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Peninsula Health Psychiatric 
Service
• Population 260000

• Demographic diversity but predominantly anglo-celtic ESB

• Metro rural mix

• Very impoverished areas

• Few private psychiatrists

• Difficult to recruit Fellows, trainees

• Accomodation, PDRSS scarcity

• Adult service usual Victorian configuration with no extras other than EPS 
funding ie ECATS, MSTS, CCT, PMHS, EPS, Triage.  Using 
predominantly a case management model of service delivery
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Activity PHPS 2006

• Admissions to the in patient unit 152% of funded activity 
level

– This activity had been growing every year

• Community activity 154% of funded level

• Compared to  peer services
– Self sufficient 91% of admissions from the community admitted to

PHPS – state average 77%
– ALOS 12.1 days state ave 16.5 
– Readmission rate 15.6% state ave 13.5%
– Post Discharge community contact 78%  state ave 59%
– Seclusion rate 21% state ave 19%
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Clinical Risk 2006

• Communication with families

• Suicide and attempted suicide after discharge

• High readmission rates

• Lack of follow up after discharge 

• Communication with families

• Communication between teams

• Poor follow up and discharge planning

• Medication errors

• Aggression particularly on 2W

• Lack of medical staff

• High seclusion rates
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Clinical effectiveness 2006

• No comprehensive treatment programme anywhere in service other 
than FEP

• Case management not defined 

• No systematic implementation of treatment

• No clearly stated minimum expectations of acceptable treatment in the 
service

• No tracking of treatment plans that are made

• No adherence to practice guidelines

• Lack of collaboration / high rates of involuntary treatment

• Idiosyncratic medication prescription
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Patient Flow 2006

• How to manage activity

• Duplication of paperwork

• Uncertainty on how to complete clinical paperwork

• Loss of or delays in transfer of information

• LoS in inpatient ward too short

• Lack of community accommodation

• Poor use and small numbers of PDRSS

• Discharge planning with GPs

• Patients not linked to GPs

Mental Health CSU



A snapshot view of what was happening

• Audits on case files in 2006 revealed that treatment for 
any client was dependent on the individual clinician 

• Some files showed evidence of clear treatment plans 
and documented evidence of goals being achieved 
through specific interventions

• Other files showed evidence of general supportive 
contacts but little evidence of targeted treatment 

• No service treatment guidelines to ensure that all clients 
receive at least a minimum standard of targeted 
treatment provision.

• Minimal accountability

Mental Health CSU
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At least one episode of seclusion in an admission
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More than 2 episodes of seclusion in an admission
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Seclusions for more than 4 hours



Inpatient assaults
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Seclusion issues

• High rates of seclusion use may contribute to:
– PTSD

– Assault rates - patients, clinical staff, security

– Aggressive behaviour in future admissions

– Staff culture of custodial care

– Patient and staff injury
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Early initiative to reduce seclusion

• A clinical improvement initiative was established to reduce the 
rate of seclusion through focusing on and reviewing current 
clinical practice.

• The initiative focused on clinical skill development, practice 
monitoring and review, education and training.

• The initiative was an integral part of a broader quality 
development program in the Adult Acute Inpatient Unit.
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• Placement of one of the Consumer Consultants on the 
Adult Acute unit

• Establishment of a “Seclusion Review Committee” that 
meets weekly to review all instances of seclusion and 
consider what could have been done differently, 

• Identification of seclusion as a critical KPI

Early initiative to reduce seclusion
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Early initiative to reduce seclusion

• Nursing Visual Observations and Acute Management Area 
policies reviewed, revised and educated to.

• Policy altered to require staff to contact Consultant Psychiatrist 
prior to seclusion and one hour prior to seclusion review.

• All patients secluded to be reviewed within 24 hours by a 
consultant psychiatrist

• Requirement that staff “justify: decisions to seclude and consider 
alternative management strategies.
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Engagement

• Sessions with staff

• Sessions with consumers

• PDRSS and Carer groups

• Consumer engaged for training

• Community Teams – adult and aged

• Aged Unit

• Inpatient unit staff  - ‘reference group’

Mental Health CSU



2004 2005 2006

Peninsula Health 23% 15% 13%

Early initiative to reduce seclusion
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Interventions

• Personal Safety Plans

• Training – May, June, July, August, Sep 2008 1 day 
training for all staff

• e-learning module

• Post Seclusion Counselling

• Sensory and comfort rooms
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Outcomes

Episodes of Seclusion per 1000 Occupied Beddays
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Outcomes

Length of  Time (by days) in Seclusion per 1000 Occupied Beddays
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Outcomes
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Data on Physical/Verbal Aggression and Staff Injury Rates 2006-2008 2 West
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Restraint Related Staff Injury 2006-2008 2 West
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Levels of Sigma performance

• Sigma Level Defects/Errors per million 
opportunities

• 6 3.4

• 5 233

• 4 6,210

• 3 66,807

• 2 308,537

• 1 690,000
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Six Sigma DMAIC

• Define       eg. Process overview, stakeholder
analysis

• Measure    eg. understand variation, process

• Analyse     eg. verify causes and effects 

• Improve eg. generate and pilot solutions

• Control eg. standardise, evaluate



Benefits of six sigma

• Breakthrough (large step) improvements

• More structure

• More systematic, statistical data collection

• Reduction of variation in process

• External and internal facilitation of project

• Achieves quality, safety and efficiency bottom line 
implementation

• Customers feel the difference

Mental Health CSU
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Aim

• Evaluate and significantly improve the 
effectiveness and efficiency of adult mental 
health services
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Current Process:
Highly manual & significantly NVA
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Areas for Case Management Improvement

• Develop case mgt pathways

• Develop case mgt plans for each consumer

• Desired outcome for each contact

• Track activity & outcomes against plan

• Intervene early on signs of relapse

• Document handovers



Cause & Effect Diagram

Causes

Technology Equipment Processes

Staff/peopleDataEnvironment

Effect
Unnecessary / 

Avoidable 
Relapse 

� Can’t purchase resources 
/ equipment in a timely 
way for patients 

� Staff & patient not on same path re 
learning about the illness 

**High Priority causes

� Poor access for PDRS  in 
on-going treatment / 
management

� Unstable accommodation on 
the Peninsula**

� Not using skill levels / capabilities of case 
managers

� No tracking of patients overall condition 
(benchmark)

� Delays in accessing 
patient files

� Our paper  trail involves 
duplication, waste

� Non compliance with treatment / 
medication/substance abuse**

� Most aspects are manual

� Insufficient computers / 
laptops, programs, info 
systems (e.g. to 
pharmacy, GPs)

� Delays in accessing brokerage / financial 
services / vocational services for patients  

� Documentation re clients contacted not 
done

� No real process, model / structure for case 
management – or adherence to it**

� Poor access to money e.g. 
for food / medication

� Inefficient / ability to 
access housing for clients –
no housing officer / liaison 
person

� Transport for consumers around 
the Peninsula

� Using case managers for non-
skilled tasks
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Vision

More integrated, multidisciplinary, community based  teams each 
with:

–Geographic responsibility
–Principle of no refusal
–Care coordination responsibilities of patient journ ey through 

service
–Responsibility to engage carer/family 
–Responsibility for working with Interagency clinica l 

partnerships
–Clear standards and process for service delivery
–Evidenced based interventions
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Vision 

Onward referral
GP

Private Psychiatrist
Community Health

Drug & Alcohol
Psychologist

Non Government Organisation

Inpatient 
clinical pathway

Community  clinical 
pathway

Assertive / Recovery

Triage
Intake 

Assessment

Team Manager & Consultant Psychiatrist

Detail to be developed by smaller 
project groups; patient flow, clinical 

pathways, clinical information & data 
management
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Key Performance Indicators

Current Target (Aug 07)

% of process steps 
that are value added

% of case management 
time with clinical focus

38% (of 242 steps)

40%

50%

55%
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Key Performance Indicators

Current Target (Aug 07)

Case Management 

time spent on:

� travel

� paperwork

� direct client contact

� $ p.a. freed up for    

clinical work

9%

12%

31%

6%

8%

40%

� $73,000 p.a.

( 25% of NVA 
(paperwork, travel and 
handovers )



1. Key structural changes
• Four small community teams based on geographical 

areas and activity

• Each team responsible for all psychiatric service 
provision within that area eg intensive community 
care, GP liaison, ongoing case management etc.

• Team based approach to managing demand.

• No separate CAT, MSTS, CCT, PMHS, EPS teams

• Philosophy of ‘easy in’, ‘easy out’

• Principle of no refusal



Refining Functions within Teams

All Teams to provide the following services:

• Assertive Community Treatment (ACT) 

• Early Psychosis Service

• GP liaison-PMHS/Early Intervention

• Links with GPs and PDRS

• More clinic-based work

• Improved communication and seamless transition between 
teams and other parts of the service 



2. Change in Client Journey

• Access to standard quality treatment (not based on 
individual clinicians)

• More intensive and assertive for those at risk of becoming 
unwell

• More targeted approach based on “meetable” needs

• Concept of easy in/out



Psychosocial Interventions 
For SchizophreniaConsider at each stage

Assessment of individuals 
needs

-Risk assessment (clinical & 
social)

-Willingness and capacity to 
engage

- Legal Status

- Physical health

-Cultural issues

- Other supports

- Comorbidity

Diagnosis of 
Schizophrenia

-Engagement

-Initial comprehensive needs assessment

Psychosocial needs identified& prioritised

-Psychoeducation

-Functional Rehabilitation (vocational/recreational/Activities of Daily 
Living/Financial Counselling, accommodation security)

-Family interventions

--substance use issues

-Cognitive Behaviour Therapy (CBT)

- Social skills training

-Compliance therapy

Can these needs be met outside 
the Mental Health Service?

Broker specialist service from 
external agency but ongoing role 

in liaison & coordination

Refer to appropriate external 
agencies

-Case management - coordination of services

-Case management - direct service provision

-Broker specialist services from within MHS

Three monthly clinical reviews to assess treatment needs, goals, progress 
and discharge planning

Yes Partially Yes Fully

No
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Percent Inpatient Occupied Bed Days
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Acute Inpatient Readmission Rate
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No. Cases with Acute Response 
(Q1 07 to Q2 08) Peninsula

Outer Metro Adult Max
Outer Metro Adult Average



File Audit Mar 09

• Adequate documentation of MSE & Risk 93%

• Number of visits weekly justified by Tx Plan 97%

• Risk Management plan comprehensive Alert sheet completed 78% 

• Medication chart completed 94% 

• Substance use issues assessed as per module 71%

• CAS reflects documented plan Signed Documentation reflects plan 80%

• Discharge planning on treatment plan 80%

• Liaison with family evidenced 88% 

• Link/Liaison with GP and specialists 88%



File Audit Mar 09

• Relapse prevention 88%

• Substance use 75%

• Stress Management 55%

• Healthy Living 59%

• Managing medication 85%

• Psychological Issues 58%

• Accommodation, Finances, vocation 33%



Consumer feedback on ‘new model of 
care’

• Initially patients reported the change to case 
managers because of boundary changes was an issue 
for them. 

• Very pleased with continuity of care within the 
integrated teams

• GPs anecdotal feedback - markedly improved service 
over the last 4 years no clear improvements since 
implementation of new model (but no deterioration)

• Emergency Department very pleased with improved 
flow.  DHS 8hr admit KPI met.



PCMHS CONSUMER SURVEY RESULTS – March 
2009 QUESTION

Are you satisfied with the level of support 
you receive(clinicians/doctors, focus of 
treatment, etc)?

YES 
n=54 
(93%)

NO
n=4
(7%)

Unsure/NA

n=0

If you have been a client of the service for 
longer than two years, have you found it 
easier to access our support?

n=28 
(54%)

n=8 
(15%)

n=16 
(31%) 

Have your illness and any diagnosisbeen 
explained to you? 

n =51 
(83%)

n =6 
(10%)

n=4 (7%)

Have you been involved in developing your 
treatment plan? 

n=54 
(90%)

n=5 
(8%)

n=1 (2%)

Have you been offered information about 
your medication? 

n=48 
(79%)

n=6 
(10%)

n=7 
(11%)

Have you been offered assistance with drug 
and/or alcohol issues? 

n=25 
(41%)

n=19 
(32%)

n=16 
(27%)



PCMHS CONSUMER SURVEY RESULTS – March 
2009 QUESTION

Have you been involved in developing a 
relapse prevention plan? 

YES
n=39
(65%)

NO
n=13
(22%)

Unsure/NA

n=8
(13%)

Have you been offered support with 
stress/anxiety? 

n=41
(67%)

n=16
(26%)

n=4
(7%)

Have you been encouragedto maintain a 
healthy lifestyle?(e.g. referral to a dietitian, 
health check-ups)

n=48 
(79%)

n=11 
(18%)

n=2 (3%)

Have your carers been offered 
communication with your treating team? 

n=40 
(67%)

n=14 
(23%)

n=6 (10%)

Communication with GP or other health 
professionals

n=41 
(67%)

n=15
(25%)

n=5
(8%)

Have you been referred to any other 
specialists or agencies? 

n=35 
(57%)

n=17 
(28%)

n=9
(15%)



Carer feedback - Peninsula Carers Council

• Very pleased with easier escalation of care for relatives in 
early stages of relapse

• Very pleased with improved continuity of care within 
integrated team

• Feel service is responding to their concerns



Case Managed clients by month
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Community Cases ending with a re intake within 6 mo nths
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What does this all mean

• Restructure has led to important and meaningful change in 
the care received by consumers

• Lower readmission rates

• Intensive interventions earlier in episode

• Evidence based practice

• High levels of consumer satisfaction

• Time for us to concentrate not on structures but on content 
of care

Mental Health CSU



Values adding Value in Medicine

• ethical values, 

• values of many other kinds-
– preferences, needs, hopes, expectations 

• Medical values excellence, integrity, service, professionalism etc 
etc 

• Sackett et al ., 2000 

• By patient values we mean the unique preferences, concerns and 
expectations each patient brings to a clinical encounter and which 
must be integrated into clinical decisions if they are to serve the 
patient" 

• are "prescriptive" or "action guiding" Hare, 1952 



Values adding Value

• Source of increasing complexity
– Ethics

– Clinical governance

– Audit

– QIA

– Cost effectiveness

– QoL 

– Recovery



Values adding Value

• Awareness 
– of diversity of values operating at any point

• Reasoning
– To explore the range of values operating eg using principles 

reasoning or utilitarianism

• Knowledge
– Of values operating

• Communication
– Lack of awareness of differences in values can be a  source of 

failures of communication and of   difficulties in teamwork and 
shared decision-making 



Values adding Value

•Patient care centre of all decision making

•No sacred cows

•Professional and corporate needs will be 
served by sticking to this value

•Use patient and carer involvement to 
inform the service restructure and 
approach – What are their values?



PCMHS CONSUMER SURVEY – March 2009 
COMMENTS OR AREAS OF IMPROVEMENT?

• “none, all good”; 

• “very good”; 

• “no areas for improvement”

• “there is better support with more experience”

• “everything is fine in all areas”

• “be involved more in the relationship to the program”

• “good treatment”

• “good”

• “time waiting for appointments, sometimes doctor not there for 
appointments”

• “excellent service, nice to get the visits at home, the staff have been 
so helpful, caring and nice”;


