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Summary
Primary cases

	Case
	Details
	Props & resources
	

	Anosha Aslani
	Born 1966, female, generalised anxiety disorder, obesity, poor concentration, domestic tasks incomplete, reduced social contact in community
	On-campus: 

· Phone call to negotiate repairs to washing machine, phone book
· Planning balanced (halal) diet on a budget
· Locating local laundromat & working out public transport options to get there
	Off-campus: Community
· Visit appliance store to shop for new washing machine
· Visit shopping centre with food shopping list

· Take public transport to laundromat with load of washing

	Beth Baker
	Born 1982, female, bipolar, migraines, drug use (cigarettes, alcohol binger, marijuana), reduced social network, lives alone, lives paycheck to paycheck, unemployed.
	On-campus: 

· Shopping list & meal plan (in kitchen environment)
· Paying bills & budgeting

· Discussion about how to deal with money shortfall, alternative sources for food
	Off-campus: Community
· Visit supermarket with shopping list
· Visit post office to pay bills during busy time

· Visit local food agencies, investigate eligibility, environment, social interaction

	Richard Bell
	Born 1955, male, major depression, suicide attempts, previously 10 years in rehab, alcohol use disorder, lives alone, unemployed
	On-campus: 

· 1 minute of guided  mindfulness practice (http://www.blackdoginstitute.org.au/docs/
10.MindfulnessinEverydayLife.pdf)  
· Turn a recipe into a shopping list

· Plan a week, with appointment & exercise 
	Off-campus: Community
· Find a park bench for mindfulness practice
· Visit supermarket, price ingredients

· Visit a local pool and investigate details for costs, membership, use, etc

	Rodney Spinks
	Born 1989, male, schizophrenia, lives alone, poor domestic skills, online network, employed, keen to start own business
	On-campus: 

· Prepare for visit to laundromat: planning, transport options, sorting clothes
· First steps to establishing a business, consider aspects involved
· Prepare a sandwich and hot drink and clean up afterwards
	Off-campus: Community
· Visit laundromat, deal with anxieties & time while waiting for wash process to finish
· Visit shop & negotiate process for buying suit

· Visit supermarket, deal with crowds, hygiene and security cameras

	SF/CS Notes:


	
	

	
	
	
	


Secondary cases

	Case
	Problem
	OT focus
	SF/CS notes

	Jenny Yarden
	Schizophrenia
	Discharge after psychotic episode
	

	Lau Yashar
	Schizophrenia
	Managing without medication
	

	Mary Heath
	Schizophrenia
	Finding a new GP after moving
	

	Malcolm Clark
	Schizophrenia
	Regaining driving licence & negotiate public transport
	

	Enzo Conti
	Schizophrenia
	Eating & meals
	

	Martha Bennett
	Schizophrenia
	Using technology & internet
	

	Jane Wright
	Generalised anxiety disorder
	Getting out of the house, negotiating public transport
	

	Matthew Bailey
	Obsessive compulsive disorder
	Attending TAFE classes, managing without medication
	

	Teresa Price
	Anxiety 
	Travelling to/from work, interacting with people
	

	Jasper Ellis
	Agoraphobia 
	Attending school & meeting friends at skate park
	

	April Simpson
	Obsessive compulsive disorder
	Enrolling in preferred course, accessing services in rural area
	

	Jim Wilson
	Depression 
	Sleeping habits
	

	Madhay Singh
	Depression
	Returning to work
	


	SF/CS Notes:


	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Primary Mental Health Case: Anosha Aslani
Anosha Aslani
Contents
	Document
	Purpose
	Adjustments needed
	SF/CS notes

	Health history
	Background for all players except students
	Suburb & postcode
	

	Briefing:
Simulated patient 
	Notes for simulated patient for in-person interview & observation
	
	

	Briefing:
Ward doctor 
	Notes for doctor to be interviewed by phone
	Contact number

Appointment times
	

	Briefing:

Case worker
	Notes for specialist to be interviewed by phone
	Contact number

Appointment times
	

	Briefing:

Husband 
	Notes for husband to be interviewed by phone
	Contact number

Appointment times
	

	Activities & Props
	Description of on- and off-campus activities and props required 
	
	

	Referral form
	For distribution to students
	Address & date
	


Additional SF/CS Notes:

	

	

	

	

	

	

	

	


Anosha Aslani: Health history
Case Authors: 
Danielle Hitch, dani.hitch@gmail.com
Client Details

	Name
	Anosha Aslani

	Date of Birth
	25/11/1966

	Address
	52 Hawk Road

Insert suburb

	Health Insurance
	Yes – Family Policy

	Work Injury 

Claim Number:
	Nil


Medical / Surgical History

	Presenting Condition / 

Current Presentation


	· Diagnosed with generalised anxiety disorder 2 years ago, but experiencing acute relapse. Case managed as an outpatient by community treatment team

Current Symptoms:

· Constantly feeling tense and nervous

· Hypervigilant and reactive to mild stimuli

· Catastrophising of relatively minor issues

· Feeling irritable and unsettled

· Muscular pain, dizziness and gastrointestinal upsets

· Poor concentration

	History of 

Presenting Condition


	Diagnosed with GAD at 47yrs old, after marked deterioration in her functioning. Made a good recovery with medication and cognitive behavioural therapy, but has relapsed following recent incident of racial abuse on a train. Had ceased leaving the house, but is now doing so with the support of friends.   

	Past Medical / Surgical History


	· Pre-diabetic and currently borderline obese. Strong history of Type II diabetes in her family. Consulted with dietitian, and follows an approved diet plan to prevent the development of diabetes.

· Beginning to experience symptoms of menopause 

	Allergies
	Nil known

	Medications
	Zoloft

	Tobacco
	Occasionally smokes a hookah socially with friends, but not smoking on a regular basis

	Alcohol
	Non drinker

	Illicit Drug Use
	Denies any illicit drug use. 


Family

	Living Arrangements
	Lives with her mother, husband and three children 

	Relationship Status
	Married for 23 years to Farhad

	Children
	Two daughters – Hananeh (23) and Parisima (20). One son – Soheil (17)

	Mother
	Darya (69) – in poor health, possibly developing dementia

	Father
	Kaveh – deceased

	Siblings
	No siblings 

	Responsibilities
	Personal self-care for herself, and increasingly for her mother. All domestic duties and community tasks for the family.  


Psycho-Social

	Affect
	Somewhat shy but friendly. Often apologises for ‘saying the wrong thing’ and speech can be very hesitant. Looks tense and a little agitated, wringing her hands and making sporadic eye contact. Often needs questions repeated, due to poor concentration.  

	Activity
	Independent in all personal activities of daily living. Unable to complete domestic tasks consistently, as she becomes overwhelmingly anxious that they haven’t been ‘done right’. Reluctant to engage in community activities due to concerns about being verbally abused again. 

	Relationships
	Used to have extensive social contacts within the local Iranian community, along with some friends from other backgrounds. No longer in contact with as many people due to anxiety. Good relationship with her husband and children, although her relationship with her mother is increasingly fraught. 


Employment

	Occupation
	Not currently employed

	Employer
	Not currently employed

	Work duties
	Not currently employed


Orders / Plan

OT to consult and formulate a client centred plan to support:

· Maintenance of good physical health and healthy weight

· Reconnection with psychologist for cognitive behavioural therapy

· Improved ability to manage physical manifestations of anxiety

· Reconnection with Persian friendship group and local mosque community

· Consistent and comfortable participation in domestic and community activities

· Exploration of possible career as a piano teacher

· Return to independence in using public transport 

Anosha Aslani: Simulated Patient Briefing 
Summary

· Anosha was diagnosed with generalized anxiety disorder (GAD) two years ago by her GP, following a period of increasing withdrawal from the community. 

· Her symptoms had remitted, but returned in the past three months following an incident while using public transport. Anosha was referred to the community mental health team for more intensive input, and is now being seen on a fortnightly basis. 

Context/Presenting condition

· Diagnosed with GAD at the age of 47 (2 years ago), after a marked deterioration in her ability to function in daily activities. Anosha had always been described as an ‘anxious person’, but had never received a psychiatric diagnosis previously. 

· Anosha has been using public transport for community mobility, and caught the train two stops to visit a market approximately three weeks ago. On the return journey, she was racially abused by a couple on the train, who told her to ‘go home’ as ‘all Muslims are terrorists’. Anosha was not physically attacked during this incident, but felt very intimidated and threatened. The couple stood in the doorway and refused to let her off at her stop while they verbally abused her, meaning that she had to travel on to an unfamiliar station and find her way home from there.  

· Despite having made a good recovery from the time of her diagnosis (using both medication and cognitive behavioural therapy), this incident has contributed to a relapse in her GAD to the point where Anosha no longer leaves the house.  

Medical history

· Anosha has been physically healthy throughout her life, with her only hospital admissions associated with the birth of her three children. 

· At the time of her diagnosis, she had become very physically inactive and put on approximately 30kg of weight. Blood tests indicated that Anosha was beginning to show signs of ‘pre-diabetes’, and there is a strong history of Type II in her immediate family. She has received some education from a dietitian, and has adopted an approved diet plan to try and prevent the development of diabetes. As her mental state improved, she became more active and lost some of the weight but remains borderline obese. 

· Anosha had been taking Zoloft to treat her GAD, but had ceased medication (with her GP’s support) approximately one year ago due to her recovery. During that time, she had also undertaken cognitive behavioural therapy with her local primary mental health team, and had been able to use those strategies to good effect (although she still called herself a ‘bit of a worrier’). 

· The community mental health team has recommenced Zoloft and is the process of adjusting the dose. Anosha not been able to reconnect with the psychologist at this time. 

Current Symptoms/Function:

· Anosha’s symptoms of GAD remain moderate to severe at all times, and the team is yet to see any meaningful abatement in them. These symptoms include:

· Constantly feeling tense and nervous 

· Hypervigilant and reactive to mild stimuli (i.e. an unusual sound)

· Catastrophising of relatively minor issues

· Feeling irritable and unsettled 

· Muscular pain, dizziness and gastrointestinal upsets

· Difficulties maintaining concentration 

· Anosha is experiencing significant insomnia, saying that she finds it extremely difficult to fall asleep at night due to all the thoughts running through her head. She is also eating more than usual, hoping to ‘settle her stomach’ with heavy, starchy foods. 

Presentation: Appearance, Clothing and Props.

· Female in her late forties

· Average height / overweight

· Conservative dress with a hijab

Social history 

· Anosha is an only child, and she emigrated from Iran with her parents in the late 1970s. 

· Father was a university academic, and passed away five years ago

· Mother was a home maker, and lives with Anosha and her family. Her mother is now in her sixties and is in poor physical health – there is some question as to whether she is developing dementia. While her still tries to help around the house, the bulk of household duties are Anosha’s responsibility.  

· Married to Farhad, who was also born in Iran and migrated to Australia with his parents. They have a strong and loving marriage, and Farhad has been supportive of Anosha. He is an engineer, and is currently working long hours on an infrastructure project. 

· All three of Anosha’s children are currently living at home – Hananeh (23) is in her final year of university and studying nursing, Parisima (20) is working in childcare and Soheil (17) is currently completing Year 12. 

· Anosha feels responsible for the wellbeing of all members of her family, and expects herself to work in the home (cooking, cleaning etc.) for much of her day. She is in charge of the  family’s finances, and also does all of the shopping. These activities are of great value to Anosha, in her role as wife and mother. 

· Anosha identifies as ‘Iranian – Australian’ and the incident on the train has very much challenged her sense of belonging in the local community.

· She was formerly a regular attendee of her local mosque (with her husband), and was active in Persian friendship group. She has stopped attending this group, but members of it come to visit her regularly. While enjoying their company, she feels under great pressure to have her house immaculately clean for their visits. 

Activities of daily living including leisure and work

Current

Activities of daily living

· Anosha has the skills to complete all personal activities of daily living, but has lost the motivation to complete them consistently. She doesn’t feel like doing her hair or makeup now, as she’s ‘not going anywhere’ and doesn’t want to attract any attention to herself 

· Anosha is unable to consistently complete her domestic tasks, as she becomes extremely anxious that they have not been completed to the appropriate standard. She has started to repeat tasks several times to ‘get them right’, and takes every perceived criticism of her performance to heart. For example; her son recently said that he didn’t feel like the dinner she’d cooked. This has led  to her becoming very distressed to the point of being sick. A major stressor for her at the moment is her broken down washing machine, which she needs to get repaired. 

· Anosha continues to engage in community activities of daily living through necessity, but reports feeling terrified that someone will verbally abuse her again. She doesn’t feel safe on public transport, so her friends are currently giving her lifts and accompanying her shopping.  

Leisure/interests

· Anosha is a keen reader (in both Persian and English), and visited the local library on a weekly basis prior to this relapse. 

· She is also a talented pianist, and reports her daily practice has been a solace to her throughout her life. Her own mother also played piano, and she has taught her own children to play. 

· A shared interest with her husband is soccer, and Anosha avidly follows results across several leagues via cable TV. 

Employment

· Anosha has always been a homemaker, but has occasionally earnt additional cash for the family by taking in ironing or caring for children after school. 

· As her children have gotten older, Anosha has considered training to become a piano teacher as a part time job, but says she wouldn’t know where to start.

Transport 

· Anosha used public transport independently up until the recent incident. Her husband can drive, and they have a family car, but he often takes that to work with him. 

Home

· Anosha lives in a large double storey house in the suburbs, which houses all six members of her family. While there is sufficient space for everyone, there are also a lot of domestic duties that need to be done regularly. 

· Anosha’s house is very tidy, clean and well maintained. 

Behaviour, affect and mannerisms

· Somewhat shy but friendly woman 

· Frequently says ‘I’m sorry’ as she thinks she has said the wrong thing, and her speech is very hesitant sometimes

· Looks tense and a little agitated, wrings her hands as speaks and makes sporadic eye contact

· Often loses her train of thought and has to have questions repeated to her

General Ideas

· Anosha feels like her world has fallen apart since the train incident, as she says she no longer feels welcome outside of her family. It has led her to question her place in the Australian community, and she worries that being a homemaker ‘isn’t enough’.  

· She would like to get back on top of her household duties, as they are so central to her identify and self-worth. Anosha also wants to return to cognitive behavioural therapy, but is worried the psychologist will think she is a ‘failure’ for having a relapse

· Anosha recognizes that her life roles are changing as her children become more independent, although she is also transitioning into the role of carer for her mother. She would like support to recover from this episode of her GAD, and make these transitions successfully. 

Concerns

· Anosha is worried about all of her current physical symptoms, and while she knows they can be a part of anxiety she can’t help but think it could be something serious (like cancer).

· She worries that her family now think less of her, and says her children are complaining that they have to do things that she did for them before. While her husband is supportive, he has also been a little impatient with her recently 

· Anosha wants to regain her sense of safety and acceptance in the local community, but is worried this has now gone forever

Expectations 

· To reconnect with cognitive behavioural therapy in some form, given that it worked so well in the past

· To re-establish domestic activities of daily living, to a standard that satisfied Anosha

· To explore options around the transition from being a full time mother to the next phase in her life

Key Stakeholders

Paul Peterson  – Case Manager (Nurse)

Farhad Aslani  – Husband

Dr. Hazem Muhammed – GP (Has known Anosha for a long time)

Anosha Aslani: Ward Doctor Briefing
1. Title

Name:  

Dr. Hazem Mohammed

Position:
GP

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are a GP in a community bulk billing clinic, and have treated Anosha Aslani for almost 20 years. 

You are being interviewed today by second-year Occupational Therapy students who have been asked to develop an intervention plan for Anosha Aslani. Anosha is 49 years old, and has recently had a relapse of her generalised anxiety disorder leading to substantial social isolation and withdrawal from usual activities. 

The nature of the interview today is for the students to gain a perspective of how Anosha had been participating prior to and at the time of her current relapse, and to gain some feedback on the proposed intervention plan. 

3. Learning objectives 

· Establish rapport and effectively elicit required information from the GP
· Communicate with the GP in an appropriately professional manner
4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of finding out how Anosha had been participating prior to and at the time of her current relapse, and to gain some feedback on the proposed intervention plan.

5. Setting

· You are in a community bulk billing clinic, and are between patients. You time to speak is therefore quite brief. 
Specifically for the simulated person

6. Affect/behaviours

· You arrived in Australia in the same year as Anosha’s parents, and feel very compassionate towards the struggles faced by immigrants (no matter how long they have been in Australia)
· You are informative but business like due to the time restrictions on the call
· You express some ambivalence about the usefulness of occupational therapy for Anosha, as you are strongly in favour of her returning to psychology
7. Opening lines/questions/prompts

· “I may be an old GP, but I keep up with developments in mental health because it’s a huge issue for anyone who has taken the risk of leaving their homeland”
·  “I appreciate your work with Anosha, but the best thing for her will be to return to psychology”
·  “Please keep me fully informed of your work with her, and I would appreciate regular written reports”
8. GP’s ideas, concerns and expectations of the interaction

Ideas

· Believes Anosha is capable of making a full recovery, mainly based on medication and psychology

· Aware of Anosha’s mothers health problems, and is ‘working with the family’ to get them to the point of agreeing to an ACAT assessment
· Isn’t adverse to occupational therapy, but views it as an ‘added extra’ rather than key to Anosha’s treatment. He is also confused about the role of occupational therapy, as he’s only contact to date has been to refer for equipment provision. 

Concerns

· Worried that Anosha has had a relapse, as there will always be life events which could potentially precipitate further relapses

· Concerned that her current lack of access to the psychologist will delay her recovery 

· Unhappy with the amount of communication between himself and the community mental health team, which he feels has been inadequate. 

Expectations

· Expects Anosha to make a good recovery, but believes it will take her longer to achieve this than last time

· Wants to be keep informed of all treatment Anosha is receiving on an (at least) fortnightly basis, as he sees himself in a gatekeeping role. 

9. Patient’s history of the problem

Anosha has been using public transport for community mobility, and caught the train two stops to visit a market approximately three weeks ago. On the return journey, she was racially abused by a couple on the train, who told her to ‘go home’ as ‘all Muslims are terrorists’. Anosha was not physically attacked during this incident, but felt very intimidated and threatened. The couple stood in the doorway and refused to let her off at her stop while they verbally abused her, meaning that she had to travel on to an unfamiliar station and find her way home from there. As a result of this incident, she has experienced a relapse of her generalised anxiety disorder, to the point where she is no longer leaving her house. Currently, Anosha is easily distressed and spends much of her time ruminating about all the things she is going wrong at home. 
10. Patient’s past medical history

· GP has a detailed history of Anosha’s past medical history, and is able to recount this succinctly during the call
11. Patient’s family history

· GP also has a detailed history of her family history. He reports her father was somewhat ‘high strung’, and had sought treatment for depression at several points since his arrival in Australia. This was managed by medication only. 
12. Patient’s social information (work, lifestyle, habits)

· GP is aware of Anosha’s enactment of her housewife role, which he states is both culturally and generationally appropriate. 
· Expresses doubts that Anosha will move into a paid employment role, but on reflection considers this could be very positive for her overall wellbeing. 
· Discloses that Anosha has always visited him frequently for relatively minor complaints, but reports he has always been able to manage this with her by addressing her questions and providing reassurance. 
13. Considerations in playing this role including wardrobe, makeup and challenges:

· Very focused on the conversation, and keeps answers brief and to the point. 
Anosha Aslani: Case Manager Briefing Notes
1. Title

Name:  

Paul Peterson

Position:
Case Manager

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are a case manager, and you also a qualified psychiatric nurse. You are supporting of the referral from the inpatient occupational therapist for specialist assessment and support. 

You are being interviewed today by second-year Occupational Therapy students who have been asked to develop an intervention plan for one of your patients Anosha Aslani. Anosha is 49 years old, and has recently had a relapse of her generalised anxiety disorder leading to substantial social isolation and withdrawal from usual activities. 

The nature of the interview today is for the students to get a handover about Anosha’s recovery to date, and your perspective on the provisional intervention plan. 

3. Learning objectives 

· Establish rapport and effectively elicit required information from the health professional
· Communicate with the case manager in an appropriately professional manner
4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of obtaining a handover about Anosha Aslani’s recovery to date, and feedback about the proposed intervention plan
5. Setting

· You are in the office on a usual workday, and are feelings a little pushed for time due to several other tasks you need to complete before the close of business. 
Specifically for the simulated person

6. Affect/behaviours

· Very calm and considered manner of speaking – you provide a lot of detail
· Very happy that Anosha will be seen by occupational therapy, as you believe her functional problems are having the most impact on her sense of self at present
· Politely but firmly tell the callers that you have limited time for the call, and set a time by which you need to conclude. 
7. Opening lines/questions/prompts

· “Thanks for calling. I’m really pleased to hear that Anosha will be getting some OT at this point”
· “If Anosha could return to being the sort of the wife, daughter and mother she wants to be, I think we’d be 90% there”
· “Anosha really need to make some more connections outside of home – those four walls must be pressing in on her”
8. Case Manager’s ideas, concerns and expectations of the interaction

Ideas

· Has worked with Anosha since her initial diagnosis, and knows that the family is supportive (although they don’t always know how to best help her)

· Unsure of how to overcome the source of Anosha’s anxiety, given that there’s no guarantee she won’t encounter racism again 
· Believes that Anosha holds herself to unrealistic standards in many areas of her life, and keen to recommence CBT as this challenged her beliefs successfully in the future

· A little dubious of Anosha’s ability to gain work as a piano teacher, given that she has been outside of the workforce for over 20 years

· Feels that her husband is key to her access appropriate family support, but advises he can be very difficult to speak to due to his work commitments. 

· Believes that getting Anosha comfortable using public transport again will be key to her recovery and community participation

Concerns

· Worries that Anosha has now had two serious relapses in two years, and that the latest incident may have ‘undone’ her previous recovery and left her with less hope

· Concerned that her growing role as her mother’s carer is unsustainable, and wonders if occupational therapy could discuss her getting services to support

· Most of Anosha’s social group are Persian or members of the local mosque. While they provide her with good support, Paul wonders whether a wider social circle could be beneficial. 

· Knows Anosha has not been smoking a hookah at home, and is keen for her not to return to this habit due to health concerns

Expectations

· Anosha could make another full recovery from this episode if she uses the effective strategies she developed last time

· However, she has new stressors to cope with now and is undergoing a significant life transition. This may extend the time she needs to recover. 

9. Patient’s history of the problem

Anosha has been using public transport for community mobility, and caught the train two stops to visit a market approximately three weeks ago. On the return journey, she was racially abused by a couple on the train, who told her to ‘go home’ as ‘all Muslims are terrorists’. Anosha was not physically attacked during this incident, but felt very intimidated and threatened. The couple stood in the doorway and refused to let her off at her stop while they verbally abused her, meaning that she had to travel on to an unfamiliar station and find her way home from there. As a result of this incident, she has experienced a relapse of her generalised anxiety disorder, to the point where she is no longer leaving her house. Currently, Anosha is easily distressed and spends much of her time ruminating about all the things she is going wrong at home. 
10. Patient’s past medical history

· Only prior hospital admissions associated with the birth of her three children. 

· Anosha is borderline obese, and has been assessed as ‘pre-diabetic’ in the past. She tends to put on weight during times of relapse, due to decreased activity and increased eating. 

· Anosha currently taking Zoloft and is very compliant. However, she is not able to reconnect with her psychologist for cognitive behavioural therapy as she had done during her past relapse. 

11. Patient’s family history

· Mother lives with the family and is currently in poor general health. There is some query as to whether Anosha’s mother has the early signs of dementia, but this has not been confirmed. 
12. Patient’s social information (work, lifestyle, habits)

· Lives with her mother, husband and three children. Her youngest child is still in high school, but her eldest two are working or at university. She is a housewife, and undertakes all domestic tasks for the family. 
· Currently unemployed. Anosha is considering starting a career as a piano teacher, but is unsure how to proceed with this as she has been out of the workforce for more than 20 years and has no formal qualification.  
· Anosha was formerly a regular attendee of her local mosque (with her husband), and was active in a Persian friendship group. She has stopped attending this group, but members of it come to visit her regularly. While enjoying their company, she feels under great pressure to have her house immaculately clean for their visits. Anosha has no social contact outside of the family home at present. 

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A
Anosha Aslani:  Husband Briefing Notes
1. Title

Name:  

Farhad Aslani

Position:
Husband

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the husband of Anosha, and you share three children together. You also live with Anosha’s mother, which has been a long term arrangement.

You are being interviewed today by second-year Occupational Therapy students who have been asked to develop an intervention plan for your wish Anosha Aslani. Anosha is 49 years old, and has recently had a relapse of her generalised anxiety disorder leading to substantial social isolation and withdrawal from usual activities. 

The nature of the interview today is for the students to gain a perspective of how Anosha has been since her relapse began two weeks ago, and your perspective on the provisional intervention plan. 

3. Learning objectives 

· Establish rapport and effectively elicit required information from a family member
· Communicate with the family member in an appropriately professional manner
4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of finding out more about Anosha Aslani’s family supports, and feedback about the proposed intervention plan
5. Setting

· You are at work, and your company frowns on personal calls during working hours
Specifically for the simulated person

6. Affect/behaviours

· You are very keen to have your wife back to full health as soon as possible. 
· Glad to hear that Anosha is getting some assistance, but you’ve never heard of occupational therapy before
· You reiterate throughout the interview that the family depends on Anosha, and that her latest relapse is having a very significant effect on everyone
7. Opening lines/questions/prompts

· “Occupational therapist – are you going to find Anosha a job?”
· “She is the centre, the very heart, of our family. When she is not well, we all suffer”
· “When will she be able to keep up with the housework and looking after us – I don’t have time to do all that because I’m working full time”
8. Husband’s ideas, concerns and expectations of the interaction

Ideas

· Thinks it would be a good idea for Anosha to explore becoming a piano teacher, but only if it doesn’t impact on her ability to care for the family and complete her home duties

· Very, very angry that Anosha was subjected to racial vilification, and doesn’t feel that the police took the incident very seriously
· Believes that occupational therapy is just the right fit for what Anosha needs, and wonders why it hasn’t been offered in the past

· Would also like Anosha to have a full medical examination as he is worried that her physical symptoms are a sign of an underlying disease

· Wants to know if there’s anywhere he could get more information about anxiety disorders, as he acknowledges he doesn’t know much about them

Concerns

· Worried that Anosha cannot cope with supporting her mother (on top of all her other duties), but doesn’t know what could be done about that 

· Anosha has also withdrawn from their relationship in recent weeks, and Farhad expresses concerns about impact this is having on their previously close and loving marriage

· Farhad is also concerned about the impact of Anosha’s current behaviour on his children. On the surface they don’t seem to be too worried, but he doesn’t think this really reflects their feelings (particularly in regards to his son). 

· Worried that incidents of racial vilification are only likely to become more frequent, and feels powerless to protect his family against such discrimination.  

Expectations

· Thinks Anosha will probably get better, but isn’t completely confident that she will recover as well as she did last time

· Expects Anosha to assume all of her previous roles and tasks independently relatively quickly, as he can see no alternative way for them to be completed. 

9. Patient’s history of the problem

Anosha has been using public transport for community mobility, and caught the train two stops to visit a market approximately three weeks ago. On the return journey, she was racially abused by a couple on the train, who told her to ‘go home’ as ‘all Muslims are terrorists’. Anosha was not physically attacked during this incident, but felt very intimidated and threatened. The couple stood in the doorway and refused to let her off at her stop while they verbally abused her, meaning that she had to travel on to an unfamiliar station and find her way home from there. As a result of this incident, she has experienced a relapse of her generalised anxiety disorder, to the point where she is no longer leaving her house. Currently, Anosha is easily distressed and spends much of her time ruminating about all the things she is going wrong at home. 
10. Patient’s past medical history

· Is aware that Anosha’s weight has fluctuated more in the past three years, but puts this down to ‘her time of life’. Doesn’t see this as a problem or issue. 

· Farhad reminds Anosha to take her medication regularly, as she often forgets as she is worried about other things. He believes the medication makes a huge difference to the way she manages her anxiety, and is supportive of her continuing on this regime. 

· Reports that Anosha became ‘very stressed’ after the birth of each of her children, but this only lasted a few months (when they were newborns) and then abated as they got older. He notes, however, that this occurred with every pregnancy. 

11. Patient’s family history

· Farhad believes Anosha’s mother is developing dementia, but acknowledges this has not been formally diagnosed
· Anosha’s father died of lung cancer, after a life time of regular smoking. While incredibly stressful, the gradual nature of his final illness allowed for all members of the family to adjust. 
12. Patient’s social information (work, lifestyle, habits)

· Farhad reports Anosha has treated her role as a housewife as her full time occupation, rising early in the morning and keeping busy all day. She is tremendously house proud, and keeps the home environment very tidy at all times.  
· Farhad describes Anosha as a ‘sociable’ person, and reflects that she was previously very active in a range of social groups at mosque and linked to the local Persian community. Her special interest has always been music, and she has previously fundraised to get instruments into local schools. 
· Anosha had been attending the local mosque several times a week, but has not been at all for over three weeks now. 

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A
Anosha Aslani: OT Activities & Props
Sub groups

	
	Observed tasks in university setting

With patient 


	Activities in a shopping centre
Without patient
(Note: students can complete multiple activities if time permits)

	Group A
	Phone call to arrange repairs to her washing machine. The person who would fix the washing machine is male and can only attend during business hours when Anosha’s husband is away. It also turns out that it’s not worth fixing the washing machine as it would cost almost as much as the purchase of a new washing machine. 
	Visit to an appliance store (like Harvey Norman) to choose a new washing machine

	Group B
	Planning a balanced weekly diet for the family around her pre-diabetic dietary requirements, her family’s nutritional needs in cultural context
	Visit shopping centre with shopping list that meets dietary requirements

	Group C
	Locating a local laundromat and working out how to get there by public transport with a load of washing 
	Take public transport to the laundromat with a load of washing


Group A

	On campus requirements

Anosha’s washing machine has broken down and she needs to arrange for a repair man to visit the house. She hasn’t been able to get a recommendation from anyone, so she is using the phone book. 

· Phone book

· Phone (with speaker)

· Pen and paper (to get a couple of quotes)


	Off campus requirements

Visit to an appliance store, as her washing machine turned out to be irreparable. Aspects to consider include:

· How will Anosha interact with the sales people – what sort of conversation will occur?

· What aspects of the environment will enable her to remain on task and what could be potentially distracting or distressing?

· What preparation might Anosha do before going to the store?

· What could you do as an OT to support Anosha make a big purchase like this?


Group B

	On campus requirements

Anosha needs to plan a balanced weekly diet for the family, which meets her pre-diabetic requirements, individual preferences and cultural requirements (i.e. halal compliance). Due to the need to purchase a new washing machine, her budget is a little tighter than usual. 

· Meal planner

· Pen / paper for shopping list

· Catalogues (including coupons)
	Off campus requirements

Visit to a local shopping centre to purchase the items on the shopping list. Aspects to consider include:

· How much social interaction will Anosha need to negotiate to buy her items?

· What aspects of the environment will enable her to remain on task and what could be potentially distracting or distressing?

· How will Anosha transport her items once purchased, if she can’t get a lift with her friends?

· What will Anosha do if certain items have sold out or are unavailable?

· What could you do as an OT to support Anosha complete her shopping successfully?


Group C

	On campus requirements

Anosha must wait a week for a new washing machine to be delivered, but still needs to get the family’s laundry done. She has never had to use a Laundromat before, and needs to locate one that can be reached by public transport. 

· Computer with internet access 

· Search engines (Google / Where is)


	Off campus requirements

Visit to a Laundromat with a load of washing using public transport. Aspects to consider include:

· How will Anosha negotiate doing her washing at the laundromat – what does she need to complete this task?

· What aspects of the environment will enable her to remain on task and what could be potentially distracting or distressing?

· How will Anosha deal with waiting for her laundry (or can she do something else in the meantime)?

· What could you do as an OT to support Anosha use this facility?




	[image: image1.png]“‘ HEALTH ENHANCE
‘ OCCUPATIONAL THERAPY




Occupational Therapy 

Referral Form
	Surname:      Aslani
Given Name:    Anosha         DOB:  25/11/1966               Sex: F

Address:  52 Hawk Road, Insert suburb



	Referred from
	  Sarah Brown (inpatient OT)
	Referred to
	Shelly Marks (Community OT)

	Interpreter Required:  Yes   ☐          No  ☒           Language: English

	[image: image34]Diagnosis:  Generalised Anxiety Disorder, pre-diabetic (following dietitian prescribed diet)

	Social Situation:  Lives with five members of her family (her mother, husband and three children). 

	 Detached suburban home, with five bedrooms on a large block. 

	Home Assessment Completed: Yes  ☐        No   ☐           Required   ☐      

	Equipment Provided:  Not applicable

	

	Current Occupational Performance

	PADLS:  Independent, but currently lacking the motivation to complete them consistently. 

	

	DADLS: Unable to complete consistently, as she feels anxious that they haven’t been done to the 

	appropriate standard. Repeats tasks several times to ‘get them right’, and very distressed by any 

	(real or perceived) criticism. 

	Mobility/Transfers (Including Aid): Independent with no mobility aids

	Referral Goals

	1) Improved ability to manage physical manifestations of anxiety

	2) Reconnection with community supports (i.e. Persian friendship group and mosque)

	3) Consistent and comfortable participation in domestic and community activities

	  4) Return to independent use of public transport

	Therapist: 

S. Brown
	Date: 

	Consent Obtained:     Yes   ☒        No   ☐          
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Primary Mental Health Case: Beth Baker
Beth Baker
Contents
	Document
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Beth Baker: Health history
Case Authors: 
Danielle Hitch, dani.hitch@gmail.com
Client Details

	Name
	Elizabeth Baker

	Date of Birth
	08/07/1982

	Address
	7/219 Caldwell Street

Insert suburb

	Health Insurance
	Nil

	Work Injury 

Claim Number:
	Nil


Medical / Surgical History

	Presenting Condition / 

Current Presentation


	· Diagnosed with bipolar disorder (Type 1) 10 years ago, when she was aged 23yo. Case managed as an outpatient by community treatment team

Current Symptoms:

· Marked irritability about relatively minor issues

· Overly optimistic about own skills and abilities

· Slightly pressured speech

· Easily distracted with poor concentration

· Poor impulse control

	History of 

Presenting Condition


	Two episodes of depression in late teens /early 20s, and diagnosed with bipolar disorder at 23 years old following first episode of mania. Came to police attention this episode after causing damage to a street full of cars (she jumped on them while ‘having fun’). Police conveyed her to ED, and there followed a three-week inpatient psychiatric admission. Has regained some insight into her mental state, and is engaging in daily visits from her treating team. 

	Past Medical / Surgical History


	· Classic migraines since puberty. Fortnightly occurrence. Takes painkillers during episodes but not on long term preventative medication. 

· Seasonal hay fever and uticaria. Controlled by antihistamines. 

	Allergies
	Nil known

	Medications
	Lithium & Seropax

	Tobacco
	Smokes roll your owns cigarettes – Approximately 20 per day

	Alcohol
	Regular use of alcohol since late teens, generally in a binge pattern. Two previous ED admissions due to acute intoxication (8 years ago, and 2 years ago)

	Illicit Drug Use
	Smokes marijuana on a social basis. Reports she would more often if she could afford to. 


Family

	Living Arrangements
	Lives alone in public housing bedsit. Australian citizen. 

	Relationship Status
	Single, previously in several long term relationships

	Children
	Nil

	Mother
	Louisa (56) – long history of being ‘nervous’ but no formal diagnosis

	Father
	Alex (65) – in good health

	Siblings
	Two Brother - James (37) and William (35). One sister - Kelly (30). Eight nieces and nephews, ranging from 10 years old to newborn. 

	Responsibilities
	Personal self-care, domestic duties, shopping and financial management. 


Psycho-Social

	Affect
	Very intense eye contact, and frequently makes physical contact with the person she’s talking to. Emotionally warm and animated, but fidgeting and often shifting position. Expresses some irritation at times, but this quickly resolves. 

	Activity
	Independent in all personal activities of daily living. Completing domestic tasks sporadically – she has the skills to do them but cannot always maintain concentration. Dependent on others for help with community activities such as shopping and banking, which she currently finds overwhelming.  Often requires help to make ends meet, as she frequently runs out of money prior to her next pay. 

	Relationships
	Used to have extensive social network, but this has reduced following her recent admission. Keen to re-connect with friends and possibly find a new partner going forward. 


Employment

	Occupation
	Not currently employed

	Employer
	Not currently employed

	Work duties
	Not currently employed


Orders / Plan

OT to consult and formulate a client centred plan to support:

· Improved sleep hygiene and balanced patterns of activity/rest

· Consistent completion of domestic activities of daily living

· Regained independence in community activities such as banking and shopping

· Increase social inclusion in the local community and contact with social network. 

· Re-commence attendance at voluntary arts project

· Explore possibilities for employment in the arts sector

· Improve money management skills in the longer term

· Improve her understand of her bipolar disorder and formulate a wellness and recovery plan

· Improved security in her current accommodation 

Beth Baker: Simulated Patient Briefing 
Summary

· Beth was diagnosed with bipolar disorder (Type 1) ten years ago, and has experienced episodes of both low mood (depression) and elevated mood (mania) throughout the past decade. 

· She was recently admitted to the inpatient psychiatric unit at the local hospital during an episode of mania. On this occasion Beth was brought to the emergency department by the police.  Beth was discharged two weeks ago, and is now being supported by the community mental health team. 

Context/Presenting condition

·  Diagnosed with bipolar disorder at the age of 23, after experiencing her first episode of mania. Prior to her diagnosis, Beth had also experienced two  episodes of depression. 

· Came to the attention of police when she jumped on parked cars along both sides of a suburban street, causing considerable damage (dented roofs and smashed windows). When asked why she was behaving this way, she said she was just having fun and she would buy everyone a replacement car. Police took her to the local emergency department, and she was admitted to an inpatient psychiatric unit from there. 

· Beth remained in hospital for three weeks until her mood stabilised. While she is still experiencing elevated mood, she has regained some insight into her mental state and wants to recover. The community team is currently visiting her on a daily basis, to monitor medication/mental state and support her re-engagement with daily activities. 

Medical history

· Beth has experienced classic migraines since puberty, and experienced them on a fortnightly basis. These migraines leave her incapacitated for around 24 hours as she must lie in a darkened and quiet room to gain relief. 

· Beth experiences seasonal hay fever and uticaria (hives), but both are well controlled with antihistamines

· Beth has regularly used alcohol since her late teens, saying it makes it ‘easier to talk to people’ and makes her generally feel better. She tends to drink in a binge pattern, and has had two emergency department admissions in the past due to acute intoxication (one eight years ago, and one two years ago). 

· Beth has been on Lithium long term to stabilize her mood, but tends to stop medication at times of both lowered and elevated mood. During her current relapse, she ceased her medication approximately one month prior to admission, because she was feeling ‘really, really good’.  Her Lithium was re-started during her recent admission, and she is also currently taking Seropax (a benzodiazepine) to address her symptoms of mania. This last medication is being reduced and the plan is to cease it within the next month, as this is only used in the acute phase of her illness 

Current Symptoms/Function:

· Beth’s symptoms of mania have abated since her admission, but they remain present in a mild to moderate form. These symptoms include:
· Feeling irritable about relatively minor problems or obstacles
· Unrealistic beliefs about her skills and abilities  (overly optimistic)
· Slightly pressured speech, and tendency to interrupt others
· Easily distracted and poor concentration
· Impulsive and can’t always recognize minor risks or potential issues 
· Beth’s sleep has improved, but she is still only managing 5 hours per night on average. This is less than she needs, so fatigue is also impacting on her mental state 

Presentation: Appearance, Clothing and Props.

· Female in her early – mid 30s

· Average height / weight

· Brightly coloured clothes and lots of jewellery (?coloured hair)

· Strong make up 

Social history 

· Youngest of four children. Older brothers (James & William) and older sister (Kelly). Mother and father still live on the farm in the Wimmera where Beth grew up, approximately five hours from Melbourne. 

· Father, Alex, still works full time on family farm, and is in good health

· Mother, Louisa, has long history of being ‘nervous’ (although no formal diagnosis), and spends all of her time at the farm. 

· James works with  his father, Alex , and is set to take over the farm in the coming year  when Alex retires. 

· William is the local vet in their hometown, and married with three children

· Kelly is married to another local farmer, and has five young children. 

· Beth reports always feeling like an ‘outsider’ and a ‘rebel’, and described a lot of tension between herself and her father when they were growing up. She got along better with her mother, but says ‘mum always had issues of her own’. 

· James and William have ‘disowned’ Beth as they consider her to be ‘an embarrassment to the family’. However, she regularly communicates with Kelly via Skype and has stayed with her sister and her family during trips home. 

· Beth has been in several long term relationships, but is currently single. She reports feeling happy being single, and has no wish to marry or have children in the longer term. 

· Beth has a strong interest in art, particularly visual mediums such as screen printing and other forms of textiles. She originally came to the city to study fashion and design, and has worked (mostly on a freelance basis) in the arts community since graduating. Beth very much enjoys her work, although it doesn’t give her the financial stability she would like. 

· Beth has come to the attention of police in each of her four manic episodes to date, due to her erratic behaviour during these times. Charges have been bought against her in the past for criminal damage, fraud (via use of stolen credit cards), public drunkenness and affray. However, in each case, the courts have chosen to dismiss charges when told of her mental ill health. 

Activities of daily living including leisure and work

Current

Activities of daily living

· Beth is independently completing all personal activities of daily living, and is particularly interested in maintaining her appearance and grooming. 

· Beth’s participation in domestic activities of daily living is variable, as she completes all required tasks some days, but none at all on other days. 

· Beth is struggling to participate in community activities of daily living, as she is irritated by having to deal with other people and finds shopping, banking etc. quite overwhelming and tiring at present. 

Leisure/interests

· Beth is keenly interested in all forms of the arts, and spends her weekends visiting galleries, and catching gigs and performances

· She also enjoys getting out into nature, and bushwalks on trails around the city outskirts whenever she has the chance

· Beth is keenly interested in current affairs, and has passionate views about refugees and migration

Employment

· Beth is currently unemployed, and claiming Disability Support Pension. 

· She had been participating in a voluntary arts project with new arrivals to Australia up until one month ago, but stopped attending when her mental state deteriorated

Transport 

· Beth does not own a car on ideological grounds, and is mobile using public transport and her bicycle only. 

Home

· Beth lives in a bedsit apartment in an inner suburb of Melbourne. The apartment is part of large, older house, and there are several other co-tenants. She has access to a small kitchenette in her room, but no air conditioning or heating. There is a shared bathroom down the hall. 

· Her apartment is full to the brim with her belongings, with just a single small path from the door to her bed and the kitchenette, through boxes and piles. Despite the clutter, it is a very colourful and clean space, and Beth has often expressed happiness about having ‘a place of her own’. 

Behaviour, affect and mannerisms

· Very intense eye contact, and often reaches out to touch the person she’s talking to (i.e. hand on hand, pat on shoulder)

· Rapid speech but able to stop long enough for some interaction in conversation. Starts speaking before others have spoken and doesn’t always listen to questions – tends to go off on tangents. 

· Emotionally warm and animated 

· Fidgety and shifts position regularly, paces/sways a little when standing

General Ideas

· Beth recognizes that she’s been ‘unwell’ recently and wants to get better. However, she has some ambivalence about her recovery, as she believes her mania makes her more creative and productive. 

· She would like to get back into the workforce to gain more financial resources, as financial security is very important to her. Beth would also like to be more skilled in managing  her money, and put some safeguards in place so she doesn’t ‘lose it’ when becomes unwell. 

· Beth feels somewhat isolated at present, as she lost track of (and alienated) many friends and acquaintances during her recent episode of mania. She would like to make more friends and ‘get out in my community’ more. She recognizes that without local family, she doesn’t have easy access to support in the community

Concerns

· Beth is worried about possible legal consequences from her most recent contact with the police

· She doesn’t feel confident about finding the sort of work she is most passionate about, but is unsure of what else she would like to do. 

· Lives alone in a small housing department bedsit. Beth feels a little unsettled in her current accommodation, as several new tenants have arrived that have serious substance use issues. This leaves her feeling unsafe (particularly at night), but she doesn’t want to have to leave ‘her place’. 

· She says she thought she would ‘outgrow’ her mania by now, and doesn’t understand why she keeps having episodes

Expectations 

· To reconnect with friends and community connections to decrease feelings of isolation

· To find employment in the creative arts field

· To learn more about what ‘triggers’ her episodes of both depression and mania, and try to put in some preventative measures

· To feel safe and secure in her accommodation

Key Stakeholders

Abby Richards– Case Manager (OT)

Kelly Smith – Sister

Dr. Nisha Singh – GP (Has known Beth for a long time)

Zelda Jamieson – Project worker at Arts Project (Has already contacted Beth and asked her to return)

Beth Baker: Arts Project Manager Briefing
1. Title

Name:  

Zelda Jamieson

Position:
Arts Project Worker

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are a project worker at a community arts project for new arrivals to Australia. You know Beth from her previous voluntary work at the project, and you are very keen for her to return. 

You are being interviewed today by second-year Occupational Therapy students who have been asked to develop an intervention plan for Beth Baker. Beth is 33 years old, and has recently returned to living in the community after an acute admission for mania (in the context of Type 1 bipolar disorder). 

The nature of the interview today is for the students to gain a perspective of how Beth used to participate as a volunteer worker, and assess what would need to be put in place to enable this to re-commence. 

3. Learning objectives 

· Establish rapport and effectively elicit required information from a community worker
· Communicate with the community worker in an appropriately professional manner
4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of finding out how Beth used to participate as a volunteer worker, and assess what would need to be put in place to enable this to re-commence. 

5. Setting

· You are at a community centre, and have just left a very successful session with new arrivals to Australia. You are phoning from your office, and keep being interrupted by people wanting to speak to you and ask where materials are. 
Specifically for the simulated person

6. Affect/behaviours

· You are a gregarious, outgoing person who is very keen to talk about the program you lead
· You’re extremely keen to get Beth back into her volunteer role, and can’t think of any barriers which might get in the way
· You are a little irritated by the gradual return suggested by the caller, and get a little defensive on Beth’s behalf (as you believe the service may be holder her back). 
7. Opening lines/questions/prompts

· “We can’t wait to have Beth back – she’s the life and soul of our group”
· “Why can’t she just come back to her old hours right from the start – she’s a grown woman you know, she can look after herself”
· “Whatever’s happening for Beth, I can handle it”
8. Project Worker’s ideas, concerns and expectations of the interaction

Ideas

· Wants Beth to return to her previous volunteer hours (3 days a week for 2 hours a day) immediately

· Doesn’t see any barriers to Beth’s return to the role – doesn’t have a lot of information about her current state and isn’t aware she was in hospital for some time
· Feels sceptical about the usefulness of mental health services, and expresses the opinion that they hold people back from achieving what they want from life

· Very keen to take Beth ‘under her wing’ as she knows how to work with creative people and believes she has a lot of skill in this area

Concerns

· Worried that Beth is being ‘held back’ inappropriately from returning by other people’s concerns 

· Beth has told her she is on medication, and Zelda is concerned that will dampen her creativity and lead her to be overly sedated

· Unsure what to tell the participants in the group, who have missed Beth and are asking about her

· Doesn’t want to give up Beth’s place as a volunteer to someone else, if she takes a long time to ‘get back up to speed’.

Expectations

· Expects Beth to step back into her role immediately, and participate at her previous level from the start

· Believes Beth will be very keen to continue in her volunteer role indefinitely, as she seems to get so much from it. 

9. Patient’s history of the problem

Beth came to the attention of police when she jumped on parked cars along both sides of a suburban street, causing considerable damage (dented roofs and smashed windows). When asked why she was behaving this way, she said she was just having fun and she would buy everyone a replacement car. Police took her to the local emergency department, and she was admitted to an inpatient psychiatric unit from there. Beth remained in hospital for three weeks until her mood stabilised. While she is still experiencing elevated mood, she has regained some insight into her mental state and wants to recover. The community team is currently visiting her on a daily basis, to monitor medication/mental state and support her re-engagement with daily activities.

10. Patient’s past medical history

· Beth has mental health issues, but Zelda questions how much of this is just due to her creative temperament
· Zelda has no other knowledge of Beth’s medical history
11. Patient’s family history

· Zelda has no knowledge of Beth’s family history
12. Patient’s social information (work, lifestyle, habits)

· Zelda was seeking Beth several times a week when she was volunteering, but hasn’t seen her face to face for over three months. She is aware that she has also been isolated from other staff at the community centre, but assumes she’s been in contact with her family and other friends. 
· Believes that Beth has a lot of creative talent, but hasn’t considered that she may wish to have paid employment in the area. 
· Would like to involve Beth in more of the activities of the community centre, but only on a voluntary basis. 
13. Considerations in playing this role including wardrobe, makeup and challenges:

Very exuberant and talkative, particularly when discussing the great outcomes from her arts project. Zelda doesn’t always pick up when others are trying to ask her a question or re-enter the conversation. 

Beth Baker: Case Manager Briefing Notes
1. Title

Name:  

Abby Richards

Position:
Case Manager

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are a case manager, and you are also a qualified occupational therapist. As you are not employed in a discipline specific role, you p to an occupational therapist for specialist assessment and support. 

You are being interviewed today by second-year Occupational Therapy students who have been asked to develop an intervention plan for one of your patients Elizabeth (Beth) Baker. Beth is 33 years old, and has recently returned to living in the community after an acute admission for mania (in the context of Type 1 bipolar disorder). 

The nature of the interview today is for the students to get a handover about Beth’s recovery to date, and your perspective on the provisional intervention plan. 

3. Learning objectives 

· Establish rapport and effectively elicit required information from the health professional
· Communicate with the case manager in an appropriately professional manner
4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of obtaining a handover about Beth Baker’s recovery to date, and feedback about the proposed intervention plan
5. Setting

· You are on ‘duty’ and have just returned from an intake assessment which ended in the patient becoming verbally (but not physically) aggressive. You still feel a little shaken by earlier events
Specifically for the simulated person

6. Affect/behaviours

· A little disorganised and flustered – need questions repeated a couple of times
· Happy that Beth will be seen by occupational therapy, and you disclose that you are also an occupational therapist
· Distracted towards the end by a colleague coming into your office and asking for you to return to the intake room
7. Opening lines/questions/prompts

· “Thanks for calling. So you want to speak about Rosie…. oh no, sorry…. umm Beth, is that right?”
· “I know Beth wants to find work, but do you think that’s really the top priority at the moment?”
· “Beth seems really committed to knowing more about her early warning signs and what to do about them this time, which gives me hope”
8. Case Manager’s ideas, concerns and expectations of the interaction

Ideas

· Worked with Beth following her last relapse, but found her a bit unreliable in terms of following up on interventions

· Not convinced that Beth is ready to seek employment, and highlights that her accommodation concerns are more of a priority (in your opinion)
· Would also like OT to focus on building her financial skills, and you often have to arrange food parcels or free meals for her at short notice because she has run out of money 

· Very keen for Beth to return to her voluntary work with the Arts program, as this was very supportive of her recovery in the past

· Asks which functional assessments have been carried out to formulate the draft intervention plan, and seeking a full report of these for Beth's records

· Knows that Beth is concerned about the possible legal consequences from her most recent contact with the police, but asks students to reassure her that it is all in hand

Concerns

· Worried that Beth is very socially isolated at the moment, which exacerbates both her loneliness and vulnerability

· Concerns that the proposed intervention plan may push Beth too far, too fast and doesn’t want to lose the positive momentum she feels has built in recent weeks

· Sees an opportunity for psychoeducation with Beth around her condition, but wants to ensure all workers are providing her with consistent information 

· Unsure of Beth’s current alcohol use – thought she may be slightly inebriated when she last saw her, but couldn’t be sure. 

Expectations

· Beth will have further episodes of both depression and mania in the future, but she will be able to enact a Wellness and Recovery Plan more promptly next time

· Beth will settle back into voluntary work in the short term, with paid employment a longer term goal

9. Patient’s history of the problem

Beth came to the attention of police when she jumped on parked cars along both sides of a suburban street, causing considerable damage (dented roofs and smashed windows). When asked why she was behaving this way, she said she was just having fun and she would buy everyone a replacement car. Police took her to the local emergency department, and she was admitted to an inpatient psychiatric unit from there. Beth remained in hospital for three weeks until her mood stabilised. While she is still experiencing elevated mood, she has regained some insight into her mental state and wants to recover. The community team is currently visiting her on a daily basis, to monitor medication/mental state and support her re-engagement with daily activities.

10. Patient’s past medical history

· Diagnosed with bipolar disorder (Type 1) at the age of 23 (ten years ago)
· Classic migraines since puberty (fortnightly occurrence on average)
· Seasonal hay fever and uticaria – well controlled with antihistamines
· Binge pattern of alcohol use – two previous ED admissions as a result
11. Patient’s family history

· Mother had no formal diagnosis, but was always described as ‘nervous’

12. Patient’s social information (work, lifestyle, habits)

· Youngest of four children. Older brothers (James & William) and older sister (Kelly). Mother and father still live on the farm in the Wimmera where Beth grew up, approximately five hours from Melbourne. Regular phone contact with mother and sister, but less so with father and brothers
· Currently unemployed. Work history within creative field, and until recently a volunteer at an arts project with new arrivals to Australia. 
· Lost much of her social network in the lead up to her most recent relapse, and has few close contacts at the moment. Spends much of her time out and about, as she feels insecure in her current accommodation. Engages in free arts events and exhibitions on a regular basis. 
13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A
Beth Baker:  Sister Briefing Notes
Name:  

Kelly Smith

Position:
Sister

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the younger sister of Beth, and you share two older brothers. 

You are being interviewed today by second-year Occupational Therapy students who have been asked to develop an intervention plan for your sister Beth Baker. Beth is 33 years old, and has recently returned to living in the community after an acute admission for mania (in the context of Type 1 bipolar disorder). 

The nature of the interview today is for the students to gain a perspective of how Beth has been since her discharge from hospital, and your perspective on the provisional intervention plan. 

3. Learning objectives 

· Establish rapport and effectively elicit required information from a family member
· Communicate with the family member in an appropriately professional manner
4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of finding out more about Beth Baker’s family supports, and feedback about the proposed intervention plan
5. Setting

· You are at home, and need to go and pick up your kids from school soon
Specifically for the simulated person

6. Affect/behaviours

· You are a private person, and somewhat reticent to discuss your family with strangers
· Glad to hear Beth getting some assistance, but you’ve never heard of occupational therapy before
· Gradually get warmer and more forthcoming as the interview progresses
7. Opening lines/questions/prompts

· “I should probably know this, but what’s an occupational therapist?”
· “Dad and the boys are really embarrassed by her – they thinks she’s just go no self-control”
· “I just want her to be happy, and to stay well”
8. Sister’s ideas, concerns and expectations of the interaction

Ideas

· Thinks it would be a good idea for Beth to find steady work and believes this might help her relationship with her father and brothers

· Would like to see Beth in their home town more often, as she really enjoys her visits
· Feels positive about what occupational therapy could offer, but is realistic about the fact that Beth will also need to play her part and engage

· Wonders if anyone is helping Beth with her ‘police troubles’ and wants to accompany Beth to court if she needs to appear

· Wants to know if there’s anywhere she could get more information about bipolar disorder, and discloses she worries that it could be ‘passed on’ to her children

Concerns

· Worried that Beth no longer makes an effort to contact her father or brothers anymore, and as a result very rarely speaks to her mother. This has been very distressing for their mother, and Kelly bears the brunt of this. 

· Beth has told her she is currently on Seropax at the moment, and Kelly worries that she might become ‘addicted’ to this

· After becoming more forthcoming towards the end of the interview, expresses concerns about who will have access to the information she has disclosed in the phone call. 

· Now that Beth is in her 30s, Kelly is losing hope that she will ever fully recovery and expresses her fear that things will always ‘go in a cycle’.  

Expectations

· Hopes that Beth will get better, but believes she will continue to have episodes much the same as she always has

· Beth will settle back into her life as it was prior to her latest relapse, with very little change

9. Patient’s history of the problem

Beth came to the attention of police when she jumped on parked cars along both sides of a suburban street, causing considerable damage (dented roofs and smashed windows). When asked why she was behaving this way, she said she was just having fun and she would buy everyone a replacement car. Police took her to the local emergency department, and she was admitted to an inpatient psychiatric unit from there. Beth remained in hospital for three weeks until her mood stabilised. While she is still experiencing elevated mood, she has regained some insight into her mental state and wants to recover. The community team is currently visiting her on a daily basis, to monitor medication/mental state and support her re-engagement with daily activities.

10. Patient’s past medical history

· Beth has had ‘mood problems’ since her late teens, but they good worse when she moved down to Melbourne
· Has migraines just like Kelly, although Beth’s seem to happen more frequently 
· Periods when Beth doesn’t take good care of herself (i.e. drinking too much, not eating regularly), which happen both during relapses of her mood problems and at other times
11. Patient’s family history

· Mother had no formal diagnosis, but Kelly believes she experiences depression and anxiety
· Family stories of a cousin (of her mother’s generation) that ended up in an ‘asylum’, but Kelly doesn’t have any more details
· Close family during their childhood, but the siblings have drifted apart somewhat as they started families of their own or established careers. This is a source of some sadness for Kelly, but she says Beth doesn’t seem too bothered by it.  
12. Patient’s social information (work, lifestyle, habits)

· Speaks to Kelly by Skype every week. Kelly gave her an old laptop and modem specifically for this purpose, as the thought that she might be less worried about her if she could ‘see her’. 
· While the rest of the family is a bit disparaging of her Arts career, Kelly is very proud of Beth’s creative work and says she wishes she had her talent 
· Wishes Beth had more regular activities, as she thinks some of the issues Beth has faced have been made worse by boredom.
13. Considerations in playing this role including wardrobe, makeup and challenges:

Slightly slower pace of speech, as may be found in people from rural communities
Beth Baker: OT Activities & Props
Sub groups

	
	Observed tasks in university setting

With patient 


	Activities in a shopping centre
Without patient
(Note: students can complete multiple activities if time permits)

	Group A
	Formulating a shopping list / meal plan for next 5 days
	Visit local supermarket with shopping list

	Group B
	Sorting out bills, prioritizing which bills need to be paid first, budgeting for the payment of these bills, and planning to go to Post Office to pay the bills
	Visit a busy Post Office to pay the  bills at lunch hour / busy time 

	Group C
	Discussion with client about how to manage shortfall in budget with regard to food, e.g., checking on line for food parcels, vouchers or free meals via soup kitchen etc.
	Go to local free food agencies 


Group A

	On campus requirements

Beth has just $70.00 left until her next payment (in five days’ time), and needs to do her shopping. She needs to think about what she has to buy, and whether she’ll be able to afford it on her budget. 

· Kitchen setting (to prompt her thinking about making a list)

· Catalogues for local shops / vouchers from magazines or leaflets

· Pen and paper, or mobile phone to make list


	Off campus requirements

Visit to a local supermarket with shopping list to complete an environmental assessment. Aspects to consider include:

· How much social interaction will Beth need to negotiate to buy her items?

· What aspects of the environment will enable her to remain on task and what could be potentially distracting?

· How will Beth transport her items once purchased?


Group B

	On campus requirements

Beth has been putting off paying a series of utility bills, but they are all now past due and she is receiving final notices. While she has access to online banking (via the old second hand laptop and dongle modem), she prefers to pay her bills in person at the post office. She needs to prioritise which bills need to be paid first, budget to ensure they can be paid and plan to get to the post office.  

· Several overdue utility bills

· Bank book / bank statement showing current balance


	Off campus requirements

Visit to the local post office at a busy time (i.e. lunch time) with bills to complete an environmental assessment. Aspects to consider include:

· What will Beth have to prepare to bring to the branch to complete her bill payments?

· What aspects of the environment will enable her to remain on task and what could be potentially distracting or distressing?

· What are the advantages / disadvantages of paying in person for Beth, in comparison to online banking?

· What could you do as an OT to support Beth use financial services (both branch and online)?


Group C

	On campus requirements

Beth often runs out of money prior to her next payment, and doesn’t always have enough left for food. She is discussing this ongoing issue, and trying to problem solve how she can manage it better in future.  
· Leaflets / information about food services (i.e. food bank, parcels, vouchers, free meals)

· Tools for budgeting (i.e. planners etc.)

· Pen and paper


	Off campus requirements

Visit to local free food agencies, to assess their accessibility. Aspects to consider include:

· Is Beth eligible for their service, and if so what information does she need to provide to access it?

· What aspects of the environment will enable her to remain on task and what could be potentially distracting or distressing?

· Assuming Beth requires some assistance, how would she deal with making the necessary arrangements or waiting?

· What could you do as an OT to support Beth improve her budgeting and financial management?
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Occupational Therapy 

Referral Form
	Surname:      Baker
Given Name:    Elizabeth         DOB:   08/07/1982       
Sex:  F
Address:

7/219 Caldwell Street, Insert suburb


	Referred   from
	Sarah Brown  (Inpatient OT)
	Referred to
	Abby Richards (Case Manager)

	Interpreter Required:  Yes   ☐          No  ☒           Language:

	Diagnosis:  Bipolar Disorder (Type I), migraines, seasonal hayfever and uticaria

	[image: image36.jpg]


Social Situation: Lives alone in a public housing bedsit. Stable accommodation, but has some security

	concerns due to the behaviour of some fellow tenants. 

	Home Assessment Completed: Yes  ☒        No   ☐           Required   ☐      

	Equipment Provided:  Not applicable

	

	Current Occupational Performance

	PADLS: Independent and completing regularly

	

	

	DADLS: Completing sporadically – has the skills but cannot always maintain concentration. 

	

	Mobility/Transfers (Including Aid):  Independent with no mobility  aids

	

	Referral Goals

	1) Improve sleep hygiene and balanced patterns of activity / rest

	2) Improve performance of DADL’s (including money management)

	3) Improve performance of CADL’s (including banking and shopping)

	4) Explore possibilities for employment and other productive activities

	5) Improve social network and inclusion in the local community

	Therapist:  S. Brown
	Date: date

	Consent Obtained:     Yes   ☒        No   ☐          
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Primary Mental Health Case: Richard Bell
Richard Bell
Contents
	Document
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	Briefing:
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	Briefing:

Psychiatrist
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Step daughter 
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Richard Bell: Health history
Case Authors: 
[Melissa Aguey-Zinsou, Melissa.agueyzinsou@acu.edu.au, 9456 9064]
Client Details

	Name
	Richard Bell 

	Date of Birth
	18/08/1955

	Address
	6/14 Peel St, Insert suburb 

	Health Insurance
	N/A  Medicare – Australian Citizen

	Work Injury 

Claim Number:
	N/A


Medical / Surgical History

	Presenting Condition / 

Current Presentation


	· Major Depressive disorder in context of bereavement six months ago and 40 year history of being diagnosed with Major Depressive disorder with multiple admissions for depressive episodes and suicide attempts/suicidal ideation

· Referred by GP to the community mental health centre

	History of 

Presenting Condition


	· Was first diagnosed with Major Depressive Disorder in his early 20s and has had many admissions, including an extended 10 year stay in a rehabilitation unit.  

· He has had ECT in the past 

	Past Medical / Surgical History


	· Lower back injury in 20s- never assessed or treated, now says it doesn’t bother him 

· Reports memory difficulties following ECT, not assessed ? impact of alcohol

	Allergies
	Nil 

	Medications
	Venlafaxine 75mg mane 

	Tobacco
	Nil 

	Alcohol
	Significant alcohol use disorder for almost 10 years from early 40s to early 50s

	Illicit Drug Use
	Nil


Family

	Living Arrangements
	Has just moved in to his own department of housing unit

	Relationship Status
	Widower 

	Children
	Stepdaughter Fiona

	Mother
	Died by suicide when he was 23

	Father
	He never knew his father or anything about him 

	Siblings
	Only child

	Responsibilities
	Managing his tenancy and community living requirements at home 


Psycho-Social

	Affect
	Flat, low mood, sadness about loss of wife.  Limited eye contact. Says he doesn’t like talking.  Silences during conversation.  

	Activity
	Spends most of his day staring out the window at home apart from a short walk to get money and take away food

Able to clean his unit, clothes and complete his self-care.  Has never cooked or done shopping before.

	Relationships
	No friends or relationship 


Employment

	Occupation
	Worked in his 20s as a labourer has not worked since. 

	Employer
	Nil

	Work duties
	Nil.


Orders / Plan

· OT consult and develop plan

· Assess progress at next home visit

Richard Bell: Simulated Patient Briefing 
Summary

· Richard was first given a diagnosis of major depressive disorder at age 23 years old

· He has been referred by his GP to see a Psychiatrist at the Sunnybrook hospital outpatient clinic at the community mental health centre

· Richard’s GP is concerned that he is again experiencing depression and suicidal thoughts in the context of a recent bereavement and moving to his own accommodation

Context/Presenting condition

· Richard was assessed by a psychiatrist at the community mental health centre.  The psychiatrist recommended that Richard recommence an antidepressant.  Richard has been taking the antidepressant venlafaxine, 75 mg per day for 6 weeks. 

· Richard had been experiencing thoughts of ending his life, as he felt hopeless about his future and a burden to his step daughter.   He did not have any plans of how he would attempt suicide or make any attempts

· Richard still feels depressed and says he is grieving, but he is no longer experiencing suicidal ideation.  He now reports some hope for the future 

· He doesn’t want to see a counsellor or psychologist as he doesn’t find talking helps him

· He has also been feeling the desire to start drinking alcohol again,  but has not acted on this

Medical history

· Richard has had more than 10 long stays in hospital for depression in the past and significant long term suicidal ideation. 

· Richard had a long stay of 10 years in an old institutional style mental health rehabilitation unit in his 20s after he was first diagnosed and did not leave until he was 33 years old.  Due to this long admission, he still has some effects of institutionalization.  For example, there are many community living skills that he feels he did not learn such as cooking, shopping and driving

· During his long hospital admission he made absconded often and made several attempts at suicide by swimming out into the ocean. He had planned to swim until he ran out of energy and then stop.  On several occasions, he was in the water for several hours and had extremely serious sunburn and heatstroke. He was rescued by lifesavers on all of these occasions. 

·  Medications for depression only seem to work temporarily for him and so he has tried many medications to try to be well, but was mostly given ECT  when in hospital

· Richard has not experienced symptoms of depression or mental distress from depression for over 10 years

· Richard has lower back pain as the result of a work injury.  He says he has just got used to it over the years and it doesn’t bother him anymore

· Cognitive deficit with a memory problem,  which he thinks is a side effect ECT 

· Significant alcohol use disorder in his early 40s to 50s, during the time he was separated from his wife. He says he drank to forget his feeling of helplessness of being in hospital for so long and his mum dying

· It was a long recovery for Richard to try to stop drinking alcohol of over 15 years. He spent this time living in boarding houses, alcohol rehabilitation centres and support groups.  During this time he was homeless for several years sleeping rough and staying in shelters when possible.  

Current Symptoms/Function:

· Richard is feeling low in energy and has lost interest in things he previously enjoyed such as riding his bike and swimming

· He feels sadness and grief, less depressed than when he initially went to see his GP and not experiencing suicidal ideation like he was before he saw the psychiatrist and started antidepressants

· He feels very lonely and isolated living alone

Presentation: Appearance, Clothing and Props.

· Richard is tall, with a beard and his clothes are clean 
· He is in good shape but says has recently started to put on weight and feels flabby
· He makes limited eye contact, says he doesn’t like sitting down and talking, though says he is happy to talk an go for a walk or do something together, like gardening
· His mood is flat and he starts to get teary when he talks about Erin.  He stops talking about her and goes silent until the tears stop before he will start talking again.  
· His speech is soft and slow  
Social history 

· Richard is an only child
· He did not know his father or grandparents and he was told that his mother’s family did not want to know her anymore after she became pregnant with him
· His mother was a single mother 
· Richard doesn’t know if he has any other family members 
· His mother had depression  
· During his childhood he would often spend months living with his grandparents when his mother was experiencing symptoms of depression, such as sadness, being irritable, having low mood and energy and was spending most of the day in bed.  
· When Richard was 23 years old his mother died by suicide by jumping in front of a train

· He met his wife Erin just before he left hospital.  They met at a book exchange where Erin worked and Richard was a regular customer when on leave from the rehabilitation unit.  Erin had one daughter Fiona,  from a previous relationship, who was 3 when Richard met Erin

· Richard and he took an active role in raising Fiona when she was younger including caring for her at home when Erin was at work  

· Erin worked in a book shop and had her own house where they lived as a family

· Erin and later Fiona always did the shopping and cooking and most of the overall home management, such as paying bills.  

· When Fiona was 12 years old, Richard and Erin’s relationship broke down due to arguments about Richard’s excessive drinking of alcohol and they separated, but did not get divorced 

· Erin and Richard have kept in some limited contact while they were separated and they reunited when Richard was in his mid-50s and had managed to overcome his alcohol use disorder.  At this time Erin had been diagnosed with breast cancer and due to impact of this and treatments, was no longer working 

· Fiona was living with her at home to care for her. Richard also moved back to Erin’s home and took on a caring role for Erin  

· Richard was a carer for Erin in terms of emotional support, companionship and attending all medical appointments

· Fiona has provided practical support of looking after the managing bills, house, cooking, shopping etc.

· When Richard re-established his marriage relationship with Erin and moved home, Fiona had mixed feelings.  While she had fond memories of Richard from her childhood, she had felt abandoned by him when he left the home and angry at him for his alcohol use during those years.  Richard worked hard at trying to re-establish a relationship with Fiona. For example, he tried to be interested in her life and keep quiet at home so she could do her study for a Bachelor of Education.  Richard and Fiona have a relationship that is not very close but they do talk and it is a very important  relationship to Richard 

· After Erin died six months ago, Fiona asked Richard to move out of the family home. 
Fiona wanted her partner to move in and they are planning to start a family, so felt there was not enough space for Richard to stay. Fiona assisted Richard to complete a department of housing application 

Activities of daily living including leisure and work

Current

· Richard has not worked since his 20s when he hurt his back.  He is not interested in re-entering the workforce and feels that no one would hire him anymore due to his age and lack of skills.  He is not interested in work as he’s struggling with the day to day enough as it is

· In his mid-30s, he worked as a casual labourer and hurt his back on the job. He was only working for cash in hand so wasn’t able to access any workers compensation.   He has been on a disability support pension since this time

· Richard has lost interest in his previous leisure activities and feels he now can’t do lots of things he used to like doing at his home as there aren’t the opportunities at his new accommodation.  For example, the house had a pool where he used to swim

· He lives on a busy road and is spending most of his time with a pillow rested on his window frame and staring out at the traffic and people walking by  

Activities of daily living

· He has been washing his clothes and keeping his place clean 

· He is managing his budgeting ok but not saving any money

· He currently doesn’t have a fridge 

· He has recently put on weight as he has always had others preparing food for him and has been eating cheap unhealthy takeaway foods everyday

· He only goes out once a day to get his money and to buy takeaway food at a fish and chip shop 5 minutes’ walk from his home

Leisure/interests

· Richard used to swim laps at Erin’s house where she had a pool

· He used to ride his bike.  He left his bike at Erin’s house and is not sure if it’s still there or Fiona has thrown it out to make space for her partners belongings 

· He used to like gardening at home, just basics like watering the plants, weeding and mowing

· Richard is not sure what to do with his time now

Employment

· Richard left school in year 10 

· Richard was a young carer for his mum who had depression

· Richard worked as a casual labourer in his 20s and after hurting his back did not return to work

· Richard had wanted to become a carpenter but didn’t pursue this when he hurt his back

Transport 

· Richard can catch public transport and likes walking

· He never had a drivers licence and regrets this

Home

· Richard has moved to a new housing department unit on his own. This is the first time he has lived on his own 

Behaviour, affect and mannerisms

· Low mood,  but reports this has improved since taking an antidepressant and having time to live with the loss of his wife, but says he still misses her every day and feels regret at the years they didn’t spend together due to his drinking

General Ideas

· Richard doesn’t like to sit and talk, but feels he has been doing this a lot lately with the doctors. With Erin, they used to do things together and not spend time just talking which he really liked e.g. read paper, watch TV, walk, bike 
· Richard would like to learn to use the internet so he can stay in touch with Fiona, as she’s too busy to talk or meet up with now her partner has moved in and she’s started working as a teacher

· He is interested, but not sure about a new men’s shed that he received a flyer about from his GP that is opening up in his area  

· He is not sure how he will manage living on his own in his own place

· He used to like doing work around the house, odd jobs, building things, gardening but now lives in a small flat and has lost that 

Concerns

· His friends are those he used to drink alcohol with socially and he has decided not to associate with them anymore as part of his strategy to try to abstain from alcohol, but he has no other friends 

· He is worried about his memory and sometimes forgets his appointments with his GP

Expectations 

· To try to keep in touch with Fiona and find other people to talk to

· To learn to use the internet and how to email

· To try to do something rather than sitting around all day

· To learn how to cook and what food to buy

Key stakeholders

· Fiona

· GP

· Psychiatrist at Community mental health centre

Richard Bell: Ward Doctor Briefing
Name:  

Dr Sonia Simon 

Position:
General Practitioner 

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

· You are the GP of Richard Bell.  

· You first met Richard as the husband and carer for his wife, Erin.  You were Erin’s GP for 15 years and provided GP services to Erin while she had breast cancer.  Richard used to attend all appointments with Erin.  

· Four years ago you asked Richard if he had his own support or GP and he said “no”.  You did encourage him to have his own GP.  

· Five months ago, not long after Erin died, he did come to see you.  Based on your assessment, at this time Richard was experiencing distress and grief in the context of the death of his wife only one month prior.  

· You attempted to make 2 further appointments with him which he did not attend.  He said it was due to his memory.  Your opinion is that his memory was functioning better prior to him becoming depressed, but it is also possible that it was Erin who was assisting Richard with remembering things, for example appointment times. 

· Richard came to see you on one further occasion 2 months ago.  At this appointment, you were concerned about his mental state.  He presented with significant depression and suicidal ideation. He was feeling down and worried about becoming depressed like he had been in the past and ending up in hospital. That was the first time that you had heard about his history of major depression and hospitalisation.  You don’t think that Erin knew about this either as she never mentioned it.  You referred him to see a Psychiatrist at the local hospital outpatient clinic at the community as a priority referral for urgent assessment.  You have not seen Richard since then or had feedback from the psychiatrist yet.  

· You are being contacted by a second-year occupational therapy student who is assisting Richard to function in the community.

· You are very busy usually and would not have time to talk, but your receptionist has put the call through to your mobile where you are waiting by the side of a busy road for a mobile mechanic to come and change your car tyre. So you have time to talk but it is busy with traffic in the background.

3. Learning objectives 

· Establish rapport and communicate effectively with health professionals from other disciplines

· Obtain concise and useful treatment information

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview to build an assessment of Richard’s functioning and self-management in the community

· To see if Dr Simon has any information about Richard’s prior functioning when he was living with Erin 

· You have already tried to phone Dr Simon several times but she has had back to back appointments

· As Dr Simon is waiting for a mechanic she has time to talk but it is noisy on the road where she is talking on her mobile

· You turn the sound up on your phone and check with Dr Simon to see if she can hear you clearly 

5. Setting

· Busy highway at an emergency call bay where Dr Simon is waiting for a mechanic.  

Specifically for the simulated person

6. Affect/behaviours

· You are to the point 
· You are opinionated
· You are a bit distracted looking for the mechanic’s car in the traffic 

· You are really annoyed that you haven’t been able to fix the car tyre yourself

· You are also surprised that your receptionist has put this call through to your mobile, but anyway, it’s not like you have anything better to do and you don’t mind having an update on Richard,  given all he’s just been through with Erin and how he was last time you saw him

7. Opening lines/questions/prompts

· “Yes, sorry I haven’t been able to talk your calls.  It’s been really busy and I haven’t had a spare spot in the diary. It’s only that I am on my way back from a house call and I have a flat tyre - that I’ve been waiting for hours to get fixed -  that I do in fact have some time to talk. So shoot, what would you like to know?”

· How is he doing now anyway? So, is he in hospital? Is he taking medication?  I expect I’ll receive a transfer of care summary from the Psychiatrist if any follow up is required from me?  

· You give credit to him for what he did for Erin and Fiona.  When Erin wasn’t well and Fiona was a wild young person (Erin’s words), he kept stability at home and never missed an appointment with Erin

8. GPs ideas, concerns and expectations of the interaction

Ideas

Concerns

· Richard’s neglected his health for many years now. “I understand from Erin that he was homeless for many years when he was on the booze.  I mean just look at his teeth”
· You’ve been telling him for years to see his own GP.  It hasn’t been appropriate for you to assist him during his appointments with Erin.  

Expectations

· you would be happy for Richard to keep coming to see you for ongoing GP appointments but wonder if he does have problems remembering appointments and if that could be assessed by the mental health team
Ideas

· He picked up a flyer that I had in the waiting area for the new men’s shed in our suburb.  He brought it in to the appointment that he first attended on his own. You are not sure if he attended this or not.  

9. Patient’s history of the problem

· you were away of Richard’s problems with alcohol but not about his depression 
10. Patient’s past medical history

· You noticed issues that he hadn’t had examined such as his cognitive functioning which he and Erin had complained about.  

· You know that he had a lower back injury many years ago but are not sure if he has ever had this assessed.  You have suggested follow up for this before e.g. pain clinic but he was not your patient then
11. Patient’s family history

· You don’t know anything about Richard’s family of origin, but you are family GP to Erin and Fiona
· Fiona hasn’t attended your practice for a very long time.  She had attended with her mum for childhood illnesses and misadventures in the past  e.g. chicken pox, broken toe that got caught in their swing set at home 
12. Patient’s social information (work, lifestyle, habits)

· You have not known of Richard working
· He is a non-smoker
· He has always looked after his personal hygiene
· He has always been in pretty good shape and he and Erin used to exercise together e.g. swimming and biking
· In the last couple of appointments, his personal hygiene was ok but he had put on weight around his gut.  Thankfully not a beer belly as he said he was still off the booze.  
· I didn’t realise that Erin was cooking right up to the end.  He said he has no idea how to cook.  
13. Considerations in playing this role including wardrobe, makeup and challenges:

· Talking loudly over the traffic
· Asking students to speak up so you can hear them on the busy road
· Suddenly saying have to go here’s the mechanic FINALLY!!!!!! 
Richard Bell: Psychiatrist Briefing Notes
Name:  

Dr Cameron Clive

Position:
Psychiatrist 

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

· You have seen Richard once per week for the past 6 weeks
· He has had a good response to his antidepressant
· He is no longer expressing suicidal ideation and his mood is significantly improved
· You are going to refer him back to his GP for ongoing management but would like to refer him for community mental health occupational therapy follow up at this point and before he returns to the care of his GP
· Your appointments are short.  Richard is a man of few words.  That’s ok you can talk enough for both of you.  That’s why you went in to Psychiatry in the first place. You love to talk all day and the students have trouble ending the phone call.  
3. Learning objectives 

· Establish rapport and communicate effectively with health professionals from other disciplines

· Obtain concise and useful treatment information

4. Student (clinician) task (including briefing for trainee)

· Contact Richard’s psychiatrist to gather information on his referral, current treatment and recommendations
5. Setting

· Psychiatrist’s office.  On speaker phone as he is typing up a paper for a journal article on mental health law.  Dr Clive can speak to you and type at the same time.  
Specifically for the simulated person

6. Affect/behaviours

· You are happy as your journal article has just been accepted in the Australasian Psychiatry journal, but you have to send back some minor revisions by this afternoon.  So you tell the students you are going to put them on speaker phone and type at the same time – no problem. 
· You love talking to students and sharing your knowledge. You ask them if they know what venlafaxine is, what major depression and suicidal ideation is and explain to them anything they don’t understand
· You see Richard as having resilience; built up over his life experiences, from history of a young carer, losing his mother, his own challenges with alcohol use disorder and then caring again for his wife, losing his wife and now facing another challenge of trying to make it in his own place at 60 years old.  You wonder if the students know what alcohol use disorder is?
7. Opening lines/questions/prompts

· “Occupational Therapy students.  Oh that’s grand.  Occupational Therapists have so much to offer in mental health. Listen I think you can really help Richard with the pickle he’s in”

· “You’re on speaker phone. I’ve got a deadline to send in my journal article today. It’s an opinion piece on mental health law.  Have you learnt about that yet?  Mental Health law?”  

· “Stop me if there is anything you don’t know”

8. Psychiatrist’s  ideas, concerns and expectations of the interaction

Ideas

· He won’t see a psychologist or counsellor, but he’s not a talker so you don’t think that would be helpful

· He wouldn’t like art therapy or any of that either

· But he needs healing and to process his feelings and grief somehow, he used to do gardening and exercise, something practical like that would be good

Concerns

· You’re also a bit concerned about how he’s managing at home. He doesn’t have a fridge or money for a fridge- what can be done about that?

· And how is his safety with cooking?  His GP is worried about his memory.  He may have cognitive deficits from his long history of alcohol use, but it’s not the time for formal assessment now until his mental state is stabilised.  As his mood is improving, he has been coming to appointments by bus regularly now.  He had missed a couple of appointments with his GP, who thought it might be his memory, however I suspect that may have had more to do with his depressive episode.  However, we do need to know that he is safe and functioning at home.  What would he do in an emergency? Does he know what to do?  

Expectations

· An occupational therapist is ideally placed to assess how he is functioning and support him in this transition to living independently.  
· It would also be good for the OT to recommend any ongoing services that would be useful.  
9. Patient’s history of the problem

· you don’t have his file to hand at the moment as you’re still typing up your article, but you have put a thorough history of all you know in the referral
10. Patient’s past medical history

· When you refer him back to the GP after the OTs get back to you with their assessment and recommendations and he comes to see you a couple more times, you are going to request the GP review his lower back pain/old injury and also do a physical health screen, particularly with his new medication and ceasing his exercise routine
11. Patient’s family history

· His mother had depression and died by suicide. Again you have included all this info in the referral.
· You wonder if the students have read the referral form.  You just want to make sure they have done their information gathering on the referral, as they are asking for information you have already meticulously spelled out on the referral form. It’s all part of learning the craft of psychiatry after all.  
12. Patient’s social information (work, lifestyle, habits)

· You think that this is where the OT comes in. You want them to report back to you on this.  

13. Considerations in playing this role including wardrobe, makeup and challenges:

· Jovial
· Challenging to the students only from the perspective of wanting them to learn how it’s done
· Multi-tasking typing and talking  and asking students questions when they were planning to ask the questions
· If the students ask for more information (From American Psychiatric Association DSM 5):  
· Major depressive episode:
Depression (major depressive disorder) is a common and serious medical illness that negatively affects how you feel, the way you think and how you act. Fortunately, it is also treatable. Depression causes feelings of sadness and/or a loss of interest in activities once enjoyed. It can lead to a variety of emotional and physical problems and can decrease a person’s ability to function at work and at home.

Depression symptoms can vary from mild to severe and can include:

· Feeling sad or having a depressed mood

· Loss of interest or pleasure in activities once enjoyed

· Changes in appetite — weight loss or gain unrelated to dieting

· Trouble sleeping or sleeping too much

· Loss of energy or increased fatigue

· Increase in restless activity (e.g., hand-wringing or pacing) or slowed movements and speech

· Feeling worthless or guilty

· Difficulty thinking, concentrating or making decisions

· Thoughts of death or suicide

· Alcohol Use Disorder:
To be diagnosed with an AUD, individuals must meet certain criteria outlined in the Diagnostic and Statistical Manual of Mental Disorders (DSM). Under DSM–5, the current version of the DSM, anyone meeting any two of the 11 criteria during the same 12-month period receives a diagnosis of AUD. The severity of an AUD—mild, moderate, or severe—is based on the number of criteria met.

To assess whether you or loved one may have an AUD, here are some questions to ask.  In the past year, have you:

· Had times when you ended up drinking more, or longer than you intended?

· More than once wanted to cut down or stop drinking, or tried to, but couldn’t? 

· Spent a lot of time drinking? Or being sick or getting over the aftereffects? 

· Experienced craving — a strong need, or urge, to drink? 

· Found that drinking — or being sick from drinking — often interfered with taking care of your home or family? Or caused job troubles? Or school problems? 

· Continued to drink even though it was causing trouble with your family or friends?

· Given up or cut back on activities that were important or interesting to you, or gave you pleasure, in order to drink?

· More than once gotten into situations while or after drinking that increased your chances of getting hurt (such as driving, swimming, using machinery, walking in a dangerous area, or having unsafe sex)?

· Continued to drink even though it was making you feel depressed or anxious or adding to another health problem? Or after having had a memory blackout?

· Had to drink much more than you once did to get the effect you want? Or found that your usual number of drinks had much less effect than before?

· Found that when the effects of alcohol were wearing off, you had withdrawal symptoms, such as trouble sleeping, shakiness, irritability, anxiety, depression, restlessness, nausea, or sweating? Or sensed things that were not there?

· Anti-depressant:
Medication: Brain chemistry may contribute to an individual’s depression and may factor into their treatment. For this reason, antidepressants might be prescribed to help modify one’s brain chemistry. These medications are not sedatives, “uppers” or tranquilizers. They are not habit-forming. Generally antidepressant medications have no stimulating effect on people not experiencing depression.

Antidepressants may produce some improvement within the first week or two of use. Full benefits may not be seen for two to three months. If a patient feels little or no improvement after several weeks, his or her psychiatrist can alter the dose of the medication or add or substitute another antidepressant. It is important to let your doctor know if a medication does not work or if you experience side effects.

Psychiatrists usually recommend that patients continue to take medication for six or more months after symptoms have improved. Longer-term maintenance treatment may be suggested to decrease the risk of future episodes for certain people at high risk.

· Mental health law

Meadows, G., Grigg, M., Singh, B., & MacDermott, F. (2012).  Delivering Mental Health Care. In G. 


Meadows, J. Farhall, E. Fossey, M. Grigg, F. McDermott, & B. Singh (Eds.),  Mental Health in 


Australia. Collaborative Community Practice (3rd ed.) (pp. 45-68). Melbourne: Oxford 


University press. 

“mental health legislation embodies the balance between autonomy and individual rights, paternalism and community safety” (p.48).  

Richard Bell:  Step Daughter Briefing Notes
1. Title

Name:  

Fiona Pace

Position:
Stepdaughter 

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

· You are the stepdaughter of Richard Bell. 

· You are 30 years old and feel like your life is just getting started 

· You are being contacted by a second-year occupational therapy student who is assisting Richard to function in the community

3. Learning objectives 

· Build rapport with a family member and obtain effective information, while remaining professional and respectful

· Develop client history via secondary sources

4. Student (clinician) task (including briefing for trainee)

· Contact Richard’s stepdaughter to gather information on social and any known medical history
5. Setting

· On your lunchbreak at your desk in the staff room at your primary school where you have just started working

· You can talk now as the other teachers are having lunch but you were planning to quickly do some work at your desk when the phone rang
Specifically for the simulated person

6. Affect/behaviours

· You too are hurting since your mum died

· You have finally started work as a teacher after many years of deferring your studies and going part time so you could care for your mum

· You appreciated Richard being there with your mum every day,  so you could go out to uni, study and spend time with Patrick (your partner)

· Richard had no idea about looking after a house though, like paying bills, organising anything like cooking or shopping so you did all that and your mum was amazing doing being as active as she could right until the end

· You live in your mum’s house now with your partner Patrick

· Patrick’s moved in now and he’s not much better round the house than Richard was, so you have your hands full

· Patrick’s a full time teacher as well 

· You are planning to get married and have a family

· You asked Richard to move out after your mum died because you wanted Patrick to move in and there wasn’t enough space for everybody

· You feel you’ve got your own life to live now and no one is going to tell you what to do.  You feel you have already spent 10 years sad about Richard abandoning you and then 10 years sad and caring for your mum
7. Opening lines/questions/prompts

· “Hello. Who are you? “

· “Why are you seeing Richard?”

· “What can an occupational therapist do for Richard?”

8. Stepdaughter’s ideas, concerns and expectations of the interaction

Ideas

Concerns

· You asked Richard to send you emails to keep in touch as he is useless at talking on the phone. He just says how are you? How’s the house?  How is the garden? Over and over and then says “ok, bye love”.  He doesn’t even answer your questions over the phone.  You are working all week now and spend your weekends at the sailing club with Patrick,  so you haven’t had any time to visit Richard yet
· In fact, you just feel like it’s your time to live now, you are just managing yourself with you busy working life and you don’t want to have to worry about anyone else right now
· If he starts drinking again you’ve told him you’ll never ever talk to him again.  You told him that ever since your mum took him back and that’s the only reason you accepted him back as stepdad again,  because he stopped the drinking and was good company for mum
· Richard and your mum were happy and did love each other.  You think that’s rare and you understand mum taking him back, but you still never forgave him for the drinking and being an embarrassing bum on the streets.  You saw him once in the city with alcohol in a paper bag, all stinky and looking like a beggar on the street and it was the shock of your life. You never told him or mum about that. You just walked past like you didn’t know him and you really never wanted to see him again.   But he was good with mum when she was sick and he was always a decent stepdad to her when he was home 
· I had a stage where I was going out and drinking a lot too. It scared mum. I think maybe the both of us stressed her out so she got sick with worry 
Expectations

· For your own wellbeing you don’t really want to get involved
· You are happy for Richard to contact you via email and don’t find talking to him on the phone useful.  For him to keep saying nothing on the phone there is no point
· You feel you don’t have the time or energy to visit him at the moment, you are very busy with your first teaching job and learning the ropes
9. Patient’s history of the problem

· You never heard of him being depressed before and your mum or Richard never mentioned anything
· You don’t think he’s depressed or needs a psychiatrist 
· You think Richard’s just missing mum and lonely in his own place
· He just needs to get a life, get some friends and find something to do
· He’s never had any friends except the losers at the pub when you were younger
· You’ve never known him to work and you always thought that was a bit sad, but he always said your mum and you were his whole life and it seemed so
10. Patient’s past medical history

· You have no idea, that’s his business
11. Patient’s family history

· you didn’t know anything about his family at all

12. Patient’s social information (work, lifestyle, habits)

· He was just always by mum’s side they did everything together  - watched TV, went for walks, went to the doctor.  They loved swimming in the pool and riding bikes. Even though mum was tired, weak and in pain, they would still go for a swim most days.   I’ve still got his bike here actually.  
13. Considerations in playing this role including wardrobe, makeup and challenges:

· In a bit of a rush as the students are about to come back after lunchtime

· You haven’t had your lunch yet and are a bit grumpy

· You’re sad too, but all the questions are about Richard

· You really aren’t in a good space to be worrying about him now.  You helped him get his own place that he could afford on his pension and that wasn’t easy.  Now you just want to get on with your own life.  

Richard Bell: OT Activities & Props
Sub groups

	
	Observed tasks in university setting

With patient 
	Activities in a shopping centre

Without patient
(Note: students can complete multiple activities if time permits)

	Group A
	Richard has expressed an interest in mindfulness practice.  

-ask Richard to read through the mindfulness handout (http://www.blackdoginstitute.org.au/
docs/10.MindfulnessinEverydayLife.pdf) 

-guide Richard through the mindfulness minute exercise

-discuss how he finds it: Richard says he would be willing to try this and used to sit quietly in a bench in his garden.  He would like to try and do mindfulness outdoors in a garden or park.  He agrees to practice another mindfulness minute.

-practice one minute mindfulness together
	Green Care:  “using the natural green environment as a context for human occupation” (Fieldhouse & Sempik, 2014 in Creek’s Occupational Therapy in Mental Health.

Local Park:

· Is there a park bench where Richard could practice mindfulness?

· If not are there any other options for where he could site? e.g. picnic table

· What are the options to access the park e.g. walk, bus, bike tracks?

· Are there any other options for leisure or productive occupations in this park e.g. community gardens/activities? 

· Are there times of day that would be best suited to use this park for quiet times e.g. is it used for sporting matches at any times? 

· Are any other considerations e.g. are there benches in the shade or would Richard need to bring hat/sunscreen if attending in middle of the day/summer?

	Group B
	Richard is going to have a fridge and basic kitchen utensils donated to him by his buildings tenants resource.  

- Richard has identified his favourite food as spaghetti and vegetables and you have a recipe from the Australian Government website – Eat for health:

http://www.eatforhealth.gov.au/eating-well/healthy-recipes/fast-vegie-spaghetti
· Ask Richard to read through the recipe

· Plan with Richard how he would go shopping for the ingredients e.g. to fruit shop, to a large supermarket

· Ask Richard to write a shopping list 

· Richard is concerned about how much it will cost and about going shopping at all, he doesn’t want to go shopping with you until he knows how much this is all going to cost and whether he can afford to pay

· He agrees for you to go and check the costs first

· Discuss with Richard about how this meal could be frozen in smaller portions 
	Local Supermarket

· What are the opening hours?

· Is home delivery available?

· What are the options for travel e.g. walk, bus? 

· Locate and record the price for these ingredients:

500g spaghetti or other pasta
2 teaspoons vegetable oil
1 small onion, thinly sliced
1 small carrot, thinly sliced
1 small celery, thinly sliced
½ capsicum, seeded and cut into small dice
1 small zucchini, cut into small dice
570g tomato based pasta sauce
¼ cup grated Parmesan cheese

· Can they be easily found in the one shop? 

· What strategies/options are available if you have trouble locating items e.g. are staff able to assist, is there a store map available in a handout or on the trolleys? 

· Are there cheaper ways to buy the items e.g. on sale, in bulk, cheaper brands?  

· Write the total cost of the items for Richard for your next appointment

	Group C
	Richard has taken up your suggestion of using a diary to help remember his appointments and start planning his day.  The first thing he wants to plan is to start exercise with swimming once a week. 

-observe Richard planning his next week

-book in a time with him for your next appointment 

- book in the next appointment he has with his Psychiatrist Dr Clive

- book in a time to go swimming after your appointment.  Richard has booked this after your appointment, as he doesn’t want to attend the local pool until he knows the cost, opening times etc. You have offered to check this out for him first.  
	Local pool

· What are the opening hours? 

· How much does it cost to attend?

· Is membership available? Does this make it cheaper to attend? 

· Are there any discounts for those on a DSP?

· Are there any times you can’t attend for lap swimming e.g. children’s swimming lessons book out lanes afternoons?

· Are there change rooms available?

· Are there any rules e.g. must wear a swimming cap or flip flops?  

	More options
	Plan a goal to ride bike to next Psychiatrist appointment
	Local Bike Track 

	
	Richard wants to email his stepdaughter. He said he has never used email and doesn’t really get it. Explain to him how he could use email.  
	Local library – find out about access for members to internet, need to be member first, any courses on internet/email use available etc. ? 


Group A

	On campus requirements

Black Dog Mindfulness in everyday life handouts

Clock to time one minute
	Off campus requirements

Local park 


Group B

	On campus requirements

Copies of recipe for vegie spaghetti printed out from website or below. 

Pen and paper for shopping list 
	Off campus requirements

Supermarket 

Pen and paper for shopping list and to add up costs 

Access to calculator (could have this in their phones)


Group C

	On campus requirements

Diary

Pen
	Off campus requirements

Local Pool


	Fast vegie spaghetti

11 serves of vegies in this recipe

Ingredients:

500g spaghetti or other pasta
2 teaspoons vegetable oil
1 small onion, thinly sliced
1 small carrot, thinly sliced
1 small celery, thinly sliced
½ capsicum, seeded and cut into small dice
1 small zucchini, cut into small dice
570g tomato based pasta sauce
¼ cup grated Parmesan cheese
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	Method

Cook pasta according to packet directions and drain. Heat oil in a saucepan, add onion and cook until soft. Add other vegetables, stirring until well mixed. Lower heat, cover and cook for 5-7 minutes. Add pasta sauce to vegetables and heat through. Remove from heat and serve over pasta. Sprinkle with cheese.

Serves 4-6.

10 minutes preparation + 10 minutes cooking
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Referral Form
	Surname:      Bell 

Given Name:   Richard             DOB:        18/08/55
Sex: M

Address: 6/14 Peel St, Insert suburb



	  Referred   from
	His GP - Dr Sonia Simon
	Referred to 
	Health Enhance Occupational Therapy Mental Health

	Interpreter Required:  Yes   ☐          No  ☒           Language: English

	· [image: image39.jpg]THE UNIVERSITY OF

SYDNEY




Diagnosis and current management:  Major Depressive disorder and suicidal ideation (no specific plans) in context of bereavement six months ago and 40 year history of being diagnosed with Major Depressive disorder with multiple admissions for depressive episodes and suicide attempts/suicidal ideation.  Previous suicide attempts were acted on 30 to 40 years ago.  His attempts were to swim in the ocean until unable to swim any more due to exhaustion. Was saved by lifesavers.

· Family history – his mother had depression and died by suicide when Richard was 23. 

· Currently mood is improving since starting venlafaxine 75 mg mane for 6 weeks and he is no longer expressing suicidal ideation

· Previous alcohol use disorder approx. 8 years ago for over 10 years 

· to be referred back to GP for ongoing management  and physical health review including dental  in next couple of months 



	Social Situation: Lives alone. Stepdaughter with limited contact. 

	 

	Home Assessment Completed: Yes  ☐        No   ☐           Required   ☒      

	Equipment Provided: Nil

	Current Occupational Performance

	PADLS: Good personal hygiene.  Teeth in poor condition due to history of neglect despite looking after his teeth well now.  

	DADLS: Long history of institutionalisation and then of others taking care of cooking, shopping, organising budgets and bills.  Effect of institutionalisation evident in that he just learnt to look after his own personal hygiene, tidy his living area etc but not community living skills or home management. He is able to catch public transport though.  Has caught the bus to this appointment 

	Mobility/Transfers (Including Aid): Nil applicable

	Referral Goals: 

-Assess ADL/IDADL function. 

-Skills training to client re cooking and shopping

-assess his functional cognition and safety at home when performing domestic tasks 

-Assess his routine, daily activity and time use 

-restart exercise 



	Therapist: Insert
	Date:  Insert 

	Consent Obtained:     Yes   ☒        No   ☐          


	SF/CS Notes:



	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Primary Mental Health Case: Rodney Spinks
Rodney Spinks
Contents
	Document
	Purpose
	Adjustments needed
	SF/CS notes

	Health history
	Background for all players except students
	Suburb & postcode
	

	Briefing:
Simulated patient 
	Notes for simulated patient for in-person interview & observation
	
	

	Briefing:
Ward doctor 
	Notes for doctor to be interviewed by phone
	Contact number

Appointment times
	

	Briefing:

Social worker
	Notes for specialist to be interviewed by phone
	Contact number

Appointment times
	

	Briefing:

Mother 
	Notes for husband to be interviewed by phone
	Contact number

Appointment times
	

	Activities & Props
	Description of on- and off-campus activities and props required 
	
	

	Referral form
	For distribution to students
	Address & date
	


Additional SF/CS Notes:

	

	

	

	

	

	

	

	


Rodney Spinks: Health history
Case Authors: 
[insert case author, insert case author email address/ contact number]
Client Details

	Name
	Rodney Spinks

	Date of Birth
	27/6/1989

	Address
	4/70 Constitution Avenue

Insert suburb 

	Health Insurance
	Nil

	Work Injury 

Claim Number:
	Nil


Medical / Surgical History

	Presenting Condition / 

Current Presentation


	Diagnosis of schizophrenia 3 years ago. Case managed as outpatient by community treatment team.

Current symptoms

· Derogatory hallucinations
· Paranoid delusions of being watched by ASIO/CIA
· Acute injury to left medial forearm
· Chronic blistering of feet

	History of 

Presenting Condition


	Persecutory delusions beginning approx. age 20. First episode psychosis age 23 (drug-induced) followed by CATT intervention and acute admission (Sunnybrook Psychiatric Unit). Diagnosed schizophrenia and discharged to community case management.

	Past Medical / Surgical History


	· Collarbone fracture age 11

· Seasonal asthma

· History of minor foot injuries (blistering)

	Allergies
	Nil known

	Medications
	Olanzapine 10mg TDS

	Tobacco
	Denies use

	Alcohol
	Denies use

	Illicit Drug Use
	Frequent amphetamine use around age 23. Denies current  use


Family

	Living Arrangements
	Single-occupant public housing unit. Australian citizen

	Relationship Status
	Single, never married

	Children
	Nil known

	Mother
	Gloria Spinks (60)

	Father
	Jim Spinks (65)

	Siblings
	Brothers Frank (31) and Ian (22)

	Responsibilities
	Cooking for self

Cleaning flat

Maintaining home office space 


Psycho-Social

	Affect
	Facial expression somewhat limited. Poor eye contact. Appears wary and/or distracted at times.

	Activity
	Mostly independent. Limited by poor domestic ADL skills in cooking, cleaning and other domestic tasks

	Relationships
	Few face-to-face r/ships. Extensive online friendship network. Has some acquaintances among staff of internet cafes and gaming shops he frequents. Occasional phone contact with parents, but has not visited in over 2 years


Employment

	Occupation
	Web security technician (works from home)

	Employer
	Aldi Australia

	Work duties
	Desk-based. Long periods sitting and typing. Computer monitor use. 


Orders / Plan

OT consult and develop plan 
· Assess progress at next home visit

Rodney Spinks: Simulated Patient Briefing 
Summary

· Rodney was diagnosed with schizophrenia three years ago, and experiences ongoing challenges with psychotic symptoms

· Following a recent admission to hospital with an acute psychotic episode, Rodney is being managed by the community treatment team

· 26 years old

Context/Presenting condition

· History of psychotic symptoms since age 19

· Untreated until age 23

· Recently hospitalised during acute episode, during which he presented a significant risk of harm to himself

· Rodney is case managed as an outpatient, attending a scheduled meeting on-campus once per week, and receiving fortnightly home visits.

Medical history

· Fractured collarbone age 11 in pushbike accident. Treated effectively and no ongoing symptoms.

· Seasonal asthma. Uses Ventolin inhaler through spring but overdoses most times (4-6 puffs).

· States blurry distance vision and frequent headaches after long periods in front of computer monitor. Has not been assessed for sight aids. Attended optometrist 2 years ago but found assessment process frightening and left before complete.

· Has bandage around left forearm, covering site where he has recently attempted to dig out a “tracking pellet”.

· Is now linked in with local GP (Dr Ginsberg) that Rodney trusts.

· Prescribe olanzapine: 10mg three times per day. Denies any significant side effects, including weight gain.

· Has been prescribed several other antipsychotics but found them either ineffective in controlling symptoms or disliked the side effects

· Presents with sore and blistered feet from walking long distances. Causes him discomfort but not immobilising.

Current Symptoms/Function:

· Rodney’s main symptoms are usually present, but he functions quite well and is largely independent. In times of stress, or when he is not taking medication correctly, he becomes more unwell; his symptoms worsen and there is a risk of accidental or deliberate harm to himself.

· Delusions and paranoia:

· Rodney fears that his movements and online activity are being tracked by security agencies (e.g. CIA or ASIO). He cannot clearly identify a reason they would do that, but has a vague delusional belief that he is being persecuted for having too much knowledge of the “deep state” from his internet research. 

· Rodney has a separate belief that he accidentally disclosed the identity of a hitman during his activities on the dark web two years ago, and may now be a target for assassination. This fear is less intense than his other paranoid content, but makes him reluctant to be anywhere that makes him an easy target for a marksman, e.g. standing in front of a window or sitting in the audience of a football game.

· Despite his technical expertise, Rodney does not carry a mobile phone, believing that it will make him too easy to track.

· Auditory hallucinations

· Hears three adult male voices, occasionally during the day, but more frequently and persistently in evenings. Identifies one voice as belonging to a person he offended online (although he has never heard that person speak in real life). Cannot identify other two.

· Content frequently abusive and critical, accusing Rodney of being lax in his personal security and exposing himself to harm, calling him lazy, saying everyone thinks he’s weird.

· Hallucinations more intense in times of stress or when Rodney not taking medication as scheduled. When very unwell, command hallucinations will tell Rodney that spies are tracking him and plan to abduct or otherwise molest him, and that he must keep changing his location and appearance to avoid them.

· Ideas of reference

· When unwell, Rodney feels that coded messages and threats are broadcast to him.

· Behaviours and challenges

· When unwell, Rodney will travel long distances to avoid being monitored, often over circuitous and dangerous routes (walking very long distances over parkland; crossing highways and train tracks; sheltering in clothing donation bins and train yards). His activities frequently cause fatigue and minor injury, with a mounting risk of serious harm.

· Rodney is reluctant to attend scheduled meetings and treatment interviews because he feels vulnerable when he sticks to a timetable.

· Even when not acutely unwell, Rodney is reluctant to use the same route or amenity repeatedly. He will go to a different supermarket every time, and vary his routes when travelling, often going significant extra distances to avoid being followed.

Presentation: Appearance, Clothing and Props.

· Slim male.

· Appears stated age.

· Scruffy short beard/unshaven.

· Unkempt hair.

· Wearing baseball cap and three layers of tops (t-shirt, over shirt and jacket), which he will  change occasionally: reversing the cap; taking a top on or off; turning a shirt inside-out. He does this in the belief that changing his appearance often will help disguise him.

· Bandage around left forearm.

Social history 

· Middle child of three boys. Older brother Frank  (31) and younger brother Ian (22). Father Jim (65) and mother Gloria (60) live approximately 2 hour drive away.

· Father semi-retired and works casually in post office

· Mother at home, but mobility impaired following a poor hip replacement operation. 

· Rodney states their relationship good but a bit detached.

· Rodney feels his father is more sympathetic to his concerns, and has hinted at similar paranoid experiences as a youth.

· Brothers both in clerical/management jobs. Rodney sees them every few years at family gatherings, but does not have a deep relationship with them.

· Had a girlfriend for one year in high school, but no intimate relationships since

· Rodney graduated high school with strong marks, but did not advance to university.

· As a self-taught web technician, from age 19 was employed by local internet service provider as a web administrator, where he became attracted to conspiracy websites and took a keen interest in online security and surveillance state issues.

· During this period, colleagues reported that his security concerns for the business verged on outlandish, and Rodney began keeping odd hours at work, spending far more time there than his roster demanded.

· Following WikiLeaks’ release of Collateral Murder in 2010, Rodney disappeared for ten days, having no contact with colleagues, friends or family. Rodney describes this episode as a period of “deprogramming and awakening”, during which he patrolled the metropolitan area on foot, identifying what he believes are secret telecommunication towers used by spy agencies.

· Satisfied with his discovery, Rodney returned to his work and shared house, placating colleagues and family with assurances of needing “some ‘me’ time” after the stress of his recent long work hours.

· His psychotic behaviours worsened over coming months, and he was asked to leave both his job and shared accommodation. 

· Now 23, Rodney moved into a bedsit alone, and for the next 18 months became a full-time conspiracy theorist and internet security freelancer, surviving on savings and bitcoin income earned by providing encryption expertise to less-than-legal entrepreneurs on the deep web. During this time he withdrew from friends and family, and began using amphetamines sourced online. 

· The combination of drug use, lack of sleep and obsessive involvement with the online conspiracy theory community led to an acute episode at age 24 in which police attended his flat due to his noisy behaviour, and contacted the mental health Crisis Assessment and Treatment Team. Rodney was then reluctantly and forcibly taken to a psychiatric hospital, where he was diagnosed first with drug-induced psychosis, and later with schizophrenia.

· Rodney was discharged from hospital after four weeks, and accepted ongoing treatment with antipsychotic medication and the requirement to meet once per week with his case management worker.

· With the assistance of his care team, Rodney secured a public housing flat and Centrelink payment, and performs part-time work from home as an online security consultant for the Aldi supermarket chain. 

Activities of daily living including leisure and work 
Current

Activities of daily living

· Spends most daylight hours moving around the city on foot and public transport, dropping into internet cafes and gaming parlours regularly to maintain online presence away from home. Carries a USB stick with Tails to protect his privacy.

· Poor self-care and personal hygiene

· Reluctant to use personal care items that are potentially contaminated. Will only use toothpaste, shampoo and soap from sealed, new bottles that he has bought personally, and will not re-use them if they have been out of his sight for a length of time (including while he is asleep).

· Washing machine is in shared area of units, which Rodney avoids. Consequently his clothing mostly dirty and malodorous.

· Poor nutrition

· Eats fast food when out during the day, and processed snack food at night

· Can only use microwave oven and has few cooking skills

· Most food in refrigerator expired

· Blistered and fatigued feet from walking

· Has no management plan and frequently uses same socks for a week or more

· Forearm wound

· Has no wound management skills and is reliant on GP and case manager (nurse) to inspect and change dressing.

· Tends to treat dressing poorly (allowing it to get wet, dislodged etc)

Leisure/interests

· Keenly monitors conspiracy websites, tech news and national security discussion. Interested in science fiction, particularly hard sci-fi, and often carries a book to read on public transport.

· Despite his isolation and reluctance to engage with others day-to-day, Rodney has many friends and associates online (whom he knows as pseudonyms only), and considers himself someone with a high status and rich social life within his fandoms.

Employment

· Currently employed part time as a web security consultant for a supermarket chain.

· Works from home.

· Hopes to establish his own solo web security business

Transport 

· Pedestrian and public transport. Driver’s license expired 3+ years ago and not renewed.

Home

· Lives in third-floor, 1-bedroom council flat situated in metropolitan area. Windows have been modified with improvised locks and obscured by thick curtains.

· Living space is messy and malodorous, and not cleaned for some time.

· Extensive desktop computer area is meticulously maintained and clean.

Behaviour, affect and mannerisms

· Limited range of facial emotion expressed. Voice often monotone, but more expressive when excited/angry/interested in a topic.
· Largely avoids eye contact.
· Frequently distracted and apparently cautious, but not panicked. Generally trusting of clinicians and appreciative of their efforts to assist him.
General Ideas

· Willing to accept help and sincerely does not want to continue struggling with his mental illness

· Has a strong and genuine interest in technology and sci-fi outside of his paranoid concerns.

· Ambivalent about intimate relationships (particularly boyfriends/girlfriends) but also feels he is missing out on something important that he would like to experience.

· Misses his parents and is keen to work on strategies to help him visit them more often.

Concerns

· Worried that challenging his beliefs or changing behaviour will expose him to harm

· Alarmed that improving his mental health will change who he is and threaten his identity and status in the conspiracy theory and dark web security communities.

Expectations 

· To feel less anxious and paranoid day to day

· To feel more comfortable forming friendships and reconnecting with family

· Learn how to obtain a mobile phone and become comfortable with owning one.

· Gain confidence interacting with agencies such as Centrelink, the Australian Tax Office and banks.

· Rodney recognizes these as essential in establishing a legitimate small business.

Key stakeholders

Ms Gloria Spinks – mother

Dr Arthur Ginsberg – general practitioner

Ms Margaret Dunville – social worker

Rodney Spinks: Ward Doctor Briefing
1. Title

Name:  

Arthur Ginsberg


Position:
General practitioner

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

· You are an experienced GP working in a suburban bulk-billing clinic.

· One of your patients, Rodney Spinks, has a diagnosis of schizophrenia and visits you monthly to review his physical health, and renew his prescription for antipsychotic medication (olanzapine – 10mg 3/day).

· Today a second-year occupational therapy student is interviewing you to determine if Rodney has been keeping his appointments, taking his medication regularly and correctly, experiencing side-effects of the medication, and your observation of his psychotic symptoms (responding to auditory hallucinations; making paranoid statements; acting bizarrely)

· Rodney has a history of foot injuries (mostly blistering) from walking excessively in poor footwear. The student may ask for an update on the health and treatment of his feet.

3. Learning objectives 

· Establish rapport and communicate effectively with health professionals from other disciplines

· Obtain concise and useful treatment information

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview to build an assessment of Rodney’s functioning and self-management in the community.

5. Setting

· GP’s office. Mostly quiet, with some background noise.

Specifically for the simulated person

6. Affect/behaviours

· Polite, empathetic with patients, gives thorough answers. Gets grumpy if asked to repeat information too often. 

7. Opening lines/questions/prompts

· “Arthur Ginsburg here. I understand you’d like an update on one of my patients?”

· “Sorry, can you explain what an occupational therapist does? Is it like physiotherapy?”

· “Rodney is obviously struggling. Wouldn’t he be better off confined to an asylum?
 

8. Doctor’s ideas, concerns and expectations of the interaction

Ideas

· Admires Rodney’s resilience and efforts to adhere to treatment plan

· GP believes Rodney is taking his medication correctly, and has not diagnosed any overt side-effects

· Believes Rodney is very intelligent and is frustrated that the health system cannot offer him more opportunities to build a successful life 

Concerns

· Has noted Rodney’s deteriorating dental health and strongly recommends a dental referral

· Believes Rodney’s poor diet and caffeine intake is affecting his mood and sleeping patterns  

· Feels that Rodney would benefit from a term of institutionalisation and believes it was a mistake shut down the old mental asylums

· Is concerned that foot blisters are at risk of infection due to insufficient disinfection and dressing, and poor footwear. 

· Rodney’s over-use of Ventolin poses long-term risks

Expectations

· Improving diet and dental health will significantly improve Rodney’s mood and mental health

· Better shoes will improve his gait  and reduce pain

9. Patient’s history of the problem

· Rodney “figured some things out” about four years ago, and now he lives his life “carefully”. Describes his thoughts as “paranoid” but clear that this is a label mental health workers have given it. He is ambivalent – on some days he can see his delusions are irrational, but other days he is convinced. Rodney feels that olanzapine makes it easier for him to make good decisions.

· Has blisters on feet from spending entire days walking, three to four times a week. “I’m a soldier in a war, and soldiers have to march”.

· Does not believe his dental health is an issue, despite frequent toothaches

· Feels no problem with diet and sleep

10. Patient’s past medical history

· Seasonal asthma

· Childhood collarbone fracture

11. Patient’s family history

· Identifies as a loner

· Mentioned parents and brothers not living locally, but does not talk about them at length

· Single. Dismissive and slightly amused at the idea of being in a couple.

· No children

12. Patient’s social information (work, lifestyle, habits)

· Denies having friends he spends time with, but enthusiastically describes his online friendships

· Is on first name basis with several staff members at internet cafes and gaming centres, but denies that they are close relationships

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A

Rodney Spinks: Social Worker Briefing Notes
1. Title

Name:  

Margaret Dunville 

Position:
Social worker

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

· You are employed in a state or territory service as a community social worker.

· You are being interviewed by a second-year occupational therapy student regarding a client with a disability whom you have assisted with securing public housing.

· The estate agents are pressuring you to resolve issues with the client, but you feel excluded from his management and have insufficient information to work with.

3. Learning objectives 

· Build rapport with a stakeholder from a different agency and discipline

· Manage expectations and concerns of other professionals

· Consider client confidentially and inclusion

4. Student (clinician) task (including briefing for trainee)

· Identify stakeholder priorities and concerns

· Develop plan and information-sharing relationship

5. Setting

· Loud open-plan office.

· Margaret is very busy and has limited time

Specifically for the simulated person

6. Affect/behaviours

· Exasperated, time-pressured, quite fed up with this client

· Sympathetic to Rodney but feels he is particularly stubborn and unresponsive to requests

· Frustrated with lack of updates from OT and mental health staff

7. Opening lines/questions/prompts

· “Community social services. Margaret speaking.”

· “I haven’t spoken to Rodney in over a month, and when I contact your organisation, no one is available or returns my calls.”

· “The managers of Rodney’s flat haven’t been able to inspect it in a year, and they’re hounding me about safety concerns. This guy could lose his housing if we don’t act.”

· “I need a thorough briefing on Rodney’s progress. How can we arrange that?”

8. Margaret’s ideas, concerns and expectations of the interaction

Ideas

Concerns

· Margaret is unable to plan or implement social work strategies without any contact or information from Rodney

· Margaret has worked hard to establish a relationship with this particular estate agency, and does not want to make it harder to find housing for future clients.

· An inspection of Rodney’s flat is long overdue, and Rodney risks eviction if he doesn’t proactively work with Margaret and the estate agents, but he is out all day and doesn’t have a phone.

· The estate agents believe Rodney is placing duct tape over security cameras in his block, which damages the cameras and is a criminal offence.

Expectations

· A full briefing and facilitated meeting with Rodney ASAP

· Rodney to contact Margaret to arrange flat inspection with estate agents 

· Rodney to immediately and permanently cease interfering with security cameras

9. Patient’s history of the problem

· Margaret worked very hard to convince an estate agent to lease a flat to her client, approximately two years ago.

· Housing staff were considerate during first year, but became frustrated after that as Rodney did not appear to settle in and comply with estate management requirements

· Lack of communication has frustrated Margaret and estate agents

10. Patient’s past medical history

· Margaret  has not received reliable information about Rodney for six months
· The estate agents are pressuring social services for information to base a decision on, but Margaret must maintain Rodney’s privacy
11. Patient’s family history

· Margaret has had brief contact with Rodney’s mother because she is his emergency contact, but found her unreliable and reluctant to provide detailed information.

12. Patient’s social information (work, lifestyle, habits)

· Margaret is aware of Rodney’s general social patterns, but has no recent information.

13. Considerations in playing this role including wardrobe, makeup and challenges:

· Call taking place in busy office environment

Rodney Spinks:  Mother Briefing Notes
1. Title

Name:  

Gloria Spinks

Position:
Mother of client

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

· You are the mother of Rodney Spinks. He is 26 years old, the second of your three sons, and has been diagnosed with schizophrenia for 3 years.

· You are being contacted by a second-year occupational therapy student who is assisting Rodney to function in the community.

3. Learning objectives 

· Build rapport with a family member and obtain effective information, while remaining professional and respectful.

· Develop client history via secondary sources

4. Student (clinician) task (including briefing for trainee)

· Contact Rodney’s mother to gather information on his development and premorbid function

5. Setting

· Living room of house. Quiet area with radio/television in background.

Specifically for the simulated person

6. Affect/behaviours

· In moderate pain from recent hip replacement operation.

· Gloria is somewhat self-focussed and will attempt to turn the conversation to her own occupational challenges and recovery

7. Opening lines/questions/prompts

· “Hello? Who is this?”

· “It’s so nice of you to call. Sometimes I feel invisible!”

8. Mother’s ideas, concerns and expectations of the interaction

Ideas

Concerns

· Rodney doesn’t know how to look after himself

· He had a bad asthma attack at age 9 and it could happen again

· Schizophrenia isn’t a real illness and doctors are using Rodney as a “guinea pig” for medications

· Believes Rodney has a job with the police and is worried he will lose it due to his illness

· Sad her son doesn’t call or visit enough

Expectations

· Rodney would do better if he moved back in with his parents and stopped taking medication

· Rodney will get all better when he finds a girlfriend

· Regularly calling his parents should be a part of Rodney’s treatment plan

9. Patient’s history of the problem

· Rodney was a very intelligent and ambitious boy until he got involved with “weirdos” on the internet, and then became insular and obsessive

· Rodney has a lot of silly ideas, but isn’t unwell

· His current state is the fault of drug dealers who sold him amphetamines and caused his psychotic episode

10. Patient’s past medical history

· Seasonal asthma since 8 years old. Treated with Ventolin. No severe episodes.

· Bad reaction to flu vaccine at 12 – fever and flu symptoms. Seen in emergency department but sent home with paracetamol

· Gloria is happy to talk at length about every scratch, cough and sniffle Rodney ever had from infancy to adulthood, including colic as a baby, a grazed knee at 5, sore shoulder from falling off a bike, nosebleed from a schoolyard fight, two bouts of flu in high school, chickenpox once, etc.

11. Patient’s family history

· Achieved normal milestones in growth and development throughout childhood

· Both Rodney’s brothers were athletic and popular, and ganged up on him at times, but were not overtly abusive

· Rodney’s paranoid thoughts are not particularly alarming to Gloria, because her husband has a history of similar fears regarding communists, though the children never really picked up on this 

12. Patient’s social information (work, lifestyle, habits)

· Had several good friends through school, but not generally gregarious

· He was very comfortable with dropping friends or breaking off contact if conflict emerged or the relationship stopped being fun

· No girlfriends or other intimate relationships

· Rodney’s online relationships don’t count,  because those people might not even be real

13. Considerations in playing this role including wardrobe, makeup and challenges:

· Gloria is in pain and using significant dosages of morphine. She can sound dreamy and slow at times, but will express pain if shifting position while on phone

Rodney Spinks: OT Activities & Props
Sub groups

	
	Observed tasks in university setting

With patient 
	Activities in a shopping centre

Without patient
(Note: students can complete multiple activities if time permits)

	Group A
	Activity: Preparing for laundromat visit

Consider

· Sorting clothing for separate washes

· Options for bulk transporting clothing

· Choosing appropriate cleaning agents and quantities

· Budgeting time for task

· Operating washing machine & dryers


	Laundromat

Consider

· Anxiety in crowds

· Possibility all machines are in use

· Payment method

· Occupying time usefully during washing/drying cycle

· Paranoid anxieties around security cameras

	Group B
	Activity: First steps in establishing a small business

Consider

· Applying for credit card and bank accounts

· Managing deadlines and planning work schedules

· Networking and building professional contacts offline

· Selecting professional attire
	Purchasing professional outfit for business meeting

Consider

· Distracted by auditory hallucinations

· Unfamiliar with professional dress conventions 

· Staff reaction to unusual behaviours and appearance



	Group C
	Activity: Prepare a sandwich and hot drink and clean kitchen area afterwards

Consider:

· Food hygiene

· Food safety such as checking the expiration date

· Cleaning up the kitchen area and housing food correctly (eg butter in fridge)

· Waste disposal
	Supermarket:

Consider

· Distractions by crowds and auditory hallucinations

· Cleanliness and hygiene with food such as fruit and vegetable

· Paranoia around security cameras

· Other people’s reactions to unusual behaviours  and appearance


Group A

	On campus requirements

Bedroom space

· Assorted men’s clothing

· Laundry basket

· Various bags for packing clothing
	Off campus requirements

Shopping centre




Group B

	On campus requirements

· Any space with chairs for all participants

· Pens, paper, calculator

· One set of men’s business attire

· One set of men’s casual clothing
	Off campus requirements

Shop selling men’s business clothes




Group C

	On campus requirements

· Kitchen with fridge and capacity light meal preparation

· Ingredients for making sandwich and hot drink

· Materials for cleaning such as wipes, detergent, rubbish bin
	Off campus requirements

Supermarket
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Referral Form
	Surname:      Spinks
Given Name:   Rodney                  DOB: 27/06/1989                    Sex: M
Address: 4/70 Constitution Avenue

Insert suburb



	  Referred   from
	Sunnybrook Psychiatric Unit
	Referred to  
	Health Enhance Occupational Therapy Mental Health

	Interpreter Required:  Yes   ☐          No  ☒           Language: English

	Diagnosis: Schizophrenia

	[image: image41.jpg]AUSTRALIAN CATHOLIC UNIVERSITY



Social Situation: Lives alone. Works from home. Parents and brothers not local. No local supports identified.

	 

	Home Assessment Completed: Yes  ☐        No   ☐           Required   ☒      

	Equipment Provided: Nil

	Current Occupational Performance

	PADLS: Hygiene and dental health deficits. Infrequent showers and use of personal care products

	

	DADLS: Cleaning, laundry and cooking deficits. Avoidant of administrative tasks requiring face-to-face interaction or engagement with crowds. Does not own or use mobile phone due to current symptoms

	Mobility/Transfers (Including Aid): Nil applicable

	Referral Goals:  Assess PADL/DADL function. Improve activity participation for client in  personal care, cooking and domestic cleaning. Facilitate improved engagement with bank, Centrelink and other agencies. Explore options for obtaining and using telephone..

	
	
	

	Therapist: K. Philby
	Date:

	Consent Obtained:     Yes   ☒        No   ☐          


	SF/CS Notes:



	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Secondary mental health case 1: Jenny Yarden

	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Jenny Yarden

DOB:

26/01/1982

Address:          62 Manuka Street, Knoxtown
Case Number: MH001

Ms. Jenny Varden was recently diagnosed with schizophrenia, following a psychotic episode which resulted in an acute admission of four weeks. She has been discharged to the care of her GP and psychiatrist, and recently re-commenced a long held and very valued role as a volunteer at her local community radio station. 

Jenny lives with her husband Tom, and they have two young children together (aged 5yo and 3yo). She completed an Arts / Communication degree before getting married, and had previously worked in radio in a paid position. However, she has been a stay at home mum since the birth of her first child and wants to remain outside of the workforce until her youngest is at school.  

During her psychotic episode, Jenny believed that other members of her local community were spying on her and started hearing voices telling her to ‘get out’. While these symptoms have abated, she remains anxious about going out into the community and has lost many of the friendships / acquaintances she used to have. Jenny has been prescribed Zyprexa (Olanzapine), an antipsychotic, which she takes once a day. However, she describes difficulties getting out of bed, due to the sedative effects of the medication. This has greatly reduced her activity levels, and she has put on a lot of weight in the past two months. 

Please complete the following tasks:

· Research three different ways that Jenny could address this dilemma, and the impact it is having on her life

· Research the kinds of supports available to people who are newly diagnosed with schizophrenia, offered by a range of agencies / stakeholders

· Post these documents in the case conference forum in the LMS

· Report back at case conference


Notes:

	

	

	

	

	


Secondary mental health case 2: Lau Yashar

	


Notes:

	

	

	

	

	

	


Secondary mental health case 3: Mary Heath

	


Notes:

	

	

	

	

	

	


Secondary mental health case 4: Malcolm Clark
	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Malcolm Clark

DOB:

5/04/1970

Address:
3 High Street, Long Springs
Case Number: MH004

Mr. Malcolm Clark has been recently diagnosed with schizophrenia manifesting in strong visual hallucinations. Following an accident during his latest relapse (when he swerved to avoid a non-existent obstacle on the road, he has lost his driving licence.  This is having a major impact on his life, as he needs to travel to the city for his work in financial services. 

Malcolm lives with his wife (Jenny), and has two primary school aged children (Olivia and Thomas) in the outer suburban fringe. Jenny works shifts and therefore Malcolm is responsible for transporting the children to their activities and school 2-3 days per week. He recently joined a local Men’s Shed, and spends at least one day every weekend there. 

Malcolm’s symptoms have abated, and his mental state is currently stable. He is very keen to regain his driving licence to reduce his dependence on friends / family for lifts to fulfil his various duties and activities. 

Please complete the following tasks:

· Research how Malcolm can get his licence back, including the processes he will need to participate in and the professionals he will need to consult

· Research all public travel alternatives in an outer suburban area, and consider how they might need his needs while his licence is being reassessed. 

· Post these documents in the case conference forum in the LMS

· Report back at case conference


Notes:

	

	

	

	

	

	

	


Secondary mental health case 5: Enzo Conti
	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Enzo Conti

DOB:

11/05/1982

Address:
3 Melba Way, Transfield
Case Number: MH005

Mr. Enzo Conti has been diagnosed with schizophrenia. He complains that he often smells strong burning odours, which leads him to make multiple phone calls to the fire brigade. Enzo has made friends with some of his fellow residents in a block of flats, but has also had clashes with others after telling them to evacuate when he thought there was a fire.  

Enzo lives independently and requires assistance with cooking an evening meal, due to his poor concentration. His current nutritional intake is very poor, and he is both underweight and in poor physical condition. Enzo likes to jog to keep fit, and also enjoys walking around his local community to ‘see what’s going on’. 

Enzo is currently managed by his GP and also has a peer support worker from a not for profit Community Mental Health Program who visits fortnightly. While his olfactory hallucinations and delusions are frequently present, his mental state is generally stable and he has not required acute admission since his early 20s. 

Please complete the following tasks:

· Research three alternative ways that Enzo can maintain adequate nutrition

· Research the services and supports offered by peer support programs, and consider how you could collaborate with them while working with Enzo. 

· Post these documents in the case conference forum in the LMS

· Report back at case conference




Notes:

	

	

	

	

	

	

	


Secondary mental health case 6: Martha Bennett
	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Martha Bennett

DOB:

20/06/1970

Address:
87 Victoria Avenue, Cobb
Case Number:
MH006

Ms. Martha Bennett has been diagnosed with schizophrenia manifesting in visual hallucinations. Martha lives with a friend (Tabitha), and two cats (Galileo and Copernicus). She has Tabitha have been friends for years, but Tabitha works full time so they only socialise in the evenings. Martha works as a volunteer in a local charity shop, and organises her hours around how well she is feeling. 

Martha wants to learn how to access news and information using technology like an iPad. She’d like to get her own email address, but is worried about who else can see and read her emails as she wants to make sure her information is safe. Martha has basic computer skills in word processing, but has had no exposure to the Internet before. 

Martha’s health is managed by her GP, and she has been taking Olanzapine for many years. She also has chronic back pain, which is mainly managed with a TENS machine. She has experienced episodes of depression in the past, but this is not currently an issue. 

Please complete the following tasks:

· Research how Martha could learn about the Internet, and how to keep her personal details and data safe in an online environment. 

· Research the various advantages and disadvantages of different platforms (i.e. desktop, tablet, & phone) and consider which could be the most appropriate option for Martha. 

· Post these documents in the case conference forum in the LMS

· Report back at case conference




Notes:

	

	

	

	

	

	

	


Secondary mental health case 7: Jane Wright
	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Jane Wright

DOB:

07/07//1962

Address:
13 Mornington Drive, Andale
Case Number: MH007

Ms. Jane Wright has been diagnosed with Generalised Anxiety Disorder. She lives with her husband (Robert), and has three adult children (Lisa, Jarred and Cara) who have all left home. Jane has always been a homemaker, and is very interested in crafts (particularly scrapbooking and patch working). She recently became a grandmother for the first time, a role which she very much values. 

Jane recently began to find it very difficult to leave her home. She requires assistance to negotiate travel to visit her elderly mother, who lives in her own home several suburbs away. Jane cannot articulate what specifically concerns her about being in the community, but her anxiety can be overwhelming at times. 

Jane has a good relationship with her local GP, who has known her since before her children were born. He has suggested she see a psychologist, but Jane is resisting this as she doesn’t think she is ‘that sort of person’. She takes sertraline, but does not always remember to take her medication if feeling particularly stressed. 

Please complete the following tasks:

· Research three ways that Jane might secure assistance to help her overcome her current issues with being in the community. 

· Research the support groups (both real life and online) available for people with generalised anxiety disorders, and assess which would be the best one to suggest to Jane. 

· Post these documents in the case conference forum in the LMS

· Report back at case conference




Notes:

	

	

	

	

	

	


Secondary mental health case 8: Matthew Bailey
	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Matthew Bailey 

DOB:

29/08//1992

Address:
41 Braemar Street, Soxton
Case Number: MH008

Mr. Matthew Bailey has been diagnosed with mild Obsessive Compulsive Disorder. He is currently completing a plumbing course, and is hoping to establish his own business in the coming years. Matthew flat shares with two friends (Jake and Gemma) and is considering moving in with his long term partner (Billy). 

Matthew regularly misses appointments and is late for his classes at TAFE due to anxiety around leaving home. He ruminates about leaving the stove or iron on, and also worries that he has left doors or windows unlocked as they live in a high crime area. This leads to him checking the flat multiple times, in a ritualistic manner. 

Matthew has been seeing a psychologist in recent months, but has no regular GP. He wants to manage his mental health without medication, and has been using cognitive behavioural strategies to manage. However, his symptoms have gotten worse in recent weeks, coinciding with having to complete several crucial tests at TAFE. 

Please complete the following tasks:

· Research three strategies that might help Matthew continue his studies and participate in events outside his home. 

· Research best practice guidelines for managing OCD (particularly in regards to the role of multidisciplinary health professionals). Are there any other options for support and treatment which could be suggested to Matthew?

· Post these documents in the case conference forum in the LMS

· Report back at case conference




Notes:

	

	

	

	

	

	


Secondary mental health case 9: Teresa Price

	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Teresa Price 

DOB:

08/12//1986

Address:
65 Sanctuary Drive, Sweet Corners
Case Number: MH009

Ms. Teresa Price has experienced a flare up of her anxiety. She lives with her partner (Sam) and has recently returned to work after the birth of her first child (Lola). Teresa left her old job (as a customer service manager) prior to Lola’s birth and is now seeking to re-establish her career with a position in a call centre. 

Teresa needs to travel by train to get to work in the morning, but fears the number of people she will encounter. She has also begun to feel overwhelmed and panicky at work, particularly when dealing with demanding or abusive customers. Teresa has an understanding employer, but they have warned that her inability to deal with such customers is beginning to impact on their key performance indicators. 

Teresa has been seeing the same GP since childhood, but his only advice to her has been to ‘maybe think about staying home with your baby instead of trying to work’. She recently saw a different GP by chance, and has now been started on diazepam and referred to a counsellor. 

Please complete the following tasks:

· Research three alternative ways that Teresa might travel from her home to the city for work. 

· Research three options  / strategies / tools that could help Teresa manager her anxiety at work. 

· Post these documents in the case conference forum in the LMS

· Report back at case conference




Notes:

	

	

	

	

	

	

	


Secondary mental health case 10: Jasper Ellis
	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
      Jasper Ellis 

DOB:
      01/10//1999

Address:
     119 Benjamin Court, Red River
Case Number: MH0010

Mr. Jasper Ellis has been diagnosed with agoraphobia and is currently struggling to leave his house. He lives with his mother (Dianne), and sees his father (Chris) on a fortnightly basis. His agoraphobia has progressed to the point that he no longer attends school, and now spends most of his days on his computer in his bedroom. 

Jasper is concerned that he will have a panic attack while he is in public, which has occurred in the past. However, he very much wants to be with his friends at the local skate park, as participation in this sport is very important to him. Jaspers is in constant contact with his former school friends on social media, but only sees them face to face 1-2 per month. 

Jasper is linked in to his local youth team, and has a key worker who sees him on a weekly basis. He has declined medication from the family GP, but enjoys his time with his youth worker because they share a love of skateboarding. 

Please complete the following tasks:

· Research strategies to help Jasper manage his fears so he can see his friends outside of the home more frequently. 

· Research three online mental health resources for young people with mental illness (which include some form of online contact or communication), and assess their potential usefulness to Jasper.  

· Post these documents in the case conference forum in the LMS

· Report back at case conference


Notes:

	

	

	

	

	

	

	


Secondary mental health case 11: April Simpson

	


Notes:

	

	

	

	

	

	


Secondary mental health case 12: Jim Wilson
	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Jim Wilson
 

DOB:

10/02/1977

Address:
32 Kingsley Road, Jasper
Case Number: MH0012

Mr. Jim Wilson has depression, which is currently manifesting in excessive sleeplessness / insomnia. He lives with his wife (Marie) and their toddler twins (Oliver and Max). Jim shares childcare with his wife, as she works parts time in a local shop and they are unable to afford child care fees. 

Jim works at Australia Post in one of the big parcel delivery centres, and is on night shift every couple of months (for two weeks at a time). While he used to be able to recover his diurnal pattern quickly, he is finding it hard to return to night-time sleeping due to his symptoms and the need to attend to his twins (who are poor sleepers) most nights. Jim has experienced episodes of depression since his teenage years, but this one had lingered far longer than usual. 

Jim takes Escitalopram, but has not been back to his GP for a review in over six months due to the difficulties of making an appointment that matches his shifts. He has also put on approximately 10 kg of weight in the past three months, as his appetite has substantially increased. 

Please complete the following tasks:

· Research best practice sleep hygiene, and obtain a fact sheet to provide to Jim and his wife. 

· Consider various child care options (both formal and informal), rebates and parenting supports which could be available to Jim and his wife.  

· Post these documents in the case conference forum in the LMS

· Report back at case conference




Notes:

	

	

	

	

	

	

	


Secondary mental health case 13: Madhay Singh

	MENTAL HEALTH OCCUPATIONAL THERAPY

Name:
Madhav Singh
 

DOB:

17/03/1959

Address:
45 Hemlock Street, Castle Rock
Case Number: MH0013

Mr. Madhav Singh has depression manifesting in profound sadness and teariness. He was widowed two years ago, and is socially supported by his local Sikh community. Madhav attends his local Gurdwara (temple) on a daily basis, where he is provided with the only meal he eats for the day. 

Madhav was a taxi driver for many years, but lost his job for non-attendance following the death of his wife. Both he and his relatives believe a return to some form of work would be helpful, but are not sure how to achieve this goal. Madhav received a science degree in India before emigrating to Australia, and remains passionate about the role of science in modern society. 

Madhav sees a supportive GP, who has referred him for bereavement counselling and prescribed antidepressants. However, Madhav does not always comply with treatment or attend the counsellor, as he feels hopeless about his prospects for recovery. 

Please complete the following tasks:

· Research three ways that Madhav might secure paid or unpaid employment. 

· Research culturally and age relevant leisure activities that Madhav may consider exploring.  

· Post these documents in the case conference forum in the LMS

· Report back at case conference


Notes:

	

	

	

	

	

	

	

	


Blank Sunnybrook Mental Health OT Forms 

· Referral 

· Appointment Schedule

· Client Data 

· Progress Notes

· HONOS (Health of Nation Outcome Scale)

· Individual plan

· Initial Assessment

· Interests Checklist

· Life Skills Profile

· Mental Health Risk Assessment
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Occupational Therapy
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Referral Form
	UR: 

Surname: 
Given Name: 

Address: 
DOB:                   Sex: 


	Referred  from
	
	Referred 
to
	

	Interpreter Required:  Yes   ☐          No  ☐           Language: 

	Diagnosis: 

	Social Situation: 



	Circumstances of Transfer: 


	Mental State: 


	Current Medications:



	Current Occupational Performance:

PADLs: 

DADLs: 

CADLs:
Mobility/Transfers: 


	Screening:

K10 : 

AUDIT: 

DUDIT: 


	Referral Goals: 



	Referrer:  
	Date:

	Consent Obtained:     Yes   ☐        No   ☐          
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Appointment schedule


_______________

Name

_______________

Address

____________, ___

Suburb,                  postcode


_ _ / ____ / _ _ _ _ 

D   D       Month      Y   Y   Y   Y

Dear ___________________, 
Case Number: ________
Your appointment with the Health Enhance Occupational Therapist is scheduled for:

Time: ____________ am / pm

Date: ____________,  _ _ / ____ / _ _ _ _

                Day                                       D   D      Month          Y   Y   Y   Y

Address: ___________________________________________________
     
  ____________________________________________________

If you cannot make this appointment or have any queries, please contact Health Enhance Occupational Therapy on {insert Number}
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Client Data Sheet

	Client Name:
	

	Case Number:
	

	
	

	Date of Birth:
	

	Address:
	

	Contact:
	

	
	

	Employer:
	

	Employer Address:
	

	Employer Contact:
	

	
	

	GP:
	

	GP Address:
	

	GP Contact:
	

	
	

	Specialist 1
	

	Type: (psychologist, physio, social worker, dietitian, etc.)
	

	Address:
	

	Contact:
	

	
	

	Specialist 2
	

	Type: (psychologist, physio, social worker, dietitian, etc.)
	

	Address:
	

	Contact:
	

	
	

	Specialist 3
	

	Type: (psychologist, physio, social worker, dietitian, etc.)
	

	Address:
	

	Contact:
	

	
	

	Personal 1:
	

	Relationship (spouse, parent, employer, etc.)
	

	Address:
	

	Contact:
	

	
	

	Personal 2:
	

	Relationship (spouse, parent, employer, etc.)
	

	Address:
	

	Contact:
	

	
	

	Personal 3:
	

	Relationship (spouse, parent, employer, etc.)
	

	Address:
	

	Contact:
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Occupational Therapy

Progress Notes
	Surname:                                         

Given Name:                                 
DOB:                          Sex:

Address: 



	
	Legislation requires ALL entries to have  name & signature.

	Date/Time
	Progress Notes
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Health of Nation Outcome Scale
	UR: 

Surname: 
Given Name: 
Address: 
DOB:                      Sex: 

	Rating Period: 
Scoring: 0= no problem, 1= Minimal problem, 2= Moderate problem, 3= Substantial problem, 4= Severe problem, 9= Unknown/ Not app
Question 8: A- Phobic, B- Anxiety, C- OCD, D- Stress, E- Dissociative, F- Somatoform, G- Eating, H- Sleep,

I- Sexual, J- Other



	HoNOS
	7) Problems with depressed mood
	

	1) Overactive, aggressive, disruptive,     agitated behaviour
	
	8) Other mental  and behavioural (above)                            
	[ letter/ score]
	
	

	2) Non accidental self injury
	
	9) Problems with relationships
	

	3) Problem drinking or drug taking
	
	10) Problems with activities of daily living
	

	4) Cognitive problems
	
	11) Problems with living conditions
	

	5) Physical illness or disability problems
	
	12) Problems with residential rehabilitation participation and activities
	

	6) Problems associated with hallucinations/ delusions  
	
	TOTAL
	

	Therapist Name:                                       Therapist Signature:                                                                 Date:  
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	UR: 

Surname: 
Given Name: 

Address: 
DOB:                                Sex: 

	Individual Plan
	


	Current Situation 
	Client Identified Recovery Goals
Based on what client wants to actually achieve in the next 3 months
	Strategies/ Interventions
Support your client need to achieving his /her goals
	Who will be involved?

What will the team do together with the client to achieve his/ her goals

	 


	
	
	

	
	
	1. 
	

	
	
	
	

	
	
	1. 
	

	
	
	1. 
	

	Most important things your client would like to focus on right now



	Who was involved in developing this plan

	Role (eg. Key worker)


	Name
	Organisation &contact number
	Signature

	Key Worker
	
	
	

	Psychiatric Registrar
	
	
	

	GP
	
	
	

	Date
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Occupational Therapy

Initial Assessment
	UR: 

Surname: 
Given Name: 
Address: 
DOB:                               Sex:  

	MEDICAL INFORMATION



	

	CURRENT SITUATION



	Relevant Psychiatric History:

	


	

	Screening:

K10 : 

LSP: 

HoNOS : 

AUDIT: 

DUDIT:



	Vision:






Hearing: 

	SOCIAL SITUATION      Lives alone:  Yes     ☐          No☐             With whom: 

	

	

	 Services:    Personal Care Assistance    ☐      Home Help       ☐       MOW     ☐      Other   ☐

	HOME ENVIRONMENT


Previous Home Visit:  Yes        ☐        No ☐
  Own ☐    Rented  ☐  House   ☐  Flat/ Unit  ☐   Storey: Single  ☐ Double ☐

	Front Access:
	

	Back Access:
	

	Internal:
	

	Bathroom: 
	

	Toilet: 
	

	Bedroom:
	

	Seating:
	

	Other:
	

	Transport:    Drives   Yes   ☐    No   ☐   Manual   ☐      Auto       ☐    

Public Transport:    Tram    ☐   Train   ☐   Bus   ☐   Disabled Parking Permit   ☐   

Other: 


	CURRENT LEVEL OF FUNCTION

	Mental State:


	Mobility   Independent     ☐   Supervision      ☐   Assistance  ☐
Comments:



	UPPER LIMB FUNCTION

Dominance:    Right   ☐   Left  ☐       Precautions:  ☐
Impaired:     Yes   ☐       No  ☐    ROM  ☐    Sensation   ☐   Coordination  ☐

	PAIN  



	OCCUPATIONAL PERFERFORMANCE AREAS

Key:   I = Independent       A = Assistance required      S = Supervision/Prompts

	
	Previous Status

Comments (Aids used)
 Key                                                             
	Current Status

Comments (Aids used)                                      Key                                           

	Bed mobility
	
	
	
	

	Transfers
	
	
	
	

	Personal care ADL
	
	
	
	

	Eating
	
	
	
	

	Grooming
	
	
	
	

	Dressing
	
	
	
	

	Bathing
	
	
	
	

	Toileting
	
	
	
	

	Other
	
	
	
	

	Domestic ADL
	
	
	
	

	Meal Preparation
	
	
	
	

	Housework
	
	
	
	

	Laundry
	
	
	
	

	Garden/Home Maintenance
	
	
	
	

	Community ADL
	
	
	
	

	Shopping
	
	
	
	

	Money Management
	
	
	
	

	COGNITION    NAD   ☐          Impaired  ☐
Comments:



	SOCIAL ACTIVITIES/ INTEREST



	EMPLOYMENT


	OTHER



	GOALS

 

	1. 

	

	ISSUES IDENTIFIED

·  

	


	Completed by:
	

	Date:
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Modified Interests Checklist
	UR: 

Surname: 
Given Name: 
Address: 
DOB:                     Sex:  


	Activity
	What has been your level of interest
	Do you currently participate in this activity?
	Would you like to pursue this
in the future?

	
	In the past ten years
	In the past 

year
	
	

	
	Strong
	Some
	No
	Strong
	Some
	No
	Yes
	No
	Yes
	No

	Gardening / Yardwork
	
	
	
	
	
	
	
	
	
	

	Sewing/needle work
	
	
	
	
	
	
	
	
	
	

	Playing card
	
	
	
	
	
	
	
	
	
	

	Foreign languages
	
	
	
	
	
	
	
	
	
	

	Church activities
	
	
	
	
	
	
	
	
	
	

	Radio
	
	
	
	
	
	
	
	
	
	

	Walking
	
	
	
	
	
	
	
	
	
	

	Car repair
	
	
	
	
	
	
	
	
	
	

	Writing
	
	
	
	
	
	
	
	
	
	

	Dancing
	
	
	
	
	
	
	
	
	
	

	Golf
	
	
	
	
	
	
	
	
	
	

	Football
	
	
	
	
	
	
	
	
	
	

	Listening to popular music
	
	
	
	
	
	
	
	
	
	

	Puzzles
	
	
	
	
	
	
	
	
	
	

	Holiday Activities
	
	
	
	
	
	
	
	
	
	

	Pets/livestock
	
	
	
	
	
	
	
	
	
	

	Movies
	
	
	
	
	
	
	
	
	
	

	Listening to classical music
	
	
	
	
	
	
	
	
	
	

	Speeches/lectures
	
	
	
	
	
	
	
	
	
	

	Swimming
	
	
	
	
	
	
	
	
	
	

	Bowling (lawn bowl)
	
	
	
	
	
	
	
	
	
	

	Visiting
	
	
	
	
	
	
	
	
	
	

	Mending
	
	
	
	
	
	
	
	
	
	

	Checkers/Chess
	
	
	
	
	
	
	
	
	
	

	Barbecues
	
	
	
	
	
	
	
	
	
	

	Reading
	
	
	
	
	
	
	
	
	
	

	Traveling
	
	
	
	
	
	
	
	
	
	

	Parties
	
	
	
	
	
	
	
	
	
	

	Wrestling
	
	
	
	
	
	
	
	
	
	

	Housecleaning
	
	
	
	
	
	
	
	
	
	

	Model building
	
	
	
	
	
	
	
	
	
	

	Television
	
	
	
	
	
	
	
	
	
	

	Concerts
	
	
	
	
	
	
	
	
	
	

	Pottery
	
	
	
	
	
	
	
	
	
	


	Activity
	What has been your level of interest
	Do you currently participate in this activity?
	Would you like to pursue this
in the future?

	
	In the past ten years
	In the past 

year
	
	

	
	Strong
	Some
	No
	Strong
	Some
	No
	Yes
	No
	Yes
	No

	Camping
	
	
	
	
	
	
	
	
	
	

	Laundry/Ironing
	
	
	
	
	
	
	
	
	
	

	Politics
	
	
	
	
	
	
	
	
	
	

	Table games
	
	
	
	
	
	
	
	
	
	

	Home decorating
	
	
	
	
	
	
	
	
	
	

	Clubs/Lodge
	
	
	
	
	
	
	
	
	
	

	Singing
	
	
	
	
	
	
	
	
	
	

	Scouting
	
	
	
	
	
	
	
	
	
	

	Clothes
	
	
	
	
	
	
	
	
	
	

	Handicrafts
	
	
	
	
	
	
	
	
	
	

	Hairstyling
	
	
	
	
	
	
	
	
	
	

	Cycling
	
	
	
	
	
	
	
	
	
	

	Attending plays
	
	
	
	
	
	
	
	
	
	

	Bird watching
	
	
	
	
	
	
	
	
	
	

	Dating
	
	
	
	
	
	
	
	
	
	

	Auto-racing
	
	
	
	
	
	
	
	
	
	

	Home repairs
	
	
	
	
	
	
	
	
	
	

	Exercise
	
	
	
	
	
	
	
	
	
	

	Hunting
	
	
	
	
	
	
	
	
	
	

	Woodworking
	
	
	
	
	
	
	
	
	
	

	Pool
	
	
	
	
	
	
	
	
	
	

	Driving
	
	
	
	
	
	
	
	
	
	

	Child care
	
	
	
	
	
	
	
	
	
	

	Tennis
	
	
	
	
	
	
	
	
	
	

	Cooking/Baking
	
	
	
	
	
	
	
	
	
	

	Basketball
	
	
	
	
	
	
	
	
	
	

	History
	
	
	
	
	
	
	
	
	
	

	Collecting
	
	
	
	
	
	
	
	
	
	

	Fishing
	
	
	
	
	
	
	
	
	
	

	Science
	
	
	
	
	
	
	
	
	
	

	Leatherwork
	
	
	
	
	
	
	
	
	
	

	Shopping
	
	
	
	
	
	
	
	
	
	

	Photography
	
	
	
	
	
	
	
	
	
	

	Painting/Drawing
	
	
	
	
	
	
	
	
	
	


	Completed by:
	

	Date:
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Life Skills Profile
	UR: 

Surname: 
Given Name: 
Address: 
DOB:                              Sex: 
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	Completed by:
	

	Date:
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Mental Health Risk Assessment
	UR: 

Surname: 
Given Name: 

Address: 
DOB:                              Sex: 


	Assessor: 
	Date:



	Harm to Self
	0 : None

No thoughts or actions of harm, no history of suicide / self-harm, no self-neglect

(
	1: Low

Fleeting suicidal thoughts but NO plans / intent or current low alcohol or drug use, history of self-harm, self-care mildly impaired

(
	2: Moderate

Current thoughts/

multiple stressors / past actions without intent or plans / moderate drug or alcohol use, moderately impaired self-care

(
	3: High

Current thoughts with intent and plan, past and recent impulsivity / some plans but not well established / increased use of drugs and / or alcohol, very poor self-care

(
	4: Extreme
Current thoughts with intent and plan / past history of attempt / high drug or alcohol use / unstable mental state, extreme self-neglect

(

	Harm to Others
	0: None

No thoughts or intent / plan of harm, no history of violence, judgement intact

(
	1: Low

Brief harm to others / thoughts but NO plans / current low alcohol or drug use, history of violence / assault

(
	2: Moderate

Current thoughts / past actions without intent or plans / moderate alcohol or drug us, history of violence / assault / forensic, some impaired judgement

(
	3: High

Current thoughts with intent and plan, past and recent impulsivity / some plans but not well established / increased use of drugs and / or alcohol, very poor judgment, history of violence / assault / forensic

(
	4: Extreme
Current thoughts with intent and plan / past history of attempt / high drug or alcohol use / unstable mental state, history of violence /assault / forensic

(

	Impaired function
	0 : None

No more than everyday problems / slight impairment when distressed

(
	1: Moderate

Moderate difficulty in ONE area of social or occupational functioning

(
	2: Significant

Significant difficulty in ONE area of social or occupational functioning

(
	3: Significant

Significant difficulty in SEVERAL areas of social or occupational functioning

(
	4: Extreme
Inability to function in all areas

(

	Support available
	0: Highly supportive

Extensive supports currently available, able to help in times  of need

(
	1: Moderately supportive

Variety of supports available, able to help in times of need

(
	2: Limited support

Few sources of help, supports have incomplete ability to participate in treatment

(
	3: Minimal support

Few sources of support, poor motivation

(
	4: No support

No supports in all areas or client unwilling / unable to accept support

(

	Response to Treatment


	0: None

No problems, good response to treatment, new client with no past treatment

(
	1: Moderate

Good response to some treatment, but only partial response to others

(
	2: Inadequate

Partial response only to all treatment

(
	3: Minimal

Partial response to only some treatments with no response to others

(
	4: None

No response to any treatment or intervention

(


	Engagement with treatment
	0: No problem

Very constructive, has agreed to illness and treatment needed

(
	1: Moderate

Inconsistent or ambivalent engagement to treatment

(
	2: Poor

Client does not accept illness and requires encouragement to accept treatment

(
	3: Minimal

Client cannot be persuaded to accept voluntary treatment

(
	4: None

Client is hostile and actively resists treatment

(


	Overall Risk
	
	Negligible risk 
	0-5

	
	
	Low risk
	6-10

	
	
	Moderate risk
	11-15

	
	
	High risk 
	16-20

	
	
	Imminent risk
	21-24


Details: 

	


	Mandatory Reporting
	Yes
	No

	Children under 18 or other dependents in home
	
	

	Child protection issues
	
	

	Weapons / Firearms in home
	
	

	
	
	

	Other risk issues
	Yes
	No

	Animals in home environment
	
	

	Alcohol or drug use in home environment
	
	

	Engagement in illegal activity 
	
	


Details: 
	


Example completed client case file: Mental Health 

The example completed client case file is used during Session 2 on Day 1 of the SCP program to demonstrate to students what a completed client case file looks like. The following pages contain various completed forms that can serve as a model for students as they complete their own forms for their primary client.
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Patient Transfer

	Patient name

	Title:    Mr                         Surname: Edwards       Given Name: James ‘Ted’

	Case Number: 29645128

	

	Date of Admission: 24.1.2016

	Team: Sunnybrook Community Mental Health                    Keyworker: To be allocated

	

	Patient details

	Date of Birth: 9.11.1949
	                           

	Age: 66
	Sex: Male

	Home address:  6 St. John Road, Kingvale

	Phone: 0400 911 111

	Medicare number: 3406 92819 / 1

	Health Insurance: Nil

	DVA number: VA492650

	

	Marital Status:  Married

	Occupation: Retired

	Language spoken at home: English

	Interpreter required? No

	Religion: Atheist

	

	Next of Kin:
	Jill Edwards

	Relationship
	Wife

	Address:
	6 St. John Road, Kingvale

	Mobile:
	0402 847 649

	
	

	GP:
	Dr. Ronald Norton

	GP Address:
	Sunnybrook Medical Centre

	GP Contact:
	5279 0986

	
	

	Consultant Psychiatrist
	Dr. Nisha Prakesh

	Address
	Sunnybrook specialist clinic

	Contact:
	1800 5689 8988
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Occupational Therapy

Referral Form
	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       

Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M


	Referred  from
	Sunnybrook Hospital 
	Referred 
to
	Occupational Therapy, Community Mental Health 

	Interpreter Required:  Yes   ☐          No  ☒           Language: English

	Diagnosis: Depression, Post Traumatic Stress Disorder, Alcohol Dependence

	Social Situation: 

Lives with this wife Jill, and has a dog ‘Bluey’. Two adult children (Jarred and Emma) with whom he has sporadic contact by phone as they live interstate. Good friends with his neighbours (Bruce and Coral), whom he sees daily. Ted is a Vietnam Veteran, on a service pension (invalid), having been unable to continue in his role as a machinist in a large factory due to unstable moods and fluctuating cognitive functioning attributed to Post Traumatic Stress Disorder. 


	Circumstances of Transfer: 
Ted was diagnosed with Post Traumatic Stress Disorder 8 years ago. Over the past two years, Ted’s alcohol intake has increased to daily consumption of 6-8 ‘stubbies’ of beer. He is an overweight man and complains of knee pain and stiffness. 

Ted experienced mood swings, sleep disturbance and more frequent ‘flash backs’ in the past few months. He has more frequent and concrete plans to take his own life. He attended his appointment with Jill and when he agreed to have her join the consult, Jill voiced her distress and worry over Ted’s lack of engagement in their domestic and social life and ‘depressed’ outlook. She said that Ted has irregular and disrupted sleep patterns and often wakes screaming and in a ‘lather of sweat’. Ted was recommended to seek assistance from psychologist but decline. Ted was referred to CAT team for further assessment and management.


	Mental State: 
A 66 year old man, who appeared relatively well groomed although slightly malodourous. No evidence of psychomotor agitation; sporadic eye contact. Speech was coherent and spontaneous, with normal rate, volume and rhythm. Described himself as ‘much better now’, but acknowledges he feels ‘edgy and stressed’ at times, particularly in the context of intrusive thoughts about his war service. Presents as vague at times, but reports he doesn’t think he has much to offer the world and feels foolish for having burdened Jill and the health service. 

Objectively, mood is dysphoric with underlying anxiety and mild irritability. Patient appeared superficially calm, but brief instances of sadness and anger occurred during meeting. Behaviour was generally appropriate, but reduced range of mood evident. No consistent evidence of perceptual disturbance, but reports he experiences periodic ‘flashbacks’ as part of PTSD – difficult to observe as he experiences these in the evening and overnight and only reports them in retrospect. Fully oriented to place, time and person, but concentration and attention fluctuated. Appears to be of normal intelligence, and able to communicate clearly. 
Stated he no longer wanted to die, but does not want to be a burden to Jill and feels it could be better if he didn’t wake up in the morning. No thoughts of harm to others. Able to maintain adquate rapport with some warmth, and able to follow directions. Some insight into his PTSD, but limited insight into depression. Judgement is mildly impaired, as Ted remains unable to problem solve daily issues without prompting. Little insight into alcohol use, but pre-contemplative in regards to his need to change his drinking pattern. 


	Current Medications:

5-10mg of Diazepam BD



	Current Occupational Performance:

PADLs: Independent, prompted by wife

DADLs: Independent, but not performing regularly

CADLs: Performed mainly by Jill, has a license, however Jill uncomfortable with him driving at present.

Mobility / Transfers: Uses a single point stick, due to R knee OA


	Screening:

K10 : 23 (Moderate Levels of Distress) 

AUDIT: 22 (Alcohol Dependence Likely) 

DUDIT: 4 (Drug Dependence Unlikely)


	Referral Goals: 

1. Resume meaningful occupations or establish new occupations that he finds meaningful

2. Regain some self-direction, control and choice over his recovery

3. Receive some psychosocial education to support his understanding of depression and PTSD symptoms
4. Regain regular performance of required ADLs

5. Medication supervision and risk monitoring



	Referrer:   R. Norton Dr Ronald Norton
	Date: 10 Feb 2016

	Consent Obtained:     Yes   ☒        No   ☐          
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Mental Health Risk Assessment
	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       

Address: 6 St. John Road, Kingvale
DOB:     9.11.1949                Sex: M


	Assessor: : Shona Lee Shona Lee, CAT team leader
	Date: 10 Feb 2016



	Harm to Self
	0 : None

No thoughts or actions of harm, no history of suicide / self-harm, no self-neglect

(
	1: Low

Fleeting suicidal thoughts but NO plans / intent or current low alcohol or drug use, history of self-harm, self-care mildly impaired

(
	2: Moderate

Current thoughts/

multiple stressors / past actions without intent or plans / moderate drug or alcohol use, moderately impaired self-care

(
	3: High

Current thoughts with intent and plan, past and recent impulsivity / some plans but not well established / increased use of drugs and / or alcohol, very poor self-care

(
	4: Extreme
Current thoughts with intent and plan / past history of attempt / high drug or alcohol use / unstable mental state, extreme self-neglect

(

	Harm to Others
	0 : None

No thoughts or intent / plan of harm, no history of violence, judgement intact

(
	1: Low

Brief harm to others / thoughts but NO plans / current low alcohol or drug use, history of violence / assault

(
	2: Moderate

Current thoughts / past actions without intent or plans / moderate alcohol or drug us, history of violence / assault / forensic, some impaired judgement

(
	3: High

Current thoughts with intent and plan, past and recent impulsivity / some plans but not well established / increased use of drugs and / or alcohol, very poor judgment, history of violence / assault / forensic

(
	4: Extreme
Current thoughts with intent and plan / past history of attempt / high drug or alcohol use / unstable mental state, history of violence /assault / forensic

(

	Impaired function
	0 : None

No more than everyday problems / slight impairment when distressed

(
	1: Moderate

Moderate difficulty in ONE area of social or occupational functioning

(
	2: Significant

Significant difficulty in ONE area of social or occupational functioning

(
	3: Significant

Significant difficulty in SEVERAL areas of social or occupational functioning

(
	4: Extreme
Inability to function in all areas

(

	Support available
	0: Highly supportive

Extensive supports currently available, able to help in times  of need

(
	1: Moderately supportive

Variety of supports available, able to help in times of need

(
	2: Limited support

Few sources of help, supports have incomplete ability to participate in treatment

(
	3: Minimal support

Few sources of support, poor motivation

(
	4: No support

No supports in all areas or client unwilling / unable to accept support

(

	Response to Treatment


	0: None

No problems, good response to treatment, new client with no past treatment

(
	1: Moderate

Good response to some treatment, but only partial response to others

(
	2: Inadequate

Partial response only to all treatment

(
	3: Minimal

Partial response to only some treatments with no response to others

(
	4: None

No response to any treatment or intervention

(

	Engagement with treatment
	0: No problem

Very constructive, has agreed to illness and treatment needed

(
	1: Moderate

Inconsistent or ambivalent engagement to treatment

(
	2: Poor

Client does not accept illness and requires encouragement to accept treatment

(
	3: Minimal

Client cannot be persuaded to accept voluntary treatment

(
	4: None

Client is hostile and actively resists treatment

(


	Overall Risk
	
	Negligible risk 
	0-5

	12 - Moderate
	
	Low risk
	6-10

	
	
	Moderate risk
	11-15

	
	
	High risk 
	16-20

	
	
	Imminent risk
	21-24


Details: 

Passive thoughts of death, but not plans of suicide. Alcohol consumption moderate – high pre admission, and at risk of relapse on discharge. Multiple functional problems. Supportive neighbours but minimal contact with family. Reluctant to sees assistance from psychologist.

	Mandatory Reporting
	Yes
	No

	Children under 18 or other dependents in home
	
	(

	Child protection issues
	
	(

	Weapons / Firearms in home
	
	(

	
	
	

	Other risk issues
	Yes
	No

	Animals in home environment
	(
	

	Alcohol or drug use in home environment
	(
	

	Engagement in illegal activity 
	(
	


Details: 

Dog in home environment, but described as friendly. Ted has agreed not to drink before team comes to visit him, but may be alcohol affected if relapsing. 
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Occupational Therapy

Initial Assessment
	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road, Kingvale
DOB:     9.11.1949                Sex: M 

	MEDICAL INFORMATION

Diagnosis: Depression, Post Traumatic Stress Disorder, Alcohol Dependence, Osteoarithtis R knee
Current Medications: 5-10mg of Diazepam BD

	

	CURRENT SITUATION

Ted receives daily visits from the Sunnybrook Crisis & Assessment Team (CAT) for medication supervisison and monitoring of his mental health and risk. Referral for case management services following discharge from the crisis team. Referral received from GP, Dr. Ronald Norton to the Sunnybrook Community Mental Health Team. Presented at the weekly multidisciplinary allocation meeting, attended by CAT team leader. 
CAT team report that Ted’s mental state has stablised with his sucidial ideation subsiding with the resumption of regular sleep (6-7hrs nightly). After discussing referral, Consultant Psychiatrist Dr. Prakesh assessed that Ted had a range of functional issues that would benefit from occupational therapy services. Ted allocated to SHCMH OT, Daya Peterson, for Case management. Plan for Case Manager to make contact with Ted and transfer of care from the CAT team to SHCMH within 3 days.



	Relevant Psychiatric History:

	Ted diagnosed with Post Traumatic Stress Disorder 8 years ago. He experiences sleep disturbance, mood swings, ‘flashbacks’. A more recent development is avoidance of going out in public. Diagnosis made by his GP, Dr. Norton, who has continued to manage his condition due to Ted’s reluctance to seek assistance from a psychologist. With support from Dr. Norton, Ted successfully applied for a service pension from DVA. This process required a lengthy psychological assessment and recommendations for treatment, however Ted declined. Over the past 2 years Ted’s alcohol intake has increased to daily consumption of 6-8 ‘stubbies’ of beer. He is an overweight man and complains of knee pain and stiffness.

Seen by Dr. Norton, after Jill persuaded Ted to seek help for his ongoing low mood and sleep disturbance. He attended his appointment with Jill and when he agreed to have her join the consult, she voiced her distress and worry over Ted’s lack of engagement in their domestic and social life and ‘depressed’ outlook. She said that Ted has irregular and disrupted sleep patterns and often wakes screaming and in a ‘lather of sweat’. Dr. Norton conducted a risk assessment which revealed that Ted had a clear plan and intent to take his own life by ‘crashing the car into tree’. Dr. Norton contacted Sunnybrook Healthcare Psychiatric Triage and arranged for Jill to transport Ted to the SHCMH for further assessment. 

Seen by the intake worker and psychiatric registrar. Plan for Ted to be treated at home with daily medication supervision and risk monitoring. Provisional diagnosis of major depressive episode.

	

	Screening:

K10 : 23 (Moderate Levels of Distress) 

LSP: 16 

HoNOS : 25

AUDIT: 22 (Alcohol Dependence Likely) 

DUDIT: 4 (Drug Dependence Unlikely)


	Vision:
Wears spectacles




Hearing: Not tested recently

	SOCIAL SITUATION      Lives alone:  Yes     ☐          No☐             With whom: Wife, Jill

	Ted is a Vietnam Veteran, on a service pension (invalid), having been unable to continue in his role, 6 years ago as a machinist in a large factory due to unstable moods and fluctuating cognitive functioning attributed to Post Traumatic Stress Disorder. Jill is Ted’s second wife and he has 2 children (Jarred and Emma) with his first wife. He has sporadic contact with his kids who are interstate. Ted met Jill 16 years ago on a bowls trip. Jill is a recently retired book keeper and now volunteers 2 days a week at a local welfare agency doing their accounts. She remains active with the bowls club and social events. Ted and Jill live in a block of single level units and have a good relationship with their neighbours Bruce and Coral. 

	

	 Services:    Personal Care Assistance    ☐      Home Help       ☐       MOW     ☐      Other   ☐

	HOME ENVIRONMENT


Previous Home Visit:  Yes        ☐        No ☑
  Own ☐    Rented  ☐  House   ☐  Flat/ Unit  ☑   Storey: Single  ☑ Double ☐

	Front Access:
	2 concrete steps to front door. Shared driveway with 3 other units. Single car garage attached to the brick unit.

	Back Access:
	Single step down to a bricked courtyard with clothes line.

	Internal:
	Single level dwelling. 3 bedroom

	Bathroom: 
	Shower over the bath

	Toilet: 
	Separate powder room

	Bedroom:
	Accessed off the longue room

	Seating:
	Arm chair, inappropriate height, too low.

	Other:
	Dog in home environment, but described as friendly.

	Transport:    Drives   Yes   ☑    No   ☐   Manual   ☐      Auto       ☑    

Public Transport:    Tram    ☐   Train   ☐   Bus   ☐   Disabled Parking Permit   ☐   

Other: Has a license however, wife has restricted access to their car due to risk to self-harm and cognitive functioning.


	CURRENT LEVEL OF FUNCTION

	Mental State

A 66 year old man, who appeared relatively well groomed although slightly malodourous. No evidence of psychomotor agitation; sporadic eye contact. Speech was coherent and spontaneous, with normal rate, volume and rhythm. Described himself as ‘much better now’, but acknowledges he feels ‘edgy and stressed’ at times, particularly in the context of intrusive thoughts about his war service. Presents as vague at times, but reports he doesn’t think he has much to offer the world and feels foolish for having burdened Jill and the health service. 
Objectively, mood is dysphoric with underlying anxiety and mild irritability. Ted appeared superficially calm, but brief instances of sadness and anger occurred during meeting. Behaviour was generally appropriate, but reduced range of mood evident.  No consistent evidence of perceptual disturbance, but reports he experiences periodic ‘flashbacks’ as part of PTSD – this was confirmed by Jill.  Fully oriented to place, time and person, but concentration and attention fluctuated. Appears to be of normal intelligence, and able to communicate clearly. Stated he no longer wanted to die, but does not want to be a burden to Jill and feels it could be better if he didn’t wake up in the morning. No thoughts of harm to others. 
Able to maintain adequate rapport with some warmth, and able to follow directions. Some insight into his PTSD, but limited insight into depression. Judgement is mildly impaired, as Ted remains unable to problem solve daily issues without prompting. Little insight into alcohol use – has not had a drink whilst being supervised with his diazepam, but pre-contemplative in regards to his need to change his drinking pattern.


	Mobility   Independent     ☑   Supervision      ☐   Assistance  ☐
Comments:

Ambulates for short distances before complaining of knee pain and fatigue.



	UPPER LIMB FUNCTION

Dominance:    Right   ☐   Left  ☐       Precautions:  ☐
Impaired:     Yes   ☐       No  ☐    ROM  ☐    Sensation   ☐   Coordination  ☐

	PAIN  

Right knee pain due to osteoarthritis.



	OCCUPATIONAL PERFERFORMANCE AREAS

Key:   I = Independent       A = Assistance required      S = Supervision/Prompts

	
	Previous Status

Comments (Aids used)
 Key                                                             
	Current Status

Comments (Aids used)                                      Key                                           

	Bed mobility
	
	I
	
	I

	Transfers
	
	I
	
	I

	Personal care ADL
	
	I
	
	I

	Eating
	
	I
	
	I

	Grooming
	
	I
	
	I

	Dressing
	
	I
	
	I

	Bathing
	With prompts from wife
	I
	Self-initiated
	I

	Toileting
	
	I
	
	I

	Other
	
	
	
	

	Domestic ADL
	
	
	
	

	Meal Preparation
	Not performed
	A
	Wife prepares meals
	

	Housework
	Not performed
	A
	Not performed
	A

	Laundry
	Not performed
	A
	Not performed
	A

	Garden/Home Maintenance
	Not performed
	A
	Not performed
	A

	Community ADL
	
	
	
	

	Shopping
	Not performed
	A
	Not performed
	A

	Money Management
	Performed by wife
	S
	Performed by wife
	S

	COGNITION    NAD   ☐          Impaired  ☐
Comments:

Brief cognitive screening conducted, indicating cognitive impairment. Further assessment by cognitive psychologist required.
Judgement is mildly impaired, as Ted remains unable to problem solve daily issues without prompting.

Fully oriented to place, time and person, but concentration and attention fluctuated.



	SOCIAL ACTIVITIES/ INTEREST

Ted spends much of his time at home in the company of the couple’s elderly dog, ‘Bluey’.
Past interest in lawn bowls, hasn’t played for 6 years. Would socialise with neighbours Bruce and Coral weekly for card evenings, has withdrawn from participating.



	EMPLOYMENT
Returned Servicemen, Vietnam

Machinist for motor vehicle manufacture

Retired 6 years due to being unable to manage job demands attributed to his PTSD symptoms.



	OTHER
Jill reports that up until 12 months ago Ted would walk their dog Bluey, but ceased stating that Bluey was getting ‘too old for it’.




	GOALS

Ted felt unable to formulate goals at this point and agreed to have Jill and OT propose some goals. 

	2. Resume meaningful occupations or establish new occupations that he finds meaningful

3. Regain some self-direction, control and choice over his recovery

4. Receive some psychosocial education to support his understanding of depression and PTSD symptoms
5. Regain regular performance of required ADLs

6. Assess home environment for safety and requirements for support

	

	ISSUES IDENTIFIED

· Need for OT to establish rapport and a trusting relationship with Ted and Jill. Ted has a distrust of psychological services and may require some time and psychoeducation regarding his mental health diagnosis and the role of services.
· Have Ted meet with allocated psychiatric registrar, Dr. McGill to discuss role for ongoing psychiatric medications (anti-depressants)
· Jill in need of some respite and psychoeducation on how best to support Ted’s recovery. Jill requires opportunity to express her concerns and increase her confidence in being able to access services for her and Ted.
· Liaise with Dr. Norton regarding how to proceed with management of Ted’s physical health needs including weight loss, reducing alcohol dependence and pain management for osteoarthritis. 

	


	Completed by:
	Dayna Peterson  D Patterson                                

	Date:
	13/2/16
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Occupational Therapy

Progress Notes
	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M


	Legislation requires ALL entries to have signature, printed name and designation.

	Date/Time
	Progress Notes

	12/02/16 

 12:30 
	P/C to Ted to introduce myself, and arrange time for initial Ax. Wife, Jill answered, spoke with her regarding the role of case management and occupational therapy. She reported that Ted had seemed a ‘little brighter’ in the past few days and she had

been grateful for the attention and support from the CAT team. She agreed to get Ted to come to the phone so I could introduce myself and arrange a suitable time to come over. He responded and sounded a bit confused between the different services that had been coming to visit. Confided that he has been feeling ‘sad’ and ‘confused about his future. He reported he had been sleeping better but still had ‘no energy’ to complete tasks. He attributed his sadness to boredom and having too much time to think.

Agreed to H/V, and same arranged for next Wed 13th at 10:30am. Liaised with the CAT duty worker, S. Davis to meet CAT at Ted’s house on this day to formally transfer care to the Community Mental Health team.
1) H/V for initial Ax next week and provide psychoeducation on the stress vulnerability ‘bucket’ model to assist managing his sadness and boredom
2) During H/V attempt to estabilsh any previous strategies used for managing stress

3) Gain consent from Ted and involved Jill in psychoeducation and wellness toolbox planning

4) Discuss with Ted and Jill a suitable time to meet with team psychiatrist Dr. McGill 

For further review and assessment of his psychiatric care.

---------Dayna Peterson,OT  D Patterson

	13/02/16

13:45
	H/V for initial Ax and formal transfer from CAT. CAT completed discharge risk Ax and delivered 1/52 worth of diazepam – Cat discharge summary included. Ted was asked about things he would like to achieve whilst receiving support from mental health services, however reported that he couldn’t really think about ‘goals’. During the 90 minute H/V Ted did make the following statements – 1) “I don’t want to be a burden to Jill”, “I want to get rid of the flashbacks, and feel better” and “I want to be be more supportive to Jill”. Proposed twice weekly H/V for next month to
intensively address these issues, and gain trust and rapport with Ted and Jill. 

Introduced basic concepts (psychoeducation) of stress vulnerability model. Ted able to identify things that contributed to his stress or ‘worry’ bucket, mainly being a burden to Jill by being around the house all day, concerns about his kid’s finances, pain in his knee and most significantly the flashbacks. Ted unable to identify any strategies that assist putting ‘holes’ in his stress bucket, stating that ‘nothing works’. 
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Occupational Therapy

Progress Notes
UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M


	

	Legislation requires ALL entries to have signature, printed name and designation.

	Date/Time
	Progress Notes

	13/02/16

(cont)
	Jill looked frustrated and stated that he used to like bowls and helping out with the kids school events (fetes). However, Ted dismissed these occupations stating he has ongoing knee pain and kids now ‘not at school’. He agreed to think further about past interests.

CAT completed discharge MSE and risk Ax. Ted signed consent form for SHCMH to 

Discuss details of his care with Jill. Ted and Jill agreeable to meeting Dr. McGill next Friday at 1300hrs.

PLAN 

1) H/V on Tues and Fri for next month to build a wellness toolbox and assess, conduct an interest checklist

2) Continue to consult Jill and provide further psychoeduation on the benefits to have Ted complete domestic and community tasks on his mental health

3) Medical review Friday 17th Feb with Dr McGill

4) Once rapport obtain conduct an AMPS assessment to explore possible impact of cognitive and physical impairments on functioning.

---------Dayna Peterson,OT   D Patterson

	17/02/16

15:45
	H/V with Dr.McGill to Ted and Jill. Ted neatly dressed and hair washed. He reported 

Jill had suggested he ‘make an effort for the doctor’. Ted responded fully to 

Assessment conducted by Dr. He appear hesistant to taking anti-depressants 

But agreed as he thought it “would make Jill happy”. Discussed with Ted and Jill how 

The medication could be dispensed (webster pack) and asked them for their 

Suggestions on how it would be collected. Pharmacy located 2 blocks away, Jill

Agreeing to walk with Ted for a few weeks to “get him started”. Ted reporting 

That he had been without the night time flashbacks for 3 nights now. He also hadn’t

Used alcohol for 5 days. Ted did not draw any connection between flashbacks and 

Alcohol. He did acknowledge the diazepam had helped to take ‘the edge off’.

Mood remains dysphoric, affect restricted. Denies thoughts of suicide or self harm.

PLAN 

1) Continue with the stress-vulnerability approach to managing his depression and

PTSD symptoms. Introduce ‘occupations’ as another method of decreasing stress

2) Investigate Veterans PTSD group program and provide Ted and Jill with further 

Information on the program. Suggest C/M drive them to visit the program and meet staff.

3) Deliver script for Paroxetine 40mg daily (morning with food) to local pharmacy for Ted and Jill to collect together tomorrow.
---------Dayna Peterson,OT   D Patterson
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Occupational Therapy

Progress Notes
	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M


	Legislation requires ALL entries to have signature, printed name and designation.

	Date/Time
	Progress Notes

	20/02/16
	P/C to Veterans PTSD group at Austin Health. Spoke with OT group facilitator Meg Wilson. Informed that there was an assessment process for the outpatient day program and a waitlist of about 3 months. Requested if Ted and Jill could visit to assist with his Ted’s decision making. Meg agreed and suggests Thursday afternoons as a suitable time to visit.

1) Report on information regarding  referral and assessment procedures to Ted and Jill.

2) Team review meeting on 23/2/16 to present initial assessment and Individual 

Recovery Plan.

---------Dayna Peterson,OT   D Patterson

	21/02/16

16:00


	P/C to Ted at 0900 to remind of H/C this afternoon. Advised without prompting that he ‘had a terrible night’. He had experienced several episodes of flashbacks and had only managed 3 hours sleep. Acknoweldged that he must be tired however it was important to meet this afternoon to address these issues. He agreed.

H/V at 1330, Ted answered after a few minutes, he appeared droswy reporting to have been ‘dozing’ in his chair before my arrival. He reported Jill was out with friends which he felt was ‘good for her’. He offered me a cup of tea, asking twice how I take it. In discussing with Ted why he felt Jill going out was good for her he 

acknowledged that he could see that having friends and being ‘out and about’ was ‘a good thing’. He was unable to pin point when he stopped going out but reports becoming anxious about being in social situations in case he ‘lost it’ referring to his hyervigilience and ‘jumpy’ response to noises. Asked Ted to think about his day yesterday. He reported he had ‘a few stubbies’ in the afternoon to ‘pass the time’.

Summarised his account of his day and asked if he felt his inactivity and drinking may relate to his flashbacks/nightmares and sleep distrubance. He paused and responded ‘possibly’. He said he commenced the anti-depressants on the weekend, but hadn’t noticed a difference. Reminded him of Dr. McGill education on commencing the medication and the likelihood that potential benefits may take several weeks. He reported his knee was ‘playing up’. 

Informed him of my conversation with the Austin PTSD Day program. Framed his attendance at the program is another method of putting a ‘hole’ in his stress bucket. Provided Ted with feedback that committing to the H/V today, taking his medication, discussing his time use and considering the PTSD prg were all methods of addressing his stressors. 
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Occupational Therapy

Progress Notes
UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M


	

	Legislation requires ALL entries to have signature, printed name and designation.

	Date/Time
	Progress Notes

	21/02/16

cont

 
	MSE Ted neatly dressed, clean shaven

Remained sat at the kitchen table for the visit, mood remains dysphoric but reports feeling ‘tired’, affect flat and restricted. Denied thoughts of self harm or suicidal 

Ideation. Risk remains moderate due to persistent PTSD symptoms.

PLAN

1) H/V Friday to continue psychoeducation with stres-vulnerability approach

2) Conduct an interest checklist to assist with potential occupations that OT can 

Support Ted to perform with the aim of increasing his time use and avoid drinking

---------Dayna Peterson,OT   D Patterson

	22/3/16

10am
	Initial Ax presented at Multi-disciplinary Team Review, attended by Consultant Psychiatrist Dr. Prakesh. Details of the initial assessment presented.CM/ OT offering further assessment of time use and functioning. Review by registrar Dr.McGill medication regime commenced, 40mg paraoxetine daily. 

Social work recommending veterans carers supports for Jill and Ted’s children if Ted consent to contact. Team psychologist recommending to continue with stress-vulnerability approach for sddressing current symptomotology and preparation for further psychological work in the Austin PTSD program.

PLAN

1) Further OT assessment of functioning and occupation choices

2) Review medication in 1/12 to monitor dose and side effects

3) S/W to investigate Veterans carer support services

---------Dayna Peterson,OT   D Patterson
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Occupational Therapy

Progress Notes
UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M
Legislation requires ALL entries to have signature, printed name and designation.

Date/Time

Progress Notes

24/3/16

1130am
P/C & H/V at 13.30hrs. Arrived to find Ted and Jill home. Ted looking anxious and standing up at the kitchen table. Jill offering reassurance and making him a cup of tea. Ted spontaneously offering information regarding the events of this morning. The Couple’s dog ‘Bluey’ had been unwell overnight and they rushed him to the vet this morning for further investigation. The vet had felt he had eaten something that could be causing a blockage in his intestines. He had commented to the pair that although he was an older dog he was in poor physical condition, being overweight.

Ted stated that the vet had discussed how dogs enjoy going outside and getting

‘stimulation’ from walks around the streets as well as benefiting from the exercise.

The vetinary treatment was going to cost the couple $600 which could be paid in installments. Ask Ted if this would cause them some financial stress, both Ted and Jill agreed that it was not ideal but the installment plan would make it possible.

Asked if there was any purchases that could be put off this month to which Jill immediately yelled ‘Beer!’. Ted acknowledged that would make some difference to their budgeting this month. 

Jill finished making tea whilst Ted and I sat outside at their outdoor setting. Ted wondered if Bluey had eaten the stray item out of boredom as he hadn’t been out in ‘quite awhile’. Used Bluey to further explore the link between inactivity and ill health. Ted more engaged and spontaneous in this conversation. Discussing his dog’s health appears to be a more accesible topic for him. During the conversation I requested to conduct an interest checklist. Ted accepted the reasoning for the assessment choice reporting that it was time to ‘break the habit’ for him and Bluey. The Modified interest checklist provided some discussion and reflection for Ted and Jill. Results of the assessment indicated Ted continues to see pets, lawn bowls and gardening as his main interests and possible occupations to engage in. Concluded the H/V by planning for how Ted was planning to spend the afternoon given the stressful events of the morning. He reported that he was ‘desperate for a beer’. Suggested that he use the diazepam to assist with decreasing and remaining in control of his anxiety. Jill reported he hadn’t been taking them as he thought that he wasn’t supposed to given he was on the anti-depressant. Provided some further education of PRN use of Benzodiazepines.

PLAN

1) Continue with twice weekly H/V regime, next H/V Tuesday 28/2/16

2) Develop individual recovery plan with identified interests of gardening, lawn bowls and pet related activities.

3) Support Ted to self-manage his anxiety symptoms with PRN medication

---------Dayna Peterson,OT   D Patterson
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Occupational Therapy

Progress Notes
UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M
Legislation requires ALL entries to have signature, printed name and designation.

Date/Time

Progress Notes



	28/3/16
	P/C &H/V Ted located in the backyard. Neighbour Bruce was in attendance. Ted had

Asked for Bruce’s help to clean up the garden shed, as he felt this may have been 

Where Bluey had eaten the stray item. Ted had asked Bruce to drive him to the tip

Using his car and trailer.  Task took 2 hours due to level of dirt and clutter

many items had to be disposed of. Ted broke into tears several times, stating ‘I’m so

ashamed of myself’, and ‘how did I let it get so bad?’. Responded to positive

support from both myself and Jill, but mood noticeably dysthymic today. Affect 

observed to be flat overall, with moments of agitation and distress. 

Bleuy home from the vet and Ted responding positively To attention from the dog

 Ted reports that the vet said he’s be clear to go for short 

Walks at the end of the week. With the shed now cleaned out Ted was opened to 

Using the space to prepare and attend to his garden. After shed was cleaned, Ted 

and Bruce left for the tip. H/V terminated.

1) Next H/V discuss visiting the Austin PTSD program.

2) Continue to support with self-management of PTSD and alcohol abstinence

3) Refer Ted to Veteran’s Home Care service for gardening support

---------Dayna Peterson,OT   D Patterson
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Health of Nation Outcome Scale
	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M 

	Rating Period: previous 2 weeks for community and residential services and previous 3 days for inpatient services.

Scoring: 0= no problem, 1= Minimal problem, 2= Moderate problem, 3= Substantial problem, 4= Severe problem, 9= Unknown/ Not app

Question 8: A- Phobic, B- Anxiety, C- OCD, D- Stress, E- Dissociative, F- Somatoform, G- Eating, H- Sleep,

I- Sexual, J- Other



	HoNOS
	7) Problems with depressed mood
	4

	1) Overactive, aggressive, disruptive,     agitated behaviour
	0
	8) Other mental  and behavioural (above)                            
	[ letter/ score]
	H
	3

	2) Non accidental self injury
	3
	9) Problems with relationships
	2

	3) Problem drinking or drug taking
	3
	10) Problems with activities of daily living
	3

	4) Cognitive problems
	2
	11) Problems with living conditions
	0

	5) Physical illness or disability problems
	2
	12) Problems with residential rehabilitation participation and activities
	3

	6) Problems associated with hallucinations/ delusions  
	0
	TOTAL
	25

	Therapist Name:  Dayna Peterson      Therapist Signature: D Patterson                                Date:  13/2/16
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Life Skills Profile
	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M 
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	Completed by:
	Dayna Peterson  D Patterson                                

	Date:
	13/2/16
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Modified Interests Checklist
	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       
Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M 


	Activity
	What has been your level of interest
	Do you currently participate in this activity?
	Would you like to pursue this
in the future?

	
	In the past ten years
	In the past 

year
	
	

	
	Strong
	Some
	No
	Strong
	Some
	No
	Yes
	No
	Yes
	No

	Gardening / Yardwork
	
	X
	
	
	X
	
	
	X
	X
	

	Sewing/needle work
	
	
	
	
	
	
	
	
	
	

	Playing card
	
	X
	
	X
	
	
	
	X
	X
	

	Foreign languages
	
	
	
	
	
	
	
	
	
	

	Church activities
	
	
	
	
	
	
	
	
	
	

	Radio
	
	
	
	
	
	
	
	
	
	

	Walking
	
	
	
	
	
	
	
	
	
	

	Car repair
	
	
	
	
	
	
	
	
	
	

	Writing
	
	
	
	
	
	
	
	
	
	

	Dancing
	
	
	
	
	
	
	
	
	
	

	Golf
	
	
	
	
	
	
	
	
	
	

	Football
	
	
	
	
	
	
	
	
	
	

	Listening to popular music
	
	
	
	
	
	
	
	
	
	

	Puzzles
	
	
	
	
	
	
	
	
	
	

	Holiday Activities
	
	
	
	
	
	
	
	
	
	

	Pets/livestock
	X
	
	
	X
	
	
	X
	
	X
	

	Movies
	
	
	
	
	
	
	
	
	
	

	Listening to classical music
	
	
	
	
	
	
	
	
	
	

	Speeches/lectures
	
	
	
	
	
	
	
	
	
	

	Swimming
	
	
	
	
	
	
	
	
	
	

	Bowling (lawn bowl)
	
	X
	
	
	
	X
	
	X
	X
	

	Visiting
	
	
	
	
	
	
	
	
	
	

	Mending
	
	
	
	
	
	
	
	
	
	

	Checkers/Chess
	
	
	
	
	
	
	
	
	
	

	Barbecues
	
	
	
	
	
	
	
	
	
	

	Reading
	
	
	
	
	
	
	
	
	
	

	Traveling
	
	
	
	
	
	
	
	
	
	

	Parties
	
	
	
	
	
	
	
	
	
	

	Wrestling
	
	
	
	
	
	
	
	
	
	

	Housecleaning
	
	
	
	
	
	
	
	
	
	

	Model building
	
	
	
	
	
	
	
	
	
	

	Television
	
	
	
	
	
	
	
	
	
	

	Concerts
	
	
	
	
	
	
	
	
	
	

	Pottery
	
	
	
	
	
	
	
	
	
	


	Activity
	What has been your level of interest
	Do you currently participate in this activity?
	Would you like to pursue this
in the future?

	
	In the past ten years
	In the past 

year
	
	

	
	Strong
	Some
	No
	Strong
	Some
	No
	Yes
	No
	Yes
	No

	Camping
	
	
	
	
	
	
	
	
	
	

	Laundry/Ironing
	
	
	
	
	
	
	
	
	
	

	Politics
	
	
	
	
	
	
	
	
	
	

	Table games
	
	
	
	
	
	
	
	
	
	

	Home decorating
	
	
	
	
	
	
	
	
	
	

	Clubs/Lodge
	
	
	
	
	
	
	
	
	
	

	Singing
	
	
	
	
	
	
	
	
	
	

	Scouting
	
	
	
	
	
	
	
	
	
	

	Clothes
	
	
	
	
	
	
	
	
	
	

	Handicrafts
	
	
	
	
	
	
	
	
	
	

	Hairstyling
	
	
	
	
	
	
	
	
	
	

	Cycling
	
	
	
	
	
	
	
	
	
	

	Attending plays
	
	
	
	
	
	
	
	
	
	

	Bird watching
	
	
	
	
	
	
	
	
	
	

	Dating
	
	
	
	
	
	
	
	
	
	

	Auto-racing
	
	
	
	
	
	
	
	
	
	

	Home repairs
	
	
	
	
	
	
	
	
	
	

	Exercise
	
	
	
	
	
	
	
	
	
	

	Hunting
	
	
	
	
	
	
	
	
	
	

	Woodworking
	
	
	
	
	
	
	
	
	
	

	Pool
	
	
	
	
	
	
	
	
	
	

	Driving
	
	
	
	
	
	
	
	
	
	

	Child care
	
	
	
	
	
	
	
	
	
	

	Tennis
	
	
	
	
	
	
	
	
	
	

	Cooking/Baking
	
	
	
	
	
	
	
	
	
	

	Basketball
	
	
	
	
	
	
	
	
	
	

	History
	
	
	
	
	
	
	
	
	
	

	Collecting
	
	
	
	
	
	
	
	
	
	

	Fishing
	
	
	
	
	
	
	
	
	
	

	Science
	
	
	
	
	
	
	
	
	
	

	Leatherwork
	
	
	
	
	
	
	
	
	
	

	Shopping
	
	
	
	
	
	
	
	
	
	

	Photography
	
	
	
	
	
	
	
	
	
	

	Painting/Drawing
	
	
	
	
	
	
	
	
	
	


	Completed by:
	Dayna Peterson  D Patterson                                

	Date:
	13/2/16
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	UR: MH001
Surname: Edwards              

Given Name: James ‘Ted’       

Address: 6 St. John Road,  Kingvale
DOB:     9.11.1949                Sex: M 

	Individual Plan
	


	Current Situation 
	Client Identified Recovery Goals
Based on what client wants to actually achieve in the next 3 months
	Strategies/ Interventions
Support your client need to achieving his /her goals
	Who will be involved?

What will the team do together with the client to achieve his/ her goals

	Ted, a retired machinist & Vietnam veteran with a diagnosis of PTSD, depression & alcohol dependence has experienced a major depressive episode which resulted in a plan to end his life. After a period of intensive community management & medication supervision by the CAT, Ted referred to SHCMH for case management services. With the reduction of suicidal ideation a regime of antidepressant medication prescribed & OT commenced in the primary case management role. Ted spending the majority of his day at home in sedentary activities due to lower mood & anhedonia. 


	“I don’t want to be a burden to Jill” (wife)
	1. OT to build rapport & trusting relationship to support performance of past & new occupations through twice weekly H/Vs
2. Ted to resume meaningful occupations or establish new occupations he finds meaningful through administration of Modified Interest Checklist

3. Provide psychoeducation to Ted on stress vulnerability model, including role of medication to support understanding & management of his mental health conditions

4. Investigate carer support for Jill

5. Regain regular performance of required ADLs through addressing sleep hygiene & implementation of a daily schedule


	OT as Case Manager/Key worker

Ted & OT, Review in 3/12

OT & Dr. McGill (Pysch Reg)

Review in 1/12

SW, OT

Ted, OT with support from Jill

	He experiences frequent (daily) flashbacks & nightmares, becomes anxious & hypervigilant when considering going outside. Isolates himself at home with his dog, Bluey, to avoid becoming ‘jumpy’.

Ted has been reluctant to seek treatment for his PTSD from a psychologist. 


	“I want to get rid of the flashbacks, & feel better”
	2. For Ted to regain some self-direction, control & choice over his recovery.
3. Provide psychoeducation to Ted on stress vulnerability model to support understanding & management of mental health conditions; preparation for the following. 
4. Through stress vulnerability model discuss role of alcohol in frequency & timing of flashbacks & nightmares.

5. Investigate attendance at Austin PTSD day program. Support Ted & Jill by attending a visit with them & debrief following the visits.

	Ted with support from OT as key worker

OT & Dr. McGill (Pysch Reg)

OT & Dr. McGill (Pysch Reg)

OT & Dr. McGill (Pysch Reg)



	Ted lives with his (second) wife Jill in a 3 bedroom unit. Jill undertaking all community & domestic ADL for the pair. Ted attends to his personal ADLs with prompting from Jill. Jill supporting & caring & in good physical health. In visits with CAT team she reports feeling ‘tired’ & concerned about their future.
	“I want to be be more supportive to Jill” 
	1. For Ted to regain some self-direction, control & choice over his recovery.

2. For Ted (& Jill) to receive some psychosocial education to support his understanding of depression & PTSD symptoms.
3. Regain regular performance of required ADLs

4. Assess home environment for safety & requirements for support

	Ted & OT

OT & Dr. McGill (Pysch Reg)

Ted, Jill & OT

OT & SW

	Physical Health 

Ted is overweight & experiences knee pain. Becoming increasing inactive. Little appetite for food. Drinks 6-8 stubbies regularly.

Commenced anti-depressants this month. 

Dr. Norton has been Ted’s regular GP for 15 years.


	“I want to have Dr. Norton as my GP still”
	2. Support Ted to continue to see Dr. Norton. Regularly review his osteoarthritis (R knee), monitor physical health, provide education on alcohol dependence
	Dr. McGill will write to Dr. Norton & provide a management plan for Ted. Request that Dr. Norton continue to see Ted for management of his physical health needs.

Upon discharge from SHCMH it is planned that Ted’s ongoing management will be transferred back to Dr. Norton.

	Finances 


	“The Social worker on the CAT team said I could be entitled to a veteran’s gold card”
	2. Support Ted to complete documentation for DVA gold card.
3. Could be long, potentially challenging process; support Ted & Jill to understand & navigate the process  
4. 
	Dr. McGill, SW, OT & Dr. Norton

	Most important things your client would like to focus on right now

1) “I don’t want to be a burden to Jill” (wife). 

Twice weekly H/Vs to support addressing symptoms of his mental health conditions, monitor risk to self and provide psychoeducation on increasing performance of self-care and leisure occupations, discuss role of alcohol in his recent acute episode and regular adherence to new anti-depressant medication regime.


	Who was involved in developing this plan

	Role (eg. Key worker)


	Name
	Organisation &contact number
	Signature

	Key Worker
	Danya Peterson
	SHCMH 
	D Patterson                                

	Psychiatric Registrar
	Dr.McGill
	SHCMH
	Peter McGill

	GP
	Dr. Norton
	GP
	Bob Norton

	Date
	23/2/16
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