CHIEF PSYCHIATRIST
of Western Australia

INFORM
NEWSLETTER OF THE CHIEF PSYCHIATRIST

Winter 2017
Contents
Editorial ............................................. 1

Editorial

Introducing Dr Sophie Davison Deputy
Chief Psychiatrist ............................... 2

The Towards Elimination of Restrictive Practice 11th National Forum,
lead-hosted by the Chief Psychiatrist, has recently concluded. A great
success, we had challenging keynotes and excellent representation
from WA services amongst the presentations. Evidence shows that if
we can reduce restrictive practice, consumers and staff are less
traumatised and care outcomes improve. The role and support needs
of clinicians were raised at the forum.

Chief Psychiatrist’s Monitoring Program
........................................................... 3
Statutory Monitoring......................... 3
Clinical Helpdesk ............................... 4
AMHP AMPLIFIER .............................. 4
Out and about with the Chief
Psychiatrist ........................................ 5
Further Opinions ............................... 5
Review Progressing ........................... 6
Perth Children’s Hospital................... 6
State Administrative Tribunal decision
regarding smoking in inpatient mental
health facilities. ................................. 6
Violence in Health Care Settings ....... 7
Staff Safety at Work – Quality
Improvement Initiative...................... 8
Quick facts: Klinefelter’s Syndrome –
the forgotten disorder....................... 9
Medication Safety Notes ................... 9
Which Psychiatrists can administer the
Mental Health Act 2014 (MHA 2014)..
......................................................... 10
Towards Eliminating Restrictive Practice
(TERP) – The 11th National Forum on
Seclusion and Restraint ................... 10

Who are clinicians?
Clinicians, including myself, are therapists, individuals, family
members, community members. We are human. We are people. We
may be frontline staff or managers. All clinicians are leaders; we must
all assume that responsibility. We are not infrequently consumers
and/or carers within a mental health paradigm ourselves. The greatest
resource the mental health system has is people - the consumers,
carers (in the broadest sense), clinicians. The greatest positive impact
on mental health occurs at an interpersonal level, both at times of
great crisis and when someone is stable and doing well. I would remind
system leaders (as I remind myself) that we must invest in people skills.
This investment is both content–related (e.g., what is the current best
practice treatment for…) and process-related (e.g. how do I keep up
my general interpersonal skills in service provision, conflict-resolution,
de-escalation, etc. these are as much technical skills as specific therapy
modules). We also need to expand peer workers.
What are the biggest issues in Mental Health in WA right now?
I’ve mentioned supporting staff, and also note the constant spectre of
the suicide rate increasing. I would like to comment on Forensic
mental health, Youth mental health, and fragmentation in the
system.
Solid local research suggests 50% of the 6000+ prison population in WA
have a significant mental health history. WA has one of the lowest
rates of forensic mental health beds in Australia. The Criminal Law
Mentally Impaired Accused Act 1996 now, notwithstanding its original
intent, drives an unacceptable breach of human rights. Despite highly
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skilled forensic mental health staff in our system,
and great initiatives like the START Mental Health
Court, this is an unacceptable situation. I am very
pleased there is a multilateral process for reform of
Corrections health occurring and this will include
mental health services.

Introducing Dr Sophie Davison Deputy
Chief Psychiatrist

There has been excellent work done to pull
together Youth Mental Health Services - Fiona
Stanley Hospital Youth Unit has developed well.
This must continue, with the transition of the
Bentley Adolescent Unit (when Perth Children’s
Hospital opens) to a best-practice Youth Unit. I am
seeking a coordinated approach to Youth Mental
Health Services across WA.
The majority of mental health care in WA is good
quality. We are fortunate in WA compared with
many jurisdictions around the world. But with WA
Health Service Providers now driven by
independent Boards, the Department of Health as a
system manager, expansion of the community
managed sector, a significant role for primary
health care in mental health, a range of statutory
and advocacy agencies in the governance of care,
and the understanding that many folk need
coordinated intervention in housing, justice,
employment, etc, the risk of fragmentation in
mental health care is high. Where someone gets
“stuck’ in the system, leaders must step forward,
accept responsibility and, working collaboratively,
“pull” that individual and their family through the
system.
‘Consider the standards around transfer of care’
18 months after the commencement of the Mental
Health Act (MHA) 2014, the Act is now embedded,
but with some ongoing post-implementation issues
to be clarified. The Mental Health Commission is
currently undertaking a review of the Act to report
on whether it is meeting its objectives. I would like
to thank all service staff involved with supporting
compliance with the MHA 2014.
I welcome Associate Professor Dr Sophie Davison as
the Deputy Chief Psychiatrist and other staff who
have since joined our team.
My warmest thanks to the staff of the OCP who
continue to work with great integrity.

Dr Sophie Davison Deputy Chief Psychiatrist

I was appointed Deputy Chief Psychiatrist in
October last year and am delighted to be working
with Dr Nathan Gibson, Chief Psychiatrist and the
fabulous team at the Office of the Chief
Psychiatrist(OCP), contributing towards the vision of
the OCP, which is to ensure that all Western
Australians receive the highest quality of mental
health treatment and care.
I completed my basic psychiatry training and
advanced specialty training in forensic psychiatry at
the Maudsley Hospital in London. I then worked as
a Consultant Psychiatrist in the UK before coming to
Western Australia nearly nine years ago. Since then
I have been doing clinical work in prisons and
research at the Clinical Research Centre - North
Metropolitan Health Service, Mental Health and
State Forensic Mental Health Service. The Deputy
Chief Psychiatrist role is a part time appointment so
I will be continuing with this work.
I was inspired and encouraged from early on by two
great mentors and role models, Professor John
Gunn and Dr James McKeith. A common theme
throughout my career has been a desire to improve
the experience of patients and families; striving for
the highest quality of care possible; and advocating
for the rights of the most disadvantaged groups. I
have done my best to do this through my clinical
work, research, teaching, training and through work
with the Royal Australian & New Zealand College of
Psychiatrists (RANZCP) and the Royal College of

2

Psychiatrists UK. I look forward to continuing with
the Office of Chief Psychiatrist.

Chief Psychiatrist’s Monitoring Program
The Mental Health Act 2014 (s.515) prescribes the
Chief Psychiatrist with the responsibility to oversee
the treatment and care of mental health patients
within Western Australia. With this legislative
impetus, the Chief Psychiatrist carries out
monitoring of all mental health services within the
State.
The Chief Psychiatrist implemented a new clinical
monitoring program in 2016, which reflects
contemporary mental health standards, and all
mental health services within Western Australia will
be reviewed against these standards. The reviews
are carried out on an Health Service Provider-wide
basis, and it is envisaged that all mental health
services within Western Australia will have been
reviewed by June 2018.
During the review, data is collected on compliance
with clinical standards and this is reported back to
services, along with recommendations for
improvement.
The WA Country Health Service was reviewed in
2016, and more recently, reviews of the Child and
Adolescent Mental Health Service (CAMHS) and
South Metropolitan Area Mental Health Service,
concluded. Reports will soon be released.
At the completion of the clinical review cycle of all
services, it is the intention of the Chief Psychiatrist
to conduct thematic reviews focussing on particular
clinical areas in order to support services to
improve clinical practice.
The terms of reference for the Chief Psychiatrist’s
Clinical Monitoring program are available on the
Chief
Psychiatrist’s
website:
http://www.chiefpsychiatrist.wa.gov.au/monitoring
-reporting/chief-psychiatrists-clinical-monitoringprogram/

Statutory Monitoring
Under the new Mental Health Act 2014, the Chief
Psychiatrist has increased responsibilities for
reporting notifiable incidents to be published in an
annual report. Under s.254 and s.525 of the Mental
Health Act 2014, certain incidents must be reported
to the Chief Psychiatrist. Incidents such as suicide
attempts, self-harm, absconding and aggressive
behaviours are required to be reported. Over
10,000 notifiable incidents have been reported to
the Chief Psychiatrist since July 2014, of which the
most
commonly
reported
incidents
are
aggression/physical assault (59%), absconding
(10%), suicide attempts (9%) and self-harm (7%).
Aggressive and absconding behaviours are more
commonly reported for males, whereas suicide
attempts and self-harming incidents are more
commonly reported for females.
The Monitoring Team are currently introducing a
review meeting of SAC1 incidents reported to the
Chief Psychiatrist, either through Datix CIMS or via
the OCP incident form. The purpose of the review is
to ensure appropriate management of clinical
incidents to prevent or reduce future harm to
patients/consumers. All incidents are assigned a
SAC (Severity Assessment Code) rating, which
categorises the potential harm to the patient as a
result of the incident. All SAC1 clinical incidents
require a root cause analysis (RCA) or similar
investigation. The purpose of the review meetings is
to capture key issues and to make
recommendations at the aggregate service level.
The first meeting was held in May where a protocol
for systematic review of SAC1 incidents was
developed. Of the 10,500 notifiable incidents, 5%
are classified as SAC1. This figure demonstrates that
the majority of incidents reported are of minor
harm and consequence to the patient, and very
serious incidents are minimal. Thorough
investigations are conducted and recommendations
implemented and evaluated to ensure quality of
care is optimised.
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Clinical Helpdesk
The Clinical Helpdesk provides information about
the Mental Health Act 2014 to all clinicians in
Western Australia. The helpdesk takes about 20
enquiries a week as phone calls or emails. Although
a variety of questions is asked, there are some
themes emerging including Community Treatment
Orders (CTOs) and Referral for Examination by a
Psychiatrist. The helpdesk works closely with the
Principal Officer for Statutory Education to reflect
the emerging themes in training courses offered –
as seen by the recently commenced CTO course.
The enquiries to the helpdesk are also used to
create resources that will assist clinicians. We are
currently working on a FAQ section for the Office of
the Chief Psychiatrist website, which we envisage
will be up and running by September 2017.
The helpdesk can be contacted by calling 6553 0000
or emailing MHA2014@health.wa.gov.au

AMHP AMP

LIFIER

At the commencement of the Mental Health Act
2014, Authorised Mental Health Practitioners
(AMHPs) who were authorised under the Mental
Health Act 1996 were also authorised under Mental
Health Act 2014 (MHA 2014).
In readiness for the implementation of the MHA
2014 a review of registered AMHPs was undertaken
and authorised, by their professional registration
name as per the Register of Health Practitioners on
the Australian Health Practitioner Regulation
Agency website (AHPRA). This change in process
resulted in confusion with AMHPs assuming their
status as an AMHP had been revoked, which was
not the case. This process ensured there were no
gaps in authorisation during transition from the
previous Act to the current MHA 2014.
A further data cleansing exercise of the AMHP
register was conducted in April 2016. AMHPs who
had not completed the required training for the
MHA 2014 were contacted advising they were not
authorised to perform AMHP duties. AMHPs who
wished to retain authorisation attended education
sessions conducted by the Principal Officer

Statutory Education. AMHPs who did not complete
the training or those who advised they wished to
relinquish their AMHP status in addition to those
who were not contactable had their status revoked
by Order issued by the Chief Psychiatrist.
The Authorised Mental Health Practitioner (AMHP)
role is to assess and refer a person suspected of
having a mental illness for examination by a
psychiatrist among other specified clinical roles.
The Chief Psychiatrist is of the view the role of the
AMHP as critically important and acknowledges the
high level of skill and professionalism that
accompany this role. While not explicitly stated the
inherent intent of the Act is that AMHPs are
undertaking clinical work. AMHPs who had
transitioned to non-clinical roles were asked to
relinquish their AMHP status.
In order to ensure the above, in December 2016 all
area health services were contacted with the
request to identify AMHPs who were currently in
non-clinical roles. It is professionally and ethically
appropriate that the role and function of an AMHP
status is for those individuals required to perform
the role of an AMHP.
Currently there are 547 active AMHPs in Western
Australia. As per the requirements of MHA 2014 the
Chief Psychiatrist is required to maintain a ‘Register’
of Authorised Mental Health Practitioners. This
register is available on the Chief Psychiatrist
website and is the ‘Official Register’ for AMHPs.
Queries regarding the AMHP program can be
directed to Cate Wray, Consultant Statutory
Authorisations and Approvals.

AMHPs – Let us know
Please advise the Chief Psychiatrist if you;
•
•
•
•

Have recently changed your name
Have changed your place of employment
No longer work in a clinical position
No longer conduct face to face assessment
for referral to a psychiatrist.

Forms can be found on the Chief Psychiatrist
website
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The Survey
A self-reporting survey was sent to all AMHPs on
the 7 July 2017. The survey is designed to report
compliance with the requirements of Mental
Health Act 2014 in order to retain Authorised
Mental Health Practitioner (AMHP) status. The
information provided will enable the Chief
Psychiatrist to continue a clinicians AMHP status. To
date 72% of AMHPs had responded to the survey.
The OCP has made efforts to contact AMHP’s who
have not responded, a reminder and a letter to
Health Services has been sent.
AMHPs who have not completed the survey and
wish to retain their authorised status should
contact amhp@ocp.wa.gov.au as soon as possible.

The Audit
The Office of the Chief Psychiatrist will conduct
random audits of Authorised Mental Health
Practitioners to ensure compliance with the Chief
Psychiatrist requirements for AMHP status. Audits
will occur between August and October. If selected
as part of the audit process, AMHPs will be required
to produce the relevant evidence to demonstrate
compliance with Regulation 17 of the Mental Health
Act Regulations 2015.
Failure to comply with an audit request may result
in the revocation of your AMHP status.

Out and about with the Chief
Psychiatrist
The Chief Psychiatrist has a commitment to
regularly visit mental health services in Western
Australia. The purpose of the visits is to meet with
mental health consumers, carers and clinicians to
discuss the current role and priorities for the Chief
Psychiatrist and provide staff with the opportunity
to raise any issues about Standards of Clinical Care.
Since 1 July 2016, the Chief Psychiatrist has visited
Bentley Mental Health Services, St John of God
Hospitals Midland and Mount Lawley, Sir Charles
Gardiner Hospital, Fiona Stanley Hospital, King
Edward - Mother and Baby Unit, Graylands Hospital,
Joondalup Health Campus, Rockingham General

Hospital and the Bentley Adolescent Unit as part of
the refurbishment of the Youth Unit.
Deputy Chief Psychiatrist, Dr Morgan Costello
visited Kalgoorlie Regional Hospital in July 2016.
Deputy Chief Psychiatrist Dr Sophie Davison visited
Broome Regional Hospital and Derby Hospital and
Community Mental Health Services in March 2017.
The Chief Psychiatrist visited Geraldton Regional
Hospital in April 2017.
The visit to Kalgoorlie and Broome Regional
Hospitals were well received by consumers and
carers and staff. Consumers who attended the
‘meet and greet’ expressed their gratitude to the
Chief Psychiatrist for being included in the visits,
despite the remoteness of Kalgoorlie and Broome
and their respective catchment areas. Visits to
regional areas are beneficial, in terms of seeing
firsthand the work and commitment of staff and
highlighting the challenges of working in our rural
and remote areas.
Visits to the other services were also well received
with attendees reporting the visit increased their
understanding of the role of the Chief Psychiatrist
and that of the Office of the Chief Psychiatrist. Staff
also reported an increase in their knowledge and
understanding as well as the importance of the
Chief Psychiatrist's Standards for Clinical Care.
The Chief Psychiatrist has a busy year ahead with
planned visits to Northam Mental Health Services
and services within Pilbara and the Great Southern
Region.

Further Opinions
Since the implementation of the Mental Health Act
2014 (MHA 2014), the Office of the Chief
Psychiatrist has been asked to facilitate 22 requests
for a Further Opinion. A request for a further
opinion may be made either verbally or in writing.
Requests have been received from patients and also
through support agencies such as the Mental Health
Advocacy Service and the Mental Health Law
Centre.
A Further Opinion is afforded to an involuntary
patient or a mentally impaired accused patient
under the MHA 2014 and patients on a community
treatment order. Although voluntary patients are
not able to access a further opinion under the MHA
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2014, patients have the right to request a second
opinion via the Health Consumer Council (see Guide
To Your Rights As The Patient Of A Psychiatrist)
The Office of the Chief Psychiatrist has a dedicated
staff member who facilitates the requests for
further opinions. This requires communicating with
services and relevant stakeholders, ensuring the
patients request is actioned. There have been some
difficulties for the Chief Psychiatrist requesting a
further opinion. In some instances, lengthy delays in
the request not being actioned within the specified
time, resulted in further correspondence with the
relevant services.
The Chief Psychiatrist is aware of the logistical
difficulties services experience when there is a
request for a further opinion to be provided via an
out of service psychiatrist. However every effort
should be made to facilitate such a request within a
reasonable timeframe.
Clinicians providing a further opinion should be
familiar with the Department of Health Operational
Directive 0637/15 (OD 0637/15) which outlines the
principles and process for further opinions. The OD
includes a flowchart and a reporting template. If a
request for a further opinion is refused, a copy of
the decision needs to be provided to the Chief
Psychiatrist.
A reminder that the Specialist Aboriginal Mental
Health Service can provide further opinions for
involuntary, or other, patients.

Review Progressing
The Chief Psychiatrist has recently established a
Working Party to review the Chief Psychiatrist’s
Guidelines for the use of Electroconvulsive Therapy
in Western Australia.
The review team of consumers, carer
representatives and clinicians, commenced the
process of review in March 2017. It is anticipated
the review will take 12 months to complete.

Perth Children’s Hospital
The Chief Psychiatrist and Consultant for Statutory
Authorisations and Approvals have visited the
Mental Health Unit at the Perth Children’s Hospital
on several occasions in preparation for the
authorisation the hospital.
This state of the art hospital, incorporates modern
design and technologies. Patients, carers, and staff
will have access to light and bright surroundings
conducive to promoting wellness and recovery.
Once the facility has achieved practical completion
and is ready to receive persons subject to the
Mental Health Act, the Chief Psychiatrist will make
recommendation to the Governor of Western
Australia, who on approving the recommendation
will issue an Order Authorising the facility which will
be published in the Western Australian Government
Gazette.

State Administrative Tribunal decision
regarding smoking in inpatient mental
health facilities.
People with a mental illness are almost two times
more likely to smoke cigarettes than the general
population and this rate is even higher among those
with schizophrenia. Acknowledging the rights of the
mental health patient to smoke, whilst recognising
the severe health impacts of smoking, has long
been an issue for health services. While smoking
has been banned in all health facilities, the then
Minister for Mental Health made an exception for
involuntary inpatients who are unable to leave the
grounds of an Authorised Hospital in order to
smoke cigarettes. However, in recognising the poor
health outcomes for people who smoke, staff
should make every effort to assist patients to
reduce their consumption of cigarettes through
various types of nicotine replacement and cigarette
reduction therapies. (SANE Australia)
In some Authorised Hospitals patients are
supported and encouraged to comply with smoking
reduction plans where, for example, cigarettes are
dispensed at regular intervals to patients
throughout the day rather than letting the patient
have total control of their cigarette pack. These
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plans provide for a more sensible financial approach
as well as reducing the harm cigarettes can cause.
In 2016 the State Administrative Tribunal (SAT)
raised the issue of whether a guardian could
provide consent to a smoking reduction plan for a
patient with severe physical health issues due to
heavy smoking. The patient was already subject to a
plan drafted by the treating team, which reduced
the total number of cigarettes, smoked daily. The
involuntary inpatient objected to the scheme
preferring to have control of their own cigarettes
which they could smoke as they wished. The
treating team’s concerns were that if allowed total
access to cigarettes and funds to purchase
cigarettes the likely result would be an exacerbation
of physical illness and possible death.
SAT sought the views of the Chief Psychiatrist and
the Chief Mental Health Advocate. The Chief
Psychiatrist was of the view that reducing the
patient’s access to cigarettes which was causing
them direct physical harm could be seen as a
medical treatment issue and as the patient was an
involuntary inpatient the psychiatrist in charge of
their care could determine what treatment was
required including imposing a care and treatment
plan to reduce access to cigarettes.
While the SAT agreed that the treating team were
in the best position to determine what the smoking
reduction plan could include, they did not concur
that this was a ‘treatment’ issue. Their decision was
to provide an augmentation of the guardianship
order, adding a separate and distinct authority to
the guardian to negotiate and consent to such
measures as drawn up by the treating team. This
decision emphasised that any plan drawn up by the
treating team requires the consent of the guardian
particularly if there were changes to the plan which
reduced access to cigarettes or funds to purchase
cigarettes and also to negotiate with the treating
team on the details of any smoking reduction plan.
(WASAT144 2016)
In effect this means that firstly smoking reduction
or cigarette dispensing plans are not ‘treatment’ as
defined in the MHA 2014. Secondly that if such a
plan is drawn up the consent of the guardian is
required if the patient has a guardian, and thirdly
that the guardian is entitled to enter negotiations

on the specifics of any such plan with the treating
team.

Violence in Health Care Settings –
Mary Dodds, Nurse Practitioner Mental Health Sir
Charles Gairdner Hospital

Violence in healthcare settings is a major issue. In a
recent survey, 10% of nurses at SCGH reported
experiencing physical assault and 20% the threat of
assault within their last five shifts. Violence in
hospitals compromises patient, visitor and staff
safety as well as interfering with the therapeutic
relationship between patients and health
professionals. Nurse clinicians at Sir Charles
Gairdner Hospital (SCGH) together with researchers
from Edith Cowan University are investigating risk
assessment tools that can be used with general
hospital patients to detect when a person may be
an aggression risk. Identifying patients who are at
high risk for violence is a first step in violence
prevention programs as this enables targeted
interventions for those most at risk.
This approach is recommended by WorkSafe WA as
part of a comprehensive strategy to manage
workplace violence in healthcare settings (WorkSafe
WA, 2009).
Most violence risk assessment tools have been
developed for use in psychiatric settings, and may
not be useful for general hospital settings.
The team have completed a systematic review of
the literature to identify risk assessment tools that
could be used in general settings to predict violence
risk. Five tools were identified from the review
which showed promise for use in general ward
settings. These were assessed by expert clinicians
and two tools have been chosen to test at SCGH.
The criteria for selecting the tools were that they
were clear and easy to understand, quick to
complete, and didn’t require specialised psychiatric
knowledge or additional training. The next step is to
test the two risk assessment tools to check their
ability to reliably identify high-risk patients.
The team plan to commence the project in June and
results will be available by the end of the year.
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For further information contact Mary Dodds mary.dodds@health.wa.gov.au or Helen Myers –
h.myers@ecu.edu.au

This initiative is complimented by the
implementation of the ‘Talk Down’ poster that
forms part of the Safewards’ Framework.

Staff Safety at Work – Quality
Improvement Initiative –
Lesley Barr, Acting Nurse Director State Forensic Mental
Health Service

In 2016, the State Forensic Mental Health Service
(SFMHS) developed and implemented a poster
campaign to promote staff safety at work by
adopting safe strategies when responding to
aggression and violence.
The initiative was prompted by evidence that 75%
of staff injuries occurred during code black incidents
(including episodes of seclusion and restraint).
The concept was adapted from the medical
emergency ‘DRSABCD’ posters and translated into a
mental health version. The poster is a visual
reminder of simple strategies that will assist staff to
stay safe and avoid injury whilst encouraging a ‘No
restraint is the best restraint’ culture.

To date the SFMHS has seen a reduction in staff
injury, seclusions and restraint.
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Quick facts: Klinefelter’s
Syndrome – the forgotten disorder
•
•
•
•

•

•

Klinefelter’s syndrome is the most common
chromosomal disorder in men, affecting 1 in
650 men
Men with Klinefelter’s most commonly have
47XXY chromosomal arrangement
Klinefelter’s often goes undiagnosed
Consider this diagnosis in tall men with long
legs and broader hips, gynaecomastia, small
testes, decreased facial/body hair, reduced
musculature and increased abdominal fat
Klinefelter patients have about four times
the risk of schizophrenia and bipolar
disorder, and about six time the risk of
autism and ADHD (Cederlöf M et al, J
Psychiatry Res 2014)
Treatment helps: Testosterone therapy can
significantly assist well-being

Medication Safety Notes
Psychotropic medications are listed within the WA
Health High Risk Medication Policy 2014. Clozapine
and Lithium are highlighted, but please note the
general commentary on psychotropics in the Policy:
“Psychotropic agents (including antipsychotics,
antidepressants, benzodiazepines and stimulants)
carry certain risks. Procedures and policies must be
in place regarding the safe prescription,
preparation, administration and monitoring of
psychotropic agents.
While psychotropics generally do not carry high
risks as broad category, they raise risks with
different subgroups or situations:
•
•

Message:
•
•
•
•

The diagnosis of Klinefelter’s Syndrome
matters
Perform a thorough physical examination
of men with psychosis and bipolar disorder
Seek endocrinology advice in suspected
Klinefelter’s
Consider the psychosocial impacts of the
diagnosis of Klinefelter’s, and the need for
psychological support

•

•

Risk is increased when prescribed in
combination or in high doses.
Given that self-harm and suicide are raised
within cohorts of individuals with mental
illness, psychotropics may pose an
increased risk of overdose for those
individuals who have associated risk factors
(also noting the therapeutic impact of
psychotropics can reduce suicide rates).
Antipsychotic medications pose long-term
health risks cumulative with associated
inherent mental illness risk, predisposing
patients to metabolic syndrome.
Stimulants and sedative medication may
pose a potential risk of diversion to illicit
substance use.

It is important to focus on particular high-risk times,
such as discharge from hospital, and when patients
begin to recover, when considering quantities of
medication prescribed.
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Which Psychiatrists can
administer the Mental Health Act
2014 (MHA 2014)?

The Chief Psychiatrist has written to mental health
services and Area Health Services about this matter
and strongly encourages all psychiatrists to ensure
their psychiatrist colleagues who are new to
Australia are made aware of this requirement.

There are two aspects to administering the mental
health act as a psychiatrist: 1) training and 2)
definition as psychiatrist by the Mental Health Act
2014

As a guide:

1. In regard to training,: Mental Health Services
are responsible for ensuring that psychiatrists
are properly trained in the MHA 2014 before
they can administer the Act. Mental Health
Services must provide this training. Psychiatrists
are also professionally responsible to ensure
they are appropriately trained before they
administer the Act. Psychiatrists who are
applying the provisions of the MHA 2014 must
keep themselves updated on any changes or
amendments to the legislation. The Chief
Psychiatrist can advise on minimum training
standards, and the Chief Psychiatrist’s website
has updates on the use of the MHA 2014:
chiefpsychiatrist.wa.gov.au’
2. With regard to definition as a psychiatrist in the
Mental Health Act 2014, not every psychiatrist
can administer the Mental Health Act. Only the
psychiatrists who meet the following criteria
can administer the Mental Health Act:
a. Fellows of the Royal Australian & New
Zealand College of Psychiatrists, or
b. A psychiatrist with specific ‘Specialist’ or
‘Limited’ registration with the Australian
Health Practitioners Regulation Agency
(AHPRA)
c. Gazetted Psychiatrists (gazetted in the
Mental Health Regulations 2015)
A psychiatrist who is not a Fellow of the RANZCP,
and who has an AHPRA registration other than
‘Specialist’ or ‘Limited’ MUST NOT administer the
Mental Health Act 2014 until his/her name has
been formally gazetted in the Mental Health
Regulations 2015. To do so places the psychiatrist at
legal risk. Please contact the Chief Psychiatrist on
(08) 6553 0000 to clarify the process for gazettal.

Type of APHRA
Registration

Gazettal Required

Specialist
Registration

No

Limited
Registration

No

Provisional
Registration

Yes

Any other type of
Registration

Yes

Towards Eliminating Restrictive
Practice (TERP) – The 11th National
Forum on Seclusion and Restraint
Perth hosted the 11th National Forum on Seclusion
and Restraint – Towards Eliminating Restrictive
Practice. The event was the collaborative initiative
of the Western Australian Association of Mental
Health (WAAMH), the Department of Health
Western Australia, the Mental Health Commission,
and the Office of the Chief Psychiatrist.
This forum established itself as a trailblazer for the
number of consumer and carer attendees; this was
not possible without the substantial sponsorship
provided by the National Mental Health
Commission, the Restrictive Practice Working Group
– Safety and Quality Partnership Standing
Committee of the Mental Health Drug and Alcohol
Principal Committee.
Please see pictures taken at TERP on the next page.
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Participants at the forum
Dr Richard Walley delivering ‘Welcome to Country’

Dr Nathan Gibson – Chief Psychiatrist delivering his keynote
address

Panel discussion

The Hon. Roger Cook MLA - Deputy Premier
Minister for Health; Mental Health delivering the opening
address

Selection of artwork from the Creative Expressions Unit

11

