Living Well, Living Longer
Program Evaluation

Five year evaluation of an integrated care
Initiative to improve the physical health of
people living with severe mental iliness

Andy Simpson, Program Manager, Living Well, Living Longer
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The Context: Comorbidity

Equally Well Consensus Statement: People living with severe mental illness are
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The Context: Early Mortality

Australian life expectancy at birth by gender, 1900 - 2005

Age

a0
g5
g0
75
70
65
60
55
a0

+ Males
m Females

Australian population

Severe mental illness population

1900 1925 1950 1975 2005

GOVERNMENT

Year
Adapted from Prof Tim Lambert © 2008 - 2018
Health

Sydney
Local Health District

Sources: ABS Cat No. 3302.0; ABS Cat. No. 3105.0.65.001 (green line);
the age of death in schizophrenia imputed from literature (ibid). See
also: Saha S, Chant D, McGrath J. A Systematic Review of Mortality in
Schizophrenials the Differential Mortality Gap Worsening Over Time?.
Arch Gen Psychiatry. 2007;64(10):1123-1131
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Fig. 2. Average age of death by year for the schizophrenia and general population over
three decades with intentional self-harm excluded as cause of death.

Nielsen et al. SchizRes 2013; 146(1-3):22-7
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The Context: Early Mortality

Around two thirds of Schizophrenia Research H __qun__MwaM_o:m and SMRs of awmnsm categorised by causes
premature deaths | " unknown causes
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Avoidable Tragedy?

MEETING REPORT ON

EXCESS MORTALITY
IN PERSONS WITH SEVERE Management of

MENTAL DISORDERS physical health
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premature mortality in
people with severe mental
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commonly overlooked, not
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The Living Well, Living Longer Program

Referral Lifestyle ccCHiP Oral Health Metabolic Psychiatry Training and

Allocated Clinicians Assessment o Assessment Screening Review Education
Physical Engagement Comprehensive Free oral Repeat To include Changing the
health with dietitian, cardiometabolic health monitoring discussion of culture to help
related exercise assessment at - assessment of metabolic side effects clinicians
goals are physiologist or  [“] outpatient clinic, - and dental parameters and any recognise the
set at initial smoking encompassing treatment for to track physical importance of
assessment cessation officer many specialists [oll all referrals changes health issues physical health

On _ During

admission first year Ongoing

Metabolic Screening

MH Shared Care

Peer Support Workers

ccCHiP Review

Physical Health Check

Commence
monitoring of waist,
weight, BP, lipids &
blood sugar

Initiate shared care
arrangement in joint
appointment with GP,
using MHSC checklist

Using lived experience
to offer empathic
support. Facilitating
weekly health groups

Repeat metabolic
clinic reviews

annually unless
indicated otherwise

A 4

Comprehensive health
review with GP for
consumers in MHSC
or following ccCHiP
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Collaborative Centre for ]
Cardiometabolic Health ccCHIP
in Psychosis

v' World leading cardiometabolic health clinic
v' Consumer sees 8 specialists in one afternoon
v" Full formulation of cardiometabolic health

Outpatient Clinic Outpatient Clinic

at the CRGH Medical Centre at Charles Perkins Centre v _Nmﬁo_\j_\jmwdo_mﬂnujm sent to mﬁ ._nOﬂ .mO__O/>\|C_U
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Psychiatry

Endocrinology

Dietetics

Cardiology

Exercise Physiology

ccCHIP

who are we?

Sleep

Nursing
Information Systems




ccCHIP: Process Outcomes
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v'Checklist assigning tasks to
GP and care coordinator

v’ Agreement around exchange of information

v’ Annual cycle of care

v'Supported by Sector based CNCs

Mental Health Shared Care

Action Frequency | Responsible Date
Completed

Complete annual physical health check and copy Yearly GP o_

results to MHS?!

Review following ccCHiP? appointment Ad hoc GP a_/ /

[May double as yearly physical health check]

Complete scripts — physical health medications 6 monthly GP When
required

Order/review other preventative screening e.g.: Yearly GP When

cervical screening, mammogram, bowel required

screening, prostate check, skin check.

1st month 6 monthly yearly
Action Frequency | Responsible Date
Completed

Complete metabolic monitoring: Blood pressure, 6 monthly MHS? When

waist circumference and weight required

Complete scripts — mental health medications 6 monthly MHS When
required

Complete ccCHiP referral Yearly MHS [/ /

[GPs may refer directly to ccCHiP — referral form

available on website: http://ccchip.clinic]

Organise GP review post ccCHiP attendance 4 weeks MHS a_/ /

post ccCHiP
Complete pathology screen and copy results to Yearly? MHS [ /A /
GP




Mental Health Shared Care: Process Outcomes

Mental Health Shared Care Engagement
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Lifestyle Clinicians

Working with consumers to develop A
S : W e
individualised achievable and »/2

relevant health behaviour change | h,#!’ww

goals and supporting the practical Direct referral for care coordinators via:
strategies required to achieve these SLHD-MHLifestyle@health.nsw.gov.au

y

v’ 1.8FTE dietitian, 1.8FTE exercise physiologist ) anneteketrman

v 0.6FTE smoking cessation officer

v’ District wide positions offering individual tailored VoR s e
consults, or combined diet & exercise consults .‘\M_m.., ; Sh e 0 g

v’ Integration with ccCHiP clinics ) |

v’ Evidence based 12-week lifestyle group programs

v’ Partner with local aquatic centre for Gym/Swim

Leldig e o
annette Keller 1

Sraquatiecefiver ™



Lifestyle Clinicians: Process Outcomes

Lifestyle Clinician Contacts Per Quarter
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Our Consumers: Care Profile

Primary Diagnosis

m Schizophrenja p lwn?NOmmeEm Dis. m Bipglolar/ Mood Dis. m Depression /Anxiety /Stress
Communit | ‘Coreg’ Teams 1746 .
m Nil Recorded
... |Intensive Teams _ L 155
Age Distributfon tengthrof-Stay Involuntary Treatment
Early Intervention ‘EIPS” Teams 118
Aboriginal Mental Health 39 R
2058
21.6% i
7.6%
CORETEAMS  INTENSIVE  EIPSTEAMS GRANDTOTAL:
m>2years m>5years m> 10 years TEAMS

15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 78



Our Consumers: Metabolic Profile

Comparison
Sydney % to W*M

102.3cm

Average Waist

‘Concerning’ Waist % 80.6%
Average Weight 83.5kg
Body Mass Index 28.4kg/m?

.Aﬂmos‘hv. Health
Z‘Mls.s Sydney

covernvent | Local Health District



Evaluation: Asking our Consumers

What is going well?

Access to lifestyle specialists 4
ccCHiP 3|
Healthy lifestyle group 3|

} GP access & collaboration 2 _
Free dental care 2 _
Peer support 2 _

How could we improve?

ACTIONS:
A database of all local

Join us for some tucker and a chat to
feedback on our Living Well, Living
H;Ou,-mﬁwﬂ HUHO“.H”E. Better promotion of groups

More consumer social groups 5 |

physical health projects
across the community will

2]
1]
More info about eating/food  [NNEN be nogb:mn_ and shared
1l
1l
1]

More smoking cessation

with all teams, and more
groups will be encouraged.

More EP time

ccCHiP more frequent

Wednesday 25th September 1llam-1pm Morefree dental appts.

Sydney Local Health District

Croydon Community Health Centire Cottage



Evaluation: Auditing our Clinicians

100%

90% 88%

80%

70%
62%

60%
51%

50% 48%

40% 35%

30%
22%
20% 18%

10%
2%
0%

Consumer has Annual physical Contact with GP in  Metabolic monitoring
nominated GP health check by GP last six months in last six months

“A spreadsheet on a memory stick [ February-2015 @ September-2020
would have been fine.”



Evaluation:; Health Outcomes

Needs Assessment Az | Health WOLESRESRE &)
Measure (average) ! 2015-16 ocalHeslth Dt
/>\m _m.ﬁ Aﬁ m v 144 ”_.ON Sydney Local Health District
Needs Assessment:
/>\m _ m —4.—” A _A mv 183 m @ Physical and Metabolic Health in Community
Mental Health

BMI A_Am\ng 160 30.6
Blood Pressure s 123/80 P

. Croydon Community Health Centre
ﬂm m.ﬁ _ 3 m w m —I 179 m o m Marrickville Community Health Centre

Redfern Community Health Centre

Total Cholesterol 200 4.89
Metabolic Syndrome 5 74%

NSW | ¥ caith District Sydney Local Health District
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Evaluation: Health Outcomes

o o0t 200

Waist Circumference (cm) * 103 104.7 108 of the 251 consumers
Weight (kg) 862 37.6 remain linked to service

63% male. Median age 50.
Blood Pressure ® 122/80 118/79 0.012 79% Schizophrenia.
80% Metabolic Syndrome.

lune 2020

Lipid Profile

Total Cholesterol " 4.89 4.64 0.04
Triglycerides ® 2.05 1.8 0.13
High Density Lipoproteins % 1.2 1.2 0.76

Low Density Lipoproteins  * 2.9 2.5 0.004 Sydney Local Health District




Evaluation: Health Outcomes

Waist Circumference Male (cm) 108.9 104.5 0.055

Waist Circumference Female (cm) 104.1  100.3  0.055

Analysis group of 251 resampled to
ensure clozapine proportionate:

Low Density Lipoproteins 2.88 2.60 0.014 108 original -36 clozapine +179 new
HbAlc (mmol/mol) 6.11 5.77 0.124
Proportion HbA1c ‘at risk’ 45% 30% 0.025
Body Mass Index (kg/m?) 30.6 29 0.047

Metabolic Syndrome 74% 51% <0.005 Sydney Local Health District



Evaluation: Looking at the ‘big data’, 2014-2019

Teaming up with health econometrician to analyse big data sets over five years, including
12,671 Metabolic Screening, 10,239 lifestyle contacts, 1780 ccCHiP attendances, 732 MHSC...

m_‘_mmmmam:ﬁ with LWLL AO._" the HMNN.:V i Observed changes in waist at the aggregate level following

introduction of shared care + other interventions

Cardiometabolic Health Clinic - ccCHiP 472

140
1

— Actual —— SharedCare absent
—— SharedCare+EP absent —— SharedCare+Dietitian absent

Mental Health Shared Care - MHSC 367 Bl | o, e
Dietitian 423 )

Exercise Physiologist 404 o

ccCHIP + MHSC 263 | ]

ccCHiP + Dietitian/EP 179 g |

MHSC + Dietitian/EP 112

o
]

ccCHiP + MHSC + Dietitian/EP (alll) 97 Ji2014  Jui2015  Jul2016  Jui2017  Jui2018  Jul2019




Future Directions

Enhancing the Understanding the
Shared Care Model: § consumer experience:
Embracing new Peer workers to share
success stories

Introducing nurse
Economic evaluation practitioners for
of ccCHiP clinic chronic disease
management

Developing

Wik rlzell ~ _ metabolic risk
ngzﬁ _.wom_m_v.\_mm_% District ~ m.ﬁ_‘m.ﬁm.—nmﬁm.ﬁmos .—..OO_ Sydney Local Health District




Conclusions

The Living Well, Living Improving the health

Longer Program may be of people living with |
starting to have a positive J severe mental illness |
impact on health outcomes is ACHIEVABLE!

Thanks for listening!

Andrew Simpson, Program Manager
Living Well, Living Longer
Andrew.simpsonl@health.nsw.gov.au

.Aﬂ.'o%b. Health
7—1M1$ Sydney

covernvent | Local Health District
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Community treatment
orders: an iIn-depth

In this space
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Community
Treatment
Orders
(CTOs)

“The Mental Health Act 2009 provides
Community Treatment Orders as the legal way
of giving you treatment against your will when
you have a mental illness and are at risk but
can remain at home. You can continue to live,
work and study in the community as long as
you follow the requirements of your order”.




CTOs: a

contentious
Intervention

» Advocates for and those who oppose
CTOs

» Lack of evidence regarding
effectiveness

» High and increasing rates of use in
Australia

» Legislation stating treatment and
care should be recovery-focused



1. What is the culture of care planning for

consumers on CTOs?

2. What are the micro (relational), meso

Research

(organisational) and macro (cultural) factors

Questions

impacting upon the care planning process?

3. How do the concepts of risk and recovery ~

impact upon care planning? \

> 4




Methodology

Critical Ethnography

Social systems

Economic, political, social
structures, cultural products

Locales
Patterned activities in areas

surroundingsocial site

Site & Settings
Site: specific place where people
interact

Settings: tacit understandings
between actors

*Stage five

*Systems analysis
(macro)

*Stage four

eDiscovering systems
relations (meso)

eStages one-three

*Reconstructive-
hermeneutic analysis
(micro)



Methods

Ethnographic

Ethics

Study site

Locating the researcher
Data collection and analysis




Observation and Interviews (18 months)

Contact Setting Number
Urgent Clinical Reviews 15
Routine Clinical Reviews 25
Outpatient medical appointments 33
Other (e.g. home visit, CTO hearing) 3
Interviews 35
Focus groups 3



Observation of care planning contexts (6 months)

Participants S| . | & 5
T2 |8 =
5|8 | 88| iy
.m © o € ) % c
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Contact type

Clinical reviews

e 3 monthly Y Y Y N N N
e Urgent

Outpatient P Y Y Y P P

appointments with

doctors

Other contacts

e Face: face Y P P Y P P
e Phone




Focused Observation & Interviews (12 months

Caleb Medical Clinical Medical Medical Consumer |CC Doctor
Team A review Review review review Interview Interview |Interview
22.11.17 29.11.17 21.03.18 April April (SW) 19.09.18
11.05.18
Wu Clinical CC Interview [Medical Medical Medical Urgent Consumer CcC Doctor Medical
Team A Review (SW) prior to [review review review Jan |Clinical Interview Interview [Interview |review
6.09.17 a home visit 27.11.17 18.12.17 2018 Review 15.05.18 (SW) 25.05.18 [23.08.18
for detention Feb 2018 21.05.18
Sam Medical Medical Consumer  |CC Interview |Doctor Medical Medical Carer
Team A review review April | Interview (nurse) Interview review review Interview
4.08.17 2018 1.05.18 28.05.18 12.06.18 13.08.18 |27.09.18 7.10.18




Findings: A
culture of risk

A person in
context

Risk,
responsibility
and blame

Risk: differing
understandings




Clinicians focussed on risks such as harm to
self or others, functional and cognitive decline

Carers were concerned with broader issues
_N_m_A” Q _jnmj ng that .qm_m.ﬁmo_ to ,%m._omq.mo:m lived experience
and impacts on daily life

understandings

Consumers were concerned with broader and
immediate issues impacting on their wellbeing ~
and daily life

> 4




» Insight as a label

» Insight linked to capacity

A

As a principle | suppose, people have the

v —-mo O O C U mﬁ_ O 3 right to be unwell...people have that
E m.ﬂj m : m m @ —J H choice...He still has no real insight or his

awareness of the need to prepare for
prevention. That is one area that we

have to work with him.

L

) FlindcS

[Psychiatrist-Mark, 1V]




Positionings
of the care
planning
participants

Consumers
as fixed
and outside
"normal”

Deserving
or Not

Deserving

Clinicians
as experts

The team
versus the
Individual




Risk,

responsibility
and blame

~unior doctor: So, you’re on a CTO, and part of the responsibility
arefore falls on the team that you take your medication. So, we've
1ad a discussion with the team...and we suggest changing to orals
rather than the jab...I've done this in good faith and trusted you that
you would take the medication ...

Father: You're the doctor, you tell him what’s best to do...

Junior doctor: | do need you to take medication and attend medical
appointments. As you’re on a CTO, the minimum is that you do
this...We don’t have a choice in terms of us following this up. | know
we’ve had issues in the past, but the benefit for you is I've taken you
off the injection. But it’s up to you, if you don’t attend appointments.

Jim: Yea, yea, | know that’s the deal. You don’t have to say that.

[Medical Review]




| think [what’s important to her]...it’s the usual
things of a young person. She wants to have
friendships with people her age... she wants to get
an education...She wants to do some form of work

in the future. And | think down the track she’d be

wanting to move out of home. > ﬂvm —:mo : m 3

context

[Nurse- Amanda, Interview]

@ [ ]
W Flinders
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The impact of power and
o, . . . The
positioning on care planning mpact o

place and
space

The silence
of risk

A mismatch
in issues
and goals

Trust, or
lack thereof

Positioning
and

Power

Persuasion, Minimising
leverage consumer's
and threats concerns

Clinicians
leading
decisions




Jo: Medical Review

Jo: Speaking of medications, I’'ve got an opinion on this. I've been putting on a lot of weight.
Before | was on a depot, and they substituted it with a tablet, and | lost weight.

Psychiatrist: Well its 80% diet and 20% what you’re doing. And medication? What are on you
at the moment?

[Jo listed his medications with minimal prompting]

And you’ve got a CTO at the moment? | think we’d like to keep it going because you’ve done

well on treatment, and when things go wrong for you, it goes very wrong. How do you feel
about that?

Jo: | prefer not, but | understand why. | can’t really determine any difference mentally or
physically on the medications. The only difference | can see is I've put on weight.

Psychiatrist: So you’re putting on weight. We could look at changing the medication.
Paliperidone depot is probably the worst. Have you been on Abilify depot?




Jo: Medical Review cont.

Jo: I don’t want an injection at all. Can’t you look at tablets?

Psychiatrist: We're too nervous to do it at this stage as we don’t know if you take it
every day.

Jo: Well they know | take it everyday as they come around every morning and watch me
take it.

Psychiatrist: At some later point we could look at changing to tablets.
Jo: [sighs] Oh, Ok then.

Psychiatrist: Look I'll talk to [your care coordinator] about switching. We don’t want you
to get unwell, as when you get unwell you seem to get in trouble with the police.

Jo: Yea [sighs].




Care planning discussions over time

May 2018

June 2018

August 2018

Wu: The experience with [the team], is
pretty good, as long as you follow what

you have to do.
Researcher: What does that mean?

Wu: I accept the services.

His insight is really good now and it’s a
combination of his very settled mental
state... the input of some of the staff and
the peer worker...This is the kind of
person you trust to not be on a CTO
eventually. Because if he can maintain the
routines...if he can sustain his
wellness...he’s going to be a candidate for
no CTO.

[Care coordinator]

Doctor: What are your thoughts
[about the CTO expiring]?

Wu: I'm hoping to make it

voluntary.

Doctor: I agree. You've done really
well. I'm going to let it lapse and
it’s up to you to show us it’s the
right decision. | think everyone

would be in agreement.



Amanda: Care informed capacity

Nurse: If things could get better where would it be now? Because things are going
really well.

Amanda: Probably being more independent.
Nurse: So what is that?

Amanda: Going to the gym, getting to TAFE.
Nurse: And in the next year?

Amanda: Getting my drivers license.




Constraine
d by the
system

What opportunity do the clients get to improve
when they are seen once a month by a care
coordinator or one of the doctors?... to show
they can improve in a number of areas so they
don’t need to be on a CTO?... what happens in
between all that...where’s the recovery in that?
What'’s in between?

[Nurse]




Models of illness informing care

Paradigm of Paradigm of
Disease Discrimination
Biomedical Psychosocial
model model

Biopsychosocial
model



Mental health
professional

Low
expectations

Focus on
clinical recovery

Focus on risk

Positioned as
‘expert’

Stigma

Responsibility

Blame

Bio-
medical

Model

Care-planning

Impact on therapeutic relationship,
engagement, care approaches, and care
options

Person
diagnosed with
a mental
disorder

Positioned as
‘other’,
incompetent, and
‘fixed’
Reduced
personal agency

Services

perpetuatin
stigma



Services perpetuating harm and

discrimination

[The CTO] sort of demoralises
you in some aspects because it
takes away your choices, your
decision-making in some
respects. [pause] Its compulsory
medication which is not always
the right thing | don’t believe.

I’'m sorry | couldn’t be more
helpful. I've got a really bad
attitude about mental health...I
just blame them because | feel
like I’'m missing out...[on] my
life, like half of what | should be
doing.

| don’t feel like I’'m being helped
by [psychiatry], and that’s been
forced on me for 20 years. And
my parents now think that I’'m
just a “schizophrenic”. A
disabled person.




Care Planning Constrained: Not as Intended

Risk and risk management: concepts Care planning relationships
that are unhelpfully inexact undermined by the system
» Foregrounding risk and service risk » Interpersonal trust
assessments: missing what is > Systems trust
relevant
Insight: a hindrance to meaningful Consumers and carers absence in
care planning care planning

> Consumers untrusted as knowers



Care Planning from the Personal to the Social

Reframing risk and recovery

Uncoupling from the biomedical and emphasising the psychosocial
Reframing of identities in the care planning relationship

Is an emphasis on the psychosocial enough?



Summary and Recommendations

»Broadening of clinician conceptualisations and understandings of risk

»Routine implementation of interventions and approaches that are
recovery-orientated and trauma-informed

»Research on the impact of implementation of recovery tools and
interventions on care planning relationships and processes



Concluding comments

“As a service we talk about recovery ... but mainly what we
do is diaghose, medicate, and treat...the whole
medicalisation of people’s lives, has meant that we have
focused on that, and we haven’t maybe focused as much on
[employment] and that’s why we’re having to find our way
again. Because we lost our way a bit when it came to
treating people in the community for mental health
conditions, if it meant not just using medication, orders,
diagnostic criteria...I think it’s [IPS] quite important for those
reasons”

_— MH m m Dawson, S., Muller, J., Renigers, V., Varona, L., & Kernot, J. (2020). Consumer, health professional and employment specialist
€ UNI Y experiences of an individual placement and support programme. Scandinavian Journal of Occupational Therapy, Advance online
publication, 1-13. doi:10.1080/11038128.2020.1714719
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