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Improving the physical health of people with severenental illness in a low secure forensic unit:
an uncontrolled evaluation study of staff trainingand physical health care plans

Published as:Haddad, M., Llewellyn-Jones, S., Yarnold, S., and Simpson, A. (2016) Improving
the physical health of people with severe mental illness in a low secure forensic unit: An
uncontrolled evaluation study of staff training and physical health care plans. International
Journal of Mental Health Nursing, doi: 10.1111/inm.12246.

Background: The life expectancy of people with severe menliasses is substantially reduced and
monitoring and screening for physical health protdés a key part of addressing this health inetyuali
In-patient admission presents a window of oppotyuiar this health care activity.

Methods: This study was conducted in a forensic mentalthaalit in England. A personal physical
health plan incorporating clearly presented andyeasderstood values and targets for health status
different domains was developed. Alongside thibriaf physical education session was delivered to
health care staff (n=63). Printed learning materéald pedometers and paper tape measures were also
provided. The impact was evaluated by a single gqune-test post-test design, follow-up measures
were four months post-intervention. The feasibibityd acceptability of personal health plans and
associated resources was examined by free textiouagire responses.

Results: 57 staff provided measures of attitudes and kndgédebefore training and implementation of
the physical health plans. Matched pairs analysticated a modest but statistically significant
improvement in staff knowledge scores and attitudé@svolvement in physical health care. Qualitativ

feedback indicated limited uptake of the care plams$perceived need for additional support fordpett

adoption of this initiative.

Conclusion: In-patient admission is a key setting for ass@gghysical health and promoting improved
management of health problems. Staff training angp@se-designed personalised care plans hold
potential to improve practice and outcomes indhnés, but further support for such innovations appe
necessary for their uptake in in-patient mentalthesettings.

Background

People with severe mental illnesses (SMI) suchchszgphrenia, bipolar disorder and depressive
psychosis have a greatly increased risk of experigrpoor physical health than the general poputati
The extent of this health inequality has been erathin numerous studies conducted with inpatient,
outpatient and community populations, showing thaitality from all causes is more than doubled for
people with any mental disorder (Walketr al. 2015) (pooled relative risk 2.22, derived from 148
studies).

Researchers have also examined the excess moasdibgiated with mental iliness by life expectancy.
This is an approach that is particularly easy @msgrand which is frequently used to quantify risk
exposures such amoking, diabetes, and socioeconomic status. Teigewsefully reflects the impact
of premature mortality. A systematic review inchugliL4 studies indicates reductions in life expentan
from birth for people with any major mental disardéagnosis of between 7 and 24 years; whilst for
people with schizophrenia and bipolar disorderrtime was between 9 and 20 years (Cheshay
2014). These reductions are in excess of thosbwtible to heavy smoking (8-10 years) (Presebtt
al. 1998) or diabetes (5-6 years) (Loukigteal.2012).

Although the risk for death by suicide and othenatnral causes is especially elevated among people
with mental illness, being around 10-fold highearthn general population comparisons (Chesstey
al. 2014, Walkeet al.2015), much of the excess mortality is due to r@izauses. Between two thirds
(Walker et al. 2015) and four-fifths (Lawrencet al. 2013) of deaths in individuals with SMI result
from physical health conditions, most commoghrdiovascular disease, endocrine and metabolic



conditions including diabetes, and respiratoryedis (De Heret al. 2011) These are also the most
common causes of premature mortality within theegahpopulation, and to a large degree are
preventable or amenable to early interventionswhihtameliorate the disease course (Department of
Health 2013).

It appears that multi-factorial causes operateedact to elevate the risk of these conditionsdaple
with SMI. Health behaviours such as cigarette smgpKiOsbornet al. 2007a), poor diet and limited
physical exercise (Osborat al. 2007b) contribute substantially to risk. Additilga commonly
prescribed antipsychotic medications are associatitdmetabolic changes and weight gain (De Hert
et al. 2012, Mitchellet al.2013), and broader societal factors includingedtiects of stigma and self-
stigma (Evans-Lackeet al. 2012) and limitations of service accessibilitythar influence these
disparities (Mitchellet al.2009).

Intervening to reduce and prevent physical healthlpms is an important area for those engaged with
the care of people with SMI. Many of the factorievant to the development and maintenance of these
physical conditions can be addressed by improvedsasco preventive and health promotion activities.
As a key part of this, risk factors must be congddor screening and baseline testing of important
physical parameters needs to be performed. Health providers in the UK and elsewhere have
developed policies and clinical practice guidelimgsich recommend such regular physical health
screening in this patient group (Mental Health dot&and 2008, De Hedt al.2009, NICE 2014, BMA
2014). It is of concern that despite higher rafgshysical illness experienced by people with Siid a
other mental health problems, physical health singeand monitoring are not necessarily given
priority by mental health professionals (BMA 201Recent National Institute for Health and Care
Excellence (NICE) guidelines for schizophrenia @sgichosis note a picture of late recognition and
under-treatment of physical conditions in peoplth@MI (NICE 2014). Two comprehensive reviews
(conducted as part of the National Audit of Schir@mia) of the implementation of physical health
monitoring for people with SMI in contact with comnity-based mental health services in England
and Wales (Royal College of Psychiatrists 2012a/aRGollege of Psychiatrists 2014) have revealed
that less than a third (29% and 33%) had recordséssments of the five main risk factors for
cardiovascular disease (body mass index - BMI, sngodtatus, blood pressure, blood glucose and lipid
levels) within the previous 12 months, and thaydwdlf (51% and 52%) had BMI documented. The
range of recorded measures between mental healidpr organisations (Trusts) shows that practice
is inconsistent as well as inadequate: BMI recaydiaried from 5% to 92%. In part this may be due to
uncertainties as to whose responsibility physiealth screening and monitoring is, and becauseahent
health staff may lack confidence and feel ill-equéig to monitor and assess physical health problems
(Blythe & White 2012).

Screening and monitoring ispeerequisite for successful prevention activitessglif conducted in an
appropriately patient-centred way may enable oppastic brief health promotion interventions and
engagement in lifestyle and self-management appesa@ range ahterventions to address physical
health outcomes for people with SMI have been aperl and evaluated, primarily in out-patient
settings, inEurope, USA, Asia and Australia. Typically theses ysycho-educational (including
cognitive-behavioural) interventions with physiaativity and nutritional education for ‘healthyiling’
outcomes - such as weight loss or to prevent weiglm, to decrease risk factors for metabolic
syndrome (Alvarez-Jimenex al.2008, Bonfioliet al.2012, Nover & Jackson 2013), to enhance levels
of physical activity and achieve smoking cessafiBradshawet al. 2005, Pearsaét al.2014), and for
type 2 diabetes self-management (Cieha@l.2012).

Systematic reviews of these interventions indiggeerally modest positive gains for these health
promoting programmes, although the findings areeshiXMean weight loss of around 3% of initial
weight is evident from meta-analysis (Cabastal. 2010), which, although less than the commonly
noted 5% to 10% weight loss criterion for succdsatipnal Heart Lung and Blood Institute in
cooperation with The National Institute of Diabetdsl Digestive and Kidney Diseases. 1998, Wing
al. 2011), is of a similar level to that identifiedrieviews of exercise as a means of achieving weight
loss in people who are overweight or obese (Sétal. 2006).



Given that there is a widely acknowledged and jimgs%eed to improve the screening, monitoring and
promotion of physical health among people with Skihd that the implementation of relevant
recommended and evidence-based approaches is lgermrtn inadequate and inconsistent, an
intervention to address physical health monitorangd management for people with SMI was
developed.

This report provides detail of the development praliminary evaluation within a forensic mental
health in-patient setting of an approach that combiapatient-held personalised physical health care
plan with healthcare staff education in physicalltieassessment and management. There is a
particularly limited literature addressing the plgthealth needs of forensic mental health patient
however, available evidence indicates that theth@adqualities experienced by this patient grougp a
marked: an audit of patient records over threesygaa forensic and rehabilitation service in Endla
identified among those who had been patients ferpgériod (n=351), 34% were overweight and 32%
obese, with a third treated for hyperlipidaemia &fger cent diagnosed with type Il diabetes (Long
et al.2014).

Study aims
In this study we aimed to evaluate the effecttohming package addressing physical health mdnigor
and care on the knowledge and attitudes of meetltthstaff.

We also aimed to examine the acceptability andiéiag of using a purpose-designed personal health
plan.

Methods

Study design

A single group pre-test—post-test design was useglaluate impact of the training and associated
resources on healthcare staff, with follow-up measwonducted four months post-intervention.

Written comments provided by participants at thetfiest sessions concerning physical healthcare
within the unit and uptake of the care plan matengere used to provide information about the

acceptability and satisfaction with the approach.

Ethics: The study was approved following submission tdratependent research ethics committee
(ELFTSubCommRef 2012/236). Participating staff warevided with written and verbal information
about the study and gave signed consent to paateciprhey were assured that completing the
guestionnaires was completely voluntary and théioabh their names were required for matched
analysis, these would be removed and replacedanétide to ensure anonymity.

The project was supported by a grant awarded bylBmelon Network for Nurses and Midwives’
partnership with the Florence Nightingale Foundatio

Development of the intervention

A personal physical health plan with purpose-desigpatient and staff documentation and folders,
incorporating clearly presented and easily undetst@lues and targets for health status in differen
domains, was developed specifically for this projéicwas based on a range of available resources
including guides and formats for physical healthnitaring in primary and secondary care such as
health check forms (Rethink 2011), health passputiatives (Andersoret al. 2012), the Health
Improvement Profile (HIP) (Whitet al. 2009), Diabetes UK patient-held record recommendati
(http://ftinyurl.com/pble7gP and associated diabetes education and self-manesge materials
(www.mydiabetesmyway.scot.nhs)uland the monitoring forms available from sevdd#l mental
health provider services.

Many of the available forms, though comprehensivé detailed, are lengthy and not user-friendly.
This tool was designed to enable patients to takeme active interest in their physical health & w
as to help mental health nurses and allied heattfegsionals address these needs. It was modeiled o



aspects of the personal child health record (PCbiRed book’, the UK national standard health and
development record given to parents/carers atld'sMhirth in a format designed to empower parents
to oversee their child's development and care. tlikdPCHR, the personal physical health plan uses a
small (A5) folder to record key health indicatons this case weight and BMI, waist circumference,
blood pressure, HbAlc, peak flow, and cholesterebsares), to provide a means of setting goals,
improving motivation, and encouraging collaborativerking to make use of the opportunities for
lifestyle change. Various iterations of the formrevgresented to and discussed with a group of
clinicians (mental health nurses, psychiatrists ecclpational therapists) based at the mentalthealt
unit in which the project was to be delivered. Mews and ideas of mental health inpatient user
representatives at the unit were obtained at asefimeetings, and also influenced the development
of the physical health plan. The final versidvy{ Physical Health Planavailable in Appendix 1) was
then distributed to patients and their key nursgth, coloured plastic folders to store them.

Alongside the introduction of this personal hegltan, a single education session on physical health
assessment and management relevant to patientseviéine mental health problems was delivered on
site to the staff on each of the wards in the urtiis involved a lecture and case study discussion
together with comprehensive printed learning matefor each attendee, and the provision of regsurc
to assist with health monitoring (paper tape mesgueind lifestyle change (pedometers). The content
of the session was based upon priority areas filhin clinical practice guidelines and authoritat
reviews (Mental Health in Scotland 2008, De Hefrtal. 2009, NICE 2014, BMA 2014). The risk
factors, clinical criteria and monitoring of metdibosyndrome formed the central part of the
presentation; the accompanying materials addrefeedievelopment and relevant monitoring and
intervention approaches for three broad group®afth problems: endocrine and metabolic disorders,
cardiovascular disorders, and respiratory disordEne educational session explored the use of the
physical health plan as a tool to support indivickeal care and self-care, and to provide prompts fo
regular monitoring and review. Using the taxonoriypehaviour change interventions (Michaeal.
2013), the training and associated plans souglmftwm practice concerning: goals and planning
(action planning, goal setting and review of bebawand outcomes, identifying discrepancies between
current behaviour and goal standards) and feediradkmonitoring (self-monitoring of behaviour and
outcomes, and provision of feedback on behaviour).

Setting

This study was conducted within a five-ward lowwecmental health unit in London, providing care
for 80 patients with SMI and forensic historiesisltvas a single sex (male) unit, and the admission
criteria included definable clinical risk to othea:md challenging behaviours (Royal College of
Psychiatrists 2012b). The patients in this forefesodity were all formally detained and had comple
mental health problems, typically involving psycisoand often together with substance misuse and
linked to offending or seriously irresponsible babar. The duration of admission and rehabilitation
is for a much longer period than within general takhealth services (NHS England 2013a), with
people typically remaining inpatients on this daita year or more. The complexity and extent efth
patients’ problems, coupled with the potentialii@ight gain and development of metabolic syndrome
associated with the psychotropic medications contynesed, indicate the level of need for physical
health promotion.

Measures

Evaluation of the staff training used a 12-item tiplé choice knowledge inventory measure of staff
knowledge devised by clinical and academic nursiadf and piloted with nurse academics at City
University London. This process was designed tamengace and content validity: 4 clinical and
academic nurses and 1 psychiatrist reviewed, cotadeand indicated their independent views about
the appropriateness, relevance and representasiv@fidhe topics covered. Example items included:
Smoking cessation medications are only appropf@tshort-term use (True; False); People with Type
2 diabetes are at greatly increased risk of heasedse (True; False); Which TWO lifestyle changes
assist maintaining a healthy blood pressure (Redusat intake; Increased fluid intake; Regular
mealtimes; Increased exercise; A high protein diet)



Most of the knowledge items requested selectidreeid single correct response from alternatives, or
indicatingTrueor Falsein relation to a statement; but for three itenastipipants were asked to identify
two correct answers from the alternatives, progdintotal possible score of 15. The item difficulty
index (the percentage of correct responses taehewith missing responses scored as incorrect) for
each question was examined and ranged betweera@d 0.93, with an overall mean of 0.56 (the
chance level is 0.50 for a true-false question, twedoptimal difficulty level is 0.75; whilst for &
alternative item, the random level i2D and the optimal difficulty level is.@25) (Haddad & Tylee
2013).

Staff attitudes and confidence about engagemephysical health care were measured using the
PHASe (Robson & Haddad 2012), a 28-item measurgueed of four factors concerning attitudes to
involvement in physical health care; confidencel@tivering physical health care; perceived barriers
to physical health care delivery, and attitudesnoking. Scoring of each item is between 1 andth, w

5 indicating strong agreement, with the scoringersed for negatively worded items, such that higher
scores indicate more positive attitudes. Testinghi$ scale in a large sample of inpatient and
community mental health nurses indicated contemt eonstruct validity, and adequate internal
consistency of the total scale (Cronbach's alphd)@nd subscales (between 0.86 and 0.61) (Robson&
Haddad 2012). The PHASe questionnaire includeddditianal 14 questions about the frequency of
involvement in general and specific aspects of jgaysealth-care practice. The PHASe was developed
to examine mental health nurses’ attitudes andipeadowever in mental health services the skil m
varies considerably depending on patient needstlamdocal context, with members of the multi-
professional team as well as healthcare suppoter®often playing an active part in physical Healt
promotion (NHS England 2013b). Accordingly, mindjustment to item phrasing, changing instances
of ‘mental health nurse’ to ‘mental health professi’ were made. The knowledge and attitude
measures were administered immediately prior taltiiwery of the education sessions and launch of
the physical health plans at staff training day#d Her each of the wards, and the follow-up
measurement was conducted four months later, dasistaff training days.

Participants: All available nurses and healthcare support warkem all wards within the unit were
included in training sessions delivered as padaufh ward’s ‘away day’ staff development activities
All non-medical staff were eligible for participati, independent of their years of professional
experience or educational level.

Data analysis

The questionnaire data were analysed using SPSSidue22). Standard descriptive statistics
(frequencies, percentages, means and standardidesiaccording to the level of the variable) were
used to summarize the variables. Comparisons autiations were examined using the paireskt

for continuous variables. The level was set at 0.05 for all comparisons. Opeafednfree-text
comments were read and reread to gain familiaritly the qualitative data and examined for content
and emergent themes (Newell& Burnard 2006).

Findings

A total of 63 staff participated in the trainingssins (60% of the total full-time equivalent noedital

care staff in the unit), 57 of whom completed biagetjuestionnaires. The numbers of participating
staff from the five wards ranged between 7 andrhé.follow-up sessions conducted four months later
were attended by a total of 58 staff, 49 of themd ¢ompleted the baseline measures and consented to
completion of follow-up measures.

Participant characteristics

Participants were comprised of equal numbers ostexgd mental nurses and healthcare support
workers. Of those who were registered nurses, 1ti®80, 60%) had qualified within the past ten
years. Two-thirds of participants were employeeitter band 3 (21/55, 35%) or at band 5 (19/55,
32%). 57% of the participants were male, and 17%ewearrent smokers. Of the total sample, 47%
(25/53) reported having received physical heatiming within the past 5 years; registered nurseew
more likely to have received such training (16/25%).



Current practice

The extent of participants’ physical health caraichl activity in relation to 14 practice areasswa
identified by questions appended to the PHASe questire. As may be seen in Table 1, most staff
indicated that monitoring patient’s blood pressarel weight and ensuring that a physical health
assessment had been conducted at first contacseiitfices were activities they were always or very
often involved in. However, providing contraceptagvice and advice about dental health, assessing
bowel habits, and supporting smoking cessation vegerted as frequent parts of practice by less tha
a third of respondents.

TABLE 1: Current practice: statements ranked by order of agreement

Practice items No. of staff frequently involved | %
(always/very often)
Weighing clients routinely throughout their contact with our service | 39/50 78%
Monitoring clients’ blood pressure is currently part of my role 38/51 75%
Checking if clients have had their general physical health assessed | 36/51 1%
when they first come into contact with our service
Giving clients advice on the benefits of exercising regularly 31/50 62%
Giving clients advice on how to eat healthily 31/51 61%
Testing clients for glucose abnormalities (e.g. checking glucose in | 30/49 61%
urine/checking a client's BM)
Checking if the clients | work with are registered with a GP 30/51 59%
Helping clients manage their weight 23/51 45%
Assisting clients to attend to their personal hygiene 22/50 44%
Ensuring clients have their eyesight assessed regularly 15/49 31%
Helping clients to stop smoking 15/49 31%
Assessing clients’ bowel habits 11/50 22%
Giving clients advice on dental health 8/49 16%
Giving clients contraceptive advice 2/50 4%

Registered nurses were significantly more likebrthheir healthcare support worker colleagues te no
that their current practice frequently involvedg@ectivities: summary practice involvement scores,
M=50.44, SD=10.31 v&1=44.95, SD=10.00, t = 1.967, d.f. = 4¥= 0.05. There was no significant
difference in the participant’s pre- and post-imégtion summary practice involvement ratings
analysed by paired t-test< -1.43, d.f. = 45P = 0.16).

Knowledge test

The mean baseline score achieved was 8.36/15 orraé®ffing from 5 (33%) to 13 (87%). Participants
who were registered mental nurses scored margiloailgr in the knowledge ted¥&8.29 vsM=8.39)
than those who were healthcare support workersthimitlifference was not statistically significgnt
=-0.223, d.f. = 50P = 0.824). Participants who had attended a physicatthéaining course during
the past five years obtained higher knowledge sctiven those who had not (8.50 vs 8.18), but this
difference was also not statistically significaint (0.626, d.f. = 50P = 0.534).

Analysis of pre- and post- knowledge scores of4Bearticipants for whom there were sufficiently
complete scores for both periods using a pairedpkatitest showed a statistically significant
improvement in knowledge scores between the bas@ir8.22, SD=1.81) and follow-upvi=8.65,
SD=1.59) four months later (Table 1). Althoughistatally significant, the importance of a chande o
this modest magnitude — equivalent to 55% vs 5&ancertain.



TABLE 2: Paired Samples t-test knowledge total scas

Paired Differences t df. Sig. (2-
Mean Std. Std. Error 95% Confidence tailed)
difference Deviation Mean Interval of the
Difference
Lower Upper
Knowledge -0.435 0.958 0.141 -0.719 -0.150 -3.08 45 0.004
Total

Nurses’ attitudes and confidence

Participants’ attitudes were measured with the PélAl® responses for each of the 28 items are shown
in Table 3, with the statements ranked by higlrestllof agreement within each of the four sub-s;ale
together with mean scores and standard deviatiomieims (without reversal of negatively worded
statements) and for the total scale and sub-scales (for these scoring has been reversed for
negatively worded items). The corresponding findidgrived from a cross-sectional study conducted
between 2006 and 2007 among the nurse workforedarye National Health Service (NHS) Mental
Health Trust in the UK (Robsoet al. 2013) are provided for comparison, these beingptiig other
currently published findings using the PHASe measur

As previously noted, scoring was between 1 andth, hindicating strong agreement with the attitude
statement. As may be seen, staff respondents vesreraly positive about their role in the physical
care of people with SMI, particularly in relatiom involvement in health-promoting activity, such as
advising and supporting in relation to nutritiongight management and cardiac health, and ensuring
dental and ophthalmology registration and checlsswAs evident in the recording of current practice
(Table 1), staff were less certain about involvenmeisexual health promotion.

Staff were confident about involvement in key areaghysical healthcare, with the overwhelming
majority indicating this for blood pressure recogliand resuscitation, but there was less confidence
about diabetes monitoring.

A large proportion (nearly 90%) of staff indicatbdt it was challenging to engage patients wittithga
eating and exercise, but a much smaller propo(tess than a third) noted that their workload preed
them from involvement in physical health promotaativities, or that they felt their patients weis n
interested in improving their physical health.

Respondents’ views about smoking revealed a clgaction of any use of cigarettes to achieve
therapeutic goals or enhance therapeutic relatipsskimilarly the notion that smoking cessation

support and encouragement was not relevant to @&ofhi SMI attracted strong disagreement. Overall,
attitudes to smoking within mental health servicelcated a more anti-smoking stance than evident
in the responses to the earlier survey using tikiasure (Robsoet al.2013).

Changes in attitudes and confidence

The participants’ PHASe scores were analysed wspgred sampletest to determine the extent and
significance of any change before and after thiaitrg and introduction of the personalised physical
health plans.

PHASe data from between 39 and 41 participantssafcient to enable matched analysis, and this
revealed a trend towards more positive attitudeswolvement in physical health promotion and care
activities for each of the sub-scales and for therall PHASe score (Table 4). Changes were of a
modest size and most evident for the five itemsceaming smoking and the six items concerning
confidence in physical health care delivery; wHitstthe items relating to perceived barriers tggital
health care delivery there was negligible change. dre-post changes achieved statistical signifigan
for the total PHASe score, but not for any of thastituent sub-scales. The analysis was repeatéad wi
missing data replaced using the conservative metbfodast observation carried forward; the
significance values for paired t-test results wanehanged, with the difference in total PHASe score
remaining statistically significanP(= 0.043).



TABLE 3: Responses to PHASe items and subscales kad by extent of agreement (agreement

= combining agree and strongly agree) at baseline

Current Study NHS Trust 2007/8
PHASe subscale items Number in | Mean Number in | Mean
agreement % (SD) agreement % (SD)
1] Attitudes to involvement in physical health care (10 items) 39.86 36.62
5.71 6.43
Helping clients manage their weight should be part of the mental health | 55/57 453 460/582 3.89(0.79)
professional’s role 96.5% (0.63) 79.0%
Giving nutritional advice to clients should be part of a mental health | 52/57 4.26 478/579 4.00 (0.83)
professional’s role 91.2% (0.67) 82.6%
Giving advice on how to prevent heart disease should be part of the | 48/57 4.02 433/574 3.82(0.79)
mental health professional’s role 84.2% (0.69) 75.5%
Ensuring clients have their eyes regularly checked by an optician should | 47/57 3.93 341/581 3.50 (0.99)
be part of the mental health professional’s role 82.5% (0.84) 58.7%
Ensuring clients are registered with a dentist should be part of the mental | 46/56 4.00 317/577 3.41(1.05)
health professional’s role 82.1% (0.87) 54.9%
Mental health professionals should educate male clients about the | 42/57 3.84 340/573 3.58 (0.95)
importance of testicular self-examination 73.7% (1.01) 59.3%
Mental health professionals should educate female clients about the | 42/57 3.93 349/570 3.60 (0.98)
importance of breast self-examination 73.7% (0.86) 61.2%
Mental health professionals should provide clients with contraceptive | 33/57 3.63 338/570 3.48 (1.04)
advice 57.9% (0.92) 59.3%
It should not be the mental health professional role to check with a client | 457 232 131/572 2.70 (1.56)
zn ;m ograavri) had cancer screening checks (i.e. cervical smear 729 (0.95) 22.9%
It should not be the role of the mental health professional to provide | 3/57 1.97 69/579 2.12(0.96)
advice about exercise to clients 5.3% (0.91) 11.9%
2] Confidence in delivering physical health care (6 items) 21.77 22.31
4.26 3.63
| am confident that | can measure a client’s blood-pressure accurately 51/57 4.25 561/576 4.55 (0.63)
89.5% (1.04) 97.4%
| am confident that | could resuscitate a client who had a cardiac arrest | 48/57 4.11 420/575 3.83(0.92)
84.2% (0.79) 73.0%
| am confident in assessing signs and symptoms of hypoglycaemia 38/57 3.34 390/578 3.67(0.92)
66.7% (1.25) 67.4%
| am confident that | know which psychotropic drugs increase the risk | 32/57 347 382/576 3.68 (0.93)
that a client may experience cardiac problems 56.1% (0.95) 66.3%
| am confident in assessing signs and symptoms of hyperglycaemia 27156 3.72 366/578 3.61(0.95)
48.2% (0.94) 63.3%
| am confident that | know which psychotropic medication may cause | 14/56 2.89 191/580 2.96 (1.03)
damage to the eyes 25% (0.98) 32.9%
3] Perceived barriers to physical health care delivery (7 items) 20.14 23.92
3.73 4.34
Itis difficult to get clients to follow healthy-eating advice 50/57 4.04 258/577 3.12(0.99)
87.7% (0.87) 44.7%
Itis difficult to get clients to follow advice on how to manage their weight | 50/57 4.09 250/581 3.06 (1.02)
87.7% (0.89) 43.0%
Clients are not motivated to exercise 25/57 3.14 183/575 2.77 (1.06)
43.9% (1.11) 31.8
Clients with serious mental health problems are not interested in | 19/56 2.79 92/580 2.18 (1.09)
improving their physical health 33.9% (1.07) 15.8%
My workload prevents me doing any physical health promotion with | 17/57 2.61 112/580 2.29 (1.06)
clients 29.8% (1.18) 19.3%
Informing clients about the possible effects medication may have on their | 14/56 2.61 125/577 2.50 (1.08)
physical health will increase non-adherence 25% (1.01) 21.7%
Clients’ physical health worries are mostly due to their mental illness 10/57 2.63 79/578 217 (1.0)
17.5% (1.13) 13.5%
4] Attitudes to smoking (5 items) 20.88 17.62
2.69 3.71
Staff should be banned from smoking on all healthcare premises 47/57 4.19 327/580 56.5% 347 (1.44)
82.5% (0.99)
Clients should be banned from smoking on all healthcare premises 32/56 3.61 121/579 2.56 (1.22)
57.1% (1.11) 20.9%
Staff and clients smoking together helps to build a therapeutic | 5/57 1.98 132/579 2.43(1.20)
relationship 8.8% (1.08) 22.9%
Clients should not be encouraged to give up smoking, as they have | 5/57 1.60 49/578 2.06 (0.94)
enough to cope with 8.8% (0.75) 8.5%
Clients should be given cigarettes to help achieve therapeutic goals 1157 1.33 44/580 1.90 (0.99)
1.8% (0.69) 7.6%
Total PHASe attitude scale (28 items) 102.61 100.00
10.75 10.53




TABLE 4: Paired sample t-test: attitude and confidexce - PHASe total and sub-scale scores

Paired Differences t df Sig.
Mean Std. Std. 95% Confidence (2-
Deviation Error Interval of difference tailed)
Mean Lower Upper
Attitudes to involvement in 0.561 2.61 0.41 -0.26 1.38 1.38 40 0.176
physical health care (10
items)
Confidence in delivering 0.585 2.03 0.32 -0.05 1.22 1.85 40 0.072
physical health care (6
items)
Perceived  barriers to 0.100 2.502 0.39 -0.70 0.90 0.253 39 0.802
physical  health care
delivery (7 items) -
Attitudes to smoking (5 0.610 2.02 0.32 -0.03 1.25 1.93 40 0.061
items)
PHASe Total (28 items) 1.923 5.73 0.92 0.07 3.78 2.10 38 0.043

Qualitative findings

Participants were invited at the post-interventsassion to provide free text comments on the self-
report questionnaires in response to a single epeed question about physical health care and the
uptake of the physical health plans, and these amsiwere examined for common themes, with the
texts read and coded independently by two reseeremel compared for consistency.

Legible responses were provided by 21 of 49 paditis. There was a consistent acknowledgement of
the importance of this area of practice and thel rieeinitiatives and support to address it, witittb
nursing and healthcare support staff commentingherproportion of patients who were overweight,
the frequency of unhealthy eating patterns, andtdimuptake of currently available lifestyle change
opportunities.

As evident in the PHASe items concerning barrierghtysical health care delivery, some respondents
relayed the difficulties apparent in encouragintjguas to change their diets or take exercise. Béve
staff noted that providing advice on smoking, @ietl exercise was perceived as ‘nagging’ by some
patients.

Staff felt that the personal health plans weredadjidea’ and that the coloured plastic folders enad
them more appealing. But they noted the take-upweaslimited - this was explained as being due to
other ‘competing duties’ and ‘other initiatives'thin the unit, as well as the ‘difficulties of clging
[the] behaviours of patients’. The ‘chronic natuoé’(some) patient’s problems and behaviours was
noted by several staff. The use of pedometers wssusbed by several staff — although initially
appealing, it had been found that only a small remd§ patients (less than 10 out of a total of 75
inpatients) were sufficiently motivated to make sistent and supervised use of them. The issues of
developing a plan and targets for pedometer usefindorporating this into the care plan were felt

be an added burden and hindrance to their use.

Staff noted that additional ‘support and leadershipward level would be useful - and for some
participants — necessary in order ‘to make a reabfthe health plans and related resources.

Discussion

This small-scale project provides indication thateb physical health training together with
personalised care plans are associated with gtatigtsignificant, albeit modest, improvementstie
knowledge and attitudes of healthcare staff.

The uptake of the specially developed health pleasslimited during the project period as was the us
of the pedometers that were made available forrsigesl use. This was despite considerable efforts
involving service users and clinicians to designdhare plan booklets in an appealing and userdiyen



format, with emphasis on graphics, wording chosenefise of understanding, and colourful plastic
folders for storage.

In part this poor utilisation may be related to theearch setting and participant characteristibs.
intervention was delivered in a unit where the gra8 typically have lengthy histories and complex
problems, often compounded by difficulties in adogpcare and treatment for their mental health or
of developing a sense of personal agency about man#ggir health. It is possible that the extended
duration of problems and of inpatient treatmenteases the challenges involved in motivating and
establishing behaviour and lifestyle changjghough worthwhile and essential as part of thaltihcare
provided, health promotionterventions are increasingly difficult with thecaual of cardio-metabolic
risk factors (Mitchell & De Hert 2015), and the peular needs of this patient population may well
merit a more intensive and better resourced progr@mwf support to deliver benefits in terms of the
take-up of offered resources and care plan tools.

The pre-test post-test method used to evaluaténtieisvention is widely used in educational reskarc
and is a low-cost, feasible approach for initisumination of effects. However, this research desgn
subject to clear risks of bias: there is no comgar@ontrol) group — hence there is uncertaintgthibr
observed changes are the result of history, mabuaradr testing effects. That is, extraneous events
independent of the intervention, may influence pgheicipants’ responses or knowledge or attitudes,
and these changes may incorrectly be attributetiddantervention (history). Additionally, changes
occurring in the research participants (again, pedelent of the intervention) during the coursehef t
study may be the cause of changes in the measuteahoes (maturation). And repeated measurements
using the same or similar instruments may produaeel results (testing) because of participants’
repeated exposure and familiarity with the measergraffecting their responses.

For this study, the latter category, testing effeis likely to be the most important potential meuof
bias. Whilst repeated measures using an attitudle ¢ this case the PHASe) is standard research
practice and unlikely to limit the internal valigiof the study, the use of the same knowledge measu
before and after the intervention is problematitthéugh educational research frequently uses this
approach (Jorret al.2010, Ronget al. 2011, Whiteet al.2014) there is clear potential for participant
learning which may increase the likelihood of pesifindings. In this study, the potential for biaas

to some degree mitigated by overseeing the admatimt of the questionnaires and ensuring that all
copies were collected, and the 3-4-month period/den baseline and follow-up testing (many studies
apply a follow-up knowledge test directly followitigaining delivery).

Although 60% of the non-medical care staff in thwt yarticipated in the training and completed
baseline measures, there was some loss to follovedugh this together with items of missing data,
entailed pre-test post-test analyses based onfrdamabetween 81% (knowledge) and 68% (PHASe
total) of baseline respondents. Statistically digant differences before and after the intervamtio

remained when analysis was conducted using lasinedition carried forward.

Patient representatives were consulted and invoivdte development of the health care plan, bist it
also a limitation of this small study that it wast possible to obtain the views and experiencdbeaf
patients regarding their health and use of thetihemle plan. Future developments and evaluations of
this approach need to ensure the service user igigeluded.

Despite modest effects and limitations in the eatidun design, this study addresses a crucial drea o
health care need in a manner that has potentiadaptation and further use and evaluation. Whereas
most interventions addressing the physical hea#da of people with SMI have been conducted and
evaluated within community settings (Bonfieli al. 2012), this project addressed the physical health

care of people with SMI within the inpatient segtirand focussed on the needs of people with

particularly long-standing and complex needs reggiadmissions to a forensic mental health unit.

The personal physical health plans were developezhtourage and increase self-management and
collaborative working between patients and heatthsgaff, and this approach links strongly with the



personalisation and recovery agenda (Shepéead. 2008) as well as with extensive literature about
long-term condition (chronic disease) managemetithybrovides strong evidence for the value of care
that is centred on self-management support (Lewix®dn 2004, Coulteet al.2015).

This study provides a snapshot of forensic inpatielthcare staff knowledge, practice and attsude
about physical healthcare activity. Some compar@fahe attitudes of participants in this studytwit
those of a large sample of mental health nursegeged six years previously (Table 3) can be made,
though this is limited by the differences in sampleting, and survey timing. Findings from thereat
study indicate participants’ stronger agreemeritithalvement in physical healthcare is part ofithe
role, but a lower level of confidence in deliveritigs care, and more acknowledgment of various
obstacles to this activity. Participants in therent study were far more critical of smoking in lfeare
facilities and of any notion that cigarettes shaudr be used within therapeutic relationships gtafi

in the previous study. These differences are likelype influenced by setting (forensic inpatient vs
entire NHS trust), by participant role and discipli(mental health nurses together with healthcare
support workers vs only mental health nurses) astdtical changes (particularly the development and
ongoingimplementation of smoke-free policies in Englishntad health in-patient settings over the
intervening years between these observations).

Conclusion

The decreased life expectancy and heightenedhibedi of disabling medical conditions among people
with SMI is an issue of health inequality that riegs serious attention. Alongside seeking to addres
modifiable lifestyle factors and better managing $ide effects of psychotropic medications, physica
health monitoring (such as for abdominal obesitgd amised blood pressure) is a key part of the
healthcare that is needed. Screening and monitoates are not only an essential pre-requisite for
interventions, they may also provide a way of engggeople in the initial steps of behaviour change

and may enable opportunistic health promotion drel dommencement of goal-setting and self-
management.

This study combined brief training with the implemtegtion of a purpose-designed toMy Physical
Health Plan} which sought to provide a format for physical Iteanonitoring and a prompt for
collaborative management and care-planning. Althoogpdest positive changes were identified, it
appears that further resource and support for fhaka of the personalised care plan is necessary.
Further research is needed to explore obstaclesnaedtives that might optimise physical health
monitoring and promotion in this environment.
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