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RESOURCE 1: ADULT EDUCATION PRINCIPLES

\ How one presents information is as important as the content one is presenting.

Creating an effective learning environment

e Preparing the environment

The physical setting of the training workshop is important. The learning climate most
conducive to learning is one that attends to the physical environment and
psychological atmosphere. Here are some things to consider when preparing for
training:

e Use a space that will allow the rearrangement of the furniture to accommodate
different types of activities. Use the arrangement that matches the activity (put
the chairs in a circle for open-ended or guided discussions; use tables and
chairs for small group work, etc).

e The training site should be free of distractions and interruptions so that it is
easy for everyone to participate fully in each session. Make sure that all the
logistical arrangements have been taken care of before hand and that the
participants will not be tempted to miss sessions to engage in other activities.

¢ All the materials required to carry out the learning activities should be readily
available.

e Vary the use of appropriate teaching aids, such as butcher’s paper, overheads
and the whiteboard, throughout the sessions.

e The first session

The first session is very important to create the foundation of a learning partnership.
Often in a first session, the needs and expectations of the group are assessed,
participants are introduced to each other and an overview of the program is provided.

e Training strategies

¢ Presentations: The MH-OAT workshops include a number of small
presentations by the facilitator. These are not lectures, but short discussion
sessions in which specific information or frameworks may be discussed.
These may be followed by open-ended or guided discussions.

¢ Open ended or guided discussions: Throughout the workshop, the facilitator
should draw information from participants’ experiences by asking questions
that relate information back to their own experience and knowledge.
Questioning is used to arouse interest, to challenge and stimulate participants,
to direct thinking processes, encourage discussion, evaluate learning and to
summarise. It is important to create an atmosphere of active listening,
emphasising the most useful ideas and information and encouraging
participants to relate what they have heard and discussed to their real needs
and problems.

¢ The importance of teamwork: Throughout the manual we constantly stress
the importance of teamwork. The follow up after training is always far greater,
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if participants trained together in a team which will be able to work together
after training.

e Small group work activities: An educational method that relies only on
lectures by experts followed by questions and answers implies that the
learners lack expertise. Dividing participants into groups to share ideas that
are then discussed by the whole group affirms the value of the participants’
experience. Small group activities foster the development of positive peer
relationships among learners that often have a greater influence on learning
than the facilitator—learner relationship. Other strategies, such as case studies,
role-playing, simulations, and self-evaluation, are most useful.

e Size of groups

Pairs interviews

intimate sharing
Practising skills

Quick buzz to wake up

3's getting everyone thinking and participating actively
testing out of ideas to present to whole group

4's and 5's variety for sharing ideas and insights

and 6's team planning

(note the bigger the group gets the longer it will take to
make decisions)

6-12 sharing ideas when the group has plenty of time eg.
Discussion group

Needs an appointed leader

30 Whole group brainstorm sessions during a workshop
Break into smaller groups for work

e The role of the facilitator: By creating a learning climate and posing
problems the facilitator provides a framework for thinking, active
participants to consider common problems and find solutions.

Traditional Approach Adult Education Approach
Teacher seen as possessing | Facilitator and participants
all information seen as possessing
Students seen as empty information
vessels needing to be filled Participants are active,
with knowledge describing, analysing,
Teacher talks suggesting, deciding and
Pupils absorb passively planning
Facilitator raises questions:
why, how?




General tips for conducting the workshops

It is generally recognised that people learn best when they can:

Work at a pace that suits them

Work at a time when they feel motivated

Be actively involved in the process of learning
Get feedback on their progress

Take responsibility for their own learning

Only participants can learn - so the facilitator can only help the participants to

learn.

Adapt each workshop to suit the participants

No two workshops are alike. Facilitators should always adapt training to suit the
participants. Adults should be involved in a process of self diagnosing their
learning needs. Effective learning occurs, as much as possible, in the context of
real need and meaningful content. Prior to a workshop or session, the facilitator
should determine who the participants would be, their level of skill and
experience. Participants should be involved in the process of planning their own
learning and facilitators should look for ways to link the workshop material directly
with the questions and concerns of the participants. Time should be set aside to
listen carefully to what participants say about their work (both at the beginning of
the program and at regular intervals throughout the session) so that the workshop
can be adapted in such a way that it will be most helpful.

Meaningful material

Individuals learn best and are more likely to apply what they have learned to their
own work if they have a clear understanding about the overall purpose of the
workshop and how each of the smaller pieces fits into the bigger picture. Take
time in the beginning of the workshop to reach a consensus about the challenges
participants face in their work and about how this training will help them achieve
their goals.

Adults have a wide experience and participants will have varied levels of
experience in the material being taught. Most have been learnt from peers.
Facilitators should let them share their experience and create a situation where
participants are encouraged to have a dialogue with one another using
experiential methods for learning such as group discussions, simulation
exercises, problem solving activities and case methods.

Adults are interested and learn quickly about those things that are relevant in their
lives. So the facilitator needs to create a situation in which they can share in the
planning, choose the content of the workshop and participate in the evaluation
process.

Emphasis is placed on practical application of learning which includes planning on
how they will use what they have learned in their day to day lives.




Active participation

Participants should be encouraged to reflect, on an on-going basis, on how they
can use the various workshop exercises and activities in their own work. Activities
should help the participants to remember and apply the material presented to
them and should model skills that the participants can use in their own work as
clinicians.

Start from the known and move to the unknown

Always start with what participants know and then move on to new information
and skills. Workshop participants have learned many skills from their work.
Facilitators should not ignore or underestimate what the participants already
know. New concepts can best be introduced by building on what is familiar to the
participants.

Multi-sensory learning

Different participants learn in different ways. Some learn better when they can
watch a new concept being demonstrated, others need it explained to them, and
still others prefer to experience a new skill or idea directly. And individuals who
generally learn best in one way learn some things better in another way. It is
important to use many different types of activities so that everyone will be able to
learn in their own way and so that the new information and skills will be
remembered.

Timing and pacing

Individuals can only concentrate for a relatively short period of time. Facilitators
should look for ways to change the type of activity every 25 minutes or to break
up longer sessions with energisers, which are short exercises designed to provide
a break in a session. Facilitators should to refer a list of energisers whenever they
sense that a group is getting tired or restless.

Participants remain far more interested and involved if there is a variety of activity
and a good balance between:

e work in small groups and big groups

e some time for talking and some for listening

e being active and thoughtful

e working quickly and then slower work

Participants are teachers as well as learners. They act as peer teachers in
discussions and help each other learn in small groups or teams.

Practice and reinforcement

Balance content with process. Individuals need time to sort through and
assimilate what they are learning. When too much material is presented,
participants end up understanding and remembering very little of it.



Annotated bibliography
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RESOURCE 2: MENTAL HEALTH CLINICAL ASSESSMENT
PROTOCOL AND MODULES

Why Standardise Mental Health Clinical Assessment Protocol
And Modules?

The aim of clinical assessment and the use of standard assessment protocol is to
conduct a comprehensive assessment of the client’s mental health state to inform an
appropriate management and care plan for the client and to compare the clients’
clinical status before, during and after the provision of that care.

The protocols for standard assessment are based around the clinically relevant
transition points in and after the episode or period of care - admission, review,
discharge and follow-up. The timing of these assessments is clinically relevant and
include a current mental status, recent and life history, risk status, suicide risk
assessment, psychiatric and physical assessment.

Continuity of care between services and the availability of an integrated client record
and service history are central to planning, as is efficient communication indicating
the need to “collect information once and use it many times”. Successful
implementation of MH-OAT protocols at a local level will be influenced by the degree
to which these values are embraced by local systems.

The purpose of the modules for documentation is to support the clinical process by
providing a standard record of the assessment processes. The assessment process
should recognise the importance of establishing a therapeutic alliance with the client
and using the modules to record the assessment information in a structured format,
not using the modules to conduct the assessment.



Principles For Using Standardised Mental Health Clinical
Assessment Protocol And Modules

The Guidelines have been developed by NSW Health to assist clinicians in
making clear and accurate records of assessment.

The use of the modules in accordance with the standard clinical protocol should
always be guided by the clinician’s informed judgement regarding the patient or
client’s clinical status and needs at the time.

The Clinical Assessment Protocol and Modules are to be used in all service settings,
including inpatient services, ambulatory services and community residential services
after completion of the Mental Health Assessment and Documentation training.

The bottom of every page of every module must be signed off (including the name,
signature, date, and designation of the officer completing the module). Treatment
plans should not be signed off by a supervisor unless the supervisor has seen the
patient.

If a section is completed by another staff member other than the signatory at the
bottom of the module, a line must be drawn under the information and the section
signed off (including the name, signature, date, and designation of the officer
completing the module).

If a section is unable to be completed, a note should be made as to why the
information was not collected and signed off (including the name, signature, date, and
designation of the officer completing the module). If any section is not relevant to the
case being considered, proceed to the next section.

If a module is photocopied, a line should be drawn through spaces left in sections
and sections not completed and signed off (including the name, signature, date, and
designation of the officer completing the module).

Minimum patient identification is indicated at the top right hand corner of each page.
Labels may be used and attached where indicated but any missing details must be
completed.

While all clinical staff should be familiar with the content of the clinical modules, and
be able to access and utilise this information, depending on the nature of the task
undertaken, some sections require specific qualifications, expertise and/or training or
have associated legal requirements. For example, it is recommended that aspects of
the Assessment of Current Presentation, such as the Interim Plan (A1), the front
page of the Physical Examination (A2), the inpatient Discharge Summary (D1), and
medication-related sections of the other modules should be completed and signed by
a medical officer.

In order to guard against the potential risks posed by the collection and storage of
personally identified information it is important that it is done in accordance with the
NSW Health Privacy Management Plan Circular 2000/62 and the NSW Health
Information Privacy Code Of Practice (NSW Health Department, December 1998).



Policy and Standards

The process of clinical assessment is a critical component of good mental health
care. Policy and standards formulated at both State and National levels pay particular
attention to clinical assessment.

NSW Health’s policy framework for mental health

In the NSW Health Department’s policy framework for mental health Caring for
Mental Health: A Framework for Mental Health Care in NSW states the following
under Strategy 4.1.1 — Mental health assessment.

Comprehensive biopsychosocial and cultural assessment at the earliest
stage of illness provides the basis for treatment and monitoring progress and
ensures more accurate diagnosis. Systematic triage, assessment and
measurement are essential for the development of an appropriate
management plan. This should be done in collaboration with the individual
client, family or carers and significant others where appropriate. Assessment
should determine the nature of problems, the diagnosis, contributing factors
and strengths of the person and should be conducted by skilled clinical staff
at the earliest and at all stages of iliness.

This statement of the central role of comprehensive clinical assessment is supported
by two key aims:

To ensure systematic and consistent triage and assessment are available to
all those who present to mental health services.

To ensure that triage and assessment findings are documented and form the
basis of the individual care plan.

Under Strategy 4.1.3 — Discharge and follow up the importance of communication
between service providers is also emphasised. This is supported by two aims:

To ensure seamless and informed communication between all relevant parties
when a client is discharged, with responsive and flexible follow up arrangements.

To improve the follow up of clients experiencing their first episode of mental
iliness.

These aims form the clear basis for the Mental health Outcomes and Assessment
Protocol under which the data collection requirements detailed in this document have
been developed.

The National Standards for Mental Health Services

The National Standards for Mental Health Services address the assessment process
in some detail under Standard 11 — Delivery of Care, placing particular emphasis on
communication and continuity of care between service settings. The clinical
assessment modules have been developed in accordance with the following National
Standards for Mental Health (1997):

» Standard 5 —The MHS ensures the privacy and confidentiality of consumers and
carers



Standard 8 —The MHS provides a balanced mix of services which ensure continuity of
care for the consumers.

Standard 10- Clinical activities and service development activities are documented to
assist in the delivery of care and in the management of services.

S10.2: Treatment and support provided by the MHS are recorded in an individual
clinical record which is accessible throughout the components of the MHS.

S10.3: Documentation in the individual clinical record is dated, signed (with
designation), shows the time of each intervention and is legible.

S$10.4: A system exists by which the MHS uses the individual clinical record to
promote continuity of care across settings, programs, and time.

S10.5: Documentation is a comprehensive, factual and sequential record of the
consumer's condition and treatment and support offered.

S10.6: Each consumer has an individual care plan within their individual clinical
record which documents the consumer's relevant history, assessment, investigations,
diagnosis, treatment and support services required, others service providers,
progress, follow-up details and outcomes.

S10.8:Documented policies and procedures exist and are used to achieve the above
criteria.

Standard 11.2 —The process of entry to the MHS meets the needs of the defined
community and facilitates timely and ongoing assessment.

S11.2.7: The process of entry to the MHS minimises the need for duplication in
assessment, care planning and care delivery.

S11.2.9: The MHS has a system for prioritising referrals according to risk, urgency,
distress, dysfunction and disability.

Standard 11.3- Consumers and their carers receive a comprehensive, timely and
accurate assessment and a regular review of progress.

S11.3.1: Assessments are conducted by appropriately qualified and experienced
mental health professionals.

S.11.3.4: The MHS has a system for commencing and recording assessment during
the consumer's first contact with the service.

S.11.3.5 The assessment process is comprehensive and, with the consumer’s
informed consent, includes the consumer’s carers, other service providers, and
other people nominated by the consumer.

In the notes and examples following that criteria the standards indicate that this
means that a:
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Multidisciplinary assessment which includes physical social and psychological
strengths, risks, family and functional components, relevant history (including previous
treatments such as medication, diagnosis and short term individual care plan) is
conducted and recorded in a standardised format for the mental health service.

S.11.3.7: The MHS has documented protocols and procedures describing the
assessment process.

S.11.3.8: The assessment is recorded in an individualized client record in a timely
and accurate manner.

S.11.3.11: Diagnosis is made using internationally accepted medical standards by an
appropriately qualified and experienced mental health professional.

S11.3.14: The MHS ensures that the assessment is continually reviewed throughout
the consumer's contact with the service.

S.11.3.15: Staff of the MHS involved in providing assessment undergo specific
training in assessment and receives supervision from a more experienced colleague.
S11.3.16: New assessments are subjected to a clinical review process by the MHS.



In relation to review of patients, two criteria of particular relevance:

S11.3.17: All active consumers, whether voluntary or involuntary, are reviewed at
least every three months. The review should be multidisciplinary, conducted with
peers and more experienced colleagues and recorded in the individual clinical record.
S11.3.18: A review of the consumer is additionally conducted when:

= The consumer declines treatment and support

= The consumer requests a review
= The consumer injures themselves or another person
= The consumer receives involuntary treatment

= There has been no contact between the consumer and the MHS for three
months

* The consumer is going to exit the MHS

= Monitoring of consumer outcomes (satisfaction with service, measure of
quality of life, measure of functioning) indicates a sustained decline.

The issue of assessment is also addressed under Standard 11.4.E — Inpatient Care.
Two criteria emphasise the importance of communication and continuity of care
between service settings:

» Standard 11.4- The defined community has access to range of high quality mental
health treatment and support services.

S11.4.E.4 The mental health service ensures that the admission assessment
includes the views of other current service providers and the consumer’s carers.

S11.4.E.5 The mental health service ensures that there is continuity of care
between inpatient and community settings.

The need for need for assessment, communication and continuity of care in

discharge is also highlighted. In particular:

» Standard 11.5- Consumers are assisted to plan their exit from the MHS to ensure that
ongoing follow up is available if required.

= S11.6.6: The MHS ensures that the individual clinical record for the consumer is
available for use in any potential future contact with the MHS.

S11.6.1Staff review the outcomes of treatment and support as well as ongoing
follow—up arrangements for each consumer prior to their exit from the mental
health service.

In conclusion, both NSW Health Department policy and the National Standards for
Mental Health Services clearly indicate that comprehensive and documented clinical
assessment at admission, review and when planning for discharge is an integral
component of good clinical care, and that communication between providers involved
in the person’s care is essential. The National Standards also provide specific
guidelines for the conduct of reviews during episodes of extended care.
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Mental Health Clinical Assessment Modules

There are 14 modules which have been designed to cover most possible contacts of
clients with services. The modules have been designed to be used across hospital
and ambulatory settings. The timing for using the modules will depend upon the
service settings and stage within the cycle of care of the person. The Clinical
Assessment Protocol and Modules can be adapted for local use in accordance with
the guidelines outlined in the previous section. Below is a brief outline of each of the
modules and its use in a service:

T1-Triage
This module has been designed to document the relative priority or urgency of a face
to face presentation to mental health services.

T2-Telephone Contact and Action Form
This module has been designed to assess the level of urgency of a presentation by
telephone and to decide an appropriate service response.

F1-Front Sheet

This module has been designed for statistical reporting of ambulatory data to meet
State and Commonwealth information requirements (ie National Minimal Data set )
(refer to Table 1).

A1-Assessment of Current Presentation

This module has been designed to provide the framework for a comprehensive
assessment including medical, psychiatric and forensic history, current social
situation, child protection issues, preliminary formulation, provisional diagnosis and
treatment/management plan. It should cover the relevant clinical period preceding
presentation and should be completed at presentation to either community or hospital
services.

A2-Physical Examination

This module has been designed to record physical state findings. It should be
completed within 72 hours of completing the Assessment of Current Presentation
(A1) in either community or hospital services, unless the physical examination has
been conducted by an outside agency (eg. GP).

A3-Family, Social and Developmental History

This module has been designed to record the client’s lifetime social, family and
developmental history. It should be completed as soon as possible preferably within
30 days of completing the Assessment of Current Presentation (A1).

R1-Supplementary Assessment and Plan

This module has been designed to encompass planning and management issues
where it should be completed within three days of admission in an inpatient unit or as
required in the community service. It can also be used as a supplementary
assessment by another staff member eg. Medical Officer in either inpatient or
ambulatory settings.
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R2-Management and Outcome Review

This module has been designed primarily for major management and outcome
reviews. It should be completed on 3 monthly reviews in the ambulatory, community
residential services and non-acute inpatient care and 35 days following admission to
acute inpatient unit.

C1-Care plan

This module has been designed in an integrated format covering medium term goals
as developed in conjunction with the client and other services. The Care plan should
be commenced in an inpatient unit and should be continued in ambulatory services. It
can also be commenced in ambulatory services. This module should be updated at
review periods during extended care.

D1-Discharge/Transfer Summary
This module should be completed on discharge from either hospital or community
service.

SM1-Standardised Measures for Adults and Older People

This module has been designed to capture information collected through the use of
standardised measures for adults and older people. It should be completed on
admission, review or discharge from inpatient or ambulatory services.

SM2-Standardised Measures for Children and Adolescents

This module has been designed to capture information collected through the use of
standardised measures for children and adolescents. It should be completed on
admission, review or discharge from inpatient or ambulatory services.

SR1-Self report measure for consumers (Last 4 weeks)

This module has been designed to capture self-report information from the consumer
about the previous 4 weeks. It should be completed on admission to inpatient care
and on admission, review or discharge from ambulatory services.

SR2-Self report measure for consumers (Last 3 days)

This module has been designed to capture self-report information from the consumer
about the previous 3 days. It should be completed on review or discharge from acute
inpatient services.
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Mental Heath Clinical Assessment Pathway

Client presentation to
service and/or referral
from another service

T1: Triage
(Face to face presentation
by client)

T2: Telephone Contact and
Action

(Including freecall telephone

services (eg. 1800 services)

F1: Front Sheet
Minimum Data Set Forms for community
mental health services

A3: Family, Social
and Developmental
History
(To be completed as
soon as possible
preferably within 30
days of completing

A1: Assessment of Current
Presentation

(Either pre-admission and/or
as part of a thorough
assessment of current

functioning)
Includes:
Treatment Orders (if applicable)
and Initial Management Plan

Physical
Examination (Client
may need to be
referred for physical
examination)

R1: Supplementary Assessment

and Plan (Within 3 days of +.-  Progress I
admission in inpatient care to guide HoNOS, K-10-LM : |l Notes, |
review of initial [A1] management (Completed on : | Treatment & [
plan or as supplementary admission to inpatient = Other Forms I
assessment in community) unit or l !|

ambulatory service) .. _ . _ . _. N

o,

Ongoing
Reviews

R2: Management and
Outcome Review
(Used primarily for major
management and outcome
reviews, with links to C1and
standardised measures)

— s

HoNOS, K-10-L3D, Focus of Care
(Completed on review of client in inpatient

C1: Care Plan

(Should be commenced prior to
discharge and/or following
thorough assessment in the

community)

D1: Discharge/Transfer

Summary

(Should be completed at the

time of discharge or transfer
from either inpatient or

ambulatory service)

o) ; presesesssssn L
HoNOS, K-10-LM, LSP, Focus of Care i HoNOS, K-10-L3D, Focus of Care
(Completed on review of client in : ¢ (Completed on 51|scharge/tr_axnsfer of client in
] ambulatory service) : : inpatient unit)
feeesssessserescssscsscccsscscssstrsssrssscsssccsscscsssnroee® S HONOS, K_1 O_LM’ LSP, Foeus of care

(Completed on discharge/transfer of client in
ambulatory service)

Figure1. Clinical Assessment Pathway
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T1 - Triage
Content of module
This module contains the following domains:

1. Source of referral 6. Recent Substance Use 11. Risk Status (Harm)
2. Transport 7. Observed Behaviour and 12. Triage Scale
Appearance
3. Legal Status ﬁ}sF::)(:'\;lous specialised treatment/ 13. Other Comments or Actions
4. Reasons for Referral 9. Current Medications
5. Nature of Current Problem 10. Problems

Purpose

The Triage module is a two page module designed to document the relative priority of
new presentations (also denoted as intake, on call, or engagement) according to risk,
urgency, distress, dysfunction and disability.

When to use module

Referring to figure 1, this module should be completed at a face to face presentation
to emergency departments, psychiatric inpatient units, community mental health
services, hospital or community based ambulatory care services (acute), and
overnight inpatient services (acute, non-acute).

Who should use module

The module can be completed by any appropriately qualified and experienced mental
health professional who has basic skills of triage assessment in terms of interpreting
Mental Health Triage Guidelines and demonstrating their application. This also
includes assessment of the severity of the clients’ illness and treatment acuity;
identification of comorbid physical and psychological symptoms contributing to a
clients’ illness; and proficient assessment of risk of suicide, self-harm and violence to
both self and others.

Time to complete module

Approximately 5-10 minutes is required to complete the module (including both
patient assessment and documentation).
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T2- Telephone Contact And Action

Content of module
This module contains the following domains:

1. Basic Call Information 6. Recent Substance Use 11. Problems

7. Referrer’'s Observations about

2. Client and Referrer Information .
Behaviour and Appearance

12. Risk Status (Harm)

8. Previous specialised

.. . R 1
treatment/history 13. Crisis Triage Rating Scale

3. Legal Status

9. Other Services Currently

4. Reasons for Referral Involved with Client

14. Urgency of Response Scale

5. Nature of Current Problem 10. Current Medication 15. Notifications

Purpose

The Telephone module is a four page module designed to assess the urgency of
referrals made over the telephone and may assist in making a decision regarding
whether a Mental Health service response is appropriate (Ledek, Deane & Lambert,
2000). Telephone assessment may assist in “triaging out” clients who can be
managed locally by their doctor from clients who do need urgent assistance
(Edmonds, 1997).

When to use module

It is particularly relevant for any service that provide a telephone referral service or a
freecall phone service or other services such as after hours or extended hours
services receiving telephone referrals (refer to figure 1).

Who should use module

The module can be completed by any appropriately qualified and experienced mental
health professional who can make a professional assessment of urgency, including
initial history taking, risk assessment and needs assessment.

Time to complete module
Approximately 5-15 minutes is required to complete the module (including both
patient assessment and documentation).

! The CTRS is a brief rating scale developed to screen emergency psychiatric clients rapidly. It differentiates
between clients who require hospitalisation from those who are suitable for outpatient crisis intervention treatment
(Bengelsdorf et al., 1984). The scale evaluates the client according to three factors regarding the clients support
system, their ability to cooperate and whether they are a danger to themselves or others (Bengelsdorf et al.,
1984).Moreover the scale can be useful in predicting whether hospitalisation would be required, for example a
client scoring below 9 requires hospitalisation, for those scoring above 9 another intervention could be
recommended (Bengelsdorf et al., 1984). The scale was originally based on a telephone triage scale and has been
modified and expanded to cover all possible response options in inpatient and ambulatory services. This scale has
to be used in conjunction with the CTRS to make an informed decision about the urgency of response.
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F1 - Front Sheet

Content of module
This module contains the following domains:

1. Service Details 3. Client Contact Details
2. Client identification Details 4. Client Demographics
Purpose

This form indicates the essential standard data items to be collected and recorded for
each person at registration or service intake/admission by a mental health service. It
contains ambulatory data set items which need to be collected by mental health
services in a standard format by State and Commonwealth authorities. Other non-
mandatory items with a standard codeset are also included. Non mandatory items
are shaded. Refer to appendix A

When to use the module

The details on this form are to be completed:

At initial registration/admission of a person with this service unit or
Subsequent service intake/admission to this service unit or

When patient details change

If the triage forms T1and T2 are not used, then essential items on these forms must
be collected on F1 or its equivalent, as they do not appear on A1.

Who should use the module

Persons responsible for recording registration or service intake details or for notifying
changes to patient details or for entering required items into information systems will
complete/use this or a similar form. This will usually be an administrative person
rather than a clinician. The treating clinician will however require access to the details
recorded by this form to inform assessment and further treatment and will be
responsible for ensuring that the details are accurate and that any changes to these
details are notified to the appropriate person.

Time to complete the module

This will vary with local practice and service setting and with the amount of extra
information recorded at the local level.
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A1 - Assessment of Current Presentation

Contents of module
This module contains the following domains:

1. Details of Referral 10. Recent Forensic History 18. Current Risk Status (Harm)
2. History of Current Problem 11. Current Social Situation 19. Mental Health Diagnosis

3. Other Services currently involved (Child Protection Module (if required)) 20. Provisional Diagnosis

4. Current Medications 12. Current Level of Functioning 21. Admission Plan

5. Medication Adherence 13. Assessment of Strengths 22Treatment Orders

6. Adverse Drug Effects 14. Mental State Examination 23. Investigations

7. Allergies 15. Recent Substance Use 24. Community Treatment

8. Psychiatric History 16. Preliminary Formulation 25. Initial Management Plan

9. Medical History 17. Early Psychosis Intervention 26 Notification

Domestic Violence Screening Questions

Purpose

The Assessment of Current Presentation module is a ten page module designed to
provide the framework for a comprehensive assessment including medical, psychiatric
and forensic history, current social situation, child protection issues, preliminary
formulation, assessment of current social situation, provisional diagnosis and
treatment/management plan. The information required to complete the assessment
module may be ascertained using any accepted clinical tools and methods, including
functional assessments; psychometric testing; collaborative interview; family interview;
suicide and risk assessments; problem oriented assessment; formal clinical interview;
mental status examination; and diagnostic classification systems.

When to use module

It is relevant to both inpatient and ambulatory services and should be completed on
presentation to inpatient units, community mental health centres, hospital or community
based ambulatory care services (acute), and overnight inpatient services, relevant home
visits and in psychiatric emergency departments by an appropriate qualified and
experienced mental health professional (refer to figure 1).

Who should use module

The module can be completed by any appropriately qualified and experienced mental
health professional trained to assess relevant history (including previous treatments and
medication); mental state; substance use; social situation, child protection issues and
psychological strengths; risks, family and functional components; provisional diagnosis
and short-term individual care planning. It can, with the client’s consent, include
corroboration from the client’s carers, other service providers and other people
nominated by the client Mental Health. The Interim plan and Treatment Orders should
only be completed on admission to hospital and signed by medical officer. The
community treatment and initial management plan should be completed on admission to
a community service and signed by a mental health professional.
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Time to complete module
Approximately 65 minutes is required to complete the module (including patient
assessment and documentation - approximately 40 minutes patient assessment; 10

minutes telephone/face-to-face corroboration and completion of legal forms; and 15
minutes documentation).
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A2 - Physical Examination

Content of module
This module contains the following domains:

3. Observations 4. Physical
General Assessment 2. Menstruation/Pregnancy Description

Purpose
The Physical Examination module is a two-page module for recording physical state
findings.

When should the module be used

It is relevant to both inpatient and ambulatory services and should be completed at
presentation to emergency departments, psychiatric inpatient units, community
mental health centres, hospital or community based ambulatory care services
(acute), overnight inpatient services and home visits (refer to figure 1) .

Who should use module
The front page should be completed and signed by a medical practitioner, and should
include all relevant physical findings.

The back page should be completed and signed by nursing staff, and should include
routine observations (eg temperature, pulse and blood pressure, height, weight and
BMI) and physical descriptions.

Time to complete module

Approximately 15-20 minutes is required to complete the module (approximately 10-
15 minutes patient assessment and 5 minutes documentation).
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A3 —Family, Social AND Developmental History

Content of module
This module contains the following domains:

1. Social History 4. Family History 6. Substance Use History
2. Personality Style 5. Developmental History

3. Comprehensive Forensic History

Purpose

The Family, Social and Developmental History module is a four page module for
recording components of a client’s lifetime history including social, development (peri-
natal to adulthood), personality, forensic and family (including a genogram) history
and substance use history.

When should the module be used

It is relevant to both inpatient and ambulatory services and should be completed as
soon as possible, no later than within 30 days of completing A1 module (refer to
figure1). This includes community mental health teams, psychiatric emergency
departments, psychiatric inpatient units, community mental health centres, hospital or
community based ambulatory care services (acute), and overnight inpatient services
(acute, non-acute) and home visits.

Who should use the module
The module can be completed by any appropriately qualified and experienced mental
health professional who has basic skills of assessment.

Time to complete module

Approximately 45 minutes is required to complete the module (approximately 30
minutes patient assessment and 15 minutes documentation).
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R1 -Supplementary Assessment And Plan

Content of the module
This module contains the following domains:

1. Additional History 4. Medication Review (if applicable) 7. Management Plan

2. Current Functioning 5. Problem Reformulation 8. Other actions or notifications
3. Mental State Examination 6. Problem List

Purpose

The R1 -Supplementary assessment and plan module is a two page document
designed to encompass management issues relating to current admissions to acute
psychiatric units and is to be completed during ward rounds, case conference or
following individual consultations with medical/nursing/allied health as supplementary
assessments. It can also be used as a supplementary assessment in the community.

When should the module be used

In ambulatory services, and overnight inpatient services the management review
should be completed as part of supplementary assessment or as a review of current
management plan (refer to figure1). Each time a systematic review and management
is conducted by the community mental health team, doctor or care coordinator in the
unit, it should be documented here. In an acute inpatient unit, the supplementary
assessments and review should ideally occur within the first three days of admission.
Any additional information regarding the client’s illness which may have been elicited
after their admission (eg details of additional history, current functioning and
medication review) should be recorded as well as updated Mental State
Examinations, Problem Formulations where appropriate, and updated management
plan.

Who should use the module

The module can be completed by any appropriately qualified and experienced mental
health professional.. It is recommended that a supervisor or a consultant would sign
the supplementary assessment and plan at the time of completion of the form. This
module could be used as a Doctors assessment form if the service so requires.

Time to complete module

Approximately 20-25 minutes is required to complete this module (approximately 15-
20 minutes patient assessment and 5 minutes documentation).
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R2 —-Management and Outcome Review
Content of module

This module contains the following domains:

1. Recent History 7. Risk Status 13. Medication Review

2. Current Social Situation 8. Mental Health Diagnosis Group 14. Review of other treatments

3. Current Level of Functioning 9. Current Global Assessment of 15. Summary of Progress
Functioning

4. Mental State Examination 10. Recent Client Contact 16. Standardised Measures

(If applicable)

5. Problem Formulation & Diagnosis 11. Other Services involved With 17. Current Management Plan
Client

(If applicable)
6. Problem List 12. Review of working goals and 18. Other actions or notifications

Associated Interventions
(If applicable)

Purpose

The R2 module is primarily used for major management and outcome reviews where
a sufficient interval has occurred within the same period of care, namely the three
monthly or 35 day reviews or any other major review of the client. The module
consists of three main sections including brief client assessment, treatment review,
and outcome review.

When should module be used

Each time a systematic review is conducted by the community mental health team,
doctor or care coordinator in the unit, it should be documented here. The module also
ties in with the review period of the care plan and the standardised measures (35
days in acute inpatient unit, 3 months in the community and extended inpatient care).
The module can also be used at any time when a major evaluation of a patient’s
failure to make the progress expected is needed, or when significant unexpected
changes to the clinical picture have occurred (such as when new information comes
to light) that require a thorough review, reappraisal and modifications to the
management plan.

Who should use the module
The module can be completed by any appropriately qualified and experienced mental
health professional.

Time to complete module

Approximately 20-25 minutes is required to complete this module (approximately 15-
20 minutes patient assessment and 10 minutes documentation).
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C1 - Care Plan

Content of the module
This module contains the following domains:

1. Care Information 5. Needs Assessment 9. Cessation of Current Plan

2. Identified Strengths 6. Participants Involved with Care 10. Relapse Prevention/ Management
Planning

3. Main Problems 7. Recommended Frequency of 11.Collaborative Working Goal No
Review

4. Risk Factors 8. Goal Planning and Review Issues

Purpose

The Care Plan is a four page module designed in an integrated plan covering
medium term goals and developed with input from clients, carers, appropriately
qualified mental health practitioners, GPs and other agencies. The module identifies
care coordinators, key participants involved in care planning, risks, needs of the
clients, working goals, interventions, relapse prevention and relapse management.

When should the module be used
The plan is commenced during an inpatient admission and/or subsequent to a
thorough assessment in hospital or in the community (refer to figure1).

Who should use the module

The Case Manager or experienced mental health professional will assist in
developing the plan in collaboration with the client and carers and takes responsibility
for organising appropriate interventions and monitoring progress.

Time to complete module
Approximately 15-20 minutes is required to complete this module.
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D1 - Discharge/Transfer Summary

Content of the module
This module contains the following domains:

1. Mode of separation 7. Legal Status on Discharge 13. Recommendations for
Management

2. Referred to on separation or 8. Summary 14. Recommended Follow-up care

discharge

3. Accommodation 9. Current Stage of Change 15. Follow-up Appointments

4. Carer Support 10. Care Plan 16. Medication on Discharge/Transfer

5. Mental Health Diagnostic Group 11. Physical Findings/Investigations 17. Copies of Discharge/Transfer
Summary To

6. Diagnosis 12. Risk factors identified on

discharge
Purpose

The Discharge/Transfer Summary is a two module form designed to provide a brief
account of the circumstances leading to the current episode of care and a synopsis of
the client’s management and progress during their care. Following discharge from an
inpatient unit, staff are to delineate reasons for patient hospitalisation and progress,
and be able to describe any changes to a patient’s stage of change. The patient’s
legal status, including details of Community Counselling Orders (CCO) and
Community Treatment Orders (CTO); detailed reasons why patients were admitted to
hospital and their progress during hospitalisation; delineated discharge medications
and dosages and recommended appropriate management strategies and follow up
care for patients. Also staff are to indicate whether the Care Plan has been
commenced. This form allows the pharmacy to provide the prescription. This form
should be copied to the General Practitioner or health service to which client is
referred to.

When should the module be used

It is relevant to both inpatient and ambulatory services and should be completed pre-
discharge in community mental health teams, psychiatric inpatient units (refer to
figure1). The top section of the Discharge Module is often completed by the mental
health nurse prior to discharge.

Who should use the module

In inpatient services, the module is to be completed by the medical officer, and by
any appropriately qualified and experienced mental health professional in community
teams.

Time to complete module
Approximately 5-10 minutes is required to complete this module
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SM1- Standardised Measures For Adults and Older People

Content of the module
This module contains the following domains:

Age group Collection date Other indicators
- Previous specialised treatment

- Eligibility for Early Psychosis
Intervention

Mental Health Service Setting Responsible service unit & Staff About the Collection of the
member Standardised Measures
Reason for Collection About the Preceding Period of Care About the Collection of the

Standardised Measures
HoNOS
RUG-ADL

LSP-16

Purpose

The SM1 module contains a number of standardised measures for adults and older
people that have to be administered according to the Data Collection Protocol
Guidelines. The HONOS and the LSP are collected for adults and the HONOS65+,
the RUG-ADL and the LSP are completed for older people.

When should the module be used

This module should be administered on admission, review and discharge from
services for adults aged 18 to 64 years old and people 65 years and older (See Data
Collection Protocol Guidelines). The module should be read to identify which
measures should be administered when (see Table 3). The HONOS or
HoNOS65+should be completed on day of or within 72 hours of contact with client.

The reporting period for the HONOS is generally the preceding two weeks for
inpatients at admission, for hospital outpatients, and for all clients of community-
based services. The exception is at discharge from acute inpatient care, in which
case the rating period should be the preceding 72 hours. The reporting period for the
LSP is the preceding 13 weeks (See Data Collection Protocol Guidelines).

Time to complete module

Completion of HoNos takes approximately 5-10 minutes after seeing a patient. LSP-
16 takes approximately 10 minutes to complete.
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SM2- Standardised Measures For Children and Adolescents

Content of the module
This module contains the following domains:

Age group (0-17 only) Collection date Other indicators
- Previous specialised treatment

- Eligibility for Early Psychosis
Intervention

Mental Health Service Setting Responsible service unit & Staff About the Collection of the
member Standardised Measures
Reason for Collection About the Preceding Period of Care About the Collection of the

Standardised Measures
HoNOSCa
ICD10FIH

CGAS

Purpose

The SM2 module contains a number of standardised measures for children and
adolescent that have to be administered according to the Data Collection Protocol
Guidelines. These measures include the HONOSCA, the CGAS and the ICD10F.

When should the module be used

These measures should be administered on admission to a service, review and
discharge from service to children and adolescents under 18 years of age . The
module should be read to identify which measures should be administered when (see
Table 4). Within the ambulatory service these should be completed on day of or
within 72 hours of contact with client.

The rating period is generally the preceding two weeks for inpatients at admission, for
hospital outpatients, and for all clients of community-based services. The exception is
at discharge from acute inpatient care, in which case the rating period should be the
preceding 72 hours. (See Data Collection Protocol Guidelines).

Time to complete module

Completion of HONOSCA and CGAS and the ICD10F takes approximately 10
minutes.
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SR1 - Self Report Measures (K-10-LM)

Content of the module
The module contains the following domains

1. Date of collection 2. Instructions 3. K10+- LM items

Purpose

The SR1 — self-report module includes a short 14 question self report measure
(K10+-LM (last month)) for consumers which measures psychosocial distress by
asking consumers 10 questions on how they have been feeling over the previous 4
weeks and an additional four questions assessing associated disability.

When to complete the module

K10+-LM should be administered on admission, review and discharge or transfer
from ambulatory service. K10+-LM should be administered on admission to inpatient
units and the SR2 module, which includes the K10-L3D should be used on review
and discharge from inpatient units.

Who completes the module
The K10+-LM requires the patient to complete the measure unless if contraindicated
(see Data Collection Protocol Guidelines).

Time to complete module

The client self report measure K10+-LM takes approximately 15 minutes to
administer and requires the patient to complete the measure.
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SR 2- Self Report Measures (K10-L3D)

Content of the module
The module contains the following domains

1. Date of collection 2. Instructions 3. K10-L3D items

Purpose

The SR2 — self-report module includes a short 10 question self report measure (K10-
L3D (last three days)) for consumers which measures psychosocial distress by
asking consumers how they have been feeling over the last 3 days.

When to complete the module

The K10-L3D should be administered on review and discharge from inpatient units.
The reporting period for K10- L3D is the proceeding 3 days or 72 hours preceding
discharge or review.

Who completes the module
The K10-L3D requires the patient to complete the measure unless if contraindicated
(see Data Collection Protocol Guidelines).

Time to complete module

The client self report measure K10-L3D takes approximately 15 minutes to administer
and requires the patient to complete the measure.
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Mental Health Clinical Assessment Protocol Schedules
Table 1: Inpatient Mental Health Services

MODULE

WHO USES MODULE:

WHEN IS MODULE USED:

Admission
staff/Assessment Nursing Staff
team

Allied Health

Medical Staff

GP

Pre-Admission

(Triage) On Admission

Post Admission

Discharge

Review

Module T1
(Triage)

Module T2
(Telephone
Contact and
Action)

Module A1 (
Assessment of
Current
Presentation)

Module A2
(Physical
Examination)

Module A3
(Family, Social &
Developmental
History)

Module R1
(Supplementary
Assessment and
Plan)

Module R2
(Management
and Outcome
Review)

Module D1
(Discharge/
Transfer
Summary

Module C1
(Care Plan)




Table2: Community Residential Services

MODULE

WHO USES MODULE:

WHEN IS MODULE USED:

Admission
staff/Assessment
team

Nursing Staff

Allied Health

Medical Staff

GP

Pre-Admission
(Triage)

On Admission

Post
Admission

Discharge

Review

Module T1
(Triage)

Module T2
(Telephone
Contact and
Action)

Module A1 (
Assessment of
Current
Presentation)

Module A2
(Physical
Examination)

Module A3
(Family, Social &
Developmental
History)

Module R1
(Supplementary
Assessment and
Plan)

Module R2
(Management
and Outcome
Review)

Module D1
(Discharge/
Transfer
Summary

Module C1
(Care Plan)
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Table 3: Ambulatory Mental Health Services

MODULE

WHO USES MODULE:

WHEN IS MODULE USED:

CMHT Intake
Officer

CMHT
Assessment

Nursing staff

Allied Health

Medical Staff

GP

Pre- Assessment
(Triage)

On
Assessment

Review

At Discharge

Module F1 (Front
sheet)

Module T1 (Triage)

Module T2
(Telephone Contact
and Action )

Module A1

( Assessment of
Current
Presentation)

Module A2
(Physical
Examination)

Module A3 (Family,
Social and
Developmental
History)

Module R1
(Supplementary
Assessment and
Plan)

Module R2
(Management and
Outcome Review)

Module D1
(Discharge/
Transfer Summary

Module C1 (Care
Plan)
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Standard Clinical Rating Periods For The Measures Used For

Outcomes Assessment And Casemix Classification.

Table 4: Data to be collected at each Collection occasion within each Mental health
service setting, for patients or clients in each Population group.

Mental health service setting Inpatient Community- Ambulatory
Psychiatric Residential Mental Health
Care Mental Health Care
Care
Collection occasion| A R D A R D A R D
Children and Adolescents
HoNOSCA ° o o o ° o ° o o
CGAS ° ° o ° ° o ° o [
FIHS @) ° ° O o o @) o °
Principal and Additional Diagnoses O ® ® O ° ° O ° o
Focus of Care X o o X o o X ° °
Mental health legal status X ® ® X ® ® X ® ®
Previous specialised treatment ® ® ® ] ® ® ® ° °
Early psychosis intervention eligibility o ® ® ° ® ® ° ° °
Adults
HoNOS ° ° o ° ° o ° o [
LSP-16 X ® ® X ° ° X ) )
K10 ° o o o o o ° o °
Principal and Additional Diagnoses @) ® ® O ® ® O ° °
Focus of Care X ) o X ° ° X ) o
Mental health legal status X ® ® X L] L] X L] °
Previous specialised treatment ® ® ® ® ® ® ) ° °
Early psychosis intervention eligibility L L L o o o ° o o
Older persons
HoNOS 65+ ° ° ° o o ° ° ° °
RUG-ADL ] ® O ® ® O X X X
LSP-16 X ® [ X o ) X ° °
K10 ° ° ° ° ° o ° ° °
Principal and Additional Diagnoses @) L] o O ® ® O ° )
Focus of Care X ® ° X o ) X ° °
Mental health legal status X ® ® X L] L] X L] ®
Previous specialised treatment ® ® ® ® ® ® ) ° °
Early psychosis intervention eligibility ] ® L] ® ® ® ) ° )

Admission.
Review.
Discharge.

CQeox>

Collection of data on this occasion is mandatory.
Collection of data on this occasion is not mandatory, however its collection may be useful in
outcomes evaluation or may facilitate local use of the data.

x: Collection of data on this occasion is not required.
Tables 10 from the document Data Collection and System Requirements for NSW Mental Health

Outcomes and Assessment (MH-OAT), Version 2.1 (May 2001).
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Table 5: Rating periods for each of the standardised measures and data items to be

completed

Standardised measure or Usual rating Exceptions

Data item period

K10 4 weeks 3 days at Discharge from
acute Inpatient psychiatric
care

HoNOS / HoONOS 65+ 2 weeks 3 days at Discharge from
acute Inpatient psychiatric
care

LSP 13 weeks no exceptions

or the
Preceding period

RUG-ADL Current status no exceptions

HoNOSCA 2 weeks 3 days at Discharge from
acute Inpatient psychiatric
care

CGAS 2 weeks 3 days at Discharge from
acute Inpatient psychiatric
care

FIHS Preceding period Current status at Admission

to any service setting

Focus of Care

Preceding period

no exceptions

Principal and Additional
diagnoses

Preceding period

no exceptions

Mental health legal status

Preceding period

no exceptions

Table 14 from the document Data Collection and System Requirements for NSW
Mental Health Outcomes and Assessment (MH—OAT), Version 2.1 (May 2001).

34


















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































