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6x           5x           4x         14-23
More likely to die from                  More likely to More likely to die from          Life expectancy reduced.

Cardiovascular Disease Smoke Respiratory Disease EarlyMortality

Equally Well Consensus Statement. 

National Mental Health Commission, 2016.

People living with mental illness are at increased risk



Australian population

Severe mental illness population

Sources: ABS Cat No. 3302.0; ABS Cat. No. 3105.0.65.001 (green line); the age of death in schizophrenia 

imputed from literature (ibid). See also: Saha S, Chant D, McGrath J. A Systematic Review of Mortality in 

SchizophreniaIs the Differential Mortality Gap Worsening Over Time?. Arch Gen Psychiatry. 2007;64(10):1123

Expected length of life at birth, Australia 1900 to 2005



Health Screening

Mental health consumers 

attend GPs more than the 

general population, however 

receive poorer quality 

physical health screening
(Lambert, 2009; Thornicraft2011; 

McGinty et al, 2015) 



Mental Health 

Shared Care:

Striving for 

EQUITY



Solutions

Mental Health Shared Care

VProtocol assigning tasks to GP and MH care coordinator

VDocumentation embedded in GP software

VAnnual cycle of care



Implementation

1st month 3 monthly yearly

GP appointment GP review appointment 
Weight, waist, 
blood pressure 

ÅAppointment of two senior 

clinicians to drive the model

ÅBuilding relationships with GPs

ÅInitial appointment with care 

coordinator, consumer and GP 

to establish agreement



Action Frequency Responsible Date 

Completed

Complete annual physical health check and copy results 

to MHS#

Yearly GP Ã__/__/__

Review following ccCHiP* appointment

[May double as yearly physical health check]

Ad hoc GP Ã__/__/__

Complete scripts ςphysical health medications 6 monthly GP When required

Order/review other preventative screening e.g.: pap 

smears, mammograms, bowel screening, prostate 

check.

Yearly GP When required



Action Frequency Responsible Date Completed

Complete metabolic monitoring: Blood pressure, waist circumference 

and weight 

3 monthly MHS# When required

Complete scripts ςmental health medications 6 monthly MHS When required

Complete ccCHiP referral

[GPs may refer directly to ccCHiP ςreferral form available on website: 

http://ccchip.clinic] 

Yearly MHS Ã__/__/__

Organise GP review post ccCHiP attendance 4 weeks post 

ccCHiP 

MHS Ã__/__/__

Complete  pathology screen and copy results to GP Yearly MHS Ã__/__/__

Complete lithium levels and copy results to GP+ 6 monthly MHS Ã__/__/__

ÃNot Applicable

Complete routine cardiac screening (ECG/ echocardiogram) for 

patients prescribed clozapine and copy results to GP+

Yearly MHS Ã__/__/__

ÃNot Applicable

http://ccchip.clinic/


ÅEnhanced communication 

between GP and mental 

health service

ÅKey to the success of the 

model

Sharing of information



ÅNot just tokenistic

ÅAll care coordinators 
expected to set up MHSC 
agreements as part of their 
routine approach

óBusiness as Usualô





Year Phase Description

2017 Pilot phase- Development of the MHSC checklist

- Trial with shared care coordinators

2018 Phase 1 - Introduction of MHSC senior clinician 

enhancements

- Rolling out the checklist to all 

community mental health teams

2019 Phase 2 - Ensuringthe annual health reviews 

with GPs are occurring

2020 Phase 3 - Evaluatinghealth outcomes

Implementation Plan



December 2018: 587 of 1846 active CMH consumers (31.8%)



Sep. 2019: 240 of 570 consumers reviewed (42.1%)


