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Abstract  

Aim Research suggests that people with mental illness frequently have worse physical 
health than the general population. Our study sought to investigate the health 
behaviours of mental health consumers in New Zealand, as we hoped that by clearly 
describing this group more targeted healthcare could be provided.  

Method We surveyed 404 adult mental health consumers about their: height and 
weight, fruit and vegetable intake, exercise activity, smoking, alcohol and drug use.  

Results We found that mental health consumers abstained from alcohol more often 
than those from the general population sample. However, we also found increased 
obesity, poorer eating habits, less physical activity, and a higher proportion of 
smokers among mental health consumers. We also found that those who did drink 
alcohol did so more heavily than drinkers from the general population sample. 
Finally, there were a number of interesting demographic variations among mental 
health consumers in terms of their health behaviours. For example, those in the 
European/Other ethnic group more often consumed an alcoholic drink at least 3 or 4 
times a week than those in other ethnic groups, and those in the Pacific group did this 
less often.  

Conclusions Mental health consumers cannot be stereotyped as a single 
homogeneous group in relation to their health behaviours. 

Implications Health professionals should strongly encourage engagement from 
mental health populations to identify their physical health behaviours. Individual 
differences in health behaviours should not be ignored just because a mental illness is 
present. 

It has been argued that those with mental health problems frequently have worse 
physical health than the general population, and experience barriers to receiving 
adequate care from fragmented health systems that are disconnected from their 
needs.1 For example, Scott et al found associations between obesity and depressive 
disorders and anxiety disorders in a survey that drew respondents from a number of 
countries across the world.2 Similarly, McIntyre et al found that those with a mood 
disorder were more likely to be obese than those without in a Canadian survey.3  

Research also shows that mental health consumers are more often smokers, and 
smoke more cigarettes than those in the general population. In a South Australian 
survey, Bowden, Miller and Hiller found that 26.4% of those with a general mental 
illness and 51.2% of those with a severe mental illness smoked, compared to 18.7% of 
those without a mental illness.4  
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Research has also identified associations between alcohol and other substance use and 
mental illness. Barnett et al considered a sample of referrals to a specialist early 
intervention service for first-episode psychosis in England and found alcohol abuse in 
43%, cannabis abuse in 51% and Class A drug use in 55%.5 A New Zealand study of 
community patients attending four public psychiatric services in New Zealand found 
substance use disorder in 15.4% of those with schizophrenia, 12.8% of those with 
bipolar disorder and 11.3% of those with depression.6 

Literature has also suggested that levels of physical activity among people with 
mental health conditions may be limited and that their diets may be worse. In an 
English study of middle aged people with a diagnosis of schizophrenia, Brown et al 
found that 36% of males and 32% of females had taken no exercise in the past week.7  

Similarly, McCreadie found that only 59% of their sample experiencing schizophrenia 
considered themselves physically active.8 McCreadie also noted that fewer males in 
this sample than males in the general population reached acceptable levels for the 
consumption of fresh fruit, vegetables, skimmed or semi-skimmed milk, potatoes, 
pasta or rice, and pulses. In addition, fewer females with schizophrenia than females 
in the general population reached acceptable levels for the consumption of skimmed 
or semi-skimmed milk, potatoes, pasta or rice.8 

There is ample international evidence to suggest that the health behaviours of people 
with serious mental illness are often worse than those in the general population. With 
this in mind, our study sought to investigate the health behaviours of mental health 
consumers in NZ, as this is a group that has received little attention and there are 
cultural differences which may impact on physical health outcomes. We also hoped 
that by providing a clearer picture of the health behaviours of this group, more 
targeted healthcare could start to be provided. 

Methods 

Study setting and participants—This study aimed to survey 500 consumers aged 18 to 65 receiving 
care from mental health services of one District Health Board (DHB) in Auckland. Adults living in the 
community attending general mental health, early psychosis intervention, forensic and culturally 
specific Māori and Pacific Island mental health services were invited to take part between July and 
November 2009.  

Collectively, these teams have around 2500 open cases at any point in time.14 However, fewer people 
are likely to be actively and regularly using these services. For example, just over 1,400 people had a 
face-to-face contact with their mental health team in a four week period between September and 
October 2009 (Southen C, Personal communication, 1 October 2009). 

Guidance was sought from the DHB’s mental health consumer advisors, locality managers and 
individual mental health teams around appropriate recruitment and participant support strategies to 
encourage participation. Information packs (including the survey) were distributed through community 
mental health team (CMHT) reception areas, directly to consumers by their mental health clinician and 
via non-government organisations (NGOs) who specifically provided support for mental health 
consumers engaged with this DHB. In addition, the researchers presented information about the study 
at consumer group meetings. 

Questionnaires could be self-completed by consumers or with the support of a researcher, a consumer 
researcher, or their mental health support worker. Completed questionnaires could be returned using 
pre-paid envelopes, or via drop-boxes at mental health service and NGO locations.  

All participants were eligible to win one of five $100 gift vouchers in a prize draw. Entry forms 
containing participant names and contact details were separated from questionnaires to ensure 
questionnaire data remained anonymous. Mental health support workers and clinicians were eligible for 
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one prize draw entry for each consumer they supported to take part to win one of five $100 gift 
vouchers.  

Response rates from mental health consumers receiving the services of non-culturally specific 
(mainstream) adult CMHTs were lower than anticipated. In order to improve participation of this group 
postal recruitment was also conducted. Mental health consumers aged 18–65 years with a minimum of 
one recorded face-to-face contact with these teams in the previous 4 weeks and three face-to-face 
contacts in the previous 6 months met the inclusion criteria (n=880). These criteria were set to ensure 
that those receiving postal surveys were current and active service users.  

To reduce the likelihood of multiple entries, the completed prize draw entry forms were checked 
against the mail out database and these names were removed from the mail out. 

It was not possible to know exactly how many consumers were asked to take part by mental health 
service teams. However, based on numbers of unused questionnaires returned, we know that a 
maximum of 543 questionnaires were handed out, meaning a minimum response rate of 51.6% 
(280/543). The response rate to the mail out survey was 14.1% (124/880) meaning a minimum 
response rate of at least 28.4% (404/1423) for the whole study.  

It is possible that the response rate was higher as non-respondents could have received a personal 
invitation to participate (been included in the 543 questionnaires handed out) and received a postal 
invitation (and been included in the 880 questionnaires mailed out); hence the minimum response rate 
of 28.4%.  

Ethics approval was obtained from the Ministry of Health Northern Region Ethics Committee 
(NTX/09/44/EXP). 

Instrument—The health survey used consisted of five parts. This article is concerned with Parts Two 
and Five. Part Two asked about health behaviours including fruit and vegetable intake, exercise 
activity, height and weight, and smoking, drinking and drug use. Part Five asked about socio-
demographic information of the mental health consumers, including age, gender, and ethnicity. 
Questions in Part Two were aligned with those asked in the NZ Health Survey,9 with an additional 
question about illicit drug use for this study. Findings from other parts of the survey are reported 
elsewhere.10, 11 

Data analysis—Survey data were analysed using SPSS (Version 13). Apart from descriptive statistics, 
Spearman’s correlations, Chi-square, Mann-Whitney and ANOVA tests were used to analyse the data 
along with relevant post-hoc analysis. Demographic differences within the mental health consumer 
sample were investigated, and major findings were compared to those of the NZ Health Survey.12  

Results 

Table 1 shows the sociodemographic characteristics of the surveyed sample (n=404) 
along with the prevalence of key health indicators. These are compared with the 
demographic characteristics of respondents to the NZ Health Survey (n=12,488).12 

Just over half of the consumer sample was female (n=224; 55.4%). The participants 
ranged in age from 18 to 70 years, with the majority being 25 years old and over. The 
mean age of females (n=223) was 41.5 years and the mean age of males (n=163) was 
40.7 years. Questions relating to height and weight had a relatively low response rate, 
this may reflect respondents not knowing this information and not wanting to go to 
extra effort to find it out. However, from the data collected, the mean height for 
females (n=174) was 165 centimetres and for males (n=119) was 175 centimetres. 
The mean weight for females (n=180) was 78.8 kilograms and for males (n=138) was 
93.9 kilograms.  

The demographic characteristics of the consumer survey respondents are comparable 
with those who responded to the NZ Health Survey (Table 1) in terms of gender and 
age. Māori and Asian service users were under-represented in the current sample 
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compared to respondents for the NZ Health Survey, and Pacific service users were 
over-represented (see Table 1).  

 

Table 1. Mental Health Consumer Survey and corresponding New Zealand 

Health Survey results 
 

Demographic Mental health consumer 

survey population (n=404) 

New Zealand Health Survey population 

(n=12,488) 

Gender 

Males n (%) 
Females n (%) 
Unknown n (%) 

 
164 (40.6) 
224 (55.4) 

16 (4.0) 

 
5,273 (42.2) 
7,215 (57.8) 

– 

Age 

Mean 
Under 25 years old n (%) 
25 years old and over n (%) 
Unknown n (%) 

 
41.2 

47 (11.6) 
341 (84.4) 

16 (4.0) 

 
– 

1,663 (13.3) 
10,825 (86.7) 

– 

Ethnicity 

European/Other n (%) 
Māori n (%) 
Pacific n (%) 
Asian n (%) 
Unknown n (%) 

 
284 (63.5) 
62 (13.9) 
57 (12.8) 
24 (5.4) 
20 (4.5) 

 
8,593 (68.8) 
3,160 (25.3) 
1,033 (8.3) 

1,513 (12.1) 
– 

BMI mean 

Overweight (BMI 25.0 – 29.9) %* 
Obese (BMI = 30+) %* 

29.2 
23.0 
40.9 

27.4 
36.2 
26.5 

Adequate fruit intake %* 44.9 60.0 

Adequate vegetable intake %* 30.2 64.1 

Exercise activity 

Sedentary %* 
Active %* 

 
16.2 
25.1 

 
9.9 

52.1 

Smoking 

Current smoker %* 
Never tried smoking %* 

 
41.6 
41.1 

 
19.9 
35.4 

Average cigarettes per day for 

smokers 
<1 
1–5 
6–10 
11–15 
16–20 
21–25 
26–30 
31 + 

 
 

3.0 
10.8 
18.7 
20.5 
25.3 
11.4 
4.2 
6.0 

 
 

0.8 
18.7 
32.3 
21.4 
15.9 
6.4 
3.0 
1.5 

Alcohol 

Frequency of drinking 

Never %* 
Monthly or less % 
Up to 4 times a month % 
Up to 3 times a week % 
4 or more times a week % 

 
 

42.5 
32.4 
10.1 
9.1 
6.0 

 
 

16.3 
26.1 
19.7 
17.7 
20.2 
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Demographic Mental health consumer 

survey population (n=404) 

New Zealand Health Survey population 

(n=12,488) 

Number of drinks on a typical day for 

drinkers 
1 or 2 
3 or 4 
5 or 6 
7 to 9 
10 or more 

 
 

49.8 
20.1 
16.0 
5.9 
8.2 

 
 

59.1 
21.2 
9.2 
4.1 
6.4 

Drug use 

Use of substance in the last year 

Cannabis 
Amphetamines 
Hallucinogens 
Opiates 

 
 

24.5 
4.4 
2.9 
4.4 

 
 

– 
– 
– 
– 

*= significant difference between mental health consumers and NZ Health Survey population 

 

Table 2 shows answers to a question in the survey which asked whether respondents 
have or have had any of a list of conditions. Multiple responses could be selected for 
this question. This shows that over half of the sample reported depression, a third 
reported anxiety disorder, a third reported schizophrenia, and nearly a fifth reported 
bipolar disorder. The most common physical health conditions were indicated to be 
high cholesterol (roughly a quarter of the sample) and high blood pressure (roughly a 
fifth of the sample). 

 

Table 2. Self-report data on physical and mental health conditions* 
 

Condition Yes n Total n % 

Depression 204 372 54.8 

Anxiety disorder 120 371 32.3 

Schizophrenia 116 370 31.4 

High cholesterol (hyperlipidemia) 98 370 26.5 

High blood pressure (hypertension) 75 371 20.2 

Bipolar disorder 69 371 18.6 

Asthma 58 372 15.6 

Diabetes: Type 2 34 359 9.5 

Stroke 11 370 3.0 

Kidney disorders 9 372 2.4 

Chronic obstructive pulmonary disease 9 372 2.4 

Angina (ischemic heart disease) 8 372 2.2 

Heart attack 7 372 1.9 

Metabolic syndrome 6 370 1.6 

Diabetes: Type 1 5 358 1.4 

Heart failure 5 372 1.3 

None of those listed 16 375 4.3 
*Respondents could tick as many as apply. 

 

BMI—The mean BMI for the mental health consumer sample was 29.2 (n=274). 
Overall 23.0% of the sample (n=63/274) were classified as overweight and 40.9% 
(n=112/274) as obese. The proportion of the sample that was overweight was lower 



 

 
NZMJ 1 November 2013, Vol 126 No 1385; ISSN 1175 8716 Page 40 
URL: http://journal.nzma.org.nz/journal/126-1385/5899/ ©NZMA 

  

 

than for the NZ Health Survey (36.2% of n=12,488), but a higher proportion was 
obese (NZ Health Survey: 26.5% of n=12,488) (overweight: Z=-4.51, p<0.0002; 
obese: Z=5.32, p<0.0002). 

There was a small positive correlation between age and BMI (r(271)=.137, p=.024). In 
addition, those in the European/Other (M=28.1, SD=6.8) and Asian (M=27.8, 
SD=8.2) groups had a lower BMI than those in the Māori (M=34.6, SD=9.8) and 
Pacific groups (M=35.8, SD=10.6) (F(4,299)=10.416, p<0.0005, post hoc test: Tukey’s 
HSD, p<0.05). 

There was no significant difference between the genders in their BMI scores. 

Fruit intake—In the NZ Health Survey13, adequate fruit intake was defined as eating 
two or more servings of fruit each day (a serving can be defined as the amount which 
fits into the palm of one’s hand.)15 By this definition, 44.9% (n=174/388) of the 
mental health consumer sample ate an adequate amount of fruit. This proportion was 
lower than for the NZ Health Survey (60% of n=12,488) (Z=-0.15, p<0.0002). 

There were no significant associations between how many servings of fruit were eaten 
per day and gender, age or ethnicity. 

Vegetable intake—Adequate vegetable intake was defined in the NZ Health Survey12 
as three or more servings of vegetables each day (a serving can be defined as the 
amount which fits into the palm of one’s hand.)13 By this definition, 30.2% 
(n=117/387) of mental health respondents ate an adequate amount of vegetables. This 
proportion was lower than in the NZ Health Survey (64.1% of n=12,488) (Z=-13.60, 
p<0.0002). 

Males ate fewer servings of vegetables per day than females (U=14772.0, n(m)=159, 
n(f)=217, p=0.014): only 23.9% (n=38/159) of males ate adequate amounts of 
vegetables as compared with 35.9% (n=78/217) of females. Māori were less likely to 
eat three or more servings of vegetables per day than other ethnic groups 
(Χ2

(4)=18.065, p=0.001). Age was not correlated with number of servings of 
vegetables eaten. 

Exercise activity—In the NZ Health Survey,12 ‘regularly physically active’ was 
defined as undertaking at least 30 minutes of physical activity per day on five or more 
days of the last week. ‘Sedentary’ was defined as less than 30 minutes of physical 
activity in the last week. 

For the mental health consumer survey, 25.1% (n=88/351) of respondents were 
regularly physically active and 16.2% (n=57/351) were sedentary by these definitions. 
A greater proportion of respondents from the mental health consumer survey was 
sedentary than the NZ Health Survey (9.9% of 12,488) and a lower proportion was 
active (NZ Health Survey: 52.1% of 12,488) (sedentary: Z=3.89, p<0.0002; active: 
Z=-9.991, p<0.0002). 

Males did 30 minutes of moderate activity on more days (M=3.5, SD=2.3) in the last 
week than females (M=2.6, SD=2.1) (t(343)=3.665, p<0.0005). Age and ethnicity were 
not associated with number of days in which 30 minutes of moderate activity were 
undertaken.  
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Smoking—Smokers made up 41.6% (n=165/397) of the mental health consumer 
sample, 17.4% (n=69/397) were ex-smokers and 41.1% (n=163/397) had never 
smoked. There was a higher proportion of current smokers in the mental health 
sample than in the NZ Health Survey population (19.9% of 12,488) but also a higher 
proportion who had never tried smoking (NZ Health Survey: 35.4% of 12,488) 
(current smokers: Z=10.513, p<0.0002; never smoked: Z=2.317, p=0.02). 

More males (51.8%; n=85/164) than females (33.8%; n=75/222) were smokers 
(Χ2

(2)=12.685, p=0.002) in the mental health sample. More of the Māori group were 
smokers (59.7%; n=37/62) and fewer had never smoked (19.4%; n=12/62) than those 
in other ethnic groups, and more of those in the Asian group had never smoked 
(73.9%; n=17/23) (Χ2

(8)=25.301, p<0.001). There was no association between age and 
smoking.  

Of consumer respondents who smoked, 55.3% (n=89/161) had a relative, friend, 
doctor or other health worker concerned about their smoking or suggest they cut down 
during the last year. 11.8% (n=19/161) of respondents had received such comments 
prior to the last year, and 32.3% (n=52/161) had never received such comments. 

There were no associations between whether a relative, friend, doctor or other health 
worker had suggested a reduction in smoking either in the last year or prior to this and 
gender or age. It was not possible to test for an association between this variable and 
ethnicity because of limited numbers in individual ethnic groups. 

Alcohol—Of the mental health consumer sample, 42.5% (n=164/386) never had a 
drink containing alcohol, 32.4% (n=125/386) had a drink monthly or less, 10.1% 
(n=39/386) had a drink up to four times a month, 9.1% (n=35/386) had a drink up to 
three times a week, and 6.0% (n=23/386) had a drink four or more times a week. 
Mental health consumer respondents were more likely to completely abstain from 
alcohol than those from the NZ Health Survey population (Z=13.46, p<0.0002). 

There were small negative correlations between age and frequency of alcohol 
drinking (r(s)=-0.166, n=376, p=0.001). In addition, those in the European/Other group 
more often consumed an alcoholic drink at least 3 or 4 times a week than other ethnic 
groups, and those in the Pacific group did this less often (Χ2

(8)=18.615, p=0.017). For 
example, 19.4% (n=54/278) respondents in the European/Other group had an 
alcoholic drink three times a week or more often, as compared with 3.8% (n=2/52) of 
Pacific respondents. There was no association between how often alcoholic drinks 
were consumed and gender. 

Males consumed more alcoholic drinks on a day when drinking than females 
(U=4281.0, n(m)=87, n(f)=126, p=0.003). For example, 23.8% (n=30/126) females 
consumed five or more drinks on a day when drinking, as compared with 39.1% 
(n=34/87) of males. There was also a small negative correlation between age and how 
many drinks containing alcohol were consumed (r(s)=-0.262, n=217, p<0.0005). 
Finally, those in the Pacific group were more likely than those in other groups to have 
five or more drinks on a day when drinking than those in other groups (Χ2

(3)=16.981, 
p=0.001); 54.2% (n=13/24) of this group drank at this level. 

Of respondents who drank alcohol, 25.5% (n=56/220) had a relative, friend, doctor or 
other health worker that had been concerned about their drinking or suggested they 
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cut down during the last year; 8.2% (n=18/220) had received such comments prior to 
the last year, and 66.4% (n=146/220) had never received such comments. 

There was no significant difference in whether males and females had received a 
suggestion to cut down drinking either in the last year or prior to this (Χ2

(2)=4.116, 
p=0.128). Those who had received suggestions in the last year tended to be younger 
than those who had received suggestions prior to this, and also younger than those 
who had never received a suggestion (F(2,211)=7.514, p=0.001, post hoc test: Tukey’s 
HSD, p<0.05). It was not possible to test for an association between this variable and 
ethnicity because numbers in individual ethnic groups were too small. 

Illicit drug use—A total of 294 participants answered whether they had used an illicit 
substance in the past year; 24.5% (n=72/294) had used cannabis, 4.4% (n=13/294) 
had used amphetamines, 3.0% (n=9/294) had used hallucinogens and 4.4% 
(n=13/293) of respondents had used opiates in the past year (multiple responses could 
be selected for drug use on the questionnaire). This question was not asked in the NZ 
Health Survey. 

Males were more likely to have used cannabis in the past year (31.3%; n=36/115) 
than females (19.8 %; n=34/172) (Χ2

(1)=4.974, p=0.026). In addition, the age of those 
who had used cannabis (t(285)=-6.95, p<0.0005), amphetamines (t(285)=-4.745, 
p<0.0005) and hallucinogens (t(285)=-4.645, p<0.0005) in the past year was 
significantly lower than those who had not. 

There were no associations between use of amphetamines, hallucinogens or opiates 
and gender. Nor were there significant differences in the ages of those who had used 
opiates and those who had not. Finally, there was no association between ethnicity 
and use of cannabis in the past year. Sample sizes within individual ethnic groups 
were not large enough to test for associations between ethnicity and use of 
amphetamines, hallucinogens or opiates. 

Discussion 

The first major finding of our study was that there was increased obesity in the mental 
health consumer group as compared with the NZ Health Survey population (Table 1). 
A similarly lower proportion of the general population survey in Australia has been 
shown to be overweight or obese,14 and high obesity levels have also been found 
among other mental health samples.2,15 There may be a number of reasons why 
obesity is more prevalent among populations with mental health issues.  

Mental illness can have major impacts on appetite, energy and motivation. For 
example, neurobiological factors associated with mental illness and the side effects of 
medications used for treatment can also encourage weight gain.16 In addition, socio-
demographic factors such as increased poverty and lower educational attainment 
among people with mental illness may mean that healthy foods (such as fresh fruit 
and vegetables) and health care services, that could encourage healthy eating 
behaviours, are less accessible.17  

Findings from our study suggest that the eating habits of the mental health consumer 
group were not as healthy as those from the general population in New Zealand, with 
lower proportions eating adequate fruit and vegetables (Table 1).  
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Our study also found a lower proportion of mental health consumers being classified 
as ‘active’ and a higher proportion being classified as ‘sedentary’ than in the NZ 
Health Survey population (Table 1). This factor could also contribute to obesity 
among people with mental illness.  

Other literature has also suggested that people with mental health conditions are less 
physically active than the general population,7 and this may relate to the effects of 
medications or the symptoms of mental illness inhibiting motivation.18 

There were major differences between the mental health consumer sample and the NZ 
Health Survey population in smoking behaviour. Around twice the proportion of 
mental health consumers were smokers as compared to the NZ Health Survey 
population. The same is also true of the mental health consumer sample in comparison 
with the general population sample in Australia.14 The consumer sample smokers also 
tended to smoke more than smokers from the NZ Health Survey population. These 
findings are echoed in other research into populations with mental health issues.4, 19  

The increased prevalence of smoking among mental health consumers is a complex 
issue which may relate to a range of factors. For example, cigarettes may be used as a 
tool to cope with the symptoms of mental illness, and also as a means of fitting in and 
feeling comfortable with other people in a similar situation.  

In addition, coping with the side-effects of medications may make it more difficult for 
people with mental illness to meet the extra challenge of stopping smoking.20 
Cigarettes have also been used as a reward to manage the behaviour of people in 
mental health institutions in the past, which would have encouraged addiction.21  

Another major finding of this study was that the mental health consumer sample 
drank alcohol less frequently than the NZ Health Survey population. The reasons for 
this may be that alcohol can worsen the symptoms of mental illness or interfere with 
responses to medications.22 However, despite the reduced likelihood of the consumer 
sample drinking alcohol, those that did drink did so more heavily than drinkers from 
the NZ Health Survey.  

Past research has identified associations between alcohol use and mental illness,5 23 

and this may be a maladaptive strategy for coping with the increased stress and 
unpleasant symptoms caused by mental health conditions.  

Our research suggests then that mental health consumers are polarised in terms of 
their alcohol intake. The large majority of mental health consumers drank infrequently 
or never, but those who did drink sometimes did so more heavily than those in the 
general population. Our research also suggests cultural variations in the patterns of 
drinking behaviour. The European/Other ethnic group were more likely to consume 
alcohol on an on-going weekly basis, but the Pacific Island group were more likely to 
be involved in binge drinking behaviour.  

Our study also looked at drug use among the mental health consumer sample, 
although there was no comparative data from the NZ Health Survey. Given that nearly 
a quarter of the group had used cannabis in the past year, with lower percentages 
having used amphetamines, hallucinogens or opiates, these findings will be of interest 
to health professionals. Illicit drug use can have adverse impacts on the course of 



 

 
NZMJ 1 November 2013, Vol 126 No 1385; ISSN 1175 8716 Page 44 
URL: http://journal.nzma.org.nz/journal/126-1385/5899/ ©NZMA 

  

 

mental illness including symptom exacerbation, increased hospitalisation, medication 
adherence, problem behaviours, and decreased social functioning.24 

Limitations—This study has a number of limitations. First, how well the sample 
represented the overall population of mental health consumers with serious mental 
illness who regularly access community mental health services in the region is 
unknown due to the lack of official statistics available for this group. Recruitment was 
driven by consumer responsiveness, rather than a representative sample being selected 
because we wanted to encourage participation in this often hard to reach population. 
The present study also suffers from a potential response bias, as individuals who were 
more unwell may not have responded to the survey.  

Reliance on self-report data may also reduce the validity of the findings. It has been 
argued that the meaning of results from self-report measurement involving seriously 
mentally ill populations should be interpreted with caution, as they may contain biases 
due to cognition, periodic affective swings, and recent life events that may better 
reflect psychopathology and symptoms than actual life conditions or functions.30  

The present study, however, surveyed a community sample of mental health 
consumers, a group of people with serious mental illness who were not acutely 
unwell. Finally, comparisons were made with the NZ Health survey which was 
conducted in 2006/7 and there may have been changes in the two year intervening 
period.  

Some of the NZ Health Survey population reported experiencing a mental illness 
sometime in their life (10.5% depression, 4.3% anxiety, 1.0% alcohol use disorders. 
0.7% bipolar disorder, 0.3% schizophrenia) and it is possible that a number of these 
people were consumers with a serious mental illness engaged with a community 
mental health service.  

Whilst the size of this group who had the potential to bias the findings is unknown, 
the effect would be to reduce the size of any difference we have found between the 
consumer and general population groups. However the fact that the differences 
between the two groups were statistically significant suggests that this bias was not 
substantial.  

Implications—Despite its limitations, our study suggests that the physical health 
behaviours of mental health consumers in NZ are frequently poorer than those from 
the general population. Health professionals should therefore strongly encourage 
engagement from this group, especially as they may be less likely to initiate contact 
with healthcare providers themselves.25  

Resources to address the physical health of mental health populations also need to be 
made available. However, health professionals should also take care not to stereotype 
individual mental health consumers, as our study showed a variety of within-group 
variations in health behaviours, as well as alcohol abstinence across a large proportion 
of the group. Just as in the general population, individual differences in health 
behaviours should not be ignored just because a mental illness is present. 
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