[bookmark: _GoBack]Please ALSO read the ‘Junior Doctor Handbook’ and your Unit ‘ROVER’. These have further essential and comprehensive information about the department. They also include information about general hospital handover, meetings, duties, escalations process and education programs.
Verbal handover from the prior junior doctor is essential. Please contact them via switch 84058000 or paging system.

Welcome! 

We hope you enjoy and benefit from your rotation with us and that this handbook/guide is of assistance. We invite suggestions for improvement – we are keen to assist you in any way we can. Please feel free to approach any unit consultant to help with any problem.
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1 Welcome

1.1 Welcome from Dr Vinay Lakra

A warm welcome to everyone at Northern Health. Mental health services at Northern continue to evolve in light of changes recommended by the Royal Commission into the Mental Health System in Victoria. Our long term vision remains one of providing services for all ages. At this stage we interface with several other neighbouring services for provision of child and youth services. Many other speciality services also continue to evolve.

Although we serve a socially and economically disadvantaged area in Melbourne, it is very rich in cultural diversity. We serve a population which has roots in more than 100 countries. Diversity is our strength and our staff bring that diversity as well with many having experience of working in health systems overseas as well as in Australia.

I hope you enjoy your time at Northern Health. We are driven by our values and make every effort to support each other in our journey. This handbook provides a brief summary of range of things at work and feel free to talk to others around you if you need any further guidance. 

1.2 Introduction to Northern Health (NH)
Northern Health is the key provider of public healthcare in Melbourne's northern region and operates five major public healthcare facilities, providing a unique mix of services including medical, surgical, emergency, intensive and coronary care, paediatrics, women's and maternal health, mental health, aged care, palliative care, and rehabilitation programs.
Services are provided through our four main campuses: Northern Hospital Epping, Broadmeadows Hospital, Bundoora Centre and Craigieburn Centre.  In addition, Mental Health Services are provided at Epping, Broadmeadows, Jacana, Preston, Mill Park and Coburg.
The NH emergency department treats over 110,000 patients each year and supported over 35,000 patients in the Virtual ED.  Northern Health cares for over 97,000 patients admitted to hospital each year (over 35,000 arriving by ambulance) and assists with the delivery of over 3,300 babies.
The Northern Health catchment includes three of the state’s six growth areas: Hume, Whittlesea and Mitchell. The swift development of new suburbs in the north will see our population grow over 74% (more than 290,000 people) by 2036.
Northern Health cares for a diverse community, born in more than 185 countries, who speak over 107 different languages and follow over 90 different religions or beliefs.
Northern Health has over 7,500 dedicated professional staff and has annual revenue turnover of over $900 million.
Northern Health is a dynamic health service, providing vital public healthcare to residents of Melbourne’s northern suburbs and the surrounding regional communities. Our five campuses offer services to a vastly diverse community at all stages of life.
Northern Health was born out of the desegregation of the North Western Health Care Network. These changes were made in order to improve the quality of services and to provide community focused health care.
The Northern Hospital first opened in February, 1998, and Northern Health was established in July, 2000.
Northern Health initially included Northern Hospital Epping, Broadmeadows Hospital and Bundoora, but Northern Health took stewardship of Panch Health Service in 2003, and opened a fifth campus, Craigieburn, in 2007.
Each year our organisation continues to grow and develop as we adapt and improve services to meet the ever-changing needs of the community we serve. We are dedicated to providing the highest standards of clinical care and providing quality, innovative care in a compassionate manner.
Northern Health recognises that our service users and our staff are diverse in many different ways. We actively promote respect and inclusion, and we recognise and appreciate individual differences.
Diversity can be with respect to age, disability, gender, sexual identity, sexual orientation, socioeconomic status, cultural and linguistic background, ethnicity, religious or spiritual beliefs.
Our vision:
A healthier community, making a difference for every person, every day.
Our values:
[image: https://www.nh.org.au/wp-content/uploads/2020/07/safe-kind-together-PNG-1.png]
Our strategic priorities:
· A safe, positive patient experience
· A healthier community
· An innovative, sustainable future
· Enabled staff, empowered teams
· Engaged learners, inspired researchers
1.3 Introduction to NHMHD
In February 2019, the Royal Commission into Victoria’s Mental Health System was formally established.
The final report of the Commission, which was tabled in a special sitting of the Victorian Parliament on 2 March 2021, recommends a mental health and wellbeing system that provides holistic treatment, care and support for all Victorians. These reforms will significantly change the way mental health services are delivered in Northern and Western metropolitan Melbourne.
Following from these recommendations, as of 1 July 2022 Northern Health is a designated mental health service.
On 4 July 2022, Northern Area Mental Health Service (NAMHS), North West Area Mental Health Service (NWAMHS), Merv Irvine Nursing Home and McLellan House disaggregated from NorthWest Mental Health to the Northern Health.
On 7 November 2022, the Bundoora Aged Persons Mental Health Unit (APMHU) and Assessment and Treatment Services (APATT) transferred to Northern Health.
Collectively, this makes us the third largest mental health service in Victoria. For example, NAMHS had 380 staff and provided approx. 130000 occasions of service, delivering close to 70000 contact hours to over 4000 individuals in the year of 2022.
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2 General orientation 

2.1 IT (Medtasker, CMI, CPF, EPI Folder)
Medtasker
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CMI
CMI is available to all mental health clinical staff
Provides a summary of a consumer’s contact with public mental health services in Victoria
Is the source of truth for public mental health data and reporting to the DHHS
Functions> Client Enquiry (screen shot below)
Will give you information on contact with services, diagnosis, MHA legal status, MHT hearings, nominated person, advanced statement etc…
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Contacts
Contacts are entered through CMI. All Community services including EMH and CL complete contacts.
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CPF
Your designation forms part of your electronic signature in CPF.  You only need to set your designation once.
1. Expand the “My details” menu
2. Click “My Profile”
[image: ]
3. Enter your designation in the designation field
Your designation should be the same as what you currently use to sign your notes on paper medical record forms eg Consultant Psychiatrist, Medical Officer, Intern, Medical Student etc
4. Click on Update Details
[image: ]
[bookmark: _Toc31631676]To have current NPU clients appear on a list when you log in to CPF
1. On the left-hand-side navigation bar, click on Patient List
[image: ]
2. In the Ward Code field, enter: NNPU
[image: ]
3. Click on Set
4. CPF now remembers to list all NPU clients when you log on, so you do not have to search for the client
[bookmark: _Toc31631677]Writing a medical progress note entry in CPF
1. When viewing a consumer’s current admission notes, click the drop down menu ‘Add’
2. Ensure you click on Medical Review
[image: ]
3. Select the correct team from the drop down options i.e. NPU
4. Always check you are writing in the correct record [image: ]
5. Type your note in the free text box
6. Click Spell Check
7. Click Save
8. If you are writing an additional note for a consumer that already  has a medical progress note on the same day, use the Edit button
[image: ]
If you find an error in CPF
1. If you enter a progress note in the incorrect record / admission etc., or if you see something that requires fixing in CPF, or if you have any questions:
On the left-hand-side navigation bar, click on the Support section, then click on feedback link
[image: ]
2. This will open up a new email to the CPF team
Please include the UR, page number and what requires fixing in the email and the CPF support team will get back to you.


EPI Folder 
[bookmark: _Toc416334770][bookmark: _Toc416343023][bookmark: _Toc31631671]Statewide CMI UR numbers
The EPI folders are perhaps the most important files on the computer for the psych resident.
Each consumer is allocated a folder based on their statewide mental health UR found on the patient labels (this is different to the Northern Health UR number).  This number is also referred to as a CMI number
Sometimes your consumer won’t have a mental health UR printed on their labels; Don’t worry – ask the ward clerk and they will assign one for the consumer
[bookmark: _Toc416334771]
How to find your consumer’s EPI folder:
Go to the Start menu → Shortcuts → NorthWestern Mental Health Users only → EPI shared folders → EPI UR first digit.  You can also use the template chooser – see below
The EPI folders are separated by their first digits
See if your consumer has a subfolder in the EPI folders, hopefully they will – if not create a new one

2.2 NH ID card
All staff are required to have a TNH issued ID card (RMH issued cards are not compatible). On this ID card, you will have a photo of yourself as well as your position with NAMHS (ie. Registrar). This card will also give you access to the TNH staff car park as well at the TNH & Hotham St sites (Noogal & PVD have a different access system – if you are located at these sites, staff will assist you to get access).

The NAMHS EAs Laureen Fisher and Nadia Ciceran are the main points of contact for NAMHS to get ID cards for new doctors as well as any access problems. 

2.3 
2.4 Online orientation
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2.5 
2.6 Mandatory training 
Mandatory Training is a requirement of your employment and must be done when you are due. When you have outstanding training, you will receive emails from “MH Learning Hub”. Please make sure that you complete this training in a timely manner.

How to access MH Learning Hub 
Website: https://learninghub.mh.org.au/ 
You will need to log in as an employee (use your staff email address and network password to access the system). When you log in, the dashboard will come up and this will highlight any training that you have due. If you are ever unsure, please reach out to Laureen and she can look it up. 

There is a matrix that staff can access which helps to identify what training is required as a part of their role. This matrix can be found here (aswell as below) http://mhipolicyapp/iPolicy/DocumentDownload/DownLoadDocument?refNum=25d8e5f2-b31a-44f1-acfd-d30a97ffeeab 

[image: ][image: ]
3 Towards RANZCP fellowship

3.1 Introduction to the RANZCP Training Program 
The following is a summary of the College policy and procedures. For full information please see the Training chapter of the RANZCP Regulations, Policies and Procedures booklet (https://www.ranzcp.org/pre-fellowship/regulations-policies-procedures). The College Learnit website also has a useful webinar Making the Most of Stage 1.

Required Experiences
To gain fellowship you must provide evidence of your satisfactory completion of the following core experiences:

Stage 1 – Basic level adult psychiatry
12 months’ full-time equivalent (FTE) accredited training in a College-accredited Adult Psychiatry training post, 6 months of which must be in an acute setting. 

Stage 2 – proficient level mandatory and elective rotations
· 24 months FTE in an approved training program, including:
· 6 months mandatory in a consultation–liaison psychiatry rotation
· 6 months mandatory in a child and adolescent psychiatry rotation
· Two 6-month rotations in any of the following areas of practice: addiction psychiatry,  adult  psychiatry,  forensic  psychiatry,   Indigenous   psychiatry, consultation–liaison psychiatry (additional to mandatory rotation),  child and adolescent psychiatry (additional to mandatory rotation), psychiatry of old age, Psychotherapies or Research.

Electroconvulsive Therapy (ECT)
The stage 2 EPA in ECT requires trainees to demonstrating proficiency in all the expected tasks associated with prescription, administration and monitoring of ECT. Registrars can complete this EPA whilst on the ECT suite located in NPU in the Northern Hospital or ECT suite in the BIPU in the Broadmeadows Hospital. ECTs conducted 3 times a week on Mondays, Wednesdays and Fridays starting at 08:00am. Your Consultant Psychiatrist, ECT Directors and the ECT co-ordinators will assist you with the EPA.

Stage 3 – Advanced level elective rotations
· 24 months FTE in an approved training program (four 6-month rotations), in one or more approved areas of practice.
· RANZCP-approved areas of practice are: addiction psychiatry, adult psychiatry, child and adolescent psychiatry, consultation–liaison psychiatry, forensic psychiatry, indigenous psychiatry, psychiatry of old age, research/academic psychiatry and psychotherapies.
· Each Advanced Certificate has specific supervision, experiential and assessment requirements. Please see the college website for more information.

3.2 RANZCP Training Program Assessments 
Trainees in the RANZCP Fellowship Program must successfully complete two types of assessments, including the assessment conducted in the workplace and the assessment administered by the College. 

Below is the summary of the workplace assessment. More information can be accessed through the link: https://www.ranzcp.org/pre-fellowship/assessments-workplace.

Trainees are encouraged to discuss with their supervisors about the workplace based assessment plan from the start of their rotation.

From Nov 2021, ITAs will be used for the Clinical Competency Assessment (CCA)
	Assessment
	Timing
	Type
	Description

	Workplace-based Assessments
(WBAs)
	Throughout training. Trainees must complete one Observed Clinical Activity (OCA), a type of WBA, per 6-month FTE rotation.
	Formative assessment
	Trainees receive structured feedback on their performance in authentic workplace settings 
(e.g. discussing cases with their supervisors, or being observed during initial patient assessments, during clinical encounters or giving presentations to an audience).
A minimum of 3 WBAs are used to inform the assessment of each EPA.

	Entrustable Professional Activities
(EPAs)
	Throughout training.
	Summative assessment
	Used to measure competence in the activities of psychiatric practice. Each EPA corresponds to a particular activity.
Two EPAs must be attained for each 6-month FTE rotation. Additionally, each stage has particular EPA requirements.

	In-Training Assessments
(ITAs)
	Throughout training.
	The mid-rotation ITA is a formative assessment.
The end-of-rotation ITA is a summative assessment.
	Assesses the trainee's performance against each learning outcome for that stage and tracks EPA attainment.



[bookmark: _bookmark11]3.2.1 RANZCP Examinations
The RANZCP requires trainees to pass three exams including MCQ, CEQ and MEQ.

The MCQ Exam is a computer-based multiple-choice test, undertaken at a Pearson VUE testing centre. It is set at the standard expected at the end of Stage 3 and covers foundational knowledge in psychiatry sampled from the Stage 1 and Stage 2 syllabuses. The RANCZP recommends that trainees take the MCQ exam in Stage 2 of training and should have completed it by 36 months FTE training. Trainees must pass the MCQ Exam to begin a Certificate of Advanced Training. The exam is 190 minutes in duration and comprises: 
· 140 Extended Matching Questions (EMQs) worth 1 mark each
· 2 Critical Analysis Problems (CAPs) worth 40 marks in total

The Essay Style Exam is a paper-based test undertaken at a testing centre. Trainees may apply for the Essay-Style exam after they have completed 18 months of training. However, it is set at the standard expected at the end of Stage 3 and assesses the application of knowledge and the capacity for critical thinking, so the College recommends trainees wait until Stage 3. The Essay-style Exam is 180 minutes in duration, excluding reading time, and comprises:
· 1 Critical Essay Question (CEQ) worth 40 marks
· 4–6 Modified Essay Questions (MEQs) worth up to 30 marks each (total 140 marks)

Candidates must pass the CEQ component to pass the exam.

The MCQ and Essay-style exams are offered twice a year. Please refer to the College website for the specific exam timetable, application process and fees schedule.

The Objective Structured Clinical Exam (OSCE) was a practical clinical exam and is set at the standard expected at the end of Stage 3. Trainees are eligible to apply for the OSCE after they have completed 30 months FTE training as shown on their Training Record. They should have successfully completed the OSCE by 60 months FTE training. The exam runs for 200 minutes and is made up of 15 stations:
· The short station circuit is made up of eight (8) short stations (examined by one examiner) and two (2) bye stations, each of 10 minutes duration. Both bye stations in the short circuit will be inactive.
· The long station circuit is made up of three (3) long stations (examined by two examiners), and two (2) bye stations, each of 20 minutes duration. The bye stations in the long circuit may be active or inactive.

The OSCE stations usually focused on reality based clinical scenarios. Although the OSCE is not required as part of the RANZCP exam. It is highly recommend that the trainees to read previous stations to improve their clinical experience. Also the trainees can use the previous station materials with their supervisor during their supervision for training purpose.

3.2.2 Exam Preparation
The Written examination preparation will be provided by Dr Vaskar Chakraborty from NAMHS and Dr Karuppiah Jagadheesan from NWAMHS with the input of other experienced NHMHD consultant psychiatrists.  Usually they will provide two 90 minutes sessions weekly, usually from 1530-1700 every Thursday. Dr Raju Lakshmana, the Victorian Psychiatric SIMG Director of Training also provide online tutorials every Saturday. 

Clinical pre-examination programs will be provided locally mainly during the supervision time with their supervisors. NHMHD also invite external speaker for trainees to prepare their written and clinical exam.

3.2.3 Psychotherapy Written Case
The Psychotherapy Written Case is a summative assessment, and should be successfully completed by 60 months FTE training and is assessed at the standard expected at the end of Stage 3.

The assessment involves providing psychotherapy under supervision, using therapy informed by psychodynamic principals, for at least 40 sessions. The psychotherapy should last for 6-12 months, with at least on session weekly. Trainees must then submit an 8000-10000-word case report detailing their assessment and subsequent psychological management of the person.

The teaching of psychotherapy will occur in the formal MPM program, in the clinical setting and in small group supervision with an RANZCP accredited psychotherapy supervisor within NHMHD. A guide to assist trainees in understanding the psychotherapy training requirements is available on the College website under Guide to Psychotherapy Training.

Trainees normally elect to undertake their psychotherapy long case in their second year, and often find a suitable patient through their normal clinical work. If trainees are unable to find a suitable patient the NHMHD will be of assistance. Patients must already be registered with NHMHD and remain registered for the duration of their psychotherapy.

Psychotherapy Supervisors must have undergone a specific accreditation process with the College. It is advised that the trainee to see the psychotherapy supervisor for several sessions prior to starting with the patient, to allow discussion of the suitability of the case, appropriate models and the supervision process. 

While a patient is in psychotherapy, the trainee and their psychotherapy supervisor must be aware of other health supports available to the patient, and how to access them should the need arise. The NHMHD Deputy Director of Education and Training will provide additional oversight and guidance in clinical matters as required.

3.2.3.1 Clinical Documentation
All patients must be registered with the NH where they will be seen, and have an open file/record in NH CPF.

Trainees must make a clinical entry for each occasion they see the patient. This should include, if relevant, documentation of the current mental state and risk assessment, and any other clinical issues relating to the patient.

Separate process notes describing the content of the patient’s material may be kept by the trainee for use in supervision.

3.2.3.2 Role of Other Health Providers
The trainee and psychotherapy supervisor should be aware of other health providers involved in the patient’s care such as the general practitioner (GP). If appropriate, the trainee should be in contact with these providers, particularly at the commencement and end of the therapy, and if significant clinical issues arise. All patients should be encouraged to have a GP who can provide ongoing care during and following the end of the therapy.

3.2.3.3 Clinical Oversight
The trainee and their psychotherapy supervisor are primarily responsible for the patient’s progress through the psychotherapy, with the psychotherapy supervisor supervising the trainee’s clinical care of the patient. Additional clinical oversight will be provided by the NHMHD Deputy Director of Education and Training when significant clinical/psychiatric issues arise.

The trainee must notify the NHMHD Deputy Director at the commencement of the therapy, and at its conclusion.

If the patient requires treatment that cannot or should not be provided within the psychotherapy, this should be organised through usual clinical processes depending on the nature of the treatment required. Additional treatment may be provided by the patient’s usual GP or private psychiatrist. In some circumstances, the patient may require referral to a local area mental health service, or, in the case of an emergency, a local emergency department.

In these circumstances, the trainee, with guidance from the psychotherapy supervisor, should ensure the patient receives appropriate care by communicating with other relevant health providers. The NHMHD Deputy Director is able to provide additional support to the trainee in these situations. If a clinical situation arises which requires urgent intervention the NHMHD Deputy Director should be contacted as soon as possible.

Any significant clinical adverse events that occur during the therapy should be reported to the NHMHD Deputy Director, the Head of Unit (DDCS) and DCS where the record is held as soon as possible and the incident entered into Riskman.

If the trainee or the psychotherapy supervisor are unable to fulfil their roles, or there is a significant problem in the supervisor-supervisee relationship which could adversely affect the patient’s management, then the NHMHD Deputy Director and/or the DOT of WRTC should be notified as soon as possible.

3.2.4 Scholarly Project
The Scholarly Project (SP) involves original research in an area relevant to psychiatry. It is assessed at the standard expected at the end of Stage 3 and should be successfully completed by 60 months FTE training. Scholarly Projects must be 3000– 5000 words in length. Trainees can select their own topic and project format, based on their own research interests. The project can be:
· a quality assurance project or clinical audit
· a literature review
· an empirical research (qualitative or quantitative)
· a case series
· an equivalent project as approved by the Scholarly Project Subcommittee.

It is the trainee's responsibility to plan ahead for their project, considering the availability of their proposed supervisor, together with the time it will take to gain ethics approval, submit a proposal, complete the project and undergo assessment (including any revisions).

Please contact the NHMHD Deputy Director well in advance (even before the start of the rotation) as they can assist you to find an appropriate supervisor and help plan your project. The principal supervisor of the SP must be a College-accredited supervising Fellow. If they wish, trainees can seek an additional project co-supervisor who has specific expertise in the area of study. The co-supervisor does not need to be a Fellow of the College.

The VPTC Scholarly Project Working Group is a large group of academics and fellows of the RANZCP who represent the services and the Universities. They will review trainee’s Scholarly Project Proposals and provide feedback if the standard of the project is not thought adequate.
Process for submission of Scholarly Project Proposals:
· The project should initially be discussed with and then submitted to the DOT
· The DOT will forward it to the VPTC to allocate two anonymous reviewers who have been deemed as suitable to review your type of project
· The reviewers have been asked to provide comment to the VPTC within one month of receiving the proposal
· The VPTC will consider at the next monthly meeting for approval.
· If not approved your DOT will provide you with the feedback from the reviewers to assist in developing your proposal further

The proposal should outline:
· the aim of the project
· the project question and/or hypothesis
· the proposed research methodology
· the proposed supervisor’s name and credentials.

There are resources including Learnit webinars and previous Congress presentations on the Scholarly Project on the RANZCP website: https://www.ranzcp.org/pre-fellowship/assessments-college-administered/scholarly-project

Alternatively, trainees may be exempt from undertaking a Scholarly Project if, within the past 10 years, they: 
· have completed a doctoral, research Masters or Honours thesis in a field relevant to psychiatry or mental health 
· were a major author of an article (case report not included) published in a recognised peer-reviewed English-language journal relevant to psychiatry or mental health 
· have demonstrated competency with a substantially comparable project. 

There are many research opportunities in the service including ongoing clinical research projects. Please contact your supervisors or Dr Yang Yun from NAMHS and Dr Karuppiah Jagadheesan from NWAMHS for more details about the current research projects.





4 Clinical Responsibility

4.1 Admission
[bookmark: _Toc31631679]
4.1.1 New admissions
The admission of a new consumer include:
· Read the current notes including the TDS from other clinics prior to the transfer to NPU
· Have a discussion with the allocated nurse or nurse in charge regarding the consumer’s presentation and mental status since arriving
· Interview the consumer
· Perform physical examination including neurological exam
· Ensure that you document the waist circumference, height and BMI on the Metabolic Assessment form
· If the consumer is too unwell/uncooperative/over sedated and the physical examination is unable to complete, please document in CPF and in the Assessment. Also handover should be given to the treating team to complete the physical examination as soon as clinically possible.
· Collect collateral information from relevant partied including the case manager, NOK, family GP, private psychiatrist or psychologist etc. as able. 
· Complete the TDS, remember to print the document and sign it for the file, then save the electronic copy as described under EPI folders
· Ensure that you have completed the physical health screens including:
· Nutrition Risk Screen
· Eating Disorders screen
· Falls Risk screen
· Skin Integrity Screen
· Alcohol and Other Drug screen
· If these are not currently an issue, write “No” on the individual screens. 
· If the consumer screens positive, write “yes” then complete the individualised assessment tools that are hyperlinked in blue within the Assessment paperwork
· Undertake and complete a Risk Assessment (Adult & Youth Acute Inconsumer Unit CRAAM Initial Assessment form).  This will determine if medium/high risk and if care can be provided in either LDU or ICA.
· On admission consumers can only be Medium or High risk until the face-to-face Consultant review takes place, this Consultant review must occur within 24 hours
· If the consumer needs to be treated compulsorily under the Mental Health Act, complete MHA paperwork such as AO as necessary; the consumer will require a consultant review within 24 hours.  See the Mental Health Act Documentation Pathway
· Complete HoNOS
· Complete medication chart (regular as well as PRN for agitation)
· Please be familiar with the Acure arousal management guideline in the Appendix, and prescribe the PRN medication accordingly.
· Remember to prescribe nicotine replacement therapy as the hospital is no smoking
[image: https://www.evernote.com/shard/s27/res/336f1f05-f356-4324-be45-6e1b549b3023/ENIMAGE1551937110392.jpg]
· Order initial bloods/UDS as required
· Initial bloods should include: FBE, UEC, LFT, TFT, CRP, CMP, CK, fasting glucose, fasting lipid profile
· For child bearing age female, initial investigation should include the pregnancy test.
· If the consumer was on clozapine, lithium or valproate prior to the admission, Initial bloods should include the serum level.
· To discuss with the team consultant about the new admission

4.1.2 Oncall admissions
NPU is working on the medical staff oncall procedures (Jan 2023). The following information might be changed. Currently due to COVID related staff shortage, NPU has cancelled the admitting shift. 

Admission is supposed to be completed by the home team till 3:30PM and oncall registrars after that. 

If the admission to NPU is an ICA admission, the oncall registrar will be called back to complete the admission. If not, the following protocol will test he need for the oncall registrar to be called back to complete the admission.

AFTER HOURS ADMISSION PROTOCOL FOR NPU
Admission request to NPU from ED/medical ward/Community (including PACER) after 3:30PM
↓
If bed available, the ANUM to collect required admission information
↓
If the consumer is arriving from ED/medical ward, confirm they have been reviewed by medical staff on that day before accepting the consumer
↓
If all paperwork in order - Accept admission and phone on call duty Registrar to discuss admission and reviewing treatment options
↓
Consumer arrives at NPU
Nursing admission completed (includes admission entry, screening tools under physical health baseline physical observation, MSE, CRAAM, medication order, sexual safety tool)
↓
Admitting nurse completes Baseline Medical Evaluation Screen as below:
· Reason for admission/diagnosis
· In area/out of area
· ED/Medical ward/Community
· Establish LDU/ICA
· Medically cleared documentation
· Risk Assessment (CRAAM)
· Medication that has been taken/provided
· Legal paperwork
· Physical concerns
· In-depth assessment/Discharge summary (within 6 months) or equivalent
· Self-harm risks/suicidal ideation
· Smoking status/AOD status
Then the admitting nurse and shift leader will screen the new consumer with the tool below:

MEDICAL EVLUATION SCREEN
1. Is the consumer entirely new to the mental health service
2. Does the consumer has medical co-morbidities and is on complex medication regimen for those conditions
3. Has the consumer directly been admitted from community?
4. Has the consumer been seen by a doctor on the day leading up to admission?
5. Is the consumer experiencing significant drug withdrawals?
6. IS the consumer exhibiting significant levels of agitation despite PRN medications or been secluded soon after admission?
If YES to any question – phone on call duty registrar to discuss presentation to determine whether an immediate face to face medical R/V is required. If consumer requires seclusion/bodily restraint, the duty consultant must be advised
If NO to all questions, continue to monitor vital signs as agreed with duty doctor (minimum twice a day until a comprehensive medical evaluation completed by the in consumer treating team within 24hours
Note: Medical staff on site should be consulted during business hours and must review a consumer who arrives on NPU between before 1530 hrs. All admissions after hours are discussed with On Call doctor and a medical examination completed within 24 hours of admission. Community admissions must be seen on arrival to ward to ensure physical safety. 
In NPU, Nurse Practitioner Trudy can help medical teams to do medication reviews on request.

4.2 Medical reviews

4.2.1 Ordinary medical reviews

4.2.1.1 IPU medical reviews
The consumers in ICA needs medical review every day, 7 days a week. The ICA medical review can be completed by the consultant psychiatrist, junior medical staff or the nurse practitioner. The consultant review is expected to be minimal 3 times a week. LDU consumers are expected to be review minimal 3 times in a week and at least one of them must be consultant review. All new consumers need to be reviewed by a consultant (could be the treating team or the oncall consultant) within 24 hours.

Contents of the medical reviews include:
· Mental State Exam
· Sleeping habits
· Eating and drinking habits
· Issues with medication including side effects and compliance
· Issues with staff or other consumers
· Mood/suicidal ideation/homicidal ideation/psychotic symptoms
· Major changes since last medical review
After the medical review, the medical team is supposed to:
· Having a handover or discussion with relevant shareholder such as nursing staff, allied health and family if indicated.
· Review the medication chart and make changes if needed.
· Complete the risk assessment form accordingly.
· To document the review in CPF.	
4.2.1.2 Community medical reviews
The medical team will conduct new consumer reviews at the community services they are allocated to. New consumer assessments are conducted with the allocated case manager with the purpose of establishing a working diagnosis, developing an appropriate treatment plan and prescribing appropriate medication where indicated. The purpose of the medical reviews is to monitor mental state and manage medication accordingly.

Usually, consumers attend community team on an appointment basis. An electronic diary is maintained for each doctor at the clinics by administrative staff. On occasion, home visits may be required if the consumer is unable to attend the Clinic. Home visits are always conducted with the consumer’s case manager after a risk assessment. Medical staff are not allowed to do home visit alone without the permission of the LP of the clinic (or the Head of the Unit). Reviews are ideally done with the case manager for the consumer present. Sometimes consumers may also turn up at the clinic without appointments, depending on your diary, you may be able to review them, but it is important to discourage this behaviour and you can schedule them for an earlier review.

Risk assessment is an important point in all reviews. Some consumers can be quite confronting or aggressive. It is important to do a risk assessment each review and if you feel a situation is escalating, or your feel unsafe, to disengage ASAP. If you are no longer comfortable with a specific client for whatever reason, discuss this with your consultant and team leader and they can potentially be reallocated to another doctor. There are some consumers who are known to be quite difficult and there may be a planned code grey in place for all of their reviews as a precaution. In that case, JMS must review the consumer/family member with minimal another staff, ideally the case manager. There is no security on site and in the case of significant escalation, police and/or ambulance will be called, either to help them leave the premise, or to facilitate an admission/direct transfer to hospital. 

After each of the medical review, JMS would complete the paperwork on time, especially the entry in CPF under the tab of “medical review”, complete or adjust the risk assessment form if needed, and to record the contact in CMI. Retrospective entries are permitted but not encouraged.

It is better if the JMS to get their own supply of prescription pad or path slips for your rotation. JMS can use the outgoing Reg/HMOs script pads and path slips, but MUST cross out the name and place their own and change the prescriber number as well. It is also not uncommon for others to run out of script pads and may request some from you and vice-versa. This is not ideal, but acceptable, as long as you cross out prescriber numbers and names and put in your own. Do not forget, prescriptions are subject to legal regulations and should be used carefully. Particularly for consumers who are on schedule 4 and 8 drugs. You should also double check things with safe-script, as some consumers will get a script from you and their GP. If at any point you are uncomfortable prescribing something, advise them to follow up with their GP. 

The expectation is you will prescribe psychiatric medications and their GP will prescribe physical health medications, although this is not an absolute rule. You can prescribe things like regular medications such as PPIs or NRT, but it is advisable to leave this to the GP. If you are starting a medication, e.g. Coloxyl and senna for clozapine induced constipation, or atropine drops for clozapine induced hypersalivation, you should do the initial script and advise them they can then get this from their GP, but they may still ask you to do the script in subsequent reviews. If you want to institute a change to medications, DO NOT delegate this to the consumer to chase up themselves, as some can be quite disorganised and it will likely not be done. 

Some consumers also do not have a regular GP. It is strongly recommended to encourage them to get a GP ASAP, the KCs know of the good GPs in the area who work well with the clinic so you can have them assist with this.

A further responsibility and learning experience for the trainee is the management of patients on Community Treatment Orders (CTOs). When the CTO is about to expire (usually the MHT admin staff will send out a remind email prior to the expiry date), the JMS needs to have a discussion with the consultant to decide whether or not the CTO will be kept or revoked. If the plan is to extend the CTO, the trainees will meet the consumer and the family to discuss the process, prepare reports for the Mental Health Tribunal and will present the reports to the Tribunal. The idea with these reports is that it is a collaborative effort between the trainee and the case managers. When the trainee is happy that the report is complete, they can ask the consultant to finalise it. This process applies even when the trainee has not met the patient, as can often be the case, as the information required to populate the report is found in the file and the report gets looked over by the consultant when it is complete.

4.2.2 Seclusion reviews 
Seclusion review is to review the consumers in seclusion in ICA of the inpatient unit. Initial medical review must occur as soon as possible after commencement of seclusion (maximum elapsed time of one hour). This intervention can assist to minimise the length of time in seclusion; at this time please consider cessation of seclusion or create a clear plan to minimise more time in seclusion. Where clinically indicated and with practice wisdom, the review should occur within the seclusion room and should include an interview and physical examination sufficient to allow:
· Review of physical health (temp, pulse, BP, cardio, respiratory, neuro exam, hydrations and nutrition status and any other observations indicated by consumer’s general condition e.g. injuries) and mental health status (particular attention to factors that might affect risk such as: arousal, impulsivity, rapport and judgment)
· Assessment of the effects of medication & reassessment of the medications prescribed
· Review hydration and nutrition status
· Review of type and frequency of observations required
· Review of whether seclusion is able to be safely ceased
If seclusion continues, the next medical review is required by 4 hours. If a seclusion episode reaches 4 hours, and needs to continue, the consultant must be contacted to discuss reasons for ongoing seclusion & create a clear plan to minimise further time in seclusion.
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4.2.3 Pre ECT reviews 
To prepare the ECT, the medical team will do a thorough medical review before the 1st ECT and every 6 treatments afterwards. The required investigation, medical review and observations are listed in the ECT medical review booklet including the Montreal Cognitive Assessment (MoCA). The consumer can refuse or is unable to complete the assessment but that should be documented clearly on the form. 

The current medication, especially benzodiazepines, anti-convulsants such as valproate and lithium should be reviewed and discussed with the consultant about the medication plans during the course of ECT.

Every consumer receiving ECT requires a prescription to be completed prior to each session. This needs to be signed by consultant and treating doctor who has reviewed consumer prior to ECT. Open CPF – mental health tab – ECT to find old prescription to use as a guide for filling the form. Any consumer who is newly commenced on ECT will require the following:
· Consent form or ECT tribunal approval letter
· Initial ECT script
· ECT Medical review booklet 
· Email to ECT coordinators group (this is so they can be booked) 
· Discuss with the consumer and nurse in charge for the fasting requirement (fasting from midnight before the ECT treatment)

4.2.4 Post ECT reviews
When the consumers recover from the ECT, a medical review will be conducted to decide whether or not it is safe for them to return back home or the ward. This is usually conducted by the ward intern or HMO. The reviews happen on the ECT treatment days of Monday, Wednesday and Friday. The ECT team like the JMS to be there by 11am because most of the consumers have transport booked for 11:30. The review is for medical clearance. Suggested:
· Mental Status Assessment & Cognitive (in particular acute confusionl states)
· Physical Status Assessment (obs, chest, abdomen, ankles, physical concerns {e.g. headache}, subjective memory problems, etc)
· Consideration of post-ictal status (in particular assessment for post-ictal delirium)
· Need for ongoing monitoring of physical observations (or additional time needed in ECT suite)
· Approved medical clearance for client to return to ward or home.


TIP: if there are any concerns during ECT, the anaesthetist will review them, so most consumers come to you are in stable condition. If there is something wrong, escalate to anaesthetics or the team registrar.

TIP: alternate the days amongst the interns, and cover for each other if one is in a review/has swapped half day to morning/etc.

4.2.5 Clozapine reviews 
Clozapine is a special medication and is under special management with systematic procedures. In each of the community clinic there is a clozapine coordinator and in the inpatient units, usually the ward pharmacy will work in that role. Please do not hesitate to contact them to get support,

To start working with clozapine client, JMS is required to register with the database called Clopine central which will be facilitated by the clozapine coordinators. There is a form that will need to be filled in and signed, to be sent off to clozapine central for registration to be completed. There are lots of recourses in the database as well.

To commence clozapine, there are lots of investigations and assessment. Usually the echocardiography is the most time consuming process. It is recommend to order it ASAP once the decision of commencing clozapine is made. Most of other investigations and assessment could be done in 1-2 days. Also the consumer needs to consent for the clozapine treatment. There is a clear guideline/form about the starting and titrating dose of clozapine. 

In the IPU, ward pharmacy will monitor the clozapine prescription but the medical staff will be responsible to order blood tests as per the guideline. In the community, FBE results NEED to be entered on Clopine central before providing a full script and NEED to be in the green zone (emergency short term 2-3 day scripts can be provided if results are still pending). Once results are available, JMS can fax through the rest of a script 25-26 day supply to their pharmacy which KCs can assist sometimes. 

Clozapine scripts are completed on a separate “Clozapine prescribing only” script. The scripts are stored within the office of the community clozapine coordination. Clozapine comes in tablets of varying doses 25mg, 50mg, 100mg and 200mg – all doses are made up of these tablets and you NEED to specify which strength you are prescribing (some people will prefer 3 X 100mg tablets rather than 1 X 100mg tablet and 1 X 200mg tablet). Be careful with prescribing and a good tip is to write in your plan exactly what you prescribe, quantity, and dose of tablets as well, so you can refer back to. 

It is important to know what pathology service your consumer uses (Melbourne path, Austin path, Dorevitch, etc) so you know who to call for results. Path slips should always have the urgent and fax box ticked and the fax number of your clinic needs to be provided on it. 

In the clozapine reviews, JMS are expected to complete a normal community medical review, plus a brief physical exam and clinical observations. It is also important to screen for side effects – see the guide for full list. The most common are constipation and hypersalivation, the most dangerous is seizures. There are a myriad of things that need to be monitored and it is important you refer to the guidelines, there are multiple posters of the guidelines in the doctors’ office and the clozapine office as well. It is also important to give the consumer the blood test slip and book an appointment for the consumer for the next review before the conclusion of the clozapine review.





4.3 Discharge process

4.3.1 To prepare for a discharge
Once a consumer is ready for discharge from the clinical departments, the following issues should be considered, assessed and properly documents.
Discharge Summary Structure
Presentation/diagnosis and synopsis
Background (past psych Tx including admissions, clinicians, medications)
HOPC including:
· Diagnosis
· Type of symptoms and severity
· Comorbidity
· Substance intoxication or withdrawal
· Differentials/exclusions (eg psychosis, depression, SUD)
· Level of dysfunction
· Physical health issues contributing 
· Context of predisposing/precipitating factors
Past psychiatric history including MHA related episodes
Past medical history
Developmental issues
AOD history and current use
Family History of mental health problems
Forensic history
Previous Admission including
· Course
· Treatments
· Investigations as relevant 
· Input from other MH or AH clinicians
Detailed MSE (include appearance) on discharge
Insight, judgement
Risks assessment
Impression/formulation, including capacity, risks, and mitigating/protective factors, level of engagement and barriers to engagement
Medications on discharge
Management plan:
· Psychoeducation provided to patient (goals for recovery, EWS, medication SEs, risks)
· Lifestyle management
· E-Mental Health
· Support groups
· Safety planning
· Medication (monitoring, changes, weaning BZDs if applies)
· Continuation of services/onward referral clearly documented and handed over
· TBI, CMHT, PARC/CCU/SECU
· AOD, YFLEX, NDIS
· PP/GP
· Legals (MHT date, decision, expiry TO, variation; any outstanding forensic issues)
· Requests for GP
· Monitoring MSE, medications, investigations (metabolic, UEC, TSH as needed)
· GP MHCP or GPMP as needed for AH
· Specific requests/instructions relevant to consumer (eg. Avoid ADs in mania)


List of Categories included in Discharge Planning, Documentation
Risks - list
· Driving (SEs of medication or MI itself)
· Medication risks
· Specific risks, eg metabolic,  s/term risk of increase SI/risk if increase energy prior to shift in cognition
· Any monitoring required
· Any interactions to be mindful of
· Teratogenicity
· Deterioration, mental or physical
· Early warning signs
· Risk to self
· Misadventure
· Reputation
· Vulnerability/exploitation
· Risk of unintentional overdose due to reduced tolerance to substances 
· Safety of family/children/other dependents
· Forensic risk 
· Loss to follow up, level of engagement
· Psychoeducation provided to mitigate above risks

Legals
· Voluntary/involuntary
· MHT hearing date
· MHT report
· Rights and entitlements
· Variations of order planned
· Forensic/IVO (court, police, CCO) or CPS notifications/other issues and whether notification is made, including notification of planned discharge of consumer to at-risk persons where required and discussion of safety planning with them

Recovery:
· Goals
· Early warning signs of relapse and contact numbers for crisis
· Recovery and wellness action plan
· Safety planning, sensory modulation plan
· Psychoeducation to family about illness and pathways to seek treatment or help if deteriorating/relapsing

Continuity in community:
· Ensure family is informed
· Liaison with CPS or relevant legal agencies completed
· Need for linking with supports, eg. AOD, YFLEX, NDIS and progress on this
· Continuation of services
· Referral to CMHT for case management, PP, GP
· Clear management plan and handover to community team
· Fax TDS all stakeholders


Social issues
· Family therapy/SSFT
· Parenting or other resources (Relationships Australia, the Bouverie Centre)
· AOD counselling
· SW input around accommodation
· NDIS re: ADLs/increased supports
· CMHT – if key caseworker has skillset (OT, psychologist) 

4.3.2 The Discharge referral pathway

Discharge Referral Pathway
The consumer has been flagged for discharge 
 
4.3.3 The Service referral process

Northern Community Care Unit (NCCU) 
NCCU is a residential rehabilitation and recovery facility for people with severe and enduring mental health disability living in the Cities of Darebin and Whittlesea. It is a short to medium stay facility for people who require treatment and management associated with their illness and have ongoing issues which require a more structured and slower recovery process.

The multidisciplinary team incudes- Consultant psychiatrist and a Psychiatric registrar, Nurses, Occupational specialist, social worker, psychologist. The team assess the consumer and works closely with them and their families in formulating a comprehensive recovery plan. The NCCU uses this plan to support and aid rehabilitation with a view of discharging consumers back to their own community. The plan provides consumers with a variety of recovery options including linkages with external community support agencies

The CCU provides specialised services to people: 
· Aged between 16 and 64 years of age
· Who reside in the NAMHS catchment area.
· Whose recovery may benefit from intensive recovery-oriented community residential treatment and intervention
· Who express recovery goals which can be achieved by engaging in the recovery program at the CCU 
· Who are able to recognise that CCU is a safe and positive environment, and risk issues are carefully considered to maintain a safe environment for all consumers, carers and staff
· Are experiencing significant bio-psycho-social barriers to their recovery, this may be evidenced by multiple admissions in last 12 months and/or intensive support requirements from family, carers and mental health services are required, including regular outreach support
· Who have a primary diagnosis of moderate to severe mental Illness (DSM-V or ICD-10), and their mental ill health continues to have a significantly negative impact psycho-social functioning and quality of life
· Who experience a significant level of disturbance, psychosocial need or concern regarding a risk to themselves or others as a result of a mental ill health  
· Common diagnoses treated by our service include, but are not limited to:
· Schizophrenia or other psychotic disorders
· Bipolar disorder
· Prolonged recovery from first episode psychosis
· severe personality disorder
· severe depression or anxiety disorder
· Dual Diagnosis
· Dual Disability 
· Complex trauma 
· Other varied psycho-social perpetuating issues
Other considerations
· Consideration will be given to those who demonstrate a willingness to be collaboratively involved in psycho-social rehabilitation with identified goals such as financial, self-care and vocational
· Considerations are given to those who have complex needs, this may include the experience of multiple co-morbidities or significant  perpetuating psycho-social factors associated with their mental ill health
· Consideration will be given to those whose needs are not able to be met by existing services 
· We are not able to accept people whose  primary need is for accommodation or housing
· Risk to other residents and staff will also need to be carefully considered  and if those risks are able to be managed within the residential community environment of the CCU
What you can include in a referral to CCU- 
Identify the consumer goals of recovery and talk to these in the referral. Also be very specific on the clinical interventions the consumer is wanting to work on at CCU. 
· Improve symptom stability
· Improve functional ability- consider OT assessments and functional Ax 
· Improve physical health- monitor physical health and offer screenings/access to healthy lifestyle and activities including exercise
· Improve pro-social behaviour and law-abiding behaviour 
· Improve housing security and reduction in homelessness 
· Improve social and economic participation  
· Reduce vulnerability in the community 
· Support the development of a joint recovery plan, based on the needs and preferences of the consumer and their family/carer- development of safety plan, development of adaptive coping strategies, 
· Focus on specific clinical interventions – assist with skill development in personal care/ grooming, planning and organisation, managing household-(paying bills, budgeting, cleaning, laundry), cooking and meal preparation, shopping, problem solving, behaving responsibly and safely.
· Linkages to primary care supports (GP, PP and psychologist). 
· Support linkages to other community support- NDIS, AOD services, family violence services, psychosocial support services, family therapy services, Centrelink, housing services. 
· Support vocational education and employment linkages 
· Provide ongoing psycho education
· Medication support- supervision/ self-management of medication 
· Monitor and assess risk. 
· Family therapy and support to the family. 
Most Common Referral Locations 
Northern CCU- (2-4 Pleasant View Drive, Preston 3072)
North-West CCU-(12 - 20 Talgarno Street, Broadmeadows 3047) 

PARC- Prevention and Recovery Care 
PARC is a supported residential service for people experiencing a mental health problem but who do not need or no longer require a hospital admission. In the continuum of care they sit between adult acute psychiatric inpatient units and a consumer’s usual home. PARC provides a structured living space to develop skills for return to community. The average stay is 14 days. 

The client will be offered and assessment following an appropriate referral to PARC. If the consumer is accepted into the program following the assessment the client will need to present with 2 weeks’ worth of medication on admission this include PRN medication also. 

Who is eligible for PARC 
· People 16-64 years of age who are eligible for area mental health services; and 
· People who would benefit from short-term, intensive treatment and support in a residential setting post-discharge from an acute inpatient admission, or people living in the community seeking to prevent the risk of further deterioration or relapse which in the absence of this option may lead to an admission. 
· Consumers who present with a demonstrated risk and clinical status that does not require care in an inpatient unit.  
· Consumers who do not present with complex and unstable physical health co-morbidities
· Consumers who voluntarily agree to participate in the program, including consumers on Community Treatment Orders (CTO). 
What you can include in a referral to PARC- 
· Monitor mental state and risk 
· Support to improve symptom stability 
· Monitor medication and promote self-management/ also provide clear plans around titration on and off medication. 
· Support the development of a recovery plan, based on the needs and preferences of the consumer- development of a safety plan, development of adaptive coping strategies, sensory safety tools.
· Support improvement of daily living skills through structured routine that facilities engagement in regular activity 
· Support the consumer to utilise activity scheduling to promote behavioural activation, routine and goal orientated activities
· Provide a sense of community to support the improvement of social skills and connection to others through group-based therapy 
· Offer support to family and explore need for family therapy work 
· Please include the consumers early warning signs in the referral paperwork 

Most Common Referral Locations 
Northern PARC- (123 Wood Street, Preston VIC 3072)
North-West PARC- (6-10 Talgarno Street, Broadmeadows 3047)
Mid-West PARC- (54 Burnside St, Deer Park 3023)

Northern HOPE Team 
The NAMHS HOPE program provides intensive and individualised therapeutic care and psychosocial support to people leaving The Northern Hospital after a suicide attempt or acute suicidality. 
Each consumer will be allocated a Community Development Worker and Mental Health Clinician to deliver practical support and evidence based therapeutic interventions to address the social, economic, historical and environmental factors that contribute to a person’s suicidality. 

What they offer
The HOPE program operates Monday-Friday between 0900-2030 and Saturdays 0900-1500 hours and offers: 
· 12 weeks of holistic, proactive support tailored to the individual’s unique needs 
· Development of an individualised safety plan 
· Psychologically-focused sessions to increase coping skills 
· Practical support and assistance to address drivers of suicidality 
· Connection to community supports 
· Family and carer support 
· Face-to-face, telehealth and telephone contact during business hours 
· First contact with the consumer is within 24 hours of accepting the referral and the first session is within 72 hours 
Eligibility Criteria
· Aged between 18 – 65 years 
· Reside in the Darebin or Whittlesea municipalities 
· Recent presentation or treatment at The Northern Hospital for a suicide attempt with intent to die, or for other indications of high suicidality (e.g. ongoing acute suicidal intent and planning; chronic pattern of escalating self-harm with suicidal ideation and at risk of suicide). 
· Has been assessed by N/EMH or NPU with an updated TDS and CRAAM 
· Can be appropriately assisted in the community or outreach setting 
At this stage, current (or soon-to-be referred) NAMHS consumers are not eligible for HOPE. The HOPE eligibility criteria is set to expand throughout the year. 

How to make a referral
· HOPE intake operates Monday-Thursday 0900-1600 and Friday 0900-1200 (excluding public holidays).
· If the consumer meets criteria for HOPE, referrer must provide information to consumer, family and/or carers and obtain consent to refer 
· Referrer must discuss referral with HOPE Intake Clinician via phone (Ph. 8405 2669 / 0427 470 952) 
· Referrer must complete required documentation (e.g. Assessment or Discharge Summary and Risk Assessment) and notify the HOPE Intake Clinician that documentation has been completed and CPF updated 
Community Mental Health Teams
Target Brief Intervention/Crisis response team: 
The purpose of the crisis response/ target brief intervention team is to provide timely, appropriate, responsive and effective care to maintain safety, identify the needs and most appropriate service responses for consumers in crisis.

Reason for referral- 
· Consumer is in the early phase of recovery and requires contact and support over a short period time to monitor mental state
· Presenting with ongoing acute risks issues 
· Risk of relapse in the immediate post discharge period due to complexity of psychosocial factors/ stressors  
· Risk of medication noncompliance and requires daily medication supervision. 
Ideas of what to include in a referral based on individual’s needs- 
· Ongoing Titration/rationalisation of medication 
· Medication supervision 
· Monitoring of mental state and risk 
· Linkages to AOD Services
· Linkages and liaison with primary care supports (GP, PP, psychologist)

Targeted Long-term interventions/ Case-management: 

Reason for referral- 
· LTI – for people with Diagnosis of Major Mental Illness with lack of capacity to manage their wellbeing in the face of significant psychosocial vulnerabilities.
· Where there is a clinical need for treatment and support by a community mental health team, this treatment cannot be provided by other services or health professional and requires psychiatric treatment and support within a recovery framework.
Ideas of what to include in a referral based on individual’s needs- 
· Monitoring of mental state and risk 
· Ongoing psychoeducation
· Titration\ rationalisation of medication 
· Further diagnostic clarification- including specific diagnostic Ax 
· Vocational education and employment linkages 
· AOD education and support and linkages 
· Development of a joint recovery plan, based on the needs and preferences of the consumer and their family/carer to support to achieve recovery goals 
· Focus on specific clinical interventions 
· Linkages to primary care supports (GP, PP, psychologist)
· Linkages to specific community supports - NDIS, family violence services, psychosocial support, family therapy services, Centrelink, housing services. 
· Monitor physical health and offer screenings
· Forensic assessments 
· Ongoing psycho education
· Short term therapy- Be specific (what sort of therapy) 
· Medication support
· Family therapy and support

4.3.4 Contact details of the referral services
Please see appendix 8 for the list of contact details of the services.

Unsure of what Community Team the client should be referred to 
Website to assist with MH catchment areas- Place this in google Accessing Mental Health Services - Victorian Government Health Information, Australia and you can search by suburb! 


5 Medico-legal issues

5.1 Mental Health Act 2014
In 2014 a Mental Health Act was implemented, with an ongoing focus on providing least restrictive treatment to consumers.  The new Act had greater focus on recovery and engaging consumers in decision making regarding their own treatment.  Consumers are presumed to have capacity and a dignity of risk even if the decision they make is not consistent with the treating team’s recommendations if there is no indication of impaired capacity.  The new Act also focuses on greater involvement of carers.  

Paperwork requirements:
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	AO – Made by a medical or mental health  practitioner following examination if the consumer appears to have a mental illness
TTO – made by consultant psychiatrist following examination of the AO and compulsory criteria. Duration of up to 28 days
TO – made by Mental Health Tribunal only.  
ECT application signed by the consultant psychiatrist. 
Report on Compulsory Treatment (RCT) MHT 3




Consumers must be provided with a statement of rights and given ongoing education regarding their rights under the MHA with any change in legal status and as part of regular reviews.

5.2 Mental Health Tribunal (MHT)
MHT hearings are held at NPU every second Wednesday every Thursday commencing at 9.30am, at Hotham st on Monday morning and Noogal Clinic on Tuesday afternoon. Ad hoc hearings will also be scheduled when required.

Hearings are held via MS Teams Link. These will be forwarded when received, to the treating team on the IPU or admin at CMHS, by the MHT Coordinator, usually 3 days prior to the scheduled hearing.

Hearing are being conducted via MS Teams Link with 3 tribunal members, including a lawyer, psychiatrist / registered medical practitioner and a community member. 

IPU hearings are conducted in the handover rooms on ward 7 & 8. Please ensure all participants are in the room 5 minutes before scheduled hearing time so you can log onto the computer etc. Hearings can also be held in the interview rooms when necessary – ICA High Risk Consumer.  

MHT coordinator will e-mail updated MHT schedules – weekly. Any scheduling preferences or requirements to be discussed well in advance and the coordinator will endeavour to accommodate requests however MHT hearings are a legislative requirement and therefore are to be prioritised.

It is imperative that MHT coordinator be advised of any discharges (variations) / transfers (and provided with a copy of legal paperwork) ASAP to be able to facilitate re-listing any relevant hearings.

5.2.1 Process and Preparation for a Mental Health Tribunal
Notice of hearing received by MHT coordinator from the Mental Health Tribunal registry and given to Nurse in charge and copy placed in patient file; hearing date added to electronic whiteboard.

Hearing added to NAMHS schedule – e-mailed to teams by Mental Health Tribunal coordinator weekly – times TBC

Discuss upcoming hearing with consumer / carer / nominated person etc.  Inform consumer of their rights and clarify if they would like legal representation, view their file and feed back to MHT coordinator via e-mail.

Complete MHT 3 (report on compulsory treatment) – typically completed by registrars / HMO and key clinicians, then reviewed and signed / approved by consultant psychiatrist (Report can be commenced prior to hearing notification and saved and then added to / completed during episode of care / treatment)

Completed report on compulsory treatment to be given to consumer, carer and tribunal coordinator at least 2 business days prior to hearing (meet with consumer to discuss report).  

Notify tribunal coordinator of any requirements for hearing ie interpreter required, potential security issues ASAP.

Notify tribunal coordinator of any changes in compulsory treatment ie revocation of order.

5.2.2 Tribunal Hearing
Be available at scheduled time (the tribunal may not be on time though endeavour to stick to allocated times – tribunal coordinator will keep you updated regarding any delays in hearing times)
Facilitate consumer attending hearing, either with nursing staff assistance or accompany the consumer yourself.

Present the report to the tribunal re: request for compulsory treatment, supported with clinical reasoning, risk issues and capacity (this is vital to do well), and demonstrated awareness of consumer preferences, mental health including history and present, the impact of psychotic symptoms on decision making, and the view of carers.  

In the event consumer is discharged there are inter service agreements regarding MHT currently listed which include:  Hearing will remain listed with NPU if hearing is 7 calendar days or less from discharge.  If hearing is 8 or 9 days from discharge – usually the IPU unless the consumer has been seen by the receiving service previously- the treating teams can negotiate with the receiving service as to who will facilitate the hearing. 10 days after discharge the hearing will be re-listed with community treating team. The MHT 3 report should be commenced upon client being place on a TTO as this will assist completion when the hearing is scheduled and also assist if another service facilitates the hearing – CMHS, other IPU. 

5.2.3 Victoria Legal Aid (VLA)
VLA contact the MHT coordinator weekly for a list of hearing for the week, they will contact the IPU each Wednesday to consult with clients scheduled for hearings on Thursday offer their services to represent those consumers. Information is also given to consumers when they receive the Notice of Hearing so they can contact VLA themselves.

VLA will email MHT coordinator to request a copy of the report for any consumers wishing to have assistance.

VLA act on the advice from the consumer.

Consumers have the right to legal representation

5.2.4 Advanced Statements Nominated Persons and your responsibilities
Advanced Statements were introduced with the MHA 2014 to better engage consumers in their treatment planning and decision making.  The advanced statement is a written document whereby the consumer can express their preference for treatment in the event they become unwell and are treated as a compulsory patient.  The AS pertains to treatment interventions including medication and ECT only.  

Patients can express other preferences in the additional information section, including restrictive interventions, sensory interventions, and other information they would like conveyed to the treating team ie arrangement for dependants / pets that need to be looked after, management of financial matters etc.  Advanced Statements are made in writing and witnessed and the consumer must be able to articulate understanding of what the advanced statement means.

Nominated Persons was also introduced with the MHA 2014 and is a written, signed document whereby the consumer identifies a person they wish to be involved in their treatment and act on their behalf should they become unwell and are treated as a compulsory patient.  

There are requirements for both the advanced statement and nominated person and should you have any queries please speak to the MHT coordinator.

5.3 Capacity Assessment
Capacity is the ability to give informed consent to a particular treatment at a particular time. The Mental Health Act 2014 requires clinicians to presume that all people receiving compulsory mental health treatment have the capacity to give informed consent to treatment. This presumption of capacity may be rebutted if there is evidence that the person does not have capacity to give informed consent at the time that the treatment decision needs to be made.

A person has capacity to give informed consent to treatment or medical treatment if they:
· understand the information that is given to them about the treatment
· can remember the information relevant to the decision
· can use or weigh the information relevant to the decision
· can communicate the decision.

The Act contains the following guiding principles to determine whether a patient has capacity:
· capacity to give informed consent is specific to the decision that needs to be made.
· a person’s capacity to give informed consent may change over time.
· it should not be assumed that a person lacks capacity to give informed consent based only on their age, appearance, condition or behaviour.
· a determination that a person lacks capacity to give informed consent should not be made only because the person makes a decision that could be considered unwise.
· an assessment of a person’s capacity should occur at a time and in an environment in which a person’s capacity can be most accurately assessed.

The authorised psychiatrist may make a treatment decision for the patient. The requirements are that:
· the person has no capacity for informed consent, or has capacity but has refused
· the treatment is not electroconvulsive treatment (ECT), and
· there is no less restrictive way to treat the person, other than the treatment proposed by the authorised psychiatrist.

5.4 ECT APPLICATIONS
The Mental Health Tribunal determine whether ECT is an appropriate treatment for consumers subject to compulsory treatment and who are unable to provide consent or are assessed to lack capacity and who refuse ECT. 

5.4.1 APPLICATION FOR ECT
The application for ECT is signed by the consultant psychiatrist and given to the MHT coordinator.  The treating team should advise the MHT coordinator of the urgency of the hearing timeframe and clinical rationale for requested timeframe, as well as the current diagnosis of the patient.  There is a list of questions to be answered, and emailed to the MHT coordinator, these will then be sent to the tribunal for them to consider and approve the application.

· Application for ECT form
· Note the diagnosis.
· Hand to MHT admin for data entry to CMI
· Consultant to answer the following questions, - to be submitted to the registry prior to ECT app approval.
· Does the patient want, and are they able, to attend the hearing?
· Does the patient want their carer, nominated person or other support person to attend the hearing?
· Does the patient want legal representation at the hearing or advice from an independent mental health advocate before the hearing?
· When will the report be prepared and explained to the patient?
· What is the proposed hearing date? (wherever possible the registry will list an application for an in-person hearing)
· What is the proposed date of first treatment? 
· If the application is lodged as urgent what are the reasons, and in particular, is it necessary to: 
· save the life of the patient or 
· prevent serious damage to the health of the patient or 
· prevent the patient from suffering significant pain or distress?

The ECT hearing will be listed between 1-5 days of the date of application, any hearings considered urgent must have clear clinical reasoning for the urgency.

A copy completed, signed and date MHT6 (Report for ECT) must be given to the consumer as soon as practicable – where possible this should be at least 2 business days prior to the scheduled hearing. 
The original completed signed MHT6 must be given to the MHT coordinator at least 2 business days prior to the hearing, or as soon as practicable.

Please ensure MOCA (cognitive assessment) and capacity assessment are documented well. 

5.4.2 URGENT ECT APPLICATIONS AFTER HOURS
On Sundays and public holidays you can initiate an emergency application in consultation with the on call consultant psychiatrist (as the application must be signed by a consultant).  Once the application is completed phone 0412 250 177 to discuss the application and a decision will be made by the MHT registry who will advise of the steps and fax number / e-mail to forward report etc. 

5.4.3 Mental Health Act Tribunal Support Clinicians
Mental Health Tribunal coordinator – Karen Carroll located in office in NPU allied health corridor next to the conference room. The contact number is 8405 8874

5.5 The Medical Treatment Planning and Decisions Act 
Medical treatment may only be provided to a person after there has been a medical treatment decision. If the person has decision-making capacity, they must either consent to or refuse the medical treatment. If the person does not have decision-making capacity in relation to the decision to be made, their medical treatment decision maker must make the decision.

Specifically, the pathway for the voluntary clients who lack capacity to consent to the ECT is listed below:
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6 Clinics of NHMHD

6.1 Inpatient Unit (IPU)
IPU provide acute voluntary and involuntary care for consumers in a general hospital. There are several IPUs within NH MHD including NPU1, NPU2, NPU3 and BIPU. IPU teams are multidiscipline team including medical staff, nursing staff, social workers, psychologists, occupational therapists, ATSI workers, peer support workers, family support workers and lived experienced workers. 

Doctors working in different teams in IPU. Typically a full time FET consultant will work with 2-3 JMS including one full time registrar (or senior registrar) and/or HMOs and interns. The team will look after about 10 beds (including usually 1-3 ICA beds).
Nursing staff work a rotating roster throughout the week.  In the day there are six nurses per shift, and overnight four nurses.
Each consumer will be allocated a contact nurse every shift, these will be posted on the large electronic screens in the staff stations.
Please request that nursing staff attend medical review with you – they can provide valuable input.  If nursing staff are unavailable please update the nurse following the completion of the medical review.


6.1.1 NPU 1 and 2
Northern Psychiatric Unit (NPU) 1 and 2 are both 25 bed units located on the ground floor near the staff parking building in the Northern Hospital. In the Northern Hospital they are called ward 7 and 8. NPU 1 has 20 Low Dependence Unit (LDU) beds and 5 Intensive Care Area (ICA) beds. ICA is also called High Dependence Unit (HDU) in other mental health services. NPU 2 is a 25 bed unit with 5-7 HDU capacity. All NPU2 rooms are single rooms with en suite.

6.1.2 New NPU
The new NPU is located at the front of the Northern Hospital. It is a building with 2 floors of wards. On each of the floors, there are 5 ICA beds and 10 LDU beds. All rooms are single rooms with en suite. The new NPU will be open in 2023.

6.1.3 BIPU
Broadmeadows Adult Acute Psychiatry Inpatient Unit (BIPU) is located at the rear of the Broadmeadows hospital, next door to the Broadmeadows Aged Psychiatry Inpatient Unit and the McLellan House.

6.2 EMH and CL
Northern EMH services is located in the Northern Hospital in Epping. It provides consultation, liaison and assessment of patients who presented with mental health and/or AOD issues. It’s comprised of 6 Specialist Service components including HOPE:

6.2.1 Consultation Liaison (CL) psychiatry
Role of Registrar
· At the start of the day look for any messages on the pagers, message bank, emails and handover sheet for new referrals, ongoing patients on CL handover sheet for review that day and clients awaiting admission and update handover board accordingly. The CL handover can be found as CL handover within the NAMHS EMH folder.
· The CL handover sheet is printed and work discussed and assigned between the registrars and the CL nurse following the update of the handover board.
· All patients on the handover sheet are discussed with the consultants in the morning with a time set aside later in the day for patients requiring review by the consultants including any assessment orders.
· The patients are reviewed and assessed during the day and discussed with consultants post review when required. The assessment and the plan is documented in the clinical notes of the patients in the paper file.
· Liaison with the home team, referrers, family and other relevant stake holders to inform of the recommendations post assessment.
· Appropriate referrals are to be made for patients requiring follow up by GP or if needed handover back to private practitioners or area mental health services.
· Attendance at weekly educational grand rounds is expected that is held on a Tuesday between 12 to 1 PM in the large conference room of Ward 7 (NPU1) or online.
· CL Registrars are expected to provide Cover for EMH if required when the EMH registrar is not available.
· The CL registrar is also invited to present once a year at the clinical grand round at the Northern Hospital. There is a roster for these presentations and the date and time is informed by the principal registrar either at RMH or the Northern Hospital.
Each registrar has a principal supervisor during the rotation and gets weekly one to one direct supervision and should discuss the time and day of the week for the same.

6.2.2 EMH
Role of Registrar
· Specialised medical/psychiatric input to EMH
· Clinical leadership and governance to EMH
· Collaborative role with non-psychiatric specialties
· Clinical and Academic expert opinion and support to non-psychiatric specialities, eg: ED (education)
 Daily processes:
· The registrar is available Monday to Friday during business hours.
· Handover process at commencement of shift – at handover (08:00am) or on arrival
· Prioritise input based on clinical urgency – eg; EMH vs AOD or vice-versa
· Dual assessment with EMH clinician where appropriate
· EMH may request a review by the registrar in complicated presentations including frequent presentations in the ED.
· Psychiatric consultation (primary or secondary) on discussion with EMH clinicians for EMH patients in ED as clinically appropriate
· The registrar is expected to attend the EMH handover at 1500hrs
· The assessment and plan are documented in patient’s clinical notes.
· The registrar has a principal supervisor during the rotation and gets weekly one to one direct supervision and should discuss the time and day of the week for the same.
· Attendance at weekly educational grand rounds is expected that is held on a Tuesday between 12:00pm to 1:00pm in the large conference room of Ward 7 (NPU1).

Sometimes EMH registrar can be required to provide clinical support to Consultation Liaison Psychiatry (if resource constrained)

6.2.3 Perinatal
Role of Registrar
· Assess and treat women with a history of mental illness and/or signs or symptoms of emerging mental illness during pregnancy and up to 6-weeks postpartum who are booked to deliver, or have recently delivered, at Northern Hospital.
· Treatment incorporates bio-psycho-social-cultural domains and takes into account the mother-baby dyad.
· Write clear, concise notes in CPF in a timely fashion.
· Liaise with other members of the perinatal/CL team, Northern Hospital and outside agencies (e.g. Child Protection).
· Formulate in-patient management plans, when necessary, and ensure all interested parties are aware of same, e.g. extended stays post-delivery, Lithium dosing.
· Liaise with the maternity ward (by reviewing daily inpatient list and taking referrals) and provide ward reviews when indicated and in conjunction with general CL.
· Provide clinical leadership to the non-medical members of the perinatal team when consultant not available.
· Escalate any concerns to consultant in a timely fashion. When perinatal consultant not working, CL consultants provide cover. 
· Attend clinical review with the perinatal mental health team.
· Attend supervision with the perinatal consultant.
· Present education sessions when required.

6.2.4 EMH AoD 
The NAMHS EMH Alcohol and Other Drugs (AOD) Service started in early 2015 with funding from the Department of Health and Human Services, Victoria under the ‘Better responses to Alcohol and Other Drug Presentations in Victorian Emergency Departments’ initiative. 

The AOD Service is provided by NAMHS and is based at the Northern Hospital. The service operates both as a direct service delivery model in ED and a Consultation Liaison model for the inpatient wards .It provides primary and secondary consultations to Emergency Department, Short Stay Unit (SSU), Emergency Observation Units (EOU) and other Medical and Surgical units of the Northern hospital. There is a clear referral pathway developed for AOD referrals using phone and Medtasker.

The service initiates substitute pharmacotherapy for Opioid dependence for admitted patients with complex medical history, and works in collaboration with acute pain service team in the hospital. On discharge, this cohort of patients will be linked in with a community prescriber (GP) and community pharmacy for continuation of treatment

The service supports consumers to link in with pharmacotherapy and needle and syringe programmes (NSPs).

Objectives:
· Improve rates of identification of AOD patients
· Timely access to appropriate screening and assessment of AOD related presentations
· Provide enhanced treatment responses and Brief Interventions BI)
· Improved rates of access to appropriate treatment services  in the community
· Strengthening patient referral pathways and providing a collaborative approach to care through engaging external community stakeholders and resources within the hospital network. 
· Provide support and information to families and carers.
· Provide a continuous and comprehensive AOD service to patients’ afterhours which will increase flow by reducing length of stay and reduction in the number of re-presentations.
· Capacity building of clinical staff to improve skills and confidence in responding to patients with alcohol and other drug related issues.

Referral process:
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JMS Role and responsibilities:
· Work with ED and hospital ward staff to improve screening, identification, assessment, clinical treatment and discharge planning of patients presenting with AOD/Dual Diagnosis issues.
· Provide secondary consultation as required.
· To facilitate targeted and assertive follow up to patients as identified.
· To provide education and training support for staff in ED and wards, EMH and CL in targeted Drug and Alcohol Areas. 
· To actively participate in any research or evaluation processes related to the target group.
· To ensure services are delivered in a culturally sensitive manner.
· Maintain regular communication and feedback with supervising consultant.
· Weekly individual supervision with consultant psychiatrist.
· Participate in weekly AOD specific clinical reviews.
· Provide continuous cover for AOD service as required. 
· Maintain clinical contact information including CMI contacts, registration forms, and discharge forms as required.  

6.2.5 NPACER
The NPACER service is a collaborative response between Victoria Police, Ambulance Victoria and the NAMHS. The service provides comprehensive mental health assessment and consultation to those people who meet the criteria for sec 351. It is designed to reduce time spent by operational police units with those people who present with mental health, and / or risk issues, and to reduce the amount of time spent by Police in Emergency Departments.

The model has a focus of early intervention and assessment by skilled and experienced Police Officers and Senior Mental Health Clinicians as a means of ensuring timely, appropriate and effective decisions regarding the most appropriate disposition for each referral. This approach will result in a highly effective use of resources as well as prompt, “client centered” decisions regarding transportation of clients that will consider the client’s safety, privacy and dignity, resulting in resource and time efficiencies in the process for all involved.

NPACER DAILY ACTIVITY
· NPACER clinician should present to Epping police station at 15.00 to work alongside a designated NPACER officer  as the 2nd responders  under the call sign of Epping 290 
· Police advised D 24 NPACER / Epping 290 working and monitoring radio between the hours of 1500hrs – 2230hrs providing NPACER mobile number for potential contact 
· NPACER clinician and police monitor police radio, police making checks on LEAP, NPACER clinicians checking CPF and CMI re potential referral liaising with 1st responders providing mental health contact and relevant information to support  police decision making regarding potential Section 351s
· NPACER clinicians recording all contact information for client  in NPACER RED book including; clients name, DOB, UR and CMI  numbers, address, 1st responders details, presenting situation and information provided to police
·  If client placed under section 351 by 1st responders and refereed to NPACER clinician, where possible if client NOT intoxicated /drug affected, doesn’t require medical attention. NPACER assessment should  be completed in the community ( client actual location) or back at the 1st responder police station, rather than 1st responders presenting to the emergency department 
·  If client assessed in the community, 1st responders need to complete section 351 paperwork, to be signed by NPACER clinician with 1st responders being released at NPACER clinicians digression 
·  If 1st responders need to present to the ED, NPACER clinician must inform ANUM in charge ext 52609 and EMH clinician of pending arrival and meet 1st responders in the ED  to complete assessment 
· NPACER clinician on arrival to ED discuss with police any further information re clients behaviour and police involvement and  sign off 1st responders Section 351 paperwork releasing police providing a photo copy of the white Section 351 documentation, the NPACER clinician completes an assessment of the client that includes; MH1,  transition DC summary, risk assessment, which is also documented into CPF, a copy of all documentation and green copy of Section 351 paperwork is left in the patient cubicle with hand over and plan proved to ED staff
· If client assessed by NPACER clinician and the client is discharged  NPACER clinician where possible should refer to relevant follow up where possible, if not possible place clients details and preferred follow up details on the EMH referral board    
· If the client is flagged for an admission, (from the ED or community) the NPACER clinician should liaises with EMH Access 0438 930 984 regarding bed status, if there is a bed, the NPACER clinician, should liaise with the relevant IPU providing handover (if client in the community NPACER should accompany client to the relevant IPU (with without MAS and or 1st responders) completing all necessary documentation. IF THERE IS NO BED (client assessed in the community) client should be transported to the ED by NPACER with or without police backup 1st responders and / or MAS to await admission or further review by EMH
· All client information should be recorded NPACER RED book including ; clients name, DOB, UR and CMI  numbers, address, 1st responders details, presenting situation with outcome of assessment 
· NPACER police officer completes a running sheet which is placed in the Epping Sargent’s tray with any Section 351 paperwork at the end of the shift 



6.2.6 HOPE
The HOPE service provides support to individuals referred from the Emergency Department, medical wards, Northern  mental health inpatient units, or NAMHS community teams post a suicide attempt or displaying serious suicide ideation, intent or planning in the City of Whittlesea, and Darebin catchment areas. HOPE will support clients for a period of 12 weeks, providing assertive and coordinated care post-discharge. Engagement will take place via both outreach and clinic based therapeutic interventions to reduce the risk of suicide re-attempts and deaths by suicide. 

In keeping with the goals of the Victorian suicide prevention framework 2016–25, the NAMHS HOPE service aims to build resilience in individuals who have made a suicide attempt by providing intensive and individualised therapeutic care and psychosocial support. The NAMHS HOPE  service  is  a multidisciplinary team and each client will be allocated a Psychosocial Support Worker and Mental Health Clinician to deliver practical support and evidence based therapeutic interventions to address the unique social, economic, historical and environmental factors that have contributed to, or continue to contribute to, a person’s suicidality. 

NAMHS is committed to partnering with Beyond Blue to incorporate ‘The Way Back’ service components within the NAMHS HOPE Model.

HOPE delivers practical support and evidence based therapeutic interventions to address the unique social, economic, historical and environmental factors that have contributed to, or continue to contribute to, a person’s suicidality.

6.2.7 Broadmeadows CL team
NWAMHS provides CL support for the Broadmeadows hospital located in Broadmeadows hospital.

6.3 Community Care Team
Adult Community Teams provide specialist mental health assessment, care and treatment for people across seven community-based locations in north and northwestern metropolitan Melbourne. When a person is admitted to our Community Team, a key clinician and a treating doctor are allocated to work with them. Our Community Teams work in collaboration with the person, their General Practitioner, private psychiatrist, family/carers and other supports as appropriate. Together they work on a plan to support recovery. The type of support and intervention provided by our Adult Community Teams depends on need and varies in duration from a few weeks to a much longer period of time. Care is provided by a multidisciplinary team seven days a week, from morning to mid evening. NAMHS has 2 community care teams: Hotham St clinic and Noogal clinic. NWAMHS has Hume community team and the other one is Coburg and Brunswick Team.

6.3.1 Noogal clinic
The Noogal clinic or Whittlesea community team is located at 16-20 Oleander Drive, Mill Park VIC 3082. Downstairs is the TBI part of the clinic and the upstairs is for the other component of the clinic. In the past it was called NAMHS community team north and was located in Epping. The Suburbs within Noogal clinic catchment are: Beveridge, Donnybrook, Doreen, Eden Park, Epping, Humevale, Kinglake West, Lalor, Mernda, Mill Park, South Morang, Whittlesea, Wollert Woodstock and Yan Yean (part). The Executive Administration of NAMHS is located on the first floor.

Dr Kausik Goswami is the Lead Psychiatrist of Noogal clinic.

6.3.2 Hotham Street clinic
The Hotham Street clinic or Darebin community team is located at 83 Hotham Street, Preston South VIC 3072. The Hotham clinic was merged with NAMHS central and south team, thus it is bigger than Noogal clinic. The catchment area of Hotham St clinic includes Alphington (part), Coburg (part), Coburg North (part), Fairfield (part), Macleod (part) Northcote, Preston, Thornbury, Reservoir, Thomastown, Bundoora (part) and Kingsbury. Hotham Street clinic is just 5 minutes’ drive to NAMHS CCU and PARC, and is very close to local VAHS and ReGen. 

Dr Aniket Shukla is the Lead Psychiatrist of Noogal clinic.

6.3.3 Hume community team
The Hume community team is located in the Broadmeadows Hospital at 35 Johnstone Street, Broadmeadows. The catchment area of Hume community team includes Attwood, Broadmeadows, Coolaroo, Craigieburn, Dallas, Gladstone Park, Greenvale, Jacana, Meadows Heights, Mickleham, Oaklands Junction, Tullamarine, Westmeadows and Yuroke.

6.3.4 Coburg and Brunswick Team
The Coburg and Brunswick community team is located at Level 1, 130 Bell Street Coburg. The catchment area of Coburg and Brunswick community team includes Brunswick, Brunswick West, Brunswick East, Brunswick North, Moreland, Campbellfield, Coburg, Fawkner, Glenroy, Hadfield, Oak Park, Pascoe Vale and Pascoe Vale South. The Executive Administration of NWAMHS is located here.

6.4 Community Care Unit
Community care units (CCU) provide a structured residential environment in a community setting, with 24-hour on-site clinical staffing. As well as ongoing clinical interventions, CCUs provide an opportunity for community living and aim to enhance consumers' daily living skills and their quality of life. 

6.4.1 Northern Community Care Unit (NCCU)
Northern CCU was commissioned in 1996 with 20 beds across nine units with one, two and three bedded units. We have a multidisciplinary staff complement of 35 including nurses, occupational therapists, social work (1 FTE) clinical psychology (0.5 FTE), psychiatric registrar (0.5 FTE) and a consultant psychiatrist (0.5 FTE).   

Eligibility:
This service is aimed at consumers within the Northern Area Mental Health Service (NAMHS) catchment area between the ages of 16 and 64 with severe ongoing or recurrent symptoms, comorbid conditions, difficult behaviours, are prone to relapse and often have a history of multiple inpatient admissions, may have difficulty in complying with treatment and have marked disability in terms of everyday functioning. Given the complexity of consumers' treatment and rehabilitation needs, this consumer group typically requires a longer period of support to make gains in their everyday functioning. Usual length of stay ranges between one to two years. Consumers are expected to pay rent at the CCU.
Clearly articulated goals and willingness from the consumer to participate in the rehabilitation program are a pre-requisite. 

Referral Process
Once a consumer has been identified by the treating team by way of a clinical review as someone who could potentially benefit from rehabilitation at the CCU this is to be discussed with the consumer and any relevant carers or guardians. If there is agreement the team may contact the team leader at NCCU to discuss the referral and proceed with the required paperwork (TDS, CRAAM and NDIS updates).

A consumer may be accepted on to the wait list based on the referral documentation and review of the notes. They will receive a multidisciplinary assessment closer to when a bed might become available along with an overview of the unit. If found suitable, they will be admitted for a 6 week needs assessment period following which their rehabilitation program will start. 
The CCU will work closely with the consumer, family, carers, NDIS supports and other stakeholders to facilitate the recovery journey. 

6.4.2 Broadmeadows CCU
Broadmeadows CCU is a 20-bed unit located at 12-20 Talgarno Street, Broadmeadows, managed by NWAMHS. Broadmeadows CCU is next door to Broadmeadows PARC of NWAMHS.

6.5 Adult prevention and recovery care (PARC) services 
PARC provides the opportunity to recharge, reflect and develop new skills with the support of a collaborative team.
PARCs can often be a circuit breaker for participants to reduce distress at critical life periods. This can include preventing possible hospital admissions, or support for those leaving hospital to successfully transition back home and in the community. 
No-one understands a participant’s experience as well as they do, so we aim to work alongside the participant, their family, carers and others to support them in their journey.
6.5.1 Preston PARC
Preston PARC is a welcoming and safe environment that aims to support participant’s recovery and independence through short-term residential rehabilitation in an open unit on a voluntary basis. The program has a focus on connecting with peers and the community; supporting a strong sense of self and focus toward the future.
PARC is a supported service that operates 24/7, run in partnership between Northern Area Mental Health Service providing clinical services including psychiatric leadership and allied health support and Wellways Australia providing other support services. 
Our PARC services are aimed at people who:
· are 16 to 64 years of age and are eligible for local adult area mental health services
· no longer require acute inpatient clinical intervention and treatment but would benefit from short-term, intensive treatment and support in a residential setting post-discharge from an acute inpatient admission to strengthen and consolidate gains from the inpatient setting
· are living in the community and require short-term residential support with support and treatment to help prevent further deterioration or relapse
Our unique setting helps people start their recovery journey and resume their role in the community by providing coordinated, recovery-oriented treatment and support. There is also a role in lessening carer burden in supporting people who are unwell and receiving community treatment. We encourage links to people's natural supports and their participation in community life.
Features of PARC:
· Safe, time-limited accommodation with an average stay of 14 days 
· One to one sessions with a dedicated Recovery Worker to explore personal recovery
· A range of groups to learn and practice coping/problem solving skills
· Connection and support with peer workers 
· Opportunity to meet and learn from others.
· Psychiatric assessment and treatment – if not accessible through the usual treatment teams.
6.5.2 Jewell House - North West PARC
Wellways Broadmeadows PARC, the Jewell House, is a 10-bed unit located at 6-10 Talgarno St, Broadmeadows, managed by NWAMHS. Broadmeadows CCU is next door to Broadmeadows PARC of NWAMHS.
6.6 CAP rotation
NHMHD does not have CAP post rotation within NH. The current CAP rotation is provided by 2 services. One 1.0 FET post is provided by the Royal Children’s Hospital. The other 1.0 FET post is provided by Goulburn Valley Area Mental Health Service located in Shepparton, Victoria.
NH MHD is working with NH to develop our own CAP post located in the Northern Hospital.
6.7 Specialty Services
There are several specialty services in NHMHD.

6.7.1 Secure Extended Care Unit (SECU)
SECUs have the unique ability to provide secure, structured, recovery-oriented inpatient care, offering treatment and containment to individuals with complex care needs and severe, unremitting mental health symptoms.

Typically SECU’s provide medium to long-term inpatient treatment and psycho social rehabilitation for people who are aged between 18 and 64 years of age and have unremitting and severe symptoms of mental illness or disorder. Quite often, people with unremitting and severe symptoms of mental illness will also: have difficulty living in the community or a less restrictive environment due to behavioural disturbances or lack of capacity to live independently,  be at high risk of harm to themselves or to others’, have co-morbid conditions, including drug and alcohol problems, acquired brain injury or intellectual disability. SECU represent the highest level of care on the continuum of mainstreamed mental health.

NAMHS-Northern Health are gazetted to have access to 8 beds at the Austin Health SECU in Heidelberg which is a 25 bed unit servicing NAMHS 8 beds, NWAMHS 7 Beds, St Vincent’s Hospital 6 beds and Austin 4 beds.

For admission to SECU, consumers will have already demonstrated that they cannot be managed in a less restrictive environment. It is expected that all consumers will be comprehensively assessed by the referring AMHS, and that all alternative placements and therapeutic possibilities will have been fully explored before referral is made. 

In addition to SECU, NAMHS also has access to the SECU Diversion Program which was partly developed to address gaps in timely access to SECU beds. This initiative can enhance the capacity of specialist clinical mental health services to provide safe community based alternatives to treatment for consumers who are SECU eligible. It can also support consumers who require intensive community based treatment and support in order to be discharged from SECU. 

The program focuses on improving engagement with mental health services, supporting consumers to improve their capacity to attend to their own mental health needs, and increasing their level of independent functioning and social connectedness. Particular recognition is paid to collaboration with consumers, carers and service providers to promote self-determination and enable progress towards reaching personal recovery goals. This is achieved through a model of intensive and assertive outreach support, working closely with NAMHS treating teams to assist with planning, treatment, recovery focused goals, and instilling hope; engaging external resources and/ or specialist services to meet the consumer’s specific goals and needs; access to psychiatric, psychological, social, functional and family assessment and support, advocacy, education, employment and support developing meaningful connections with the consumer’s community; offering support in maintaining safe, secure and affordable accommodation; contributing to coordinated service provision, including wellness and relapse prevention planning and liaison and planning to establish post-discharge supports and minimise the risk of relapse. 

The referral process for both SECU and the SECU Diversion Program is via the SECU Liaison and Diversion Team Leader/ coordinator, who will take queries and support treating Teams with the referral process. SECU Liaison/ Diversion TL’s Contact numbers are NCCU Tel: 7025 0800 or mobile: 0409 777 823.

6.7.2 The Forensic Clinical Specialist (FCS) Program in NAMHS
The NAMHS Forensic Clinical Specialists are Alarna Spierings & Douglas Mponda and provide coverage to all NAMHS service areas. 
· The Forensic Clinical Specialist Program (FCSP) is a state-wide program established to build forensic mental health expertise and capacity in Victoria’s specialist mental health services. 
· Centrally coordinated by Forensicare, the FCSP is delivered in partnership with local specialist mental health service providers. 
· FCS’ are embedded within AMHS to enhance sector capacity and support the effective management and treatment of consumers vulnerable to contact with the justice system. 
· Primarily a consultancy resource for clinical AMHS and non-government Mental Health Community Support Services (MHCSS), the FCSP is also a key liaison point in the support of effective collaboration between mental health services and the Justice system. 

Core components of the role include:
· Provide advice, secondary and primary consultation to frontline staff across NAMHS
· Sourcing relevant collateral information from police, justice and correctional services, within legislative guidelines. 
· Key contact point with services like Corrections, Police, Courts, Prison based mental health services, Forensicare, AMHS & MHCSS
· Improve access to Mental Health Services to persons exiting the justice system through coordination between MH and Justice Systems.
· Provide oversight for staff supporting Forensic patients subject to special court orders and those considered at high risk of criminal & violent behaviours.
· Offender Specific Risk Assessment using (Structured Professional Judgement Assessment Tools) for the following behaviours of concern; violence, threateners, sexual offending, querulous complainants, general offending and stalking 
· Provide education and training to clinical and MHCSS on risk and Forensic related issues 
· Participate in the review of select clients (in case conferences) related to clients who present with challenges related to aggression & risk
· Core members in RAMP (Risk Assessment and Management Panel, Family Violence) and NAMHS High Risk and Review Panel (HRRP) 
The Forensic Clinical Specialists are located at 2-4 Pleasant View Drive, Preston 3072
	· Email:    alarna.spierings@nh.org.au 
	· Email:  Douglas.Mponda2@nh.org.au

	· Phone:  7025 0800
	· Phone:  7025 0800

	· Mobile: 0427 648 922
	· Mobile:  0437 623 761


The Email should contain:
· Referring person contact details and location 
· Consumers local UR 
· Reason for referral in summary identifying concerns

6.7.3 Mental Health-Forensic Interface Team (MH-FIT)
The Mental Health-Forensic Interface Team (MH-FIT) is a multidisciplinary team.  We provide services in the North & West of Victoria. We work with people who have been referred to us by Victorian Fixated Threat Assessment Centre (VFTAC), police or other area mental health services.
We assist with engagement of the client, treatment, specialist assessment, risk formulation, intensity & frequency of service provision, brokerage, court attendance and support.  We assist in directing clients into positive outcomes utilising a recovery model that can minimise or prevent the possibility of negative outcomes for the person and community.
MH-FIT is an enhanced clinical service for individuals in the North and West of Victoria who are identified as having a mental illness and are a moderate to high concern of lone actor grievance-fuelled violence. The role of the team is to provide direct clinical care, consultation support and brokerage services to this client group, and to support other AMHS to manage these clients.
VFTAC has a number of components.
1. The VFTAC. This is staffed by Victoria Police and Forensicare and is charged with assessing and stratifying risk/concern and in some instances determining a service response in regard to persons of interest (POIs) who (Phase 1) make threats against public office holders and (Phase 2) POIs who express ideas of radicalism and extremism to the extent that the general public may be placed at risk.
1. VFTAC Clinical Service Enhancements. Melbourne Health and Monash Health have each been funded to operate clinical service enhancements statewide. Monash Health provide these services in the south and the east of Victoria and Melbourne Health in the north and the west of Victoria. The clinical service enhancements include;
1. Mobile Support Team function to provide assertive case management to +/- 20 consumers
1. Additional funding for SECU -  which could be related to additional nursing or security costs, or brokerage funding for SECU Diversion type packages of care
1. Additional funding for PARC - which could be related to additional nursing, medical  or security costs, or brokerage funding for packages of care
The NWMH element of this service is responsible for coordination of services for Northern and Western Victoria working closely with a variety of mental health and other support services across metropolitan and rural areas. 

The service provides an Assertive Community Treatment (ACT) model of care characterised by lower caseloads, community based treatment (outreach/intensive) and a team based approach. This may include but is not limited to, medication management, psychosocial support and referral (housing, financial, vocational), counselling, crisis admissions/assessments, motivational interviewing for dual diagnosis, offence chain analysis and CBT for comorbid conditions. The MH-FIT clinicians liaise closely with VFTAC, Monash Health and DHHS.

6.7.4 Substance Use and Mental Illness Treatment (SUMITT)
Substance Use and Mental Illness Treatment Team (SUMITT) is part of the Victorian Dual Diagnosis Initiative, funded by the Victorian Department of Health and Human Services, to strengthen the dual diagnosis capacity of staff in adult and youth mental health.
We provide leadership, advice and clinical expertise on the provision of evidence-based treatment and care to those who experience co-morbid mental health and substance use disorders.
Our vision is for consumers with a dual diagnosis to receive integrated treatment adapted to their individual needs. We provide:
· Clinical services
· Workforce development
· Service development
· Leadership and knowledge advancement
· Partnership development

SUMMIT is a multi-disciplinary team, supported by a consultant psychiatrist and psychiatric registrar.

6.7.5 NAMHS Eating disorder Service
The role of the NAMS Eating disorders service is to: 
· Improve identification, assessment & management of consumers with eating disorders 
· Support consumers to access appropriate treatment & reduce hospitalisation 
· Monitor & reduce associated risks (physical & psychiatric) in conjunction with primary & acute health services. Primary Consultation 
· Collaborative assessment 
· Collaborative treatment planning Secondary Consultation 
· Treatment & management planning 
· Case conferences 
· Reflective space Tertiary Consultation 
· Training, education, capacity building 

To refer please email & provide diagnosis (if diagnosed) or detail regarding ED behaviours. 

The inpatient treatment of NAMHS eating disorder consumers is provided by the Body Image & Eating Disorders Treatment & Recovery Service (BETRS), which is a collaborative partnership between the mental health programs of Austin Health and St Vincent’s Melbourne. BETRS provides services for people who reside in the catchments of the Northern and Eastern Area Mental Health Services of metropolitan Melbourne, and the Goulburn and North Eastern Hume Area mental Health Services of rural Victoria. Referrals for BETRS can be discussed with eating disorder clinician prior to submission. 

6.7.6 NAMHS Personality Disorder Service (PDS)
Personality Disorder Initiative has been established by the Office of the Chief Psychiatrist (OCP) within the DHHS. The OCP will oversee the implementation of the initiative and the performance management of NAMHS will be the joint responsibility of the OCP and Programs & Performance Mental Health Branch. 

Objectives of the PD Initiative are to: 
· Improve the confidence & capability of clinical mental health system to effectively engage & treat people with severe high risk personality disorders, 
· Ensure eligible people with severe personality disorders can access high quality evidence based mental health treatment & care to improve quality of life and capability to better self manage their condition 
· Reduce the risks associated with person’s personality disorder, particularly risk of suicide/self harm & harm to others 
· Reduce avoidable need for more intensive acute mental health services. Enhance the use of health system by providing treatment and care in the community 
· Develop a sustainable collaborative relationship & clear referral

NAMHS Personality Disorder Service aims to increase the capacity and skills of clinicians of all teams across all program areas to provide clinical services to consumers with a personality disorder that is consistent and in line with best practice. The intended outcome for consumers will be ease of access to NAMHS mental health services, access to interventions that enhance recovery and reduce crisis and risk of death. The service will have capacity to provide psychotherapeutic treatment to a small identified number of NAMHS consumers. 

The target group for the Personality Disorder Service is: 
· Registered consumers aged 16 and over 
· Have, or who are suspected of having, a personality disorder 
· At high risk of suicide or self-harm 
· At risk of harm to others, including those who present public safety concerns (i.e. have violent and aggressive behaviours) 
· Who do not require the most intensive intervention that would ordinarily be provided by Spectrum Personality Disorder Service for Victoria. 

NAMHS Personality Disorder Service can provide:
· Primary Consultation 
· Second opinion 
· Psychological assessment 
· Limited treatment (both individual & group) 
· Secondary Consultation 
· Treatment and management planning 
· Case conferences 
· Reflective space 
· Supervision 
· Tertiary Consultation 
· Training workshops 
· Education sessions 
· Capacity building 

Referral Process In the first instance please contact the Personality Disorder Service via phone or email. We will then take you through information that we require and establish what support the service can provide. Please note that we will be available during business hours Monday to Wednesday. Referrals received outside of this time frame we will return your call on our next working day. 

The PDS also functions as an interface between NAMHS clinicians and Spectrum. Please contact the PDS in the first instance when considering referrals to Spectrum to determine consumer suitability.

7 Education and Training Programs in MHD

There ae several types of education and training programs available in MHD.

7.1 Regular Education and Training sessions
NAMHS is running a weekly Education Forum chaired by Dr Yang Yun every Tuesday from 1200-1300 located in the conference room in NPU. Since the COVID pandemics, it was moved to online through the MS Teams platform. The Education Forum is a one hour session presented by invited external speakers (national or international), MHD consultants, NAMHS junior doctors and allied health member (such as Social Worker or Occupational Therapist) of NAMHS. The content of the presentations could cover different areas including research, clinical or psychosocial related topics. NAMHS trainees and SIMGs are encourage to present a journal club, case report or clinical discussions as part of their WBAs. Laureen Fisher will send out the invitation including the topic and the link every week.

NWAMHS is running a JMS journal club from 0830-0930 every Wednesday in the Broadmeadows IPU. Similar to NAMHS Education Forum, it has been moved to online through the Webex platform since the pandemic. You will receive the invitations.  

Dr Suresh Yadav is chairing the MHD JMS Education programme in NPU conference room every Tuesday from 1200-1300. This face to face programme is specifically designed for 1st year trainees and junior SIMG registrars. 

The Written examination preparation will be provided by Dr Vaskar Chakraborty from NAMHS and Dr Karuppiah Jagadheesan from NWAMHS with the input of other experienced NHMHD consultant psychiatrists.  Usually they will provide two 90 minutes sessions weekly, usually from 1530-1700 every Thursday. Dr Raju Lakshmana, the Victorian Psychiatric SIMG Director of Training also provide online tutorials every Saturday. 

Clinical pre-examination programs will be provided locally mainly during the supervision time with their supervisors. Also before the OSCE, NAMHS and NWAMHS will traditionally host a mock exam. NHMHD also invite external speaker for trainees to prepare their written and clinical exam.

7.2 Other Education and Training activities within MHD
Besides the above mentioned activities, there are other Education and Training activities within MHD.

JMS can utilize their weekly supervision time doing education and training activities with their supervisors, especially workplace based assessment and exam preparation.

Registrars would provide informal education and assessment to local HMOs and interns to enhance their experiences of teaching. 

Registrars are encouraged to participate in the local research projects with the potential to achieve their scholarly project requirement. Please contact your supervisors or Dr Yang Yun from NAMHS and Dr Karuppiah Jagadheesan from NWAMHS for more details.


7.3 Education and Training sessions outside MHD

7.3.1 Northern Hospital
MHD is part of the Northern Hospital. Northern Hospital has its own Education Programs targeting different group of JMS including interns, HMOs and SIMGs. Details could be checked on the website of https://www.northerndoctors.org.au/. Also other resource about Education and Training including previous tutorials and lectures are accessible from the website.

7.3.2 The Royal Australian and New Zealand College of Psychiatrists (RANZCP)
The RANZCP has relevant information about Education and Training, including preparation for exams available on its website: https://www.ranzcp.org/pre-fellowship. The RANZCP organized lectures and workshops about Education and Training and the details will be published through group emails.

7.3.3 Emails 
DCS and Deputy Director of Education and Training will circulate emails about Education, Training and Research opportunities to JMS.

7.4 Supervision
Supervision is a core component of training in psychiatry. The RANZCP utilises an apprenticeship-based model of training where registrars need to observe and be observed conducting interviews. Supervisors must work alongside trainees in the same workplace for a minimum of three sessions per week, with a maximum of one full time supervisor to two trainees. For part time trainees, two sessions working with the supervisor at the same place is required. 

For full time trainees, clinical supervision must be maintained at a minimum of four hours per week over 40 weeks (20 weeks for the 6 month rotation). Of these hours, a minimum of one hour per week must be individual supervision. Trainees in Stage 1 require close supervision where of the four hours supervision per week, at least two per week must be close supervision outside ward rounds and case review meetings. Advanced Training Certificates may have other specific supervision requirements.

Some important points regarding supervision:
· At the start of the rotation the trainee and supervisor should agree on a scheduled time for weekly one hour individual supervision
· Individual supervision should be free from interruptions. Trainee and supervisor are recommended to book the protected one hour time slot in their Outlook work calendar
· To get the most from supervision, trainees should consider specific learning goals prior to the session, such as improving one’s formulation skills, discussing a complex ethical issue, completing assessment required (such as work performance assessment) or fellowship related assessment WBA’s or OCAs
· Individual supervision should be spent focusing on the trainees needs rather than work required for the service
· For most issues your supervisor should be your first contact as they will be  the best person to address your concerns in context of your day to day work
· If you are concerned you are not receiving adequate supervision or have a difficulty with your supervisor, please contact the NHMHD Deputy Director of Education and Training early.

The RANZCP conducts regular supervision workshops to continue to improve the supervision provided to trainees. Supervisors within the service also meet together regularly at the consultant peer review meeting to confidentially discuss any difficulties and continue to maintain the standards of supervisors.
Supervisors also receive annual feedback regarding their performance and their quality of supervision from the DOT.

7.5 Library

7.5.1 Online libraries: 
All medical staff can access to the Royal Melbourne Hospital Health Sciences Library online by registering on their website with no cost. 

The RMH Clinical Librarian Service provides expert assistance to staff in finding and using information. RMH library can support patient care, research, quality improvement projects policy, protocol and guideline development and professional development activities. In particular, RMH library can carry out a high quality literature search to find the latest publications for staff; offer one-on-one training or small group sessions on literature searching or how to use a database and advice on where to look for information including choice of databases and sources of grey literature.

Specific advice about how to write a systematic review, literature searching, using Google for research and publishing your research can be found on this RMH library webpage: https://library.mh.org.au/. 

As RANZCP member you also have online access to the Australian and New Zealand Journal of Psychiatry and Australasian Psychiatry.

7.5.2 Northern Health Library Service
The Northern Health Library Service is situated on the ground floor of The Northern Hospital Epping, past the lecture theatre. The role of the Northern Health Library Service is to facilitate informed decision making for patient care, research and education. The Library services all Northern Health Staff and affiliated students. The Northern Health Library Service can provide services including:
· Resources and services for mental health professionals, journal club or book club advice/support
· Effective literature search strategies and design
· Systematic Reviews and other review types 
· Critical appraisal
· Australian Copyright obligations, you need to know – and how the library makes this as painless as possible
· Lived experience of mental health conditions via NH library leisure reading collection

The staffed time are form Monday to Friday 0900-1700. Phone: 84058728. Email: nhlibinfo@nh.org.au. 



8 Staff Wellbeing

8.1 Support system
JMS in NHMHD could receive 3 levels of support: within NHMHD, within the Northern Hospital and outside the Northern Hospital. JMS are encouraged to utilise different level of support accordingly.

8.1.1 Within NHMHD
JMS can direct discuss issues at workplace with their consultant psychiatrists or supervisors. Or they can discuss with DCS Dr Vinay Lakra, DDCS and head of unit of NAMHS Dr Vijay Danivas, DDCS and head of unit of NWAMHS Dr Dev Rudolph and Deputy Director of Education and Training by phone, in person and by email. Their mobile phone numbers are available at the On call roster of NAMHS and NWAMHS. 

NAMHS provides local support by the onsite psychologist to all staff. NWAMHS has a Peer Debriefing Team to provide support for staff within the service.

8.1.2 Within the Northern Hospital
The Northern Hospital has established process, policies and organisation to provide support to JMS and all staff within the Northern Hospital. Please refer to NH policy OHS - Employee Health & Wellbeing which is available through PROMPT Policies, Procedures and Forms Access on NH intranet. Below are the details of Employee Assistance Program (EAP) of the Northern hospital:
· All Northern Health staff and immediate family members have access to a free confidential Employee Assistance Program. 
· Consisting of up to 6 counselling sessions the service can be accessed via phone, face to face or via the online methods providing you with short term and outcome focused counselling, with the goal to provide you with support and empowerment when dealing with personal and work related challenges. 
· Appointments can be made by contacting Converge International on 1300 687 327 or via www.convergeinterntational.com.au 
· Please also note that due to the confidential nature of the service it is generally expected that staff will utilise the service in their own time. If however, with approval of your manager the service is accessed during work hours for work related concerns it should not be recorded in RosterOn and would be recorded as normal hours

JMS are encouraged to join in the Northern Health Junior Medical Staff Association (JMSA). The details are available on the webpage: https://www.northerndoctors.org.au/jmsa-junior-medical-staff-association/. 

8.1.3 Outside the Northern Hospital
The Western Region Training Committee (WRTC) provides governance for the NHMHD training programs. WRTC is consisted with Director of Training (DoT) of WRTC, hospital coordinators in each training program and JMS representatives. Dr Penny Golding is the DoT of WRTC. JMS can contact Dr Golding or JMS representatives for support.

JMS are also encouraged to seek help from organizations outside the service if they wish. Details are available on the webpage of https://www.northerndoctors.org.au/wellbeing/. Below are the example contents,
· AMA Victoria – Peer Support Service
· Black Dog Institute
· Victorian Doctors Health Program – a free and compassionate service for Victorian doctors and medical students (03) 9280 8712 or www.vdhp.org.au  VDHP Peer Support Handout  VDHP Brochure 

8.2 Procedures for Escalation of Concerns
Northern Health endeavours to create an environment where trainees feel respected and supported. This includes ensuring that any problems can be heard in a fair, confidential manner that abides by the principals of natural justice. You are supposed to be familiar with the NH’s policy during your NH mandatory trainings.

We encourage you to report any issues as they arise as this often makes them easier to resolve. Your first contact should be your immediate supervisor, usually the consultant psychiatrist in your team. If you believe they would not be the appropriate person to speak to, you can contact the Deputy Director of Education and Training Dr Yang Yun, Head of Unit/ Deputy DCS Dr Vijay Danivas and Dr Dev Rudolph, and DCS Dr Vinay Lakra at any time through their mobile number which has been given to you during the orientation (and listed on the oncall spreadsheet). All of them are very happy to help to resolve the problems as early as possible.

There are also several formal opportunities for trainees to provide feedback on matters such as their supervision, clinical experiences and educational opportunities.
· Trainees will meet individually with the DOT face to face or over the phone minimal once during their rotation (usually in the middle of the rotation). This is an important opportunity to review progress in training and to identify the need for any supported learning
· Trainees are welcomed to organise a meeting with Deputy Director of Education and Training Dr Yang Yun, Head of Unit/ Deputy DCS Dr Vijay Danivas and Dr Dev Rudolph, and DCS Dr Vinay Lakra to discuss any concerns
· NAMHS and NWAMHS registrar meetings are organise by the principle registrar every month. Here trainees can address issues particularly regarding the on-call roster and workloads. Deputy Director of Education and Training Dr Yang Yun, Head of Unit/ Deputy DCS Dr Vijay Danivas and Dr Dev Rudolph will be invited to attend these meetings as an advocate for trainee needs
· The Northern Health Junior Medical Staff Association (JMSA) is another opportunity to support the JMS. Please see their website for details: https://www.northerndoctors.org.au/jmsa-junior-medical-staff-association/
· If you are not satisfied that the matter has been addressed by the service, you can also contact the Western Region DOT (Dr Penny Golding) and will have the opportunity to raise concerns via your nominated registrar representative at the bimonthly NW Branch Training Committee meeting.
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8.3 Bullying and Harassment
NH has a zero tolerance for bullying or harassment behaviours and takes any reports of bullying of trainees very seriously. If you believe you have been subjected to such behaviour it is important that you seek out a trusted member or the organisation as listed in chapter 8. 1 to help you address it. Please see the NH procedures about bullying and harassment through the intranet page: https://intranet.nh.org.au/departments-and-services/people-and-culture/safe-well/bullying-and-harrasment/

8.4 Fatigue management
Fatigue can be caused by a number of factors both work and non-work related and usually refers to impairment in task performance at an individual’s normal capacity Fatigue is a risk to the health of both JMS and their patients. 

The Norther Hospital has the following policy to address fatigue management: OHS - Employee Health & Wellbeing, which is available through PROMPT Policies, Procedures and Forms Access on NH intranet.

In particular, NHMHD has the following procedures to manage fatigue:
· No more than 10 beds managed by a full time registrar.
· Mandatory 10 hours break between shifts, especially when JMS were call back to work at night during oncalls. 
· Limits of the numbers of oncalls the JMS can take in one month
· JMS are encouraged to discuss with their consultant regarding caseload and fatigue.
· JMS are encouraged to discuss with the Deputy Director of Education and Training regarding caseload and fatigue.

8.5 Critical incident management:
Despite all measures to minimise risk in the workplace, sometimes JMS are exposed to critical incidents events such as a patient suicide, aggression or violent behaviours, and injuries to staff. 

JMS should report any critical incident to their supervisor and the Deputy Director of Education and Training as soon as practicable. All incidents will be reviewed by the DoT and reported to the WRCT to ensure that measures are being put in place to address the situation and to review whether the rotation still meets accreditation safety requirements. Depending on the seriousness of the incident the trainee may request an alternative placement within or outside NHMHD.

In both NAMHS and NWAMHS, there is a Peer Debriefing Team provides defusing or debriefing following a critical incident during the course of work. This could vary from patient/client death to exposure to violence etc.  The general guideline for eligibility is that you have been touched by an incident and that you are having a reaction to it. 

Debriefing staff are specially selected staff who are trained in debriefing, whose professional backgrounds include; occupational therapy, psychology, social work and nursing.  The contents of sessions are confidential.

In the Northern Hospital, 
· Critical incident debriefing (CID) should be provided by a suitably qualified practitioner (i.e. Converge - 1300 687 327) 
· Converge are contractually obliged to attend a Northern Health site within 2 hours of contact for this service. The cost of CID is the responsibility of the requesting cost centre. 
· Managers or Directors can contact Converge to arrange for Critical incident debriefing. 

8.6 Leave arrangement
As per the EBA, JMS in NHMHD are entitled to have 2.5 weeks paid annual leave for each of their 6 month rotation, 4 days paid exam leave and study leave. JMS are recommended to plan their leave as early as possible. The exam leave is on the top of the priority list and is pre-approved. The other leaves should be discussed with the consultants and the other JMS working in the same team to provide cover, especially for the following scenarios:
· Leave at the start of the rotation or at the end of the rotation
· Leave more than 2.5 consecutive weeks
· Leave when other doctors in the same team takes leave.

After the discussion, the relevant leave application form needs to be signed and send to Laureen or Pauline to process.
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Abbreviations
	AMA
	Australian Medical Association

	ANUM 
	Associate Nurse Unit Manager 

	AO
	Assessment Order

	AoD
	Alcohol and Drugs

	APATT
	Assessment and Treatment Services 

	APMHD
	Aged Persons Mental Health Unit 

	AS
	Advanced Statements 

	BETRS
	Body Image & Eating Disorders Treatment & Recovery Service 

	BI 
	Brief Interventions 

	BIPU
	Broadmeadows Inpatient Unit

	BMI
	Body mass index

	CAP
	Child and Adolescent Psychiatry

	CAP
	Critical Analysis Problems 

	CCA
	Clinical Competency Assessment 

	CCO
	Community Correction Order

	CCU
	Community Care Unit 

	CEQ
	Critical Essay Question 

	CID
	Critical incident debriefing 

	CK
	Creatine Kinase

	CL
	Consultation–liaison psychiatry

	CMHS
	Community Mental Health Services

	CMI
	Client Management Interface

	CMP
	comprehensive metabolic panel

	CPF
	Clinical Patient Folder

	CPS
	Victorian Child Protection Service

	CRAAM 
	Clinical Risk Assessment and Management

	CRP
	C-reactive protein 

	DCS
	Director of Clinical Services

	DHHS
	Department of Health and Human Services

	DiT
	Doctor in Training

	DoT
	Director of Training 

	EAP
	Employee Assistance Program 

	ECT
	Electroconvulsive therapy 

	ED
	emergency department 

	EMQ
	Extended Matching Questions 

	EOU
	Emergency Observation Units 

	EPA
	Entrustable Professional Activities

	EWS
	Early Warning Signs

	FBE
	full blood examination

	FCSP
	Forensic Clinical Specialist Program 

	FTE
	full-time equivalent 

	GP
	General practitioners

	HDU
	High Dependence Unit

	HMO
	Hospital Medical Officers

	HOPE
	Hospital Outreach Post-suicidal Engagement

	HWRT
	Hume Community Team – Wellness and Recovery

	ICA
	In-Training Assessments

	ICA
	Intensive Care Area

	IPU
	Inpatient Unit

	IVO
	Intervention Order

	JMS
	junior medical staff 

	KC
	Key Clinician

	LDU
	Low Dependence Unit

	LFT
	Liver function tests 

	MCQ
	multiple-choice questions

	MEQ
	Modified Essay Questions 

	MHA
	Mental Health Act 

	MHCS
	Mental health courts 

	MHD
	Mental Health Division

	MH-FIT
	Mental Health-Forensic Interface Team 

	MHT
	Mental Health Tribunal 

	MOCA 
	Management of Clinical Aggression

	MoCA 
	Montreal Cognitive Assessment 

	MS 
	Microsoft

	NAMHS
	Northern West Area Mental Health Service 

	NDIS
	National Disability Insurance Scheme

	NH
	Northern Health

	NOK
	Next of Kin

	NPACER
	Northern Police and Clinician Emergency Response

	NPU
	Northern Psychiatric Unit

	NRT
	nicotine replacement therapy

	NSP
	needle and syringe programmes 

	NWAMHS
	North West Area Mental Health Service 

	OCP
	Office of the Chief Psychiatrist 

	OHS
	Occupational Health and Safety 

	OSCE
	Objective Structured Clinical Exam 

	PARC
	Prevention and Recovery Care

	PP
	Private Psychiatrist

	PRN
	pro re nata

	RANZCP
	Royal Australian and New Zealand College of Psychiatrists

	RCT
	Report on Compulsory Treatment 

	SECU
	Secure Extended Care Unit 

	SMS
	Senior medical staff 

	SP
	Scholarly Project 

	SSU
	Short Stay Unit 

	SUMITT
	Substance Use and Mental Illness Treatment Team 

	TBC
	to be confirmed 

	TDS
	Transition and Discharge Summary

	TFT
	Thyroid function test

	TO
	Treatment Order

	TTO
	Temporary Treatment Order

	UDS
	urine drug screen

	UEC
	Urea Electrolytes and Creatinine

	VDHP
	Victorian Doctors Health Program 

	VFTAC
	Victorian Fixated Threat Assessment Centre 

	VLA
	Victoria Legal Aid 

	WBA
	Workplace-based Assessments

	WRTC
	Western Region Training Committee 





Contact details of NAMHS 
	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	NAMHS EXECUTIVE
	John Dermanakis
	Area Manager
	8468 3810
	8468 3811
	8468 3802

	NAMHS EXECUTIVE
	Dr Vinay Lakra
	Director of Clinical Services
	8468 3808
	8468 3811
	8468 3802

	NAMHS EXECUTIVE
	Dr. Vijay Danivas
	Deputy Director of Clinical Services and Head of Unit
	8405 2359
	8405 8910
	8405 2941

	 
	Dr. Yang Yun
	Deputy Director of Education and Training
	8405 8885
	8405 8910
	8405 2941

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	NPU 1
	Sarah Franzman (Maternity Leave)
Shaveta Sood
	Program Manager
	8405 2882
	8405 8910
	8405 2941

	NPU 1
	TBA
	Clinical Manager
	8405 2931
	8405 8910
	8405 2941

	NPU LEAD CONSULTANT
	Dr. Abhinav Nahar
	Lead Consultant
	8405 8885
	8405 8910
	8405 2941

	NPU CONSULTANT
	Dr. Akhil Abhijnhan
	Consultant
	 
	8405 8910
	8405 2941

	NPU CONSULTANT
	Dr. Ashis Vikas
	Consultant
	 
	8405 8910
	8405 2941

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	NPU2
	John Daly
	Program Manager
	8405 8870
	8405 2961
	8405 2972

	NPU 2
	TBA
	Clinical Manager
	8405 2505
	8405 2961
	8405 2972

	NPU LEAD CONSULTANT
	Dr. Suresh Yadav
	Consultant
	8405 2937
	8405 2961
	8405 2972

	NPU CONSULTANT
	Dr Priya Lakshmanan  
	Consultant
	 
	8405 2961
	8405 2972

	NPU CONSULTANT
	Dr. Subhash Das
	Consultant
	8405 2614
	8405 2961
	8405 2972

	NPU CONSULTANT
	Dr. Ranjit Krishnadas
	Consultant
	8405 2614
	8405 2961
	8405 2972

	NPU CONSULTANT
	Dr. Ashis Vikas
	Consultant
	8405 2614
	8405 2961
	8405 2972

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	NORTHERN CCU
	Fiona Jeal
	Manager
	7025 0801
	7025 0800
	9471 8176

	NORTHERN CCU
	Karen Ward
	Team Leader
	7025 0802
	7025 0800
	9471 8176

	NORTHERN CCU
	Dr. Ajay Vijayakrishnan
	Lead Consultant
	7025 0810
	7025 0800
	9471 8176

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	NORTHERN PARC
	Fiona Jeal
	Manager
	7025 0801
	7025 0800
	9471 8176

	NORTHERN PARC
	Calvin Nyamupfukudza / Joanne Tsai
	Team Leader
	9470 3100
	9470 3100
	9470 3122

	NORTHERN PARC
	Dr. Ajay Vijayakrishnan
	Lead Consultant
	9471 8088
	9471 8088
	9471 8176

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	HOTHAM STREET COMMUNITY TEAM
	Janne-Maree Blackman
	Program Manager
	9416 6333
	9416 6300
	9480 4176

	HOTHAM STREET COMMUNITY TEAM
	Paul Sutherland
	Team Leader
	9416 6335
	9416 6300
	9480 4176

	HOTHAM STREET COMMUNITY TEAM
	Dr Claudia Kleeberg
	Consultant
	 
	9416 6300
	9480 4176

	HOTHAM STREET COMMUNITY TEAM
	Dr Rod Kleiman
	Lead Consultant
	 
	9416 6300
	9480 4176

	HOTHAM STREET COMMUNITY TEAM
	Dr. Annabel Wyburn
	Consultant
	 
	9416 6300
	9480 4176

	HOTHAM STREET COMMUNITY TEAM
	Dr. Rajeev Swamy
	Consultant
	 
	9416 6300
	9480 4176

	HOTHAM STREET COMMUNITY TEAM
	Dr Aniket Shukla
	Lead Consultant
	 
	9416 6300
	9480 4176

	HOTHAM STREET COMMUNITY TEAM
	Dr Ram Singh
	Consultant
	 
	9416 6300
	9480 4176

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	EMH/PACER/CL
	Jimm Castro
	Program Manager
	8405 8890
	8405 8900
	8405 8901

	EMH/PACER/CL
	Ron Toniolo
	Team Leader
	8405 2621
	8405 8900
	8405 8901

	EMH/PACER/CL
	Dr Prince Rajamanickam
	Consultant
	8405 2619
	8405 8900
	8405 8901

	EMH/PACER/CL
	Dr Suhbash Das
	Consultant
	8405 2619
	8405 8900
	8405 8901

	EMH/PACER/CL
	Dr Tharini Ketharanathan
	Consultant
	8405 2615
	8405 8900
	8405 8901

	PERINATAL MENTAL HEALTH
	Dr Claire Ewing
	Consultant
	8405 8884
	8405 8900
	8405 8901

	PERINATAL MENTAL HEALTH
	Dr. Emily Brennan
	Consultant
	8405 8884
	8405 8900
	8405 8901

	PERINATAL MENTAL HEALTH
	Paula Cox
	Midwife
	8405 2047
	8405 8900
	8405 8901

	HOPE
	Dr Yang Yun
	Consultant
	8405 8884
	8405 8900
	8405 8901

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	NOOGAL CLINIC
	Ancy Joy
	Program Manager
	8468 3814
	8468 3800
	8468 3801

	NOOGAL CLINIC
	Benny Sebastian
	Team Leader
	8468 3815
	8468 3800
	8468 3801

	NOOGAL CLINIC
	Dr Kausik Goswami
	Lead Consultant
	 
	8468 3800
	8468 3801

	NOOGAL CLINIC
	Dr Achira Kiriella
	Consultant
	 
	8468 3800
	8468 3801

	NOOGAL CLINIC
	Dr Vaskar Chakraborty
	Consultant
	 
	8468 3800
	8468 3801

	NOOGAL CLINIC
	Dr Suhbash Das
	Consultant
	 
	8468 3800
	8468 3801

	NOOGAL CLINIC
	Dr Subbu Saravanan
	Consultant
	 
	8468 3800
	8468 3801

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	WADAMBA WILAM
	Jamie Waring
	Manager
	9481 0323
	9481 0323
	9481 0609

	WADAMBA WILAM
	TBA
	Psychiatric Nurse
	9481 0323
	9481 0323
	9481 0609

	WADAMBA WILAM
	Dr. Akhil Abhijnhan
	Consultant
	8405 2749
	8405 2961
	8405 8892

	
	
	
	
	
	

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	MENTAL HEALTH ACT
	Sara Benson
	Senior Clinician
	8405 8918
	8405 8874
	8405 8901

	MENTAL HEALTH ACT
	Karen Carroll
	MHA Tribunal Coordinator
	8405 8874
	8405 8874
	8405 8901

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	EXPANDING POST DISCHARGE SUPPORT WORKER
	Llewela Vivian-Taylor 
	Senior Clinician
	8405 2940
	8405 2940
	8405 8892

	EXPANDING POST DISCHARGE SUPPORT WORKERS
	TBA
	Carer PSW
	 
	8405 2940
	8405 8892

	 
	Puneet Sansanwal
	Consumer PSW
	 
	 
	 

	 
	Sarah Dwyer
	Consumer PSW
	 
	 
	 

	 
	TBA
	Carer PSW
	 
	 
	 

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Service/Program
	Name
	Title
	Direct #
	Main #
	Fax

	ACADEMIC PSYCHOLOGY UNIT
	Eric Morris
	Consultant Psychologist / Assoc. Professor
	8405 8862
	8405 8862
	8405 8954

	BUSINESS & SERVICE DEVELOPMENT
	TBA
	Manager
	8468 3812
	8468 3811
	8468 3802

	CLIENT DATA MANAGEMENT
	Melissa Newport
	HIM Manager
	8405 8081
	8405 8000
	8405 8098

	 
	(Mon – Thurs)
	 
	 
	 
	 

	CLIENT DATA MANAGEMENT
	Roger Ong
	HIM
	8405 8893
	8405 8000
	8405 8098

	 
	(Wed, Thur & Fri AM)
	 
	 
	 
	 

	CLIENT DATA MANAGEMENT
	Coby Wilson / Maria Cima / Thenushi Perera
	Coordinator
	8405 8078
	8405 8000
	8405 8098

	CONSUMER CONSULTANT
	Jess McKenzie
Catherine Dowd
	Consumer Consultant
	7025 0812
	7025 0800
	9471 8176

	CARER CONSULTANT
	Nicole Ash
	Carer Consultant
	7025 0824
	7025 0800
	9471 8176

	QIC
	Bec Bullock
	Evaluation & Service Improvement
	8468 3809
	8468 3811
	8468 3802

	 
	(Wed, Alt Tue & Thur)
	 
	 
	 
	 

	 
	Jennifer Preston
	 
	 
	 
	 

	 
	(Mon - Wed)
	 
	 
	 
	 

	FORENSIC CONSULTANT
	Alarna Spierings
	Forensic Clinical Specialist
	7025 0815
	7025 0800
	9480 4176

	 
	(Mon - Thur)
	 
	 
	 
	 

	 
	Douglas Mponda
	Forensic Clinical Specialist
	7025 0819
	 
	 

	 
	(Mon - Wed, Alt Thur)
	 
	 
	 
	 

	MOCA
	Sara Benson
	Co-Ordinator
	8405 2612
	8405 2612
	8405 8892

	 
	(Tues & Thurs)
	 
	 
	 
	 

	NDIS Lead
	Sophie Barratt
	NDIS Support Lead
	8468 3800
	8468 3800
	9436 0649

	OCCUPATIONAL THERAPY
	Carolyn Dun 0.5
	Area Senior Occupational Therapist
	7025 0821
	7025 0800
	9471 8176

	 
	(Wed, Fri, 1st & 3rd Thur)
	 
	 
	 
	 

	PERSONALITY DISORDERS INITIATIVE
	Janina Tomasoni
	Lead Specialist
	7025 0827
	7025 0800
	9471 8176

	 
	(Mon, Wed, Alt Tue)
	 
	 
	 
	 

	 
	Dr Kausik Goswami
	Lead Consultant
	7025 0828
	7025 0800
	9471 8176

	 
	(Wed)
	 
	 
	 
	 

	 
	Juliett Richardson
	Senior Specialist
	7025 0829
	7025 0800
	9471 8176

	 
	(Mon – Wed)
	 
	 
	 
	 

	PSYCHOLOGY AND COMPLEX CARE COORDINATION
	Zoe Perry
	Area Senior Psychologist
	7025 0830
	7025 0800
	9471 8176

	 
	(Tue, Wed & Alt Mon)
	 
	 
	 
	 

	SECU DIVERSION 
	TBA
	Team Leader 
	7025 0813
	7025 0800
	9471 8176

	SENIOR NURSE
	Allison Harrington (Secondment)
Patrick Roe
	Senior Nurse Consultant
	8405 8868
	8405 8881
	8405 8892

	SOCIAL WORK
	Paul Sutherland 0.6
	Chief Social Worker/Carer Participation Coordinator
	7025 0809
	7025 0800
	9471 8176

	 
	(Wed & Thurs, Alt Mon)
	 
	 
	 
	 

	 
	Jenni Williams 0.4
	Chief Social Worker
	7025 0825
	 
	 

	 
	(Wed & Thur)
	 
	 
	 
	 

	 
	Carol Clarke 0.8
	FaPMI Co-Ordinator
	7025 0822
	 
	 

	 
	(Mon – Thur)
	 
	 
	 
	 

	 
	Rebecca Wells 0.2
	FaPMI Group Work Co-Ordinator
	7025 0814
	 
	 

	 
	(Wed)
	 
	 
	 
	 

	WOMEN’S MENTAL HEALTH CONSULTANT
	Vacant
	 
	8405 2617
	8405 2617
	8405 8892





Contact details of NWAMHS 


ISBAR handover
[image: ]



Acute arousal management guideline[image: ]



Adult mental Health Services – Metropolitan Melbourne






Maps of Northern Hospital and Broadmeadows
Northern Hospital
185 Cooper St, Epping
[image: ]

NWAMHS Broadmeadows site
35 Johnstone Street, Broadmeadows 

[image: ]

Current accredited posts
	Name
	Area of Practice
	Program

	Hotham Street Community Team (1)
	Adult Psychiatry
	Hotham Street Community Team

	Hotham Street Community Team (2)
	Adult Psychiatry
	Hotham Street Community Team

	NAMHS C-L Perinatal Psychiatry 0.5EFT
	Perinatal Psychiatry 
	TNH

	NAMHS CL Psychiatry
	Consultation-Liaison Psychiatry
	TNH

	NAMHS Community Team/Uniting Care Regen
	Adult and Addiction Psychiatry
	

	Northern AMHS - Drug and Alcohol
	Adult and Addiction Psychiatry
	AoD at EMH

	Northern AMHS - Registrar in ED for Mental Health (0.5EFT) and Drugs and Alcohol (0.5EFT)
	Adult and Addiction Psychiatry
	EMH and AoD

	NAMHS - Indigenous / Community Care Unit (CCU) 
	Adult Psychiatry
	Wadamba Wilam and CCU

	NAMHS - Indigenous / VAHS Preston 0.5 FTE
	Addiction Psychiatry
	Indigenous Addictions at VAHS 0.5EFT the other 0.5EFT is either at CCU NAMHS, NH EMH/CL/AOD or CMHT Hotham Street

	Noogal Community Team
	Adult Psychiatry
	Noogal Community Team

	NAMHS - Northern Inpatient Unit (Position 1)
	Adult Psychiatry (Acute/Inpatient)
	NPU

	NAMHS - Northern Inpatient Unit (Position 2)
	Adult Psychiatry (Acute/Inpatient)
	NPU

	NAMHS - Northern Inpatient Unit (Position 3) 0.5 EFT
	Adult Psychiatry (Acute/Inpatient)
	NPU

	Northern PARC 0.5
	Adult Psychiatry
	PARC

	
	
	

	NWAMHS Broadmeadows IPU (1)
	Adult Psychiatry (Acute/Inpatient)
	BIPU

	NWAMHS Broadmeadows IPU (2)
	Adult Psychiatry (Acute/Inpatient)
	BIPU

	NWAMHS Broadmeadows IPU (3)
	Adult Psychiatry (Acute/Inpatient)
	BIPU

	Consultation Liaison Broadmeadows Hospital
	Consultation-Liaison Psychiatry
	Broadmeadows Hospital

	NWAMHS Community Team Coburg and PARC
	Adult Psychiatry
	Bell St and PARC

	NWAMHS Community Team Coburg
	Adult Psychiatry
	Bell St  

	NWAMHS Community Team Coburg (3) 0.5-1.0EFT
	Adult Psychiatry
	Bell St  

	NWAMHS Community Team Coburg (4) 0.5EFT
	Adult Psychiatry
	Bell St  

	Broadmeadows Community Clinic
	Adult Psychiatry
	Hume Wellness and Recovery Team

	VFTAC (Victorian Fixated Threat Assessment)
	Adult Psychiatry
	

	NWAMHS Moreland Community Team (was Coburg 3) 0.5-1.0EFT
	Adult Psychiatry
	NWAMHS Moreland Community Team 

	SUMMIT 0.5EFT NWAMHS 0.5EFT
	Adult and Addiction Psychiatry
	

	SUMMIT 0.5EFT MWAMHS 0.5EFT
	Adult and Addiction Psychiatry
	





	







Contact details of the discharge referral services

	Service 
	Contact Number 
	Poste code 
	Referral Guidelines 

	Northern Area Mental Health Service

	NAMHS Noogal clinic Intake
16-20 Oleander drive, Mill Park 



	Ph: 84683800 (for already case managed clients) 
Ph: 0428357819 (Intake mobile) 
Fx: 94360649
	Beveridge, Donnybrook, Doreen, Eden park, Epping, Humevale, Kinglake West, Lalor, Mernda, Mill Park, South Morang, Whittlesea, Wollert, Woodstock, Yan Yean 
	ACIS referral day before or day off 

Clients that are being d/c and already have case managers do not need to be referred to ACIS via intake – contact case manager and advise to make the ACIS referral. 

	NAMHS Hotham Community Team
83-85 Hotham Street 
Preston South VIC 3072 
	Ph:94166300
Fx: 94804176
	Alphington, Bundoora, Fairfield, Kingsbury, Northcote, Preston, Reservoir, Thomastown, Thornbury 
	

	NAMHS PARC 
123 Wood street, Preston VIC 3072
	PH: 9470 3100
E: PARC.Preston.Intake@mh.org.au  (emails for sending referrals)

	
	

	NAMHS CCU 
2-4 Pleasant View Drive
Preston 3072
	Ph: 94718088
Fax: 9471 8176

	




	

	NHOPE 
	Ph: 0427 470 952
Ph: 84052669 (Consumer number- pop this number on TDS) 

	
	

	North West Area Mental Health Service 

	NWMHS-HUME intake 
35 Johnstone Street
Broadmeadows 3047
	PH: 8345 5611
E: NWAMHSHWRTIntake@mh.org.au (email for sending referrals) 



	Attwood, Broadmeadows, Coolaroo, Craigieburn, Dallas, Gladstone Park, Gowenbrae, Greenvale, Jacana, Mickleham, Meadow Heights, Oakland Junction, Tullamarine, West Meadows, Yuroke 
	ACIS referral day before

Two referrals are not necessary if it is for ACIS and LTI.  This is captured in the ACIS referral. Team to refer to LTI when needed.  

Clients that are being d/c and already have case managers do not need to be referred to ACIS via intake –contact case manager to make an appointment 


	NWAMHS-Moreland Intake
130 Bell Street
Coburg 3058
	Ph: 9355 9700
E:nwamhsmorelandintake@mh.org.au

	Brunswick, Brunswick East, Brunswick North. Brunswick West, Campbellfield, Coburg, Coburg north, Fawkner, Glenroy, Hadfield, Oak Park, Pascoe Vale, Pascoe Vale South 
	

	NWAMHS PARC 
6-10 Talgarno Street
Broadmeadows 3047
	Ph: 9309 0200
Fx: 9309 0222
E:Nwamhs-parcww-staff@mh.org.au (Email for sending referrals) 

	
	

	NWAMHS CCU 
12 - 20 Talgarno Street
Broadmeadows 3047
	Ph: 9301 7777
Fax: 9301 7707
	
	

	NWHOPE 
 
	Ph: 9288 7000
E: NWAMHS.HOPE@mh.org.au (Email for sending referrals)

	
	


	Mid-West Area Mental Health Service 

	MWAMHS- Sunshine Community Teams
Harvester Clinic
4A Devonshire Road
Sunshine 3020
	Ph: 9288 7000
Fax: 9310 2265

	Albion, Ardeer, Cairnlea, Derrimut, Digger Rest, Kealba, Keilor, Keilor Downs, Keilor East, Keilor lodge, Keilor North, Keilor park, St Albans, Sunshine, Sunshine north, Sunshine west, Sunbury 
	When referring for both ACIS and CM must do separate referral for both. 

	MWAMHS- Melton Community Teams
Melton Community 
195-209 Barries Road
Melton 3337
	Ph: 9732 1600
Fax: 8746 1599
E:  Meltonrostered@mh.org.au

	Aintree, Albanvale, Bonnie Brook, Brookfield, Burnside, Burnside heights, Calder Park, Caroline springs, Cobblebank, Deanside, Deer Park, Delahey, Diggers rest, Exford, Eynesbury, fieldstone, Fraser rise, Grangefields, Harkness, Hillside, Kings park, Kurunjang, Melton South, Melton west, Mount Cottrell, Parwan, Plumpton, Ravenhall, Rockbank, Strathtulloh, Sydenham, Taylors lakes, Taylors Hill, Thornhill park, Toolern Vale, Truganina, Weir Views 
	

	MWPARC 
54 Burnside St, Deer Park 3023

	Ph: 8390 3403
Ph: 0409750786 

	
	

	MWHOPE 
	Ph: 9496 2640
	
	

	Inner West Area Mental Health Service 

	Waratah Community Team 
	Ph: 93773400

	Aberfeldie, Airport West, Avondale Heights, Carlton, Essendon, Flemington, Hotham hill, Keilor East, Kensington, Melbourne city, Moonee Ponds, Niddrie, North Melbourne, Parkville, Strathmore, Strathmore Heights, West Melbourne 
	

	ARION Prevention and Recovery Care Centre (P.A.R.C)
50 Flemington Street
Flemington 3031

	Ph: 9372 5977

	
	

	Others

	Orygen Youth Health 
Parkville Centre, 35 Poplar Road
Parkville 3052
	Ph: 1800 888 320 (Intake/ New referrals) 
Ph: 83457400
Fx: 83457468

Parkville campus- Ph: 99669100
Sunshine campus- Ph: 99276200
	
	Specific to 16-25year olds 

	The Alfred Psychiatry - CATT/Triage
Commercial Road
Melbourne 3004
	Ph: 1300 363 746
	
	Community Teams-
St Kilda Rd Clinic

	Homeless Outreach Psychiatric Service (HOPS)
Level 3, 607 St Kilda Road
Melbourne 3004

	Ph: 1300 363 746 (intake/ new referrals) 
Ph:  9076 9888  
	
	Alfred’s Catchment Area 

	St. Vincent’s Psychiatry- CATT/Triage
Victoria Parade,
Fitzroy, 3065
	Ph: 1300 558 862
	
	Community Teams-
Hawthorn Community Mental Health Centre

Clarendon Community Mental Health Centre

	Clarendon Homeless Outreach Psychiatric Service (CHOPS)
52 Albert Street
East Melbourne 3002

	PH: 1300 558 862 ( intake/ new referrals)
	
	St Vincent’s Catchment Area 

	Austin CAT Service
Heidelberg 3084

	Ph: 1300 859 789 

	
	

	Austin Health - S.E.C.U
Corner Studley Road and Burgundy Street, Heidelberg 3084
	Ph: 94966451
	
	

	Austin HOPE 
	Ph: 9496 2640
E:  HOPEreferrals@austin.org.au
	
	

	Monash Health Psychiatry- CATT/ Triage 
	Ph: 1300 369 012
	
	Community Teams- 
Southern Community Team in East Hampton

Clayton Community Team in Clayton

Dandenong Community Team in Dandenong

Casey/Cardinia Community Team in Berwick

Recovery and Prevention of Psychosis Service (RAPPS)- Youth 


	Eastern Health (Central East) Psychiatry- CATT/ Triage 
	Ph: 1300 721 927 
	
	Community Teams- 
Koonung Clinic

Waverly clinic 

	Mercy Health Psychiatry- CATT/ Triage 
	Ph: 1300 657 259
	
	Community Teams- 
Saltwater Clinic 

Wyndham Clinic 

	Peninsula Health Psychiatry- CATT/ Triage 
	Ph: 1300 792 977
	
	Community Teams- 
Peninsula Community Mental Health Service

	Latrobe Valley AMHS 
Gippsland
	Ph: 1300 363322
Email: lvcmhstriage@lrh.com.au
	On call psychiatrist contact no: 0409941624
IPU: 51738068
	

	Goulburn Valley Area Mental Health Service - Assessment Response Team
Monash Street, Shepparton 3630

	Ph: 1300 369 005
Fx: 58322966
Email: MentalHealthTriage@gvhealth.org.au
	
	

	Goulburn Valley HOPE team 
	Ph: 0427183088 (Manager Cath Bold No) 
	
	

	Private 

	North Park Private 
	Intake: 94680850 
Inpatient: 94680300
	
	





Identify community follow up 
Is the consumer .....


 Already case managed


Email/call the case manager to obtain follow up appoitment time. 
If CM is unavailable ask to speak to Duty worker who may assit on behalf of CM 


Has no current active  community supports.
 A new refferal is required


Contact appropriate mental health service attached to consumers residing area on discharge 
Ask to speak to the Intake clinician provided verbal handover 


Is to be discharged to private psychiatrist  and/or GP / other external services  


Contact GP/ PP and arrange follow up appointment 
Place appointment time on front page of TDS 


Fax TDS to GP/PP clinic  


Consumer requires 
ACIS follow up on discharge


Consumer requires 
case managment
on discharge 


Place follow up appointment time on front page of TDS 


Fax TDS to Community Service and listed GP 


Can refer day before or day of discharge 


Consumer requires both ACIS and CM on discharge  


This refferal can be made as soon as a consumer has a discharge date 


To refer to ACIS first with clear plan articulated on TDS about need for CM follow up 
Can refer day before or day of discharge 


Place community details on TDS 
Fax/Email TDS to Community team and GP 


If the coumer requires ACIS follow up on discharge discuss with CM. CM to arrange. 


ANUM/Shift Leader


Contact Nurse


Nurse Unit Manager



Clinical Nurse Leaders


NEMH


EMH
Program Manager
Psychiatrists
Team Leader
Nurses
Social Workers
Registrars 



CL
Psychiatrists
Psych Registrars
HMOs
CL Nurses



AOD
Psychiatrist
Psych Reg
AOD Clinicians


PERINATAL
Psychiatrist
Psych Registrar
Clinicians


NPACER
EMH Clinician
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Medtasker 'NH Medtasker cheat sheet ~ How 0 10g on to mobile

Medtasker is 2 task management App used for | s
ciinical communication (long term goal is that this | |1 /% mese e > %
replaces lanpage) e B me

itis available on desktops and mobile devices and | |, rrinio s

used for allinpatients excluding ED and ICU. It will
only work on Northern Health wired and Wi-Fi
network (NHData). It is used for routine ward

tasks and as of Apr1 2021, fo preWET tasks. | | s
You need to ‘sign in to 3 “role (eg: Surgical 4| |1 EEkestor
Registrar) at the start of your shift and this will be R

the main commnication between you and ther | | e et e

staff in the hospital (eg. nurses, other docs etc). If
no-one signs in to 3 role this is escalated to
departmental heads, so-sign in!

When your shift ends, you will be automatically
signed off Medtasker and no longer appear on the
system so will no longer receive tasks. Your shift
timeis displayed when you are assigning your role
(see below) and once role selected, appears
under your name on the home page. If any changes occur to your roster please email
medtaskerfeedback@nh.org.au with your correct shift times.

‘Set up On mobile app.
-Available to use on a persanal device with Wi-Fi access to NHData (vour login should already be

approved for Wi-Fi access; issues: ServiceHub@nh.orgau )
~Download Medtasker app (Australian app store). Medtasker is not supported on Windows devices;
use a Medtasker backup phone instead. The first time you use the app: You will need to put in the
server location: https://medtasker.nh.org.au:3001 The server location and your username will be
stored but password is required for every login

~Clinicians must login to the mobile app to assign their role. You cannot assign roles on desktop. If
personal device is not an option, Medtasker backup phones are available at NHE Switchboard or
Hospital Coordinators Office at 8H. Phones must be Sign-in/out. Phone passcode is 52222. Locums
will be given a Medtasker username and password.

On desktop
Al staff, including clinicians, can use the desktop version to send tasks. Only staff with roles can
receive tasks. Available on intranet or clinical shortcuts folder.
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Clinical Photography

+ You can Take photos with medtasker, or reply toatask witha  +
photo by selecting ‘add image’

© You must get patient consent and accept the Patient Conset script popup.

+ Take photo and select ‘use photo’

 If sending a new task, select ‘send task' rr—
* Ifrelpying to a task, select ‘save”
To uplosd to CPE Jpv—,

+ You should do this for clinical photography (eg- Wound photo)
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 select ‘Upload to CPF' \
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COLLECTION, REPORTING, AND INTEGRITY

To support clinical care
= Populates a consumer’s history of care in the
CMI Client Enquiry screen
= Isarecord of service utilisation for consumer care

Data integrity, quality and reporting

* Accountability & quality: ensure consistent data is submitted and
reported to the Department of Health

= The State of Victoria reports our data to the Commonwealth for
service planning and Activity Based Funding

For all contacts recorded on CMI/ODS:

= Enter both date and time as required by DHHS

* An accurate the time will accurately reflect service provision
and resources required during and after business hours

Multiple contacts on the same day without unique times are
invalid and are not accepted

* Contacts with other clinicians within your AMHS (Intra-AMHS)
are not reportable contacts
-3 can still be recorded as contact type D

The following cannot be recorded as a contact:”
= Report writing or reviewing

= Clinically-related administrative work (reading, researching
patient notes)

= Post-mortem clinical tasks/liaison with police or judiciary
= Intake/allocation/team meetings or case conferences

= Professional conferences/seminars

= Research on any topic for any purpose
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Payroll Overview

Paid fortnightly

Topics covered today

* Personal / Sick Leave process

* Payroll Processing requirements

* Leave Application / Request Process
* On Call Process

safekindtogether Northern Health
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Personal Leave / Sick Leave

Follow local processes for your site — usually it is a phone call to the manager as soon as you
know that you will be absent

Send email to NAMHS EA informing of personal leave
On your return, forward certificates / stat decs to NAMHS EA ASAP to ensure correct payment —
if nothing provided, will be put down as without certificate (only get 3 per anniversary year). If

you provide your stat dec / certificate after the cut off, you will be required to complete an
amendment form to have your pay corrected.

safekindtogether Northern Health
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Payroll Processing Requirements

The requirements around submission timelines of fortnightly payroll paperwork (ie. Sick certificates, on call
claims, etc).

All paperwork relating to the current pay period needs to be submitted to the NAMHS EA by 9am on the
last Wednesday of the payweek (ie. The Wednesday before you are due to be paid). If there is any
paperwork submitted after this time, it will be carried over to the following fortnight.

When you submit paperwork after 9am on the last Wednesday of the pay fortnight, this will mean that
there is an additional fortnight’s delay in you getting payment due to submission timelines with payroll (eg.
You missed the submission deadline for last fortnight, this means that it will then be submitted next
fortnight and paid the fortnight after that).

Given this information above, it is clear why it is important that all paperwork is submitted to the NAMHS
EA to the best of your ability by 9am on the last Wednesday of the pay fortnight so that you are not
unnecessarily delayed in getting your pay correctly. There will be occasions where missing this timeline is
unavoidable but if we all can work together to meet submission timelines, it will save a lot of trouble and
confusion.

safekindtogether Northern Health
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Leave Application / Request Process

When you are wanting to take leave you must follow the following steps;

=

Have a discussion with your supervising Consultant.

.Once these discussions have taken place and there have been no objections, please complete a leave
request and have your consultant sign/initial the form.

.a) If you work at a community site, this request will then need to be given to the Program Manager of
the program you work for (ie. Janne-Maree for Hotham Street, Ancy for Noogal, Fiona for CCU & PARC,
Jimm for EMH/CL/PACER). The Program Manager will then consider your application. If they are happy
for this leave to be taken, the manager will then initial the form and forward it onto the EA & DCS for
signing off (N.B. if the EA receives any leave forms that do not have the Program Managers initials on it,
it will send it back until the form is initialed).

b) If you work at the inpatient unit, please email the form onto the EA & DCS for signing off (N.B. if the
EA receives any leave forms that do not have the consultants initials/signature on it, it will send it back
until the form is initialed).

4.0nce the leave request has been signed off by DCS/DDCS, the EA will forward a copy of the approved

leave form to yourself aswell as the appropriate Program Manager.

N

w

safekindtogether Northern Health
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Leave Application Forms

N.B. Any forms
that do not have
all the required
information
(highlighted),
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for completion.
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On Call Roster

Roster is done in 3 monthly blocks — any changes need to be emailed to NAMHS
EA to update the roster (changes highlighted in red)

Weekday on calls — you only attend if requested after hours, need to be
contactable by mobile

Weekend on calls;

1%t & 2" on call attend NPU at TNH at 8.30am

« 15t on call remains at hospital until all work completed. They will then need to
be on call and contactable by mobile until 8.30am the next morning

« 2" on call only remains at hospital until 2.30pm (6 hour shift) — if you are
required to stay longer, a conversation needs to be had with the Consultant On
Call authorising the additional time.

If you need to change your oncall, you are required to organize the swap then
forward it to the NAMHS EA to update the roster and circulate.

Approved leave dates are located at the bottom of the roster

Reference Memo attached to this presentation for key information about on call.
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On Call Claim Forms
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E5 When you do an oncall, you need to
complete this form and submit to the
NAMHS EA for authorising.

REMEMBER:

« For recalls, you need to include the
time you enter and exit the hospital
aswell as the details (UR Numbers) of
the patients that you see.

« Any forms that do not have all the
required information (highlighted),
will be returned for completion.

Northern Health
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Unrostered Overtime Claim Forms

ot Tk O i O, GO

== When you are required to continue
working past your finish time on a
normal working day, you need to
complete this form and submit to the
NAMHS EA for authorising to be paid for
the additional hours.

REMEMBER:

« You need to include the start and end
time of the overtime, the details (UR
Numbers) of the patients that you see
aswell as the Reason Code for the
overtime.

« Any forms that do not have all the
required information (highlighted),
will be returned for completion.

safekindtogether Northern Health
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Royal Melbourne Hospital - Mandatory Training Schedule.
Revised October 2021

Instructions: To be read in conjunction with MH09.03.02 Mandatory Training Procedure. The course code is indicated in square brackets. For NWMH, see the NWMH traiping matrix.
Royal Melbourne Hospital staff are required to undertake mandatory training as outlined in MH09.03.02 Mandatory Training Procedure ~ that procedure refers to this mandatory training schedule.

On commencernent training is to be completed within the first twelve (12) weeks of employment.

The line manager is responsible for confirming the allocation of training according to experience and risk assessment of the environment.
Training is allocated according to the following schedules:

SCHEDULE A: Core role — allocated to either Clinical staff according to service context (team) OR Non-clinical staff according to role.
SCHEDULE
SCHEDULE G:

dditional training required for specific roles and/or scopes of practice — identifies training required by staff in specific roles or functions in adition to their core role.
ine manager discretion — according to the risk profile of the work area or individual practice.

Staff may be required to undertake training listed in all three schedules according to roles and responsibilities. For example:
In Schedule A, a Registered Nurse working in an a Critical Care Area is in the Registered Nursie column (yellow section) and will be required to undertake training marked by a tick in the corresponding column;
In Schedule B, the same nurse has a scope of practice requirement to complete Advance Life Support;

SCHEDULE A: Core role
Required training is identified by a tick (¥} in the column under core role.

Mandatory training Delivery Frequency Medical staff
(RMH & VIDRL)

Allied Health staff, Direct clinical care
and clinical Support staff

©On commencement:

|aboriginal Cultural Awareness [182] Online once v v v v v v v v v v v v v v v
|aseptic Non-Touch Technigue [4] Online once v v v v v v v
Basic Life Support (Practical) [6] Face-to-face once v v v
Clinical Handover [9] Online once v v v v v v v v v v v v
Cyber Security Basics [155] Online once v v v v v v v v v v v v v v v
Donning and Dorfing of Personal
B Sffing Online once v
Protective Equipment [179]
Onune T 1ace-to-
[EMR Training [as per role] : once v v v v v v v v v v v v v v v
ace
Hand Hygiene [13] Online once v v v v v v v v v v v v v v v
informed Consent [14] Online once v v v v v v v See Schedule B
introduction to Manual Handling [27] Online once v
[Fursing Assessment and Care
e Face-to-face once v v v v
Planning [45]
Open Disclosure [17] Online once v v v v
Grientation - Royal Melbourne Gline AND Snoe > 7 7 5 7 5 = . - P - P - , -
Hospital [18] live meet and
Partnering with Consumers [19] Online once v
Fatient Manual Handling (Back Attack
" £ ] e — once v v v v v
Practical [5]
[Freventing Falls and Harm from Falls
e Online once v v v v v
[12]
Face to-Tace OR
[speaking up for Safety [62] . _ once v v v v v v v v v v v v v v v
Live webinar
[The Covid-16 Patient: Patient Care
Online once v

and Management [175]
©On commencement and then repeat:

Face-to-tace wit

Annual Discussion [2] Annual v v 4 v v 4 v v v v v v v v v
rmanager

Basic Life Support (Online) [93] Online Annual v 4 v v 4 v v v v v v v v v
Fire Training - RMH [23] online Annual v v b4 v v 4 v v v v v v v v v
[anagement of Clinical Aggression

online Biennial See Schedule B See Schedule B v v v v v v v
Online (RMH ProMOCA) [30]
[Patient Manual Handling (Back ATtack)

online Annual v v v v v
[171]
Preventing and Managing Pressure

Online giennial v v v v v
injuries [22]
[Proficiency in Medication Management

online Annual See Schedule B
(ProMed RMH) [21]

Online AND Tace-
Respiratory Protection Program [197] Annual v v ' v v 4 v v v v v v v v v
+o-face fitting

To be repeated as a refresher after initial training:
[Patient Manual Handling (Back Attack)]  Face-to-face Annual

Refresher Practical [31] by local trainer refresher

SCHEDULE B: Additional training required for specific roles and/or scopes of
practice
Required training additional to Schedule A is identified by a tick (+) in the
column under the specific role/function according to scope of practice.

. i " Allied Health staff,
Mandatory fraining Delivery Frequency Medical staff ? . s
it o Nursing staff Direct clinical care
On commencement: and clinical Support
[Aboriginal cultural awareness:
online once
Building an Aboriginal workforce [183]
|Advanced Life support [1] Face-to-face once v v v v
|area warden [3] Face-to-face once
|Aseptic Non-Touch Technigue [4] Online once v v
Gonning and Dorfing of Personal
online once
Protective Equipment [179]
[Emergency Controller [10] Face-to-face once
[Fiealth & Safety Representative Infcial
Face-to-face once
[25]
informed Consent [14] Online once '
Introduction to OHS for Managers [33] online once
[Fatient Manual Handling (Back Attack
Face-to-face once v
Champions) 8 hours (Practical) [154]
[The COVID 15 Patient: Patient Care &
Online once
Management [175]
©On commencement and then repeat:
Blood Management and T ransfusion 3 Biennial
online v
Practice (Medical) [48] to be
" N Biennial
Bloodsafe (Nursing) [7] Online '
to be
Management of Clinical Aggression
5 = Face-to-face Biennial v v v
RMH MOCA) [37]
Management of Clinical Aggression
o o online Biennial v v v
Online (RMH ProMOCA) [30]
[Proficiency in Medication Management -
Online Annual 4
(ProMed RMH) [21]
" N Gnline AND Tace-
Respiratory Protection Program [197] Annual
+o-face fitting
To be repeated as a refresher after initial training:
|advanced Life Support Refresher [44] |  Face-to-face | Every 4 years | ¢ v v v
Annual
|area warden Review [28] Online
refresher
[Emergency Controller Refresher [57] Online Every 2 years
[Fiealth & Safety Representative
Face-to-face once
Refresher [26]
[Patient Manual Handling (Back Attack Annual
y . Face-to-face v
Champions) Refresher (Practical) [183] refresher
SCHEDULE C: Training required at the discretion of Line Manager
Training is available to assign in addition to Schedule A & B according to the risk profile of the work area or individual practice.
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NorthWestern Mental Health — Mandatory Training Schedule.
Revised October 2021

Instructions:
To be read in conjunction with 1MH09.03.02 Mandatory Training Procedure. The Training Management course code is indicated in square brackets.
Royal Melbourne Hospital staff are required to undertake mandatory training as outlined in MH09.03.02 Mandatory Training Procedure — that procedure refers to this mandatory training schedule.
On commencement training is to be completed within the first eight (8) weeks of employment. The line manager is responsible for confirming the allocation of training (using the Training Management application) according to experience and risk assessment of the environment.
Training is allocated according to the following schedules:
SCHEDULE A: Core role
— allocated to either Clinical staff according to service context (team) OR Non-clinical staff according to role.
SCHEDULE B: Additional training required for specific rales and/or scopes of practice
— identifies training required by staff in specific roles or functions in addition to their core role.
Examples of specific roles and portfolios include but are not limited to: Fire Warden; Nurses administering medication; Head of Department; Team Leaders; etc.
SCHEDULE C: Line manager discretion
— according to the risk profile of the work area or individual practice.
Staff may be required to undertake training listed in all three schedules according to roles and responsibilities. For example:
In Schedule A, @ nurse working in o Community Team is  Clinical Staff (yellow section) and will be required to undertake training morked by o tick in the comresponding cotumn,
In Schedule B, the same nurse has a scope of practice requirement to complete ProMed in the blue section under the specific column for “Nursing Staff administering drugs as per scope of practice”
In Schedule C, the nurse's manager may require the nurse to undertake additionat training os necessary.

SCHEDULE A:
Core role
Required training is identified by a tick (v') in the column under core role.

Delivery mode Frequency

Non-clinical staff
on commencement

Aboriginal cultural awareness [182] Online once v v v
workforce [183] onine i

ASCOM Awareness and Training [165] online once

Aceptic Non-Touch Technique [4] online once

Clinical Handover [9] online once

Cyber Security Basics [155] Online once v v v
Hand Hygiene [13] online once v v v
Informed Consent [14] online once

Introduction to Dual Diagnosis [110] online once

Introduction to Manual Handling [27] online once v v v
Open Disclosure [17] online Once v

Orientation - Royal Melbourne Hospital [18] Ontine AND once v v v

live meet and greet

Face-to-face
Patient Manual Handling (Back Attack) Practical [5] . once

Preventing Falls and Harm from Falls [12] online once

Face 1o face OR
Speaking up for Safety [62] Live webinar once v e v

On commencement and then repeat

Basic Life Support (Online) [93] online Annual
Fire Training - RMH [23] Online Annual v v v
Improving the physical health of peaple with mental i .

online Biennial
health problems [118]
Ligature Cutter Training Video [n5] online Annual
Management of Clinical Aggression (NWMH APACI) [24] Face to face Biennial v v
Patient Manual Handling (Back Attack) [171] online once
Preventing and Managing Pressure Injuries [22] online Biennial
Proficiency in Clinical Risk Assessment And i

online Annual
Management (ProCRAAM) [43]
Proficiency in Management of Clinical Aggression N o o

online Biennial
(PraMOCA NWMH) [29]

To be repeated as a refresher after initial training
Patient Manual Handling (Back Attack) Refrecher Face-to-face
: y Annual refresher
Practical [81] by local trainer
SCHEDULE B:

Additional training required for specific roles and/or
scopes of practice
Required training additional to Schedule A is identified by a tick (v} in the column
under the specific role/function according to scope of practice.

Delivery mode Frequency
on commencement
Allied Health Medication Safety online once v v
Area Warden [3] Face-to-face once v
Aceptic Non-Touch Technique [4] online once v
Basic Life Support (Practical) [6] Face-to-face once v v
Cleaning - NWMH Module [96] Face-to-face once -
Open Disclosure [17] online once -
N - Theory book graded by
DSMA Part 1 Self-directed learning module [176] : once atar o oswA
GNE/Senior Nurse s
DSMA Part 2 Practical ckills assesement module (LA | Supervised medication o 5
[18] administration nee
Supervised medicat
OSMA Part 2 Practical skills assessment module [177] Hpenvisedimerication once v
administration
Patient Manual Handling (Back Attack Champion) 8
: Face-to-face once v
hours (Practical) [154]
Face-to-face
Patient Manual Handling (Back Attack) Practical [5] & once
at RMH city campus
Venepuncture online [45] online once v
Face-to-face
Venepuncture Practical [47] " once v
by local trainer
On commencement and then repeat
Area Warden Review [28] online Annual v
Management of Clinical Aggression (NWMH APACI Face-to-face ol 5
Applied Prevention and Clinical Intervention) [24] local trainers e
Patient Manual Handling (Back Attack Champions)
Face-to-face Annual v
Refresher (Practical) [188]
Patient Manual Handling (Back Attack) Refrecher Face-to-face N—
Practical [81] at local program
tion M t(ProMed NWMH)
ation Management (ProMe 4 online Annual v
SCHEDULE C:
Training required at the discretion of NWMH Executive or Line Manager
Training is available to assignin addition to Schedule A & B according to the risk profile
of the work area or individual practice.
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ECT consent pathway for voluntary* adults who lack decision-making capacity

*Not a patient under the Mental Health Act 2014. The Medical Treatment Planning and Dec sions Act provides o four-part test to determine ifa persan
has decision-making capacity. Te have decision-making capacity, a person must be able to:
{c) understand the information relevant to the decision and the effect of the decisior:
(b) retain that information ta the extent necessary to make the decisicn;

) use or weigh that information as part of the process of making the decision; and
If psychiatrist is satisfied ECT is the least restrictive @) commuricate the decision ard the persarts views and needs a5 to the decision in some way,
treatment of @ person's mental illness, the psychiatrist must R b paRche s SRIe ROt Seors.

determine if the person has capacity to consent to ECT

Does the person have capacity? —n_) The person either consents to ECT or refuses it

Psychiatrist ensures reasonable action is token to
determine if the person has made an MTPDA Advance Care
Directive (Instructional Directive and/or Values Directive)

Does MTPDA Advance Care Directive include i

i . S——— Psychiatrist applies to to MHT to approve
irective that consents to ECT? e
Treatment proceeds until
Does MHT approve application for ECT? —)ﬂ—) person regains capacity and

consents to ECT or refuses it

Psychiatrist establishes if consent to ECT will be provided by:
« a medical treatment decision maker appointed by the person
when they had copacity or MTPDA pathway ends
« a guardian appointed by VCAT o
« the first available and willing individual from this listwith a close
continuing relation with the person: spouse or domestic partner,
primary carer, oldest adult child, oldest part or oldest sibling

Medical treatment decision maker
Is consent to be provided by one of the above

consents to ECT (Form MHA131A)

Psychiatrist applies to MHT to approve .
ECT for the person (MHA Form 1324) e e
medical treatment decision
maker withdraws their consent
or person regains capacity and
consents to ECT or refuses it

Does MHT approve application for ECT:

MTPDA pathway ends

MTPDA pathway ends
To receive this publication in an accessible format email ocp@dhhsvicgo.au
Authorisect and puishes by the Vietorian Government, 1 Treasury Place, Mellaurne SStete of Vietoria, March 2018, (8030T) ISEN 978176083-300-8 (plonine). Avalable ot it pe/iww2hesithu e v mental-health

RIA | Heclr

and Human
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NorthWestern Merta Healt

NorthWestem Mental Heaith
DRAFT (Review - February 2017)

Management of acute arousal 18-65 year olds guideline

Pharmacological management of acute arousal

EIRST LINE
PER ORAL
Offer one of the following:
Lorazepam (1 to 2 mg; 1 hourly; max 12 mg in 24 hours)
oRr
Clonazepam (0.5 to 2 mg; 2 hourly; max 8 mg in 24 hours)

Ifbenzodiazepines are not appropriate offer:
Promethazine (25 to 50mg; 1 hourly; max 200mg in 24hours)
oRr

Sodium Valproate (200 to 500mg BD)

'SECOND LINE
PER ORAL
Offer one o the following:
Olanzapine tablets or wafers (5 to 10 mg oral; 2 hourly; max 30 mg in
24 hours)
or
Quetiapine (50 to 200 g 1 hourly; max 800 mg in 24 hours)
or
Chiorpromazine (50 to 200 mg; 2 hourly; max 800 mg in 24 hours)
or
Risperidone (0.5 to 2 mg; 2 hourly; max 4 mg in 24 hours)

IF REFUSING ORAL MEDICATION
PARENTERAL INTERVENTION - INTRAMUSCULAR

IMI Olanzapine 5 -10 mg; 2 hourly (max 20 mg in 24 hours)

IMI Haloperidol 25 to 5 mg + IMI Promethazine 25 to 50 mg
Further doses after 4 to 6 hours (max Haloperidol 20 mg and max
Promethazine 200 mg in 24 hours)

or

IMI Lorazepam 1 to 2 mg; 1 hourly (max 8 g in 24 hours)

NOTES

Benzodiazepines may help keep total antipsychotic
dose lower thereby reducing risk of adverse reactions.
Plan to gradually decrease dose of benzodiazepines
(as appropriate) & cease prior discharge.

If consumer is frequently using PRN medications,
consider integration into requiar orders.

NOTES:

A Supra-therapeutic dose of antipsychotic will not hasten
recovery but wil increase risk of adverse events.

Monitor total of regular and PRN antipsychotic doses and
avoid multiple simultaneous antipsychotic agents.

The combination of oral benzodiazepines and antipsychotics
should overtime, manage acute arousal

NOTES:
Additional non-pharmacological options include emergency
Electroconvuisive Therapy (ECT).

Any consumer receiving IMI medication must have physical
observations monitored as outined in “Monitoring” section.

altematives

f there is inadequate response to any of the above options or if you are considering doses exceeding imits recommended above, discuss with Consultant P

ion MUST be documented in the persons

sychiatrist, who may at their discretion, recommend higher doses o suggest
medical record.

Zuclopenthixol acetate:

Zuclopenthixol acetate (Acuphase’)is not recommended due to long
onset and duration of action, however, may be considered i
authorised by consutant psychiatrist considering the following factors:

- The consumeris not antipsychoticnaive

- Consumer will be disturbed / violent over an extended time.
period

- Thereis a previous documented history of good response

- Previous history of requiring repeated parenteral injections

- Consumer choice (e.g. advance statement)

- Administration is eariy in the day; adminisiration late aftemoon
‘onwards not recommended due onset of potentially Serious
adverse events ater on in the evening or at igh.
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