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Abstract

Objective: To use expert consensus to inform the development of policy and guidelines for the treatment, management
and monitoring of the physical health of people with an enduring psychotic illness.

Method: The Delphi method was used. A systematic search of websites, books and journal articles was conducted to
develop a 416-item survey containing strategies that health professionals should use to treat, manage and monitor the
physical health of people with an enduring psychotic illness. Three panels of Australian experts (55 clinicians, 21 carers
and 20 consumers) were recruited and independently rated the items over three rounds, with strategies reaching con-
sensus on a priori-defined levels of importance written into the expert consensus statement.

Results: The participation rate for the clinicians across all three rounds was 65%, with consumers and carers only
completing one round due to high endorsement rates. Finally, 386 strategies were endorsed as essential or important by
one or all panels. The endorsed strategies provided information on engagement and collaborative partnerships; clinical
governance; risk factors, morbidity and mortality in people with enduring psychotic illness; assessment, including initial
and follow-up assessments; barriers to care; strategies to improve care of people with enduring psychotic illness; educa-
tion and training; treatment recommendations; medication side effects; and the role of health professionals.

Conclusion: The consensus statement is intended to be used by health professionals, people with an enduring psychotic
illness and their families and carers. The next step needed is an implementation strategy by the Royal Australian and New
Zealand College of Psychiatrists and other stakeholders.
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Protection of Persons with Mental Illness’ (National Mental
Health Commission, 2012: 28). The poor physical health of
people with mental illness has also been identified as a pri-
ority in recent New Zealand mental health policy (Mental
Health Commission, 2012; Ministry of Health, 2012).

Psychotic illness tends to overshadow the clinical aware-
ness of many comorbid physical health risks, most notably
smoking rates, alcohol and substance abuse, and a panoply
of cardiometabolic risks (Lambert, 2009; Lambert et al.,
2003; Stubbs et al., 2015; Vancampfort et al., 2015).
Barriers to the recognition and diagnosis of physical health
conditions in people with psychosis effectively deny them
access to the same standards of care that others in the com-
munity would rightfully expect (Kisely et al., 2009;
Lawrence et al., 2013). Such barriers are associated with
(1) the health care system, (2) health care professionals, (3)
patients and (4) their illnesses (Lambert and Newcomer,
2009). The recently published Royal Australian and New
Zealand College of Psychiatrists (RANZCP) Clinical
Practice Guideline for Schizophrenia and Related Disorders
recognises the serious physical health comorbidity in peo-
ple with these disorders and includes extensive information
on the monitoring and treatment of physical health, with an
emphasis on smoking, substance use and cardiometabolic
health (Galletly et al., 2016).

A recent meta-analysis of studies assessing the preva-
lence of metabolic syndrome and metabolic abnormalities
in schizophrenia and related disorders found that the over-
all rate of metabolic syndrome was 32.5%, with only minor
differences according to the different definitions of meta-
bolic syndrome, treatment setting (inpatient vs outpatient)
and country of origin, and no appreciable difference
between males and females (Mitchell, 2012; Mitchell et al.,
2013). Data from the Australian 2010 Survey of High
Impact Psychosis (SHIP) revealed that more than three
quarters of psychotic patients (with a mean age of 38 years)
had abdominal obesity, nearly half were hypertensive, half
had abnormal concentrations of low-density lipoprotein
cholesterol (LDL-C) and triglycerides (TGs), and one-third
had elevated fasting glucose levels (Galletly et al., 2012).
Many participants also had potentially modifiable lifestyle
risk factors for cardiometabolic disease, including low lev-
els of physical activity and low consumption of fruit and
vegetables (Morgan et al., 2014). However, only half of
those with self-reported hypertension were taking antihy-
pertensive drugs, and about 40% with hypercholesterolae-
mia or hyperglycaemia were receiving medication for these
conditions. A small number of other Australian surveys
have also assessed cardiometabolic risks in people with
psychosis. These include a survey of 203 patients with
mental disorders (principally schizophrenia and bipolar
disorder) attending a public mental health service in
Western Australia, which showed that the prevalence of
metabolic syndrome was 54% overall, almost double that
in the general Australian population (John et al., 2009). A

retrospective case record audit of 85 patients aged 16—
27years attending a New South Wales (NSW) community
mental health service showed that 55% of males and 42%
of females were overweight or obese at a median treatment
duration of 8 months. Duration of antipsychotic therapy
was associated with higher body mass index (BMI), more
than 40% of the total sample had high waist circumference
and 45% had metabolic abnormalities (Curtis et al., 2011).
The most recent study involved a survey of 60 patients
from Melbourne’s Inner-West Area Mental Health Service
with a diagnosis of schizophrenia or schizoaffective disor-
der (Gladigau et al., 2014). Results showed that patients
were more likely to smoke, be obese, have dyslipidaemia,
have diabetes and the metabolic syndrome compared with
the general Australian population.

Of significant concern is the finding that people with a
mental illness are significantly more likely to smoke ciga-
rettes than the general population. Just under two-thirds of
participants in the SHIP were current smokers (71.1% of
males and 58.8% of females), compared to an estimated
16% of the general Australian population (Australian
Bureau of Statistics, 2013; Cooper et al., 2012). The use of
alcohol and illicit drugs, which also adversely impacts on
physical health in general and cardiometabolic risk in par-
ticular, is also highly prevalent in this population. SHIP
data on lifetime diagnoses showed that 51% of participants
had been diagnosed with alcohol abuse/dependence, 51%
with cannabis abuse/dependence and 32% with other illicit
drug abuse/dependence (Moore et al., 2012). Moreover,
these rates had increased substantially since an earlier
national survey in 1997-1998.

Mortality rates in people with psychotic illness are
higher than those in the general population, with the gap
largely attributable to physical illnesses, including circula-
tory, digestive, endocrine, nervous and respiratory disor-
ders (Brown et al., 2000; Walker et al., 2015). Rates of
elevated and premature cardiac mortality are more than
twice those of the general population, and it is therefore not
surprising that schizophrenia has been described as a life-
shortening disease (Babidge et al., 2001; Lambert et al.,
2003; Lawrence et al., 2000). Moreover, there is evidence
that the gap is widening (Saha et al., 2007).

Purpose of this expert consensus statement

It is anticipated that many physical illnesses which contribute
to these deaths could be prevented or treated, if appropriate
services and treatments were made accessible for this popula-
tion group. As there is evidence that physical health problems
begin early in the course of psychotic illness, efforts to address
these must also begin early (Foley et al., 2013; Foley and
Morley, 2011). While there are a number of barriers to ade-
quate care, one key step in the process of improving practice
in the area would be clear guidance on the components of
treatment, management and monitoring of physical health
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problems in people with psychotic illness that should be con-
sidered core constituents of integrated health care. Such guid-
ance could be used by health professionals, many of whom
currently lack the expertise necessary to appropriately treat
and monitor physical health problems in people with psy-
chotic illness. Such guidance is also likely to be useful for
family members or carers who frequently have responsibility
for the care of a person with psychotic illness. This is typi-
cally a challenging role, and carers need information and sup-
port to empower them to provide appropriate care and to
develop better partnerships with service providers.

In order to enable recommendations and decisions to be
made about improving the physical health of people with
psychotic illness, there is a need to bring together available
research evidence and best practice. A number of guide-
lines in the area of physical health of people with psychotic
illness have been produced (see Supplementary Table 1).
However, of 18 sets of guidelines found via a systematic
search, only 9 reported using a systematic literature search.
Moreover, while 13 sets of guidelines used expert opinion in
the development process, in only one case did this involve
a systematic process designed to minimise potential biases
(Bobes-Garcia et al., 2012). Furthermore, only eight sets of
guidelines drew on the expertise of health professionals in
other areas and only one of the guidelines had input from
consumers and carers (RANZCP, 2005). To date, the only
avaijlable guidelines that give equal weight to the opinions
of people with mental illness, carers and clinicians are a
recently published set of policy recommendations related
to structure/processes of care provision across primary care
and mental health specifically tailored to the Dutch health
care system (van Hasselt et al., 2015).

There is therefore a need to develop guidance which
draws on a range of clinical and consumer and carer
expertise using systematic methods that reduce the risk of
bias. Formal methods of assessing expert consensus have
been used to develop clinical practice guidelines in other
health areas, as they provide a way of gathering the views
of experts to enable decisions to be made in areas where
limited scientific evidence is available (Murphy et al.,
1998). They offer the opportunity to involve decision-
makers in all relevant sectors and to view practice-based
evidence as equally relevant as evidence-based practice
(Marmot, 2004). A commonly used consensus method is
the Delphi process (Jones and Hunter, 1995; Jorm, 2015).
The Delphi method incorporates many of the conditions
known to lead to groups of experts making good deci-
sions, including experts making decisions independently,
decentralisation of decision-making and a formal method
for coordinating and aggregating the group’s expertise
(Jorm, 2015). The aim is to use this method to achieve
consensus on the most important target domains for the
treatment, management and monitoring of the physical

health of people with an enduring psychotic illness that
might be further developed into operationalised guide-
lines suitable for implementation by health practitioners,
or used by carers and consumers to help direct them to
appropriate services. Delphi studies typically use a single
panel of professional experts, but in recent years, the
method has been used to develop guidelines in the mental
health area using expert panels of professionals, consum-
ers and carers, thereby acknowledging that each of these
groups has relevant experience to contribute (Berk et al.,
2011; Kelly etal., 2008; Langlands et al., 2008). Moreover,
this method may facilitate ‘buy-in’ from key stakeholders,
thus assisting in dissemination and implementation. In the
present project, consumers and carers were included spe-
cifically for their expertise in engagement and collabora-
tive partnerships with patients, and in what clinicians
should know about the physical health problems of people
with enduring psychotic illness. They were not asked to
contribute to areas of the expert consensus statement
requiring clinical expertise.

Methods
The Delphi method

The Delphi methodology involves consensus building from
the ratings of a series of statements by a group of experts
(Jones and Hunter, 1995; Jorm, 2015). Statements about
treating, managing and monitoring physical health in peo-
ple with enduring psychotic illness were derived from a
search of the lay and scientific literature. For the purposes
of this study, the term ‘enduring psychotic illness’ was used
to refer to ‘people with recurrent psychoses associated with
schizophrenia and other psychotic illnesses’. These strate-
gies were presented to a panel of experts in three sequential
rounds and any additional strategies suggested by panel
members were included in the subsequent round for all
experts to rate. A summary of group ratings was fed back to
the panel members after the first two rounds, with panel
members able to either change or maintain their ratings. In
this way, a list of statements that had substantial consensus
in ratings was developed, and those statements with low or
conflicting ratings were discarded.

Literature search

A systematic literature search was conducted of websites,
books and journal articles for strategies for the screening,
assessment, monitoring and management of the physical
health of people (aged 18 and over) with enduring psy-
chotic illness. The purpose of this search was to create an
initial questionnaire for use by the expert panellists that
contained the fullest possible menu of potential strategies.
The search consisted of two strategies, one to cover the
grey literature (using Google) and the other to cover the

Australian & New Zealand Journal of Psychiatry, 51(4)



Lambert et al.

325

scientific and clinical literature (using PubMed). In order to
cover the grey literature, the search terms ‘mental health’,
‘physical health’ and ‘metabolic syndrome’ were used to
conduct a Google search, in March—April 2013. The first 50
websites (of 176,000 results) listed on Google were thor-
oughly reviewed. The external links on the websites
reviewed were also assessed. An assessment of the subse-
quent websites beyond the 50 indicated that they were of
poor quality and did not contain useful statements. Articles
listed on the Collaborative Centre for Cardiometabolic
Health in Psychosis website (http://ccchip.com.au/,
accessed 6 March 2013) were also searched.

Strategies for screening, assessment, monitoring and man-
agement of physical health in people with enduring psychotic
illness were obtained from 50 websites (e.g. Mental Illness
Fellowship of Australia [MIFA] and the Royal College of
Psychiatrists [United Kingdom]), 44 journal articles (e.g. De
Hert et al., 2011a; Lambert et al. 2004) and three booklets/
factsheets (e.g. Nash M; Physical Health and Well-Being in
Mental Health Nursing: Clinical skill for practice 2010;
SANE — Mental illness and physical health: the factsheet).

The information gathered from these sources was ana-
lysed and written up as individual survey items by a
research assistant. This document was presented to a work-
ing group comprising the authors (two of whom are practic-
ing psychiatrists, one of whom is a specialist in the area)
and a general practitioner with expertise in treating patients
with mental disorders, who screened the items to ensure
they fitted the definition of strategies that should be used in
the treatment, management and monitoring of physical
health in people with enduring psychotic illness, were com-
prehensible, and had a consistent format, while remaining
as faithful as possible to the original wording of the infor-
mation. This resulted in a survey questionnaire containing
297 strategies from journal articles and 258 strategies from
the websites. In addition, the questionnaire content was
informed by a small number of clinically derived strategies
suggested by the working group to fill perceived gaps in
content. After several draft surveys, the group produced a
list of 416 items that formed the first survey sent to panel
members. These survey items were checked against all
guidelines identified through the following search, and this
did not result in the inclusion of any additional items.

The search of the scientific and clinical literature using
PubMed was conducted on 5 December 2014 using the fol-
lowing search terms: (psychosis OR schizophrenia OR
schizophrenic OR severe mental illness) AND (physical
health OR metabolic OR cardiometabolic OR cardiovascu-
lar OR diabetes) AND (guideline OR guidelines OR con-
sensus) with no date limit. The results were filtered to select
for articles that were in English and pertaining to humans.
The abstracts of the resulting 416 articles were reviewed to
determine whether they were likely to be in scope. Articles
were regarded as being in scope if they described a clinical
practice guideline of the physical health care of persons

with a schizophrenic disorder, other psychosis or severe
mental illness. This review resulted in 29 articles that were
subjected to further review. This process resulted in 18 arti-
cles that were in scope and 11 that were out of scope (Bobes
et al., 2011; Citrome and Yeomans, 2005; Cohn and
Sernyak, 2006; De Hert et al., 2006, 2011b; Dinan, 2004;
Goff et al., 2005; Gothefors et al., 2010; Kane et al., 2004,
Strasser et al., 2002; van Winkel et al., 2006). A data extrac-
tion form was designed by the authors and used by two
independent researchers to assess the articles across 18 cri-
teria (see Supplementary Table 1). Subsequently, individual
action items were extracted and compared to the strategies
outlined in the questionnaire.

Panel formation

There were three separate panels:

e Clinicians with professional experience in managing
the physical health of people with enduring psy-
chotic illness.

e People with enduring psychotic illness, who have
experienced physical health issues and who have
taken on an advocacy role.

e Family members and carers with experience in sup-
porting people with enduring psychotic illness and
who have taken on an advocacy role.

Clinicians were recruited through advertisements to
members of the RANZCP, the Royal Australian College of
General Practitioners, Royal Australian College of Physicians
and the Australian College of Rural and Remote Medicine.
Their expertise in managing the physical health of people
with enduring psychotic illness was assessed based on the
information they provided in their expressions of interest,
including the setting they worked in, their job title and years
of experience. People with enduring psychotic illness who
had experienced physical health issues, and family and car-
ers with experience in supporting people with enduring psy-
chotic illness were recruited through expression of interest
advertisements in various organisations (e.g. the North East
Alliance for Mental Illness [NEAMI] and the Association of
Relatives and Friends of the Mentally 11l [ARAFMI], MIFA,
beyondblue, Mental Health Consumer and Carer Forum and
the Private Mental Health Consumer and Carer Network
[PMHCC]). Three people who expressed their interest to
participate in the study as clinician panel members did not fit
the criteria and were not included.

At least 20 members are necessary for each Delphi panel
in order to give reliable results (Jones and Hunter, 1995). In
this study, panel membership numbered 96, with 55 clini-
cians, 21 family members/carers and 20 people with an
enduring psychotic illness. In all, 62% of panel members
were female (47% of the clinicians, 90% of the carers and
75% of the consumers). Of the family members/carers
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panel, 13 identified themselves as a carer (close friend or
relative) and seven as a family member. One respondent did
not provide this information. Of the 55 clinicians on the
panel, primary specialties were psychiatry (33), general
practice (3) endocrinology (3), cardiology (1), obesity spe-
cialist (1), public health medicine (1) and sport and exercise
medicine (1). Two respondents identified as physicians and
10 respondents did not provide this information. The
median age range was 45-54 years for the clinicians, 55—
65 years for the carers and 35-44 years for the consumers.

Questionnaire development and
administration

The Round 1 survey was organised into 12 sections (see
Supplementary Table 2). Participants were asked to rate
each statement, according to whether it should be included
in the expert consensus statement, as ‘essential’, ‘impor-
tant’, ‘unsure’, ‘unimportant’ or ‘do not include’.
Respondents were also given the opportunity to suggest
additional statements, interventions and strategies that they
felt should be included. Where they suggested an item that
was within the scope of the expert consensus statement but
not already covered, these suggestions were incorporated in
the second round survey. Only a subsection of the survey
(117 items) was administered to the carer and consumer
panels, as it was felt that they would not have the necessary
expertise to answer questions that required clinical training
and expertise. The clinicians received the whole survey.
Panel members completed the questionnaires online using
SurveyMonkey® (www.surveymonkey.com).

The study was approved by the Sydney Local Health
District (SLHD) Ethics Review Committee (Royal Prince
Alfred Hospital).

Statistical analysis

On completion of each round, the survey responses were
analysed by obtaining percentages for the clinician, carer
and consumer panels for each item. Following a previous
Delphi consensus study (Langlands et al., 2008), the fol-
lowing cut-off points were used.

Criteria for accepting an item
e [fatleast 80% of all panels rated an item as essential
or important, it was included in the expert consensus
statement.

Criteria for re-rating an item. For items rated by all three
panels, panel members re-rated an item in the next round if

e 80% or more of the panel members in one group
rated an item as essential or important,

e 70-79% of panel members in all groups rated an
item as either essential or important.

For items rated only by the clinician panel, an item was
re-rated in the next round if 70-79% of the clinicians rated
it as either essential or important. Items were only eligible
to be re-rated on one round.

Criteria for rejecting an item
e Any item that did not meet the above conditions was
excluded.

Results

Of the 55 clinicians who participated in Round 1, 41 (75%)
participated in Round 2 and 36 (65%) participated in Round
3. As all the carers and consumers gave 100% endorsement
ratings to all items in Round 1, the Round 2 survey was not
administered to these panels. From 159 comments on the
first round survey, the working group drafted 14 new items.

See Figure 1 for an overview of the numbers of items
that were included, excluded, created and re-rated in each
round of the survey. Across three rounds, of the 416 origi-
nal items and 14 additional items, 386 items (90%) met the
criteria specified above for accepting an item.

The authors prepared a draft of the target items and
domains by grouping items of similar content under spe-
cific headings and organising the items to make cohesive
prose. The included items retained the original wording of
the items as much as possible, while remaining easy to
read.

The final consensus-derived statement provides strate-
gies for the screening, treatment, management and monitor-
ing of physical health in people with enduring psychotic
illness. The endorsed strategies provide information on
engagement and collaborative partnerships; clinical gov-
ernance; risk factors, morbidity and mortality in people
with enduring psychotic illness; assessment, including ini-
tial assessment and follow-up assessment; barriers to care;
strategies to improve care; education and training; treat-
ment recommendations; medication side effects; and the
role of health professionals.

Discussion

The project aimed to identify strategies that could be imple-
mented by those responsible for the treatment, management
and monitoring of physical health in people with enduring
psychotic illness. Overall, 386 strategies were endorsed
from a comprehensive range of suggestions. The endorsed
strategies were written into a consensus statement which is
freely available to organisations in order to inform policy
and practice.

Commonly, the methodology used to develop a con-
sensus statement or clinical guidelines is based on a sys-
tematic review of the literature, extraction of quantitative
data from the identified relevant studies and a formulation
of recommendations based on the strength of the
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Figure I. Overview of items included, excluded, created and re-rated in each round of the survey.
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evidence. However, the area of practice covered by the
present consensus statement was not amenable to such an
approach for two reasons. The first is that there was an
absence of suitable evidence. The second is that some of
the issues covered, such as clinical governance and the
roles of professionals, are informed by values and opin-
ions and are therefore not amenable to a randomised trial
approach. Instead, the current statement has used expert
consensus as a way of gathering practice-based evidence

and to make systematic judgements about the knowledge
and skills that health practitioners need to provide high-
quality integrated care for people with enduring psychotic
illness. This method has been widely used to develop clin-
ical practice guidelines in other areas (e.g. endometriosis
management [Schleedoorn et al., 2016], withdrawal of
life-sustaining measures [Downar et al., 2016] and cardiac
monitoring of high-dose verapamil in cluster headache
[Koppen et al., 2016]).
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A particular advantage of using the Delphi method to
develop this consensus statement is that equal value is
given to the views of various categories of experts. The
inclusion of a group of clinical practitioners working
directly with patients, and the equal weighting of their
views with academic experts has resulted in a set of recom-
mendations with a strong and equal focus on practice-based
evidence. This equal weighting differentiates this expert
consensus statement from most guidelines currently avail-
able (see Supplementary Table 1).

However, the Delphi method used in this study does
have some limitations, including a potential dependence on
a weak evidence base (particularly in the area of interven-
tions for physical comorbidities) as a source of question-
naire items. In addition, the quality of the final guidelines
depends on the type of panel members involved and their
level of expertise.

In order to compare the current statement with previous
guidelines from Australia and New Zealand, we conducted
an additional search of the National Health and Medical
Research Council (NHMRC) Clinical Practice Guidelines
portal and the New Zealand Guidelines Groups website in
2014. This search revealed two sets of guidelines covering
a similar domain to the current expert consensus statement.
One set of guidelines was produced in 2010 by the School
of Psychiatry and Clinical Neurosciences and The
University of Western Australia for use by psychiatrists and
general practitioners (Stanley and Laugharne, 2010). They
were developed through an extensive review of the litera-
ture and best practice guidelines and covered medication
effects, lifestyle factors, physical conditions (pre-existing
or developing) and allergies, alcohol and illicit drug use,
and psychosocial factors. These guidelines largely focus on
what individual practitioners should do and provide practi-
cal tools for implementation by the individual clinician.
They also included consultation with consumer and carer
organisations. However, unlike the present consensus state-
ment, they do not cover broader organisational policies and
practices. Another difference is that the earlier guidelines
were written by a team from one organisation and did not
involve a broader consultation with clinical experts nor did
they involve consumer and carer expertise. A second set of
earlier guidelines, produced by NSW Department of Health
(2009), was more similar in scope to the current expert con-
sensus statement. They were developed by an expert work-
ing group of clinicians and senior managers through a
process of evidence review and consultation, and were
written specifically for NSW mental health services. In
addition, the recently published RANZCP clinical practice
guidelines for the management of schizophrenia and related
disorders (Galletly et al., 2016) contain recommendations
about the nature and frequency of monitoring for physical
health disorders, including medication side effects. The
RANZCP guidelines also address smoking, alcohol and
substance use. These guidelines were developed by

consensus of a group of Australian and New Zealand
experts in the management of schizophrenia and related
disorders, who reviewed the relevant evidence, including
national and international guidelines, and made evidence-
based recommendations. Where evidence was weak or
lacking, consensus-based recommendations (CBR) were
formulated.

Clinical guidelines are an increasingly familiar part of
clinical practice. However, the development and publica-
tion of guidelines does not in itself ensure their use in prac-
tice and consideration must be given to dissemination and
implementation (Grimshaw et al., 2004). According to the
National Institute of Clinical Studies (NICS) (2006), the
success of clinical guidelines in changing practice and
patient outcomes depends on factors such as the methods
used to develop the guidelines, the dissemination and
implementation strategies used, the methods used to evalu-
ate effectiveness, the methods used to update the guidelines
and the clinical setting. As passive dissemination methods
alone are less likely to lead to changes in professional
behaviour, a formal structured implementation process
must be developed which draws on the available evidence
relating to behaviour change among health care profession-
als and the effectiveness of different dissemination and
implementation strategies. A multifaceted strategy which is
informed by available resources and perceived barriers to
the management, treatment and monitoring of physical
health in people with enduring psychotic illness offers the
best chance of improving professional practice. The strat-
egy needs to address organisational and individual barriers
and facilitate adaptation to local settings. Powell et al.
(2012) provide a typology of implementation strategies for
clinical practice guidelines, which include the following
strategy types: plan, educate, finance, restructure, quality
management and attend to policy context. Lambert and
Newcomer (2009) have also pointed to the need to over-
come barriers at the service, patient and illness levels,
emphasising the need for service reorganisation, communi-
cation enhancement, improved training and education, bet-
ter incentives, accreditation rigour and government
leadership.

Of these six strategies identified by Powell et al. (2012),
the RANZCP has the clearest mandate in the area of educa-
tion. This strategy should include review of the relevant
sections of the registrar training programme, including the
Entrustable Professional Activity (EPA) on physical comor-
bidity, to be consistent with the recommendations of this
expert consensus statement. A further area of action would
be incorporation of relevant educational activities in the
Continuing Professional Development (CPD) programme.
The RANZCP can also make a contribution to the strategy
of ‘attend to policy context’ by advocating for changes in
service delivery and resourcing which improve access to
good physical health care for people with enduring psy-
chotic illness. The use of the Delphi process with a wide
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array of experts has also contributed to the ‘plan’ strategy
by getting preliminary buy-in from consumer and carer
advocates and from key professionals outside the area of
psychiatry. Future work could build on these relationships
through direct contact with relevant stakeholders.

Ideally, as recommended by NICS (2006), the RANZCP
should also develop an evaluation of any implementation
strategies. This evaluation should assess how well the
expert consensus statement is known and valued by users,
the extent to which the recommendations are applied and
the extent to which the application leads to improved physi-
cal health care of people with enduring psychotic illness
(Burgers et al., 2005).

Consensus statement for the
physical health care of people with
enduring psychotic illness

Purpose
This consensus statement aims to assist health profession-

als to

e Understand the factors that significantly increase
morbidity and mortality rates in people with endur-
ing psychotic illness,

e Develop a comprehensive process for the assess-
ment of comorbid physical health of people with
enduring psychotic illness,

o Facilitate the development of treatment and manage-
ment plans to improve the health of people with
enduring psychotic illness.

Intended audience

This expert consensus statement is for

e Mental health professionals, including psychiatrists,
psychiatric registrars, mental health nurses and allied
health professionals working in the mental health
field, i.e. occupational therapists, social workers,
psychologists, pharmacists, exercise physiologists,
physiotherapists, medical officers and dietitians;

e Health professionals who provide health care, but
are not mental health specialists;

e People with enduring psychotic illness;

e Families and carers of people with enduring psy-
chotic illness.

Definitions of terms

The following terms are used in the consensus statement:

Cardiometabolic risk
factors

Carer
Health professionals

Mental health
professionals

Mental health
services

People with enduring
psychotic illness

Self-management

Screening

Shared decision-
making

Cardiometabolic risk factors are a constellation of genetic, environmental, personal and medical factors,
and illness-related behaviours, associated with the development of metabolic and cardiovascular disease.

Carer refers to a relative, friend or other significant person caring for someone with a psychotic illness.
Health professionals are people who provide health care

Mental health professionals are psychiatrists, psychiatric registrars, mental health nurses and allied
health professionals working in the mental health field (occupational therapists, social workers,
psychologists, pharmacists, exercise physiologists, physiotherapists, medical officers and dietitians).

Mental health services are government, professional or non-governmental organisations (NGOs)
operating at a community, state or national level, which undertake treatment and/or care of people with
mental disorders.

People with enduring psychotic illness are people with recurrent psychosis associated with
schizophrenia or other psychotic illnesses.

Self-management refers to the interventions, training and skills that enable the person to manage their
own health.

Screening is the process of identifying risk factors or disease in an individual.

Shared decision-making (SDM) refers to a collaborative process that allows people and their medical
care providers to make health care decisions together, taking into account the best scientific evidence
available, as well as the person’s values and preferences.

illness and, along with low rates of detection, subsequent

Health professionals should recognise the
factors affecting the health and well-being
of people with enduring psychotic illness

Health of people with enduring psychotic illness. Poor physical
health can exacerbate the signs and symptoms of mental

management and, critically, follow-up of physical illness,
and can lead to increased rates of premature mortality in
people with enduring psychotic illness. Some of the life-
style factors that lead to the poor physical health of people
with enduring psychotic illness are as follows.
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Tobacco use. People with enduring psychotic illness are
more likely to smoke than those without the illness, and
this elevated rate has remained high even as the popula-
tion level of smoking has fallen. They have limited access
to any form of tobacco cessation treatment, and this rep-
resents a barrier to quitting smoking. Smoking induces
particular hepatic microsomal enzymes, which increase
the metabolism of selected psychotropic medications, and
smokers may therefore require higher doses of some anti-
psychotic medications than non-smokers to achieve similar
medication effects. It should be noted that the risks of using
nicotine are different to those of inhaling aryl hydrocarbons
(“tars”), which are carcinogenic.

Diet and weight. People with enduring psychotic illness
are more likely to have a poor diet and be overweight or
obese. All-cause morbidity and mortality is independently
associated with weight gain. Additionally, the social stigma
associated with weight gain may increase the risk that peo-
ple with enduring psychotic illness may stop taking their
medication.

Oral health. Dental health is poor in people with endur-
ing psychotic illness. There is an association between poor
oral hygiene and adverse cardiometabolic outcomes.

People with enduring psychotic illness may be unaware
of their physical health problems and liabilities due to a
variety of biological, social and behavioural factors such
as, for example, cognitive impairment associated with their
mental illness. This may impact on the person’s ability to
seek help for physical health problems and/or make appro-
priate lifestyle changes to facilitate treatment and ongoing
preventative health behaviours.

Importance of collaboration, partnership
and support

Mental health services and health professionals should form
collaborations with a range of services and providers. Mental
health professionals should collaborate and communicate
with general practitioners to develop integrated mental and
physical health care plans for people with enduring psy-
chotic illness living in the community. People with identi-
fied cardiometabolic risks should be referred to general
practitioners for review, treatment and long-term follow-up
in a shared-care model. A shared decision-making approach
should be adopted when considering the risks and benefits
of treatment of psychotic illness.

Mental health services should form strategic alliances
with local non-governmental organisations (NGOs), divi-
sions of general practice and relevant regional tertiary ser-
vices with respect to physical health care management,
including dentistry.

Health professionals should engage an interpreting ser-
vice for people with enduring psychotic illness, or their
families and carers who do not have the level of English

proficiency necessary to discuss and adequately understand
the implications of medical and health-related issues.

Health professionals should work in partnership with people
with enduring psychotic illness, families and carers. All health
professionals involved in the person’s care, the person
themselves and their families and carers have a role to play
in the physical health care of people with enduring psy-
chotic illness. This role may involve

e Providing practical support to enable change to a
healthier lifestyle in all phases of the illness, e.g.
help to get to the location of lifestyle-related pro-
grammes, working in partnership to encourage and
assist the person to establish a relationship with a
general or other medical practitioner and attend reg-
ular physical health check-ups.

e Ensuring that the appropriate medical tests and
examinations are carried out, interpreted and that
appropriate action is taken. A ‘champion’ to ensure
the coordination of a distributed multidisciplinary
approach to these tasks is undertaken may be embed-
ded in service roles.

e Supporting the person to adhere to their treatment
plans and make lifestyle changes and supporting the
family to make any necessary adaptations to the fam-
ily environment to facilitate these lifestyle changes

e Encouraging good dental hygiene and regular
check-ups.

Mental health professionals should provide support for the per-
son with enduring psychotic illness, their families and carers to
manage the person’s physical and mental health. It is impor-
tant for mental health professionals to understand the sup-
port required by the families and carers to assist people
with enduring psychotic illness to manage their physical
and mental health. This support should include

e Provision of high-quality education about physical
health, lifestyle and appropriate management
options, including the following information:

e psychotropic medications that may contribute to
increasing cardiometabolic risk factors;

e symptoms that indicate the possibility of
diabetes;

e importance of regular physical health checks;

o that smoking greatly increases the risk of cardio-
vascular disease and cancer;

e role of diet, smoking cessation and exercise in
improving physical health;

e need to maintain regular contact with general
practitioners and other health professionals
involved in the person’s physical health care;

e importance of adherence to any agreed pro-
gramme to improve physical health;
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e provision of practical diet and nutrition skills,
including planning for shopping and preparing
meals;

o that healthy lifestyle can improve sleep, mood,
levels of anxiety and general well-being;

e importance of social connections as a protective
factor for physical health;

e organisation of access to free service-supported
or sanctioned physical activity programmes.

All mental health service managers and health professionals
should play a role. All mental health service managers and
health professionals should understand their role in the
screening, detection, management and follow-up of the car-
diometabolic health of people with enduring psychotic ill-
ness. They should advocate for appropriate resources to
undertake their role.

Role of mental health service managers. Mental health
service managers should ensure that there is a sustainable
screening, detection, management and follow-up system for
all people with enduring psychotic illness in their service.
They should evaluate the effectiveness of programmes they
have set up. Mental health service managers, planners and
funders should develop and implement key performance
indicators (KPIs) for monitoring the care provision and
physical health status of people with enduring psychotic
illness.

Mental health service managers should increase mental
health staff competencies in physical health screening in
people with enduring psychotic illness. They should do this

by

e Providing inter-disciplinary training in the co-opera-
tive management of physical comorbidity,

e Increasing general practitioners’ practical knowl-
edge of severe mental illnesses and their relationship
to physical comorbidities,

e Providing staff who can specialise in assisting in the
promotion of lifestyle changes,

o Ensuring that people with enduring psychotic illness
are provided with education about healthy lifestyle
as a preventative measure before cardiometabolic
risk increases,

o Training staff in the use of motivational interviewing
techniques to encourage healthy lifestyle changes,

e Providing opportunities for training of families and
carers.

Role of psychiatrists. Psychiatrists should be responsible
for ensuring that the screening, detection, formulation and
any associated follow-up procedures are carried out. This
should be undertaken from the first episode of psychosis.
Psychiatrists should provide clinical oversight, coordinate
and ensure that the appropriate medical tests and exami-
nations are interpreted, appropriate action is taken and a

follow-up medical management plan is formulated and
implemented.

Psychiatrists should ensure that every person with
enduring psychotic illness being discharged from inpatient
care has a comprehensive physical and mental health care
plan. This health care plan should clearly delineate which
health care professional is responsible for each aspect of
care. The plan should be communicated to community
health services, primary care providers and families and
carers.

Role of mental health nurses and nurse practitioners. Men-
tal health nurses should be trained to carry out standardised
physical health interviews with people with enduring psy-
chotic illness.

Mental health nurses should undertake the screening,
detection, treatment and management, and follow-up of
cardiometabolic disorders in people with enduring psy-
chotic illness. They should measure the height, weight and
waist circumference, blood pressure and random blood glu-
cose of people with enduring psychotic illness. They should
also provide education and training to mental health profes-
sionals, people with enduring psychotic illness, and their
families and carers.

Advanced nurse practitioners should order appropriate
metabolic screening tests for people with enduring psy-
chotic illness.

Additional roles of health professionals and mental health
professionals. Health professionals and mental health pro-
fessionals should encourage people with enduring psychotic
illness to participate in healthy lifestyle group activities.
Individuals should be assessed and assisted to attend appro-
priate group-based physical activity programmes or indi-
vidual physical activity programmes, depending on their
need.

Role of NGOs. Where available, people with enduring
psychotic illness should be referred to NGOs specialising
in the rehabilitation and support of people with a mental
illness to improve their lifestyle. Appropriate profession-
als and support workers within these services include dieti-
tians, exercise physiologists, occupational therapists and
support workers.

All health professionals should participate in
the screening, detection, management and

follow-up of people with enduring psychotic
illness

Rationale for screening and detection. Health professionals
should ensure that people with enduring psychotic illness
are screened for risk factors that contribute to worsening
physical health.

Cardiometabolic risks. People with enduring psychotic
illness are more likely than the general population to
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develop impaired glucose tolerance, impaired fasting glu-
cose and diabetes. The delayed diagnosis of and prolonged
exposure to raised blood glucose levels can cause visual
impairment and blindness, damage to kidneys which can
lead to renal failure, foot and toe conditions related to
peripheral neuropathy, cardiovascular disease, bladder and
sexual dysfunction, neurological symptoms including dia-
betic neuropathy, and recurrent infections (especially uri-
nary and skin).

Cancer risk. Smoking, obesity, consuming high levels of
alcohol and poor diet can contribute to the risk of cancer
in people with enduring psychotic illness. Risk is further
increased because of the low rates of self-examination, low
rates of screening, delay in diagnosis and lack of follow-up,
low rates of participation in follow-up, inadequate infor-
mation on family history of cancer, and medication side
effects, e.g. hyperprolactinaemia.

Dental health. Dental health is also poor in people
with enduring psychotic illness. They are less likely to
visit a dentist or a dental hygienist, and more likely to
experience problems such as a bad mouth odour; ulcer-
ated, bleeding and/or inflamed mucous membranes, lips
or gums; decayed and/or fractured teeth; calculus on
teeth; and an absence of saliva. Smoking, sleep disorders,
dry mouth and side effects of medication are among some
of the factors contributing to the poor dental health in
people with enduring psychotic illness. Their interactions
promote inflammatory processes relating to cardiometa-
bolic risk.

Osteoporosis risk. People with enduring psychotic ill-
ness are at increased risk of osteoporosis and fractures. The
factors associated with this increased risk include hypog-
onadism (diminished functioning of the testes or ovaries),
lack of weight-bearing exercise, smoking, medication side
effects, alcohol and drug use, dietary vitamin and mineral
deficiency, decreased exposure to sunlight and polydipsia
(excessive fluid intake).

Respiratory disease risk. High rates of smoking and pas-
sive smoking in people with enduring psychotic illness
contribute to increased risk of respiratory diseases such as
chronic bronchitis and asthma.

Depression and anxiety risk. Physical health conditions
in people with enduring psychotic illness contribute to their
higher rates of depression and anxiety disorders.

Requirements for screening and detection. Mental health ser-
vices should ensure that a comprehensive assessment of the
comorbid physical health status of people with enduring
psychotic illness is performed. All health professionals
involved in the person’s care, the person themselves and
their families and carers should play a role in ensuring that
the appropriate medical tests, examinations and salient risk

factors for chronic disease are interpreted and appropriate
action is taken. See Figure 2 for a comprehensive initial
assessment checklist.

Mental health services should provide a suitable room
for the physical examination and ensure that it is equipped
with the following: tape measures, digital scales, height
measures (calibrated rigid stadiometer), glucometer and
accessories, stethoscope, sphygmomanometer, urine analy-
sis kit (dip stick type to check for microscopic haematuria,
proteinuria and infection), hand washing facility, disposa-
ble/surgical gloves, appropriate bio-hazard disposable
units, privacy gowns and drapes, access to pathology order
forms and online results, and a chaperone (available as
appropriate or on request). See Figure 3 for a checklist for
physical examination room equipment.

The initial assessment should include the following
measurements: waist circumference, height and weight.
Biochemical investigations should include fasting blood
sugar levels (BSLs), two random BSLs (if fasting not
available), total cholesterol count, LDL-C, high-density
lipoprotein cholesterol (HDL-C), TG/HDL-C or log (TG/
HDL-C), non-HDL-C, TG levels, hepatitis serology, full
blood examination, liver function tests, urea, electrolyte
and creatinine levels, estimated glomerular filtration rate,
haematuria, proteinuria and thyroid function tests (includ-
ing thyroid stimulating hormone [TSH] and free T4).

Because a significant proportion of people with endur-
ing psychotic illness have experienced trauma, this needs to
be considered when taking the medical history, undertaking
physical examinations and investigations.

The initial assessment should also cover

e Socio-demographic factors, including age, gender,
ethnicity, type of accommodation, education level,
socioeconomic adversity, rurality, marital status,
occupational status, source of income and who they
are living with;

e Family history of diabetes, hypertension, hyperlipi-
daemia, cardiovascular disease, stroke and cancer;

e Personal history of smoking, alcohol and other sub-
stance use, physical activity, diet and sleep hygiene;

e History of or treatment for obesity, diabetes, gesta-
tional diabetes, cardiovascular disease, stroke,
hyperglycaemia, hyperlipidaemia, hypertension,
cancer, polycystic ovarian disease, sleep disturbance
(chronic), sleep apnoea, constipation and sexually
transmitted infections;

e  Whether the person is receiving services from any of
the following: psychiatrist, medical specialist, gen-
eral practitioner, case manager, dietitian, clinical
psychologist, exercise physiologist, disability sup-
port, public community rehabilitation, NGO special-
ising in psychiatric disability and community
rehabilitation service;

e Dental hygiene and dry mouth.
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Figure 2. Initial assessment checklist.

Direct clinical measurements
O Waist circumference O Blood pressure
O Height O ECG (or review recent, if available)
O Weight
Biochemical assessment
O Fasting blood sugar levels O Triglyceride levels
O Two random blood sugar levels (if fasting not available) O Hepatitis and HIV serology
[} Total cholesterol O Full blood examination
[} Low-density lipoprotein (LDL- C) O Liver function tests
O High-density lipoprotein (HDL-Cholesterol) O Urea, electrolyte and creatinine levels
O Non-HDL cholesterol O Estimated glomerular filtration rate
O TG/HDL-C or Log (TG/HDL-C) O Thyroid function tests (including thyroid stimulating hormone levels and T4)
Past or current history
O Complete medication history last 6 months
Also note the following:
- orexigenic psychotropic medications
- presence of polyantipsychotic therapy
- presence of polypsychotropic prescribing
- other orexigenic medications (e.g. insulin, steroids, etc)
O Obesity O Gestational diabetes (in patient or close relative, see below)
O Diabetes O Cancer
O Hypertension O Polycystic ovarian disease
[} - Cardiovascular disease [} Sexually transmitted infections
- Ischaemic heart disease
- Peripheral vascular disease
- Stroke
O Dyslipidemia O Hepatitis and HIV related
Lifestyle factors
O Smoking history O Sleep disturbance (chronic)
O Diet (either/both QuickScreen or dietitian) O Sleep apnoea
[} Exercise history 0O Dentist
O Substance Use Disorder (alcohol and amphetamines at least) O Fitness
Sociodemographic factors
O Age O Source of income
O Gender O Who they are living with
O Ethnicity (both parents) O Type of accommodation
O Education level O Marital status
O Occupational status
Family history
O Diabetes O Obesity
O Hypertension O Psychosis
O Hyperlipidemia O Cancer
O Cardiovascular disease
Services received
O Psychiatrist O Exercise physiologist (status differs by state)
O Medical specialist O Clinical psychologist
O General practitioner O Disability support providers
[} Case manager O Public community rehabilitation
O Dietitian O NGO specialising in psychiatric disability and community rehabilitation
services
Notes:
I. Include assessment of (1) when diagnosed (2) whether receiving treatment past/present (3) current prescriptions and off-label consumption with respect to cardiometabolic
health, e.g. Omega-3 fish oils, etc.
2. Use of structured brief clinical tools is recommended, e.g. Pittsburgh Sleep Quality Index (PSQI); ESS: Epworth Sleepiness Scale (ESS) etc.
3. Age of onset for cardiovascular disease (CVD) should be recorded, e.g. Father, Australian Medical Index (AMI) age 54. This may help with considering treatment eligibility as
well as determining risk using a variety of calculators.
4. This information serves both history and communication. As multidisciplinary care is essential in integrated health systems, it is recommended to communicate with all service
providers after clinical reviews.
5. The above list is one that would be undertaken in a dedicated cardiometabolic service for those with psychotic disorders. Where available resources are limited, services might
implement their own service guidelines using subsets of the items.
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Figure 3. Checklist for equipment and support for physical examination.

Equipment
O Tape measures (non-stretch) O Urine analysis kit (dip stick type to check for microscopic
haematuria, proteinuria, and infection, and ketones)
O Digital scales O Hand washing facility
O Height measures (calibrated rigid stadiometer) [ Disposable/surgical gloves
O Glucometer and accessories O Appropriate bio-hazard disposable units
O Stethoscope O Privacy gowns and drapes
O Sphygmomanometer O Access to pathology order forms and online results
Other
O Chaperone (available as appropriate or on request)

Development of a management plan. Psychiatrists should
ensure that a comprehensive management plan is devel-
oped based on the results of the initial assessment. The fol-
lowing people should play a role in ensuring that an
appropriate medical management plan is implemented:
psychiatrist, general practitioner, registrar, nurse, case
manager, people with enduring psychotic illness and their
families and carers.

Psychiatrists should ensure that all the screening infor-
mation is used to formulate a cardiometabolic risk profile at
initial assessment and prior to starting or changing psycho-
tropic medications. Psychiatrists should inform and discuss
the person’s cardiometabolic risks with them, their families
and carers.

Psychiatrists should ensure that there is an appropriate
medical treatment plan for standard cardiometabolic risks
such as dyslipidaemia, dysglycaemia, hypertension and
obesity. These treatment plans should follow standard
guidelines.

A comprehensive management should also include

e An annual dental assessment;

e Dietary intervention in accordance with relevant
guidelines;

e Physical activity intervention in accordance with rel-
evant guidelines;

e Provision of an individually tailored smoking cessa-
tion programme, including nicotine replacement
therapies at no cost, and referral to smoking cessa-
tion services;

e Sleep assessment, including obstructive sleep
apnoea;

e Promotion of social connections, e.g. through group
activities.

Medication side effects. Psychotropic medications may
contribute to cardiometabolic risk factors. People with

enduring psychotic illness and their families or carers
should be informed about the range of cardiometabolic
risks associated with the psychotropic medications they
have been recommended. If the person develops cardio-
metabolic risk factors after the initiation of psychotropic
medications, the psychiatrist should review the medications
and consider less risky alternatives. Poly-antipsychotic
prescribing and polypharmacy in general should be care-
fully scrutinised, and where appropriate, a de-prescribing
strategy should be formulated. They should also assertively
manage any medical comorbidity that arises as a side effect
of treatment.

Health professionals should be aware of the specific
physical health side effects of clozapine. They should also
monitor the side effects of any psychotropic medications
that may impair the ability to operate machinery, including
driving vehicles.

Follow-up assessments. Psychiatrists should ensure that fol-
low-up assessments are carried out every 3—6 months and at
any change of psychotropic medications, or when the per-
son presents with new signs and symptoms relating to car-
diometabolic risks.

The follow-up assessment should include all the factors
assessed at initial assessment. If the person has a history of, or
is receiving treatment for, any chronic disease, then the follow-
up assessments should identify the services they are receiving
(see Figure 4 for a follow-up assessment checklist).

Service managers and clinical leaders
should develop policies and procedures for
integrated care

Mental health service managers should work with senior
clinical leaders to develop integrated clinical care policies
and procedures that are directed specifically towards the
physical health needs of people with enduring psychotic ill-
ness. They should ensure that standardised procedures for
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Figure 4. Follow-up assessment checklist.

Direct clinical measurements
O Eye checks O Weight
O Waist circumference O Blood pressure
O Height
Biochemical assessment
O Fasting blood sugar levels O Low-density lipoprotein (LDL- C)
O Two random blood sugar levels (if fasting not available) [ High-density lipoprotein (HDL-C)
O TG/HDL-C or Log (TG/HDL-C) O Non-HDL cholesterol
O Total cholesterol O Triglycerides
Lifestyle factors
O Smoking history O Diet
O Exercise
Sociodemographic factors
O Source of income O Type of accommodation
O Living with
Services received

O Psychiatrist O Exercise physiologist (status differs by state)
O Medical specialist O Clinical psychologist
O General practitioner O Disability support providers
O Case manager O Public community rehabilitation
O Dietitian O NGO specialising in psychiatric disability and

community rehabilitation services

assessing cardiometabolic risk factors are used. They
should also develop policies and procedures to enable the
relay of clinical information between mental and physical
health service providers.

Mental health service managers should ensure that qual-
ity improvement activities specifically evaluate the effec-
tiveness of integrated physical and mental health care.

The RANZCP and other relevant Colleges should advo-
cate for the inclusion of people with enduring psychotic ill-
ness as high-risk patients in the formulation of companion
guidelines by other professional bodies, e.g. cardiology and
endocrinology.

Acknowledgements

We would like to thank the panel members for their contribution
to the development of the expert consensus statement. We would
also like to thank Dr Huseyin Mustafa, Rajneet Arora, Joyce Goh,
Shuli Rawson and Edwina Ward for their assistance.

Clinician expert panel members: A/Prof. David Menkes, Dr
Megan Kalucy, Ms Rebecca Wood, Dr Michael O’Sullivan, Dr
Jackie Curtis, A/Prof. Roger Chen, Ms Kylie Bruce, Ms Maria

Roberts, Dr Alexander John, Dr Dennis Liu, A/Prof. Katherine
Samaras, Dr Leon Chapman, Mr Neil Taylor, Prof. David Le
Couteur, Dr Bree Wyeth, Ms Natalie Lang, Dr Kate Strasser, Dr
Rishi Duggal, Ms Belinda Aylmer, Prof. Kim Ryan, Dr Tanya
Park, Dr Peter Barker, Prof. Eimear Muir-cochrane, Dr Christopher
Blackwell, Mr Joel Tuccia, Dr Hannah Newall, Ms Elizabeth
Wallace, Ms Gladys Hitchen, Ms Amy Walker, Prof. Malcolm
Battersby, Mr Tom Ryan, Ms Anneliese Russell, Dr Chad Bennett,
Dr Radhakrishnan Koloth, Mr William Campos, Dr Elizabeth Joy
Dent, Dr Vaidy Swaminathan, Dr Dan Siskind, Prof. Stephen
Kisely, Ms Victoria Searl, Dr Ben Assan, Dr Geoffrey Buckett,
Prof Brenda Happell, Mr Martin Szynanski, Ms Debby Andersson,
Prof. Leonard Kritharides, Dr Gordana Cuk, Dr Chris Brown, Ms
Freyja Millar, A/Prof. David Crompton, Mr David Briffa, Dr
Nerissa Soh, Dr Alice Sophie Neale, Mr Mark Duffy and Mr Guna
Kanniah.

Consumer expert panel members: Mr Edward Forward, Ms
Joanne Sheedy, Ms Lynn Alexander, Ms Stephanie Webster, Ms
Veronica Beatty, Ms Michelle Oldham, Mr Matthew Halpin, Ms
Carli Gettingby, Mr Evan Bichara, Ms Esther Pavel-Wood, Ms
Kerry Gordon, Ms Jamie Watts, Mr Leon de Camp, Ms Virginia
Divall, Mr Bernie McCormick, Ms Pia McKay, Ms Claire
Bamford, Mr Daniel Healy, Ms Anne Tullgren and Ms Sam Stott.

Australian & New Zealand Journal of Psychiatry, 51(4)




336

ANZJP Articles

Carers expert panel members: Ms Cherie Sandwith, Mr Rob
Wellman, Ms Melissa Pope, Ms Eileen McDonald, Ms Lyn
Anderson, Ms Penny Lewisohn, Ms Susan Adam, Ms Madhavi
Tembe, Ms Alexandra Rivers, Ms Ruth Carson, Ms Kerry
Hawkins, Ms Arahni Sont, Ms Judith Rafferty, Ms Ruth
O’Sullivan, Ms Ingrid Ozols, Ms Aija Brumby, Ms Andrea
Arnand, Ms Patricia Sutton, Ms Dianne Haines, Ms Judy Carroll
and Ms Stacey Lewis.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of interest
with respect to the research, authorship, and/or publication of this
article: Mark Oakley Browne was, until recently, employed as
Chief Psychiatrist with the Victorian Government Department of
Health. He is currently Chair of the Committee for Therapeutic
Interventions and Evidence-based Practice of the Royal Australian
and New Zealand College of Psychiatrists (RANZCP). Tim
Lambert is Director of the Collaborative Centre for Cardiometabolic
Health in Psychosis (ccCHiP), a multidisciplinary, inter-profes-
sional clinical, research and training service supported by Sydney
Local Health District and Sydney University/Charles Perkins
Centre. Anthony Jorm and Nicola Reavley receive salary support
from the National Health and Medical Research Council NHMRC).

Funding

The author(s) received no financial support for the research,
authorship and/or publication of this article.

References

Australian Bureau of Statistics (2013) Australian Health Survey: Updated
Results, 2011-2012. Canberra, ACT, Australia: Australian Bureau of
Statistics.

Babidge NC, Buhrich N and Butler T (2001) Mortality among homeless
people with schizophrenia in Sydney, Australia: A 10-year follow-up.
Acta Psychiatrica Scandinavica 103: 105-110.

Berk L, Jorm AF, Kelly CM, et al. (2011) Development of guidelines for
caregivers of people with bipolar disorder: A Delphi expert consensus
study. Bipolar Disorders 13: 556-570.

Bobes J, Alegria AA, Saiz-Gonzalez MD, et al. (2011) Change in psychia-
trists’ attitudes towards the physical health care of patients with schizo-
phrenia coinciding with the dissemination of the consensus on physical
health in patients with schizophrenia. European Psychiatry 26: 305-312.

Bobes-Garcia J, Saiz-Ruiz J, Bernardo-Arroyo M, et al. (2012) Delphi
consensus on the physical health of patients with schizophrenia:
Evaluation of the recommendations of the Spanish Societies of
Psychiatry and Biological Psychiatry by a panel of experts. Actas
Espanolas De Psiquiatria 40: 114-128.

Brown S, Inskip H and Barraclough B (2000) Causes of the excess mor-
tality of schizophrenia. British Journal of Psychiatry 177: 212-217.

Burgers J, Grol R and Eccles M (2005). Clinical guidelines as a tool for
implementing change in patient care. In: Grol R, Wensing M, and
Eccles M, Improving Patient Care: The implementation of change in
clinical practice. Oxford: Elsevier. pp. 71-92.

Citrome L and Yeomans D (2005) Do guidelines for severe men-
tal illness promote physical health and well-being? Journal of
Psychopharmacology 19: 102—109.

Cohn TA and Sernyak MJ (2006) Metabolic monitoring for patients treated
with antipsychotic medications. Canadian Journal of Psychiatry 51:
492-501.

Cooper J, Mancuso SG, Borland R, et al. (2012) Tobacco smoking among
people living with a psychotic illness: The second Australian Survey

of Psychosis. Australian and New Zealand Journal of Psychiatry 46:
851-863.

Curtis J, Henry C, Watkins A, et al. (2011) Metabolic abnormalities in an
early psychosis service: A retrospective, naturalistic cross-sectional
study. Early Intervention in Psychiatry 5: 108—114.

De Hert M, Correll CU, Bobes J, et al. (2011a) Physical illness in patients
with severe mental disorders. 1. Prevalence, impact of medications
and disparities in health care. World Psychiatry 10: 52-77.

De Hert M, van Eyck D and De Nayer A (2006) Metabolic abnormali-
ties associated with second generation antipsychotics: Fact or fic-
tion? Development of guidelines for screening and monitoring.
International Clinical Psychopharmacology 21(Suppl. 2): S11-S15.

De Hert M, Vancampfort D, Correll CU, et al. (2011b) Guidelines for
screening and monitoring of cardiometabolic risk in schizophrenia:
Systematic evaluation. British Journal of Psychiatry 199: 99-105.

De Nayer A, De Hert M, Scheen A, et al. (2005) Belgian consensus on met-
abolic problems associated with atypical antipsychotics. International
Journal of Psychiatry in Clinical Practice 9: 130-137.

Dinan TG (2004) Schizophrenia and diabetes 2003: An expert consensus
meeting. Introduction. British Journal of Psychiatry Supplement 47:
S53-S54.

Downar J, Delaney JW, Hawryluck L, et al. (2016) Guidelines for the
withdrawal of life-sustaining measures. /ntensive Care Medicine 42:
1003-1017.

Foley DL and Morley KI (2011) Systematic review of early cardiometa-
bolic outcomes of the first treated episode of psychosis. Archives of
General Psychiatry 68: 609-616.

Foley DL, Mackinnon A, Watts GF, et al. (2013) Cardiometabolic risk
indicators that distinguish adults with psychosis from the general
population, by age and gender. PLoS ONE 8: ¢82606.

Galletly CA, Castle D, Dark F, et al. (2016) Royal Australian and New
Zealand College of Psychiatrists clinical practice guidelines for the
management of schizophrenia and related disorders. Australian and
New Zealand Journal of Psychiatry 50: 410-472.

Galletly CA, Foley DL, Waterreus A, et al. (2012) Cardiometabolic risk
factors in people with psychotic disorders: The second Australian
national survey of psychosis. Australian and New Zealand Journal of
Psychiatry 46: 753-761.

Gladigau EL, Fazio TN, Hannam JP, et al. (2014) Increased cardiovascular
risk in patients with severe mental illness. Internal Medicine Journal
44: 65-69.

Goff DC, Cather C, Evins AE, et al. (2005) Medical morbidity and mortal-
ity in schizophrenia: Guidelines for psychiatrists. Journal of Clinical
Psychiatry 66: 183—-194; quiz 147, 273—-184.

Gothefors D, Adolfsson R, Attvall S, et al. (2010) Swedish clinical
guidelines—prevention and management of metabolic risk in patients
with severe psychiatric disorders. Nordic Journal of Psychiatry 64:
294-302.

Grimshaw JM, Thomas RE, MacLennan G, et al. (2004) Effectiveness and
efficiency of guideline dissemination and implementation strategies.
Health Technology Assessment 8: iii-iv, 1-72.

John AP, Koloth R, Dragovic M, et al. (2009) Prevalence of metabolic
syndrome among Australians with severe mental illness. Medical
Journal of Australia 190: 176-179.

Jones J and Hunter D (1995) Consensus methods for medical and health
services research. British Medical Journal 311: 376-380.

Jorm AF (2015) Using the Delphi expert consensus method in mental
health research. Australian and New Zealand Journal of Psychiatry
49: 887-897.

Kane JM, Barrett EJ, Casey DE, et al. (2004) Metabolic effects of treat-
ment with atypical antipsychotics. Journal of Clinical Psychiatry 65:
1447-1455.

Kelly CM, Jorm AF, Kitchener BA, et al. (2008) Development of men-
tal health first aid guidelines for suicidal ideation and behaviour: A
Delphi study. BMC Psychiatry 8: 17.

Australian & New Zealand Journal of Psychiatry, 51(4)



Lambert et al.

337

Kisely S, Campbell LA and Wang Y (2009) Treatment of ischaemic heart
disease and stroke in individuals with psychosis under universal
healthcare. British Journal of Psychiatry 195: 545-550.

Koppen H, Stolwijk J, Wilms EB, et al. (2016) Cardiac monitoring of
high-dose verapamil in cluster headache: An international Delphi
study. Cephalalgia 36: 1385-1388.

Lambert TJ (2009) The medical care of people with psychosis. Medical
Journal of Australia 190: 171-172.

Lambert TJ and Newcomer JW (2009) Are the cardiometabolic compli-
cations of schizophrenia still neglected? Barriers to care. Medical
Journal of Australia 190: S39-S42.

Lambert TJ, Chapman LH and Consensus Working Group (2004)
Diabetes, psychotic disorders and antipsychotic therapy: A consensus
statement. Medical Journal of Australia 181: 544-548.

Lambert TJ, Velakoulis D and Pantelis C (2003) Medical comorbidity in
schizophrenia. Medical Journal of Australia 178(Suppl.): S67-S70.

Langlands RL, Jorm AF, Kelly CM, et al. (2008) First aid for depression:
A Delphi consensus study with consumers, carers and clinicians.
Journal of Affective Disorders 105: 157-165.

Lawrence D, Hancock KJ and Kisely S (2013) The gap in life expectancy
from preventable physical illness in psychiatric patients in Western
Australia: Retrospective analysis of population based registers. BM.J
346: £2539.

Lawrence D, Jablensky AV, Holman CD, et al. (2000) Mortality in Western
Australian psychiatric patients. Social Psychiatry and Psychiatric
Epidemiology 35: 341-347.

Marmot MG (2004) Evidence based policy or policy based evidence?
British Medical Journal 328: 906-907.

Mental Health Commission (2012) Blueprint II: Improving Mental Health
and Wellbeing for All New Zealanders — How Things Need to Be.
Wellington: Mental Health Commission.

Ministry of Health (2012) Rising to the Challenge: The Mental Health
and Addiction Service Development Plan 2012-2017. Wellington:
Ministry of Health. Available at: www.health.govt.nz

Mitchell AJ (2012) Understanding disproportionately high cardiometa-
bolic risk in Australians treated for psychosis. Australian and New
Zealand Journal of Psychiatry 46: 919-920.

Mitchell AJ, Vancampfort D, Sweers K, et al. (2013) Prevalence of
metabolic syndrome and metabolic abnormalities in schizophre-
nia and related disorders — A systematic review and meta-analysis.
Schizophrenia Bulletin 39: 306-318.

Moore E, Mancuso SG, Slade T, et al. (2012) The impact of alcohol
and illicit drugs on people with psychosis: The second Australian
National Survey of Psychosis. Australian and New Zealand Journal
of Psychiatry 46: 864-878.

Morgan VA, McGrath JJ, Jablensky A, et al. (2014) Psychosis preva-
lence and physical, metabolic and cognitive co-morbidity: Data from
the second Australian national survey of psychosis. Psychological
Medicine 44: 2163-2176.

Murphy NK, Black NA, Lamping DL, et al. (1998) Consensus develop-
ment methods, and their use in clinical guideline development. Health
Technology Assessment 2: i—iv, 1-88.

National Institute of Clinical Studies (NICS) (2006) Do Guidelines Make
a Difference to Healthcare Outcomes? Melbourne, VIC, Australia:
NICS.

National Mental Health Commission (2012) A Contributing Life: The
2012 National Report Card. Sydney, NSW, Australia: National
Mental Health Commission.

New South Wales (NSW) Department of Health (2009) Physical Health
Care of Mental Health Consumers. Sydney, NSW, Australia: NSW
Department of Health.

Powell BJ, McMillen JC, Proctor EK, et al. (2012) A compilation of
strategies for implementing clinical innovations in health and mental
health. Medical Care Research and Review 69: 123—157.

Royal Australian and New Zealand College of Psychiatrists (RANZCP)
(2005) Royal Australian and New Zealand College of Psychiatrists
clinical practice guidelines for the treatment of schizophrenia and
related disorders. Australian and New Zealand Journal of Psychiatry
39: 1-30.

Saha S, Chant D and McGrath J (2007) A systematic review of mortality in
schizophrenia: Is the differential mortality gap worsening over time?
Archives of General Psychiatry 64: 1123-1131.

Schleedoorn MJ, Nelen WL, Dunselman GA, et al. (2016) Selection of
key recommendations for the management of women with endome-
triosis by an international panel of patients and professionals. Human
Reproduction. Epub ahead of print 24 April. DOI: 10.1093/humrep/
dew078.

Stanley S and Laugharne J (2010) Clinical Guidelines for the Physical
Care of Mental Health Consumers. Perth, WA, Australia: Community,
Culture and Mental Health Unit, School of Psychiatry and Clinical
Neurosciences, The University of Western Australia.

Strasser K, Moeller-Saxone K, Meadows G, et al. (2002) Smoking cessa-
tion in schizophrenia. General practice guidelines. Australian Family
Physician 31: 21-24.

Stubbs B, Vancampfort D, De Hert M, et al. (2015) The prevalence
and predictors of type two diabetes mellitus in people with schizo-
phrenia: A systematic review and comparative meta-analysis. Acta
Psychiatrica Scandinavica 132: 144-157.

Van Hasselt FM, Oud MJ and Loonen AJ (2015) Practical recommen-
dations for improvement of the physical health care of patients
with severe mental illness. Acta Psychiatrica Scandinavica 131:
387-396.

Van Winkel R, De Hert M, Van Eyck D, et al. (2006) Screening
for diabetes and other metabolic abnormalities in patients with
schizophrenia and schizoaffective disorder: Evaluation of inci-
dence and screening methods. Journal of Clinical Psychiatry 67:
1493-1500.

Vancampfort D, Mitchell AJ, De Hert M, et al. (2015) Prevalence and pre-
dictors of type 2 diabetes mellitus in people with bipolar disorder: A
systematic review and meta-analysis. Journal of Clinical Psychiatry
76: 1490-1499.

Walker ER, McGee RE and Druss BG (2015) Mortality in mental disor-
ders and global disease burden implications: A systematic review and
meta-analysis. JAMA Psychiatry 72: 334-341.

Australian & New Zealand Journal of Psychiatry, 51(4)




