
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

September 2018 

Medical Leadership Forum Summary 
The shared responsibility of the physical and mental 

health outcomes of mental health patients 

Dr Murray Wright – The challenges to 

implementing a series of wide 

ranging recommendations 

Chief psychiatrist NSW Ministry of Health 

Murray provided an overview of the review of 

seclusion, restraint and observation of consumers with 

a mental illness in NSW Health facilities including the 

plan to implement the 19 recommendations of the 

review. To view this presentation - click here. 

Murray outlined the importance of leadership and 

culture and emphasized that the standard you walk 

past, is the standard you accept. He highlighted that 

the review identified some good practices within NSW 

which were found to be a result of good leadership and 

a partnership between the emergency department and 

mental health teams. It was found that strong 

governance is absolutely critical to ensure 

accountability and transparency of outcomes across 

the whole system in order to make the changes 

needed. 

Murray identified there have been efforts to improve 

consumer and carer engagement, but we still have a 

long way to go. We also have a need to improve data, 

for example, in the emergency departments 

measurement need to focus more strongly on the 

clinical impact of care.  

After the presentation the room split into tables to 
discuss practical steps to implementing the 
recommendations at the local level. The following 
were suggested: 

 Programs similar to the Feeling Safe in the ED 

project at Liverpool (which is what?) 

 Addressing the issue of super specialization with 

Mental Health clinicians de-skilled in physical 

health assessment, as well as the other way 

around 

 Implementation of the ‘SafeWards’ program, a 

model of care designed to reduce conflict and 

containment in acute mental health units using 10 

interventions. 

 Improving relationships between and within 

teams including communication training to 

improve conversations and kindness. 

 Use of short stay units that have staff 

collaboratively working on improving mental and 

physical health together.  

Dr Murray Wright – Towards 

collaborative leadership  
 

Chief psychiatrist NSW Ministry of Health 

Murray explored leadership and engagement of Mental 

Health clinicians in NSW and the opportunities for 

collaborative leadership with clinicians. To view this 

presentation - click here. 

Murray outlined the importance of leaders in establishing 

culture, including the understanding that culture is a result 

of what an organization has learned from dealing with 

problems. He emphasized the need to focus on solving 

problems to assist in changing culture. 

Murray reviewed the mental health data in Australia, with 

9.8% of the population receiving Medicare subsidized 

mental health specific services during 2016-17, showing an 

increase of 5.7% from 2008-2009. He outlined the 

challenges of this group including the prevalence of 

diabetes, as well as the higher rates of infection, 

postoperative complications and increased LOS for patients 

with schizophrenia, outlining a clear opportunity for 

collaboration across other medical specialties in reducing 

patient morbidity and mortalitys. 

He also outlined the challenges for Mental Health clinicians 

across NSW. With engagement and retention surveys 

showing a fragmented senior medical workforce, ad hoc 

leadership development, increasing burnout and the 

increasing issue of care silos. There is also a stigma towards 

mental health clinicians with 27% of students changing their 

career choice away from mental health due to negative 

comments from academic staff, doctors and other students. 

He also outlined the general issue of mental health stigma 

affecting clinicians receiving care. Although mental health 

problems among doctors is well regonised there is a 

reluctance of health care professionals to seek care with 

medical training tending to reinforce the idea that doctors 

should be immune to mental disorders.  

Murray finished with a list of key opportunities for 

collaboration including: improving emergency department 

governance, improving the physical care of patients with 

mental illness care (endocrine, infectious disease, 

cardiorespiratory, sleep) as well as strengthening clinical 

leadership to drive change through patient safety.  

  

 

http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0019/451018/Collaborative-Leadership-implementing-recommendations-from-seclusion-and-restraint-Sep-2018.pdf
http://www.safewards.net/
http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0018/451017/Mental-Health-Towards-Collaborative-Leadership-Sep-2018.pdf


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
Dr Brendan Flynn – Managing the physical health of people with mental illness 

Director Medical Services, Mental Health, Hunter New England Local Health District  

Brendan outlined the complexities of managing acutely unwell patients in a psychiatric setting, the iatrogenic 

physical problems and suggested some ways forward to address these issues. To view this presentation - click here. 

Brendan explored some of the key challenges of physically unwell mental health patients including infections, liver 

failure, stroke, cardiac events, syncope and delirium, as well as the chronic conditions of obesity, diabetes, 

hypertension, IHD, substance disorders and drug induced disorders. The data identifies that psychosis increases risk 

with 50% prevalence of metabolic syndrome and a risk of 1/3 of a cardiovascular event within 5 years. He pointed 

out that serious psychiatric illness often strikes at the time when a person is usually getting educated and becomes 

financial independent. Mental illness can cause poverty, isolation, reduced access to services and substance use 

including iatrogenic harm from medications.  

Brendan identified some possible ways forward to improving the management of these acute and chronic health 

issues of mental health patients. Firstly, we need to appreciate how the siloed situation has occurred. He suggested 

that all clinicians should have some experience in mental health as a possible rotation during training. Also 

recognizing that Emergency Departments (ED) are high pressure environments. ED assessments need to ensure the 

right clinical pathways are followed reliably, including ensuring standardised clinical care for common presentations 

ie. suicidal - some basic assessments that could occur before mental health teams are called in. We should also 

explore how the mental health teams could assist with difficult patients in the acute ward, working collaboratively 

to determine whether symptoms are physical or mental health issues. These ideas could potentially be achieved 

through the use of dedicated clinicians that work in the mental health wards ie. Cardiology, having mental health 

services in the EDs and encouraging the principles of communication, boundaries and empathy.  

 

 

Dr Stephen Hampton – Working together to return JHFMHN patients back 

healthier to the community  

Executive Medical Director, Justice Health and Forensic Mental Health Network (JHFMHN) 

Stephen provided an overview of the JHFMHN including the history of the network, the current structures and the 

typical patients within the services provided as well as the challenges of providing a ‘trine’ service. To view this 

presentation - click here. 

Stephen explained the structure of the network including the 55 custodial settings, the 255 inpatient beds and the 

37 community courts. He also provided an overview of the adult custodial patient profile including 66% with 

substance use problems, 27% with greater than 3 health conditions and 66% with a mental illness diagnosis at some 

stage. The network cares for over 30,000 custodial patients annually with an FTE of 82.35 medical staff statewide 

(57% MH).  

Custodial patients have a high rate of ‘trine’ diagnosis, covering mental, addiction and physical health issues, with 

challenges with acute and chronic problems magnified by on call and remote management challenges. The 

JHFMHN has developed a range of approaches to improve the care for patients unable to care for themselves 

including expansion of telehealth for GP consultations, a clinical triage tool completed by nursing staff prior to GP 

referral and implementation of a mental health consultation liaison nurse. The initiatives have seen a reduction in 

waiting days for urgent patient review by 74% and a significant increase in telehealth consultations.  

Further work is needed to support the care of JHFMHN patients including; ensuring clarity around the services 

provided by JHMHN and how local clinicians can support the network, continually working to improve systems for 

quality care of patients (allocation of responsibility, strategy, policy and protocol) and fostering a culture of 

collaboration within and external to JHFMHN to obtain the best joint care for this challenging group.  

 

  

http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0015/451014/Dr-Stephen-Hampton-Medical-Leadership-forum-Sep-2018.pdf


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

  

Dr Tobias Mackinnon – Developing a state-wide collaborative service model 

in community forensic mental health 

Co-Director Forensic Mental Health, JHFMHN 

Tobias outlined the process taken to develop a state-wide community service model for forensic mental health.  

To view this presentation - click here. 

The model started as a siloed system, with the JHFMHN working separately to the medium secure units and the 

relevant LHD, but with many of the forensic patients being cared for in the LHDs where there was a general feeling 

of being unsupported. In response to the Ministry Policy for Forensic Mental Health Services, a process developed 

two service level agreements. The first round of consultation was less than ideal, as it focused on what the LHDs 

must do to satisfy the Ministry. After attaining feedback a second round was completed with the approach being 

more collaborative, offering consultation, support and responsibilities of each group, as well as training provided by 

JHFMJN. There has been a huge demand for the Clinical Risk Assessment and Management (CRAM) training.  

Since efforts to improve the relationship and increase support and training, referrals to the Community Forensic 

Mental Health Service provided by JHFMHN have increased along with increase liaison meetings, delivery of the 

specialist supervision program and the collaboratively delivered community re-integration and support program.  

Throughout this overview, Tobias provided insight into the complexities of a state-wide program and emphasised his 

experience that it can take 20 years to build a reputation and a short time to ruin it, that you need to empathise with 

the people you are trying to encourage to make changes and its all about working with people and developing 

relationships. 

Panel discussion – Dr Brendan Flynn, Dr Stephen Hampton and Dr Tobias 
Mackinnon 
 
The room took the opportunity to discuss challenges raised during the three presentations and held discussions on 
the following topics 

- Structural problems with too many high security beds but too few medium security or community 
solutions. 

- Difficulty in implementing the recommendations in LHDs for chronically aggressive patients, and there 
seems to be definitional differences for patients that should be considered appropriate for forensic 
hospitals. 

- There is the importance of relationships, specifically as leaders, how do we improve the clinician to clinician 
relationship. It needs to start at the top with the most senior clinicians showing respect and organising 
opportunities to network. Discussion around exploring ‘Intelligent kindness’ as a model of staff care 
statewide.  

- Discussion around patients that are dangerous to staff, these patients are not seen the responsibility of any 
speciality and there are no options for seclusion in wards. Suggestion that all hospitals should have an acute 
delirium inpatient unit and develop screening tools to identify underlying cognitive impairment to identify 
possible delirium.  

- It was raised that clinical handover still needs to be improved as well as senior clinicians conversations 
instead of relying only on registrars talking to each other.  

http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0016/451015/Tobias-Mackinnon-Medical-Leadership-forum-Sep-2018.pdf


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dr Rahul Gupta – Northern Mental Health Emergency Care – Rural Access 

Program (NMHEC-RAP) Service 

 
Clinical Lead NMHEC-RAP Telepsychiatry Service, Hunter New England Local Health District 

 
Rahul introduced the NMHEC-RAP program, including the operational model, the using of telehealth, the 
challenges and the impact of the service that covers 23 regional, rural and remote emergency departments across 
Hunter New England, Mid North Coast and Northern NSW. To see this presentation - click here. 
Rahul outlined some of the challenges for rural EDs with mental health patients often presenting to the nearest ED with 
few mental health resources. The clinicians that are available need to cover vast distances. This service aimed to assist 
the EDs by providing video conferencing consultations and utilizing a consultation liaison model to that the ED retains 
the clinical responsibility of the patient. The service utilizes telehealth and the use of the eMR.  
Rahul outlined the benefits with patient accessing mental health assessment closer to home, reduced transports, 
reduced waiting times for assessment and standardized clinical documentation. The service has also had some 
challenges, including: appropriate referrals, variations in ED processes, different eMRs and processes for intra-LHD 
contact with staff specialists.  
Since the program started the assessments have increased to around 80 requests per month, with 26.4% referred to 
inpatient facilities. 
The NMHEC-RAP program is an example of how the utilisation of telehealth results in great outcomes for patients. 

 

Dr David Murphy – Behavioural Care in the ED, responding with a new model. 

Emergency Physician, Prince of Wales Hospital 

David provided an overview of his experience in caring for mental health patients in a busy metro emergency 

department. He explored the current situation, the ethos and some suggestions for how the care could be better 

provided in EDs. To see this presentation - click here.  

David discussed how there has been a 20% growth in mental health referrals from his ED, with dual/triple diagnosis 

common, increasing security responses needed, as well as drug and alcohol and toxicology referrals. He expressed 

concerns that this patient group have an above average care provision occurring in the ambulance bays and more 

than double the LOS within ED. He discussed the national problem of inadequate provision of mental health service 

provision in EDs and that PECCs have not shown to be a sufficient answer.  

David suggested the introduction of behavioral assessment ED units to improve care for undifferentiated or dual 

diagnosis patients. He showed plans for the Randwick campus to include a 6 bed short stay ward specifically for 

drug and alcohol, mental health and toxicology patients, with allied health and community interface and keeping 

the admissions within the ED.  

 

  

Panel discussion – Dr Rahul Gupta and Dr David Murphy 

 
The room discussed the challenges raised and possible solutions, including: 

- The idea of differentiating triages from assessments  to help identify when psychiatric consulting is 
required, or if nurse level support could suffice 

- Discussion around the disposition of patients when there are different options  
- Agreement that we could increase mental health support in all our Emergency Departments to meet 

demands.  
- It was discussed that telehealth is a model of care that could assist more broadly and there is an opportunity 

to develop a statewide model.  

http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0017/451016/Behavioural-Care-in-the-ED-CEC-21-Sep-2018.pdf

