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Background
The Forensic Consultation and Intervention Service (FoCIS) is a specialist multidisciplinary tertiary mental health service that aims to provide expert assessment, knowledge and skills to general mental health services regarding the interplay between mental illness/disorders and offending risk in support of safe care of persons interacting with forensic and high-risk civil mental health services. The service aims to reduce the risk of serious harm presented by and to people with mental illness/disorder to the community, and to provide high quality advice and support to services supporting them. 

Key Objective
This Operational Procedure aims to provide clinicians with guidance on expert assessment, intervention, and the role of the FoCIS within MHJHADS. 

Alerts 
The following standard operating procedure should be read in conjunction with the Mental Health Act (2015), Criminal Code (2002), Crimes Act (1900), Forensic Mental Health Model of Care (2019), Use of Psychological Interventions Procedure (CHS Procedure, 2021), and the CHS Operational Procedure: Care of Person’s Subject to a Conditional Release Order (CRO).
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This Operational Procedure applies to all staff employed in a clinical capacity in FoCIS. It relates to persons’ under the ongoing care of MHJHADS mental health services who are identified as presenting with serious risk of violence or offending in the context of their mental illness or mental disorder. 
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The FoCIS is an ACT-wide service that provides specialist consultation to MHJHADS mental health services regarding the safe and effective care of forensic and high-risk civil mental health service consumers of all ages. It is primarily a consultation-liaison service providing advice regarding the relationship between mental illness and offending risk, and recommendations regarding appropriate support and management strategies. Where indicated and where staff speciality and resources allow, the service may provide specialist interventions targeted at specific high-risk behaviours (i.e., fire-setting) in order to reduce the risk of offending.
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[bookmark: _Hlk141264845]Specific population groups within the cohort of people who access FoCIS services may have unique mental and physical health care requirements and consideration should be given to these in the planning and provision of care. These may include the following:

Aboriginal and Torres Strait Islander People
FoCIS acknowledges the Traditional Custodians of the land, the Ngunnawal people. Canberra Health Services respects their continuing culture and connections to the land and the unique contributions they make to the life of this area.

Canberra Health Services are committed to providing culturally safe and sensitive care. As set out in the Aboriginal Torres Strait Islander Impact Statement and Declaration (2021).  CHS is committed to continuously improving the level of service delivered to Aboriginal and Torres Strait Islander people. Forensic Mental Health Services acknowledges the importance of providing culturally responsive healthcare and is aware of the broader understanding of health and wellbeing among Aboriginal and Torres Strait Islander peoples, and seeks to improve their practices through aligning care within a holistic framework centring around social and emotional wellbeing as integral components of care. In provision of healthcare, Aboriginal and Torres Strait Islander people will have their privacy protected as per the policy. Where appropriate FoCIS will partner with the Aboriginal and Torres Strait Cultural Specialist Service when delivering services to ensure that services are culturally appropriate and foster a culturally safe environment. 

As identified in the Aboriginal Torres Strait Islander Impact Statement and Declaration (CHS Policy), Aboriginal and Torres Strait Islander people are more likely to access health services where the service and their staff:

· communicate respectfully
· build good relationships
· provide a culturally safe environment
· have an awareness of the underlying social issues
· display some understanding of Aboriginal and Torres Strait Islander culture
· include Aboriginal and Torres Strait Islander people as part of the health care team

FoCIS deliver culturally appropriate care by ensuring clinicians have an understanding of Aboriginal and Torres Strait Islander culture, provide a culturally safe environment, build positive working relationships and involve (where possible) Aboriginal and Torres Strait Islander people as part of the persons health care team.

Carers
As outlined in the Canberra Health Services Partnering for Exceptional Care Framework (2020-2023), Canberra Health Services is committed to collaborating with carers in the delivery of health services. Carers under the Mental Health Act 2015 include a partner, parent, child, relative or guardian of the person receiving care. In addition, The Carers Recognition Act 2021 recognises the role of carers and outlines the requirements for care agencies to uphold and report on compliance with the care relationship principles. It states that a person is in a care relationship if they provide care to another person due to disability, mental illness, or a medical condition.

FoCIS will promote inclusive practices and will facilitate appropriate involvement of carers in their treatment, care, or support of the person where that is appropriate. This includes speaking with family members and carers to inform risk assessments where appropriate. Engagement with carers and family is encouraged, however, it is acknowledged that some persons will refuse their consent to involve carers or family members. Where the person is not subject to guardianship or an advanced consent agreement, any engagement with carers and family should be considered regarding the Health Records (Privacy and Access) Act 1997.

Young People
Young People are in and of themselves a special population group that require specialised mental health and physical care needs, where clinicians understand child and adolescent development and the impact of trauma and mental ill-health on young people (The World Health Organisation, 2021). Research shows a significant impact of mental health disorders on young people, with half and three quarters of disorders emerging by 14 and 24 years respectively. These can have a range of long-lasting impacts on the wellbeing, functioning, and development of young people, including future substance use, risk of self-harm or suicide, and social and academic functioning.

Although children (under 12-years) are not generally seen by custodial and court services, FoCIS as an early intervention may consider seeing people under the age of 12-years on a case-by-case basis. Clinicians should consider the needs in the planning and provision of assessments and treatment/care recommendations if engaging with this group of persons and their families/caregivers. 

Justice-Involved Individuals
People who encounter the justice system—whether that be persons within custodial settings or those engaging in court process—with mental health concerns are an often stigmatised and marginalised population group, oftentimes intersecting with several other vulnerable population groups. 

Rates of childhood and adult trauma are high within this population group and treatment and care should be trauma-informed, culturally responsive, and tailored to individual needs. The need for provision of individualised care is further supported by the Principles of Recovery per the National Framework for Recovery-Oriented Mental Health Services 2013, and adhered to by FoCIS clinicians. 
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As underpinned by the National Standards of Mental Health Services and the National Principles for Forensic Mental Health, access is the ability to obtain required or available services when needed within an appropriate time.

Referral Pathway
The point of entry to FoCIS is via a referral from a mental health team within MHJHADS. Referrals to FoCIS may be initiated at any point within a person’s episode of care, however, the person must be an active and ongoing consumer of MHJHADS. Please see attachment 1 for FoCIS referral criteria. 

To access services from FoCIS, MHJHADS clinicians can submit a written referral through the Electronic Clinical Record (ECR) to FoCIS (see attachment 2 for further details).  Alternatively, clinicians can contact FoCIS via phone call on 5124 1813 to generally discuss the case and determine whether a referral is appropriate. 

A general information sheet regarding the referral criteria and pathway has been developed (Refer to Attachment 3). 

When submitting a referral, the referring clinicians are requested to provide information about:  
· The purpose of the referral (i.e. assessment of risk of violence, assessment of psychopathy etc)
· Specific details of the concerns in relation to the referral criteria. This will include seeking information regarding the nature of the behaviour, occurrences, frequency and victims/potential victims along with details of any previous offending or behaviours of concern
· Diagnosis, current mental state and medications prescribed
· Current management plans in place to manage the concerns, including details of most recent psychiatric reviews
· If the person is subject to a Conditional Release Order (CRO) or Forensic Psychiatric Treatment Order (FPTO) under the Mental Health Act 2015
· Whether the treating psychiatrist and/or multi-disciplinary team (MDT) are aware of and agree to the referral.

The referral will automatically be added to the FoCIS Team Pool’s referral workqueue on the ECR. FoCIS clinicians will monitor the ECR for new referrals. Once received, FoCIS clinicians will review the referral information and confirm receipt of the referral via InBasket message to the referring team. Where there is any information missing or if further information is required to inform the referral triage, FoCIS will request additional information from the referrer. The receipt of a new referral will be communicated to the FoCIS team via email. FoCIS clinicians are requested to review the file prior to MDT. 

All referrals that are received will be discussed and considered at the weekly FoCIS MDT and within seven days of receipt. The outcome of all referrals will be discussed with the referring team.

Referrals that are received that may require a more urgent response can be considered ‘out-of-session’ to the FoCIS MDT. This may be for referrals such as from the Adult Mental Health Unit (AMHU), or where there are significant concerns about the imminence and/or severity of the behaviour of concern that should be communicated to the treating team. This will involve the FoCIS clinician discussing the referral with either the Clinical Lead, Senior Manager or FoCIS Consultant Psychiatrist to discuss its suitability and required response. 
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FoCIS holds a weekly MDT. The FoCIS MDT requires a Consultant Psychiatrist and another clinician to be present to be considered to meet quorum. 

The FoCIS MDT will discuss the following:
· All new referrals, whether they meet FoCIS referral criteria, and a plan for assessment or case consultation meeting;
· Updates and discussion regarding any specialist consultation liaison work being undertaken. At a minimum, ongoing specialist consultation liaison cases will be reviewed at the FoCIS MDT every 3 months to review the ongoing role of FoCIS, but FoCIS clinicians may present cases for discussion where additional concerns may have been identified or if additional service provision needs to be considered; 
· Specialist intervention access and planning
· Potential closures.

All MDT discussions will be documented in the ECR using the ISBAR +SS format (Refer to Attachment 4).  

In addition to the above, the FoCIS MDT will also discuss:
· Allocation of any accepted referrals that were not immediately allocated;
· Progress of reports to timeframes
· Complex reports that would benefit from MDT input regarding recommendations. 
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Once accepted, a referral will be considered for type of service provision (see in below section), urgency and allocation. 

Where there is a plan for a change in the ongoing treating team (i.e., in the instance of a referral from an inpatient unit where there is an identified community mental health team at point of discharge), FoCIS will contact the ongoing treating team to ensure FoCIS involvement is still requested. 

Urgency 
Referrals may be considered urgent or non-urgent. For referrals determined to be urgent, service provision will be organised to occur within 14 days; non-urgent referrals within 28 days. 

Urgent referrals may have, but are not limited to, the following characteristics:
· At least four out of five referral criteria are met
· There are concerns about recent (within the last 3 months) problem behaviour/high risk psychotic symptoms and there is an insufficient management plan in place
· There are practical considerations that would warrant earlier assessment, including window of opportunity for face-to-face assessment (e.g., inpatient at time of referral, limited period of time in other known location)
· There are identified upcoming significant dates that would warrant earlier assessment (e.g., special public event/significant personal anniversary)

Non-urgent referrals may have, but are not limited to, the following characteristics:
· The referral has been accepted but only meets one or two referral criteria/does not meet either criteria 1 or criteria 2
· There have been no recent concerns (within the last 3 months)
· The referral is for a routine/scheduled updating of risk assessment

In discussing the referral, the FoCIS MDT may identify initial recommendations that the referring team should consider implementing to manage any identified risks. This will be documented in the FoCIS MDT note, however, where there are urgent recommendations (e.g., enacting an emergency apprehension) that have been identified in order to manage identified risks, these will be verbally handed over to the referring team. 

Allocation
Once a referral has been accepted by the MDT, the FoCIS Clinical Lead will allocate the referral to FoCIS clinicians.  For a referral determined to be non-urgent, allocation may not occur at the initial MDT, but will be considered at each subsequent MDT and allocated to ensure that the service provision is able to be booked within 28 days of acceptance. 

The primary allocated clinician will be assigned on the ECR to assist the ongoing treating team to identify a main point of contact for the service. 

The Clinical Lead will consider:
· The type of referral (i.e. the problem behaviour and type of assessment required) and the skills, experience, and availability of the FoCIS clinician
· Clinician case load and availability within allocation timeframe
· Whether the direct involvement of a FoCIS psychiatrist is required, as some referrals may be adequately addressed by clinicians in consultation with the psychiatrist. In general terms, the greater the degree of complexity or risk, the more desirable it will be for a psychiatrist to be directly involved, particularly where there are questions regarding diagnostic or risk formulation, or appropriate interventions within a biopsychosociocultural framework.
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Secondary Consultation
For some referrals received, the FoCIS MDT may determine that an initial secondary consultation with the referring team may be a suitable level of service provision in the first instance. 

Circumstances where this is likely is where:
· The FoCIS referral criteria are not met, however, there are acknowledged concerns regarding risk of harm to others;
· The referral question can be answered, and recommendations provided, without the need for comprehensive assessment;
· Where the risk factors are well known and the pathways to forensic behaviours are clear and therefore recommendations can be provided without the need for further and/or comprehensive assessment. 

In these instances, FoCIS clinicians will be allocated as above and they will schedule an initial consultation meeting with the referring team. 

This consultation discussion will be documented on the ECR. 

Comprehensive Risk Assessments
A comprehensive risk assessment will be undertaken for referrals where:
· The pathways to the behaviours of concern are unclear and an interview with the person is required to obtain an understanding of factors which predispose or perpetuate the behaviours of concern; 
· The role of mental illness in risk is unclear and requires further assessment; 
· A file review and review of the longitudinal history of the behaviour of concern and clinical file is required;
· A level of risk or updated level of risk is required in order to monitor fluctuations of risk over time.

Scheduling an assessment
Assessment of a person’s risk should involve a clinical interview. Once FoCIS clinicians are allocated to the referral they will organise a date and time for assessment with the referred person. The referring team will be advised of the appointment time by message on the ECR InBasket. FoCIS clinicians will contact the person regarding the interview, and it is the responsibility of the referring team to advise the person of the referral.  Discussion on how best to contact the person will be had with their treating team where the person may be in a contained environment (e.g. inpatient unit, remanded in custody).

The assessment may be undertaken either at Forensic Mental Health Services (FMHS) offices or any other location as determined in discussion with the FoCIS clinicians and referring team. For referrals received from the AMHU, any other inpatient setting, or in custody the assessment will be undertaken at the relevant centre. 

Where a FoCIS psychiatrist is also involved in the assessment, the assessment appointment will be added to the psychiatrist’s clinic schedule on the ECR, as well as by inviting the FoCIS psychiatrist via outlook meeting invite.  

Undertaking assessment
The reasons for referral and the type of clinical presentation will determine the type of assessment undertaken and the amount of detail captured and documented. FoCIS will consider inviting the referring team to attend the FoCIS interview in support of the person when clinically indicated. 

The assessment process involves the identification of empirically known static and dynamic risk factors as well as case-specific (non-empirical but individually relevant) risk factors that are incorporated into a formulation and management plan to address those risk factors. It is recognized that risk assessment and management are not a single event but a continuous and dynamic process as risk fluctuates over time and cannot be eliminated, and that the primary purpose of assessment is to consider and identify the appropriate management plans needed to reduce and manage any identified risks. 

Assessment of a person’s risk will involve a review of the clinical record and should involve a clinical interview. Where possible every effort will be made to attain relevant collateral information to further inform the assessment process. Collateral from sources such as the person’s family, carers, general practitioner and the police may be accessed to inform the assessment. 

Following the interview, a mental state examination and preliminary impression and recommendations will be recorded on the ECR by the assessing clinicians/psychiatrists. Where possible, this will also be verbally handed over to the referring team. 

It is recognised that in some circumstances, a person may decline to be interviewed, may not attend for interview, or may not be located within a reasonable time frame to facilitate assessment. Where a person does not attend the clinical interview, a comprehensive risk assessment may still be completed if sufficient collateral information can be obtained to inform the use of the relevant risk assessment tool. This assessment and corresponding recommendations for treatment and care will be provided to the treating team, noting the limitations of assessment.  This will be clearly documented in the corresponding report.  
Research has shown that structured risk assessment allows for a more objective risk formulation than clinical judgement alone and as such empirically validated assessment tools will be utilised to inform risk assessment, formulation and management plans. 
A range of risk assessment tools will also be utilised depending on the clinical presentation and problem behaviour of concern. 

Violence Risk
[bookmark: _Hlk142551890]The HCR-20 is a structured professional judgement tool that has been extensively validated across a range of populations and is the standard risk assessment tool for violence risk in adults utilized by FoCIS. 

The Structured Assessment of Violence Risk in Youth (SAVRY) is used to assess the risk of violence in adolescents aged 12 to 18 years.

The Spousal Assault Risk Assessment (SARA) is a structured professional judgement tool used for the assessment of intimate partner violence. 

For presentations involving fixated persons and grievance-fuelled aggression, the Risk Aide Memoire (RAM) or the Grievance Risk Aide Memoire (GRAM) may be used. 

Sexual Violence Risk
The Static 99 is an actuarial assessment instrument designed to estimate the probability of sexual and violent recidivism among adult males who have already been convicted of at least one sexual offence against a child or non-consenting adult. 

The Risk for Sexual Violence Protocol (RSVP) is a structured professional judgement tool that assesses the presence of risk factors associated with increased risk of future sexual violence. 

Stalking
The Stalking Risk Profile (SRP) is a structured professional judgement tool designed to assess a range of risks associated with stalking, including the risk of the stalking continuing or recurring, risk of stalking-related violence, and risk of psychosocial damage to the stalker. 

Other Psychometric Assessments
Where clinically indicated, other psychometric assessments will be utilised in forming a structured risk opinion. These include assessments for malingering (e.g., the Paulhus Deception Scales), personality (e.g. the Personality Assessment Inventory) and psychopathy (Psychopathy Check List- Revised). 

At least one of the allocated clinicians undertaking the comprehensive assessment will have had training and relevant experience in using the required tool. 

The overarching risk assessment framework followed by FoCIS is based on the Clinical Risk Assessment and Management (CRAM) practice manual for NSW Health Justice Health.

Report
Once an assessment has occurred, FoCIS will produce a final draft report within four weeks, to ensure that the formulation and recommendations in the report are timely and valid to the assessment and context and to support the referring team. 

All reports will be completed on a standardised template that can be located on the Q-drive. 

Once a report is finalised, it will be uploaded to the ECR. A report does not need to be endorsed by the FoCIS MDT prior to finalisation, though if required complex reports that would benefit from MDT input regarding recommendations can be presented to the MDT. 

Recommendations Discussed with Treating Team
Before finalising a report, the formulation and recommendations will first be discussed with the ongoing treating team. The purpose of providing feedback and undertaking consultation with the referring team is to seek the treating team’s opinion with respect to required recommendations, and to ensure that any recommendations identified through the assessment are feasible, can be implemented and the priorities for intervention are clear. Where recommendations have been identified that the treating team feel they would be unable to implement, FoCIS will explore with the treating team options for implementing these recommendations. 

This discussion will be documented on the ECR by FoCIS clinicians. 

Where a meeting to discuss the formulation and recommendations cannot be organised in a timely fashion (e.g., due to unavailability of the referring or treating team), the report will be finalised without this meeting occurring, and the referring or treating team will be offered the opportunity to meet with FoCIS at a later date. 

In discussing the outcome of assessment and recommendations, FoCIS will also discuss with the treating team whether an ongoing specialist liaison role may be provided by FoCIS (see below for criteria for specialist liaison support).  If it is agreed that there is a specialist liaison role for FoCIS it will be at this meeting that the details of what this will consist of will be discussed (see below for further detail).

Specialist Liaison Support
Following comprehensive risk assessment, FoCIS may maintain time-limited involvement with the referring team and person in order to provide further support regarding treatment planning, risk management and intervention.  FoCIS would provide this support for those people who:
· have been assessed by FoCIS as being of high risk of serious violence, sexual offending or other problem behaviour; and 
· who are assessed as having serious mental illness and complex needs contributing to their behaviour of concern.

Whether ongoing FoCIS specialist liaison support will be provided will be agreed with the referring team when the initial assessment and report is being finalised. As part of this agreement, the nature of the support that will be provided will be discussed and documented in the ECR, though it is acknowledged that this may change over time. 

This ongoing specialist liaison role may include:
· [bookmark: _Hlk142552158]Ongoing education and mentoring to the treating team regarding the person’s criminogenic needs, dynamic factors that increase risk, ongoing monitoring requirements and support in the implementation and review of management plans 
· Ongoing risk assessment and management of emerging or escalating problem behaviours, in collaboration with the treating team
· Access to Forensic Psychiatric reviews or consult if identified by FoCIS as requiring this
· Specialist psychological intervention* for specific problem behaviours (e.g., sexual offending, firesetting) for eligible individuals (see below)
· Routinely updated structured risk assessment, every 6 months or as clinically agreed between FoCIS and the treating team 
· Support to treating teams providing care to persons subject to Forensic Psychiatric Treatment Orders or Conditional Release Orders under the Mental Health Act 2015 (see below for Conditional Release Orders).

*where staff specialty and resources allow

The response provided by FoCIS will be individualized depending on the needs of the person and team. The intervention offered by FoCIS and the prioritization given to each intervention differs according to the imminence and severity of the risk posed and the concerns of the referring team. 

The FoCIS will allocate a primary specialist liaison clinician who will provide the ongoing liaison support to the referring team. This clinician will be assigned on the ECR to assist the treating team to identify the main point of contact.

All contacts, either with the treating team or person, will be documented in the ECR. 
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[bookmark: _Hlk120281473]FoCIS provides regular Forensic Liaison MDT to participating teams within Community Recovery Services and the Assertive Community Outreach Service.  The Forensic Liaison MDT, involves FoCIS clinician (s) and psychiatrist attending the relevant team to discuss active consultation liaison cases and potential new referrals. Clinicians in the community team can present cases where there may be emerging or increasing concerns regarding a person’s risk of violence, sexual offending or other problem behaviour.  FoCIS will discuss the case and provide preliminary advice or suggestions regarding managing the behaviours or concerns to monitor for, or alternatively provide advice regarding whether it is appropriate for further risk assessment from FoCIS.  

The exact format, frequency and nature of these MDTs are determined through discussion with the relevant team to ensure they meet the needs of the community team. 
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For those people subject to a Conditional Release Order (CRO) and who are living in the community and being managed by a general community mental health team, FoCIS will provide a consultation liaison role as per ‘Specialist Liaison Support’. 

FoCIS will also provide a report to ACT Civil and Administrative Tribunal (ACAT) prior to each review of the CRO, which must occur at least every 6 months. A Forensic Psychiatrist or registrar in forensic psychiatry, in consultation with a Forensic Psychiatrist, will review the patient, as required by the ACAT report. The purpose of the report is to provide information on treatment, care, or support, and the person’s engagement and compliance. Where relevant, it will also make recommendations regarding clinically appropriate conditions to be contained in the CRO. The report should be provided to the ACAT at least 3 days prior to the hearing date.  The general mental health services clinical manager and allocated FoCIS clinician will attend the ACAT hearing regarding the CRO, however, if required, the Forensic Psychiatrist or Forensic Trainee Psychiatrist may also attend the CRO hearing. 

It is the responsibility of the general community mental health team to contact FoCIS for this consultation liaison role. The FoCIS will allocate a primary consultation liaison clinician who will provide the primary support to the referring team. If a person’s CRO contain conditions that fall outside of standard MH care, FOCIS and the community MH team to negotiate with a priority on patient centred care.

See CHS Operational Procedure: Care of Person’s Subject to a Conditional Release Order (CRO) for further details.
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Where a person is a resident of Secure Inpatient Mental Health Services (SIMHS) and transitioning to a community placement, and meets criteria for FoCIS involvement, FoCIS can provide consultation and liaison support at the point of transition. This can include participating in discharge planning meetings and providing advice and recommendations upon request to the community mental health team responsible for their care in the community. As the role of FoCIS is to support the discharge planning, a referral to FoCIS should occur at a minimum three months prior to anticipated discharge. FoCIS may also provide intervention and liaison support to Secure Inpatient Mental Health Services as clinically indicated.

Where there are likely to be ongoing significant concerns regarding risk in the community placement, FoCIS may in consultation with the community treating team, provide ongoing specialist liaison support to the community team on an as needed basis.
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The FoCIS may provide specialist intervention treatment to people who are active and ongoing consumers of another MHJHADS team.  In order to access FoCIS specialist intervention, a standardised risk assessment, identifying the need for specialist intervention, must first be completed.  Whilst it is noted that a standardised risk assessment will most often have been completed by FoCIS, a recommendation for intervention (using a standardised risk assessment tool) from another source (such as Dhulwa Secure Mental Health Services) may be considered by FoCIS MDT.

All recommendations for intervention following risk assessment will be discussed and considered at the weekly FoCIS MDT. In these cases, FoCIS will give consideration to the below inclusion and exclusion criteria, availability of the proposed intervention and whether current staff have the required skill set (see below) to administer the intervention. The outcome of all referrals will be discussed with the referring team.

Treatment Inclusion and Exclusion Criteria 

Essential (all criteria must be met)
· Structured risk assessment has recommended further treatment, with agreement recorded at FoCIS MDT regarding the appropriateness for treatment
· Treatment with FoCIS is supported by the primary treating team (in addition to the community based treating team if currently admitted as an inpatient)
· The person will be receiving active clinical management with a mental health team for the duration of the FoCIS intervention 
· The proposed intervention is available and clinically justifiable
· There is an identified need for specialist forensic intervention associated with violence or other problem behaviour  

Exclusion Criteria (any of the below criteria may warrant exclusion)
· The person is not a clinically managed consumer of MHJHADS
· The person can be more appropriately or feasibly provided the service by another service (such as MHJHADS therapies team or private practitioner) for the problem behaviour 
· There is no clear rationale for specialist forensic service provision
· The primary treating team or community treating team is not supportive of the referral for intervention
· The person has clinical features which contraindicate treatment 
· There are other legal or practical features that make the intervention inappropriate at the time of referral 

Intervention Planning
Once a person has been accepted for FoCIS intervention, the FoCIS MDT will make a plan which includes;
· Allocation to a staff member, and whether the intervention should be co facilitated or is suitable for a single clinician
· Proposed length and frequency of intervention
· Frequency at which the MDT will meet to discuss treatment progress (minimum of every 6 sessions). Persons with complex issues may benefit from more frequent discussion
· Record the purpose, aims and clinical basis of the intervention (for example sexual education targeting problematic sexual behaviours or pornography use). This may be informed by the use of evidence-based tools such as the Violence Risk Scale (VRS).
· The MDT should give consideration to culturally informed practice. This may include referring to the MHJHADS Aboriginal and Torres Strait Islander Liaison Officer (ALO)
· Where a person has a carer or nominated person, the MDT should consider the appropriate level of communication and engagement with this person

Case Prioritisation
The FoCIS intervention is generally considered a non-urgent pathway. However, some factors may be considered for case prioritisation, such as:
· The intervention assists in the person achieving discharge to a less restrictive setting
· The window of opportunity for effective treatment is likely to be time limited 
· There is a high and imminent risk of serious violence and is very serious in nature (eg. murder, attempted murder, rape)

Intervention Process
The FoCIS intervention process will consist of four stages: 1) offering the person the intervention (gaining informed consent and establishing a willingness to participate in the entirety of treatment), 2) psychometric assessment, 3) delivering the intervention and 4) closing the episode of care (which includes the completion of a treatment completion document and making recommendations about further care).

Consent and Confidentiality 
Prior to the intervention beginning, clinicians should speak directly to the person and provide them with information about the proposed intervention and seek their input in relation to treatment goals. Clinicians must establish that the person has a basic understanding of the treatment being offered and any risks or benefits associated with the treatment. Consent processes should be consistent with CHS Informed Consent Policy Clinicians must also establish whether the person has a carer and if so, whether and how the person wishes for their carer to be involved in their treatment. 

Clinicians should gain written consent from the person for their participation in the intervention and psychometric administration. See attachment 5 for an example consent and confidentiality form.

Communication with Treating Team
FoCIS clinician should engage with the treating team and agree upon the frequency and method for contact between the FoCIS clinician and nominated contact on the treating team (typically the clinical manager). The contact between the FoCIS clinician and treating team should occur (at minimum) on a six weekly basis but may warrant more frequent contact depending on the person’s individual circumstance. Both the treating team and FoCIS clinician must advise each other of significant changes in the persons presentation, personal situation or identified risk factors.

Psychometric Assessment Before and after the intervention
All interventions should include a pre-assessment and post-assessment psychometric assessment to analyse treatment gains. Psychometric testing should be consistent with CHS Operational Procedure (Psychological Tests: Use, Storage and Access, 2020).

As outlined in the consent and confidentiality section, written consent should be sought. The Psychological Tests: Use, Storage, and Access procedure notes “Written consent is not usually required for more routine psychological tests (e.g., the BDI) but should be considered when a full psychological report is anticipated (e.g., to provide a diagnostic psychological report and/or following the use of tests such as the PAI)” (2020).

A list of core pre-assessment and post-assessment measures that are required to be completed by all participants are listed in attachment 6. The selection of appropriate psychometrics in addition to these should be guided by clinical judgement and endorsed at the FoCIS MDT. For example, an intervention focused on reducing psychological distress may include the administration of The Kessler Psychological Distress Scale (K10) scales to track symptoms. 

Intervention
Prior to starting intervention, a clinically sound approach and approximate number of sessions will have been identified in consultation with the MDT. The identified intervention may be guided by a manual or by a psychological intervention model. 

Sessions should ideally occur at a mutually suitable day and time. Sessions can occur at a frequency that is clinically indicated. Generally, sessions should not occur more than twice per week, to enable the person to utilise the strategies in between sessions.

Should a person’s presentation or goals for therapy significantly change during the intervention, clinicians should bring any significant changes in treatment approach to FoCIS MDT for discussion. 

Extension of Duration of Intervention
The duration of an intervention is intended to have some flexibility. Changes to the duration of FoCIS intervention should be endorsed at FoCIS MDT.

When deciding if the intervention should be extended, the FoCIS MDT should consider the following criteria:
· Extending the duration of the intervention is likely to reduce the person’s risk of violence or other problem behaviour
· The extension is required for the efficacy of the intervention to be delivered
· The person has responsivity factors that may require additional sessions to work through
· A new goal for treatment (which meets criteria for FoCIS intervention) has been identified
· There is not a likelihood of ‘over-treatment’ (as over-treatment can increase violence risk, particularly in offense specific intervention)

Factors which may prevent FoCIS from offering further intervention include any of the exclusion criteria (such as the treatment could be provided by a private or mainstream service provider). Consideration for an extension should also involve review of any cases waitlisted for the service to ensure fair and equitable access.

Discontinuation of Intervention
There are multiple behaviours that may indicate that the person’s intervention should be discontinued. The decision to discontinue psychological intervention should be finalised at FoCIS MDT.

When considering if an intervention should be discontinued, the FoCIS clinician should ensure that treatment barriers have been identified and strategies have been trialled to engage the person. The risk needs responsivity model underpins interventions designed to reduce a person’s risk of violence or other problem behaviour, and the responsivity factor should be thoroughly explored prior to discontinuing a person engaged in psychological intervention. Where possible, the person should have opportunities to provide input or feedback about treatment barriers and discontinuation of therapy.

Behaviours that may warrant discontinuation:
· Frequent absences. Generally, three unexplained absences should warrant discontinuation, however this criterion is intended to be flexible and informed by clinical judgement.
· Inappropriate or aggressive behaviour. It is expected that persons engaging in the intervention pathway may have difficulties with emotion regulation and potentially experience difficulties with interpersonal interactions. However, should the person engage in behaviours that present a safety risk to clinicians, the intervention may need to be discontinued.
· Indicators of relapse within the person’s mental state. Psychological intervention designed to reduce a person’s risk of problem behaviour may not be appropriate while the person is acutely unwell. Treatment whilst a person is acutely unwell may worsen their mental state. Clinical judgement should inform the decision to pause or discontinue an intervention, with consideration of associated risks and benefits. 
· The person is no longer receiving clinical care from a MHJHADS treating team. FoCIS does not provide primary clinical care under the Forensic Mental Health Model of Care. In the event a person is unexpectedly discharged from MHJHADS, FoCIS intervention will discontinue at this stage but FoCIS will work with the person to do so in a way that considers appropriate risk-mitigation strategies including appropriate on-referrals.
· Other factors whereby discontinuation is an appropriate course of action. 

Completion of Intervention
At the completion of FoCIS intervention a treatment completion report will be completed and feedback session with the person will occur.

Treatment Completion Report
A treatment completion report should provide clinically relevant information about a person’s progression during treatment. The length and topics covered in a treatment completion report may vary depending on the type and duration of the intervention. 

Treatment completion reports should generally provide clinically relevant information on the following topics;
· Participation, attendance, and engagement throughout the intervention
· Identified treatment goals
· Clinical presentation throughout the intervention, including any symptoms of mental illness
· Progress in relation to insight building, behavioural change, and goal attainment
· Recommendations regarding future treatment. These recommendations should include any suggestions for the treating team and whether further psychological intervention is indicated

In addition to the above, treatment completion reports should also consider including the below information where possible:
· A case formulation in relation to violence risk or problem behaviour, including the persons level of insight in relation to their violence risk (or problem behaviour) and any treatment barriers
· Analysis of the persons progress for each risk factor identified in the initial risk assessment
· Strategies developed in the intervention to mitigate the person’s risk of violence or problem behaviour, including any identified warning signs
· Any pertinent recommendations in relation to managing the person’s risk of violence or problem behaviour

Treatment completion reports for offense specific intervention should not be a reassessment of violence risk but should comment on progression (or lack of progression) towards addressing specific risk factors.

Feedback Sessions
It is recommended that all persons (including persons who have discontinued) are offered a feedback session. If it is not indicated clinically for the person to be offered a feedback session, then clinicians should document the clinical reasoning for this. 

The feedback session provides an opportunity for the person to reflect on their progress, increase the person’s insight into their own formulation, understand factors associated with the problem behaviour and understand any recommendations. Summary reports may be utilised if sharing a full report with the person may be clinically contraindicated.

The FoCIS clinician must also offer the treating team with an opportunity to have a case discussion, including reviewing the persons treatment completion report and answering any questions that they may have about future care considerations.

Staffing for Specialist Intervention
As identified in the Forensic Mental Health Model of Care (2019) and CHS Use of Psychological Interventions Procedure staff engaging in intervention need to have an appropriate level of skill, relevant training, and supervision. 

FoCIS intervention staff should have prior experience delivering psychological intervention with complex presentations as well as demonstrated ability to deescalate, grow rapport with complex clinical groups and have strong formulation skills in relation to violence or other problem behaviours. If clinical staff are delivering an offense specific treatment, then relevant training on that specific psychological intervention should be completed prior to beginning this work.

As identified in CHS Use of Psychological Interventions Procedure FoCIS intervention is most likely to be classified as a level 4 specialist intervention. Due to the complex nature of offense related treatment, the MDT will allocate staff to the intervention with consideration given to staff members level of experience, complexity of the intervention and whether two clinicians should complete the intervention.

Staff providing specialist intervention with FoCIS should have current supervision agreements in place, with an identified supervisor with advanced knowledge of the types of interventions the clinician is utilising. The frequency of supervision should be commensurate with the clinician’s skill, for example, clinicians who are relatively new to this area of practice might seek supervision on a weekly or fortnightly basis, whereas clinicians with significant training and practice in this area may engage in supervision monthly. 
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There is not a singular process from referral to case closure that can be applied to all referrals. Closure will generally be considered for those referrals where:

· Secondary consultation has occurred and, has been documented on the ECR, and the referring team agree no further input is required from FoCIS; or
· Comprehensive risk assessment and report have been completed, recommendations have been discussed with the referring team (or attempts at same have occurred) and the referral does not require ongoing specialist liaison support; or
· Intervention as part of specialist liaison or specialist intervention has been provided and the treating team no longer request FoCIS input or there is no further need for ongoing FoCIS support; or
· FoCIS have not had any active involvement with the case in 6 months and the treating team have not returned FoCIS communications; or
· The person is no longer a consumer of MHJHADS.

Where possible, the allocated FoCIS clinician will first discuss with the referring/treating team that the case seems likely to meet criteria for closure, and will seek the referring/treating team’s views regarding this. In circumstances where the referring/treating team do not agree that the case is suitable for closure, this can be discussed further at the FoCIS MDT. 

All referrals that are considered suitable for closure due to meeting one or more of the above criteria, will be discussed at the FoCIS MDT. If agreed that the referral is suitable for closure this will be documented in the ECR and the referring/treating team will be advised of the outcome. 
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Forensic Mental Health Services is committed to the prevention and management of Occupational Violence (OV). The service aims to prevent and manage OV risks through supporting staff to remain aware of risks within their areas of control and taking action to minimise those risks. The service adheres to the CHS Occupational Violence Procedure, and in line with this procedure, recommends the following:

· OV risks are identified, assessed and managed with aim to eliminate (where possible) and minimise risks
· Provision of education and advice around the effective tools and strategies available to management and staff to assist in OV prevention and management
· Engaging staff in consultation and communication when implementing prevention and management strategies and tools
· Ensuring staff have a direct understanding of their work environment and where they are most likely to be exposed to OV and how to respond
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Outcome
Referrals Discussed at MDT
· All new referrals will be discussed by the MDT within 7 days of receipt except during periods of closure (e.g., Christmas shutdown). 
· MDTs for new referrals and closures from FoCIS will be documented on the ECR.

Scheduling and Completion of Assessments
· FoCIS will offer a service within 14 days for allocated urgent referrals.
· FoCIS will offer a service within 28 days for allocated non-urgent referrals.
· A report in final draft stage (with recommendations to be discussed with referring team) will be provided to the treating team within 4 weeks of the assessment interview. 

Recommendations Discussed with the Treating Team
Prior to uploading the finalised report, the allocated FoCIS clinician and/or psychiatrist will offer to discuss the report and recommendations with the treating team (minimum psychiatrist and clinical manager). This discussion will be documented on the ECR as a ‘Clinical Discussion’. 

Consultation Liaison
· Review at FoCIS MDT at a minimum of every 3 months, or as clinically indicated.
· Routinely updated structured risk assessment at a minimum every 6 months, or as clinically agreed between FoCIS and treating team. 
· All contacts with the treating team or person will be documented in the ECR. 

Conditional Release Orders
· Forensic Psychiatric review of persons living in the community under a CRO, every 6 months or as determined by frequency of ACAT review hearing 
· Provision of a written report to ACAT 3 days prior to scheduled hearing. 

Intervention Services
· All referrals for FoCIS intervention are discussed at MDT
· Informed consent is uploaded or documented on the ECR
· Pre-assessment and post-assessment measures are administered for every FoCIS intervention participant
· MDT case presentations of the intervention occur at a minimum of every six sessions
· Meetings with the person’s treating team are offered at a minimum of every six weeks
· Treatment completion reports are completed within four weeks of the person completing intervention
· Treatment feedback sessions are offered to every person (when a feedback session is considered clinically appropriate)
· A case discussion meeting with the treating team is offered within five weeks of the person completing the intervention

Measures
Monitoring by Clinical Lead/Senior Manager of documented MDTs, Clinical Discussions, assessments scheduled within the 14-day (urgent)/4-week (non-urgent) timeframe, final report drafts completed within the 4-week timeframe, psychiatric reviews and reports for people subject to CROs, and stakeholder feedback. 
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Policies
· ACT Public Service Code of Conduct
· Informed Consent Policy 
· Privacy and Confidentiality Policy

Procedures
· Care of Person’s Subject to a Conditional Release Order (CRO)
· CHS Guideline: Use of Psychological Interventions in MHJHADS
· MHJHADS Clinical Supervision for Allied Health Procedure
· MHJHADS Mental Health Services Neuropsychology Referral and Administrative Process
· CHS Occupational Violence Procedure (2022)

Standards and Guidelines
· Australian Psychological Society Code of Ethics (2007)
· Australian Psychological Society Ethical Guidelines for Psychological Assessment and the Use of Psychological Tests (2014)
· Australian Psychological Society Ethical Guidelines on Record Keeping (2004)
· Canberra Health Services Research Strategy (2021-2025)
· Forensic Mental Health Model of Care (2019)
· Mental Health Act (2015)
· National Standards for Mental Health Services (2010)
· National Standards for Forensic Mental Health Services (2007)
· National Safety and Quality Health Services Standards (2013)
· Standards of Practice for ACT Allied Health Professionals (2016)
· Forensic Mental Health Services Model of Care (2019)

Legislation
Carers Recognition Act 2010
Children and Young People Act 2008
Criminal Code 2002
Crimes Act 1900
Health Practitioner Regulation National Law (ACT) Act 2010
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Mental Health Act 2015
Privacy Act 1988

Other
Australian Charter of Healthcare Rights
National Framework for Recovery-Oriented Mental Health Services 2013
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Attachment 1: Referral CriteriaReferral:
The person is an active ongoing consumer of a MHJHADS mental health service; 
And, either of the following:
1. There are behaviours and/or symptoms present within the past three months that have resulted in or had the potential to result in serious injury or harm to others (either psychological or physical) as evident by one or more of the following:
a. Actual or attempted serious violence
b. The person has expressed increasing or recurrent violent ideation, fantasies, intent, and/or planning
c. Threats to harm others that are serious in nature and/or escalating in frequency or intensity
d. Stalking (repeated unwanted contact or communications)
e. Problematic sexual behaviors, fantasies or ideations
f. Fire setting
g. Fixation (an increasingly pathological preoccupation) with a person, cause, grievance or ideology that has the potential to result in serious harm (for example, school attacks, support for a terrorist or other extremist ideology); 
or 

2. High risk psychotic symptoms that have been unresponsive to treatment strategies, such as:
a. Delusional jealousy
b. Delusional misidentification of others
c. Command hallucinations to harm others
d. Threat/control override symptoms (delusions that others intend the person harm and that external drives are overriding their self-control); 
or

3. There is a history of serious harm and recent escalation in dynamic risk factors or concerns about the adequacy of the current risk management plan; 
or
4. The person is subject to a Conditional Release Order (CRO) or Forensic Psychiatric Treatment Order (FPTO) under the Mental Health Act (2015).


Exclusion criteria
A number of exclusion criteria have been identified that aim to ensure people with mental illnesses or disorders are not referred to FoCIS before there is a specific need for specialist consultation liaison. Referrals to FoCIS can delay a person’s movement through their care journey and contribute to stigma and difficulties accessing other services. As such, these criteria aim to reduce these unintended consequences of referral and ensure the service is responsive to the needs of people at highest risk. The criteria are as below:
1. The referral relates to violence risk for a person who has not been assessed by a consultant psychiatrist for initial management of the identified risk and the multidisciplinary team has not attempted to implement initial violence risk management strategies.
2. The referral relates only to the immediate management of inpatient aggression.
3. The person is not an active or ongoing consumer of a MHJHADS mental health service.
*These referral criteria will generally be applied to all referrals. However, referrals which do not meet these criteria may still be considered on an individual case by case basis if there are exceptional circumstances where a justifiable rationale for FoCIS involvement can substantiated.
Attachment 2: FoCIS Referral Form via the ECR

The Forensic Consultation and Intervention Service (FoCIS) is a specialist multidisciplinary tertiary mental health service. FoCIS provides consultation liaison services to general mental health services regarding the safe and effective care of forensic and high-risk mental health consumers

Purpose of referral (i.e. assessment of risk of violence, assessment of psychopathy) ***

Current diagnosis, mental state and medications prescribed ***

Current management plans in place ***


Referral Criteria 
There are behaviours and/or symptoms present within the past three months that have resulted in or had the potential to result in serious injury or harm to others (either psychological or physical) as evident by one or more of the following (please delete those that do not apply): 

· Actual or attempted serious violence
· The person has expressed increasing or recurrent violent ideation, fantasies, intent, and/or planning
· Threats to harm others that are serious in nature and/or escalating in frequency or intensity
· Stalking (repeated unwanted contact or communications)
· Problematic sexual behaviours, fantasies or ideations
· Fire setting
· Fixation (an increasingly pathological preoccupation) with a person, cause, grievance or ideology that has the potential to result in serious harm (for example, school attacks, support for a terrorist or other extremist ideology);

Please describe, including nature of behaviour, occurrences, frequency and victims/potential victims ***

Or 

· High risk psychotic symptoms that have been unresponsive to treatment strategies, such as:
· Delusional jealousy
· Delusional misidentification of others
· Command hallucinations to harm others
· Threat/control override symptoms (delusions that other intend the person harm and that external drivers are overriding their self-control);

Please describe ***

Or 

There is a history of serious harm and recent escalation in dynamic risk factors or concerns about the adequacy of the current risk management plan.

Please describe ***

Or 

The person is subject to a Conditional Release Order (CRO) or Forensic Psychiatric Treatment Order (FPTO) under the Mental Health Act (2015)

Please describe ***

Other relevant information (i.e. history of violence and/or serious behaviours of concern, psychiatric history, alcohol and other drug use ***







Attachment 3: Forensic Consultation and Intervention Service 

FORENSIC CONSULTATION AND INTERVENTION SERVICE (FOCIS)
[bookmark: _Toc455668084]TYPE OF SERVICE
Forensic Consultation and Intervention Service (FoCIS) is a specialist multidisciplinary tertiary mental health service. FoCIS provides consultation liaison services to general mental health services regarding the safe and effective care of forensic and high-risk mental health consumers.  Services include:
· Formal structured risk assessment and recommendations for intervention and management for serious violence, sexual offending, stalking, fixation and firesetting.
· Ongoing consultation liaison support to community teams managing people identified as high risk following risk assessment or subject to Condition Release Order (CRO)
· Forensic Psychiatry Liaison 
The FoCIS also operate a Forensic Liaison Meeting with each of the area general mental health services where a Forensic Psychiatrist and clinician can provide preliminary advice and recommendations regarding managing problem behaviours or concerns, or alternatively recommend referral to the FoCIS for more comprehensive specialist assessment and recommendations regarding management. 
[bookmark: _Toc455668086]ACCESS
Referral pathway
The point of entry to FoCIS is via a referral from a mental health team within Mental Health, Justice Health, Alcohol and Drug Services (MHJHADS). Referrals to FoCIS may be initiated at any point within a person’s episode of care, however, the person must be an active and ongoing consumer of MHJHADS. 
To access services from FoCIS we ask that you complete a referral via the ECR.

In discussing your referral, FoCIS will ask you about:
· The purpose of the referral (i.e. assessment of risk of violence, assessment of psychopathy)
· Specific details of the concerns in relation to the referral criteria (see page 2). This will include seeking information regarding the nature of the behavior, occurrences, frequency and victims/potential victims
· Details of any previous offending or behaviours of concern
· Diagnosis, current mental state and medications prescribed
· Current management plans in place to manage the concerns, including details of most recent psychiatric reviews
· Whether the treating psychiatrist and/or MDT are aware of and agree to the referral

The above information is required to ensure the FoCIS MDT are able to adequately assess the suitability of the referral, type of service required and the urgency associated with the referral. 

All referrals that are received will be discussed and considered at the FoCIS MDT. Once a referral has been accepted the referral will be triaged and allocated to designated clinicians associated with the catchment area team.  The outcome of all referrals will be discussed with the referring team. 
[bookmark: _Hlk58229067]Referral Criteria*Referral:
4. The person is an active ongoing consumer of a MHJHADS mental health service; 
and
5. There are behaviours and/or symptoms present within the past three months that have resulted in or had the potential to result in serious injury or harm to others (either psychological or physical) as evident by one or more of the following:
a. Actual or attempted serious violence
b. The person has expressed increasing or recurrent violent ideation, fantasies, intent, and/or planning
c. Threats to harm others that are serious in nature and/or escalating in frequency or intensity
d. Stalking (repeated unwanted contact or communications)
e. Problematic sexual behaviors, fantasies or ideations
f. Fire setting
g. Fixation (an increasingly pathological preoccupation) with a person, cause, grievance or ideology that has the potential to result in serious harm (for example, school attacks, support for a terrorist or other extremist ideology); 
or 
6. High risk psychotic symptoms that have been unresponsive to treatment strategies, such as:
a. Delusional jealousy
b. Delusional misidentification of others
c. Command hallucinations to harm others
d. Threat/control override symptoms (delusions that others intend the person harm and that external drives are overriding their self-control); 
or
7. There is a history of serious harm and recent escalation in dynamic risk factors or concerns about the adequacy of the current risk management plan; 
or
8. The person is subject to a Conditional Release Order (CRO) or Forensic Psychiatric Treatment Order (FPTO) under the Mental Health Act (2015).


Exclusion criteria

A number of exclusion criteria have been identified that aim to ensure people with mental illnesses or disorders are not referred to FoCIS before there is a specific need for specialist consultation liaison. Referrals to FoCIS can delay a person’s movement through their care journey and contribute to stigma and difficulties accessing other services. As such, these criteria aim to reduce these unintended consequences of referral and ensure the service is responsive to the needs of people at highest risk. The criteria are as below:
1. The referral relates to violence risk for a person who has not been assessed by a consultant psychiatrist for initial management of the identified risk and the multidisciplinary team has not attempted to implement initial violence risk management strategies.
2. The referral relates only to the immediate management of inpatient aggression.
3. The person is not an active or ongoing consumer of a MHJHADS mental health service.

*These referral criteria will generally be applied to all referrals. However, referrals which do not meet these criteria may still be considered on an individual case by case basis if there are exceptional circumstances where a justifiable rationale for FOCIS involvement is provided.



Attachment 4: FoCIS MDT ISBAR

Present: 
XXXX

Introduction

Situation

Background


Assessment

FoCIS referral Criteria (remove when not discussing a new referral)
· In last 3 months behaviours/symptoms present that have or could have resulted in serious harm to others
· High risk psychotic symptoms that have been unresponsive to treatment
· History of serious harm and recent exacerbation in dynamic risk or concerns re management plans
· Under CRO or FPTO

Suicide and Significant Events

Recommendation + plan



Attachment 5: FoCIS Intervention and Psychometric Administration Consent Form

Consent Form

FoCIS Intervention and Psychometric Administration Consent Form

I  _________________________________________(Name), ________________ (DOB) of ______________________________________________________________(Address) consent to participating in a psychological intervention and psychometric assessment. I understand that the information I share in the intervention and psychometric assessment is handled in accordance with the Health Records (Privacy and Access) Act 1997. 

I have discussed the proposed psychological intervention, including the aim of the treatment and any associated risks. I have had the opportunity to ask questions and had them answered to my satisfaction.

I understand that psychometric testing can be requested as part of the intervention. The information gathered in the psychometric assessment will be used to inform the intervention and measure psychological change. Any psychometric assessment will be conducted by a registered Psychology Board of Australia psychologist in accordance with the Australian Psychological Society Code of Ethics. 

I have read and understood the information sheet regarding psychometric assessment (on the following page). I have had the opportunity to ask questions and have them answered to my satisfaction. 

I am aware that the testing information will be kept in a secure location and that the information will be kept confidential within Mental Health, Justice Health and Alcohol and Drug Services, ACT Health unless required to be released for specific reasons in accordance with the Health Records (Privacy and Access) Act 1997. Exemptions may apply to the release of specific psychological testing material and data. 

I understand that my participation is voluntary and I am able to withdraw my consent for the intervention or psychometric testing at any time without negative consequence to my health care treatment. 




Signed: ______________________				Date: __________________
Witnessed: ______________________			Date: ___________________





Psychometric Assessment: Information Sheet

What is a psychometric assessment?
A psychometric assessment aims to assess psychological functioning which may include psychological difficulties and personality traits.  A psychometric assessment is used to more objectively detect areas of strength and difficulty and identify their impact on a person’s life. The information gained from the assessment is used to help with diagnosis, understanding of personal strengths and weaknesses, and identifying best treatment. 

What is the process?
A psychologist with training and experience can carry out psychometric assessments. The assessment involves an interview and completion of standardised questionnaires or other psychological assessment tools. 

The psychologist may write a report based on the questionnaires.  Should a report be written, it will include a summary of the findings and specific recommendations, and a copy will be made available to yourself.



Attachment 6
Core Psychometrics or Professional Judgement Assessments for FoCIS intervention
· Maudsley Violence Questionnaire. Walker, J. S. (2005). The Maudsley Violence Questionnaire: Initial validation and reliability. Personality and Individual Differences, 38(1), 187–201. https://doi.org/10.1016/j.paid.2004.04.001
· PDS-ICD-11. Bach, B., Brown, T. A., Mulder, R. T., Newton-Howes, G., Simonsen, E., & Sellbom, M. (2021). Development and Initial Evaluation of the ICD-11 Personality Disorder Severity Scale: PDS-ICD-11. Personality and Mental Health. https://doi.org/10.1002/pmh.1510

Structured Professional Judgement tools 
Which of these SPJ tools are utilised in each case will depend on the presenting problem behaviour of concern, however a SPJ assessment is required for each person engaging in intervention. Below are examples of SPJ tools that may be used to inform pre and post assessment. 

Douglas, K. S., Hart, S. D., Webster, C. D., & Belfrage, H. (2013). HCR-20V3: Assessing risk of violence – User guide. Burnaby, Canada: Mental Health, Law, and Policy Institute, Simon Fraser University.

Hart, S., Krop, R. & Watt (2022). RSVP-V2: Version 2 of the Risk for Sexual Violence Protocol- User Guide. Protect International.

MacKenzie, R., McEwan, T. E., Pathe, M., James, D. V., Ogloff, J. R., & Mullen, P. E. (2009). Stalking Risk Profile : Guidelines for the Assessment and Management of Stalkers. (1st ed.) Monash University.

Wong, S. C., & Gordon, A. (2009). Violence risk scale. Assessment.
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