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Executive Summary 
 
 

The window of highest onset of mental illness  
is between the ages of 12 and 25 years. The onset 
of mental illness brings with it greater risks of 
poorer physical health outcomes, including sexual 
and oral health. Despite the increased need to 
provide holistic health service following the onset 
of a mental illness, this illness often becomes  
the single focus, to the detriment of a young 
person’s physical and sexual health.

The type and level of physical health effects 
will vary among young people and according 
to the type of illness they suffer from. Physical 
effects may not be immediately obvious, with 
many effects evident at a later age due to the 
accumulated risk of poor diet and/or lack of 
activity, along with higher rates of smoking, 
drinking or other drug use among young people 
with a mental illness. Negative physical health 
effects of medications prescribed for treating 
mental illnesses add to the challenge.

The interplay between mental and physical health 
is illustrated in the role nutrition and physical 
activity can play in treating mental illness, along 
with the reduction or cessation of alcohol/other  
drug use. Early interventions that improve 
behavioural aspects may minimise the severity of 
mental illness and the required level of treatment.

Greater understanding of the physical health 
effects of mental illness will provide the 
foundation on which public health policies, 
prevention programs and increased early 
intervention can be developed. To adequately 
address the poorer physical health outcomes for 
young people with a mental illness will require the 
integration of a broader range of health services, 
including access to allied health professionals, 
such as dieticians, exercise physiologists and 
sexual health nurses. The development of 
evidenced-based treatment approaches to the 
physical health of young people with a mental 
illness will require changes to service delivery 
models, increased workforce training and 
collaboration at all levels of care.
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Federal leadership is required to drive the  
design and implementation of holistic health  
care for young people with a mental illness.  
The disparity in resource capacity between  
States and Territories demands efficient 
coordination of health planning and information 
services. Improved service engagement with 
young people is required to realise the available 
benefits for the individual and the community. 
Improvements have already been achieved in  
the implementation of the youth-specific 
headspace services and increasingly through  
the development and application of new  
technologies (mobile and online platforms). The 
Australian government will work with States and 
Territories to achieve the integration of mental 
health services through the Fifth National Mental 
Health Plan.

While the physical and sexual health risks  
for young people with a mental illness are known 
and the steps needed to be taken are evident,  
the size of the problem and the extent of the 
required service improvement and expansion has 
yet to be accurately quantified. Improved data 
collection on the interplay between the mental, 
physical and sexual health of young people and 
the extent of the problem is required. Further 
research to economically evaluate available and 
emerging treatments is also required to inform 
policy development in this area.

This policy white paper identifies opportunities to 
improve the for physical, sexual and mental health 
services for young people in three areas: policy, 
health services and data monitoring and research. 

 Physical and mental wellbeing is often difficult 
to define and measure using objective measures 
such as mortality, morbidity, or disability and activity 
limitations. Health is more than just the presence 
or absence of disease, or activity and participation 
restrictions, and it is well recognised that health 
needs to be defined more broadly.
Young Australians: their health and wellbeing 2011
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Future directions

This policy white paper has identified a number of 
opportunities that reflect the gaps in knowledge, 
available resources, workforce capacity and 
service delivery available to address the effects 
and accumulated risk to the physical and sexual 
health of a young person with a mental illness.

These opportunities fall into three areas: policy, 
services and data monitoring and research.

Policy
Opportunity Mechanism

A specific chapter planning for the direction and provision of mental 
health services for 12–25 year olds in the forthcoming Fifth National 
Mental Health Plan would provide an opportunity to articulate 
measurable actions to deliver early interventions and treatment of the 
wider health implications for young people with a mental illness.

Council of Australian 
Governments – Fifth 
National Mental Health 
Plan

Smaller States and Territories have limited resources to establish 
and maintain websites with accessible information for young people. 
Consideration should be given to integrating State and Territory 
resources and services into the Australian Government’s digital mental 
health gateway.

Department of Health

There is a need to ensure that all young people have a sound level of 
literacy around their sexual health and wellbeing. Consideration should 
be given to developing a national curriculum for sexual health and 
wellbeing programs to ensure all secondary students receive the same 
level of education.

Council of Australian 
Governments,  
Department of Health
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Services
Opportunity Mechanism

The Australian government has announced a packaged care policy for 
people with a severe or complex mental illness. A targeted Youth Health 
Management Plan (YHMP) to increase monitoring and treatment of the 
wider health of young people with mental ill-health could be trialled by 
GPs over three years as part of this policy. A range of allied health and/or 
nursing services would need to be available through the YHMP including: 
sexual health nurses, social workers, exercise physiologists, accredited 
dieticians and dental nurses/hygienists, or dental assistants.

Primary Health Networks, 
Department of Health

headspace centres from ten Primary Health Networks which have 
General Practitioners on staff should be chosen as trial sites for the 
inclusion of a dietician, exercise physiologist and sexual health nurse to 
provide physical and sexual health monitoring and treatment for young 
people with a diagnosed moderate mental illness.

Primary Health Networks, 
headspace

Mental health nurses play an important role in the management of 
people’s mental health treatment. This role should be expanded to 
include accredited training in the monitoring of physical and sexual 
health symptoms. Incentives for nurses to undertake this training could 
be considered.

Council of Australian 
Governments, Australian 
College of Mental Health 
Nurses

Training in the monitoring and treatment of physical and sexual health is 
required for all disciplines working in public, private and non-government 
mental health services. Professional Bodies and the Australian Health 
Practitioner Regulation Agency need to make continuing professional 
education in this area a requirement of their membership and 
registration eligibility frameworks for related disciplines.

Australian Health 
Practitioner Regulation 
Agency, Professional 
Bodies

The side-effects of some medication used to treat mental illness can 
contribute to poor physical and sexual health outcomes young people. 
Drugs with fewer, or lower, negative physical or sexual effects on a young 
person’s health should be first-line options when determining treatment 
for young people.

Professional Bodies

The HeAL statement on the holistic treatment of young people with 
psychosis provides a model that could be extended to depression and 
personality disorders. The HeAL statement includes five-year targets for 
achieving improved physical health outcomes for young people. Options 
include:

• Active approaches to booking appointments and sending reminders.

• Routine annual full physical (including oral/dental) examinations for 
young people commenced on medication.

• Training in physical healthcare monitoring to be provided to mental 
health clinical teams.

• Incorporation of the importance of physical healthcare monitoring in 
training curricula for students in mental health and allied professions.

Department of Health, 
Professional Bodies, 
Universities
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Data monitoring and research
Opportunity Mechanism

Three options exist for improving the collection of data on the mental, 
physical and sexual health of young people.

• A specific survey of 12–25 year olds focused on issues relevant to 
this age group (including health, lifestyle, education and training) to 
provide an accurate picture and inform policy development.

• An expanded sample and questionnaire in the third National Survey of 
Mental Health and Wellbeing (anticipated in 2017) including:

 › schizophrenia, schizophrenia spectrum and personality disorders 
within the mental illness categories;

 › greater collection of physical health data; and

 › a sexual health component.

• Extend the Mental Health Survey of Australian Children to include 
young people up to the age of 25 years and increase the sample of 
Aboriginal and Torres Strait Islander people (urban and regional/
remote) and hard to reach and at risk groups of young people.

Australian Institute of 
Health and Welfare, 
Australian Bureau of 
Statistics

eHealth products and services utilising mobile and online platforms are 
delivering new opportunities for efficiency and improved engagement 
with young people. This possibility is to be harnessed by the Australian 
government through a proposed digital gateway to mental health 
services. The speed with which new programs can be developed 
demands that measurable outcomes remain a focus. The use of new 
technologies to deliver ehealth requires a system of evaluation and 
accreditation.

Orygen, The National 
Centre of Excellence in 
Youth Mental Health, 
National Drug and Alcohol 
Research Centre

More research is needed to measure and identify which interventions 
work for identifying and providing effective early treatment for potential 
physical and sexual health issues for young people with a mental illness 
and to centrally curate existing evidence.

Orygen, The National 
Centre of Excellence in 
Youth Mental Health, 
National Health and 
Medical Research Council
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Early intervention in the  
care of the physical health  
of young people with  
a mental illness will support 
recovery in the short-term,  
with long-term benefits.



What do we know  
about health?

 Adolescence, with its rapid physical, mental and hormonal 
changes, can trigger risky behaviours around smoking, alcohol  
and poor diet that can lead to chronic health problems as adults. 

New South Wales Health 2014, p. 14

Most of us take our physical health for granted. 
Aside from a winter cold, perhaps we have an 
occasional complaint that is quickly resolved  
or we accept some changes and pains as part 
of the ageing process. For most young people, 
their self-perception is one of good health. Self-
reporting by people aged 15–24 years found that 
93% rated their health as ‘good’, ‘very good’ 
or ‘excellent’, higher than any older age group 
(Australian Institute of Health and Welfare 2011).

For young people who suffer from mental ill-
health, however, their physical health is less 
robust. In Australia a quarter of people aged 
12–25 years will experience a diagnosable mental 
disorder in any one year (Australian Bureau of 
Statistics 2010). Yet, when health care is accessed 
the interaction between a person’s mental health 
and their physical and sexual health is often 
overlooked. Once a young person’s mental health 
is being treated the focus of health professionals 
on their physical health has been found to decline 
(Mai et al. 2010). There is a singular focus on 
treating mental health symptoms. This contributes 
to an increased rate of experiencing poor physical 
health among this group, as well as to the 
accumulation of risk for increased physical health 
problems and premature mortality in the future.

The overlap and interplay of a person’s physical 
and mental health requires a holistic approach 
to health care that considers the whole person. 
For young people, the importance of access to 
integrated health services is underlined by the 
range of changes that occur, at times quickly, 
during adolescence.

While a variety of physical and biological changes 
take place in the transition to adulthood, health 
and social behaviours are also being established. 
Compounding the health risks during this stage 
of development is the peak in onset of mental 
ill-health. The highest rate of onset mental illness 
occurs between the ages of 12 to 24 years (Kessler 
et al. 2005).
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AGE OF ONSET FOR MOST COMMON MENTAL HEALTH CONDITIONS  
(CUMULATIVE PROPORTION)
Source: Budget 2011-12: Delivering better hospitals,  
mental health and health services (Australian Government 2011)
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There is also evidence of an increased risk for 
marginalised groups in this age range. Among 
Aboriginal and Torres Strait Islander youth the 
burden of disease is higher, an unacceptable 
disparity attributed to ‘high rates of mental 
disorder, substance use and injury’ (Australian 
Institute of Health and Welfare 2011). A high rate 
of mental illness among young people who are 
homeless, together with negative experiences of 
the health system (Department of Health 1997), 
increases the risk of serious physical and sexual 
health issues. High rates of sexual assault and 
participation in sex work or ‘favours’ among this 
group further increases the sexual health risks 
they face (Morrison 2009). Young people who 
are lesbian, gay, bisexual, transgender or intersex 

have higher rates of alcohol and other drug use 
and mental health issues, which increase the risks 
of poorer physical and sexual health outcomes. 
These increased health risks and relatively 
poorer health outcomes have been attributed to 
experiences of discrimination and abuse (National 
Mental Health Commission 2014b).

A heightened risk of mental ill-health among 
people aged 12–25 years and the corresponding 
risk to their physical and sexual health highlights 
the need for a comprehensive approach to youth 
health care. The increased risk for marginalised 
groups requires that health services engaging  
with these young people are resourced to ‘cover  
all the bases’.

AGE
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Mental health
A national picture of mental ill-health among 
young people in Australia is provided by the 
National Survey of Mental Health and Wellbeing 
(NSMHW) (Australian Bureau of Statistics 
2010). While bipolar disorder was included in the 
survey, schizophrenia, schizophrenia spectrum 
and personality disorders were not included. 
Conducted by the Australian Bureau of Statistics 
(ABS) in 2007, the survey included some 
questions about people’s physical health.

More than a quarter of 16–24 years olds (26.4%) 
were identified as having ‘met the criteria for 
lifetime diagnosis and had symptoms’ for a mental 
disorder in the 12 months prior to interview. 
Among young people with a mental illness, almost 
six in ten (58%) had an anxiety disorder, 24%  
had an affective disorder and nearly half (48%) 
had a substance use disorder. These proportions  
add up to more than 100%, indicating that many 
young people with one mental illness meet criteria 
for two or more disorders.

Young women were more likely to have a mental 
disorder (30.1%) compared with young men 
(22.8%). Anxiety (72%) and affective (28%) 
disorders were more prevalent among women 
than men (41% and 19% respectively). Young men 
were more than twice as likely to have a substance 
use disorder (68% compared with 33%).

Although not all psychotic illnesses were measured 
in the NSMHW a nationally representative sample 
of people living with psychotic illnesses was 
gathered in the Survey of High Impact Psychosis 
(SHIP) study in 2010 (Morgan et al. 2011). This 

study found that almost two-thirds (64.8%) of 
people experience their first psychotic episode 
before the age of 25 years. For the majority of 
people the onset is gradual, providing a realistic 
opportunity for early intervention.

General practitioners play a central role in the  
care of people with a psychotic illness. Most  
GPs (86.5%) treat patients in collaboration with  
a mental health team. In comparison, only a third  
of SHIP participants had been treated by a GP  
for physical (metabolic, cardiovascular or kidney) 
disorders, of which one in ten (11.4%) had been 
referred for specialist treatment. There is evidence 
that the physical health of young people with  
a mental illness is not receiving the attention  
or treatment required.

Personality disorders are another form of mental 
illness that have a detrimental effect of people’s 
physical and sexual health, as well as their 
interpersonal and adaptive functioning. The 
lifetime prevalence of personality disorders in 
Australia has been estimated at 6.5% of the adult 
population (Jackson and Burgess 2000). Younger 
people have been found to be at greater risk of 
having a personality disorder. The prevalence 
of severe borderline personality disorders in 
teenagers has been found to be the range of 0.9% 
and 3%, extending to 10.8% if moderate cases 
are included (Chanen et al. 2007). The level of 
available evidence of the specific health effects  
of personality disorders is not as developed 
though as it is for depression and psychosis  
(Quirk et al. 2015b).

The ABS survey of the mental health of young people used three categories of mental disorder. 
These categories ‘were considered to have the highest rates of prevalence in the population and 
that [are] able to be identified in an interviewer based household survey’.  
The categories of mental disorder were:

Anxiety disorders (panic disorder, agoraphobia, social phobia, generalised anxiety disorder, 
obsessive-compulsive disorder and post-traumatic stress disorder)

Affective (mood) disorders (depressive episode, dysthymia and bipolar disorder)

Substance Use disorders (alcohol harmful use, alcohol dependence and drug use disorders)
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Physical health
People with a mental illness experience higher  
rates of physical illness than the rest of the 
population and die up to three decades 
earlier. Risk of poor physical health outcomes 
accumulates from the earliest stages of mental 
illness, thus making physical health care a central 
issue in early intervention for mental illness. 
Poorer physical health and premature mortality 
are noted across the diagnostic spectrum 
(McCloughen 2012). The link has been recognised 
by clinicians, clients, researchers, governments 
and health departments for a number of years.  
For example, the Fourth National Mental Health 
Plan stated that more needs to be done to:

 …lower the risk factors and improve 
the management of physical illness in 
those who suffer mental health problems. 

Australian Government 2009, p. 65

The National Mental Health Commission’s 2012 
Report card found (again) that the link between 
poorer physical health and mental illness is being 
effected by an imbalance in the provision of health 
care in Australia.

 On a daily basis, care is being 
compromised by the unequal status and 
treatment of mental health and physical 
health conditions. 

National Mental Health Commission 2013, p. 33

Despite this, there is evidence that the problem  
is becoming worse rather than better (Lawrence  
et al. 2013). There continues to be a shortfall in  
the provision of physical health care for young 
people with a mental illness. Early intervention  
in the care of the physical health of young people 
with a mental illness will support recovery in the 
short-term, with long-term benefits.

Rates of activity and obesity
The NSMHW includes data on the physical  
health of young people with a mental illness.  
This group are more likely to have low or 
sedentary levels of exercise. The disparity is higher 
among women (69% reported low or sedentary 
levels of exercise) than men (54%). Almost three 
in ten young people (29%) with a mental illness 
were overweight or obese. The incidence was 
highest among people with an affective disorder 
(35%) and slightly more prevalent among men.

The SHIP study provides further data (for an  
adult population) on the physical health of 
people with psychosis. Three-quarters of survey 
participants (73.4%) were overweight or obese. 
One-third of participants (33.5%) were classified 
as sedentary, while the remainder reported  
a low level of activity in the week before the 
survey. Older respondents were more likely  
to be sedentary than 18–34 year olds.

There is also a link between personality disorders 
and poorer physical health outcomes. There is 
an increased likelihood of poor life outcomes 
among people with co-occurring physical health 
conditions and borderline personality disorder 
compared with those with the mental disorder 
alone (El-Gabalawy et al. 2010). A study of 
adults in the US found a link between personality 
disorders and diabetes and gastrointestinal 
diseases. There was also a link between some 
forms of personality disorders and cardiovascular 
disease and/or arthritis in adults aged under  
55 years (Quirk et al. 2015a). The lack of evidence 
for personality disorders and young people 
compared with depression and psychosis points 
to the need for further research. It was recognised 
by the authors of the study that the incidence of 
physical illness among people with personality 
disorders may be influenced by unhealthy 
lifestyles and alcohol/other drug use.
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Alcohol and other drugs
The physical health of young people with a mental 
illness will also be affected where there is alcohol 
and other drug use. The proportion of people with 
a mental illness who use tobacco differs by age. 
Amongst 13-17 year olds with a major depressive 
order the rate is 24.4% (Lawrence et al 2015) and 
increases to 38.1% for 16-24 year olds (Australian 
Bureau of Statistics 2010) and 69.9% for 18–34 
year olds with a psychotic illness (Morgan et al. 
2011). More than a third (34.3%) of 13-17 year 
olds had consumed alcohol in the 30 days prior to 
being surveyed and were more than three times 
as likely to have used cannabis. Almost a quarter 
(24%) of 16–24 year olds in the older NSMHW 
reported consuming alcohol three or more days 
a week and 17% used other drugs at least once 
a day. A majority of 18–34 years olds with a 
psychotic illness (SHIP) had a lifetime history of 
alcohol (54.7%) and/or cannabis (64.3%) use or 
dependence.

Based on self-reported rates of smoking and the 
prevalence of mental illness among young people 
it can be estimated how many cigarettes young 
people with a mental illness smoke. Data from the 
Australian Institute of Health and Welfare (AIHW) 
shows that 12–24 year olds reported smoking 40 
million cigarettes each week in 2013 (Australian 
Institute of Health and Welfare 2014b). People 
who smoke are almost 50% more likely to self-
report mental illness (Australian Institute of 
Health and Welfare 2014b) and the prevalence 
rates of mental illness for young people have been 
found to be 26% in 16–24 year olds (Australian 
Institute of Health and Welfare 2011) and 14% in 
12-15 year olds (Sawyer M G et al. 2000). It can be 
estimated that young people with mental illnesses 
may smoke approximately 14.7 million cigarettes 
each week (or 5% of all cigarettes smoked).

In addition to the long-term health impacts of 
such consumption, the financial cost of smoking 
is considerable for young people with mental 
illnesses. On the basis of the $14 billion being 
spent annually by households on cigarettes and 
related products (Australian Bureau of Statistics 
2015), estimated consumption by young people 
with mental illnesses would equate to a cost of 
approximately $700 million each year. These 
figures may be an underestimate, however, as they 
do not adjust for the fact that people with mental 
illnesses on average smoke more cigarettes than 
other people who smoke.

The customs and excise on cigarettes was 
$0.36 per cigarette in 2013 (Scollo 2013). The 
government, therefore, collected an estimated 
$274 million from young people with a mental 
illness, almost offsetting the approximately 
$300 million spent on disability support payments 
to young people aged 16–24 in 2014 (National 
Mental Health Commission 2014a, Department 
of Social Services 2013). When all taxes relating 
to cigarette consumption are accounted for, those 
paid by young people aged 12–24 with mental 
illnesses in 2013 may have been $424 million.

Medication
Medication used to treat mental illness can 
contribute to poor physical health outcomes. 
For example, some medications are known 
to cause significant weight gain. While most 
of the research on this weight gain has been 
conducted in populations of older adults, more 
recent research has shown that young people are 
particularly susceptible to weight increase due to 
these medications. These medications are used to 
treat psychotic illness, but are increasingly being 
prescribed for non-psychotic illnesses. Increases 
in overweight and obesity in this group is a direct 
contributor to an increased risk of diabetes, 
cardiovascular disease and metabolic syndrome.

The poorer physical health of people with mental 
ill-health contributes to their lower life expectancy. 
The onset of physical ill-health related to a mental 
illness may be delayed, perhaps until adulthood, 
following the onset of mental health issues as a 
young person (McCloughen 2012). This delay 
highlights the need for, and the challenge of, 
developing early interventions to improve physical 
health outcomes among an age group who may 
not be experiencing negative effects on their 
physical health.

Physical health care is the focus of much of the 
primary health system. Once a mental illness 
is diagnosed, however, this health issue quickly 
becomes the principal focus, with physical health 
care falling aside. The imbalance in treatment 
needs to be addressed through a holistic approach 
to a young person’s health. For young people this 
includes their sexual health.

14 PHYSICAL CHALLENGE: WIDER HEALTH IMPACTS  
FOR YOUNG PEOPLE WITH A MENTAL ILLNESS

WHAT DO WE KNOW  
ABOUT HEALTH?



Sexual health
Along with the physical development and 
higher rate of onset mental illness occurring 
between the age of 12 and 25 years is a person’s 
sexual development. Sexual development 
includes increased sexual exploration, intimate 
relationships and the forming of a sexual identity. 
Providing sexual health care for a young person 
with a mental illness will need to consider 
the roles of, and interaction between, sexual 
attraction, behaviour and identity. For many young 
people this development will see the initiation of 
sexual interactions with others, which increases 
the importance of sexual health care.

The increased risk for young people with a mental 
illness who are homeless, engage in sexual 
favours or exchange, participate in sex work or 
have a history of sexual abuse, requires specific 
policy attention. Existing practices frequently 
include sexual trauma in initial assessments of 
young people presenting with a mental illness. 
Consistency is important in this practice, 
especially among general practitioners who may 
not be regularly engaging with young people in 
these situations.

A good resource for the sexual health care  
of young people with mental health issues has 
been produced by Orygen Youth Health with 
contributions from Family Planning Victoria, 
Rainbow Network, Zoe Belle Gender Centre 
Inc. (ZBGC) and Platform. The booklet, Beyond 
Awkward, (Orygen Youth Health) is a resource  
for mental health clinicians but provides accessible 
information on the issue of sexual health as it 
relates to young people with mental ill-health.  
The booklet was a primary reference for the 
following section.

Sexual behaviour
An active sex life brings added health risks and 
the need for protected sex. Younger people 
(13-17 years) with a major depressive disorder 
were more than three times as likely to have had 
sexual intercourse compared with people with no 
diagnosed disorder (Lawrence 2015). While sexual 
health care for young people with a mental illness 
has often focused on the prevention of unwanted 
pregnancy, the risk from sexually transmissible 
infections (STIs) is a larger health concern. The 
sexual health and safety of young people with a 
mental illness is founded upon an understanding 
and maintenance of physical and psychological 
boundaries.

Risky sexual behaviour is high among 
young people, and as a result they have a 
disproportionately higher incidence of sexual  
ill-health. 13-17 year olds with a major depressive 
disorder are 1.5 times less likely to have used 
a condom and slightly more likely to have 
used alcohol or other drugs prior to having 
sex (Lawrence 2015). Among sexually active 
students four in ten (39%) report that they only 
’sometimes’ use a condom when they have sex. 
Seventeen per cent of sexually active students 
were ‘drunk or high’ the last time they had sex. 
Sexual intercourse was reported by a third of 
students, of whom a quarter indicated that at 
some time they had had sex when they did not 
want to (Mitchell et al. 2014). Many young people 
are sexually active, making their sexual health an 
important component of a holistic approach  
to youth health.

There are higher rates of STIs among younger 
Australians compared with the general population. 
For example, 15–29 year olds account for 
approximately 82% of chlamydia notifications 
(Australian Bureau of Statistics 2012). For young 
people with a mental illness the risk of infection 
is increased by the link between mental ill-health 
and sexual risk-taking behaviours (Edwards et al. 
2014). An Australian study of 15–18 years olds 
found higher rates of lifetime sexually transmitted 
infections in people with a borderline personality 
disorder compared with other personality 
disorders and no such disorder (Chanen et al. 
2007). A correlation between mental ill-health 
and sexual risk-taking behaviours increases 
the risk of infections. Alcohol and other drug 
use is an additional risk factor (Edwards et al. 
2014). The picture of risk reinforces the need for 
coordinated approaches to youth health policy 
that encompasses all aspects of their health.

Sexual identity
A young person’s sexual development includes  
the formation of sexuality and sexual identity, 
which can include same sex attraction. When  
a young person feels their identity is 
acknowledged and valued their mental health  
will benefit. While impressions of social and  
peer respect for an individual’s identity cannot  
be readily controlled, a mental health clinician  
is in a position to support a person’s sexual and 
mental health in the manner they respond to 
expressed sexual identity.
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The various aspects of sexual development  
and health occurring at this age are a further 
challenge for young people with a mental illness. 
It is important that a young person’s sexual health 
does not fall to a distant third priority behind their 
mental and physical health.

Oral health
There are a range of risk factors for a person’s  
oral health that can be linked to their mental 
health and accumulated physical health effects. 
People with a serious mental illness (i.e., 
schizophrenia, bipolar disorder) have higher  
rates of oral and dental health problems. Pain  
and discomfort and dental-related stigma are  
also issues that affect a person’s quality of life.  
A range of oral and dental health effects are  
linked with associated health issues for young 
people with a mental illness, such as tobacco  
use, poor diet and alcohol/other drug use.

Overall, there is limited literature on the oral 
health risks for people with severe mental illnesses 
(Happell et al. 2015). Oral health issues for 
people with a severe mental illness include a risk 
of complete tooth loss three times that for the 
general population (Kisely et al. 2011). However, 
the evidence of the link between poorer oral health 
and schizophrenia (McCreadie et al. 2004) is 
less conclusive when fluoridation is accounted for 
(Abdellatif 2012). Xerostomia (dry mouth) can 
be caused by tobacco use and poor diet (both 
common among persons with a severe mental 
illness) and antipsychotic medication.

A survey of mental health nurses examined the 
impact of severe mental illness on oral health 
(Happell et al. 2015). A majority of mental health 
nurses (71.4%) considered that the greatest gap 
between people with a mental illness and the 
general population was in oral/dental health. 
Approximately half the nurses surveyed reported 
giving advice on dental health to their patients.

Due to the accumulated risk of poor oral health 
the symptoms are less likely to arise for young 
people with a mental illness. The risk of poor 
dental health and psychosis treatments points 
to the potential of early intervention in the oral 
health care of young people diagnosed with 
psychosis. To achieve the provision of adequate 
early intervention and treatments will require 
increased access to dental nurses. Dental nurses 
need to be included in the suite of allied health 
services included in the proposed Youth Health 
Management Plan.

The physical and sexual 
health of young people  
with a mental illness
Existing research and available data shows that 
young people with a mental illness have increased 
physical and sexual health issues. These health 
needs cannot be treated in isolation, there is an 
interaction between the mental, physical and 
sexual health of a young person.

At risk groups
A young person’s circumstances can make them 
more vulnerable to poor health outcomes. Factors 
are varied, but demonstrate the influence of social 
and cultural factors and personal histories and 
circumstances on a person’s health. The range of 
people’s experiences may contribute to the risk of 
mental illness and also the level of treatment they 
may receive. Existing disparities in the physical 
and sexual health risks of marginalised young 
people are likely to be exacerbated by mental 
ill-health.

At risk groups include young people who:

• are Aboriginal and Torres Strait Islanders;

• live out of home, in foster care or are homeless;

• have had contact with the justice system;

• are lesbian, gay, bisexual, transgender  
and intersex;

• are from a culturally and linguistically diverse 
(CALD) community.

The interaction of physical, sexual  
and mental health
For young people with a mental illness their 
physical and sexual health becomes a greater 
issue. The issues are complex and can depend  
on the type of illness and treatment received.  
For people suffering depression and anxiety, 
nutrition and physical activity can form early 
interventions to address their mental ill-health, 
whereas the side-effects of some medications  
for psychosis can result in rapid weight gain 
impacting on the physical health of a young 
person. Some medications prescribed for mental 
illnesses can also decrease sexual desire and 
cause erectile dysfunction and vaginal dryness 
(Orygen Youth Health).
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For young people with a mental illness, the 
physical and sexual health risks they face 
represents an accumulation of health risks. The 
interaction between a person’s mental health and 
their physical and sexual health makes addressing 
all aspects of a person’s health necessary, and 
ignoring one or both in focusing on mental health 
symptoms disregards this accumulated risk.

Recognition of the need for a holistic health focus 
for people with a mental illness was identified in  
the National Review of Mental Health Programmes 
and Services. The review stated that the ‘appalling’ 
physical health of people with severe mental 
illness makes the integration of primary physical 
and mental health a logical policy direction 
(National Mental Health Commission 2014a). 
While the report recognises the increased 
mental health issues for lesbian, gay, bisexual, 
transgender or intersex people, the absence of 
discussion regarding sexual health reflects a 
lack of coordinated sexual health care within 
existing mental health programs and services.

The prevalence of alcohol and other drug use  
by young people further illustrates the need  
for a complete approach to health care for  
young people. The use of alcohol/other drugs  
can have long-term effects on a person’s  
physical and mental health. The higher use  
of alcohol/other drugs by young people with  
a mental illness also increases the likelihood  
of risky behaviour, with potential consequences 
for their physical and sexual health.

For further information see the Orygen,  
The National Centre of Excellence in Youth  
Mental Health policy white paper: Two at a time: 
alcohol and other drug use by young people with  
a mental illness.

Interventions and consequences
The consequences of some treatments for mental 
illness can include rapid weight gain, onset of 
diabetes and sexual dysfunction. The potential 
for such consequences highlights the need 
for including physical and sexual health care 
alongside mental health treatment. Similarly, 
the role of physical activity and nutrition as an 
intervention for some forms of mental illness 
reinforces the need for providing complete  
health care for young people.

There is a high probability that a young person’s 
mental ill-health will have negative effects on 
their physical and/or sexual health. Given the 
health risks associated with mental ill-health, 
more needs to be done to draw attention to these 
issues and provide access to information and 
help. Despite the name, headspace: The National 
Youth Mental Health Foundation is based on 
four pillars of support for young people: general 
health and wellbeing; mental health; alcohol 
and other drugs; and education, employment 
and training. These pillars provide scope for the 
provision of information about, and services for, 
a young person’s physical and sexual health. 
The integration of headspace with other youth 
services identified by the Australian government 
has the potential to increase awareness of mental, 
physical and sexual health issues and services for 
young people.
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Summary
Young people can face many health issues in 
the transition to adulthood. While health issues 
may have been categorised in the past, there is 
increasing evidence of the interaction between 
mental health and other aspects of a person’s 
health. For young people with a mental illness 
there is an accumulation of physical and sexual 
health risks, some of which may not become 
evident until later in life.

This interaction is recognised in public health 
literature; for example the Linking physical and 
mental health care…it makes sense brochure 
from NSW Health (New South Wales Health 
2009), which is available in 11 languages (Health 
Translations Online Directory 2015). While  
there is recognition of these links, and policy 
reports have repeatedly identified the need to 
address mental and physical health together 
(the need to also include sexual health is less 
frequently recognised), health services are not  
yet adequately treating the whole person.

Opportunity Mechanism

Three options exist for improving the collection of data on the mental, 
physical and sexual health of young people.

• A specific survey of 12–25 year olds focused on issues relevant to 
this age group (including health, lifestyle, education and training) to 
provide an accurate picture and inform policy development.

• An expanded sample and questionnaire in the third National Survey of 
Mental Health and Wellbeing (anticipated in 2017) including:

 › schizophrenia, schizophrenia spectrum and personality disorders 
within the mental illness categories;

 › greater collection of physical health data; and

 › a sexual health component.

• Extend the Mental Health Survey of Australian Children to include 
young people up to the age of 25 years and increase the sample of 
Aboriginal and Torres Strait Islander people (urban and regional/
remote) and hard to reach and at risk groups of young people.

Australian Institute of 
Health and Welfare, 
Australian Bureau of 
Statistics
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With the increased onset of mental illness between the ages of  
12 and 25 years comes greater risk of poor physical health outcomes, 
including sexual and oral health. While these wider health effects may 
not be immediately apparent, an accumulation of risk will contribute 
to poorer health prospects and reduced life expectancy.

The complexity of interacting health factors is not sufficiently 
measured in health data presently collected for young people. 
To accurately determine the effects of mental health on a young 
person’s physical and/or sexual health and develop programs and 
policies to address these health issues improved data collection  
is required.

Greater understanding of the physical health effects of mental illness 
is necessary to ensure better health outcomes and future prospects 
of young people. This understanding will be the foundation for 
the development of public health policies, prevention programs, 
increased early intervention and service delivery models, workforce 
capability and holistic treatment for young people.

IMPLICATIONS
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The challenge of developing  
a holistic health policy for  
young people with a mental  
illness is heightened by the  
different effects and needs  
of different illnesses.



Different illnesses;  
different needs

The increased accumulation of physical and  
sexual health risks for young people with a mental 
illness highlights the importance of monitoring 
and treating each aspect of a person’s health.  
The challenge of developing a holistic health  
policy for young people with a mental illness  
is heightened by the different effects and needs  
of different illnesses.

Within the scope of this policy paper a number  
of factors shaping the health of young people  
with a mental illness are considered. These factors 
are nutrition, physical activity, alcohol/other drug 
use and the side-effects of medication prescribed 
for the treatment of a mental illness. Due to the 
differences in the roles of these factors for different 
mental illnesses they will be considered separately, 
initially in terms of depression and anxiety; 
secondly with regard to psychosis and severe 
mood disorders; and briefly personality disorders 
(reflecting the limited available evidence).

Depression and anxiety
Treatment of depression and anxiety can include 
changes in a young person’s diet and level of 
physical activity. There is also an association 
between depression and anxiety and the use  
of alcohol and other drugs.

Analysis by the AIHW (2012) found that young 
women (aged 16–24 years) with an anxiety 
disorder were almost four times more likely  
to also have a physical health condition (9.5%)  
than young men (2.4%). Rates of comorbid 
physical health conditions and an affective 
disorder (including depression) were lower, 
however, young women (4.3%) were still twice 
as likely to have a comorbid illness compared 
with young men (1.8%). There are limitations in 
analysing the co-occurrence of physical conditions 
and mental illness in young people due to the 
accumulated risk of physical health outcomes  
that may not become evident until adulthood.

Physical activity
Physical activity affects the balance of brain 
chemicals that can affect mood and thinking  
and help grow new brain cells. Among people  
with depression and anxiety there is an increased 
risk of lower levels of physical activity, which  
in turn increases the risk of poorer physical health 
outcomes. It is recommended that someone aged 
12–18 years should exercise moderately for an 
hour over the course of a day, and that those over 
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18 years should exercise for 30 minutes a day. 
Although more than two out of three young people 
engage in some form of physical activity, less 
than half engage in moderate to vigorous exercise 
(Muir et al. 2009). Awareness of current activity 
guidelines among clinicians is mixed (Daley 
2008), therefore, young people with a mental 
illness require specific support from professionals, 
such as exercise physiologists, to increase their 
engagement in physical activity.

Young people with depression or anxiety face 
illness-related barriers such as a lack of motivation 
and energy, which decrease their capacity to 
engage in physical activity (Morgan et al. 2013a, 
Rosenbaum et al. 2015). Although beneficial, 
physical activity may not appeal to someone who 
is depressed or anxious. Promoting opportunities 
and incentives to exercise needs to be presented 
in a variety of ways to appeal to different people. 
Choosing one’s own activities has been shown to 
increase the likelihood of engagement in physical 
activity as part of treatment. Tapping into intrinsic 
(enjoyable, fun, satisfying activities) and extrinsic 
(knowledge on link between activity and mental 
health) motivation is important.

Promoting physical activity is made more difficult 
by the increased prevalence of ‘screen time’.  
Seven out of ten secondary students exceed the 
daily recommended weekday use of computers 
and consoles for communicating with friends, 
playing games and watching television during 
the week, increasing to more than 80% on 
the weekend. Limiting the length of sedentary 
behaviour, particularly through reduced screen 
time, can reduce the risk of adverse physical and 
mental health outcomes for 13–17 year olds  
(Okely et al. 2013).

There is also a link between rates of physical 
activity by young people and participation in 
paid employment or study. There is a lower 
participation rate in physical activity among 
15–24 year olds not in paid work or education. 
This group are 2.4 times less likely to exercise. 
Employed youth are less likely to exercise than 
those studying by a factor of 1.5. Young people 
not working or studying are also more likely to 
experience mental ill-health (Muir and Powell 
2012). The wider importance of participation in 
paid employment or study of young people with 
mental ill-health is beyond the scope of this paper.

For more discussion see the Orygen, The National 
Centre of Excellence in Youth Mental Health  
2014 policy paper: Tell them they’re dreaming:  
work, education and young people with mental  
illness in Australia.

Nutrition
The potential for poorer physical health outcomes 
among young people with depression and anxiety 
is compounded by the quality and consistency 
of their diet. The potential for weight gain as a 
result of reduced activity, poor nutrition and the 
side-effects of some medication prescribed for 
depression and anxiety underlines the physical 
health risks of mental ill-health.

Various approaches have been taken in the study 
of nutrition and mental health outcomes. For 
example, diet quality is related to the health of 
the immune system, which also moderates the 
risk of depression (Sarris et al. 2015) and can be 
an indicator of future mental health (Jacka et al. 
2011). Less attention has been directed at the risks 
of poor nutrition on the physical health of people 
with depressive symptoms and anxiety.

The relationship between depression and anxiety 
and nutrition can become more complex when 
disordered eating manifests as an eating disorder. 
There are particularly strong associations between 
eating disorders and depressive disorders, 
with lifelong comorbidity estimates of 40% for 
anorexia nervosa and 50% for bulimia nervosa 
(Rodgers and Paxton 2014, Surgenor and Maguire 
2013). While this topic is beyond the scope of 
this paper, it is the subject of another policy paper 
from Orygen, the National Centre of Excellence in 
Youth Mental Health: Nip It In The Bud: Intervening 
early for young people with eating disorders.

Alcohol and other drugs
Excessive consumption of alcohol can contribute 
to liver and heart disease, cancer and accidents 
resulting in permanent injury or death. The utility 
of guidelines for alcohol consumption are limited 
for young people. The legal drinking age is 18 
years. The National Health and Medical Research 
Council guidelines for young people (18 years and 
under) is that not drinking alcohol is the safest 
option. However, Guideline 3 states that the 
‘greatest risk of harm from drinking’ is in people 
aged under 15 years and that initiation of drinking 
by 15–17 year olds should be delayed as long as 
possible (National Health and Medical Research 
Council 2015).
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Physical immaturity and inexperience with alcohol 
increase the health risks of alcohol consumption 
by young people. Yet patterns of adolescent 
drinking are mostly at risky levels (Hayes et al. 
2004). Consumption is also higher among young 
people with a mental illness. More than half 
(56.7%) of 16–24 year olds with a mental illness 
consume alcohol at least weekly, compared with 
34% of their peers without a diagnosed mental 
illness (Australian Bureau of Statistics 2010). 
Higher levels of consumption increase the health 
risks of alcohol use by this age group. Alcohol 
use by 12–25 year olds presents an increased 
short-term risk of physical impairment or death 
from risky behaviour and an accumulated disease 
burden in the longer-term.

Smoking is a major risk factor for many serious 
health issues, including coronary heart disease, 
stroke and numerous cancers. Although rates 
of smoking in Australia have been decreasing, 
the rate of smoking among people with a mental 
illness remains higher than for the general 
population. Almost four in ten (37%) 16–24 year 
olds with an anxiety disorder smoke tobacco 
(Australian Bureau of Statistics 2010). While there 
has been a decline in the proportion of Aboriginal 
and Torres Strait Islander people smoking and 
the number of cigarettes smoked, approximately 
a third (32%) of this population were smokers in 
2013 (Department of Health 2015).

For more information on alcohol and other drug 
use by young people with a mental illness refer  
to the Orygen, The National Centre of Excellence 
in Youth Mental Health policy paper: Two at a time: 
alcohol and other drug use by young people with a 
mental illness.

Psychosis and severe  
mood disorders
Many of the secondary effects of nutrition, 
physical activity and alcohol and other drug use on 
the physical health of young people with a mental 
illness discussed above are applicable across 
different mental illnesses. There are, however, 
specific issues for young people suffering from 
psychosis and mood disorders as a result of higher 
than average rates of obesity and smoking.

An overview of the comorbidity of physical  
health conditions and psychosis is available  
for 18– 64 year olds. A snapshot of the nutrition, 
weight and activity of this group illustrates the 
contributing factors to poorer physical health 
outcomes they experience (Morgan et al. 2011).

• Two-fifths (41.5%) had one serve or less  
of vegetables a day and 7.1% did not eat 
vegetables at all.

• Three-quarters (73.4%) were overweight  
or obese, with almost half (45.1%) in the  
obese range.

• One-third (33.5%) were classified as sedentary 
and the remaining two-thirds had a low level  
of activity.

• Two-thirds (66.1%) of participants reported 
being smokers.

• One-quarter reported engaging in risk-taking 
behaviour over the past year as a result  
of their alcohol (26.6%)/other drug use  
(26.5%; excluding tobacco).

Nutrition
The link between diet and mental health 
demonstrates the interaction of physical and 
mental health. For example, severe macronutrient 
deficiencies during periods of development have 
also been linked with psychosis (Sarris et al. 
2015). Among young people with first-episode 
psychosis there is a heightened risk of weight gain, 
extending to obesity. Obesity has been found in 
42–60% of people with schizophrenia and 68% of 
people with bipolar affective disorder (De Hert et 
al. 2011). Obese people have shorter life spans and 
are at increased risk of developing Type 2 diabetes 
and cardiovascular disease. This increased risk 
is due to metabolic syndrome, a constellation of 
health issues including obesity, dyslipidaemia, 
hypertension, and impaired glucose tolerance.
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Metabolic syndrome is found in between  
61% and 68% of people with schizophrenia and 
30% of people with bipolar affective disorder 
(Álvarez-Jiménez et al. 2008a, Morgan et al. 
2013b). In first-episode psychosis, the rate is 
already 13%, double the rate in the general 
population (Curtis et al. 2011). The importance  
of prevention and early intervention is reinforced 
by the difficulty of cardiometabolic remediation.

Physical activity
An increased rate of obesity among young  
people with psychosis can in part be attributed  
to medications used to treat this illness. Therefore, 
there is a role for addressing lifestyle factors as 
part of overall treatment. Physical activity, along 
with nutrition, has the potential to attenuate these 
health risks. The risks of metabolic syndrome  
can be ameliorated with exercise interventions 
(Wu et al. 2007) as well as nutritional counselling 
and cognitive behavioural therapies. In treating  
the physical health of young people with 
psychosis, physical activity and nutrition are 
mutually inclusive.

Alcohol and other drugs
Tobacco smoking, one of the leading causes  
of preventable death and disease in Australia,  
is a considerable physical health risk for young 
people with psychosis. The evidence indicates  
that high rates of tobacco smoking are present  
at the onset of illness. Seventy-three per cent  
of people attending a first-episode psychosis  
clinic in Melbourne were found to be smoking 
daily at admission, increasing to 76% being daily 
smokers 15 months later (Wade et al. 2006).

Among adults with a psychotic illness, 71%  
of males and 59% of females use tobacco  
(Galletly et al. 2012). In other words, for  
males with psychotic illness, the prevalence  
of smoking in 2010 was the same as for the 
general population of males in the 1940s, and 
five times that of the current general population. 
Females in the general population have never 
smoked as much as females with psychosis. 
Higher smoking rates increase the risk of longer-
term health consequences.

Personality disorders
Although the evidence is not as well established, 
there is now a growing body of evidence that 
shows young people with a personality disorder 
have a heightened need for physical health care as 
a result of their mental illness. Poor physical health 
among people with a personality disorder is linked 
with unhealthy lifestyles. A UK study of adults 
with personality disorders found that death from 
natural causes was independently associated with 
severe physical illness (Fok et al. 2014).

Alcohol and other drugs
Young people with a borderline personality 
disorder start smoking at an earlier age compared 
to young people with other forms of personality 
disorders or no disorder. A study of Australian 
young people (15–18 years) found that more  
than half the people with a borderline personality 
disorder met criteria for a tobacco-related disorder 
(Chanen et al. 2007). In the UK, the mortality 
of adults with a personality disorder has been 
associated with alcohol and other drug use.  
Mild use is associated with natural causes and 
severe use with unnatural causes of death (Fok  
et al. 2014).

Summary
The overlap between nutrition, physical activity 
and mental health provides multiple opportunities 
for improving health outcomes for young people. 
Improving nutrition is a potential early intervention 
and therapeutic component in the treatment of 
more advanced mental disorders. Promotion of 
healthy eating is no longer just about physical 
health, but mental health too.

More needs to be done to address smoking 
rates among young people with a mental illness 
and among Aboriginal and Torres Strait Islander 
people. Undermining this objective is a culture 
among some clinicians that accepts or excuses 
smoking by people with a mental illness (Lawn 
2011). While nicotine may calm the nerves or 
improve attention and concentration, effects are 
short-lived, lasting as little as five minutes (Weir 
2013). In contrast, the long-term health risks of 
smoking are considerable, necessitating greater 
efforts to reduce smoking among young people 
with a mental illness.
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The form and magnitude of physical health effects young people 
may experience will be shaped by the mental illness they suffer 
from. These effects can also be shaped by behavioural patterns 
and treatment medications.

Factors influencing a young person’s physical health include 
nutrition quality, levels of physical activity and alcohol and other 
drug use. These factors overlap, with all three contributing to an 
individual’s health outcomes.

Health programs need to reflect this complexity and address all 
aspects of physical health. For example, increased physical activity 
will be more beneficial if it is paired with improved nutrition. 
Tobacco use can no longer be ignored or excused considering  
the accumulated health risks of smoking for a young person.

The gaps in available evidence for different categories of  
mental illness need to be filled to ensure that the physical  
health implications for all young people with a mental illness  
can be addressed.

IMPLICATIONS
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A reluctance to seek help, a shortage 
of available services or barriers  
to access increase the risk that the 
physical and sexual health of young 
people with a mental illness will go 
untreated and potentially develop  
into more severe conditions.



Delivering  
services

The Australian government has announced 
reforms to the funding of primary health care 
services including mental health services. 
From 2016-17 mental health services are to 
be commissioned through 31 Primary Health 
Networks (PHNs). The PHNs will be supported to 
plan services based on local need and have been 
instructed not to duplicate services funded by 
the States and Territories through hospitals and 
community health services. It is important that 
the Australian government, State and Territory 
governments and PHNs work together to provide 
to best care for young people.

Commonwealth
Primary health services are the ‘gateway’ to the 
health system for most people. Seeing a doctor 
about a health complaint or issue begins the 
process of diagnosis and treatment, which can 
draw in specialist services as required. Where 
barriers to seeing a doctor exist, particularly for 
young people, seeking health care may be delayed 
until an acute event results in hospitalisation. Such 
barriers block the potential for early interventions 
for young people.

Young people with a mental illness are more likely 
to turn to family and friends for help (Tylee et al. 
2007). Three out of four young people do not 
access mental health care (Freijser and Brooks 
2013). A reluctance to seek help, a shortage of 
available services or barriers to access increase 
the risk that the physical and sexual health 
of young people with a mental illness will go 
untreated and potentially develop into more 
severe conditions.

Unpublished data from the General Practice 
Mental Health Standards Collaboration Secretariat 
(General Practice Mental Health Standards 
Collaboration 2015) shows that there are high 
levels of mental health training among General 
Practitioners (GPs). Approximately three in four 
registered GPs (76%) have undertaken mental 
health skills training. This level of training is 
required to access certain MBS item numbers for 
the development of mental health treatment plans. 
Evidentially, basic mental health training among 
GPs is high in Australia.

Despite the high rate of mental health training 
among GPs, there is some evidence that the 
additional time required to plan for and manage 
a mental health program is a barrier to providing 
this service. The issue of time constraints has 
been cited by the Royal Australian College of 
General Practitioners (RACGP) in arguing for 
more ‘adequate incentives’ to ensure GPs are 
encouraged to allocate the time and resources 
required for the treatment of mental health issues 
(Freijser and Brooks 2013). Where a GP or smaller 
practice does not have sufficient resources for 
providing mental health services a mental health 
nurse may be able to provide the holistic care that 
young people with a mental illness require.

The ability of GPs to provide mental health care is 
supported by mental health nurses. Mental health 
nurses work with GPs as well as psychiatrists to 
monitor and manage treatment and to make links 
with other services for people with severe mental 
health disorders. The Commonwealth established 
the Mental Health Nurse Incentive Programme 
(MHNIP) in 2007 to support an increase in the 
capacity of the primary care sector to provide 
mental health care, maintain community 
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connections for people with a mental illness and 
to reduce hospital (re)admissions.

An evaluation of the MHNIP was published 
in December 2012 (Healthcare Management 
Advisors 2012). The evaluation found that the 
MHNIP had been successful in achieving the 
improvements in the services the program was 
designed to deliver. These improvements included:

• The levels of care being provided;

• Wellbeing of people with a mental illness;

• A decrease in hospital admissions; and

• Increased involvement in social and education 
activities, including some evidence of increased 
employment.

The evaluation also found that the MHNIP:

 …had a positive impact on medical 
practitioner workloads by increasing their 
time available to treat other patients and 
improve patient throughput. 

Healthcare Management Advisors 2012, p. 57

A cost analysis conducted for the evaluation  
found that the cost of the program approximated 
the savings on reduced hospital admissions, even 
though the cost of the program was higher in non-
metropolitan areas. Among suggested options for 
the program was an examination of why there was 
unmet demand in parts of the country and how 
the program could provide targeted services to 
meet this demand.

The MHNIP has been successful in increasing 
services for people with a severe mental disorder, 
while reducing the workload for GPs and 
psychiatrists. The MHNIP was originally funded in 
the 2006–07 Federal budget, with $118.9 million 
allocated over four years. Although take-up was 
slow to begin with the program has grown and has 
continued to be funded. To manage the growth of 
the program a sessions cap was introduced in May 
2012—this was a cap on total funded sessions, 
not a cap on the number of sessions a patient can 
have. Although funding was provided for existing 
services under the MHNIP in the 2013–14 Federal 
budget (Australian Government 2013), this 
effectively capped growth in the number of mental 
health nurses provided by the program.

The National Mental Health Commission 
identified barriers in the MHNIP, including a 
lack of access to the program by headspace 
services (National Mental Health Commission 
2014a). In response the Australian government 
has announced the MHNIP will be enhanced 
to address geographic inequities (Australian 
Government 2015).

Primary health clinics
Primary health clinics are the frontline delivery 
point for services, such as those provided by 
mental health nurses and GPs. The time and 
resources required to monitor and treat people 
with chronic or complex health needs can place 
pressure on smaller, local clinics. Larger clinics 
have the potential to provide a greater range 
of services for specific physical health issues. 
Consecutive Australian governments have 
implemented successive policies in an attempt  
to improve the delivery of primary health services, 
including the range of services available.

GP Super Clinics
The 2007–08 Federal Budget allocated 
$275.2 million in capital funding over five 
years for 31 GP Super Clinics to ‘improve 
access to primary and chronic health care’. 
Improvements in access to care was achieved 
through co-location of allied health services 
with GPs (Australian Government 2008).

A preliminary review of the GP Super Clinics 
program (seven centres open for less than  
12 months) found that the program had  
‘increased access to primary health care in  
a multi-disciplinary setting’ An indication of  
the demographic make-up of this increase  
has to be inferred from the survey sample. 
Compared with a benchmark of general practice 
patient populations, GP Super Clinics ‘had  
a slightly higher proportion of females, were 
younger, and had a higher proportion of  
Aboriginal and/or Torres Strait Islanders.’ 
(Considine et al. 2012). People aged 18–24 years 
only constituted 10% of the sample, however, 
limiting the conclusions that can be drawn  
about the reported increases among this group.
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Medicare Locals
Medicare Locals were launched to improve the 
coordination and coverage of general practice  
and allied health services. This program expanded 
the GP Super Clinics initiative and included a focus 
on identifying local service gaps and targeting 
services to groups missing out on GP and primary 
care services (Australian Government 2010a).  
The policy included full government funding for 
the delivery of GP and primary health care services 
through Medicare Locals (Australian Government 
2010b).

A negative review of the Medicare Locals policy in 
2013 led the Australian government to replace the 
program with a policy of Primary Health Networks.

Primary Health Networks
PHNs are based on larger regional areas and will 
oversee the coordination of health care sectors. 
PHNs will commission services instead of having 
a direct role in providing services. In the event 
that services do not exist and cannot be attracted 
a PHN may be approved by the Department of 
Health to directly provide services (Australian 
Government 2014).

The very nature of general practice, having to be 
‘everything to everyone’ suggests that dedicated 
youth clinics, be they headspace or a similar more 
holistic health service, could increase the level of 
accessible health services for young people.

Evidence from headspace suggests that this 
service delivery model, although promoted as a 
mental health service, is providing a youth-friendly 
point of access. Overall, a small proportion of 
young people presented with a physical health 
issue (6.6%), with smaller groups reporting 
alcohol and other drug use (1.7%) and sexual 
health issues (1.6%) as their main reason for 
accessing headspace (Rickwood 2014). These 
non-mental health related issues peaked among 
men aged 18–20 years, among who 4.8% gave 
alcohol/other drug use as the main reason, with 
women in this age range identifying physical 
(12.0%) and sexual health (3.9%). This data 
reinforces the potential for providing physical and 
sexual health services through headspace centres. 
Such an expansion would require equipping 
headspace centres with the resources to treat 
physical and sexual health issues.

Opportunity Mechanism

A specific chapter planning 
for the direction and 
provision of mental health 
services for 12–25 year olds 
in the forthcoming Fifth 
National Mental Health 
Plan would provide an 
opportunity to articulate 
measurable actions to 
deliver early interventions 
and treatment of the wider 
health implications for 
young people with a mental 
illness.

Council of 
Australian 
Governments 
– Fifth National 
Mental Health 
Plan

States and Territories
The focus on youth health within State and 
Territory health departments varies along with 
the resources available to fund the staffing and 
delivery of programs and services. The variety 
ranges from specific youth health policies; to a 
limited focus on specific health factors (mental 
health, substance use); and grouping youth mental 
health together with child health policies.

In NSW the new Healthy, Safe and Well: A Strategic 
Health Plan for Children, Young People and Families 
2014–24 (New South Wales Health 2014) sets 
out strategic directions that include addressing 
risk and harm, early intervention, and delivering 
services where and when required.

The strategy identifies which roles NSW Health 
has responsibilities for and where service partners 
will play a role. Early intervention and engaging 
with youth at risk are the responsibilities of 
partner organisations. The workforce, evidence 
base and e-health are cited as a means to 
achieving the strategy.

Existing youth health and wellbeing programs  
in NSW include department support for local 
health networks in implementing policies, 
awareness raising of available services and 
adolescent health training resources for GPs  
and other health professionals.

In Victoria there are youth mental health 
and substance use programs. These include 
government funding for child and adolescent 
mental health services (CAMHS) that collaborate 
with a range of organisations providing contact 
points with young people. These organisations 
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include schools, GPs and health and welfare 
agencies. Projects tackling alcohol and other drugs 
include programs focused on Aboriginal and Torres 
Strait Islander communities and Say When, an 
online information, screen and intervention tool.

Queensland has a number of school-based 
programs. These programs include youth health 
nurses, healthy eating and physical exercise as 
well as support workers for students’ social and 
emotional wellbeing. Access to psychological 
services is by referral. There are Aboriginal and 
Torres Strait Islander Community Health Services 
that provide mental health services. Nutrition 
and exercise programs, such as cooking classes 
and walking groups, are also run by different 
community groups.

Community-based programs like those in Victoria 
and Queensland are also used in Western 
Australia. The importance of an Aboriginal health 
workforce is recognised in the development of the 
WA Health Aboriginal Workforce Strategy 2014–
2024. The strategy focuses upon attraction and 
retention of staff, skill development and workforce 
design, planning and evaluation. An explicit goal 
of attaining 3.2% Aboriginal staff within the WA 
Health workforce requires 100 additional staff to 
be hired annually.

In South Australia and Tasmania websites list 
links to youth health services. The Northern 
Territory Department of Health links to the South 
Australian site. Youth health services in the 
Australian Capital Territory are part of a Women, 
Youth and Children category. The NT provides a 
pragmatic example for providing access to health 
information in a jurisdiction with limited resources. 
Limited resources in many parts of Australia point 
to a need for Federal coordination of a national 
health services website for young people.

Opportunity Mechanism

Smaller States and 
Territories have limited 
resources to establish and 
maintain websites with 
accessible information 
for young people. 
Consideration should be 
given to integrating State 
and Territory resources and 
services into the Australian 
Government’s digital mental 
health gateway.

Department of 
Health

Balancing the focus  
on mental health
Efforts to overcome barriers to accessing mental 
health care have seen the development of 
strategies, policies, specific MBS item numbers, 
training for GPs and the establishment of a specific 
mental health service for young people and most 
recently steps to integrate services at a regional 
level. This focus on mental health care has seen 
improvements in the level of focus, awareness and 
treatment of mental health in the health system. 
While welcome and much needed, this focus has 
overshadowed the continuing deficit in physical 
and sexual health care for young people with a 
mental illness.

The establishment of headspace: The National 
Youth Mental Health Foundation provides a model 
for targeted health services. The headspace model 
is structured around four pillars of support for 
young people. These pillars are:

1. Mental health;

2. Physical health;

3. Alcohol and other drug use; and

4. Employment, education and training assistance.

Although, popularly perceived and promoted 
as a mental health project, the headspace 
concept is designed to be more holistic. The 
model co-locates a range of services to deliver 
more comprehensive support for the health and 
wellbeing of young people. The headspace model 
enables the delivery of physical and sexual health 
care to young people with a mental illness.

The headspace initiative has resulted in increased 
youth access to mental health services. This 
increase includes an increase in the proportion 
of males accessing services, as well as those by 
young people with little contact with family and 
friends and those born overseas. Less success is 
evident in increasing access for young people with 
English as a second language (Patulny et al. 2013). 
Despite the successes, there remain barriers to 
access for some young people.

Feedback from people attending headspace 
centres have identified barriers to access. These 
barriers include the restriction of services 
to business hours and waiting times to see 
specialists. Interestingly, 18–25 year olds have 
reported that headspace centres were too ‘youthy’ 
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(Patulny et al. 2013). This last barrier identifies the 
challenge in designing services for people aged 
between 12 and 25 years of age.

Missing physical and sexual health care
The recent improvements in public awareness 
around mental ill-health and cooperative 
leadership on initiatives and strategies to address 
the pressing need for improved mental health 
services have overshadowed the wider health 
needs of young people with a mental illness.

There is evidence that health prevention and 
promotion is reduced for people with a severe 
mental illness (Reilly et al. 2013). The extent  
to which people with a mental illness miss out  
on physical health care is not easy to determine.  
The specific nature of MBS item numbers 
mean the actual range of services provided or 
issues covered during a consultation cannot be 
accurately measured. Evidence of poorer physical 
health outcomes among people with a mental 
illness indicate that even when GP services are 
accessed, people are not fully benefitting from 
these visits (Mai et al. 2010).

There is a role for specialists and the allied health 
sector in ensuring the physical and sexual health 
of young people with a mental illness is monitored 
and treated. Allied health professionals need 
to see addressing the physical health needs of 
their clients as part of their role. To do so they 
require the necessary training and knowledge. 
While primary care providers are often reluctant 
to treat people with a severe mental illness, 
psychiatrists ‘often pay little attention to physical 
conditions’ (Lawrence et al. 2001). Regarding 
exercise specifically, clinicians report lacking the 
knowledge and skills to confidently deliver such 
interventions (Callaghan 2004) and physical 
activity is not often viewed as a priority for 
intervention (Phongsavan et al. 2007). Indeed, 
clinicians are not fully aware of the benefits of 
physical activity for mental health and wellbeing, 
reinforcing the need for education and training 
(Daley 2008).

Young people with mental illnesses may 
not be aware of the potential for associated 
physical health problems. Among people with 
schizophrenia, a high pain threshold or reduction in 
pain sensitivity as a result of treatment medication 
can hide physical health symptoms (Lawrence et 
al. 2001). A reluctance to volunteer symptoms 
or ability to communicate physical symptoms 
can mean patients require longer consultation 

times, adding to time pressures for GPs and clinics 
(Lawrence et al. 2001). These factors may limit the 
ability of health professionals to deliver adequate 
physical and sexual health care.

Reluctance to treat wider symptoms, attitudes, and 
levels of confidence among some primary, allied 
health and specialist health professionals, together 
with uncertainty and a lack of confidence among 
some young people, combine to restrict service 
quality and delivery. Restricted provision of broad 
health care jeopardises the physical and sexual 
health of young people with a mental illness.

Improving service delivery
Providing a safe environment and different 
approaches creating a youth-friendly model 
of primary care has the potential to improve 
service delivery. Although the need for youth-
friendly services is recognised, initiatives to 
improve services have not been adequately 
assessed. What evidence there is, is insufficient to 
recommend what this might look like (Tylee et al. 
2007). More needs to be done to assess existing 
attempts and to coordinate the development, trial 
and assessment of youth-friendly services and 
settings based on what has already been learned.

MBS
The provision of Federal funding for health 
services is predominantly provided through the 
MBS. The MBS stipulates what a service is, who 
can provide it and how long a treatment session 
goes for. The schedule also determines how much 
the Australian government will pay a provider for 
delivering a service. The Australian government 
is undertaking a review of MBS items. This review 
provides the opportunity to improve the delivery 
of comprehensive, holistic health treatment.

Shortcomings in the MBS model have been 
recognised in the past. The 2006 Better Access 
initiative, or Better Access to Psychiatrists, 
Psychologists and General Practitioners through 
the Medicare Benefits Schedule, saw new items 
relating to mental health services added to the 
MBS. The Better Access program has provided 
over 10 million services in the three years 
following implementation (Department of Health 
and Ageing 2010).
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The number of sessions a person is eligible for 
under the Better Access program is capped. The 
program provides six sessions, plus a further four 
on referral from a GP or psychiatrist in a calendar 
year. In exceptional circumstances a further six 
services are available, totalling 16 services.

The grouping of services for mental health care 
in one program demonstrates an understanding 
of the need for coordinated delivery of care and 
services. Poorer levels of physical health among 
young people with a mental illness point to the 
need to expand the range of services available 
under the Better Access program.

Alternatively, the scope of chronic disease 
management plans coordinated by GPs could be 
expanded. The chronic diseases referral platform 
that GPs already utilise for people with physical 
health issues (i.e., diabetes) could be broadened to 
include mental illness as a condition, which would 
then allow referral for young people with a mental 
illness to sessions with allied health clinicians, 
including dietetics and exercise physiology.

The extension of available services to address  
the physical and sexual health needs of young 
people with a mental illness should not be at the 
expense of mental health care. Additional sessions 
are required to ensure young people can receive 
the treatment they need for their mental, physical  
and sexual health.

Adapting existing programs provides an 
opportunity to address the physical and sexual 
health of young people with a mental illness. 
This approach may require compromises on the 
format or scope in which services are delivered 
and will further expand the size of existing 
programs, potentially creating unintended 
expansion. Alternatively, a dedicated program 
for young people would provide a more targeted 
and measurable framework for improved service 
delivery.

Opportunity Mechanism

The Australian Government 
has announced a packaged 
care policy for people 
with a severe or complex 
mental illness. A targeted 
Youth Health Management 
Plan (YHMP) to increase 
monitoring and treatment 
of the wider health of 
young people with mental 
ill-health could be trialled by 
GPs over three years as part 
of this policy. A range of 
allied health and/or nursing 
services would need to be 
available through the YHMP 
including: sexual health 
nurses, social workers, 
exercise physiologists, 
accredited dieticians and 
dental nurses/hygienists, or 
dental assistants.

Primary Health 
Networks, 
Department of 
Health
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Workforce
Workforce capacity, staffing levels and funding 
is central to the ability of the health system 
to provide physical and sexual health care for 
young people with a mental illness. Existing staff 
shortages and system constraints on resources 
make workforce a key area of development in 
ensuring adequate provision of health care for 
young people. To implement early interventions  
in physical and sexual health care for this 
population will also require up-skilling of 
primary health care professionals and increased 
coordination of services.

Successive mental health plans have focused on 
the workforce requirements needed to deliver 
quality services. Broadening the skills base of 
primary health professionals will need to be 
incorporated into future health plans to address 
the complete health needs of young people with a 
mental illness.

Working together
Mental illness takes many forms and degrees 
of severity. The treatment of mental illness, 
therefore, depends on a range of skills provided 
by a variety of health professionals. At different 
times these professionals might include GPs, 
nurse practitioners, psychiatrists, psychologists, 
social workers, occupational therapists and mental 
health nurses. The role played will depend on the 
clinical stage of a person’s illness.

To address the physical and sexual health needs 
of young people requires a broadening of the 
roles health workers can perform. Health workers 
engaging young people need to be willing and able 
to identify the various aspects of ill-health that 
they may be presented with and provide initial 
treatment or advice. This extension reflects the 
interconnection between health issues in mental 
and physical health. The integration of care and 
the requisite training it will require will be most 
beneficial when delivered in a compassionate 
service culture. To deliver integrated care will 
necessitate the education of the workforce to 
enable them to cross traditional demarcations  
and provide initial care for health symptoms 
beyond their specialty. In outlining the case for 
broadening capacity of the health workforce it 
has been argued that incentives are required that 
recognise the investment individual staff make to 
being educated (Delaney et al. 2013).

An expansion of the professions involved in 
providing care is also required. Additional health 
professionals might include exercise physiologists, 
sexual health nurses, dieticians or dental nurses 
and dentists. Evidence has shown that multi-
disciplinary care is associated with improved 
outcomes and reduced hospital admissions in 
both acute and primary care settings (Considine 
et al. 2012). Being part of a team has also been 
identified as a positive work environment, 
providing opportunities to develop new skills 
(Freijser and Brooks 2013). However, negative 
patient experiences have been identified where 
teams are too big (Carey et al. 2014). A balance 
needs to be achieved between the inclusion 
of professions and a broadening of the skills 
possessed by health professionals working with 
young people.

A multi-disciplinary team approach maximises  
the breadth of available knowledge and skills. 
Being part of a team also provides a ready 
reference group for team members to consult 
on areas beyond their own expertise. At primary 
care level this may be achieved through the 
employment of specialist nurses in a general 
practice setting. In community health settings, 
youth-focused clinics and larger primary care 
providers a team approach becomes more 
feasible. At a hospital level resources need to 
be coordinated to maximise involvement from 
relevant professionals.

Optimising integrated care provided by teams 
requires inter-disciplinary relationships to support 
communication and shared care planning. The 
potential benefits of multi-disciplinary teams  
are reliant upon there being sufficient workforce, 
in numbers and disciplines, to form complete 
teams. Persistent workforce shortfalls undermine 
the capacity to build such teams, and reinforce the 
need to increase health funding across disciplines.

A team approach to providing health care also 
enables the inclusion of team members with 
experience in working with at-risk groups of young 
people. This might mean including an external 
youth worker who knows a patient’s history and 
is trusted by the young person. A team member 
with cultural or language training will also be 
appropriate in some circumstances.
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Continuous professional development is required 
for all disciplines to ensure health workers are 
informed of the latest evidence-based practices 
in the treatment of young people’s health. Online 
training modules provide an accessible and 
affordable form of training that can be readily 
updated. The RACGP, for example, provide a range 
of online learning modules (along with face-to-
face modules) with accreditation points toward 
the college’s quality improvement and continuous 
professional development program.

Opportunity Mechanism

Training in the monitoring 
and treatment of physical 
and sexual health is 
required for all disciplines 
working in public, private 
and non-government 
mental health services. 
Professional Bodies and 
the Australian Health 
Practitioner Regulation 
Agency need to make 
continuing professional 
education in this area 
a requirement of their 
membership and 
registration eligibility 
frameworks for related 
disciplines.

Australian 
Health 
Practitioner 
Regulation 
Agency, 
Professional 
Bodies

Communication
Communication within teams and between 
health professionals with a role in the treatment 
of a young person is critical. Successful 
communication is built on a respect for the role 
of different disciplines and requires the transfer 
of accurate and up-to-date information on which 
treatment decisions can be made. This includes 
concise medical updates with GPs or nurses 
responsible for ongoing treatment and monitoring 
once a young person leaves clinical or community 
mental health services. Utilisation of Personally 
Controlled Electronic Health Records (formally 
e-health records for short and now known as 
myHealth Record) can facilitate communication 
between service providers. The Australian 
government has recognised that the sharing of 
digital records will be essential in achieving the 
integration of health services by PNHs (Australian 
Government 2015). The newly established opt-out 

default should increase the value of electronic 
health records in the provision of treatment for 
young people with a mental illness.

Training and education
Training and education is an integral aspect of 
developing a workforce capable of providing 
joint treatment. A coordinated approach will 
be required to develop the requisite skills and 
knowledge among existing staff, new staff 
and students studying a wide range of health 
disciplines. Continual assessment of training 
needs and its provision should contribute to 
improved capacity and staff retention.

Allied health professionals need a basic 
understanding of the interaction between mental 
health symptoms and treatments and physical 
and sexual health. Training in the role for physical 
interventions in mental health treatment needs 
to be included for people working in the mental 
health sector.

Examples of specialised training centres include 
the Health Education and Training Institute  
(in NSW) and more specialised Sydney Sexual 
Health Clinic. Such organisations could be used 
to facilitate the development and implementation 
of general knowledge training for mental health 
workers in the physical and sexual health needs  
of young people.

Ensuring the future workforce has a breadth  
of knowledge that enables them to deliver holistic 
health care requires working with universities to 
include general health subjects within specialist 
degrees. In Victoria, the need to develop curricula 
across a range of health disciplines has been 
identified (Department of Health 2012) and is 
being adopted by universities. Designing courses 
and subjects that align with the future direction  
of health services is important point of partnership 
in developing health policy.
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To deliver holistic health care for young people will require an 
expansion of workforce capacity, coordinated services and 
improved communication. No longer can a health professional 
remain blinkered to the broader health effects a young person with 
a mental illness experiences. They have to be able to identify these 
effects and provide initial treatment and referral. Service delivery 
needs to be coordinated to ensure all health aspects are identified 
and treated. The potential benefits of capacity development 
and service integration will be dependent upon strong lines of 
communication between health practitioners at all levels of care.

The coordination of services would be facilitated though a  
Youth Health Management Plan (YHMP). Such a plan would 
enable the provision of multiple sessions of more than one 
specialised treatment suited to an individual’s specific health 
needs. The YHMP is a targeted program for young people  
similar to the Chronic Disease Management plan.

There is an opportunity to increase service capacity through 
mental health nurses at a primary care level. An expansion of the 
MHNIP, in combination with incentives to broaden the capacity  
of mental health nurses to provide physical and sexual health care, 
is required to realise the potential opportunity.

Federal leadership is required to drive the design and 
implementation of holistic health care for young people with  
a mental illness. This role includes resources for smaller States 
and Territories and efficient coordination of health planning and 
information services.

IMPLICATIONS
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There is a need for Federal  
leadership on the development  
and implementation of a holistic 
treatment model to ensure all  
young people with a mental illness 
receive the care they need.



Addressing the physical  
and sexual health needs  
of young people with  
a mental illness

Developing a holistic model of health care for 
young people with a mental illness requires 
broader health monitoring at a primary care level 
and the coordination of services and staff at every 
point of contact with the health system. The need 
for broadening and coordinating health services 
is not uniform. Many individual primary care 
professionals will already be monitoring the health 
of young people they are in contact with, and there 
are examples of structural changes to facilitate 
the use of multi-disciplinary teams. The Australian 
government has committed to a leadership role 
in the reform of mental health services through a 
regional model of integration to be implemented 
by PHNs. These reforms include service delivery 
for young people. It is important that integration 
of primary health services results in the holistic 
treatment of the mental, physical and sexual 
health of young people.

A holistic model of health care needs to be 
based on evidence of what works. The National 
Standards for Mental Health Services states that:

 10.5.1 Treatment and support 
provided by the MHS reflects best 
available evidence and emphasises early 
intervention and positive outcomes for 
consumers and their carer(s). 

Department of Health 2010, p. 26

Three levels of evidence

A three-tier hierarchy of available 
evidence allows for the categorisation of 
treatment programs and recognition of 
the extent a program can contribute to 
the development of a holistic treatment 
model for youth health. The hierarchy is:

1. Evaluated outcomes (pilots; research)

2. Consensus (Guidance and practice  
are based on expert consensus,  
clinical experience)

3. Work to be done

In analysing available evidence, the level 
of contribution to development needs to 
be identified.
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The stages of treatment—prevention, early 
intervention and treatment, also need to be 
considered in the development of a holistic 
treatment model. These stages are not 
independent and a holistic treatment model will 
contain some overlap. The Australian government 
has set out a stepped care model that incorporates 
these stages of treatment. The intention of the 
stepped care model is to ensure people receive the 
right amount of care – not too much or not enough 
(Australian Government 2015).

Economic evaluations of physical health 
interventions for young people with mental health 
problems are rare. For this reason, judgements 
about the potential cost-effectiveness of service 
responses to the requirements of this group 
need to be inferred from a wider evidence base. 
In preparing this report, we chose to examine 
selected (non-exhaustive) evidence from 
economic evaluations of:

• Physical health interventions aimed at young 
people aged 12–25.

• Physical health interventions for 16–65 year olds 
with mental illnesses.

• Psychological and behavioural interventions 
for physical health for 16–65 year olds in the 
general population.

Prevention
Prevention does not mean stopping an illness 
or disorder from occurring, it means preventing 
such an illness going unnoticed and developing 
into something more serious. Awareness 
and education programs form a large part of 
prevention programs. Such programs aim to 
increase the general understanding and ability 
to recognise a health issue among young people, 
their families and the wider population. Programs 
that support self-engagement among young 
people and peer-to-peer awareness of behaviour 
support this prevention stage.

Monitoring the health of young people with  
a mental illness needs to encompass not only  
their mental health, but also their physical and 
sexual health. Recognising the potential overlap 
between health components as indicators or 
precursors to wider health problems underlines 
the need for a complete or holistic approach.  
A holistic approach extends to health education 
for young people, their own health self-monitoring, 
and observation by those people with a duty of 
care for a young person.

Improving health literacy and education is the 
starting point for developing healthy lifelong 
behaviours. Awareness and education programs 
should help young people to understand the 
developmental interrelation between physical, 
sexual and mental health as they move through 
adolescence and transition into adulthood. 
Increasing awareness and understanding about 
the interaction between different aspects of 
 a person’s health will also help prepare young 
people with a mental illness for the potential 
impact on their physical and sexual health.

Public awareness campaigns, fact sheets, online 
resources and school programs can all play a part 
in educating young people about the potential 
physical and sexual health impacts of mental 
illness. A number of organisations (e.g., ReachOut, 
BeyondBlue, Black Dog Institute and headspace) 
provide some or all of these prevention tools.

There is some evidence of the cost-effectiveness 
of awareness campaigns in improving people’s 
physical health and activity levels. The benefits of 
a media campaign in the US promoting adolescent 
physical activity was calculated to cost US$9 per 
person (2004 prices) who became more active 
(Peterson et al. 2008). A modelling study in the 
UK examined the potential cost-effectiveness 
of increased active travel among the general 
population, concluding that greater walking and 
cycling in urban areas would reduce health system 
costs (Jarrett et al. 2012). A specific study of  
a health promotion program in Belgium aimed 
at improving healthy eating and physical activity 
among individuals with mental illnesses living 
in sheltered accommodation did not find strong 
evidence of cost-effectiveness, but there was 
evidence for how it might be made cost-effective 
(Verhaeghe et al. 2014).

Training of care providers and professionals in 
contact with young people, such as teachers 
and social workers, to recognise a variety of 
signs indicating ill-health or the potential risks 
also forms part of this first stage of a holistic 
treatment model. For example, a one-day training 
program for teachers and other school staff in 
Canada significantly improved a teacher’s ability 
to identify students at risk and connect them 
with appropriate services (Wei and Kutcher 
2014). Increasing awareness among parents and 
education and health professionals of behavioural 
changes in a person or particular symptoms 
supports the prevention stage.
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Changing practices
Improved engagement of young people and 
primary health care providers is required if 
perceptions and bias toward physical health are  
to be overcome and replaced with a holistic health 
model. Data show that young people generally 
perceive their physical health positively and that 
contact with primary health care is low. Increased 
engagement needs to be fostered in the primary 
care setting. Alongside youth engagement 
initiatives the level of confidence and skills GPs 
possess to screen young people for mental 
ill-health symptoms could also be improved. 
International evidence suggests that educating 
GPs in the psychology of adolescence will support 
engagement in mental health care of young people 
(Roberts et al. 2014).

Mental health skills training for GPs is one part 
of this broadened care. In the UK a mental health 
‘tool kit’ has been developed that covers the 
variety of experiences and confidence among GPs 
in consulting with young people with a mental 
illness (Freer 2012). The expansion of tool kits 
to include physical and sexual health would help 
strengthen the skills and confidence of primary 
care health workers treating young people 
with a mental illness. The benefits of increased 
awareness and screening for a range of health 
risks among young people would provide greater 
opportunities for early intervention when and 
where services are accessed.

Changes to practice settings and staff approaches 
may also assist to increase engagement of young 
people. A review of young people’s experiences 
has been used to determine assessable aspects 
of engagement (Ambresin et al. 2013). These 
aspects are:

• Accessibility;

• Staff attitude (respect, friendliness);

• Communication;

• Medical competency;

• Guideline-driven care;

• Age-appropriate environments;

• Involvement of young people in health care; and

• Health outcomes.

The provision of guidelines and training for 
health service providers, together with deliberate 
changes in organisational approaches and 
functions, has shown some promise for improving 
the youth-friendliness of primary services (Tylee 
et al. 2007). The potential role for practice nurses 
in engaging young people and increasing access 
through an alternative pathway is another area 
being explored, (Hart et al. 2012) including the 
feasibility of nurse-led clinics for young people  
as an alternative to general practice (Hegarty  
et al. 2013). The evidence points to the need  
for further development and piloting of this 
approach. The points of assessment listed above 
provide a framework for developing ideas and 
measuring outcomes.

The co-location and coordination of health 
services would optimise the delivery of mental, 
physical and sexual health services. The 
headspace model provides as example of this 
integrated approach. The variability in available 
services, however, limits the full potential for 
headspace centres to address the physical and 
sexual health needs of young people. Priority 
should be given to employing sexual health nurses 
at all headspace centres, and at a minimum 
establishing a relationship with local dieticians 
and exercise physiologists who can attend 
appointments as an associate at headspace or 
guarantee to ‘bulk bill’ referred patients.

Opportunity Mechanism

headspace centres from ten 
Primary Health Networks 
which have General 
Practitioners on staff should 
be chosen as trial sites for 
the inclusion of a dietician, 
exercise physiologist and 
sexual health nurse to 
provide physical and sexual 
health monitoring and 
treatment for young people 
with a diagnosed moderate 
mental illness.

Primary Health 
Networks, 
headspace
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Sexual health
There is a need for increased sexual health 
services for young people with a mental illness. 
Services need to be accessible, developmentally 
appropriate and provide quality clinical services. 
Sexual health education programs need to be 
evidence-based and enhance broader life-skills.

Sexual health services are predominantly provided 
by GPs and sexual health clinics. Clinics provide a 
range of services related to sexual health and may 
include additional health services. For example, 
the Sydney Sexual Health Centre (SSHC) provides 
sexual health care for young people within a 
youth clinic setting with mental health counselling 
services. The SSHC uses a multi-disciplinary 
approach employing sexual health specialist 
doctors, nurses, counsellors, health promotion 
officers and researchers. It remains, however, 
a specialist health clinic, which a young person 
with a mental illness could be referred to or may 
approach seeking help for a matter relating to their 
sexual health.

Successful sexual health programs for Aboriginal 
and Torres Strait Islander young people have 
incorporated consultation and engagement with 
young people, health professionals and elders. 
Project designs need to be culturally appropriate 
and implementation and delivery must be flexible 
and adaptable. Staff delivering programs need  
to be respected by the community, engage well 
with young people and be the same gender as  
the target group (Australian Institute of Health 
and Welfare 2013). Consultation with young 
people, respected health workers and good 
engagement are aspects of program design  
with wide application.

Interviews with young people1 for this project 
raised the issue of teachers at secondary schools 
leading sexual health classes. While courses 
that combine personal development, health 
and physical education have the potential to 
provide comprehensive skills and knowledge 
for young people, the success of programs may 
be jeopardised by relying upon regular teaching 
staff for delivery. One solution is to have subject 
delivery by specialist educators who students 
may find more accessible (i.e., younger, culturally 
appropriate or same gender as class groups). 
Having a consistent teaching group would increase 
that trust and familiarity developed between 
student and educators.

Opportunity Mechanism

There is a need to ensure 
that all young people have 
a sound level of literacy 
around their sexual 
health and wellbeing. 
Consideration should 
be given to developing a 
national curriculum for 
sexual health and wellbeing 
programs to ensure all 
secondary students receive 
the same level of education.

Council of 
Australian 
Governments, 
Department of 
Health

Sexual activity
Different preventative health initiatives will be 
necessary for young people with a mental illness 
who are already sexually active. Among this 
population, greater monitoring will be required for 
young people at increased risk of sexual assault, 
sexually transmissible infections (STIs) and 
pregnancy.

Evidence for what is cost-effective for human 
immunodeficiency virus (HIV) prevention among 
adults with a serious mental illness found that 
different approaches worked for men and women. 
For men, advocacy training was the most cost-
effective preventative intervention, while a single 
session intervention was the dominant strategy for 
women (Johnson-Masotti et al. 2000). The risk of 
‘getting it wrong’ is also evident. A US modelling 
study estimated that a loss of confidentiality  
in reproductive healthcare services for females 
under 18 years of age in Texas would result in 
increases in costs, rates of STIs and the number  
of unplanned pregnancies (Franzini et al. 2004).

Specialist sexual health clinics are funded by State 
and Territory governments. Clinics may be located 
within a hospital or independently. Grants to non-
government organisations extend the availability 
of services. Access to MBS funding further 
extends the public (Australian government) 
funding of sexual health clinics including private 
clinics. Some clinics provide targeted services, 
including services for Aboriginal and Torres Strait 
Islander people and young people. For example; 
the Quarry Health Centre in Northbridge, Western 
Australia, is a project of Sexual and Reproductive 
Health WA that offers clinical, counselling and 
education services for people aged under 25 years.

1 The Platform Team is made up of present and past (up to two years) clients of Orygen Youth Health Clinical Program.
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Connecting with sexual health services can be 
challenging for young people. Although sexual 
health clinics recognise the sensitivity of sexual 
health issues and the need to be discreet, stigma 
and embarrassment can still present barriers. The 
separate location of many services, and for some 
young people even awareness that such services 
exist, may present additional barriers to access. 
Young people requiring sexual health care need 
to be supported by GPs and other primary health 
workers in accessing sexual health services.

If a young person is already receiving treatment 
for a mental illness then there is the opportunity 
to proactively monitor their sexual health. This 
opportunity will demand more of the treating 
health worker. For a GP this means extending 
the range of health issues and risks they screen. 
Recognising that screening includes further 
conversation and possibly the development of 
greater trust, this increased care will require more 
time with a patient. In order to provide sexual 
health care for young people with a mental illness 
mental health nurses working with young people 
will require additional skills. If a sexual health 
nurse is also employed at a clinic there is the 
potential for providing sexual health care through 
a teaming of a sexual health nurse with a mental 
health nurse or GP.

Opportunity Mechanism

Mental health nurses 
play an important role 
in the management of 
people’s mental health 
treatment. This role should 
be expanded to include 
accredited training in the 
monitoring of physical and 
sexual health symptoms. 
Incentives for nurses to 
undertake this training 
could be considered.

Council of 
Australian 
Governments, 
Australian 
College of 
Mental Health 
Nurses

Early intervention
Early intervention is a critical middle step 
between prevention and treatment. Without early 
intervention the gap between onset and treatment 
will in most cases be wider, with a corresponding 
risk a young person will develop more severe 
symptoms. Early intervention minimises the gap 
and potentially the level of treatment required, 
reducing longer-term health effects.

The potential of early intervention requires 
maintaining or increasing contact with young 
people or the means to engage young people that 
are hard to reach or at risk. Engagement initiatives, 
the use of new technologies, modifying existing 
primary health service settings to increase access 
or developing specific health services for young 
people all need to be explored in an effort to 
increase or maintain contact with young people.

New technologies
The promise of online and mobile platforms for 
delivering prevention, early intervention and 
treatment has driven the development of new 
programs, websites and ‘apps’. The promise of 
new technologies in providing early interventions 
for young people experiencing depression or 
anxiety and not receiving treatment has been 
calculated for ReachOut by the assurance, tax, 
transaction consultants EY (Hosie et al. 2015).  
The promise is quantified as potentially:

• Enabling over 78,500 people to recover from 
their depression and/or anxiety; and

• Thereby avoiding over $356.4 million in costs 
per annum.

However, a review of online services providing 
information about mental health and available 
services did not find an increase in help-seeking 
by young people (Kauer et al. 2014). The best 
online model for delivering information is still 
being determined. Determining which features 
work and which are unhelpful is necessary to 
direct the design of online services (Rice et al. 
2014). The Australian government will need to 
consider the shortcomings of existing models in 
the development of the proposed digital mental 
health gateway.

The utility of mobile phone technology to monitor 
a young person’s mental health is being explored 
by many researchers and health service providers. 
This approach seeks to overcome barriers 
between young people and GPs in the context 
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of mental health care. There is evidence that a 
mobile phone application used by young people 
that feeds information back to a GP increases 
understanding of a patient’s health that can inform 
decisions about medication (Reid et al. 2013). 
A positive effect of self-monitoring depressive 
symptoms through a mobile application has also 
been found (Kauer et al. 2012). The suitability 
of mobile phones for delivering treatment is less 
certain. Although the flexibility, interactivity, 
and spontaneity of this technology is seen as an 
advantage, a lack of available evidence and issues 
about real-life feasibility, health literacy, ethical 
issues remain (Seko et al. 2014). It also remains 
that these approaches rely on pre-existing contact 
with a doctor.

The availability of apps targeting mental health 
and wellbeing has increased exponentially in 
the last five years. Young people are the largest 
consumers of these programs, which cover the 
range of screening, assessment, monitoring 
and intervening for a range of mental health 
and alcohol/other drug use issues. Importantly, 
however, very few of these apps have been 
systematically evaluated for effectiveness in 
research trials, thus little is known about the 
health outcomes of mobile phone apps. Experts 
have suggested the quality of mental health apps 
can be measured on four domains (Hides 2014). 
These domains are:

• Engagement: entertainment, interest, 
customisation, interactivity, appropriateness for 
target group.

• Functionality: performance, ease of use, 
navigation, gestural design.

• Aesthetics: layout, graphics, visual appeal.

• Information: accuracy of app description, goals, 
quality and quantity of information, visual 
information, credibility, evidence base.

It has been suggested that a clinician or primary 
health professional reads the descriptions, users’ 
comments and any available evidence base for 
apps being considered for use by a patient, and 
furthermore, that it be trialled for at least ten 
minutes to judge its suitability. The practicality 
of this requirement is doubtful, a system of 
accreditation for reference by primary and 
specialist health professionals would be more 
efficient and consistent.

The rise in mental health platforms using new 
technologies has prompted the development of 
review sites. The National Institute for Mental 
Health Research at the Australian National 
University has developed the Beacon website 
(beacon.anu.edu.au). The website houses expert 
reviews and ratings of websites and mobile 
applications for a range of health issues.  
The Beacon website includes a rating system  
that indicates the level of evidence available  
for a website or application, including where 
something has been found not to work.

An engagement project for GPs and allied 
health practitioners working with Aboriginal 
and Torres Strait Islander people is also 
promoting the benefits of new technologies. 
The eMHPrac project (emhprac.org.au) aims 
to raise awareness and knowledge of available 
e-mental health services. The project is working 
on building referral pathways between primary 
health care and e-mental health programs.

The use of new technologies is not a single 
solution to ensuring early intervention 
opportunities are available. A trial sexual health 
awareness project that used SMS messaging 
found the project was ‘well-liked’ but that 
engagement was low (Lim and Eaton 2014). 
The continuing development and refinement 
of new technologies also needs to take into 
account concerns raised by health professionals. 
For example, one study of new technologies 
to monitor depressive symptoms identified 
concerns among GPs about the length of time 
required to complete, the risk of disengagement 
or limitations of the level of disclosure (Hetrick 
et al. 2014). It is important that successful 
applications of new technologies are the basis 
of further development and expanded trials.

The rate at which new apps and online programs 
for providing early interventions and treatment 
are being developed and released requires a 
system of evaluation and accreditation. Research 
is required to evaluate new programs to determine 
if and to what extent they provide improved health 
outcomes. This process, while a hurdle to rapid 
development is necessary to ensure young people 
being treated away from a personal setting are 
receiving appropriate and proven treatments. 
Where evidence is found, an accreditation system 
is required to make utilising new technologies and 
the potential benefits readily accessible to GPs 
and specialists working with young people.
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Independent evaluation of new technologies is 
required to:

• Measure the health outcomes achieved;

• Identify any unintended negative outcomes; and

• The service gap being filled or comparison  
with other products already being used.

A system of accreditation is required to:

• Assist health professionals in selecting  
and recommending a program; and

• Provide relevant information for monitoring 
treatment. 

Opportunity Mechanism

eHealth products and 
services utilising mobile 
and online platforms are 
delivering new opportunities 
for efficiency and improved 
engagement with young 
people. This possibility 
is to be harnessed by the 
Australian government 
through a proposed digital 
gateway to mental health 
services. The speed with 
which new programs can 
be developed demands 
that measurable outcomes 
remain a focus. The use 
of new technologies to 
deliver ehealth requires a 
system of evaluation and 
accreditation.

Orygen, The 
National Centre 
of Excellence 
in Youth 
Mental Health, 
National Drug 
and Alcohol 
Research 
Centre

Specific interventions to address 
physical health in young people  
with mental health disorders
Early interventions to improve the physical health 
of young people with specific mental disorders 
have been identified for depression and psychosis.

Depression
A relationship has been established between 
physical activity and nutrition and depression. The 
opposite is also true. Among young people with 
depression there is the risk of reduced activity and 
poor nutrition, which can lead to weight gain and 
obesity. Poorer physical health may also further 
exacerbate depressive symptoms.

Left untreated, low physical activity, poor nutrition 
and smoking can contribute to cardiovascular 
disease, pulmonary disease and chronic 
obstructive pulmonary disease. The risk of these 
diseases accumulates from the onset of mental 
illness. The relationship between physical and 
mental health has to be reassessed. While 
physical and lifestyle-based early interventions 
can assist the treatment of depression, they 
can also be negatively affected in people with 
depressive symptoms. The imbalance in research 
on the potential of physical activity needs to 
be addressed through research into how young 
people with early signs of depression can be 
supported to quit smoking and increase their 
physical activity as early intervention measures.

The possibility of complementary early 
interventions for mental and physical health is 
worth investigating. For example, a combination 
of mood management and a tobacco cessation 
intervention was found to increase long-term 
quitting in people who were suffering, or had 
suffered, depression (van der Meer Regina et 
al. 2013). Fitness has also been identified as a 
motivating factor for young people trying to give 
up smoking (Australian Institute of Health and 
Welfare 2014a). This evidence suggests that 
addressing a young person’s overall health has 
greater potential for achieving improved mental 
and physical health outcomes.

Psychosis
People with a psychotic illness also face a range  
of potential physical, sexual and oral health issues, 
with risk factors accumulating from onset. For 
example, obesity rates are higher among people 
suffering psychosis (Dickerson et al. 2006) and 
overlapping onset obesity and psychosis in a young 
person can act as a barrier to the maintenance of 
effective treatment (Álvarez-Jiménez et al. 2008a). 
Although weight gain begins early in psychotic 
illness, (Álvarez-Jiménez et al. 2008a, Foley et al. 
2013) there is evidence that early lifestyle and life 
skills interventions in young people with first-
episode psychosis can reduce medication-induced 
weight gain (Curtis et al. 2015). The potential 
physical health implications of obesity include 
an increased risk of diabetes and cardiovascular 
disease. The heightened risk of obesity associated 
with the side-effects of antipsychotic medications 
(Newcomer 2007) highlight the need for health 
clinicians to monitor the physical health of patients.
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Different lifestyle interventions aimed at 
controlling or limiting weight gain in first-episode 
psychosis are available. These include cognitive 
behavioural interventions (Alvarez-Jimenez et al. 
2006), nutritional counselling (including evidence 
for people aged 12–25 years) (Teasdale et al. 2015) 
and physical activity (Wu et al. 2007). Non-
pharmacological interventions have been found to 
be effective when compared to treatment as usual 
in patients with schizophrenia spectrum disorders 
(Álvarez-Jiménez et al. 2008b).

Among people with a psychotic illness there 
is a high rate of smoking at onset. Further, this 
group are heavier smokers than those without a 
mental illness. The physical health risks of tobacco 
smoking increases the disease burden among this 
group. Smoking cessation interventions can be 
pharmacological, psychological or a combination. 
Interventions that use the drug bupriopon alone, 
or in combination with psychological interventions 
such as CBT, achieve better outcomes than 
nicotine replacement or self-help and educational 
programs (Tsoi et al. 2010). The potential for early 
intervention to address smoking in young people 
being treated for psychosis is assisted by the 
reduced adoption of cultural norms around mental 
illness and smoking, including among some health 
professionals (Ratschen et al. 2011). However, the 
health challenge is large, with reported difficulty 
in quitting and sustained high rates of smoking 
following treatment (Myles et al. 2012).

Among young people with first-episode 
psychosis the presence of metabolic syndrome or 
abnormalities has been shown to be more than 
one in three (Curtis et al. 2011). Early recognition 
of metabolic complications and deployment of an 
evidenced-based early intervention can reduce 
the disease risk. More work is needed to develop 
guidelines for monitoring risks rather than waiting 
until these diseases are established (Eapen et al. 
2013). Internationally, the Healthy Active Lives 
(HeAL) statement is a consensus on a key set of 
principles, processes and standards to support 
young people experiencing psychosis to lead 
healthy, active lives. This statement extends the 
guidelines from the RACGP for age-related health 
checks for 14–19 year olds (Royal Australian 
College of General Practitioners 2012). The 
guidelines include measuring a young person’s 
weight and height, along with assessments of 
nutrition and physical activity, sexual activity 
and the assessment and screening of depressive 
disorders.

The HeAL statement (www.iphys.org.au) provides 
direction for a holistic model of treatment for 
young people experiencing psychosis. The stated 
goals include:

• Confronting perceptions that poor physical 
health is inevitable;

• Supporting the engagement of young people  
in treatment choices;

• Ensuring mental and physical health outcomes 
are equally valued; and

• Encouraging specialists and primary care 
practitioners to collaborate on physical health 
outcomes.

Action is now needed to achieve these objectives. 
A step toward achievement would be the 
establishment of guidelines for distribution to 
health professionals working with young people 
being treated for psychosis. Guidelines for 
providing holistic health care would formulate 
a collaborative approach to care between 
young people receiving treatment, primary care 
providers and specialists working in hospitals 
and community mental health services. The 
development of guidelines should include 
versions for different forms of mental ill-health, 
while remaining sufficiently general to maximise 
application and adoption by the health workforce.

Personality disorders
There is an emerging body of evidence of the 
physical and sexual health risks linked with 
personality disorders. The available evidence 
points to the role of sexually transmissible 
diseases, tobacco use and lifestyle factors in 
effecting poor health outcomes. To date most 
of the evidence is for adult populations, with 
some studies of select age ranges within the 
young person range of 12–25 years. The evidence 
indicates that the physical and sexual health of 
young people with a personality disorder is an area 
of concern. More research is required in this area.
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Opportunity Mechanism

More research is needed 
to measure and identify 
which interventions work 
for identifying and providing 
effective early treatment 
for potential physical and 
sexual health issues for 
young people with a mental 
illness and to centrally 
curate existing evidence.

Orygen, The 
National Centre 
of Excellence 
in Youth 
Mental Health, 
National Health 
and Medical 
Research 
Council

Orygen, The National Centre of Excellence in 
Youth Mental Health is currently developing 
a National Youth Mental Health Research 
Framework. This framework will provide a basis for 
the evaluation of the evidence base for the early 
intervention and treatment of physical and sexual 
health symptoms in young people with a mental 
illness. Where gaps are identified a research 
agenda could be developed in consultation with 
the National Health and Medical Research Council 
(NHMRC).

Research findings should be centrally curated 
and routinely revised. This information should be 
easily accessible and widely promoted to health 
professionals working with young people. 

Summary
The potential for early intervention in the physical 
and mental health of young people with anxiety 
and depressive symptoms and psychotic illnesses 
is promising. Beneficial aspects of an intervention 
would include increasing physical activity, 
reducing sedentariness, improving diet quality 
and the cessation of smoking. The application 
of pharmacological or psychological approaches 
overlaps with the treatment of more advanced 
conditions.

Cost-effective early interventions
There are few existing cost-benefit analyses 
of physical and sexual health programs for 
young people (or adults) with a mental illness. 
The available evidence indicates that early 
interventions involving more direct participation 
are more likely to be cost-effective. For example, 
a UK trial of 16 weeks of exercise supervised 
by a qualified exercise professional plus other 
facilitated exposure to exercise opportunities  
at a leisure centre for inactive people with a risk 
of coronary heart disease; mild to moderate 
depression, anxiety or stress, or both was a little 
over 50% likely to be cost-effective (Murphy et al. 
2012). In contrast, an Australian modelling study 
showed that providing vouchers to a commercial 
diet program to the general population in an 
attempt to address overweight and obesity was 
not a cost-effective strategy (Cobiac et al. 2010). 
Early interventions that support participation are 
more likely to be cost-effective.
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Treatment
It is important to establish holistic treatment 
models that include a focus on the physical and 
sexual health of young people being treated for  
a mental illness. Monitoring of physical and sexual 
health needs to occur alongside mental health 
treatment. Where treatment for a mental illness 
incorporates medication there are additional 
requirements for monitoring of a person’s 
physical and sexual health. The health of a person 
undergoing treatment for a mental illness can be 
negatively affected by the medication prescribed 
to them.

Opportunity Mechanism

The HeAL statement on the 
holistic treatment of young 
people with psychosis 
provides a model that could 
be extended to depression 
and personality disorders. 
The HeAL statement 
includes five-year targets 
for achieving improved 
physical health outcomes 
for young people. Options 
include:

• Active approaches to 
booking appointments 
and sending reminders.

• Routine annual full 
physical (including oral/
dental) examinations 
for young people 
commenced on 
medication.

• Training in physical 
healthcare monitoring 
to be provided to mental 
health clinical teams.

• Incorporation of the 
importance of physical 
healthcare monitoring 
in training curricula for 
students in mental health 
and allied professions.

Department 
of Health, 
Professional 
Bodies, 
Universities

The HeAL statement includes five-year targets for 
achieving improved physical health outcomes for 
young people. These targets should be adopted by 
Professional Bodies and distributed to registered 
practitioners as guidelines to tackle the poor 
physical and sexual health outcomes young people 
with a mental illness can experience. Professional 
Bodies should measure and report annually on the 
adoption of guidelines and outcomes achieved. 

Cost-effective treatments
There are specific examples of programs utilising 
psychological treatments. Due to the specificity 
of the programs and the inclusion of adults these 
examples provide only indicative direction for 
policy development. More cost-benefit analysis  
for interventions and treatments are required  
as part of research programs and trials developed 
for young people with a mental illness.

Cognitive behavioural therapy (CBT) has been 
identified as likely to be cost-effective in two 
studies related to physical health treatment.  
A UK trial concluded it was highly probable 
that group CBT for adults with moderately 
troublesome subacute and chronic lower back 
pain would be a cost-effective intervention 
(Lamb et al. 2010). A Japanese trial concluded 
that CBT is highly likely to be a cost-effective 
addition to usual care for patients with major 
depression who were also suffering from chronic 
insomnia (Watanabe et al. 2014). The potential 
effectiveness of CBT treatment needs to be 
measured in the treatment of physical health 
issues among young people with a mental illness.

The cost-effectiveness of pre-hospitalisation 
interventions has also begun to be examined.  
A US cost study of home and community-based 
intervention for families [also known as multi-
systemic therapy (MST)] of adolescents with 
poorly controlled diabetes found that such an 
intervention was cost-saving due to significantly 
fewer hospital admissions in the MST group  
(Ellis et al. 2008).

While these studies suggest treatment is likely 
to be cost-effective, with investment delivering 
savings in the long-term, there is much work  
to be done in assessing the potential savings.
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Health monitoring
The increased rates of detrimental physical health 
outcomes among people suffering schizophrenia 
(including side-effects of medications) underline 
the importance of health monitoring. For young 
people already being treated for a mental disorder 
with psychotropic medication, a two-step 
diagnostic tool for physical health monitoring 
and intervention has been developed. The HETI 
Positive Cardiometabolic Health algorithm utilises 
a number of standard measurements and tests to 
support GPs, with an adolescent version available 
for treating young people (Curtis J et al. 2011). 

The monitoring of physical health is a standard 
aspect of primary health care and should be 
included alongside treatment monitoring of 
mental health. This monitoring should include 
a role for dental nurses to ensure dental/oral 
health is also monitored. The potential side-
effects of medications prescribed for mental 
disorders should be specifically monitored 
as part of regular health monitoring.

Side-effects of medication
It is important that people are informed about  
the potential side-effects of medication prescribed 
for a mental illness. It is also important that a 
supervising health professional monitors a patient 
for potential side-effects. Early interventions 
to address lifestyle and behaviours that may 
otherwise exacerbate negative side-effects 
provide an opportunity to limit possible effects.

The National Standards for Mental Health Services 
states that:

 10.5.3 The MHS is responsible  
for providing the consumer and their 
carer(s) with information on the range 
and implications of available therapies. 

Department of Health 2010, p. 26

The links between physical and mental health led 
the Lancet Psychiatry editorial team to suggest 
a six-month attachment to general practice be 
introduced to psychiatry training (The Lancet 
Psychiatry 2014). The connection between 
mental and physical health underlines the need 
for regular health assessments for people with a 
mental illness. Despite national and international 
guidelines such practices are not occurring 
(National Mental Health Commission 2013).

Opportunity Mechanism

The side-effects of 
some medication used 
to treat mental illness 
can contribute to poor 
physical and sexual health 
outcomes young people. 
Drugs with fewer, or lower, 
negative physical or sexual 
effects on a young person’s 
health should be first-line 
options when determining 
treatment for young people.

Professional 
Bodies

Weight gain is a common side-effect of 
medication used in the treatment of psychotic 
illnesses, including bipolar disorder and 
schizophrenia, and these medications are 
increasingly used off-label for the treatment  
of depression. Young people taking antipsychotic 
medication face an increased risk of 
cardiovascular disease and Type 2 diabetes.

For people with a mental illness there are also 
potential sexual health implications. Behaviour 
may influence risk of sexual disease transmission 
and medications can affect sexual function. 
For example, researchers have found elevated 
HIV infection rates among individuals with a 
severe mental illness (Senn and Carey 2008). 
Medications prescribed for depression (Khazaie et 
al. 2015) and schizophrenia (Üçok et al. 2007) can 
affect sexual function. The relationship between 
sexual and mental health needs to be considered 
when treating mental illness and in developing 
holistic health services for young people.
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Smoking increases the metabolism of some 
medications prescribed for mental disorders. 
If a person quits smoking the dosage of their 
medication should be reviewed (Campion et al. 
2014) to examine the opportunity to reduce the 
prescribed dose. The opposite is also the case.  
For example, a patient leaving hospital where  
the opportunity to use tobacco has been 
prevented or limited may resume or increase 
their smoking rate, effectively reducing their 
treatment dosage. The potential for prescribing 
lower dosages provides an incentive that health 
professionals may be able to use to encourage  
a person to reduce or cease smoking.

The Australian government’s National Tobacco 
Campaign included a targeted youth campaign 
in 2006–2007. Young people (12–24 years) 
were encouraged to ‘reject smoking’ and parents 
who smoke were encouraged to quit as a 
discouragement (or positive example) for their 
children (Department of Health 2013). A review 
of the campaign found a higher incidence of 
quitting behaviours among 18–24 year olds. While 
not exclusively a result of the campaign, pre and 
post-surveys found increases in the proportion 
of young adults reading the health warning on 
cigarette packs (22 percentage point increase) 
and discussing smoking and health at home  
(21 percentage points) (The Social Research 
Centre 2007). It is now eight years since there 
was a targeted campaign to reduce smoking 
among young people. The Quit program in  
Victoria does not include a targeted campaign 
to reduce tobacco use by 12–17 years olds. The 
rationale for this is that whole of population 
campaigns have been found to be as effective as 
targeted campaigns (Quit Resource Centre 2015). 
While rates of smoking among young people are 
declining, the rate among young people with a 
mental illness remains high. A targeted campaign 
for young people with a mental illness would be 
warranted.

Developing specific cessation programs for young 
people with a severe mental illness would be likely 
to succeed, increasing their long-term physical 
health outcomes. A recent trial of a bespoke 
smoking cessation trial for adults with a severe 
mental illness generated high rates of quitting 
(Gilbody et al. 2015). The advantages of quitting 
smoking are not straightforward for people with  
a mental illness. Weight gain (5 kilograms in  
the first year) is linked with quitting, (Robertson 
et al. 2014) which may exacerbate other health 
issues young people face. Cessation treatment 
needs to be combined with lifestyle programs  
for weight management as it is with mental health 
medication. This complexity further illustrates  
the interconnectedness of health interventions 
and treatments.

There is a need to consider the broader effects 
of treatments for physical, sexual and mental 
illness. Consideration needs to be given to how 
treatments may be combined to ensure the cost  
of improving one aspect of a young person’s health 
is not a negative effect to their overall health.
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The development of new approaches to service delivery will be 
a missed opportunity if engagement with young people is not 
improved. The headspace model has been successful but has 
not reached all demographic groups of young people equally. 
Opportunities exist for exploring new ways of engaging young 
people at general practices, such as offering youth-specific hours.

Online platforms and mobile phone technology are opening up 
new opportunities for prevention and early intervention. The 
Australian government is preparing to establish a digital gateway 
to these services in 2016-17. An accreditation framework is 
required to inform the utilisation of these new technologies in 
providing treatment for young people.

Access to dieticians, exercise physiologists and sexual health 
nurses is required for young people with a mental illness.

The relationship between depressive symptoms, physical activity, 
nutrition and increased risks of obesity, cardiovascular disease  
and Type 2 diabetes in young people with psychosis highlights  
the importance of providing early interventions to increase activity 
levels, nutrition and smoking cessation. The HeAL screening tool 
provides an example of how the need for intervention can be 
readily identified.

The physical health effects of medications prescribed for treating 
mental illnesses, in particular psychosis, increases the need for 
behavioural-based interventions.

The evidence base for the cost-effectiveness of prevention,  
early intervention and treatment for co-occurring mental and 
physical/sexual health needs to be strengthened.

IMPLICATIONS
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A suite of policies that provides  
care at different stages of an illness 
will maximise the potential benefits 
and outcomes for young people,  
their community and society.



A whole of  
health approach

A whole of health approach, one that will also be 
applicable to a wider population of young people, 
is the foundation for addressing the physical and 
sexual health needs of young people with a mental 
illness. A suite of policies that provides care at 
different stages of an illness will maximise the 
potential benefits and outcomes for young people, 
their community and society.

The policies outlined below do not make specific 
reference to the requirements of Aboriginal 
and Torres Strait Islanders, disadvantaged, 
difficult to reach young people or those from 
culturally diverse backgrounds. Where relevant, 
it is assumed that consultation with community 
leaders, young people, experienced health workers 
and other stakeholders will be undertaken in 
developing and implementing policies.

Planning for success
Mental health plans have provided policy direction 
and momentum for improved mental health 
services in Australia for more than two decades. 
To address the specific requirements of delivering 
not just mental, but physical and sexual health 
services for young people, a plan for young people 
is needed. No longer is a combined child and 
adolescent plan or a handful of mentions  
in a plan for people at all life stages sufficient.

Federal leadership is required to develop a 
mental health plan for people aged between 
12 and 25 years. However, this plan has to go 
further and include the physical and sexual 
health of young people with a mental illness. 
States and Territories need to be supported to 
adopt and implement the plan. Where resources 
are limited due to economies of scale then 
financial support will be warranted. A young 
person is deserving of access to whole of health 
services where ever they live in Australia.

Focusing services
The co-occurrence of physical, emotional and 
sexual development and peak onset of mental 
ill-health between the ages of 12 and 25 years 
can mean young people need to access a range 
of health services. These particular requirements 
demand a specific focus on young people from 
health services and the structures in which they 
are funded and delivered. A YHMP would facilitate 
the early intervention and treatment of young 
people with a mental illness and their physical 
and sexual health care. Such a plan would ensure 
access to primary, specialist and allied health 
services that reflects the whole of health needs 
young people can have.
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Existing and emerging tools are available to 
support communication between, and integration 
of, a range of health services. The Australian 
government has made integration of services a 
key feature of the Primary Health Networks. The 
Positive Cardiometabolic Health algorithm is an 
example of an early intervention tool that can be 
used across the health system. Such tools require 
a commitment to providing a whole of health 
approach, a commitment from organisations, 
management and the workforce. Guidelines for 
such collaborations would be a development of 
action from the words of the HeAL statement.

The development of prevention, early 
intervention and treatment options using 
mobile technologies and online platforms is 
providing a new opportunity in service delivery. 
These tools are undergoing rapid development 
that needs to be formed into evidence-based 
options for enhanced health services. Electronic 
health records also provide an opportunity for 
improved communication and collaboration 
between primary and specialist services. These 
developments place increased demands on the 
workforce required to deliver health services.

Working together
A whole of health approach requires greater 
inclusion of allied health services and increased 
roles for nurses. Mental health nurses already 
provide an important service in the monitoring 
and treatment of young people with a diagnosed 
mental illness. Nurses are well placed to provide 
early interventions for associated physical and 
sexual health needs young people with a mental 
illness can have. To maximise the possibility of 
early intervention mental health nurses need to  
be equipped to provide this role, through training 
and resources.

Likewise there is a need for sexual health and 
dental health nurses in community mental health 
services and primary care. The availability of allied 
health services needs to be expanded to include 
dieticians, exercise physiologist and alcohol and 
other drug counsellors.

Providing a whole of health approach to the 
care of young people with a mental illness will 
identify the need for physical and sexual health 
care and a means of primary care. The earlier 
this need can be identified, the greater the 
opportunity for interventions that will minimise 
the additional health effects of mental illness on a 
young person’s life, now and into the future. The 
policy opportunities identified in this policy white 
paper provide directions for the future planning 
of access, service provision and workforce 
development to realise this potential.
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