with	
mental	health	services	live	in	Decile	9	and	10	
	

Young:	Sixty	percent	of	Māori	in	contact	with	
mental	health	services	aged	between	10	and	34	
years	

Ministry	of	Health	(2018)	Mental	Health	
and	AddicAon:	Service	Use	2015/16	
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Cunningham	et	al.	NZMJ	2014	127:1394		

People using mental health services die prematurely:
mostly from medical condi/ons



But	why?	

Mental	
Health	
CondiAons	



Breast	cancer	(le\)	and	colorectal	cancer	(right)	survival	by	mental	health	service	use	history		

0.
00

0.
25

0.
50

0.
75

1.
00

Su
rv

iv
al

 p
ro

ba
bi

lit
y

0 1 2 3 4 5
time since cancer diagnosis (years)

no mhs use Group A
Group B

Breast Cancer: Kaplan-Meier cancer-specific survival estimates

Integrated data to iden/fy solu/ons: Cancer
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CRC: Kaplan-Meier cancer-specific survival estimates

Group	A	(schizophrenia	or	BPAD	diagnosis)	n	=	112,	Group	B	(other	MHS	use)	
n=328,	and	no	history	of	service	use	n	=	8322	

Group	A	(schizophrenia	or	BPAD)	n	=	33,	Group	B	(other	MHS	use)	n=157,		
and	no	history	of	service	use	n	=	3832	



		
Schizophrenia,	Bipolar		
Affec4ve	Disorder	

Other	mental	health		
service	users	

Model*	 HR	 95%	CI	 HR	 95%	CI	

0	 2.62	 1.54	-	4.46	 1.72	 1.17	-	2.54	

1	 2.55	 1.49	-	4.35	 1.62	 1.09	-	2.39	

2	 1.85	 1.08	-	3.17	 1.63	 1.10	-	2.41	

3	 1.81	 1.05	-	3.11	 1.60	 1.08	-	2.36	

4	 1.65	 0.96	-	2.84	 1.41	 0.95	-	2.09	

*0	=	crude	survival;	1	=	adj	for	age	+	ethnicity;	2	=	1	+	SEER	stage	at	diagnosis;		
3	=	2	+	NZ	DeprivaAon	Index	score;	4	=	3	+	C3	Comorbidity	Index	score 

Cunningham	et	al.	(2015)	General	Hospital	Psychiatry	

Integrated data to iden/fy solu/ons: Cancer

Risk	of	breast	cancer	mortality	in	people	using	mental	health	services	compared	to	no	history	of	mental	health	service	use	

Comorbid	physical	health	condiAons	

Treatment	differences?	

Delayed	cancer	diagnosis	among	those	
with	severe	mental	illness	



Cancer and severe mental illness: possible areas for ac/on

PrevenAon:		

	access	to	smoking	cessaAon	support,	health	promoAng	mental	health	services	

Timely	diagnosis:		

	access	to	screening	and	avoiding	overshadowing,	trauma	informed	care		

PrevenAng	and	managing	comorbidity:		

	management	of	medicaAon	effects,	diabetes,	cardiovascular	disease	

Access	to	treatment:	

	ensure	(and	monitor)	equitable	access	to	care	
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Integrated Data to iden/fy solu/ons: Cardiovascular disease

NaAonal	Heart	FoundaAon	Project	
In	collaboraAon	with	the	PREDICT/VIEW	team,	
University	of	Auckland	
	
InformaAon	on	CVD	risk	assessment	in	primary	care	
and	CVD	outcomes	linked	to	informaAon	on	prior	
contact	with	mental	health	services,	mental	health	
diagnosis,	and	anApsychoAc	prescripAons	



Risk of CVD event (top) 
and fatal CVD event 
(boIom) over 8 years 
from ini/al assessment, 
adjusted for age at 
assessment



Unpublished	data,	do	not	quote	
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Hazard	of	CVD	events	and	mortality	for	Māori	with	mental	illness	compared	to	Māori	without	

Risk of CVD: Māori using mental health services



Premature	CVD	mortality:	But	why?	

Mental	
Health	
CondiAons	



CVD Risk Factors



New	Zealand	Primary	Care	Handbook	2012	(updated	2013):	
Cardiovascular	Disease	Risk	Assessment	



Predicted* compared to Observed risk of CVD events among 
people using mental health services

Observed	risk	
is	greater	than	
predicted	risk		

*	Using	new	PREDICT	equaAons	



Predicted compared to Observed risk of CVD events among 
people using mental health services in NZ by gender

Women	 Men	

Risk	is	60%	higher	than	
predicted	

Risk	is	30%	higher	than	
predicted	

Cunningham	PLOS	ONE	2019	



Predicted compared to Observed risk of CVD events among people using 
mental health services in NZ by gender: A Recalibrated Model

Women	 Men	



Using the exis/ng guidelines
Clinicians	

•  Assess	and	manage	risk	early	(guidelines:	from	age	25)	

•  Current	tools	will	underesAmate	CVD	risk	–	manage	as	if	predicted	risk	was	higher	

•  Health	promoAon	from	diagnosis/prescripAon	

•  Awareness	of	intersecAon	of	risks	for	Māori	

Health	services	and	policy	makers	

•  Update	risk	predicAon	tool	

•  Monitor	equity	of	access	to	treatment	

	
	

CVD and mental illness: areas for ac/on



Integrated data and health dispari/es: Future direc/ons

The	Integrated	Data	Infrastructure	(IDI)	
•  A	collecAon	of	NZ	government	administraAve	and	survey	data	
linked	at	the	individual	(person)	level	

•  Allows	us	to	connect	informaAon	about	a	person	across	different	
sector	(eg	jusAce,	educaAon,	census	can	be	linked	to	health	data)	

•  Whole	populaAon	data		
•  Large	and	complex:	550+	tables,	all	connected	through	a	central	
‘spine’	

•  DocumentaAon	is	patchy	and	data	quality	and	gaps	not	well	
understood	

Beser	understanding	of	role	of	treatment	differences	in	premature	mortality	
Beser	understanding	of	intersecAon	of	ethnicity,	mental	health	and	physical	health	
New	data	sources	–	primary	care	data?	
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Collective	impact	in	NZ	


