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Misinterpreting physical symptoms as mental illness  

 

 

 

 

 

 

 

 

 

 

 

 

Abstract 

 

Aims and objectives: To ascertain the views and experiences of mental 

health consumers regarding the availability and quality of care and 

treatment received for their physical health needs.  
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Background. People diagnosed with mental illness have higher occurrence 

of physical health problems. Responsive health care services are crucial for 

prevention and management of physical health problems, and for reducing 

disparities in health between people diagnosed with mental illness and those 

who are not. There is limited research giving voice to consumer perspectives 

on their experiences with health care providers.  

Design. Exploratory qualitative.  

Methods. Focus group interviews with mental health consumers accessed via 

a consumer network group in a region of Australia (n=31). All interview audio 

recordings were transcribed professionally. Interviews were thematically 

analysed.  

Results: The main themes were: symptomising; failure to act; and alertness to 

prejudice. The first two themes were consumer perceptions of the actions 

and behaviours of health professionals, and the third describes consumer 

responses to these behaviours and actions.  Consumers described increased 

risks of illness and death because of undiagnosed physical illness despite their 

physical health advice-seeking as the reason for the health consultation.  

Conclusion. Health care providers’ non-recognition of physical health 

problems presents a clear example of a significant and potentially life 

threatening health inequity.  The service provider responses described by 

participants suggest mental health consumers’ physical health needs may 

not be taken seriously.   

Relevance to clinical practice. Clinicians need to take seriously the physical 

health needs and concerns of people with mental illness.  Nurses can play a 

crucial role in the prevention of diagnostic overshadowing as part of a 

broader direction of balancing biomedical perspectives with other 

approaches to health care.   

 

KEYWORDS 

 

Consumer participation  
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Diagnostic overshadowing 

Health care access 

Mental Health Nursing 

Mental health services  

Physical Health 

Stigma 

 

 

 

 

What does this paper contribute to the wider global clinical community 

 

 Despite increased awareness of physical health care inequities for 

people with mental illness, physical illness is often undiagnosed 

because physical symptoms are interpreted as indicative of mental 

illness.  

 Lack of response to physical health concerns discourages consumers 

from engaging with health services, resulting in further physical health 

deterioration.   

 Diagnostic overshadowing can be a life-and-death matter for mental 

health consumers and this discriminatory practice has to be much 

more assertively addressed.  

 Perspectives and experiences of mental health consumers must be 

fundamental to research activities and practice change. 

 

 

Introduction 

 

The international literature provides conclusive evidence that the life 

expectancy of people diagnosed with mental illness is between 10 and 32 

years less than the general population (Colton & Manderscheid 2006, Laursen 
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et al. 2014, O'Donoghue et al. 2014). The causes of premature death are 

primarily preventable illnesses such as cardiovascular disease (Holt 2015, 

Lawrence et al. 2013). Strikingly, though health care service provision is vital to 

addressing these disparities, shortfalls between access to physical health care 

and physical health needs of people with mental illness are frequently 

reported (Connolly et al. 2015, De Hert et al. 2011a, Scott & Happell 2012). 

Understanding the experiences and opinions of mental health consumers 

about physical health care is crucial to understanding the nature of these 

disparities, yet a shortage of primary research articulating the consumer 

voice is apparent (Chadwick et al. 2012).  The current study gives voice to 

the views and experiences of mental health consumers regarding the care 

and treatment received from health care providers in relation to their 

physical health needs. 

 

Background 

 

There are several potential causes of the significant physical health disparities 

between people with and without mental illness, such as socio-economic 

deprivation (Robson & Gray 2007), smoking (Bartlem et al. 2015, Laursen et al. 

2014, Scott & Happell 2011),  poor diet (Barre et al. 2011, Chacón et al. 2011), 

drug and alcohol misuse (Morgan et al. 2013, Scott & Happell 2011), 

inadequate physical activity (Krogh et al. 2014, Vancampfort et al. 2012); 

and psychiatric medications (Choong et al. 2012, Waterreus et al. 2012, 

Weissman et al. 2012).  Health care services are central to physical illness 

prevention and management of physical illnesses for people with mental 

illness (Holt 2015, Viron et al. 2012), yet under screening of preventable 

illnesses remains a major issue (Connolly et al. 2015, Howard et al. 2010).  

 

To address the health care gaps,  integrated care models or 

interventions focused on physical health are emerging, including improved 

screening, assessments, referral rates and completed referrals (Druss & von 
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Esenwein 2006, Druss et al. 2010, White et al. 2011), co-locating physical and 

mental health services (Pirraglia et al. 2012), collaborative care facilitation 

such as peer navigators (Kelly et al. 2014), and health-behaviour change and 

maintenance (Bruins et al. 2014, Fernandez-San-Martin et al. 2014, Wardig et 

al. 2016). However, much more integrated health care is needed to tackle 

the disparities in physical health between people with and without mental 

illness (Moore et al. 2015). 

 

One factor which is receiving increasing attention in the physical 

health disparities impacting people with mental illness is diagnostic 

overshadowing, where a service users physical symptoms are attributed to 

their mental illness (Nash 2013). Diagnostic overshadowing has been 

recognised as a particular type of misdiagnosis impeding access to the 

physical health care needs of people with mental illness (Thornicroft 2011). 

This may result in delayed diagnosis and treatment of physical health 

conditions, leading to worsening of the consumers mental health (Nash, 

2013).  Diagnostic overshadowing is problematic whenever there is more 

than one illness, where the presence of one may lead to non-recognition of 

another (Wood & Tracey 2009).  This problem is well recognised in health 

care. Provider-level surveys of doctors (Graber et al. 2000) and nurses  

(McDonald et al. 2003) demonstrate how healthcare professionals attitudes 

toward physical symptoms are manipulated by knowledge of psychiatric 

illness or use of psychotropic medication. 

 

Critically, the problem of diagnostic overshadowing extends to 

emergency medical care. In a study of 25 emergency medicine 

professionals, factors such as clinicians attitudes towards mental illness, and 

difficulties in working with mental health services to achieve emergency 

discharge targets were identified as contributors to diagnostic 

overshadowing (Van Nieuwenhuizen et al. 2013). More recently, Shefer and 

colleagues (2014) explored cases of diagnostic overshadowing at four 
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London-based hospital emergency departments. The authors surmised that 

unclear staff roles and responsibilities, pressures of the health care 

environment, “challenging behaviour” of consumers and stigma “held by a 

minority of staff” were potential causes of diagnostic overshadowing.  While 

Shefer et al. (2014) inquired into the views of health care providers, diagnostic 

overshadowing is also reported by mental health consumers in the UK (Lester 

& Tritter 2005), Canada (Clarke et al. 2007) and Australia (Mental Health 

Council of Australia 2005).  

 

Qualitative studies of consumer perspectives of physical health care 

have reported experiences suggestive of diagnostic overshadowing 

(Gonzalez-Torres et al. 2007, National Alliance on Mental Illness (NAMI) 2008), 

with one large-scale survey of mental health consumers reporting almost half 

believed their physical health concerns were overlooked when a psychiatric 

diagnosis become known (National Alliance on Mental Illness (NAMI) 2008). 

To address this emergent contributor to the disparity in physical health care 

experience by mental health consumers, an increased understanding is 

required from their perspective.  Consumers’ first-hand experience is crucial in 

research of health care provider behaviour, such as apprising how effectively 

health care is provided and how it can be improved (Chadwick et al. 2012, 

Cranwell et al. 2016, McCloughen et al. 2016).  

 

Methods  

 

Aim 

 

 Addressing the disparity in physical health care between people 

diagnosed with a mental illness and the general population requires 

consumer-driven solutions.  Consumers are therefore key stakeholders in the 

physical health research agenda.  The aim of the current research project 

was to articulate consumers’ perceptions and experiences regarding the 
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availability and quality of care and treatment provided in response to 

physical health needs and issues.  

 

Design 

 

Qualitative exploratory methods described by Stebbens (2001) were 

employed for this study. Qualitative exploratory research are designed to 

facilitate thorough investigation of a topic or issue from the perspective of 

those participants best able to inform the research question, in this case 

consumers of mental health services.  Qualitative exploratory approaches 

are therefore highly suitable to examine issues that have not been thoroughly 

researched, and providing voice to who are frequently not heard in research 

and decision making arenas. 

 

Setting 

 

The research was conducted in the ACT.  The ACT Mental Health Consumer 

Network (ACTMHCN), the peak body for mental health consumers in the 

region fully endorsed and supported the research.   

 

 

 

Participants 

 

Target participants were people who self-identified as consumers of 

mental health services and had an interest in physical health issues.  The 

project was advertised in the weekly bulletin distributed to members of the 

ACTMHCN.  Consumers were invited to contact the research team for more 

information and participant Information sheets and consent forms were 

provided to those who expressed interest in contributing to the study.  The 

ACTMHCN enrolled those who expressed interest in one of four focus groups.  
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Names and any other potentially identifying information was kept 

confidential by ACTMHCN.  Thirty-one consumers participated, with focus 

groups ranging from seven to nine participants per group. Payment of $75 

per interview provided to consumers was commensurate with the policies of 

the ACTMHCN and reflects best practice in reimbursing consumers for their 

expertise. 

 

Data collection  

 

Interviews were held at the premises of ACTMHCN because it was 

centrally located and easily accessed by public transport and was a familiar 

venue for many participants.  It also demonstrated the organisation’s support 

for this research, and therefore enhanced its credibility.  Focus groups were 

conducted by two researchers with substantial expertise in focus groups 

methods, specifically in conducting focus groups with mental health 

consumers.  Furthermore, as a result of previous experience in advocacy, 

academic, research and lived experience perspectives, the researchers 

conducting the focus groups were very familiar with physical health issues 

effecting consumers. For example, one researcher had a mental health 

nursing research background and the other a consumer researcher 

background.  Including consumer researchers as part of the research team, 

and in conducting focus groups is consistent with enhancing consumer 

participation in mental health research to ensure it authenticity and 

relevance (Shippee et al. 2015).  The team also believe consumer 

participants may feel more comfortable to express their views and 

experiences openly which they may not have been comfortable to do with 

only a health professional researcher present.   

 

Prior to the interviews, a guide was co-developed by the researchers. 

While specific issues were reflected in the questions, they were kept very 

broad to encourage participants to describe their opinions and experiences 
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freely and without the barriers of pre-conceived and highly focused 

questions.   

 

At the beginning of each interview, the researchers introduced 

themselves and provided a brief overview of their backgrounds and expertise 

in relation to the research.  Duration of focus groups ranged between 90 and 

150 minutes. The focus groups were audio recorded to provide an accurate 

record for transcription. 

Ethical considerations 

 

The research received ethical approval from the University of Canberra 

Human Research Ethics Committees prior to study commencement. A signed 

consent form was requested from study participants before each interview 

began. A brief outline of the study, reflecting the content of the plain 

language statement, was provided verbally at the commencement of each 

interview.  Participants were provided the opportunity to ask any questions or 

seek further clarification.  

 

Issues of privacy and confidentiality were discussed and participants 

were assured these would be protected, and specifically that no identifying 

information including names of people or health services would be published. 

Participants were also asked not to disclose any discussions from the focus 

group to external parties.  The researchers sought permission from 

participants to audio record the interviews to enable a complete and 

accurate interview transcript to be produced.  All participants consented to 

audio recording of the focus groups.   

 

Analysis 

 

Interviews were transcribed verbatim by a professional external 

transcribing service and full accounts of the four focus groups were 
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produced. Data were analysed separately and independently by two 

members of the research team. A thematic analysis approach was taken 

based on the framework developed by Braun and Clarke (2006).  This 

framework consists of five stages.  In the initial stage researchers read and re-

read the transcripts several times to become familiar with the contents. Stage 

2 encompassed identifying and manually coded specific content. The codes 

were reviewed and grouped according to similarity of content. During stage 

3, tentative themes were identified and provisionally labelled. Stage 4 

involved the creation of a conceptual map of tentative themes.  In the final 

stage, the conceptual map and themes were rechecked for accuracy and 

to ensure all important information was extracted from the transcripts. The 

thematic structure was reviewed by all team members and adjusted until 

consensus was reached.  

 

Rigour 

 

The credibility of the research was enhanced through prolonged 

engagement.  Two hours was made available for interviews to allow sufficient 

time for participants to feel comfortable to express themselves freely (Horsfall 

et al. 2007).  Ensuring the methodological processes were rigorous was 

facilitated through the use of code reliability (Rice & Ezzy 2005), following the 

independent process of analysis described in the previous section.   

 

 

 

Findings 

 

Three themes emerged from analysis of the transcripts: Symptomising by 

provider, Failure to act by provider and Consumer Alertness to prejudice. 

Quotes from the focus group interviews are provided below to illustrate some 
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of the findings reported, the number of the focus group (FG) from which the 

quote was taken is included.  

 

Symptomising by provider 

 

 In all focus groups, participants described by which health care 

providers attributed physical symptoms  to the consumers mental illness, 

without consideration of a possible physical illness:   

  

 …they dismiss physical health concerns as part of your mental 

illness….This is really, really common.  (FG3) 

 

Symptomising included the apparent perception by providers that the 

consumer was ‘crazy’, and therefore their expressions of physical illness were 

fictitious because consumers were lacking in insight and competence and 

therefore unable to separate their physical symptoms from their mental state.   

For instance, one participant reflected on a visible physical symptom that 

had been of concern for a long time, but could not get much progress on a 

diagnosis. The participant considered providers to have avoided a serious 

effort at diagnosis:  

  

 I got back sensation I lost when I hit – missed the pool, and sensation I 

lost when I got the nerves coming back here.  So is that a mental 

health condition or is that a physical health condition?  Because every 

time I go to a doctor about it, for 15 years, they’d say, oh, that didn’t 

happen; you went crazy, darling.  So a lot of what is diagnosed as 

mental health is actually a physical health problem that they’ve 

chosen not to understand. (FG1). 

 

Having been diagnosed or recorded as having mental illness was 

frequently described as framing the whole relationship between consumer 
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and provider, with the providers interpreting any concerns or symptoms as 

symptoms of the mental health diagnosis. Behaviours or responses by the 

consumer could not transcend the provider’s outlook: 

  

 …no matter how you, you know, well you are, no matter how much, 

how good you seem and how well spoken you are and all those sorts 

of things, you just get treated like a complete nut case.  (FG3) 

 

When participants described physical health problems, clinicians often 

made no effort to check or investigate further. The word “belief” came up 

regularly in focus group discussions. Often this referred to scenarios where 

providers questioned or ignored the presence of a physical illness.  

Consumers were often uncertain themselves if the issue was physical and 

hence the whole point of consulting a medical expert was to clarify the 

health problem.  What struck them was the difficulty in getting an assessment 

or screening that would be straightforward to attain if there were no mental 

illness label:  

  

 ….what I think of physical health in relation to mental health, is physical 

health is the symptoms I am treating and seeking treatment of when I 

get accused of being mentally ill [sic]. (FG1) 

 

 The underlying current through the narratives of participants was the 

sense that the health care provider saw them as lacking insight and 

competence.  This resulted directly from the diagnosis or recording of mental 

illness, where providers tended to automatically assume consumers did not 

have insight into their own health, even when they held positions of 

importance and authority within the mental health community: 

 

 ….I was the chair of the network – this network [major mental health 

consumer network], and I’d go to a doctor and they’d still say, oh, you 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

obviously don’t know that you’re mentally ill [sic] …. And respond as if I 

was completely clueless. (FG1) 

 

There were consistent descriptions provided of derogatory responses of 

medical providers to consumers, where lack of health literacy was implied 

and imputed simply based on the consumer’s diagnosis: 

 

…you can’t also possibly be health literate if you have chronic and 

complex mental health issues. (FG1) 

 

Even when participants wanted to take on greater responsibility for 

their own health, such as self-care, this too was interpreted in terms of mental 

illness:  

 

 …..if you then try and incorporate your knowledge into yourself care 

you’ll say – “oh, no, you’re crazy” – and they’ll actually use your efforts 

towards care as indication of greater illness. (FG1) 

    

Not believing what consumers would say during consultations was 

interpreted as indicative of a broader lack of trust on the part of providers. 

Participants clearly valued having a relationship with a doctor based on trust, 

but this would be lost over time:  

  

 …another year they started medication … I had very bad side effects.  

And [they sent] me to doctors … to specialists and they even gave it 

[the medication] to me again…I deteriorated mentally with 

hopelessness and physically and with all this trust which is important 

with your doctors … he treated me very badly that I’m making up story 

and things like that. (FG3) 
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As a further example of the spreading of the mental illness symptomising in a 

family context, the parenting performance of consumers was questioned by 

providers, such as physical health problems of the child of a consumer, where 

the imputation that the mother harmed the child as the real reason for the 

child’s physical health problem:   

  

 I’ve definitely had people tell me stories about being mums and not 

only are they not only believed about their own health, it impacts on 

the child. The kid’s knee swelled up like this when she just played … half 

an hour of softball and they’re going, “Oh yeah, is it?  What have you 

done to her knee?” (FG3). 

 

Failure to act by provider 

 

As health care providers were viewed as dismissive of consumer concerns, 

the result was reluctance or failure to act by the provider. As participants 

conveyed in the focus groups, having physical symptoms viewed correctly 

and accurately by providers was not just appropriate professional conduct, 

but a decision of life and death in some instances. When physical health 

needs were not addressed, as frequently occurred, consumers were 

vulnerable to worsened health and in several cases, high risk of early death. 

To make the case, participants relayed many examples of inadequate 

physical health care.  One participant describes awareness of these 

situations from a professional capacity:  

 

This is actually the most common complaint that we hear from 

members … A few years ago we had a member of ours die of a 

heart condition because the doctor dismissed his symptoms as part 

of his mental illness.  They said it was just anxiety.  So it went 

undiagnosed.  (FG3) 
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Although more provision of medication would look like an action by a 

provider, participants saw the continual reliance on medication as failure or 

a static response to any problem the consumer would raise:  

 

… another member…she went two years going to doctors here about 

fainting spells and that sort of thing.  They kept upping her medication, 

her psychotropic medication.  Went up to Sydney.  When she was in 

Sydney went to the hospital there because she had a fainting spell, 

was diagnosed with diabetes.  So they just completely disregarded. 

(FG3) 

 

  Besides medication, referring the consumer to another provider of 

mental health services would be another pathway that also did not address 

physical health issues raised by the consumer:  

 I had a friend who actually went to a doctor about a groin injury and 

she just said, “Oh, it's just in your head, you need to see a psychologist.”  

“Well, no, I’m pretty sure it's hurting there and I didn’t have this problem 

before I did this exercise,” and she said, “No, just go to a psychologist.”  

Well, no, you want to be fully convinced that you’re okay physically 

before you go to see a psychologist. (FG4) 

      

Consumer alertness to prejudice 

 

Consumers had heightened attention to how health care providers 

interpreted and responded to their concerns. As the providers tended to 

interpret all complaints as symptoms of the mental illness diagnosis, they were 

unlikely to respond appropriately.  Consumers felt very vulnerable in terms of 

their physical health, and by implication, were more alert to prejudice in the 

health care system. Most focus groups demonstrated a shared vigilance 

towards stigma and prejudice which was not confined to any particular 

mental illness:  

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

  

 ….it doesn’t just happen to the people who have, sort of, more visible 

mental illness like severe schizophrenia or something like that.  It 

happens to everybody.  The second you’ve got that red flag on your 

file…. That’s why we’ve got to get rid of it, the stigma or whatever it is 

that’s holding us down (FG3). 

 

For one participant, the challenge was to avoid particular labels, in this 

case – hypochondria. The participant wanted assurance that an elbow injury 

was not serious, but the mental health diagnosis was a barrier to getting the 

elbow assessed:  

  

 I’m just really afraid of getting labelled a hypochondriac, which I think I 

am, but I think it's very stigmatised… a lot of mental illness is stigmatised, 

but I think that’s one that’s particularly stigmatised because I have this 

thing where I – every little sore or injury I get, I get so anxious that it's 

going to last forever and it's a such big deal and early on when I 

started having this problem I went to a doctor about it and she said - I 

had a blood test and my elbow kept hurting for a long time afterwards, 

for months.  I said, “Oh, I think it's from the blood test.”  She said, “Oh, 

well, that’s the weirdest thing I’ve ever heard.”  And she didn’t look into 

it any further and I just think no matter what the injury is and how 

convinced they are that it's just psychological, they should look into it 

completely to give you peace of mind… (FG4) 

 

Discussion 

 

The findings from this research suggest when consumers seek assistance 

for physical health concerns, their symptoms are often interpreted as 

reflecting their mental health rather than a physical health issue.  This is 

despite the well-known higher occurrence of serious physical health problems 
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experienced by people diagnosed with mental illness (De Hert et al. 2011b, 

Laursen et al. 2014).   

 

Perceptions that all health problems described by people with mental 

illness are in fact not physical in nature, has been found to lead to biased 

judgements including the discounting of a person’s genuine inquiries into the 

presence of physical illness. This form of clinical error, often referred to as 

‘diagnostic overshadowing’ (Jones et al. 2008) poses a major impediment for 

mental health consumers when seeking treatment that should be readily 

available to all.  The stories voiced in this study reaffirm the existence and 

detrimental impact of diagnostic reasoning, found previously across Australia 

and internationally, from the viewpoints of mental health consumers but also 

health care providers, carers and Non-Government Organisations (McCabe 

& Leas 2008, Mental Health Council of Australia 2005, Shefer et al. 2014). 

Furthermore, diagnostic overshadowing may be a major mechanism in what 

has been regularly reported on disparities in health care – namely, under-

diagnosis and under-treatment of physical health problems of people with 

mental illness (Connolly et al. 2015, Lawrence & Coghlan 2002). 

 

The first two themes that emerged from the current analysis: 

symptomising by provider and failure of provider to act, clearly reflect 

stigmatisation by health providers.  Thornicroft et al. (2007) state that stigma 

encompasses “problems of knowledge (ignorance), problems of attitudes 

(prejudice), and problems of behaviour (discrimination) (p. 192).” Participants 

did not refer to lack of knowledge by health care providers, however 

prejudice and discrimination were directly referred to. It is well recognised in 

the literature that mental health consumers see themselves as subject to 

discrimination and stigma within the mental health sector (Gonzales et al. 

2014, Green et al. 2003).  A literature review of qualitative studies of 

consumers receiving community mental health services confirms that 

prejudice and discrimination are features of stigma (Mestdagh & Hansen 
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2014).  Furthermore, negative attitudes of health professionals in the general 

health care system has been identified (Knaak et al. 2015, Noblett et al. 

2015). 

 

The current findings highlight the influence of diagnostic 

overshadowing in determining whether physical health care is properly 

addressed when actively requested by mental health consumers. 

Participants provided numerous examples of health providers’ neglect and 

negative attitudes.  These “problems of behaviour” as described (Thornicroft 

et al., 2007, p. 192), are clear examples of discrimination.  Mental health 

consumers saw the denial of treatment for physical health issues as a failure 

on the part of the provider to respond in a professional way to consumer’s 

concerns. Professional behaviour would involve assessing and if necessary 

treating the potential physical health problem in the same way as if the 

person did not have a diagnosis of mental illness.  

           

Through these negative experiences of physical health concerns being 

rejected or downplayed by health care providers, consumers became 

vigilant to avoid being stigmatised and further subject to prejudice by the 

health care system.  Efforts to avoid stigma diminish the likelihood that mental 

health consumers engage with the health care system (Dixon et al. 2016, 

Procter et al. 2015a, Procter et al. 2015b). The significance of this finding 

needs to be emphasised, given the principle of close consumer-provider 

relationships and consumer-oriented services in best practice and policy 

(Australian Government 2012, British Medical Association 2014, Department of 

Health and Ageing 2013).   

 

Diagnostic overshadowing is recognised as a significant barrier to 

mental health consumers gaining physical health care, and therefore a 

major barrier to reducing the life expectancy inequities for people with 

mental illness.  Decisive strategies to prevent or minimise the risk of this 
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practice need to be actioned in research, policy and practice. For example, 

based on the finding of Shefer et al. (2015), along with input from agencies 

advocating for the improved delivery of physical health services for mental 

health consumers, specific recommendations to improve the diagnosis 

process will be proposed. Whether this leads to a reduction in diagnostic 

overshadowing remain to be seen. However it may offer a useful beginning 

point for mental health services. Experimental research has provided 

preliminary evidence that risk of diagnostic overshadowing can be reduced 

by educating clinicians about these types of clinical errors (Wood & Tracey 

2009).  Training and education may reduce diagnostic overshadowing 

(Shefer et al. 2015), however this is less likely if negative attitudes from health 

professionals towards mental health consumers remain.  

 

Limitations 

 

The qualitative nature of this study does not support generalizability 

beyond the participants from one Australian region.  Clearly there is need for 

more research on mental health consumer experience of diagnostic 

overshadowing in broader populations from more diverse settings.   

 

Conclusions 

 

Consumers of mental health services have the right to receive high 

quality health care for both physical and mental health conditions.  The now 

well-documented life expectancy gap is evidence that this is not common 

practice.  Reducing the gap requires a concerted effort to understanding 

the reasons this inequity persists.  Diagnostic overshadowing must be 

recognised as a possible contributing factor, and therefore an issue to be 

addressed if viable solutions are to be found.  Mental health consumers 

participating in this research recognised prejudicial attitudes as common 

practice when physical health concerns were interpreted as symptoms of 
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mental illness. These interpretations of their experiences with providers in both 

primary care and mental health care lead to heightened vigilance for further 

prejudice, and a higher likelihood consumers will disengage with the health 

care system. As a consequence, consumer’s risk not receiving much-needed 

physical health care.  Diagnostic overshadowing is a discriminatory practice 

that has to be much more assertively addressed by all health professions.  

Nurses can play a major role by taking consumers’ concerns seriously and 

advocating for improved, accessible and non-judgemental physical health 

care.  

 

Implications for clinical practice 

 

Clinicians in all health care services need to be knowledgeable about 

the risk of physical illness for people diagnosed with mental illness, and the 

contribution of diagnostic overshadowing to worsening physical health.  

Nurses are well positioned to play a crucial role in highlighting the issue of 

diagnostic overshadowing, a problem that must be overcome to 

substantively improve access to quality physical health care.  For example a 

specialist nursing role in physical health care has been suggested (Happell et 

al. 2014) to facilitate co-ordination of physical health services of mental 

health consumers. The physical health nurse consultant should be explored as 

a promising avenue to reduce diagnostic overshadowing and its impacts via 

education of health care colleagues and supporting collaborative care 

between mental and physical health specialists.  
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