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The C
ontext: C

om
orbidity

Equally W
ell C

onsensus Statem
ent: People living w

ith severe m
ental illness are

6x           5x           4x        14-23
M

ore likely to die from
                  

M
ore likely to 

M
ore likely to die from

             
Years of lost life

C
ardiovascular D

isease                    
Sm

oke
R

espiratory D
isease

Early M
ortality

National M
ental Health Com

m
ission. Equally W

ell Consensus 
Statem

ent: Im
proving the physical health and w

ellbeing of people 
living w

ith m
ental illness in Australia. Sydney NM

HC, 2016.



The C
ontext: Early M

ortality
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The C
ontext: Early M

ortality

Around tw
o thirds of 

prem
ature deaths 

are from
 circulatory 

&
 respiratory 

diseases or cancer

“…
a national disgrace and it should 

be a m
ajor public health concern”

N
ational M

ental Health Com
m

ission. A Contributing Life, the 2012 N
ational 

Report Card on M
ental Health and Suicide Prevention. Sydney: 2012.



Avoidable Tragedy?

“Preventable
physical 

health conditions lead to 
prem

ature m
ortality in 

people w
ith severe m

ental 
disorders…

 (w
hich are) 

com
m

only overlooked, not 
only by them

selves and 
people around them

, but 
also by health system

s.” 



The Living W
ell, Living Longer Program

Screening

Detection, 
Form

ulation &
 

Synthesis

Initiation of 
Treatm

ent

Ongoing 
M

anagem
ent

Physical 
health
related 
goals are 
set at initial 
assessm

ent

R
eferral 

Allocated

O
n 

adm
ission

M
etabolic Screening

M
H

 Shared C
are

Initiate
shared care 

arrangem
ent in joint 

appointm
ent w

ith G
P, 

using M
H

SC
 checklist

W
ithin 

28 days

C
om

m
ence 

m
onitoring of w

aist, 
w

eight, BP, lipids & 
blood sugar

C
om

prehensive 
cardiom

etabolic 
assessm

entat 
outpatient clinic, 
encom

passing 
m

any specialists

D
uring 

first year

ccC
H

iP 
Assessm

ent

Engagem
ent 

w
ith

dietitian, 
exercise 
physiologist or 
sm

oking 
cessation officer

Lifestyle 
C

linicians

Free oral 
health 
assessm

ent 
and dental 
treatm

entfor 
all referrals

O
ral H

ealth 
Assessm

ent

W
eekly

Peer Support W
orkers

U
sing lived experience 

to offer em
pathic 

support. Facilitating 
w

eekly health groups

R
epeat 

m
onitoring 

of m
etabolic

param
eters 

to track 
changes

To include 
discussion

of 
side effects 
and any 
physical 
health issues

Six 
m

onthly

M
etabolic 

Screening
Psychiatry 

R
eview

ccC
H

iP R
eview

R
epeatm

etabolic 
clinic review

s 
annually unless 
indicated otherw

ise

A
nnuallyC

om
prehensive health 

review
 w

ith G
P for 

consum
ers in M

H
SC

 
or follow

ing ccC
H

iP

C
hanging the 

culture
to help 

clinicians 
recognise the 
im

portance of 
physical health

O
ngoing

Training and 
Education

Physical H
ealth C

heck



ccC
H
iP

ü
W

orld leading cardiom
etabolic health clinic

ü
Consum

er sees 8 specialists in one afternoon
ü

Full form
ulation of cardiom

etabolic health
ü

Recom
m

endations sent to GP for follow
-up



ccC
H

iP: Process O
utcom

es

ccCHiP Clinic Cum
ulative Attendance
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M
ental H

ealth Shared C
are

1st m
onth

3 m
onthly

yearly

GP appointm
ent 

GP review
 appointm

ent 
W

eight, w
aist, 

blood pressure 

1st m
onth

3 m
onthly

yearly

GP appointm
ent 

GP review
 appointm

ent 
W

eight, w
aist, 

blood pressure 

1st m
onth

3 m
onthly

yearly

GP appointm
ent 

GP review
 appointm

ent 
W

eight, w
aist, 

blood pressure 
6

ü
Checklist assigning tasks to                                   
G

P and care coordinator
ü

A
greem

ent around exchange of inform
ation

ü
A

nnual cycle of care
ü

Supported by Sector based CN
Cs



M
ental H

ealth Shared C
are: Process O

utcom
es

M
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Lifestyle C
linicians

ü
1.8FTE dietitian, 1.8FTE exercise physiologist 

ü
0.6FTE sm

oking cessation officer
ü

District w
ide positions offering individual tailored 

consults, or com
bined diet &

 exercise consults
ü

Integration w
ith ccCHiP clinics

ü
Evidence based 12-w

eek lifestyle group program
s

ü
Partner w

ith local aquatic centre for Gym
/Sw

im

W
orking w

ith consum
ers to develop 

individualised achievable and 
relevant health behaviour change 
goals and supporting the practical 

strategies required to achieve these
Direct referral for care coordinators via:
SLHD-M

HLifestyle@
health.nsw.gov.au 



Lifestyle C
linicians: Process O

utcom
es
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O
ur C

onsum
ers: C

are Profile

Com
m

unity M
H ‘Core’ Team

s
1746

Intensive Team
s

155

Early
Intervention ‘EIPS’ Team

s
118

Aboriginal M
ental Health

39

GRAND TOTAL:
2058

Prim
ary Diagnosis

52.3%
9.7%

8.2%
7.3%

3.0%
4.6%

4.9%
9.9%

Schizophrenia
Schizoaffective Dis.

Bipolar/ M
ood Dis.

Depression /Anxiety /Stress

Traum
a/ Personality Dis.

Psychotic Disorder
Other

Nil Recorded

15
18

21
24

27
30

33
36

39
42

45
48

51
54

57
60

63
66

69
72

75
78

Age Distribution

Fem
ale

43%
M

ale
57%

48.6%

28.1%

14.4%

Length of Stay

> 2 years
> 5 years

> 10 years

21.6%

52.9%

7.6%

23.1%

CORE TEAM
S

INTENSIVE
TEAM

S
EIPS TEAM

S
GRAND TOTAL:

Involuntary Treatm
ent



O
ur C

onsum
ers: M

etabolic Profile

M
easure

Sydney
LHD 

Consum
ers

Australia 
Average

Com
parison
to

Average W
aist

102.3cm
92.5cm

+9.8cm
‘Concerning’W

aist %
80.6%

62%
+18.6%

Average W
eight

83.5kg
78.5kg

+5.0kg
Body

M
ass Index

28.4kg/m
2

27.5kg/m
2

+0.9kg/m
2



Evaluation: Asking our C
onsum

ers

1 1 1 1 1

2

5

M
ore free dental appts.

ccCHiP m
ore frequent

M
ore EP tim

e

M
ore info about eating/food

M
ore sm

oking cessation

Better prom
otion of groups

M
ore consum

er social groups

H
ow

 could w
e im

prove?
ACTIONS:
A database of all local 
physical health projects 
across the com

m
unity w

ill 
be com

piled and shared 
w

ith all team
s,and m

ore 
groups w

ill be encouraged.

2 2 2

3 3

4

Peer support

Free dental care

G
P access &

 collaboration

Healthy lifestyle group

ccCHiP

Access to lifestyle specialists

W
hat is going w

ell?



Evaluation: Auditing our C
linicians
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Evaluation: H
ealth O

utcom
es

M
easure (average)

n
2015-16

n
2019

Change
W

aist (cm
)

144
107

521
102.3

-4.7cm
  

W
eight (kg)

183
89

648
83.5

-5.5kg 
BM

I (kg/m
2)

160
30.6

519
28.4

-2.2kg/m
2

Blood Pressure
163

123/80
723

124/78
Fasting BGL

179
5.8

11
6.0

Total Cholesterol
200

4.89
20

4.93
M

etabolic
Syndrom

e
128

74%
6

50%

N
eeds Assessm

ent
M

etabolic Audit

N
O

T STATISTIC
A

LLY 
SIG

N
IFIC

A
N

T!



Evaluation: H
ealth O

utcom
es

108 of the 251 consum
ers 

rem
ain linked to service

63%
 m

ale. M
edian age 50. 

79%
 Schizophrenia. 

80%
 M

etabolic Syndrom
e. 

Anthropom
etry

n
2016

2020
W

aist Circum
ference (cm

)
30

103
104.7

W
eight (kg)

59
86.2

87.6

M
easure

n
2016

2020
P-value

Blood Pressure
79

122/80
118/79

0.012

Lipid Profile
2016

2020
P-value

Total Cholesterol
70

4.89
4.64

0.04
Triglycerides

68
2.05

1.8
0.13

High Density Lipoproteins
69

1.2
1.2

0.76
Low

 Density Lipoproteins
62

2.9
2.5

0.004



Evaluation: H
ealth O

utcom
es

Anthropom
etry

2016
2020

P-value
W

aist Circum
ference M

ale (cm
) 

108.9
104.5

0.055

W
aist Circum

ference Fem
ale (cm

) 
104.1

100.3
0.055

Lipid Profile
2016

2020
P-value

Low
 D

ensity Lipoproteins
2.88

2.60
0.014

A
nalysis group of 251

resam
pled to 

ensure clozapine proportionate:
108 original -36 clozapine +179 new

Blood Sugar
2016

2020
P-value

H
bA

1c (m
m

ol/m
ol)

6.11
5.77

0.124

Proportion H
bA

1c ‘at risk’
45%

30%
0.025

M
easure

2016
2020

P-value
B

ody M
ass Index

(kg/m
2)

30.6
29

0.047

M
etabolic

Syndrom
e

74%
51%

<0.005



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

Team
ing up w

ith health econom
etrician to analyse big data sets over five years, including 

12,671 M
etabolic Screening, 10,239 lifestyle contacts, 1780 ccCH

iP attendances, 732 M
H

SC…

Active 
consum

ers w
ith 

at least tw
o 

m
etabolic 

m
onitoring 

form
s (1877) D

em
ographic 

variables (age, 
gender, ethnicity)

Interventions 
(ccCH

iP, m
ental 

health shared 
care, lifestyle 

clinicians)

Care variables 
(diagnosis, 

voluntary status)

Engagem
ent w

ith LW
LL (of the 1877…

)
n

Cardiom
etabolic H

ealth Clinic -ccCH
iP

472

M
ental H

ealth Shared Care -M
H

SC
367

D
ietitian

423

Exercise Physiologist
404

ccCH
iP

+ M
H

SC
263

ccCH
iP +

D
ietitian/EP

179

M
H

SC + D
ietitian/EP

112

ccCH
iP

+ M
H

SC + D
ietitian/EP (all!)

97

1.
The im

plem
entation of Shared Care or

ccCH
iP significantly im

proved m
etabolic 

outcom
es in people w

ith obesity.

2.
D

ietitian and Exercise Physiologist 

together im
proved w

eight loss outcom
es 

consistently across age groups.

3.
The im

pact of com
bined interventions 

w
as m

uch stronger than that of single 

interventions
90 100 110 120 130 140

Waist (cm)

Jul2014
Jul2015

Jul2016
Jul2017

Jul2018
Jul2019

Actual
SharedC

are absent
SharedC

are+E
P absent

SharedC
are+D

ietitian absent
SharedC

are+C
linic absent

SharedC
are+E

P+D
ietitian absent

SharedC
are+E

P+C
linic absent

SharedC
are+D

ietitian+C
linic absent

O
bserved changes in w

aist at the aggregate level follow
ing 

introduction of shared care + other interventions



Future D
irections

Peer w
orkers to share 

success stories 

Econom
ic evaluation 

of ccCHiP clinic

Introducing nurse 
practitioners for 
chronic disease 
m

anagem
ent 

Developing 
m

etabolic risk 
stratification tool
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C
om

m
unity treatm

ent 
orders: an in-depth 
exploration of care planning 
in this space 
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aw
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C
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Com
m

unity 
Treatm

ent 
O

rders 
(CTO

s)

“The M
ental Health Act 2009 provides 

Com
m

unity Treatm
ent O

rders as the legal w
ay 

of giving you treatm
ent against your w

ill w
hen 

you have a m
ental illness and are at risk but 

can rem
ain at hom

e. You can continue to live, 
w

ork and study in the com
m

unity as long as 
you follow

 the requirem
ents of your order”.



CTO
s: a 

contentious 
intervention 

Ø
Advocates for and those w

ho oppose 
CTOs

Ø
Lack of evidence regarding 
effectiveness

Ø
High and increasing rates of use in 
Australia 

Ø
Legislation stating treatm

ent and 
care should be recovery-focused



Research 
Q

uestions

1.W
hat

is
the

culture
of

care
planning

for

consum
erson

CTOs?

2.W
hat

are
the

m
icro

(relational),
m
eso

(organisational)and
m
acro

(cultural)factors

im
pacting

upon
the

care
planning

process?

3.How
do

the
concepts

of
risk

and
recovery

im
pactupon

care
planning?



M
ethodology

Critical
Ethnography 



M
ethods
Ethnographic

•Ethics
•Study site
•Locating the researcher
•Data collection and analysis



O
bservation and Interview

s (18 m
onths)

Contact Setting
Num

ber
Urgent Clinical Review

s
15

Routine Clinical Review
s

25
Outpatient m

edical appointm
ents

33
Other (e.g. hom

e visit, CTO hearing)
3

Interview
s

35
Focus groups

3



O
bservation of care planning contexts (6 m

onths)

 Participants 

Care coordinator   

Treating doctor 

Multi-disciplinary 
team members 

Consumer 

Carer 

Other treating or 
care agency 

C
ontact type 

 

 

 

 

 

 

C
linical review

s 
• 

3 m
onthly 

• 
U

rgent  

 Y
 

 Y
 

 Y
 

 N
 

 N
 

 N
 

O
utpatient 

appointm
ents w

ith 
doctors 

P
 

Y
 

Y
 

Y
 

P
 

P
 

O
ther contacts 
• 

Face: face 
• 

P
hone 

 

 Y
 

 P
 

 P
 

 Y
 

 P
 

 P
 

 



Focused O
bservation &

 Interview
s (12 m

onths)

C
aleb

Team
 A

M
edical 

review

22.11.17

C
linical 

R
eview

 

29.11.17

M
edical 

review
 

21.03.18

M
edical 

review
 

April 

C
onsum

er

Interview

April

C
C

 

Interview
 

(SW
) 

11.05.18

D
octor 

Interview

19.09.18

W
u

Team
 A

C
linical 

R
eview

 

6.09.17

C
C

 Interview
 

(SW
) prior to 

a hom
e visit 

for detention

M
edical 

review
 

27.11.17

M
edical 

review
 

18.12.17

M
edical 

review
 Jan 

2018

U
rgent 

C
linical 

R
eview

 

Feb 2018

C
onsum

er 

Interview

15.05.18

C
C

 

Interview

(SW
)

21.05.18

D
octor 

Interview

25.05.18

M
edical 

review
 

23.08.18

Sam

Team
 A

M
edical 

review
 

4.08.17

M
edical 

review
 April 

2018

C
onsum

er

Interview

1.05.18

C
C

 Interview

(nurse)

28.05.18

D
octor 

Interview

12.06.18

M
edical 

review
 

13.08.18

M
edical 

review
 

27.09.18

C
arer 

Interview

7.10.18



Findings: A 
culture of risk



Risk: differing 
understandings

Clinicians focussed on risks such as harm
 to 

self or others, functional and cognitive decline

Carers w
ere concerned w

ith broader issues 
that related to the persons lived experience 
and im

pacts on daily life

Consum
ersw

ere concerned w
ith broader and 

im
m

ediate issues im
pacting on their w

ellbeing 
and daily life



Ø
Insight as a label

Ø
Insight linked to capacity

As a principle I suppose, people have the 

right to be unw
ell…

people have that 

choice...He still has no real insight or his 

aw
areness of the need to prepare for 

prevention. That is one area that w
e 

have to w
ork w

ith him
. 

[Psychiatrist-M
ark, IV]



Positionings 
of the care 
planning 
participants



Junior doctor: S
o, you’re on a C

TO
, and part of the responsibility 

therefore falls on the team
 that you take your m

edication. S
o, w

e’ve 

had a discussion w
ith the team

...and w
e suggest changing to orals 

rather than the jab…
I’ve done this in good faith and trusted you that 

you w
ould take the m

edication …

Father: You’re the doctor, you tell him
 w

hat’s best to do…

Junior doctor: I do need you to take m
edication and attend m

edical 

appointm
ents. A

s you’re on a C
TO

, the m
inim

um
 is that you do 

this...W
e don’t have a choice in term

s of us follow
ing this up. I know

 

w
e’ve had issues in the past, but the benefit for you is I’ve taken you 

off the injection. B
ut it’s up to you, if you don’t attend appointm

ents.

Jim
: Yea, yea, I know

 that’s the deal. You don’t have to say that. 

[M
edical R

eview
]



I think [w
hat’s im

portant to her]…
it’s the usual 

things of a young person. She w
ants to have 

friendships w
ith people her age... she w

ants to get 

an education…
She w

ants to do som
e form

 of w
ork 

in the future. And I think dow
n the track she’d be 

w
anting to m

ove out of hom
e. 

[Nurse-Am
anda, Interview

]



The im
pact of pow

er and 
positioning on care planning

Positioning 
and 

Pow
er

The silence 
of risk

A m
ism

atch 
in issues 
and goals

M
inim

ising 
consum

er's 
concerns

C
linicians 
leading 

decisions 

Persuasion, 
leverage 

and threats

Trust, or 
lack thereof

The 
im

pact of 
place and 

space



Jo: M
edical Review

 
Jo: Speaking of m

edications, I’ve got an opinion on this. I’ve been putting on a lot of w
eight. 

Before I w
as on a depot, and they substituted it w

ith a tablet, and I lost w
eight. 

Psychiatrist:W
ell its 80%

 diet and 20%
 w

hat you’re doing. And m
edication? W

hat are on you 
at the m

om
ent?

[Jo listed his m
edications w

ith m
inim

al prom
pting]

And you’ve got a CTO
 at the m

om
ent? I think w

e’d like to keep it going because you’ve done 
w

ell on treatm
ent, and w

hen things go w
rong for you, it goes very w

rong. How
 do you feel 

about that?
Jo: I prefer not, but I understand w

hy. I can’t really determ
ine any difference m

entally or 
physically on the m

edications. The only difference I can see is I’ve put on w
eight.

Psychiatrist: So you’re putting on w
eight. W

e could look at changing the m
edication. 

Paliperidone depot is probably the w
orst. Have you been on Abilify depot?



Jo: M
edical Review

 cont.

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

Psychiatrist: W
e’re too nervous to do it at this stage as w

e don’t know
 if you take it 

every day.
Jo: W

ell they know
 I take it everyday as they com

e around every m
orning and w

atch m
e 

take it.
Psychiatrist: At som

e later point w
e could look at changing to tablets.

Jo: [sighs] Oh, Ok then.
Psychiatrist: Look I’ll talk to [your care coordinator] about sw

itching. W
e don’t w

ant you 
to get unw

ell, as w
hen you get unw

ell you seem
 to get in trouble w

ith the police.
Jo: Yea [sighs].



Care planning discussions over tim
e

M
ay 2018

June 2018
A

ugust 2018

W
u: The experience w

ith [the team
], is 

pretty good, as long as you follow
 w

hat 

you have to do.

R
esearcher: W

hat does that m
ean?

W
u: I accept the services.

H
is insight is really good now

 and it’s a 

com
bination of his very settled m

ental 

state…
 the input of som

e of the staff and 

the peer w
orker…

This is the kind of 

person you trust to not be on a C
TO

 

eventually. B
ecause if he can m

aintain the 

routines…
if he can sustain his 

w
ellness…

he’s going to be a candidate for 

no C
TO

.

[C
are coordinator]

D
octor: W

hat are your thoughts 

[about the C
TO

 expiring]?

W
u: I’m

 hoping to m
ake it 

voluntary.

D
octor: I agree. You’ve done really 

w
ell. I’m

 going to let it lapse and 

it’s up to you to show
 us it’s the 

right decision. I think everyone 

w
ould be in agreem

ent.



Am
anda: Care inform

ed capacity

Nurse: If things could get better w
here w

ould it be now
? Because things are going 

really w
ell. 

Am
anda: Probably being m

ore independent.
Nurse: So w

hat is that?
Am

anda: Going to the gym
, getting to TAFE.

Nurse: And in the next year?
Am

anda: Getting m
y drivers license.



Constraine
d by the 

system

W
hat opportunity do the clients get to im

prove 
w

hen they are seen once a m
onth by a care 

coordinator or one of the doctors?... to show
 

they can im
prove in a num

ber of areas so they 
don’t need to be on a CTO?... w

hat happens in 
betw

een all that…
w

here’s the recovery in that? 
W

hat’s in betw
een?

[Nurse]



M
odels of illness inform

ing care

Paradigm
 of 

D
isease

Biom
edical 

m
odel

Biopsychosocial 
m

odel Paradigm
 of 

D
iscrim

ination

Psychosocial 
m

odel



Services 
perpetuating 
stigm

a



Services perpetuating harm
 and 

discrim
ination

M
ark

[The CTO
] sort of dem

oralises 
you in som

e aspects because it 
takes aw

ay your choices, your 
decision-m

aking in som
e 

respects. [pause] Its com
pulsory 

m
edication w

hich is not alw
ays 

the right thing I don’t believe.

D
avid

I’m
 sorry I couldn’t be m

ore 
helpful. I’ve got a really bad 
attitude about m

ental health…
I 

just blam
e them

 because I feel 
like I’m

 m
issing out...[on] m

y 
life, like half of w

hat I should be 
doing. 

Tom
I don’t feel like I’m

 being helped 
by [psychiatry], and that’s been 
forced on m

e for 20 years. A
nd 

m
y parents now

 think that I’m
 

just a “schizophrenic”. A
 

disabled person.



Care Planning Constrained: N
ot as Intended

Risk and risk m
anagem

ent: concepts 
that are unhelpfully inexact

Ø
Foregrounding risk and service risk 

assessm
ents: m

issing w
hat is 

relevant

Insight: a hindrance to m
eaningful 

care planning
Ø

Consum
ers untrusted as know

ers

Care planning relationships 
underm

ined by the system
Ø

Interpersonal trust
Ø

System
s trust

Consum
ers and carersabsence in 

care planning



Care Planning from
 the Personal to the Social

Refram
ing risk and recovery 

Uncoupling from
 the biom

edical and em
phasising

the psychosocial
Refram

ing of identities in the care planning relationship
Is an em

phasis on the psychosocial enough?



Sum
m

ary and Recom
m

endations

Ø
Broadening of clinician conceptualisationsand understandings of risk

Ø
Routine im

plem
entation of interventions and approaches that are 

recovery-orientated and traum
a-inform

ed

Ø
Research on the im

pact of im
plem

entation of recovery tools and 
interventions on care planning relationships and processes



Concluding com
m

ents
“As a service w

e talk about recovery …
 but m

ainly w
hat w

e 
do is diagnose, m

edicate, and treat…
the w

hole 
m

edicalisation
of people’s lives, has m

eant that w
e have 

focused on that, and w
e haven’t m

aybe focused as m
uch on 

[em
ploym

ent] and that’s w
hy w

e’re having to find our w
ay 

again. Because w
e lost our w

ay a bit w
hen it cam

e to 
treating people in the com

m
unity for m

ental health 
conditions, if it m

eant not just using m
edication, orders, 

diagnostic criteria…
I think it’s [IPS] quite im

portant for those 
reasons”

D
aw

son, S., M
uller, J., R

enigers, V., Varona, L., & Kernot, J. (2020). C
onsum

er, health professional and em
ploym

ent specialist 
experiences of an individual placem

ent and support program
m

e. S
candinavian Journal of O

ccupational Therapy, Advance online 
publication, 1-13. doi:10.1080/11038128.2020.1714719




