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Referred Patient Assessment and Management Plan Item

The Royal Australian and New Zealand College  
of Psychiatrists (RANZCP) Referred Patient  
Assessment and Management Plan Guidelines
(Note: This information is provided as a guide only and each case should be addressed according to a patient’s individual needs. 
An electronic version of the Guidelines is available on the RANZCP website at www.ranzcp.org)

Preliminary
The following content outline is indicative of what would 
usually be sent back to GPs. 

The Management plan should address the specific questions 
and issues raised by the GP.

In most cases the patient is usually well known by the GP.

History and Examination
This should focus on the presenting symptoms and  
current difficulties, including precipitating and ongoing 
stresses; and only briefly mention any relevant aspects of  
the patient’s family history, developmental history, personality 
features, past psychiatric history and past medical history.

It should contain a comprehensive relevant  
Mental Status Examination and any relevant pathology  
results if performed.

It should summarise any psychological tests that  
were performed as part of the assessment.

Diagnosis
A diagnosis should be made either using ICD 10  
or DSM IV classification. 

In some cases the diagnosis may differ from that stated 
by the GP, and an explanation of why the diagnosis differs 
should be included.

Psychiatric formulation
A brief integrated psychiatric formulation focussing  
on the biological, psychological and physical factors.  
Any precipitant and maintaining factors should be identified 
including relevant personality factors. Protective factors 
should also be noted. Issues of risk to the patient or  
others should be highlighted.

Management plan
1.	 Education 
	 Include a list of any handout material available  

to help people understand the nature of the problem.  
This includes recommending the relevant RANZCP 
consumer and carer clinical practice guidelines.

2.	 Medication recommendations
	 Give recommendations for immediate management 

including the alternatives or options. This should include 
doses, expected response times, adverse effects and 
interactions, and a warning of any contra-indicated 
therapies.

3.	 Psychotherapy 
	 Recommendations should be given on the most 

appropriate mode of psychotherapy required,  
such as supportive psychotherapy, cognitive and 
behavioural psychotherapy, family or relationship 
therapy or intensive explorative psychotherapy.  
This should include recommendations on who  
should provide this therapy.

4.	 Social measures
	 Identify issues which may have triggered or are 

contributing to the maintenance of the problem  
in the family, workplace or other social environment  
which need to be addressed, including suggestions  
for addressing them.

5.	 Other non medication measures
	 This may include other options such as life style 

changes including exercise and diet, any rehabilitation 
recommendations, discussion of any complementary 
medicines, reading recommendations, relationship with 
other support services or agencies etc.

6.	 Indications for re-referral 
	 It is anticipated that the majority of patients will  

be able to be managed effectively by the GP using  
the plan. If there are particular concerns about the 
possible need for further review, these should be noted.

7.	 Longer term management
	 Provide a longer term management plan listing 

alternative measures that might be taken in the future  
if the clinical situation changes. This might be 
articulated as a relapse signature and relapse drill, 
and should include drug doses and other indicated 
interventions, expected response times, adverse  
effects and interactions.


