
Acceptability and Receipt of Preventive Care for
Chronic-Disease Health Risk Behaviors Reported by
Clients of Community Mental Health Services
Kate Bartlem, B.Psych., Jenny Bowman, Ph.D., Megan Freund, Ph.D., Paula Wye, Ph.D., Christophe Lecathelinais, D.E.S.S.,
Kathleen McElwaine, B.Psych., Luke Wolfenden, Ph.D., Karen Gillham, M.Soc.Sc., John Wiggers, Ph.D.

Objective: Compared with the general population, people
with a mental illness have a greater prevalence of behaviors
that contribute to higher chronic disease rates. Mental health
clinical guidelines recommend preventive care to address
such behaviors; however, little information is available about
whether clients consider preventive care acceptable or
about the prevalence of such care in mental health services.
This article describes acceptability and receipt of assess-
ment, advice, and referral for smoking, inadequate fruit
and vegetable consumption, harmful alcohol consumption,
and physical inactivity, as reported by community mental
health service clients. The association between preventive
care, diagnosis, and number of clinical appointments was
examined.

Methods: A cross-sectional telephone interview was con-
ducted with clients (N=558) of community mental health
services in Australia.

Results: Although preventive care was highly acceptable to
clients (86%297%), receipt of preventive care was low. Client
receipt of risk assessment ranged from 26% (assessment of
fruit or vegetable intake) to 76% (assessment of alcohol con-
sumption). The proportion of clients at risk of and assessed for
unhealthy behavior who then received brief advice ranged
from 69% (fruit or vegetable intake) to 85% (physical activity),
whereas only 38% (alcohol consumption) to 49% (smoking)
received any referral. A greater number of mental health
appointments were associated with higher prevalence of
preventive care, as were diagnoses of diabetes or respiratory
conditions and not having a schizophrenia diagnosis.

Conclusions: Practice change strategies are required to in-
crease the delivery of routine preventive care within mental
health services if clients are to benefit from clinical guidelines.
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People with a mental illness have higher rates of chronic
disease morbidity and mortality and a reduced life expec-
tancy compared with the general population (1–3). Although
the causes underlying such disparities are varied (4–7), a
significant contributor is greater prevalence of modifiable
health risk behaviors, including smoking (8,9), harmful al-
cohol consumption (10), inadequate nutrition (11,12), and
physical inactivity (13,14). Mental health care guidelines
recommend the provision of preventive care to modify such
client risk behaviors (9,15,16). Recommendations include the
“2As and R” model at a minimum, which entails assessment
(A) of clients’ health risk behaviors and, for clients with
risks, the provision of advice (A) and referral (R) to behavior
change services (17–20).

Limited research has examined the provision of pre-
ventive care by mental health services for chronic-disease
health risk behaviors, with such research predominantly
focusing on smoking cessation care (21–26). Four studies
within the past decade have examined the provision of care

for more than one of these health risk behaviors (27–30).
However, two have been limited to examining a single ele-
ment of preventive care (27,29). One study addressed the
provision of three elements of preventive care across four
behaviors (smoking, harmful alcohol consumption, inade-
quate nutrition, and physical inactivity) (30). The study,
which surveyed clinical staff within Australian community
mental health services, found that the proportion of clini-
cians who reported providing care to most ($80%) of their
clients for each of the four behaviors ranged from 13% to
89% for assessment, 46% to 80% for advice, and 23% to 61%
for any type of referral. Care provision was consistently
lowest for nutrition, and, for all behaviors, referral or follow-
up was least likely to be provided (30). An important
limitation of studies that have examined the provision of
preventive care to address a range of health risk behaviors in
mental health services over the past decade is their use of
either staff report (28–30) or medical record audit (27). No
studies, to our knowledge, have used client-reported receipt
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of preventive care despite its being suggested as a more
appropriate measure (31).

Previous research undertaken in the mental health setting
has identified a number of clinical and client characteristics
that are associated with greater provision of preventive care,
including rural as opposed to urban location (32,33); a con-
sultation of longer rather than shorter duration (32); being
seen by a nurse or allied health clinician as opposed to a psy-
chiatrist (32); diagnoses of diabetes, hypertension, obesity
(32,33), asthma, or other respiratory disorders (24); and psy-
chiatric diagnoses, including bipolar disorder (33) and some
substance use disorders (24).

A growing body of evidence suggests that mental health
service clients are interested in improving their health risk
behaviors (34–40) and suggests that mental health clients
are receptive to smoking cessation care (41) and care to in-
crease physical activity (34). However, client acceptance of
preventive care for alcohol consumption or inadequate nu-
trition or of specific elements of preventive care has not been
investigated. In the context of mental health clinicians per-
ceiving that lack of client acceptance constitutes a barrier
to provision of preventive care (42–44), there is a need for
more research across a broader set of risk behaviors and
elements of preventive care.

A study was undertaken within a network of Austra-
lian community mental health services to examine client-
reported acceptance of receiving assessment, brief advice,
and referral or follow-up from community mental health
clinicians for each of four health risk behaviors; client-
reported receipt of such forms of care for each of the four
behaviors; and associations between client diagnosis, num-
ber of clinical appointments, and reported receipt of pre-
ventive care.

METHODS

Design
A cross-sectional survey of community mental health ser-
vice clients was undertaken from December 2011 through
November 2012 in one local health district in New South
Wales (NSW), Australia. Since 2010, the district has had a policy
requiring community mental health clinicians to provide, in
accordance with the 2As and R model (with assessment,
advice, and referral constituting preventive care), routine
preventive care to all clients for the four behavioral risks in-
cluded in this study. At the time of the study, no specific training
regarding the policy had been provided to clinicians (45).

Ethical approval for the study was obtained from the
Hunter New England Human Research Ethics Committee
(approval no. 09/06/17/4.03) and the University of New-
castle Human Research Ethics Committee (approval no.
H-2010–1116).

Participants and Recruitment
Community mental health services. In Australia, public com-
munity mental health services provide ambulatory care to

approximately 350,000 clients each year (46). Within the
study area, all 12 community-based mental health services
providing care to adult clients were invited to participate.
Such services receive over 7,000 new clients per year and
provide general adult mental health care and care to more
specialized populations, including services specializing in
care for older persons, persons needing psychiatric re-
habilitation, and those with an early psychiatric diagnosis,
comorbid substance abuse, an eating disorder, or border-
line personality disorder.

Community mental health clients. Clients attending any of
the 12 eligible services were initially eligible if, on the basis of
electronic medical record data, they were at least 18 years
of age, had attended at least one face-to-face appointment at
an eligible service during the previous two weeks, had not
been selected to participate previously, and had not been
identified by their clinician as inappropriate to contact.

Over 12 months, a random sample of approximately 22
such clients (approximately 5% of weekly eligible clients)
was selected weekly from the electronic medical records
system using the survey select procedure in SAS, version 9.3.
Selected clients were mailed an information letter and
telephoned by trained interviewers to further determine
eligibility, including speaking English, not living in a geriat-
ric care facility or incarcerated, and being physically and
mentally capable of responding to the survey items. Eligible
consenting clients completed a computer-assisted telephone
interview survey at that time or at a more suitable time.

Measures
Client descriptors. Clients reported whether they were of
Aboriginal or Torres Strait Islander origin (or both) and
their highest education level, employment status, marital
status, and psychiatric or general medical conditions for
which they had received medical attention or taken medi-
cation within the previous two months. Age, gender, resi-
dential postal code, mental health service attended, and
number of community mental health appointments attended
within the past 12 months were obtained from electronic
medical records for study consenters and nonconsenters.

Client health risk behaviors. Clients reported the following
during the month prior to seeing their community mental
health clinician: tobacco smoking (47), quantity and fre-
quency of alcohol use (48), fruit and vegetable consumption
(49), and physical activity (50). Survey items are based on
validated items from recommended assessment tools (51–54)
and have been used in community surveys (55). Clients’ risk
status was based on Australian national guidelines (47–50).

Acceptability of preventive care. Clients were asked to in-
dicate the acceptability of clinician assessment for each be-
havior (strongly disagree to strongly agree). For example, “It
is acceptable for [service] to ask you if you smoke any to-
bacco products.” Clients who were identified to be at risk of
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one or more behaviors were asked to similarly indicate the
acceptability of clinicians’ providing brief advice and referral
for addressing such behaviors.

Receipt of Preventive Care
Client receipt of assessment, brief advice, and referral or
follow-upwas assessed (possible responses were yes, no, and
don’t know) (17–20). Clients were asked to report whether,
during their community mental health appointments, the
clinician assessed their smoking status, alcohol consump-
tion, fruit and vegetable intake, and physical activity. Clients
classified as at risk for a behavior and who reported being
assessed for that behavior were asked whether their clini-
cian advised them to modify their behavior. Similarly, clients
classified as at risk for a behavior and who reported re-
ceiving an assessment for that behavior were asked whether
their clinician spoke to them about or offered to arrange
referral to the NSW Quitline for smoking (www.icanquit.
com.au/further-resources/quitline) or theNSWGetHealthy
Coaching and Information Service for inadequate intake
of fruits or vegetables or for physical inactivity (www.
gethealthynsw.com.au). No equivalent free, government-
funded telephone helpline was available for reducing alcohol
consumption. Such clients were further asked whether they
were advised to see their general practitioner or Aboriginal
Medical Service (AMS), or other services (such as a dietician,
support groups, or Alcoholics Anonymous).

Analyses
Analyses were undertakenwith SAS, version 9.3. Descriptive
statistics were used to describe the sample characteristics
and client acceptability of each element of care for each
health risk behavior. Residential postal code was used to
calculate each client’s geographic remoteness (56) and socio-
economic index of disadvantage (57). Condensed response
categories were created for age, marital status, highest edu-
cation level, geographic remoteness, index of disadvantage,
and number of community mental health appointments in the
previous 12 months. Chi square analysis was used to compare
client groups—those consenting versus not consenting to the
study—on age, gender, remoteness, and number of appoint-
ments. For chi square and regression analyses, variables were
dichotomized (less than high school versus completed high
school or greater).

For each behavior, a variable was created to reflect
whether at-risk clients received any type of referral or
follow-up. For clients who reported being at risk and being
assessed, a “complete care” variable was created for receipt
of both advice and referral or follow-up for each behavior
(yes-no response).

Descriptive statistics were used to describe client receipt
of assessment (responses were yes, no, or don’t know, with
the latter two categories combined for analysis) for each
behavior and to describe client receipt of advice, each type of
referral, and complete care for each behavior for which
a client was at risk and reported being assessed.

For each of the four behaviors, chi square analysis was
used to examine the association between client diagnostic
characteristics, the number of appointments in the past 12
months, and receipt of assessment and complete care.
Variables associated at p#.25 were entered into backward
stepwise logistic regression models to examine their as-
sociation with clients’ having received assessment and
having received complete care for each of the four
behaviors. [A table available in the online supplement to
this article provides detail on the chi square analyses.] The
choice of this p value follows recommendations that more
traditional levels of p,.05 often fail to identify impor-
tant and clinically relevant variables (58). Logistic regres-
sion models adjusted for age, gender, employment status,
marital status, education, Aboriginal background, and resi-
dential remoteness in order to examine whether care receipt
was independently associated with diagnostic character-
istics and with the number of appointments in the past
12 months.

RESULTS

Participants
All 12 community mental health services in the district
participated. Of 1,106 clients selected to participate, 903
(82%) were contactable, and of these 129 (14%) were iden-
tified as ineligible for participation. Of the remaining 774
clients, 558 (72%) participated in the interview. A greater
proportion of women compared with men agreed to partici-
pate (76% versus 68%, p=.009). There were no other significant
differences between consenters and nonconsenters. Client
descriptors are reported in Table 1.

Acceptability of Receiving Preventive Care
Clients consistently reported that receiving preventive care
would be highly acceptable (Table 2). Acceptability of re-
ceiving an assessment ranged from 90% for assessment of
fruit or vegetable consumption to 97% for assessment of al-
cohol consumption; acceptability of receiving advice ranged
from 86% for smoking to 94% for physical inactivity; and
acceptability of receiving a referral ranged from 88% for in-
adequate fruit or vegetable consumption to 91% for harmful
alcohol consumption.

Receipt of Preventive Care
Assessment. Amajority of participants reported being assessed
for smoking (73%) and alcohol consumption (76%). Over half
were assessed for physical activity (57%), and a quarter for fruit
or vegetable intake (26%) (Table 3).

Advice. Of participants who were at risk for a behavior and
who reported receiving an assessment, a majority received
brief advice to quit smoking (79%), reduce their alcohol
consumption (73%), increase their consumption of fruits and
vegetables (69%), and increase their physical activity (85%)
(Table 3).
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Referral and follow-up. Receipt of each type of referral or
follow-up was low. Receiving information about telephone
helplines ranged from 12% (physical inactivity) to 41%

(smoking), whereas receiving an offer to arrange a referral to
a helpline ranged from 1% (concerning fruit and vegetable
consumption) to 7% (concerning smoking). Receipt of advice
to speak to their general practitioner or AMS ranged from
2% (fruit and vegetable consumption and physical inactivity)
to 13% (smoking), and being advised to use any other type
of support ranged from 29% (smoking) to 41% (physical in-
activity) (Table 3).

Complete care. For each of the four risk behaviors, less than
half of the participants who were at risk and who reported
being assessed received both advice and referral or follow-
up, with the range from 37% (harmful alcohol consump-
tion or inadequate fruit or vegetable consumption) to 48%
(smoking).

Associations With Receipt of Preventive Care
Participants were less likely to be assessed for alcohol con-
sumption if they had a diagnosis of schizophrenia (odds ratio
[OR]=.63). Clients weremore likely to be assessed for physical
activity if they hadmore than two appointments in the past 12
months (3–11 appointments, OR=2.43; $12 appointments,
OR=3.05). No significant associations were identified for as-
sessment of smoking or consumption of fruits and vegetables
(Table 4).

If clients smoked, they were more likely to receive com-
plete carewhen they had three to 11 appointments (OR=2.28)
or 12 or more appointments (OR=2.88) in the past 12 months.
Complete care for alcohol was more likely when a client had
12 or more appointments in the past 12 months (OR=3.19)
and less likely if the client had a diagnosis of schizophrenia
(OR=.21). Complete care for inadequate fruit or vegetable
consumption was more likely when participants had diabetes
(OR=4.22) or a respiratory condition (OR=3.32). Complete care
for physical inactivity was more likely when a participant had
diabetes (OR=4.59) (Table 4).

DISCUSSION

This study was the first to examine acceptability and receipt
of preventive care for multiple health risk behaviors, as
reported by mental health clients. Preventive care was
highly acceptable to clients across all behaviors and care
elements. Receipt of preventive care was variable across
behaviors and care elements and was particularly low for
inadequate nutrition, receipt of referral and follow-up, and
receipt of complete care. Factors identified as being posi-
tively associated with preventive care receipt were having
a greater number of appointments in the previous 12months,
a diagnosis of diabetes or a respiratory condition, and not
having a diagnosis of schizophrenia.

The finding that the receipt of assessment, advice, and
referral for all risk behaviors was highly acceptable to clients
is consistent with research regarding smoking and physical
activity (34,41) and extends previous findings to include
acceptability for alcohol and nutrition and for referral. Such

TABLE 1. Characteristics of 558 community mental health
service clients

Characteristic N %

Male 262 47
Employed 126 23
Aboriginal or Torres Strait Islander, or both 27 5
Agea

18–34 222 40
35–54 229 41
$55 107 19

Marital status
Married or cohabiting 138 25
Previously or never married 420 75

Highest education level completed
Some high school or less 258 46
Completed high school or equivalent 103 19
Completed technical certificate or diploma 136 24
Completed university or college degree, or
higher

61 11

Psychiatric diagnosis (N=520)b

Depression 326 63
Bipolar disorder 115 22
Schizophrenia or other psychotic illness 163 31
Anxiety disorder 205 39
Other mental illnessc 14 3

N of appointments in past 12 monthsd

1–2 151 27
3–11 178 32
$12 229 41

Geographic remoteness (N=555)e,f

Major city 418 75
Regional or rural 137 25

Index of disadvantage (N=555)e

Lowest tertile 222 40
Middle tertile 314 57
Highest tertile 19 3

Health risk prevalence
Smokingg 283 51
Harmful alcohol consumptionh 241 43
Inadequate fruit or vegetable consumption
(N=557)i

483 87

Inadequate physical activityj 261 47

a Mean6SD=40.6615.1, range 18–85
b Numbers in diagnostic categories do not add to total participant numbers
because participants could elect multiple diagnoses. Data were unavailable
for 38 participants because of changes to the interview script during the
study period. One participant refused to answer, and 24 participants
reported no psychiatric conditions for which they were receiving care.

c Other mental illness includes participants who responded “other” to the
question about psychiatric diagnoses and those who did not also respond
concerning a main diagnostic category. The category includes eating dis-
orders, attention-deficit disorder, and personality disorders.

d M6SD=15.4620.7, range 1–207.
e Data unavailable for three participants with no fixed home address
f The Accessibility/Remoteness Index of Australia (ARIA) was used to measure
the accessibility of a service center (defined as an urban center with
a population $5,000) from the client’s residence. Major city, ARIA #.2;
regional or remote, ARIA ..2 (56).

g Smoking any tobacco products (47)
h Consuming more than 2 standard drinks on average per day, or more than 4
standard drinks on any one occasion (48)

i Consuming less than 2 servings of fruit or 5 servings of vegetables per day (49)
j Engaging in less than 30minutes of physical activity on 5 to 7 days of the week (50)
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findings also extend the re-
search identifying that a sig-
nificant proportion of mental
health service clients are
interested in changing their
health risk behaviors (34–40),
suggesting that clinician
beliefs regarding client non-
receptivity to general health
care (42,43,59) may be un-
founded. The dissemination
of training and educational
resources has been reported
to positively affect primary care nurses’ misconceptions
regarding general medical care for clients with a mental
illness (60). The effectiveness of such strategies in reducing
clinician misconceptions regarding client receptivity to pre-
ventive care and the impact on clinician provision of such care
should be examined.

Although client reports indicated high acceptance of pre-
ventive care, receipt of care was low. The results are con-
sistent with clinician reports of suboptimal preventive care
provision,withcareparticularly low for inadequate consumption
of fruits and vegetables and for referral across all behaviors (30).
For each of the four behaviors, less than half of participants
who were at risk and reported receiving assessment were ad-
vised to use any type of referral or follow-up. Along with
a perception that clients may not be receptive to or interested

in preventive care, the low levels of referral may reflect poor
communication between mental health and other health
services (61,62), a perceived lack of referral options
(43,61,63,64), or other organizational barriers. Further re-
search is warranted to better understand the barriers to care
provision in this setting in order to develop interventions to
improve care.

For some behaviors and care elements, an association was
identified between care receipt and the following: a greater
number of appointments in the previous 12 months and
a diagnosis of schizophrenia, diabetes, or respiratory illness.
Such findings suggest that mental health clinicians are more
likely to provide preventive care where they feel that time
permits (28,44,61) or when it is clinically indicated (24,33).
Given that people with schizophrenia are at highest risk

TABLE 2. Client-reported acceptability of receiving preventive care, by behavior and element of
preventive carea

Smoking
Harmful alcohol
consumption

Inadequate fruit
or vegetable
consumption

Inadequate
physical activity

Element of care Total N N % Total N N % Total N N % Total N N %

Assessment 558 534 96 558 543 97 557 500 90 558 536 96
Brief adviceb 283 244 86 241 224 93 483 434 90 261 244 94
Referralb 283 253 89 241 219 91 483 427 88 261 234 90

a Clients agreed or strongly agreed that receipt of preventive care would be acceptable.
b Limited to clients who were classified as at risk for a behavior

TABLE 3. Mental health service clients who reported being assessed for health risk behaviors and reported receiving further care for
the behaviors for which they were at risk and assesseda

Element of preventive
care

Smoking
Harmful alcohol
consumption

Inadequate fruit
or vegetable
consumption

Inadequate physical
activity

Total N N % 95% CI Total N N % 95% CI Total N N % 95% CI Total N N % 95% CI

Assessment 558 406 73 69.1–76.5 558 423 76 72.2–79.4 557 143 26 22.0–29.3 557 319 57 53.2–61.4
Brief adviceb,c 226 178 79 73.4–84.1 200 145 73 66.3–78.7 124 85 69 60.3–76.8 162 138 85 79.7–90.7
Referral or follow-upc

Received information
about helpline

226 92 41 34.3–47.2 na na na na 124 25 20 13.0–27.3 162 20 12 7.2–17.5

Provider offered to
arrange referral
to helpline

226 16 7 3.7–10.4 na na na na 124 1 1 .0–2.4 162 6 4 .8–6.6

Advised to speak to
general practitioner
or AMSd

226 29 13 8.4–17.2 200 23 12 7.0–16.0 124 2 2 .0–3.9 162 3 2 .0–4.0

Advised to use other
support types

226 65 29 22.8–34.7 200 75 38 30.7–44.3 124 38 31 22.4–38.9 162 67 41 33.7–49.0

Advised to use any
referral or follow-upe

226 111 49 42.–55.7 200 75 38 30.7–44.3 124 53 43 33.9–51.6 162 75 46 38.5–54.1

Complete care (advice
and any referral or
follow-up)b,c,e

226 108 48 41.2–54.3 200 74 37 30.3–43.7 124 46 37 28.5–45.7 162 72 44 36.7–52.2

a Clients who responded “don’t know” to care-related items were categorized as not having received care.
b Advice for smoking includes being advised to quit smoking or being advised to use nicotine replacement therapy or both.
c Limited to clients who were at risk of behavior and reported being assessed
d AMS, Aboriginal Medical Service
e Any referral or follow-up includes receiving information about a helpline, being offered a referral to a helpline, being advised to speak to a general practitioner
or AMS, or being advised to use other types of support.
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of chronic disease morbidity and mortality (65,66) and of
experiencing a reduced life expectancy (1,3,67), the finding
that clients with a diagnosis of schizophrenia were less likely
to receive care for alcohol consumption suggests that ini-
tiatives to increase the provision of such care for this client
group are a particular priority. Tomaximize the benefits, it is
important to provide preventive care routinely to all clients.
Approaches to care delivery that limit the time required of
clinicians, including reduced models of care, such as the 2As
and R model, should be considered in the mental health
setting (17–20). Further, systems changes such as informa-
tion technology approaches to prompt preventive care de-
livery (18,68) and the automation of referrals should be
implemented to support clinicians (20,69).

The results should be interpreted in light of a number of
limitations. Client reports of receipt of preventive care in
general health care settings have been acknowledged as
more reliable than clinician reports (31). However, to our
knowledge no studies have reported the validity of such
measures inmental health settings specifically. The extent to
which the receipt of such care in this study is either an
overestimate or an underestimate of the care actually re-
ceived is unknown. Participants were selected on the basis of
having a community mental health appointment in the prior
two weeks. Because the survey questions addressed care
without specification of time frame, some clients might have
responded regarding the receipt of care over a longer period.
Subsequent analyses have indicated that over 80% of clients
responded to this item in terms of their most recent ap-
pointments with the service. Diagnoses were self-reported
by participants and hence may reflect self-diagnosis rather
than diagnosis by a health professional. Last, although data

were collected from a health district covering a large geo-
graphical area with metropolitan, regional, and rural com-
munities, the generalizability of the findings to other settings
is unknown.

CONCLUSIONS

This study has demonstrated that although mental health
service clients reported that preventive care for health risk
behaviors is highly acceptable to them, their reported receipt
of such care during community mental health appointments
indicates that care is suboptimal. Poor physical healthwithin
this population is well documented, as is the high prevalence
of health risk behaviors. Therefore, it is imperative that
mental health services provide preventive care routinely.
Strategies to increase the delivery of routine preventive care
within mental health services, such as information tech-
nology approaches and automated referrals, are likely to be
required.
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TABLE 4. Predictors of assessment and complete care for health risk behaviors among mental health service clients, by diagnostic and
clinical characteristicsa

Outcome and behavior Predictor B SE OR 95% CI p

Assessment
Smoking None
Fruit or vegetable consumption None
Alcohol consumption Schizophrenia or related diagnosisb,c –.47 .24 .63 .40–.99 .05
Physical activity 1–2 appointments in past 12 months (reference) ,.001

3–11 appointments in past 12 months .89 .24 2.43 1.53–3.85 —
$12 appointments in past 12 months 1.11 .23 3.05 1.95–4.77 —

Complete care
Smoking 1–2 appointments in past 12 months (reference) .01

3–11 appointments in past 12 months .82 .39 2.28 1.07–4.86 —
$12 appointments in past 12 months 1.06 .36 2.88 1.41–5.90 —

Fruit or vegetable consumption
Diabetesb 1.44 .63 4.22 1.23–14.43 .02
Respiratory illnessb 1.20 .57 3.32 1.08–10.18 .04

Alcohol consumption Schizophrenia or related diagnosisb,c –1.58 .44 .21 .09–.49 ,.001
1–2 appointments in past 12 months (reference) .001
3–11 appointments in past 12 months –.35 .48 .70 .28–1.80 —
$12 appointments in past 12 months 1.16 .42 3.19 1.40–7.30 —

Physical activity Diabetesb 1.52 .58 4.59 1.47–14.33 .009

a Logistic regression models adjusted for client age, gender, employment status, marital status, highest education attained, Aboriginal and Torres Strait Islander
origins, and remoteness of residence.

b Yes versus no
c Includes schizophrenia and other psychotic illness
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