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ABOUT THEM ENTALHEALTHC OORDINATING COUNCIL (MHCC)

MHCC is the peak body representing mental health community managed organisations

(CMOs) also known as non -government organisati ons (NGOs) in NSW. Our members

provide a range of psychosocial and clinical support services and programs, as well as

advocacy, education, training and information services with a focus on recovery oriented

practice. MHCC3s me mb er s hoarganisations whHose businessfor aotivitg r 150
is wholly or in part related to the promotion and/or delivery of services for the wellbeing

and recovery of people affected by mental health conditions.

We work in partnership with both State and Commonwealth Governments and participate
extensively in policy and sector development and facilitate linkages between government,
community and private sectors in order to affect systemic change. MHCC manages and
conducts research projects and develops collaborative projects on behalf of the sector.
MHCC is also a registered training organisation (MHCC Learning & Development) delivering
nationally accredited mental health training and professional development to th e
community managed workforce across all human services.

MHCC is also part of a coalition of the eight state and territory peak community mental
health organisations established to promote leadership and direction promoting the
benefits of community ment  al health and recove ry services across Australia.
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BACKGROUND

People with mental health conditions have a life expectancy approximately 25 years less
than that of the general population. Incidence of diabetes in persons with persistent

mental health conditions is four times that of the general population; of cardiovascular
disease three times that of the general population and weight gain on commonly

prescribed medication is around 40% (e.g. De Hert, Correll, & Cohen, 2011 ; Mental Health &
Drug & Alco hol Office, 2013 ). The National Mental Health Commission identified that the
poor physical health and early deaths of people with mental health difficulties is a serious
national problem. A recommendation of A Contributing Life: The 2012 National Report

Card is that a Il governments must set targets and work together to reduce early death and
improve the physical health of people with mental health conditions . Prioritising the
physical health needs of people living with serious mental health conditions has b ecome
an international priority.

MHCC has been focusing on the integration of mental health and physical health care by
CMOs since the establishment of the Physical Health Industry Reference Group (PHRIG) in
2010. MHCC and member organisations have worked to raise awareness of the issues
across sectors and improve the overall health outcomes for people with mental health
conditions. A range of promotional activities have ensued including:

1 The Forum: Unravelling Physical Health Issues Associated with Menta | lliness(October
2011) helped to build capacity and knowledge in the mental health sector and
supported cross sector collaborations.

1 The Forum: Exploring Better Mental and Physical Health Outcomes through
Collaboration (September 2012). MHCC brought out visiting USA specialist Dr Joe Parks
MD as guest speaker to present leading  -edge research on why integrating mental
health with physical health care is vital to reducing early death rates of people with
mental health cond itions.

T A web page dedicated to d6physical healt ho
supporting access to physical health related initiatives and current research. A
proforma Physical Health Care Policy and Procedures  for CMOs supporting good
practi ce is also available.

Many MHCC member organisations have commenced or further developed a wide range

of physical health activities and programs for and with their client and carer groups.

However, whilst MHCC wa s aware of a number of these activities occu rring, it wa s not
clear: a) the extent or range of the activities offered; b) if and/or how effectiveness was
being measured; c) perspectives of various stakeholders; and , d) how well current
practices align with best emerging and available evidence.

While research reporting the effectiveness of various physical health interventions for

people living with mental  health conditions is scarce ( Toshet al . 2013), there remains much
to learn from the evaluation studies  that have begun to be  reported internation ally over
the last few years (e.g. Happell etal. 2012 and McCreadie etal. 2005).
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STUDYAIMS

1. To gain an understanding of current and potentially best practices in supporting
people living with mental  health conditions to meet their physical health needs
internationally by reviewing the literature ;

2. To understand the extent or range of physical health activities/programs currently

being offered by mental health community managed organisations (CMOs) across
NSW;

3. To understand if and how the effectiveness of these progra ms are currently being
measured;

4. To gain an understanding of the perspectives of various stakeholders (staff,
consumers and carers) in regard to the benefits, strengths and weaknesses of
current programs being offered,;

5. To critically examine ho w well the current practices being used by NSW CMOs align
with best emerging and available evidence internationally ; and,

6. Synthesise the findings above to enable future recommendations  to be made
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EXECUTIVESUMMARY OF HNDINGS

International literature  demonstrates without doubt that people living with mental health
conditions are much more likely than the general population to experience a number of
serious and life threatening physical health conditions. Equally, the literature demonstrates
irrefutably, that they receive less access to and poorer quality of health care for those

physical conditions than the general population.

In the last decade there is an exponential growth of publications within peerr eview journals
reporting on programs that have been developed, run and evaluated in an attempt to
address the physical health needs of people living with mental health conditions . These
programs are diverse in their designs as are their  methods of measurin g outcomes. Our
findings from stage two of this study demonstrate that the current practices and physical

health initiatives within the NSW CMO sector broadly mirror those in the literature. That is,

there are a growing number of ~ NSW community managed  orga nisations running a diverse
range of physical health targeting  programs/activities. Again these vary greatly in design
as they do in methods of evaluation. A significant challenge identified in this study is the
capacity of many staff/programs (in terms of both resources and knowledge) to measure
outcomes and thus evaluate the effectiveness of the innovative programs they are

developing, trialling and/or running.

The literature demonstrates that internationally there is still a lack of systemic, routine

app raisal of the physical health needs of people living with mental health conditions . Our
study demonstrates that this too remains the case within the CMO sector and health sector

more broadly in NSW. Whilst a few organisations have formal requirements for p hysical
health checklists to be conducted with all consumers using their service, this is the

exception rather than the rule and most organisations leave this decision to the discretion

of individual staff members.

While staff participants discussed the v alue of treading slowly, de veloping rapport and
selecjusg ®he right timed to inquire about or di s
this meant that only some consumers had access to the opportunity to identify and address

these needs. Again reflecting the broader literature, this extended beyond CMOs and

consumers talked about  having to actively seek  physical health assistance /attention from

other mental health care professionals and GPs but struggling to get their attention to

move beyond m ental health needs. In parallel, consumers discussed the challenges of

working with physical health focussed providers when they had a poverty of understanding

in terms of mental health conditions

For many consumers , programs and support delivered by CMOs were seen to be valuable
in terms of providing supportive and encouraging environments , which was not always
available in mainstream services/programs, where there was no judgement in regard to

their physical or mental health conditions and where they received support tailored to their
individual needs. Such programs were also seen as useful transitional or interim programs
where the end goal was for consumers to access mainstream services once their
confidence, self -esteem and fitness had increased an d they provided a safety -netto
continue to address their physical health even when they were unwell at different times of
their lives.

The recommendations that come from this study are again in step with those
internationally. They are informed by the lit erature review, the survey data provided by
community managed organisational leaders and from the interview data obtained from
staff running physical health programs, consumers using those programs and carers.
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RECOMMENDATIONS

Seven recommendations and a  ssociated actions are presented. These arei  nformed by the
findings from the literature review, surveys of organisational leaders and the in -depth
interviews with staff, consumers and carers . Adoption of the recommendations presented

will enhance the CMO s ectors capacity to  contribute to reducing the physical health
disparities between people living with and without mental health conditions

Note:

1. Recommendations are targeting the NSW CMO sector and the specific role it has to play
in enhancing physica | health outcomes for people living with mental health conditions

2. We acknowledge (and the interviews we conducted make it very clear) that for many of
these recommendations to be acted upon, there need s to be enhanced and dedicated
resourcing. This is emphasised in the final recommendation.

Recommendation 1

Continue education regarding the physical health and health care

problems/disparity for people living with mental health condition s. Education
needs to be targeted at all levels within the CMO sec tor; from CEOs to consumers
carers and support workers.

While there has been a lot of recent effort in this regard, there is clearly still a lack of

knowledge or awareness of the physical health care needs and service access problems

facing peoplelivin g wi t h ment al il Il ness. This |l ack of
sector from organisational leaders to consumers and carers to on the ground staff.

Obviously this education needs to extend well beyond the CMO sector, and particularly
to medical and physical healthcare services, however the focus of this report, and thus
the recommendations, is on the CMO sector.

Actions:
A Development and broad dissemination of clear accessible and educational
resources (paper based such as this report, brochures, newsletters etc. and
internet based such as websites, blogs etc.) to consumers, carers and service

providers.
A Include this education in staff orientation and in -service programs .

Mental Health Coordinating Council & University of Sydney
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Recommendation 2

Training to enhance the skills and confidence to advocate for:
A consumers (i.e., self -advocacy) and
A carers and staff to advocate on behalf of consumers

More effective advocacy is needed to improve access rates to and quality of health

care provision from medical and physical health specialist sector s. Advocacy includes
being able to inform  those without specialist mental health knowledge, about the
specific mental health needs of individual consumers a s well as ensuring consumers
physical health care needs are  both identified and  met.

Actions:

A All CMOs to provide training opportunities for consumers and carers to develop
skills in selfadvocacy.

A All CMOs to provide training for all staff including the peer workforce to better
support consumers to develop self -advocacy skills a s well as to enhance staff
capacity to negotiate and advocate on con

Recommendation 3

Training for all CMO st aff, including the peer workforce , to support self -directed
physical health and wellbeing

While most specialist physical health needs of consumers should be met by the expertise

of medical healthcare providers and specialists, CMO staff (and consumers themselves)
need the skills to identify if physical health needs exist and to ensure access an d quality
services from those sectors. At a minimum, every consumer attending any mental health

CMO program should be offered, or provided with, referral and support to make

informed decisions about their physical health. All staff need to have the confide nce,
knowledge and skills to ensure this occurs.

Actions:
A Brief, targeted courses and in -services that are run to up -skill all CMO sector staff

including the peer workforce in basic training in supporting self -directed physical
health .

A Training also inclu ded as a routine part of staff orientation.

A Identification of a physical health checklist/tool for consumers that can be made

available to the sector (various in  -house checklists /tools have been developed by
some CMOs and perhaps these could be shared)

Mental Health Coordinating Council & University of Sydney
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Recommendation 4

Increase formal expectations by embedding the requirement for CMOS to have
formal systems to work with people who use the service to find out what health
issues they would like to manage and provide them with tools and information to

ma nage their health

While many staff describe an informal system whereby each staff member raises the issue

of physical health when they 6feel & it is th
requirement for all consumers to have access to physical health checks, practice will

remain patchy with many consumers missing out.

Actions:

A Where itis in-line with funding provided and with program and organisational

objectives, include mandatory offer of physical health checks and routine follow -
up at 6 months minimum in funding agreements

These standards to be included formally within organisational policy

These standards and practices to be incorporated into staff job descriptions

Consumers to be made aware of this right through consumer information

resources .

> v >

Recommendation 5

Continued physical health program improvement. All CMOs need to continue to
critique their current physical health programs/services against the best available
evidence and in partnership with service users/user feedback.

The CMO sector is ideally placed to provide physical health programs (both group based

and one -to-one) for people living with mental health conditions . The sector currently
provides a significant array of services and programs some of which reflect best pr actices
reported within the literature and others that do not. Programs need to be evaluated and
outcomes and best practice need to guide improvements.

Actions:

A All CMOs (in collaboration with service users)  to review current programs against
best available evidence as it transpires. In the immediate timeframe, the elements
of best -practice identified in this report would be a minimum starting point.

A MHCC or other sector leader to continue to ensure that the CMO sector is
informed of best current pr  actice.

A Conduct program evaluations to measure outcomes of programs delivered and
identify areas for improvement. We recommend CMHDARN (Community Mental
Health and Drug and Alcohol Research Network) as one avenue through which
organisations can develop the  ir capacity to conduct rigorous evaluations.
Alternatively, developing academic research partnerships has served many in the
sector well.
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Recommendation 6

Forge stronger partnerships and collaborations with other sectors,
(medical/clinical  health care, physical health specialist
services/professionals/programs/facilities/clubs etc.) and develop shared or
integrated models of  support .

Actions:

A At organisational and peak body levels, develop partnership agreements and
formal collaborations  with local GP, Medicare Locals, Local Health Districts,
dentists, dieticians and other health care specialists to enhance access for
consumers.
A Continue to explore and develop innovative partnerships with physical health
fitness services and facilities suc h as gymnasiums, service club health centres,
sporting facilities etc., again to increase opportunities for consumers.
Staff ensure that they are aware of and inform each consumer of the local
physical health related services, health professionals and faci lities or clubs that are
available to them.

Recommendation 7

Increased dedicated funding and resources are required to enable these
necessary service improvements that will lead to better physical health outcomes.

Enhanced and ongoing funding needsto betiedtoa n organisational requirement that
all consumers of that organisation have the opportunity for routine physical health checks,
support and ongoing review.

Additionally, there is a need for on  -off sector development funding to enable:

A Developmen tand provision of training modules (for staff, consumers and carers) in
need identification and review (use of checklists for example), advocacy and self -
advocacy

A Resource identification  or development and dissemination (including data
management systems /strategies, health cards/checklists etc.)

A Systematic facilitati on of a 6change of practiced acr
including physical health 6échampionsd fro

Mental Health Coordinating Council & University of Sydney
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STAGE 1: REVIEW OF THEITERATURE

Objectives
The purpose s of our review of the literature were to:

1. ldentify (and describe in a synthesised way for the benefit of the sector) the current
range of best international , community -based practices , programs and interventions
designed to enhance the physical health of people li ving with mental health
conditions and summarise them in a way that would make the information
accessible and useful to the NSW  Community Managed Mental Health Sector

2. Enable us to make some comparisons between current international practices and the
practices currently employed by the NSW Community Managed Mental Health Sector
as reported through the surveys and interviews we conducted, and finally, to

3. Enable us, based upon these comparisons, to provide potential suggestions and
recommendations to the ~ NSW Community Managed Mental Health Sector on what
is required to further or be tter support people living with mental health conditions to
address the ir physical health needs.

Methods:

A scoping rather than systematic  review of both scientific and grey literature was

conducted using the PubMed database and Google Scholar. Search terms included

combinations of O6physical health programsod, O6phys]|
programd, Oexercise prooggraamds, OOneinabaelt eésl Ipnessd, an
The reference lists of selected literature were also reviewed to identify any overlooked

literature.

The literature reviewed was not an exhaustive list but rather a scoping of the international
literature ba sed on the following search criteria:
1. The report examined or explored the effectiveness of physical health or lifestyle
programs specifically for people with a mental health condition
2. Non-pharmacological models were report ed i.e. studies that only reporte d on
medications for weight -loss or treatment of diseases like diabetes were excluded
3. Thereported program involved adult consumers (18 years or older)
4. Thereport was published in the last 10 years.

See Table 1 and 2 for a complete list and details of the literature/programs reviewed.
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HNDINGS

SUMMARY:

Across the literature, e lements that appear to be important aspects of best practice
include:

A Individualised and tailored support;

Linkage with other health services/professionals;
Self-management models ;

Peer support workers;

Multi -layered programs ;

Multi -session format s;

Positive facilitator style & environment; and,
Measurement of consumer outcomes.

> > > > > > >

Note: It appears thati tis these elements in combination that were most likely to
produce an effective physical health program or approach . Each of the elements is
de scribed below in further detail.

1. Current approaches

We found that there are many strategies and approaches to address the physical health

needs of people with a mental health condition that have been and are currently being

used and evaluated . These approaches have been implemented across the breadth of
me nta | health sector s internationally ; within both clinical and community -based settings
and delivered by  both government and non -government services.

There wa s a high degree of variability in regard to the types of approaches employed, as
well as the outcomes measured . The approaches were not always mutually exclusive, i.e.,
a combination of approaches and strategies were often used within one reported

program . All of the approaches were delivered in either individual (1:1) and/or group
based programs.

The app roaches can been categorised as follows:

A Education/health promotion 4 this included providing education and information to
enable people to increase their control over and improve their physical health (e.0.
Smith et al . 2007). Education aimed at illness p  revention (i.e. how to avoid or reduce
risks of health problems in the future) and managing current physical health needs
were also included (e.g. Druss et al . 2013). Examples of these approaches include:

- Information about fitness and exercise

- Diet and nu trition information 0 portion sizes, fat content, meal
planning

- Disease-specific information 9 diabetes, cardiovascular disease, etc.

- Information about healthy lifestyle behaviours (tobacco, alcohal, etc.)

- Information to assist with accessing and using h  ealthcare systems and
services.

Mental Health Coordinating Council & University of Sydney
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A

Physical activity & thisencompassed a practi cal or 6doingéo
knowledge/information provision (e.g. Beebe etal. 2005, Usheretal. 2013). Some
examples include:
- Service -based exercise sessions, self -directed or guided, usually  within
a group program
- Exercise sessions(individual or group) with a fitness instructor at a public
gym or community fitness club
- Walking sessions (individual or group) often using  a pedome ter

Linkage/engagement with health services/professionals d this included encouraging
and motivating consumers to engage with services/professionals, coaching them on
how to engage and communicate with services/professionals (e.g. Lorig etal.
2013), or conducting a health assessment and directly referring consumers to
specialist services such as a general practitioner, dietician, etc. (e.g. Eldridge et al.
2011).

Provision or preparation of food & again, this was a practical doing approach rather
than an education/information provision approach. It included cooking classes,
provision of snack breaks, provision of weekly fruit and vegetables, preparing and

eating meals as a group or instruction in portion sizes and variety etc. (e.g. Brown et
al. 2011, McCreadie etal. 2005).

Note: In Table 1 below, readers can see clearly which approaches were reported on in
each publication.

2. Outcomes Measured

The outcomes used to measure the effectiveness of the above approaches were also

dive rse and multip le outcomes were measured in  most studies. Typically they were used as
pre and post program measures.  Across studies the follow ing types of outcomes were
measured:

A

Physical activity and fitness & across studies, this was variably measured by time
spent ex ercising, number of visits to the gym, walking distance in six minutes,
flexibility, muscular endurance or oxygen consumption

Diet and nutrition & this was again variably measured across reported programs and
included consumers recording their daily food intake (calories, food types, and
portion sizes), measuring glucose levels or cholesterol.

Health status & measurements includ ed measurements in weight, waist
circumference, body mass index (BMI), body fat percentage, blood pressure,

physical pain, heigh t, fatigue or sleep.

compo

Self-management @ this included measuringa consumerds behavi our and

knowledge of an illness and/ or their attitude to managing an illness.
Other lifestyle changes 0 this included self-report decreases in tobacco
consumption.

Mental Health Coordinating Council & University of Sydney
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A Health service use 0 this was measured by recording which services consumers
utilised (e.g., emergency services verses medical health care provider) or amount of
contact/  communication with health professional.

A Quality of Life and Well -being & a number of the studies looked at whether there
were improvements in consumer Quality of Life (QoL). This was measured by using
standardised questionnaires such as the Short Form Health Survey, also known as the
SF12 or SF36.

Table 1 below shows whic h studies/programs utilised which types of outcome measures. Itis
beyond the scope of this study to critique the strengths and weaknesses of each of these

methods of measuring outcomes. It is important to note however, that services planning to
evaluate t he outcomes of physical health programs need to identify what the specific

physical health goals of the program are and then select measures to match those goals.
Pre-post tests are also important. Without a base  -line measure ( i.e., collecting data  before
you start) it is really difficult to measure the effectiveness of, or change resulting from, your
intervention/approach.

3. Effectiveness

Overall, the literature shows that implementing a physical health program can have

moderate to significant physical h  ealth improvements for consumers. To summarise the

results and effectiveness of the studies reviewed, the studies have been collated in Table 1
below. The results of each study have been rated according to the following basic rating

system:

1 = Statistically significant evidence found
2 = Evidence found, but not statistically significant
3 = Measured, but no evidence of effectiveness found

Where no measurement was taken in the study, and it is more of a descriptive report, the
outcome has not been as  signed a number.

A range of studies were reviewed including qualitative explorations, a single group pre -test,

post -test design, quasi -experimental designs (i.e., had a control comparison group but

these were not randomised) and randomised control trials ( RCT). This information is also

provided in Table 1to provide readerswith an addi ti onal met hord of O6wei (
critiquing the studies. Table 2 that follows provides further detail about country of study, size

of study and who the participants were in ea ch study.

Mental Health Coordinating Council & University of Sydney
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Table 1: Literature reviewed by type of approach, outcome measured and study design

AUl Approach Outcome
uthor
. . Phys Study
(in descending order by L phys MM ser peer P90 actviy  Diets  Heah  ser  Ofer  Healh L | design
year) actvity mngmt  support ~ PreP & nutiion  status mngmt lestle - service Qo
promo linkage provided fithess changes use
_ | Bartels, S.,etal. (2013) \Y, \Y, \% 1 1 2 - - - - RCT
E
'S | Kelly, E.,etal. (2013) \% \% \% - - 2 3 - 1 - RCT
g
McCreadie, R., etal. (2005) \% \% - 1 - - - - - RCT
Pre &
Lorig, K., et al. (2013) \% \% \% \% - - 1 - - 1 1 Post
test
Roberts, S. & Bailey J. (2013) | V v ; - - ; - ] ] Qual.
expl.
Usher, K.,et al. (2013) Vv \% \% - - 2 - - - - RCT
Carless, D. & Douglas, K. v ) i i i i i i Qual.
o | (2012) expl
>
8 Pre &
Gill, K. (2012) \% \Y \Y \% 1 - 1 - - - 2 Post
test
Brown, C., etal. (2011) Vv \Y, \% - - 2 - - - - RCT
Daumit, G. etal. (2011) Vv \% \% 2 3 2 3 - - - RCT
Pre &
Teachout, A., etal. (2011) \% \Y \Y, - - 1 2 - - - Post
test
Warren K., et al. (2011) \Y \Y - - 2 - - - - Pre &
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Approach Outcome

Author d

Phys Study

(in descending order by hggl't/h Phys SHE')trC Self- Peer rFeoogr activity ~ Diet&  Heath  Self ”%:elre ?eera'iz oL | design

year) actvity . mngmt  support prep & nutriion  status  mngmt v/
promo linkage provided fitness changes use

Post

test

Pre &

Ashton, M., etal. (2010) Vv V Vv - - - - 1 - - Post

test

Druss, B..et al. (2010) \% \% \% \% 2 - - 1 - 1 2 RCT

Pre &

Griffiths, M., et al. (2010) V - - - 1 1 - - Post

test

McKibbin, C., etal. (2010) Vv V V 3 - 1 1 - - - RCT

Porsdal, V., et al. (2010) V - - 1 - - - 2 Quasi

Currie, S., et al. (2008) \% - - - - 2 - - Quasi

Brown, C., et al. (2006) V 1 1 1 - - - - Quasi

Beebe, L., et al. (2005) V 2 - 2 - - - - RCT

Pre &

Pelletier, J., et al. (2005) \% 1 - 2 - - - 2 Post

test

B § | Verhaeghe, N., etal. (2013) [ V Vv 1 - 2 - - ; ; RCT
c =
5 S

E T Pre &

S = | Eldridge, D., etal. (2011) \% \% \% 3 3 2 - 3 - - Post

i= test
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Approach Qutcome
Author d
Phys Study
(in descending order by phys  Hih Self- Peer Food | vy Diet& Heath  ser ~ Oher  Health R Y
health ’ serv prep or i lifestyle service QoL g
year) actvity " mngmt support : & nutrition status mngmt
promo linkage provided fitness changes use
Pre &
Lawn, S., et al. (2007) \% \% \% - - - 1 - - 1 Post
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Pre &
Smith, S.,et al. (2007) \% \% 1 1 3 - 1 - - Post
test

Note: For a detailed explanation

practice ), please continue reading after

self-management and peer support
Table 2.
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Table 2.

Setting, Size & Country of studies/programs reviewed

Sample size &

Author Setting consumer details Country
Bartels, S. J.,et al. Csorzrrrousrg::)i/al-?:r?aegilitation consumers, n=133 USA
(2013) pSy¢ (62% female)
setting
Community -based consumers. n=23
Kelly, E., et al. (2013) psychosocial rehabilitation (56.5% mal,e)_ USA
setting '
Community -based consumers n=139,
Lorig, K., etal. (2013) psychosocial rehabilitation (73% female, mean USA
settings age 48.2 yrs)
Roberts, S. et al. Commumty -based. o consumers, n=8
psychosocial rehabilitation _ UK
(2013) . (male=6)
setting
Verhaeahe. N. et al Community -based consumers, n=324
(2013) ghe, T " psychosocial rehabilitation (61.3% male, mean Belgium
setting age 46 yrs)
Community -based consumers. n=101
Usher, K.etal. (2013) psychosocial rehabilitation (53.5% mal,e)_ Aus
setting '
Community -based
Gill, K. (2012) psychosocial rehabilitation consumers, n=55 Aus
setting
Carless, D. et al. Community -based Information not
psychosocial rehabilitation . UK
(2012) . provided
setting
. Clinical -based patient, n=754
Elld(;ggi,) D., et psychosocial rehabilitation (male=55.5%, mean UK
‘ setting age 46.2 yrs)
Brown. C.. et al Community -based consumers, n=89
(2011)’ v ' psychosocial rehabilitation (61% female, mean USA
settings age 44.6%)
. Community -based participants , n=63 (
E)Z%lle)lt GL. etal psychosocial rehabilitation 56% female, mean USA
setting age 43.7 yrs)
Community -based members, n=13 (77%
z'zeoalclf;out, A, etal. psychosocial rehabilitation male, mean age 45 USA
' setting yrs)
Clinical -based consumers, n=17 (11
\(/;/g;rf)n KR. etal. psychosocial rehabilitation males, mean age USA
setting 39.9 yrs)
Druss B. G. et al Community -based consumers, n=80
S ' psychosocial rehabilitation ( 70% female, mean USA

(2010)

setting

age 48 yrs)
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Sample size &

Author Setting consumer details Country
Clinical -based patients, n=373 (56% Scandinavia
Porsdal, V., et al. . _—
(2010) psychosocial rehabilitation female, mean age (Denmark,
setting 41.2 yrs) Norway,
Griffiths, M., et al. Clinical —bgsed o outpatients, n=34
psychosocial rehabilitation (76.5% female, mean Canada
(2010) :
setting age 49yrs)
Ashton, M., et al. Communlty -based” ' consumers, n=183
psychosocial rehabilitation (51.9% female, mean Aus
(2010) :
setting age 42.4 yrs)
- Community -based consumers, n=52
ggl;g))bm, C.etal psychosocial rehabilitation (61.5% male, mean USA
setting age 52 -55 yrs)
. Community -based consumers n=79
Currie, S.R. et al. 4 S
psychosocial rehabilitation (61% female, mean USA
(2008) )
setting age 46.5 yrs)
Clinical -based patients, n=38 (55%
Lawn, S. etal. (2007) psychosocial rehabilitation female, mean age Aus
setting 46 yrs)
Smith, S.,et al . Clinical 'b‘?‘sed I patients, n=956
2007 psychosocial rehabilitation UK
Brown. C.. et al Community -based consumer, n=36
T ' psychosocial rehabilitation (66.6% female, mean USA
(2006) )
setting age range 41 -47)
Clinical -based consumer, n=12 (80%
Beebe, L. H. et al. . I
psychosocial rehabilitation male, mean age 52 USA
(2005) )
setting yrs)
Pelletier, J. R. et al. Csrzrr:]ousr(])l;[:)i/al-tr):f?:gilitation members, n=25 USA
(2005) PSYC (52.8% females),
setting
. Community -based consumers, n=102
McCreadie, R.G, et psychosocial rehabilitation (72% male, mean UK

al. (2005)

setting

age 45yrs)
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ELEMENT®F BEST PRACTIGH O ADDRESS PHYSICAHEALTH NEEDS

While the literature clearly indicates that improvements in physical health can be

achieved for people with a mental health condition , evidence in this area is still emerging .

Indeed there is a repeated call in the literature for greater investment in research and

evaluation specifically to develop a stronger evidence base for interventions targeting the

physical health needs of people living with mental health conditions (e.g., Ministerial

Advisory Committee, 201 1). With the divers e range of programs/activities /approachesa s

well as the diversity of specific outcomes measured (and methods to actually measure

those outcomes) across reported studies , no single gold standard approachor 6 model & of
practice can be readily extracted . However, throughout the literature, there are recurrent

themes of O6¢gterddPrarctéltee and studies deéendedltmayi ng t h
report better results. Please see Table 1 to identify wh ich reviewed studied programs

applied which combinations of the elements of best practice detailed below.

Across the literature, e lements that appear to be important aspects of best practice
include:

A Individualised and tailored support;

Linkage with other health services/professionals;
Self-management models ;

Peer support workers;

Multi -layered programs ;

Multi -session format s;

Positive facilitator style & environment and
Measurement of consumer outcomes.

> > > > > > >

Note: It appearsthati tis these elements in combina tion that were most likely to produce
an effective physical health program or approach . Each of the elements is de scribed
below in further detail.

i. Individualised and tailored support

Individual ised and tailored support was a feature emphasised in many of the studies
reviewed (e.g. Lawn etal. 2007) and included the following types of strategies:

A aone -to-one support model (even within group programs)

A individual health screening and referral to specialist physical health professionals

A planning and g oal -setting around lifestyle changes, diet, exercise, etc. , tailored to
each consumer within a group -based program

A immediate consumer feedback about their individual progress in regard to their
weight loss , fitness etc.

A a combined individual and group prog ram, where each consumer received one -
to-one support /assessment and referr al to group programs that target their specific
physical health need/s

il Linkage with health services/professionals

Repeatedly the literature recognises the need for better continuity of care or cross-sector
linkagetoenhance consumer sd p alevblswh gcceasnod medical and specialist
physical health care services (e.g. Kelly et al. 2013, Eldridge et al. 2011). There is clear
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evidence internationally that people living with mental health conditions have poorer
levels of access and poorer quality of physical health care than the general population
(De Hert et al. 2011). Although listed here as two different strategies, there is  obvious

overlap between individual support and linkage or engagement with other h ealth
services/professionals. Linking people with the right support and health professionals is
intrinsically linked to providing individualised tailored support according to the needs of
the person.

Strategies employed to actively enhance consumer linkage with physical health services
and professionals include d:

A providing consumers with education, information and skills to effectively
communicate with health professionals with in a group -based program,

A health screen then referraltoa  medical or specialist physical health care
professional,

A one -to-one intensive support that includes planning, education and cognitive
behavioural techniques to navigate and engage with the health system,

A involving health care professionals and other specialists such as fitness instructors
dieticians and occupational therapists as program facilitators.

A LINKAGEFOCUSSED EXAMPLE:

6 The Br i dge(Bellypeta. 2018)ns a useful example of an intensive linkage model.
The purpose of the program was to provide consumers with the skills and confidence to
effectively access and manage their ow n healthcare.

Wor ki ng over a six mbavhgpeoiddwoaké®eelosely
four components:

1) Assessmentand Planning dassessment of the consumer 8s
of the health service use to develop a health navigation plan.

2) Coordinated Linkages 0 activities to that support the consumer the healthcare
system, e.g. helping them make appointments, communicatin g services and
professionals, and ensuring adherence to medical treatment plans.

3) Consumer Education & providing education around the health care system,
partnering with medical providers, treatment compliance, self -advocacy,
appropriate interaction skills , health benefits and entitlements.

4) Cognitive -Behavioural Strategies 0 employing strategies in modelling, coaching,
prompting, reinforcement,role  -pl ayi ng, and then o6fadingd,
applies their skills to build their competence to access and use the healthcare
system.

Initially the Peer -Navigator works intensively, face -to-face with the consumer; once they
have taken greater responsibility for their healthcare, the Peer -Navigator begins to
decrease or fade -out their support. Because consumers  will progress at different rates,
the timing of each component of the program is individualised.

Mental Health Coordinating Council & University of Sydney
Meeting the physical health needs of people living with and recovering from mental illness
Page 20



iii. Self-management

Self-management was a nhother component of physical health programs/services that was
repeatedly emphasised in the literature (e.g. Lorig etal. 2013, Drusset al. 2010). Self-
management is also a key feature in the field of chronic disease manag  ement more
broadly. Self-management refers to individuals living with chronic health conditions having
the knowledge and skillsto be able to take responsibility for, and ownership over the
manage ment of their own condition. The principle and value of self-management is also
central throughout the  broader mental health recovery  -oriented practice  literature where
consumers are encouraged to be active leaders of their own recovery journey rather than

passive recipients of health  services (e.g., Cook etal., 2012). Of many equally as valuable
resources, we recommend the following freely available Victoria Health Departmente -
fact sheet on Self -Management:

http://www.health.vic.gov.au/pch/downloads/factsheet07.pdf.

Within this two page summary, there ar e also valuable further links and evidence provided
for the value of this approach and philosophy.

The kinds of strategies employed with the reviewed studies, to support and promote  self-
management in relation to physical health  include d:
A Providing education about healthcare systems, health services and diseases or
chronic illnesses (empower ment through knowledge) ;
A Teaching consumers the skills needed to engage with health services and
professionals (empowerment through  skills)
A Supporting consumers to develop their own, individual healthcare management
plan and encouraging /supporting their adherence to the plan;
A Teaching and supporting consumers to self-monitor and regularly assess their
health, e.g. pedometers when walking, diabetes management etc .

These strategies were employed in both one -to-one and group -based approach es.
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A SELFMANAGEMENT FOCUSSED EXAMPLE:

A program worth describing in more detail is the Stanford CDSMP which was implemented

in a number of the studies reviewed and continues to be used internationally. The CDSMP
model is a 6 -week community -based, peer -led workshop that is designed to educate
anybody with a chronic illness or disease about how to self -manage their physical health
condition/s (Lorig et al. 2013). Consumers receive education, information and skills to
coordinate information between health specialists, to navigate the health system and to
communicate effectively with health professionals. It does not link consumers directly with
health services or professionals, per se, but focuses on increasing skills and knowledge to do
SO0.

Three core principles underpin the design of the program

1) Patients with different chronic diseases have similar self -management problems
and disease -related tasks;

2) Patients can learn to take responsibility for the day -to -day management of their
disease(s); and

3) Confident, knowledgeable patients practicing self -management will experience
improved health status and will utilize fewer health care resources.

The topics covered within the workshops include exercise; use of cognitive symptom
management techniques; nutrition, fatigue, pain and sleep man agement; use of
community resources, use of medications; dealing with fear, anger and depression;
communication with others including health professionals; problem -solving; and decision -
making.

The target audience of the program is the general population, but it has been delivered,
successfully, in a number of ways:

un-modified in community -based psychosocial rehabilitation setting (Lorig, et al.
2013);

un-modified in a clinical -based psychosocial rehabilitation setting (Lawn, et al.
2007); and

modified for people with a mental health condition and delivered within a
community -based psychosocial rehabilitation settings (Druss, et al. 2010).

iv. Peer Support Workers

Mental Health P eer Supporter Workers are individuals employed as mental health staff
because of their expertise gained through a lived experience of a mental health
condition and recovery , who can uniquely help others like themselves (e.g., Lawn et al,
2008; Meehan et al, 2002). Recognition of the value of increasing the peer support
workforce in NSW mental health service delivery is well recognised . Examination of the
evidence demonstrating the added value that peer support workers provide is beyond

the scope of this project.

Interestingly, beyond the menta | health sector, in the broader context of physical health,
engagement of peer supporters/workers ha sbeen a widely employed strategy to
facilitate recovery from diabetes , cancer etc. (e.g.,, Thom etal.2013)

Based on this review of programs addressing th e physical health needs of people living
with mental health conditions , peer -supporters /workers were utilised in the following ways:
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A on a regular, one -to-one basis to support individual consumers with healthcare
assessmentsand development of individual healthcare management plan s

A for the provision of education and to teach consumers the skills required to
manage their health or specific illness  (group or individual programs) ;

A as primary or co -facilitators of a group -based app roach ; and,

A asarole model of using appropriate behaviours and responses.

Unfortunately, t he effectiveness of including peer -support workers was not an outcome
specifically measured in any oft  he studies reviewed. However, there were successful
physical health outcomes within programs that employed peer support workers (e.g.
Ashton etal. 2010, Drusset al. 2010, Kelly et al. 2013), suggesting thatitis at a minimum
viable, and quite possibly enhances the program/ approach.

PEER SUPPORT WORKERAMPLES:

Gill (2012) included peer -educators as part of the New Moves program and consumers
who completed the program were offered the opportunity to become trained as peer
educators. The Health and Recovery Peer program (HARP), a modified version of the
CDSMP, is led by certified peer -educators who undertake training to become Certified
Peer-Support Specialists. (Druss,et al. 2010)

Ashton et al. (2010) interviewed consumers at the end of a 10 week smoking reduction

group program and found that peer lea ders were helpful for consumers in increasing their
confidence because they were 61l i vi ngcopdtenoWas t h 3
not a barrier to quitting smoking. Peer  -supporters themselves can also receive benefits such

as increased confidence, self-esteem and improving their own lifestyles and health. (Gill,
2012)As previously descri bed, 6The Bridged6 not o
services linkage or engagement model, it also presents a useful peer -led model to support
healthcare se If-management. (Kelly, et al. 2013)

V. Multi -layered programs

Programs or approaches that use multiple strategies or a combination of strategies
appeared to be  more effective in achieving physical health improvements for consumers
(e.g. Bartels etal. 2013, Daumit etal. 2011, Smith et al. 2007).

Based on this review a successful approach would include a combination of the above

elements or strategies already described. That is, an approach could include a

combination of

A education/health promotion (i.e. talking) sessions and activity -based (doing)
sessions

A individual (1 :1) sessions and group -based sessions.

A Facilitation by people with expertise from lived experience (peer support
workers) and people with expertise in training (both physical and mental
health expertise)
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Similar findings were revealed in the systematic review by Bartels & Desilets (2012) which
concluded that combined educational and activity -based approaches are more likely to
achieve statistically significant health benefits.

Layering and combining  of strategies, as part of an individual  and/ or group -based
approach appears to be the best way to achieve positive outcomes for ~ consumers .

A FEW EXAMPLES oMULTLAYEREOO(multiple strategies & sessions) PROGRAMS:

1. The InShape program demonstrated significant results; increased physical activity and
improved diet and nutrition  (Bartels, 2013). During the program consumers received all of
the following:

A afree membership at a public fitness club

A a health mentor who met with them weekly to conduct a fitness assessment,
1:1 development of a fithess plan and provision of health and lifestyle information.
dependi ng on each i ndigoalsd thayl could seesau dietiaiad, s

participate in group cooking classes or grocery store tours.

2. The Diabetes Awareness and Rehabilitation Training (DART)  was also found to be an
effective approach to helping consumers to significantly improve their hea Ith and their
diabetes knowledge for up to 12 months after the program (McKibbin, etal. 2010). The
approach was based on three modules, Basic Diabetes Education, Nutrition and Lifestyle
Exercise. Each module included behavioural change strategies such as self-monitoring (e.g.
using pedometers), modelling, practice, goal -setting and reinforcement.

Vi. Multi -session format

Whether it was one -to-one, group -based or a combination of both, all of the studies in this
review investigated an approach that was delivered over multiple sessions (e.g. Griffiths et
al. 2010, Porsdal et al. 2010, Verhaeghe etal. 2013).

There was a great diversity in the frequency and length of each of the approaches with
varying levels of success and a variety of study designs. But in general, the approaches
were delivered:

A For a minimum of 30 minutes per session
A On aweekly basi s (minimum)

A For a minimum of 6 weeks

A For up to 12 months.

The format of a program will of course depend on the type of strategies used and the
expected outcomes, however, consumers who attend a program regularly are more likely
to achieve better long -term outcomes (Ashton, et al. 2010; Currie, et al. 2008), and
consumers may be more likely to participate in vigorous exercise and improve their diet
(Bartels, et al . 2013).

In the studies reviewed, multiple sessions enabled the researchers to measure the impac t
of the approach on health parameters and lifestyle behaviours and changes. For
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consumers it was also an opportunity to self -monitor as a way of reinforcing new
information and behaviours.

Therefore while there does not appear to be a golden rule for the duration of a program,
it does appear to be  important that a program takes place over time and is delivered as
weekly sessions.

Vil. Positive facilitator style and environment
The impact of the facilitator and the environment in which a program is delivered can not
be underestimated when supporting people with mental health conditions to address

their physical health needs.

Across the studies reviewed a facilitator varied from peer -worker, nurse, occupational
therapist, sports physiologist, mental health worker o r fithness instructor and they were
involved in one -to-one and group -based approach es. Regardless of their professional
role, as an activity leader they  were central to the initiation, modelling, reinforcement,
and continuation of the approach (Carless etal. 2012).

Characteristics of an effective facilitator include (Carless et al. 2012; Roberts et al. 2013):

A Flexibility, adaptability, awareness, and sensitivity to cater for the complex needs of
a consumer

A Being open and honest

A Being a good communicator

A Having knowledge and information to provide appropriate advice.

The environment of a program is also an important element for engaging consumers ina
program and is not just about the physical environment but, also the ethos or socio -
cultural environment.

Environmental f actors to consider include  (e.g., Carless etal. 2012; Roberts et al. 2013):

A friendly and welcoming

a culture of mutual understanding, support, and acceptance

peer support within a group

small group sizes

the physical space of a room

providi ng refreshments

A providing resources for self -monitoring e.g. scales for weight measurements.

> > > > >

While some of these factors may be most relevant to the delivery of a group approach,
most are just as applicable to one -to-one contexts .

Viii. Measurement of consumer outcomes

Measuring and recording the outcomes of a consumer is an important element of any
well thought -out approach (e.g. Bartels etal. 2013, Brown etal. 2011). But it is not just
simply about taking measurements, e.g. weight or BMI, and storing the inf ormationin a
database. Measuring and recording outcomes is also about how that information is used

and shared with the  consumer /s of the program and with other relevant services (e.g.
Eldridge etal. 2011, Teachout etal. 2011).
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Across the studies reviewe d, a wide range of outcomes were measured . The type of
intended outcome  that is measured will be dependent on the aim of the approach and
the type of strategies used (McKibbin etal. 2010).

The purpose and value of measuring outcomes include :

A measuring overall physical health over time

A ensuring significant health issues can be identified in a timely manner  and people
referred for specialist care

A as an opportunity to facilitate self-management education

knowing whether an approach is effective or not , and

A empowering, motivating and informing both consumers and staff

>

Limitations of the Literature Review

A more systematic type of literature review was outside the scope and resources of this

project. As such, we did not conduct an exhaustive review or more academic/ systematic
critiqgue of the literature. Additionally, we know anecdotally of humerous projects currently
underway in NSW, nationally and internationally, however if studies we re not yet

completed and thus not yet published, they were not included in this review. However, we
would like to draw your attention to the following section of this report in which we have
summarised a couple of innovative local initiatives that, whilst not necessarily published

(and in time we hope they will be!), help to highlight just some of the exciting progress
occurring in physical health focussed service delivery within mental health CMOs in NSW.
Mental Health Coordinating Council & University of Sydney
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FOURNSWPROGRAMY INITIATIVES IN FOCUS

The following descriptions provide working examples of just some of the initiatives and
programs that are cur rently being implemented by CMOs in NSW. They include one -to-
one and group -based approaches that have been or will be implemented organisation

wide to provide consumers with comprehensive and routine support in their physical

health needs. The positive res ults from first of these programs have already been published
(Gill, 2012), and we look forward to seeing the others publishing their work also.

PROGRAM 1

Title: New Moves Program
Organisation: The Schizophrenia Fellowship of NSW

Type of Approach: Group -based health promotion  and exercise program

Description:

The Schizophrenia Fellowship of NSW (The Fellowship) developed the New Moves
program to specifically meet the physical health, social and recovery needs of people
with serious mental iliness. The program is offered for free and is delivered in a group
setting at a number of different Fellowship sites in NSW. The aim of the program is to
provide consumers who are experiencing issues associated with their mental illness or
medication with an opportunity to engage in exercise in a fun and socially interactive
environment.

The program is delivered weekly for two hours over 16 weeks. The program is facilitated
by staff member, an exercise physiologist and a peer educator.

Each session includes:

1 A discussion/information topic

9 Cardiovascular exercise,

i Strength training exercise

1 A healthy meal/snack, including preparation of the meal.

A range of topics are discussed each week including co -morbidities associate d with
mental illness, diet and nutrition, recovery and resilience, and shopping and meal
planning.

To attend the program, consumers are asked to see their GP for health check and
clearance, but also as an early prevention measure to ensure there are no unmet
physical health issues. A fitness assessment is also conducted and consumers are
strongly encouraged to set personal goals and develop a plan that it is relevant to their

own physical health and well  -being.

Being part of a supportive social group is an important element of the programs and
consumers also prepare and share simple healthy meals together.

Consumers are also offered the opportunity to be trained as a peer educator and to
co -facilitate future programs  once they complete the program
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PROGRAM 2

Title: The Health Prompt
Organisation: Neami National

Type of Approach: One -to-one consumer health check tool

Description:

The Health Prompt is a tool that was developed by Neami to guide workers in

conversations around physical health with consumers. The tool was introduced in 2012

and is one of the strategi es WiamheworkpwhiNreassmi 6 s
includes state based Health Promotion Officers who support the services in their work
with consumers.

The main purpose of the tool is to:

Improve the physical health outcomes of consumers

Increase the regularity and quality of physic al health checks

Increase awareness of physical health issues and health check processes

Improve consumer self -management of physical health

Increase confidence of staff in providing physical health information and
interventions

Increase referral pathwa ys and community links to physical health, nutritional,
and emotional/psychological support services.

Consumers are offered the opportunity to complete the tool on a six monthly basis.
Responses are recorded and consumers are supported to engage with appro priate
health services and to develop follow  -up plans.

The Health Prompt is comprised of three sections to guide conversations with
consumers:

1. Questions: A series of questions related to  issues such as health screens, oral
health, sexual health, and diab etes to identify if a consumer to see a GP or
relevant health practitioner.

Body Scan: Consumers use the image of a body to identify areas of the body
where they may be experiencing aches, pains or have some concerns that may
not have arisen out of the question section.

Comments: This section is for consumers to note any other h ealth concerns or
issues about their health care.

The Health Prompt is accompanied by a comprehensive guide that provides staff with
information about the issues associated with particular health areas and provides links

to further information. Informatio  n to support culturally appropriate administration of the
tool is also provided. Staff receive training in the use of the tool as part of their induction
to Neami and an ongoing program of training to improve their own health literacy.

The tool has also be en translated into Auslan and is available in an audio -visual format.
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PROGRAM 3

Title: Back On Track Health (BOTH) Program
Organisation: RichmondPRA

Type of Approach: One -to -one health check and physical health self -management
resources

Descript ion:

The Back On Track Health (BOTH) Program was developed in 2010 by RichmondPRA
to support people to manage their own physical health.

Staff work with people who use the service to find out what health issues they would
like to manage and provide them with tools and information to manage their own
health.

When a person accesses a RichmondPRA service or program they are invited to
complet e the Camberwell Assessment of Needs Short Appraisal Summary (CANSAS)
to identify any unmet physical health needs. The CANSAS is then offered to people
every 6 months. If an unmet need is identified by the person, an agreed time is

made to discuss individu al goal planning and the CANSAS outcomes plans are
recorded electronically. Staff receive an electronic automated prompt to follow up

with the consumer about their goals or medical appointments made.

As part of the BOTH program people are also offered the BOTH physical health self -
management resources to assist with managing and maintaining their physical
health and wellbeing needs. These include:

My Green Book

This booklet supports people to keep track of any appointments, medications,
ongoing and current  health needs. It also includes a clear wallet section to store
test results, prescriptions or any other information that the person would like to keep.

My Health Needs Checklist

This checklist includes a list of health topics that encourage people to refle ct further
about their current physical heal th needs.
care of myself6, 6Being actived, O6My Breat

My Health Questions Wallet Card

This is a Zstyle card that has questions people might ask their doctor about their
general health, symptoms and diagnosis, treatment, medication, and medical tests.
There is also space for people to record their own questions and comments.

People are also offered the opportunity to participate in a 10 week group progr am
the 6ABC of Health Livingd (devel opedPebpe H
are also offered the opportunity to participate in a 10 week group program the

6 ABC of Health Livingd (devel oped by Hunt e
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PROGRAM 4

Title: Breathe Easy Program
Organisation: Uniting Care Mental Health

Type of Approach: One -to-one support program

Description:

In July 2013 Uniting Care Mental Health (UCMH) conducted a pilot program in two
sites that provided assistance to consumers who wished to either reduce or cease
their smoking behaviours. The program was adapted from other similarly named
programs developed and run by and within other organisations.

A Breathe Easy Program working group was established and operational guidelines
for the progra m were created.

The aim of the program was to:
9 Promote the benefits of smoking cessation/reduction,

9 Provide financial assistance for the purchase of nicotine -replacement
therapies, and
Provide staff with guidance in the ways in which they could support and
encourage consumers to change their smoking behaviours within a recovery
framework.

With the delivery of the program, staff and consumers were provided with

information about smoking reduction while using Clozapine . The program included

the necessary consent documents and other appropriate requirements such as
obtaining approval from a consumer 6s treat
that they were taking Clozapine.

Through the program consumers have been able to cease smoking or reduce their
smoking behaviours and opportunities to engage in goal -seeking behaviour. Staff
have also had the opportunity to develop and increase their skills in areas such as
motivational interviewing.

UCMH will continue to deliver the Breathe Easy Program into more of i ts services
from 2014 as the program has been found to be useful and effective by playing a
significant role in providing consumers with opportunities to improve their health

and well -being within a recovery framework.

The program was evaluated in November 2013 and again in January 2014.
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STAGE2: SURVEYOF ORGANISATIONS& INTERVIEWS WITSTAFE
CONSUMERS & CARERS

Objectives

The objectives of the second stage of this project were:

1. Tounderstand the extent or range of physical health activities/programs cu rrently
being offered by mental health community managed organisations (CMOSs) across
NSW

2. Tounderstand if and how the effectiveness of these programs are currently being
measured

3. To gain an understanding of the perspectives of various stakeholders (staff , consumers
and carers) in regards to the benefits, strengths and weaknesses of current programs
being offered

Methods

On-l ine surveys were used to collect organisationa
developed in consultation with the MHCC Phy sical Health reference group and has been
informed by the review of the literature.

Semi-structured interview guides were used for interviews with the program staff,
consumers and carers (again, these were developed in consultation with the MHCC
Physical Health reference group and informed by a critical review of the literature).
Interviews were all conducted by phone.

Data Analysis

Organisational surveys w ere analysed using descriptive statistics to enable a Gmapping 06of
current practices (range of practices, evaluation methods, frequencies etc.). Open

ended survey questions and interviews with staff, consumers and carers were analysed
qualitatively.
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Findings

Summary

Overall, the data we received from the four stake holder groups: organisational leaders
(through the on -line surveys), staff directly involved in physical health programs, consumers
using those programs and carers all  paint the same picture.

There are clearly a number of initiatives occurring that are highly valued by both provider

and user groups. Some of these reflect the elements of best practice identified within the
literature review (i.e., Individualised and tailored support; linkage wit h other health
services/professionals; self-management models ; peer support workers; multi-layered
program s; multi-session format s; positive f acilitator style & environmentand m easurement
of consumer out comes), however many did not. Further, with a lack o f stable funding
many of the programs and initiatives were short -termed or one -off.

A few organisations did have formal policies regarding physical health screening (typically
using a simple checklist approach) , linkage and review for all consumers. However, the
majority did not. O verall the re appears to be alack of systematic and sustainable

practice and lack of consistency |, fuelled by a lack of funding dedicated to identifying

and addressing the physical health needs of consumers.

Most organisation s reported that less than half of their service users would have had a

basic physical health screening /checklist completed. This lack of systematic appraisal and
follow -up is also in part due to a lack of staff confidence and skills in conducting basic

phy sical health checklists/ screenings.

There we some positive examples of  effective inter -agency/service partnerships  where the
CMO had forged collaborations with medical and specialist physical  health services, local
gymnasiums etc. to maximise access and o pportunity for consumers. Most organisations
however did not report any formal partnerships and facilitated consumers to connect to

needed health providers in an ad hoc/as needed manner. Consumer and carer stories
highlight t he need for these partnerships  to ensure that consumers have access to
appropriate and high quality physical health care services . Participants described
numerous interactions with medical care and specialist physical healthcare professionals
where their concurrent mental health needs w ere disregarded, or alternatively, where

their mental health needs created barriers to receiving the physical health assistance they

were seeking.

This less than rosy picture is not unique. It reflects the state of play internationally whether

we are refer ring to community managed sectors or government managed health systems

(De Hert et al. 2011b). Participants identified barriers to enhancing current practice and
again these mirror those discu ssed in the broader literature. Lack of physical health -
specific , ongoing funding and lack of skills and knowledge were the two greatest barriers
identified by staff and organisational leaders. Consumers identified the consequential lack

of program/service diversity to meet individual consumer needs and lack of longevi ty or
sustainability. Rural participants identified the additional barriers of distance/travel, lack of
services and programs as well as the additional costs to both services and consumers
stemming from these.

All stakeholders that were engaged in physical health programs/services  recognised
benefits for the consumer that extended well beyond physical health outcomes. Benefits
also included social, psychosocial, mental health and financial outcomes. Consumers for
the most part reported that they pre ferred attending the healthy  -lifestyle and fithess
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programs run by the CMOs rather than attending mainstream programs because of the
familiar and safe environment, the camaraderie and friendships and the staff and other

participants understanding of their

mental health needs.

Others had moved on to

mainstream services after a transitional period of using CMO delivered services.

SURVEY

Response rate

110 members were emailed the survey.
equivalent and they had t
complete.

The email was sent to the organisational CEO or
he opportunity to pass it on to another staff member to
The survey was emailed out to all member organisations to ensure that no

service providing physical health related services/programs were unintentionally missed.

However, of the 110 member g

roups, we anticipated that approximately

60 of these

organisations would potentially provide relevant programs. Member organisations we did
not expect to be running physical health services/programs for people living with mental

health conditions included advocacy
support group only organisations, disability employment services, sexual

, sector information and referral organisations,

assault and

domestic violence support services and organisations not specifically focussing on mental

health conditions (e.g, womend&s heal th

anticipate primarily drug and alcohol (D&A)

s e r-beingcsengces). We it h
, dual -diagnosis and homelessness focused

we l

organisations to have some physical health targeted interventions/programs.

Of the organisations we expectedt o have physical health programs (~70) we had 35

responses (approximately a 50% response rate)
organisation and 15 chose not to. Of the 20 that disclosed,

A large, multi -facetted mental health

A smaller mental health only focused organisations,

-

mental health programs operating,

only focused organisations,

. Of these respondents, 20 disclosed their
there was a mixture of:

A large organisations with a broader scope than only mental health, but with specific

A organisations primarily focused on community awareness, education, research and

service linkage for people living with mental health conditions

A one disability specific employment service

It is important to note that we had no responses from the D&A/dual d
from the youth -targeted mental health services.

Who provides physical health programs?

iagnosis services, or

Survey Question : Does your organisation provide support to consumers to address their

physical health needs?

Table 3: Proportion of organisations

providing support

Answer Options Response Percent

Response Count

Yes 77.1% 27
No 22.9% 8
Unsure 0.0% 0
answered question 35
skipped guestion 0
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Those who answered 6nod were primarily those

organisation. From responses further on in the survey, it is clear that these are a mixture of
those we would have anticipated to be running physical health programs (i.e., delivering
programs to people living with mental health conditions ) and those we would not  (i.e.,
advocacy, information type services)

Of those who did report provid ing physical health programs:

1. Almost all provided one -to-one physical health (PH) support
2. Around % also provided group based physical health (PH) program/s

One-to-one or individual PH support

Table 4: Proportion of organisations providing 1:1 support

Answer Options Response Percent Response Count
Yes 85.2% 23
No 7.4% 2
Unsure 7.4% 2
answered question 27
skipped question 8

Group based PH support

Table 5: Proportion of organisations providing group -based support
Answer Options Response Percent Response Count
Yes 72.0% 18
No 24.0% 6
Unsure 4.0% 1

answered guestion 25
skipped question 10

Note: services were also asked how many group programs they ran and this ranged from
smaller organisations that ran one group based PH program to larger organisations that
ran greater than 6 different group  -based PH programs

One -to-one support
Survey Question: How is one -to-one PH support provided & how often?
The table below shows:

1. Services providing 1:1 support do so in a variety of ways
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2. A very small minority of services felt that 1:1 PH support was offered to all consumers
asarequred part of each personds individual

Only one of the responding organisations actively linked 100% of their consumers with
other PH services such as the GP. The majority however,  reported actively link ing 40% or
more of consumers with externa | physical health/specialist  services.

recoyv

Following a pre-
developed individual
program

Linkage/engagement = Don't know
with other health
(e.g. GP)
| m Rarely (<39% of the time)

Informal - as raised by 1 Often (40-59% of the time)

consumers m Very often (>60% of the

time)

As a required part of

routine support or
Individual Recovery

Plans
0 5 10 15 20 25
Response count
Figure 1: How organisations provide one  -to-one support
Note: services were asked if there were other ways that they provided 1:1 physical health

support and no additional methods were identified.

Survey Question: What proportion of consumers using the services of your organisation
would have their physical health assessed and addressed if needed?

Perhaps this is one of the most concerning piece of data obtained from this survey . Itis
clear that ev en within the services responding to this survey, rates of physical health
assessment are low. Additionally , it is possible that the 50% of MHCC member services who
do provide direct services to people living with mental health conditions  (including dual
diagnosis services, youth and homeless oriented services) , but did not respond to this
survey, might have even less positive figures.
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m All (100%)

B Most (>60%)

= Some (40-59%)
A few (<39%)

® None

H Don't know

Figure 2: Proportion of consumers who have physical health assess ed by organisation

Community Development & Community Education Activities

Very few organisations reported thatthey were engaged in activities to raise the broader
communityds awareness of the physical heleblthh need
conditions . Some examples of activities occurring were:

A training and education of physical health professionals

A national awareness campaigns focussing on the inequity of physical health for
people living with mental  health conditions

A developing partnerships with broader community service organisations/clubs
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Barriers to addressing the physical health needs of consumers

a. Organisational Barriers

Survey Question: Has your organisation experienced any of the following barriers to
address the physical health needs of consumers? Please select the three most significant
barriers from the options below.

Negative attitudes of other health
professionals | |

Lack of resources

Staff workloads

Lack of funding

Lack of consumer interest
Staff lack skills and knowledge

Negative attitudes of staff

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0%

Figure 3: Barriers to address physical health of consumers

Services were also provided with a free text box to list any further barriers that they

identified and half of responses took up this opportunity. As well as re -emphasising both
the lack of staffing skill/expertise and the lack of specific funding and thus the additional
costs that the organisation has to bear/find, they also reported the following:

- Costs to clients (e.g., need bulk billing systems)
- Mental health is our focus not physical health
- Our consumers have o ther more pressing needs

It is of concern that a number of organisational leaders felt that physical health was not a

priority area for people living with mental health conditions and that they felt that they
had more pressing needs. This suggests the need for further education an d information
about the physical health needs of people living with mental health conditions for all

levels of service provision.

b. Consumer barriers

Survey Question: In your opinion, which of the following do you think are some of the

greatest barriers for consumers to participate in programs/one -to -one support to address
their physical health needs? Please choose the three most significant barriers from the

options below.
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Other (please specify)
Alienation from service provision
Negative attitudes of other health professionals
Lack of support from family or friends
Rapport with staff/facilitator
Confidence in staff/facilitator knowledge
Current symptoms of mental illness
Difficulty communicating with staff
Lack of knowledge/information

Negative attitudes of other staff

Social interaction
Confidence to address physical health
Access to transport

Information/promotion about the program

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0%

Figure 4: Barriers for consumers to address their physical health needs

Consumer benefits

Survey Question: In your opinion, what benefits do you think consumers perceive they will
get from a physical health program? Please choose the three most significant benefits
from the options below.

Other (please specify)
Mood improvement
Social interaction
Better management of their MH
Control & empowerment over their health
Reduced use of health services
Reduction in medication for mental health
Reduction in medication for physical health
Increased knowledge about phys. activity & diet

Increased knowledge about health services

Increased confidence and self-esteem

Increased fitness

Weight loss

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0%

Figure 5: Perceived benefits for consumers
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What would help to address barriers?

A free text box was provided and the responses were clustered into the following
suggestions:

- Funding dedicated to physical health initiatives
- Partnerships with other health sectors, services (GPs etc.)
- Educat ion/training/support for staff

Funding explored:

Of all 35 organisations who responded to the survey, only seven identified that they

currently had funding, or had received funding in the past for the specific purpose of

addressing physical health needs of consumers. Funding that had been obtained

specifically for the purpose of addressing consumers physical health needs were small

one -off non -government project grants that did not provide the capacity to sustain

programs. These one -off resources were typically used to employ sessional staff with

physical health expertise. Many orgdahusdsi whendes
available to employ staff with physical expertise, but again this was not sustainable in the

longer -term.

Partnerships:

Many respondents described the major physical health related role of the CMO mental

health sector being to connect consume rs with the services they need. Forging more and
stronger partnerships was seen as the best way to enhance consumer access to quality

care from the physical health sectors.

oneed partnership programs that work across communi
i.e.: council's, medical services, schools etc. working on whole of community programs
to increase the physical health of communitiesé

Education and Training:

The majority of survey respondents recognised that their staff lacked the skills and

knowledge needed to do physical health checklists/ screenings and to run physical health

oriented programs. They felt that either their staff needed further education and training

t o 6éuspkdi lalnd/ or additional staff needed to be emplc
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INTERVIEWS WITSTAFE CONSUMERS ANDC ARERS

Aim

The aim of conducting in

richer, deeper understanding of what CMOs were doing to address physical health than
alone as well as to ensure we were interpreting the survey
data correctly. Most importantly, the interviews served to provide a deeper understanding
of the barriers, benefits, strengths and weaknesses of current programs being offered by

could be obtained by survey

-depth interviews with staff, consumers and carers was to gain a

CMOs from the vari ous perspectives of staff, consumers and carers.

Method

At total of thirty , one -to-one, semi -structured interviews were conducted by phone once
with each participant. All interviews were recorde
anonymous quotations to be extr  acted.

d and transcribed allowing for

Staff directly involved in physical health programs were identified through the CMO on

line survey data.

areas.

Staff participant

experience with a mental health condition

The staff w ho were interviewed were asked to

disclosed their own lived

give research information

flyers to

Thirty-one emails were sent out to staff with a total of 14 consenting to be
interviewed. The staff came from a range of small to large psychos
CMQOs, disability support CMO s, public health mental health services, volunteer mental
health services and private fithess centres from metropolitan Sydney, regional and rural

ocial rehabilitation

roles ranged from program managers , support workers, mental health
nurses, a private fitness instructor, consumer consultants and team
who were not employed specifically as consumers, also

leaders. Some staff,

consumers and carers who were involved in the physical health activities of that service;

notices were also sent by MHCC via regular member newsletters. Eleven consumers and

five carers agreed to be interviewed for the project.

Of the consumers who were interviewed, almost half were
physical health programs

currently participating in

run through a mental health CMO. The remainder were

managing their physical health in consultation with a
professionals, personal trainers, attending a local gym or other informal exercise. One
consumer was from a rural area, and the remainder were from metropolitan Sydney.

Carers interviewed ranged from metropolitan, re
people they were supporting were involved in a physical health activity delivered by a

CMO but were instead managing their own health with a GP or exercising at a local gym.

general practitioner, specialist health

Table 6. Participant details (N=30):

gional and rural areas; none of the

Participants Number Attending/running Attending/running Sydney | Regional
interviewed CMO provided mainstream & Rural
program programs/services
Staff 14 14 - 10 4
Consumers 11 5 6 10
Carers 5 - - 3 2
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Findings

The perspectives of the three stakeholder groups that we interviewed were very similar.

Whilst priorities differed somewhat, each of the three groups identified similar strengths

and weaknesses to programs currently being run/offered/utilised. They also id entified the
same barriers to engagement and access and the same benefits obtained from

involvement in physical health oriented programs and services. Finally, suggestions about

what would en hance the physical health of people living with a mental health ¢ ondition
going forward were again common across the three groups.

Findings are presented in the following order:
1. Richer understanding of current programs and approaches
a. Group programs
b. One -to-one services
c. Other supports/activities
2. Strengths and Weaknesses of programs currently being run/used
a. Strengths of current program
i. Individually tailored support
ii. Affordability
iii. Facilitators/staff with lived experience
iv. Expertise and knowledge of facilitators/staff
v. Welcoming and supportive environments
b. Weaknesses of current programs being run
i. lack of individualised focus
ii. lack of consistency/frequency/variety of programs
iii. Iimited measurement of ©6successd o
3. Barriers to delivering physical health pro  grams
a. Funding and time
b. Attitudes (both internal & external to organisation)
c. Skills and knowledge of staff
4. Barriers for consumers accessing programs/supports
a. Motivation and Self Esteem
b. Affordability and Accessibility
c. Attitudes/lack of understanding from general health professionals
5. Physical health services 8 through MH CMO or Mainstream venues
a. costs
b. environment

c. knowledge & understanding of staff

Mental Health Coordinating Council & University of Sydney
Meeting the physical health needs of people living with and recovering from mental illness
Page 41



d. motivation & commitment
e. transitions from one to th e other
6. Benefits for consumers of engaging in Physical health Programs
a. physical health benefits
b. Social & financial benefits
c. mental health benefits
7. Carer needs in relation to their personal physical health
8. Going Forward & What would be most helpful?

1. Richer understanding of current programs and approaches

Interviews with staff particularly were used to expand on the information obtained from
the on -line survey about the range of programs and approaches that some CMOs were
implementing and adopting

a. Group Programs

Most programs were group -based and fell into two broad categories:

1. Structured programs that had a set number of planned sessions delivere d for a
discrete length of time  and included exercise, activities and/or psycho -education
sessions.

2. Un-structured programs (i.e., fluid and flexible structure from week to week ) that
were largely ongoing and included only exercise or activity -based session s.

More than half of the staff interviewed were delivering structured programs or activities .

These programs focus sed on a particular physical health outcome; most were aimed at
increasing fitness and healthy lifestyles  (e.g., improved diet, increased acti  vity levels etc.) ,
and some were focussed specifically on smoking reduction.

In general, most structured programs included:

A

Exercise sessions. This was a key feature of programs that targeted fitness and
lifestyle. These sessions took place either within  the CMO site or at a mainstream
gym where a gym membership for consumers was subsidised or wholly paid for by

the CMO.

Education/psycho -education sessions around diet and nutrition, lifestyle behaviour
change, physical health and health services.

Addition al activities such as cooking or food preparation sessions that often
included sharing meals as a group.

Inclusion of gpecialist health professionals (e.g., exercise  physiologist,
dietician/nutritionists  etc.) . A personal trainer or fitness instructor with  some mental
health or disability knowledge, or they were supported by a support worker who
provided the mental health context.

A focus on providing tailored or individualised exercise plans for consumers.
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A Recording or encouraging consumers to record their own outcomes such as
physical health measurements (weight, BMI, etc.), time exercising, number of
cigarettes, and food diaries.

Unstructured programs tended not to be goal oriented, but rather focussed on

participating in health and wellbeing activity . While these programs did have some
structure in terms of a specific activity and were often being delivered at a regular time on
an ongoing basis, or in some cases for a discrete length of time, sessions were loosely

planned and fluid in nature and were ofte  n guided by the needs and wants of consumers
attending.

In general, these programs included:

A Activity -based sessions such as cooking, grocery tours, dance, yoga and art & craft
groups.

A Weekly walking groups, consumers were sometimes provided with pedometer s,
drink bottles, or log books to record distances and steps.

A Delivered within the CMO site or within public spaces such as parks.

A A focus on tailoring sessions to needs and wants of consumers, e.g. cooking on a
budget, cooking specially requested recipes

A Informal physical health education and

information as needed.
Less than half of the staff

b. One-to-one services interviewed indicated that
the CMO had a formal
In general, one -to-one support typically involved : method /expectation  of

assessing consumers
physical health needs on a
one -to-one basis.

A Completing a physical health checklist with
individual consumer s, and in some cases,
entering th isinformation into a database.

A Regular follow -up with consumers about their
physical heal th, e.g. 6 -monthly.

A The consumer raising a physical health issue as a goal for their Individual Recovery
Plan.

A Using the information obtained to create a plan that may include referring and
linking consumers with medical and specialist healthcare  professio nals or programs
providing them with resource or information

Less than half of the staff interviewed indicated that the CMO had a formal or systematic
method of assessing consumer  physical health needs on a one -to-one basis. Other CMOs
were more ad hoc w  here it was at the discretion or judgement of staff to inquire about

and address physical health.

The downside to an informal or unplanned approach, where the decision is left to
individual staff to judge 6t he r i ght heabhrissuestid
that many consumers may miss out on information and support for their physical health

needs. The survey responses reported earlier, demonstrate that this is the case.

ol 6ve never been asked bef oefere o do

(Consume r #1, male)
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A more formal or planned approach, where every staff member is required to ask and
follow -up every consumer about their physical health needs, ensures that consumers have

equal access to support and that there are no missed opportunities. In some
organisations, computer based systems alerted staff to review due dates for each
consumer.

A formal approach can also help CMOs with continuous improvement by evaluating the
effectiveness and reach of programs or support and ensure consumers are satis fied with
the support they receive. = Some staff noted that by using a formal  and documented
method of address ing physical health with consumers , the CMO was able to

identify/ quantify the number of consumers who have /have not received support ,
resources , referrals etc.

c. Other Support/ Activities

There were also many other forms of support that staff were involved in and that were
taking place alongside group  -based support and one -to-one support.

These include d:

A One -off sporting and recreation events.

A One-off funding grants to purchase appropriate footwear for consumers to
participate in exercise.

A The development of tailored resources for consumers with co -existing physical
disabilities.

A Re-designing meal plans in residential services.

Some CMOs were delivering  programs and running activities  as part of larger government -
funded program such as  Day to Day Living (D2DL) , but other programs and activities were
delivered as an adjunct to normal programs and support for consumers.

2. Strengths and weaknesses of programs currently being run/used

A number of strength and weaknesses of the support  accessed by consumers and
delivered by CMOs were identified with a number of common theme s emerging from the
interviews with each of the three stakeholder groups

a. Strengths of current program

i. individually t ailored support

One of the key strengths identified in the interviews , of any kind of support provided, was
that the support or program was  tailored and individualised. The ability to provide
consumers with relevan t support and information, via an individual or group approach,

was considered to be valuable and effective to motivate consumers and achieve
improvements. Individual Recovery Plans, checklists and computer prompts were some
ways in which staff were ablet o provide appropriate advice and support, to guide
consumers to relevant health specialists or services and to ensure any unmet physical

health needs were being addressed.

OWe have the chance to make i tindividudl RecovdrwiRldni,sed t hr ot
wecan do more for someone if they really want to do

(Staff #1, Manager )
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There were also opportunities within group approaches to provide consumers with tailored

support such as creating an exercise program based on a C 0 n s u mmeedd and abilitie s,

by monitoring outcomes on a regular basis and , evaluating and adapting programs from

week -to -week.
0The teacher is great, she tries to adapt based on
consumers, knives are a huge trigger for her, so the teacher is very sensitive and she
said they would I ook at things where yamubudonot neeoc

things from the super mar ket that are already chopped up. o
(Staff #4, Support Worker)

A number of the consumers interviewed were accessing support and impr oving their
physical health and fitness at gyms for women only or with a personal trainer. These
consumers had personally designed fitness programs  , which were reviewed and
amended on a regular basis, and included exercises they liked doing.

0l realtiyelfj womends gym] because it is all women, o}
program, they review the program every three months, they may make it more
intense. 0

(Consumer #6, female)

0She makes i-tb-orfea,n, shea&l | create a prnegls;,aen t hat me
started swimming because | like to swim, it was still hard work, we were doing exercises

in the deep -end, she kept it light hearted and fun . And she knows that | like doing the

boxing. She picks thingsthat Il i ke t o do. 6

(Consumer #4, female)

i. Affordability

Programs and support for consumers  that were affordable or  delivered free -of-charge by
CMOs were considered to be highly appealing;t his was recogni sed by both staff and
consumers. The cost of many mainstream recreational and fithess programs, and even
specialist health services, was prohibitive for many consumers, therefore access to

affordable or free support was considered to be an attractive feature of any program or
support focussing on physical health.

O0An advantage was that it was fully funded, so it di dndt cost me any!
time | was receiving a government benef i t so | wasnot able to affo
time, some of my other private practitioners. The cost is a critical issue for people living

on low incomes. 6
(Consum er #8, female)

Some programs delivered by CMOs included a free gym membership for 6 months, and

after that time consumers were offered a discounted rate to continue their membership.

Other programs required consumers to pay a small fee ($6 -$10) to attend weekly exercise
sessions. While it was considered necessary to charge consumers a small fee, it was
recognised by some staff that the cost was still an obstacle for many consumers to attend
and that perhaps more consumers would attend if a program was free.

ol could quite easily double our participation rate if it was a cost -neutral activity for
them. 6
(Staff #12, Manager)
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iii. Facilitator s/staff with a lived experience of mental  health conditions

Programs and support that included a facilitator or co -facilitator with a lived  experience

of mental illness was considered to be a great streng th of any support for consumers.

Facilitators with a lived experience contributed to a safe and encouraging environment

where consumers didndot feel judged, boodd i nstead
understand the physical and mental health challenges.

0 T h ¢he personal trainer] understood the difficulties, they understood all the barriers
to getting into an exercise routine, there was never any judgement or pressure. They
know how to motivate the un -motivatable! 6

(Consumer #4, female)

ol think a |ived experience is beneficial, I do
actually have to go through it. Having said that
di dndt have a de.vé&d experien

(Consumer #3, male)

Some CMOs invited past consumer participants to participate as a peer supporter, others
offered past consumer participants the opportunity to be trained and employed as a
peer worker in the program,  and in some cases consumers unofficially took a mentor or
peer supporter role if they had been through the program a number of times. A few
workers interviewed also identified as having a lived experience.

o | feel it i s helthatflhave # livad expkriende of méntalsillaess. A

couple of people have told me that they feel ok to disclose their own illness. You know,

l etting me know that theydre having a hard week
or anything else. If a person has been coming f or a long time and then one class they

are resting a lot, | can understand why that is happening if they can tell me about what

is happening in their life.6é

(Staff #9, Instructor)

In all cases, a facilitator or co -facilitator with a lived experience was c onsideredtobe a
strength of any program or support provided  because of the knowledge and
understanding a facilitator with a lived experience could contribute.

0She [the facilitator] can talk about that sheds
tcan be hard to have the motivation to do this ki

(Staff #4, Support Worker)
iv. Expertise and knowledge of staff

Programs and support offered by CMOs often included a range of health professionals

and instructors to bring in additional knowledge and expertise around physical health

issues. The expertise of these health professionals, instructors and  was considered to be a
strength of any program or support , one -to-one or group -based, offered to consumers.
Conversely, it was considered a weakness of a program or support if knowledgeable

facilitators were not included.

Consumers valued programs or support where they had access to a health professional
such as an exercise physiologist, nutritionist or dietician and fitness instructors that could
assist with appropriate and relevant information and advice.
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O[ The progr am] i s appe ank foecugis notjustroee thiegs a1t e T ardi o
strength, i t fiebility, it looks like they thought about all the aspects, they actually

teach people how to cook a nutritious meal, putting it in to practice is much better,

and theydve got a qualified exsehavwe iss manypheattsi ol ogi st .
issues, that maybe a personal trainer may not have all the knowledge about the

physiology of the body and anatomy. So they [exercise physiologist] would have a

better understanding of the human body . And it would be good if they have training of

mental health issues, the physical issues that consumers are going through. o]

(Consumer #6, female)

Staff also recognised the value of qualified and expert professionals to motivate and
engage consumers

0 W& need expertise, | think that makes a difference. If | was a member and | knew there

was going to be an exercise physiologist, it would change my mindset. Because here is

someone who knows their stuff, i t Ong, itnvoutd gddi s t staff
more validity.©é

(Staff #1, Manager )

But it was also important for these professionals to have some understanding of the mental
health context and mental health conditions and to be mindful of individual situations and
circumstances .

ol t hi n khe prdblant \liith other existing programs and also services like dieticians,
exercise physiologists and so forth, is that they are a very skilled and capable profession,
but i f you candét motivate the person and get that at

(Staff, #7, Mental Health Nurse)

00ne thing we found is that expensive services are not always the best. We arranged

cooking classes for consumers witha cooki ng service, but they di dnof
understanding of the issues of consumers. We did speak with them and gave them
some information, but in practice they didndt get i
level that was above the capacity of consumers to pay, using ingredients that
someone on a government benefit would not really be able to afford. W e changed

providers, it was cheaper and a lot simpler, they used inexpensive and common
ingredients that they could use to make nutritious food that was within the capacity of
the consumers .0

(Staff #14, Manager)

v. Welcoming and supportive environments

Access to, and being part of, an encouraging and supportive environment was a

valuable element of programs or support for consumers. For staff, a supportive

environment was that the approach was consistent in terms of staffing, venues, times and
availabili ty of ongoing support , regardless of whether it was one -to-one or group -based
support. A supportive and encouraging environment was also created by the existing
relationships and trust and rapport that staff had with consumers.

ol already had a rapport wit  h them and then to be able to move across to your obesity,

or cholesterol and dietary intake and so forth. You
saying did you realise that youdre -thotewsuelbeand you s
guite offensive. 6
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(Saff #7, Mental Health Nurse)

For consumers, an encouraging and supportive environment was one where they could

be themselves regardless of their mental health and physical health issues, where they

could be amongst other peers who may be experiencing simi lar issues and where they
were encouraged, motivated and challenged by the facilitator.

ol find that being with peers is quite inspiring; perhaps other people may have greater

chall enges than me. I found it an emotiyweekl |y safe
| found that a real benefit. | also think the expectations were quite gentle, for some of

us that were using medications that put on weight, there might be an understanding

that actually not putting on weight from one week to the next or a month, i n itself can

be an achievement. ¢

(Consumer #8, female)

Within a group setting the opportunity to share and discuss experiences, to work as a
group and, in some cases, to  cook and share meals together was an important element
of a program for many of the ¢ onsumers.

OWe all sat around and had a meal together and talked after we had done some
exercise. With some of the people, some of my friends, we did have a bit of jog and a
bit of arace. 6

(Consumer #1, male)

Some consumers also talked about feeling a sense of responsibility to attend and to
continue attending a program, which helped to motivate them and achieve physical and
mental health improvements.

0 Wh at I l'i ke is that itds a group and you sort of
because th ey like you to commit to three sessions a week. 6

(Consumer #3, male)

b. Weaknesses of current programs being run

i. lack of individualised focus

were pitched to the m

Consumers described group pr ogr ams t hat
flexible enough to meet ¢

needs rather than being

0They are free, which is great, but because of t he
theydre offered t keepthedckss gtihe same pace fodeverybody. So

the people who tend to be fitter get more attention and more out of it. The people who

are |less fit dondt get seem to get as much out it.

(@}

(Consumer #2, female)

Staff mirrored this reflection by describing a lack of staffing time and resources to provide

a diversity of programs that could attend to each
not often include one -to-one health checklists , measurement, planning, goal setting or

review.

ii. lack of consistency/f requency and variety of programs

Some consumers felt that the structure or design of programs offered by CMOs did not suit
or meet their individual needs. That is, one size did not fit all. Many of the consumers had
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accessed and trialled a range of one -to -one support provided by CMOs, health
professionals or group -based programs looking for the services that best suited their needs.

For some, group exercise programs became too large with too many people attending.

For others the range and diversity of people attending group exercise meant some

consumers didnoét get as much attention or focus f
more individual approach that they managed on their own. Some consumers also found

progra ms offered by CMOs that were delivered in partnership with a mainstream gym to

be off -putting.

iii. limited enquiry or measurement of need or progress/  outcomes

All stakeholder groups recognised that there was a lack of consistent individual physical

hea Ith checks/ screening and review measurement in both group -based and one -to-one
support services. Most staff stated that there were no formal organisational policies
regarding inquiry into physical health needs of each consumer | et al one actual

measurement and recording of physical health status/need.

3. Barriers to delivering physical health programs

The barriers faced by CMOs when endeavouring to deliver programs or provide physical
health support for consumers largely related to three broad areas: Funding and time;
attitudes; and lack of staff knowledge or skills in address ing physical health needs.

a. Funding and time

Funding and the associated lack of time was unanimously highlighted, by staff, as the
biggest barriers to providing support or running programs for consumers . Without funding
CMOs felt unable to adequately train staff, unable to employ other sessional staff with

physical health expertise, unable to purchase needed equipment and resources and

unable to dedicate the staff time needed to effectively and sustainably run programs and
measure physical health outcomes.

owe | | same ol d, same ol d. My service doesndt pay for
funding each year, and wh  ether | getit or not, you know. | f t hat funding didnot
t hr ou g Wjust becr@ative. 6

(Staff #2, Support Worker)

The ability to provide high quality, effective programs was jeopardised by funding
insecurity. CMOs that were delivering programs in addition to core services depended on
funding for things such as venue -hire, printing costs, providing food  for snacks or for
cooking , transport for consumers, training for staff and employing specialist
instructors/professionals.

oln the last three year s, | ve pr ob &b lgrants dopppllish @ adnantiab or

purchase more exercise equipment ; no success in that way. Largely through not  -for-

profit grants though banks, Telstra, Australia Pos t. It 8 s n otprograng @étxdy esndt | ook
as good as a park bench for rotary. 6

(Staff #7, Mental Health Nurse)
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And of al | of the costs, funding to employ specialist professionals such as exercise
physiologists, occupational therapists, nutritionists/dieticians, interpreters, chefs or fithess
instructors, or to train staff in fitness or physical health education, was conside red to be the
most important.

OMoney is a barrier. With the cooking group
and getting the money for an interpreter is a massive struggle. To book the room comes
out of our program costs ; there is only so much money we have as an NGO. Money is a
barrier. o

(Staff #4, Support Worker)

one

0The challenge for us as an agency , andinthesector ,i s that itds difficult

for staff to get a cert lll or cert IV in fithess. Because people look at that and say , Gwell
how does that relate to thée work that youdre

(Staff #12, Manager)

Some staff also highlighted that funding insecurity
also meant that their own positions were vulnerable Without funding CMOs felt

to funding cuts which had an impact on the unable to adequately train staff,
longevity and planning of programs . Funding also unable to employ other
inhibited the ability of CMOs to cater for the diversity sessional staff with physical

of needs in the community such as CALD groups, health expertise, unable to
consumers with physical disabilities or consumers purchase needed equipment
experiencing anorexia or bulimia. and reso urces and unable to
dedicate the staff time needed
to effectively measure physical
health outcomes.

The capacity of CMOs to measure the effectiveness
of their programs and to assist consumers to track

their improvement was also impacted by  a lack of
time due to insufficient  funding . Data collection was
thought expensive in terms of the time it takes, the printing costs assoc iated with surveys or
assessment forms, but also the training  required for staff in data collection and outcome
measurements. As a result, many of the staff  felt that CMOs were unable to adequately
evaluate their programs and measure physical health improv ~ ements of consumers

b. Attitudes (both internal & external to organisation)

Attitudes in regard to how the physical health needs of consumers are prioritised and
addressed was raised repeatedly as another major barrier to providing support or
delivering pr ograms. This included the attitudes of staff within the CMO , other CMOs as
well as other health professionals and services outside the CMO sector.

Many of the staff interviewed talked about how the attitudes of other staff could make or
break any efforts to address the physical health needs of consumers. This was more often
than not related to the level of knowledge and education of staff in regard to physical

health issues and therefore other issues often  being prioritised over physical health.

of

t

doing?¢

A weakness is staff attitudes in consi deri ng what ds i mportant,

physical health and understanding our role in

staff dondt feel confident, they just wo,iydut do

know , whenever someone introduces something to you, if they are not coming from a
place that is encouraging and motivating éalot of it is in how we
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good to keep track of our  physical health . They are the people who are speaking every
day to people who use our service, if you come from a program planning or
management point of view you need to acknowledge that role that they have and the
relationship that they have with the people using the service. o}

(Staff #6, Manager)

In some cases, the attitudes of senior manager s or decisions -makers were seen to be a
barrier to support consumers wi th their physical health needs, to advocate for physical

health support or programs to be delivered, or for staff to be trained as part of the services

of the CMO. It was clear that physical health programs and supports were more likely to

be occurring within the CMOs in which firm directive S, priorities and expectations  were set
from senior management rather than left to the discretion of individual staff.

OTher eds stildl a |l ot of, sort of, old school thinking
mental illness. Looking at it from that biomedical model, where it can only be managed

therapy and medication. Well , we know for a fact now that there are a lot of p eople

out there that manage illnesses quite well without any of that, they attend to their

fitness, they attend to their diet, things like that. Those are the things that us , as an NGO ,

can do quite well. 6

(Staff #12, Manager)

The attitude of other CMOs  and health professionals
It was clear that physical health to address physical health with consumers was also
programs and supports were seen to be an impediment to the initiatives and

more likely to be occurring programs that some CMOs were providing. Some
within the CMOs in which firm staff felt that other CMOs or health professionals
directives, priorities and were not supportive of existing pro  grams and
expectations were set from therefore did not refer consumers or encourage

senior management rather than them to participate.
left to the discretion of
individual staff.

ol think a | ack of support from o
barrier as wel | . | f wedre promot.
holistic approach and the importance of looking at physical health, not ju st mental
health, and other organisations are primarily focussing on mental health and
di sregarding physical health i ssues. Thatés a real

(Staff #4, Support Worker)

olt would help if other organisations, = government and NGO, supported these pr ograms.
We really find dealing with  other agencies, large agencies ,r eal |y dondt see exerc
a priority, it has a low priority. W hen you see the outcomes of exercise and people see
whatwedo, t hey mi ght be o nWidrkera nedd tankie mére i proactive and
lead clients to the sessions and get them involved. That intensity is required. Without it,
itds | uservicel bke | i p
(Staff #5, Instructor)

c. Skills and knowledge of staff

An additional barrier for CMOs to provide appropriate support or d eliver programs for
consumers was the ability and knowledge of staff. Increased skills and knowledge of staff
was seen as an important step to provide consumers with quality support for their physical
health issues. And it was also seen as a necessary step  to change the culture around how
physical health was addressed and prioritised with the CMO mental health sector.
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OWe are not doing enough, we could be doing moreél
actually understanding the interface between mental health a nd physical health and
how to pick it up intheirone -to-one wor k. 6

(Staff #3, Manager)

Some staff felt that they were not able to provide consumers with better support around

physical health because without training, staff were not prioritising physical h ealth with

consumers.
0Some of our staff dondét have great awareness of th
their involvement with consumer s, Not that itds not
just not on their radar because they are occupied with so many things. o

(Staff #14, Manager)

A number of staff also noted that they didndét rea
physical health outcomes of consumers, that is, whether consumers have experienced

any physical health improvements, because staff werendt skilled in daf
measuring outcomes, and CMOs didnodoét have the capa
regular basis.

Programs that included staff with training and expertise in physical health were seen to
have more validity because t hey werendét just cobbled together
stretched with other work priorities.

Without knowledge and expertise, there can be negative outcomes for consumers, such
as injuries.

0The boot camps, some of the instructor  sthemselves are no t necessarily technically at

the top of what ds going on. I actually al most slip
and | di dnodt go back to the <cl ass. There is a tend:é
this, you tend to do it because you thin k they know w h at t hey O rThey tvara an g é

staff member of the service but | think also a fitness instructor, but I didnot see any
qualifications. Then again , | di dnot ask. You just assume that w h

day people know whadt theyod6re doing.
(Consumer #2, female)

Expertise and knowledge of staff and a range of health professionals ensures that

consumers have access to support that is holistic and recovery -oriented where their

mental health and physical health issues are balanced and addressed. When staff d 0 not
have enough skills and knowledge to ask questions about physical health, deliver

programs and measure physical health outcomes, consumers miss out on support and
opportunities to improve and address their physical health needs.

Increased training of  staff to address physical health, and the inclusion of specialist health
professionals, would increase the capacity of CMOs to provide to support or programs to
all consumers.

4. Barriers for consumers accessing programs/supports

The barriers consumers faced when trying  to access programs or support were the same
as the barriers they identified in trying  to address their p hysical health needs in general.
Three main barriers were repeatedly raised during the interviews: Self-esteem , confidence
and motiva tion; affordability and accessibility; and , attitudes of health professionals.

a. Motivation and self esteem
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A common barrier that emerged across the interviews was the impact of the complex

nature of mental health conditons i n per sonds | i faesssBpportagl abl e t o
address their physical health was more often than not dependent on where somebody

was in their recovery process . This was acknowledged across all of the interviews.

For most of the consumers, staff and carers interviewed, motivation was g reatly impacted
by mental health conditions .

oWhen | was at my worst, it was just the motivation. Sometimes it took super human

strength to get out of bed and do the smallest thin
would have a benefit. But once you g et past that, i ke | dve actu
vacuuming because | know it will help me € 1ltds that barrier of thinking
to help. 6

(Consumer #10, female)

ol was reading a lot about how exercise can help make you feel a bit better, but |

w a s ndding anything about it. There was lots of online help available, where it told you

what to do or what you should be doing. Butf when yo
motivation is a really big problem. It was for me anyway. o}

(Consumer #3, male)

Staff recognised that one of their greatest challenges, in addition to a lack of funding and
attitudes, was motivating consumers to attend programs or to set goals around physical
health as part of IRPs . Saff had an understanding of why motivation would b e low and

there was an acknowledgement that their role was to encourage, support and motivate
consumers.

OHealthy eating, exercise, alcohol, these are the hardest issues to bring up with any

popul ati on, doesndt matter whet heroty,oui thiasr ea at aneqh
market. When you look at our target groups, people are using some of these things as a

comfort, they need to recognise that thatdés whathemédegtidnsmakedoi ng. T
them tired. You have to do so much before you can get them to do th ings.6

(Staff #1, Manager)

0OSome people are great and others, it depends on whe
of working with  mental health issues. That is sometimes hard with dealing with funding
bodies, trying to give inputs, outputs and outcomes. 6

(Staff #2, Support Worker)

olt has been enormously challenging to get people to keep coming. When | was unwell,

sometimes | really needed someone to hold my hand, walk me out the door and say

ovedre dodndgetolpil ® dondt come i fgoadwich isarobablynot f eel i n
the time they would most benefit. 6

(Staff #9, Instructor)

However motivation did not exist in isolation as a barrier. Motivation was related to low
self-esteem and confidence as a result of the issues associated with living a mental health
condition . Many consumers, and staff and carers, described a snowballing e ffect of
excessive weight gain , sometimes weight loss (as with the example below) , due to
antipsychotic medication,  feeling tired and listless, which lead to low levels of in -activity,
and poor diet and lifestyle choices. This then lead to feelings of inad equacy and low
confidence in regard to self  -image.
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ol found that, I initially put pasalatoflpeopledof wei ght w
and that kind of changed the kind of exercise | was
wantto necessarily exerci se in gyms when | was overweight.o

(Consumer #2, female)

0. . . itds a bit of ladveodlolsa whweemmye. .ki.l os i n weight
self-est eem and i mage of myself had a dropped a | ot. o6

(Consumer #3, male)

The picture described during the interviews was one where motivation was being chipped
away, over time by cascading issues. Some consumers described that when low self -
esteem and decreased confidence was coupled with feeling unfit and unhealthy, due to

long periods of being inactive, it was difficult to be motivated to exercise, eat properly or
deal with physical health issues. Feeling unfit was a great concern for a number of

consumers and affected their ability to engage in exercise.

0The other thing was my body -consteogse[thagyd] leimgang real |y
place that was for really beautiful , buffed up people. And | was finding that because of
my reduced fitness | was injuring myself. o

(Consumer #3, male)

oBefore becoming unwell, | used mainstream gym s and felt quite comfortable. It
wasndt just the physical we i g h tagainwhbada bteakfofi r st start
about four years so | was very unfit physically as well. 6

(Consumer #2, female)

b. Affordability & Accessi bility

Accessibility of programs or support in terms of transport, affordability and the design of
programs were considered to be another common barrier for most people.

Transport costs: Transport to programs or service s offered by CMOs , was a significant
barrier. That is, the affordability or access to transport was a limitation for many people to
attend programs.  Unsurprisingly, this was a major barrier and concern for staff, carers and
consumers in rural and regional areas.

In metropolitan areas, many s ervices are concentrated in the inner city areas, with many
consumers travelling long distances and for long periods of time  from the outer suburbs of
Sydney, which also had an impact financially.

For consumers in rural and regional areas, there was little or no public  transport and there
were large distances to be covered. Some CMOs factored in the transport issues

associated with their area by budgeting for the cost to pick up consumers from their

homes and back again  or to deliver outreac h programs , but it was considered to be an
ongoing issue in terms of longevity of support for consumers.

OFor this region ités transport. Thereds not a | ot
service we provide, and that at times can be quite costly, our region covers an area of
52000 km2, itds a big area. We have some clients t
program for because of the tyranny of distance and
the transport t hat ki | | bdic transport. There & art dntéa adieéhts no pu
group who are missing out on those opportunities. 0
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(Staff #12, Manager)

For this reason, there were often limited services and programs available to consumers
living in rural or regional areas, in comparison to me tropolitan areas, which was a barrier to
address physical health issues.

OWe live in a regional area; the only real treatment you seem to get is for the acutely ill.

Ot her than that, we donét r ktdnkthgdodiosswrewursemy heeal supp
surgery should follow him up  every three months, because of his diabetes he needs to

get his blood levels checked and his lithium levels checked. | have to remind him to get

his diabetes checked é The services are so stretchedtothat t he)
follow up people who are not acutely ill 0

(Carer #1, female)

Program or service costs: Affordability of programs, services or resources was also a barrier
for consumers to address their physical health. As previously discussed , in regard to
funding iss ues, making programs affordable was a concern for CMOs so that it did not
become an obstacle  for consumers to attend . Some programs were offered for free,
others were able to offer a subsidised cost.

Clothing and equipment costs: The cost of appropriate f ootwear and clothing to exercise
was also a potential obstacle recognised by some CMOs.

0OSome people candét afford a pair of runners, and t he
with. We were able to get a very small grant a couple years ago for the walking group

where we were able to buy everyone a really good set of running shoes so they could

wal k in. But we havendt been successful in replicat
barriers are that they dondt have t hepantidpgtdht f oot wea
i n. Thatds not an expensive thing but for some peoy
just one of those luxburies they candét afford.

(Staff #12, Manager)

Costs of mainstream services: There was also a financial burden for consumers who were

ac cessing a range of health services to manage their physical health needs and issues.

Some consumers had a General Practitioner Management Plan developed with their GP
that entitled th em to five free sessions with an allied health specialist such as an exer cise
physiologist or dietician. However management of physical health issues needed more

than five sessions and the ongoing costs of such services were unaffordable for some
consumers.

ol also see a dietician five times a year, | use the GP care plan. But | have issues with
that because if wanted to see, well the dietician told me it would be good to see an
exercise physiologist but ités only five free sessi

only five free sessions a year. 0

(Consumer #6, female)

One consumer described a model of care she had adopted to manage her chronic
health issues when she was unable to  access adequate care from public health services.
The plan included allied health professionals specialising in mental health, b ut at times he r

life circumstances meant she was not always able to afford these services.

c. Attitudes /lack of understanding from general health professionals
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The attitude or opinion of health professionals was also  highlighted by some staff
consumers as an obstacle to access support. Some consumers and staff spoke about GP s
being unsupportive or  disregarding requests for referrals to a specialist.

OMy friend saw a dietician and lost an amazing amount of kilos. And there were two

friends, actually , who we re seeing dieticians and tel ling me how good it was
€ Solwenttothedoctor and | svanitdsee adietician, what do you think? 0l &dm

overweight, | was 110 kilos then ... He said, ohOyou just need to learn how to eat

properly then toudl | be alrigh

(Consumer #6, female)

0... we had someone who came from a family with diabetes, this person was 100 kilos
and he said , d@ would like to go to a diabetes clinic §gandthe GPsaid ,h you dondt
need that @ The worker actually went to the GP with the ¢ onsumer and said , hedwants

to go and he needs to god. o
(Staff #1, Manager)

For some consumers who had organised appointments with specialist health professionals,
the lack of understanding of the complexity between the issues around  mental health,
medication and the physical health implications often left them no better off.

OBecause | had pre -diabetes | did see a nutritionist. It was bit difficult to understand

wha't she was saying, and um, she didnot have much
thei nf ormati on and gave me a folder and I left in ab
a | ot away from it. I d i-diabefic, becausa the dectoyreferrgd | was pre
me for that, but I di dndt tal k about myhatpshedi cati on.
was nice and helpful, but she was a bit professional and not empathetic or anything. o}

(Consumer #9 , female)

It is important to note that this was not the case for all consumers, but it is still a significant
issue since health professionals such as GPs are often the first point of call for physical and
mental health issues. For a number of consumers, once they found the right person, their

GP and the support from other health professionals had been instrumental in managing

their physical health is sues, increasing their fithess and managing their mental health.

5. Physical health services & through MH CMO or Mainstream venues

A significant and important theme that emerged

across all the interviews was a debate between Despite the barriers to attending
the value of CMO spec-i fi cEENESIERIEIGOnRINCEIBEHIES
h o u speograms or support for people living with some CMOs were delivering
mental health conditions versus mainstream exercise programs within
physical health programs and facili ties such as mai nstream gyms that consumers
fitness centres or gyms. Consumers, staff and valued . The programs included a
carers alike were keento  discuss the pros and partnership between a staff
cons of these two forms of support . member with mental health

knowledge and gym -based
instructors who were informed of
the program and needs of the
consumers.

Consumers were often encouraged by different
people in their lives to join a mainstream fithess
centre orgym asitwas seenasawa yto
increase fitness and be part of the general
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community rather than being contained within the mental health environment. This was

feasible for some consumers, but , for most of our consumer participants, there were many
barriers to access ing these facil ities that they felt well-meaning health professionals, friends
or family were not aware of.

The focus of this section is therefore largely in the context of the barriers to access ing
mainstream gyms and fitness programs/centres.

a. Costs

As with any suppo rt or program, th e cost of mainstream fithess centres or gym  sor
recreational classes , such as yoga , was highlighted as a key barrier by almost all
consumers, staff and carers. Discounts were rarely offered at mainstream programs and
facilities, and if the y did it was an aged pension discount, not a disability pension discount.
Some female consumers found gyms tailored for women only to be very valuable but still
prohibitive in terms of cost.

oThat s wh e n[ wo ndeindd stahdeyrealised | really loved it. | go three times a

week and I dm really disciplined with it. I went to
come back, that discipline. I |l i ke contour s, but it
Like my friendha sa [ women Oearghgribjut she doemdsés hwockndt go
because sheds on the pension and she candot afford i
go. So thatdéds a real i ssue f@&r consumers, the finan

(Consumer #6, female)

CMOs tried to factor in the cost of mainstream gyms by offering a subsidised gym

membership for a certain period of time. However, the sustainability of that program was

jeopardised if consumers were not able to meet the ongoing costs.
00ne of the people fromt he program j oi ned the gym independently k
financially. These guys are on pensions, and they \
being a priority at all. That ds why we push going f

can get expensive too. 0
(Staff #1, Manager)

Thus, programs and support that are offered by CMOs were considered more accessible
because the financial circumstances of consumers were taken in to account, whereas the
same consideration was not offered by mainstream gyms for people livin g on low
incomes.

b. Environment

The physical environment, particularly of mainstream fitness centres, was also highlighted
as barrier for many consumers when access ing mainstream programs or facilities.  Some

consumers found gym environments overwhelming an d overstimulating.
ol had a gym membership, but I was finding that I
because of the | oud music, it didndét worry me befor

bot hered meé

e all the gyms ar e ,goe ga faster, fastewy boord , pomm music ;i t 6 s a
bit of a put -off. 6

(Consumer #3, male)
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Some CMOs recognised this barrier for consumers and tailored their programs to suit their
needs.

OMy centre is a recovery centre, i anybosher loffice.il c al | vy
dondt have mirrors around, I dondt have boppy

around. If you go to a gym thereds | ots of

people in lycra. These guys already have poor self syt em, they6re already

and depressed, so | think a mainstream gym is the last place they would think of going
to.6

(Staff, #7, male)

In addition to the physical  environment of gyms, the cultural and  psycho social
environment was also an obstacle f  or many consumers . Consumers described these
facilities as unfriendly, unwelcoming, and intimidating wher e the focus was about self -
image, having high energy and being pushed to the limit. When self -esteem and
confidence was low, such environments were con fronting and inaccessible. Consumers
felt self -conscious in terms of their appearance because of being overweight, but they
also felt self -conscious trying to use equipment.

0 éyou need to feel confident with your body shape and your capacity to lift things

Youdre not l ooking at vyrowaoaudreestat otbhva ogiysrh,y ; y avih&@r e

faced and sweaty and when you are overweight that seems to be amplified by about
3000. And everyone around you is very fit and sometimes aggressively testosterone

an
musi c

met al
unmo

diven and | just didno6ét feel coomfortable in places

(Consumer #2, female)

ol wanted to do this Karate thing, and | really loved it. But the only thing that put me off
was that it was very competitive orientated, you know what | mean, they were very full -
on on the competition side of it. While | did it | was in alright form, | was losing a bit of
weight, | was much fitter and all that and | loved it. But the competition side of it put me
off and | ended up getting too stressed about it. | can do without that. 6

(Consumer #10, female)

OEveryoneisint heir own worl d, andtthegPldleebail hgbasgnland
you &e in a business environment .If youdére in a community centre,

bit more gentle. 6
(Consumer #9, female )

FHtness programs and activities offered by CMOs were considered more appealing to the

vast majority of our consumer participants because the environments were considered
welcoming, non -judgmental, and safe. They were delivered in environments and by

wor kers that were friendly and understanding. This allowed consumers to feel comfortable
and to be themselves regardless of their physical appearance or their mental health
conditions . Additionally, being with other people who were going through similar

chall enges and experiences was also comforting and encouraging.

oThe advantages of a consumer only space is
For example, we would all be familiar with the fact that some of us have put on a lot of

weight, so | felt that it was a safe and comfortable environment to try new exercises
and you didndt feel embarrasséd about being
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(Consumer #8, female)

c. Knowledge & understanding of staff

Another barrier, which was also related to the cultural environment, was that
individualised and empathetic support was not generally available in mainstream

programs and facilities. The design of mainstream programs  and facilities are such that

they cater ed for the general public, and there was a perception that instructors or trainers

in gyms lacked the mental health knowledge , expertise and understanding to adequately

support consumers .

donot

does

OYou cano6t tell a gym person thathattyba®de a@anbahiiseme
|l osing weight. Or | dm depressed and |1 &m not
a gym person youdd be dewoelddn dvaphyeoyw pprrioabtaeb | y
even know what clozapine is. o
(Consumer #9, female)
OEvenmytraner | say things to him sometimes and
would he? Heds no® in that industry.

(Consumer #2, female)

However, when these services did demonstrate respect and understanding of mental
health related needs, consumers found it e asier to continue utilising them.

éThere was a sheet where you had to write
that | have bipolar. Then | talked to the

hospital for two mont hs a nadd shedmas realdy tunderdbahding. t o

She said | could put a stop to monthly payments, just give us a call and that will be fine.
They were quite understanding. They were
to be any prejudice about what | have.é

Tailored programs and services offered by CMOs were considered to be more
appropriate and appealing for most consumer participants  because the relationship
between mental and physical health issues had been accounted for.

OThis totally caters for the needs of people with a mental illness , and people said they

woul dndt feel comfortabl e di-sfiedtsonsainorngal appnoachmedi cati on

Also, if you get a program in the gym with a personal trainer and they push, push, push,
and that may not suitable for ~ a person with a mental illness who is already at risk or has
physical health problems. 6

(Staff #11, Facilitator)

OFor example, one person needed to start boxing with the left hand and then finish on

an even number. I di dndt t hi naich tHathbecause IWwwadsan anyt hi ng

understanding of those issues. It was a safe, encouraging and understanding
environment. 0

(Consumer #8, female)

d. Motivation & commitment

It was also highlighted that mainstream programs and facilities were not always able to
provide the same level of encouragement and motivation that a CMO run program
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could. There was a sense that once a person purchased a membership with a gym, it was
up t o them to attend and motivate themselves, which was often very difficult.

Contrasting this was that consumers often felt a sense of commitment and responsibility to
attend programs delivered by CMOs. They appreciated the one  -to-one support that was
provid ed in tailored programs , they appreciated that exercises could be catered to their
needs and they were confident to disclose all of the issues that were affecting their

physical health.

e. Transitions from one to the other

CMO delivered programs and services were also seen as a valuable transitional option,
where the end goal was for consumers to access mainstream services and to increase
opportunities to connect with the wider community. Consumers described the programs

and services offered by CMOs as partic  ularly important when they were unwell at different
times of their lives and they provided a safety -net that was consistent and reassuring.
Once they were well again, or they had increased their fithess and lost weight, they felt

they had more confidencet 0 access mainstream services.

OA transition program even, to get them to that poi
using the gym. I think initially it needs to be individualised, and then smamdll groupés
group where theydeirgomdt spt ayi 6k of

(Carer #4, female)

OMainstream sports activities are also helpful. But also [the program] for consumers as

an entry point, theyodore not confronted, they dono
accessible for them | think. And from there they can go on to other mainstream
activities. 0

(Staff #14, manager)

0 S o mpeople will need additional support, people wanted to come back because
they said they needed it for maintenance. One person did it for three rounds and then
sai d, 6ok, now | @mtrheadqy mda do it a

(Staff #1, facilitator)

Despite the barriers to attending mainstream programs or facilities, some CMOs were
effectively delivering exercise programs within mainstream gyms. The programs included a
partnership between a staff member with ment al health knowledge and gym  -based
instructors who were informed of the program and needs of the consumers. Within these
programs there were opportunities for individualised support and programming.

Some consumers preferred mainstream programs or services as opposed to those
delivered by CMOs. Programs offered by CMOs sometimes did not meet the expectations

of consumers who wanted activities to be more physically challenging or instructors to be

better qualified and experienced.

ol have done a otcampplasses tbroughtNGO services that are targeting

people with mental illness, but |18dve generally foun
the privately run boot camps classes that | 06ve been
trainers, from my experienc e doesnadt seem to be as good in the

opposed to the private sector. 6
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(Consumer #2, female)

And other consumers may also prefer to access mainstream services because they can
connect with the wider community as part of their own recovery.

0 éhe does not want to marginalise himself by using consumer specific gym services, for
him itds i mportant, that he pushes himself to integ
to get used to others, others have to be get to consumers as well. 6

(Carer #4, femal e)

6. Benefits for consumers of engag ing in physical health programs

Consumers were receiving a range of support and accessing different programs, but were
there any benefits and what were they? In short there were many benefits . Some
consumers experienced quite rapid improvements, for others the improvements took
place over a longer period of time. And while there were many expected benefits, there
were also many unintended benefits , or flow -on effects observed . Consumers
experie nced benefits and improvements to their physical health, mental health and their
social well -being.

a. Physical health benefits

Consumers that enga ged in exercise or exercise programs delivered by CMOs

experienced anumber of improvements in their physical he alth. Some consumers also
found one -to-one support from health professionals beneficial. They had been able to lose
significant amounts of weight, which led to positive flow -on effect son conditions such as
diabetes, their functional fitness ha d increased and they had been able to make changes
to their lifestyle and diet.  For some it was the small steps and achievable goals that were
important.

I dm a l ot fitter than | was before, I |l ost the mos
meal s f or | uandbutrecipéseThdiedwerk very few people who followed up

on the reci pes besen cdoking ér other pdoplecas well as myself. Before

t hat I di dndt cook, I used to just buy frozen meal :
helped metogetbac k i n to do some cookingé

él bought myself an exercise machine after the cou
routine things | do each day, since the group finis
max drinking. | was quite heavily in to pepsi max as a dr i nk, it was the only thi.]
each day. About a year ago | was drinking about tenl itres a mdowntotwow | &

bottles a day and | also reduced in smoking. All of that helped me to lose the weight. 0

(Consumer #1, male)

b. Social & financial benefits

Physical health improvements were just the start of a range of improvements and benefits.
Losing weight, increasing fitness, or reducing smoking meant that consumers felt more
confident and they had more self ~ -esteem and motivation to make other ch anges and
achieve other goals in their life. ~ There were also social benefits and financial benefits.

Staff observed that consumers were more confident to address other issues in their lives or
were able to participate and acdeslengtanet i vi ti es t h

ol do feel more confident now. | feel much more able to talk to my GP when things
arenot going right and I d8m much more confident witdt
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things that | never thought ,lldvdit. den ablleott anod . alwiak e

of what | cando. 6

(Consumer #4, female)

0 éa consumer from our site was talking about what they  thought about the smoking
cessation group. He described that as a result of him cutting down on smoking he was

able to go to the movieshec ause he had some money |l eft over and
on cigarettes. It wasndt just about the reduction
life can improve based on a reduction in smoking. 6

(Staff #4, Support Worker)

OWe know that for five or six of the people the improve ments in general lifestyle has
been incredible . Theydve moved away from their domestic vi
out of poor housing, got a job, got their uni back on track, improved mental health , all
sorts of amazing lifestyle chan ges on top of those physical health improvements. 0

(Staff #5, Instructor)

Perhaps one of the hardest benefits to measure, were the social benefits that were an
intrinsic element of group -based programs offered by CMOs. These programs provided
consumers wi th opportunities for socialising and interacting with other people. Some
consumers described a strong sense of camaraderie being with other people who were
experiencing similar challenges and others were able to develop new friendships that
continued outsi de of the group program.

o0 tds a great camar ader imadaidame gf nihe maggs tamear e .

going to catch up with one friend tomorrow. o}
(Consumer #11, female)
ol feel stronger and happier, it has fedlaboutni t el y
myself socially as well . 6
(Consumer #2, female)
0l dve also met two other | adi efsnadenfriends.eAfteptheo gr a m,

program we have a chat afterwards and that really helps me as well. It was good to

open itup withotherpeo pl e who have a similar situation or st

(Consumer #5, female)

oFriendship groups do develop, they do things together, people will go off together
after lunch, and they may ring each other during the week and see how each other
are going. How do you ¢ apture this information for the funding body or evaluation s?6

(Staff #2, Support Worker)

c. Mental health benefits

A number of consumers also recognised that exercise not only gave them more
confidence and physical health improvements, it gave them an extra tool or strategy to
manage their mental health.
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0Also, | get quite a lot of anxiety, and | found that for me exercise was something |

needed to do anyway to , kind of , keep all of those anxiety levels down. Out of all the
exercise | ha ve tried in my entire life, the strength and conditioning 3 times a week has
been unbelievable to get on top of that. So it has
heal th thing, itds also been very good fogr the an?
through a stressflul i pereadel 6he number of sessions
whereas in the past | might have though t, o @hv,e g o tandthave agdrink and
have a couple of wine s, 6r somet hi ng. I 611 go and have a trai
keeps t hings under control.
(Consumer #2, female)

7. Carer needs in relation to their personal physical health

This study was focussed upon the physical health needs of consumers . The main purpose

of including carers was to gain their perspective on what had helped and/or hindered

their loved one living with a mental health condition to access and use physical health

supports and we have included their perspectives on this throughout the report. However,

what did arise  from the interviews with carers, and some staff , were the unmet physical

health needs of carers themselves. While they were concerned about the physical health

issues for the consumer they cared for, the ability to prioritise those issues above or as well

as the immediate mental health conditions of th e consumer was impeded by their own

physical health problems.
ol f the <carer doesndt have a break they go underg

sometimes with feeling sick, it hits you in the worst places, in the weakest parts of your
body. My neck is roa ring with pain at times and | then have to spend money on a
remedial massage, which | can ill  -afford. Physically, the stress manifests itself in whatever
the weakest part of somebodydés body is. 6

(Carer #3, female)

While beyond the scope of this study,  there appears to be a heed to examine the physical
health needs of carers more closely and to explore ways and methods of more routinely
incorporate physical health education, screening and support into carer -targeted
programs and initiatives.

8. Going Forwa rd: What would be most helpful ?

Thoughts from organisational leaders, staff, consumers, and carers about what is needed
to advance the current state of play are in accordance with recommendation and
perspectives within the international literature.  They are summarised briefly below.

Many of the issues around barriers and limitations of programs or support for consumers in
regard to their physical health have been discussed. To continually improve the support
for consumers, a range of suggestions were provi  ded by participants. These suggestions
largely related to the four following areas:

1. The CMO sector

2. Health professionals

3. Government bodies

4. Mainstream programs and facilities
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The CMO sector

As discussed there were many strengths of the programs or support offered by CMOs and
there are many progressive activities and programs that are being offered. However, a

more coordinated effort within the CMO mental health sector, and at different levels of

the sector, was seen as being more helpful for consumers.

The first area highlighted for a coordinated effort was advocacy and promotion about

physical health, but also about success stories and consumer experiences, within the

sector and by the sector. The CMO mental health sector was seen as being well -placed to
ad dress physical health as part of recovery  -oriented practice. Continuous promotion was
seen as a strategy for the sector to prioritise physical health and ensure that all CMOs

offered consumers support for their physical health needs. Physical health and fi tness
needed to be endorsed and consumers needs advocated for by CMOs and the sector

broadly.

OFrom a policy and advocacy point of view, | do know that the NSW community sector,

relative to other states, has been more active. In terms of advocacy they could also be
influencing other peaks and other states and showcasing some of the t hings that are
going on in NSW. O

(Consumer #8, female)

Staff training, education and resources were also considered to be an important element

of a coordinated effort. Staff needed to be informed about the physical health issues

associated with mental health conditions. This was seen as a strategy for staff to prioritise
and recognise that the physical health of consumers was part of their support role.

Networking and partnerships between CMOs, and across sectors such as government
services and health professionals were also seen as a valuable strategy to incr ease
support for consumers and ensure there was a coordinated effort to address physical
health. Many organisations had developed partnerships with government funded sport

and recreation programs, mainstream fitness centres, health professionals and other
CMOs and these relationships were seen as enhancing and increasing resources for CMOs
but more importantly, choices for consumers.

0Continuing to prioritise the issue of physical health, continuing to develop relationships

with community organisations, ne  tworking, partnerships é

€ We always offer what else is going on in the community, giving consumers the choice
of what is out there in the community and see if they want to do it; giving continuous
choices. 6

(Staff #4, support worker)

To have increased choic es, consumers needed to know what choices were available to
them. While word -of-mouth can work well, some consumers, and staff, felt that greater
promotion of programs or support available, and more physical health information and
education for consumers w  as needed.

Ofe cooking, and things |like that, the theakness i s t
€ This conversation has made me think that we need to change this. We just assume

people know, but if we tie it together and say the walking is part of he althy cooking

and that itds actual laym ptalrat owo rak swhion ea phmwlgirsti ¢ way

(Staff #1, Manager)

Many consumers were content with the support or program offered by CMOs, but some
areas for improvements, in regard to the design and delivery, were highlighted. Being
offered more opportunities was seen as important, so that consumers could access
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support or programs when they were ready. Therefore, offering more sessions or offering
support or programs for an ongoing period of time was a way tha t consumers could
access support at an appropriate time.

Offering ongoing support and lots opportunities was also seen as a way to provide
consistent support so that consumers could observe their physical health improvements
and benefits over time, they ¢ ould maintain their improvements, and they could access
support at any point, whether they were well or unwell.

ol think itds consistency. Lots of pff. dBoghavems ar e r un
program that is run maybe consistently for three days a w eek, youdd actually se
benefits of thatina 3 -4 week period. 6

(Staff #10, Team Leader)

Some staff also commented that CMOs could be capturing and measuring consumer

physical health needs and outcomes more effectively so that a more coordinated follow -
up approach could be implemented. Although some CMOs did have a formal system to

obtain and use the information in a useful and meaningful way for consumers, some staff

felt that CMOs need better tools and that staff also needed training in data collectio n.

Health professionals

While health professionals fall out of the jurisdiction of the CMO mental health sector, they

play a vital role in providing effective and coordinated support to consumers. Linking -in
and developing relationships and partnerships with health professionals was seen as a
useful strategy to ensure that consumers received appropriate support.

General practitioners, exercise physiologists, occupational therapists, dieticians/nutritionists
and endocrinologists were all highlighted as pr oviding valuable support to consumers. But
it was important for health professionals to be educated and have knowledge about

mental health conditions and the associated physical health issues that can arise.

OAre they happy with their GP, do they have a GP they can talk to? So many people
when they go downhil I, because their medabautat i on mi g
the fin e-tuning, having the GP to fine -tune the dosage. So an impact is that the weight
goes up and down. 6
(Staff #2, Support worker)

Therefore, the CMO sector could play a part in advocating for consumers and educating
health professionals. Where possible the inclusion of health professionals in programs
delivered by CMOs was seen to add validity and credibility to programs, and clinical
student placements was also seen as an opportunity to enhance role of health
professionals in mental health.

Government bodies

Funding was highlighted as one of the key barriers for CMOs. To overcome this barrier staff
and organisational leaders f  elt that it was important for governments to recognise that
funding was required for CMOs toup  -skill staff, employ health professionals, purchase
equipment, or develop resources. For consumers, accessibility and affordability was
important, therefore the  need for more funding to offer free or subsidised physical health
programs, and equipment etc. was highlighted.

Because government funding was often only for a specific period of time, CMOs were
often uncertain if they could continue to offer a program or service.
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OThere are programs that are offered but they tend to have a short lifespan . The

teacher will teach as a volunteer, then they get busy with something that earns them

money and then the project ends. There is no place where people can rely on or go to

for a long time. If someone is unwell they might go to a more specialised class, then

they become more well and access a more mainstream class. But then 2 years later

they may be unwell again but the class they went
seem to be alot of longevity, because no one can work as a volunteer forever. o}

(Staff #9, Instructor)
Most CMOs were also not specifically funded to address physical health; instead they

needed to find other ways to cover the costs of activities and prog rams that were often
additional to other services.

0All the costs are in -built within the packages funded by the government. We are not
given additional money to specifically address physical health. o}

(Staff #4, Support worker)
Programs or support also nee ded be consistent and ongoing and decisions made by

governments were seen to play a crucial role in the design and delivery of such support
within the CMO sector.

OEl i gibility criteria is something that | &m interes

NGOs are really well placed to be providers of programs because most of our lives are
spent in the community. Sometimes with policy decisions they can be very focussed on

clinical services and hospital envi r on mannthes , but
community. Even when youdre having a crisis, you
your housing, your relati onships, your employment status, s o0 you might be wading

through those challenges, and physical health might not be your priority until a f ew

months later. So the community sector has an important role in being there when
youbre oready.
(Consumer #8, female)

It was also important for government bodies to consider the physical health needs of

carers. Although not a focus of this research proje ct, the health of carers was highlighted
as an issue that also needed to be improved. While some CMOs were able to provide
support services for carers, carers felt that they needed more support for their own

physical health so that they could continue in t heir role as a carer.

Mainstream programs and facilities

Mainstream programs and facilities were also considered to be an important element for
consumers to address their physical health needs. But there were a number of ways that
access to these faciliti es could be improved.

As cost was often the biggest barrier, it was suggested that services could offer discounts

for people on a disability pension. Although some CMOs were able to secure discounted

gym memberships for consumers, and some recreational cl asses offered discounted rates
for consumers, many mainstream services only offered discounts to people on aged

pensions.

Consumers often felt uncomfortable due to the physical and social environment in places

such as mainstream gyms, and they often felt i nstructors would not have the mental

health knowledge or awareness to provide them with appropriate support. Consumers

wanted to be able to go at their own pace without feeling judged and they wanted to

feel comfortable regardless of their weight or their mental health conditions . Wo me n 0 s
only gyms were designed for such reasons, which some consumers found useful.
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ol really Iike it because itds all f emal e, and itds
When | started | was a sifzeell8comwmiwol Oablae st zer 4 é S
€éThere was a sheet where you had to write down wha
t hat I have bipolar. Then | talked to the owner and
hospital for two months and | 6 msrealyundetstaneingt o ¢ ome 6,
She said | could put a stop to monthly payments, just give us a call and that will be fine.

They were quite understanding. They were very opern
to be any prejudice about what | have.é

(Consumer #6, f emale)

It was also possible for mainstream classes, such as yoga, to be tailored for consumers.
One such class offered in the community was to found to be useful for some consumers
where classes were tailored not only to create a safe and comfortable space for
consumers, but also tailored to be energising for people with depression and calming for
people with anxiety.

Mental Health Coordinating Council & University of Sydney
Meeting the physical health needs of people living with and recovering from mental illness
Page 67



REFERENCES

Ashton, M., Miller, C. L., Bowden, J. A., & Bertossa, S. (2010). People with mental illness can
tackle tobacco.  Australian and New Zealand Journal of Psychiatry , 44, 1021-1028.
doi:10.3109/00048674.2010.497753.

Bartels, S. J.,et al. (2013). Clinically significant improved fitness and weight loss among
overweight persons with serious mental illness.  Psychiatric Services , 68(4), 729-736.
doi:10.1176/appi.ps.003622012

Bartels, S., & Desilets, R. (2012). Health promotion programs for people with serious mental
illness . SAMHSAHRSA Center for Integrated Health Solutions. Washington D.C. Retrieved
July 3, 2013, from

http://www.inte  gration.samhsa.gov/Health_Promotion_White_Paper_Bartels_Final_Docum
ent.pdf

Beebe, L. H., Tian, L., Morris, N., Allen, S.S. & Kuldau, J. (2005). Effects of exercise on mental
and physical health parameters of persons with schizophrenia. Issues in Mental Hea Ith
Nursing, 26, 6610676. doi:10.1080/01612840590959551

Brown, C., Goetz, J., Van Sciver, A., Sullivan, D. & Hemera, E. (2006). A psychiatric
rehabilitation approach to weight loss. Psychiatric Rehabilitation Journal , 29(4), 267-273.

Brown, C. Goetz, J., & Hamera, E. (2011). Weight loss intervention for people with serious
mental iliness: A randomized controlled trial of the RENEW program. Psychiatric
Services, 62(7), 800 - 802. doi:10.1176/appi.ps.62.7.800

Carless, D. & Douglas, K. (2012). The Ethos of Phy sical Activity Delivery in Mental Health: A
Narrative Study of Service User Experiences. Issues in Mental Health Nursing , 33 (3), 165-171.

Centre of Excellence in Peer Support (Mental Health). (2011). The Charter of Peer Support.
Retrieved September 3, 201 3, from Centre of Excellence in Peer Support (Mental Health):
http://lwww.peersupportvic.org/images/stories/Peer_support_booklet WEB_2.4.13.pdf

Cook, J. A., Copeland, M. E., Jonikas, J. A., Hamilton, M. M., Razzano, L. A, Grey, D. D,, . ..

& Boyd, S. (201 2). Results of a randomized controlled trial of mental iliness self -
management using Wellness Recovery Action Planning. Schizophrenia Bulletin , 38(4), 881-
891. doi:10.1093/schbul/sbr012

Currie, S. Karltyn, J., Lussier, D., De Denus, E., Brown, D., & EI-Guebaly, N. (2008). Outcome
from a Community -based Smoking Cessation Program for Persons with Serious Mental
IlIness. Community Mental Health Journal |, 44(3), 187-194.

Daumit, G.L., Dalcin, A. T., Jerome, G. J., Young, D. R., Charleston, J., Crum, R. M., ... &
Appel, L. J. (2010). A behavioral weight loss intervention for persons with serious mental
illness in psychiatric rehabilitation centers.  International Journal of Obesity , 35(8), 11149

1123. doi:10.1038/ij0.2010.224.

Druss, B. G., Zhao, L., von Esenwein, S. A., Bona, J. R, Fricks, L., JenkinsTucker, S., ... & Lorig,
K. (2010). The Health and Recovery Peer (HARP) Program: A peer  -led intervention to

improve medical self -management for persons with serious mental iliness. Schizophrenia
Research , 118(1), 264-270.

Mental Health Coordinating Council & University of Sydney
Meeting the physical health needs of people living with and recovering from mental illness
Page 68



Eldridge, D. Dawber, N., & Gray, R. (2011). A well -being support program for patients with
severe mental illness: a service evaluation. BMC Psychiatry , 11(1), 46. Retrieved from
http://www.biomedcentral.com/1471 -244X/11/46

Expert Patients Program me Community Interest Company. (2012). Expert Patients
Programme. Retrieved August 26, 2013, from http://www.expertpatients.co.uk/

Gill, K. (2012). New Moves: Targeting physical and mental well -being in people with mental
illness. Health Issues(108), pp. 1 8-23.

Griffiths, M. K., Kidd, S. A,, Pike, S., & Chan, J. (2010). The Tobacco Addiction Recovery
Program: Initial Outcome Findings.  Archives of Psychiatric Nursing , 24(4), 239-246.

De Hert, M., Correll, C. U., Bobes, J., Cetkovich -Bakmas, M., Cohen, D., As ai, J., ... & Leucht,
S. (2011). Physical illness in patients with severe mental disorders. I. Prevalence, impact of
medications and disparities in health care. World Psychiatry , 10(1), 52-77.

De Hert, M., Cohen, D., Bobes, J., Cetkovich -Bakmas, M., Leuch t, S., Ndetei, D. ., ... &
Correll, C. U. (2011). Physical illness in patients with severe mental disorders. Il. Barriers to
care, monitoring and treatment guidelines, plus recommendations at the system and
individual level. World Psychiatry , 10(2), 138-151.

Kelly, E., Fulginiti, A., Pahwa, R., Tallen, L., Duan, L., & Brekke, J. S. (2013). A pilot test of a
peer navigator intervention for improving the health of individuals with serious mental
illness. Community Mental Health Journal. doi:10.1007/s10597 -013-9616-4

Lawn, S., Battersby, M. W., Pols, R. G., Lawrence, J., Parry, T., & Urukalo, M. (2007). The
mental health expert patient: Findings from a pilot study of a generic chronic condition
self-management programme for people with mental illness. Internati onal Journal of
Social Psychiatry , 53, 63-74.

Lawn, S., Smith, A., & Hunter, K. (2008). Mental health peer support for hospital avoidance
and early discharge: An Australian example of consumer driven and operated service.
Journal of Mental Health , 17(5), 498-508.

Lorig, K., Ritter, P. L., Pifer, C., & Werner, P. (2013). Effectiveness of the chronic disease self -
management program for persons with a serious mental illness: A translation study.
Community Mental Health Journal . doi:10.1007/s10597 -013-9615-5

Mc Creadie, R. G., Kelly, C., Connolly, M., Williams, S., Baxter, G., Lean, M., & Paterson, J. R.
(2005). Dietary improvement in people with schizophrenia. British Journal of Psychiatry ,
187(4), 346-351.

McKibbin, C. L., Golshan, S., Griver, K., Kitchen, K., & Wykes, T. L.(2010). A healthy lifestyle
intervention for middle -aged and older schizophrenia patients with diabetes mellitus: A 6 -
month follow -up analysis. Schizophrenia Research , 121(1), 203-206.

Meehan, T., Bergen, H., Coveney, C., & Thornton, R. (2002). Development and evaluation
of a training program in peer support for former consumers. International Journal of Mental
Health Nursing , 11(1), 34-39.

Mental Health & Drug & Alcohol Office (2013). National Summit: Mental Health and
Physical Health. R etrieved from:
http://www.health.nsw.gov.au/mhdao/summit/pages/default. aspx

Ministerial Advisory Committee (2011 ). Improving the physical health of people with
severe mental illness: No mental health without physical health . Retrieved
http://www.health.vic.gov.au/search.htm?g=mac+improving+the+physical+health+of
+people+with+severe+mental+illness

Mental Health Coordinating Council & University of Sydney
Meeting the physical health needs of people living with and recovering from mental illness
Page 69


http://www.health.vic.gov.au/search.htm?g=mac+improving+the+physical+health+of+people+with+severe+mental+illness
http://www.health.vic.gov.au/search.htm?g=mac+improving+the+physical+health+of+people+with+severe+mental+illness

National Mental Health  Commission, (2012). A Contributing Life: The 2012 National Report
Card . Sydney: NMHC

Pelletier, J. R. (2005). Study of a Structured Exercise Program with Members of an ICCD
Certified Clubhouse: Program Design, Benefits, and Implications for Feasibility.
Psychiatric Rehabilitation Journal, 29(2), 89  -96.

Porsdal, V., Beal, C., Kleivenes, O., Martinsen, E., Lindstrém, E., Nilsson, H., & Svanborg, P.
(2010). The Scandinavian Solutions for Wellness study - a two -arm observational study on

the effectiveness of li  festyle intervention on subjective well  -being and weight among
persons with psychiatric disorders.. BMC Psychiatry , 10(1), 42. Retrieved from
http://www.biomedcentral.com/1471 -244X/10/42

Roberts, S. H. & Bailey, J. E. (2013). An ethnographic study of the incentives and barriers to
lifestyle interventions for people with severe mental illness. Journal of Advanced Nursing.
doi:10.1111/jan.12136

Smith, S., Yeomans, D., Bushe, C. J., Eriksson, C., Harrison, T., Holmes, R., ... & Sullivan,
G.(2007). A well -bein g programme in severe mental illness. Reducing risk for physical ill -

health: A post -programme service evaluation at 2 years. European Psychiatry , 22(7), 413-
418.
Stanford School of Medicine. (2013, August). Chronic Disease Self -Management program

webpage. Retrieved August 26, 2013, from Stanford Medicine:
http://patienteducation.stanford.edu/programs/cdsmp.html

Teachout, A. Kaiser, S. M., Wilkniss, S. M., & Moore, H. (2011). Paxton house: Integrating
mental health and diabetes care for people with serious m ental illnesses in a residential
setting. Psychiatric Rehabilitation Journal , 34(4), 3246327.

Thom, D. H., Ghorob, A., Hessler, D., De Vore, D., Chen, E., & Bodenheimer, T. A. (2013).
Impact of peer health coaching on glycemic control in low -income patient s with
diabetes: A randomized controlled trial. Annals of Family Medicine , 11(2), 137-144.
doi:10.1370/afm.1443

Tosh G., Clifton A., Bachner M. (2013). General physical health advice for people with
serious mental illness. Cochrane Database of Systematic R eviews 2011, 2(CD008567). doi:
10.1002/14651858.CD008567.pub2.

Usher, K. Park, T., Foster, K., & Buettner, P. (2013). A randomized controlled trial undertaken
to test a nurse -led weight management and exercise intervention designed for people

with serious mental illness who take second generation antipsychotics. Journal of
Advanced Nursing , 69(7), 153901548.
Victoria Health Department Chronic disease self -management: A fact sheet for primary

care partnerships. Retrieved 21 st January 2013 from
http://iwww.hea Ith.vic.gov.au/pch/downloads/factsheet07.pdf.

Verhaeghe, N., Clays, E., Vereecken, C., De Maeseneer, J., Maes, L., Van Heeringen, C., &
Annemans, L. (2013). Health promotion in individuals with mental disorders: A cluster
preference randomized controlled trial. BMC Public Health, 13. Retrieved from

http://www.biomedcentral.com/1471 -2458/13/657
Warren K.R., Ball, M. P., Feldman, S., Liu, F., McMahon, R. P., & Kelly, D. L. (2011). Exercise
program adherence usinga5 -kilometer (5K) event as an achievable goa I in people with

schizophrenia. . Biological Research in Nursing , 13(4), 3833390.
doi:10.1177/1099800410393272

Mental Health Coordinating Council & University of Sydney
Meeting the physical health needs of people living with and recovering from mental illness
Page 70



APPENDIX1: RESEARCHPLAN

RESEARCH PLAN FOR SYDNET UNIVERSITY ETHICS

Outline in lay language the methodology for the research proposal (include a justification
of sample size where appropriate). Include the aims, hypotheses, research plan and
potential significance. Where relevant, provide the projected number, sex, and age
range of participants (including inclusion/exclusion criteria).

Aims:

1. To understand the extent or range of physical health activities/programs currently
being offered by mental health CMOs across NSW

2. Tounderstand if and how the effectiveness of these programs are currently being
measured

3. To gain an understanding of the perspectives of various stakeholders (staff, consumers
and carers) in regards to the benefits, strengths and weaknesses of current programs
being offered

4. To critically examine how well t he current practices being used by NSW CMOs align
with best emerging and available evidence internationally and develop future
recommendations.

RESEARCH PLAN
Participants :
Participants will all be adults over the age of 18 years. Potential participants wi Il include:

1. Organisational representatives from each MHCC member organisation (n=110)

2. Direct program staff from each identified Physical Health Program (identified by 1)

3. Consumers and carers directly involved in the Physical Health programs (identified by
2)

PROCEDURES
Recruiting participants:

Organisational representatives (identified through the MHCC database) will be emailed
and invited to participate in an online survey. Direct program staff with be identified by
these organisational representatives. D  irect progam staff will be directly approached by
the research team and invited to participate. All organisational representatives and direct
program staff (identified by the organisational representative) will be invited to

participate.

Consumers and ¢ arers will be identified by participating program staff. Program staff will
provide potential consumer and carer participants (those directly involved in the physical
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health program and assessed by the staff member as having the capacity to provide
informe d consent) with the study flier and the PIS and ask them to contact the researchers
directly if they are willing to participate. Additionally, the above flier will also be placed on
the MHCC website which is frequented by large numbers of consumers and car ers.

Staff and consumer interviews will continue with qualitative analysis occurring
simultaneously. Interviews will cease at the point of data saturation. It is anticipated that
this will occur somewhere between 5 and 10 consumers and carers alike.

Data collection:

On-l i ne surveys wil/ be used to collect organisati
had been developed in consultation with the MHCC Physical Health reference group and
has been informed by a critical review of the literature.

Semi-structured interview guides to be used for interviews with the program staff,
consumers and carers (again developed in consultation with the MHCC Physical Health
reference group and informed by a critical review of the literature) are attached.

Interviews are anticipated to take between 30 and 45 minutes each. Staff, consumer and
carer participants will select whether to do the interviews face to face or over the
telephone. All interviews will be electronically recorded and professionally transcribed
using a ¢ onfidential transcription service. Audio  -recordings will then be deleted.

Data Analysis:

Organi sational Surveys will be analysed using des
of current practices (range of practices, evaluation methods, frequencies etc.).

Semi-structured interview data from all other stakeholder groups will be analysed

gualitatively, using the constant comparative method of thematic analysis (Glaser and

Strauss 1969). This involves initial open coding whereby each small chunk of data (words,
phrases and sentences) is closely compared to those following, grouping those that

express a single idea into a single code. Subsequently, each small chunk of new data is

also compared against existing codes to determine the need for new codes. Co des are
then compared to each other in terms of their conceptual similarities and differences and

the relationships between the codes. In this way, individual codes will be refined and

grouped into categories. Central to this approach is setting aside prev ious assumptions
and allowing codes to emerge from the data rather than coding data to fit existing

theories or conceptual frameworks.

RESULTS

Results will be presented in a report outlining current practices across the NSW mental
health CMO sector. It wi [l also, based upon findings present recommendations to further
enhance the current delivery of physical health and lifestyle programs in the NSW mental
health CMO sector. A user -friendly summary of the report will also be produced so that
findings are mad e accessible to all stakeholders. The results will also be written up for
publication in the peer -reviewed literature.
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APPENDIX2: SURVEY

Survey for the Physical Health Research Project

PARTICIPANT CONSENT — Online Survey
In completing the following online survey, | understand that | am giving my consent and | acknowledge that:
1. I have read the Participant Information Statement and have been given the opportunity to discuss the information

and my involvement in the project with the researcher/s.

2. l understand that | can withdraw from the study at any time, without affecting my relationship with the researchers,
Mental Health Coordinating Council, or the University of Sydney now or in the future.

3. I understand that my involvement is strictly confidential and no information about me or the organisation | work for
will be used in any way that reveals my identity or the specific identity of the organisation.

4. | understand that being in this study is completely voluntary — I am not under any obligation to consent.

5. I understand that | can stop the survey at any time if | do not wish to continue. | can submit a fully completed or
partially completed survey.
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Survey for the Physical Health Research Project

* 1. Does your organisation provide support to consumers to address their physical
health needs?

* 3. How is one-to-one support provided and, to the best of your knowledge, how often
is it provided? (please tick all that apply)

Always (100% of Very often (>60% Often (40-59% of Rarely (<39% of
) ) ) ) MNever Don't know
the time) of the time) the time) the time)

As a required part of O O O O O O

routine support or

Individual Recovery Plans

formai - as aised by O O O O O O

consumers

Linkage/engagement with O O O O O O

other health
services/professionals (e.g.
GP)

Following a pre-developed O O O O O O

individual program

4. Is there another method of one-to-one support that your organisation provides that
was not listed above?Please describe.
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* 5, Does your organisation deliver group programs for consumers that focus on
managing their physical health, including programs aimed at smoking reduction,
nutrition as well as exercise (if applicable)?

7. If possible could you provide the name/s of these programs or one-to-one support
offered by your organisation?

* 8. What proportion of consumers using the services of your organisation would have
their physical health assessed and addressed if needed?

O All (100%) O A few (<39%)
O Most (=60%) O Mone
O Some (40-59%) O Don't know

*9, Is your organisation involved in any community development/education activities
to address the physical health needs of consumers?

10. If possible, could you please provide the title of this activity (if applicable) and
provide a brief description?
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11. Has your organisation experienced any of the following barriers to address the
physical health needs of consumers? Please select the three most significant barriers

from the options below.
|:| Megative attitudes of staff
I:‘ Staff lack skills and knowledge

D Lack of consumer interest

I:‘ Lack of resources

|:| Negative attitude s of other health professionals

12. Are there any other barriers for your organisation to addressing the physical health

nheeds of consumers?

13. What would be helpful to increase your organisation's capacity to addressing
physical health with consumers?
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