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HWEIE 1985 FHREFHAHERNG (e RMEETE - RO oE e R E R e S A
TIHRE] - E R SRR EEEIEIN - 2 £ 2017 FE - FFRREE E 2
SRR ERE AT 10 PR B AZE » M WHO (2009) FHE T SR HR5 1 2E (R R A £ BT |

(Improving Health Systems and Services for Mental Health) ZEBURfER » HfE
{bAE A IEER =L (WHO Service Organization Pyramid for an Optimal Mix of
Services for Mental Health) (WHO, 2009) ZH$t ¥ BEE g 4F o THERE TR LA s A
HE— 2GRS - 2B ER 2SS 2 TR RS R RS -
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PR 5% SR E R 2 e LAYRE i At @ I R 7 % SRR E &S iR
NI BB SAR (e S S Fr A4 -

FE R A AAE 1990 AEFIE » 12 2007 4 7 H 4 HEIERITIHE 4% » Rprbeifg
HANE » S RFIERE R E R ETE S NS = EFEEHIE - gL S
P N SRl e PRt L e e R E e | o M E IR 3 ARERVER - ARG ERE
sEHIERSATT T B EREE ALY 3B 14 REE - INFRA MR eI -

= EEAREMHMERTA T RIS RL ¢ SRR BN S PE R

[ PRI AA R R B2 N HESEAE 2016 - —EFFH (1] SPEEna Al 15 {EEIZ AR
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Overall score

Mental Health Index 2016 —0Overall score

Rank Country
1 New Zealand I
2 Australia I
3 Taiwan I =0 .1
- Singapore NN <
S South Korea I <
6 REEEY &=
7 Hong kKong IIIIIIEIEIEIENENEGEGEGEGENENN ==
8 Malaysia I -
-] China [IIIININEGEGEEEEEEEN < -

10 Thailand NG s

11 India G -+

12 Philippines I -- .-

13 vVietnam [ 0.5

14 Indonesia [N 15.7

15 Pakistan [l 12.8

Source: The Economist Intelligence Unit

BAGE 15 HERAVEEEIRE L - SEHRE 3 TPNBMNBLALPERE - (B
Hrinse ~ e - HA - /8 - WS ~ P - ZRE - HIE  JEEE - i - B
f& ~ R - BIELLE - 8894 (80.173) S —2BN (94.7 73) ~ 54
AtPERE (92.2 7)) BIRAGERE - BURG B AHEE S IAVZER - FralfEtt g ez
ySERE I > FERZ RN - APuRE 2 FTERE -

Rank  Country Rank  Country Rank  Country Rank  Country

= Australia =1 IWLEE)  100.0] 1 Australia RN 1 New Zealand g

=1 Mew Zealand =1 New Zealand | INNIEEETTNG 2 Mew Zealand I 2 Australia
3 Taiwan =3 Japan TR 3 South Korea [IIETE] 3 Singapore [INEERD
4 South Korea =3 Taiwan [HNEEE] 4 Singapore TN 4 Taiwan INEES

=5  Hong Kong [INNEEE] =5  Singapore [ INEEENDDIH 7: . 5 Taiwan 5 South Korea |GG 7:.1

=5  Singapore 73.3 =5 South Korea | NNGN :.: 6  Hong Kong [N 72.9 b Japan [N 5.
7 Malaysia NN 71.7 =7 Hong Kong [N 51.1 7 Japan [ s5.6 7 Hong Kong I 3.0
8 Japan N 65.D| =7 Malaysia [N <1.1 8 Malaysia I 43.6 3 China [N = .;

=9 China I ©0.0 g China [ 2.0 9 Thailand [ 37.0 9 Thailand [ =0.3

- Thailand [N 0.0 10 Thailand [l 22.2 10 China [ 27.4 10 Malaysia [ <2.5

i1 India [N 0.0 11 India [l 15.7 11 Philippines B0 26.9 11 India I 2.0

12 Vietnam I 500 12 Pakistan [l 111 12 Indonesia I 20.2 12 Philippines I 31.9

13 Philippines [ 33.3 =13 Indonesia|o 13 Vietnam ] 10.3 13 Vietnam [l 25.0

14 Indonesia [l 25.0 =13 Philippines |o 14 India [l 10.0 14 Pakistan [l 3.8

15 Pakistan [l 15.0 =13 Vietnam |o 15 Pakistan 0.5 15 Indonesia [l 15.1

Source: The Economist Intelligence Unit Source: The Economist Intelligence Unit Source: The Economist Intelligence Unit Source: The Economist Intelligence Unit
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BIEEE - CLFRBUNAERS (e R SR BRI AL E i e el am K o af s ~
RS T A TR R (R B R B R A RE ~ AT DRI B P A HE S 4T R 5 U B R R R A
TP (e - ERESRMZS - Ky 7R B R R R R S Bk > AREE LU=
AR (FRMAyE R 2 -



=~ 2 H

— ~ BRI R BRI > DUE R ARKHIEBR S -

=~ BN AT A BRI R EEE TR DUME A E R RIS E 2 -

=~ RN SR R e AR -~ SREDAFEHRIE BLARE AR (R - DU B i AR 04
(E7ES7E FAR NREALTRE BT -

VO ~ B AR RS (R R R B B B AR (Beyond Blue) RZEFR
FIBTEHL S - e E RN O B R R R R B2 DA SETS  (F R HEE)
EBSE o

2~ BRARBETE

—FERAR
4 AR5 %58 BB /55E
FEURES LR OHER ORERREE M
IR ErErEAED OHE R CIER#REE M
FETE BB E HERHRET HER
TR BB HE G GEMHEET ER




CEETRE

HEA 712
4 H20H A PR E RIS e rh SR 2 38
4 H21H REERARY > EEREFIEEUE
4H2H SahAlER e KRR A E B R EEHER > SOREHERS
1 ~ The Footbridge Community Care Unit (Residential
423 H Rehabilitation Program)
2 ~North Fitzroy Prevention and Recovery Care (PARC)
3 ~Mental Health Tribunal
1 ~St. Vincent s Hospital
*Overview of St. Vincent’ s Mental Health services community
and inpatient setting
4 H 24 H *Focus on the Mental Health Act and i1nvoluntary treatment
*Mental Health Acute Inpatient Service
2 ~Claredon Community Mental Health Service
*Qverview of Victorian Mental Health System
*Continuing care team
4 H25H B B O B R R A B R 4 B
1 ~ Beyond Blue
4R26H 2 ~Domestic violence centre
4 H 27 H Melbourne School of Population and Global Health
St E RO GR e
4 H 28 H EEY RN 2 e e R KA S
4 H29H P EIR=




B~ S2FEE KRR ¢
— ~ BONS B O RSB SRES (National Mental Health Plan) JY&
BOMEBUERS I IRFSHIE - s IR G SN INGRE - MRS - BN
SR Ry BUMNAY B = RN » (HEE Y BU AT E AR 2 B B 5 A E AR A IR FR U 42
B R HAETFF - 6 @INRLEHEE TN -SSR s Em-EmErA s &
R i - E P A i S e - BN ELS Ao - B AERE A PEEORH]
SE-EHEET 5 AIEGI AR ¢ BN E D - SR 5 ACREM - S TR DL -
BMEY A 24,715,868 > THifE 7,686,850 Km' » AEEEME - HE-EHEZS
B 213.6 2 [2] -

BN =Y.
A% 24,715,868 (2018) 23,682,521 (2018)
% 7,686,850 K’ 35,980 Km’
GDP 1204'6%;3Tg;°n USD 129,58 billion USD (2016)
NHE i GDP 10.3% (2015-2016) 6.3% (2016)
BRE{LERIETHR 11.7 (2016) 12.3 (2016)

R OH A » O BRI RS A - RIEE &8 R ORI (R
NHYNFE - BN S AR A BT 1992 A (R ~ N ~ 305 ) L[E S ZHEEIE 280
HIEABCR - WH 1993 F5AE | R OEELE 5 FatE - 2STHE S BHER L
HEEEERE > HEER OEFEEHEREERRSENT ¢

(—) F—HEROE B ETE 1993-1998  (First National Mental Health
Plan) [3]
HiRt BASHBER 2SR B & E - WL AT " B b ) B T AT avEH
12 HEREREA (1) M 6 0 30% - EE R @ bR e
BTN 87% (HES EREIHESHE NI 8 . S%- (2 EmHEERHIPR AL 5,802 IR TNEEE] 3,396
PR CRZV 42%) < (3) HRARE TSRS S S e meaE 2 HHEE R 49% T %
Ry 29% - (4) &R BEeEATA SRR RAG R E SS%FT T2 73% - (5) FaifiEs



(o F & B AR RS 2 AR E 1994 4 33%HEINE] 1998 4F 61% - (6) 45T
R se sE MRS NGO &GN 200% = (7) 24 /NEFFEE A IEE R IR A1 3
1 65% (H 824 PRIGHIARy 1363 FR) - (8) F 4A8%HIft I B4R & B e AL B B A2k
H R R A K T B R AR A BRI P
(2) E-HE2BEOERMEMEEETE 1999-2002 (National Action Plan for
Promotion, Prevention, and Early Intervention for Mental Health) [4]
JEAE SR — ST MRS TS Y BURERL - e e 2B SR B RS RL A S 1B H -
thpHsasRR B R B - 58 LB A (e BT S A AR T 1
i H RPN e O B AR IR RSt - DUR s e O BRI R (e RV B RG> s =
& F =2 E R HY AR - EREIT
1~ (R R TR - (1) OB AR D (2) Bin OB (3) 2R
HEEREGETE (4) 2EEEBTERE (5) B&RE -
2~ B HISCE SR AR © (1) BEIRR (2) AfafEmiees (3) FSEprIayHas -
3~ mEEARM: (Quality and effectiveness ) : (1) EEJIFHZERFEZE (National
Survey of Mental health and Wellbeing) (2) TEBWIZE (3) 1L E(RERZ -
(=) B={E2ER LB A EETE 2003-2008 (National Mental Health Action
Plan: Ways forward) [5]
FEESE MRS o SR BIN AR OB R - 5T 34 [EEEFIERER 113 {HEH#
TEAE - AR AIELL N R (R - B1FE © (1) (RIS (2) BRI A3
B (3) fEiis ATy (4) FrkfEriesmikss (5) BE2E (6) IR eIk
B (7)) avB(eEEalE (8) AUtsEETN -
(MO SEVufh2 OB R EE FETE 2009-2014 (National Mental Health Action
Plan: An agenda for collaborative government action in mental health)
[6]
PR — TR B AG (R A SRS - IR B RGeS T RV S SR T A 4B A (AP B O PR
A FRESL O BB R R - BRI R A IHERE M E (D) (&8s
FEUER (2) FEPEEFEA (3) MRSl - A F ol st (4)
nnEECEEEAR (5) EEE CGEEsHEEHRE)
() ERYHE2ELE REHEEETE 2017-2022 (National Mental Health and

Suicide Prevention Plan) [7]


https://zh.wikipedia.org/wiki/%E5%BF%83%E7%90%86%E5%81%A5%E5%BA%B7%E4%BF%83%E9%80%B2

HAl EEAB IS 2 MR IHIHERERE (1) BEEsEtE AR (2)
ARE®RYE (3) BEEEFERE R ARG IERSCR (4) BERERME
EATEPE S LR OERERE R B&YIE (5) BEBiE i N IR 5 G
FE R FIPET (6) FMETREPET (7) L2 kA mBRIREHERRE (8)
TR SR R A VR B M

=~ BONEHRER AR

FR#E Australia Mental Health Services, in brief, 2017 [8] » BUNKEHEE 24 »
BFE={EEL 7T * Mediare &5 THIMRFS (BHSEESHEN « KRN ~ LHEDEHREDN) ~ FE e
THEARERE (8~ RAILEEEE ~ 1@ BRI - (EEAIS e IR ) ~ SCRPiiss (&
RESCRAIRS ~ RS FP AR ~ FE B REETE ) -

Tahle 1: Overview of Australia’s mental
health care system

£ 2007 F# e 0 16-85 BRlh HEIHIH

Medicare-subsidised services

Genearal Psychiatrists Paychologists ]\ ’ $+%j‘ 1/3 ﬁ]\%ilz{é E{j’é;ﬁfﬁ}ﬁ%—‘
practitioners
W Yy 2k BY = N2
Specialised mental health care settings FEVE LS A 70.8%2 B &
Public and Cormmunity Residential N =N =S N
private rmental health mental health El:ﬁ 377%7‘E)L‘\£$‘Eﬂj& 227%E4‘%$$4{+
hospitals care Care services .
: ESHl
Support services

Disahility Homelessness Mental health

support support services  programs

services

BONSRHLRE i A s s B AR AL BB ~ RAILEEE ~ (L& ~ NGO ~ RLILE2HT -
e A SN R AR e SEEER o 2B R ARG - 4
HRFT e e R R TR, o AE i A IR SRR B £ 2 iR i AL - 1E
Erdu - BhofE R (ERERHRAEIITEET) -

SINENE L E R R R R I AR (2B (case management ) Ke&rE &bk
R R LRI (E i > BartEbimh R El o s iR - A~ [EEIER
BA SRR E R e R f R -

B B e B R P AT ALl R e B R A (6 22 B B 20 - P H R e
AT FIEHE > — BRI MR EUERES - FEERUEE - R EZ e TG EE
Bersii Rl CEONTE R LB EEAL > inpatient unit) > FEFOGEA —ENRER

9



Hil > PIETRE RN E - SOBEHE 2 B b - BIEHE SRR IS 24 - BEHEEE
HIETENE > A EEFEETE - HEA/EIIREE - vJDUTIERRSS - AEEERT » e D
KIS RN KETHRI B SE B A — BB - EIERE RIS MEINEE -
HAEBGEGAZE - Al 22 e EIERERIR AL (HNBUREE R D 8igr & B bk
RN ) » B2 RHIERD AR -
B A B R HRREVR @ et - IRBR BEREN - A ILEAERITEER
AR %A (home-based outreach support ) & Hft& LHE L HM:AY (psychosocial
rehabilitation day program) > H ZE M MR (residential rehabilitation
program) » DA 5 @ sl iR & 1Y SUATE (residential respite) o DA ELHIEH
ERHG 2 S AR BT
(—) BFHZEB&HT GP
£ 2015-2016 BOMBASE BRI IS S - A 12, 40 H5 e HRAN S - f2ft
18,000,000 ZHTEFHESFEMHRAAR TS » 78 medicare AT (AU HES EAHRA AR %A
30.6% (3,200,000 BT ) ELABASEEETN - MBS SR IETERAAT 5 AR
TR - FRREE - HEIRIERE - TEBR IR ~ RV STE
591 A medicare Fr&aSTHIE (B REIRTS @ 4O I 2RasERREm - HIUR Al
OERAM ~ EEPRCERAT ~ BRI EE AT ~ BB R EE -
(Z) EPeEUE BB ARTS Overnight mental health-related hospital care
2015-2016 £ > 23 ~ FLITEEBEA 244,934 TG HEERERE - FHERREGE 16
K 63. T EREAE AR RIS - Hh 28 B R ARG IR 2 1R
T2k -
=) BFREAEHEERTS Residential mental health service
JEFRTIARE e TR AL (R A 24 /NIFHYSE R BUAVERI B % - sl A B
CHECHWHEAEAR » R LEEEEREH - 4£ 2015-2016 FF4 5,840
AT, 727 ROFEZ JEZ BTGSeI %5 - 4k %5 K% 307,000 XA 19.4%
ETERHIMERY - B IE R T L R2ET - 54. T R R EUE TR R IR R
N2 0 5. A% 3 EAE 12 {8 A -
(M) $EREHES AR Community mental health care services
2015-2016 FErHEIF BRI 41 #A (940 AR ) > A 1/7 (13.5%) 2
SETHITERY © 40. 8RHYIHA (89 17 A ) B H EIRER CARRE 92 HERER ) -

10



HEFHEREREEET 2N EZEE R BT -

(L) BHLEREGRIRER
B RS e AR B R HILL RS CEIBIUER) » HICR &R IS e Rk
% (19.4%) @ Szt EAAREHEE AR (13.5%) -

(F3) BONE e R R RS
2015-2016 FA BB HESRAEIEEE 00 (RS (A 373 JHEE) » (BMNEURT
P B FRACERN 7. 7% - 3277 230 # A S2F] Medicare 4G THIAE HESREAHBRARS -
FEOLIE BRI LRE R ARTS 96,330 A © 2014 - 2015 SN T EIRL T BE Mg LAY
RIREA 9,577 IR > & @A RE e B PR EL 2,471 IR - B0 A 3,131 fir
FETHEEERT - 20,834 fILFEHESREERRED - 24,522 frsEAMh L EEAT -

(£) BMEVLESmm R AR %
BN R e R I s et - Bt E s e a2 AT (community mental health
clinic) » BHE BB BAVEHE S MEFKEHTAE - BT Rl 8 REEE X
(Continuing care team » i CCT) » HEIFFRBEAVEZ - SAEZEREE
SRS 25 AIEZE  #%8h7$EE X (Mobile support team > f§fE MST) » BEIH
AR ESIREERL & B R ENEZE - S EFEHAE 2 R 10 irEz - EHEE
FilE BRI EEEN S5 (Community treatment order > CTO) » FEZE{H
FEHMMBHR | £ 2R BEIRESE » 546G T RADURER S5 |
fEtsaP(EE R (Crisis assessment team > f&f CAT) » B Al RE R ZAEREEL
BWVR BT =S EZE - (2B F AR S E R BN E - B8 3 H A R 2
FliraBbia ZEWkEmRR G 38 (triage) #wiE -

=~ GEFEEEHERAR
S A NP N R FErEES > R EE DRy 79 (EMTBUF & - 42 aig )y
BONARBEIE B 5 NYE - (B ARG 2 % » ST EE RS - 48O
& 026 H#E A - 4EZ I an B AR (R AN AR TR 3% (E4EZ oo ACHEB0M 1/4 [2]
(—) 4EZFaoRE e % mental health reform [9]
1~ 5111960 -2 1980 4 * /MG RER » FraUfs i 855 | AGER S BHaa M2
HRERES -
~ S5 HA 1990 A& 2000 4F ¢ BARARE (e RIS Bt AGRIVERIRETS ~ JA R

11



B i 20 KRR St PR Lk s k5 1o B PR A5 ek
3~ =1 2000 F£ 2017 - BT RS ARBIHVRF IR G RREE 7 (140 Prevention and
Recovery Center, PARC) » BEZHYARE I FF NGO HBEFI4HAR (FEERrhlE Sk
A7 (Mental Health Community Support service (MHCSS) , peak bodies) e
+ HAT 2018 4 ¢ #EBHEI 50K AEORER U7 2 (National Disability Insurance
Scheme ,NDIS) SZBfttIERAESIRFRTS > EUFEIEHERRAY NGOs  (MACSS) i
SRR IR Y 5 =BT HITR2 Pt S NGO HY 2 8 -
(Z) 4% F i ZHIRE S Victorian Mental Health Services [9]
LB AVIE R » BANEGTE D& - FRE - FEEM - HBUN ST
VRIS S Rk 5 T Bt B FEt L B ey IRE - BT B R 240 FE&
HE R EIAETHESREMNE (area-based clinical servies ) BEHREFE /D (0-18
)~ BN (16-64 7% ) ~ A CKIR 65 5% ) HUKEHESIRIRES « A 21 A
BRI (AMHS) » 17 REAFFHEEFTIRS » 13 KA ENE/VFFE RIS
(CAMHS ) » Orygen Youth Health % °

Child & adolescent services Adult services Aged persons services State-wide and specialist services

F Intensive youth support . Crisis assessment Aged persons | Victorian Institute of
and treatment mental health teams Forensic Mental Health
[ Continuing care, clinical . . .
L Maobile suppart Acute inpatient services - Perscnality disorder service
- Acute inpatient services ) BT .
o Aged persons mental I Brain disorders service
= Day programs - Continuing care teams health residential care
] o Mother-baby services
L Conduct disorder senices Primary mental
[ health & early I Eating disorder services
intervention teams
Community care units i VT B
Acute - Child inpatient unit
inpatient services
I Dual disability service
L Secure/extended cane
inpatient services - Neuropsychiatric service
Homeless outreach Early Psychosis
sarvices L Prevention and
Intervention Centre
. . Consultation and FRIC i
available in all areas r ligisan services {EFPIC] statewide
available in some areas "
Prevention and
recovery care
Youth program-

Early psychosis services

DU A BB © &M E - AR ~ 2R e B E AL - ff
L RHBUF AR TS ~ S OFFFEIGEE -~ ISR ERt - LIEIRsE A - FapLE
1E NG - BasM ks E RS Early psychosis (16-25 %) MAFEKTENEAE R

12



&5 Youth PARC (16-25 %) °

1~ JRAI_E R S BEAE AR B 1 i N SOR B AR - A0 IR AT RE & HH HA &
R KAGHES ) - R E A2 B - B NEAFTERI AN e
A% (AMHS) A = EEhECRAR S Ay B 1

Mental Health Service Area
Rural Victoria

Mildura

LEGEND

M Barwon
" Gippsland
1| Glenelg
1%l Goulburn

M Grampians

M Loddon

M North East Hume
Northern Mallee

[ Local Government Areas

Metropolitan Melbourne

LEGEND

1| Central East
I Dandenong
I Inner South East
I Inner Urban East
I Inner West
Mid West
W Middle South
I North East
* North West
M Northern
I Outer East
M Peninsula
M South West
[ Local Area and names

Adult Mental Health Service Area
Metropolitan Melbourne

13



2~ & ~ SHFERERAN FERE

CHILD AND ADOLESCENT SERVICES (0—18 YEARS)"™

= Acute inpatient services = Doy progroms
= Autism assessment = Intensive mobile youth outreach services
= Consultation and ligison psychiatry = School-based early intervention programs

= Continuing care

ADULT SERVICES (16—64 YEARSY "

» Acute community intervention services = Consultotion and ligison psychiatry

= Acute inpatient services = Community care units

= Psychiatric assessment and planning units = Prevention and recovery care (PARC)
= Secure extended care and inpatient services = Early psychosis (16—25 years)

« Combined continuing care = Youth PARC (16-25 years)

AGED PERSONS SERVICES (65+ YEARS)

= Acute inpatient services = Aged persons mental health

- Aged persons health residential services L= oS L ey es= L

3 ~ Rt e Rk

STATEWIDE SPECIALIST SERVICES

= Aboriginal services = Meuropsychiatry

= Brain disorder services = Personality disorder services

= Dual dicgnosis services = Torture and trauma counselling

= Dual disability services = Victorian Institute of Forensic Mental
= Eating disorder services Health (Forensicare)

« Mother and baby services = Victorian Transcultural Mental Health

MENTAL HEALTH COMMUNITY SUPPORT SERVICES

Services include individual support packages, youth and adult residential rehabilitation, supported
accommodation, plannead respite, Aboriginal programs, mutual support, self-help and community
support services.

" Delivery of activities varies betweaen areag mental! health sernvices Some services hawve separate teams for the vorious octivities,
athers operate Tntegrated teams” perfarming o number of diferant Functions
== Al child and adolescent and adult services are expected to respond to the needs of youth (16—-25 years)

4 ~ 2016-2017 F4 5 F TR EF B R IEE A B

NITE SRR » #55 66,445 A (51,735 A » 10,723 REFH/VE -
7,386 A ~ 751 EARA D) 5 11,337 ARthl&scieik 5 36. 6% s & 5 IS
1. 142 FIEEA AL 3 50, 4% 2 5 32,6048 T & 13. 6% X LFEE 1R
JREE S 2. 5% RER - B RRRZ R we (24.2%) ~ HAth (21.8%) ~ SRR
B (21.5%) > BAZEESAR (11.7%) - HZEEITHE (4.6%) < 12.6 RBEE{EEAE
BRPRARFS ~ 1.25 (BB @R IR » RErHRHERER 23-25%(E AL IR I -
75-TTAERLNBERE TAF -



VO ~ BN AR iE EE % St Vincent Mental Health Services [10-11]

(—) EESAERE M R R SRS
AR RE AR L B E AL 2 LS S B b AR 880 I °
bR T SRR RS - thEFE S A B SE B AR R e nyAgRE (St
Vincent's Mental Health, SVWH) 22—l Lt FARBERY AN TR B s B
fir - PR HulEw & R ATHHIA ~ BRES - BT EREHRHR R R s iR
gt E - EMERBERARE  HIFZHIREA - H5E4 -~ FEHREEAT - 5 RFE2L
{EZ= Ry o araRl R BEER - BEBG &R - D—(EESiE e -
FeB e ~ B S RS Y A4S A AR RS B A A -
FERG T = B B A AS (B R L R ALY (E 22 B ( case management )
Fer e bofa iRt Riz QR R I i - sssEr i iges - AMEE -~ EREHEA
= TR MR E S (B RIS - 25 v RE IR VRS (s B IR -
R AR AESS - FHRHIEMIRE (Acute inpatient services) -~ #F
i@t (Psychiatric triage) @ Fo—EReHIHURE1HES B (Body Image Bating
Disorders Treatment and Recovery Service- BETERS, Victorian Dual
Disability Service- VDDS, Mental Health Primary Intervention & Care Teams -
MH PICT/ HOPE- Suicide Prevention) -
FrtE A —E R AR (Footbridge Community Care Unit) o
—{[& %5 S HAR TES A8 E 0 (North Fitzroy Prevention and Recovery Center,
PARC) - WAfEt @5 (e (Claredon Community Mental Health Service,
Hawthorn Community Mental Health Service) > SFEAVHIEFEHERERK (&
R B SRR TS Crisis Assessment and Treatment Service (CATS) - H##)
ZHEEK Mobile Support Team (MST) - Fr4EHREEEIFX Continuing Care Team
(CCT) -
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Schizophrenia

Acute Hospltal huspital
CATS
Subacute _
i MSTS community
| CCT
Rehabilitation
NGOs

1~ B

{EZE

Eiginlist

BERMAIRE - 1 B AR I (R R AR R E AR T BRI (= Ay (8 A5

FE A SRR R e 2 B 1 B IR (i 22 B e T4 -
(EZE BRI ISERTE - B (1) (EREHEBEMEE (2) B - BRE
BT HLE A RR R A (3) BEEERE (N ARUREHEEY) ~ ST TR - BRI
IR (4) LESEEA - B HEHE TRBEEREFE (5) EismE - #

=t

EAF R A B R B RIS e AR AR (6) 1

B

orE (B 1 (8 ) { il B 5¢ i HY i i

tion-focused therapy) ° [EMEEZFIR »

(Solu
o Bl

IR R A S E R - (R

Ayt (EpligstsE (7) [MrllEgats > AaR > HEATERTIH

{2 B E AR (& [F] A -

FE kRS )E Psychiatric Triage [12]
L F B —(ERE RS e B8 3 (Guideline of Statewide Mental

Health

Bk

K need : HEFEZNVR CIEHERIRF |

Je\fa

Triage Scale) ~ EESCARBEREHRHEMERATH ~ 24 /N

HARES © BE RS HEEE -
Hils e G h8 & = F A Z Triage decision-making factors * 77 A 5 3E

W7 (9) MEERE

HHEEIFEFAH (10) BEREA

A ME urgency ¢ K HESR IR B AR S S FERY = Aa
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5 E4REE Triage Codes » 47k 8 (HZ4R > 73 AI ks -

€& A\ FEFEEERF (emergency services response )

€ B S=AMEAVEIEEIRTS (high urgency mental health response)

€ C &M HEEEARE (urgent mental health response)

€ D FZAMEREHEE R ARTS (semi-urgent mental health response)

& E JEEOMEE eSS (non-urgent mental health response)

& F ENHMRBIRAEE (referral to alternative provider)

& (G HEERMEN/ RNEE S EFE (information only/No further action)
Mental Health Triage Scale

| R , BRI | . ..
4T /et T BRI e E—HTEER
A T ® it BBREEN AN | HETEEERE
WERT EE ® Hgmayy | AR EERHN | SRRz
DEAA LA ® gz
® SHEE mE
A5
® 57 EEE
At
B ESGEMEIE T | @ AVEEREE/ | ok A RIR | 155 6 i B
REEERTE | BERE S TR | S o T S | 0 R S [
BB EE T I AR 7T - Hft sk E
A R/ NP Hagsoses | /5% B U S R
o ShEEEETE | BITEATERLE | (4 BELHAE
P R AR | Bl CEfMET | B IRt
BREE 3 %2, 26 | S BLGRRE R A | E)
B E ] | R S AT | S
5 WAL ) | o IR Y (o]
o I (I BT » B AR SR
Ty R @
F5TH A1 L 2 e
TR e
471 55 8 2 ] 22 4 6
%/ DENRE
B L
C S REEE | @ EREA/LHE | fa i sia kR | 1L
EERTESSE | SPEEEE A | 5, I S | s S
BT/ 5 Aok (5523 Z3H
. o B EE | (41 CAMHS BT
1E/ VNP TR RS | ) VNI
et STE
o =fula{TE kb |
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SRS /A

[El FERY AR E T
TE AR IR ]

SRR

TR R B T T B
533

E—STEHERE

KU | TEUAIRE,
i, K
BhZEHIEA
itk H MR
BT HE £
ik
EREZEFER
SIS 3oek ]

5%

fe 1Y 15 B R B ik
1 R s E
T 15 1 i L)L BB 5t —
N IE

D
hiEkGEE B
B

SR
IS

1F 72 /NEF A

{8 5 / ME g &
B EE A TR 1T
Wi (BafEE
T4H / BERRUE ) 1T
EERER
FE MR RIE
ik
eSS E S]]
Sl R 2l
KRR
R R TR B
Ja R ECE TR
i

fo 1 a5 B U B ik
B, R s E
A5 (e.g.CAMHS i
FEERAT ) T ERE
i

E
FEE T R
® TEERER
EXFRERR

FR S A LS 1 &
RS

BT IR T
B - B
iR E B
HE R

HA AR B TR
RES R (EZE E
E2lp Rl S
(75 B T
% [ B 2 A S
)
EAEFAIER
oM E AT
JETREIEHE

FreE I S E R
7% (e.g. CAMHS {EZ
EHE) mE TG

F
FIARR B FE R
745 T 344 T (5] FE 1T
Lol

B8 LA AR 5 12
(=5

HAn AR TR
(%0 GPs , ’A AN
il TN
BERFE RS ) &
B EFRAETR
K
KMEE/ B
AR/ T AT
Ry | 25 e [ b
N TR AL

5545
f=a

T 155 1Y & Bl B2 {3 1
A IR E XAV E
FHE A %5 B2
H o B R
AR SRt

fre 3 B L At il 75 12
e (ZEFEE
IRLTHRRE) Al
WR H A AR K

52
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X [El FERY AR E T , R e IR 5 T T B e

SRS /A B S AR & e E—STHER
G HER & / B %/ MEE TR | MRFE - EEE | G5 LA BB
BE® R REE | FAESEE SRR S Iy | ATERIRE R | M TN
&/ teE s
RFsRAtERE MRmsie it B E | /=K
/ EEMG R | BB RIS
BRI E FARE R IR | BREULERE— P&
EELEM LR afl

® TR R A
FHE—D#
i

® FHEIEM (&
o B o e
BRadam ) DURE
AR 1 B R
=S A

(#Z%HE Mental Health Triage [12])

3~ M85 Acute Inpatient Service (AIS)
B A BEOE R —{E 44 IR BN 2 A= MR B 6 IRAVAIEERIR(Ext ra
Care Unit, ECU) - SMEFEHRNRFELUEHIGER AL » —FRLEE 2 EUA - A
It AT REEE 3 I8 H 244 © Ehei W2l BE L IE - S0FHEZ IRt
apyEL B D -

4 ~ Footbridge *HIEIEEBEfr (Footbridge Community Care Unit, CCU)
T FiE 28 (P R S &% vl DLF CCU - HF SRS E IR B E S (T AT R SRR
fiaResTs AR A RA H A TEDIEE - 1B 1LEERE T - Footbridge &
BRFE B E—(EA 20 IR 24 /NEF R REAH & E (R EIAV (S - fedb o3t gk
RERE TR A - ERIRICEE R (R AR % 1 & IREE B -
A B EATEFIRESRERS - GIAUER - R6E - REEGEHERR S - THEARE
HF (ML - BB EE T O EEL S » (AR AEINERRER
REAREIREL » BEETTERS - R IKEEmfA SR - A AE 6 F - T4 HE—
PREIGERFAL - S5 R - [HE AL IR - A 4 FrvESEHS  BIFTRavEZa -
KR BLEC B TARHD » 4 2 1% A ALERRI: - S REE e A 2 A
3 NFFE{E A BIYEAL - EHHZEE - #n 0 B ROfARRE] FANEERERT
TG S TEACE -
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5 ~ YER5EA{E R IE#E North Fitzroy Prevention & Recovery Care (PARC)

PARC J2:4f 2 1| o & Ja 3 A0 AR 4 B B B 1A B (B ZE a1 AR Ay TR B8
F R HHY » Go—BRAENGEAL - Bt et A RS tps AT S RIS SR i
B (B RN - £ PARC thofgi—{l FERS R L~ 5 J(step up/step down)

AR > B Ll PR e R TR R - Rt et e = B 5 iy 7R B) -

6 ~ tLERE B Community Mental Health Center

LA Clarendon fLHUEAFHEREH.0 Al ©H % EINEE - EFEF e R - 5 -
et oy L] B BRI S I F B B B S B Bl EORA A RS (R B Bl 7 #E BB 25 Y T
{E

FEAEEAR R 0 EEEA 28 F R > (S - FrEREEREIK Continuing
Care Team (CCT) -~ #%E)ZFZEX Mobile Support Team (MST) K faiésihEla
JERS Crisis Assessment and Treatment Service (CATS) -
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® FHEIEEERY (Continuing Care Team > f&F% CCT)
CCT {EZ=E FRATRIAH R Z 2 TTHY - ERE T TAT ~ FEERATEC R e 65T - B
FEMRIE MR 25 EZ  AEHIEMREER RIS - B7E 0BT g%
REAV(EZE - BB Bl @ BEAT - $RfbkE e ~ OB ~ 1 - DhREEER RS -
SRMAMIEIRR K - S S AE A5 B AER SE B AT B REAE (B S R RS - ST
BNHIBEIR Y SR - B (B B R I - A B LB - S Bao T IEE
ERx -

® B EERk (Mobile Support Team » f&f% MST)
MST {EZE EBRATRVA R 2 26 Tehy - BLAEH AT ~ SR R EaD - &
TR E SR EERC & 8 RAEAVAS E 2 - SRR Ay S Ak B AR -
(HZEEHMEL RS 10 iE%E  SHEREE AR E RN ST T2
(EZEEHAEH R 1 22 X BB RS &8 » 846 T RADUE RG] -

o GHEPAEELIARIRTE (Crisis Assessment and Treatment Service > fi§#% CATS)
CATS FEIE BT EHEREEAN I T - A M s (E 2 - Ut ARG
HHARERO G « CATS & ST ([ EEALATRT (HTRRE ~ RS tpRim st ~ 1H & 5% -
B 25 J SR — R A 1E - —f CATS EHEBtERNEEMUARE - B R > R
EEIHER RN BBk ~ Y EERTE - A REENE  CATS
B BLRoply BN EEEY) RS - HElRER A —ETE -

® 54h » HARRAVERR AL -

B OEFREBMHEERE Clarendon Homeless Outreach Psychiatric Service
(CHOPS) &1¥t /&Mt Pl 5 nIERAv(E % - (X EHARFEIIEEE N T &
HIEEFENDEHA SR - -

==
=

=2
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B 5i&05EHRT HOPE (Suicide Prevention) : HOPE BB FHAVHAENEI S IE Y
IR R eny B B - IR B i B SRR T R e E 2 ~ B
FHRENRE - SRR A - hEREE e B -

W RETHEE - 4R A SLERE MR Mental Health - Primary Intervention & Care
Team F&#% MH-PICT : MH-PICT B4 ERE &N GP VB B F - F7 7
B RAVE B EERER A MH-PICT B Al fE & H 2 Blap e A s » 5
BB (E i R EL S AR - BUA IS B IS 2 1A B -

F ~Mental Health Act 2014 (Vic) [13]

(—) &ZFRERMEAERN
BN INERE B A #4275 (Mental Heath Act, MHA) - BlAIARIUERSHT
SBHAFTENES S - 5A B CARUEE4E (Mental Health Act 1986
(Vic) , Mental Health Act 2014 (Vic) ) - fE#iE&%FEE ¥ AR E
1> A1$E United Nations Principles for the Treatment of Persons with Mental
I1lness 1991 (UNPrinciples) » & United Nationas Convention on the Rights
of the persons with Disabilities 2008 (the CRPD) - ZJNHKE 4= 4
A WG LS R E0K -
Bl) Mental Health Act 2014 (Vic) &S » #tA 17 2457 150 H o 2(EE 57y
ER2HEE - filu
F=E0  NHECRTE 251 ARVRERMERE 275 fra& A(Nominated Person)
AEES -
FEVUEHy - 5REHRE A (Compulsory Patients) : (2ZEIHREFE( (Assessment
Orders) ~ABEEHIEEMS (Court Assessment Orders ) ~ Bl 5H G (Temporary
Treatment Orders) ~ 5&H[EHE (Treatment Orders) FEMEM: - FEFEARGREE
B\ BEEAEERE (Mental Health Tribunal ) RS ARERTE
B A~ B EREHEAIES -
FILERS - #EESFE (Community Visitors) : $EEItlEs, SRS BLIINAE -
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BT8R : WA (Security Patients) : f2ElABRFIRE G (Court
Secure Treatment Orders) -~ 5&{Re&EEE (Court Secure Treatment Orders)
AR E B -
F+85  EEWBA (Forensic Patients) * #UEILIEAVKE i N HIH -
(=) &% A Compulsory patient [15]
HER R A=K /) K@ A (minimize the use and duration) 5RHIEE -
L R/ DIRFEMZIE (least restrictive and least intrusive) e H¥#A
# (Authorised person) » ] RyBEToRGE « B - 215K E M5 (i B AR IR 5
(designated mental health services) BUfE(HELATAYEREE A & - AAE 2014 &
T AR AU A B R T I RE n DI ~ #94 ~ 8 5 - s BSR4 R
R A {E 2 E R TE AR (e R A -

fE EAE AL B AR (Authorised psychiatrist ) B DL HE ff sk it &% A &
(registered medical practitioner) FTfftdys@HIEEE (Assessment Order) >
LTI AERIRFEFG (Assessment Order ) ~ JAERHEIF/EHE (Temporary
Treatment Order) NARESIHEHEEGFEE (Assessment Order) ©

1 ~ 78IRS (Assessment Orders)
HERHEHE RO R REAA 5K (appear to have mental illness) ~ (i
FEHHEATIRDERINTRZE - DLATE A B Ok B Y L S E G E E 5
ft A o AL HY R A 2 B0E (e iR A\ B siiE e R IR iR A E - oo
IR - et 24 /NI 5 BB -24 /N » S ZEAE R e (FREMa (RFES Bl
TAE R BT A DU R R - e 72 7NRF) ©

2 ~ YR 5R%VA (Temporary Treatment Order)
Hi s fl AR I BA R sy A - FFEILRDERE AN B EE L& (iR
SR E G E H OBt - 8 AMGREDERE - 765 A DAL RIF HEsm s DU MR
HJTENL R EREZE - e e FHE&ET (Authorised psychiatrist) JE »
Nm et EBUEFE IR IRHE R RS 28 K o HE (18 BREA FHIA) K 14 K -

3~ BFHEHE (Treatment Order)
EPATE R RE LA S RE —FH > HEERMRIEAT (authorised
psychiatrist) IR NEIT2EE - WA EXEHE GO TR EEE - TIREEREY
{hi R IR A& A & B R B 6B - A7 Z A kE #4274 (Mental Health
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4

Tribunal ) $2HHE > HIEFH#EAERE (Mental Health Tribunal ) i » His
FlesfaE e (AR 12 A+ /M 18 Bl 3 A+ i (AR E 6 A
/INA 18 et 3 H ) —HATTEIRHEDEFIRAE - 15 FHEEAT (authorised
psychiatrist) FREILHMHEEHTREDEH -
» Mental Health act and human right [16]

KRB ENZ — » SRRSO AT A E R AMEALIHTEOR - BN AEZ &
AR Mental Health Legislation and Human Rights » ¥ & & ATE i 4
BB E NFEANN S - Bl DRSS - NEBERMTMSEINVEER - B
i B B PR AR AN KB BN ERA T S5 (i AR A A 1 E RV 2 PR DABIRE AFE S
LTEN TR R AR Z B -

7N > KE 4 JARE Mental Health Tribunal (Vic) [17]

TE A AT R 4E S Fn B RIE 2014 FEKEHE A A(Victorian Mental Heal th Act

2014 ) Fragatiy—EBILAARE - EZAVDNREEEN i AsafliassE (compulsory
mental health treatment) EETTEHEL A nkE i AERTHRIZTAYEM: o AIR(EZEHY
P&t
T N HIREM B By - HLE S EIHE AT ¢

RFEEHEUE » AR @R G TTEAEIER (Treatnent Order) » FREHT

setlaRE (Tratment Order ) FF AR EME (AT E& Al o] DAE— € W5 ] RAEFE EFE 1R
s WO R AR EEREDER (EhisittE) -

e S FEAsEHLAHE (Treatment Orders) NENFTIE:E ZHNsaEl -

R EMSRHDERRATE (HE A BV NR 18 B S B EARE (ECT) -

IR TEAR PPRRIID RS 215 E RS i R e

B HFE A A B H AR e R

BB TR S MR -

(—) 5afa% (treatment order) ZBEEEIER

1

* R AR LB R FT E TR e R E RS IR HIR A 28 K LSt AR
JHAE 28 RETRATERTIRE Y - AEEEIVREE SR EREDER (Treatment
Order) HYREAE -

AT AEAE S E A (Treatment Order) i FBHELEEGERTAEG
FEHUARRE - BUFE - [EZEAE ISR - FEILRNEFLATEY] B (a5 B B
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BEEFEHCEMA ;- AJIZRHR LN R NRFLERE - (EH A SRS ZaR -

3~ KF R AE AR TR G JIRIE & IS 15 5 A 2 R HA R 2 iR i 11 A R

(Community Treatment Order ) B asRE{F /A8 (Inpatient Treatment Order ) °
g EsaHlaHE (Treatment Order) AYHFH o HeRyRftHEEFE 12 (EH -
oA (Inpatient Treatment Order) FIDAZE] 6 (B F o E{HZE/NF
18 5% A emWbE A (Treatment Order) fxfR/E 3 @A -

4 ~ BEE sy sRHEDERATIGR - B R FERRREE - ZEMSREgANREE - B
EEE A NEE - W A BB B B U sEAE (L& PAsR &l 1+ & 59 (Communi ty
Treatment Order) 4E4EEH -

5 ~ AR AR A RE B DAEAT IR ZI R0 o 2 SRR /E % (Temporary Treatment
Order) BUERHNEHR 2 [EHREINGR]

(=) THEEAREAVEESE (hearing)

1~ KE R AR —REFT - A A TR e ORI R e A RIE - g
=18 A4HR > EEEIAAE (legal member) ~ FEHIRIBRAT & 0B A B

(registeredmedical practitioner member ) fzftE& A E( community member )
HApEEANEZTE -

2~ B A ERERYRERTERFT - & ECT Ay MRl F-lof TS e oA E -
T =(E A& - B4+ 5VEAA (legal member) ~ FEHRIESED » Fttl&E
A& (community member ) EpEANERELRE

3~ 2016-2017 42 mfs i AR A RIS G BTN (18]

(1) FEEEERIT 7,818 > 62 M2HEWIT - Hrf 5,925 e milaRt
(75.8%)° 371 HEREH AR BT RHEHRE - 590 fE&aF A ECT &% > 100
AL BCT JA9% -
(2) PEest Ry mflttiE e (Community Treatment Order) A 3,423 4
(54%) » s&#EFRE (Inpatient Treatment Order) A 2,502 4 (40%) » 6%l
DRSS EHE (Temporary Treatment Order) e 5375 351 fH2%&0Y BCT
237 AR BCT BT T -
(3) saflttiE EH (Community Treatment Order) FYHERH - B 0YE 40-52 ¥
(46%) > EZRIE 14-26 #H (39%) - 5@l (LR % (Inpatient Treatment Order )
FIRERE > BRI 21-26 38 (68%) » HKJE 7-13 # (20%) -
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(4) A 688 {4+ ECT MHRAZE & - HrfZ A58 ECT order A 85% » NEIEAYA 15% -
A A2 A2 T LA BREIY 7 =068 (53%) » HIEmW AHRE I
HEUEIE (41%) -

(5) FESERTIvr BB AR (76%) » 175H 24% » EEEE<1% -

1= ~ Beyond Blue [19]

Beyond Blue 7+ 2000 £ 10 HRKIL @ EBRMAIAEEERTTE Ko LI R (R iEr IR
BV - BOTR R BEEE - S SAHRERE g o R BRI - B2 -

CRE - RSB EAHRY S1F - IR SRR B E IR R 0 R
THERAS SRS A0 o szt RIS BN IR FEBURT ~ N BURF 5o 3t & BURF LLR R
corporate Australia F1 Movember &M - HaiE TAE®E®M 1 HALLE -
beyondblue £ - WA » = H0M SR AV EHIGRE U BN RS - FRIA)F50% » #HE(S 0 - Beyond
Blue $HBOMN LEEERR T/E RITHEGIEREEE » @i 8ThRMN R

IR > 2 The Hon Julia Gillard AC >
W M AT A -

BAFRMERBH /420 Prof Grant Blashki @ fiith BBl A KENEIZTY » FEER}
BEAm - M H ATt/ Z Beyondblue Y clinical advisor - BELS T (E4H 4% ER IR A
%‘%‘% o
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“ I p———

SREEEENA 2 HEAAERE - 2 HEAEER - BHA 8 AGH A - 8H—
A4 NG 3 (EatA— AARRE - B o HiER - AEE - BNE S (EBEE— A
8~ & 8 {EHFBEA— AEE - Beyondblue BTN &G EAY A RHERS » L T35
AR ~ R ~ AL > BLAR Y RV SRER LR > (HSa88E -

26 B4 10§

8 Wi

EENTTTI S

AND

INSaoite  UNGssisidi

ARE LIKELY TO EXPERIENCE ARE LIKELY TO EXPERIENCE

N THEIR
PEIHERR LIFETIME

Beyond Blue 58 & : 1~ {2 -G AR LB EAVSEER 2 R A E B R LEET
ZTAME - 3~ RER B AR S EIARCL R ERBAVS - 4 - (R ERRE
PRIE - REIREEE K LGSR RARE - TORCESIIITE) > ek DR R -
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Beyond Blue BIEH/ETFE

1 ~ Way Back Support Service [20]
Way Back Support Service & beyondblue %A H &R EE AL 3 (E H IEEEIRHY
B8 Lo BT PRAY ST o TRALE ZE B et Be (8 S S s R g BhHET - fE(EZEREZ
Al EIFEHRA R B Rt &SRy - T8 38 S R 4g4% -

2 ~Mind Matters [21]
Mind Mat ters SR ENFHEERTTEETE - HAVEIREFE AR R4 -
B R —EEE TIE - B E CHYRERE R B RIS - AR MR BT
& « o [EEEE - HA 4 (8 EZEAYAA Cl IEREE C2 4RI BE]R
73 (resilience) C3 CEHASEE C4 LM (IR EEAYEA: -

3~ Heads UP [22]
Heads Up /25t FERE B HEL beyondblue —#EE4fERY - Heads Up MR
2R BRI HEBIBSS I TE) - B EERSS I E A EE CHyA e - LEl
G TAFERIRAVIE T EET - B FIE CAYRE TR - MRA L A EC o BT
TR (LA ERAVE R ST SR SRR 109 (RURKES - IiEE R - &
& | TURBAERSGIIAE (R - T DU RIS R E 2.3 TORME YA IR

THE COST OF MENTAL HEALTH IN THE WORKPLACE

Tr fud
IS Inciudes
9 Untreated mental health onne
—’ conditions cost businesses e $|46 million
458 In compensation claims
0 $10.9 billion annually  EEeNEZ

2 $6.1 billion $4.7 billion
In presenteeism In absenteeism
| 4

Australian businesses will experience a ROI of
THE ANSWER? ﬁ $2.30 for every $I invested

in the mental health of employees

+: Heads Up Australia SAVING
@ LIVES

THROUGH Frst Aid
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N~ HEERTT

(—) BONRERIBL [23]
BONGEET A 15 BRLL BRI - & 6 (A (Y SRR B AR SR SR S A
ERT] > & 4 (EE —EgE YRR SRR e EERT B 5 e —
{6 S KSR 2 T > 1 2012-2013 & 2013-2014 A 99 (B2 MEREEESGA LG
REITMIE T - sRR I AREME > AR ~ RS - HERENRTT -
R YRS -

Figure 1.1: Family, domestic and sexual violence

Sexual violence

All violence

(=) 2010-2022 BMAE R ELMEZER DNV EETE, [24]
1~ 25 1 #A{TE 5% First Action Plan, 2010-2013
2~ 55 2 BAfTEN ;5 ZE Second Action Plan, 2013-2016
3~ 55 3HAfTEN 52 Third Action Plan, 2016-2019
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(2) &ZFEEAECHRIPIERES (Free Violent, Victoria) [25]
= R TED
\ RERTES =4
5 ¢
HIRRIRDS (REIAA) (R
sy, | ERIAERNG | R AR | SRS R
SEEEC | B4 e
MRF AR ) 1 a2
TR ERFENE | BERiE R | o R R
DBAERE | SUAARE > EOATR | BOBAREBRE | C e e
IR SRERTT | e
SRR B
WL G % . "
g | P SUTE S | sme s | RIS E S
L | BN ERR RS | (R NEE L anek
(BREE25])

(P9) DV-Alert

[26]

DV-Alert f&—{EMNET5ET ¥ 5 B2 2 THIF G G4HA - RN SRR TIRDT » 2

A wWE

B EBURERY e 2 I 6 EE JIISERE - LB iE N R ER T

M2 EH > saEe = (& R AYEES > B5E © Bk (recognize) ~ S (response)

B (re

fer)e
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h ~ BNESEREHRFEME - (L EREEadaRrER
(—) BONE BRI I ESE 1

& B
426 1,591
ek ek
22 203 1,197 167 66
. 129 72 . 161
HEL | ER . , - e | gk | R N
e | m | PR RUERE g | e | wpe | 2UER
92 37 63 9 144 17
BIL s | SO0 | i e
EEbekE B Ui B Bhiks | K
TR S I 7 e wWRL | Bk
2906 7,266 5,126 5,671 2.754 5,310 1,698
7 PR PR 7 PR PR PR
5,917 R
FE% 2,383
(2435 20,969 & pe 9,812 [
IR
1~ FENELEE A CIHE » HEESEENMNE % o R ESHRAVEENE S B
BRI DAY ZE R - G 426 FOG(HIGEEMRE - BUNA 1,591 k5 g
Mk > Erhd & OB AR L BB A 22 55 0 BENAIA 1,197 3¢ o NEEES
B % P Ay & O B AR Py (1,197/1,592=75.2%) > HHEIN & & A H
(22/426=5.2%) »
2 ~ BEEL BN ERE R A B4

(1

EEEBUBHRIRAL - AAE 72 RAILERE (9 ZXAILMRIERE ~ 63 A8
BErEtHRE ) ~ 129 RELALERE (37 ZXALILIEHRFES BT ~ 92 SXRLALBEBERE AR} ) -
SEFRAE 20,9609 TROAEFEIRAL -

(2) BONREHRHERIRAL - S3A64E 161 22 ATLEBE (17 ZAILAHREEER ~ 144 A1

BERE AL ) ~ 66 ALILEE R - HAR(IE 9,812 SREFIRAL -
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Information about your rights &
responsibilities as a resident
responsibilities

How to contact Footbridge I ST VINCENT'S o
Community Care Unit HOSPITAL enVision

All consumers, visitors, and staff have a right to
a safe environment at The Footbridge CCU.

This means everyone needs to:

* Keep the shared living areas clean.

* Use the “infout” board to let staff know when
they are leaving and when they will come back
to The Footbridge.

» Let staff know when they have visitors at The
Footbridge. Visitors need to sign the Visitor's
book at the start and end of each visit. Visiting

hours are until 8.30pm every day.

We will not tolerate any:

* Intimidation - verbal or physical
* Violence - the police will be called if there is

violence to people or damage to property.

This is called a Zero Tolerance policy

Speak to your case manager if you want to be part _
of the program at Footbridge. |

Your case manager and carer, family or friend can
take you on a tour of Footbridge '

On this tour you can ask any questions you like |
about the program.

Footbridge
¢ - Community Care
| Unit (CCU)

: y 540 Napier Street, North Fitzroy
o, o -3 Tt g l

Q@

Footbridge Community Care Unit |
540 Napier Street, '
North Fitzroy VIC 3068 l

Tel: 9481-5644

Fax: 9481-4193
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What is Footbridge?

Footbridge Programs

ST VINCENT'S
HOSPITAL

MITMN BN

enVision

What is Footbridge?

Footbridge Community Care Unit is in Fitzroy

North, and is a 20 bed mental health residential

recovery program. It is staffed 24 hours a day.

It has a multidisciplinary team that provides
clinical care and case management using a
strengths-based approach. This shared living
environment supports people to achieve their
recovery goals; build on everyday living skills;

and develop links in the community.
Who comes to The Footbridge?

Individuals who experience mental illness
and who would benefit from a period of in-
tensive support to achieve their recovery
goals.

Recovery Review Program (RRP)

This RRP is a short term program where you stay
at Footbridge and work with different members of
the team to:

* |dentify your personal recovery goals
* |dentify your personal strengths

* Explore your support needs

* Involve you in planning your treatment

At the end of the program we will arrange a time
with you, your carer/family, and your treating team
to discuss recommendations for your future care.

Your community case manager and treating team
will stay involved in your care during the RRP.

Intensive Recovery Program (IRP)

Following the RRP you may be offered a placement
in the Intensive Recovery Program (IRP).

The IRP is a longer term program, the length of
stay is determined by yourself and the treating
team.

During this time your care will be transferred to
Footbridge, and you will be appointed a case man-
ager who will work alongside you during your stay.
The IRP provides an opportunity for individuals to
access a range of health care professionals and
resources to support their recovery goals.

A Message for Carers and Family members

We believe that carers and family members have an
important role in the consumer’s time at Footbridge.
St Vincent’s Mental health also offers a range of
services for carers such as:

* Families where a Parent has a Mental lliness
* Children of Parents with a mental illness

* Carer Consultant

* Tandem Carers Fund

Please speak with your case manager for more

information.




Mental Health
Tribunal

Mental Health Tribunal Service Charter

The Mental Health Tribunal (the Tribunal) is an independent statutory tribunal established under the Menta/
Health Act 2014. The Tribunal is an essential safeguard under the Act to protect the rights and dignity of

people with mental iliness.

&,

/

=

Purpose of our Service Charter

e  Outlines our vision, values and goals

e  Advises what services you can expect from the Tribunal
e  Outlines our service standards

e Explains how you can give us feedback on any aspect
of our service

Functions of the Tribunal

The primary function of the Tribunal is to determine whether
the criteria for compulsory mental health treatment as set out
in the Mental Health Act 2014 apply to a person. The
Tribunal makes a Treatment Order for a person if all the
criteria in the legislation apply to that person.

The Tribunal will also determine:

o  Whether electroconvulsive treatment (ECT) can be
performed on a person if they are considered to not
have capacity to give informed consent to ECT, or if
they are under the age of 18.

e A variety of matters relating to security patients

e  Transfers of treatment to other mental health services.

s Applications to perform neurosurgery for mental iliness.

Vision
The Tribunal’s vision is:

Promoting rights by ensuring the participation of people with
mental illness and their carers in decision making.

Values

We are:

e accessible

e  collaborative

e  responsive and solution focused

o respectful of diversity and individual dignity
¢ accountable and professional

e committed to learning and improvement

Goals
The Tribunals’ goals are:

e  Participation — maximising opportunities of consumer
and carer participation.

o Excellence in Tribunal Practice - embedding best
practice in all aspects of our operation.

«  Building Excellence in Mental Health Law — promoling
transparency in decision making and contributing to the
implementation and development of the Mental Health
Act.

Last Updated: February 2015

Level 30, 570 Bourke St, Melbourne Victoria 3000 Australia
T +61 390323200 F +61 390323223 T 1800 242 703 (Toll-tree)

E mht@mht vic gov.au W mht.vic gov au
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Tribunal Services

The Tribunal provides the following services:

e  Scheduling and conducting hearings, primarily to
consider compulsory treatment, and ECT.

e  Providing written notices of hearing to parties and
compulsory notification persons as soon as practicable,

¢ Responding to enquiries from parties including
consumers, carers, legal representatives and mental
health service providers.

o Where the Tribunal has determined to make an Order,
take steps to give a copy of the Order to parties and
compulsory notification persons as soon as practicable
after the Order is made

Tribunal Staff Service Dslivery Standards

Our service standards describe the level of service we aim to
deliver. These standards will be measured regularly through
internal monitoring procedures and by monitoring the
feedback you provide.

e  Where a consumer is made a compulsory patient we
will list a hearing within the legislative time
requirements.

e We will notify consumers, nominated persons and other
parties of hearings as soon as practicable

e  The office will be attended from 9.00 am to 5.00 pm
each business day

o Staff will identify themselves by their preferred name

e Staff will be contactable by email, telephone, and/or in
person during business hours.

«  Enquiries will be attended to promptly and the enquirer
will be treated fairly, reasonably and with courtesy.

e Email enquiries will be acknowledged on receipt and
will be responded to within 2 business days. Where
your request cannot be finalised within 2 business days
you will be advised of the expected time frame for
resolution,

o We will answer 95% of telephone calls within 1 minute.
Where a voice mail message is left we will respond to
that message within one business day.

e Wherever practicable, if it is not possible or appropriate
to assist a person making an enquiry, staff will provide
information regarding agencies which may be able to
assist.

e We will collect, store, use and disclose your personal
information only for the purposes of the work of the
Tribunal and in accordance with the Mental Health Act
2014,

Feedback

To provide feedback or make a complaint please see the
feedback and complaints handling process on our website
or complete the online feedback form through our website at
www.mht.vic.gov.au

How to Contact Us

Mental Health Tribunal

Level 30, 570 Bourke Street

Melbourne, Victoria 3000

Telephone: (03) 9032 3200

Toll free for Victorian country callers: 1800 242 703

Email: mht@mht.vic.gov.au

Website: www.mht.vic.gov.au

Last Updated: February 2015

Victoria



The role of the Victorian Mental Health Tribunal under the
Mental Health Act 2014 (Vic)

Matthew Carroll
Presldent — Mental Health Tribunal

23 April 2018

23/04/2018

Issues to be covered

1. The Tribunal’s functions under the Act

2. The Tribunal’s solution-focused approach to
the conduct of hearings

3. Future focus

Key principles of the MH Act

« Voluntariness preferred
« Recovery and community participation
+ Preferences should be respected

. A_Ilgwing people to make choices involving a degree of
ris

+ Rights, dignity and autonomy to be promoted

Holistic approach

= Carers recognised, respected and involved

d

45



Treatment Orders

« Sequence of Orders
+ Types of Orders
+ Length of Orders

« Triggers for Tribunal hearings

23/04/2018

Criteria for Treatment Orders

Section 5:
* The person has mental illness;

* Because the person has mental illness the person needs
immediate treatment to prevent serious deterioration in
their mental or physical health or serious harm to
themselves or another person;

* Immediate treatment will be provided if they are subject to

an order;

* No less restrictive means reasonably available to enable
immediate treatment.

Key Statistics — Treatment
Orders

2014015 ‘ 201516 ‘ 201617

ITOs made 2324 2485 2502
CTOs 2588 3120 3423
made
Orders 417 358 371

revoked

d
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Electroconvulsive Treatment

»  Why does the Tribunal have a role in relation to ECT?

* When does an application have to be made to the
Tribunal?

* How the Mental Health Act defines capacity

« The form of an ECT Order made by the Tribunal

g

23/04/2018

Criteria for ECT Orders — adult
compulsory patients

Section 93 and 96:

The person must not have the capacity to give informed
consgent to ECT and there is no less restrictive way for the
person to be treated.

Considerations relevant to the less restrictive test include:

« the person’s views and preferences re ECT and
beneficial, alternative treatments;

» content of an advance statement;

o views of any nominated person, carars, guardians;

*  the likely consequences of ECT not baing used;

* any second opinion that has been provided,

g

Key Statistics — ECT Orders

2014115 2015/16 ‘ 2016/17

ECT Orders 550 620 588
made
ECT 68 86 100
applications
refused
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Solution-focused hearings

)

23/04/2018

A solution-focused approach

Characteristics of a solutlon-focused approach to hearings:
+ Exploratory rather than directive.

« Constructive and respectful queslions and discussion.

Informed by the preferences and vlews of consumers and also the
views of a nominated person and/or carer/s,

 Informed but not deflned by the reality of available services,
¢ Agllity and containment.

But none of these principles detract from the need for rigour. Solution-
focused discusslons may at times be difficult,

The future

-

. Tailored approaches to hearings

2. Developing our skills and ability to engage parties and
promote participation

3. Ensuring consistency

4. Developing our own and others' understanding of the
Tribunal's role in relation to treatment
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Overview of the
Victorian Mental Health Sygtc—;m

Key questions to be covered:

* What are the principles of mental health service delivery in
Victoria?

* What are types of services are available for people with a
mental illness and who provides these services?

* How do we know if we are making a difference in people’s
lives?

* How can we understand consumer outcomes?
* What are the changes/reforms planned for the future?

"+ Asia Australia
% Mental Health

Mental Health Services in Victoria

Mental health services in Victoria can be accessed through GPs and other primary care
providers, but people who are seriously affected by theirillness can be referred to the
specialist mental health service system.

Generally the impact or severity of the condition, rather than a specific diagnosis,
triggers access to specialist mental health services.

Specialist mental health services in Victoria are divided into two service delivery types:

»  Clinical Services focus on assessment and treatment of people with a mental
iliness. These services are called Area Mental Health Services and are managed by
hospitals.

e Non-clinical services (NGOs)are called Mental Health Community Support
Services (MHCSS). These focus on activities and programs that help people manage
their own recovery and maximise their participation in community life.

Both clinical and non-clinical services operate within geographically defined catchment
areas

. Asia Austrafia

> Mental Health
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Principles of mental health
service delivery in Victoria

* Comprehensive and equitably distributed services
* Continuity of care through case-management

* Mental health services delivered with general health
services ('mainstreaming’)

* Integration of hospital-based and community care

* Focus on those with ‘serious mental illness’

. Asia Australia
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Mental Health in Victoria —
Historical Overview

First Two Phases of Reform
*  First phase: 1960’ to 1980’s

— Reduction in hospital bed numbers with the introduction of
psychotropic medications

—  Emergence of consumer rights movement
*  Second phase: 1990’ to 2000’

— Closure of psychiatric institutions

—  Community-based system of clinical assessment, treatment and
rehabilitation

— Services delivered geographical catchment areas

.": Asia Australia
i\ ¥ Mental Health
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Mental Health in Victoria —
Historical Overview

Next 2 Two Phases of Reform
*  Third phase: 2000 to 2017

—  Positioning specialist clincial programs to intervene earlier and
provide alternatives to acute inpatient care (e.g. PARC)

— More funding to the NGO sector (MHCSS, peak bodies)
*  Current phase: Piloted 2016 — current

~  National Disability Insurance Scheme (NDIS) now funding
community disability support services which include MH NGOs
{MHCSS)

—  Significant change in the way consumers access these services and
the way specialist clinical services and NGOs interact

% Asia Australla
< Mental Health

De-institutionalisation
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Mental Health Act Victoria 1986

* Right of person with a mental iliness to be treated in the
“least restricted environment”

* Right of person with a mental iliness to live in the community

* Involuntary hospitalisation and Community Treatment Orders

;’.:.: -2:.‘-_ Asia Australia
W Mental Health

Victorian Mental Health Reform
1992 Onwards

* 1992 Release of First National Mental Health Strategy and
Plan

* 1996 Integration of mental health services with general
health services

* 1994-1999 Closure of all large psychiatric institutions

" ".:.’-. Asia Australia
.: 2% Mental Health




How did the reform it take place?

Staff training and preparation for move from large
hospitals to community services

Education of families

Preparation of patients to make the move to the
community

s Asia Australia
%\ ¥ Mental Health

Mental Health Act 2014

Establish a recovery-oriented framework and
embed supported decision making

Compulsory treatment orders — minimise the
duration of compulsory treatment

Increase safeguards to protect the rights and
dignity of people with mental illness

Enhance oversight and encourage service
improvement

www.health.vic.gov.au/mentalhealth/mhactreform.pdf

www.health.vic.gov/mentalhealth/publications

S Asia Australia
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Framework for Recovery-oriented
Practice (Victorian Government 2011)

Promoting a culture of hope
Promoting autonomy and self-determination

Collaborative partnerships and meaningful
engagement

Focus on strengths

Holistic and personalised care

Involving family and other support networks
Community participation and citizenship
Responsiveness to diversity

Reflection and learning

4 s Asia Australia www.health.vic.gov/mentalhealth/publications
.' Mental Health

Consumer representation

Level 1 Figure 40
— Consumer t Consumer committee representation within mental
MErS on managemen health service organisations, 1993-94 to 2010-11¢
committees

— Consumer advisory committees 60%
25 25
15
11
; I k.

Level 2
— Consumer advisory committees
199394 200203 20003 2010-11

in some areas of service

Level 3

— Consumers on broader advisory
committees which represent a
wide range of stakeholders and 0% e i
interests - 'f' 15,

|
Level 4 '
— Consumers not represented, but = !

encouraged to meet with senior ~
representatives of organisation

0%

Wievel] [Dievel2 [llLeveld  Leveld
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Victoria's 10-year mental health plan

* Our goal is that all Victorians experience their best
possible health, including mental health. We want to

create a healthier, fairer and more inclusive society.
That means good mental health for everyone,
particularly people who are disadvantaged and
vulnerable. We want people living with mental illness
to receive the same respect and have the same
opportunities as everyone else

=+ Asia Australia
¢ Mental Health

Table 1: Victoria’s 10-year mental health plan - cutcomes

Vision

ALL VICTORIANS EXPERIENCE THEIR BEST
POSSIBLE HEALTH, INCLUDING MENTAL HEALTH

Victorians have good 1 Victorions have good mental health and wellbeing at all ages and stoges of life
mental health and 2 The gap In mental health and wellbeing for at-risk groups Is reduced
wellbeing 3 The gop in mental health and wellbeing for Aboriginal Victorians Is reduced
4, The rate of sulclde is reduced
Victorians promote 5 Victorlans with mental iliness have good physical health and wellbeing
mental health for all 6 Victorians with mental iliness are supported to protect and promote heatth

ages and stages of life

Vietorians with mental
iliness live fulfilling
lives of thelr choosing,

Victorians with mental iliness participate in learning and education
Victorlans with mental iliness participate in and contribute to the economy

9. Victorlans with mental lliness have financial security
with oLwithout 10 Victorlans with mental iliness are socially engaged and live in inclusive
symptoms of mental communities
iMness

The service system Is
accessible, flexible and
responsive to people of
all ages, their families
and carers, and the
workforce is supported
to deliver this

Victorlans with mental iliness live free from abuse or vlolence, and have
reduced contact with the criminal justice system

Victorlons with mental lliness have sultable and stable housing

The treatment and support that Victorians with mental lilness, their famllies
and carers need is avallable in the right place at the right time

Services are recovery-orlented, trauma-informed and family-inclusive
Victorlans with mental lliness, their families and carers are treated with
respect by services

. Services are safe, of high quality, offer cholce and provide a positive

service experience
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Victorian Mental Health Services

» State-funded specialist mental health services provide community-based
and inpatient care for three main population groups in Victoria:
— children and adolescents (0-18 years),
— adults (16—64 years) and
— older people (older than 65 years).

* 21 adult mental health services (AMHS), 17 aged persons mental health
services, 13 child and adolescent mental health services (CAMHS),
Orygen Youth Health and a number of youth services statewide.

* People can only access the services in their catchment area. Some people
use mental health services from several areas or regions.

* If a person receives treatment from an ‘out of area’ service, the AMHS in
the person’s area of origin is responsible for ensuring service provision
and continuity of care.

Asia Australia
N Mental Health

““\ﬁ\’fnurxﬁ
Mental Health Service Area
Ve Rural Victoria

Mitdura

LEGEND

[ Barwon
Gippsland
Glenelg
* Goulburn
11 Grampians
77 Loddon
[# North Easl Hume
Northern Maltee
[ Local Government Areas

Easl Gippeland
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LEGEND

¢ Cenlral East
[ Dandenong
B Inner Soulh East
& Inner Urban East
Inner West
1 Mid West
Middle South
North East
: North West
" Northern
| Outer East
! Peninsula
1 South West
[ Local Government Areas

Adult Mental Health Service Area
Metropolitan Melbourne

o R
-

Figure 1: Victorians experiencing some form of mental iliness in any one year

@l Each year, about 19% of Victorians
experience some degree of mental illness

" 12% experience mild disability

W 4% experience moderate disability

I 3% experience severe disabllity

Asia Australia
Mental Health
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WHO RECEIVES PUBLIC MENTAL
HEALTH TREATMENT?

#ifi 66,245

ﬁ' 36.6%

new clients

T B
111%
of populotion
o o

q$ 50.4%

b 32.6%

rural

fifh 1267

she 2.5%
' Aborlginal or Torres
&

Strait Islander

How do clients use clinical
services in Victoria?

Source of mental health referrals, 2016-17

M Acute health
B Emergency department
I General practitioner

B Family

. B Client/self

B Community health services
W Police

Others/unknown

Community-based Service Delivery

& .:'-_ Asia Australia

i I Mental Health
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How do clients use clinical
services in Victoria?

» Most clients use
community mental 19%
health services I

— Averaging 14.5 hours of

A d Community
community contact per client per . only
year 1 )
g u Inpatient
only
- 0, H -
Fewer than 25% of clients are : . Community
inpatients in any given year ) . and

AN inpatient

— Only 0.5% receive 5 or more
acute admissions in a year

2 - Asia Australia
¥ Mental Health

Most important drivers of a positive overall
experience (based on YES survey data 2016)

OUTCOME: Victorians with mental iliness,
their families and carers are treated with Staff showing

respect by services respect for feelings

A statistical analysis was undertaken to better
understand what drives positive experiences
of clinical services. The single largest factor Stoff

driving a positive overall experience was staff making

showing respect for your feelings. 'Feeling s T Feeling
respected’ was in turn influenced by feeling to see you welcome
welcome, staff making an effort to see you when when you at the
you wanted, stoff showing hopefulness for the e service

future, respect for individual values and feeling
safe (see Figure 2).

Believing that you would
receive fair treatment if
you made a complaint

: - Asia Australia
- Mental Health
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Victorian Mental Health Services-

responsibilities
High-quality mental health services in Victoria support people with a mental illness by
providing
— acute,
-~ subacute,
— specialist,

— residential and inpatient community services, and
— community support services,

These services provide people with a mental illness with the best treatmentand care
possible to support their long-term recovery goals and participationin community life.

= Government, non-government and private organisations in hospitalsand in the
community provide these services.

.:.'; Asia Australia
W% Mental Health

Victorian Mental Health Services- funding

* The Victorian Government is responsible for the funding, deliveryand
management of specialised acute, sub-acute and residential public mental heaith
services in hospital and community settings.

« |talso funds Mental Health Community Support Services (MHCSS) that are
delivered by non-government organisations to provide a range of rehabilitation and
support services for people with a psychiatric disability arising from a mental
illness.

«  Through Medicare and the Pharmaceutical Benefits Scheme, the Commonwealth
Government funds general practitioners, private psychiatrists and allied health
professionalsin the primary care sector, to provide mental health treatmentand
support.

»  The Commonwealth Government also funds psychosocial support programs that
assist people with a mental illness.

‘_ Asia Australia
W 7 Mental Health
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Figure 2: 2015-16 mental health expenditure
service type

i i by
Victorian Mental
(8.8% of heal

Victorlan 2012 - 2013
Health Budget

1 Dept of Health
Budget $13 b

B Menta) Heaith
Budget 51 14 b

GOVERNMENT ROLES
AND RESPONSIBILITIES
IN MENTAL HEALTH

Nationally, approximately $8 blillon Is spent on
mental health In Australia every year. Of this,

around 80 per cent ($4.8 billion) Is spent by state 7 Community clinical [7 Residential

and territory governments, 36 percent ($29 11 Hospital 1 Service system capaclty
bllilon) by the Commonwealth and four per cent

($309 million) by private health Insurance funds.*® B MHCss [ Other

! Copital asset charge H PARC

and depreciation
9 . . The Victorlan Government invested $114 billion
$1i- Nep Asia Australia in clinical mental health services in 201516 and
“ ¥ Mental Health $126 million in MHCSS (see Figure 2)

Table 2: Victoria’s clinical mental health
workforce, 2012-13 to 2014-15%

[
Workforce type 2012-13 | 2013-14 | 2014-15

Psychiatrists,
registrars and 704 734 77
medical officers

Nurses 3,727 3,877 4,028

Allied-health

R 1,299 1,381 1,404
professionals

Administrative

and clerical staff 458 88 546
e 19 16 19
workers

Carer workers ~ 19 18 19
Domestic staff 173 161 152
Other personal 233 0a7 na
care staff

Total | 6667 6882 7153
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VICTORIA'S PUBLIC MENTAL HEALTH SERVICE SYSTEM

AREA-BASED CLINICAL SERVICES®

CHILD AND ADOLESCENT SERVICES (0-18 YEARS)™

e Acute inpatient services « Day programs
« Autism assessment « Intensive mobile youth outreach services
« Consultation and liaison psychiatry » School-based early intervention programs

« Continuing care

ADULT SERVICES (16-64 YEARS)™

s Acute community intervention services « Consultation and liaison psychiatry
» Acute inpatient services « Community care units

» Psychiatric assessment and planning units « Prevention and recovery care (PARC)
« Secure extended care and inpotient_services « Early psychosis (16-25 years)

« Combined continuing care » Youth PARC (16-25 years)

AGED PERSONS SERVICES (65+ YEARS)
* Acute inpatient services » Aged persons mental health
« Aged persons mental health residential services community teams

Asia Australia
e Mental Health

STATEWIDE SPECIALIST SERVICES

» Aboriginal services « Neuropsychiatry

» Brain disorder services » Personality disorder services

» Dual diagnosis services » Torture and trauma counselling

« Dual disability services « Victorian Institute of Forensic Mental
« Eating disorder services Health (Forensicare)

+ Mother and baby services » Victorian Transcultural Mental Health

MENTAL HEALTH COMMUNITY SUPPORT SERVICES

Services include individual support packages, youth and adult residential rehabilitation, supported
accommodation, planned respite, Aboriginal programs, mutual support, self-help and community
support services.

* Delivery of activities varies between area mental health services Some services have separate teams for the various activities;
others operate ‘integrated teams’ performing a number of different functions
** Alf child and adolescent and adult services are expected to respond to the needs of youth (16-25 years)
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clinical services in Victoria 2016-17

THE YEAR AT A GLANCE

#fi 66:4a5 iy, 30.6%
2 10,723
§ wﬁ child and adolescent @T’im 1,337 '

uw 31:3“33 Support Services clients
fh 739
- i 1817

clients

..'gé $1.26 billion

clinical services

= 5125 million
9 Mental Health Community
Support Services

i
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@ ST VINCENT'S
HOSPITAL ACHIEVE INNOVATE
MELBOURNE

Orientation Package
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Orientation Package

The aim of the Orientation Package is to provide new staff, graduates, student nurses and
student occupational therapists with information relating to St Vincent’s Mental Health
Service (Melbourne).

Table of contents

Service description

Services provided

Statewide Services

Indigenous Beds

Strengths Model

Footbridge CCU

Peer Support Worker

Documentation using MRO

Handover and General Communication
Footbridge Buddy System - undergraduates
Medication Administration

Commonly used medications

Mental Health Act 2014 overview
Framework for Service Delivery

Campus map for St Vincent’s Hospital
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Service Description

St Vincent's Adult Mental Health Service and St George’s Aged
Psychiatry Services (Melbourne)

The St Vincent’s Mental Health Service was established in September 1995 as part of the reforms
documented in the National Mental Health Policy and Plan, 1992. This led to the mainstreaming of
mental health services with the wider health system.

The aim of the policy is an increasing emphasis on a local integrated system of psychiatric care
which promotes continuity of care for each individual, treatment in the least restrictive setting,
consultation with patients and families, and links with local providers of disability support services
and primary and specialist health care providers both in general practice and specialist services.

Target Population
The Services’ priority is the provision of mental health services to consumers who

¢ Experience serious mental illness and associated disability - including acute and/or long-standing
psychotic disorders, mood and anxiety disorders, and people with severe personality disorder.

¢ Live in the local catchment area - Cities of Yarra and Boroondara

¢ Are above the age of 16 to the age of 64 years for Adult Mental Health Services and above the
age of 64 for St George’s Aged Psychiatry Services.

Also included are those people who are referred because they have particular needs and may live
outside the catchment area e.g. Koori, dual disability {mental iliness with intellectual disability)
homeless individuals who would otherwise fall between services and Dual Diagnosis {(Mental illness
with drug & alcohol issues).

Characteristics of the Consumer Group

The total sector population is approximately 225,000. The current adult population serviced by the
Clarendon Community Mental Health Service is around 80,000 and by Hawthorn Community Mental
Health Service around 145,000.

In the inner city sectors there are particular demographic features which are considered in service
planning and delivery. Firstly, there is a high prevalence of people from non-English speaking
backgrounds (NESB). Within the Inner Urban East area 27.4% of the consumer group are identified
as being from NESB, and of these 14% have a preferred language other than English. Many
nationalities are represented with consumers speaking over 20 community languages. The main
nationalities represented are: Vietnamese, Greek, Malaysian, Serbo-Croatian, Italian and Chinese.

Secondly, this area is characterised by a particularly high prevalence of psychiatric disorder,
homelessness and social disadvantage. Many people in this area are deprived and socially isolated.
Additionally, there is a high rate of co-morbid drug and alcohol use disorders. This requires the
services to give much attention to appropriate and accessible services to a diverse range of people.
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Services Provided

Triage and Referrals (including crisis)

The catchment areas for both Clarendon and Hawthorn Clinics have now employed a 1300 number
for improved access to mental health services across our sector. This number operates on a 24 hour
basis and will assist people who are in crisis or people wishing to make a referral to our service with
a central point of contact. That number is: 1300 558 862. The Triage and referral service operates
from the emergency department which also provides a central location for accepting referrals from
potential patients who arrive via the emergency department.

Existing clients of either Clarendon or Hawthorn Clinics can continue to make contact with a duty
worker at their respective clinics during business hours. Current clients of both Hawthorn and
Clarendon Clinics can contact the Duty Worker by using the following numbers: During office hours
{Mon to Fri 9.00am - 5.00pm) Hawthorn 03 9882 9299 and Clarendon on 03 9417 5696.

SVMHS has developed an integrated approach to mental health services, which focuses on
continuity of care. This is achieved through team structures operating from the Sector Services of
Clarendon Community Mental Health Centre and Hawthorn Community Mental Health Centre, the
Community Care Unit, the Inpatient Unit and through consumer / carer participation.

Crisis Assessment and Treatment Service (CAT)

A component of an Adult Area Mental Health Service which is available 24 hours a day to provide
community based assessment and treatment for people experiencing psychiatric crisis. CAT services
aim to prevent unnecessary hospitalisation, by providing treatment in the person’s own
environment such as in their home but may also work within emergency departments of hospitals.
CAT services provide urgent assessment and will arrange inpatient admission if this is the most
suitable treatment option. In providing treatment, CATS utilises all the clients’ existing supports and
works collaboratively with other health professionals who are involved in their care.

Access to CATS is through the referral mechanisms as outlined above (Triage).

Case Management Services:

Case management is a core clinical function that aims to ensure the consumer receives the best
possible treatment and support through the identification of their needs, planning individual goals
and strategies and linkages to appropriate services.

A case manager is a mental health professional employed by a community mental health service
that has the primary responsibility for case management of a particular client. The case manager
may be a social worker, psychiatric nurse, consultant psychiatrist, occupational therapist, medical
officer or psychologist.

Clinical Case Management Policy:
hitp:Hintranet/Policies/Mental%20Health%20Adult%20Policies/Clinical %20 Case%20 Manaaamen! %2
DPolicy pdf
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Clarendon Community Mental Health Centre

This clinic provides services to people with serious mental illness that live within the City of Yarra
(incorporating the suburbs of Fitzroy, Clifton Hill, Abbotsford, Collingwood, Richmond, and East
Melbourne). Functions include taking Duty calls regarding existing clients of the service, non urgent
assessment and secondary consultations. Case management services providing rehabilitation, with a
focus on shared care arrangements. MSTS provides assertive outreach to clients who are difficult to
engage and have associated complex needs. CHOPS provide services to clients who are or who have
a risk of homelessness due to mental health problems. EARLY PSYCHOSIS PROGRAM provides
services for the treatment of people who are experiencing their first episode of psychosis. The clinic
is staffed by a range of disciplines including nursing, occupational therapists, psychologists,
psychiatrists, social workers, and training psychiatric registrars. Telephone 03 9417 5696 Facsimile
039417 1231

Hawthorn Community Mental Health Centre

This clinic provides services to people with serious mental illness in the City of Boroondara (the
suburbs of Ashburton, Ashwood, Balwyn, Burwood (part), Camberwell, Canterbury, Glen Iris (part),
Hartwell, Hawthorn, Kew, and Surrey Hills). Functions include taking Duty calls regarding existing
clients of the service, non urgent assessment and secondary consultations. Case management
services providing rehabilitation, with a focus on shared care arrangements. MSTS provides assertive
outreach to clients who are difficult to engage and have associated complex needs. CHOPS provide
services to clients who are or who have a risk of homelessness due to mental health problems.
EARLY PSYCHOSIS PROGRAM provides services for the treatment of people who are experiencing
their first episode of psychosis. The clinic is staffed by a range of disciplines including nursing,
occupational therapists, psychologists, psychiatrists, social workers, and training psychiatric
registrars. Telephone 03 9882 9299 Facsimile 03 9882 9637

SECU Diversion and Complex Care Program

The SECU Diversion and Complex Care Program is a high intensity, recovery focused, support
package aimed at promoting engagement with local community services, offer alternatives to
admission to the Acute Inpatient Service (AlS) and Secure Extended Care Units (SECU). These
packages can also support complex consumers already admitted to the AIS to transition into the
community as an alternative to SECU.

Aimed at Consumers who experience unrelenting and sever symptoms of mental illness, have issues
with; alcohol and other substances; acquired brain injury (ABI); re-occurring homelessness; and
exhibit challenging/aggressive behavior — all impacting on their ability to engage therapeutically

with mental health services. They could have, or be at risk of police/forensic service involvement,
have multiple presentations to the AIS/ED, may be subject to the Mental Health Act (MHA 2014).

Footbridge Community Care Unit

*see details on page 17
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MH PICT (Mental Health Primary Intervention Team)

provides a range of primary care services aimed at supporting consumers in the community as well
as primary care providers. MH PICT provide education and support to primary health care providers
regarding the treatment of people with high prevalence disorders (e.g. anxiety, depression) and
young people at risk of developing mentalillness

HOPE (Suicide Prevention)

The HOPE (Suicide Prevention) Team is part of PICT (Primary Intervention and Care Team) and is
funded until June 2020. (HOPE: Hospital Outreach Post-suicidal Engagement). The team are trained
in the CAMS (Collaborative Assessment and Management of Suicidality) model.

Adult Acute Inpatient Services:

St Vincent’s Inpatient Mental Health Unit is located at 46 Nicholson Street, Fitzroy. The Unit is
divided into two floors, Ground Floor (Hawthorn) and First Floor (Clarendon). Each of the units
serves a separate geographical location. A total number of 44 beds have been allocated for the

entirety of the two catchment areas.

The Unit operates on a Primary Nursing model as defined by the World health Organisation.

Ground Floor (Hawthorn) Telephone 9288 4416-7

The Ground Floor Unit consists of 22 beds. The breakdown of bed allocation is as follows:
e three extra care beds (ECU),
+ five statewide Koori beds
e 15 open ward beds
Catchment Area: Ashburton, Auburn, Balwyn, Box Hill North (part), Burwood (part), Camberwell,

Canterbury, Deepdene, Greythorn, Glen Iris Upper, Hartwell, Hawthorn East, Hawthorn, Kew East,
Mont Albert (part), Balwyn North, Surrey Hills (part).

First Floor (Clarendon Unit) Telephone 9288 4674-5

The First Floor Unit consists of 22 beds. The breakdown of bed allocation is as follows:

e three extra care beds (ECU)
e 19 open ward beds

Catchment Area: Area is divided into two teams: Lions and Tigers. Lions include Fitzroy, Nth

Fitzroy, Clifton Hill, Alphington, and Fairfield. Tigers include Richmond, Collingwood, East
Melbourne, Abbotsford, and Burnley.
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Prevention and Recovery Centre (PARC)

PARC is a 10-bedded unit for consumers of SYMH. The PARC program is run in collaboration with
Wellways and provides short to medium term residential support for people with a mental illness. It
is a 'step-up/step-down' service aimed at supporting people in the communityto prevent
unnecessary hospital admission and provides additional support to people being discharged from
hospital before they go home.

Referrals & Contact Details | Katherine Davies/Anna Lanyon | Ph: 8481 3804 / 0408 052 782

Forensic Clinical Specialist Program

The Forensic Clinical Specialist Program (FCSP) was established in 2010. Its primary purpose was to
boost the capability of the adult mental health workforce to assess, treat and support people with
severe mental illness who are high-risk, violent or aggressive and may have a forensic/criminal
history. The program was also intended to improve pathways from prisons, courts and corrections
to mental health care.

What the Forensic Clinical Specialist Program can provide

¢ Support and advice about working with consumers who have been involved with the
criminal justice system or who are at risk of offending;

* Input with risk assessment and risk management documentation;
* Co-ordination of High Risk Review Panels;
e Conduit of communication between SVMH, courts, prisons, corrections & Forensicare;

¢ Support and information about consumers on Non-Custodial Supervision Orders or
Custodial Supervision Orders;

e Advice and assistance around navigating the criminal justice system;

e Facilitating referrals to Forensicare;

» Specialised forensic mental health assessments around violence, general offending,
stalking, sexual offending, threateners and psychopathy;

e Secondary consultations; and

¢ Training and capacity-building for SYVMH and local Mental Health Community Support
Services (MHCSSs).

Early Psychosis Program

The Early Psychosis Program is one of the strategic directions for SYMH and has provided an
impetus for detailed consideration of local and international guidelines and how they can be best
implemented within the service. It is recognised that the implementation of the SYMH guidelines
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will have significant implications for the delivery of services to these clients. Further, it is

acknowledged that implementation of the model will require close monitoring to ensure its ongoing
development.

Consultation-Liaison Psychiatry Service

The Consultation-Liaison Psychiatry service forms part of the St. Vincent’s Mental Health Service and
provides consultation and liaison services to the treating teams and wards of the general hospital.
The service operates within business hours, covered after hours by the on call Psychiatric Registrars
and Psychiatrists.

Services provided include:

1. Assessment and treatment of patients with altered mood, thought, perception, behaviour or
unexplained physical symptoms where the treating team is concerned that an underlying
psychiatric or psychological problem may be the cause. Follow-up for referred patients is
organised as required through referral to mental health services based in the community,
private psychiatrists or transfer to inpatient psychiatric services.

2. Assessment of patients attending the Emergency Care Centre who are outside the age range
and place of residence for St. Vincent’s Adult Area Mental Health Service.

3. Secondary consultation and provision of information about psychiatric disorders, treatments,
mental health services, the Mental Health Act and other relevant legislation, and advice on
the management of difficult behaviours, to general hospital staff.

4. Support and monitoring of patients of the St. Vincent’s Mental Health Service who require
admission to the general {(non-psychiatric) wards for medical/surgical treatment.

5. Education of staff on mental health related issues.

The Consultation-Liaison Psychiatry Service consists of 2 Psychiatric Registrars (2.0 EFT), 1
Psychiatric Nurse (1.0 EFT) 5 part-time Psychiatrists (1.0 EFT), a part-time Psychologist (0.2 EFT) and
an Administrative Assistant (0.2 EFT).

A rotational system provides intake for referrals to the Consultation-Liaison Psychiatry Service. The
Psychiatric Registrars share this role during business hours and receive referrals from medical-
surgical units within SYHM. Some referrals are received directly by Consultation-Liaison Psychiatrists
but the majority are received through the registrars. The nurse also receives requests from staff for
consultation in relation to patient care and is available via the paging system during business hours.

Referrals are initiated by paging the Psychiatric Registrar on for Consultation-Liaison Psychiatry
through the switchboard. A written request for consultation is preferred before assessment of the
patient is undertaken. The “Consultation Form” (red edged St. Vincent’s form available on all wards)
is used for this purpose. The Psychiatric Registrar on call after hours responds to urgent referrals
and is available via the switchboard. Non-urgent messages can be left for the Psychiatric Registrars
on extension 4378 and/or the nurse on 2159.
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Statewide Services

The Victorian Transcultural Psychiatry Unit

In addition to services to the local community St Vincent's Mental Health Service manages three
State - wide services, The Victorian Transcultural Psychiatry Unit (VTPU), the inpatient component of
the Victorian Aboriginal Mental Health Network (VAHS), and the Statewide Specialist Dual Disability
Service.

The role of the St Vincent's Mental Health Service as a teaching service is important in
understanding its overall function. The teaching, training and research activities of the former St
Vincent's Hospital Department of Psychiatry and of the associated VTPU have resulted in the SYMHS
and VTPU each being designated as collaborating sites in the Australian Multi-site WHO
Collaborating Centre in Research and Training in Mental Health. Research programs include mental
health promotion in family caregivers, quality of life assessment, the course and outcome of
schizophrenia and related disorders, treatment of psychotic disorders in homeless people,
psychotherapy in treatment of breast cancer, service development for survivors of childhood sexual
abuse, and the programs developed by the VTPU.

Nexus (Dual Diagnosis)

Nexus was established in 2002 as part of the Victorian Dual Diagnosis Initiative (VDDI). The brief of
the initiative was one of capacity building and more specifically, to enhance the capacity of Clinical
Mental Health Services, Alcohol & Other Drug (AOD) Services and Psychiatric Disability
Rehabilitation and Support Services (PDRSS) to work more effectively with clients presenting with
comorbid substance use and mental health issues (Dual Diagnosis). The prevalence and complexity
of dual diagnosis requires an integrated approach to treatment delivered as ‘core business’ within
specialist mental health and drug and alcohol services.

Nexus Catchment and Service Area

Nexus works with more than 40 agencies within the municipalities of: Yarra, Boroondara, Nillumbik
and Banyule. Nexus is also directly linked to the remote and rural regions of: Northern Loddon
Mallee, Loddon Southern Mallee and Campaspe.

Victorian Dual Disability Service

Victorian Dual Disability Services (VDDS) has been established to address the needs of a specific
group of health service consumers - those who have both an intellectual disability and a mental
illness (dual disability). The service provides consultation for professionals dealing with people with
a dual disability, assisting a wide range of professionals throughout Victoria to acquire expertise and
skill in the assessment, referral and management of consumers who have a dual disability.

Telephone 03 9288 2950, Facsimile 03 9288 2953, Webpage www .vdds.org.au
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The Yarra Boroondara Primary Mental Health Service

Primary Mental Health and Early Intervention Service comprises a team of mental health
professionals with the aim to support community health services and GP’s to provide services to
those with high prevalence mental health disorders such as depression and anxiety. The service also
has an early intervention worker, to improve detection and treatment of young people with early
manifestations of mental illness.

Team members will visit the primary care provider to discuss clients/patients and to conduct joint
assessments and assist with the development of management plans. The emphasis is on supporting
and developing the skills and knowledge of GP’s and primary health workers rather than assuming
responsibility for care.

For more information please contact the service on 84150 5022.

Spectrum

Spectrum is a service in Victoria that supports the treatment of people who have severe or
borderline personality disorder within Victorian state area mental health services (AMHS).
There is a particular emphasis on those who are at risk from serious self-harm or suicide,
who have particularly complex needs. Spectrum also supports the treatment of young
people with these issues within Victorian child and adolescent mental health services
(CAMHS).

Spectrum provides a range of programs to support mental health clinicians and their clients.
Some Spectrum programs can be provided at the site of the mental health services in
Victoria. Other programs take place at our premises in East Ringwood.

All Spectrum programs are accessed via a referral from a clinician working in a Victorian area mental
health service (adult or child and adolescent mental health service).

Spectrum is funded to provide services for people with borderline personality disorder who:
e Have current involvement with a local Area Mental Health Service in Victoria
e Are aged between 16 and 64 years

o Livein the state of Victoria.

Spectrum is not funded to accept referrals for clients who have treatment in the private or non-
government sector only.

Spectrum programs are designed primarily to assist mental health clinicians within Victorian area
mental health services to better meet the needs of their clients with severe or borderline
personality disorder. These clients typically have severe interpersonal difficulties and a long history

of self-harm and/or suicide attempts, and particularly complex needs.

If an individual with severe or borderline personality disorder is involved in a Spectrum program, the
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area mental health service needs to be able to work with Spectrum during that involvement.
Spectrum provides a range of programs including:

e Secondary Consultation
A secondary consultation can assist clinicians from area mental health services in their work
with clients who have severe or borderline personality disorder. A secondary consultation
may involve a treating team within the area mental health service.

e Training
Spectrum offers a range of training workshops in a central location. The training is designed
to assist mental health clinician’s better meet the needs of their clients with severe or
borderline personality disorder.

o Assessment
Spectrum provides a specialist clinical assessment service to clients for whom a Spectrum
treatment service is being considered, or where a mental health clinician has requested an
assessment for a particular purpose.

o Qutpatient groups
Spectrum offers outpatient skills training groups for clients of area mental health services, in
a number of locations around Melbourne.

e Residential treatment
The residential treatment program is a planned therapeutic program for individuals with
borderline personality disorder who are working with a local area mental health service.

The Chief Psychiatrist in Victoria may sometimes refer clients with particularly complex
needs. Sometimes a Spectrum assessment may identify an exceptionally severe and chronic
presentation. In these instances, Spectrum can provide clinical leadership and direct work in
some instances.

Other programs at Spectrum include:

e Research
o Advocacy Development

Body Image Eating Disorders Treatment and Recovery Service
(BETRS)

BETRS is a collaborative partnership between the mental health programs of Austin Health and St
Vincent's Melbourne. It is a community based outpatient service for people with eating disorders
and their families and carers. The service contributes to a continuum of care between primary,
inpatient and community based services and the BETRS Inpatient Specialist Eating Disorder unit
located at Austin Health.

11
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The Second Psychiatric Opinion Service
The Second Psychiatric Opinion Service provides independent second psychiatric opinions to people
who are ‘entitled patients’ under the Mental Health Act 2014, where an opinion via other means is

not available or feasible.

Contact: 1300 503 426 www.secondopinion.org.au intake@secondopinion.org.au

Secure Extended Care Unit — Austin Hospital

The Secure Extended Care Unit (SECU) is a 25-bed facility providing secure inpatient treatment and
care for people who require an extended period of sustained treatment and rehabilitation or
treatment and care in a contained environment.

Potential SECU clients are typically difficult to engage in treatment with behaviours that, in the
absence of a stable, structured environment, can put themselves and the community at risk.

SECU provides services to St Vincent's, Northern, North West and Austin Health Networks.
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Indigenous Beds at St. Vincent’s Mental Health Service

The Victorian Aboriginal Health Service (VAHS) purchase five beds on the psychiatric
inpatient unit each day of the year. The original reason for this was to enable the VAHS to
have quick and ready access to psychiatric beds for people in need who attended the health
service in Fitzroy; this might include people whose local service was unable to provide for a
bed as well as for those from regional areas or interstate and who have come to the
attention of the VAHS.

It was never envisaged that these five beds would provide for all Indigenous psychiatric
inpatient needs and the following guidelines outline acceptable usage.

Important points to remember

Aboriginal patients should have the same access to mental health services as any other
member of the community, i.e., if they are deemed to need admission the first port of call
should be the local inpatient unit.

There are five (5) beds available; the VAHS Family Counselling Service reserves the right to
make the final decision on whether or not a patient will be admitted to the Indigenous Unit.
During business hours the VAHS must contact the Family Counselling Service to assess a
bed. In emergencies where the FCS is not contactable the registrar for the indigenous
inpatient service may make a decision without input from the FCS.

This decision would be affected by a number of issues including: history of treatment; if the
clientis on a CTO to the VAHS consultant psychiatrist; has a history of treatment through
the VAHS Mental Health Service; or there are circumstances that make it problematic to
access local treatment.

Even when a patient is accepted a bed may not be immediately available and they may be
placed on a waiting list.

Possible reasons for admission Indigenous Koori Unit

e Patients already treated by VAHS consultant psychiatrist or the Family Counselling
Service.

e A history of treatment at the Indigenous unit.

e Issues within the local service that render it more therapeutic to treat the patient at the
Indigenous Unit, e.g., incompatibility between patients or patient’s family and local
workers or, for instance, when a close family member is already an inpatient at their
local area service.

e No beds available at the local area service.
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Further explanation of the use of Indigenous beds

The mental health workers at VAHS come under the auspices of Family Counselling Services
and work between the hours of 9 am to 5 pm Monday to Thursday and 9am to 4pm on
Friday. Wherever possible, the VAHS mental health workers should approve and facilitate
all admissions; it is desirable that possible admissions be held over to the next working day
to allow VAHS involvement. For further information please contact Carol Potter, Lance
James or Gwen Brooks at the Family Counselling Services on 9403 3300.

For further clarification contact the Indigenous Co-ordinator, Ann Benson on 9288 4417.
For the guidance of triage workers, registrars on duty at nights and weekends:

With many Aboriginal and Torres Strait Islander patients communication is problematic.
Open ended questions may be met with non-committal or “don’t know” answers. Questions
about sources of secure income, housing, physical health and past hospital admissions, job,
educational background inciuding sporting scholarships, hobbies and recreation, drug and
alcohol use and current family and legal circumstances are useful and usually answered.

There are often problems in several of these domains simultaneously before presentation
occurs.

The psychiatric presentation may appear to be an adjustment disorder but the content
makes clear the lack of social support and personal resources. (A house with no foundation
cannot stand.)

Symptoms about “spirits’ ‘kudaithe men’, "bone pointing’ being ‘sung’, ‘cursed’, etc. are no
longer culturally normative and should be regarded as mental illness.

Dual diagnosis is common. This is not a reason for exclusion; rather it is a reason to manage
both diagnoses properly.
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STRENGTHS MODEL *for more information please see Strengths Core Training Manual

STRENGTHS MODEL (Rapp and Chamberlain, 1985)
The Strengths Model — case management with people suffering from severe and persistent
mental illness Charles Rapp NY: Oxford University Press 1998

Definition
° Provides an approach to both case management and rehabilitation
» Departure from traditional deficit model of assessment
° Founded on the environmental conception of human behaviour
* Results in more focused and goal oriented behaviour
* Promotes better community linkages and less dependence on hospital

6 principles:
1. Focus on individual strengths rather than pathology
2. Case manager client relationship is primary and essential
3. Interventions are based on principles of client self determination
4. Assertive outreach is the preferred mode of intervention

5. Long term psychiatric patients can continue to learn, grow and change and can be assisted

todo so

6. Resource acquisition goes beyond traditional mental health services and actively mobilizes

resources of the entire community

4 fundamental concepts:

1. Case manager enters into an active, dynamic relationship based on client needs, goals and

aspirations

2. Case managers are trained to see strengths and skills rather than liabilities and deficits
3. All steps, no matter how small, that lead towards a client selected goal are themselves
goals that are to be reinforced upon their accomplishment

4. The client selects their own goals and targets. The case manager supports and sustains the

client in the process of securing the needed resources in the community, only intervening
directly when it is in the long term best interest of the client

Artistic, creative & expressive abilities, interpersonal abilities, constructional and mechanical
abilities, intellectual, spiritual & sensual abilities, sporting & physical abilities

Strengths model assessment includes 6 dimensions: (multiaxial)

1. Personal strengths

2. Personal recovery/coping style — activity vs passivity, group vs solitarity, cognitive vs
emotional and task vs process orientated

3. Current stage in recovery process — acute illness/crisis, post traumatic, stocktaking,
rebuilding, reaching out and consolidation

4. Family and social networks - interactions

5. Community resources — informal links, eg. church, neighbourhood
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Desired Outcomes include quality of life, achievement, sense of competency, life satisfaction
and empowerment

Niches (life domains) include health, living arrangements, financial situation, leisure, recreation,
work, education and social relationships and spiritual supports

Natural enabling niches include work/recreation opportunities, family involvement and
affiliation with community

Created enabling niches include supported employment, housing, education and consumer self
help

Individual strengths — aspiration, competency and confidence

Environmental strengths — access to opportunities, resources, services, meaningful social
relations influence quality of niches

Key propositions of strengths model: people who are successful in living
* have goals and dreams
¢ use their strengths to attain their aspirations
* have the confidence to take the next step toward their goal
* have access to the resources needed to achieve their goals
* have a meaningful relationship with at least one person
* have access to opportunities relevant to their goals

Functions of strengths model case management

¢ Engagement and relationship- collaborative helping partnership

* Strengths assessment — current situation -? Consumer wants? Personal and
environmental strengths

* Personal planning — negotiate goal setting

¢ Resource acquisition ~ environmental resources, community integration

* Collective continuous collaboration and graduated disengagement — ongoing monitoring,
modification and adaptation, self-efficacy

Strengths Assessment

This is a tool designed to help the consumer and worker become conscious of the resources the
consumer possesses. This enables the consumer to explore not only their strengths at one point in
time, but what they have already accumulated in experience and knowledge in the past. Also, what
external resources they possess and have access to.

The middles column asks ‘what do | want?’ This is at the very heart of the work we are doing with
our consumers and harnessing these aspirations is critical to recovery.

During the course of multiple conversations, strengths will become apparent, is noted and begin to
populate the Strengths Assessment. Deficits or negative comments are not part of this assessment.
Guidelines for completing a Strengths Assessment:
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We give pre-eminence to the person’s understanding of the facts. The central focus of the
assessment is on the person’s view of their circumstances, how they feel about it and the meaning
they ascribe to their situation/life experiences;

We discover what the person wants. We explore the person’s desires and expectations and we ask
what they want in relation to their current situation;

We ensure that the strengths assessment is multidimensional. A strengths perspective means
believing that the strengths and resources to resolve a difficult situation lie within the person’s
interpersonal skills, motivation, intellectual and emotional strengths, as well as environmental
opportunities. We also include an examination of the person’s power and power relationships in
transactions between the person and the environment

The Five Critical Components of the

Strengths Assessment is that it be:

1. Thorough, detailed and specific;

2. Developed on an on-going process/updated on regular basis

3. Conducted in a conversational manner

4. Created at the consumer’s pace

5. Written in the consumer’s own language

The assessment is divided in to 6 domains:
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The WRAP® is an evidence-based system that is used world-wide by people who are dealing with
mental health and other kinds of health challenges, and by people who want to attain the highest
possible level of wellness. It was developed by a group of people who have a lived experience of
mental health difficulties, people who were searching for ways to resolve issues that had been
troubling them for a long time.
Mary Ellen Copeland, 2012
The WRAP® is not a Strengths Model tool, but is used as an inherent part of the model at St.
Vincent's, to complement the Strengths Assessment, Goal Plan and the Family Recovery Assistance
Plan (FRAP).
The WRAP® is "a plan developed by the consumer and appropriate support people to:
*» identify activities/resources that maintain the person’s optimal wellness - Wellness
Maintenance;
% develop a daily/weekly/regular plan to utilise these activities / resources to support their
wellness;
s develop and maintain an awareness of early warning signs that they may be becoming
unwell;
% develop practical relapse prevention strategies; and
% develop a crisis and post-crisis plan.
The WRAP® components
Wellness Toolbox
Daily Maintenance Plan
Relapse Prevention Plan
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Crisis/Post Crisis Management Plan
Family Support

FRAP
This is a means of inviting carers to take an active role in supporting the consumer’s recovery
and understanding the Strengths Model and ways of working with the family member/person
they are caring for. Developed to complement the WRAP by Paul Liddy and others at Timaru,
South Canterbury, New Zealand.
It is intuitive and also clear from research evidence, those carers and significant others have a
marked impact on our consumer’s recoveries and in many cases constitute a person’s primary
strength. Therefore mental health services have a responsibility to work effectively with these
support people to promote the best possible outcomes for our consumers.
Many carers do not know how best to support their family member/friend. They may be
exhausted by the time their family member is referred to our services and feel that they have
run out of ideas, energy and hope. They may be confused about their supportive role, have had
many contacts with health services and received contradictory information, felt exciuded from
the person’s care, experienced multiple confusing referrals and even blamed themselves for the
problems their family member/friend is experiencing.
Their care of their family member/friend may have had a significant impact on their own health,
the stability of their families and their finances. They may also have experienced the grief of
watching someone they love lose their career, relationships, independence and possibilities and
experience involuntary admission and uncomfortable medication.
We routinely invite carers/significant others to participate in sessions to discuss their
experiences, their needs and identify the ways they can support their family member/friend.
Sometimes consumers are not initially willing to have clinicians invite their carers/support
persons to such a meeting however clinicians inform the person of the potential benefits, the
likely agenda and will re-introduce the idea regularly.
Some clinicians will always include the consumers in these meetings while others have found it
is beneficial to have at least one carer session without the consumer present. This will depend
on the consumer’s wishes, the issues to be discussed and the carer’s preferences.
Communication and release of information arrangements need to be clear and abide by all
relevant legislation; the Mental Health Act gives clinicians the opportunity to discuss the
consumer’s treatment and progress with relevant carers who are already engaged in supporting
them.
The FRAP has 4 domains

% FAMILY

< INFORMATION/EDUCATION

% SOCIAL/SPRITIUAL/CULTURAL
»  WRAP®

Strengths Goal Planning

The worker and consumer review the Strengths Assessment with particular emphasis on the
middle column — Desires and Aspirations. They also review the consumer’s priorities. They work
together to explore these goals and determine which of the long term goals they will work on
first.
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The Footbridge (Community Care Unit)

The Footbridge CCU is a community residential service part of St Vincent’s Mental Health
Service, which provides multidisciplinary support to consumers on a 24-hour basis.
It is a group of 10 units consisting of 20 consumers situated in North Fitzroy, staffed 24

hours a day by a multidisciplinary team providing clinical care and a recovery-focused
strengths model of case management. The Footbridge has both a rehabilitation review
program (4-6weeks) and a residential program.

Telephone 03 9481 5644 Facsimile 03 9481 4193
Access guidelines for Footbridge:

http://intranet/Policies/Mental%20Health%20Adult%20Policies/Footbridge%20Community%20Care
%20Units%20Access%20Guideline.pdf

Peer Worker

A Peer Support Worker (PSW) in the context of the Mental health, refers to someone who
has a lived experience of Mental illness. This person may have a diagnosis and experience of
inpatient, outpatient and community mental health services.

A PSW will use their experience, where appropriate, to foster a connection, create a deeper
understanding and empathise with the people they support. Peer Support is not based on
psychiatric models or diagnostic tools.

The Peer Support relationship is based on four core principles:

1. Connection — a process of building understanding and trust

2. Worldview — understanding how someone perceives the world

3. Mutuality — learning together, the support isn't one sided it goes both ways (like most
other relationships)

4. Moving towards — helping each other move towards what we want rather than dwelling
on what we don't.

It has been said that those who have similar life experiences can better relate an therefore
offer more genuine empathy, validation and support. Peer support workers may also be
able to offer an example of what is possible by role modelling what recovery looks like.
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Meeting and Group schedule for Footbridge CCU

Daily Monday Tuesday Wednesday Thursday Friday
0700hrs Nursing Reflective Practice Session
handover with DrJenny Randles
(every 3 weeks)
0900 hrs Handover to Strengths Brainstorming Eric Seal Presentation
multidisciplinary team 1.30-2.30pm AlS 12-1.30
1300 hrs handover to Clinical Review 2-3.30pm Community Meeting Staff Meeting (every 3
pm staff (Fortnightly) 2.30-3.30pm weeks) 1.30-2.30pm

2100 hrs handover to
night staff

Relaxation Group
(Fortnightly) 2.30pm

In-service Education
Sessions 2-3.30pm
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St Vincent’s Documentation Policy- Standards for the Footbridge
CCU

Medical Records Online

Medical Record Online (MRO) is the St Vincent’s scanned medical record. It provides you
with an electronic copy of the paper record and is the first step towards a complete
Electronic Medical Record (EMR).

MRO is a one stop shop for patient information — diagnostic results such as pathology and
imaging reports will be available to view on MRO.

User access will be made available for authorised users to view the MRO from any IT device
across the St Vincent’s network.

The User Guide can be found here:
http://intranet/Departments/medicalrecordonline/Documents/MRO End User
Guide.docx

Instructions for Mental Health Staff using MRO can be found here:
http://intranet/Departments/MentalHealth/Documents/MRO%20Resources/APPE
NDIX%202%201Instructions%20for%20mental%20health%20staff.pdf

Progress Notes CMHPN Footbridge on MRO

Patient file — Click on “Add” drop down menu and Select document
(CMHPN Footbridge)

Check Date

Complete Time

Complete Participants

Complete:

- Purpose of Contact

- Content of Interview

- Strengths Goals update (as appropriate dependent on contact)

- MSE

- Risk Assessment

- Overall Impression (as appropriate dependent on contact)

- Updated Management Plan (as appropriate dependent on contact)
- Next Anticipated Contact

You can utilize spell check function if needed, once completed click SAVE.
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Mental State Assessment:

% Appearance and behaviour — Age, hair, gender, build, hygiene, eye contact, motor activity,
cooperativeness

% Speech — Rate, Volume, Pitch, Tone, Fluency, Quality of Articulation and Information.

% Mood and affect - Quality, expression, range, stability, appropriate and congruent

% Form of thought — Amount of thought and rate of production, continuity of ideas,
disturbances in language and/or meaning.

% Content of thought — Delusions, thoughts to harm self or others, vulnerabilities, obsessions,
compulsions, phobias, pre-occupations, overvalued ideas

% Perception — Hallucinations, illusions, Other perceptual disturbances (derealisation,
depersonalisation, heightened or dulled perception)

% Cognition — Level of consciousness, memory (immediate, recent, remote), orientation (time,
place, person) concentration, abstract thinking, constructional ability

% Insight — knowledge of illness and treatment, amenable/adherent to treatment, judgement
— impaired

Risk Assessment
http://intranet/Policies/Mental%20Health%20Adult%20Policies/Risk%20Assessment%20Pol

«» Risk to Self — thoughts (deliberate self-harm, suicide): frequency, intensity, intent;
Plan: specificity, lethality, availability, proximity, self-control; History of attempts,
mood

% Risk to Others — thoughts: frequency, intensity, current threats/conflicts; History of
violence/intimidation, previous response to anger/frustration, MSE- delusions,
persecution, confusion, blunting, command hallucinations, adherence

» Vulnerability — Confusion, delusions, neglect, intellectual/physical impairments,
environment, substance use, judgement, history of vulnerable behavior, level of
support/social contacts

% Compliance/Adherence- insight, self-harm, history of non-adherence/compliance,
use of mental health act (2014), impaired judgement, delusions, persecution,
confusion

«» Plan to Manage risks/Crisis plans — protective factors, supports,
stressors/precipitants, supervised environment, reduce access to means, enhance
current coping strategies/develop strategies, continue to review risk, develop
agreed management plans

MH eRisk Assessment & Management — MRO form

This form is to be completed at every case review and when there is a change in the person's risk
profile and management (including triage / CATS alert). Complete all sections. Where there are no
known risks, select "nil known". Contributing factors in past and current risks may include mental
state (including behaviours of concern and cognitive fucntioning), attitude to risk, supports and
protective factors and psychosocial stressors. For all categories, include context and precipitants,
state if risk is present and/or imminent and if assessment is based on your own observation or the
report of others.
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HANDOVERS & GENERAL COMMUNICATION

During handover:

e Do take notes

e Use the provided handover sheets

e All staff should ensure that they are prepared for handover and that they have the
relevant information to hand

e All information related to patients should be presented in an accurate, succinct and
factual manner

e The information presented should address the care, treatment and management of
patients

e Handover should highlight any reviews or changes that have occurred during the
past 24 hours.

e Any incidents involving a patient that have occurred should also be highlighted

s A particular focus on shift requirements should be taken into consideration, e.g.:
night shift sleeping patterns etc.

Footbridge — Preceptor/Buddy System

Every individual undergraduate nurse/OT will be ‘buddied’ with a permanent staff member
for each shift that they work. Most often this regular staff will be the undergraduate’s
preceptor/supervisor. The ‘buddy’ staff member will assist the learner nurse/OT by:

- sharing knowledge about their specialty,

- guiding the learner nurse/OT through techniques that are unfamiliar,

- acting as a role model

- assisting the undergraduate to achieve his/her educational goals

The ‘buddy’ will keep each undergraduate’s clinical teacher informed about the
achievements of the undergraduate they have spent time with and will ensure that all
relevant matters are discussed.

Supervision/Reflective Practice/Clinical Support/Debriefing/Feedback

Nursing Students will have weekly sessions with Clinical Nurse Educator- Fridays at 2pm (at
Footbridge, AlS, or VDDS).

Students will be provided regular opportunities during their placements to have sessions with their
buddy/preceptor to discuss clinical practice and explore any issues/questions that may arise during
placement.
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During the placement an issue might arise which the undergraduate may wish to discuss in
more detail than is possible at the time of the event. Students should seek out support from
their Buddy/Preceptors/supervisors who can either provide, or make arrangements for
debriefing/reflective practice/supervision session with another clinician (Senior Clinician, or
Clinical Educator).

Evaluation

Evaluation forms will be provided to each undergraduate in order to provide SVMH services
with information relating to the experience of the undergraduate during their placement.

Contacts

Anna Peake | Clinical Nurse Educator | St Vincent’s Mental Health
Acute Inpatient Services Building| 2™ Floor Office 10 | 46 Nichoslon Street, Fitzroy VIC 3065
t:+61 39231 2194 | Mon-Fri8.30am-5.00pm | www.svha.org.au

Jennie Fairclough | Manager | Footbridge CCU & North Fitzroy PARC
540, Napier Street, North Fitzroy, 3068.
t:+61 394815644 | f:+613 94814193 | m: 0407 680 408 | www.svha.org.au

Corinne Owens | Senior Occupational Therapist
Footbridge CCU 540 Napier Street, Fitzroy North , 3068
94815644 | f:+61 3 9489 4193| www.svhm.org.au
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Medication Administration — Undergraduate Nursing Students

Factors to Consider:

You are not yet registered nurses, so you are not required nor expected to perform the
duties of the permanent staff with reference to medication related matters. However as
nurses in training, you can observe and participate in various medication-related activities.
For example, you can assist permanent nursing staff to make up medication from the
treatment room for consumers, as long as the registered nurse observes and approves of
everything that you do. You cannot give medication to a consumer unless you are
continuously directly observed either by the registered nurse who made up the medication,
or by the registered nurse who assisted and therefore also witnessed the medication being

dispensed.

@ You can give an injection, as long as you are continuously supervised by the registered
nurse. Remember to “z” track our depot preparations. Ensure that you have covered the
procedure during lab time at your respective university. If you have not been taught you
cannotdo it.

o Take time to learn about the various medications in common use in mental health services.

Learn the intended effects, and the side-effects. Be alert and vigilant for signs that the

patient may be experiencing side-effects. If you feel confident enough, assist the registered

nurse to educate the patient regarding these side-effects.

e  Always monitor compliance when administering medication in this setting; consumers have

many ingenious methods to dispose of medication.
e Tryto relate the prescribing practice to the consumer’s presenting features. Why did the

psychiatrist prescribe certain medication? What is the intended outcome for the consumer?

» Communicate any concerns to the registered nurse.

Policies & Procedures:

Medication Policy Acute Inpatient Service

Administration of Medication: Depot Anti Psychotic Injection Guidelines

Guidelines for safe administration of medication in the acute inpatient service

St Vincent's Policy & Procedures for Mental Health Services:
http://intranet/Policies/Mental%20Health%20Adult%20Policies/Forms/Current%20Policies.aspx
Or via http://intranet/Policies/Pages/MentalHealthAdultManual.aspx

Relevant Legislation:

Accreditation of a university course by the Victorian Nurses Board to prepare learners to become
registered nurses.

Contractual agreement between the university and the hospital Nurses Act (1993)

Drugs, Poisons & Controlled Substances Act (1981)

Mental Health Act (2014)

National Standards for Mental Health Services — Safety

Australian Council of Healthcare Standards — Continuum of Care, Safe Practice & Environment
Confidentiality agreement (St Vincent’s Hospital)

Code of Conduct (St Vincent’s Hospital)
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COMMONLY UTILISED DRUGS IN PSYCHIATRIC NURSING

Anxiolytics

BENZODIAZEPINES

DRUG USUAL DAILY DOSE (MG) | APPROX. EQUIV. TO DIAZ. 5MG
Alprazolam 1-4 0.5-1
clonazepam 4-8 0.5
diazepam 5-20 5 N
flunitrazepam | 0.5-2 1-2
lorazepam 2-4 1 B g
hitrazepam 5-20 5-10 |
oxazepam 45-90 15-30
temazepam 10-30 10-20
triazolam 0.125-0.25 0.25
OTHERS
Buspirone 15-30
Zopiclone 3.75-7.5
Antidepressants
DRUG 'DAILY ORAL DOSE (MG) | GROUP
Amitriptyline 75-150 Tricyclic
Clomipramine | 75-150 Tricyclic
Desipramine 75-150 Tricyclic
Dothiepin 75-150 Tricyclic
Doxepin 75-150 Tricyclic
Imipramine 75-150 Tricyclic
Nortriptyline 75-150 Tricyclic
| Trimipramine 75-150 Tricyclic
Mianserin 30-90 Tricyclic
Citalopram 20-40 SSRI's
Fluoxetine | 20-40 SSRI’s
Fluvoxamine 100-200 SSRI's
Paroxetine 20-40 | SSRI’s
Sertraline 50-100 SSRI's
Moclobemide | 300-600 RIMA
Nefazodone 300-600 SARI
Venlafaxine 75-100 SNRI
Phenelzine 45-60 MAOI
Tranylcpromine | 30-40 MAOI
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Antipsychotics

DRUG DAILY ORAL DOSE RANGE (mg) | GROUP
Chlorpromazine 50-1000 Typical
Droperidol{out of use) 5-10 (IM) Typical
fluphenazine 5-20 Typical
haloperidol 0.5-20 Typical
pericyazine 25-75 Typical
pimozide 2-12 Typical
Thioridazine(out of use) 50-600 Typical
thiothixene 10-40 Typical
trifluoperazine 10-50 Typical
Zuclopenthixol acetate 50-150 (IM) Typical
Zuclopenthixol dihydrochloride | 10-75 Typical
Clozapine 100-600 Atypical
Olanzapine 5-20 (oral-IM) Atypical
Quetiapine 300-700 Atypical
Risperidone 0.5-6 Atypical
Risperidone Consta IM preparation 25-75mgs 2/52 | Atypical
Amisulpride 400-800 Atypical
Ziprasidone 40-80mgs Atypical

Antiparkinsonian Medication (for side effects to antipsychotics)

Benzhexol
Benztropine
Biperiden

Mood Stabilizers
Carbamazepine
Lithium Carbonate
Sodium Valproate

References

Kaplan H and Saddock B, 1998, Synopsis of psychiatry: behavioral sciences, clinical
psychiatry — 8™ edition. Lippincott Williams & Wilkins, Baltimore.

Mims
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Mental Health Act 2014 © Copyright, State of Victoria, Department of Health 2014
www.health.vic.gov.au/mentalhealth/mhactreform

Mental illness is a medical condition that is characterised by a significant disturbance of

thought, mood, perception or memory.
A person is not to be considered to have mental iliness merely because the person:

= expresses or refuses or fails to express a particular political opinion or belief, religious
opinion or belief, philosophy, sexual preference or sexual orientation, political activity, or
religious activity

¢ engages in sexual promiscuity, immoral or illegal conduct or antisocial behaviour

e isintellectually disabled

e usesdrugs or consumes alcohol

e hasa particular economic or social status or is a member of a particular cultural or racial

group
e isor has previously been involved in family conflict

e has previously been treated for mental illness.

Assessment Order

A registered medical practitioner or a mental health practitioner will be able to make an Assessment
Order for a person if they believe the person ‘appears to have a mentalillness’ and needs
compulsory treatment.

The criteria for an Assessment Order will require that the practitioner examining the person will
need to determine that the person appears to have a mental illness and needs treatment to prevent
serious harm to the person, serious deterioration in their mental or physical health or serious harm
to another person. The practitioner must be satisfied that there is no less restrictive means
reasonably available to assess the person, including whether the person can be assessed on a
voluntary basis.

The purpose of an Assessment Order is to enable an authorised psychiatrist to assess the person to
determine whether they ‘have a mentalillness’ and require compulsory mental health treatment.
Assessment may be conducted in an inpatient setting or in the community.

An Inpatient Assessment Order enables the transport of a person to a designated mental health
service within 72 hours. Once the person is received at the designated mental health service, an
Assessment Order will last for a maximum of 24 hours but may be extended up to a maximum of 72
hours in exceptional circumstances.

A Community Assessment Order will last for a maximum of 24 hours but may be extended up to a .
maximum of 72 hours in exceptional circumstances.
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Temporary Treatment Order

At the assessment, if the authorised psychiatrist determines the criteria for compulsory treatment
apply to the person, the authorised psychiatrist may make a Temporary Treatment Order. A
Temporary Treatment Order has a maximum duration of 28 days.

The criteria for a Temporary Treatment Order require that the authorised psychiatrist determine
that the person has mental illness and needs immediate treatment to prevent serious deterioration
in their mental or physical health or serious harm to the person or to another person.

The authorised psychiatrist must be satisfied that there is no less restrictive means reasonably
available to ensure the person receives the treatment, including whether the person can receive
treatment on a voluntary basis. The criteria set a high threshold because compulsory treatment
imposes a serious limitation on personal liberty and autonomy. The criteria make it clear that a
person is not to be placed on a compulsory treatment order simply because they have a history of
mentalillness.

Where the authorised psychiatrist has determined that the treatment criteria apply to the person
and makes a Temporary Treatment Order, the authorised psychiatrist must also specify the setting
where compulsory treatment is to be provided. The setting must be ‘inpatient’ if the authorised
psychiatrist considers that the only way to provide the treatment is by detaining the person in an
inpatient unit. The setting must be ‘community’ if the authorised psychiatrist considers the
treatment can be provided while the person lives in the community. The authorised psychiatrist
must regularly review the patient and immediately revoke the Temporary Treatment Order if the
criteria no longer apply to the patient.

Treatment Orders

If a patient remains on a Temporary Treatment Order at the end of the period of the order, the
Mental Health Tribunal must conduct a hearing to determine whether the criteria for a Treatment
Order apply to the person. If the matter is not heard by the Tribunal within the 28 day period of the
Temporary Treatment Order, the Order will expire.

The Mental Health Tribunal can make a Treatment Order if it determines that all the criteria for
compulsory treatment apply to the person. The Tribunal must also determine the setting where
compulsory treatment is to be provided (either inpatient or community) and the duration of the
order: up to six months for an Inpatient Treatment Order or up to 12 months for a Community
Treatment Order.

A young person may only be placed on a Treatment Order for a maximum of three months
regardless of whether the young person is receiving treatment in an inpatient unit or in the
community. This shorter timeframe will ensure that there is greater oversight of the compulsory
treatment provided to young people.

The authorised psychiatrist will be responsible for providing treatment during the period of the
Treatment Order and will be able to vary the setting where treatment is to be provided if required.
At the end of the period of the Treatment Order, the authorised psychiatrist may make an
application to the Mental Health Tribunal for a further Treatment Order if the criteria for
compulsory treatment still apply to the patient. The Tribunal will hear and determine the matter in
the same way as described above. If the matter is not heard by the Tribunal within the period of the
order, the Treatment Order will expire.

The authorised psychiatrist must regularly review the patient and immediately revoke the treatment
Order if the criteria no longer apply to the patient.

A patient can make an application to the Mental Health Tribunal to have the Temporary Treatment
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Order or Treatment Order revoked at any time.
A patient may apply to the Victorian Civil and Administrative Tribunal for review of any decision
made by the Mental Health Tribunal at any time.

Nominated person

A patient will be able to nominate a person to receive information and to support the patient for the
duration of the compulsory treatment order.

The nominated person will assist a patient to exercise their rights and represent the patient’s views
and preferences. They will be consulted at critical points in the patient’s treatment such as intake
and discharge planning and will be able to express their views. The nominated person is not able to
make treatment decisions on behalf of the patient.

The appointment of a nominated person will make information disclosure clear for patients, family
members, carers and the authorised psychiatrist.

Advance statements

The Bill enables a person to make an advance statement to record their treatment preferences in
the event that they become unwell and require compulsory treatment.

Advance statements facilitate a collaborative treatment approach at times where a patient is so
unwell that they are unable to communicate their treatment preferences. They will assist the
authorised psychiatrist to understand the patient’s treatment preferences and enable the
authorised psychiatrist to make treatment decisions that better align with the patient’s treatment
and recovery goals.

Advance statements will improve communication, give patients greater control over their treatment
when they are subject to a compulsory treatment order and promote an improved patient
experience.

Presumption of capacity

A presumption of capacity is the foundation of the supported decision-making model. The Bill
provides that all people are presumed to be able to make treatment decisions.

People with serious mental illness may have fluctuating capacity to make decisions about treatment.
A person with mentalillness may not be able to make a treatment decision at a particular point in
time, but may regain capacity to make that decision at another point in time.

Under the Bill, patients and young people will be provided with information and support to make
decisions about their treatment. This support may include the support of a carer, a nominated
person or a parent of a young person. The Bill contains a capacity test and principles to assist
clinicians to determine whether a person can or cannot give informed consent to treatment at the
time the decision needs to be made. Where a patient or young person is unable to consent, they will
be supported to be involved in the decision-making process to the greatest extent possible

Mental Health Tribunal

The Bill establishes a Mental Health Tribunal as an independent body to replace the Mental Health
Review Board and the Psychosurgery Review Board.

The Tribunal will make Treatment Orders for patients. The Tribunal must be satisfied that all the
treatment criteria apply to the patient before making a Treatment Order. In coming to this decision
it is expected that the Tribunal will take a holistic approach that considers a range of factors
including the patient’s recovery goals and treatment preferences and the views of the nominated
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person, carer, guardian or parent of a young person and take into account any second psychiatric
opinion report.

By assigning responsibility to the Tribunal for making Treatment Orders, the Bill leaves the
authorised psychiatrist and other members of the treating team free to engage with the patientin a
collaborative treatment relationship consistent with recovery-oriented practice.

Each division of the Tribunal will consist of three members: a lawyer, a registered medical
practitioner and a member of the community. Registered medical practitioner members will be
qualified psychiatrists wherever practicable. Where the Tribunal is considering an application for
electroconvulsive treatment or neurosurgery for mental iliness, the registered medical practitioner
must be a psychiatrist.

Electroconvulsive treatment

Electroconvulsive treatment (ECT) is considered an effective treatment for some mentalillnesses.
However the public consultations identified that the community expects greater oversight of the
performance of ECT on compulsory patients and young persons. In response, the Bill includes the
following new safeguards.

The Bill provides that ECT may only be performed with the approval of the Mental Health Tribunal
on a patient who does not have capacity to give informed consent to ECT or a young person under
18 years of age.

The Bill seeks to maximise the patient’s autonomy wherever possible. Consistent with this intention,
an adult patient (18 years of age or over) with capacity may consent to or refuse ECT without
requiring Tribunal approval. The authorised psychiatrist will not be able to compulsorily perform ECT
on a patient with capacity who is refusing ECT.

Where the Tribunal determines that any young person under the age of 18 has capacity to consent
to ECT, the Tribunal may only approve ECT if the patient or young person gives informed consent.
Where a patient or any young person under the age of 18 does not have capacity to consent to ECT,
the Tribunal must decide whether the ECT is the least restrictive treatment. For this purpose, the
Tribunal will consider the person’s views and preferences about the ECT, whether the ECT is likely to
remedy the mentalillness or lessen the ill effects, and a range of other factors described in the Bill.
In addition, where a young person under 18 years of age does not have capacity to consent to

ECT, a parent will be required to consent to an application being made to the Tribunal. The Tribunal
must take the views of the parent into account when determining whether to approve ECT fora
young person.

The Bill will require services to report to the Chief Psychiatrist about the performance of ECT in the
public system. The Chief Psychiatrist, whose role is outlined on page 8 of this paper, has an
important role in improving safety and quality of ECT performed in public mental health services

Restrictive interventions

The use of restrictive interventions (bodily restraint and seclusion) will be subject to improved safety
and accountability requirements. Restraint and seclusion are highly intrusive practices that tragically
have been linked to patient deaths. Accordingly in 2005 the Mental Health Working Group of the
Australian Health Ministers’ Advisory Council committed to reduce and wherever possible eliminate
the use of restraint and seclusion.

The Bill regulates physical restraint in addition to the existing regulation of mechanical restraint and
seclusion. This will improve the safety of bodily restraint and seclusion by increased oversight of and
accountability for these restrictive practices.
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In addition the Bill specifies that restrictive interventions must only be used after all reasonable and
less restrictive options have been tried or considered and have been found to be unsuitable.

Statement of rights

The Bill sets out the requirements for informing patients about their rights. Central to the reforms
introduced by the Bill is the right of patients to make or participate in decisions about their
treatment and care. This remains the case even where a patient does not have the capacity to
provide informed consent to treatment.

A patient has a right to be legally represented and be supported by a carer, family member or friend
at a hearing of the Mental Health Tribunal. The Bill establishes a right to communicate lawfully and
specifies that right may only be restricted in limited circumstances.

Patients subject to compulsory treatment orders will have the right to apply to an independent
body, the Mental Health Tribunal, at any time if they consider the criteria for compulsory treatment
no longer apply to them.

The Bill continues the right of patients to discuss their treatment and care with community visitors,
who will routinely visit designated mental health services.
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Frameworks for Mental Health Service Delivery

Need for Service

Public, health professionals,
current and former

mental health consumers

—_————————— |

Assess whether
person is likely to
have a mental illness

Mental Health Triage (24/7)
-Assess whether a person is
likely to have a mental
illness.

-If so, what is the nature and
urgency of the response
-Transfer person to the
correct mental health or
other service in a timely

L 4

Clarendon/ Hawthorn Community
Mental Health Clinics (Business
Hours)

-Assessment and screening prior
to intervention/referral

*Services include Community Care
Teams, Mobile Support Teams,
CHOPS, MH PICT.

yes

| |

-Refer to GP
-Mental health
services not
required

CATin ED
-Special focus on suicidal behavior
- Prevent unnecessary hospitalization
-Develop management and referral
plan
-Provide short term management of
consumer, until follow up assured
-Provided provide primary,
secondary and tertiary consultation
to other community service provided
re: Psychiatric crisis management
and treatment.

/

CAT in community
-Assessment & screening of
people in acute phase.
-Prevent unnecessary
hospitalization.

-Short-term intensive treatment
-Crisis counseling to identity
problems, alleviate risks
-Supplementary out-of-hours
treatment & support for other
teams
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Inpatient Unit (AlS)
-If consumer already engaged
with community clinics,
consumer’s case manager
should ...
-facilitate timely discharge,
-attend AIS weekly ward
rounds
-Provide necessary collateral
information to AlS staff
-Case managers to

4

Prevention and Recovery Care
(PARC) Services
-Step-down in services for
consumers being discharged
from AlS
-Step-up services for
consumers being referred from
the community
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Things to remember

e Anxiety and depression are common
and treatable.

* Help is available and it's important to seek U nderStanding
help early - the sooner the better. 3 o
* Anxiety and depression are illnesses, not anXIEty and dEPFESSI i
weaknesses, and people shouldn't feel
ashamed to seek help.

* By talking about anxiety and depression, we
can help raise awareness and reduce stigma.

Where to find more information

beyondblue

www.beyondblue.org.au

Learn more about anxiety and depression, or talk it
through with our support service

130022 4636
ita Email or 7 chat to us online at
www.beyondblue.org.au/getsupport

mindhealthconnect

www.mindhealthconnect.org.au

Access to trusted, relevant mental health care services,
online programs and resources.

l} facebook.com/beyondblue l i twitter.com/beyondblue
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Anxiety

Over two million people in Australia experience anxiety
each year. On average, one in three women and one in
five men will have anxiety in their lifetime.

What is anxiety?

Anxiety is more than just feeling stressed or worried.
Anxious feelings are a normal reaction to a situation
where a person feels under pressure - for example,
meeting work deadlines, sitting exams or speaking
in front of a group of people.

However, for some people these anxious feelings
happen for no apparent reason or continue after
the stressful event has passed.

For a person experiencing anxiety, anxious feelings
cannot be brought under control easily. Anxiety can
be a serious condition that makes it hard for a person
to cope with daily life.

There are many types of anxiety, please see page 4 for

a list of the most common. It is important to note that
many people with anxiety experience symptoms of more
than one type of anxiety.

Anxiety is common, but the sooner you get help, the
sooner you can learn to control the condition - so it
doesn’t control you.

if you are concerned you (or someane you know) is
experiencing anxiety, please consult a GP or other
health professional.

For more information on anxiety visit
www.beyondblue.org.au/anxiety or call the
beyondblue support service on 1300 22 4636.
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How do you know if someone has anxiety?

The symptoms of anxiety are sometimes not all that
obvious as they eften develop gradually and, given that
we all experience some anxiety, it can be hard to know
how much is too much,

Some common symptoms of anxiety include:

» hotand cold flushes

¢ racing heart

= tightening of the chest

¢ snowballing worries

* obsessive thinking and compulsive behaviour.
These are just some of a number of symptoms that

may be experienced.

If you are familiar with any of these symptoms, check
the more extensive list of symptoms common to anxiety
on the next page. They are not designed to provide a
diagnosis - for that you need to see a doctor - but they
can be used as a guide,




Common symptoms of anxiety

Behaviour

withdrawing from, avoiding, or enduring with
fear objects or situations which cause anxiety
urges to perform certain rituals in a bid to
relieve anxiety

not being assertive (i.e. avoiding eye contact)
difficulty making decisions

being startled easily

Feelings

overwhelmed

fear (particularly when having to face certain
objects, situations or events)

warried about physical symptoms (e.qg. fearing
there is an undiagnosed medical problem)

dread [e.g. that something bad is going to happen)

constantly tense, nervous or on edge
uncontrollable or overwhelming panic

Thoughts

“I'm going crazy.”

“I can't control myself
“I'm about to die.”
“People are judging me.”

having upsetting dreams or flashbacks
of a traumatic event

finding it hard to stop worrying
unwanted or intrusive thoughts

Physical

increased heart rate/racing heart
shortness of breath

vomiting, nausea or pain in the stomach
muscle tension and pain (e.g. sore back or jaw]
feeling detached from your physical self

or surroundings

having trouble sleeping (e.g. difficulty falling
or staying asleep or restless sleep)
sweating, shaking

dizzy, lightheaded or faint

numbness or tingling

hot or cold flushes

difficulty concentrating
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Types of anxiety

There are different types of anxiety. The six most
common are:

Generalised anxiety disorder (GAD)

A person feels anxious on most days, worrying about lots
of different things, for a period of six months or more.

Social phobia

A person has an intense fear of being criticised,
embarrassed or humiliated, even in everyday situations,
such as speaking publicly, eating in public, being
assertive at work or making small talk.

Specific phobias

A person feels very fearful about a particular object
or situation and may go to great lengths to avoid it, for
example, having an injection or travelling on a plane.
There are many different types of phobias.

Obsessive compulsive disorder (0CD)

A person has ongoing unwanted/intrusive thoughts

and fears that cause anxiety. Although the person may
acknowledge these thoughts as silly, they often try to
relieve their anxiety by carrying out certain behaviours or
rituals. For example, a fear of germs and contamination
can lead to constant washing of hands and clothes.

Post-traumatic stress disorder (PTSD)

This can happen any time from one month after a
person experiences a traumatic event [e.q. war, assault,
accident, disaster). Symptoms can include difficulty
relaxing, upsetting dreams or flashbacks of the event,
and avoidance of anything related to the event.

Panic disorder

A person has panic attacks, which are intense,
overwhelming and often uncontrollable feelings of anxiety
combined with a range of physical symptoms. A person
having a panic attack may experience shortness of breath,
increased heart rate, dizziness and excessive perspiration.
Sometimes, people experiencing a panic attack think they
are having a heart attack or are about to die.




Depression

Over one million people in Australia live with
depression each year. On average, one in five
women and one in eight men will experience
depressionin their lifetime.

What is depression?

While we all feel sad, moody or low from time to time,
some people experience these feelings intensely, for
long periods of time (weeks, months or even years)
and sometimes without any apparent reason.

Depression is more than just a low mood - it's a serious
condition that has an impact on both physical and
mental health.

Depression affects how you feel about yourself. You may
lose interest in work, hobbies and doing things you normally
enjoy. You may lack energy, have difficulty sleeping or
sleep more than usual. Some people feel anxious or
irritable and find it hard to concentrate.

The good news is, just like a physical illness, depression
is treatable and effective treatments are available,
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How do you know if someone
has depression?

A person may be depressed if he or she has felt sad,
down or miserable most of the time for more than

two weeks and/or has lost interest or pleasure in usual
activities, and has also experienced several of the signs
and symptoms across at least three of the categories on
the next page.

It's important to note that everyone experiences some
of these symptoms from time to time and it may not
necessarily mean a person is depressed. Equally, not
every person whao is experiencing depression will have
all of these symptoms.

The symptoms will not provide a diagnosis - for that you
need to see a health professional - but they can be used
as a guide.

If you are concerned you {or someone you know]) is
experiencing depression, please consult a GP or
other health professional.

For more information on depression visit
www.beyondblue.org.au/depression or call
the beyondblue support service on 1300 22 4636.




Common symptoms of depression

Behaviour

not going out anymore

not getting things done at work/school
withdrawing from close family and friends
relying on alcohol and sedatives

not doing usual enjoyable activities

unable to concentrate

Feelings

overwhelmed

guilty

irritable

frustrated

lacking in confidence
unhappy

indecisive
disappointed
miserable

sad

Thoughts

“I'm a failure.”

“It's my fault.”

“Nothing good ever happens to me.”
“I'm worthless.”

“Life’s not worth living.”

“People would be better off without me.”

Physical

tired all the time

sick and run down
headaches and muscle pains
churning gut

sleep problems

loss or change of appetite

significant weight loss or gain

Get support
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People with anxiety and/or depression can find it difficult
to take the first step in seeking help. They may need the
support of family, friends and a health professional.

There is no one proven way that people recover from
anxiety or depression. However, there is a range of
effective treatments and health professionals who can
help people on the road to recovery.

There are also many things that people with anxiety and
depression can do to help themselves to recover and
stay well.

What treatments are available?

Different types of anxiety and depression require different
types of treatment. This may include physical exercise

for preventing and treating mild anxiety or depression,
through to psychological and medical treatment for more
severe episodes.

There is a range of treatments to help, but it's different
for everybody. The important thing is finding the right
treatment and the right health professional that works
for you.




Who can assist

Anxiety and depression can go on for months, sometimes
years, if left untreated, and can have many negative
effects on a person’s life. It's important to seek help early
- the sooner a person gets treatment, the sooner they
can recover,

Different health professionals [such as General
Practitioners (GPs), psychologists and psychiatrists]
offer different types of services and treatments for
anxiety and depression.

If you think that you or someone you know has anxiety
or depression, talking to a GP is a good place to start. A
GP can make a diagnosis, check for any physical health
problem or medication that may be contributing to the
anxiety and depression, and discuss treatment options.

For a list of GPs, clinical psychologists, psychologists,
mental health nurses, social workers and occupational
therapists with expertise in treating mental health
problems, visit www.beyondblue.org.au/find-a-
professional or call the beyondblue support service

on 1300 22 4636.

Recovery and staying well

Recovery can take time. As well as getting treatment
underway, the person has to find new ways to manage,
and live with, the changes and challenges of having
anxiety and/or depression.

While psychological and/or medical treatment can help
with a person’s recovery, there are many other ways
people can help themselves to get better and stay well,
such as:

* learning new ways to reduce and manage stress

* maintaining a healthy lifestyle, such as eating a
healthy and balanced diet, exercising regularly,
getting a good night's sleep, and reducing alcohol
and other drugs

* recognising triggers and warning signs

* getting over setbacks.
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How can | help someone with anxiety
or depression?

Itis helpful to:

e let them know if you've noticed a change in
their behaviour

¢ spend time talking about their experiences and
let them know that you're there to listen without
being judgmental

¢ help them to get information from a website,
library or community health centre

* suggest they go to a doctor or health professional,
and help them to make an appointment

 offer to go with them to their appointment and/or
follow them up afterwards

e encourage them to get enough sleep, exercise
and to eat well

* encourage family and friends to invite them out
and keep in touch, but don’t pressure them to
participate in activities

* encourage the person to face their fears with
support from their doctor/psychologist

e discourage them from using alcohol or other
drugs to try to feel better

¢ contact a doctor or hospital if they become a
threat to themselves or others.
It is unhelpful to:

¢ put pressure on them by telling them to “snap out
of it” or “get their act together”

e stay away or avoid them

tell them they just need to stay busy or get
out more

e pressure them to party more or wipe out how
they're feeling with drugs and alcohol

¢ assume the probtem will just go away

If you [or someone you know) needs help, talk to
your GP or other health professional about getting
appropriate treatment.
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Know the options and develop
an action plan

Anxiety and depression are like any other medical
condition - you need ways to manage them and stop
them happening again later.

Some people think that it's weak to admit that they're
going through a tough time, but if you have anxiety or

depression, you can't just ‘'snap out of it or pull yourself

together’. There’s more to it than that.

If you think you may have depression or anxiety, and
want to take action, start by talking to someone you
trust - keeping it to yourself only makes things worse.
Discuss your situation with a mate, partner, family
member or a colleague.

Take action and find out more. Visit www.beyondblue.
org.au/taking-action

Stress

Stress is not the same as anxiety or depression

- but for some people, being stressed for a long
time can lead to anxiety and/or depression, plus it
can affect a person’s physical health, particularly
cardiovascular health.

When we talk about being stressed, it usually
means we're upset or tense about something that’s
happening in our lives.

Stress is a normal part of daily life. It's a natural
physical and mental response that is designed to
help people cope effectively with emergencies.

Some stress can be a good thing. it can help us get
motivated to get things done, but health problems
from stress happen when it is regular and doesn’t
let up.
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In general, men tend to put off getting any kind of
assistance because they think they are supposed
to be tough, self-reliant, and able to manage pain
and take charge of situations. This can make it
hard for men to acknowledge they have any health
problems, let alone one which affects their social
and emotional wellbeing.

Depression is a serious and common condition which
won't get better by itself. If you had a broken arm or a deep
cut on your foot, you wouldn't expect that to heal without
medical help. It's the same with depression.

On average, one in eight men will have depression and
one in five men will experience anxiety at some stage of
their lives!

While women are more likely to experience anxiety and
depression, men are less likely to talk about it. This
increases the risk of their anxiety or depression going
unrecognised and untreated.

Untreated depression is a high risk factor for suicide and
in Australia, there are approximately 2,200 suicides each
year. Eighty per cent of people who take their lives are men
- with an average of five men dying by suicide every day.
Suicide is the leading cause of death for men under the age
of 44, significantly exceeding the national road toll.?

It's important to remember that anxiety and depression
are illnesses, not weaknesses, and effective treatments
are available.

Have you caught up with

Dr Brian Ironwood yet?

On behalf of beyondblue Dr

Brian hosts mantherapy.org,au,
where he will guide you through
activities to assess your wellbeing,
offer answers to frequently asked
cuestions and provide advice on
how to take action to deal with
depression and anxiety.




Signs and symptoms

You need to know the signs - not only for you, but also
for your mates and family.

Anxiety

Anxiety is more than having sweaty palms and butterflies

in your stomach. Symptoms of anxiety can include
feelings of worry, stress, fear and impending doom so
severe they interfere with your ability to work, maintain
relationships and get a decent night's sleep.

What to watch for:

Physical

* pounding heart

* excessive sweating

» choking sensations

e dizziness and vertigo

* shortness of breath

e hot flushes or chills

* insomnia and exhaustion

e panic attacks

Emotional

e feelings of dread

e concentration problems

* inner tension and nervousness
e catastrophic thinking

e irritability or edginess

¢ hyper vigilance toward danger
* absentmindedness

e fear of losing control

To find out more about anxiety and depression in men
visit www.beyondblue.org.au/men

Depression

While depression is often associated with sadness and

hopelessness, it often manifests itself in fits of rage,
unnecessary risk taking, and alcohol or drug abuse in men.

-

What to watch for:

Physical

e persistent pain

* loss of energy

* loss of sex drive

* changes in appetite

¢ lethargy and/or exhaustion
e exhaustion

¢ change in sleep patterns and restlessness
» alcohol or drug abuse
Emotional

o feeling quilty

¢ feeling angry or violent

* losing interestin hobbies
e feeling apathetic

» feeling sad or nervous

¢ feeling alone

e taking unnecessary risks

e thinking about death or suicide

meet

Men's sheds are a great place to get connected t er guysin
your area. Unfortunately, not all of us have a men'$Shed nearby,
s0 beyondblue has The Shed Online, a website where you tan
connect with over 10,000 other men. It's a safe and suppontive
space where men can feel confident to discuss and exchange
information, as well as socialise, learn and share skills.

www.theshedonline.org.au
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Seek support from your GP

Your doctor is a good source of information and can
assess if what you are feeling is anxiety or depression
If you are diagnosed with either of these conditions,
together you can work out an action plan.

Your action plan can cover a wide range of options
The plan can include exercise, stress management
and how to improve your sleep. You may be referred
to a psychologist who can help you to address things
like negative thinking and how to deal with hassles in
your relationships.

For some people, medication might also be necessary.
Most people using medication report a significant
improvement in their condition, and greater capacity to
get back to the things they used to enjoy. Antidepressants
take at least two weeks before they start to help, and

it may also take some time for the doctor to find the
medication and dose that is most effective for you.

There is a range of different health professionals who are
able to provide advice or services if you're experiencing
anxiety or depression

Supporting yourself

You are in control of your health and wellbeing - there
are lots of different things you can do so find an approach
that best suits you. For example, try to stay active and
make plans for the day - they don’t have to be grand
plans, just small things like going for a run, talking

to a mate or doing some gardening. Try to include
activities or hobbies that you specifically enjoy. At first,
you may not enjoy them as much as you did before, but

if you keep active and persist, the enjoyment should
eventually return.

It's important to look after your body by staying physically
active, eating healthily and getting plenty of sleep. Try

not to drink or take drugs to block out how you're feeling
and what is happening - this is not a positive long-term
solution and only makes the anxiety or depression worse.

So, there is a range of options available, but it's different
for everybody. The important thing is finding the right
options and the right health professional that works

for you.

Supporting others
How can | help someone with anxiety or depression?
It is helpful to:

¢ letthem know if you've noticed a change in
their behaviour

* spend time talking about their experiences and let
them know that you're there to listen without being
judgmental

* help them to get information from a website, library
or community health centre

¢ suggest they go to a doctor or health professional,
and help them to make an appointment

o offer to go with them to their appointment and/or
follow them up afterwards

* encourage them to get enough sleep, exercise and to
eat well

e encourage family and friends to invite them out and
keep in touch, but don't pressure them to participate
in activities

* encourage the person to face their fears with
support from their doctor/psychologist

e discourage them from using alcohol or other drugs
to try to feel better

» contact a doctor or hospital if they become a threat
to themselves or others.

It is unhelpful to:

¢ put pressure on them by telling them to “snap out of
it” or “get their act together”

e stay away or avoid them
e tell them they just need to stay busy or get out more

e pressure them to party more or wipe out how theyre
feeling with drugs and alcohol

* assume the problem will just go away

If you or someone you know needs help, talk to
a GP or other health professional about getting
appropriate treatment.
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