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Medical Leadership: Welcome to Sydney!

⚫ I arrived in Sydney in 2013, started at Justice Health and Forensic Mental Health Network

⚫ Complex role – Statewide Clinical Director Forensic Mental Health

– Forensic Mental Health? The mental health of people who come in contact with, or who are at 
risk of coming in contact with, the criminal justice system.

– Multiple services: Courts, community, prison, secure hospitals

– Legal aspects (Mental Health Act, Mental Health (Forensic Provisions) Act, Crime Act, etc.)

– Increasing numbers of forensic and high risk civil patients

– New Ministry of Health policy to implement: ‘Forensic Mental Health Services’ 2012

– Potentially high public profile

⚫ Clear need to integrate a previously not well integrated forensic system. ‘Siloed’ was the word.



Development of the Forensic Mental Health 

Network – the situation:

⚫ New(ish) large secure hospital – The 
Forensic Hospital, opened 2008, 135 beds

⚫ Three ‘medium secure units’ – run by 
three different LHDs. 60 beds.

⚫ No low secure, or community placements.

⚫ Differing levels of engagement and 
attitude, from ‘no no no’ to very helpful.

⚫ Mental Health Review Tribunal oversight –
decision making body since 2009.

⚫ Ministerial anxiety (later)

⚫ Many forensic patients in the community, 
but where? And managed how?
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Community Forensic Mental Health Service

⚫ Offered support to Local Health Districts in managing forensic patients in the community

⚫ Team was established in early 00’s in response to Sentinel Events Review Committee – ‘Tracking Tragedy’. 
Excellent staff, comprehensive ‘gold standard’ reports.

⚫ However, not viewed positively by most LHDs

– Dump ‘forensic patients’ on us

– Rude, peremptory

– Don’t help – no treatment

– Ivory tower, tell us what to do

– Reports long and useless

– Waste of time referring to them

– An offer to pilot a project working collaboratively to treat patients was rejected by one LHD due to the 
level of mistrust.



Policies, Service Level Agreements

⚫ New MoH policy: ‘Forensic Mental Health Services’, 2012:

• Sought to address difficulties in the governance of the NSW forensic mental health 
system.

• JH&FMHN lead role in management of Forensic Patients including for the three 
MSUs.

• Collaborative arrangements with NSW LHDs regarding the management of Forensic 
Patients in community and general hospital settings.

• Led to development of two Service Level Agreements:

SLA 1

– Form the virtual network between the three medium secure units and JH&FMHN

– Pretty straightforward

SLA 2

– Integrate JH&FMHN better with LHDs

– Not straightforward…



What did we want?

⚫ Aims:

– JFMHN responsible for supporting and assisting LHDs

– LHDs responsible for forensic patients in their area

– Improved clinical governance

– Improved patient flow

– Healthier, safer, better rehabilitated patients

⚫ Outcomes:

– Regular communication between JFHMN & LHDs regarding forensic patients (meetings)

– Better support to LHDs

– Availability of expert advice to LHDs via CFMHS

– Better patient tracking



Developing SLA 2

⚫ First round:

– We translated the policy, telling LHDs what they now must do to satisfy the 
ministry: report assiduously on their patients, train their staff, take better care 
of forensic patients, and we will report back compliance to the Ministry.

– We visited 15 LHDs

– They were not always welcoming

– We had feedback ranging from passive acceptance (‘learned helplessness’) to 
outright opposition. No good feedback

– “What is in it for us?”

⚫ Need for wisdom – pause, beat a retreat, rethink our approach



SLA 2

⚫ Second round

– We now had several parts of the document:

– Background

– What are our responsibilities to the LHD

– What is LHD responsibility to JH&FMHN

– How can we help with high risk patients

– A few miscellaneous sections

– We offered:

– consultation with the referrer as part of all of our reports

– education & training (including clarifying who were our patients)

– support with all risky patients (as identified by LHD)

– regular liaison meetings



Change Management Processes

⚫ A well considered change 
management strategy…?

⚫ But this can only be 
considered in retrospect.

⚫ Would this have been useful 
at the outset?



Education and Training: ‘CRAM’ Training

⚫ Since 2014, trained more than 1,000 LHD staff in 
‘CRAM’ and a smaller number in the advanced 
risk assessment tool ‘HCR-20’.

⚫ Immediate training satisfaction very high

– A community ‘hungry’ for training and education.

⚫ The post training survey results:

– Early data

– 82.6% said they had identified risk factors 
associated with violence since the training.

– 69.6% said they had used the CRAM steps to 
formulate patient’s risk.

– 60% said they used T-PRIM to assist with their 
treatment plans. 

⚫ The training sessions rapidly book out

⚫ Difficult to access doctors, especially senior 
doctors – opinion leaders?



Working to improve the relationship:

⚫ Consultation rate:

– 2013-2014 audit showed 25% or less consultation rate.

– 2017-2018 audit showed evidence of 56% consultation rate, 
but considered to be higher and not documented

⚫ Liaison meetings

– 56 in total

– Most with the busier, metro LHDs where most problems arise.

⚫ Specialist Supervision Program

– Since 2012, delivered to 8 LHDs, monthly supervision sessions 
to each. Two further LHDs in planning stage. 

– Annual surveys demonstrate that the sessions are well 
received and recognised as helpful by LHD clinicians.

⚫ Community Re-Integration and Support Programs

– CFMHS treating patients collaboratively in LHDs since 2015, 
reserved for the highest risk patients.



What are the results?

⚫ Difficult to measure.

⚫ We have no clear indicator, but:

– Referrals are up

– Consultation seems successful

– High demand for specialist supervision

– Training has been very well received

– Anecdotally the relationships have improved

– CFMHS reports highly regarded by the Minister for Mental Health!



CFMHS Referral Rate

⚫ Continuous growth

– Forensic Patients (outside 
of out control)

– LHD referrals of high risk 
civil patients – almost 
double the rate of referral.

– 60% overall increase in 
referalls.



Lessons learned

⚫ This has been an experience over 5 years.

⚫ Change is slow.

⚫ Particularly of reputations:

“It takes 20 years to build a reputation and five minutes to ruin it. If 
you think about that, you'll do things differently.” (Warren Buffet)

⚫ Empathise – what do the people you are trying to persuade want.

⚫ It’s all about working with people, and relationships.


