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Abstract
Australians with severe mental illness experience inequitably high rates of physical illness and shortened
life expectancy compared to the general population. A social analysis of this phenomenon incorporating
a precis of historical and contemporary public health approaches reveals persistent discrimination and
entrenched social disadvantage influencing access to appropriate physical health care. People with severe
mental illness in Australia are among the most vulnerable and marginalized populations in society,
with fragmented and inadequate health and social services materially influencing their physical health
status and longevity. Enhanced multi-sectoral collaboration, integrated physical and mental health care
models, empowerment strategies, and privileging of a lay perspective within program design are critical
to challenging this enduring infringement on the human right to health.
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Introduction
The experience of inequitable physical illness and
premature mortality for people with severe mental
illness is a recognized phenomenon globally.1 In
Australia, people with severe mental illness experience significantly higher rates of physical illness
and shortened life expectancy compared to the
general population, with the majority of deaths
the result of preventable physical conditions.2
Co-morbid physical illness is estimated to occur in
up to 50% of people with severe mental illness with
substantial compound negative effects on quality
of life.3 An historical analysis in public health can
generate critical thinking on social forces shaping
health experiences and inequities over time. The
following examination of both historical and contemporary public health approaches in Australia
considers complex social factors shaping the experience of physical illness and premature mortality
for people with severe mental illness, defining an
enduring infringement on human rights for this
population. For the purpose of this analysis, severe
mental illness signifies the diagnostic group of psychotic disorders. Psychotic disorders are severe and
less common forms of mental illness characterized
by distortions to thinking, perception of reality,
and emotional response, with schizophrenia the
most common psychotic illness.4

Severe mental illness in Australia
The prevalence of severe mental illness in Australia is estimated at 3.1 people per 1000 population.5
Despite relative infrequency in comparison to
common conditions such as anxiety and substance
use disorders, people with severe mental illness are
leading users of specialized mental health services.6
People with severe mental illness in Australia
report high rates of stigma, discrimination, and
victimization and experience persistent and significant inequities across a range of health and social
indicators.7

Physical morbidity
Australians with severe mental illness experience
physical illness at rates well above the general
population, with subsequent amplification of the
274
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burden of ill health already borne.8 Diagnosis with
chronic physical conditions occur at a younger age
with a much higher rate of mortality five years from
diagnosis compared to the general population.9
Globally, after suicide and epilepsy, diabetes is the
third leading cause of death for people with schizophrenia, together with a 10-fold risk of mortality
from respiratory disease.10 Infectious diseases such
as HIV and hepatitis C virus are also over-represented in this population.11
Additionally, people with severe mental illness in Australia frequently present with lifestyle
risk factors. This includes almost 50% incidence of
obesity, generally very low physical activity levels,
dietary and vitamin deficiencies, and high rates of
substance misuse.12 It is estimated that up to half
the cigarettes consumed in the US, UK, and Australia are smoked by people with a mental illness.13
Metabolic syndrome as a significant risk factor for
cardiovascular disease is also particularly prevalent
in people with severe mental illness, with nearly
50% presenting with this combination of medical
symptoms.14

Mortality
People with severe mental illness have significantly
shortened life expectancy of between 10 and 25 years
less than the general population.15 Importantly,
in contrast to increasing longevity for the general
population, over the last 30 years there has been a
consistent downward trend in life expectancy for
those with severe mental illness.16 In Australia, suicide presents the greatest relative risk for mortality
for this population; however, up to three quarters of
deaths are the result of preventable physical illness.17

Health equity and human rights in Australia
To mitigate the risk of perpetuating discrimination
through individualized and behavior-based research
on health inequities in sub-populations, it is important to position studies within a context of human
rights and the social determinants of health. An
acknowledgment of Australia’s human rights obligations is therefore of particular relevance to an analysis
of inequitable physical morbidity and premature mortality for people with severe mental illness.
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In 1975, Australia ratified the International
Covenant on Economic, Social and Cultural Rights
(ICESCR).18 Article 12(1) of the Covenant clearly
states, “the right of everyone to the enjoyment of the
highest attainable standard of physical and mental
health”.19 To support the realization of this right, the
Covenant mandated steps be taken to ensure prevention, treatment, and control of disease together
with the creation of conditions enabling all peoples’
access to medical care in the event of illness.20 Further relevant to this analysis is the clear description
of equal entitlement of all people to benefit from
scientific progress, which in this scenario includes
advancements in the management of concomitant
mental and physical illness.21 Although a process of
progressive realization of rights was originally provided for within the Covenant, the intention was
for expeditious progression.22
More recently, in 2008, Australia ratified the
United Nations Convention on the Rights of Persons with Disabilities (CRPD), together with the
Optional Protocol in 2009.23 These instruments provide further clarification of specific obligations to
ensure the equal rights of people with disabilities.24
Within the Covenant, the rights and fundamental
freedoms of people with disabilities, inclusive of
those with severe mental illness, are protected on
an equal basis with all others.25 These human rights
considerations provide an important framework
for interpreting social and political influences on
physical health inequities for people with severe
mental illness in Australia. Moreover, as Australia
has committed to these legal instruments, not only
is there a moral and professional obligation within
the health and social sectors to address inequities
in physical health status for people with severe
mental illness, but also a legal requirement given
the existence of complaint mechanisms within the
Optional Protocol.26

Historical public health perspective
Colonialism and the lunatic asylum
In Australia, from early European colonization
in the late 1700s through to the 1960s, care of
people with severe mental illness was practiced
JUNE 2018
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predominantly in institutional settings.27 This was
congruent with international trends of segregation
of people with mental illness from general populations.28 In early colonial times, people with mental
illness were typically housed in prisons.29 Although
this was motivated by a desire to protect the community from the potential dangers of a person’s
insanity, there was recognition of the potential
benefits of safe custody insofar as protection from
abuse and exploitation by relatives and the wider
community.30 Furthermore, prior to formal lunacy
legislation in colonial Australia, there was evidence
of regulated committal processes, stipulations for
humane treatment, and segregation from the general prison population.31
This rudimentary public health consideration of the well-being of mentally ill persons was
further developed with the implementation of
formal lunacy legislation in the Australian colonies between 1843 and 1871, setting standards for
humane treatment regulations and administrative
safeguards for accommodation in private asylums.32 Commonly known in Australia as lunatic
asylums, these institutions were responsible for the
care of people with psychotic illness.33 The advent of
these dedicated institutions triggered a shift from
magisterial and religious oversight to medical professionals as custodians of asylums.34 Management
of people with psychotic disorders during this period was accordingly based on the medical model,
utilizing concepts of organic psychiatry including
early pharmaceuticals, electrotherapy, physical
treatments, and mechanical restraint.35
Although there were later revealed incidences
of ill-treatment, these asylums were initially established with good intentions.36 Asylums, as separate
entities from prisons, removed the indignity experienced by people with mental illness resulting
from forced association with criminal inmates.37
There were also examples in early colonial Australia of asylums incorporating cottage-style
living rather than warehousing in large buildings,
options for boarding-out for select patients, and
‘asylum farms’, established to reflect beliefs in the
therapeutic benefits of interacting with nature and
meaningful occupation.38 Yet these examples were
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isolated and did not prevail as mainstream practice
due to economic constraints.39
The public health approach during this time
appears dominated by a functionalist perspective
on power, with asylums essentially designed to
minimize impact on social order by people with
psychosis, and the role of psychiatry to alleviate deviance in the ‘mad’.40 Public discourse on the care
of mentally ill persons in the early 20th century
focused on psychiatric management, with concern
for humane treatment limited.41 Institutionalized
care significantly influenced stigmatization and
discrimination of mentally unwell people, with
subsequent violations to human rights and formation of inequitable power structures in psychiatry.42
This systematic disempowerment contributed to the
social exclusion and subsequent marginalization of
people with severe mental illness both preceding
and following the process of deinstitutionalization
from the mid-20th century.43

Deinstitutionalization
Deinstitutionalization in psychiatry describes the
process of the transfer of responsibility for care
of people with severe mental illness from custodial psychiatric institutions to community-based
settings.44 Deinstitutionalization is believed to
have originated from theories of normalization
and changing social standards of citizenship and
human rights, and commenced from the 1950s in industrialized countries.45 In the Australian context,
criticisms of deinstitutionalization are centered on
insufficient planning for systematic implementation and evaluation, and inadequate resourcing of
community services.46 Furthermore, the process of
deinstitutionalization has been mirrored by a shift
from core psychiatric services to increasing emphasis on population health promotion and prevention
of mental illness.47 Tension in the form of resource
competition between functions of clinical psychiatry and public health approaches is described as
another important factor contributing to the recognized failings of deinstitutionalization, namely
under-resourcing of community mental health
services, community health services more broadly,
and vocational and housing services.48
276
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Despite these limitations, deinstitutionalization in Australia activated significant reforms to the
provision of both mental and physical health care
for people with severe mental illness.49 The advent
of community mental health services and their evolution over time conveyed notable improvements to
philosophies underpinning care provision for people with severe mental illness. These include illness
prevention, early intervention, crisis management,
recovery-oriented treatments, continuity of care,
and person-centered care planning.50 Evaluation
of community-based mental health services in
Australia has revealed improvements in quality of
life and reduction in stigmatization for people with
severe mental illness in comparison to institutionalized care.51 Concomitantly, deinstitutionalization
marked the advent of expanded rights and recognition of full citizenship for people with severe
mental illness within Australian society, with
progressive legislation aligning with international
human rights advancements following.52

Contemporary public health perspective
The process of deinstitutionalization and pharmaceutical innovation, in the form of antipsychotic
medications, were pivotal to changes in the care of
people with severe mental illness in contemporary
Australia.53 Attempts to understand causal factors
producing inequity in physical health status for
people with severe mental illness were likely to have
been significantly influenced by these two phenomena. Although individualized biological and
behavioral explanations persist, there is increasing
awareness of social and cultural determinants of
health in the experience of physical illness for this
population.

Individual factors: Influence of primary
diagnosis and antipsychotic medications
Psychotic disorders are associated with cognitive
impairment and positive and negative symptoms
which present as primary barriers to prevention
and management of physical co-morbidities for
people with severe mental illness.54 Negative symptoms of psychosis are described as diminished

Health and Human Rights Journal

m. edmunds / papers, 273-281

ability and motivation for healthy lifestyles and reduced self-care capacity, with subsequent increased
risk of physical illness.55 Furthermore, cognitive
disruption reduces the likelihood of recognition of
physical health problems, with suspicion, paranoia,
and communication difficulties inhibiting health
service access.56
Although antipsychotic medications are
considered essential for reducing the impact of
symptoms of psychosis for improved health, quality
of life, and life expectancy, there are well-replicated
correlations of, and several suggested mechanisms
for, medication-induced weight gain for both typical and atypical antipsychotic medications.57 These
mechanisms include increased appetite and sedation, and altered endocrine function for increased
incidence of cardiovascular risk factors.58 There is
a significant body of research investigating causal
relationships between behavioral and lifestyle
choices and side effects of atypical antipsychotic
medications on the physical health of people with
psychotic disorders.59 Since deinstitutionalization,
the public health approach to addressing inequity
in physical health status for people with severe
mental illness has subsequently had an individualized focus.60
However, availability of healthy lifestyle and
self-management support programs appropriate for
people with severe mental illness remains limited
in Australia.61 This is a significant deficit, requiring
a committed response not only to achieve recognized integrated best practice care but also to
meet Australia’s agreed human rights obligations.62
Stipulations exist within the CRPD for delivery
of the same range, quality, and standard of health
care for people living with disabilities as is available
to all persons, together with additional programs
specifically designed for people with disabilities
to prevent, where possible, further illness or decline.63 It appears remiss to endorse prescription of
medications, the side-effects of which materially
contribute to the occurrence of further life-limiting illness, and fail to provide effective treatment
options to counteract the risks.
Globally, there is growing momentum supporting initiatives to improve the physical health
JUNE 2018
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of people with severe mental illness, with particular emphasis on early intervention for youth.64
In Australia, an example of innovative practice is
the “Keeping the Body in Mind” program offered
by South Eastern Sydney Local Health District in
New South Wales.65 This multidisciplinary, community-based program is accessible to people with
severe mental illness prescribed with antipsychotic
medications, with particular emphasis on youth for
early intervention prior to onset of chronic illness.
The program is individualized through client-centered goal-setting and supports healthy lifestyle
and self-management practices, offers tailored education for chronic illness prevention, and access
to exercise resources. Although similar programs
are offered in some other jurisdictions, this model
is not yet broadly available in Australia.

Cultural and environmental factors: Health
system structure and function
Inequality in the experience of physical illness for
people with severe mental illness cannot be explained by physical health factors alone.66 There is
increasing empirical evidence identifying systemic
obstacles in health services preventing people with
severe mental illness from receiving equitable care
for physical illness.67 Physical illness in people
with severe mental illness is often undiagnosed
and untreated, with high rates of physical co-morbidity and premature mortality believed to be
largely preventable through early recognition and
appropriate treatment.68 Investigation of medical
management of people with severe mental illness
presenting with physical illness reveals reduced
rates of medical treatment and hospitalization for
physical conditions in comparison with the general
population.69 This is in direct contravention to the
rights of people with severe mental illness to access
an appropriate standard of health care available to
all others.70
Enduring separation of mental and physical
health services with subsequent role ambiguity and
communication inadequacies is an obstacle to the
integrated care systems necessary for improved
physical health of people with severe mental illness.71 Furthermore, ‘diagnostic overshadowing’,
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the instance of psychiatric diagnosis detracting
from recognition of physical illness, prevents
people with severe mental illness from receiving
appropriate physical health care.72 Similarly, an
acceptance of poor health of people with severe
mental illness among practitioners and incompetency in the management of co-morbid mental and
physical illness further contribute to inequitable
health in this population.73 These are further examples of infringements on the rights of people with
severe mental illness to receive health care services
specifically designed to prevent their experience of
additional illness and disability.74
Finally, equity of access to, and quality of,
available health care services are important social
determinants of health.75 Historic segregation
and marginalization of people with severe mental
illness impedes health care access today, with suggestion the consistently inequitable distribution of
funding resources for mental health is the result of
persistent discrimination.76 Improved collaboration
between health and social services is required to reduce physical morbidity and premature mortality
for people with severe mental illness.77 Regrettably,
beyond this specific scenario, integrated policy and
service delivery has been the focus of considerable
debate in Australia and represents a continuing
and complex challenge for the health and social domains.78 Yet the health care sector is well positioned
to take a leading role in advocating for the transfer
of investments to mental health services, driving
multi-sectoral collaboration, and supporting integrated physical and mental health programs to
realize the human rights entitlements of people
with severe mental illness in Australia.79

The social experience of health inequity
The proportion of the Australian population
experiencing psychosis is among the most marginalized and vulnerable groups in our society.80
Socioeconomic disadvantage experienced by this
population is extensively documented and clearly
entrenched with pervasive social exclusion and
stigmatization, lower levels of educational attainment, and high levels of unemployment, poverty,
and homelessness.81 Contemporary research sug278
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gests socioeconomic factors which influence the
health of the general population act as a microcosm
for people with severe mental illness, producing a
greater detrimental impact on their health status.82
These are patent examples of human rights failings
at a societal level for people with severe mental illness in Australia and are indicative of inadequate
steps to fulfill the right to health for this population.
Additionally, within the academic sphere,
empirical literature on the social determinants of
physical morbidity and mortality for people with
severe mental illness appears weighted with quantitative epidemiological research methodologies, with
few prominent examples of studies accentuating lay
experiences and knowledge. Research presents an
opportunity for lay perspectives to influence future
action on social contexts shaping this health inequity; a fundamental element for an empowerment
approach to equity. Critical sociological examinations of the mechanisms producing this health
inequity are likewise wanting, an oversight given the
potential for such an approach to improve effectiveness of health equity policy interventions.83
Improving social and economic participation
of people with mental illness is a priority action
area for the current Roadmap for National Mental
Health Reform 2012 – 2022.84 This plan emphasizes
social inclusion strategies, improving multi-sectoral
collaboration, and addressing homelessness.85 However, these same issues have persisted through three
decades of human rights enquiries, advocacy campaigns, and mental health strategies.86 Furthermore,
across the disability sector more broadly, there has
been acknowledgment of inadequacy and inequity
in provision and coordination of services, with
recognized impact on the human rights experience for people with disabilities.87 To move toward
addressing these complex issues, the National Disability Insurance Scheme (NDIS) is a new initiative
designed to improve equity, accessibility, and choice
for provision of disability services, with incremental
implementation currently progressing throughout
Australia.88 People with severe mental illness are
eligible to access the NDIS and it will be valuable to
monitor the impact of this program on their health
and human rights experience into the future.
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Conclusion
A contemporary public health perspective incorporates a range of health determinants, providing greater
recognition of multiple mechanisms of inequity in the
experience of physical illness and premature mortality for people with severe mental illness. However, this
understanding has not yet translated to better health
and well-being for this population. It could be argued
there has been improvement in social participation
and quality of life for people with severe mental illness
in comparison to an earlier era of institutionalization,
and there are notable examples of programs and
initiatives nationally to address the physical health
needs of this population in Australia. Yet greater
recognition of the entitlements and expectations of
people with severe mental illness is needed, together
with a committed response to confronting physical
health inequity and persistent marginalization to
advance the human rights agenda for this population
in Australia.
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