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Abstract
Background People with a mental health condition experience a high prevalence of chronic disease risk behaviours 
e.g., tobacco smoking and physical inactivity. Recommended ‘preventive care’ to address these risks is infrequently 
provided by community mental health services. This study aimed to elucidate, among community mental health 
managers and clinicians, suggestions for strategies to support provision of preventive care.

Methods Three qualitative focus groups (n = 14 clinicians) were undertaken in one regional community mental 
health service to gather perspectives of barriers to preventive care provision, deductively coded against the domains 
of the Theoretical Domains Framework (TDF). Drawing on the learnings from the focus groups, individual interviews 
(n = 15 managers and clinicians) were conducted in two services to identify suggestions for strategies to increase 
preventive care. Strategies were inductively coded and mapped into TDF domains.

Results Barriers were identified across a wide range of TDF domains, most notably knowledge and environmental 
context and resources. Nine strategies were identified across three themes: training, resources and systems changes; 
mapping to all 14 TDF domains.

Conclusion Future research seeking to increase implementation of preventive care may be guided by these findings. 
There is need for greater recognition and resourcing of preventive care as a priority and integral component of mental 
health treatment.
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Background
The median of 10 year reduction in life expectancy expe-
rienced internationally by people with a mental health 
condition is largely a result of elevated morbidity and 
mortality from chronic physical diseases, and is asso-
ciated with a high prevalence of modifiable health risk 
behaviours including: tobacco smoking, poor nutrition, 
harmful alcohol consumption and physical inactivity [1, 
2]. Despite policies directing mental health services to 
provide ‘preventive care’ to address chronic disease risk 
behaviours [3] and the existence frameworks to guide its 
provision [4, 5]; preventive care provision is sub-opti-
mal in international [6–8] and Australian [9–12] mental 
health services. In Australia, this includes community 
mental health services, the most frequently accessed 
specialist mental health service [13]. These services pro-
vide outpatient care, employing mental health clinicians 
of varied professional backgrounds, including psycholo-
gists, psychiatrists, social workers, peer workers, mental 
health nurses, and occupational therapists.

Whilst acknowledging the inequitable physical health 
experienced by people with a mental health condition, 
mental health clinicians have identified in previous quali-
tative research several barriers to providing preventive 
care for physical health (typically broadly defined and 
encompassing e.g., nutrition, alcohol, cancer screening, 
metabolic risk, diabetes, and oral health) [14–18]. This 
includes barriers such as inadequate time and support-
ive resources, low clinician confidence [15, 17], clinician 
perceptions of low consumer interest in change [8], and 
ambiguity regarding roles and responsibilities [16]. Previ-
ous research however has typically focused on the per-
spectives of mental health nurses and on barriers rather 
than clinician-generated solutions.

The limited qualitative research investigating mental 
health clinician recommendations for increasing preven-
tive care has considered physical health broadly, report-
ing suggestions including additional training [15, 19, 20]; 
improved communication with other providers, such 
as general practice [14]; and changes to service delivery 
including increasing staff and resources, or additional 
specialist roles [14]. To date, no research has explored 
community mental health clinicians’ ideas for improving 
preventive care for the key chronic disease risk behav-
iours: tobacco smoking, poor nutrition, harmful alcohol 
consumption and physical inactivity.

Theory-based frameworks have been used in qualitative 
health research to facilitate the capture of multiple per-
spectives, shed light on health system complexities, and 
inform improvements in health policy and service deliv-
ery [21, 22]. The Theoretical Domains Framework (TDF) 
is one such framework that has been recommended as a 
tool to facilitate comprehensive investigation of factors 
influencing existing behaviours and guiding intervention 

development and implementation strategies for clinician 
behaviour change [23, 24]. The TDF covers 14 theoreti-
cal domains that incorporate factors at individual as well 
as broader systems and environmental levels (see Table 1) 
[23], and has been used in diverse contexts to identify 
and prioritise barriers and facilitators to implementation 
[25–27]. The TDF has also been used to guide researchers 
and practitioners to select intervention strategies to tar-
get the identified barriers and facilitators e.g., to increase 
shared decision-making in maternity care [28] and to 
improve cardiovascular health among childhood cancer 
survivors [29]. No research however has employed the 
TDF to identify factors influencing preventive care pro-
vision for chronic disease risk behaviours in community 
mental health services, nor to identify clinicians’ ideas for 
strategies to improve such care. Conducting qualitative 
research with this aim would provide an in-depth under-
standing of clinician views, in order to better guide initia-
tives to increase preventive care.

The primary aim of this study was to qualitatively 
explore among mental health clinicians working for two 
government community mental health services in NSW, 
Australia, their suggestions for strategies to support rou-
tine provision of preventive care for chronic disease risk 
behaviours (smoking, poor nutrition, harmful alcohol 
use and physical inactivity), utilising the TDF. Qualita-
tive interviews with clinicians and managers to generate 
strategies were informed by the prior conduct of focus 
groups, to investigate perceptions of the barriers to pro-
viding such care.

Methods
Participants and setting
Participants were staff of two community mental health 
services within one large health district in regional New 
South Wales, Australia. The health district had a policy 
mandating the provision of preventive care in line with 
the ‘AAR’ Framework: Assess current behaviour levels, 
offer brief Advice to change identified risk behaviours, 
and Refer consumers to support services for ongo-
ing behaviour change care [3, 4]. Previous research had 
noted provision to be sub-optimal [9, 30]. The electronic 
record system used by the health district incorporated a 
tool designed to support the provision and recording of 
AAR for SNAP risks.

The two community mental health services provided 
care to consumers with a range of diagnoses and severi-
ties including anxiety disorders, mood disorders, and 
schizophrenia; and employed a diverse range of mental 
health clinicians including: mental health nurses, psy-
chologists, psychiatrists, occupational therapists, and 
social workers. Staff worked in different clinical teams, 
including the acute team (seeing consumers transition-
ing from inpatient to community, requiring a high level 
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of support on a short-term basis) and the rehabilitation 
and community teams (seeing consumers requiring less 
acute support, on a long-term basis). ‘Service one’ was 
the largest in the local health district with approximately 
75 clinical staff; while ‘service two’ employed 55 staff. At 
the time of this study, service one had recently partici-
pated in a randomised controlled trial conducted by the 
research team to determine the effectiveness of embed-
ding a dedicated preventive care clinician in a commu-
nity mental health service (employed between March and 
September 2017) [30]. ‘Service two’ did not participate in 
this trial.

The study employed a combination of focus groups 
and individual interviews aiming to provide a rich under-
standing of participant perspectives; a methodology 

used in previous qualitative research [31–33]. The focus 
groups were conducted within service one (October 
2017), with this methodology enabling a broad under-
standing of barriers to providing preventive care experi-
enced by staff. The learnings from the focus groups then 
informed the individual interviews that addressed the 
primary aim of identifying suggestions for specific solu-
tions or strategies to increase preventive care provision. 
These interviews were conducted with clinicians and 
mangers of both services (March-April 2018), with the 
interview methodology enabling a more specific focus 
and deep exploration into participants’ suggestions for 
strategies. This methodology was a reflexive decision 
made by the research team in response to the conversa-
tions in the focus groups focussing predominately on 

Table 1 Overview of the Theoretical Domains Framework
Domain (definition) Constructs
1 Knowledge
An awareness of the existence of something

Knowledge (including knowledge of condition/
scientific rationale); Procedural knowledge; Knowl-
edge of task environment

2 Skills
An ability or proficiency acquired through practice

Skills; Skills development; Competence; Ability; 
Interpersonal skills; Practice; Skill assessment

3 Social/professional role and identity
A coherent set of behaviours and displayed personal qualities of an individual in a social or work 
setting

Professional identity; Professional role; Social 
identity; Professional boundaries; Professional con-
fidence; Group identity; Leadership; Organisational 
commitment

4 Beliefs about capabilities
Acceptance of the truth, reality, or validity about an ability, talent, or facility that a person can put 
to constructive use

Self confidence; Perceived competence; Self-effi-
cacy; Perceived behavioural control; Beliefs; Self-
esteem; Empowerment; Professional confidence

5 Optimism
The confidence that things will happen for the best or that desired goals will be attained

Optimism; Pessimism; Unrealistic optimism; 
Identity

6 Beliefs about consequences
Acceptance of the truth, reality, or validity about outcomes of a behaviour in a given situation

Beliefs; Outcome expectancies; Characteristic 
of outcome expectancies; Anticipated regret; 
Consequents

7 Reinforcement
Increasing the probability of a response by arranging a dependent relationship, or contingency, 
between the response and a given stimulus

Rewards (proximal/distal, valued/not valued, prob-
able/improbable); Incentives; Punishment; Conse-
quents; Reinforcement; Contingencies; Sanctions

8 Intentions
A conscious decision to perform a behaviour or a resolve to act in a certain way

Stability of intentions; Stages of change model; 
Transtheoretical model and stages of change

9 Goals
Mental representations of outcomes or end states that an individual wants to achieve

Goals (distal/proximal); Goal priority; Goal/target 
setting; Goals (autonomous/controlled); Action 
planning; Implementation intention

10 Memory, attention and decision processes
The ability to retain information, focus selectively on aspects of the environment and choose 
between two or more alternatives

Memory; Attention; Attention control; Decision 
making; Cognitive overload/tiredness

11 Environmental context and resources
Any circumstance of a person’s situation or environment that discourages or encourages the 
development of skills and abilities, independence, social competence, and adaptive behaviour

Environmental stressors; Resources/material 
resources; Organisational culture/climate; Salient 
events/critical incidents; Person x environment 
interaction; Barriers and facilitators

12 Social influences
Those interpersonal processes that can cause individuals to change their thoughts, feelings or 
behaviours

Social pressure; norms; Group conformity; Social 
comparisons; Group norms; Social support; Power; 
Intergroups conflict; Alienation; Group identity; 
Modelling

13 Emotion
A complex reaction pattern, involving experiential, behavioural, and physiological elements

Fear; Anxiety; Affect; Stress; Depression; Positive/
negative affect; Burn-out

14 Behavioural regulation
Anything aimed at managing or changing objectively observed or measured actions

Self-monitoring; Breaking habit; Action planning

Note. Adapted from Cane et al.’s (2012) refined 14 domain framework [23]
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barriers; highlighting the need for additional interviews 
to understand suggestions for strategies to address these.

This research was approved by the Hunter New Eng-
land (17/08/16/5.14) and registered with the University 
of Newcastle (H-2020-0113) Human Research Ethics 
Committees.

Recruitment
Focus groups
All clinical staff of service one were emailed an infor-
mation letter about the focus groups by their service 
manager. Staff were also notified of the opportunity to 
participate during a staff meeting. Staff were able to email 
or phone the researchers if they wished to take part; with 
those expressing interest then contacted to arrange a 
time to attend a focus group.

Interviews
After the conduct of the focus groups, individual inter-
views were conducted with staff of both mental health 
services. Two recruitment strategies were used. Firstly, 
random sampling was undertaken, stratified by pro-
fessional background, to ensure adequate representa-
tion of the different professions working in the services: 
mental health nurses, psychiatrists, psychologists, other 
allied health professionals, and management positions. 
Staff that were randomly selected were emailed by the 
research team inviting them to take part in an interview. 
If someone declined, another staff member was ran-
domly selected. Secondly, snowball sampling was also 
used where participants recommended colleagues who 
may be interested in taking part, and who were then 
similarly contacted by the research team to seek consent. 
Staff were eligible regardless of whether they had partici-
pated in the preceding focus groups. Due to data being 
de-identified it is not possible to know how many/which 
participants may have participated in both a focus group 
and interview.

Data collection
Focus groups and interviews were held during work 
hours, were audio-recorded and transcribed verbatim. 
Written, informed consent was obtained from all par-
ticipants before commencement. Participants were asked 
to complete a brief demographics questionnaire prior to 
participating (year of birth, gender, professional back-
ground, years worked in mental health, years worked in 
service). Credibility was ensured by the research team 
having prolonged engagement with the services from 
which participants were recruited, the experience of the 
research team, and the tiered approach to data collection 
(where information gathered in focus groups informed 
the interviews).

Focus groups
Three focus groups of three to seven people were con-
ducted within service one in October 2017 running for 
an average of 60  min (range: 48–82  min); facilitated by 
an experienced independent qualitative researcher (VH), 
with a co-facilitator (CF) who was a content expert. 
Groups were conducted using a semi-structured topic 
guide informed by the TDF to facilitate a comprehensive 
exploration of barriers to preventive care provision (See 
Additional File 1 for focus group discussion guide).

Interviews
Following the focus groups, individual interviews were 
conducted by VH across both services either in-person 
(held at the mental health service; n = 4) or by telephone 
(n = 11), taking an average of 27 min (range: 15–45 min). 
Service one interviews were held in March-April 2018, 
and Service two in August-September 2019. A num-
ber of procedural steps were adopted prior to and dur-
ing the conduct of interviews to ensure that the focus 
would be on generating possible strategies, rather than 
barrier identification. To encourage participants to begin 
thinking broadly about different types of barriers and 
the range of strategies that might be needed to address 
them, they were emailed brief written information from 
the research team at least two days prior to the inter-
view that exemplified potential barriers to clinical care in 
a range of different health care setting/contexts, framed 
loosely around TDF domains (see Additional File 2). 
Interviews commenced with a brief discussion of barriers 
identified in the focus groups and inviting participants 
to identify others. Participants were then encouraged to 
generate possible strategies to address barriers (Addi-
tional File 3 contains the interview discussion guide). A 
reflexive approach was taken, where interview questions 
and prompts were continually adapted by the interviewer 
based on information obtained in previous interviews.

Analysis
Data was entered and coded in NVivo 12.6.0. Analysis 
followed the guide for using the TDF in implementa-
tion research; frequently utilised in studies incorporating 
multiple data collection methods (focus groups, inter-
views) [34–36].

Firstly, focus group data were analysed to identify bar-
riers utilising a deductive thematic analysis against a 
TDF coding framework. In the first stage of data emer-
sion and familiarisation, coders confirmed that a deduc-
tive thematic analysis [37] utilising the TDF [38] would 
be appropriate, as the barriers clearly aligned with TDF 
domains. Two researchers (BJ and CF) independently 
coded the first focus group to map identified barriers 
to the most relevant TDF domain; meeting to discuss 
any discrepancies and develop a draft codebook. The 
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following focus groups were then independently coded 
(BJ and CF), with coders meeting frequently to review 
and revise the codebook in an iterative and reflexive pro-
cess to ensure themes accurately represented meanings 
across the whole dataset. Emerging findings were dis-
cussed with key members of the services (e.g., managers) 
to ensure credibility. Information regarding participant 
professional background and team (e.g., acute, rehabilita-
tion and community) could not be identified on an indi-
vidual basis; however, where the discussions commented 
on or reflected such differences these were included in 
the analysis.

The findings from the deductive thematic analysis of 
barriers informed the subsequent conduct of individual 
interviews to identify support strategies. An induc-
tive thematic analysis approach was chosen to draw out 
themes based on participant experience rather than a 
priori researcher expectations. Two researchers (pairs of 
BJ, CF and TS; BJ the consistent coder across all) inde-
pendently coded interview transcripts. Researchers 
began by independently coding two transcripts and met 
to reach consensus on a draft codebook. The remain-
ing transcripts were then coded, with the team regularly 
meeting to continually revise the codebook collabora-
tively. Where consensus could not be reached, authors JB 
and VH were consulted. After final themes and strategies 
were generated, the strategies were mapped collectively 
by two researchers (BJ and TS) to the 14 TDF domains. 
In instances where strategies were relevant to more than 
one domain, they were coded into multiple domains [39].

Results
Sample characteristics
Fourteen clinicians participated across the three focus 
groups and 15 clinicians and managers in interviews. 
Sample characteristics are presented in Table 2.

Barriers to preventive care provision (focus groups)
Barriers were identified across 13 of the 14 TDF domains, 
summarised in Table 3. Clinicians held differing perspec-
tives regarding their role in providing preventive care. 
Some, particularly in the acute care team, believing it to 
be more the responsibility of other health professionals 
e.g., GPs (professional role and identity). Some clinicians 
did not have clear intentions to routinely provide preven-
tive care (intentions), noting it was not a key clinical goal 
(goals) and it was difficult to determine ‘when’ during 
treatment and recovery it would be most appropriate to 
provide it (memory, attention and decision processes).

Current electronic systems and tools were highlighted 
as inadequate due to being inflexibly scripted and not 
allowing for ongoing monitoring of health and improve-
ments (environmental context and resources). Inadequate 
time both during consultations and in terms of individual 
workloads was frequently reported as a constraint (envi-
ronmental context and resources). Clinicians reported 
receiving limited training in procedures, referral services 
and skills to provide preventive care and navigate elec-
tronic forms (environmental context and resources). This 
was reflected in reports of low awareness of how to use 
electronic tools, available referral services to connect 
consumers to and how to organise referrals (knowledge); 
as well as low confidence in providing preventive care 
(beliefs about capabilities). Clinicians indicated perceived 
lack of competence in providing ‘advice’ and ‘referral’, 
with clinicians not assessing for health risks as they felt 
they do not have the skills to provide further care if they 
identified risks (skills).

Clinicians reported concerns about continuity of care, 
and expressed they were uncertain that referral services 
could effectively manage and address consumer out-
comes (beliefs about consequences). Barriers relating to 
consumers included the belief that some may not want to 
receive preventive care (social influences). At the service-
level, it was perceived there was a lack of reinforcement 
to encourage provision of preventive care or conse-
quences for not doing so (reinforcement).

Strategies to increase preventive care provision (individual 
interviews)
Clinician-generated strategies clustered in three themes, 
incorporating nine strategies that mapped to all 14 TDF 
domains (Fig. 1).

Table 2 Sample characteristics
Characteristic Focus groups 

(n = 14)
Inter-
views 
(n = 15)

Gender (n)

 Male 7 2

 Female 7 13

Professional background (n)

 Nursing
 Occupational therapy
 Social work
 Psychology
 Psychiatry
 Peer worker
 Dietician

9
1
2
1
1
0
0

5
0
4
3
1
1
1

Age in years
 Mean 46.4 42.2

 Median 46.0 42.0

Years worked in mental health
 Mean 14.6 10.8

 Median 15.5 8.0

Years worked at the service
 Mean 5.3 5.4

 Median 2.0 4.0
Note. For interviews, n = 8 were from service one and n = 7 from service two
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Table 3 Identified barriers to providing preventive care and representative quotes
TDF domain Barriers Representative quotes
Knowledge Limited awareness of preventive care tools 

available in the electronic records.
I know with the Better Health [electronic tool] wasn’t really instilled that I had to do 
that. (Focus Group 3, male participant 3)

Unsure of specific services consumers can 
be referred to.

Who are the services that we can utilise that might be able to help people with? (Focus 
Group 3, female participant 1)

Unsure of procedures for addressing risk be-
haviours, including use of electronic tools.

It’s okay, we’ve found this for the client, now what do we do? (Focus Group 3, male 
participant 1)

Skills Lack of skills for provision of preventive care 
for all SNAP risks, particularly advice/next 
steps.

I wonder if a lot of people feel like, well, it’s okay for me to ask the clients this, but what 
if I find things here that they need to look at, then what do we do? I can’t do this… like 
you’ve described, I can’t do anything about their nutrition… I don’t feel like I can do 
anything. (Focus Group 3, male participant 1)

Social profes-
sional role and 
identity

Conflicting perceptions role in providing 
preventive care, differing by clinical team.

I think it’s really important to remember as well that when people come into see [the 
acute team] their priority isn’t their weight, their priority is their mental health, and it’s – 
[rehab clinician] is in the sort of fortunate position in a lot of respects in that the people 
that come into to see [rehab clinician] to the Cloz clinic, are relatively stable. If they’re 
not, then they’ve usually been picked up or something has happened. So the focus can 
be off the mental health symptoms just a little bit. (Focus Group 1, male participant 4)

Priority is addressing mental health. The risks take a priority, mental health risks. (Focus Group 3, male participant 2)

Beliefs about 
capabilities

Addressing behaviours with consumers 
and/or achieving behaviour change is too 
difficult to achieve

It’s harder for the client that’s put on the weight, that doesn’t feel great, has still got a 
lot of symptoms present; it’s harder to motivate those people. (Focus Group 1, male 
participant 1)

Beliefs about 
consequences

Lack of clarity regarding if other clinicians/
services will manage outcomes.

From our perspective there’s no guarantee that even if you pass information onto the 
GP that it’s going to be addressed. (Focus Group 3, male participant 1)

Memory, atten-
tion and decision 
processes

Difficulty determining when providing 
preventive care is appropriate; considering 
consumer acuity, mental state, and rapport.

I think it’s more - [properly] that when then their mental state is getting a stable stage 
then you can discuss… (Focus Group 3, female participant 3)

Too many tasks/competing tasks affecting 
ability to provide routine preventive care.

I think it’s because of the workload of people in acute teams. Our number one thing is 
risk, mental health risk… around suicide risk…Yeah.…vulnerability… harm to others. I 
don’t think we really consider as close to the forefront of our mind the long-term risks of 
unhealthy lifestyles. (Focus Group 3, female participant 1)

Environmental 
context and 
resources

Inadequate computer-based systems for 
recording and monitoring preventive care 
provision.

(F2) So even though that I’m taking that information for the metabolic…[M3] it’s not 
going anywhere because I’m not monitoring - there’s no… charting attached to it.” 
(Focus Group 3, male participant 3 and female participant 2)

Insufficient time in mental health 
consultations.

That’s why I think what [Male 1] and I were saying, alluding to, is that you don’t want 
to do it because then all of a sudden… you’re spending five days trying to work out 
their dietary needs and you’ve got 10 other clients’ mental health state deteriorating… 
because you’re consuming all your time on… (Focus Group 3, male participant 3)

Insufficient training, including induction 
training, on policies/guidelines/systems for 
provision of preventive care.

Yeah, yeah, the disorientation – that’s a Freudian slip [laughs]. The orientation, that 
wasn’t involved in, so you found out as you went. (Focus Group 2, female participant 
1)

Social influences Belief consumers would not be receptive to 
preventive care/beliefs about how consum-
ers will react or respond.

You do get the occasional person who will go what the **** has this got to do with my 
mental health. (Focus Group 2, female participant 3)

Emotion Feelings of fear and stress from completion 
of forms.

It’s actually soul destroying… To be quite truthful… If you really sort of dwell on it for 
too long.” (Focus Group 2, female participant 3)

Optimism Despite own ability, expect factors will pre-
vent routine preventive care to consumers.

When they do become stable and settled and that’s what I’m saying, that’s when we 
actually… looking to discharge them. (Focus Group 3, female participant 2)

Reinforcement Lack of service level consequences/implica-
tions for not providing preventive care for 
consumers

I suppose if someone said you either work and get paid or you can, you know, not work 
for us… I might force myself to do it. (Focus Group 2, female participant 3)

Intentions Not having clear intentions to provide 
routine preventive care to consumers in the 
future

You know, as appropriate. I’m not saying that I would walk in that… …that being the 
first thing on my mind. No. But, you know, it probably… With every person would come 
up. (Focus Group 2, female participant 3)

Goals Provision of preventive care (for SNAP risk 
behaviours) not a goal in routine consulta-
tions with consumers

I think we’re probably all aware of the national standards for the physical health of 
mental health consumers in the community. But I certainly don’t think it’s prioritised… 
(Focus Group 3, female participant 1)

Note. Barriers mapped to 13 of the 14 domains (no barriers mapped to ‘behavioural regulation’)
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Theme 1: education and training
Strategy 1: establishing and regularly communicating the 
expectation that clinicians have an important role to provide 
preventive care
Clinicians raised the need for further training to commu-
nicate preventive care as a key part of their role, includ-
ing mandatory training reinforcing the links between 
physical and mental health. Other opportunities sug-
gested were annual training and informal discussions in 
team meetings.

“Making some kind of training package that is called 
‘business’, making it part of mandatory training 
rather than just an optional extra. And really link-
ing everything from that physical perspective or gen-
eral health back to mental health.”
(Participant 9, management position)

For new clinicians, a suggestion was to provide an ori-
entation to the service that outlined physical health as a 
part of the role:

“Have people that are new to our service to have at 
least a five-day period where they are clinically ori-
entated to their role… and having people come in 
and out with areas of expertise, to have the dietician 
come in to talk about the importance of the better 
health check [health risk assessment tool] and the 
importance of working with the client around their 
physical healthcare, as well as their mental.”
(Participant 8, management position)

Strategy 2: Providing skills training in how preventive care 
may be provided
The need to build confidence and competency specifically 
around ‘how’ clinicians can promote physical health was 
raised. Clinicians expressed the need to feel more ‘expert’ 
and skilled to talk to consumers about the impacts of 
health risks and how to make positive changes. Consid-
erable discussion focused on the appropriate timing of 
when to provide preventive care.

“They [the clinician] just identified the issue and 
then it’s, “Okay. Well, how do we get these fixed? Or 

Fig. 1 Clinician-generated strategies
Note. Knowledge (1); Skills (2); Social/Professional Role and Identity (3); Beliefs about Capabilities (4); Optimism (5); Beliefs about Consequences (6); Rein-
forcement (7); Intentions (8); Goals (9); Memory, Attention and Decision Processes (10); Environmental Context and Resources (11); Social Influences (12); 
Emotion (13); Behavioural Regulation (14)
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how do we get this addressed?“ And I guess also back 
to education about what are the things that we’re 
looking out for? What are the priority areas, and 
how to ask the questions about it….”
(Participant 5, nurse)
“Maybe if I got a bit more information and knowl-
edge and expert… Someone telling me and how I 
could suggest to… clients to meet that.”
(Participant 11, social worker)

Clinicians suggested more training on the available refer-
ral services and how to refer to them:

“Information… About Get Healthy, information on 
coaching services, the referral like services. Quitline. 
Yep… And what actually happens to somebody and 
education surrounding that so that I can provide my 
clients with information.”
(Participant 11, social worker)

Theme 2: resources
Strategy 3: Clearer referral pathways
Clinicians spoke about the need for greater availability 
of referral services and clearer referral pathways. Ideally 
these services would be free to access, as this was viewed 
by clinicians as a consumer-level barrier.

“Our community health teams need to be equipped 
with people that can help [people with a mental 
health condition]. We need to be able to refer our cli-
ents.”
(Participant 13, psychologist)

Strategy 4: Resources and education for consumers to 
support behaviour change and establish expectations that 
mental health care includes consideration of health risk 
behaviours
Including workshops as part of service delivery was sug-
gested, such as healthy cooking classes, physical activity 
sessions, and grocery shopping. Group activities were 
also noted to have additional benefits such as social inter-
action, supporting positive mental wellbeing.

“Choosing 8 to 10 patients at a time and encour-
aging them to come… to a local community centre 
and do a six-week focus on cooking fresh food, and 
helping them steam veggies and helping them cook a 
piece of salmon or an eye-fillet steak… Whatever, so 
boil the [potatoes], or, “This is what you do to make 
mashed potato, it’s very very simple”…. Of course. 
That social interaction is extremely important… 
And being able to bounce things off each other.”

(Participant 2, peer worker)

Educational resources (e.g., information brochures and 
simple healthy recipe cards) and practical tools (e.g., Nic-
otine Replacement Therapy) were recommended so clini-
cians have information and tools readily available.

“Yeah, and even maybe like if there’s little sheets that 
I could provide to the clients, that has all of that in 
quite simple terms or some recipes or whatever of 
how you could incorporate some veggies into some 
meals, just simple kind of recipes, I guess, because a 
lot of people don’t wanna do elaborate cooking.”
(Participant 11, social worker)
… “but I think what’s really important if we’re gonna 
try and support people to reduce or quit smoking is 
to be able to give them methods to do that, so things 
like nicotine replacement therapy… to then give 
them a tool to be able to support them to do it would 
be really useful because otherwise cost-wise, it comes 
up as a really big barrier for a lot of our clients.”
(Participant 15, dietitian)

Some clinicians suggested that new consumers could 
receive a service orientation, that includes setting the 
expectation that physical health will form part of men-
tal health treatment. This may provide an opportunity to 
complete initial screening of health risks.

“So I was thinking at the beginning of coming into 
the service maybe we could do that [health risk 
screening]… Yeah, that would make a lot of sense 
because if you’re asking them a lot of questions when 
they first come to the service, it would make sense to 
slot it in there.”
(Participant 3, psychologist)

However, some did not support this idea, saying this 
should form part of regular practice and conversations 
with consumers. This was also evident for clinicians of 
the acute care team, noting that at commencement with 
the service some consumers may be too unwell to priori-
tise preventive care:

“I think it sounds like a good idea. But I agree, I’m 
not sure what that would look like in the acute care 
team, because I think having it be a kind of prior-
ity… Yeah, they’re too unwell. I don’t know if they 
would be able to prioritize that education so early.”
(Participant 6, social worker)
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Strategy 5: Additional roles embedded in the service
Some clinicians supported the idea of a specific clinical 
role dedicated to providing preventive care to consumers:

“I think it would be actually a brilliant idea if you 
have one designated role and that’s what that per-
son’s role is to do, is to make sure that they have a 
half hour or an hour assessment, obviously depend-
ing when the person’s reasonably stable. To sit down 
and do that full assessment and then [connect] 
with… You could even incorporate that maybe some 
of the identified goals of that assessment could be 
incorporated into, Okay, well, here’s a group pro-
gram. This group might help you with this and this 
one will help you with that. And we’ve got maybe the 
morning walk you could do everyday, or, you know… 
It has to be a targeted routine or planner for them.”
(Participant 4, nurse)

However, there was concern about the feasibility (issues 
of funding, caseload, lack of existing rapport with con-
sumers) as well as concerns that it may add further to 
fragmentation of care:

“I think it could maybe be like passing the buck a 
little bit. And I think another thing that I hear from 
consumers is that they get very confused with how 
many people are involved in their care… So I would 
be mindful of that as well… I don’t see why we can’t 
focus on that stuff ourselves individually.”
(Participant 6, social worker)
“I’ve got some concerns around that [the dedicated 
provider] because I think we have so much aware-
ness now about the link between physical health 
and mental health. So I honestly think it should be 
on everyone’s agenda and everyone should be talking 
about it.”
(Participant 15, dietitian)

Other suggestions for additional support roles included 
embedded practitioners such as dieticians and exercise 
physiologists that consumers could be referred to for spe-
cialist support.

“I’ve heard of other mental health teams… that have 
an exercise physiologist with their team. And I think 
that would be ideal… everyone can talk to clients 
about physical activity and give them guidance and 
options but I think in terms of having a dedicated 
person and dedicated time, having someone like that 
on board on our team would be amazing.”
(Participant 15, dietitian)

The value of peer workers providing preventive care 
was also raised by one participant (a peer worker) who 
noted the benefits of being able to share their own lived 
experience:

“When I explain to patients here that I’ve got lived 
experience, and I know what you’re going through, 
and I know how to help you because it’s happened to 
me in the past, they tend to drop their guard a lot.”
(Participant 2, peer worker)

Strategy 6: Resources for clinicians and point of care prompts
Point-of-care prompts were suggested to assist clinicians 
when they are providing preventive care, such as a list of 
examples for how to incorporate exercise into daily activ-
ities, affordable and easy recipes, and referral services.

“maybe just some examples about what we could 
talk about how to increase or some recipes… And 
you know, I guess those options for people to be able 
to have cheap vegetables or fruits that they can… 
Or more affordable options because finances is a 
very big barrier… So it really comes back down to 
or comes back to you having real clear knowledge of 
those all the things that are available…”.
(Participant 11, social worker)

Strategy 7: Consideration of the time taken to provide 
preventive care in workload planning
Most clinicians reported that more time in consultations 
would allow for conversations about health behaviours. A 
dedicated consultation to discuss health behaviours was 
suggested:

… “to have a dedicated session so that they don’t feel 
that pressure to discuss it, that it’s on the agenda 
all the time, but even to have a dedicated session 
where they know they’ve got the time to discuss these 
things… but I guess just some protected time around 
it to maybe have the conversations….”
(Participant 15, dietitian)

Theme 3: systems changes
Strategy 8: Improved integration both within the mental 
health service and across the health care system
The need for preventive care conversations to be inte-
grated with mental health treatment was noted, rein-
forcing the benefits of positive health behaviour change 
on mental health. One clinician suggested that reviews 
of preventive care being provided could be embedded in 
existing meetings where consumer progress is discussed.
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“if it were something that we were talking about each 
time we saw the patient and it was included in clini-
cal review, an expectation at clinical review that we 
would discuss it with the team whether were making 
progress or not, and can other people make any sug-
gestions, and so it becomes everybody business.”
(Participant 12, nurse)

However, it was noted that embedding preventive care 
into routine practice needs appropriate organisational 
support and funding, including guidance and funding/
resources from government organisations that oversee 
service delivery.

“If services go and introduce little things ad hoc… 
so, it’s something that could be acknowledged in the 
either existing documentation suite, or endorsed by 
Ministry of Health, would be useful for people in 
my position who were trying to implement policy 
and making sure that we’re adhering to stuff. There’s 
enough ministry requirements, let alone a local ini-
tiative addressing something extra, I’d be really keen 
to have it included in existing frameworks or, and 
making it easy.”
(Participant 9, management position)
“If the powers that be were really serious about this, 
they would put in the resources. It’s a serious issue.”
(Participant 10, nurse)

The issue of care fragmentation was raised: a lack of 
coordination across the different services involved in a 
person’s treatment. Clinicians noted the need to improve 
coordination and communication between services 
e.g., GPs, CMOs and referral services; however, no spe-
cific ideas for strategies to address this were shared by 
participants.

“I think there’s a big role like a family or the other 
care involved should be all linked together.”
(Participant 1, nurse)

Strategy 9: Improvements to streamline processes of care for 
consumers and clinicians
Despite there being large variability in consumers using 
the service, assessment tools were reported to take a ‘one 
size fits all’ approach. The following were suggested to 
improve existing tools: tick boxes to acknowledge if the 
assessment is not appropriate (e.g., due to immediate 
mental health risks), a method for monitoring changes/
improvements over time, and streamlining existing forms 
to incorporate health risk assessment as part of initial 
intake assessment. An ‘alert’ was suggested to remind cli-
nicians when health risk assessments were due.

“making the better health tool [electronic tool] 
meaningful and useful and actually providing some 
of the information and referral information that is 
actually needed.”
(Participant 14, management position)
“…but if there can be some sort of alert system that 
comes up on them….”
(Participant 11, social worker)

To aid consumers in navigating the complexity of the 
health care system to access preventive care, a suggestion 
was to have a dedicated clinician or service clients can 
speak to about health risk behaviours.

“Again, it’s having someone who they can identify 
with, they know. [name] is the girl to see about the 
NRT. When I last [tried], I made an appointment to 
see [name], and [name] got me what I wanted, and 
I was able to have another crack, but if we make 
things easier for people….”
(Participant 10, nurse)

Discussion
This is the first qualitative study investigating community 
mental health staff suggested strategies for increasing 
provision of preventive care specifically for key chronic 
disease risk behaviours: smoking, poor nutrition, harmful 
alcohol use, and physical inactivity. The novel use of the 
TDF in this specific context enabled comprehensive iden-
tification of factors influencing care provision. Several 
barriers were identified, with the greatest number being 
within domains of knowledge and environmental context 
and resources. Strategies suggested aligned with themes 
of training, resources and systems changes; mapping to 
all 14 TDF domains. Findings may provide guidance for 
future research and quality improvement projects seek-
ing to increase implementation of preventive care; and 
highlight the need for greater recognition and resourcing 
as a priority within mental health treatment.

Clinician views of key barriers to preventive care pro-
vision were largely consistent with previous quantitative 
and qualitative research that has focused on physical 
health more broadly [12, 14–18]; most notably including 
perceived low confidence and skills, particularly for steps 
beyond assessment of behaviours (i.e., ‘advice’ and ‘refer-
ral’), as well as a limited knowledge of available referral 
services. Consistent with previous research [8, 40, 41], 
competing priorities was raised. This study adds new 
knowledge regarding the varied perspectives of clinicians 
based on their role and/or the consumers they typically 
see. Participants from the acute care team raised the 
issue of competing priorities and concerns regarding tim-
ing of when to provide preventive care.
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This study and previous research [8] support the need 
for clinician training to implement preventive care as 
part of routine practice. Two key areas for training were 
recommended by participants: [1] building clinician 
skills and capacity and [2] setting expectations that pre-
ventive care is an integral component of mental health 
care. Given the difference in perspectives across clinical 
roles, training could be tailored to consider clinicians’ 
specific role and clientele. Clinicians perceived greater 
resources were needed at the service/health system-level 
(e.g., clearer referral pathways and more staff), clinician-
level (e.g., more time in consultations and point of care 
prompts) and consumer-level (e.g., educational bro-
chures and group workshops). While the present study 
only included one peer worker, they noted the benefits 
of sharing their lived experience to guide preventive care 
delivery. Peer workers have an increasingly important 
role in providing mental health treatment and available 
research suggests that peer-delivered interventions are 
effective in promoting lifestyle change for this population 
group [42, 43]. Further research to explore the perspec-
tives of peer workers regarding their role and capacity in 
providing preventive care is warranted.

The potential of embedding a dedicated preventive care 
provider in the service was also raised, though there were 
mixed views regarding this approach. Previous research 
has found that integrating a dedicated preventive care 
provider in a community mental health service resulted 
in significantly increased provision of preventive care 
[30]. However, some staff in the present study noted limi-
tations of this approach, such as perpetuating the lack of 
integration between mental and physical health care (by 
continuing to separate the roles).

The need for greater integration both within mental 
health service delivery and with external services was 
raised by participants, aligning with previous studies [16, 
44] and positional statements [45] that indicate a need for 
broader health system reform. The idea of a coordinated 
or shared approach, where health professionals across 
service settings work collaboratively to provide care, has 
been recognised as a national priority [46, 47], as well as 
by consumers [48] and expert stakeholder [45] groups.

The findings clearly highlight the need for fur-
ther investment in resources, skills development and 
improved coordination of care to provide practical and 
tangible support for preventive care provision, as well 
as to strongly communicate it as a priority. While guide-
lines and policies exist exhorting the provision of preven-
tive care within mental health services [3], a consistent 
finding of research is that while guidelines and policy 
are important, they need to be augmented with imple-
mentation support strategies to achieve change in clini-
cal practice [49–51] [52]. There is a need for governing 
authorities and health services at a state and national 

level to examine the possible models of preventive care 
provision, and the available evidence for their effective-
ness and cost-effectiveness. Investment and advocacy 
into further research that includes co-design with end-
users is crucial to inform decision-making.

Limitations include that at the time of the focus groups 
in service one, a randomised controlled trial had recently 
been conducted in that service to evaluate the effective-
ness of embedding a dedicated preventive care provider 
in the service [30] and may have impacted clinician views 
of this as a potential strategy. Transferability should be 
considered in this context; and may also be impacted by 
other contextual factors such as the presence of a pre-
ventive care policy and the available electronic tools. 
Information was not collected regarding the team each 
participant worked in (acute, community or rehabilita-
tion), however, where this was raised by participants 
during discussions this was included in the results dem-
onstrate where views may have been different. The study 
is strengthened by its inclusion of clinicians from varied 
roles and professional backgrounds, as well as the mixed 
data collection methods that enabled exploration of both 
individual and group views [53]. The sample had suffi-
cient information power, supported by the use of a theory 
(TDF) to guide analysis, high specificity of experiences 
among the sample, and high-quality dialogue (driven by 
having a qualitative expert facilitate, and content expert 
co-facilitate the focus groups) [54].

Conclusions
Mental health clinicians identified a range of strategies 
they felt would address barriers and support the provi-
sion of preventive care. Successful implementation of 
preventive care will require it to be integrated as a pri-
ority and key component of mental health treatment. 
Development of initiatives to increase its provision 
could be guided by the perspectives in this study, as well 
as that of the greater evidence-base regarding effective 
implementation strategies to increase preventive care 
provision and support change in clinical practice more 
generally [55]. Future research is also needed to explore 
the views of mental health consumers regarding such 
initiatives.

List of Abbreviations
TDF  Theoretical Domains Framework
AAR  Assess, advise, refer
SNAP  Smoking, poor nutrition, harmful alcohol consumption, physical 

inactivity
NDIS  National Disability Insurance Scheme

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12888-023-05311-9.

https://doi.org/10.1186/s12888-023-05311-9
https://doi.org/10.1186/s12888-023-05311-9


Page 12 of 13Fehily et al. BMC Psychiatry          (2023) 23:933 

Supplementary Material 1

Acknowledgements
The authors would like to thank the participating community mental health 
services and staff for supporting the project; and Ms Sophie Love for their 
assistance in formatting the manuscript.

Authors’ contributions
CF, JB and KB designed the study. CF led the paper preparation and managed 
the study under the supervision of JB and KB. VH conducted the focus groups 
and interviews. CF, BJ and TS analysed and interpreted the data. BJ and CF 
prepared results tables/figures. All authors read and approved the final 
manuscript.

Funding
Dr Kate Bartlem is funded by a National Health and Medical Research 
Council Early Career Fellowship (#1142272). Ms Tegan Stettaford receives 
financial support through Australian Government Research Training Program 
Scholarship.

Data Availability
The datasets supporting this article are available upon reasonable request to 
the corresponding author (CF).

Declarations

Ethics approval and consent to participate
This research was approved by the Hunter New England (17/08/16/5.14) and 
registered with the University of Newcastle (H-2020-0113) Human Research 
Ethics Committees. In accordance with ethics approvals, all participants 
provided informed consent. The study was carried out in accordance with the 
relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 10 January 2023 / Accepted: 26 October 2023

References
1. Lawrence D, Hancock KJ, Kisely S. The gap in life expectancy from prevent-

able physical Illness in psychiatric patients in Western Australia: retrospective 
analysis of population based registers. BMJ. 2013;346:f2539.

2. Walker ER, McGee RE, Druss BG. Mortality in mental disorders and global 
Disease burden implications: a systematic review and meta-analysis. JAMA 
Psychiatry. 2015;72(4):334–41.

3. NSW Health. Physical health care for people living with mental health issues. 
NSW Health; 2021.

4. Schroeder SA. What to do with a patient who smokes. Jama-J Am Med Assoc. 
2005;294(4):482–7.

5. Royal Australian College of General Practitioners. Smoking, nutrition, alcohol, 
physical activity (SNAP): a population health guide to behavioural risk factors 
in general practice. Melbourne: RACGP; 2015.

6. Chwastiak L, Cruza-Guet MC, Carroll-Scott A, Sernyak M, Ickovics J. Preventive 
counseling for chronic Disease: missed opportunities in a community mental 
health center. Psychosomatics. 2013;54(4):328–35.

7. Johnson JL, Malchy LA, Ratner PA, Hossain S, Procyshyn RM, Bottorff JL, et al. 
Community mental healthcare providers’ attitudes and practices related to 
smoking cessation interventions for people living with severe mental Illness. 
Patient Educ Couns. 2009;77(2):289–95.

8. Robson D, Haddad M, Gray R, Gournay K. Mental health nursing and physi-
cal health care: a cross-sectional study of nurses’ attitudes, practice, and 

perceived training needs for the physical health care of people with severe 
mental Illness. Int J Ment Health Nurs. 2013;22(5):409–17.

9. Bartlem KM, Bowman JA, Freund M, Wye PM, McElwaine KM, Wolfenden L, et 
al. Care Provision to Prevent Chronic Disease by Community Mental Health 
clinicians. Am J Prev Med. 2014;47(6):762–70.

10. Bartlem K, Bowman J, Freund M, Wye P, Lecathelinais C, McElwaine K et al. 
Acceptability and receipt of Preventive Care for chronic-Disease Health Risk 
behaviors reported by Clients of Community Mental Health Services. Psychi-
atric services (Washington, DC). 2015;66(8):857–64.

11. Happell B, Platania-Phung C, Scott D. Are nurses in mental health services 
providing physical health care for people with serious mental Illness? An 
Australian perspective. Issues Ment Health Nurs. 2013;34(3):198–207.

12. Johnson K, Fry CL. The attitudes and practices of community managed men-
tal health service staff in addressing physical health: findings from a targetted 
online survey. Adv Mental Health. 2013;11(2):163–71.

13. Australian Institute of Health and Welfare. Mental Health Services - in brief 
2019. Canberra; 2019.

14. Mwebe H. Physical health monitoring in mental health settings: a study 
exploring mental health nurses’ views of their role. J Clin Nurs. 2016.

15. Dunbar L, Brandt T, Wheeler A, Harrison J. Barriers and solutions to imple-
menting metabolic risk assessment in a secondary mental health service. 
Australas Psychiatry. 2010;18(4):322–5.

16. Druss BG, Newcomer JW. Challenges and solutions to integrating mental and 
physical health care. J Clin Psychiatry. 2007;68(4):e09.

17. Happell B, Scott D, Platania-Phung C. Perceptions of barriers to physical 
health care for people with serious mental Illness: a review of the interna-
tional literature. Issues Ment Health Nurs. 2012;33(11):752–61.

18. Nankivell J, Platania-Phung C, Happell B, Scott D. Access to physical health 
care for people with serious mental Illness: a nursing perspective and a 
human rights perspective-common ground? Issues Ment Health Nurs. 
2013;34(6):442–50.

19. Happell B, Scott D, Nankivell J, Platania-Phung C. Nurses’ views on training 
needs to increase provision of primary care for consumers with serious 
mental Illness. Perspect Psychiatr Care. 2013;49(3):210–7.

20. Happell B, Scott D, Nankivell J, Platania-Phung C. Screening physical health? 
Yes! But… nurses’ views on physical health screening in mental health care. J 
Clin Nurs. 2013;22(15–16):2286–97.

21. Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework 
method for the analysis of qualitative data in multi-disciplinary health 
research. BMC Med Res Methodol. 2013;13(1):117.

22. Garvey CM, Jones R. Is there a place for theoretical frameworks in qualitative 
research? Int J Qualitative Methods. 2021;20:1609406920987959.

23. Cane J, O’Connor D, Michie S. Validation of the theoretical domains frame-
work for use in behaviour change and implementation research. Implement 
Sci. 2012;7(1):37.

24. Michie S, Johnston M, Abraham C, Lawton R, Parker D, Walker A, et al. Making 
psychological theory useful for implementing evidence based practice: a 
consensus approach. Qual Saf Health Care. 2005;14(1):26–33.

25. Weatherson KA, McKay R, Gainforth HL, Jung ME. Barriers and facilitators to 
the implementation of a school-based physical activity policy in Canada: 
application of the theoretical domains framework. BMC Public Health. 
2017;17(1):835.

26. Mosavianpour M, Sarmast HH, Kissoon N, Collet J-P. Theoretical domains 
framework to assess barriers to change for planning health care quality inter-
ventions: a systematic literature review. J Multidiscip Healthc. 2016;9:303–10.

27. Reid JC, McCaskell DS, Kho ME. Therapist perceptions of a rehabilitation 
research study in the intensive care unit: a trinational survey assessing barri-
ers and facilitators to implementing the CYCLE pilot randomized clinical trial. 
Pilot and Feasibility Studies. 2019;5(1):131.

28. Waddell A, Spassova G, Sampson L, Jungbluth L, Dam J, Bragge P. Co-design-
ing a theory-informed intervention to increase shared decision-making in 
maternity care. Health Res Policy Syst. 2023;21(1):15.

29. Morven CB, Vera A-S, Roderick S, Adam WG, Naseem S, John MS, et al. 
Using qualitative and co-design methods to inform the development of an 
intervention to support and improve physical activity in childhood cancer 
survivors: a study protocol for BEing active after ChildhOod caNcer (BEACON). 
BMJ Open. 2020;10(12):e041073.

30. Fehily CM, Bartlem KM, Wiggers JH, Wye PM, Clancy RV, Castle DJ, et al. Effec-
tiveness of embedding a specialist preventive care clinician in a community 
mental health service in increasing preventive care provision: a randomised 
controlled trial. Aust N Z J Psychiatry. 2020;54(6):620–32.



Page 13 of 13Fehily et al. BMC Psychiatry          (2023) 23:933 

31. MacKay C, Sale J, Badley EM, Jaglal SB, Davis AM. Qualitative study exploring 
the meaning of knee symptoms to adults ages 35–65 years. Arthritis Care 
Res. 2016;68(3):341–7.

32. Chu JTW, Chan SS, Stewart SM, Zhou Q, Leung CS, Wan A, et al. Exploring 
Community stakeholders’ perceptions of the Enhancing Family Well-being 
project in Hong Kong: a qualitative study. Front Public Health. 2017;5:106.

33. Tomasik T, Windak A, Domagala A, Dubas K, Sumskas L, Rosinski J. An evalu-
ation of family physicians’ educational needs and experiences in health 
promotion and Disease prevention in Poland and Lithuania - a qualitative 
study. BMC Fam Pract. 2011;12(1):13.

34. Cassidy C, Bishop A, Steenbeek A, Langille D, Martin-Misener R, Curran J. 
Barriers and enablers to sexual health service use among university students: 
a qualitative descriptive study using the theoretical domains Framework and 
COM-B model. BMC Health Serv Res. 2018;18(1):581.

35. Kirk JW, Sivertsen DM, Petersen J, Nilsen P, Petersen HV. Barriers and facilita-
tors for implementing a new screening tool in an emergency department: 
a qualitative study applying the theoretical domains Framework. J Clin Nurs. 
2016;25(19–20):2786–97.

36. Fox R, McMullen S, Newburn M. UK women’s experiences of breastfeed-
ing and additional breastfeeding support: a qualitative study of Baby Café 
services. BMC Pregnancy Childbirth. 2015;15(1):147.

37. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Res 
Psychol. 2006;3(2):77–101.

38. Atkins L, Francis J, Islam R, O’Connor D, Patey A, Ivers N, et al. A guide to using 
the theoretical domains Framework of behaviour change to investigate 
implementation problems. Implement Sci. 2017;12(1):77.

39. Green J, Thorogood N. Qualitative methods for health research. sage; 2018.
40. Avery N, Patterson S. Physical Health in Public Mental Health Care: a qualita-

tive study employing the COM-B model of Behaviour to describe views and 
practices of Australian psychologists. Australian Psychol. 2018;53(4):302–12.

41. Bartlem K, Bowman J, Ross K, Freund M, Wye P, McElwaine K, et al. Mental 
health clinician attitudes to the provision of preventive care for chronic 
Disease risk behaviours and association with care provision. BMC Psychiatry. 
2016;16(1):57.

42. Stubbs B, Williams J, Shannon J, Gaughran F, Craig T. Peer support interven-
tions seeking to improve physical health and lifestyle behaviours among 
people with serious mental Illness: a systematic review. Int J Ment Health 
Nurs. 2016;25(6):484–95.

43. Coles A, Maksyutynska K, Knezevic D, Agarwal SM, Strudwick G, Dunbar JA, et 
al. Peer-facilitated interventions for improving the physical health of people 
with schizophrenia spectrum disorders: systematic review and meta-analysis. 
Med J Aust. 2022;217(S7):22–S8.

44. Compton-Phillips AaM NS. It’s time to treat physical and Mental Health with 
equal intent: care redesign survey. NEJM Catalyst; 2018.

45. Morgan MP, Hopwood D, Castle M, Moy D, Fehily C, Rocks CSA, Mc Namara 
T, Cobb K, Dunbar LDM, Calder JA. RV better physical health care and longer 
lives for people living with serious mental Illness. Melbourne: Mitchell Insti-
tute, Victoria University; 2021.

46. Australian Institute of Health and Welfare. Mental Health services in Australia: 
in brief. Canberra: AIHW; 2019.

47. National Mental Health Commission. Equally well Consesnus Statement: 
improving the Physical Health and Wellbeing of People Living with Mental 
Illness in Australia. Sydney: NMHC; 2016.

48. Naylor C, Das P, Ross S, Honeyman M, Thompson J, Gilburt H. Bringing 
together physical and mental health: a new frontier for integrated care. The 
King’s Fund; 2016.

49. Milchak JL, Carter BL, James PA, Ardery G. Measuring adherence to practice 
guidelines for the management of hypertension: an evaluation of the litera-
ture. Hypertension (Dallas, Tex: 1979). 2004;44(5):602-8.

50. Roberts V, Esler C, Harper W. What impact have NICE guidelines had on the 
trends of hip arthroplasty since their publication? The results from the Trent 
Regional Arthroplasty Study between 1990 and 2005. J Bone Joint Surg Br 
Volume. 2007;89(7):864–7.

51. Slade SC, Kent P, Patel S, Bucknall T, Buchbinder R. Barriers to primary care 
Clinician Adherence to Clinical guidelines for the management of low back 
Pain: a systematic review and metasynthesis of qualitative studies. Clin J Pain. 
2016;32(9):800–16.

52. Clancy R, Lewin TJ, Bowman JA, Kelly BJ, Mullen AD, Flanagan K, et al. 
Providing physical health care for people accessing mental health services: 
clinicians’ perceptions of their role. Int J Ment Health Nurs. 2019;28(1):256–67.

53. Lambert SD, Loiselle CG. Combining individual interviews and focus groups 
to enhance data richness. J Adv Nurs. 2008;62(2):228–37.

54. Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview 
studies: guided by Information Power. Qual Health Res. 2015;26(13):1753–60.

55. Fehily C, Hodder R, Bartlem K, Wiggers J, Wolfenden L, Dray J, et al. The effec-
tiveness of interventions to increase preventive care provision for chronic 
Disease risk behaviours in mental health settings: a systematic review and 
meta-analysis. Prev Med Rep. 2020;19:101108.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Increasing chronic disease preventive care in community mental health services: clinician-generated strategies
	Abstract
	Background
	Methods
	Participants and setting
	Recruitment
	Focus groups
	Interviews


	Data collection
	Analysis
	Results
	Sample characteristics
	Barriers to preventive care provision (focus groups)
	Strategies to increase preventive care provision (individual interviews)
	Theme 1: education and training
	Strategy 1: establishing and regularly communicating the expectation that clinicians have an important role to provide preventive care
	Strategy 2: Providing skills training in how preventive care may be provided


	Theme 2: resources
	Strategy 3: Clearer referral pathways
	Strategy 4: Resources and education for consumers to support behaviour change and establish expectations that mental health care includes consideration of health risk behaviours
	Strategy 5: Additional roles embedded in the service
	Strategy 6: Resources for clinicians and point of care prompts
	Strategy 7: Consideration of the time taken to provide preventive care in workload planning

	Theme 3: systems changes
	Strategy 8: Improved integration both within the mental health service and across the health care system
	Strategy 9: Improvements to streamline processes of care for consumers and clinicians

	Discussion
	Conclusions
	References


