


The study used the WA Linked Database
to examine serious physical iliness In
people living with mental iliness.

Records for all users of public mental
health services in WA were linked with
hospital admission records, cancer
registrations and death records.

Data was analysed for 231,311 people who
were users of public mental health

services from 1966-98 (representing an
average of 8% of the population of WA at
any one time). Follow-up for mortality and
admission to acute hospitals was available
for the period 1980-98.
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e Death rates from all main causes were
higher in people living with mental

IlIness.

e The overall ©
with mental |

eath rate of people living
Iness was 2.5 times
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WA.
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|« Despite a downward trend in the general
community, the heart disease death rate
had increased in women and remained
roughly constant in men.

e The rates of hospitalisation and
Intervention was lower than those of the
general WA population.

e Surgical procedure rates were
comparatively lower, and there was a
higher risk of complications from these
procedures



Key Findings (cont.)

* Despite very high rates of smoking,
cancer incidence was no different in
people with mental iliness than the
general population. However, once a
cancer was diagnosed there was a 30%
higher case fatality in users of mental
health services.

 Physical iliness was often not diagnosed,
not treated properly or treated at much
later stages in people living with mental
lIness.



Smoking

* In WA 43% of people with a
diagnosable mental disorder
smoked, compared to 24% of those
without a disorder

« Approximately 44% of cigarettes
were consumed by people with a
diagnosable mental disorder

* Very few programmes existed to
help people with mental iliness quit
smoking



Integrated Health Care

* Need for provision of primary
health care

* Need for psychiatrists and mental
health services to have a wider
view of overall health of the

natient

 Potential for shared care/
partnership agreements between
GPs and mental health clinics




Health's Response to Duty to Care



HealthRight

Health’s Response to Duty to Care

HealthRight Advisory Group (HRAG) was
established by the Office of Mental Health in
September 2002 to respond to the Duty to
Care report.

This broadly representative group was given
the mandate to “identify systemic changes
required to meet the general health needs of
people affected by mental illness and to
develop recommendations for action in
respect of these changes”.



Eight key areas of focus

Health’s Response to Duty to Care

Putting Physical Health on the Agenda
Quality and Standards of Service Provision
Integrated and Collaborative Care
Promoting the Role of General Practice
Raising the Consumer and Carer Voice
Tertiary Education and Training

Targeted Health Promotion and lliness
Prevention

Research, Monitoring and Evaluation



Health's Response to Duty to Care

The Peer Advocacy and Support Service
(PASS) is one of HealthRight's objectives that
will have a direct impact on Mental Health
Services

HealthRight in collaboration with Ruah
Community Services and the Hills Community
Support Group will train and resource peer
supporters to assist clients of the mental
health service to attend to their physical health
needs.



Target Populations

Health's Response to Duty to Care

Mirrabooka Mental Health Clinic

Rockingham/Kwinana Mental
Health Services

Street Doctor Midland



Health's Response to Duty to Care

The Role of Mental Health
Clinicians/Street Doctor

To identify clients with severe and
enduring mental illness who want to deal
with their physical health/do not have a
GP.

To encourage clients to attend to their
physical health needs.

To refer willing clients to PASS.

To collaborate with GP’S, Ruah
Community Services & Peer Supporters
In the best interests of clients’ physical
health.



Health's Response to Duty to Care

.. The Role of Peer Supporters

To encourage and assist clients to set
achievable goals regarding their
physical health.

To make and attend GP and other
allied health care appointments with

clients.

To encourage clients to independently

attend to t

To keep c
progress t

neir physical health.
Inicians informed about any

nat Is made.



Resources for Peer Support

Health's Response to Duty to Care

Resources for consumers and carers have
been developed on issues such as:

- accessing and engaging with GPs
- medication information

- specific health issues for follow up
- healthy eating, exercise and

- quitting smoking



@mmm Research Component

Health's Response to Duty to Care

The PASS trial will be monitored and
evaluated.

Quantitative and qualitative data will
be collected pre- and post- trial from
clinicians, Peer Supporters & clients.

Evaluation results will be reported
back to the Office of Mental Health



Promoting physical health for mental health



e e e | Program Goal

To reduce the incidence of Heart
Disease for people with mental iliness
(PWMI) and increase health and
wellness by addressing the lifestyle
risk factors of the SNAP framework
(Smoking, Nutrition, Alcohol and
Physical Activity).




Project Priorities

1. Community Awareness
2. Creating Physical Health

Promoting Settings.

3. Consumer Participation and

Empowerment.

4. Partnerships, Capacity Building

and Sustainabllity




Community Awareness

Of HealthRight project with
community leaders and key
stakeholders.

To see your GP for an Annual
Physical Health Screen ( PWMI)

Of SNAP lifestyle risk factors and
the healthy lifestyle behaviours (
PWMI)




Creating Physical Health
Promoting Settings.

HealthRight Tick of Approval
program

Promote examples of best practice
In physical Health Promotion

The development of a Healthy
Lifestyle program
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Consumer Participation and
Empowerment.

Physical health literacy and personal
skills

Quality physical health information and
resources

Opportunities for physical health screens.

Participation in SNAP healthy lifestyle
nehaviours.

mproved consumer networks that
support healthy lifestyle behaviours




Partnerships, Capacity
Building and Sustainabillity

Key stakeholder networks

Capacity to work with and promote
physical health for PWMI

Quality physical health information
and resources, available to key
stakeholders.

Link to existing DOH and NGO'’s
such as Ruabh.




® e e Project Time Line
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Key Strategies

Social Marketing Campaign
Art Project
Website

Healthy Settings: HealthRight Tick of
Approval Program

Healthy Lifestyle Program
Awards Program

Team Challenge Day
Free Health Checks




® ® @ | Fvaluation

Formative

Focus Groups
Process

Reference Groups

Evaluation of activities and strategies.
Impact:

Consumer Telephone Survey

Key Stakeholder Electronic Survey

Qutcome

. Proposed follow-up Duty to Care Report
<) L.
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® o e | Contacts

Project Co-ordinator: Ann Bates
batesa@meddent.uwa.edu.au

(08) 9433 0329

UWA, Community, Culture and Mental Health Unit
School of Psychiatry and Clinical Neurosciences
16 The Terrace, Fremantle WA 6160

Health Promotion Consultant : Meagan Shand
meagans@betterpractice.com.au

0
08) 9204 3102
z@ o m
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