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Glossary

Diagnostic Attributing physical symptoms to a mental health condition
overshadowing
Dyslipidaemia Abnormally elevated cholesterol of fats in the blood, which

increases the risk for cardiovascular disease

Glucose abnormalities

Presence of excess glucose in the blood that heightens the risk of
developing type 2 diabetes

Hypertension

Elevated blood pressure that increases the risk of cardiovascular
disease

Individual level

The level of the socioecological model that characterises an
individual’s qualities, including their attitudes, knowledge, and
behaviours

Interpersonal level

The level of the socioecological model that comprises the
individual’s relationships, such as family, peers, and health care
providers

Community level

Refers to the level of the socioecological model where
organisations interact with each other

Keeping the Body in
Mind (KBIM)

A metabolic screening and lifestyle intervention program provided
by a specialist team within mental health services for people
experiencing a severe mental illness

Keeping our Staff in
Mind (KoSiM)

A lifestyle intervention program targeted at mental health
clinicians

Lifestyle intervention

Interventions designed to support a person to improve their
quality of life by changing habits and behaviours

Medicare Publicly funded universal health insurance scheme in Australia
Mental health A person who has a lived experience of a mental illness or mental
consumer disorder (= service user)

Metabolic syndrome

A cardiometabolic risk profile that features abdominal weight gain,
dyslipidaemia, hypertension and glucose abnormalities

Negative symptoms

Features of psychotic illness that cause a reduction or absence of
normal behaviours related to motivation, interest or expression

Organisational level

The level of the socioecological model that describes
characteristics and operations of social institutions

Person experiencing a
severe mental illness

A person diagnosed with a mental illness with psychotic features
such as schizophrenia or bipolar disorder

Positive symptoms
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Abstract

Background

People diagnosed with severe mental illness experience significantly reduced life expectancies
driven primarily by preventable health conditions. While lifestyle interventions have been shown
to be successful in reducing these risk factors in this population, numerous barriers exist to the
implementation of these interventions in mental health services.

Aim

The research aimed to find ways to lower the multi-level barriers to delivering metabolic
screening and lifestyle interventions within mental health care services.

Methods

This body of research employed a variety of methods. Qualitative semi-structured interviews
were conducted in Sydney, Australia with participants in lifestyle interventions programs — both
people experiencing severe mental illness and clinicians to determine their acceptability and
impact. Mixed-method research was then conducted to develop, validate and assess the
reliability of an assessment instrument to measure the outcomes of training clinicians in
metabolic health screening and interventions. This instrument, a quantitative questionnaire
with open-ended qualitative questions, was then used to evaluate a metabolic health skills
workshop. The results were mapped against the barriers to improving metabolic health care for
people experiencing a severe mental illness within the levels of the socioecological model of
health promotion.

Findings

At the individual level of the socioecological model, lifestyle interventions delivered by a
specialist metabolic health team were found to improve motivation and health knowledge
amongst people experiencing severe mental illness. The same intervention improved social
isolation and practical support at the interpersonal level. At the organisational level,
interventions targeted at clinical staff members improved knowledge, confidence and attitudes

towards metabolic health care and change in organisational culture to be more inclusive of
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delivering metabolic health care. At the community level, provision of a reliable measurement
tool was found to reduce fragmentation of metabolic health care delivery.

Conclusion

The novel findings in this research will help mental health services to incorporate metabolic
health screening and lifestyle interventions. It adds to the literature by demonstrating practical
ways to remove or lower barriers across multiple levels of the SEM framework. Metabolic health
care in mental health services should incorporate a multilevel approach that addresses clinician
knowledge and confidence levels and workplace culture and include placement of specialist
metabolic teams that can link effectively with primary health care. Future research should

investigate scalability of interventions in this thesis to inform public policy in this area.
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Chapter 1

Introduction

The premature mortality of people diagnosed with severe mental illness (SMI) is a substantial
public health concern and should be a priority for both governments and health care
organisations (1). The inability of health services to close the life expectancy gap between the
general population and people experiencing SMI has resulted in multiple calls to introduce
interventions to improve metabolic health care within mental health services (2, 3, 4, 5, 6, 7, 8,
9). Lifestyle interventions have proven to be successful in reducing cardiometabolic risk profiles
for people experiencing SMI (10), but their implementation has proved difficult, with multiple
barriers to their introduction identified (11). In the research described in this thesis, I explored
ways to overcome the barriers to metabolic health screening and lifestyle interventions being

implemented as a part of core mental health service delivery to people experiencing SMI.

Background to problem

Severe mental illness

The term ‘severe mental illness’ encompasses illnesses with psychotic features, such as
schizophrenia and bipolar disorder. Both schizophrenia and bipolar disorder are persistent
conditions that can cause acute exacerbation of psychotic symptoms (12). Psychotic features can
include ‘positive’ symptoms, including hallucinations and delusions, and ‘negative’ symptoms,
such as amotivation, anhedonia and cognitive impairment (13).

Antipsychotic treatment

The use of antipsychotic medications is usually considered essential in the treatment of SMI
when psychotic features are present (14). Antipsychotic treatment generally enables management
of acute symptoms of severe mental illness, but does not cure these conditions (15). Repeated
acute episodes of psychotic illness are associated with a decline in functioning, and reduce the

likelihood of making a psychosocial recovery (16). The continued use of antipsychotics plays an



important preventative role to reduce the risk of re-emergence of acute exacerbations, and is

generally recommended (17).

Premature mortality

There is an extensive amount of evidence from large cohort studies in Western countries
demonstrating that people diagnosed with SMI have a life expectancy shortfall of 15-20 years
relative to the general population (18, 19, 20, 21). While deaths by accident and suicide occur at
a higher rate in the SMI population (22), physical health conditions remain the primary cause of
premature death in people experiencing SMI (23), and account for around 7 in 10 deaths overall
(24). Most deaths are associated with cardiometabolic and respiratory disease (25, 26). The cause
of respiratory disease is generally linked to the high smoking rates observed in people
experiencing SMI (27). However, the causes of cardiometabolic disease in this population are

influenced by multiple factors that arise from experiencing SMI and its treatment (28).

In recent decades, the life expectancy gap between people diagnosed with SMI and the general
population has widened. While the life expectancy of the general population has improved over
time in line with advancements in health care, for people experiencing SMI it has remained
largely static (19). People diagnosed with SMI have a 1.6-fold increased risk of mortality over
matched general population controls for the same physical health conditions (22). These statistics
are suggestive that people experiencing SMI may not be benefiting from the improved physical
health treatments available to the general population (29). A broader discussion of physical

health care of people diagnosed with a mental illness is detailed in Appendix 2.

Psychosocial impacts of poor physical health

Whilst poor physical health causes premature mortality, it also reduces quality of life in people
experiencing SMI (30, 31, 32). People experiencing multi-morbidity, SMI plus physical health
conditions, are more likely to have difficulty self-managing these conditions (30). Multi-
morbidity complicates life beyond the symptoms of the illness, it also harms psychosocial

outcomes due to both the physical and emotional aspects of living with chronic illness (32).
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These factors create further challenges for recovery from SMI, restricting the ability of people to

work, socialise and be self-empowered (31).

Factors leading to poor cardiometabolic health outcomes

A multifaceted interplay of influences affects the cardiometabolic outcomes of people diagnosed
with SMI. The implications of experiencing SMI and the psychosocial disadvantage that stem
from its symptomatology have adverse implications for cardiometabolic health (33). Poor
metabolic outcomes are associated with antipsychotic treatment, health care practices, and

several lifestyle factors, including physical activity, diet and smoking (2).
Pharmacological treatment

Unfortunately, antipsychotics have undesirable side effects (34), particularly adverse metabolic
outcomes (35). Whilst there are differences in the side effect profiles of antipsychotic
medications (36), clinically significant weight gain (>7%) is a well-documented adverse effect of
almost all of them (37). Antipsychotic use is also strongly associated with the development of

lipid and glucose abnormalities (35).

The process of metabolic change commences on initiation of antipsychotics, as people
experience an increase in appetite and rapid weight gain (34). Clinically significant weight gain
occurs within weeks of commencing treatment, and an average weight gain of 12 kg is observed
after two years of treatment (38). Weight gain continues to increase with a longer duration of
illness, and often progresses to obesity (39). This increase in adiposity is frequently
disproportionately stored centrally (40), where it is more likely to cause insulin resistance and
dyslipidaemia than fat stored in other areas of the body (41, 42). Antipsychotics can also exert a
direct influence on elevating triglycerides and development of insulin resistance independent of
any weight gain (43, 44). As insulin resistance increases it is likely to cause pancreatic beta cell
failure, leading to pre-diabetes and then diabetes (45). The development of diabetes is associated

with greatly increased risk of cardiovascular disease and early death (46).



Lifestyle factors

Many of the factors that lead to poor cardiometabolic health outcomes are considered
preventable because they are related to unhealthy lifestyle behaviours. Poor diet, smoking and
physical inactivity are associated with increased incidence of cardiometabolic disease (47). Even
prior to antipsychotic treatment, people who have an ultra-high risk for the development of
psychosis have higher smoking rates, poorer dietary intake and more sedentary behaviour than
age-matched controls (48). As the illness progresses, lifestyle risk behaviours occur at higher

rates and diverge further from those seen in the general population (49).
Diet

The dietary intake of people living with SMI has been reported to be of poorer quality than the
general population, and well outside established dietary guidelines (50). The diet of people
experiencing SMI is typically low in fruit and vegetables, but high in sodium, fat, sugar and
overall energy intake (51, 52). Diet characteristics such as these are associated with an increased
risk of the development of cardiometabolic diseases (53). There are quality concerns associated
with studies reviewing nutritional intake of this population, including a lack of a consistent
assessment tool and largely self-report data collection, which may lead to misreporting (51). One
study found little difference between dietary intake of people living with SMI and controls (54).
Despite this, higher-quality studies utilising more accurate dietary intake monitoring protocols

have consistently demonstrated lower-quality dietary intake amongst people living with SMI
(51).

Physical activity

People experiencing SMI engage in less physical activity than the general population (55, 56).
Several high-quality systematic reviews and meta-analyses of research on physical activity in
people with SMI have been published (55, 56, 57, 58, 59). These reviews found that people
diagnosed with SMI are sedentary for more than 12 hours per day (55, 58), and are unlikely to
meet guidelines on physical activity (55, 56). Low levels of physical activity are linked to the

development of cardiometabolic disease and premature mortality (60).



Smoking

Tobacco smoking is common in people who experience SMI, with more than half of this group
being current smokers (61); this rate is at least five times higher than in the general Australian
population (62). People diagnosed with SMI are more likely to be heavier smokers, using greater

amounts of tobacco and more heavily addicted to nicotine (63, 64).
SM factors

Cardiometabolic abnormalities are believed to be an inherent risk of SMI. Lifestyle choices
described in the paragraphs above are influenced by psychiatric illness due to the noted negative
symptoms of SMI, such as amotivation, impairments in global functioning, and disorganisation
(2). Poor metabolic outcomes are seen in this population, whether or not they are receiving
antipsychotic treatment (65). Metabolic disturbances are associated with stress-related disorders
(like SMI), and are likely to contribute to the disruption of the hypothalamic-pituitary-adrenal
axis that increases visceral fat accumulation (66). In addition, evidence exists of common genetic
markers being linked to vulnerability of developing both metabolic diseases and schizophrenia
(67). There is also increasing evidence of gut microbiome abnormalities in people diagnosed

with SMI (68); these can cause metabolic dysfunction (69).
Health care practices

Although the heightened risk of cardiometabolic disorders has been clearly established for
people with a diagnosis of SMI and treated with antipsychotics, metabolic screening rates in
mental health services are frequently poor (70, 71). A low rate of screening reduces the ability to
identify emerging cardiometabolic problems and apply appropriate intervention strategies. A
systematic review and meta-analysis of people with a diagnosis of SMI and cardiovascular
disease concluded that they are less likely to receive technical screening in the general medical
system, and if they are treated are likely to receive a lower quality of treatment than those in the

general population with the same cardiometabolic condition (72).



Interventions to improve metabolic health in people experiencing SMI within mental

health services

The metabolic health outcomes of people living with SMI must and can be improved, given that
many of the risk factors are modifiable (2, 10). Mental health services are well placed to provide
interventions to improve poor physical health outcomes via screening, antipsychotic choices, and

lifestyle interventions (2).
Health screening

Interventions to improve metabolic monitoring rates in mental health services have been
evaluated in several systematic reviews (73, 74, 75). Metabolic monitoring of people diagnosed
with SMI aims to preserve the physical health of consumers being treated with antipsychotics
and other psychotropic medications (74). This is particularly crucial in the initial stages of

illness, when metabolic health can change rapidly (71, 73, 75).

Guidelines on physical health care in mental health services have provided generally consistent
advice for metabolic monitoring across jurisdictions in Australia (76). However, low monitoring
rates indicate the existence of a guideline—practice gap (71). The quality of research into
improving metabolic monitoring rates in mental health is considered moderate at best, due to
methodological limitations such as lack of control or consideration of confounding factors and a
scarcity of controlled research designs (74). Despite this, and the heterogeneous approaches used
(e.g., audits, education, clinical leadership, and managerial support or some mixture of these
elements), most strategies have improved monitoring rates (74). Strategies to improve metabolic
monitoring rates are more successful if they take a multifaceted approach (75) and achieve

workplace culture change (73, 74).
Medication choice

Several antipsychotic options can be used when treating SMI. Large-scale systematic reviews
and meta-analyses have demonstrated gradual rather than discrete differences in the efficacy of
antipsychotic treatments on acute psychotic illness, except for clozapine, which is designated as
a third-line treatment due to its risk of agranulocytosis and other serious medical comorbidities

(36, 77). However, studies have unambiguously revealed significant differences in the side effect

6



profiles of antipsychotic treatments, particularly regarding metabolic health outcomes (35, 36,
77, 78). It has been recommended that treatment guidelines reflect these findings and that the

metabolic effects of medications be considered when prescribing antipsychotics (35, 36, 77).
Lifestyle interventions

Lifestyle interventions for people experiencing SMI have been the subject of extensive research
interest, with several meta-analyses completed on this topic (3, 4, 79, 80, 81, 82, 83, 84, 85, 86,
87). Improvements in metabolic health outcomes are evident across anthropometric (3, 4, 82),
physical activity (88, 89) and dietary (84) outcomes. All meta-analyses demonstrated statistically
significant improvements in cardiometabolic outcomes with lifestyle activities across at least one
domain. One meta-analysis demonstrated a statistically significant but clinically insignificant
weight reduction (85); this conflicted with other research findings, including a meta-review of
research on this topic that found a small but clinically significant effect for weight loss and a

wide range of improvements in other metabolic parameters (10).
Physical activity

Physical activity is seen as a pillar of cardiometabolic health prevention in the general
population, and many studies have shown that targeted lifestyle and behavioural interventions
can increase physical activity levels for people experiencing SMI (10, 88, 89, 90, 91, 92).
Increasing levels of physical activity — even with low-intensity activity such as walking — can
reduce weight and body fat in people experiencing SMI (93). Cardio-respiratory fitness is a
measure of lifestyle change, and is an important measure of cardio-metabolic health even in the
absence of weight loss, and has been shown to improve with lifestyle interventions for people
experiencing SMI (89). Physical activity interventions are most successful when conducted by an

exercise professional (94).

Nutrition interventions

Nutrition interventions have been shown to have a moderate positive effect on a variety of
metabolic health measures (10, 84, 90, 95, 96). Dietary modification has been successful in
reducing the quantity and improving the quality of food and drink intake (96). Interventions
focused on restriction of energy consumption significantly improved a range of metabolic health
measures (97). Dietary interventions have generated reductions in glucose levels and diastolic
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blood pressure that are not observed in other types of lifestyle interventions (10). Nutrition
interventions have also demonstrated reductions in weight and waist circumference in people
experiencing SMI (10, 81, 84). Nutritional interventions are shown to have the most efficacious
outcomes when they are delivered by a dietitian and include an individualised approach to

counselling (84).
Features of successful lifestyle interventions

Lifestyle interventions are more effective when exercise and dietary interventions are delivered
together (10). The effectiveness of interventions is improved when they are delivered by
multidisciplinary teams, combining specialist clinicians such as dietitians and exercise
physiologists with mainstream mental health staff such as nurses and psychologists (94). In
research to date, multimodal delivery of these interventions incorporating education, counselling,
goal setting and practical programs tended to have better outcomes than if one or more of these
elements was missing (81, 98). Including a motivational component in interventions is
considered to be important due to the amotivation, social withdrawal and avolition often
experienced by people diagnosed with SMI (94, 99). Health coaching, goal setting and
motivational interviewing have been explored and show promise in improving metabolic health

outcomes in people living with SMI (100).

Individually tailored lifestyle intervention programs have advantages over group-based
interventions in terms of metabolic health improvement (10). It is worth noting that group
settings offer benefits that are not realised in individual treatment, because peer support and
group learning have potent effects (94). It has been suggested that a group setting that
incorporates individually tailored care may achieve the best results, but evidence is currently

scarce (10).

There is good evidence for the impact of metabolic health screening and lifestyle interventions,
and this has driven recommendations for implementation of these initiatives for people that
experience SMI (1, 2, 101). Despite this, lifestyle interventions and metabolic screening are not

part of core service delivery in most mental health settings (2). Several barriers prevent



successful implementation of metabolic screening and lifestyle interventions (59, 75, 102, 103),

as discussed below.

Barriers to delivering metabolic screening and lifestyle interventions in mental health

care

Barriers to the successful implementation of screening and interventions required for people
experiencing SMI (11) exist at individual, interpersonal, organisational, community and public

policy levels.
Individual level

Making lifestyle changes at the individual level is hard due to the experience of SMI and its
treatment. Symptoms of illness include low motivation, apathy and anhedonia, which are
associated with low autonomous motivation to engage in lifestyle activities (104). The
development of cognitive deficits and lower literacy among people experiencing SMI reduces

their ability to understand and retain healthy lifestyle information (105, 106).

Prominent side-effects of many antipsychotic treatments include sedation, weight gain and low
energy, which can reduce the desire to make lifestyle changes (59). The stigma experienced by
those diagnosed with SMI often leads to low confidence and self-esteem, along with social
anxiety (107). This represents a further barrier to participation in lifestyle interventions,

especially if group-based activities are involved (108).
Interpersonal level

Lack of support from a social network is the most commonly cited barrier to undertaking
lifestyle changes (59). An unhealthy lifestyle environment, in which individuals are exposed to
poor role modelling from family, carers and/or health practitioners, means individuals are less
likely to make positive lifestyle changes (102). People experiencing SMI are likely to have
smaller support networks than the general population, with few friends and disconnection from
family supports (109). This results in relationships with health professionals taking on a higher
level of importance with respect to influencing healthy lifestyle change (110).



Stigma amongst mental health professionals towards people experiencing SMI causes
misconceptions about this population being unable to afford to eat healthily, or unable to make
positive lifestyle changes (111). A false belief amongst some clinicians is that discussing
antipsychotic-induced metabolic effects leads to medication non-adherence (111). A lack of
support or knowledge from a mental health clinician is likely to be dispiriting and detrimental to

an individual experiencing SMI who is attempting to make lifestyle changes (108).
Organisational level

Mental health workforces generally lack knowledge and experience of screening and managing
cardiometabolic risk factors (76, 112, 113). Public mental health services usually view their
primary role as management and prevention of acute symptomatology of SMI (6, 114, 115, 116,
117). This work culture results in metabolic screening and lifestyle interventions being viewed as
a relatively low priority. This low-level priority is reflected in managerial attitudes, resulting in a
lack of associated coordination and support (103, 118). Lack of financial investment in
resources, low support for education, and insufficient staff time to undertake metabolic health
care are additional barriers that have been identified within mental health services (103, 119,

120) .
Community level

The fragmentation of health care, especially the disconnection between mental health services
and mainstream medicine, leads to low rates of screening and intervention for cardiovascular risk
factors in people with SMI (121, 122). There is a lack of clarity about which health care
organisation has responsibility for various aspects of metabolic health care and lifestyle
intervention, which often results in missed opportunities for monitoring and care (75). A further
problem relates to diagnostic overshadowing, which involves physical health concerns being

attributed to mental illness and inadequately investigated or managed (123).
Public policy

World Health Organization (WHO) guidelines recommend metabolic monitoring and lifestyle
intervention for people experiencing SMI to prevent cardiometabolic disease (1). These
recommendations are echoed at both Australian national and state levels via consensus
statements and guidelines (124, 125). However, these statements and guidelines have only
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partially translated into policy; as a result, there is no mandate to provide metabolic screening
and lifestyle interventions as preventative cardiometabolic health measures for people
experiencing SMI (126). Inadequate and insufficient policy has important implications for both
financing and provision of information systems that support cardiometabolic health outcomes
(127). Financing of both mental health services and Medicare-funded services is currently unable
to support the creation of prevention services to meet the cardiometabolic needs of people
experiencing SMI (124). Additionally, information systems are not set up in ways that enable

people experiencing SMI to be monitored across health settings (128).

The integration of screening and evidence-based lifestyle interventions within routine mental
health care is a challenging adjustment (11). The translation and maintenance of lifestyle
interventions into real-world settings, after efficacy has been established in controlled research
environments, has proved difficult (129, 130). Translational research in this area can identify the
key ingredients of a program, and assist in overcoming barriers to implementation into routine
mental health service delivery (11).

Structure of thesis

The thesis consists of seven chapters.

e Chapter 1 provides a background to the problem of poor physical health care in people
experiencing a SMI, and the barriers to implementing change in this area.

e Chapter 2 presents the methodology of the research included in this thesis, including
the philosophical stance, researcher positioning and ethical considerations.

e Chapter 3 presents the findings of a qualitative study of the experiences of people
diagnosed with early psychosis who participated in a community-based lifestyle
intervention program designed to improve their metabolic health care. Chapter 3 is
published in the International Journal of Mental Health Nursing.

e Chapter 4 presents the development of a tool to assess the barriers, attitudes,
confidence and knowledge of mental health staff regarding the metabolic health of
people experiencing SMI. Chapter 4 describes the reliability and validity of this tool and

is published in Frontiers in Public Health.
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Chapter 5 presents a mixed-methods study of the effect of a metabolic health training
workshop on mental health nurses. Chapter 5is published in Issues in Mental Health
Nursing.

Chapter 6 presents the findings of a qualitative study of a lifestyle intervention program
designed to improve health, activate culture change and raise the capability of clinical
mental health staff to improve metabolic care within their services. Chapter 6 is
published in the Journal of Health Promotion.

Chapter 7 presents a synthesis of the findings, utilising the theoretical framework of the
SEM. The chapter concludes with recommendations for policy, practice and future

research.
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Chapter 2

Methodology

Research aim and objectives

The overarching aim of my research was to explore ways to overcome the multi-level barriers to

delivering metabolic screening and lifestyle interventions within mental health care services. The

objectives aim were to:

1.

Explore the subjective experiences of people diagnosed with early psychosis who
participated in a community-based lifestyle intervention program designed to improve
their metabolic health care,

Develop a valid and reliable measurement tool that evaluates the effectiveness of
educational interventions in changing mental health clinicians’ perceived barriers,
knowledge, attitudes, and confidence in delivering metabolic health care,

Evaluate the effectiveness of a metabolic health care training workshop in changing
attitudes, knowledge, and confidence in mental health nurses, and explore their plans
for implementing metabolic health initiatives in their workplace, and

Explore the effects of a lifestyle intervention program designed to improve staff
health, activate culture change, and boost the capability of clinical mental health staff

to improve metabolic care within their services.

Each of these objectives relates specifically to the publications that are presented in the thesis

in Chapters 3—6, as shown in table 2.1.
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Table 2.1 Research objectives, methods, and publications

(qualitative)
Instrument
reliability

(quantitative)

Chapter | Research objectives Method Publication
1.Explore the experiences of people diagnosed with early Participant interview Watkins A, Denney-Wilson E,
sychosis participating in the KBIM lifestyle intervention stud Curtis J, Teasdale 5, Rosenbaum
psy participating y y s, Ward PB, Stein-Parbury, J.
3 program. - Qualitative, Keeping the body in mind: A
. gualitative analysis of the
descriptive, .
experiences of people
semi- experiencing first-episode
hosi .
structured psyc 05|§ part|C|p§tmg ina
lifestyle intervention
interviews programme. International
~ Thematic Journal of Mental Health
Nursing. 2020;29(2):278-89.
analysis
2.Develop a measurement tool to determine the Scale development Watkins A, Rosenbaum S, Ward
. . . . PB, Patching J, Denney-Wilson
ff f he k I - ! ’
effectiveness of interventions to improve the knowledge, Content E, Stein-Parbury J. The validity
4 attitude and confidence of mental health clinicians in validation and reliability characteristics of
the M-BACK Questionnaire to
delivering metabolic health care. - Pilot testing Questionnair

assess the barriers, attitudes,
confidence, and knowledge of
mental health staff regarding
metabolic health of mental
health service users. Frontiers
in Public Health. 2017; 5:321.
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3.Evaluate the efficacy of a training workshop on metabolic

health care in mental health for nurses.

4.Describe the planned implementation of metabolic health

initiatives post completion of metabolic health workshop.

Education workshop
evaluation
- Mixed method
(quantitative

and qualitative)

Watkins A, Stein-Parbury J,
Denney-Wilson E, Ward PB,
Rosenbaum S. Upskilling
mental health nurses to
address the burden of poor
metabolic health: A mixed
method evaluation. Issues in
Mental Health Nursing.
2020;41(10):925-31

5.Explore the impact on clinicians and workplace culture
changes following the KoSiM staff-based lifestyle intervention

program.

Participant interview
study
- Qualitative,
descriptive,
semi-
structured
interviews
- Thematic

analysis

Watkins A, Stein-Parbury J,
Curtis J, Poole J, Teasdale S,
Fibbins H, Rossimel E,
Lederman O, Ward PB,
Rosenbaum S, Denney-Wilson
E. Tackling change in mental
health service delivery: A
gualitative evaluation of a
lifestyle program targeting
mental health staff-Keeping
our Staff in Mind (KoSiM).
Health Promotion Journal of
Australia. 2022. doi:
10.1002/hpja.633
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Project significance

The poor metabolic outcomes endured by people experiencing a serious mental illness (SMI)
have been detailed in the background literature of this thesis (Ch 1). Although these details have
been known for decades, there has been no real improvement in the health outcomes experienced
by the population experiencing a SMI. This lack of progress in metabolic health outcomes comes
despite evidence demonstrating marked improvements in health outcomes from targeted
interventions (2). In the literature, there is recognition of the layers of barriers experienced by the
population with a diagnosis of SMI in relation to their physical health care. The significance of
the body of research in this thesis lies in demonstrating effective interventions to overcome the
barriers to improve the metabolic health care outcomes for individuals experiencing a SMI. By
investigating interventions designed to eliminate barriers to the delivery of metabolic screening
and lifestyle interventions within mental health services, this research reveals how it is possible
to improve the cardiometabolic health outcomes and life expectancy of people diagnosed with

SMI in a real-world setting.
Overview of research

The work presented in this thesis explores how barriers to delivering better metabolic health care
within mental health services can be addressed. It represents part of a broader body of research
that investigated metabolic health care improvements that were undertaken in South Eastern
Sydney Local Health District (SESLHD). The research contained in this thesis developed
organically and opportunistically from this larger body of research into the Keeping the Body in
Mind (KBIM) program in SESLHD.

KBIM is a dedicated lifestyle intervention program originally targeted at youth experiencing
early psychosis in order to attenuate metabolic weight gain and therefore potentially reduce the
risk of metabolic sequalae from developing (131) (Appendix 3). The program proved successful
in attenuating weight gain. Therefore, it was worthwhile to understand how and why the KBIM
intervention program was viewed by participants. The resultant study, reported in Chapter 3,
‘Keeping the Body in Mind: A qualitative analysis of the experiences of people
experiencing first-episode psychosis participating in a lifestyle intervention program’,

demonstrated the KBIM program was highly acceptable and the benefits to participants extended
16



beyond physical health benefits to include a broad range of positives for mental health recovery.
The results of this study provided an opportunity to understand the acceptability and essential
elements that might be transferred to other settings to see how larger scale programs may be

implemented.

When the results of studies investigating the KBIM program (Appendix 3 and Ch 3) were
presented to mental health nursing staff they indicated that they felt ill-equipped with knowledge
and confidence to deliver a KBIM style intervention to mental health consumers. This perception
is reflected in the literature that identified that mental health nurses required training and
education in this area (132). The literature relating to metabolic health care training for mental
health nurses had been criticised for lacking evaluation of its efficacy (112). Therefore, prior to
conducting education and training to address mental health nurses’ lack of knowledge and
confidence, it was essential to have a means of appraising the success of educational activities. A
means of measuring changes pre- and post-metabolic education activities for mental health
nurses was required. The research presented in Chapter 4, ‘The validity and reliability
characteristics of the M-BACK Questionnaire to assess the barriers, attitudes, confidence,
and knowledge regarding metabolic health of mental health service users’, demonstrated the
Metabolic-Barriers, Attitudes, Confidence and Knowledge (M-BACK) to be a valid and reliable

instrument to evaluate training and education in metabolic health care for mental health care.

With an established tool shown to be both reliable and valid for metabolic health training, a two-
day workshop course was developed, delivered and evaluated utilising the M-BACK tool.
Chapter 5, ‘Upskilling Mental Health Nurses to Address the Burden of Poor Metabolic
Health: A mixed method evaluation’, demonstrated that this training was effective in
improving their knowledge of metabolic health, their skill levels regarding screening and
intervention, improved attitudes toward metabolic health care and a decrease in perceived
barriers to providing metabolic care. Furthermore, participants planned to implement new

interventions to incorporate metabolic health care on return to their workplace.

The effectiveness of the KBIM program led to increased clinical funding to deliver the program

to a much larger adult cohort with established mental illness. In order to do so, training a large
17



number of clinicians, both nursing, and allied health was required. The Keeping our Staff in
Mind (KoSiM) program (Appendix 4) aimed to provide a means to fulfill this training need.
KoSiM is a novel intervention that utilises practical interventions with specialised nursing and
allied health team to promote healthy lifestyle behaviours amongst mental health staff (133).
There is evidence that health workers who engage in healthy lifestyle behaviours are more likely
to promote these behaviours to consumers they work with. KoSiM provides a five-session
evidence-based assessment and intervention lifestyle program. The training was informed by the
KBIM program delivery (Appendix 3 and Ch 3), and the ‘Upskilling Mental Health Nurses to
address the burden of poor metabolic health: A mixed method evaluation’ (Ch 5). The program
was evaluated utilising the M-BACK tool (Ch 4).

The KoSiM program demonstrated positive quantitative results on the M-BACK, improving
knowledge, attitudes and confidence on metabolic health care among mental health clinicians
(133). It also demonstrated quantitative changes to diet and exercise patterns and a reduced waist
circumference. To give further insight and understanding of these results a qualitative evaluation
of participants experiences was undertaken. Chapter 6 ‘Tacking change in mental health service
delivery: A qualitative evaluation of a lifestyle program targeting mental health staff — Keeping
our Staff in Mind (KoSiM)’, described the positive changes that occurred to the culture of the
mental health service and the approach mental health staff took in working with mental health
consumers to be more inclusive physical health care. The KoSiM program was also viewed as
highly acceptable to participants who valued that they also received a personal benefit from

participating in the program.

Chapter 7, the concluding chapter to this thesis, utilises the socio-ecological model (SEM) to
crystalise the results from the preceding studies. It describes the importance of changes at
multiple levels to address the complex interplay between individual, interpersonal, organisational
and community level of the SEM. It discusses how these results can be integrated into mental
health service delivery and makes a number of recommendations for practice and further

research.
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Figure 2.1 provides a diagrammatical representation of the flow between studies in the thesis and

the larger Keeping the Body in Mind program
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My positioning as a researcher

Addressing these barriers and improving clinical practice in relation to the physical health care of
people with SMI is a passion for me as a clinician. In my clinical work, I have observed first-
hand the negative metabolic consequences of commencing antipsychotic treatment. I realised I
had found an area of care in which a major inequity exists, and I wanted to make a difference in
improving practice. I never set out to become a researcher, although over time I saw the value
that research offered. Research provided a vehicle for improving the health outcomes of people

experiencing SMI; this is what led to my enrolment in a PhD research program.

I undertook an undergraduate nursing degree with plans to become a clinician. During the
course, I was drawn to mental health because it was a dynamic and interesting field, and nurses
seemed to play a larger role in decision-making than in other clinical settings I had experienced
during practicums. Most importantly, I observed that people diagnosed with SMI often
experienced poor psychosocial outcomes, and I believed that I could make a difference in this

arca.

I have now been a mental health nurse for over 20 years, and still see high value in clinical
service delivery. I am a national ambassador for Equally Well, an organisation working under the
umbrella of the National Mental Health Commission, striving for better physical health outcomes
for people who experience mental illness. I have lost count of the number of presentations I have
delivered on the broad topic area of physical health care in people who experience SMI (well in
excess of a hundred). I have co-authored over 30 publications on physical health care in people

experiencing SMI and remain involved in several ongoing research projects on the topic.
Research philosophical perspective

The paradigm or philosophical beliefs used in research has been described as ‘a way of thinking
about and making sense of the complexities of the real world’ (134p.69). Each paradigm has a
different perspective on the methodology, rhetoric, axiology, epistemology, and ontology of
research (135). Unlike constructivists, who suggest that knowledge is relative, and reality is too
complicated, and positivistic researchers, who assert an objective data set gained by investigating

empirical evidences and hypothesis testing, pragmatists believe that the process of acquiring
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knowledge is on a spectrum rather than two divergent and mutually exclusive extremes of either
subjectivity or objectivity (136). Thus, pragmatism is situated somewhere in the middle of the
paradigm spectrum in terms of modes of examination. Pragmatism is a worldview that asserts to
bridge the breach between the traditional positivistic methods that rely on empirical evidenceand
structuralist orientation of traditional approaches and the naturalistic methods and less restricted
orientation of more recent approaches (136). As a research paradigm pragmatism is centred on
the premise that researchers should use the methodological and/or philosophical approach that

works best for the particular research problem that is being investigated (137).

Pragmatism was the philosophical approach applied to this project due to the complex and
multifaceted nature of the overarching research question in this thesis, to explore ways to
overcome the multi-level barriers to delivering metabolic screening and lifestyle interventions
within mental health care services. A pragmatic approach allows the possibility of choosing the
appropriate research methods from the wide range of qualitative and/or quantitative methods,
and this pluralism is a recognised strength of pragmatism (135). Given this, having a flexible
approach to comprehensively answer this question is a high priority and therefore lends itself to a

pragmatic paradigm.

The research utilised in this thesis informed the process of its further research development.
Having the flexibility to mould methodologies to answer and develop research framework was
essential. Pragmatism enabled me to conduct research in dynamic and innovative ways that
assists in finding solutions to a research problem. Pragmatism values practical functioning and
both investigates and interrogates ideas and beliefs (138). It enabled research design to
incorporate ‘a what will work best?’ approach to decisions in finding answers to operational
questions. In adopting this stance, I was able to select the research design and the methodology

that are most appropriate to address the research question as it evolved.

At its core, addressing metabolic health care for people experiencing SMI is a social justice
issue. Pragmatism is typically associated with abductive reasoning that moves back and forth
between deduction and induction (135). In this way, the researcher is actively involved in

creating data as well as theories that has several advantages for research that involves social
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justice issues (139). Pragmatism sets an inclusive framework of inquiry that supports
interdisciplinary and cooperative research about social injustices (140). It has also been found to
be particularly useful as a methodology for viewing organisational and social change processes,

due to its ability to deal with dynamic and complex social processes (138).

Research methods

Pragmatism assumes an independence of methods and is often associated with mixed-methods
or multiple-methods, where the focus is on the consequences of research and on the research
questions rather than on the methods (136). It may employ both formal or informal rhetoric
(135). A mixed-method approach provides both quantitative and qualitative data in an individual
study or a sequence of studies (141). The central premise of using more than one approach is that
doing so will provide a better understanding of a research problem than a single approach (141).
This thesis organically grew out of a larger body of work being completed with the Keeping the
Body in Mind (KBIM) team. It is both informed by and has contributed to the development of
other KBIM studies that took place outside of this thesis.

Qualitative and quantitative approaches are seen as having contrasting advantages and
drawbacks. Quantitative research can gather data from larger populations and its results can
potentially be applied to other groups and settings (137). However, it can be critiqued for not
understanding the unique and contextual experiences of research participants. Conversely,
qualitative research explores individual experiences and circumstances, but for this reason it has
the disadvantage of a lack of generalisability of its results (137). Applying a mixed method
methodology has the potential to draw the best qualities out of both quantitative and qualitative

approaches.

The methods of each study are described within each of the published works contained in this
thesis. Due to the breadth of my objectives, I employed a variety of research methodologies.
Four studies are presented in the thesis that each contributed valuable data to the overall
research, which are integrated in the concluding chapter (Ch 7), in a mixed method design that

was multiphase. Multiphase mixed method designs have the ability to combine sequential and/or
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concurrent quantitative and qualitative data over multiple study phases (135). Each new phase of
data collection informs the development and employment of the later phases. This is an
important attribute to answering a research question that may evolve over time as more evidence

comes to light.

Keeping the body in mind: A qualitative analysis of the experiences of people experiencing first-

episode psychosis participating in a lifestyle intervention programme (Ch 3)

Chapter 3, The Keeping the Body in Mind (KBIM) qualitative study is a mixed-method
sequential explanatory design. It is part of a larger piece of work on the KBIM program and is
linked to a quantitative study (Appendix 4) with the same participants. This design was chosen
because it was important to gain a deeper understanding of the research outcomes than could be
provided by the quantitative results alone. In this model, the qualitative data helped to explain
and interpret the quantitative results (142). Understanding the experiences of consumer
participants in the program provided an in-depth understanding of why the program worked. It
was important to be able to distil the elements of the program that could be harnessed to develop

education, training and interventions in other settings.

A qualitative descriptive design was used for the research reported in Chapter 3. This method
allows for a better understanding of the who, what, and where of people’s experiences
participating in the KBIM program (143). All 16 participants in the quantitative study of KBIM
(Appendix 4) were provided with a participant information sheet and invited to join the
qualitative component of the study. 11 people participated in semi-structured interviews. Semi-
structured interviews were utilised to allow for the development of questions for replication with
others, while retaining the opportunity for elaboration and clarification questions. This approach
facilitates more detailed information in the participants’ own words (144). Data were audio
recording and written notes were made, and transcription was completed by a professional
transcription service. Thematic analysis was used to detect and assemble codes, classify and
develop categories. Transcripts were read and re-read independently by three authors to develop
coding who then discussed coding to arrive at a consensus. This multiple coding approach

reduces the risk of investigator bias.
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The Validity and reliability characteristics of the M-BACK Questionnaire to assess the Barriers,
attitudes, confidence, and Knowledge of Mental health staff regarding Metabolic health of

Mental health service Users (Ch 4)

Chapter 4, The Metabolic-Barriers, Attitudes, Confidence and Knowledge (M-BACK) study
required different approaches for various stages of development of the instrument. Development
occurred in phases, starting with a literature review that provided a theoretical basis for the
development of domains and questionnaire items, and a qualitative processes that transformed

the theoretical points to a practical form (145).

The second phase of content validation was completed via a Delphi-style method employing
subject experts. The Delphi method is a technique used for structuring group communication
processes that deal with complex problems using an iterative process (146). Seven experts
representing a variety of health professionals who had published experts in metabolic health care
were recruited to participate in the Delphi survey. All seven experts participated in the first
Delphi round seeking feedback on the clarity, relevance and importance of each question. Based
on the feedback from this Delphi round revisions were to the questionnaire were made and sent

for a second Delphi round where consensus on the questions were reached.

Piloting the structured qualitative questions with the target population (145) was completed with
a group of nursing students undertaking a metabolic training course. This process allowed for
identification of questions that may have been confusing or difficult to answer so they can be
modified (147). The results of the completed the questionnaires of 31 undergraduate nursing
students, administered seven days apart, were analysed as Intra-class correlation coefficients to

determine the test-retest reliability of the instrument items (148).
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Upskilling Mental Health Nurses to Address the Burden of Poor Metabolic Health: A mixed

method evaluation (Ch 5)

The upskilling nurses study (Ch 5) was an educational evaluation that utilised a mixed methods
approach in a concurrent nested design. The rationale for using this design was that a nested
analysis can provide an ability to address sub-topics that require different methods within the
same study (149). This allowed the quantitative evaluation of the course to occur, while in

parallel collecting qualitative data on different aspects of student experience and needs.

This study used a validated tool the M-BACK (Ch 4) to determine training efficacy with a
quantitative approach. The M-BACK tool was collected pre- and post-completion of a two-day
metabolic health workshop for mental health nurses. The M-BACK, a 16-item Likert style scale,
was used to measure the effectiveness of education and training to improve the attitudes,
confidence, and knowledge of mental health nursing staff in relation to metabolic health and

changes in perceptions of barriers to delivery of metabolic health care.

In addition to this, a qualitative approach was applied, with open-ended questions to provide
information on needs, expectations and plans of participants. The purpose of the qualitative
evaluation was to provide opportunities for participants’ self-expression and thinking that went
beyond standardised quantitative enquiry methodology (144). Three open-ended questions were

asked of participants two pre-course commencement and one post.

The first of the pre-questionnaire qualitative questions ‘What barriers might prevent you from
addressing metabolic health with metabolic consumers?’ was to explore which barriers were
perceived by mental health nurses, to help inform future directions of policy, practice and
research might be able to address these barriers. The second of the pre-questionnaire qualitative
questions ‘What do you hope to gain from participating in this course?’ was to determine
whether mental health nurses perceived needs in providing metabolic care incorporate in future

education and training.
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The third question ‘What screening and intervention changes do you plan to implement in your
workplace following this workshop?’ was posed post-completion of the course. Some
triangulation of the quantitative results was sought with this qualitative question, especially in
relation to attitudinal change. The focus of this question was to elicit further information about

how the course might result in changes to clinical practice.

Tackling change in mental health service delivery: A qualitative evaluation of a lifestyle program

targeting mental health staff—-Keeping our Staff in Mind (Ch 6)

Chapter 6, The Keeping our Staff in Mind (KoSiM) qualitative study was a mixed-method
sequential explanatory design. It was part of a larger piece of work on the KoSiM program and is
linked to a quantitative study (Appendix 4) with the same participants. This design was chosen
because it was important to gain a fuller understanding of the program impacts on staff of
participating in KoSiM than could not be provided with quantitative only data. Specifically, the
study was to determine whether the program met its stated goals to improve staff health, instigate
changes regarding the importance of the physical health of people with a lived experience of
SMI, and increase the capability of mental health staff to deliver physical health assessments and
interventions. In this model, the qualitative data helped to explain, interpret and build on the

quantitative results (142).

The reporting of this research follows the Standards for Reporting Qualitative Research, a list of
21 items that support transparent reporting of qualitative research (150). The sampling approach
was to collect data from as many participants as possible who met the inclusion criteria in order
to reach data adequacy (151). Data collection was deemed to be complete when thematic
saturation had been reached as determined by three researchers, as indicated by additional data

generating minimal or no new knowledge to address the experiences.
The interviews were semi-structured, open ended, with looping and probing questions used

throughout the interviews to garner the specific experiences of participants involvement.

Conducting the interviews in this manner promoted more comprehensive information in the
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interviewees’ own language (144). Interviews included follow-up questions and clarifications

about their involvement and its influences on their clinical interactions and personal life.

Thematic analysis was chosen for analysing the data as it provides precision and consistency and
is also an exhaustive process (152). Thematic analysis is a commonly used method to explore the
outcomes of lifestyle interventions and provides an appropriate level of data to ascertain the
credibility and validity of the process (153). The data were processed according to the method set
out by the six phases of thematic analysis described by Braun and Clarke (154).

The data were analysed by three researchers, to ensure the data was interpreted with appropriate
rigor. The process involved a six phase approach: familiarisation with the data through
transcription, generating initial codes, searching for themes, reviewing themes, defining and
naming themes and producing the final written output (154). These themes were developed by

using a constant comparison technique (155).

Ethical considerations

Undertaking research with human participants always requires careful ethical consideration. The
Australian National Statement on Ethical Conduct in Human Research specifies that the risks
and benefits of research must always be considered, and participants’ consent must always be
obtained (156). The major ethical concerns for the studies in this project were to ensure
participants experienced no psychological harm, that informed consent was gained which was
free from any coercion and the privacy and confidentiality of participants was maintained. A
review of the ethical implications of the studies was undertaken as part of the process of
submissions to the Human Research and Ethics Committee (HREC) of South Eastern Sydney
Local Health District and/or the University of Technology, Sydney (UTS). All studies were

approved as low/negligible risk. HREC research ratification letters are shown in Appendix 5.
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Keeping the body in mind: A qualitative analysis of the experiences of people experiencing first-

episode psychosis participating in a lifestyle intervention programme (Ch 3)

A number of ethical considerations required consideration for KBIM qualitative study. The
participants under evaluation were young people experiencing early psychosis. Research of
people experiencing mental illness is held to a higher standard, because this cohort is

recognised as having greater vulnerability to coercion or psychological harm during research.

There remains a strong social stigma that is associated with mental illness, this makes the
principle of confidentiality of even greater importance, than the high standards already
expected of it in research. All data were stored securely in password protected files, and
pseudonyms were utilised to protect the identity of participants. The transcription of interviews
was completed only after a confidentiality agreement was signed. All copies of the interviews
and related notes (the primary material) were destroyed except for a singular copy securely
stored, and will be kept and destroyed in line with National Health and Medical Research

Council (NHMRC) guidelines (157).

It was vital to ensure voluntary consent for participants that was received, and no coercion was
present or perceived by participants. As part of the informed consent process a plain language
participant information sheet (Appendix 6) was provided to all potential participants that
emphasised that there were no ramifications for participating or not participating in the study,
that withdrawal from the study could take place at any stage without needing to provide a reason,
and all questions in the interview were optional to answer. Written informed consent was

received from all participants.

The risk of participants in the study being influenced in their answers by members of staff that
were involved in the ongoing care of participants was mitigated by the interviews being
conducted by a researcher external to the program. Although a member of the clinical team was

present during the interviews as a source of comfort and familiarity to the participant, at the end

28



of each interview this person left the room to allow for any information that might have been
withheld due to a staff members presence to be added by the participant.

With these mitigating strategies in place the South Eastern Sydney Local Health District Human
Research Ethics Committee approved the study as low/negligible risk as the posed questions
were deemed as not invasive and non-threatening. Ethics approval number was Reference No.

13/040; LNR/13/POWH/8S5 and is included in Appendix SA.

The Validity and reliability characteristics of the M-BACK Questionnaire to assess the Barriers,
attitudes, confidence, and Knowledge of Mental health staff regarding Metabolic health of

Mental health service Users (Ch 4)

Chapter 4, the M-BACK validation and reliability study needed to consider ethical aspects for all
people involved in the different aspects of the study. Firstly, the expert panel involved in the
content validation, secondly, pilot testing participant’s and finally nursing students involved in

instrument reliability. Each group was considered separately for the purpose of ethical issues.

The expert panel were invited to participate in validating the content in the questionnaire via
email. The panel was comprised of clinicians with published expertise in physical health care in
people experiencing a severe mental illness. Consent was implied by acceptance of the invitation
to participate. No coercion or incentives were included in the invite. Panel members details have
not been published and the details of their correspondence is kept in a password protected file

and will be kept and destroyed in line with NHMRC guidelines (157).

Participants involved in pilot testing of the M-BACK were attending the metabolic education
programs. Participants were provided the pilot testing version of the M-BACK, all forms were
filled out anonymously with no means of retracing results to individual participants. Participants
were made aware of the pilot testing procedure and consent was assumed with completion of

survey.

The instrument reliability testing involved using the M-BACK questionnaire delivered 7-days

apart. The participants were undergraduate nursing students in a speciality mental health subject.
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Participation was voluntary and a signed consent forms were completed. Confidentiality of
participants was ensured through participants generating their own code for linking the two time
points of the questionnaire and all demographic data was kept separately to questionnaire

responses.

Ethical approval for the study was granted by University of Technology, Sydney Human
Research Ethics Committee as a low/negligible risk study -HREC 2013000749 and appears at
Appendix 5B.

Upskilling Mental Health Nurses to Address the Burden of Poor Metabolic Health: A mixed

method evaluation (Ch 5)

The ethical issues arising from this study primarily related to maintaining confidentiality of
participants responses to the M-BACK questionnaire. Several measures were put in place to
maintain this confidentiality. Firstly, all survey responses are kept in a password protected that is
securely stored, and maintained and destroyed in line with NHMRC guidelines (157). Responses
were not identifiable to researchers as participants were asked to generate their own codes to link
the pre- and post-testing responses. All potentially identifying demographic data was kept
separate from M-BACK responses and qualitative question responses from participants.
Participants were made aware that their non-identifiable responses would be used in a research

study and completing the voluntary questionnaires assumed consent.

The study was approved by the University of Technology Human Research Ethics Committee
and endorsed for use in the workshop by the Australian College of Nursing board. The HREC
approval number is 2013000749 and it appears in Appendix 5B.

Tackling change in mental health service delivery: A qualitative evaluation of a lifestyle program

targeting mental health staff—Keeping our Staff in Mind (Ch 6)

The ethical considerations in yhis study related to mental health staff members providing
answers to interview questions after participating in a lifestyle intervention run by the health

service. This posed two aspects to be considered; firstly, that the questions may draw personal
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health information about a participant or their family and, secondly, such questioning has the
potential for participants to provide positive feedback that they believe were desirable for the
health service. They were assured that their responses would not affect their current or future
employment. To negate any potential feelings of vulnerability among participants confidentiality

and consent were of upmost importance.

Fully informed consent was provided both prior to the intervention and again prior to interviews
post completion of the intervention. Written informed consent was provided by all participants.
All data collected from participants was de-identified and stored on a password protected server.
Raw data were only accessible to the research team, and published material used pseudonyms
and contained no identifying features. Data will be retained and destroyed in line with NHMRC
guidelines (157).

Theoretical framework

The barriers to improving metabolic health care for people experiencing SMI are inherently
related to their social, cultural, and environmental contexts. Therefore, addressing these barriers
requires big picture ‘systems thinking’ (158). One such example of this type of systems approach
is the socioecological model (SEM) of health promotion (159). The SEM is a theoretical
framework (see Figure 2.2) that views individual health-related behaviours as being influenced
by factors at multiple levels (160, 161). The model promotes an understanding of the
interrelationships between personal and environmental factors, and assists with understanding
complex systems and how various levels of influence affect and transform each other in relation
to health-related behaviours (161). Within the SEM influences and interventions are viewed as
both enhancing the capacity of the individual and changing the expectations or characteristics of
the environment or context (161). The model has a diverse range of usage, including in public
health and lifestyle medicine (162). The Center for Disease Control and Prevention has utilised

this model to inform its health promotion programs (163).
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Figure 2.2 SEM theory of health promotion and publication placement
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The SEM describes how individual, interpersonal, organisational, community and public policy
factors influence the health outcomes of populations (161). The individual level of the SEM
characterises a person’s individual qualities, including their attitudes, knowledge and behaviours
(160). Every individual bears some responsibility for their health; there is generally an option to
participate in preventative lifestyle behaviours that can improve the biological, psychological and
social aspects of health and wellness (164). The interpersonal level comprises the individual’s
relationships, such as with family, peers and health care providers (165). The organisational level
of the SEM describes the influence of the characteristics and operations of social institutions,
including health care facilities, on both health and health-related behaviours of individuals,
including health care professionals (160). The community level of the SEM refers to the
relationships between organisations with which individuals may interact. The public policy level
is shaped by state and federal laws and policies and affects access to and utilisation of health

services, including the adoption of healthy lifestyle behaviours (160).

In this research project, the SEM provided a theoretical framework for the synthesis of findings
that are discussed in Chapter 6. Reducing the physical health inequalities experienced by those
with SMI is an intricate issue that requires a multi-level approach; this positions the SEM as an
excellent theoretical framework for viewing the problem and its potential solutions. For
individuals experiencing SMI, the challenges of illness, its treatments, and environmental
contexts often make it difficult or unfeasible to reduce their own metabolic health risks. Rather
than placing sole responsibility on the individual, the SEM emphasises the need to create
conditions and policies that make it possible and practical for an individual to achieve better

metabolic health outcomes (161).
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Chapter 3

A qualitative analysis of people experiencing first-episode psychosis

participating in a lifestyle intervention programme

Chapter preface

The development of the Keeping the Body in Mind (KBIM) program occurred through many
years of clinical practice and research. Rapid changes were being observed in the body shapes of
young people newly diagnosed with psychosis within months of entering mental health care.
These changes were concerning, and not well understood at the time; this led to Eastern Suburbs
Early Psychosis Program (South East Sydney Local Health District) reviewing the level of
metabolic health monitoring in its clinical population (166). The results of this review led to the
development and implementation of a comprehensive screening protocol, which was later

adopted across New South Wales (NSW).

Routine screening of metabolic measures in the Eastern Suburbs Early Psychosis Program
allowed further research to be completed, which demonstrated what had been anecdotally
observed: that despite it being a young cohort (16-27 years), over one third of the group
exhibited metabolic syndrome or a metabolic abnormality early in their psychosis treatment
(167). Further qualitative research with this group demonstrated that the impacts of metabolic
changes were more than just physiological (168). The realisation that the seeds of future poor
health and premature mortality sprouted early in treatment spurred the provision of support and

interventions to reduce the impact of the metabolic health burden on mental health consumers.

The development of the KBIM program involved exploratory research and then a trial of lifestyle
interventions (169). Building upon the ongoing metabolic screening, preventative interventions
were implemented, including encouraging a healthier lifestyle via health coaching and both
group and individually tailored sessions on exercise and nutrition (170). This work gained NSW
Ministry of Health funding to examine the effectiveness of lifestyle interventions and allowed

the formation of a specialist KBIM team targeting metabolic health within the mental health
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service. The KBIM program demonstrated that weight gain typically associated with early

psychosis treatment could be attenuated with lifestyle interventions (131).

This chapter describes my research on the subjective experiences of people diagnosed with early
psychosis who participated in the KBIM intervention program. This study follows on from the
KBIM parent study (see Appendix 3), which quantitatively demonstrated statistically, and
clinically significant outcomes compared to the control group on both weight and waist
circumference. Chapter 3 presents the results of qualitative research, giving a deeper

understanding of the process by which, these outcomes were achieved.

Ethics approval was by the Southern Eastern Sydney Local Health District Human Research
Ethical Committee (reference no 13/040; LNR/13/POWH/85) on 7™ August 2014 (see Appendix
5A).

Permission has been granted to include this publication in this PhD thesis (see Appendix 1A)
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BACKGROUND

People who experience a severe mental illness (SMI)
have a life expectancy gap of up to 20 years compared
with the general population (Lawrence et al. 2013).
The primary reason for this premature mortality is car-
diovascular disease, which is precipitated by underlying
risk factors such as of diabetes, hyperlipidaemia, obe-
sity, and hypertension. Weight gain and metabolic
changes have been consistently associated with use of
atypical antipsychotics that are frequently prescribed
for people with a SMI (Almandil et al. 2013; Alvarez-
Jimenez et al. 2008; Tek et al. 2016). These circum-
stances not only result in a reduced life expectancy,
but also negatively impact quality of life (Awad &
Voruganti 2004). Young people in particular experience
rapid increases in weight within the first three months
of commencing antipsychotic medication (Correll ef al.
2009). This weight tends to be centrally deposited
around the abdomen, which increases the risk of meta-
bolic disorders including diabetes and cardiovascular
disease (Newcomer 2007).

Young people who are admitted to an inpatient men-
tal health unit hold attitudes towards their own physical
health that are similar to their peers without mental ill-
ness in their desire to be fit and healthy; however, they
identified that illness and treatment had impacted nega-
tively on their physical health, especially in relation to
weight gain (McCloughen et al. 2016). It has also been
found that young people with psychosis often lack moti-
vation to manage their physical health needs (Watkins
et al. 2012). They require structure and support to assist
them in physical health management and to overcome a
lack of coping strategies, sedentary behaviour, reduced
energy, and limited health literacy (McCloughen et al.
2016).

Health promotion lifestyle interventions have been
successful in reducing the cardiometabolic risk factors
of people with SMI (FernandezSan-Martin et al.
2014). Lifestyle interventions are now recognized as
first-line treatment for both treating and protecting liv-
ing with a mental illness and endorsed by WHO (Firth
et al. 2019; WHO 2018). Recent large randomized con-
trolled trials have utilized group-based lifestyle inter-
ventions to improve dietary intake and increase
physical activity (Bartels 2015; Daumit et al. 2013;
Green et al. 2015), with the addition of health coaching
support in two of these studies (Bartels 2015; Daumit
et al. 2013). While these programmes have been suc-
cessful in reducing cardiometabolic risk, they have
focussed on reversing metabolic health problems rather
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than prevention. The Keeping the Body in Mind
(KBIM) programme targets young people in the early
stages of antipsychotic treatment and is one of the few
lifestyle interventions in this area that has taken a pre-
ventative approach. Evaluation of the KBIM pro-
gramme that included n = 16 intervention participants
and n = 12 controls has been previously published (see
Curtis et al. (2016)), demonstrating successful attenua-
tion of weight gain in the first 3 months of antipsy-
chotic treatment. These results reflected changes to
participants’ lifestyles in which energy intake was mark-
edly reduced, and self-reported physical activity and
aerobic fitness were improved (Curtis et al. 2016).
While these are important findings, quantitative
methods provide an understanding of what happened,
but do not shed light on how or why it happened, in
contrast to qualitative modes of enquiry. This qualita-
tive study explores the experiences of young people
with a first episode of psychosis who participated in the
KBIM programme. Using qualitative methods to
understand the experiences of individual KBIM partici-
pants affords additional insight into the process of
engaging young people with SMI to make changes in
their health behaviours, to understand the acceptability
and applicability of intervention components, and to
adapt the programme in future (Gross et al. 2016).

METHODS

Aim

The aim of this study was to explore the personal expe-
riences of KBIM participants, in particular the aspects

of the programme that they perceived to be helpful in
achieving physical health and other improvements.

Design

The study design utilized qualitative descriptive meth-
ods. Qualitative descriptive studies employ the principles
of naturalistic enquiry or investigating a phenomenon as
much as possible in its natural state (Sandelowski 2010;
Vaismoradi et al. 2013). A qualitative descriptive design
allows for an understanding of the who, what, and where
of events or experiences (Sandelowski 2010).

Participants

All study participants were service users who were among
the first cohort to participate in the KBIM intervention as
part of treatment for first-episode psychosis. DSM diag-
noses included schizophreniform (n = 7), bipolar affect
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disorder (n = 3), depression with psychotic features
(n = 1), and schizophrenia (n = 1), and all participants
were receiving atypical antipsychotic treatment. Pro-
gramme inclusion criteria were clinical diagnosis of first-
episode psychosis and treatment with antipsychotic medi-
cation. Exclusion criteria were an inability to speak or
read the English language. Willingness and capacity to
provide informed consent and participate in an interview
were additional inclusion criteria for this study.

Recruitment

All 16 participants in the original KBIM intervention
were provided with a participant information sheet and
invited to participate in the qualitative interviews.
Those who gave their consent and permission had their
names provided to the research team. The research
team contacted eligible participants and provided infor-
mation about the study.

Context
The primary goal of the KBIM 12-week lifestyle inter-

vention programme was to prevent weight gain and
deterioration in metabolic health that frequently occurs
following commencement of treatment with antipsy-
chotic medications. There are three interrelated com-
ponents: health coaching, dietetic advice, and exercise
support (Curtis et al. 2016). A clinical nurse consultant
(AW) provided health coaching to assist participants
with goal identification and motivational interviewing to
encourage engagement and participation in the pro-
gramme. A dietitian (ST) offered weekly consultations
and group activities aimed at nutritional skill acquisi-
tion via shopping tours and cooking classes. An exercise
physiologist (SR) offered individualized exercise inter-
vention plans, and participants had access to a super-
vised gym, and weekly group sports activities.

Data collection

Data were collected during semi-structured interviews.
A key feature of the semi-structured interview is the
development of questions that allow for replication
with others, while retaining the opportunity for
elaboration and clarification questions (Pope et al.
2000). The primary advantage of these types of
interviews is that they provide more detailed informa-
tion in the participants” own words. Standardization of
some questions increases comparative analysis; non-s-
tandardized spontaneous questions provide opportuni-
ties for participants’ self-expression (Pope et al. 2000).
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The interview schedule (Fig. 1) included questions
related to four topics: aspects of the programmes that
were useful, attributes of staff members that influenced
the programme, changes in attitudes and behaviour
towards personal physical health, and suggestions for
programme improvements. Follow-up questions were
included to elicit more detail by probing and clarifying
initial responses (Holloway & Galvin 2016).

Interviews were conducted by JSP (female), an experi-
enced qualitative interviewer, with AW (male) in atten-
dance to manage recording equipment and ask
clarification questions at the conclusion of the interview.
The primary interviewer (JSP) was not involved in the
KBIM programme and was unknown to participants
prior to the interviews. AW was known to the partici-
pants, and his presence was designed to reduce the anxi-
ety of participants by providing a familiar face.
Participants were offered an opportunity to add com-
ments while AW was not present, in an effort to reduce
the risk that participants felt obliged to only offer positive
comments about KBIM. They took place during July
2014, 5 months after the intervention had been con-
cluded. The interviews lasted between 40 and 65 min
and were audiotaped and transcribed verbatim. Time
was made available for casual conversation prior to the
interview to help participants feel more comfortable
speaking to the interviewer and answering questions.
Following the interview, participants were given an
opportunity to reflect on issues that may have arisen dur-
ing the interview process.

Ethical considerations

Participants were advised of the nature of the study and
that involvement was voluntary, that it would not impact
on any future care the mental health service may pro-
vide, and that they could withdraw at any time. The par-
ticipants were also assured of confidentiality, all data
were coded, and pseudonyms would be used in any
reports that arose from the study. Omnce participants
understood the details of the study, written informed
consent was obtained prior to the interviews commenc-
ing. The study was approved by the South Eastern Syd-
ney Local Health District Human Research Ethics
Committee (Reference No. 13/040; LNR/13/POWH/85).

Data analysis

Interviews were audio-recorded, and written notes
were made during the interview process to identify
common or prominent themes. Audio recordings were



transcribed by a professional transeription service after
a confidentiality agreement was signed. Thematic analy-
sis was used to analyse the transcripts (Braun & Clarke
2006). Thematic analysis is the methodical inductive
examination of text by detecting and assembling themes
and coding, classifying, and developing categories (Vais-
moradi et al. 2013). AW, JSP, and EDW independently
read and re-read the transcripts and interview notes, to
develop detailed notes. From the data, broad codes
were inductively developed from these reviews and
refined and synthesized to produce categories. This
multiple coding approach was utilized to reduce the
risk of investigator bias (Whitley & Crawford 2005).
Following discussion, the authors agreed on the major
themes described below.

RESULTS

Eleven participants were interviewed: seven males and
four females, aged 18-25 years. DSM-1V diagnoses were
performed for seven participants with schizophreniform
disorder, three participants with bipolar affective disor-
der, and one participant with major depression with psy-
chosis. There were five people in the original KBIM
intervention cohort who did not participate in the inter-
views. The reasons for their non-participation were as
follows: two had moved away from the local area and two
had full-time work commitments, and one person
declined, not stating a reason.

Data analysis revealed four main themes: the role
of physical health in mental health recovery: the

Summary of interview schedule
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importance of staff interactions; the value of peer
interaction; and graduation to a sustainable healthy
lifestyle.

The role of physical health in mental health
recovery

Participants emphasized the importance of the link
between physical health and mental health. They rec-
ognized that engaging with the KBIM service had a
beneficial effect on their mental health recovery. Par-
ticipants identified improved self-esteem, a renewed
sense of hope, an improved mood, and increased moti-
vation as elements that were enriched by focussing on
physical health improvement through participation in
KBIM.

Self-esteem

All participants described that the KBIM interventions
improved their self-esteem. Weight gain associated
with antipsychotic use was a source of distress to par-
ticipants, and being able to moderate this had benefits
in terms of self-worth. Many participants reported that
participating in physical health interventions assisted
with restoring the lost belief and certainty in them-
selves that oceurred as a result of having a psychotic
episode.

I think before I came up here my self-esteem was low
because I wasn’t happy with my life or my body. I was
worried about not being able to study and putting on

What were your experiences like with the KBIM team?

Did your lifestyle change as a result of attending the KBIM program? If so what changed?

Can you describe for me your interactions with the KBIM staff?

Did you feel like you could discuss concerns about physical health and side-effects of medication

with KBIM staff?

What was your experience with the KBIM group activities like?

How did you feel about your physical health being screened?

Do you feel like your physical health has any link to improving your mental health?

Would you recommend this program to someone in a similar circumstance to you?

Are there any aspects of the KBIM program that you feel should be changed or improved?

FIG. 1: Interview schedule.
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weight. Since I've been exercising and eating better,
I've lost the weight and got back to study, I think my
self-esteem and my confidence have built up by coming
to the gym and groups. Soli (age 18)

The big one is more my self-esteem and confidence has
really improved. My physical health has improved heaps
but I'd probably say my confidence has built up even
more coming to the gym and groups.  Angela (age 23).

Hope

Many of the participants felt a sense of hopelessness
before entering the KBIM programme. The diagnosis
of psychosis was perceived as a traumatic event. Partic-
ipants identified the benefit of the structure and activ-
ity that attending the KBIM programme had on their
recovery in that it instilled hope for their future. The
structure of the programme provided a sense of pur-
pose when things felt hopeless.

I really love the KBIM gym, and the gym was actually
a really good place for me to come when I first got out
of hospital. I felt hopeless coming out of hospital and
didn’t really see the point in life. KBIM really got me
back on my feet with my mental health and it was
something to do as well. It definitely made me feel a
lot better in myself. Nadya (age 20).

I felt that, whilst I was riding on the exercise bike, physi-
cally exercising my body, I'd sort of think of things in my
mind that were pleasant in terms of my life, the future
and how T'll get to those goals. Mark (age 24).

Improved mood

Improvement in mood was a theme all participants
mentioned by participants. Participants stated that
their sense of achievement and control over their
physical health helped them not only feel better about
themselves but also improved their general outlook on
life. For many participants, the KBIM programme
provided an anchor when the rest of life felt in
disarray.

When [ first got unwell, I felt really lost and ques-
tioned whether life was worth living. Having the KBIM
program to go to was certainly a welcome distraction.
It gave me goals to focus on, it was like T was doing
something worthwhile and not just sitting at home as
that can be a really depressing experience. The struc-
ture was really important T stopped being so focussed
on the psychosis itself. I'm now more physically active
and take care of myself in terms of physical activity
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and nutrition, it has improved my mood, my enthusi-
asm and my focus on thiugs Angela (age 23).
I've started working out up here that’s really improved.
Even my general mood - since I've come up here it’s
been a lot more stable. I think it'd probably come back
down to the structure thing, but it's definitely made
me more stable. I'm just generally feeling happier and

more motivated. David (age 20).

Overcoming a lack of motivation

KBIM provided participants with structure, encourage-
ment, and support that allowed participants to regain
motivation that was lost during their illness. Increasing
motivation was not something that changed immedi-
ately on commencing in the KBIM intervention; rather,
it required continual effort. KBIM activities made par-
ticipants feel like they were doing something produc-
tive, gave them a sense of purpose, and increased their
enthusiasm for life in general.

Going to the gym, the group and eating better just
gave me a positive feeling, maybe like a healthy sort of
feeling. Yeah, just like a happy, productive feeling, 1
suppose, yeah. I suppose if youre sort of more
physically active and take care of yourself in terms of
physical activity, it just improves your mood, your
enthusiasm and your focus on things, yeah, rather than
if you were lazy and just didn’t care about wellbeing.
Mark (age 24).

It was very comforting, it was comfort as well because
when T got out of hospital, obviously T lost my job and
other things because of being in there. It gave me
somewhere to go and something to do. and something
to get up for. Ivan (age 25).

Staff interactions: Support, encouragement, and
positive change

Interactions with KBIM staff members were discussed in
detail by the majority of participants. These interactions
highlighted the support and encouragement experienced
during their interactions with KBIM staff. In order to
assist making changes to participant’s physical health, goal
setting and metabolic sereening were a core part of the
programme that was embraced by participants.

Support

Participants were positive about their interactions with
staff members in the KBIM programme. Participants



felt that they were understood and appreciated, and a
non-judgemental space had been created. Staff were
considered to be flexible, friendly, and knowledgeable.
Participants felt staff were approachable and available
to discuss a wide range of topics including medication
side effects.

I found the workers here so supportive and inspiring,
They were always so encouraging and easy to talk to, 1
felt like I could talk to them about anything, it was
more than just diet and exercise stuff, I spoke to them
about mental health, side-effects and just how things
were going in my life, I never felt judged.

Mohammad (age 21).

They always found a way to look for the good things in
my life. I think as a result I am much more upbeat and
happy in my own attitude and accepting of my mental

health. Grace (age 24).

Encouragement

The participants acknowledged the importance of staff
encouragement that came f{rom utilizing a strength-
based treatment approach that focussed on enhance-
ment of individual abilities. Participants strongly attrib-
uted their own motivation and resulting health
improvements to the encouraging support provided by
stafl.

I suppose maybe that there is encouragement in the
form of somebody who really knows about those physi-
cal health areas and help you make changes in those
areas. They always found a way to encourage me posi-
tively and dwell on a positive aspect of my life. Even
though I felt unhealthy they helped me believe that I
could still make a change. Grace (age 24).

[ wasn’t feeling enthusiastic about making changes to my
diet or increasing my exercise when I first came to the
program. The staff gave me the support and encourage-
ment to make changes that I don’t think I would have
done on my own. Even though I was pushed I still felt
like T was going at my pace. Brad (age 22).

Goal setting

Participants identified that staff’ helped create aware-
ness of the impact of lifestyle choices had on their
physical health. There was a variety of opinions as to
the degree of encouragement they received to reach
their goals. Some participants perceived nothing other
than gentle prodding, while others felt they were firmly
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pushed towards their goals. Despite the focus of the
programme on goal attainment, participants felt owner-
ship over the goals set. Participants unanimously stated
that the stafl attitude towards goal achievement was
not overbearing and always viewed these attitudes as a
positive contribution towards making progress.

T wasn’t feeling enthusiastic about making changes to
my diet or increasing my exercise when 1 first came to
the program. The staff gave me the support and
encouragement to make changes that I dont think 1
would have done on my own. Even though I was
pushed T still felt like T was going at my pace and
working on things I wanted to work on.  Brad (age 22).

We planned a goal and then planned how we would
achieve it, and if it was achievable or not. Then the
next week I'd go out and do the goal. If T succeeded
then we’d pick a new one, or we’d still work on the old

one if I hadn’t succeeded. Soli (age 18).

Physical health screening

Regular screening of physical health measures such as
weight, waist circumference, and blood pressure was
key element of the KBIM programme. Some partici-
pants felt awkward or confronted when staff first initi-
ated these measures. However, even those who were
ambivalent at first about having these physical health
measures taken by staff perceived the benefits and
were willing to participate in the screening process.

With the measurements 1 suppose 1 felt, embarrassed,
and maybe there was also some unhappiness about my
body. Once they explained to me what the measure-
ments were for and I understood them, it was fine. Now
I really like the measurements and I always ask for them
to be done so I can see my progress. Zaha (age 19).

The value of peer interaction: A sense of
belonging

The KBIM programme provided many intervention ele-
ments in a group format, which allowed for a high level
of interaction between participants. The resulting peer
support that occurred during these groups was highly
valued by participants. The peer activities created empa-
thy and respect between participants and provided per-
ceived benefits that included increased confidence,
empowerment, social inclusion, coping skills, and team-
work. The three main themes that emerged in the
domain of peer interaction were a reduction in social
isolation, shared learning, and reduction in stigma.
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Reduction of social isolation

The KBIM programme was viewed as a place where
fun was experienced and supportive friendships devel-
oped. Participants expressed the importance of peer
interactions as assisting with their recovery and increas-
ing their social connectedness. Many participants
reported that attending KBIM activities was their sole
social interaction for the day.

One of the things I really looked forward to when com-
ing into the activities was meeting up with the other
young people there and having a chat. Tt was often my
only social interaction for that day. I feel more confi-
dent to interact with people. David (age 20).

Shared learning

Learning to work together with others to achieve a
common goal was identified by participants as being
important. Co-operation and working together were
seen as core elements that occurred when cooking a
meal together or completing a group workout. These
activities were described as not only enjoyable but also
produced a sense of achievement for themselves and as
part of the bigger group.

The co-operation in cooking group is very satisfying,
being able to get together in cooking group and make
a meal that we can all sit down and eat together is very
nice. The food is very good and feel like I have accom-
plished something with the group.

Mohammad (age 21).

Stigma reduction

Spending time with other young people in circum-
stances similar to themselves was viewed as particu-
larly  beneficial reducing the stigma that
commonly experienced by those experiencing psy-
chotic disorders. Participants reported feeling a
greater level of acceptance of themselves from others
and found that they were better able to relate to
others. This resulted in an increased perception of
support and a ‘sense of belonging’.

in is

I guess knowing that there are other people my age
going through things like me with my mental health, it
gave me a sense of belonging. I knew that there were
other people I could talk to and they could understand
what it was like to experience what I had experienced,
1 didn’t feel isolated. Soli (age 18).
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The graduation to a sustainable healthy lifestyle

Participants in the programme all conveyed that they had
made modifications to their lifestyle that they believed
had made them healthier. Dietary and physical activity
improvements were most commonly identified as key
change elements. Participants believed that they had now
the knowledge to live a healthy lifestyle, that the changes
they had made could be sustained, and that their capacity
to make lifestyle changes in the future was enhanced.

Education

All participants commented on their development of
greater knowledge about what living a healthy lifestyle
entailed. Participants felt they knew much more about
what constituted a good diet and an appropriate level
of physical activity. Not only was knowledge increased
but they also perceived that the knowledge that they
had gained would allow them to continue to make posi-
tive lifestyle changes in the future.

I learnt how to follow a recipe, 1 can read nutritional
labels, I've learnt a whole heap of exercises I can do
without equipment. So I feel like all the skills I now
have, I can stay healthy in the future, even if I'm not
coming into the Bondi Centre. Brad (age 22).

Positive Habit Development

Participants identified the challenges of staying healthy,
especially while taking antipsychotic medication. They
identified the programme as helping them with their
self-discipline, allowing them to get into healthy life-
style habits that they could maintain. They believed
that they could independently achieve their health
goals moving forward without specialist health input.

I always wanted to be healthier and T would be for a
while but I couldn’t keep consistency. At the centre 1
made a p[an with the staff that was manageuble. T was
then able to develop a routine, so I could stick to it. I
have been able to change the plan independently and
Angela (age 23).

stick to this too.

Confidence

Participants described that attending the programme
helped them achieve goals. Upon achieving these goals,
participants stated that they believed that they could
achieve more. Participants reported that they would be
able to succeed in meeting future goals related to



physical health and also conveyed a greater capacity for
making changes in other aspects of their lives such as
gaining employment and creating new relationships.

I've benefitted in terms of getting fitter physically and
weight management, Tve achieved goa[s with eating
healthy and being disciplined with regard to food. Also
going to the gym has helped and contact with the exer-
cise physiologist. I've been more enthusiastic about
approaching other things in my life like activities and
things or challenging myself. I feel confident that I can

achieve them. Sunan (age 25).

DISCUSSION

The present study aimed to describe the experiences of
young adults with psychosis participating in the “‘Keeping
the Body in Mind’ lifestyle intervention delivered by a
multidisciplinary team comprising a clinical nurse con-
sultant, exercise physiologist, dietitian, and peer support
worker. Through participating in the KBIM programme,
young people participants in this study related how they
had improved their skills and knowledge about what con-
stitutes a healthy lifestyle and adopting new behaviours.
In previous research, young adult mental health con-
sumers identified that they lacked knowledge and moti-
vation to address the considerable negative impact on
their physical health that accompanied development of a
mental illness (McCloughen et al. 2016). The present
study showed that providing young adults with a lifestyle
intervention was an enabling factor for them to take con-
trol of their physical health.

Further to managing physical health issues, lifestyle
interventions have also been demonstrated to have
benefits for mental health recovery. First-episode psy-
chosis is commonly associated with low levels of self-
esteem and confidence that may not be addressed by
standard care (Romm et al. 2011). The noted improve-
ment of self-esteem and confidence from participants
is reflective of previous studies that explored the
impact of lifestyle interventions for people experiencing
mental illness (Soundy et al. 2014). Young adults who
engaged in lifestyle activities received a boost in self-
esteem and confidence through experiencing a sense of
pride in accomplishment (Hedlund &  Gyllensten
2013), a sense of purpose (Leutwyler et al. 2014), and
a daily structure that reduces boredom (Roberts & Bai-
ley 2013).

Social interactions have been identified as an impor-
tant part of health in general (Umberson & Karas
Montez 2010) and in particular mental health recovery
(Topor et al. 2011). Social connection has been

43

A. WATKINS ET AL.

specifically identified as important in first-episode psy-
chosis (Cotton ¢t al. 2011), and the current study
demonstrated strongly the importance of receiving sup-
port, especially from peers. A key feature of the cur-
rent intervention involved group work and shared
experiences. These interactions fostered a sense of
belonging, enhanced social interactions, and increased
motivation, in line with a previous study of the experi-
ences of adults with SMI who participated in a healthy
lifestyle programme (Park et al. 2017). Group lifestyle
interventions for people with mental illness have been
demonstrated to facilitate positive behaviour change
and engagement via increasing cohesion and related-
ness among individuals (Leutwyler et al. 2014), and
reducing anxiety in group environments (]ohnstone
el al. 2009). Not only are group lifestyle activities
important in fostering connection with others but they
also provide motivation to individuals and the potential
to become a medium for modelling behaviours
(Roberts & Bailey 2013).

Social support in the current study was identified as
coming from stafl members in addition to that of peers.
Social support is often described as having three
domains: instrumental, informational, and emotional
(Tay et al. 2013). Participants in this study identified all
three: instrumental support was evident in the form of
assisting with physical exercise and food preparation;
informational support was provided in the form of edu-
cation about nutrition and exercise; and emotional sup-
port was experienced in the form of empathy. warmth,
and acceptance. In a review of lifestyle intervention
studies, Soundy et al. 2014, reported that encourage-
ment and motivation have been the most frequently
observed form of supportive behaviour for people who
experience mental illness. Emotional support, a key
finding in this study. has been found to be particularly
important in facilitating social confidence in people
experiencing SMI (Corrigan & Phelan 2004; McCorkle
et al. 2008). However, it is worth noting that instru-
mental support and informational support were also
identified as valuable with knowledge acquisition and
access to an on-site gym and kitchen greatly valued by
participants.

Participants identified their relationships with staff
members as key with staff described as being
approachable and friendly. This is notable when con-
sidering another study involving a similar cohort com-
pleting a group education lifestyle intervention; while
many successes were identified, participants reported
that they needed more individualized support to
implement lifestyle changes (Ronngren ef al. 2017).
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The findings in the current study align with Roberts
and Bailey’s (2013) findings that staff connection with
people experiencing mental illness provided an incen-
tive for engagement in lifestyle activities.

The results achieved in the current study, related
to improving the knowledge and skills of lifestyle
intervention, are consistent with previous research
that has shown improvements in these areas (Fogarty
& Happell 2005; Hedlund & Gyllensten 2013; John-
stone et al. 2009; Leutwyler et al. 2014; Park et al.
2017; Ronngren et al. 2017; Shiner et al. 2008;
Wirdig et al. 2015). A notable finding from the cur-
rent study was the participants” perception that life-
style changes were sustainable. This view and its
relationship have been borme out by longer-term
quantitative follow-up of participants, as two-year out-
come data from this cohort have shown weight and
waist circumference stability (Curtis et al. 2018).

Self-determination theory indicates that humans
have three fundamental needs — relatedness, autonomy,
and competence — which in turn promote well-being
and motivation (Baumeister & Leary 1995). Self-initi-
ated lifestyle interventions were encouraged in the cur-
rent study and promoted the autonomy of participants.
Group work interventions promoted mutual peer
engagement and relationship-building. This suggests
that benefits of these lifestyle interventions may go
beyond the physical health and basic psychological
benefits usually associated with lifestyle interventions.
The value of the group processes, individual support,
and promotion of self-initiated lifestyle interventions
promote self-determination.

LIMITATIONS

Because there were only positive comments about
the programme and its staff, a limitation of this study
was that a member of the KBIM team (AW) was
present during the interviews. While all participants
were offered an opportunity to comment further
while AW was not present, they may have been
reluctant to do so as this could have signalled they
wished to make negative comments. Although data
saturation had been reached, the applicability of this
study to other settings is a limitation as the 11 par-
ticipants were all young people in the initial stages
of treatment for a first-episode psychosis. In order to
better understand the impact of lifestyle interven-
tions, future studies should include a qualitative anal-
ysis of experiences of the families and carers of
participants and of that of staff members.
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CONCLUSION

Evaluations of lifestyle programmes designed to attenu-
ate antipsychotic weight gain are rare, and this is the
first to utilize a qualitative approach. This qualitative
evaluation adds an important dimension to better
understanding the benefits of providing lifestyle inter-
ventions to consumers experiencing early psychosis.
The KBIM model has demonstrated that the effects of
lifestyle interventions extend beyond physical health
benefits to include a wide spectrum of benefits for
mental health recovery. Lifestyle intervention pro-
grammes are highly valued by young people experienc-
ing early psychosis and should be a core focus of early
psychosis service delivery.

RELEVANCE FOR CLINICAL PRACTICE

This study underlines the importance of lifestyle inter-
vention programmes to incorporate both group and
individual components, where peer support and clini-
cian rapport can be deployed, enabling sustained bene-
fits from a short-term intervention. Future clinical
interventions in people with SMI should incorporate
these key components.
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APPENDIX 1: KBIM Interview Schedule

GROUND RULES

Confidentiality — Participants agree that all issues
raised by other participants remain confidential and are
not discussed again after leaving the room.

Respect — Participants respect each other’s view-
points and do not talk over, mock, or otherwise inten-
tionally cause distress to other participants in the room.

These rules will be highlighted prior to the inter-
views commencing and verbal agreement obtained.

INTERVIEWEE DISTRESS

Although we do not anticipate the content of the inter-
views will cause any distress to participants, counselling
will be available with members of the Early Psychosis
Program who are independent from the research team.
Participants have an existing rapport with these team
members, and they are suitably qualified (Registered
Nurses, Clinical Psychologists, Social Workers, Psychia-
trists) to work with participants should they become
distressed during or after the interview process.
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CONDUCT OF THE INTERVIEW

Participants will be offered a choice of an individual or
group interview.

Interviews will be conducted at the Bondi Centre.
Participants are familiar with the centre as it is the site
at which their usual clinical interventions are delivered.

Sessions will be audio-recorded and later tran-
scribed.

SAMPLES OF PROPOSED INTERVIEW
QUESTIONS

Opening

(Establish Rapport) [shake hands] My name is Jane
Stein-Parbury and this is Andrew Watkins and we are
from the University of Technology, Sydney. You have
agreed to be interviewed around your experiences in the
Keeping the Body in Mind program. Is that correct?

(Purpose) I would like to ask you some questions
about some experiences you have had while participat-
ing in the Keeping the Body in Mind program, and
also regarding your physical health.

(Motivation) We hope to use this information to bet-
ter understand any benefits or problems that you have
experienced during your time in the Keeping the Body
in Mind program. We hope that this will improve the
experience for people attending the service in the future.

(Time Line) The interview should take about 30—
60 min. Are you available to respond to some questions
at this time?

Body

(The interview will begin with a question to ease the
participant/s into the process.)

Can you describe to me your favourite health
related activity?

Gym and exercise physiology services
During your time at the Bondi Centre have you uti-
lised the gym and the exercise physiology service?

Did you find this a useful process?

What was helpful about having access to a gym at
the Bondi Centre?

Tell me about your experiences with the exercise
physiology services at the Bondi Centre?

Did your level of exercise increase as a result of
having the gym and exercise physiology services avail-
able? How so?
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Why do you think this was the case?

Were there any benefits to attending the gym and util-
ising the exercise physiology services? What were they?

Is there anything that could be done differently to
get you to increase your attendance at the gym or uti-
lise the exercise physiology services more often?

Is there anything else that prevented you from
attending the gym or utilising the exercise physiology

services as much as you wanted to?

Dietitian and cooking group

During your time at the Bondi Centre have you seen
the dietitian or attended cooking group at the Bondi
Centre?

Did you find this a useful process?

What was helpful about having access to the cooking
group at the Bondi Centre?

How did this help you? What aspects in particular were
helpful (prompts on cooking technique, shopping tours,
food budgeting, nutrition education during group)?

Tell me about your experiences with the dietitian at
the Bondi Centre?

Did your diet change as a result of seeing the dieti-
tian at the Bondi Centre?

What did you change?

Was this helpful?

Is there anything that could be done differently to
get you to attend the cooking group or utilise the dieti-
tian services more often?

Is there anything else that prevented you from
attending the cooking group or utilising the dietitian
services as much as you wanted to?

Interaction with KBIM staff
How did you feel about staff sereening your physical
health? (eg. was it helpful/intrusive/irrelevant)

Can you describe for me what your interactions with
the KBIM staff were like?

Was there anything that was helpful? What were
these things?

Was there anything that was unhelpful? What were
these things?

Did the KBIM staff help you to create health goals
for yourself?

Did you feel like KBIM staff encouraged you to
achieve your goals?

47

A. WATKINS ET AL.

Did you ever feel as if KBIM staff pushed you too
hard towards your health goals? Can you describe how
this was the case?

Did you feel like you could discuss your concerns
about physical health and side effects of medication
with staff (including doctors)? Did you feel like you
were taken seriously?

Would you have found it helpful to have more inter-
action with youth peer support workers (Young people
with lived experience of mental illness in a paid role)?
How so?

Do you feel like the KBIM staff was available to you
when you needed them?

Attitudes towards physical health
Can you tell me how important your physical health is
to you?

(Follow up prompt) Why this is the case?

Do you believe looking after your physical health
has any link to improving your mental health?

(Follow up prompt) What in your opinion is that
link?

Do you feel like medication and medical treatment
has had any impact on your physical health?

(Follow up prompt) How has this affected you and
do you feel it is manageable?

Do you feel like you have a better knowledge of
your physical health since attending the Bondi
Centre?

(Follow up prompt) What knowledge have you
gained?

Would you recommend the program to another per-
son that was in a similar circumstance to you?

Are there any aspects of the KBIM program that
you feel should be changed or improved?

Are there any other benefits to the program that
you have not yet had a chance to mention?

Closing

(Summarize) You have said that you find
_ uselul parts of the KBIM program.
You have also said that were not so
helpful parts of the KBIM program

(Maintain Rapport) 1 appreciate the time you took
for this interview. Is there anything else you think
would be helpful for me to know so that I can more
fully understand your experience of KBIM.

© 2019 Australian College of Mental Health Nurses Inc.



Chapter summary

The KBIM qualitative study, set out the experiences of young people who participated in the
KBIM lifestyle intervention program as part of their early psychosis treatment program. The
chapter explains the implications of providing physical health lifestyle interventions as a core
part of mental health service provision. Four areas were highlighted as being significant areas of
impact were reported, firstly, in relation to physical health care and three further areas that
extended beyond physical health care benefits, namely, improved mental health, and the

importance of peer interactions and staff interactions.

The value of the KBIM program was detailed by participants as improving physical health in a
sustainable manner through increasing knowledge and confidence of implementing a healthy
lifestyle. In addition to physical health benefits of the program participants reported the KBIM
program assisted their mental health recovery, highlighting improvements in self-esteem, mood,
hope and motivation. A positive impact was also noticed by participants on their relationships
with both their peers and mental health staff, which was noted to improve engagement, social

interactions and normalisation of life.

The broad range of benefits from the KBIM program delivery for participants highlights the
value of incorporating lifestyle interventions into mental health clinical services. This type of
intervention is not currently part of standard mental health care and will require skilling mental
health clinicians to be able to support consumers of mental health services to engage in lifestyle
interventions. Therefore, one implication from the study is that practical training for mental
health staff on metabolic health screening and lifestyle interventions should be developed to be

able to deliver these services.
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Chapter 4

The validity and reliability of the M-BACK questionnaire to assess the
barriers, attitudes, confidence, and knowledge of mental health staff
regarding metabolic health of mental health service users (M-BACK

validation study)

Chapter preface

The results of the KBIM qualitative study in Chapter 3 indicated that metabolic health
interventions delivered within a mental health service are feasible and valuable to people who
experience SMI in the clinical setting. Lifestyle interventions could be offered in other mental
health settings with appropriate training and education for clinicians. However, past training
initiatives in this area have been criticised for lacking effective evaluation (112). The evaluation
of such training has been limited by the lack of a fit-for-purpose measurement tool. Chapter 4
describes the development and validation of a measurement tool for evaluating the effectiveness

of training and education for metabolic health care.

Ethical approval was granted for the study by University of Technology, Sydney Research
Committee -HREC 2013000749 (Appendix 5B).

This article was published in an open access journal and inclusion in this thesis is permissible
under creative commons license.
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Watkins A, Rosenbaum S, Ward PB, Patching J, Denney-Wilson E, Stein-Parbury J. The validity
and reliability characteristics of the M-BACK questionnaire to assess the barriers, attitudes,
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service users. Frontiers in Public Health 2017; 5:321. doi:10.3389/fpubh.2017.00321
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Mental Health Service Users
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Background: Addressing the burden of poor physical health and the subsequent
gap in life expectancy experienced by people with mental illness is a major priority in
mental health services. To equip mental health staff with the competence to deliver
evidence-based interventions, targeted staff training regarding metabolic health is
required. In order to evaluate the effectiveness of staff training regarding metabolic
health, we aimed to develop a succinct measure to determine the barriers, attitudes,
confidence, and knowledge of health practitioners through the development and
test-retest reliability of the Metabolic-Barriers, Attitudes, Confidence, and Knowledge
Questionnaire (M-BACK).

Methods: The M-BACK questionnaire was developed to evaluate the impact of special-
ized training in metabolic health care for mental health nurses. Content of the M-BACK
was developed from a literature review and refined by an expert review panel and vali-
dated via a piloting process. To determine the test-retest reliability of the M-BACK, 31
nursing students recruited from the University of Notre Dame, Sydney completed the
questionnaire on two separate occasions, 7 days apart. Intraclass correlation coefficients
(ICCs) were calculated for the total score, as well as each of the four domains.

Results: Pilot testing was undertaken with a sample of 106 mental health nurses with
a mean age 48.2, ranging from 24 to 63 years of age, who participated in six training
courses. Questionnaire development resulted in a 16-item instrument, with each item is
scored on a five-point Likert scale ranging from “strongly disagree” to “strongly agree.”
Test-retest reliability of the M-BACK was completed by 30 of 31 nursing students
recruited, ICCs ranged from 0.62 to 0.96.
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Conclusion: The M-BACK is a reliable measure of the key elements of practitioner
perceptions of barriers, and their knowledge, attitudes, and confidence regarding
metabolic monitoring in people with mental iliness. It can be used to assess the effec-
tiveness of interventions aimed at increasing uptake of metabolic monitoring, a key
component of programs to reduce the life expectancy gap in people living with severe

mental illness.

Keywords: severe mental illness, physical health, education, training, evaluation tool, service delivery, health

outcomes, metabolic syndrome

INTRODUCTION

People with mental illness have poorer physical health outcomes
in comparison to the general population. Severe mental illness
(SMI), including schizophrenia and related psychotic disorders,
bipolar disorder, and major depressive disorder, are associated
with a reduced life expectancy of between 10 and 20 years
(1, 2), primarily due to preventable cardiometabolic diseases.
People with these disorders are more likely than the general
population to meet criteria for metabolic syndrome (MetS) (3),
a cluster of risk factors including abdominal obesity, dyslipidae-
mia, hypertension, and insulin resistance (4).

The Second Australian National Survey of Psychosis study
reported that 60.8% of people who experienced psychosis had
MetS, which is two to three times that of the general Australian
population (5). People with a serious mental illness (SMI) have
other risk factors including rates of smoking more than twice that
of the general public, higher rates of obesity, and lower levels of
physical activity than the general population (5-7). While the
advent of second-generation antipsychotics has reduced some
side effects of their first-generation predecessors, the metabolic
profile of these medications has led to increasing rates of MetS in
people prescribed these medications (8, 9).

Metabolic health disorders that commonly occur with
second-generation antipsychotics have not been well managed
by mental health services (5). There is a general lack of expertise,
confidence, and practical experience in addressing physical
health care among all mental health professionals (10, 11). As
a result of diagnostic overshadowing, mental health nurses in
particular have traditionally focused on addressing mental illness
symptomatology, while the physical health care needs of service
users have often been a lower priority (12).

Mental health nurses are well positioned to play a key role in
providing metabolic health care to people who experience mental
illness (13). While mental health nurses acknowledge that they
have a role in addressing physical health needs (14), they may not
have the skills or knowledge to identify and manage the metabolic
complications experienced by service users, prompting recom-
mendations for specific training in this area (15-17). Barriers to
mental health professionals proactively tackling the high burden
of poor physical health include: a lack of time, poor knowledge,

Abbreviations: M-BACK, metabolic barriers, attitudes, confidence, and knowl-
edge; SMI, severe mental illness; MetS, metabolic syndrome; ICC, intraclass
correlations.
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and a lack of confidence regarding metabolic screening and the
provision of interventions aimed at reducing metabolic risk
(18, 19). However, there is evidence that brief training can lead
to improvements in rate of metabolic monitoring in inpatient
settings (20).

In addition to metabolic monitoring, there is increasing
evidence demonstrating the effectiveness of lifestyle interven-
tions for preventing and treating cardiometabolic disease among
people with SMI (21-24) in line with exhortation to “don’t just
screen, intervene” (25). Drawing on literature from the general
population, the essential components of effective lifestyle inter-
ventions are well established (22, 26), including the need for a
multidisciplinary approach incorporating physical activity and
nutritional components along with health coaching. Evidence for
the role of lifestyle interventions in reducing overall cardiometa-
bolic risk and obesity among people with SMI has been described
as overwhelming, with gaps in service delivery considered an
“implementation gap,” as opposed to a “knowledge gap” (23).

Two clinical tools that measure the effectiveness of metabolic
health care have been evaluated in mental health professionals.

The first of these is the Physical Health Attitude Scale (PHASe)
(27), a 28-item measure that assesses attitudes of mental health
nurses toward physical health care of mental health service users.
The PHASe toolhas primarily been used to obtain a cross-sectional
snapshot of the perceptions and practices of mental health nurses
regarding the general physical health of service users (14, 28, 29).
However, this tool does not measure knowledge change, which is
a key training goal, and is not specifically focused on the area of
metabolic health care. Stanton etal (30) recently developed a ques-
tionnaire [the Exercise in Mental Illness Questionnaire—Health
Professionals Version (EMIQ-HP)] to investigate the knowledge,
attitudes, beliefs, and behaviors of health professionals regard-
ing exercise in the treatment of mental illness. The EMIQ-HP
demonstrated excellent test-retest reliability. While valuable, its
focus is limited to one modifiable risk factor, physical activity, and
therefore is not ideal to assess changes regarding metabolic health
education more broadly.

Physical health care incorporates a broad and diverse range
of health specialties. While there are many domains of physical
health care for people experiencing SMI that warrant careful
attention (5), metabolic health is an area of particular concern
(31). Specialized training for mental health nurses in metabolic
health screening and interventions is therefore a priority. The
ability to measure the effectiveness of this type of training for
mental health nurses is critical.
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'The objectives of the study were to (1) create a succinct tool
that could measure changes in perceived barriers, attitudes, con-
fidence, and knowledge of nurses related to metabolic health care
in mental health service users, (2) ensure that tool contain valid
content, and (3) the instrument has reliability as to be sensitive to
change to determine the effectiveness of training, education, or
other initiative to improve the delivery of metabolic health care
by mental health clinicians.

MATERIALS AND METHODS

The development of the M-BACK commenced with a review of
the literature to identify the training needs, barriers, and enablers
associated with metabolic monitoring and the delivery of lifestyle
interventions by mental health nurses, psychiatrists, and other
allied mental health staff. Findings from that review indicated
that the attitudes of clinical staff toward providing metabolic
health care in mental health settings was integral to the successful
delivery of such services (14, 15, 19, 27, 28). Another common
finding was a low level of confidence among mental health staff
in carrying out recommended metabolic health monitoring and
delivering interventions (15, 16, 18, 32), in addition to a lack of
knowledge in this area (15, 33, 34). Other consistent barriers to
staff delivering metabolic care were workload, concerns regarding
medication adherence, perceived apathy on the part of a service
user or a sense of hopelessness from a staff member (15, 16, 18,
19,27, 28, 33-35).

Content Validation

Twenty questions were developed based upon four themes that
were identified in the literature: barriers, attitudes, confidence,
and knowledge of metabolic health care. The questionnaire was
then reviewed by a panel of seven people with specialist expertise
in the delivery of metabolic health care to mental health service
users including clinicians, educators and researchers. Experts
were chosen based upon criteria requiring them to be published
experts in the field of metabolic health care of mental health ser-
vice users along with clinical and/or teaching experience in this
area. There was also a desire for the panel to be representative of
the major disciplines in mental health care. Therefore, the panel
included members from mental health nursing, psychiatry and
psychology. In addition, the panel featured an exercise physiolo-
gist and dietitian that work in mental health care. Each expert
reviewer was sent a copy of the questionnaire and an explanation
as to the purpose of the instrument and asked to comment on
the applicability, clarity, and simplicity of each item. Reviewers
were also encouraged to provide comment on the overall layout
and design of the questionnaire. After written feedback, six of
the expert panel met to cull and refine the questions. At the con-
clusion of the expert consensus review 16 Likert-type questions
were produced across four domain areas: barriers to delivering
metabolic health care, attitudes toward metabolic health care,
confidence in delivering metabolic health care, and knowledge of
metabolic health care.

Pilot Testing

The 16-item M-BACK tool was pilot tested in 2013 on par-
ticipants completing a training course, in order to ascertain
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their understanding of the statements employed in the question-
naire. The training consisted of a 2-day workshop on metabolic
health care for people with a mental illness and delivered at
the Australian College of Nursing. The training was designed
and delivered by lead author (Andrew Watkins) with the
aim of improving participants’ knowledge and confidence in
providing metabolic health care screening and interventions.
Training included both educational and practical elements on
topics such as: how to screen for metabolic health (e.g., taking
blood pressure, waist circumference), nutritional interventions
(e.g., conducting a basic dietetic assessment and providing
nutritional advice), exercise interventions (e.g., assessing physi-
cal activity levels and prescribing exercise), and pharmacological
interventions (e.g., medications that can be used to reduce meta-
bolic risk factors).

The pilot testing was undertaken with a sample of 106 mental
health nurses with a mean age 48.2, ranging from 24 to 63 years of
age over six separate courses. Participants undertook pre and post
testing of the M-BACK questionnaire. There was space provided
below each question and instructions provided for participants to
make comments if they found the question confusing or ambigu-
ous. Feedback from participants was circulated to the expert
panel, who were given 2 weeks to provide comment. Expert group
comments were collated by lead author (Andrew Watkins). The
expert panel met on two occasions during the piloting phase and
made refinements to several of the questions to remove any iden-
tified ambiguity that had been identified in the pretesting phase.
The refined questions were reviewed at two subsequent meetings,
in order to reach agreement on the question content.

The penultimate version that was then piloted with the last
cohort of workshop of 19 participants who did not offer any nega-
tive feedback in relation to confusion or ambiguity of the ques-
tions. The final version incorporated numeric coding (responses
included numbers) to allow for ease of scoring and facilitate
statistical analysis. This version achieved approval by all authors
and the expert panel.

Instrument Overview

The M-BACK (see Image S1 in Supplementary Material) is a
16-item instrument separated into four domains: knowledge,
confidence, attitudes, and practice barriers in relation to meta-
bolic health. Each item is a five-point Likert type scale ranging
from Strongly Disagree (scoring 1) to Strongly Agree (scoring 5).
Each domain is composed of four items and scored out of 20, with
aminimum score of four and a maximum score of 20. Total score
for the questionnaire is 80, with a minimum of 16 (see Image S2
in Supplementary Material).

Domain 1: Barriers

Items 1-4 address barriers to metabolic screening and interven-
tion, including, workload, service user interest, conflict with
mental health goals, and inability to effect change. These ques-
tions are negatively posed with the scoring reversed. Possible
scores for this domain range from 4 to 20.

Domain 2: Attitudes
Items 5-8 investigate attitudes, including toward metabolic
monitoring, the provision of smoking cessation advice, physical
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activity, and nutritional intake. Possible scores for this domain
range from 4 to 20.

Domain 3: Confidence

Items 9-12 assess the confidence of respondents in providing
interventions to prevent or treat metabolic health including
smoking cessation, physical activity and nutritional interven-
tions. Possible scores for this domain range from 4 to 20.

Domain 4: Knowledge

Items 13 through 16 assess knowledge of metabolic health,
screening, interpreting pathology reports, and understanding
of the metabolic side effects of neuroleptic medication. Possible
scores for this domain range from 4 to 20.

Instrument Reliability

The M-BACK questionnaire is intended to assess change over
time and to detect change in the items following education or
training. Therefore, test-retest reliability to assess the stability of a
measure over time was of particular importance for the M-BACK.
The test-retest reliability for each question was determined
utilizing intraclass correlation coefficients (ICCs) using a two-
factor mixed effects model (36). ICC was chosen as the statistical
method under the presumption that a Likert-type scale scored
items are generally considered as a continuous variable and ICC
is the preferred method of assessing test-retest data under these
conditions (37). Using ICC will determine the proportion of total
variance that occurs between time points (36).

To determine the required sample size a method devised by
Walter et al. was utilized to calculate the number of subjects
required for a reliability study being measured by ICC (38). This
method is based on a functional approximation to earlier exact
results and has shown excellent agreement with the exact results.
Based on this method, the sample size determined for the 16-item
scale was 29.

Thirty-two final year undergraduate nursing students from
the University of Notre Dame in Sydney who had elected mental
health as a specialty were invited to complete the questionnaire.
There were no other exclusion criteria. Students were offered a
verbal invitation to complete the questionnaire at the conclusion
of a mental health lecture on therapeutic relationships. Student
participants were informed of the research nature of complet-
ing the M-BACK, informed that participation was completely
voluntary and there were no consequences for not participat-
ing. All participants completed a signed consent form. All 32
students completed the questionnaire on the first occasion with
one person missing for the repeat questionnaire, due to illness.
The sample of 31 who completed the questionnaire on the two
occasions, 7 days apart had a mean age 23.9 + 6.6 years and a
majority were female (61%).

All survey data were analyzed using SPSS version 23. The
data were reviewed to ensure completeness. The person who was
missing for the repeated questionnaire was excluded from the
analysis. ICC’s and 95% confidence intervals (Cis) were calculated
for the total score, as well as each of the four domains (barriers,
attitudes, confidence, and knowledge). ICCs were calculated and
interpreted based on Landis and Koch, with ICCs of below 0.4
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(poor to fair), 0.41-0.6 (moderate), 0.610.80 (excellent), and
0.81-1 (almost perfect) (39). The questionnaire was analyzed for
individual items in addition to the four domain areas.

Ethical Considerations

Ethical approval was granted for the study by University
of Technology Sydney Human Research Ethics Committee
(HREC 2013000749). The research was deemed by this ethics
committee to be of negligible risk and not requiring of formal
debriefing strategies for participants. Anonymity was assured
by keeping demographic data separate from the completed
questionnaires.

RESULTS

Content Validity

The expert panel met to discuss the M-BACK tool (with the
exception of overseas participants), followed by several rounds
of email correspondence. Comments received from the expert
panel were incorporated into the M-BACK instrument. The
expert panel contributed to further development of the content
in the “attitudes” and “knowledge” sections, and wording in
the “confidence” questions. Two reviewers noted that the term
“consumer” needed to be used consistently rather than utilizing
“client” A number of items were reworded to make them more
specific regarding a nurse’s role. For example, the original item;
“Encouraging consumers to increase their level of physical activity
is an important part of my role,” was reworded to; “Encouraging
consumers to increase their level of physical activity is an impor-
tant part of my role as a mental health nurse” Four questions from
the original literature review were culled following feedback from
the expert panel as they were deemed to be redundant after all the
questions were refined.

Pilot testing of the M-BACK tool allowed for feedback from
course participants regarding their understanding of the state-
ments employed in the questionnaire. The expert panel met on
two occasions during the piloting phase and made refinements to
several of the questions to remove ambiguity. The barriers section
in particular was reworded in order to clarify that the questions
were negatively framed. For example, the original item “There is
no point to metabolic health screening for mental health consum-
ers;” was reworded to “Screening for metabolic syndrome and
physical health interventions are pointless as poor physical health
outcomes are unavoidable.” Similarly, “I'm too busy to do health
promotion work with clients” was adjusted to “My workload pre-
vents me doing any health promotion activities with consumers.”

Instrument Reliability

Thirty-one nursing students, mean age 23.9 + 6.6 years (61%
female) participated and completed the M-BACK on two occa-
sions, 7 days apart. ICC correlations for individual items ranged
from 0.62 to 0.96 (see Table 1).

Total Score

A high degree of reliability was found between the total M-BACK
scores atboth time points. Thesingle measure ICC was considered
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TABLE 1 | Intraclass correlation coefficient items.

The Validity and Reliability Characteristics of the M-BACK Questionnaire

Item subscales Intraclass correlation 95% Cl
coefficient

Barrier

My workload prevents me doing any heaith promotion activities with clients 0.86 0.70-0.93

Consumers with a serious mental illness are not interested in improving their physical health 0.92 0.82-0.96

Informing clients about the possible effects of medications may have on their mental health will increase non-adherence 0.91 0.81-0.96

Screening for metabolic syndrome and physical health interventions are pointless as poor physical health outcomes are 0.74 0.46-0.87

unavoidable

Attitudes

Metabolic health screening is an important part of my role as a mental heaith clinician 0.93 0.86-0.97

Giving smoking cessation advice is an important part of my role as a mental health clinician 0.81 0.60-0.91

Encouraging consumers to increase their level of physical activity is an important part of my role as a mental health clinician 0.78 0.54-0.89

Discussing nutritional intake is an important part of my role as a mental health clinician 0.82 0.63-0.91

Confidence

| am confident in my ability to screen for metabolic syndrome 0.92 0.83-0.96

| am confident in providing smoking cessation advice to consumers 0.87 0.73-0.94

| am confident in prescribing exercise interventions to prevent/treat metabolic syndrome 0.82 0.62-0.91

| am confident in using dietary interventions to prevent/treat metabolic syndrome in consumers 0.73 0.44-0.87

Knowledge

| have a good knowledge of metabolic syndrome 0.87 0.74-0.94

| understand how to screen for metabolic syndrome 0.96 0.91-0.98

| understand how to read pathology reports for lipids and glucose results 0.84 0.66-0.92

| understand the metabolic side-effect profiles of different neuroleptic medication 0.62 0.20-0.82

excellent, 0.87 (95% CI 0.75-0.94). The mean between day vari-
ation was 0.54 + 5.3.

Barriers

The ICCs for the barrier items ranged from 0.74 (Item 4 “Screening
for metabolic syndrome and physical health interventions are
pointless as poor physical health outcomes are unavoidable”) to
0.92 (Item 2 “Consumers with a serious mental illness are not
interested in improving their physical health”). The mean ICC
was 0.71 (95% CI 0.39-0.86).

Attitudes

The ICCs for the attitude items ranged from 0.78 (Item 3
“Encouraging consumers to increase their level of physical activ-
ity is an important part of my role as a mental health clinician”)
to 0.93 (Item 1 “Metabolic health screening is an important part
of my role as a mental health clinician”). The mean ICC was 0.80
(95% CI 0.58-0.90).

Confidence

The ICCs for the confidence items ranged from 0.73 (Item 4 “Tam
confident in using dietary interventions to prevent/treat meta-
bolic syndrome in consumers”) to 0.92 (Item 1 “I am confident
in my ability to screen for metabolic syndrome”). The mean ICC
was 0.88 (95% CI 0.75-0.94).

Knowledge

The ICCs for the knowledge items ranged from 0.62 (Item 4
“I understand the metabolic side-effect profiles of different
neuroleptic medication”) to 0.96 (Item 2 “T understand how to
screen for metabolic syndrome”). The mean ICC was 0.90 (95%
CI0.80-0.96).
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DISCUSSION

The article describes the development, content validity, and
test-retest reliability of a novel tool, that assesses the attitudes,
confidence, knowledge, of mental health nurses in providing
metabolic health care to mental health consumers and the barri-
ers perceived in implementing this care.

The fact that metabolic health is a primary driver of prema-
ture mortality among people with SMI is well established (25,
40-43). Unfortunately, mental health nurses often feel that they
are ill-prepared to be able to screen and intervene for metabolic
health and feel that they require training to rectify this (15, 32).
The M-BACK may be of assistance in determining the reasons
why metabolic screening and interventions are not occurring in
clinical practice, so that training and education can be designed
in a targeted way.

Despite recognition of the importance of metabolic health
training there is a lack of published information on physical
health training for mental health nurses and minimal infor-
mation on its effectiveness (17, 44). This has led to repeated
calls in the nursing literature for education and training in
physical health to be provided for mental health nurses
and for these educational programs to be evaluated (14-16,
32, 44). This M-BACK tool can be employed to meet the
identified gap in measuring the effectiveness of training and
education for mental health nurses and other initiatives of
mental health services to address metabolic health care. It also
enables evaluation of the effectiveness of education regarding
metabolic health care through pre- and posttraining testing.
In a similar way the questionnaire can be used to determine
effectiveness of staff-based interventions for mental health
professionals.
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Content validation of the M-BACK survey was achieved by
expert consensus. It enabled the incorporation of the views of
researchers, educators and clinicians working in the field to
develop a tool that captures pertinent data and facilitates detailed
analysis. The M-BACK tool is appropriate to assess current
knowledge regarding metabolic health in service users with SM1.
Nonetheless, revisions of the M-BACK tool may be required as
new knowledge is gained. In addition, the current tool is intended
to assess the views of mental health nurses; a version adapted for
completion by service users and/or carers would be a valuable
addition.

This study also examined the test-retest reliability of the
M-BACK. The questionnaire demonstrated acceptable test-retest
reliability, with an ICC of 0.87 for the total M-BACK score rang-
ing between 0.61 and 1 for each item.

Test-retest reliability analysis will rarely achieve perfect
results (45). Within the domains, the greatest variance was found
within the knowledge domain and least variance within the atti-
tudes domain. Item 4 of the knowledge domain (I understand the
metabolic side-effect profiles of different neuroleptic medication)
had the lowest ICC of any item throughout the questionnaire,
although this was still classified as excellent according to the
criteria of Landis and Koch (39). Possible explanations for why
some items in a questionnaire may have greater variability using
include changed knowledge or awareness of a participant, perhaps
even prompted be having completed the questionnaire previously
(45). Given the acceptable test-retest results, it was determined
that no changes to questions were required.

Limitations

This validation study of the M-BACK questionnaire is not with-
out limitations. A narrow definition of SMI was utilized in order
to focus on service users where the greatest metabolic health
risk exists, reflecting the use of antipsychotics in this population.
Similarly, we used mental health nurses as the targeted clinicians
for this tool, as nurses tend to have the most face-to-face contact
with service users. Instrument reliability was examined in nurs-
ing students during the final year of their undergraduate training.
Although students were not the primary targets of the M-BACK
tool, it is unlikely that utilizing students impacted test-retest reli-
ability of the instrument, and its applicability for use with fully
qualified clinicians. Further research is needed to determine
whether responses vary as a consequence of professional training
background, and therefore whether discipline-specific versions
of the instrument should be developed. The current version was
developed in Australia, utilizing expert consultation with experts
from the United Kingdom and Europe.

CONCLUSION

There is a clearly identified need for training and education for
nursing staff regarding the metabolic health of mental health
service users. The M-BACK tool is a valid and reliable instru-
ment to measure the effectiveness of education and training to
improve the attitudes, confidence, and knowledge of mental
health nursing staff in relation to metabolic health and changes
in perceptions of barriers to delivery of metabolic health care.
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Mental health services need to incorporate specific training on
metabolic care for service users, and the M-BACK questionnaire
will be a useful tool in future studies of training outcomes in
mental health clinicians.
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Reference code Date

The M-BACK Questionnaire

1. My workload prevents me doing any health promotion activities with consumers.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

2. Consumers with a severe mental iliness are not interested in improving their physical
health.

1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

3. Informing clients about the possible effects medications may have on their physical
health will increase non-adherence.

1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

4. Screening for metabolic syndrome and physical health interventions are pointless as poor
physical health outcomes are unavoidable.

1 2 3 4 5
Strongly Disagree Disagree Neutral Agree Strongly Agree

5. Metabolic health screening is an important part of my role as a mental health clinician.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

6. Giving smoking cessation advice is an important part of my role as a mental health
clinician.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

7. Encouraging consumers to increase their level of physical activity is an important part of
my role as a mental health clinician.

1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

8. Discussing nutritional intake is an important part of my role as a mental health clinician.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree
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9. 1 am confident in my ability to screen for metabolic syndrome.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree
10. | am confident in providing smoking cessation advice to consumers.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

11. I am confident in prescribing exercise interventions to prevent / treat metabolic
syndrome.

1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

12. 1 am confident in using dietary interventions to prevent / treat metabolic syndrome in
consumers.

1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

13. | have a good knowledge of metabolic syndrome.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

14. | understand how to screen for metabolic syndrome.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

15. | understand how to read pathology reports for lipids and glucose results.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree

16. | understand the metabolic side-effect profiles of different neuroleptic medication.
1 2 3 4 5

Strongly Disagree Disagree Neutral Agree Strongly Agree
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Scoring for BACK questionnaire

Attitudes, Confidence and Knowledge (last 12 question) were scored as

Strongly Disagree 1
Disagree 2
Neutral 3
Agree 4
Strongly Agree 5

Scoring was reversed for the Barrier (first 4 questions) questions as they were negatively posed

Strongly Disagree 5
Disagree 4
Neutral 3
Agree 2
Strongly Agree 1

Scoring for each component of BACK (Barriers, Attitudes, Confidence, Knowledge) is out of 20 (with a
minimum score of 4)

Total score is out of 80 (with a minimum score of 16)
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Chapter summary

Chapter 4 describes the development and validation of a measurement tool to determine the
effectiveness of metabolic education and training to mental health nurses. The demonstration of
lifestyle interventions being effectively delivered within mental health services (Ch 3) is
indicative that, with training and education, mental health nurses could deliver similar
interventions to mental health consumers. The M-BACK tool provides a valid and reliable
instrument to measure changes in the attitudes, confidence, knowledge and perceived barriers
pre- and post-education initiatives in metabolic health care. This tool allows for quantitative
evaluation of mental health nursing education, to help determine the efficacy of metabolic
education and training and allow for future improvement of education and training initiatives. In
this way the M-BACK tool can assist with the improvement of physical health outcomes for

people with severe mental illness.
The M-BACK questionnaire evaluated in the research presented in this chapter has been used in

studies on four continents (133, 171, 172, 173, 174), and has been translated into Italian (175),
French (176), Greek, Norwegian and Standard Chinese (not yet published).
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Chapter 5

Upskilling mental health nurses to address the burden of poor metabolic

health: A mixed method evaluation

Chapter preface

Presenting at conferences and delivering in-service education in relation to the outcomes of the
Keeping Body in Mind KBIM program (Ch 3) led to many conversations with participants. I
discovered that many nurses and other mental health professionals lacked confidence in their
ability to screen patients for metabolic health disorders and provide lifestyle interventions. This
anecdotal finding of a lack of confidence for mental health nurses in delivering metabolic health
care is something that has also been noted in the literature(132). With this in mind, I developed a
knowledge and skills workshop on metabolic screening and lifestyle interventions for mental

health nurses, which I delivered via the Australian College of Nurses in years 2013-2017.

The work presented in Chapter 4 is a validated a measurement tool that can be utilised to
evaluate the effectiveness of clinician training in metabolic health care. In Chapter 5, this tool
was implemented, alongside a qualitative evaluation, to investigate the efficacy of a training
course targeted at upskilling mental health nurses to better manage the metabolic health of

people experiencing SMI. An outline of the course content is included at appendix 7

Ethical approval was granted for the study by University of Technology, Sydney Research
Committee -HREC 2013000749 (Appendix 5B).

This is an ‘Accepted Manuscript’ of an article published by Taylor & Francis Group in Issues in
Mental Health Nursing on 17th June 2020, available online:
https://wwww.tandfonline.com/10.1080/01612840.2020.1744204

Permission to include the accepted manuscript version is include in Appendix 1B
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Upskilling mental health nurses to address the burden of poor metabolic health: A

mixed method evaluation.

Abstract

People living with a severe mental illness experience a life expectancy gap compared to the rest
of the population that is largely driven by preventable cardiovascular diseases stemming from
lifestyle factors, and the side effects of psychotropic medications. Mental health nurses are well
positioned to help address gap using lifestyle interventions. However, many nurses don’t
prioritise delivering such care, or lack the skills and confidence to implement these strategies.
This study used a mixed method approach to determine the effectiveness of 2-day metabolic
workshops that aimed to provide nurses with the skills to provide lifestyle interventions. The
quantitative component compares pre- and post-measures of attitudes, confidence, knowledge
and perceived barriers of providing metabolic care using a validated tool (M-BACK) and the
qualitative component to elicit more details of the needs, expectations and plans of participants.
Fifty-six nurse participants demonstrated statistically significant improvements in M-BACK post
scores (p<0.001), with 53 of the 56 participants (95%) achieving improved M-BACK scores.
Participants identified three primary barriers to delivering metabolic care, related to individual
staff members, consumers, and system issues. Prior to the course participants stated they hoped
to improve their knowledge, enhance their practical skills and provide education for others.
Following completion of the course participants planned to implement lifestyle education and
interventions for consumers, provide education and support to other staff and integrate metabolic
health care into clinical reviews and planning. This study demonstrates that education on

metabolic health care can be effective in improving the attitudes, confidence, and knowledge of
65



mental health nursing in providing metabolic health care and a decrease in the perceived barriers

to delivering that care.

Introduction

In recent decades mental health nursing has become more focused on mental illness
symptomatology. This focus has come at a cost, with physical health care needs of consumers
increasingly neglected (Firth et al., 2019). People with severe mental illness have poorer physical
health outcomes compared to the general population; indeed, people with an SMI experience a
reduced life expectancy of up to 20 years (Hjorthgj et al., 2017). This life expectancy gap is
primarily due to cardiovascular disease and the components of metabolic syndrome, that is,
abdominal weight gain, dyslipidaemia, hypertension and glucose abnormalities (Correll et al.,
2017). Whilst people experiencing SMI have a broad range of physical health issues that warrant
careful attention (Daumit et al., 2013), the widespread use of atypical antipsychotics makes
metabolic health an area of particular concern (Pillinger et al., 2020).

The advent of atypical antipsychotics has significantly reduced some side effects of their
predecessors, such as movement disorders (Sykes et al., 2017). However, atypical antipsychotics
are associated with an increased rate of metabolic side effects and this has led to increasing rates
of metabolic syndrome amongst people living with SMI (Pillinger et al., 2020).

The “Second Australian National Survey of Psychosis” study reported that people who
experienced psychosis had significantly higher rates of metabolic syndrome (60.8%) than the
general population (Morgan et al., 2012). People with SMI also have rates of smoking more than
twice that of the general public, considerably higher rates of obesity, and much lower levels of

physical activity than the general population (Firth et al., 2019) Despite the increased risk of
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metabolic health issues, individuals with SMI are less likely to be provided with physical health
screening and interventions compared to the general population (Melamed et al., 2019).
Consumers with SMI are at risk of metabolic health problems due to lifestyle choices and the
impact of psychotropic medication, but this is exacerbated by the fact they are often marginalised
from mainstream health services (Cranwell et al., 2016). The lifestyle factors that pose
substantial risk, such as poor diet, reduced physical activity, smoking and alcohol consumption,
are all modifiable risk factors, which may be amenable to intervention by health services
(Samaras, 2016).

Mental health nurses are well positioned to play a key role in providing metabolic health care to
people who experience mental illness (Happell et al., 2019). Screening people with SMI for
elevated weight, waist circumference and blood pressure are procedures that nurses are qualified
to perform. Nurses are also well positioned to provide opportunistic advice regarding smoking
cessation (Dickens et al., 2019). Multiple studies have reported that mental health nurses self-
identify a lack of knowledge and skill to deal with metabolic health issues in consumers with
SMI (Bressington et al., 2018; Dickens et al., 2019; Yal¢in et al., 2019). There have been
repeated calls in the nursing literature for further education and training in physical health to be
provided for mental health nurses and for these initiatives to be evaluated (Happell et al., 2013;

Hennessy & Cocoman, 2018; Wynaden et al., 2016)

There is a distinct lack of published information on physical health training for mental health
nurses and only threadbare information on its effectiveness (Hennessy & Cocoman, 2018). A
2011 systematic review on physical health education for mental health clinicians found no papers

evaluating their effectiveness (Hardy et al., 2011). A recent systematic, integrative review of
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mental health nurses’ attitudes, experience, and knowledge across a broad range of physical
health care identified 51 studies that have mainly been published since 2010 (Dickens et al.,
2019 Atlantis, & Everett, 2019). Most of these studies were cross-sectional surveys, however
eight studies that provided pre- and post-testing of an educational intervention were also
identified. These eight studies identified improvement in knowledge, and articles that reported on
attitudes and confidence also demonstrated significant improvement. Another study
demonstrated that mental health nurses increased waist circumference monitoring following a
brief education session (Rosenbaum et al., 2014). However, none of these articles used a

validated questionnaire to assess these outcomes.

Methods

Aim
The aim of this exploratory study was to determine the effectiveness of a workshop delivered to

mental health nurses on their perceived practice barriers, attitudes, confidence, and knowledge of
metabolic health.

Design
The authors used a mixed-method design. The quantitative component was conducted as pre- and

post-analysis of data gathered from participants in two-day metabolic health care workshops for
mental health nurses. Outcomes were assessed immediately before and after the workshop. The
qualitative component invited responses from participants at baseline and a further question on
completion of the workshop.

Settings and participants
Two-day workshops focused on metabolic health care were administered under the auspices of

the Australian College of Nursing. The workshop content outlined the issues underlying poor
metabolic health, screening methods and effective interventions, including smoking cessation,
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physical activity, nutrition, pharmacological and health coaching. The course provided a hands-
on experience of metabolic screening and interventions, in which participants practiced skills on
one another to reinforce learning outcomes. Participants either self-selected attending the course
or had been nominated by their service manager. Data were collected from four courses held in
three Australian states. All participants were nurses working in mental health services.

Quantitative evaluation
The instrument used to measure changes in participants was the Metabolic-Barriers, Attitudes,

Confidence and Knowledge Questionnaire (M-BACK) (Watkins et al., 2017).

The M-BACK uses a five-point Likert style scale ranging from 1 ‘Strongly Disagree’ to 5
‘Strongly Agree’ to assess domains of perceived practice barriers, attitudes, confidence and
knowledge about metabolic health care. Four questions are asked in each of these four domains
totally 16 questions. Each domain score ranges from 4-20 with total score ranges 16-80. Higher
scores represent more positive outcomes in each domain.

Domain 1: Barriers Items addressed barriers to metabolic screening and intervention, including,
workload, consumer interest, conflict with mental health goals and inability to change. These
questions were negatively posed with scoring reversed.

Domain 2: Attitudes Items five examined attitudes towards metabolic monitoring, the provision
of smoking cessation advice, physical activity and nutritional intake.

Domain 3: Confidence Items assessed the confidence of respondents in providing interventions
to prevent or treat metabolic syndrome including smoking cessation, physical activity and
nutritional interventions.

Domain 4: Knowledge Items assessed knowledge of metabolic syndrome, screening, interpreting
pathology reports and understanding of the metabolic side effects of neuroleptic medication.

Scores for each domain ranged from 4 —20.
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This survey tool was developed by professionals who had expertise in the area of metabolic
health care. Test-retest reliability and validity for the M-BACK was considered excellent. Intra-
class correlation coefficients, 0.87 (95% CI 0.75 to 0.94) and has been published previously

(Watkins et al., 2017)

Qualitative evaluation
Open-ended questions provide opportunities for participants’ self-expression and thinking that

went beyond standardised quantitative enquiry methodology (Pope et al., 2000). In this study,
additional open-ended questions were included to provide information about the needs,
expectations and plans of the participants.

The pre-workshop questionnaire included two additional questions which were open-ended.
These questions were ‘What barriers might prevent you from addressing metabolic health with
metabolic consumers?’ and ‘What do you hope to gain from participating in this course?’
Participants were asked to provide up to three responses to each of the questions.

The post-workshop questionnaire included an additional question with an open-ended response
asking, ‘What screening and intervention changes do you plan to implement in your workplace
following this workshop?’ Participants were again invited to provide up to three responses.

Ethical considerations
The study was approved by the University of Technology Research Ethics Committee

(2013000749) and endorsed for use in the workshop by the Australian College of Nursing.
Participants were provided with a participant information sheet. The pre-questionnaire was
administered on day one of the workshop, prior to any content being delivered and the post
questionnaire on day two at completion of the workshop. Participants were asked to code their
own questionnaire and retain this code for the post-questionnaire; as such they were not

identifiable to the researchers. Consent was assumed by completion of the questionnaire.
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Data Analysis
Quantitative
Statistical analysis was performed using Statistical Package for Social Sciences 25.0 (SPSS Inc.,

Chicago, IL, USA). Participant demographics, responses to statements regarding participants’
knowledge, confidence, attitudes and practice barriers of metabolic health are reported using
descriptive statistics (mean + SD, frequencies). Pre-post-test comparisons are reported using
Wilcoxon signed-rank tests. Intergroup differences were conducted using the Mann-Whitney U
test.

Qualitative
Standard thematic analysis was used to analyse the responses to open-ended questions (Braun &

Clarke, 2006). Thematic analysis is the methodical inductive examination of text by detecting
and assembling themes and coding, classifying and developing categories (Vaismoradi et al.,
2013). AW and SR independently read and re-read the responses and developed detailed notes.
Broad codes were developed from these reviews and refined and synthesised to produce
categories. This multiple coding approach was utilised to reduce the risk of investigator

bias (Whitley & Crawford, 2005). Following discussion, the authors agreed on the major themes

described in the results section.

Results

Participants
In total 56 questionnaires were distributed and 56 were returned (response rate 100%). The mean

age of participants was 49 (SD + 9.2; range, 23-67), all participants were nurses, with 93% were
registered nurses and the remainder were enrolled nurses (Diploma of Nursing qualification in
Australia). 82% of participants were female and had an average of 24 years (SD + 11) experience
working as a nurse and 18 years (SD + 9.5) experience working in mental health settings. The

majority of participants (73%) worked as clinicians in mental health, 16% were mental health
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managers and the remainder (11%) were mental health educators. Whilst 70% of participants had
a post-graduate education, only a minority (29%) had received metabolic health education prior
to attending these workshops.

Quantitative analysis
Overall M-BACK scores improved significantly (see tables 1 and 2). The mean pre-test score of

58.14 (range, 42-73) increased to 69.60 (range, 53-80) at post-testing. (p<<0.001). In total, 53 of
56 (95%) participants had positively ranked scores. Statistically significant improvement in each
domain of the M-BACK were observed from pre to post-testing (see table 2) including perceived
barriers (p<0.001, 42 of 56 positively ranked), attitudes (p<<0.001, 33 of 56 positively ranked),
confidence (p<0.001, 51 of 56 positively ranked), and knowledge (p<0.001, 49 of 56 positively
ranked).

In pre-score testing participants who had undergone prior metabolic health education had higher
M-BACK total scores compared to those who had no prior training (p=0.02). Pre-scores in all
sub-categories of the M-BACK were significantly higher for those with prior metabolic training
in the areas of knowledge (p<0.01) and confidence (p<0.04), whilst no significant changes were
seen for attitudes (p=0.2) or perceived barriers (p=0.4). At post testing there were no significant
difference between those participants who had completed previous metabolic training to those

who had not.

Qualitative analysis
Barriers
In response to the question ‘What barriers might prevent you from addressing metabolic health

with mental health consumers?’ three main categories were identified. These categories were 1)
barriers related to the individual staff members, ii) barriers related to consumers, and iii) a lack

of organisational system resources and support.
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The primary barriers identified by participants preventing metabolic health delivery were at an
individual clinician level. A large majority of participants who responded to this question
perceived barriers relating to themselves or other staff members within the mental health service.
Participants conceded that there was a lack of both knowledge and skill regarding metabolic
health issues for themselves and their colleagues. A common statement was that the
specialisation in mental health had negatively impacted their capability for managing metabolic
health, an example from one participant stated, ‘Working in mental health for so long I have lost
the skills in being able to deal with physical health’.

The motivation of other staff to address metabolic health issues was viewed as a barrier for
some: ‘it’s hard to get other staff on board with consistent metabolic monitoring’ whilst others
felt that some individual staff members would ignore metabolic concerns raised, for example,
‘the psychiatrist isn’t interested in their metabolic health’.

More than half of participants identified a barrier for addressing metabolic health as being related
to the consumer. It was strongly identified by participants that low motivation for lifestyle
change was an impediment to assisting consumers with their metabolic health. Some participants
identified consumers as being ‘unwilling’ or ‘not following up on goals’. Challenges engaging
some consumers were identified by participants saying they were ‘disinterested’ or ‘didn’t want
to talk about it’. Some participants identified financial barriers, including that the consumer had
to ‘purchase nutritious foods’, especially when consumers had a ‘nicotine addiction using most
of their disposable income’. Other participants questioned the capacity of some consumers to
discuss metabolic health matters, identifying that some people were ‘oo acutely unwell’ or
‘didn’t have insight into their poor physical health’.

Another set of barriers identified was related to system issues and a lack of organisational
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support. Workload and a lack of time to devote to metabolic health issues was clearly identified
by participants as being significant issues, with participants stating, ‘our service model doesn’t
allow time to devote to physical health needs’, ‘there is too much paperwork to get through’ and
‘safety and acute mental health issues have to be prioritised’. A lack of equipment, educational
resources and managerial support were organisational barriers that were identified. Participants
identified lack of equipment; ‘7 can’t even get a set of scales’, and tools to document data ‘we
don’t have a form to record metabolic monitoring’. Participants also identified a lack of
information resources that provided ‘nutritional information’ and ‘exercise advice’. A number of
people stated that the lack of managerial support for metabolic health projects was a barrier to
implementing metabolic health screening and interventions, with managers not seeing the area of
metabolic health as ‘core business’.

Participants hopes regarding benefits from the workshop

Responses to the question ‘What do you hope to gain from participating in this course?’ fell into
three broad categories. These categories were increasing their own knowledge levels, enhancing
practical skills to better support and educate consumers, and providing education to other staff
members.

A majority of participants stated that they hoped to increase their knowledge base around
metabolic health. Participants identified ‘understanding metabolic syndrome and its causes’ as a
major area of knowledge they would like to gain from the course. How metabolic syndrome
related to ‘medication side-effects” and what ‘interventions would be helpful’ were highlighted
by participants as knowledge domains that would learn more about from the workshop. Other
areas where participants desired knowledge was ‘where to access resources’, ‘how to read

pathology results’ and finally information on how to ‘set up a metabolic health program’.
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Participants identified development of practical skills as another area they hoped to address by
attending the workshop. A large majority of participant’s identified the development of skills
regarding screening and/or lifestyle interventions as a key potential outcome after completing the
workshop. Participants wanted to learn how to provide lifestyle intervention through dietary
interventions, ‘how I can teach dietary and nutrition skills’, physical activity interventions ‘how
to prescribe exercise’ and health coaching skills to ‘better support consumers lifestyle choices’.
Participants also hoped to learn about metabolic health screening including ‘taking a waist

circumference correctly’.

Being able to provide education to other staff members was another desired outcome for some
participants. Participants expressed a desire to ‘upskill the local workforce” and saw the potential
to ‘share information with others’. Participants hoped that they could ‘build a training package’
in order to ‘construct a metabolic health program’.

Planned implementations
Following the course, participants identified a range of activities and interventions that they

planned to implement. The planned activities and intervention are classified into the broad
categories of the introduction of lifestyle education and interventions for consumers, the
education and support of other staff members, and finally the integration of metabolic health care
into clinical reviews and care planning.

A large majority of participants stated that they were intending to implement or re-invigorate
education and/or intervention programs in metabolic health for consumers in their service. The
area most commonly identified area for implementation was the introduction or re-invigoration
of a metabolic screening program. Lifestyle intervention implementation were also a common

area identified, offering exercise and dietary interventions as either individual, group or a
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combination of both modes of delivery. Another planned area of implementation was building
the capacity of the service through exercise physiology and dietetic student placements and
working closely with Non-Government Organisation’s to provide lifestyle intervention and
support. Some participants also identified that they planned to work closely with prescribers to

introduce pharmacological intervention, such as metformin, into practice.

Discussion
General Findings
Targeted training for mental health nurses in the provision of metabolic health care is an

effective strategy for improving self-reported knowledge of barriers, attitudes, confidence and
knowledge in this area. We found a highly significant improvement across all domains of the M-
BACK, indicating that participants improved in their attitudes towards delivering metabolic
health care to mental health consumers, the confidence and knowledge to measure and deliver
those interventions and reducing perceived barriers to delivering metabolic health interventions
as a result of participating in metabolic health workshops.

This is contrary to previous evidence that has found targeted education in physical health has not
resulted in a statistically significant increase in knowledge of mental health nurses (Hennessy &
Cocoman, 2018).Two large-scale randomised controlled trials that have aimed to reduce cardio-
metabolic risk in people experiencing SMI found that despite staff training these programs were
largely ineffective, although both studies acknowledge limitations including around improved
practices in treatment as usual participants (Gaughran et al., 2017; Osborn et al., 2018). It is a
consistent finding that increased knowledge levels do not necessarily lead to behaviour change in
health care professionals (Grol & Grimshaw, 2003). A systematic review of education

interventions with health care professionals that targeted control of cardiometabolic risk factors
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did not demonstrate a positive impact on patient outcomes, and that stand alone education should
be avoided (Seidu et al., 2016).

Some of the positive M-BACK outcomes that were achieved may be attributable to the hands-on
and interactive delivery of the workshop material. The workshop allowed participants to practice
screening and intervention techniques, which is likely to lead to better engagement and have a
positive impact on participants confidence levels (Cantrell et al., 2017). A recent study that
employed lifestyle interventions with mental health staff aimed to achieve culture change
regarding physical health care demonstrated that a practical learning environment resulted in
statistically significant positive changes, as measured by the M-BACK, both following the
intervention and at four-month follow up (Rosenbaum et al., 2020). An interactive, rather than
passive, educational setting that allows time for practicing clinical skills reinforces knowledge
and contextualises skills, thus increasing the likelihood of achieving practice change (Kolb,
2014).

Consistent with the pre-workshop findings in this study, it is commonplace for mental health
nurses to perceive that it is difficult to help consumers follow healthy lifestyle advice (Knight et
al., 2017; Wynaden et al., 2016). This is despite evidence that consumers are actually interested
in improving their own physical health (Ewart et al., 2016; Wynaden et al., 2016). This
misalignment may relate to the manner in which mental health nurses are offering advice and
support healthy lifestyle behaviours. In a study by Leyland et al. (2018) over 70% of mental
health nurses reported only occasionally or never offering physical health advice to consumers.
Mental health nurses can increase their focus on physical health care planning using evidenced

based techniques, for example helping consumers to set SMART goals (Happell et al., 2012).
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Some of the barriers identified by study participants prior to the education intervention will not
be solved by an education intervention. Workplace culture has been reported as an impediment
to health care professionals transferring their increased knowledge about physical health care
into the practice environment (Hennessy & Cocoman, 2018). Issues such as lack of management
support and resources create an environment where it is difficult to implement new skills and
knowledge. High workload is frequently cited as factor that leads to the inability of health care
professionals to assist with behaviour change (Keyworth et al., 2019). Consistent with the
findings of this study, mental health nurses perceive that they had insufficient time to carry out
physical health interventions (Stanton et al., 2015). Workload has been identified as a factor
contributing to lack of time in delivering physical health (Wynaden et al., 2016). Further to this,
a lack of guidelines regarding the provision of physical health care is likely to have a negative
impact around the implementation of physical health care (Gray & Brown, 2017).

Responses to the pre-course survey identified a number of barriers that were also reflected in the
quantitative M-BACK findings. Many of the barriers identified were external to attendees’
control; despite this, there was a marked improvement in M-BACK scores in the barriers section
in the post-workshop survey. Given that the barriers themselves would not have changed over
the two days of the workshop, the reported improvement indicates that the change was a result of
altered perception regarding barriers to implementing metabolic health screening and
interventions. It could be that these perceived changes in the identified barriers may be a result of
viewing them through a more positive attitudinal lens that no longer considered these barriers as
insurmountable, and with increased knowledge and confidence about metabolic health

participants may have felt that they could overcome existing barriers.
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Participants identified many areas in which they planned to make changes to make changes
following completion of the metabolic health workshop, focused on enhanced metabolic
screening and intervention delivery. From this information in could be surmised that participants
felt engaged by the education and inspired to create improvements in their local clinical practice.

Limitations and future research
Despite the positive findings in this study, they should be considered in light of some

methodological limitations. The present study did not include follow-up to examine whether
workshop participants were able to translate their new knowledge into changed practice in the
work environment. Future research should include longer term follow-up to determine whether
education interventions have created a change in practice amongst participants.

Practical implications
These findings have important clinical implications. High on the list of barriers identified

preventing clinicians from implementing metabolic care for mental health service consumers
were lack of skills, knowledge and confidence. By offering a workshop with both theoretical and
practical skill development, participants reported improved attitudes, confidence and knowledge
about metabolic health screening and intervention, in addition to a reduction in the barriers they

perceived in implementing these activities.

Conclusion
This study has demonstrated that education on metabolic health care for mental health nurses can

be effective at improving the knowledge of metabolic health, their skill levels regarding
screening and intervention, improved attitudes toward metabolic health care and a decrease in
perceived barriers to providing metabolic care. More training should be made available to mental
health nurses in an effort to reduce the high premature mortality experienced by people

experiencing SMI.
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Table 1. Baseline and post M-BACK scores for n=56 participants

Mean (SD) Minimum  Maximum

Total

pre 58.1(6.8) 42.00 73.00

post 69.6 (6.8) 53.00 80.00
Barriers

pre 15.1 (2.3) 8.00 20.00

post 17.0 (2.1) 12.00 20.00
Attitudes

pre 17.1(2.0) 12.00 20.00

post 18.1(2.3) 8.00 20.00
Confidence

pre 13.6(2.6) 8.00 19.00

post 17.3(2.1) 13.00 20.00
Knowledge

pre 12.5(3.0) 5.00 18.00

post 17.2 (1.8) 13.00 20.00
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Table 2. Baseline and post Wilcoxon signed ranks test for n=56 participants

Post-test  |Post-test Post-test z-score p value
score lower [score higher |score equal
Total scores post - 2 53 1 6382f  [<.001
Total scores pre
Barr!ers scores post — 3 12 11 5,288+ < 001
Barriers scores pre
Att!tudes scores post — 4 33 19 3.978+ < 001
Attitudes scores pre
Conf!dence scores post — 3 51 ) 6.226+ < 001
Confidence scores pre
Knowledge scores post — 0 19 5 6.108+ < 001

Knowledge scores pre

tBased on negative ranks
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Chapter summary

Chapter 5 has demonstrated both quantitatively and qualitatively that metabolic health training
can assist mental health nurses with theoretical and practical skill development. Quantitatively,
the results of the M-BACK (Ch 4), a validated tool of knowledge, attitudes, confidence and
perceived barriers in metabolic health, demonstrated significant improvement for mental health
nurses post training activity. Qualitatively, mental health nurses who participated in the training
articulated specific ways in which they planned to implement change to their own practice and

educate others in metabolic health care of consumers with whom they worked.

The finding from this research have important clinical implications. A number of barriers were
identified by clinicians prior to the education on delivering metabolic health care in mental
health services. Participating in the education workshop demonstrated that a number of these
barriers could be overcome with the knowledge, skills, and confidence that was gained.
Education of mental health nurses can play an important role in improving the metabolic health

of mental health consumers.
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Chapter 6

Tackling change in mental health service delivery: A qualitative
evaluation of a lifestyle program targeting mental health staff — Keeping

our staff in mind (KoSiM)

Chapter preface

The article presented in Chapter 5 demonstrated that a training program targeting mental health
nurses can be successful in improving skills and confidence in delivering metabolic health care.
Provision of metabolic health care within mental health services is becoming increasingly
recognised as important; as such, ensuring mental health clinicians are equipped to provide

metabolic health care is similarly important.

Chapter 5 provided a traditional approach to education and training of metabolic health care.
Although effective for participants who attended, some barriers may be present to engaging in
such training, for example, the course was limited to nurses, had a financial cost and was
conducted in a two-day consecutive block. An alternative to such training was developed, prior
to the implementation of the Keeping the Body in Mind (KBIM) (Ch 3 and Appendix 3) program
across South Eastern Sydney Local Health District. The Keeping our Staff in Mind (KoSiM)
staff health program (Appendix 4), was offered to mental health staff working throughout the
district. The program consisted of a five-session individualised intervention program delivered

by a clinical nurse consultant, dietitian and exercise physiologist.

The study presented in this chapter follows on from the KoSiM parent study (Appendix 4),
which quantitatively demonstrated positive outcomes (131). Efficacy of this program was
demonstrated to improve attitudes, confidence, knowledge and perceived barriers towards
metabolic health care on the M-BACK questionnaire described in chapter 4. In order to
understand more about the practical implications and experiences of participants in the KoSiM

program a qualitative analysis with semi-structured interviews was undertaken. Chapter 6
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describes the qualitative research conducted to evaluate the perceptions of participants of the

KoSiM intervention and determine its impacts.

Ethical approval was granted for the study by the South Eastern Sydney Local Health District
Human Research Ethics Committee - HREC 15/054 -LNR/15/POWH/107 (Appendix 1C).

This article was published in an open access journal and inclusion in this thesis is permissible
under creative commons license.
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Abstract

Issues addressed: People with severe mental iliness have adverse health outcomes
compared to the general population. Lifestyle interventions are effective in improving
health outcomes in this population. Current cultural processes in mental health ser-
vices do not generally incorporate physical health care practices. Innovative educa-
tion is required to improve knowledge and confidence of staff in the delivery of
preventative health measures.

Methods: The Keeping our Staff in Mind (KoSiM) program delivered a brief lifestyle
intervention to mental health staff. A qualitative analysis following the Standards for
Reporting Qualitative Research was undertaken. Semi-structured interviews designed
to elicit information about the acceptability of the program and the impact of the
intervention on participants' personal and professional lives. The interviews were
analysed using thematic analysis, with coding independently developed and reviewed
by three authors.

Results: Of the 103 eligible participants, 75 were interviewed. Responses revealed
four main themes: (i) positive changes in clinician's approach to physical health care,
(i) improvements in attitudes to self-care and family wellbeing, (iii) positive changes
in workplace culture associated with physical health care delivery and (iv) high levels
of acceptability of the program.

Conclusion: The KoSiM model may be useful in other settings as a means of changing
the culture of mental health services to better integrate physical health care as a core
part of mental health service provision.

So what? A novel approach using staff focussed lifestyle interventions model may
cut through the resistance that is encountered when implementing proven methods

of clinical intervention where cultural barriers exist.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,

provided the original work is properly cited.
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1 | INTRODUCTION

People who experience a severe mental illness (SMI) have a 15-year
reduction in life expectancy compared to the general population.1 The
majority of deaths are attributable to preventable cardiovascular dis-
ease, which are often exacerbated by antipsychotic use? Lifestyle
interventions targeting modifiable risk factors including diet and sed-
entary behaviour are effective in improving physical health outcomes
for people who experience a SM1.27¢ Social stigma, poverty, social iso-
lation, low educational attainment and poor psychological health often
lead to lower levels of engagement and follow-through with general
and preventative health services.” This increases the importance of
mental health services targeting the physical health of people who
experience a SMI through screening and lifestyle interventions.

Whilst mental health professionals are ideally placed to provide
lifestyle interventions,® significant barriers exist to delivering this type
of care. Diagnostic overshadowing (attributing physical symptoms to a
mental health condition), lack of specialist education, low confidence
of staff to deliver interventions, heavy workloads are some of the rea-
sons that mental health organisational cultures that do not embrace
physical health care.” There have been repeated calls in the literature
to increase the amount of physical health training to mental health
professionals to improve health care outcomes for those who experi-
ence a SMI. Education and training initiatives can have a positive
impact on knowledge of physical health issues in SMI, and the confi-
dence and attitudes of mental health professionals to deliver physical
health interventions.® However, it has been identified that future
research should investigate practice change interventions to increase
the delivery of physical health intervention and support.”

A healthy workforce is associated with higher levels of staff
retention, lower levels of absenteeism, and overall higher rates of pro-
ductivity amongst health professionals}l However, health profes-
sionals often share similar health concerns to the people they treat.}?
Poor lifestyle habits in clinicians can have a direct impact on the qual-
ity of care they provide.13 Physical health interventions for staff have
been shown to be feasible and acceptable in mental health settings.**
Furthermore, some of these interventions have been demonstrated to
improve staff morale and their inclination to participate in healthy life-
style activities."™ Furthermore, the promotion of healthy lifestyle
behaviours by health professionals is more likely to occur when health
professionals themselves engage in healthy lifestyle behaviours.'® The
physical health of health care professionals themselves is considered
important in the acceptance of lifestyle advice, and when health care
professionals follow their own advice.!”

The Keeping the Body in Mind (KBIM) program is a real-world
intervention delivered as part of standard care within a public mental

health service that demonstrated that weight gain could be prevented
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in young people commencing antipsychotic treatment.'® Innovations
in health care are more likely to become accepted and become wide-
spread in an organisation if shared values exist and are reinforced by
influential team members.'? To support the scaling-up of the KBIM
program to adults who experience SMI, the Keeping our Staff in Mind
(KoSiM) program was implemented prior to its launch, as a facilitator
for this health care innovation.?’ KoSiM provided an intervention to
mental health staff that comprised a brief version of the KBIM life-
style intervention that people with lived experience of SMI received,
creating an experiential learning opportunity.2! The stated goals of
the KoSiM program were improving staff health, instigating culture
change regarding the importance of the physical health of people with
a lived experience of SMI, and increasing the capability of mental
health staff to deliver physical health assessments and interventions.
A full description of the KoSiM program and its quantitative outcomes
has been published previously.2! This report focuses on the qualita-
tive analysis of the KoSiM program, to understand the experiences of
staff participants who completed the intervention and comprehend its

efficacy and acceptability of its stated goals.

2 | METHODS

A pragmatic single-arm intervention study was conducted in a public
mental health service, including inpatient and community settings, in
Sydney, Australia. Participants received a five-session individualised life-
style intervention (delivered over 5 weeks) that incorporated physical
activity and nutritional counselling delivered by multidisciplinary teams.
An initial assessment was provided to participants which incorporated
an exercise physiologist, dietitian and clinical nurse consultant, with a
plan formulated. Participants then had access to four weekly sessions
with their choice of clinician. The aim of this qualitative study was to
investigate the experiences of staff participants including the perceived
effect on their own wellbeing as well as the impact on their work prac-
tices and families. This qualitative study was initiated and designed by
the first author (A.W.). All participants were informed about the study
by the interviewer and written informed consent was obtained. The
study was approved by the South Eastern Sydney Local Health District
Human Research Ethics Committee (HREC 15/054).

The reporting of this research follows the Standards for Reporting
Qualitative Research, a list of 21 items that support transparent
reporting of qualitative research.?? The sampling approach was to col-
lect data from as many participants as possible who met the inclusion
criteria in order to reach data adequacy.?® Data collection was
deemed to be complete when thematic saturation had been reached
as determined by three researchers, as indicated by additional data

generating minimal or no new knowledge to address the experiences
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or impact of the intervention on participants.?* All staff working in a
clinical role who completed the KoSiM program met the inclusion cri-
teria and were offered the opportunity to participate at the end of the
final session of the KoSiM program. Consent and baseline data for the
KoSiM program was completed by n = 212 people, of whom n = 129
completed the program. Non-clinical staff (admin, patient service
assistants and non-clinical management) were excluded (n = 26), leav-
ing a total eligible sample of n = 103 participants.

Interviews were conducted by Clinical Nurse Consultants (AW. -
male or J.P. - female) who were clinical leads in the KoSiM program at
different sites. The interviews were conducted in person and audio
recorded at the completion of the final session of the KoSiM program
between April 2015 and September 2016. Brief interviews were con-
ducted lasting between 12 and 33 min in duration and were con-
ducted at the participants usual place of employment. The interviews
were conducted using narrative inquiry, a research methodology
which captures the perspective of participants constructing a narra-
tive of events considering the relationship between their personal
experience and cultural context.?>?% The interviews were semi-struc-
tured, open ended, with looping and probing questions used through-
out the interviews to garner the specific experiences of participants
involvement. Interviews included follow-up questions and clarifica-
tions about their involvement and its influences on their clinical inter-
actions and personal life. The core brief interview gquestions are
contained in Box 1. The interviews were then transcribed by the
respective interviewer with identifying information being removed,
names were replaced with pseudonyms to assure anonymity.

Thematic analysis was utilised for analysing the collected data. The-
matic analysis provides precision and consistency and is also an exhaus-
tive process.27 This approach has been commonly used to examine the
impact of lifestyle interventions and provides sufficient detail for the
reader to establish the validity and credibility of the process.28 The data
was processed according to the method set out by the six phases of the-
matic analysis described by Braun and Clarke.?? This six phase approach
involves: familiarisation with the data through transcription, generating
initial codes, searching for themes, reviewing themes, defining and naming
themes and producing the final written output.??

The choice of research design, methodology and theoretical frame-
work, were designed to assist with critical reflection during the research
process. Among the program designers and implementation clinicians
there was a high desire to see the program reflected in a positive light.
The research team recognised the potential for bias in in the construction
of knowledge from the qualitative data. The data were analysed by three
of the authors (AW., JS.P. and ED.W.), to ensure the data was inter-
preted with rigorous research standards J.S.P. and E.D.W. who are experi-
enced qualitative researchers were independent from the design and
implementation of the KoSiM program.

The analysis process commenced with familiarisation by reading
the transcribed texts several times. The next step involved creating
notes and developing preliminary themes via an inductive process per-
formed collaboratively between researchers. These themes were later
developed by using a constant comparison technique.’® From this

comparison broad themes were created via journaling and meetings
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BOX 1 Brief interview questions

How has your experience been with the KoSiM interven-

tion?

What changes (if any) have you made as a result of partici-
pating in KoSiM?

Has participating in KoSiM made you give more consider-

ation to the physical health of other people?

Is there anything that you could suggest that would improve
the KoSiM program?

Is there anything else you would like to say about the

KoSiM program?

between researchers. Initial categories were created and then broad-
ened to develop hierarchies of concepts and themes. A comprehen-
sive list of codes was developed and reviewed, which was used to
analyse the data. The authors debriefed throughout the data analysis
process, reflecting on understanding and responses to the quotes, and
moved back and forth between the phases. The steps used in the
analysis were similar to those outlined by Nowell et al,?® which aimed
to establish rigour and trustworthiness in a thematic analysis. The
researchers considered the finalised themes and their supporting
quotes, any differences were deliberated on and determined by

mutual agreement.

3 | RESULTS

Of the 103 eligible participants that completed the KoSiM program
75 partook in qualitative interviews about the program. The high level
of participation allowed the findings to achieve data adequacy. Partici-
pants ranged in age from 24 to 63 years, most participants were
female n = 49 (65%). Forty (53%) participants were nurses, 29 (39%)
were allied health professionals (psychologist, social worker, occupa-
tional therapist) and 6 (8%) were medical staff.

Data analysis revealed four main themes: changes in the approach
to working with a lived experience of SMI; changes in attitude to
self-care and family wellbeing; observed changes in work culture; and
general experiences of the overall program. These themes and their
sub-themes are detailed in Table 1.

3.1 | Changes in the approach to working with
a lived experience of SMI

Participants expressed that engaging in a wellbeing program for them-

selves had a flow-on effect in terms of the way they approached their
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TABLE 1 Qualitative themes

Primary themes

Changes in the approach to
working with consumers

This theme details the changes
in the way they approached
their practice with mental
health consumers to
incorporate more physical
health.

Changes in attitude to self-care
and family wellbeing

This theme explains the
alterations in approach to
their own health and that of
their family members.

Observed changes in work
culture

This theme explores what
changes participants
observed in their colleagues
and workplace in relation to
physical health.

General experiences of the
overall program

WATKINS ET AL

Sub-themes

Increased knowledge: “‘easier to
explain”

Enhanced comprehension of
physical health care issues and
how to manage them in mental
health consumers.

Increased confidence: “more
assured”

The increased belief that
participants had in feeling
capable to implement physical
health initiatives to mental
health consumers.

Greater awareness: “difficult for
consumers”

Greater recognition of the
additional challenges
consumers' face in managing
their physical health.

Role modelling: “practice what you
preach”

The importance of participants
representing the healthy
lifestyle they hope to
encourage consumers to
achieve.

Motivation to change: “not just
their mental health”

Explores the changes to practice
that clinicians made during the
intervention.

Self-care: “refocused me”

The changes that participants
made to their own health
during the program.

Healthy families: “flow-on effect™
Describes the broader effects of
the program on participants

families.

A healthier workplace: “looking out
for each other”

The impact of the program on the
workplace ethos around diet
and exercise lifestyle.

Physical health focus: “a real shift
in culture”

Explores the observed changes in
workplace practices
incorporating physical health
care into the clinical service.

Overall feedback: “It's been
wonderful”

Details the general feedback on
the program as a whole.

Program criticisms: “if there was a
refresher”

Explores how participants felt the
program could be improved.
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practice with people with a lived experience of SMI. Participants were
able to identify a change in the way they approached people with a
lived experience of SMI in relation to their physical health. The
changes identified stemmed from multiple sources that included:
increased knowledge and confidence in discussing physical health
issues, a greater understanding and empathy of the experience of the
physical health journey for those with a diagnosis of SMI, role model-
ling healthy behaviours and motivation for clinicians to make changes
to clinical practices around physical health care.

Many participants believed there was an increase in knowledge
of physical health care issues and how to manage them. Participants
identified a diverse range of areas in which they improved their
knowledge base; this included a better understanding of why physical
health issues arose with such frequency amongst people who experi-
ence SMI, and how both the mental health service, and they as indi-
viduals, could help people with a lived experience of SMI to manage

their physical health challenges with lifestyle interventions.

| now know how to have basic conversations about food
and exercising with consumers which in the past | got
stuck at (Female, 38).

| learnt about the healthy plate as a way to demonstrate
healthy eating, | have used this to talk to consumers
about food and it made it easier to explain and talk about
nutrition with them (Male, 29).

The increase in perceived knowledge resulted in an increase in
participant's stated confidence. It was identified that many partici-
pants felt better equipped to provide support, education and interven-
tions to people with a diagnosis of SMI around a healthy lifestyle and
managing their physical health.

The program gave me more awareness of lifestyle inter-
ventions and | feel far more confident in explaining the
importance of physical health, healthy diet and exercise
(Female, 26).

As a professional, felt like | had much better understand-
ing of what lifestyle interventions | have to offer con-
sumers and felt increased confidence in incorporating

these in my practice (Female, 53).

Taking part in the program gave participants a better insight into
how people diagnosed with a SMI might experience physical health
screening and interventions. This understanding of people diagnosed
with a SMI's experiences and expectations promoted a greater sense
of empathy not only about poor physical health outcomes but also
the challenges that confront people when they attempt lifestyle

change.

It made me think about how difficult it must be for our

clients trying to have success with their goals (Male, 43).
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I thought it was really useful as an empathy building and
understanding experience for what you are asking clients
to do. It's really changed how | ask questions and how |
frame things, it's increased my sensitivity, around asking
questions and being really patient, when discussing life-

style change (Female, 32).

Several participants in the program expressed a realisation
(or understanding) that it is unreasonable to expect people with a
lived experience of SMI to follow advice relating to lifestyle change
from a clinician who was not prepared to make these changes them-
selves. Role modelling behaviour change, demonstrating a healthy life-
style and promoting a healthy culture in the workplace were identified
as important actions towards creating a positive influence on people

in that service.

The health service needs to spend money on things that
make staff healthy like this program. In health we have a
lot of unhealthy people working. If you want people to
believe in changing their lifestyle staff need to be role

models (Female, 61).

I've learnt the practice what you preach mantra, is really
important. | used to just say to consumers that they
should exercise more. | now go walking or do other physi-
cal activities with them, it sounds small but it's really
making a difference to how much motivation the con-

sumers | work with have (Female, 24).

Participants emphasised that by completing the KoSiM program,
they had an increased awareness of physical health challenges experi-
enced by people with a SMI diagnosis. This, in turn, provided motiva-
tion to clinicians to start addressing physical health issues.
Participants expressed a wide variety of changes that they had made
to their practice to incorporate lifestyle interventions. These included
supporting people experiencing a SMI by gathering resources that
could be shared, monitoring for physical health, liaising with other
health professionals such as general practitioners, offering lifestyle

advice and support and engaging in healthy lifestyle activities.

Doing KoSiM prompted me to think about how to ask cli-
ents questions around their physical health not just their
mental health and to keep it on your radar a little bit
more, because when it's on your own personal radar it's
also easier to keep it on the radar to check out for your

own clients as well (Female, 52).

KoSiM has influenced the way | practice. | have been
more proactive in promoting exercise, healthy eating and
healthy lifestyle choices, to consumers | work with. I'm
incorporating it into my general conversations with con-
sumers, I've learnt that it's actually a part of their mental
health care (Male, 25).

Health Promotion @n
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3.2 | Changes in attitude to self-care and family
wellbeing

Participants also noted that there were benefits to their own health.
These benefits were an increase in awareness of their own physical
health and making lifestyle changes to improve their overall health.
These benefits were also reported to flow on to the participants fam-
ily members in a similar way to the participants. The program created
an increased awareness of physical health issues and with this aware-
ness participants started addressing health issues improving their own
self-care and that of their families.

Individual participants stated they made a wide variety of changes
to their own self-care that were attributed the program. These
reported changes ranged from making minor adjustments to their die-
tary intake and exercise levels through to more major changes includ-
ing overhauling sleep hygiene and quitting smoking. Participants
framed their changes to their lifestyle in the context of changing their

attitude to their own health and prioritising it.

| have made some really significant changes during
KoSiM, | have decreased my caffeine intake, reduced my
intake of simple carbohydrates, I've also regularly
increased my step count and started doing resistance
exercise for the first time and am really enjoying it
(Female, 48).

| found the program hugely beneficial, on a personal level
it did refocused me about having a healthy lifestyle. It got
me involved and in being proactive about what my health
goals were, how to improve them and learning new infor-
mation (Male, 57).

Participants also noted the impact of their participation in the pro-
gram on their immediate family members. The benefits of education
and behaviour changes influenced partners and children of program
participants. This often resulted in culture change within family units to

commence healthy lifestyle initiatives to achieve better health.

| had greater awareness over my diet, and the diet of my
kids, and husband. My husband and | joined the gym and
are going regularly (Female, 36).

| organised for my family to do more walking, we go out
each evening after dinner and started bushwalking on
weekends. The kids are now asking if each meal is healthy
too which is quite a change. The program has definitely

had a flow on effect on my family (Male, 30).

3.3 | Observed changes in work culture

The KoSiM program was observed to have an impact on the overall

culture of the workplace. Participants reported that there were
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changes to attitudes and activities amongst work colleagues, including

a healthier culture among staff members and a greater team focus on
addressing physical health with those diagnosed with a SMI in the
service.

Program participants witnessed changes in their work colleagues
in relation to physical health. Group activities between team members
started occurring such as attending the gym after work together,
lunchtime walking groups, sharing healthy group lunches and a

replacement of unhealthy snacks with healthier options at meetings.

After KoSiM we have been checking in on each other
around our health, we comment on each other's lunches,
and ask how they are going with exercise. It has been
really good for us bonding as a team. | guess it's a shared
thing that we are working on, | think it's been a nice

change (Female, 52).

Everyone in the office is talking about their nutrition and
exercise goals and that makes us even more motivated.
No one is buying unhealthy takeaway anymore

(Female, 31).

It was also observed by participants that the culture around dis-
cussing the physical health of people with a SMI diagnosis became
more prominent. This included seeking advice from colleagues on
managing physical health issues in people with whom they worked,
physical health issues being discussed at clinical review meetings and

the commencement of new groups which target physical health.

The program encouraged some conversations in the work-
place about consumers physical activity, diet, and other
healthy lifestyle which is really good, and we have not
had befare. Physical health care now gets included in peo-

ples care plans far more often (Female, 62).

I've noticed the attitude to the physical health of con-
sumers really changed after people did KoSiM. It's been
really nice to see clinicians organising new physical activ-
ity groups and organising a fruit bowl for the waiting

room, there has been a real shift in culture (Male, 47).

34 | General experiences of the overall program
The overall feedback from participants was very positive and most
found the KoSiM program helpful. The program was described as

practically-based and personalised to the individual's need.

It was a great opportunity that I've really valued, and |
looked forward to the sessions | had with the team. It's
been really nice just being able to sit here on the recipient
end and have those interventions to help me improve my

care of consumers and think much more about my own
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health rather than just thinking about other people's
health all the time. | was able to implement a lot of it
which is great, and | talk about it to family, friends and

colleagues all the time (Female, 33).

It's been wonderful, everyone form KoSiM has been very
personable and person-centred. It was really lovely to
have all the people that | work with go through the pro-
gram because the camaraderie amongst my colleagues
has been great. | felt valued as a participant and it has
provided great education for working with consumers as
well. | have really valued receiving this opportunity
(Female, 48).

The criticisms of the program offered by participants were minimal
and these were framed in the form of suggested improvements to the
program. These improvements mostly related to having the KoSiM pro-
gram last longer and be available to more staff members. More focused
feedback suggested incorporating group exercise and cooking sessions.
One participant also suggested it would be helpful to have practical exer-
cise sessions to see if exercises were being performed in the prescribed

manner.

| think it would be really helpful if there was a refresher
perhaps at one and 2 months after the interventions and
also weekly reminders for people to prompt, for example,
are you going to the gym, how's your program been going,
what days are you planning to go this week etcetera,
because | think it would of helped me stay on track more
(Male, 53).

It would have been great to do some group sessions to
work with others. | guess with the diet aspect the one on
one has been very useful and I did not require a practical
session just leamning but | feel it would be beneficial to
have practical sessions with the exercise physiologist
(Female, 39).

Qualitative feedback from the KoSiM program did not vary
greatly amongst participants based upon identified gender or age
group. No discernible difference was observed between these groups
in their commentary on changes to clinical care or work culture. How-
ever, participants that identified as female were more likely to com-
ment on the impact of the intervention on their family, whilst
participants over the age of 45 were more likely to comment on a

changing attitude to their own self-care.

4 | DISCUSSION
This study describes the experiences of participants in a lifestyle
intervention targeting mental health staff (KoSiM). We found

that the KoSiM program was very well received by interviewed
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participants with only limited criticism regarding structure and
delivery. Many participants felt valued and appreciated by the
organisation because of being able to participate in something
“for them,” strengthening the impact of the intervention. The
positive data from this study suggested that the program was
highly acceptable to participants, who found it beneficial for a
multitude of reasons.

Participants felt that they had experienced positive changes in
their knowledge, attitudes, and behaviours to their own physical
health. This aligns with quantitative results from the KoSiM program
that demonstrated significant improvements to dietary and exercise
patterns and consequently a reduction in waist circumference of men-
tal health staff that participated.2%*%*2 This study also found changes
in attitude beyond just the individual participant and their own physi-
cal health. Participants were more focused on the physical health of
their immediate families, their work colleagues, and people experienc-
ing SMI with whom they work. This broader effect increases both the
personal and professional value of the interventions to the
participants.

Improving the health of staff and their families is an important
goal in its own right. However, the benefits also go beyond this and
have a direct influence on the quality and credibility of care delivered
to those experiencing SMI. There are three pathways for which
improved physical health of staff may benefit clinical services. First,
health staff who engage in healthy lifestyle activities are more likely
to influence positive physical health behaviours in people they work
with *3 Second, feeling valued by an employer with service offerings
like KoSiM is likely to lead to greater staff retention and result in a
more experienced and consistent workforce.** Third, reducing health
related issues that staff experience improves levels of productivity
and reduces absenteeism.*®

We found that found that KoSiM participants reported improved
attitudes, knowledge and confidence regarding lifestyle interventions
for people experiencing SMI. These results compliment previously
published quantitative results of the parent study using the M-BACK
tool, which demonstrated statistically significant changes across these
domains.2! The M-BACK is a validated measure of clinician percep-
tions of barriers, and their knowledge, attitudes and confidence in
regard to delivery of metabolic health intervention to people with
SMI.3¢ Participants reported a change in workplace culture that
included better integration of physical health care. The primary KoSiM
study?! found a reduction in perceived barriers to delivering physical
health on the M-BACK scale®® despite the intervention not specifi-
cally addressing the barriers to care.

The findings of this study indicate that the KoSiM program was
an acceptable offering that had multiple impacts in the short-term of
the intervention. To truly explore the longer-term impact of the inter-
vention of the program, a follow-up study would be of benefit. How-
ever, it is worth postulating what the longer-term impact of the
intervention may be. The quantitative measures from the M-BACK
questionnaire also demonstrated significant changes at 16-week
follow-up in all domains. Of note all scores were further improved
s0).2t  This

from post measures (although not significantly
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quantitatively demonstrates that there was no reduction in the

achieved changes of attitudes, confidence and knowledge of meta-
bolic health, and no increase to perceived barriers to implementing
metabolic initiatives, 3 months after completing the intervention.

The cultural aspects of an organisation must be purposefully
moulded; as they are a vital factor on which improvement focused
change such as incorporation of physical health care into mental
health services is facilitated.*” Short-term organisational culture
change has been observed in this study, via, visible manifestations,
shared ways of thinking and deeper shared assumptions. To achieve
longer-term practice change in this area it will require authentic par-
ticipation from staff to promote the prevailing shape of feeling, think-
ing, discussing and accomplishing that underpin metabolic health
practice.®® Maintenance of this culture can not exist without strong
leadership from the wider organisation to continue supporting meta-
bolic health care as a priority.3’

Improved clinical practices such as implementing physical health
care within mental health services are essential to meet the shifting
demands of health care, however, implementing these initiatives can
be challenging. The sheer number of changes and the pace of change
lead to what is often referred to as change fatigue.“o The KoSiM pro-
gram offers a novel approach for achieving change through offering a
service to the staff ultimately tasked with delivering screening and
intervention of a similar initiative to people they are working with.
Training staff through this approach may achieve greater “buy-in” in a
shorter time frame for what is a priority area of mental health

reform.**

5 | LIMITATIONS

Data for this study was collected in 2015 and 2016 within a week of
each participant completing their five-week intervention. Ideally, this
data would have been published in a timelier manner, however, it was
held back awaiting publication of the primary quantitative article and
then delays from the COVID pandemic. Despite the publication delay
the data was analysed within 6 months of the completion of data col-
lection, and we believe remains of high relevance.

This study was subject to several methodological limitations.
Although the primary aim was to understand the experiences of
participants who completed the program, there are aspects to the
KoSiM program that cannot be explored by only interviewing
those who successfully completed the intervention. The study
missed the opportunity to understand why participants may have
dropped out of the intervention or why they chose to not take up
the opportunity to participate. To draw conclusions as to the suc-
cess of the program without considering those who dropped out is
unwarranted. By drawing a sample group that caters for maximum
variation, it would provide a fairer representation of the entire
local mental health workforce.*? This information could provide
further insights as to whether the KoSiM program is a viable
method of implementing physical health care in mental health ser-

vices more generally.
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Another limitation is the potential for bias as interviewers were

members of the intervention team. This can lead to problems in two
ways, first, participants may feel more inclined to tell the interviewer
what they want to hear rather than their true reflections on the pro-
gram. Secondly, the interviewer is a co-creator of the data and as such
could introduce bias into the questioning prot:ess.43 Interviewers
helped mitigate the issue of instigator bias by using a reflective pro-

cess and carefully structured non-leading questions.

6 | CONCLUSION

The curmrent study enhances the understanding of offering an indivi-
dualised lifestyle program to mental health staff members. The quali-
tative data explored in this study are indicative that a staff-focused
lifestyle intervention was a beneficial and acceptable form of inter-
vention and training for mental health staff. The program was effec-
tive in creating positive change, including staff members initiating
lifestyle changes for themselves and increasing their focus on physical
health care when working with people with a SMI. The KoSiM model
may be implemented in other settings as a means of changing the cul-
ture of mental health services to incorporate physical health care as a

core part of mental health service provision.
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Chapter Summary

Chapter 6 provides a qualitative analysis of the Keeping our Staff in Mind (KoSiM) program.
The program was found to be highly acceptable to participants, and it contributed to several
perceived benefits to the individual, their families and clinical practice. Participants described
positive changes in their knowledge, attitudes, and behaviour towards their own health care. This
also extended to their home environment and family members. The study also described the
perceived benefits of the intervention towards mental health clinical care provision, with
attitudes, confidence, and knowledge in delivering metabolic health care enhanced post

participation.

The study offers a non-traditional means of training via a staff-focussed lifestyle intervention
program. The program changed staff behaviour and had a resulting impact upon the care of
mental health consumers. This means of intervention provides a means of changing culture
within mental health services to be more inclusive of metabolic health care, one of the major

iatrogenic effects of antipsychotic treatment.
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Chapter 7

Conclusions and recommendations

Introduction

The research in this thesis has demonstrated ways to overcome the multi-level barriers to
delivering metabolic screening and lifestyle interventions within mental health care services. The
objectives to meet this aim were achieved as follows:

1. Exploration of the subjective experiences of people diagnosed with early psychosis
who participated in a community-based lifestyle intervention program designed to
improve their metabolic health care;

2. Development of a valid and reliable measurement tool that evaluates the effectiveness
of educational interventions in changing mental health clinicians’ perceived barriers,
knowledge, attitudes, and confidence in delivering metabolic health care;

3. Evaluation of the effectiveness of a metabolic health care training workshop in
changing attitudes, knowledge, and confidence in mental health nurses, and explored
their plans for implementing metabolic health initiatives in their workplace; and

4. Exploration of the effects of a lifestyle intervention program designed to improve
staff health, activate culture change, and boost the capability of clinical mental health

staff to improve metabolic care within their services.

The poor physical health of people who experience SMI has been detailed in previous chapters.
The reasons for these poor outcomes are complex and multifaceted, and thus require a response
that is both detailed and expansive. Previous research has focused on the numerous barriers that
impede improvements in physical health for people with SMI. The body of research that has
been presented thus far in the thesis outlines how these barriers can be overcome at various

levels within a health care organisation.

The socioecological model (SEM), introduced in Chapter 2, emphasises that intrapersonal

behaviours are not the sole source of health actions and outcomes for individuals. Rather there
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are multi-level factors that influence individual behaviour. Thus, the SEM focusses on the
interrelationships between the individual and their social, physical, and policy environment
(159). The model provides a useful framework to demonstrate how the results of my studies
contributed to improvements in many levels of health promotion. The body of research presented
herein is unique, because it combined interventions for consumers and interventions for clinical
staff to effect a whole-of-systems approach, based on the conviction that single-level

interventions are likely to have only short-term benefits (161).

The SEM is a theoretical framework that acknowledges that individual health behaviours are

influenced at individual, interpersonal, organisational, community and public policy levels.

In this chapter, the results of the research presented in peer-reviewed publications (Chs. 3—6) are
discussed in relation to how barriers have been addressed in the first four levels of SEM theory
of health promotion (160), as outlined in Figure 7.1. The fifth layer of the SEM, public policy,
while not directly addressed by the research questions in this thesis, and proposals are made for
this important layer in the ‘Recommendations for policy, practice and research’ section of this

chapter.
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Figure 7.1 The SEM theory of health promotion
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Each level of the SEM model is presented separately in relation to the barriers identified and how
each study presented in the thesis addressed those barriers. The KBIM qualitative study (Ch 2)
addressed barriers at the individual (health literacy and motivation) and interpersonal level
(social isolation and practical support). The upskilling nurses study (Ch 4) and KoSiM
qualitative study (Ch 5) offers lessons as to how mental health services can provide better
environments for the delivery of metabolic health interventions for people experiencing SMI by
overcoming cultural barriers and workforce knowledge, attitude and confidence shortfalls related
to metabolic health care. The M-BACK validation (Ch 3) relates to the community level of the
SEM and offers some ways to resolve the fragmentation of health care that prevents improved

metabolic health outcomes for people experiencing SMI.

Individual (intrapersonal) level

The KBIM lifestyle intervention program directly influenced the individual level of the SEM.

The program had a significant positive impact on individuals who participated. The results of the
KBIM qualitative study described in Chapter 3 reveal improvements in participants’ knowledge,
skills, awareness, attitudes, beliefs and perceptions. These factors are the key components within

the individual level of the SEM (160).

Barriers

At the individual level, numerous challenges prevent people from achieving their health goals.
Most people who experience early psychosis or an enduring SMI face more barriers than the
general population. Two considerable barriers that many people diagnosed with SMI encounter

are low health literacy and motivation.

Health literacy

Health literacy refers to an individual’s knowledge, skills, motivation and capacity to access,
comprehend and utilise information to make effective judgments around health care and take
suitable action (177). Not only do people experiencing SMI have lower levels of physical health
knowledge than the general population (178), but also are more likely to have a set of social
determinants that lead to lower levels of health literacy (106, 179, 180). In addition, this
population can experience cognitive issues as a direct result of SMI, making it increasingly

difficult to comprehend and act on health information (180, 181). Low health literacy has also
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been identified as a significant obstruction to achieving better physical health in both young
people experiencing early psychosis and in people with more enduring SMI (182, 183). A lack of
knowledge or comprehension of health information can in turn reduce the ability of individuals
to make informed decisions about treatment and preventative interventions (178, 184), thereby

undermining the level of autonomy and self-determination they can achieve in managing their

own health (185).

Motivation

The lack of motivation observed in people experiencing SMI is often linked to the negative
symptoms of psychotic illness, such as anhedonia and avolition (186). These symptoms are
associated with a lack of drive and desire to set and achieve goals, contributing to poor lifestyle
outcomes (182, 187). Negative symptoms of SMI are caused by the illness ‘taking away’ parts of
regular functioning, and these symptoms may be further exacerbated by antipsychotic treatment
(188), resulting in early clinical outcomes such as low mood, stress and anxiety, low self-esteem
and low confidence (189, 190, 191, 192, 193). The presence of negative symptoms of SMI is
linked to low intrinsic motivation (186, 194). Intrinsic motivation is important for social
functioning and autonomy (195), and low levels of it can lead to people experiencing SMI being

less likely to incorporate healthy behaviours into daily life (196).
How studies addressed the barriers

Keeping the body in mind: A qualitative analysis of the experiences of people experiencing
first-episode psychosis participating in a lifestyle intervention program (Ch 2)

The KBIM program provided an individualised program that developed and supported the means
to initiate lifestyle change at the individual level. Most of the barriers to achieving healthy
lifestyles identified above were mentioned by KBIM participants. However, when participants
described their experience of the KBIM program, they noted that they were overcoming these
barriers, rather than seeing them as ongoing impediments to progress by increased health literacy

and improved motivation.
Raising health literacy

The KBIM program promoted an environment that was conducive to the development of many
of the components of health literacy. Knowledge gained in the KBIM program was highly
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valued. This knowledge included metabolic health issues related to the use of antipsychotics, and
the importance of healthy lifestyle behaviours in managing these metabolic side effects. This is
an important program feature, given that people experiencing SMI often lack knowledge of

psychotropics and their metabolic side effects (197).

Participants in the KBIM qualitative study recognised that knowing how to take care of their
physical health was crucial to creating and maintaining a healthy lifestyle. It is considered
critical that individuals have an in-depth understanding of how health behaviours affect their
current and future health (198). This ability of KBIM participants to link their lifestyle choices
with longer term health outcomes was an important motivator to make sustainable lifestyle

changes.
Increasing motivation

The importance of intrinsic motivation was emphasised as a key to successful implementation of
health behaviour change at the individual level of the SEM (199). The facilitation of intrinsic
motivation was considered particularly important in early psychosis, because this type of

motivation is likely to wane over time with SMI, making lifestyle changes more difficult for

individuals (186).

Although some KBIM participants were not motivated to make lifestyle changes initially, they
developed a keen interest in their physical health as a result of participating in the KBIM
program. The program helped shape this process by using an ‘opt out” model and an
individualised approach. It was assumed participants would take part in lifestyle interventions
unless they indicated otherwise. Taking part in lifestyle interventions can create a positive
feedback cycle, whereby the benefits of living a healthy lifestyle (exercise, nutrition and sleep)
can overcome many of the negative symptoms of SMI, which further enhances motivation and
capability for social engagement (191). The momentum created by participation is important
given people that experience SMI are often reluctant to seek out medical care or preventative
treatments, so otherwise may not ‘opt in’ (94). Ensuring engagement in lifestyle interventions is

of particular importance in early psychosis treatment, where immediate preventative initiatives
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are required to mitigate physical health concerns that emerge quickly and compound over time

(38).

In order to better engage with individuals in the KBIM program, programs were individualised
by co-developing interventions with participants. The importance of an individualised and co-
developed approach to lifestyle modification for people experiencing SMI has been emphasised
in the literature (200, 201), and is a crucial facilitator of self-determination in this population
(189, 202). By customising an intervention individually, the negative symptoms, such as low
motivation, low mood, stress and anxiety, low self-esteem and low confidence can be prevented

from becoming insurmountable barriers (38).

The KBIM intervention increased the knowledge and motivation of participants. They described
how taking part in lifestyle interventions improved their belief in themselves and ability and
desire to continue with these interventions. Their descriptions aligned with positive movement
along the Self Determination Theory continuum (195) from feeling unmotivated, to pursuing a
healthier lifestyle with the extrinsic motivational support and encouragement of program staff

members, through to intrinsic motivation with independent goal setting (203).
Interpersonal level

Family, carers and friends are important facilitators of health promotion at the interpersonal level
of the SEM. However, these resources are not always readily available to people experiencing
SMI (204). The inequalities endured by people who experience SMI (205, 206) at an individual
level mean that this group’s metabolic health outcomes are influenced powerfully by the
interpersonal support and opportunities that surround them (207). Mental health clinicians are
well positioned with respect to both the individual experiencing SMI and the health care system
to influence metabolic health outcomes (208). Peers within treatment programs also present an

another opportunity for interpersonal connection.
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Barriers
Social isolation

Social isolation is associated with both poor physical and mental health outcomes in young
people and people with longer-term SMI (209). Social isolation is linked with reduced levels of
physical activity in people experiencing SMI (210) and is a predictor of adverse physical health
outcomes and premature death (211). Stigma frequently leads to social isolation (212) and is

associated with impaired recovery from SMI that extends to physical health concerns (213).

Practical support

One of the many correlates of social isolation and stigma is a lack of support. People
experiencing a SMI often encounter significant challenges to achieving a healthy lifestyle and
can experience low self-efficacy in this area (214). There can be a gulf between the desire for
support and information of people experiencing SMI and mental health clinicians' provision of
metabolic health promotion activities (132, 215, 216, 217, 218). People experiencing SMI report
that when mental health clinicians do not provide support, they struggle to resolve their physical
health concerns (219, 220). A lack of support for people experiencing SMI has been identified as

the most common barrier to improving physical health (59, 84).
How studies addressed the barriers

Keeping the body in mind: A qualitative analysis of the experiences of people experiencing
first-episode psychosis participating in a lifestyle intervention program (Ch 3)

My research in the KBIM qualitative study (Ch 3) demonstrated a positive impact on barriers at
the interpersonal level of the SEM by reducing social isolation and increasing levels of practical

support.

Reducing social isolation

The KBIM program was able to reduce participants' social isolation. Participants highlighted the
peer support aspects of the KBIM intervention, and the ability to connect with other young
people in similar circumstances was seen as highly beneficial. These benefits were primarily

drawn from the group aspects of the program. Group formats enable individuals to share and co-

107



support (94, 108). In addition, having a person or other people with whom to undertake healthy

lifestyle activities can increase motivation (94, 221).

Reducing social isolation is associated with an improvement in overall personal recovery from
SMI (222). The KBIM program was able to reduce the amount of social isolation participants
experienced, and this change occurred alongside improvements in self-esteem, mood and
motivation, as well as improved mental health. Similar outcomes have been found in other

lifestyle intervention programs targeting people experiencing SMI (221, 223, 224).
Increasing practical support

KBIM participants described feeling supported and encouraged on their physical health journeys.
The individualised support and encouragement offered in the KBIM program were deemed
fundamental to managing a challenging time. The supportive KBIM environment was identified
as being both necessary and welcome in managing metabolic health. Previous research has
reported that a positive staff attitude is an important facilitator of engagement in lifestyle
activities for people experiencing SMI (219, 225). Similar results have been found in other
interventions in which clinicians create a respectful and supportive environment (215, 226). This
type of support and encouragement has been found to help people experiencing SMI to make
improve their physical health and set future health goals (190, 192, 201, 223). Conversely,
lifestyle education programs that didn’t incorporate practical support produced no change in

physical health outcomes for people experiencing SMI (91).

Both people experiencing SMI and mental health clinicians have identified the supportive
facilitation of lifestyle interventions as important (215, 225). A key component of this support in
the KBIM program was the practical support offered to participants in the form of gym and
cooking activities. KBIM participants found staff members’ knowledge of lifestyle interventions
enabled them to develop a healthy lifestyle to minimise the impact of metabolic problems.
People experiencing SMI have reported that many mental health clinicians, who may lack a
professional knowledge in this area, overlook their metabolic care (216, 227). In contrast the
KBIM team is a specialist team, incorporating not only a specialised nursing position but other

professions (dietitians and exercise physiologists) that are generally not part of mental health
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teams. The research evidence of the KBIM intervention’s success reinforces calls in the literature
to incorporate such multidisciplinary specialist teams within mental health services to provide

better access to their expertise (228, 229).
Organisational level
Barriers

Several organisational-level barriers prevent better metabolic health care for people with SMI.
They include mental health service culture and workforce knowledge, attitudes and confidence

with respect to metabolic health (117, 218, 225, 230, 231).

Mental health service culture

Mental health services have generally under-prioritised metabolic health because it is not viewed
as core business (6, 114, 115, 116, 117). The high workload of mental health services and their
unapologetic focus on mental health symptomology and crisis management results in clinicians

lacking the time for metabolic health care (208, 231, 232).

There is a lack of leadership regarding metabolic health care in mental health service, with the
lack of emphasis on metabolic health care found to be reflected in poor managerial attitudes
toward it (6, 115, 216). Organisational frameworks to help clinicians to meet the challenge of
poor metabolic health outcomes for people experiencing SMI are also lacking (233). Even when
mental health service policies to manage physical health concerns exist, they may not lead to

needed practice changes within the organisation (234).

Lack of clear organisational direction creates confusion about responsibility for metabolic health
care within an organisation (232, 235) and may contribute to ambivalence about taking action to
improve patients’ metabolic health (117, 230). The culture and values of mental health services
have been shown to create barriers to implementing new knowledge to improve metabolic health
care practices (208, 236, 237). For example, attempts to implement new initiatives in metabolic

health care may be met with discouragement from workplace peers (216, 218).
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Workforce knowledge, attitudes and confidence

It has been reported that mental health clinicians lack knowledge about metabolic health care
(76, 112, 113). Clinicians describe themselves as not receiving the education or possessing the
skills required to provide metabolic health screening and interventions (132, 238). These deficits
constitute a barrier to the implementation of metabolic health measures for people experiencing
SMI (239). It has been suggested that specialisation in mental health reduces clinicians’ interest
in learning about metabolic health assessment and health promotion interventions supporting
nutrition and physical activity (215). Mental health clinicians are often not educationally
prepared to provide metabolic health care (240, 241). This education gap is heightened among
non-medical or nursing professions, including social workers and psychologists, who may have
received no training in physical health care at undergraduate level, yet serve as care coordinators

in mental health (216).

Metabolic health care has not traditionally been seen as a core aspect of the role of mental health
clinicians (231). They feel uncertainty regarding their responsibility to address the metabolic
health concerns of people experiencing SMI (76, 132, 208, 242, 243). Mental health clinicians
tend to prioritise mental state monitoring and management that has traditionally been seen as the

primary business of mental health services (231, 244).

Mental health clinicians may contribute to a culture of stigma in relation to metabolic health
(235). The metabolic health of individuals experiencing SMI is sometimes deemed to be a result
of lifestyle choices (225). At times, mental health clinicians view people experiencing SMI as
individuals with poor lifestyle habits who don’t wish to change (216, 231). Such clinician beliefs
and attitudes provide a ‘rationale’ for not taking responsibility and engaging in metabolic health

support and lifestyle interventions.
How studies addressed the barriers

Mental health services are well positioned to address the metabolic health concerns of people
experiencing SMI through screening and preventative lifestyle interventions. In the upskilling

nurses study (Ch 5) and KoSiM qualitative study (Ch 6), I explored interventions that aimed to
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eliminate some of the barriers to better metabolic health outcomes at the organisational level of

the SEM.

Upskilling mental health nurses to address the burden of poor metabolic health: A mixed
method evaluation (Ch 5)

Improving mental health service culture

The upskilling nurses study demonstrated the positive impact that education and training can
have on leadership around metabolic health care. Mental health nurses are well positioned to
deliver metabolic health care to people experiencing SMI (245). Participants’ reported plans to
educate colleagues and implement screening and interventions represent an intention to fill the
leadership vacuum existing around metabolic health care in mental health services. These
planned interventions constitute transformational leadership, an essential element in health care

culture change (246).

The upskilling nurses study also demonstrated a change in nurses’ perceptions of the barriers to
providing metabolic health care within mental health services. Participants were less likely to
believe that their existing workloads prevented them from delivering metabolic health care. This
positive change in perception is likely to reduce the role confusion and hesitancy often seen in

services when dealing with metabolic health issues (117, 208).
Increasing workforce knowledge, attitudes and confidence

The upskilling nurses study was found to be successful in providing effective training and
education about metabolic health care in mental health services (117, 216). This is consistent
with several studies that have shown improvement in knowledge following training in a diverse
range of physical health education initiatives in mental health (113, 236, 237, 239, 247, 248,
249). The upskilling nurses study differs from other initiatives in focusing on screening and
prevention of metabolic syndrome and cardiovascular disease associated with anti-psychotic
medications. Mental health services have a higher level of responsibility to prevent and manage
metabolic health abnormalities due to the known iatrogenic effects of antipsychotic medications

(250).
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Greater knowledge enables a clinician to screen, identify and intervene in metabolic health
concerns (113, 207, 249, 251, 252). The improvements in mental health clinician knowledge on
the side effects of psychotropic medication are considered key to overcoming diagnostic
overshadowing, whereby psychotropic medication side effects are overlooked due to mental

health symptomatology being assessed as their basis (208, 252).

The upskilling nurses study not only demonstrated improved knowledge levels in participants but
also improved attitudes on the M-BACK. It is generally recognised that improving clinical
knowledge levels correlates with a more positive attitude towards evidence-based practices
(253). Similar results have been found in other studies, in which mental health clinician’s
attitudes improved after training and education in physical health care (237, 239, 254, 255).
Importantly, mental health clinicians’ attitudes toward towards their clinical practice are reported
to be predictors of implementation outcomes (256). Participants in the upskilling nurses study
reported that they intended to incorporate metabolic health care into their practice. Given
metabolic health care has not generally been seen as being within the scope of practice of most
mental health clinicians (114, 257), these outcomes represent a positive attitudinal change. Prior
research has concluded that mental health clinician attitudes needed to improve before physical

health practices could be incorporated into mental health settings (236).

The confidence levels of participants in the upskilling nurses study improved in line with both
knowledge and attitudes. Mental health clinician knowledge relating to physical health is
considered a prerequisite to developing confidence in the assessment of physical health
symptoms in people that experience SMI (112, 236, 252, 258). Participants in the upskilling
nurses study reported improvements in confidence in both clinical assessment and intervention.
The only other study of physical health care with pre-post measures of clinician confidence
demonstrated consistent improvements in knowledge levels after education on assessment, but
no change in participants’ confidence to intervene or provide advice (236). The upskilling
study’s success in increasing confidence levels might be explained by its focus on metabolic
health screening and interventions (as opposed to a broader range of physical health conditions)

and a practical skills component.
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Tackling change in mental health service delivery: A qualitative evaluation of a lifestyle
program targeting mental health staff — Keeping our Staff in Mind (Ch 6)

The Keeping our Staff in Mind (KoSiM) was a novel intervention that differed from standard
models of training and education in that it offered a direct benefit to mental health clinicians in
relation to their own health. Participants reported that they gained personal benefit for both
themselves and their family. Whilst there have been few quality studies of the effectiveness of
staff-focused interventions for mental health clinicians (259), they have shown promising
outcomes with this type of intervention in positively influencing outcomes for people

experiencing SMI (260, 261).
Improving mental health service culture

The KoSiM intervention, undertaken within a busy mental health service, is a clear example of
how metabolic health care can be prioritised. It demonstrated the importance of leadership in
physical health care at a top managerial level and its impact on health service culture. Fiscal
investment in KoSiM sent a clear signal to managers and clinical staff that metabolic health was

a priority for the service.

The novel approach of KoSiM training may provide an incentive to participate in metabolic
health training. Motivation to participate in training is usually decided by clinicians’ perceived
needs (262). Many mental health clinicians fail to undertake education in evidence-based
practice due to a lack of motivation (263), and ‘change fatigue’ can be prevalent in health
services (264). By offering training that provided tangible personal benefits, the mental health

service facilitated greater motivation to participate.

KoSiM demonstrated that, despite heavy workloads in busy mental health services, it is possible
to invest in an intervention designed to improve the metabolic health outcomes of people with
SMI. Role modelling of clinicians has been shown to be an important facilitator of lifestyle
change in recipients of care (265). Mental health clinician BMI reductions were mirrored in

people experiencing SMI with whom they worked (260).
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Improving workforce knowledge, attitudes and confidence

The KoSiM qualitative study detailed the improved knowledge, attitudes and confidence of
mental health staff participants in delivering metabolic health interventions to people
experiencing SMI, in line with previously published results from a quantitative study using the
M-BACK tool (133). There is a positive correlation between personal health habits and lifestyle
counselling in professional clinical practice (265, 266, 267, 268). Mental health clinicians have
reported being more likely to promote healthy lifestyles if they feel self-efficacious in their own

health behaviours (218).

Participants described lessons from the KoSiM intervention being transferred into pragmatic
clinical interventions aimed at metabolic health problems in people experiencing SMI. This is an
important finding, given the noted limitations in previous studies of education about physical
health care for people experiencing SMI as to whether reported increases in knowledge translate

to closing theory-practice gaps (236, 237, 239, 247, 249).

The KoSiM intervention was offered to all members of the mental health service. Clinicians
from a variety of professional backgrounds participated in the KoSiM qualitative study and
reported an increase in knowledge and skills around metabolic health care. Education programs
focusing on physical health care in mental health have primarily targeted nurses (207). However,
nurses are just one of several professionals who fulfill the roles of mental health care
coordinators; it is essential to broaden the education approach to incorporate the allied health
professions. The KoSiM qualitative study demonstrated that this style of training intervention is
a well-received and effective mode of education for the multiple professions that work in mental

health services.

Community level
Barriers

People diagnosed with SMI frequently experience disadvantage and discrimination in relation to

the management of their physical health.

114



Disadvantage and discrimination

Health care services for people experiencing SMI are highly fragmented in Australia. The care
needed to manage metabolic health concerns may involve mental health services, primary care
from GPs, general hospital services, community managed organisations and private practice
clinicians, among others. There is often ambiguity about the roles and responsibilities of service

providers regarding metabolic health care for people that experience SMI (269).

Services delivering metabolic health care are often poorly integrated and coordinated (234, 270,
271). There are multiple causes of this disjointed approach. The historical segregation of mental
health and physical health treatment has had a lasting effect, creating a continuing separation of
mental and physical health services (270). Services funded by Australian Commonwealth
agencies and those funded by state agencies may have different priorities, and often rely on

informal collaborations that may contribute to poor communication between services (272).

Stigmatisation of people experiencing SMI occurs across health care and harms physical health
care outcomes (273). The bias people with SMI encounter can be both conscious and
unconscious (274). Diagnostic overshadowing often occurs for this population when seeking
physical health care, because many clinicians do not look beyond mental health symptoms or
diagnoses (216, 275). Diagnostic overshadowing arises from many sources, including low
awareness of physical health issues and therapeutic pessimism. Many clinicians and services lack
awareness of the significantly higher rates and greater severity of metabolic health issues among
people with SMI (2). The belief that positive physical health outcomes are unlikely to be
achieved for people experiencing SMI may lead to therapeutic pessimism amongst individuals

and organisations that subsequently limits attempts to resolve these concerns (273, 276).

Many people with SMI experience significant socioeconomic disadvantage (277). This
disadvantage reduces their equity of access to health services and is an important social
determinant of health. Challenges include lacking the financial resources to purchase services

and the interpersonal skills to navigate options in the health system, and poor local access. These
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factors often result in by health services treating people living with SMI as second-class citizens,

and inability to access services that are available to others (278).

How studies addressed the barriers

The validity and reliability characteristics of the M-BACK questionnaire to assess the
barriers, attitudes, confidence, and knowledge of mental health staff regarding metabolic

health of mental health service users (Ch 4)
Reducing disadvantage and discrimination

To successfully integrate mental and physical health care requires clinicians to have the
appropriate attitudes and skills (233). Education and training have a central role in effective
integration of services for the metabolic health of people experiencing SMI. For example,
training can refute the view that responsibility for metabolic and other physical health resides

solely with other health service providers, such as GPs (242, 244).

Multiple studies have demonstrated that achieving a positive shift in attitudes through training
and education reduces the stigmatisation of people experiencing SMI (69, 249, 279, 280). In
other words, educating health professionals is a means of reducing discrimination and
disadvantage around metabolic health care. This area warrants special attention because
metabolic health conditions are the primary drivers of premature mortality and morbidity in
people experiencing SMI, and are often exacerbated by diagnostic overshadowing and
antipsychotic treatments (49). As such, metabolic health care for people experiencing SMI
requires greater attention. Providing training and education interventions to mental health and
general health professionals should be considered vital to reduce these forms of disadvantage and

discrimination (273, 278).

Research evidence about training and education in the metabolic health care of people with a
SMI is scarce (281). The M-BACK enables succinct, standardised pre- and post-intervention
measurement of the effectiveness of training and education on clinician knowledge, attitudes,
confidence and perceived barriers to metabolic health care. The ability to measure the efficacy of
targeted training programs is essential to determine success and identify where improvements

could be made (282). The M-BACK provides a means to review and compare education and
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training initiatives and then refine their content and delivery to improve physical health service

integration and reduce stigma for people experiencing SMI.
Interrelationships of SEM levels

Overcoming the metabolic health inequalities experienced by people with an SMI is a complex
issue that requires a multi-level approach. Influencing all levels of the SEM in an individual
project is generally considered impractical; however, intervention studies should target at least
two SEM levels of influence, because multi-level interventions are more effective in modifying
behaviour (161). The studies in this project address four of the five levels of the health behaviour
SEM.

For individuals experiencing SMI, the challenges of illness and treatments, together with
environmental contexts, often make it difficult or not feasible to reduce their own metabolic
health risks. Rather than placing sole responsibility on the individual, the SEM emphasises the
need to create conditions and policies on other levels that make it practical, appealing and
affordable to make healthful choices, and then encourage and inform individuals about those

choices. People experiencing SMI need support in facilitating these choices.

Mental health clinicians are well placed to support people experiencing SMI through delivering
and navigating metabolic health interventions. The required upskilling and support of mental
health clinicians requires commitment at an organisational level from mental health services to

provide the training, support and capacity to deliver these services.

Mental health service organisations can never counter all the influences on metabolic health
outcomes of people experiencing SMI. Meeting the metabolic health needs of people with SMI
requires clarity about responsibilities and boundaries of care at the community level. To
effectively improve metabolic health requires collaboration and cooperation between health and

support organisations operating in the community.

The outermost level of the SEM is the public policy level. Although not addressed directly in the

current project, this level is important in that it strongly influences funding and policy decisions,
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and therefore all the other levels of the SEM. For example, if mental health services are to
incorporate additional metabolic health interventions with specialist teams like those that

delivered the KBIM intervention, they will require substantial funding and policy direction.
Strengths and limitations

The studies in this thesis form part of a broader body of work by the members of the KBIM
team. This research is primarily translational in nature and focused on improving metabolic
health care within mental health services. This thesis demonstrates the early steps that have been
taken on a small scale to bring about a change in culture and practice that can improve metabolic

health outcomes for people living with SMI.

My research was conducted as a series of real-world studies; this meant control groups for
comparison were not feasible, and there was a greater risk of unknown confounding influences
than in more constrained (but less realistic) experiments. Implementation science — that is, taking
evidence-based interventions and putting them into practice (283) — is an important part of the
spectrum of research. The research in this project has provided many insights into the
acceptability, feasibility and sustainability of interventions to change mental health service

culture to incorporate metabolic health care.

In this thesis, I do not seek to offer a full solution to the challenge of meeting the metabolic
health needs of people experiencing SMI. Socioecological models stress that there are many
factors that operate within various levels and intersect across levels (161). Although the research
in this thesis address barriers at all levels of the SEM, except for the public policy level of the

SEM, it is not a complete picture of the research required to inform all the levels.

My research work was conducted with both quantitative and qualitative methodologies. The
qualitative research results are not necessarily generalisable to other settings and circumstances,
they can be applicable. The mixed-methods and linking of studies in this research somewhat
addresses the issue of generalisability. A meta-synthesis of qualitative studies with similar

research parameters could better evaluate the generalisability of these qualitative results (284).
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Although elements of co-design were incorporated into the planning and implementation of the
interventions described in my research, this did not occur in a formalised way. Future research

should use co-design research methodology frameworks, in order to avoid this limitation.
Recommendations for policy, practice and research

The findings from the research presented in this thesis enabled the development of multiple

recommendations for policy, practice and research.
Train and educate mental health clinicians in metabolic health screening and prevention

Training in metabolic health screening and prevention work should be instituted in all mental
health services. This training should be mandatory for all clinicians in community care
coordinator (case manager) roles and for inpatient nursing staff. Training should be evidence-
based, such as that described in the upskilling nurses study. Ongoing evaluation of this training
should occur utilising qualitative feedback and a validated measurement tool such as the M-
BACK to enable continued refinement and improvement of training delivery. Researchers should
investigate the longer-term impact of metabolic health training, with particular regard to clinical

practice changes and the impact on health outcomes for people living with SMI.
Screen and offer interventions for all patients with SMI

Metabolic health screening and implementation of lifestyle interventions should be provided and
encouraged for all people with SMI seen by specialist mental health services. Organisational
policies should be evidence-based and clinically relevant, existing treatment guidelines and
frameworks for metabolic health provide such evidence and should be converted into policy. The
benchmarking of metabolic health screening and physical care planning should form part of
service accreditation. The benchmarking process should increase accountability at both the
organisational (mental health service) and interpersonal (clinician) levels. Future researchers
should investigate the impact of metabolic screening with a range of outcome measures
including long-term health outcomes, antipsychotic prescribing patterns, physical health care

planning.
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Integrate physical health service delivery for people experiencing SMI

Determination of who is responsible for aspects of metabolic care, and how it should be
delivered, should be well defined. Funding models should reflect these responsibilities and
promote collaborative care planning. Clear pathways between primary care and mental health
services need to be developed to improve collaborative planning and to reduce fragmentation of
service provision; this should include aligning medical records systems to improve
organisational communication. Stigma reduction training and information in relation to the
heightened risk of physical health conditions in people experiencing SMI should be made easily
accessible throughout the health system. Researchers should explore the impact of training on the
specialist physical health needs of people experiencing SMI. To determine if such training

positively influences attitudes of clinicians in primary care, and hospitals settings.
Incorporate specialist metabolic health care into services providing antipsychotic treatment

Specialist metabolic health care should be incorporated into mental health services to manage the
iatrogenic effects of antipsychotic treatment. Designated specialist clinicians should be funded to
train and support other staff and provide assessments and interventions in mental health
treatment settings. Interventions should be largely individually tailored, but group-based
interventions to foster peer support are also valuable. Evidence based specialised metabolic
health care services should be established within mental health services such as that described in
the KBIM intervention. Research into the constitution of these specialist teams, including the

incorporation of GPs, should continue.
Provide health support programs to clinicians and care providers

Staff health programs, such as the KoSiM program, should be introduced to provide direct
benefits to staff and flow-on benefits to consumers experiencing SMI. Future researchers should
perform fiscal cost—benefit analysis of staff health programs, such as that evaluated in the
KoSiM study. Given carers are generally close to and have influence on people with SMI,
researchers should evaluate health support programs for this group by tailoring the KoSiM

program for this population.
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Conclusion

In this doctoral project, I investigated interventions designed to lower the barriers to better
metabolic health care for people experiencing SMI. My novel findings include practical ways to
remove or lower barriers across multiple levels of the SEM framework. Metabolic health
problems in people experiencing SMI can in part be resolved by the provision of metabolic
health and screening interventions within mental health services. To implement these
interventions, changes in workplace culture and improvements in knowledge, attitudes and
confidence are essential. These goals can be achieved through metabolic health training
workshops and staff-focused lifestyle interventions. The effectiveness of these interventions can
be evaluated with standardised tools. Recommendations for practice and further research include
training and education for mental health staff in metabolic health, policy directives for metabolic
screening and interventions, incorporation of specialised metabolic health intervention teams
within mental health services, funding models that provide clarity of responsibility for different
elements of metabolic health care, and further investigation of lifestyle intervention as a means
of supporting care providers. It is anticipated that the work described herein will help mental
health services to incorporate metabolic health screening and lifestyle interventions and thereby

improve the quality and quantity of the lives of people living with SMI.
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Physical health

Andrew Watkins

Key points

Maintaining physical health is multifaceted and is essential to wellbeing.

Nurses play an important role in assessing, treating and preventing physical health issues.
It is essential to assess and treat mental and physical health issues simultaneously.
Physical health issues are often overlooked when the person has a mental illness.
Partnerships and collaboration are key to improving physical and mental health.

Most premature deaths among people with mental illness are from preventable physical

health issues.

Key terms

Cardiometabolic health
Cardiovascular disease
Metabolic screening
Metabolic syndrome
Nutrition

Obesity

Obstructive sleep apnoea
Oral health

Physical activity

Premature mortality
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Sexual health

Type 2 diabetes

Learning outcomes

The material in this chapter will assist you to:

recognise the relationship between mental health and physical health

identify the physical health issues that are commonly experienced by people with mental
illness

develop an understanding of the experience of people with both physical and mental health

1ssues

describe the nurse's role in assessing physical health

describe interventions for improving the physical health of people with mental illness
explain the importance of assessing physical health

implement nursing interventions relevant to physical health issues identified.

Introduction

People living with mental illness experience much poorer physical health outcomes compared

with the general population. A life expectancy gap of more than 20 years was first shown in

consumers with severe mental illness (SMI) such as schizophrenia and bipolar disorder. Now

there is clear evidence that individuals across the range of mental disorders have a significantly

reduced life expectancy compared with the general population (Firth et al. 2019). In contrast with

the commonly held misconception, nearly four in every five of these premature deaths are

associated with preventable physical health conditions and not suicide (Correll et al. 2017).
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There is a multitude of reasons for high levels of physical morbidity among people with mental
illness. Many of the psychotropic medications prescribed to people with SMI are associated with
adverse effects on physical health, including weight gain and endocrine changes. In addition, the
symptoms of many mental illnesses, like the negative symptoms of schizophrenia, can contribute
to withdrawal, isolation and increased likelihood of living a sedentary lifestyle. The Australian
National Psychosis survey identified that one in three people with SMI were sedentary and the
large majority of the remaining two-thirds engaged in low levels of physical activity (Morgan
et al. 2012). People with SMI also have greater susceptibility to other risk factors for chronic
illness, including poverty, smoking, alcohol and drug use, homelessness, unemployment, dental
disease, sexually transmitted infections, sleep disorders, and a poor-quality diet (Hayes et al.
2017; Jones et al. 2014; Tanskanen et al. 2018).

The World Health Organization (WHO) describes mental health as ‘a state of well-being in
which every individual realises his or her own potential, can cope with the normal stresses of
life, can work productively and fruitfully, and is able to make a contribution to her or his

community’ (WHO 2013, p. 38). WHO also acknowledges a universal right to health that

includes the right to control one's health and body, to be free from interference, also including

the right to a system of health protection that gives everyone an equal opportunity to enjoy the
highest attainable level of health (WHO 2008). Historically, the physical health care of people
with mental illness has been neglected (Thornicroft 2011). In both Australia and New Zealand
mental health commissions have made clear calls for the physical health of mental health
consumers to be better addressed (Mental Health Commission New Zealand 2012; National
Mental Health Commission 2013). In both countries Equally Well has been established with the

primary purpose of taking initiatives and creating change to achieve physical health equity for
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people experiencing mental health issues. Nurses are well placed to take the lead in ensuring that

people with mental illness have their physical health needs considered and adequately addressed

from the initial assessment and right through a person's mental health journey. It is therefore vital

that nurses practice in a holistic way that incorporates physical health care by ‘keeping the body

in mind’.

It is beyond the scope of this chapter to address all the physical illnesses that are experienced by
people with mental illness. The authors have therefore chosen to focus on physical health issues
that negatively impact on life expectancy, which are most prevalent, and those that most
markedly affect wellbeing and quality of life. Factors contributing to physical health risks are
shown in Fig. 18.1. This chapter will discuss metabolic syndrome, diabetes, cardiovascular
disease, respiratory diseases, oral health, sleep and sexual health. These physical health issues
require action, and we believe nurses are well positioned to make a difference to the current

trends.

Physical health neglect in the mental health system

People with comorbid serious mental and physical illness frequently fall through the gaps
between physical and mental health care systems (Lawrence et al. 2013). The health care systems
in Australia and New Zealand are often divided between services for physical and mental health
care, with a lack of integration. In mental health care systems, clinicians may focus on symptoms
of mental illness often to the detriment of other health issues, a phenomenon referred to as
‘diagnostic overshadowing’ (Thornicroft 2011). Physical health symptoms regularly go
unnoticed or are not addressed, even when people with mental illness report them to health

professionals (Galletly et al. 2012). Often nurses and others working in mental health do not
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consider addressing physical health issues as fundamental to their duty of care or lack the
confidence to undertake a physical assessment. In the wider health system, there is often a lack
of confidence in working with people who have mental illness. Many services such as medical
specialists and allied health services are commonly financially unavailable to this population.
Any of these issues can form an extremely challenging obstacle to care for people with complex
chronic comorbid conditions such as schizophrenia and diabetes. Therefore, this very vulnerable
population can be marginalised from health services that are a human right and essential to
attaining wellbeing.

Access and availability are not the only barriers to good health faced by people with SMI. The
higher rate of physical illness among people with SMI not only leads to a much shorter life
expectancy but also causes a secondary effect of ongoing physical illness on top of a mental
illness such as schizophrenia and diabetes. These comorbidities increase the challenge of people
being able to actively participate in the workforce and create an increased risk of poverty and
welfare dependency. Despite having much higher rates of morbidity than most others in the
community, people with SMI are less likely to have their physical health needs met (Morgan
et al. 2012). A comorbid physical health issue can put extra demands on family, friends and
carers of people with mental illness by expanding this role to include physical health care.

Metabolic syndrome

Obesity is associated with metabolic syndrome, which is a clustering of abnormalities that results
in an increased risk of developing type 2 diabetes mellitus and cardiovascular disease (CVD)
(Alberti et al. 2005). Metabolic syndrome includes a cluster of abnormal clinical and metabolic
findings that are predictive for CVD (Kaur 2014).These abnormal findings include visceral

adiposity, insulin resistance, increased blood pressure, elevated triglyceride levels and low-level
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high-density lipoprotein (HDL) cholesterol levels (Alberti et al. 2005). The complications of
metabolic syndrome involve multiple body systems including the cardiovascular, hepatic,
endocrine and central nervous systems. Meeting the criteria for metabolic syndrome causes a
fivefold increase in the risk of developing type 2 diabetes and twofold increase in the risk of
developing CVD over the next 5-10 years (Kaur 2014). Assertive intervention is therefore
required when metabolic syndrome risk factors are present.

According to the 2010 National Survey of People Living with Psychotic Illness in Australia,
of more than 1,800 people aged 1865, three-quarters were overweight or obese, around half had
hypertension, 50% had an abnormal lipid profile with low HDL-cholesterol and/or elevated
triglycerides, and one in three had elevated fasting glucose level (Galletly et al. 2012). More than
half of the people surveyed met criteria for metabolic syndrome (see Table 18.1), a rate two to
three times higher than the general population (Morgan et al. 2012). In New Zealand, mental
health service users also have higher prevalence of severe chronic physical conditions and an

age-adjusted mortality rate twice the rate of the general population, but evidence gaps around

Maori and Pacific Islander groups remain (Cunningham et al. 2014; Lockett et al. 2017; Scott

et al. 2006).

People with SMI have much higher rates of obesity and abdominal obesity in comparison with
the general population. This occurs even in the early phase of illness with or without medication
(Correll et al. 2009). Similarly, to the general population obesity in people with SMI is
associated with lifestyle factors such as a poor diet and lack of physical activity (Hjorth et al.
2014). There are a number of mental illness—related features such as sedation, amotivation and

disorganisation that exacerbate the likelihood of negative lifestyle factors that promote weight

150



gain (Cimo & Dewa 2018). There is also evidence of medication-induced effects on appetite and
food intake (Cuerda et al. 2014).

Weight gain is a well-established side effect of antipsychotic medications. It is most
pronounced at the beginning of treatment and generally continues with long periods of treatment
(Alvarez-Jiménez et al. 2008). Mental health consumers identify weight gain as the most
common distressing antipsychotic side effect (Cooper & Reynolds 2016). Weight gain is usually
greatest with clozapine and olanzapine, while quetiapine, risperidone and paliperidone cause a
more moderate gain (Bak et al. 2014). Aripiprazole, asenapine and ziprasidone are likely to
cause less weight gain (Bak et al. 2014). Without interventions all antipsychotic medications
have been found to result in significant weight gain when they are first initiated (De Hert et al.
2011). The Healthy Active Lives declaration (see Box 18.1) sets out standards of physical health
expectations for people newly diagnosed with a psychotic illness. This important declaration and
the algorithm will help nurses to integrate mind and body nursing care.

Screening for metabolic health

In order to identify metabolic syndrome and allow for early treatment it is vital to screen for the
presence of factors that increase the risk of CVD and type 2 diabetes (Gates et al. 2015).

Screening for metabolic syndrome is well within the scope of nurses and should be viewed as an

essential activity. Metabolic screening involves taking a person's blood pressure, height and

weight, and calculating body mass index (Cooper & Reynolds 2016). The best indicator of
metabolic health is waist circumference, and this is the most important measure to screen (Curtis
et al. 2012). In addition to these measures, fasting lipids and glucose completes the metabolic

screening process (Cooper & Reynolds 2016). Screening should occur every 3 months, with the

exception of when someone is starting a new medication or if there are concerns about a person's
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health (Curtis et al. 2012). More details about how to undertake a metabolic screen are provided

in Box 18.2.

Diabetes

Type 2 diabetes is a progressive condition in which the body becomes resistant to the normal
effects of insulin and/or gradually loses the capacity to produce enough insulin in the pancreas
(Rathmann et al. 2015). Type 2 diabetes greatly increases the risk of CVD, renal failure,
amputation and blindness, lowering life expectancy by 10 or more years (Gordon-Dseagu et al.
2015). The prevalence of type 2 diabetes in people with schizophrenia as well as in people with
bipolar disorder is two to three times higher than in the general population (Stubbs et al. 2015).
The risk of type 2 diabetes in people with anxiety depression or depressive symptoms is also
elevated compared with those without depression (Hasan et al. 2014; Smith et al. 2018).

There are a multitude of reasons for the elevated risk of type 2 diabetes among people with
SMLI, including lifestyle factors, genetic predisposition and disease- and treatment-specific
effects (Stubbs et al. 2015). Antipsychotic medications carry an increased risk of developing type
2 diabetes, with olanzapine and clozapine particularly noted as carrying an increased risk (Holt
& Mitchell 2014).

Despite a high prevalence of type 2 diabetes among people with SMI, screening rates remain
low. This leads to prolonged periods of raised blood glucose levels, hastening the negative
consequences associated with type 2 diabetes (Holt & Mitchell 2014). Once diagnosed, people
with SMI are more likely to be suboptimally treated and have poor glycaemic control (Galletly
et al. 2012). Even when young, after being diagnosed with type 2 diabetes people with SMI

experience a rapid decline in health and premature death (Ribe et al. 2014).
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Consumer's story 18.1 Judy

I started taking olanzapine in mid-2008 when I was 20 years old, and within 4 months I had

gained over 20 kg! I was shocked. I was starting to recover from a serious episode of psychosis,

but I became fat so quickly. I didn't feel at all comfortable with my new body shape and started

to avoid people because I was ashamed. I found myself being very hungry nearly all of the time

and craving food that was fatty and sugary. No one mentioned to me anything about the fact that

I'd feel this hungry or put on this much weight.

Over the next few years I tried to lose the weight I had put on, but I couldn't seem to shift it. In

fact, I continued to gain weight, although at a slower rate. In 3 years I put on another 15 kg. This

was something that was very strange for me, I'd always been a fit and healthy person, and at that

point I'd hit 105 kg, a far cry from the 68 kg I was prior to starting medication. I become

resigned to the fact that I was going to be fat and there was nothing I could do about it.
I then met a mental health nurse who spoke to me about what my goals in life were. I had

already got back into the workforce full time, so I told her that it was my physical health I

wanted to work on. She told me that she'd be very happy to help and measured my weight, took

my waist measurement and blood pressure and organised for a blood test. Together we looked at
areas that could be improved and she assisted me to find out information on what were the best
exercises to do and how I could improve my diet.

My blood test came back and showed a higher than normal cholesterol level. This really had
me concerned and I expressed this to my nurse — [ was worried that this was going to kill me.
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She told me that sometimes medications could cause these problems in addition to weight gain.

She reassured me that it was possible to make changes to my health, even though things I'd tried

in the past had not worked. She came with me to my next doctor's appointment and helped

advocate for a change in medication. The doctor agreed and switched me to aripiprazole.

My nurse then suggested we work on some goals that were short term. We started with trying
to stop my weight gain and then developed more goals that increased my fitness levels and
improved my nutritional intake. I started to find that I could lose weight. I found this support and
encouragement gave me a lot of motivation where I had previously given up.

Two and a half years later [ have managed to take off all of that weight and am now about the
same as [ was before I started seeing mental health services. I feel so much happier and have lots
more energy now. My cholesterol has returned to normal and I am not feeling burdened by

physical health issues like I was.

Critical thinking challenge 18.1
Imagine you have just gained 20 kg in the past 2 months. Most of the weight gain is around your
abdomen. How would you feel?

Consider your current lifestyle. What changes to your life would occur?

Imagine now that you have also been diagnosed with a psychotic disorder. What changes to
your life would occur? How might your psychosis and weight gain affect your self-esteem? What
might that do to your ability to recover? Would you continue to take medication if you thought

that it caused you significant weight gain? Why or why not?
154



Cardiovascular disease

The term ‘cardiovascular disease’ refers to any disease that affects the heart and blood vessels
(Langan & Smith 2014). Coronary heart disease and cerebrovascular disease are the primary
components of CVD (Schoepf et al. 2014). The major risk factors for CVD are smoking, obesity,
hypertension, raised blood cholesterol and type 2 diabetes (Todd et al. 2014). Other factors that
increase the risk include genetic factors, an unhealthy diet, physical inactivity and low
socioeconomic status (Ignaszewski et al. 2015).

CVD is the most common cause of death in people with SMI, with prevalence rates
approximately twice that of the general population (Correll et al. 2017). In younger people with
SMI, CVD rates are three times higher when compared with matched controls (Ringen et al.
2014). People with SMI have significantly higher rates of several of the modifiable risk factors
when compared with controls; they are more likely to be overweight or obese, to have type 2
diabetes, hypertension or dyslipidaemia and to smoke (Stubbs et al. 2015).

Despite the high CVD mortality among people with SMI, they receive less of many
specialised interventions or circulatory medications (De Hert et al. 2011). Evidence suggests that
people with schizophrenia are not being adequately screened and treated for dyslipidaemia and
hypertension (Galletly et al. 2012). Depression is also noted as being an independent risk factor
for worsening morbidity and mortality in coronary heart disease (Lichtman et al. 2014).

People with SMI have considerably lower rates of surgical interventions such as stenting and
coronary artery bypass grafting (Mather et al. 2014). This poorer quality of medical care

contributes to excess mortality for people with SMI after heart failure (Schoepf et al. 2014). An
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additional significant barrier is the low level of care sought by people with SMI, even during
acute cardiovascular events (Reininghaus et al. 2015).

In addition to weight gain and obesity-related mechanisms, there appears to be a direct effect
of antipsychotics that contributes to the worsening of CVD risk (Bak et al. 2014). Type 2
diabetes antagonism can be caused by antipsychotics having a direct effect on developing insulin
resistance (Stubbs et al. 2015). Higher antipsychotic doses predict greater risk of mortality from

coronary heart disease and cerebrovascular incidents (Lin et al. 2014). Most antipsychotics and

some antidepressants are associated with a change in the heart's electrical cycle known as QTc

prolongation (Erlangsen et al. 2017). A prolonged QTc puts a patient at significant risk of
torsade de pointes, ventricular fibrillation and sudden cardiac death (Glassman & Bigger Jr

2014).

Critical thinking challenge 18.2

Who should be responsible for screening and intervention of physical health problems in people
with SMI? Consider the registered nurses’ scope of practice, competencies and code of
professional conduct. How do these standards influence your thoughts and actions on

responsibility?

Management of cardiometabolic health

While screening for metabolic health is important, it serves little benefit if no action is taken

after problems are identified. It is vital that nurses ‘don't just screen but intervene’ for metabolic

health (Watkins 2014). At the centre of managing cardiometabolic health is lifestyle
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interventions. Nurses are well positioned to advise, encourage and implement lifestyle

interventions around tobacco cessation (see Nurse's story 18.1), physical activity and healthy

nutrition. People with SMI can benefit enormously from even small lifestyle changes. A positive
cardiometabolic health algorithm has been developed to help guide clinicians in managing the

leading causes of mortality of people with SMI (Curtis et al. 2012). See Fig. 18.2

Critical thinking challenge 18.3

Consider the HeAL declaration (Box 18.1) then use the cardiometabolic algorithm in Fig. 18.2
and the screening for metabolic health information in Box 18.2 to develop a nursing care plan for
a young person who has just started taking antipsychotic medications. What information do you
need to tailor the plan to the individual? How will you get this information? What do you

consider most important? Why?

Core nursing interventions
Tobacco-related illness and smoking cessation

Very high smoking rates are observed among people with SMI. Two in three people with mental
illness are tobacco smokers compared with less than 13% of the general Australian population
(Galletly et al. 2012; Morgan et al. 2012; 2013). People with mental illness also smoke more
cigarettes per day and inhale more deeply than other smokers, achieving higher blood levels of
nicotine than smokers without SMIs (Riither et al. 2014).

Tobacco-related diseases made up approximately half of total deaths seen in people with SMI,

and tobacco use represents the highest single factor that contributes to premature death (Brown
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et al. 2010; Callaghan et al. 2014). The high smoking rates among people with SMI increases
their risk of developing cancer and respiratory diseases. Tobacco smoking may be particularly
problematic because it amplifies the increased risk of CVD alongside the centralised weight gain
associated with using atypical antipsychotic medications (Gartner & Hall 2015).

The high rate of smoking among people with SMI can be attributed to a high smoking take-up
rate that occurs early in life, often before a mental health diagnosis, combined with fewer and
less successful quit attempts (Myles et al. 2012, Smith et al. 2014). Addressing tobacco use in
people with SMI is a major clinical and public health issue. There is also evidence of positive
neurocognitive effects from cigarette smoking in people with schizophrenia, which is linked to
stimulation of nicotine receptors (Wing et al. 2012). However, studies have shown improvements
in depressed mood when transdermal nicotine patches are used (Mineur & Picciotto 2010).
Despite evidence showing positive neurocognitive effects, addressing tobacco use in people with
SMI is a major clinical and public health issue, and there is limited clinical attention devoted to
tobacco use in these groups (Callaghan et al. 2014).

There is a common misconception that people with SMI do not wish to quit smoking (Lum
et al. 2018). Despite this misconception, there is a strong interest in smoking cessation in people
with SMI who are motivated for the same reasons as other smokers — to improve their health
(Aschbrenner et al. 2015; Morgan et al. 2012). An additional motivation to quit is the substantial
financial cost of cigarette smoking for people who often have very low incomes, largely derived
from social welfare (Ashton et al. 2013).

Smoking cessation can be successfully delivered within mental health programs for both adult
and youth populations successfully (Curtis et al. 2018; Gilbody et al. 2015). Substantial mental

health benefits can be gained from quitting smoking, including reduced symptoms of depression
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and anxiety (Taylor et al. 2014). Symptoms of mental illness do not appear to deteriorate after
quitting smoking (Riither et al. 2014).

Nurses can play a vital role in smoking cessation, influencing tobacco-related mortality.
People with SMI are likely to experience more severe withdrawal symptoms compared with the
general population and require extra support during cessation attempts (Riither et al. 2014). It is
important to realise that people with SMI respond to smoking cessation treatment as well as the
general population in the short term, although they generally have worse long-term outcomes

(Peckham et al. 2017).

A person's current smoking status, nicotine dependency and previous quit attempts should be

assessed. Assessing nicotine dependency will help predict the level of withdrawal symptoms the
patient is likely to experience upon quitting. Smoking cessation is best initiated when a person is
in a stable mental state (Riither et al. 2014). Consumers should be thoroughly informed on the
processes that assist quitting smoking, enabling the person to formulate their individual quit plan
and take ownership of their own quit attempt. Involvement in their quit attempt gives people the
best chance of quitting successfully (Peckham et al. 2017).

A person should be supported in their quit plan with cessation counselling that includes advice
about what to expect with withdrawal symptoms (e.g. depression and restlessness) and how to
cope when these symptoms arise (Gartner & Hall 2015). Pharmacological support should be
offered and could include nicotine replacement therapy or bupropion when there is even mild
tobacco dependence (Riither et al. 2014). Ceasing tobacco use can affect the way some
medications (e.g. olanzapine, clozapine) are metabolised (Peckham et al. 2017). This should not
be an impediment to encouraging quitting but requires careful monitoring for potential increases

in side effects from psychiatric medication (Riither et al. 2014).
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Along with approaches to illicit drug use, advice on smoking to people with SMIs should also
include advice on harm reduction (Gartner & Hall 2015) — for example, reducing the frequency
or strength of cigarettes or switching to alternative methods of nicotine delivery (Riither et al.
2014). This advice is especially relevant for people with SMI who are not yet ready to quit
smoking or have faced significant challenges in past quit attempts (Peckham et al. 2017).

Factors such as socioeconomic disadvantage and cognitive impairment are common for people
with SMI (Lum et al. 2018). When combined with an absence of social support for abstinence
from family and peers, some people will find quitting smoking much more difficult (Gartner &
Hall 2015). In some people with schizophrenia, nicotine may be used as self-medication to
reduce the negative symptoms of their illness, improve their cognition or ease the side effects
caused by antipsychotic medication (Lucatch et al. 2018).

Alongside smoking cessation, exercise should be promoted among people with schizophrenia
to combat weight gain and increased metabolic risk. Nurses should carefully monitor patients’
medication and fluctuations in weight for a minimum of 6 months after quitting smoking

(Gartner & Hall 2015). Helpful advice and support is available via government websites in

Australia (www.quitnow.gov.au) and in New Zealand (www.quit.org.nz).

Nurse's story 18.1 Malcolm

Malcolm has been a nurse for 27 years and now works on an acute inpatient mental health unit.
He has been leading a project to help people admitted to the mental health unit in dealing with

smoking withdrawal and encouraging them to quit.
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‘When [ first started working as a nurse in mental health, I was a smoker. The senior nurses I
was working with at the time told me that a great way to build a relationship with the patients on
the unit was to chat to them while we were all having a smoke.’

Malcolm ceased smoking 15 years ago after witnessing his aunt dying from lung cancer.

‘I saw what my aunty was going through and it was horrible. She was in so much pain and

distress. I decided at that time I needed to quit for my health. So, I quit. It wasn't easy at all,

especially being around people smoking while I was at work. I persisted though and my health
has improved out of sight.’

Malcolm decided he wanted to support the patients he was working with to experience the
same benefits that he gained after quitting smoking. When he heard about the smoking ban in
mental health units, he thought it was an ideal opportunity.

‘I thought to myself: if they are not allowed to smoke while they are on the unit, they may as

well use it as a launching pad to quit smoking. The worst part of nicotine withdrawal is the first

couple of days, so it would make sense if they could make it through that, why couldn't they quit

altogether? So, I got myself skilled up on withdrawal symptoms from nicotine and learnt how to
adequately prescribe nicotine replacement therapy.’

As Malcolm built up the intervention, other nurses took an interest and became involved with
the program. This led to a much more comprehensive approach to addressing smoking and not
just when Malcolm was on shift.

‘The key to the intervention was giving patients who were in nicotine withdrawal support.

Nicotine replacement therapy doesn't completely stop the cravings, and talking to patients about

how they are going with the withdrawal was really helpful.’
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The program has become quite a success, with many people successfully quitting and not
taking the habit up again. Malcolm and the program have also been recognised with awards.

‘Just banning smoking is cruel but giving people “smoking leave” from the unit would just

restart the withdrawal process again. What's the point in making people withdraw if there is no

benefit for the person in the end? What we found was that many people actually wanted to quit
and had found it really hard in the past. No one likes withdrawal symptoms, but in hindsight they

were often very thankful that we supported them to actually start the quitting process properly.’

Critical thinking challenge 18.4

Discuss the following question: ‘People with mental illness don't have much enjoyment in life,

so why would you want to take another enjoyment away and encourage them to quit cigarettes?’

Nutrition

Nutritional therapy in mental health treatment is a rapidly growing area in both the academic and
clinical fields, with experts calling for nutritional medicine to be mainstream in mental health
services (Sarris et al. 2015). People experiencing SMI have poorer diets when compared with the
general population (Firth et al. 2018). This is a significant and, importantly, a modifiable factor
that contributes to severe weight gain, subsequent poor cardiometabolic health and mortality gap

in this population.
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People with SMI commonly have diets lower in fruit and fibre and higher in saturated fat
compared with the general population (Teasdale et al. 2019). Studies that assessed caloric intake
found higher intakes in those with SMI (Firth et al. 2018), while evidence also demonstrated that
the diets of those with SMI are lower in vegetable, legumes and dairy (Teasdale et al. 2019).

People receiving antipsychotic therapy commonly complain of significantly increased hunger
and an inability to sense satiety (feeling full), particularly on clozapine and olanzapine (Kraus
et al. 2014). These medications can affect ghrelin and leptin hormones, which regulate hunger
and satiety (Potvin et al. 2015). The highest increases in leptin levels are seen in patients using
antipsychotics that produce the most weight gain (Kraus et al. 2014).

Combining these factors with constant cravings for sugary or processed oily foods, low food
preparation skills, low levels of motivation and often-restricted budgets provides a potent mix for
weight gain and poor metabolic health. Additionally low mood and depression can also lead to
overeating and ‘comfort’ eating (de Wit et al. 2015). Furthermore, people with SMI have lower
basal metabolic rate than the general population, contributing to rapid weight gain (Cuerda et al.
2013). Additional dietary considerations for this population include fast-eating syndrome,
disordered eating habits such as only eating one main meal per day, constipation and higher
levels of dental and coeliac disease (Teasdale et al. 2017).

Given these dietary patterns and nutritional side effects, interventions that aim to reduce
caloric intake and improve diet quality by increasing core foods and reducing discretionary foods
can be seen as key factors in improving the physical health of those with SMI. Core foods in
Australia reflect the five food groups: (1) vegetables, (2) fruit, (3) milk, cheese, yoghurt and
alternatives, (4) lean meat, fish, poultry, eggs, seeds and nuts, and (5) grains, with some healthy

oils such as olive oil. Discretionary foods reflect those that are high in energy
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(kilojoules/calories) and low in nutrients and are generally highly processed and refined foods
(National Health and Medical Research Council 2013). Evidence has emerged demonstrating
that people following a higher quality diet have better mental health, while those whose diet
quality is lower have poorer psychological functioning (Begdache et al. 2019).

An alternative dietary pattern shown to be beneficial for mental health by preventing and/or
reducing depressive symptoms is the Mediterranean diet (Parletta et al. 2019). The
Mediterranean diet focuses on fruits and vegetables, fish, nuts/seeds, wholegrains, legumes, olive
oil, feta cheese and moderate intakes of red wine, particularly with meals. In addition to
improvements in mental health, this pattern of eating is protective for both type 2 diabetes and
CVD (Estruch et al. 2013).

Key nutrients of concern in SMI include caffeine, omega-3 fatty-acids, folate and magnesium.
Caffeine overconsumption is common in patients experiencing schizophrenia — they are twice as
likely to consume more than 200 mg (2 cups of coffee) per day (Teasdale et al. 2019). There is
currently no acceptable daily intake value for caffeine in Australia; however, a review performed
by Food Standards Australia New Zealand suggests increased risk of anxiety at 95 mg (one cup
of coffee or two cans of cola) per day for children and 210 mg for adults (Smith et al. 2000).
Low levels of omega-3 fatty-acids, folate and magnesium have been linked with depression, with
increased intake (oral or supplemented) proving to be an effective part of treatment (Casper
2011; Forsyth et al. 2012).

Nutrition interventions in people with SMI to date have generally been scarce; however,
studies have demonstrated that nutrition interventions in both early intervention and longer term
illness have reduced health risks (Teasdale et al. 2016; 2017). Although future studies need to

assess the long-term impacts on anthropometric, biochemical and lifestyle (nutrition and
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exercise) measures, as well as quality of life, mental health symptomatology and readmission
rates, there is enough evidence to support the use of nutrition interventions in combination with
exercise as core components of mental health services.

Nutritional advice and support should be integrated into routine nursing care. When providing
nutrition interventions it is crucial to provide both educational and practical components to
ensure adequate knowledge but to also improve shopping, label reading, food safety and culinary
(food preparation) skills. With patients particularly vulnerable to increased hunger, reduced
satiety and cravings for high caloric convenience foods and drinks with little nutritional value,
mindfulness-based activities may also prove to be an adjunctive intervention.

Physical activity

Physical activity can be defined as any bodily movement produced by skeletal muscle resulting
in an increased energy expenditure. The term ‘physical activity’ encompasses both structured
forms of activity such as exercise and unstructured forms such as incidental activity. People
experiencing mental illness are known to be less physically active than the general population
and engage in prolonged periods of sedentary behaviour (Schuch et al. 2017; Stubbs et al. 2016).
Low levels of physical activity are an established risk factor for cardiometabolic dysfunction
including diabetes and obesity. In addition to low levels of physical activity, people with mental
illness have poorer cardiorespiratory fitness in comparison with the general population, which is
an established risk factor for all-cause mortality and morbidity (Bort-Roig et al. 2019). Given the
high rates of premature mortality linked to preventable CVD within this population, evidence-
based physical activity interventions aimed at reducing sedentary time, increasing overall activity
and increasing moderate—vigorous physical activity participation should be considered part of

routine care for people living with mental illness (Vancampfort et al. 2015b).
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Physical activity and exercise have been shown to have beneficial effects on psychiatric
symptomatology regardless of diagnosis, while a growing body of research has reported on the
benefits of exercise for improving cognition (Sommer & Kahn 2015). Longitudinal studies have
also highlighted the bidirectional relationship between activity and depressive symptoms (Pinto
Pereira et al. 2014), with evidence of a protective effect of being physically active (Mammen &
Faulkner 2013; Pinto Pereira et al. 2014).

Evidence-based strategies to increase physical activity among people with mental illness
include behavioural techniques such as motivational interviewing, face-to-face and group-based
exercise sessions (Rosenbaum et al. 2014). In addition structured exercise prescriptions and
individualised interventions reflect individual variations in mood, motivation and access to
facilities and resources (Lederman et al. 2017). Exercise is not a one-size-fits-all intervention,
and a range of individual factors should be considered when developing individualised exercise
interventions. Aside from physical limitations, factors to be considered are severity of psychiatric
symptomatology, previous exercise history, motivation and access to services or facilities that
may affect the modality and intensity of exercise that individuals are able to undertake (Stubbs
etal. 2017).

Exercise is a structured subset of physical activity, and exercise prescriptions are typically
described according to the ‘FITT’ principle (frequency, intensity, time and type) while
incorporating appropriate goal-setting strategies. The International Organization of Physical
Therapists in Mental Health (IOPTMH) recommends that adults aim for 150 minutes per week of
moderate intensity physical activity or 75 minutes of moderate—vigorous activity in addition to
muscle strengthening activities on at least 2 days per week (Vancampfort et al. 2012). Further,

the IOPTMH advocates that patients should avoid physical inactivity, noting that some level of

166



physical activity regardless of intensity is better than none (Vancampfort et al. 2012). People
with SMI should be supported and encouraged to adhere to physical activity recommendations;
however, there is growing consensus that such recommendations may be aspirational and
unrealistic for many people living with SMI. Positive messaging around pragmatic goals such as
breaking up sitting time throughout the day and aiming to increase short-duration walking should
be routinely promoted (Vancampfort et al. 2015a; 2015b). Mental health nurses are well
positioned to provide exercise advice and physical activity counselling to mental health
consumers (Happell et al. 2014; Stanton et al. 2015). Examples of pragmatic interventions
include using objective monitoring devices such as pedometers (or commercially available
accelerometers), individualised advice on ways to accumulate greater light physical activity such
as rising from a chair and moving during television commercial breaks or adding 5-minute walks
at structured and specified points throughout the day. This may include, for example, taking less
direct routes while walking to dining rooms within inpatient facilities (Vancampfort et al.
2015b). Although such limited interventions may appear trivial, encouraging small and
incremental changes may better position sedentary people with SMI to transition to brief bouts of
moderate intensity activity that will help them to achieve guideline-specified targets.

Respiratory diseases

Respiratory diseases were the leading cause of death in psychiatric institutions up until the 1970s
(Brown 1997). Today, respiratory diseases are still more prevalent in people with SMI, with
approximately one in three people having either restrictive or obstructive lung disease, a rate
double the general population prevalence rate (Partti et al. 2015). The likelihood of developing
pneumonia is also considerably raised (Partti et al. 2015). Not only are these conditions far more

common in people experiencing SMI but they are more likely to lead to mortality (Schoepf et al.
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2014). Tobacco smoking is closely associated with an increased risk of respiratory diseases and,
in particular, influences chronic obstructive pulmonary disorder in its development and
progression as well as mixed forms of asthma (Schoepf et al. 2014).

Respiratory assessment is an essential component of a physical health assessment and nurses
should be vigilant and maintain regular and timely screening for respiratory conditions.
Additional support and referral may be required, with consideration given to modifiable risk
factors such as tobacco smoking, which is closely linked to increased cardiometabolic health risk
factors. Physical activity should be promoted, since it might delay decline in lung function
(Gartner & Hall 2015). Influenza is a potentially manageable public health issue that can lead to
serious respiratory disease and death. Routine influenza vaccination should be encouraged
among people with SMI (Partti et al. 2015). Information about influenza vaccination is readily

available on government websites in Australia (www.flusmart.org.au) and in New Zealand

(www.influenza.org.nz), and nurses need to ensure patients who they work with are vaccinated.

Critical thinking challenge 18.5
You are a nurse working on a busy acute mental health unit who is aware of the importance of
influenza vaccination. What strategies could you develop to improve the vaccination rates of the

staff and patients on the unit?

Case study 18.1 ‘Keeping the Body in Mind’

The Early Psychosis Program is located at the Bondi Centre in Sydney. It works with young
people between the ages of 15 and 25 in the early stages of psychotic illness. The team works
with an interdisciplinary model within a community mental health service.
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Nurses working with young people experiencing their first episode of psychosis at the Bondi
Centre were extremely concerned that, while atypical antipsychotic medications were successful
in alleviating people of many of the troubling symptoms of mental illness, they also appeared to
be correlated with rapid weight gain and subsequent longer term risks of diabetes and heart
disease.

‘We responded to these alarms by developing an assessment tool to measure changes in
weight and other metabolic abnormalities. What we found was that young people were all too

commonly putting on 10-20 kg and sometimes more within their first year with the service and

that alterations in a person's metabolic health deteriorated rapidly with this weight gain. These

issues included elevated cholesterol and hypertension. Blood glucose levels in the body may
become raised, putting these young people at much higher risk of developing diabetes.’
Nursing staff also noticed that the young people were experiencing increased rates of stigma
and poor self-esteem. This was like a ‘double whammy’ because a young person who was
dealing with a new mental health diagnosis, and the fact that they have to take psychiatric
medication was also trying to deal with transformations to their body image. This affected their

personal lives, impacting on work, study and socialisation.

‘We realised that just assessing people s health was inadequate. We actually needed to make a

difference and so we adopted a mantra of ‘don t just screen, intervene’.

Working in conjunction with a multidisciplinary team, nursing staff established a number of
lifestyle interventions and a program called ‘Keeping the Body in Mind’ (KBIM). This program
aimed to prevent weight gain and the accompanying deterioration in metabolic health that might
in future lead to heart disease and diabetes. The program is coordinated by a clinical nurse

consultant and utilises an exercise physiologist, a dietitian and a peer support worker. The
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lifestyle intervention program encompasses three elements including health coaching, dietetic

support and a supervised exercise program, which are delivered with an interconnected approach.

Each participant's intervention program is tailored to suit the individual.

The program was recently evaluated in a controlled study comparing it against another early
psychosis service. The KBIM program was compared against a similar early psychosis program

in Sydney, with the exception of the metabolic intervention. Participants in the KBIM group

were provided 12-week individualised lifestyle program, while the comparison group (n = 12)

received standard care. The evaluation study established that the KBIM group had considerably
less weight gain at 12 weeks (an average of 1.8 kg over 12 weeks) compared with standard care
(an average of 7.8 kg). Only 13% per cent of the intervention group experienced clinically
significant weight gain (greater than 7% of baseline weight) compared with 75% in the non-
intervention group.

Source: Curtis et al. 2015

Oral health

Oral health is integral to general health and essential for wellbeing. It influences eating, physical
appearance, speech and other social and psychological factors (Moore et al. 2015). Oral health
issues include hygiene, dental caries (cavities), periodontal disease, dental trauma and oral
cancers (Kisely et al. 2011). Oral health also plays a vital role in cardiometabolic health, with
periodontal disease increasing the risk of type 2 diabetes, coronary heart disease and stroke
(Moore et al. 2015). People with SMI experience markedly higher rates of oral health problems

compared with the general population (McKibbin et al. 2015). The reasons that this population
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have poorer oral health outcomes in comparison with the general population are multifaceted
(Tang et al. 2015). Many psychotropic medications can reduce the amount of saliva the mouth
produces, leading to a dry mouth or xerostomia (McKibbin et al. 2015). Xerostomia is associated
with an increase in periodontal disease (Moore et al. 2015). Symptoms of mental illness such as
depression, amotivation and cognitive impairment can lead to an apathy around dental hygiene,
and considerably lower rates of regular teeth brushing and flossing is observed in people with
SMI (McKibbin et al. 2015). People with SMI are also more likely to be smokers and consume
sugary carbonated drinks, both of which increase the likelihood of dental disease (Kisely et al.
2015).

Nursing management of oral health

People with SMI are less likely to seek dental treatment than the general population, especially
for preventative dental work (Tang et al. 2015). Given the higher risk of dental disease in this
population, it is essential that people with SMI attend to dental care more frequently than general
public recommendations (Moore et al. 2015). Mental health nurses have a clear role in
encouraging and facilitating access to dental services. This is particularly important in Australia
and New Zealand where most dental services are private and financially out of reach for many
people with SMI; people will often require assistance in accessing public dental schemes. It is
also important that nurses use clinical interactions as an opportunity to promote oral health as a
vital part of general health. Health promotion that focuses on smoking, diet, alcohol use and
dental hygiene should be routinely incorporated into mental health nursing care (Moore et al.

2015).

Critical thinking challenge 18.6
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Consider and discuss the social and economic factors that influence an individual's oral health.

Consider what nursing actions/strategies you could develop to change these factors.

Sleep

Good sleep is essential to good physical and mental health. Sleep disturbance is a symptom of
almost every mental disorder from anxiety disorders through to mood disorders and psychosis
(Spiegelhalder et al. 2013). Though its significance is often under-recognised (Tobin & Tobin
2017), sleep disturbance can be one of the more distressing and persistent symptoms of mental
disorder. Sleep disturbance can also present as one of the first signs of mental illness
exacerbation (Ruhrmann et al. 2010). Poor sleep can also independently contribute to causing a
mental illness and impede recovery from mental illness (Plante & Winkelman 2008).
Recognising and treating sleep disturbances can therefore be critical to the primary or secondary
prevention of mental disorders and their treatment.

Sleep disturbance

What is normal sleep? Each person has a different sleep requirement and this changes over the
life span. On average, most adults need 7—8 hours; children and adolescents 9-10 hours per night
and children 11-13 hours or more, depending on their age (Colten & Altebogt 2006). Insomnia
is the most common sleep disturbance and is a core feature of mood disorders; it frequently
complicates anxiety disorders and psychosis. Anxiety and severe depression are commonly
associated with sleep disturbance (Shanahan et al. 2014). In schizophrenia, the sleep cycle is
often disturbed, with fragmented sleep throughout the cycle or even reversal of the sleep—wake

cycle so that most sleep occurs during the day (Afonso et al. 2014). Hypersomnia (excessive
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sleep) is less common but can occur in depression and in some cases of bipolar disorder (Kanady
et al. 2015). Hypersomnia can also occur secondary to some treatments of mental illness, which
have sedative side effects.

Given the high rates of obesity in people with mental disorders, the risk of obstructive sleep
apnoea in this population is high, so it is important to screen for and treat this disorder (Kalucy
et al. 2013). Obstructive sleep apnoea is the most common form of sleep disorder breathing.
Untreated, it is associated with high morbidity and mortality due to increased risks of cardio- and

cerebrovascular disease, and worsening of diabetes and hypertension (Carroll et al. 2015)

Critical thinking challenge 18.7

In what ways might poor sleep impede a person's mental health recovery? What nursing

strategies can you implement to improve sleep for some who is experiencing insomnia?

Nursing assessment and intervention of sleep disorders

The most important primary action for nurses is to ask about a person's sleep. Depending on the

clinical setting, there may be an option for nurses to take an active role in diagnosing and
managing sleep problems. There are a number of useful screening and diagnostic tools, the most
simple of which is a sleep diary (freely downloadable from the internet e.g.

http://yoursleep.aasmnet.org/pdf/sleepdiary.pdf) in which the person documents times spent

sleeping and other influential activities such as caffeine and alcohol intake, exercise and

sedentary activities such as electronic screen time.
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In established sleep disorders, nurses may play an important role in encouraging patients to
manage any lifestyle issues that could be contributing to their sleep problems (see Box 18.3)
Sedative/hypnotic medications have a place but should not necessarily be the first form of
treatment offered. Benzodiazepines have a propensity for addiction and are associated with an
increased risk of falls among other serious potential side effects (see Chapter 19 for more about
medications and their sedative effects).

Sexual health

Sexuality and sexual health are important aspects of every person's health and wellbeing.

Sexuality is a complex issue that encompasses not only the physical activity of sex but also
gender identity, values and beliefs (Urry et al. 2019). Contrary to common belief, most people
with SMI show an interest in sex that differs little from the general population (de Boer et al.
2015). High-risk sexual behaviours are more likely to be observed in people with SMI, including
unprotected intercourse, multiple partners, involvement in sex work and illicit drug use (Pandor
et al. 2015). The rates of blood-borne viruses such as HIV and hepatitis C have been found to be
higher among people with SMI (Essock et al. 2014).

Social and interpersonal impairments commonly occur in people with SMI and limit the
development of stable sexual relationships. Men with SMI in particular have poorer social
outcomes, less frequent (sexual) relationships and fewer offspring than the general population
(de Boer et al. 2015). Women with SMI are more likely to have relatively chaotic patterns of
sexual behaviours and a higher rate of non-consensual sex than their counterparts without SMI
(Pandor et al. 2015). An Australian study indicates that women with SMI were far less likely to
use effective contraception methods and had on average three unplanned pregnancies (Hauck

et al. 2014).
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Another study based in New Zealand identified that mental health nurses don't ask about sex-

related topics, with the authors concluding that mental health staff need to commit to being

responsive to this important aspect of a person's wellbeing and health (Davison & Huntington

2010). This was echoed in an Australian report that found mental health nurses are reluctant to
bring up the topic of sexual health (Quinn et al. 2011). To enable you to feel comfortable and
confident to discuss sexual health you will need to identify any personal issues that affect your

ability to openly discuss sexual health and increase your knowledge of sexual issues. Common

issues that affect a person's sexuality and sexual health include sexually transmitted infections,

body image, gender identity, physiological changes, medications and stigma (de Boer et al.

2015).

Critical thinking challenge 18.8

Consider and discuss social, cultural and religious beliefs that influence a person's sexuality.

Consider your own personal beliefs about sexuality. Do you have any preconceived ideas
about mental illness and sexuality? Do you have any concerns about conducting a sexual health

assessment?

Medication and sex

Medication-induced sexual dysfunction is a common but largely ignored side effect of most
psychotropic medications (Urry et al. 2019). Psychotropic medications are linked with sexual

dysfunction including low libido, delayed ejaculation, orgasm problems like anorgasmia, and

175



impaired erection (Bella & Shamloul 2013; de Boer et al. 2015). Medication-induced sexual
dysfunctions can lead to issues with relationships, medication adherence and quality of life
(Hendry et al. 2018). Despite people with SMI considering sexual health issues to be highly
relevant, it is important to remember that it is likely that issues like sexual dysfunction are
unlikely to be discussed, often due to the reluctance of health professionals and mental health
nurses to talk about sex (Hendry et al. 2018). This often leads to an underestimation of their
prevalence and contributing to decreased adherence to treatment (de Boer et al. 2015). Chapter
19 discusses psychotropic medication and its side effects.

Sexual health screening

Health screening includes preventative testing or investigation to prevent or ameliorate future
problems. Sexual health screening includes breast, prostate, cervical and sexually transmitted
infection screening. Mental health nurses can play an important role in health screening,
particularly when access to services is challenging for the person with mental illness. Mental
health nurses can refer people directly to a health screening service or they can provide the health
assessment. Nurses can offer advice about preventing the contraction and spread of sexually
transmitted infections by providing education on safe sex such as the correct use of condoms
(Pandor et al. 2015).

Breast, prostate and cervical screening services are generally offered by public health services.
Given the vulnerability of clients with SMI around their sexual health, it is essential that nurses
include sexual health screening as part of holistic care. Nurses should reflect on any personal
attitudes or beliefs that might be creating barriers that impede a thorough sexual health

assessment.

When psychiatric symptoms are not a mental illness

176



Confusion, vision problems, and behaviour changes can be common symptoms for many mental
illnesses, but they are also common symptoms of brain tumours, infectious diseases and
dehydration. Correct assessment that includes history taking and checking with relatives will
lead to correct diagnoses and not missing a physical health issue (see Chapter 7 for more details

of accurate assessment). Other medical conditions that may present with psychiatric conditions

include Wilson's disease (a hereditary metabolic disorder), Graves’ disease and HIV (McKee &

Brahm 2016). Chapter 16 discusses the symptom similarities that can occur with depression,
delirium and dementia.

Chapter summary

People who experience SMI have far higher rates of morbidity and mortality across nearly all
chronic health conditions. This chapter has highlighted the importance of promoting, assessing
and maintaining optimum physical health for people with SMI. Specific health assessments have
been highlighted — sexual health, oral health, sleep, metabolic syndrome, CVD, diabetes and
respiratory disease; however, it is important to remember that a full physical assessment,
including routine health screening, is an essential element of holistic mental health care.

The vital role that nurses can play in improving preventable illness and disease is clear. People
with SMI have physical health outcomes that are far worse than the general population. If we are
to improve the unacceptable life expectancy gap that is currently experienced by those with an
SMI, mental health nurses need to address this important issue with primary health messages and
interventions. Smoking cessation, diet and exercise advice are core interventions crucially
required for preventing premature CVD. Awareness and advocating for the screening and
intervention of other areas of physical health, especially respiratory, sexual, oral and sleep, is

extremely important to improve overall quality of life. Early intervention and prevention of
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physical health conditions is key to improving the outcomes of people with mental illness.

Mental health nurses need to prioritise physical health care as one of their primary

responsibilities, and this involves taking the time to listen and support people's needs in a holistic

way.

Exercises for class engagement

1. Maintaining optimum physical health is multifaceted and essential to wellbeing, and nurses
play an important role in assessing, treating and preventing physical health issues. Working
in groups discuss the following statements:
» Sexual health is a human right.
* Metabolic syndrome is preventable.
* Oral health is an important part of overall health.
* People with schizophrenia are likely to die 20-25 years earlier than the general

population.

» SMI is as much a risk factor of cardiovascular risk as a diagnosis of diabetes.

2. Working with your group, develop nursing interventions and strategies to ensure the issues
listed in the statements are assessed, treated and not overlooked. Consider what resources
you will need to implement the strategies you have identified. Are there any barriers? How

can these barriers be overcome?

Useful websites

Australian Dental Association: http://www.ada.org.au/.
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http://www.ada.org.au/

Equally Well Australia: https://www.equallywell.org.au.

Equally Well New Zealand: https://www.tepou.co.nz/initiatives/equally-well-physical-

health/37.

International Diabetes Federation: http://www.idf.org/.

Keeping the Body in Mind in Youth with Psychosis: http://www.iphys.org.au/.

Mental Health Foundation of Australia: http://www.mhfa.org.au/main.htm.

Mental Health Foundation of New Zealand: http://www.mentalhealth.org.nz/.

New Zealand Dental Association: http://www.healthysmiles.org.nz/.

Sexual Health & Family Planning Australia: http://www.shfpa.org.au/.

Sleep diary: http://yoursleep.aasmnet.org/pdf/sleepdiary.pdf.

The New Zealand Sexual Health Society Incorporated: http://www.nzshs.org/.

World Health Organization: http://www.who.int/en/.
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Figure 18.1 Factors that may contribute to physical health risks in people with severe mental
illness People with serious mental illness are: Courtesy of National Women'’s Health Information
Center

Figure 18.2 Positive cardiometabolic health algorithm Source: Curtis et al. 2010

TABLE 18.1 International Diabetes Federation Metabolic Syndrome Criteria

Central obesity (waist circumference in Plus any two of:
centimetres)
Ethnicity Male | Female | Triglycerides > 1.7 mmol/L
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Central obesity (waist circumference in Plus any two of:
centimetres)
Europid >094 | >80 HDL < 1.03 (males)
mmol/L
< 1.29 (females)
S/SE Asian Japanese =90 | =80 Blood pressure > 130/85 mmHg
Central and South America >90 | =80 Fasting blood > 5.6 mmol/L
sugar

Adapted from Alberti et al. 2005

Box 18.1 Healthy Active Lives declaration

A group of clinicians, service users, family members and researchers from more than 10

countries joined forces to develop an international consensus statement on improving the

physical health of young people with psychosis. The statement, called Healthy Active Lives

(HeAL), aims to reverse the trend of people with SMI dying early by tackling risks for future

physical illnesses proactively. Compared with their peers who have not experienced psychosis,

young people with psychosis face a number of preventable health inequalities including:

a lifespan shortened by about 15-20 years

two to three times the likelihood of developing CVD, making it the single most common
cause of premature death (more so than suicide)

two to three times the likelihood of developing type 2 diabetes

three to four times the likelihood of being a smoker.

The HeAL statement reflects international consensus on a set of key principles, processes and

standards. It aims to combat the stigma, discrimination and prejudice that prevent young people

experiencing psychosis from leading healthy active lives and to confront the perception that poor

physical health is inevitable. It does this by:

being tailored to each person
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* having a longer duration, with more frequent face-to-face contact
* using multidisciplinary teams (including allied health practitioners).

The HeAL declaration sets out 5-year targets aimed to reduce future cardiovascular risk in
youth with psychosis.

HeAL can be downloaded free of charge at http://www.iphys.org.au/

Box 18.2 Screening for metabolic health

Weight

 First ask the person to remove their shoes, any items from their pockets and bulky clothing.

Height

»  With their shoes removed, make sure feet are flat on floor and the person is looking straight
ahead.

Body mass index

 Calculate by dividing the person's weight by their height squared (normal range 18.5-25):

weight
height( m)?

* A useful online calculator is available at http://www.heartfoundation.org.au/healthy-

eating/Pages/bmi-calculator.aspx

Waist circumference

Waist measurements should be taken after exhaling. Consumers should be encouraged to relax
and to not contract any abdominal muscles. Align the tape measure at the level of the belly
button and circle the whole way around the body and back to the starting point.

* Make sure the tape is parallel to the ground and not twisted.

* The tape should be snug, without compressing the skin.
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» Ask the person to breathe in and out twice and measure on the second out-breath.
Blood pressure
* Ensure the correct cuff size.
* Measure the person when they are relaxed.
* Measure with their arm resting at the height of their heart.
Pathology
* Ensure the person has fasted. Test for:
o lipid profile (including HDL/LDL)
o glucose
o liver function.
Box 18.3 Principles of sleep hygiene
* Go to sleep and wake up at roughly the same time each day.
* Maintain regular meal times.

* Avoid daytime naps.

« Don't eat a big meal or exercise within 2 hours of going to bed.

* Avoid caffeinated drinks after midday.

* Minimise alcohol and cease smoking.

* Ensure the bedroom is comfortable, dark, quiet and safe and used for only sleep and sex.

* Engage in exercise (avoid this at night) and exposure to bright outside light each day,
preferably in the morning.

* Do not share the bed with children or pets.

» Ifsleep is not achieved within 20-30 minutes of going to bed, get up and do something

relaxing for a few minutes and then try again when feeling sleepy.
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» Ensure medications are taken as directed because some can cause sedation or arousal.
* Avoid stimulating activities before bedtime such as watching a violent TV program or
exposure to the blue light emitted by computer or tablet screens.

Adapted from Malcolm 2005
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Appendix 3 — Evaluating an individualised lifestyle and life skills
intervention to prevent antipsychotic-induced weight gain in first
episode psychosis

This is the ‘parent’ study related to chapter 6. It includes detail around the intervention and

quantitative results from the study.

Publication reference

Curtis, J., Watkins, A., Rosenbaum, S., Teasdale, S., Kalucy, M., Samaras, K. and Ward, P.B.,
2016. Evaluating an individualized lifestyle and life skills intervention to prevent antipsychotic-
induced weight gain in first-episode psychosis. Early intervention in psychiatry, 10(3), pp.267-
276.
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Abstract

Aim: Initiating antipsychotic medica-
tion frequently induces rapid, clini-
cally significant weight gain. We
aimed to evaluate the effectiveness of
a lifestyle and life skills intervention,
delivered within 4 weeks of antipsy-
chotic medication initiation, in
attenuating weight gain in youth aged
14-25 years with first-episode psy-
chosis (FEP).

Methods: We undertook a prospec-
tive, controlled study in two early
psychosis community services. Inter-
vention participants (n = 16) received
a 12-week individualized intervention
delivered by specialist clinical staff
(nurse, dietician and exercise physi-
ologist) and youth peer wellness
coaches, in addition to standard care.
A comparison group was recruited
from a similar service and received
standard care (n = 12).

Results: The intervention group
experienced significantly less weight

gain at 12 weeks compared to stand-
ard care (1.8 kg, 95% CI —0.4 to 2.8 vs.
7.8 kg, 4.8-10.7, P<0.001). Thirteen
per cent (2/16) of the intervention
group experienced clinically signifi-
cant weight gain (greater than 7% of
baseline weight), while 75% (9/12) of
the standard care group experienced
this level of weight gain. Similar posi-
tive effects of the intervention were
observed for waist circumference.

Conclusions: A lifestyle and life skills
intervention delivered as part of
standard care attenuated antipsy-
chotic-induced weight gain in young
people with FEP. The intervention was
acceptable to the young people
referred to the service. Such interven-
tions may prevent the seeding of
future disease risk and in the long-
term help reduce the life expectancy
gap for people living with serious
mental illness.

Key words: first-episode psychosis, lifestyle intervention, weight gain.

INTRODUCTION

People with severe mental illness suffer from a
20-year shortfall in life expectancy.! This disparity in
life expectancy is largely due to premature cardio-
vascular disease (CVD), underpinned by metabolic
disorders including diabetes and hyperlipidaemia.
This disparity in life expectancy has been termed a
scandal for countries embracing the notion of
equity in access and quality of medical attention for

© 2015 Wiley Publishing Asia Pty Ltd

all citizens.! Moreover, the mortality gap has
widened, suggesting this population has not gained
the health benefits experienced by the general
population from improved CVD treatment and
health initiatives to reduce CVD risk and reduce
smoking.?

The antecedents to CVD appear early in the
course of treatment with antipsychotic medica-
tions. Young people with first-episode psychosis
(FEP) commencing antipsychotic medications can
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experience weight gain and obesity, hyperlipidae-
mia, insulin resistance, hypertension and metabolic
syndrome, which often develop rapidly, within 12
weeks of commencing antipsychotic medications.**
Such changes are also observed in children and
adolescents prescribed second-generation
antipsychotics.®

Weight gain in young people with FEP is a major
factor mediating the adverse cardiometabolic
health in this population. Prevention of weight
gain following initiation of antipsychotic medica-
tion, if achievable, would mitigate heightened
cardiometabolic risk and future disease seeding.*®?
Despite increased awareness of the cardiometabolic
sequelae of antipsychotic treatment in youth with
FEP, and the recent development of screening and
monitoring tools,*® there have been few trials that
have demonstrated positive results in youth with
FEP recently commenced on antipsychotic medica-
tions.*!*!! For example, a healthy living intervention
for users of early psychosis services with a body
mass index (BMI) of 25 or above, comprising both
motivational and behavioural components with
minimal face-to-face contact (nine sessions), did
not significantly reduce BMI at 12 months."?
However, strong evidence for the efficacy of lifestyle
interventions in established illness was provided
by a recent large-scale study in obese patients
with serious mental illness that found sustained
weight loss over 18 months using a behavioural
intervention."

Whether antipsychotic-induced weight gain can
be prevented among young people with FEP
remains unclear. To address this question, the
present study examined the efficacy of the Keeping
the Body in Mind (KBIM) programme, a holistic,
individualized lifestyle and life skills intervention
for the prevention of weight gain in youth with FEP
recently commenced on antipsychotic medications.
Results from those who completed the 12-week
intervention were compared with results obtained
in another sample recruited from a FEP service that
offered guideline-based best-practice care, but
did not offer additional lifestyle and life skills
interventions.

METHODS

Design

The study was conducted across two community-
based FEP services in Sydney, Australia, and
received ethical approval from the South Eastern
Sydney ILocal Health District Human Research
Ethics Committee (Reference No. 13/040; LNR/13/
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POWHY/85). The study was conducted between Feb-
ruary 2013 and February 2014. Referral into the
KBIM intervention was offered to all FEP youth
treated at the Bondi Centre (South Eastern Sydney
Local Health District). The second site, based at the
Liverpool Mental Health Centre (South Western
Sydney Local Health District), provided guideline-
based best-practice standard care for FEB, without
specific programmes or resources targeting healthy
lifestyle. Only routine clinical measures were
obtained at the comparison site and hence only
these measures could be compared across both
sites.

Participants

Figure 1 shows the enrolment process. A total of 53
clients were referred to the two FEP services during
the recruitment period. Baseline and 12-week
follow-up data were obtained for 28 clients across
both community-based early psychosis treatment
programmes. Inclusion criteria were: (i) diagnosis of
FEP, defined as schizophreniform psychosis, schizo-
phrenia, schizoaffective disorder, delusional disor-
der, brief psychotic disorder, bipolar affective
disorder, or depression with psychotic features
according to DSM-IV-TR (Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, Text
Revision) criteria; and (ii) treatment with antipsy-
chotic medication for less than 4 weeks prior to
baseline assessment. Exclusion criteria were: (i)
medically unfit to exercise as determined by treating
clinician and (ii) previous antipsychotic medication
treatment for longer than 4 weeks.

Intervention

A team that included a clinical nurse consultant, a
dietician, an exercise physiologist and youth peer
wellness coaches delivered the KBIM intervention.
Psychiatrists (JC and MK) and an endocrinologist
(KS) provided additional medication review and
advice. The intervention comprised three interre-
lated components including health coaching,
dietetic support and supervised exercise prescrip-
tion, and was individualized based on best-practice
recommendations in order to maximize adherence.

Health coaching

The clinical nurse consultant provided a motiva-
tional framework to assist clients with adherence.
Specifically, this involved goal identification and
structured motivational interviewing to maximize

© 2015 Wiley Publishing Asia Pty Ltd
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FIGURE 1. Study profile.

J. Curtis et al.

Enrolment

[

53 referred to early psychosis services

30 referrals evaluated for entry to the KBIM programme
at the intervention site

4 excluded (did not meet inclusion criteria)

26 commenced KBIM intervention

23 referrals to the standard care service

23 commenced standard care

Follow Up

)

10 lost to follow up
5 unable to be contacted
3 discontinued treatment with service
1 readmitted to inpatient care during intervention
1 incarcerated during intervention period

2 lost to follow up
8 primary outcome data unavailable
1 discontinued treatment

Analysis

Analysed (n=16)

Analysed (n=12)

attendance and increase motivation to participate
in the intervention programme.'*

Dietetic support

Weekly dietetic consultations based on the Austral-
ian Dietary Guidelines' were offered. These focused
on nutritional adequacy and energy balance to
ensure requirements for key nutrients were met,
while promoting energy intake restraint to prevent
weight gain. The individual consultations also
included education modules focused on weight
management, food quality, portion control, nutri-
tion labels, shopping lists, setting up a healthy
kitchen and cooking skills. The dietician, in con-
junction with a caseworker, also modelled the key
skills needed to choose, purchase ingredients and

@© 2015 Wiley Publishing Asia Pty Ltd

prepare healthy meals via weekly shopping tours
and cooking classes held at the community health
centre.

Exercise programme

The World Health Organization’s recommendations
for physical activity participation'® and the Ameri-
can College of Sports Medicine resistance training
guidelines'” were used to specify exercise program-
ming for the KBIM intervention group. The exercise
physiologist tailored individual programmes, utiliz-
ing results of baseline fitness testing, and taking into
account variations in motivation, individual goals
and fluctuations in psychiatric symptomatology.'®
The aim of the exercise intervention was to increase
physical activity participation in line with the
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Australian Physical Activity guidelines. Given the
wide range of physical activity participation at base-
line assessment, interventions were tailored to
ensure that the intensity and volume were challeng-
ing while maximizing enjoyment and taking into
account the goals of individual participants (e.g.
60-75% of VO peak for aerobic and moderate to
high intensity resistance training). KBIM partici-
pants had access to a supervised gym within the
community health centre, with access to treadmills,
stationary bikes and resistance training equipment.

Youth peer wellness coaches

Two young people with lived experience of the
impact of antipsychotic-induced weight gain par-
ticipated in cooking classes and attended exercise
sessions in the gym. They were both able to act as
positive role models for KBIM participants, and pro-
vided motivation and encouragement for partici-
pants to maintain their engagement with the
programme.

Antipsychotic medication switching

In addition to usual psychiatric care, medical staff in
the intervention group reviewed clients who gained
more than 5 kg following the initiation of antipsy-
chotic treatment to consider switching to more
weight neutral medication.'” At the same time, con-
sideration was given as to whether metformin
should be prescribed in addition to the KBIM-
structured lifestyle intervention, according to
emerging treatment recommendations,®* and
whether any antipsychotic polypharmacy should be
rationalized.*

Standard care

The comparison group received standard care
involving individual mental health case manage-
ment with medical assessment and antipsychotic
prescription based on standard clinical guidelines.”®

Outcome measures

Data were collected at baseline (upon referral to the
service) and after 12 weeks of care. Body weight was
measured with clients barefoot and in light street
clothes to the nearest 0.1 kg. Height was measured
with a stadiometer to the nearest 1 cm and BMI was
calculated (weight/height squared, kg/m?). Waist
circumference was measured to the nearest 1 cm,
midway between 12th rib and iliac crest. Blood pres-
sure was measured with a sphygmomanometer with
the client in the seated position and after 10-min
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rest (mm Hg). Blood was collected following a 10-h
overnight fast, and fasting lipid profile (high-density
lipoprotein, low-density lipoprotein, triglycerides,
total cholesterol) and fasting blood glucose were
analysed. Blood and anthropometric measures were
obtained on the same day at the standard care site.
At the intervention site, blood measures were taken
as soon as practicable after anthropometry, or else
the most recently obtained pathology results
obtained during inpatient admission were utilized.

The KBIM intervention site also administered a
limited battery of clinically relevant measures
including: the Rosenberg Self-Esteem Scale,* Pitts-
burgh Sleep Quality Index (PSQI),* Global Assess-
ment of Functioning (GAF),*® Health of Our Nation
QOutcome Scale (HoNOS),?” Medication Adherence
Rating Scale (MARS),* a food frequency question-
naire assessing nutrition status (including micro-
and macronutrient intake),” and exercise capacity,
including sub-maximal oxygen consumption
(VO,max)* and self-reported physical activity levels
(IPAQ-SF).*!

Statistical analyses

The impact of the KBIM intervention versus stand-
ard care on weight, BMI, waist circumference and
biochemical measures was examined using
repeated measures ancova with between-group
factor (site) and within-subject factor (time), using
baseline measures as a covariate. Pearson chi-
square analyses were undertaken for categorical
variables. Paired-sample f-tests were used to
compare pre- and post-intervention scores for con-
tinuous variables assessed at the intervention site
only. Analyses were conducted using SPSS version
22 software package (Chicago, IL, USA). Partial
eta-squared (n,?) effect sizes were calculated for the
site by time interaction effect for the primary
outcome measures.*

RESULTS

The final sample consisted of 28 participants (17
men, 11 women) with a mean age of 20.7 years
(SD =2.2, range 17-25). Baseline characteristics
were similar for participants at the intervention and
standard care sites (Table 1), although the propor-
tion of female participants in the intervention group
was greater than in the standard care group (56% vs.
17%, P=0.04). The intervention group reported
tobacco use well below the rates observed in recent
systematic reviews in this population,® while
tobacco use in the standard care group was similar

© 2015 Wiley Publishing Asia Pty Ltd
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TABLE 1. Baseline characteristics of 28 participants; N (%)

J. Curtis et al.

KBIM (n = 16) Standard Statistical ~ P-value
care (n = 12) test
Demographic
Age Mean (SD) 20.0 (2.3) 21.7(1.9) =21 0.05
Female 9 (56) 2017) =45 0.04
Ethnicity n (%)
Asian 4 (25) 5(42)
Indigenous 2(13) 2(16) ¥ =82 0.22
Caucasian 10 (62) 5(42)
Smoking n (%) 2(13) 5 (42) »¥=18 0.18
DSM-IV diagnoses n (%)
Schizophreniform 9 (56) 5(42)
Bipolar affective disorder 4 (25) 5(42) »¥=10 0.79
Major depression with psychosis 2(13) 1(8)
Schizophrenia 1(6) 1(8)
Psychotropic medications n (%)
Mood stabilizer
Lithium 3(19) 1(8) =06 0.42
Sodium valproate 1(6) 6 (50) »¥=70 0.01
Antipsychotic
Risperidone 4 (25) 8 (67) ¥=49 0.03
Quetiapine 5(31) 0(0) »=46 0.04
Olanzapine 4 (25) 3(25) % =00 0.67
Aripiprazole 1(6) 1(8) ¥ =00 0.68
Paliperidone 2(13) 0(0) =16 0.32
Antidepressant (all classes) 4 (25) 3 (25) ¥ =00 0.67
Anthropometric and metabolic measures
Weight (kg) Mean (SD) 68.8 (13.6) 75.8 (18.8) T=12 0.26
Body mass index (BMI) (kg m™?) n (%)
Normal (18.5-24.9) 10 (63) 7 (59) ¥=14 0.5
Overweight (25-29.9) 6 (38) 4 (33)
Obese (>30) 0(0) 1(8)
Waist circumference (cm) Mean (SD) 84.3(10.8) 83.7 (9.1) T=033 0.74
‘At risk’ waist circumferencet n (%) 9 (56) 0 (0) =99 0.002
Time in service prior to baseline assessment (days)  Mean (range) 12.1 (1-24) 16.8 (4-31) T=15 0.15
Elevated systolic BP (=130 mm Hg) n (%) 2(13) 436)(n=11) y*=2.1 0.16
Elevated diastolic BP (=85 mm Hg) n (%) 1(6) 2(18)(n=11) x*=09 0.36
Low HDL (<1.03 mmol/L male; <1.29 female) n (%) 4 (25) 1(10)(n=10) »2=09 0.34
Elevated LDL (>4.0 mmol/L) n (%) 0(0) 10100 (n=10) x*=17 0.39
Elevated triglycerides (=1.7 mmol/L) n (%) 0(0) 2(18)(n=11) »*>=31 0.16
Impaired fasting BSL (>7.0 mmol/L)t n (%) 0 (0) 0(0) (n =10) -

tFemale =80 cm, male 290 cm for SE Asian, Japanese, Central or South American or 294 cm for Europid.

$Missing data forn = 1.

BMI, body mass index; BP, blood pressure; BSL, Blood sugar level; HDL, high-density lipoprotein; IDF MetS, International Diabetic Federation metabolic
syndrome; KBIM, Keeping the Body in Mind programme; LDL, low-density lipoprotein.

to that usually reported among FEP youth. At the
intervention site, a minority of referrals to the
community-based service were made following an
inpatient admission (6/16: 38%). In contrast, the
majority of referrals to the standard care service
had been hospitalized prior to beginning special-
ized community-based care (9/12: 75%; x*=3.9,
P =0.05), reflecting differing pathways to care in the
two services.

Psychotropic medication use at baseline is shown
in Table 1. Risperidone was most commonly pre-

@© 2015 Wiley Publishing Asia Pty Ltd

scribed (43%, n = 12), followed by sodium valproate
(26%, n =7), olanzapine (26%, n=7), quetiapine
(19%, n=>5) and lithium (15%, n = 4). Site differ-
ences were evident: sodium valproate was pre-
scribed more frequently in the standard care
participants, consistent with higher rates of bipolar
disorder among this group (50% vs. 6%, respectively,
x*=7.0, P=0.01). There was more frequent
prescription of quetiapine in the intervention
participants (31% vs. 0%, y*=4.6, P=0.04) and
risperidone in the standard care participants (67%
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vs. 25%, x?=4.9, P=0.03); however, these two
antipsychotics have similar propensity for weight
gain' and their differential use at the two sites was
unlikely to influence the primary outcomes. Only
limited changes in antipsychotic medication pre-
scribing were documented in the KBIM intervention
participants during the 12-week intervention. Eight
participants (50%) had no change in medication,
and one participant was switched from olanzapine
to risperidone at week 5 due to lack of efficacy
for psychotic symptoms. Changes in antipsychotic
dosage occurred in the remaining participants (25%
decreased, 19% increased) during the course of
the intervention. There was no antipsychotic
polypharmacy at either site during the 12-week
follow-up period.

Baseline weight, waist circumference and BMI
were similar in the intervention and standard care
groups (Table 1). Baseline BMI was normal in the
majority of participants; however, 32% had waist
circumferences that met the International Diabetes
Federation at-risk criteria,* all of whom were in the
intervention group. Mean participation rates in the
individual components of the KBIM intervention
were 8 dietary sessions (range = 5-10) and 11 super-
vised exercise sessions (range = 3-25).

The KBIM intervention resulted in substantially
lower weight gain compared to standard care (1.8 kg
(95% CI -0.4 to 2.8) vs. 7.8 kg (4.8-10.7), Site x Time
interaction, F(1, 25) = 19.6, P < 0.001, n,* = 0.44) (see
Table 2). There was no significant change in BMI in
the KBIM intervention group (0-4 kg m (-0.1-0.9))
while there was a significantly greater increase
in BMI with standard care (2.6 kgm™ (1.6-3.6),
Site x Time interaction, F(1, 25) =23.3, P<0.001,
np° = 0.48). There was a non-significant increase in
waist circumference of 0.1 cm (-2.1 to 2.2) in the
KBIM intervention group; in contrast, there was a
significant waist circumference increase with stand-
ard care (7.1 cm (4.8-10.7), Site x Time interaction,
F(1, 25) =22.4, P<0.001, n,* = 0.47).

The rate of clinically significant weight gain,
defined as >7% of baseline weight, was 13% in the
KBIM intervention, compared to 75% in standard
care (x*=11.2, P=0.001). Figure 2 illustrates the
individual patterns of weight change in all partici-
pants. As sodium valproate prescribing was signifi-
cantly more frequent in the standard care group,
and has been linked with increased weight in youth
with FER* we addressed the potential impact of the
use of valproate on this measure by examining indi-
vidual changes in weight among those prescribed
sodium valproate compared to the rest of the
sample in which this medication was not used. This
demonstrated that the significant weight increase
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TABLE 2. Mean within-group change and repeated measures ANOVA
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Repeated measures ANCOVA

KBIM (n = 16) Standard care (h = 12)

Mean (SD)

Site x Time interaction

Mean within-group
change (95% Cl)

Pre Post

Mean within-group
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*Data not available for post-test blood pressure in the standard care group, so both pretest and post-test data on blood pressure are omitted. **P < 0.001.

tn =9

$Site F(1, 23) = 7.9, P = 0.01; when covaried for baseline weight, the group difference for triglycerides was no longer statistically significant (P = 0.12).

§n =10.

n
1

<
=

BMI, body mass index; HDL, high-density lipoprotein; LDL, low-density lipoprotein; NS, non-significant.

ttn = 11.
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FIGURE 2. Individual scatter plot for weight at baseline and
12-week follow up for KBIM (left panel) and standard care (right
panel) participants. (X) Participant prescribed sodium valproate.
[Correction added on 22 May 2015, after first online publication:
Figure 2 has been corrected to show the accurate number of
participants who received sodium valproate at both KBIM and
standard care sites.]
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that was observed in the standard care group was
evident across the entire cohort, not only in those
participants who were prescribed sodium valproate.
Metformin was not prescribed for any of the KBIM
intervention participants.

There was no significant change in fasting lipids
or glucose in either group, despite the standard care
group experiencing clinically significant weight and
waist circumference gains.

Additional outcome measures in KBIM participants

Table 3 reports the pre-, post- and mean within-
group change for outcomes assessed only at the
KBIM site. Significant improvements in functional
and clinical outcome measures were observed
(GAF: 16.1 (12.3-19.8); P < 0.001; HONOS: -3.8 (-7.1

@© 2015 Wiley Publishing Asia Pty Ltd
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to -0.5); P < 0.05) along with improved self-reported
sleep quality (PSQL -1.6 (3.1 to -0.1); P<0.05).
There was a clinically significant reduction in
energy consumption (-507.9 kcal/day (95% CI
-751.6 to -264.2); P < 0.001), while aerobic capacity
(VO.max; 4.2 mLkg” min™ (1.3-7.2); P<0.01) and
self-reported minutes of physical activity per week
(IPAQ-SF: 1239.2 min/week (243.7-2234.6); P < 0.05)
increased significantly. No statistically significant
changes were observed for self-rated self-esteem
(Rosenberg Self-Esteem Scale) or medication adher-
ence (MARS).

DISCUSSION

The KBIM intervention was effective in attenuating
weight gain in youth receiving antipsychotic medi-
cation for FEP over 12 weeks, with only 13% of the
participants experiencing clinically significant
weight gain. In contrast, the majority (75%) of par-
ticipants who received standard care gained a clini-
cally significant amount of weight and had
markedly increased waist circumference over the
same time period, consistent with results seen in
previous studies of FEP youth receiving standard
care.” Despite the relatively small numbers of par-
ticipants for whom follow-up data were available at
both sites, the magnitude of the intervention effect
was large, as indicated by the substantial percentage
of variance in primary outcome measures that was
accounted for by the significant Site x Time interac-
tions (44-48%). The KBIM intervention, while it
included individualized education and advice for
healthy eating and physical activity, additionally
supported lifestyle change through life skills acqui-
sition. For example, we employed group-based
cooking and shopping activities that demonstrated
how to purchase and prepare meals using healthy,
affordable ingredients.

There was no significant change in fasting lipids
or glucose in either group at 12 weeks, despite clini-
cally significant weight and waist circumference
increases occurring in the standard care partici-
pants. Our findings differ from prior studies that
show early glucose homeostasis dysregulation and
blood glucose and/or blood lipid changes after
short-term antipsychotic treatment with second-
generation antipsychotic medications.®*® The
absence of such changes in our data may reflect
lower sensitivity to the metabolic effects of
antipsychotics in a youth sample compared to a
younger cohort,’ and/or the less frequent use of
antipsychotics with greater weight gain propensity
(e.g. olanzapine) in the current study.
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TABLE 3. Additional outcome measures only assessed in the KBIM group (n = 16)

Mean (SD) Mean change Paired
(95% Cl) samples t-test
Pre Post

Global Assessment of Functioning (GAF) 54.6 (7.8) 70.7 (9.9) 16.1(12.3-19.8) t(15) = 9.0%**
Health of our Nation Qutcome Scale (HoNOS) 9.9 (3.4) 6.1(5.4) —3.8(-7.1to —0.5) t(15) = 2.5*
PSQI Sleep Quality (0-21) 7.7 (3.6) 6.1(2.3) -1.6(-3.1to -0.1) tH15) = 2.3*
Energy intake (kcal/day) 2015.7 (535.8) 1507.8 (471.5) —507.9(—751.6to —264.2) t(15) = 4.4%**
VO (relative) (mL kg™ min™") 30.6 (6.5)" 34.9 (9.1)* 4.2(1.3-7.2) H13) =305
MET min/week * (IPAQ-SF) 788.4 (655.0)t 2027.6(1740.00t  1239.2 (243.7-2234.6) t(14) = 2.7*
Rosenberg Self-Esteem Scale (0-30) 18.4 (6.9) 19.1(5.4) 0.7 (—1.4 to 2.8) t(15) = 0.7
Medication adherence (MARS: 0-10) 7.9(1.9) 8.3(1.8) 0.4(—04to 1.2) t(15) = 0.3

*P <0.05; **P<0.01;, ***P < 0.001.
tn = 15 due to one man having physical injury limiting PA participation.

*n = 14 due to one man having physical injury limiting PA participation and one woman not completing follow-up VO, assessment.

KBIM, Keeping the Body in Mind programme.

The KBIM participants also experienced signifi-
cant improvements in the specific outcomes
targeted by the intervention: total energy intake was
significantly reduced, while improvements were
seen in aerobic fitness and self-reported physical
activity. The improvement in self-reported sleep
quality is consistent with studies in other popula-
tions that found a significant impact of exercise on
sleep quality”™; however, the pragmatic ‘real-world’
nature of this evaluation does not enable us to
attribute this improvement to the specific elements
of the KBIM intervention.

Limited changes in psychotropic medication use
occurred during the KBIM intervention, suggesting
that such changes were unlikely to account for the
non-significant weight gain at the intervention site.
There was no significant change in the relatively
high levels of medication adherence recorded at
baseline and follow-up assessments, so that vari-
ation in adherence was unlikely to have contributed
to the positive outcomes in the intervention group.

As a real-world study, the use of antipsychotics at
both sites reflected the practice of the prescribers.
While clinicians in the specialist community-based
FEP services aimed to avoid the use of antipsychotic
medications with a high potential for weight gain,
young people were frequently commenced on
antipsychotic, mood stabilizer and antidepressant
drug regimens with high weight gain potential while
admitted to acute inpatient units. The rate of anti-
depressant prescription was similar across both
sites, and it is unlikely that the use of antidepres-
sants made a substantial contribution to the differ-
ential outcomes for weight, waist circumference
and BMI described in the manuscript.

Higher rates of overweight and obesity have been
observed in women compared with men with FEP*
so that a greater propensity for weight gain in the
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KBIM intervention sample, where the proportion of
women was higher than in the standard care group,
may have been predicted. This was not the case,
with only one female and one male KBIM partici-
pant experiencing clinically significant weight gain
during the 12-week follow-up period. Attrition rates
were similar for the two sites (KBIM intervention:
62%; standard care: 52%), and reflect the challenges
frequently experienced in establishing and main-
taining engagement during FEP treatment.*

The current study was a pragmatic evaluation of a
novel intervention, delivered in one service setting,
with comparison data obtained from another early
intervention service providing guideline-based
best-practice standard care without the additional
specialist lifestyle intervention components. It is
possible that sociodemographic differences exist
between the populations from which each service
drew its clients, which may have impacted the
results obtained. It is important to note that the
anthropometric changes observed at 12 weeks in
those receiving standard care were consistent with
results seen in previous systematic reviews.*’

Early weight gain and increased cardiometabolic
risk factors will seed future poor health outcomes in
youth with psychosis*®” unless effective interven-
tions are implemented. International initiatives to
achieve parity in physical health expectations for
young people with psychosis have been developed
and outlined in the Healthy Actives Lives (HeAL)
declaration (http://www.iphys.org.au). The HeAL
declaration  specifies targets that address
antipsychotic-induced weight gain, poor nutrition,
low levels of physical activity and high rates of
tobacco use. It is notable that the low rate of clini-
cally significant weight gain in the KBIM interven-
tion sample at 12 weeks (13%) exceeds the target
proposed in the HeAL declaration for weight gain

© 2015 Wiley Publishing Asia Pty Ltd
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over the first 2 years of treatment (25% or less).
Questions that need to be addressed in further lon-
gitudinal follow-up studies include how to mini-
mize weight gain over the longer term, and what
intensity of lifestyle intervention support is needed
to maintain positive cardiometabolic health in
youth with FEP.

Additional resources were required to deliver the
KBIM; however, the benefits that were obtained
were not limited to the primary and secondary out-
comes described in this evaluation. The greater
degree of engagement with the service that partici-
pants described and mental health staff confirmed*
should translate into better outcomes in terms of
symptom control and psychosocial functioning.

In summary, a 12-week combined lifestyle and
life skills intervention attenuated antipsychotic-
induced weight gain in youth with FEP. Asking
mental health clinicians to provide information
about diet and exercise may be insufficient to
prevent the substantial weight gain and decline in
cardiometabolic health associated with antipsy-
chotic use. Implementing effective lifestyle and life
skills interventions from the initiation of treatment
as part of routine care in youth with FEP may be a
critical step in reducing the life expectancy gap for
people living with serious mental illness.
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Appendix 4 — Changing health workforce attitudes to promote improved
physical health in mental health service users: Keeping our Staff in Mind
(KoSiM).

This is the ‘parent’ study related to chapter 6. It includes detail around the intervention and

quantitate results from the study.
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Abstract

Issue addressed: People living with mental illness die on average 15 years earlier
than the general population, primarily due to preventable and premature cardiovas-
cular disease. Lifestyle interventions can be effective in reducing cardiovascular risk,
yet mental health services do not routinely provide targeted lifestyle interventions.
Exposing mental health staff to lifestyle interventions prior to targeting patients may
be critical to changing culture and improving patient outcomes. This study aimed
to improve the physical health of mental health staff through a targeted lifestyle
intervention.

Methods: A pragmatic single-arm intervention study was conducted in a public men-
tal health service, including inpatient and community settings, in Sydney, Australia.
Participants in this study were n = 212 clinical and non-clinical staff. A five-session
individualised lifestyle intervention (delivered over 5 weeks) incorporating physi-
cal activity and nutritional counselling was delivered by multidisciplinary teams.
Participants were assessed at baseline, following the intervention, and at follow-up
(mean = 16.7 weeks). The primary outcome was the barriers, attitudes, knowledge
and confidence regarding screening, promoting and intervening to improve physical
health outcomes of patients (M-BACK questionnaire). Secondary outcomes included
anthropometric measures, cardiorespiratory fitness, sedentary time and nutritional
intake. Repeated measures ANCOVAs were performed.

Results: A total of 212 staff (79% female) participated in this study. M-BACK total score
significantly increased from baseline to follow-up (P < .001). Waist circumference,

Human Rights: All procedures performed in studies involving human participants were in accordance with the ethical standards of the institutional and/or national research committee
and with the 1964 Helsinki Declaration and its later amendments or comparable ethical standards. Ethical approval: The study protocol was approved by the South Eastern Sydney Local
Health District Human Research Ethics Committee (HREC 15/054).

Informed Consent: Informed consent was obtained from all individual participants included in the study.

This article does not contain any studies with animals performed by any of the authors.

Health Promot J Austral. 2020;00:1-9.

wileyonlinelibrary.com/journal/hpja © 2020 Australian Health Promotion Association 1
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1 | INTRODUCTION

People with severe mental illness (SMI) have a two-fold increased
risk of metabolic syndrome and are at significantly higher risk of car-
diovascular disease (CVD) and CVD-related mortality.“? Clearly, this
vulnerable population are failing to benefit from advancements in
CVD detection, prevention and treatment equating to a mortality
rate 3.5 times that of the general population® or 14.5 years of lost
life.*

The cause is multifactorial, involving multiple modifiable risk fac-
tors, including antipsychotic medication, smoking, unhealthy dietary
intake and low levels of physical activity.” Recognition of this scandal
of premature mortality® has led to multiple “calls-to-action” regard-
ing the need for novel interventions,” including a recent Lancet
Commission on protecting the physical health of people with mental
iliness.”

The evidence for lifestyle interventions including diet® and

exercise’

is increasingly clear, yet the number of real-world ef-
fectiveness/implementation studies remains limited.'® Bartels
and colleagues (2015) identified major barriers within mental
health services to implementing interventions aiming to reduce
premature mortality, citing funding, competing priorities and
lack of integration of health prometion into routine practice.!*
Leadership buy-in, staff interest, high service user demand and or-
ganisational culture were among the key facilitators to successful
implementation.

Staff culture regarding health promotion appears to be critical,
with the evidence that health professionals personally engaged in
healthy lifestyle behaviours (such as physical activity) are more likely
to promote such behaviour among service users.* This inherent re-
lationship between staff physical health and the promotion of pos-
itive lifestyle behaviours among service users makes interventions
targeting the physical health of mental health staff a novel target for
intervention with potential implications for improving service user
outcomes. A 2018 systematic review investigated whether staff-fo-
cused physical health interventions were feasible and acceptable
within mental health settings.'® The review identified a dearth of
high-quality research, yet concluded that there was reason to be

sedentary time and total energy intake all significantly decreased (all P's < .001) and
cardiorespiratory fitness significantly increased (P < .001).

Conclusion: A brief lifestyle intervention for staff of a public mental health service
may increase the capability of the participants to improve their own physical health.
So what? Improving staff health may be an important strategy in improving the up-
take and/or the effectiveness of lifestyle interventions targeting mental health ser-

health workforce wellness, lifestyle intervention, mental health staff, mental illness, physical

optimistic regarding the utility of staff-focused interventions.’® A
2008 cluster randomised controlled trial (RCT) conducted in Sweden
found a modest impact of a combined staff and patient interven-
tion,** and concluded that health professionals who are in regular
contact with service users play a key role in promoting awareness
of healthy lifestyles and the positive impact on cardiometabolic
health.!* A subsequent cluster RCT found that a 1 body mass index
(BMI) unit change in staff BMI was associated with a 0.94 BMI unit
change in patients.!® Based on these preliminary studies, initiatives
to improve staff health may impact staff behaviour and attitudes re-
garding the efficacy of lifestyle interventions. This may then lead to
changes in therapeutic practice, prioritising discussion and educa-
tion regarding positive lifestyle behaviours, and the introduction of
formal and non-formal interventions like regular walking groups for
patients in their care.

We previously demonstrated that antipsychotic-induced
weight gain in young people with first episode psychosis could be
attenuated through an individualised lifestyle and life-skills inter-
ventions (“Keeping the Body in Mind program”*4). Prior to expand-
ing this clinical program throughout the mental health service, and
given the established importance of staff culture’” and well-being
on patient outcomes, we evaluated the impact of a targeted life-
style intervention offered to all mental health service staff. The
project, called “Keeping our Staff in Mind” (KoSiM), engaged staff
in an individualised lifestyle intervention, prior to the roll out of
the program to patients of the mental health service. Therefore,
the aim of this study was to determine whether a lifestyle inter-
vention provided to mental health staff and comparable to that
provided to patients would (a) improve staff attitudes, knowledge
and confidence regarding lifestyle interventions for patients and
(b) improve staff physical health.

2 | METHODS

A single-arm, open trial with assessments pre-post (5-week) and
follow-up (16-week) was conducted across three mental health
treatment settings in Sydney, Australia. The study was approved by
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the South Eastern Sydney Local Health District Human Research
Ethics Committee (HREC 15/054). All participants provided written
informed consent.

2.1 | Procedures and participants

Recruitment to the study occurred through an online staff survey.
All mental health staff (n = 702) (including clinical and non-clinical
staff) received two separate email invitations from the Director of
Operations, District Mental Health, inviting them to complete the
voluntary online survey. The survey assessed staff physical health,
their knowledge and confidence in providing physical health inter-
ventions for patients, as well as perceived barriers to delivering
physical health interventions. Responses were anonymous; however,
staff had the opportunity at the end of the survey to self-refer to
the KoSiM intervention. Those indicating willingness to participate
were followed-up by the research team to obtain written informed
consent and arrange baseline assessment. The first wave of recruit-
ment for the intervention study began in April 2015, with partici-
pant recruitment concluding in October 2015. Interventions were
delivered by three clinical teams, each comprising a clinical nurse
consultant (CNC) with metabolic expertise, an exercise physiologist
and a dietitian.

A second wave of recruitment occurred when a fourth clinical
team, also comprising a CNC with metabolic expertise, an exercise
physiologist and a dietitian, was appointed in 2016. These clinicians
were tasked with repeating the KoSiM intervention with mental
health staff who had not participated in wave 1 of the study. As a
result, the intervention was delivered to participants by different cli-
nicians in wave 1 and wave 2.

2.2 | Intervention

Staff who consented to participate were offered a five-session, in-
dividualised lifestyle program delivered by a CNC, dietitian and an
exercise physiologist. Staff participants completed an initial consul-
tation with a clinician from each of the three disciplines and partici-
pated in an individualised lifestyle and goal-setting intervention in
line with best-practice, evidence-based interventions.!®2°

Clinical nurse consultant initial assessments consisted of a brief
introduction to the KoSiM program, goal setting and motivational
interviewing. Anthropometric measures including height, waist cir-
cumference, body weight and blood pressure were measured by
the CNC, and participants completed the Pittsburgh Sleep Quality
Index, Fagerstrom Test for Nicotine Dependence and Metabolic-
Barriers, Attitudes, Confidence and Knowledge Questionnaire.

Initial assessment with the dietitian included a comprehen-
sive nutrition assessment using 7-day food diary or diet history
followed by individualised education and goal setting. An initial
assessment with the exercise physiologist comprised a compre-
hensive physical activity history that included goal setting and

o —WILEY-

tailored education. Current physical activity levels were recorded
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and baseline exercise capacity was assessed. To exclude any po-
tential participants with exercise contraindications, all participants
completed the Physical Activity Readiness Questionnaire (PAR-Q)
before completing the exercise assessment. Following initial as-
sessment, staff participants were offered four weekly follow-up
consultations of up to 60 minutes with the exercise physiologist or
dietitian, depending on their personal choice and identified needs
(participants could combine/alternate their appointments based
on their preference).

2.3 | Outcome measures

The primary outcome (M-BACK), body weight and waist circumfer-
ence were assessed at baseline, following the completion of the
intensive intervention (approximately 5 weeks after the baseline
assessment), and at follow-up assessment scheduled to occur ap-
proximately 16 weeks after the baseline assessment. Secondary out-
comes including dietary intake, self-reported physical activity levels
and exercise capacity were assessed at baseline and follow-up only.

2.3.1 | Metabolic-barriers, attitudes,
confidence, and knowledge questionnaire (M-BACK)

The primary outcome measure was the M-BACK questionnaire, which
was designed specifically for use in mental health settings to deter-
mine health professionals’ views on metabolic monitoring and inter-
ventions. The questionnaire comprises 16-items separated into four
domains (barriers, attitudes, confidence and knowledge). Each item is
scored on a 5-point Likert scale ranging from “Strongly Disagree” to
“Strongly Agree”. Each domain is composed of four items and scored
out of 20, with a minimum score of 4 and a maximum score of 20.
Total score for the questionnaire is 80, with a minimum of 16. The
M-BACK has been found to be a valid and reliable tool.?*

2.3.2 | Cardiometabolic health assessments

Body weight, BMI, waist circumference and blood pressure
were assessed at all three time points. Waist circumference
was measured at the level of the umbilicus. Blood pressure was
taken with the participant in a seated position using a calibrated
sphygmomanometer.

2.3.3 | Dietary intake

The Dietary Questionnaire for Epidemiological Studies (DQES), a
validated semi-quantitative Food Frequency Questionnaire assess-
ing dietary intake over the prior 3 months, was self-completed at
baseline and at 16 weeks for wave 1 participants.? The Nutritional
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Assessment Office, Cancer Council of Victoria, undertook analysis
of DQES forms.
For wave 2, the dietitian assessed baseline dietary intake via a

Journal of Australia

comprehensive diet history,?® a recognised acceptable method ac-
counting for usual intake and variation. A food checklist was included
to ensure all food categories were evaluated. Diet histories provided
information on the frequency, and amount, of intake of various
foods, including the typical makeup of meals.?* Diet histories were
completed in a private consulting room, conducive to individualised
assessment, lasting approximately 30-60 minutes. Participants from
both waves were also requested to complete 7-day food diaries prior
to the initial assessment to further assist nutrition assessment.

2.3.4 | Physical activity levels

The International Physical Activity Questionnaire (IPAQ)-short
form?® was used to assess self-reported levels of physical activity.
The IPAQ asks participants to recall duration of vigorous-intensity
activity, moderate-intensity activity, walking and sedentary or sit-
ting time over the previous 7 days.

2.3.5 | Exercise capacity
The Astrand-Ryhming Test is a single-stage cycle ergometer test

designed to elicit a steady state heart rate over a é-minute period,
following a 3-minute warm-up.

Wave 1 (n = 106) Wave 2 (n = 106)

Total (n =212)

Initial workload was determined according to the Astrand test
loading wattage table, and heart rate was recorded at every min-
ute interval as per the Astrand protocol using a Monkark chest strap
heart rate monitor. Oxygen uptake (VO2) was estimated using the
Astrand-Ryhming gender-sensitive nomogram.?® Results were then
normalised to age.

2.4 | Dataanalysis

Baseline characteristics are reported in Table 1 and Chi-square
statistics were used to examine differences in demographic char-
acteristics between waves. Repeated measures ANCOVAs were
performed to examine the effects of the intervention on the
outcome measures, using baseline measures as a covariate, with
partial eta squared calculated to estimate the magnitude of the
effect size for each of the outcome measures. Wave was included
as an independent group factor for all analyses with the exception
of the measures of dietary intake. As different assessment meas-
ures were employed for the two waves of assessment, separate
repeated measures ANCOVAs were conducted for dietary intake
data for each wave. Only available data were analysed and imputa-
tion methods were not employed.

Estimated energy intake (EEI), average daily number of serves of
fruit and vegetables consumed and discretionary food intake were
derived from kilojoule values and standard serving sizes assigned to
food groups described in the national dietary guidelines.”” A con-
tinuous indicator for physical activity was calculated as a sum of

Pt TABLE 1 Demographicinformation - n

04)

Age band

18-24 years 10(9) 6 (6) 16 (8)

25-34 years 33(31) 29 (27) 62 (29)

35-44 years 32(30) 24 (23) 56 (27)

45-54 years 21(21) 25 (24) 46 (22)

255-64 years 10(9) 22(20) 32 (14) 43
Sex

Male 24(23) 21(20) 45 (21)

Female 82(77) 85(80) 167 (79) .61
Work setting

Inpatient acute 17 (16) 15(14) 32 (15)

Inpatient 2(9) 20(19) 29 (14)

non-acute

Community 71(66) 64 (61) 135 (64)

Administration 2(9) 7 (6) 16 (8) Al
Staff role

Nurse 20(19) 33(31) 53(25)

Allied health 62 (58) 41(39) 103 (48)

Medical 4(4) 8(7) 12 (6)

Non-clinical 20(19) 24(23) 44(21) .04*

*Significant difference between staff roles recruited for each wave.
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weekly metabolic equivalent (MET)-minutes per week of physical
activity. The MET energy expenditure was estimated by weighting
the reported minutes per week by a MET energy expenditure esti-
mate for each type of activity (low, moderate and vigorous-intensity
physical activity). The weighted MET minutes per week were cal-
culated as duration frequency per week MET intensity, which were
then summed to produce a weighted estimate of the total physical
activity from all reported activities per week as per the IPAQ scoring
protocol.

3 | RESULTS

All 702 staff of the Mental Health Service were invited to partici-
pate, initially through the online survey and subsequently in the in-
tervention. In total, 212 (31% of total) staff participants provided
consent and completed baseline testing.

3.1 | Demographic data
Descriptive data for the participants recruited in wave 1 and wave 2

are provided in Table 1. The majority of participants (92%) were aged
between 25 and 64 years, and most were female (79%). The majority

TABLE 2 Pre-, post- and follow-up

o —“WILEY-®

were working in community service settings (64%), and most were
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either nursing or allied health clinicians (psychologists, social work-
ers, occupational therapists). There was a greater proportion of
medical staff in wave 2 compared to wave 1 (8 vs 4) and there were
no other significant differences in any of the demographic variables
for participants recruited in wave 1 and wave 2.

3.2 | Primary outcome measures - M-BACK
total and domain scores

M-BACK scores were obtained from all clinically qualified partici-
pants (See Table 2). Some non-clinical staff completed the M-BACK;
however, these scores were excluded from the analysis. Complete
pre-, post- and follow-up M-BACK data were available for 49%
of the clinically qualified participants in wave 1, while complete
M-BACK data were available for 74% of wave 2 participants. There
were no significant differences between completers and non-com-
pleters at baseline and follow-up on any outcome (all P's > .05).
Significant time effects were found for total M-BACK and all do-
main scores (F(2,99) = 11.7-56.6). For M-BACK total and Knowledge
and Confidence domain scores, significant differences were found
for each pairwise comparison, with the largest increases in scores
occurring for measures obtained at pre-intervention vs those

M-BACK scores by wave r::v:;)‘ 2:’:":5 ;:):aloa) -Fr:;;;ﬁea Partial €2

Barriers

Pre 15.3(2.0) 15.9(2.3) 15.6(2.2)

Post 15.8(1.9) 16.6(2.5) 16.3(2.3)

Follow-up ~ 15.9(2.1) 16.8(2.7) 16.4(2.5) 10.7*** 0.18
Attitudes

Pre 16.1(2.5) 16.5(3.2) 16.3(2.9)

Post 16.8(2.3) 17.2(2.7) 17.0(2.5)

Follow-up  16.9(2.2) 17.4(2.8) 17.2(2.6) 1107 == 0.19
Confidence

Pre 12.6(2.8) 12.9 (4.0) 12.8(3.5)

Post 14.2(2.7) 14.4 (3.6) 14.3(3.2)

Follow-up  14.7(2.7) 15151(312) 15.1(3.0) 46,5 048
Knowledge

Pre 11.3(3.9) 11.4 (4.5) 11.4(4.2)

Post 12.5(5.2) 14.0 (4.1) 13.4(3.9)

Follow-up  13.6(3.7) 14.6 (3.7) 14.2(3.7) 550k 0.53
Total

Pre 55.3(8.7) 56.7 (11.0) 56.1(10.1)

Post 59.4(7.7) 62.2 (10.4) 61.1(9.5)

Follow-up  61.1(8.2) 64.2 (9.9) 62.9 (9.4) 56.6*+* 0.53

Note: Unadjusted means.

**P <001,
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obtained at follow-up (all P's <.003). The pairwise comparisons be-
tween post-intervention and follow-up scores were not significant
for Barriers and Attitudes domain scores (P's =.53 and .39 respec-
tively). All other pairwise comparisons were increased significantly
across time (all P's < .001). The main between-subject effect of
wave was not significant for M-BACK total score, or the Barriers,
Attitudes and Confidence domain scores. There was a significant
wave main effect for Knowledge domain scores (F(1,100) = 6.91,
P = .01). Wave 2 participants had significantly higher scores than
wave 1 participants. There were no significant wave by time effects
for total M-BACK or any of the domain scores.

3.3 | Secondary outcome measures
3.3.1 | Waist circumference

There was a statistically significant reduction in waist circumfer-
ence, with no significant effect of wave or wave by time interaction

Wave 1 Wave 2 Total Time effect
Waist (cm) N =57 N =70 N =127
Pre 89.2(12.9) 91.8(14.2) 90.7(13.4)
Post 87.6(12.8) 91.0(13.6) 89.5(13.3)
Follow-up 86.8(12.7) 899 (13.5) 88.5(13.2)
Weight (kg) N =57 N=72 N =129
Pre 72.8 (15.7) 72.9(15.2) 72.8(15.4)
Post 72.5(15.2) 72.5(149) 72.5(15.0)
Follow-up 724(15.2) 72.3(147) 72.4(14.9)
VO, (ml/kg/ N=51 N=76 N =127
min)
Pre 39.3(7.7) 32.3(9:6) 34.1(9.6)
Follow-up 41.4(8.3) 35.0(11.3) 36.7(11.0)
Sedentary time N =53 N=76 N=129
(mins)
Pre 531(182) 525(162) 528 (170)
Follow-up 455 (163) 415 (136) 431 (148)
Energy intake N =38 N=75 N=113
(kJ/day)
Pre 8186 7853 7786
(5434) (1954) (3516)
Follow-up 6792 7343 7158
(3262) (1276) (2159)
Discretionary N =38 N=75 N=113
food intake
(kJ/day)
Pre 3619 1340 (884) 2106
(2859) (1978)
Follow-up 2624 (1978) 868 (821) 1465 Fn=55.3***
(1501)

Note: Unadjusted means.
***P<.001.

(P <.001 - see Table 3). The mean reduction in waist circumference
from baseline to post-intervention assessment was 1.3 cms. The
mean reduction in waist circumference from baseline to follow-up
assessment was 2.2 cms. Both of these pairwise differences were
statistically significant (P < .001).

332 | Weight

Fifty-one per cent of the participants were overweight or obese
at baseline (108/212). In the sample as a whole, there was no sta-
tistically significant reduction in weight over time (P = .055 - see
Table 3). The mean weight decrease was 0.30 kg from baseline to
post-intervention, and 0.47 kg from baseline to follow-up. There was
no significant effect of wave or wave by time interaction.

In those who were overweight or obese at baseline, there was a
statistically significant reduction in weight over time (F(2,63) = 9.8,
P <.001). The mean weight decrease from baseline to post-interven-
tion was 0.82, and 1.10 kg from baseline to follow-up. For those who

TABLE 3 Changes in anthropometry

Partial ¢
and secondary outcome measures

F(1,123) = 41.8"** 041

F(1,125) = 2.98 0.05

F(1,79) = 10.9** 0.12

F(1,126) = 62.2*** 0.33

F(1,110) = 45.9*** 0.29

033
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were normal weight at baseline, there was no significant effect of
time (F(2,58) = 0.30 NS).

3.3.3 | Dietaryintake

For wave 1, there was a statistically significant reduction in re-
ported energy intake (-1393 kJ, P < .001). For wave 2, the re-
duction in reported energy intake was smaller in magnitude, but
remained statistically significant (-240 Kj, P < .05). There was a
statistically significant decrease in energy intake from discretion-
ary food for both wave 1 (-976 kJ, P < .001) and wave 2 (-472 kJ,
P < .001). There was no statistically significant change in the
average daily number of serves of fruits consumed (1.67-1.72,
P = .635); however, there was a statistically significant increase in
the average daily number of serves of vegetables consumed (2.99-
3.65, P <.001).

3.3.4 | Cardiorespiratory fitness

There was a statistically significant increase in VO, from baseline
to follow-up (P = .001 - see Table 3). There was a mean increase in
VO, of 2.5 ml/kg/min, a clinically meaningful increase of 7% over the
baseline estimate. There was no significant effects of wave, and the
wave by time interaction was not significant.

3.3.5 | Sedentarytime

Sedentary time decreased significantly from baseline to follow-up
(P <.001 - See Table 3). There was a mean decrease in sedentary
time of 97 minutes. The main effect of wave and the wave by time
interaction were not statistically significant.

4 | DISCUSSION

This study demonstrated the beneficial effects of a staff-focused
lifestyle intervention on staff attitudes, confidence and knowl-
edge about metabolic health. We found a highly significant large
effect for improved confidence and knowledge of mental health
staff regarding metabolic health. We also found smaller, statisti-
cally significant increases in scores for barriers and attitudes to-
wards metabolic health issues, indicating that staff participants
perceived fewer barriers to, and had more positive attitudes to-
wards, metabolic monitoring. In total, 31% of potential partici-
pants responded to the online survey and subsequently completed
baseline testing. This is consistent with typical response rates to
online surveys.2®

We also observed a highly significant reduction in waist cir-
cumference at 16-week follow-up, averaging 2.2 cms. In addi-
tion, we found a statistically significant 97-minute reduction in
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sedentary time and a 30% reduction in dietary energy intake from
discretionary foods and drinks, both of which can be considered
as meaningful changes. The weight reduction in the sample as a
whole was relatively modest, but exploratory analysis indicated
greater weight reduction in those who were overweight or obese
at baseline. While this study was not designed to be a weight loss
intervention, weight loss of clinicians may also be beneficial for
patients, as the body weight of health professionals can influence
their attitudes towards weight management and their weight man-
agement practice:&.z9

Our findings have important implications in light of recent
results from large-scale RCTs targeting patients. Firstly, the
PRIMROSE trial aimed to reduce cholesterol and cardiovascu-
lar risk for people with severe mental illness in primary care.®®
No effect of the intervention was found, in which primary care
professionals attended 2-day training on delivering cardiovas-
cular disease reduction interventions for patients. Secondly, the
IMPaCT trial evaluated an integrated psychosocial health promo-
tion intervention for people with psychosis, and concluded that
staff training and supervision alone may be insufficient to change
practice among front-line mental health workers and reverse car-
diometabolic risk indicators in their patients.*! Enhancing such
training programs with a specific focus on staff health could po-
tentially enhance the effect of such interventions in future trials.

Based on the results of this study, staff interventions appear to
be feasible, and may lead to positive changes in both key attitudi-
nal and objective measures. Given that staff attitudes towards and
engagement in healthy lifestyle behaviours are associated with the
interventions they provide to their patients, it is reasonable to hy-
pothesise that improving staff health may be an important strategy
in facilitating the implementation of lifestyle interventions within
mental health services.

4.1 | Limitations

While the strengths of this study include the large sample of men-
tal health staff participants from a diverse multidisciplinary back-
ground and use of ascalable and replicable intervention, the results
should be interpreted in light of methodological limitations. These
include: potential sampling bias, in that staff who volunteered to
participate may not be representative of the broader staff popula-
tion, the potential for social desirability bias to have influenced
outcomes for self-reported measures of diet and physical activity,
the lack of an objective measure of metabolic health (eg serum
cholesterol), no control group or comparison data, a lack of a quan-
tified “dose” of the intervention precluding sensitivity analysis and
a lack of cost data regarding the intervention, which required spe-
cialised allied health clinicians and permission from management
for staff participants to receive the intervention during work time
and therefore taking staff participants away from usual clinical du-
ties. Itis also possible that given the time between waves, staff at-
titudes and views may have changed over time following the first
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wave of the intervention. Furthermore, given the pragmatic na-
ture of this evaluation, which was conducted within a busy mental
health service where patient care remained the priority, we had
high rates of missing data due in part to difficulty in scheduling
follow-up assessments while staff were on shift. This is particu-
larly relevant for the secondary outcome measures which required
staff attend a face-to-face assessment. Finally, we did not publish
an a priori protocol or undertake a sample size calculation given
the opportunistic nature of the study, which was linked to the im-
plementation of a service-wide program.

5 | CONCLUSION

A lifestyle intervention targeting staff working in a mental health
service significantly increased the capability of the staff partici-
pants to improve their own physical health. We found changes in
attitudes, knowledge and confidence of clinical staff towards im-
proving metabolic health outcomes in the people they care for.
Although it remains to be seen if changes in staff behaviour result
in changes in patient outcomes, improving staff health, attitudes,
confidence and knowledge is likely to help lay the foundation for
changes in clinical care towards interventions capable of improv-
ing patient outcomes.
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ethical implications. This report form must be completed at least annually, and at the end of the
project (if it takes more than a year). The Ethics Secretariat will contact you when it is time to
complete your first report. You must also provide evidence of continued approval from the Human
Research Ethics Committee you originally received approval from.

| also refer you to the AVCC guidelines relating to the storage of data, which require that data be
kept for a minimum of 5 years after publication of research. However, in NSW, longer retention
requirements are required for research on human subjects with potential long-term effects,
research with long-term environmental effects, or research considered of national or international
significance, importance, or controversy. If the data from this research project falls into one of
these categories, contact University Records for advice on long-term retention.

If you have any queries about your ethics approval, or require any amendments to your research in
the future, please do not hesitate to contact the Ethics Secretariat at the Research and Innovation
Office, on 02 9514 9772.

Yours sincerely,

Professor Beata Bajorek
Chairperson
UTS Human Research Ethics Committee
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Appendix 5B — Ethics approval for Chapters 4 and 5

From: Research.Ethics@uts.edu.au

To: Research Ethics; Jane Stein-Parbury
Subject: UTS HREC Letter of Noting

Date: Wednesday, 19 February 2014 1:44:28 PM
Dear Applicant,

The Faculty has considered your Nil/Negligible Risk Declaration Form for your project titled, "Evaluation of
knowledge and confidence of metabolic screening after a 2-day training course”, and agree your research does
not require review from the UTS Human Research Ethics Committee. Please keep a copy of your Declaration
form on file to show you have considered risk.

For tracking purposes, you have been provided with an ethics application number, which is UTS HREC
2013000749.

T also refer you to the AVCC guidelines relating to the storage of data, which require that data be kept for a
minimum of 5 years after publication of research. However, in NSW, longer retention requirements are required
for research on human subjects with potential long-term effects, research with long-term environmental effects,
or research considered of national or international significance, importance, or controversy. If the data from this
research project falls into one of these categories, contact University Records for advice on long-term retention.

You should consider this your official letter of noting.

¥ €seq D ULs edu. auw/po g €S A d
To access this application, please follow the URLs below:
* if accessing within the UTS network: http://rmprod.itd.uts edu.aw/ RMENet/ HOMOO1N. aspx
* if accessing outside of UTS network: https://remote.uts.edu.au , and click on "RMENet - ResearchMaster
Enterprise” after logging in.

If you or anyone connected with this research have any queries please do not hesitate to contact
Research. Ethics@uts. edu.au

Yours sincerely,

Professor Marion Haas

Chairperson

UTS Human Research Ethics Committee
C/- Research & Innovation Office
University of Technology, Sydney

T: (02) 9514 9772

F: (02) 9514 1244

E: Research Ethics@uts.edu.au

I: http:/www.research.uts.edu.au/policies/restricted/ethics.html
P: PO Box 123, BROADWAY NSW 2007
[Level 14, Building 1, Broadway Campus]
CB01.14.08.04

REF: E28
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Appendix 5C — Ethics approval for Chapter 6

vAS
AWz | Health
hT W South Eastern Sydney
sovement | LOcal Health District

HUMAN RESEARCH ETHICS COMMITTEE
Room G71 East Wing

Edmund Blacket Building

Prince of Wales Hospital

RANDWICK NSW 2031

Tel: 02 9382 3587 Fax: 02 9382 2813
SOSESLHD ESIAHS HEALTH.NSW.GOV Al
hitp:/iwww.seslhd health.nsw.gov.au/POWH/researchsupport/default. asp

30 March 2015

Dr Simon Rosenbaum

The Bondi Centre

26 Llandaff Street

BOND! JUNCTION NSW 2022

Dear Dr Rosenbaum

HREC ref no: 15/054 (LNR/15/POWH/107)
Project title: Keeplng our Staff in Mind (KoSIM): lifestyle screening and advice for mental
health staff

Thank you for submitting the above Low/Negligible Risk (LNR) Application for review by the
Human Research Ethics Committee (HREC). Based on the information you have provided and
in accordance with the NHMRC guidelines [National Statement 2007 - Section 5 Institutional
Responsibilities and “When does quality assurance in health care require independent ethical
review?” (2003)], this project has been assessed as low risk and is therefore exempt from full
HREC review.

The project was first considered by the LNR Committee on 17 March 2015.

I am pleased to advise that ethical approval has been granted for this project to be conducted
at the following site(s):

+ Bondi Community Centre
® St George Hospital
e The Sutherland Hospital
The following documentation has been approved:
e Low/negligible risk application, submission code AU/6/1C5D19, dated 25 February 2015

* Letter of Invitation, Version 1.1 dated March 2015
* Response Email dated 24 March 2015

Conditions of approval

1. This approval is valid for 5 years from the date of this letter.
Prince of Wales Hospital
Community Health Services
Barker Street
Randwick NSW 2031
2015.03.30. LNR approval. Page 1 of2 $1777 290711
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2, Annual reports must be provided on the anniversary of approval.
3. A final report must be provided at the completion of the project.

4, Proposed changes to the research protocol, conduct of the research, or length of
approval will be provided to the Committee.

5 The Principal Investigator will immediately report matters which might warrant review
of ethical approval, including unforeseen events which might affect the ethical
acceptability of the project and any complaints made by study participants.

For NSW Public Health sites only: You are reminded that this letter constitutes ethical
approval only. You must not commence this research project until you have submitted your
Site Specific Assessment (SSA) to the Research Governance Officer of the appropriate
institution and have received a letter of authorisation from them.

Should you have any queries, please contact the Research Support Office on [02) 9382 3587.
The HREC Terms of Reference, Standard Operating Procedures, membership and standard
forms are available from the Research Support Office website:
http://www.seslhd.health.nsw.gov.au/POWH/researchsupport/default.asp.

Please quote HREC ref no: 15/054 in all correspondence.
We wish you every success in your research.

Yours sincerely

Production Note:
Signature removed prior to publication.

Amanda Idan
Acting Executive Officer, Human Research Ethics Committee

This HREC is constituted and operates in accordance with the National Health and Medical Research
Council's (NHMRC) National Statement on Ethical Conduct in Human Research (2007), NHMRC and
Universities Australia Australian Code for the Responsible Conduct of Research (2007) and the CPMP/ICH
Note for Guidance on Good Clinical Practice.
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Appendix 6 — Participant information sheet for chapter 3
Az | Health UNIVERSITY OF
N'Sw Eout?&asltggsirdntey TECHNOLOGY SYDNEY
GO Bl T oca ea Istric

Bondi Community Health Centre

PARTICIPANT INFORMATION SHEET AND CONSENT FORM

Invitation
You are invited to participate in a research study into understanding participant
experiences of the KBIM program.

The study is being conducted by

Mr. Andrew Watkins (PhD candidate)

Prof. Jane Stein-Parbury (PhD supervisor)
A/Prof. Philip Ward (PhD co-supervisar)
A/Prof. Robyn Gallagher (PhD co-supervisor)
Dr Jackie Curtis (Program clinical director)

Before you decide whether or not you wish to participate in this study, it is important
for you to understand why the research is being done and what it will involve. Please
take the time to read the following information carefully and discuss it with others if
you wish.

1. What is the purpose of this study?
To explore how you felt about participating in the KBIM program, what you found
to be helpful about the program and how you think it could be improved in the
future.

2. Why have | been invited to participate in this study?
You are eligible to participate in this study because you were involved in the
original KBIM intervention.

3. What does participation in this study involve?

If you agree to participate in this study you will then be asked to participate in a
interview or group discussion about your experiences in the KBIM program. It is
estimated the interview or group discussion will take 60-90 of your time and take
place at the Bondi Centre.

Any information obtained in connection with this research project that can identify
you will remain confidential, and stored securely in a locked filing cabinet or
password encrypted computer.

If you agree to participate in this study, you will be asked to sign the Participant
Consent Form.

LNR Participant Information Sheet 1 25/7/2014 Page 1 of 5
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South Eastern Sydney TECHNOLOGY SYDNEY
Local Health District

4. What if | don’t want to take part in this study, or if | want to withdraw later?

NSW

GCWTERMNENT

Participation in this study is voluntary. Itis completely up to you whether or not
you participate. If you decide not to participate, it will not affect the treatment you
receive now or in the future. Whatever your decision, it will not affect your
relationship with the staff caring for you.

If you wish to withdraw from the study once it has started, you can do so atany
time without having to give a reason.

5. How is this study being paid for?
Any costs related to this study will be borne by Prince of Wales Hospital
Foundation.

6. Are there risks to me in taking part in this study?
The only foreseeable risk/s in taking part in this study is

You may feel that some of the questions we ask are stressful or upsetting.
+ |f you do not wish to answer a question
o You may skip it and go to the next question, or
o You may stop immediately.

If you become upset or distressed as a result of your participation in the research
project, the research team will be able to arrange for counselling or other
appropriate support. Any counselling or support will be provided by qualified
staffs who are not members of the research team. This will be provided free of
charge.

Whilst all care will be taken to maintain privacy and confidentiality, you may
experience embarrassment if one of the group members were to repeat things
said in a confidential group meeting.

7. What happens if | suffer injury or complications as a result of the study?
If you require treatment or suffer loss as a result of the negligence of any of the
parties involved in the study you may be entitled to compensation; the cost of
your treatment would have to be paid out of such compensation.

8. Will | benefit from the study?
This study aims to further mental health care knowledge and may improve future

treatment of the metabolic effects of antipsychotic treatment, however it may not
directly benefit you.

LNR Participant Information Sheet 1 25/7/2014 Page 2 of 5
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10.

11.

12.

13.

-,
Ak | Health UNIVERSITY OF
NSW South Eastern Sydney TECHNOLOGY SYDNEY
sovemennt | LOcCal Health District
Will taking part in this study cost me anything, and will | be paid?
Participation in this study will not cost you anything, nor will you be paid. You will
be reimbursed for your time and reasonable travel expenses in the form of a gift
card to the amount of $20.

How will my confidentiality be protected?

Any identifiable information that is collected about you in connection with this
study will remain confidential and will be disclosed only with your permission, or
except as required by law. Only the researchers named above will have access
to your details and results that will be held securely at Bondi Community Health
Centre.

What happens with the results?

If you give us your permission by signing the consent document, we plan to
discuss/publish the results the HREC for monitoring purposes, peer-reviewed
journals, presentation at conferences or other professional forums.

In any publication, information will be provided in such a way that you cannot be
identified.

What should | do if | want to discuss this study further before | decide?
When you have read this information, the researcher Andrew Watkins will
discuss it with you and any queries you may have. If you would like to know
more at any stage, please do not hesitate to contact him/her on 9366 8610 or his
PhD supervisor, Jane Stein-Parbury on 0418 287 241.

Complaints

This study has been approved by the South Eastern Sydney Local Health District
Human Research Ethics Committee. Any person with concerns or complaints
about the conduct of this study should contact the Research Support Office
which is nominated to receive complaints from research participants. You should

contact them on 02 9382 3587, or email RSOseslhd@sesiahs.health.nsw.gov.au
and quote 13/040 (LNR/13/POWH/85)

Thank you for taking the time to consider this study.
If you wish to take part in it, please sign the attached consent form.
This information sheet is for you to keep.

LMR Participant Information Sheet 1 25/7/2014 Page 3 of 5
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Bondi Community Health Centre
CONSENT FORM
Participant Experiences of Keeping the Body in Mind (KBIM) Program

O e ettt ettt ettt et en e e
agree to participate in the study described in the participant information statement set
out above for an interview of focus group of 60-90 minutes duration.

2. | acknowledge that | have read the participant information statement, which explains

why | have been selected, the aims of the study and the nature and the possible risks
of the investigation, and the statement has been explained to me to my satisfaction.

3. Before signing this consent form, | have been given the opportunity of asking any
questions relating to any possible physical and mental harm | might suffer as a result of
my participation and | have received satisfactory answers.

4, | understand that | can withdraw from the study at any time without prejudice to my
relationship to Bondi Community Health Centre

5. | agree that research data gathered from the results of the study may be published,
provided that | cannot be identified.

6. | understand that if | have any questions relating to my participation in this research, |
may contact Andrew Watkins on telephone 9366 8610, who will be happy to answer
them.

7. | acknowledge receipt of a copy of this Consent Form and the Participant Information
Statement.

Complaints may be directed to the Research Support Office, South Eastern Sydney Local
Health District, Prince of Wales Hospital, Randwick NSW 2031 Australia (phone 02-9382
3587, fax 02-9382 2813, email RSOseslhd@sesiahs.health.nsw.gov.au.

Signature of participant Please PRINT name Date
Signature of witness Please PRINT name Date
Signature of investigator Please PRINT name Date

LMR Participant Information Sheet 1 25/7/2014 Paged of 5
228



L]
ai‘lk Health UNIVERSITY OF
ﬁsw South Eastern Sydney TECHNOLOGY SYDNEY
sovemrewnt | LOCal Health District

Bondi Community Health Centre

Participant Experiences of Keeping the Body in Mind (KBIM) Program

REVOCATION OF CONSENT

| hereby wish to WITHDRAW my consent to participate in the study described above
and understand that such withdrawal WILL NOT jeopardise any treatment or my
relationship with the Bondi Junction Community Health Centre.

Signature of participant Please PRINT name Date

The section for Revocation of Consent should be forwarded to:
Dr Jackie Curtis

26 Llandaff St

Bondi Junction

NSW 2022

LNR Participant Information Sheet 1 25/7/2014 Page 5 of 5
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Apendix 7 — Course outline Physical Health Care in Mental Health

Physical health care in mental health

COURSE CODE: 32 086 1207

About the College
The Mission of the College is to provide leadership through partnerships with nurses in line with the

changing needs of the community, trends in health care service delivery and the aspirations of nurses
themselves.

About the course
This course is conducted over two days and is equivalent to 14 Continuing Professional Development
(CPD) hours. Please note that this course is subject to change without notice.

Who should attend?

Clients with serious mental illness have a 20% reduction in life expectancy compared with the general
population. This is primarily a result of poor metabolic health. This two day course will provide an
introduction to the issue of physical health care within mental health. The core focus of the course
teaches participants how to identify and monitor metabolic abnormalities, and implement prevention
and treatment strategies to overcome them. There is solid evidence that lifestyle and
pharmacological interventions are successful in reducing rates of morbidity and mortality in people
with serious mentally illness. Participants will be guided through the utilisation of these interventions
in a practical way that will allow participants to put into operation what they have learnt on return to
the workplace.

Key learning outcomes
After successfully completing the course participants should be better able to:
*« Understand and comply with the NSW Health ‘Linking Physical Health and Mental Health’
guidelines.
+ Confidently screen for metabolic health.
* Understand factors that lead to poor physical health in mental health consumers.
* Have aclear comprehension of pharmacological and lifestyle interventions available to
intervene to prevent and treat metabolic complications.
+ Be able to implement these interventions on return to the workplace.

Consultants and facilitator
This course was developed by Andrew Watkins, CNC Mental Health - Bondi Community Health Centre
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Program Outline = Physical health care in mental health

Day1

0845 - 0900
Registration and welcome

0900 - 1000
Physical Health and Mental Health Introduction and background
Andrew Watkins

1000 -1100
Understanding metabolic syndrome
Andrew Watkins

1100-1115
Morning tea

1115-1315
Screening for metabolic health
Andrew Watkins

1315-1400
Lunch

1400 -1515
The RaDiCal (Bondi) model — An intervention approach for metabolic care
Andrew Watkins

1515-1530
Afterncon tea
1530 -1645

Smoking and mental health
Dr Tanya Ahmed

1645 -1700
Summary
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Program Outline — Physical health care in mental health
Day 2

0900 - 1000
Physical Health Care of Mental Health Consumers — The NSW Health Guidelines
Andrew Watkins

1000 - 1100
The lived experience consumer perspectives
Stephanie Webster/Julio Vargas

1100-1115
Morning tea

1115-1215
Interventions part 1 - Exercise
Simon Rosenbaum (Exercise Physiologist)

1215-1300
Lunch

1300 - 1400
Interventions part 2 — Dietary
Janice Plain

1400 -1530

Interventions part 3 — Pharmacological
An algorithm for better metabolic health
Dr Jackie Curtis

1530 - 1545
Afternoon tea

1545 - 1645
Shaping the future — developing a model that is suitable for your work setting

Andrew Watkins

1645 -1700
Evaluation and Finish
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