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Warning about distressing information

This guide contains information that some people may find distressing. If you experienced abuse as a child or young person in an institution mentioned in this guide, it may be a difficult reading experience. 

Guides may also contain references to previous views, policies and practices that are regrettable and do not reflect the current views, policies or practices of the department or the State of Victoria. 

If you find this content distressing, please consult with a support person either from the Department of Health and Human Services or another agency.

Disclaimer

Please note that the content of this administrative history is provided for general information only and does not purport to be comprehensive. The department does not guarantee the accuracy of this administrative history. For more information on the history of child welfare in Australia, see Find & Connect.

Kew Asylum 1871–1905; Hospital for the Insane 1905–34; Mental Hospital 1934–88
	Description
	Date range

	Patient Information  
	

	Admission and discharge registers
	

	Register of patients [admission and discharge register]

Volume; Permanent (VPRS Number 7680 / P0001)
From at least 1845 and the proclamation of An Act for the Regulation of the Care and Treatment of Lunatics (8 and 9 Vic c.100), public asylums and licensed houses were required to maintain a register of patients. Initially the register maintained by licensed houses was officially known as the book of admissions. In some institutions the register was also known as an admissions register or as an admission and discharge register, and these terms were sometimes stamped on the volumes. Immediately upon the admission of a person to an asylum, the clerk of the asylum was required to make an entry in the register of patients. Details recorded included:
· patient's name
· date of admission
· admission number
· date of last previous admission
· age
· marital status
· occupation
· previous place of abode
· religion
· the form of mental illness and state of physical health, following examination by a medical officer.

Further details were entered in the register on the death, transfer or discharge of a patient. Institutions were also required to maintain a separate register of discharges, removals and deaths, usually known as a discharge register.

The format of the register of patients which was specified in a schedule to the Lunacy Statute, and succeeding legislation changed little until the proclamation of the Mental Health Act 1959 in 1962.

The record then became officially known as the register of patients and discharge register, and included information about the types of admission. The following five types of admission were specified under ss. 41 to 49 of the Mental Health Act 1959.

· voluntary boarders (V) were those who entered the hospital at their own request or, if under the age of 16, at the request of a parent or guardian, and on the opinion of a medical practitioner
· recommended (R) and approved (A) patients. A person could be admitted upon the recommendation set out in a prescribed form, of a medical practitioner who had examined the person. As soon as possible after admission the superintendent of the hospital was required to examine the patient and either approve the recommended admission or discharge the patient
· judicial admissions (J). Upon information provided on oath before a justice that a mentally ill person was not receiving proper care, or could not support himself/herself, or had committed an offence, and after examination by two medical practitioners, an order could be made for the person to be admitted to or detained in a mental hospital
· security patients (S) were those who had been detained in a gaol but were transferred to a mental hospital upon being determined to be mentally ill.
The post-1962 registers of patients also included information previously recorded in a separate discharge register, for example, institution to which the patient was transferred, assigned cause of death where applicable. However some institutions continued to maintain a separate discharge register.

The admission dates from these registers can also be used to locate the entries of patient histories in the Kew Asylum case books, VPRS 7397 (female patients) and VPRS 7398 (male patients).

These volumes are arranged in chronological order by date of admission. There were separate number sequences for male and female patients. Each volume contains an alphabetical index by patient name.
	1871–1966

	Discharge registers

Volume; Permanent (VPRS Number 7681 / P0001)
Within 24 hours after discharge, removal or escape of any patient, the clerk of the asylum was to make and sign an entry to record this occurrence in the discharge register, also known as the register of discharges, removals and deaths. This was required under the provisions of s. 23 of the Lunacy Statute 1867. Subsequent legislation included similar provisions. An entry was also to be made in the register of patients and a written notice was to be sent to the Chief Secretary.

The format of the discharge register was specified in the 17th schedule of the 1867 Act and in schedules to subsequent legislation. Details recorded include date of death, discharge or removal, date of last admission, number in register of patients, name at length, name of hospital to which patient removed (if applicable), condition on discharge, cause of death (if applicable) and age at death. Volumes are arranged chronologically by date of discharge, and entries within the volumes are arranged chronologically by date of discharge. There are two separate number sequences, being for male or female patients, until 1966. From 1966 the female sequence is used for both males and females. Volumes 2 to 15 have an index at the front by patient name. Where there is no index, namely volume 1, researchers need to know the date of discharge of the patient. This information was usually recorded in the register of patients and sometimes recorded in the nominal registers. The volume number and date range are stamped on the outside of most volumes.  
	1872–1988

	Register of voluntary boarders

Volume; Permanent (VPRS Number 7686 / P0001)
Under Division 13 the Lunacy Act 1915, a person could be admitted to a hospital for the insane as a voluntary boarder upon making and signing a request form. Voluntary boarders could be detained in a hospital for the insane for three days after they applied in writing to be discharged.

The registers were used between 1915 and 1966, after which time admissions and discharges of voluntary boarders were recorded with all other admissions and discharges in the register of patient admission and discharge, VPRS 7682.

Details recorded in the register of voluntary boarders include:

· the patient's name

· dates of admission and discharge

· age on admission

· marital status

· address

· the form of mental illness (in some cases)

· period of residence which had been agreed upon

· the name and address of the patient's closest relative.

From 1953 onwards voluntary boarders were given an admission number prefixed by the letter V. These numbers control the arrangement of warrants for the admission of patients to Kew, VPRS 7719.

By obtaining a date of discharge/death from these registers, patient files can also be located. These files are found in VPRS 7693, patient clinical notes (for patients admitted 1912–53) and VPRS 7676, patient medical files (for patients admitted 1953–88).
	1915–66

	Register of patient admission and discharge

Volume; Permanent (VPRS Number 7682 / P0001)
In 1966 the method of recording admissions to and discharges from Kew changed to incorporate both admissions and discharges in one register. However a separate discharge register was also maintained; see VPRS 7681, to record the discharge details of patients admitted prior to 1966.

Upon admission to the hospital, an entry was made in the register indicating:

· admission number

· the patient's name

· date of birth

· marital status

· occupation

· previous place of abode

· religion

· once examined by medical officers, the form of mental disorder and state of physical health.

When the patient was discharged from Kew, or died, this was also recorded, along with details of the terms under which the patient was discharged, or the institution to which he/she was transferred, or the assigned cause of death.

The register also distinguishes between five types of admission under the Mental Health Act 1959:

· voluntary boarders (V) were those who entered the hospital at their own request or, if under the age of 16 at the request of a parent or guardian and on the opinion of a medical practitioner

· recommended (R) and approved (A) patients were people admitted on the recommendation, set out in a prescribed form, of a medical practitioner who had examined the person. As soon as possible after admission the superintendent of the hospital was required to examine the patient and either approve the recommended admission or discharge the patient

· judicial admissions (J). Upon information provided on oath before a justice that a mentally ill person was not receiving proper care, or could not support himself/herself or had committed an offence, and after examination by two medical practitioners, and order could be made for the person to be admitted to or detained in a mental hospital

· security patients (S) were those who had been detained in a gaol but were transferred to a mental hospital upon being determined to be mentally ill.

From 1982 patients admitted to the Psychiatric Unit, called the Willsmere Unit, were recorded separately in VPRS 7696. This unit was established to provide short-term diagnosis and treatment of acute psychiatric illness.

Each volume of the register of admission and discharge contains an index by patient name which gives a page reference. The admission numbers control the arrangement of admission warrants for patients admitted to Kew, contained in the following series:

· VPRS 7716 admission warrants: male patients (1925–83)

· VPRS 7717 admission warrants: female patients (1925–83)

· VPRS 7718 admission warrants: male and female patients (1983–85)

· VPRS 7719 admission warrants: voluntary boarders (1915–67)

The volumes in this series are arranged chronologically by date of admission. Each volume of the register of admission and discharge contains an index by patient name which gives a page reference.

In relation to the contents of the volumes, between 1966 and June 1983 there are separate admission number sequences for male and female patients. Between 1966 and May 1967 a third number sequence was used to record voluntary admissions in the register. This system was abandoned in May 1967 and voluntary admissions were included in the male or female number sequences. After June 1983 patients in any mental or psychiatric institution were given a unique record number from a central computerised system.
	1966–88

	Admission and discharge warrants
	

	Admission warrants, male and female patients

File; Permanent (VPRS Number 7456 / P0001)
Admission warrants consisted of the official document and accompanying medical certificates which authorised a person's committal to an asylum as a patient. People could be admitted to an asylum as a patient by a number of means. 
Any friend, relative or acquaintance could request a person's admission as a lunatic. The order was to be accompanied by medical certificates written by two medical practitioners. The Mental Health Act 1959 classified such patients as: recommended (R) and approved (A) patients. A person could be admitted upon the recommendation, set out in a prescribed form, of a medical practitioner who had examined the person. 
As soon as possible after admission the superintendent of the hospital was required to examine the patient and either approve the recommended admission or discharge the patient. Any (lunatic) person found wandering at large or not under proper care and control could be brought before two justices who could order the person's removal to an asylum. The police were usually responsible for bringing the person before the two justices. In these cases a police report will usually be found with the order written by the two justices, together with two medical certificates and a statement outlining the personal and medical details of the supposed lunatic. The Mental Health Act 1959 classified this type of patient as a judicial admission (J). Any prisoner of the Crown thought to be a lunatic could be removed from a gaol to an asylum by order of the Chief Secretary. Such persons were subsequently classified as security patients (S). Voluntary boarders (V) were those who requested that they be admitted for a mutually agreed period of time (1915 onwards).

Any ward of the state thought to be a lunatic or mentally ill could be sent to an asylum by order of the Chief Secretary. Responsibility for the admission procedure has changed several times since 1867. The Lunacy Statute 1867 designated the Chief Secretary as the responsible authority. From 1893 to 1934 the Inspector General of the Insane supervised the admission procedure after which time responsibility was transferred to the Director of Mental Hygiene. The format of the admission papers has varied over time. In most cases the papers provide details of: the person's name; age; previous place of abode; occupation; and, in the case of ‘recommended’ patients, details of the person requesting their admission. One or more reports written by medical practitioners are also usually attached. In many cases, papers recording the death, discharge or transfer of the patient or the release of the patient on trial leave are attached to the admission papers. Admission warrants are generally arranged in admission number order. Admission numbers were allocated in chronological order by date of admission. 
Dates of admission can be obtained from the register of patients, nominal register, index to case books and annual examination registers. The centrally created alphabetical lists of patients in asylums (VPRS 7446) which covers the period 1849–85 can also be used to obtain dates of admission.
	1871–1924

	Admission warrants, male patients

File; Permanent (VPRS Number 7716 / P0001)
        Permanent (VPRS Number 7716 / P0002)
Admission warrants consisted of the official document and accompanying medical certificates which authorised a person's committal to an asylum as a patient. People could be admitted to an asylum as a patient by a number of means.

See above for more information on admission warrants.

Patients were allocated an admission number when first registered. Males received a sequential number prefixed by an M. Females were assigned separate numbers prefixed by an F.

The papers are arranged by admission number. If the date of admission is known, this number can be found in the VPRS 7680 register of patients (for the period 1925–66) or in the VPRS 7682 register of patient admissions and discharges (1966–83). Each volume of these registers contains an alphabetical index of patients and each covers a period of several years. Therefore if the date of admission is not known it is still possible to use these registers to obtain the admission number. In January 1966 the first admission number sequence for male patients ceased at M14399 and the numbering recommenced at M1.

Warrants for male patients admitted during 1905 and 1924 can be located in either VPRS 7456 or VPRS 7716.

The P2 consignment consists of warrants held at the hospital until the day of closure. Warrants are arranged in admission number order and cover the period from 1910 to 1960. Therefore researchers should check the item list for the P2 consignment first before attempting to retrieve a warrant for the corresponding period in the P1 consignment.
	1910–83

	Admission warrants, female patients

File; Permanent (VPRS Number 7717 / P0001)
        Permanent (VPRS Number 7717 / P0002)
Admission warrants consisted of the official document and accompanying medical certificates which authorised a person's committal to an asylum as a patient. People could be admitted to an asylum as a patient by a number of means.
See above for more information on admission warrants.

The P1 consignment of this series contains two separate F sequences. The first began in 1905 and continued to 1966 (Unit 1 to Unit 13). In 1966 a new sequence commenced and continued until 1983 (units 14 to 23) when the Unique Record Number (URN) system was introduced. The URN was a central computer-allocated number given to all Victorian mental and psychiatric patients. Warrants issued under this system can be found in VPRS 7718/P1.

In 1982 the Willsmere Unit at Kew Mental Hospital was opened for the treatment of acute short-term psychiatric patients. These had a separate register and were allocated a separate F sequence. This sequence also terminates in 1983 with the commencement of the URN system. The admission warrants for female Willsmere Unit patients comprise Unit 24 of this series.

Access to the warrants is through the admission number. This can be obtained from:
· VPRS 7680 register of patients
· VPRS 7682 register of patient admission and discharge
· VPRS 7696 admission and discharge register – Willsmere Unit

· warrants for patients admitted during 1905 and 1924 can be located in VPRS 7456, VPRS 7716 or VPRS 7717.

The P2 consignment consists of warrants held at the hospital until the day of closure. Warrants are arranged in admission number order and cover the period 1905–60. Therefore researchers should check the item list for the P2 consignment first before attempting to retrieve a warrant for the corresponding period in the P1 consignment.
	1889–1960

	Admission warrants – voluntary boarders

File; Permanent (VPRS Number 7719 / P0001)
        Permanent (VPRS Number 7719 / P0002)
Admission warrants consisted of the official document and accompanying medical certificates which authorised a person's committal to an asylum as a patient. People could be admitted to an asylum as a patient by a number of means. 

See above for more information on admission warrants.

The first voluntary boarders were admitted to Kew in 1915. Until 1953 the warrants were not given a registration number but are filed according to the date of admission. After July 1953, a registration number was allocated to each patient on admission and they are filed according to this number. The registration number is recorded in the VPRS 7686 register of voluntary boarders. This series can therefore be used to obtain a date of admission (prior to July 1953) or an admission number (after July 1953).

In January 1966 the register of voluntary boarders closed and voluntary admissions were recorded in VPRS 7682 register of patient admission and discharge. At this time the first sequence of voluntary registration numbers closed (at V.1926) and a new sequence commenced at V.1.
Details recorded include name and date of admission. In many cases discharge papers are attached to the admission warrants.

The P2 consignment consists of warrants held at the hospital until the day of closure. Warrants are arranged in admission number order and cover the period 1953 to January 1966 (V40-V519). Therefore researchers should check the item lists for the P2 consignment first before attempting to retrieve a warrant for the corresponding period in the P1 consignment.
	1915–67

	Nominal registers
	

	Nominal register of patients

Volume; Permanent (VPRS Number 7690 / P0001)
A nominal register was created periodically at the Kew Asylum (from 1905 called Kew Hospital for the Insane; from 1934 called Kew Mental Hospital) to record the names of all patients on the books of the asylum at a particular time. All patients, either in residence or on trial leave, at the time the register was created were included. In addition, new patients were added to the register on admission until such time as an updated register was created. Therefore a patient who was at Kew for several years may appear in more than one register. Details recorded include:

· the name of the patient

· date of admission (volumes 1 and 2 give only the year of admission)

· date of discharge, death or transfer and the institution to which the patient was transferred 

· an admission number is also provided for most entries.

It is not clear why a second nominal register (VPRS 7425) was created to cover the period 1887 to 1906 as an index to patients for these years can be located in VPRS 7690/P1 units 3 and 4. VPRS 7690 does not, however, cover patients at the Children's Cottages.
	1871–1937

	Nominal register of patients

Volume; Permanent (VPRS Number 7425 / P0001)
This volume is a nominal register of patients at the Kew Asylum and Children's Cottages. The nominal register was created to record the names of all patients on the books of the asylum. Patients in residence and those out on trial leave were included. Details recorded are: 

· date of admission 

· name of patient 

· date of discharge/transfer/death. 

The register appears to have commenced by 1887 because there are no patients listed who have been discharged, died or transferred before this date. No details were entered in the register beyond 1906. Although the register had not begun until 1887, it covered patients ‘on the books’ at that time, some of whom were first admitted in 1871. The volume was arranged alphabetically by the patient's surname and then chronologically by date of admission within the alphabetical listings. It is possible that this series, along with VPRS 7423, VPRS 7426, VPRS 7427, and VPRS 7428 were actually created by the central agencies responsible for mental health, for example the Lunacy Department VA 2864. This would explain the overlap between this series and VPRS 7690.
	c.1887–1906?

	Patient case management
	

	Indexes
	

	Admission and discharge card index

Card; Permanent (VPRS Number 7683 / P0001)
This series records the admission and discharge details of each patient admitted to Kew, 1920–88. The series was maintained concurrently with:

· VPRS 7680 registers of patients until 1960

· VPRS 7682 register of patient admission and discharge 1966–88

· VPRS 7696 admission and discharge register Willsmere Unit.

The cards are arranged alphabetically by patient surname. Male and female patients' cards are kept separately. Unit 16 contains cards which have not been intersorted into the main sequence due to lack of space.

The format of the cards has been updated two or three times since the series commenced. However, the information recorded on the cards has remained largely the same.

The front of each card records the admission details of each patient:

· name

· age

· sex

· marital status

· occupation

· date of reception

· whether previously at a receiving house

· under what section of the Lunacy Act the person was committed

· cause of insanity

· names of medical practitioners certifying

· previous place of abode

· names and addresses of relatives.

From c.1966 cards also record:

· type of admission

· whether Australian born

· migrants' country of birth

· year of arrival

· education.

The back of each card records the diagnosis, prognosis, and mental and physical condition (signed by medical superintendent) on admission, and discharge details (boarded out, transfer, probation leave or death).

The date of discharge can be used to access

· VPRS 7693 patient clinical notes 1912–53

· VPRS 7676 patient medical files 1953–88
	c.1920–88

	Index to female case books and patient clinical notes

Volume; Permanent (VPRS Number 7520 / P0001)
              Permanent (VPRS Number 7520 / P0002)
This series serves as an index to VPRS 7397 case books of female patients from 1871 to 1912 (7520/P2) and female patients' case records in VPRS 7693 patient clinical notes between 1912 and 1953 (7520/P1). Both consignments consist of one volume. The volume indexing the case books between 1904 and 1912 is no longer extant. VPRS 7520/P2 is self-indexing. Entries are listed alphabetically by patient surname and give the case book volume number (one to 14) and folio number references. The date of death/discharge/transfer of the patient is also given. The volume in the P1 consignment is also self-indexing, with entries listed alphabetically by patient surname. This volume has ‘continuation notes’ at the beginning of each alpha section which index volumes 18 to 20 of the case books in VPRS 7397. However the bulk of the information in this volume provides an index for female patients' records in VPRS 7693 patient clinical notes between 1912 and 1953. As the patient clinical notes are arranged according to date of death or discharge this is the relevant information to be obtained from the index.
	1871–1953

	Patient case books (1871–1912)
	

	Case books of female patients

Volume; Permanent (VPRS Number 7397 / P0001)
Contents: From at least 1845 and the proclamation of An Act for the Regulation of the Care and Treatment of Lunatics (8 and 9 Vic c.100), each asylum was required to maintain a case book of patients. The book was to be kept in such form as the Governor in Council was from time to time to direct. As soon as possible after the admission of any patient and periodically thereafter, the following details were to be entered into the casebook:

· the mental state and bodily condition of every patient on admission

· the history of his/her case recorded from time to time while he/she continued to be a patient in the asylum

· a correct description of the medicine and other remedies prescribed for the treatment of his/her disorder

· in the case of death, an exact account of the autopsy (if any) of the patient.

Information recorded in the case histories includes personal and medical details as follows: 

· date of admission 

· admission number 

· name and address of nearest relative 

· by whom brought to the asylum 

· previous residence 

· age and sex of patient 

· whether married, widowed or single 

· if any family 

· occupation 

· habits of life

· form of insanity 

· duration of present attack

· if disordered before/if disorder hereditary 

· specific signs of mental illness 

· if suicidal 

· if dangerous and destructive 

· physical condition 

· case notes 

· a description of the medicine and other remedies prescribed for the treatment of his/her disorder. 

The case books usually record whether a patient was transferred elsewhere, discharged or died in custody. A copy of the post-mortem report was sometimes included in cases of death.

In later years the content of the case books was altered slightly. Reference was made to the admission number of the patient and a photograph of the patient on admission was often included. Additional information such as extracts from the required medical certificates and a copy of the Medical Superintendent's report on the mental and physical condition of the patient were often incorporated and additional space was provided for recording the history of each patient.

These books were to be regularly inspected by an Inspector or other officer appointed under the provisions of the prevailing legislation. It was expected that a full account of the mental and physical condition of the patient would be entered in the casebook on admission of the patient, with a further note to be made at the end of each month at least for the first six months and subsequently a full note every six months. However such thorough and accurate notes were not always maintained.

In 1912, the format of case histories was changed from bound case books to a loose-leaf folio format, known as patient clinical notes. The new format facilitated the transfer of case histories with the patients when they were sent to other institutions. Patient clinical notes are registered as a separate series.

This series consists of case books of female patients at the Kew Asylum (from 1905 known as Kew Hospital for the Insane). The case books in these series record details of those patients admitted until June 1912; however notes were added to some cases up until 1937. Volume 21 only contains continuation notes from cases begun in earlier volumes.

Case histories were recorded chronologically by date of admission of the patient. Some case books include an index of patient surnames to locate an entry in the volume. When there is no index, the date of admission can be determined by consulting the register of patients, nominal register, or annual examination register. The centrally created alphabetical lists of patients in asylums (VPRS 7446) which covers the period 1849 to 1885 can also be used.
	1871–1912

	Case books of male patients

Volume; Permanent (VPRS Number 7398 / P0001)
From at least 1845 and the proclamation of An Act for the Regulation of the Care and Treatment of Lunatics (8 and 9 Vic c.100), each asylum was required to maintain a casebook of patients. The book was to be kept in such form as the Governor in Council was from time to time to direct. As soon as possible after the admission of any patient and periodically thereafter, the following details were to be entered into the casebook:

· the mental state and bodily condition of every patient on admission

· the history of his/her case recorded from time to time while he/she continued to be a patient in the asylum

· a correct description of the medicine and other remedies prescribed for the treatment of his/her disorder

· in the case of death, an exact account of the autopsy (if any) of the patient,

Information recorded in the case histories includes personal and medical details as follows: 

· date of admission 

· admission number 

· name and address of nearest relative 

· by whom brought to the asylum 

· previous residence 

· age and sex of patient 

· whether married, widowed or single 

· if any family 

· occupation 

· habits of life 

· form of mental illness 

· duration of present attack 

· if disordered before/if disorder hereditary; specific signs of mental illness 

· if suicidal 

· if dangerous and destructive 

· physical condition 

· case notes 

· a description of the medicine and other remedies prescribed for the treatment of his/her disorder. 

The case books usually record whether a patient was transferred elsewhere, discharged or died in custody. A copy of the post-mortem report was sometimes included in cases of death.

In later years the content of the case books was altered slightly. Reference was made to the admission number of the patient and a photograph of the patient on admission was often included. Additional information, such as extracts from the required medical certificates and a copy of the Medical Superintendent's reports on the mental and physical condition of the patients, were often incorporated and additional space was provided for recording the history of each patient.

These books were to be regularly inspected by an Inspector or other officer appointed under the provisions of the prevailing legislation. It was expected that a full account of the mental and physical condition of the patient would be entered in the casebook on admission of the patient with a further note to be made at the end of each month at least for the first six months and subsequently a full note every six months. However such thorough and accurate notes were not always maintained.

In 1912 the format of case histories was changed from bound case books to a loose-leaf folio format, known as patient clinical notes. The new format facilitated the transfer of case histories with the patients when they were sent to other institutions. Patient clinical notes are registered as a separate series.

This series consists of case books of male patients at the Kew Asylum (from 1905 known as Kew Hospital for the Insane). The case books in this series record the details of those patients admitted until June 1912; however notes were added to some cases up until 1949. Volume 24 only contains continuation notes from cases begun in earlier volumes.

Case histories were recorded chronologically by date of admission of the patient. Some case books include an index of patient surnames to locate an entry in the volume. When there is no index the date of admission can be determined by consulting the register of patients, nominal register, or annual examination register. The centrally created alphabetical lists of patients in asylums (VPRS 7446) which covers the period 1849 to 1885 can also be used.
	1871–1912

	Patient clinical notes (1912–53)
	

	Patient clinical notes

File; Permanent (VPRS Number 7693 / P0001)
This series consists of patient clinical notes from the Kew Asylum. Each institution was required by legislation to maintain records of patient case histories. These records were to be kept in such form as the Governor in Council was from time to time to direct. As soon as possible after the admission of any patient and periodically thereafter, the following details were to be entered into the case histories:

· the mental state and bodily condition of every patient on admission

· the history of his/her case recorded from time to time while he/she continued to be a patient in the asylum

· a correct description of the medicine and other remedies prescribed for the treatment of his/her disorder

· in the case of death, an exact account of the autopsy (if any) of the patient.

These records, which were initially in the form of bound case books, were to be regularly inspected by an Inspector or other officer appointed under the provisions of the prevailing legislation. 

In 1912 the format of case histories was altered from bound casebooks to a loose‑leaf folio format, known as patient clinical notes. The change in format meant that the case notes could be transferred with the patient whenever they were removed to another hospital or forwarded to the Lunacy Department when the patient was discharged or died. 

Information recorded in patient clinical notes included:

· personal details – name and address of nearest relative or friend, by whom brought (to the asylum), previous residence, age and sex of patient, marital status, if any family, occupation, habits of life and native place

· medical details – the form of insanity, duration of present attack, if disordered before/if condition hereditary, specific signs of insanity, if suicidal, if dangerous and destructive and a brief description of bodily condition.

The page on the right records the medical history of the patient. It was expected that a full account of the mental and physical condition of the patient would be entered in the case notes on admission, with a further note at the end of each month at least for the first six months, and afterwards a full note every six months. However clinical notes usually record whether the patient was transferred elsewhere, discharged or died while in custody. A copy of the post-mortem examination report is sometimes included in cases of death. A photograph of the patient on admission is often included. Some folios contain correspondence relating to the patient.

It is thought that the clinical notes were kept in the wards until the death or discharge of a patient. Following the patient's last discharge or death, the case histories were arranged chronologically by year of discharge and then alphabetically by patient surname within each year.

With the development of modern psychiatry, increasingly complex and detailed patient records were created. In 1953 the format of case histories changed from a loose-leaf folio format to files, the format and contents of which also changed over time.

This series is arranged chronologically by year of discharge or death and alphabetically by surname within each year.
	1912–53

	Patient case histories (1953–88)
	

	Patient case histories

File; Permanent (VPRS Number 18099 / P0001)
Contents: Case histories of patients admitted to Willsmere Hospital for psychiatric treatment. These records give details of their treatment and progress.
	1963–92

	Patient histories – estrays

File; Temporary 
Contents: Estray (remaining) case histories of psychiatric patients treated at the Kew General Surgical Unit. These give 1980s details of their treatment and progress. 
	1980s

	Patient case histories

File; Permanent (VPRS Number 7676 / R0001)
Each institution was required by legislation to maintain records of patient case histories. 

Format of case histories

Around 1954, case histories changed from the folio to foolscap files which contain various types of forms and medical paperwork, depending on the legislative requirements at the time; however, the purpose and information content is fairly consistent amongst all series of patient files.

The type of file cover may vary depending on the age and the legislative requirements at the time. All file covers will detail the patient’s name. Some also have a file number and/or patient/file movement details as it was required that the file move with the patient. Many of the patients have multiple files often involving two or more different types of file covers.

Greater consistency of file contents occurred with the implementation of the Mental Health Regulations 1962, which made provision for colour-coded sheets to be used within the files for specific purposes. These include, but are not limited to:

· sheet 1 (brown) – face sheet providing personal details

· sheet 2 (purple) – referring letters

· sheet 3 (red) – Superintendent’s examination

· sheet 4 (orange) – special examinations

· sheet 5 (yellow) – physical examination

· sheet 6 (blue) – psychiatric history

· sheet 7 (black) – psychiatric examination

· sheet 8A (pink stripe) – treatment sheet

· sheet 9 (red) – re-admission and re-examination

· sheet 10 (green) – social worker’s report

· sheet 12 (orange) – occupational therapy

· sheet 16 (mauve) – nursing notes

· sheet 17 (pink) – weight chart

· sheet 18 (brown) – temperature chart

· sheet 20 (black) – post-mortem examination

· sheet 21 (turquoise) – surgical referral and report

· sheet 22 (purple) – operation sheet

· sheet 24 (mid-blue) – eye sheet

· sheet 26 (blue stripe) – patient accident report.
Other information contained within the files can include:

· admission form 

· discharge summary 

· correspondence

· coroner’s reports

· medical consents

· pathology results.
In some cases an earlier folio, or the contents of another file, has been included in the new file to ensure all patient information was accessible. This was common with patients who were still current when legislation changed the patient histories from folio to file formats.

Since 1983, the control system for the medical records of all patients in psychiatric and mental institutions in Victoria has been computerised on a central system controlled by the Office of Psychiatric Services (OPS). This system allocates each patient a unique record (UR) number which is used every time that patient is admitted to any psychiatric institution in Victoria. This number is recorded at the front of the file.

During the mid-1980s there was a change in file covers to accommodate the numbering system. File covers now included patient’s name, file volume number, UR number and a list of years which could be marked to indicate patients’ last years of attendance. Contents of files reflect the Mental Health Act 1986 and were colour coded as well as including an OPS form number.

The files are arranged alphabetically by surname within boxes that are arranged sequentially by year of death or discharge.
	1953–88

	Client case histories (patient files)

File; Permanent (VPRS Number 18099 / P0001)
For more information on the format of case histories, see above.

The files are arranged alphabetically by surname within boxes that are arranged sequentially by year of death or discharge.

These files are similar to those in VPRS 7676.
	1963–88

	Patient comments
	

	Patient’s leaving comments register

Volume; Permanent (VPRS Number 7546 / P0001)
When patients were discharged or were allowed out on trial leave from the hospital, they were interviewed by the Medical Superintendent or his deputy. The official interrogated each patient and enquired as to whether they were satisfied with the treatment or whether they had any complaints to make.

This series was maintained to record their replies to the above. Each statement is signed by the patient. There is some correspondence relating to the treatment of patients placed inside the volume.

Entries are arranged in chronological order within the volume.
	c.1911–c.32

	Nursing administration / direct care
	

	Nursing Report Books

Volume; Unappraised and temporary

Contents: comprises A1 and A4-sized hard and soft-cover register books in fairly good condition detailing daily activities with comments on patients’ condition, doctors’ visits and decisions, medication, treatments, new patients and discharges, staff in attendance, ward conditions, seclusion and restraint. 
The registers are day and night report books, and include diaries of patient activities, supervisors’ ward rounds, escapes, and case history reviews. The records cover an extensive period, 1924–88.
	1924–88

	Head nurse’s daily report book – female wards

Volume; Permanent (VPRS Number 7692 / P0001)
The series recorded the daily report by the head nurse of the female wards. The reports were arranged in chronological order. The volumes for the period 1917–18 and 1918–19 are not extant. The reports listed significant events related to the administration of the ward with particular emphasis on patient welfare.
Details include:
· number of patients in each ward
· the type and amount of drugs administered
· details of medical treatment
· the number of patients usefully employed or out on walks
· details of accidents or injuries incurred.
All admissions, transfers, deaths, discharges, trial leave and escapes were duly noted.
After 1970, the printed headings of the stationery were altered, but the nature of the information remained very similar. After 1975 a single report book was kept for both male and female wards see VPRS 7691 daily report books, male and female patients.
	1915–75

	Head attendant’s daily report books – male department

Volume; Permanent (VPRS Number 7440 / P0001)
              Permanent (VPRS Number 7440 / P0002)
This series records the daily reports by the head attendant of the ward. Reports are arranged in chronological order. Reports list significant events relating to the administration of the ward, with particular emphasis on patient welfare. Names of admissions and discharges for the day are included.
Daily statistics relating to patients are standard to each entry.
Various volumes include the type and amount of drugs administered and to whom.

Researchers interested in daily reports for the period 1923–30 should refer to both the P1 and the P2 consignments, as the date range covered by units 7 to 10 of the P1 consignment, and units 1 to 3 of the P2 consignment, overlap.
From August 1975 daily reports for both male and female patients were recorded in the same volumes. Daily reports for male and female patients for August and September 1975 are in volume 44 of this series. For subsequent daily reports see VPRS 7691.
	1916–75

	Daily report books, male and female patients

Volume; Permanent (VPRS Number 7691 / P0001)
This series records the daily reports by the head nurse of both the male and female wards. The reports list significant events relating to the administration of the wards with particular emphasis on patient welfare.

Details include:

· number of patients in wards

· new admissions

· transfers

· details of medical treatments and drugs administered

· accidents and injuries incurred 

· general remarks.

After 1979, these records stopped being kept.
	1975–75

	Patient leave and movement records
	

	Trial leave register

Volume; Permanent (VPRS Number 7451 / P0001)
              Permanent (VPRS Number 7451 / P0002)
This series records details of male and female patients' trial leave. Most patients are allocated a trial leave number. However the exact meaning or usage of this number is not clear. The numbers do not follow in a strict sequence.
Details recorded include:
· patient name
· date of admission
· period of leave allowed
· date returned to asylum (or if discharged, under which particular section of the Lunacy Act the discharge was permitted)
· the name of the person responsible for the patient whilst the patient was on trial leave.

Patients’ entries are listed in chronological order from the date the trial leave commenced. Trial leave was allocated in six and 12-month periods. Groups of patients were allowed out on trial leave at the same time. Therefore you find a whole group of patients with the same time allocated, rather than different times for each individual patient. Leave was extended in some cases and these dates were recorded. Where further entries for trial leave for the patient are recorded reference is usually made to the next entry.

This series is not complete. The volumes recording trial leave 1928–41 have not been recovered. From 1962 the dates of trial leave for voluntary patients and recommended patients were recorded in separate volumes.
	1872–88

	Short-term trial leave registers

Volume; Permanent (VPRS Number 7720 / P0001)
This series records the dates of short-term trial leave granted to male and female patients in the Kew Mental Hospital. Volume 1 in the series also records entries for the Children's Cottages. Entries are arranged chronologically by the month in which trial leave was granted. Each month is allocated a double page folio.

In volume 1, entries for the Mental Hospital are recorded on the left and entries for the Children's Cottages on the right. Males and females are listed in separate columns. In volume 2 males are recorded on the left hand page and females on the right.
Details recorded include date of admission, name of patient, date trial leave commences, date returned, whether voluntary or recommended patient.
	1954–75

	Patient trust funds
	

	Trust office cash book and voucher reports

Various; Temporary
Contents: Records documenting the management of patient funds. 
	1988–89

	Patient trust files

File; Temporary
Contents: Records created to manage the financial affairs of patients at the hospital. Contents include personal details, admission and discharge forms, property lists, receipts and correspondence. 
	1987–89

	Medical records
	

	Annual and quinquennial examination registers

Volume; Permanent (VPRS Number 7429 / P0001)
              Permanent (VPRS Number 7429 / P0002)
Each patient in every asylum, philanthropic hospital and cottage for the reception of patients and every boarded-out patient was to be examined annually by a medical practitioner appointed by the Governor in Council, in order to determine their sanity or insanity and to inquire into their general health. This was to occur at least once in every 12 consecutive months of the patient’s detention or supervision. The medical practitioner was not to be an employee of any of the asylums – a direct result of the Report of the Royal Commission of Inquiry into the Insane and Inebriate 1882–84 (Zox Commission). Many witnesses before the Commission alleged that patients were unnecessarily detained in the asylums.
From 1905, the new Act required that patients be examined once every 12 months for their first three years in residence, and subsequently once every five years, by the Superintendent of the asylum or in the case of a licensed house, by the Government Medical Officer. A report was then to be made to the Inspector-General of the Lunacy Department who in turn reported to the Chief Secretary (from 1950, reports were sent to the Chief Medical Officer of the Mental Hygiene Branch).
These volumes record the date of the required annual examination of patients at the Kew Asylum and the Kew Idiot Asylum (later known as the Children’s Cottages) between 1889 and 1960.
These volumes are all self-indexing. Entries are arranged alphabetically by patient name and then listed in chronological order by date of admission. There are separate listings for male and female patients.

Details recorded include:
· the date of reception (admission)
· the patient's full name
· the date of the last examination
· the date of subsequent examinations
· the death of the patient is recorded by a red line through the details and/or date of death.
The first four units in the P2 consignment are consecutive, with some slight overlapping of dates. Unit 1 of the P2 consignment continues listing both Kew Asylum and Children's Cottages details. However, after this separate registers are kept for each institution.
Unit 5 of the P2 consignment is a journal which covers the period 1953 to 1960. The Children’s Cottage register for this period is not extant. The journal notes which patients are due for examination; and it is arranged chronologically on a monthly basis. The listings are divided into ‘annuals’ and ‘quinquennial’ (5-yearly), and again into male and female headings.
The units in the P1 consignment can be used to locate entries in the following series if the patient's date of admission is unknown to the researcher:
· VPRS 7397 case books of female patients 1871–1912 (Kew)
· VPRS 7398 case books of male patients 1871–1912 (Kew)
· VPRS 7419 case books of female patients 1887–1912 (Children's Cottage)
· VPRS 7420 case books of male patients 1887–1912 (Children's Cottage).
	1889–60

	Medical journals

Volume; Permanent (VPRS Number 7689 / P0001)
Each asylum was required to maintain a medical journal under s. 21 of the Lunacy Statute 1867. Every week the Superintendent of the asylum was to enter, or cause to be entered in the medical journal, a statement showing the date of such statement, the number of patients of each sex then in the asylum, the name of every patient placed in seclusion or under restraint since the last entry, the reasons, length of time and means of such seclusion/restraint and also the name of any patient under medical treatment, and for what (if any) bodily disorder, the condition of the asylum, and every death, injury and ‘violence’ to patients since last entry.

The date range of each volume is noted on the spine of the volume. The contents of volumes are arranged chronologically by date of report.

After 4 October 1902, details relating to the seclusion and/or restraint of patients are no longer recorded and reference is made to a restraint and seclusion book.

Volumes were arranged in chronological order by date of report. 
	1893–1937

	Post-mortem registers

Volume; Permanent (VPRS Number 7432 / P0001)
This series records the results of post-mortems on inmates from Kew Asylum and Children's Cottages, Kew. Cases are arranged chronologically by date of post-mortem. The names of patients and age at death is recorded. 
Units 1–19 provide a recent care history of patients leading up to death. This is in chronological order and provides some observations about the patients’ condition. This information is taken from case books (prior to 1912) and from clinical notes (after 1912). This office holds few of this latter series. Units 1–19 also contain a pathology report on the weight of major organs and the length of the body.
For units 20–24 case histories and pathologist reports are discontinued.
Each page is divided into set fields in which the doctor performing the post mortem would record the following information:
· clinical diagnosis
· general appearance (of the body)
· circulatory system
· respiratory system and pleura
· alimentary system and peritoneum
· excretory and generative system
· nervous systems
· cause of death.

In some cases the doctor provided diagrams of unusual features such as skull shape. Certain volumes also contain: 

· family trees (for signs of familiar symptoms)

· photographs of patients and organs

· correspondence

· cuttings and notes. 

An inquest paper including a deposition of a witness is included within the pages of unit 24.

Arrangement of these records is chronological by date of post-mortem report.
	1908–59

	Willsmere Unit – wards G1, G3 and G4 (1983–88)
	

	Admission and Discharge Register – Willsmere Unit

Volume; Permanent (VPRS Number 7696 / P0001)
This series records the admission details of each patient admitted to the Willsmere Unit of Kew Mental Hospital. The Willsmere Unit consisted of wards G1, G3, and G4 which had been proclaimed as wards of a psychiatric hospital by the Minister of Health in the Government gazette in January 1982 (wards G3 and G4) and August 1983 (ward G1). Psychiatric hospitals received short-term acute patients.

Details recorded include:

· name at length

· date of admission

· age

· marital status

· previous place of abode

· occupation

· religion

· form of mental disorder

· bodily condition

· date of discharge or death

· type of discharge

· name of state institution to which transferred (if applicable)

· cause of death (if applicable).

The register also distinguishes between five types of admission under the Mental Health Act 1959:

· voluntary boarders (V) – those who entered the hospital at their own request or, if under the age of 16 at the request of a parent or guardian and on the opinion of a medical practitioner

· recommended (R) and approved (A) patients – a person could be admitted upon the recommendations set out in a prescribed form, of a medical practitioner who had examined the person. As soon as possible after admission the superintendent of the hospital was required to examine the patient and either approve the recommended admission or discharge the patient.

· judicial (J) admissions – upon information provided on oath before a justice that a mentally ill person was not receiving proper case, or could not support himself/herself or had committed an offence, and after examination by two medical practitioners, and order could be made for the person to be admitted to or detained in a mental hospital

· security (S) patients were those who had been detained in a gaol but were transferred to a mental hospital upon being determined to be mentally ill.

Entries are arranged chronologically by date of admission. Until July 1983 male and female patients are allocated admission numbers in two separate number sequences. From July 1983 the patient’s UR (unique record) number is recorded instead. This number was allocated by a central computerised system controlled from the central office of the Office of Psychiatric Services. This number was used for every admission of the patient to any psychiatric institution in Victoria. There is an index at the front of each volume by patient name which gives page number references.
	1982–88

	Admission warrants, male and female patients

File; Permanent (VPRS Number 7718 / P0001)
        Permanent (VPRS Number 7718 / P0002)
Admission warrants consisted of the official document and accompanying medical certificates which authorised a person's committal to an asylum as a patient. People could be admitted to an asylum as a patient by a number of means. 
See page 5 for more information on admission warrants.

The format of the admission papers has varied over time. In most cases the papers provide details of: 

· the person's name 

· age 

· previous place of abode 

· occupation 

· in the case of ‘recommended’ patients, details of the person requesting their admission. 

One or more reports written by medical practitioners are also usually attached. In many cases, papers recording the death, discharge or transfer of the patient or the release of the patient on trial leave are attached to the admission papers.

Prior to 1983, all Victorian Psychiatric and Mental Hospitals maintained their own system of recording admissions and filing admission papers. In July 1983 a centralised system was established by the Office of Psychiatric Services which allocated a unique record number (UR) to every patient who entered a psychiatric or mental hospital in Victoria. If a patient was transferred to another hospital he or she retained the original UR number. For this reason, the UR number sequence for patients at Kew does not reflect the order in which they were admitted. Records officers at Kew continued to record admissions in the register of patient admissions and discharges (VPRS 7682) in chronological order, however, a computerised database enabled an individual's UR number to be identified.

The papers are filed in order of UR number. This number can be obtained from unit 5 of VPRS 7682, register of patient admission and discharge or from VPRS 7696, admission and discharge register, Willsmere Unit. However as noted above, the sequence of UR numbers does not correspond to the order in which admissions were entered into these registers, therefore researchers will need to use the index at the front of each volume.

If a patient was admitted prior to July 1983 and then readmitted after that time, researchers will need to look at both this series and either VPRS 7716, admission warrants – male patients or VPRS 7717, or admission warrants – female patients, in order to retrieve all admission papers relating to that patient.

The P2 consignment consists of warrants held at the hospital until the day of closure. Warrants are arranged in UR (unique record number) order. Each UR number is listed on the records description list. Therefore researchers should check the records description list for the P2 consignment first before attempting to retrieve a warrant in the P1 consignment.
	1983–88

	Trial leave registers – Willsmere Unit

Volume; Permanent (VPRS Number 7687 / P0001)
This series records the dates of trial leave of patients resident in the Willsmere Unit. The Willsmere Unit consisted of wards G1, G3, and G4 which had been proclaimed as wards of a psychiatric hospital by the Minister of Health in the Government gazette in January 1982 (wards G3 and G4) and August 1983 (ward G1). Psychiatric hospitals received short-term acute patients.

Volume 1 records the trial leave dates of recommended patients (those admitted on the recommendation of a medical practitioner).

Volume 2 records the trial leave dates of voluntary patients (those admitted on their own request).

Details recorded include:

· patient name

· date of admission

· period of leave allowed

· date of return or discharge

· address of patient while on trial leave.

Patients/entries are listed in chronological order from the date the trial leave commences. Each patient was allocated a sequential number by the registers. The two registers were used concurrently.

There is an index by patient name at the front of both volumes. This gives page number references.
	1982–88

	Surgical Unit (1973–86)
	

	Admission and discharge register – Surgical Unit

Volume; Permanent (VPRS Number 7685 / P0001)
This series consists of the admission and discharge registers of the Surgical Unit at Kew Mental Hospital. The unit was set up in 1973 to treat all Victorian mental and psychiatric patients. It was closed on 17 November 1986, and all remaining patients were transferred to Mont Park Medical and Surgical Unit.

The volumes are arranged chronologically by date of admission. Each volume begins with an alphabetical index of patients' surnames which gives page number references.

Additional details recorded include:

· the type of admission

· date of admission

· surname and Christian name of patient

· date of birth, marital status

· occupation

· previous place of abode

· religion

· date of death or discharge

· name of institution to which transferred

· assigned cause of death.

Until 4 July 1983, the patient number was sequential by order of admission. However after this date each patient was allocated a unique record number (UR) by a central computerised system. The UR number system covered every Victorian mental and psychiatric patient and institution.

Further information regarding these patients may also be found in VPRS 7695 patient treatment records – Surgical Unit.
	1973–86

	Patient treatment records – Surgical Unit

Card; Permanent (VPRS Number 7695 / P0001)
This series records a brief summary of the treatment patients received at the Surgical Unit, Kew. The unit was attached to the main hospital. It was established in 1973 to treat all Victorian mental and psychiatric patients who required special medical or surgical treatment. It was closed on 17 November 1986, and all remaining patients were transferred to Mont Park Medical and Surgical Unit. Each patient was allocated one card. A summary of their treatment is recorded on the card. 

Unit 1 contains the cards for patients received from Kew. Cards are arranged alphabetically by patient surname.

Unit 2 contains the cards of patients received from other hospitals. The cards are arranged by the name of the ‘home’ hospital. It also contains one or two patients from nursing homes.

Details recorded include:

· name of patient

· date of birth

· brief note on condition

· treatment used.

Information regarding these patients can also be found in VPRS 7685 admission and discharge registers – Surgical Unit.
	c.1976–86

	Patient case histories – General Surgical Unit

File; Temporary
Contents: Case histories of psychiatric patients treated at the Kew General Surgical Unit. These give details of their treatment and progress. They are arranged in alphabetical order by the patient surname.
	1978–88


Departmental Administration 

	Decommissioning
	

	Administration and decommissioning records

Various; Temporary and Unappraised

Contents: These records document the processes involved in closing the Willsmere facility. Subject matter includes patient relocation, finance and staffing. 
	1986–90

	Staff establishment
	

	Position files

File; Temporary
Contents: Employee files documenting individual positions occupied by staff at Willsmere Hospital. They contain establishment records, details of people applying for the positions, records of interviews, and details of the successful applicant. 
	Undated

	Position Establishment Cards

Card; Permanent (VPRS Number 7679 / P0001)
Contents: Position establishment cards that document the titles and position numbers of all positions established at the Kew Mental Hospital by the Public Service Board. Each position is allocated one card. Details recorded on each card include position title, number, creation or reclassification details, record of occupants, appointment dates, reason for vacancy. Positions are divided into the following categories:

· professional (includes doctors, psychiatrists, occupational therapists)

· nursing

· artisans (gardeners, maintenance workers, cleaners).

Although this series was used by the personnel section of Kew Mental Hospital up until the hospital was closed in 1988, the position titles recorded in the series date from the late 1970s to early 1980s, the cards were not updated to the position titles used in the late 1980s.
	c.1970–88

	Personnel
	

	Accident books

Volume; Temporary
Contents: Volumes with entries which provide a summary of each accident involving a staff member while on duty. Volumes detail the person’s name, date of accident, where it occurred, and names of any witnesses. 
	1978–88

	Willsmere staff register

Volume; Unappraised

Contains an alphabetical list of staff, with their appointment date, position, date of birth, salary and remarks. 
	1924–44

	Staff employment cards 

Card; Unappraised

Contents: This card system which holds summaries individual employees’ employment histories. They contain the person’s name, date of birth, date of appointment, position, location, salary, leave taken and date employment ceased.
	1970–89

	Personnel files (staff born between 1919 and 1971)

File; Temporary
Contents: Records of individuals employed at Willsmere. The files contain the employee’s name, date of birth, address, leave records, accident reports and claims, date employment commenced and date it ended. 
	Unknown–1988

	Employee history cards

Card; Permanent (VPRS Number 7678 / P0001)
This series records a summary of the employment history of each person employed at the Kew Mental Hospital. Each person is allocated one card. Details recorded on each card include: 

· name of employee 

· address 

· marital state 

· position salary
· gratuities and allowances 

· date commenced work 

· date work terminated

· nursing examination results 

· qualifications

· leave dates. 

The cards are arranged alphabetically by family name.
	1958–88

	Salary registers

Volume; Permanent (VPRS Number 7469 / P0001)
This series records monthly salary payments to persons employed at the Kew Hospital for the Insane and the Idiot Asylum. Officers are listed under the various divisions: 

· professional 

· clerical 

· general division 

· nurses 

· temporary employees. 

Entries are arranged chronologically by financial year, then by salary division/classification. Idiot Asylum employees are listed separately.
	1904–?33

	Register of complaints against staff

Volume; Permanent (VPRS Number 7544 / P0001)
This series registers complaints made against staff employed at the Kew Asylum.

Entries are arranged chronologically by date of the complaint. Details recorded include:

· name and rank of employee

· date and nature of offence 

· previous offences

· punishment for present offence.

There is an index by staff name at the front of the volume which gives page number references.

A later record of complaints made against staff of asylums is in VPRS 7518. This series was maintained by the Lunacy Department and records complaints against staff at all asylums. Its date range is 1908–36.
	c.1873–c.83

	Finance – policy and procedures
	

	Administration Files

File; Temporary and Unappraised

Contents: Records documenting the policies and functions of the Willsmere finance department. Contents include: 

· head office circulars 

· changes to procedures 

· rates and fees 

· minutes of meetings 

· budget documentation.  
	1956–88

	Finance – accounting
	

	Financially accountable files

File; Temporary
Contents: These are administrative records relating to materials received and issues, payroll and time sheets. 
	1984–90

	Circulars and memorandums – external
	

	Willsmere Hospital superannuation memos and circulars

Volume; Temp

These relate to the Superannuation Act of 1925 and any subsequent changes. 
	1925–54

	Circulars and memorandums – books

Volume; Permanent (VPRS Number 7555 / P0001)
These volumes contain copies of memorandums sent from the Lunacy Department, the Department of Mental Hygiene, the Public Service Commissioner, the Public Works Department and the Crown Law Offices to the Kew Asylum. The circulars deal with matters such as: 

· the interpretation of legislation 

· working conditions for staff 

· treatment of patients 

· instructions on record keeping arrangements. 

The memorandums are arranged chronologically within each volume. There is an index at the front of all volumes. Memorandums have file/correspondence number references.
	c.1870–c.1949

	Circulars and memoranda – internal
	

	Postcard album

Volume; Permanent (VPRS Number 8780 / P0001)
This series comprises an album containing postcards and photographs sent by clerical staff of the Hospital for the Insane, Kew (VA 2840) while on leave. Most items depict locations within Victoria. Several items show other Australian or overseas locations, the latter sent by staff members on active service with the First AIF. Individual items within the album are postmarked between 1910 and 1928.

Also found within the album is a loose-leaf sheet dated 20 August 1913 which 'formalises' the arrangement of sending cards for inclusion in the album. This sheet was signed by the clerical staff of the time and subsequent staff members to 1939.
	c.1910–c.28

	Internal memorandums

Volume; Permanent (VPRS Number 8779 / P0001)
              Permanent (VPRS Number 8779 / P0002)
This series comprises a volume containing memorandums sent to staff of the Hospital for the Insane, Kew by either the hospital's Secretary or Medical Superintendent. Individual memorandums pertain to internal operational matters, distinguishing the volume from VPRS 7555, which contains memos, sent to the hospital by the Lunacy Department. Memos have been pasted into the volume in chronological order by date of issue. An alphabetical subject index is located in the front section of the volume which refers users to the page containing the relevant memo.
	c.1929–43

	Correspondence systems
	

	Correspondence files

File; Permanent (VPRS Number 7529 / P0001)
This series comprises inward correspondence and copies of outward replies relating to the general administrative activities of the Kew Hospital and includes matters such as duty returns, applications for employment, requisitions, as well as operational notes regarding trial leave, et cetera.

The files are arranged chronologically, each year being bundled separately. A further system of arrangement is also apparent with a number of registration numbers stamped or written on the documents. At times, three separate registration systems appear on the letters: one being a simple annual sequential number and the other two being categorised annual sequential systems. Only one of the registration systems appears to be related to VPRS 7530, register of documents, Kew, and it is the number found on the top right-hand side of the letters et cetera. However not all documents in the series bear a registration mark in this particular system so access via VPRS 7530 will be limited.
	c.1919–c.34

	Register of documents

Volume; Permanent (VPRS Number 7530 / P0001)
This series records registration details of inward correspondence to the Kew Hospital for the Insane. The arrangement of the entries in the volume is by annual single number. Details provided include:

· the registration number

· the name of the correspondent

· a precis of the content of the correspondence

· the outcome of the transaction.

The record of the outcome is quite detailed.

This series appears to control one of the three registration systems apparent in VPRS 7529 correspondence files. However, as more than one system was used within the asylum, not all letters received were registered by this series.
	c.1924–c.29

	Hospital administration
	

	Executive officer files 

File; Temporary and Unappraised

Contents: These files document issues and concerns with the provision of health services in the Melbourne metropolitan area following the closure of Willsmere. Matters covered include the nursing school, the medical/surgical unit, residential housing, staffing and funding arrangements.
	1985–89

	External Relations
	

	Record of subjects sent to School of Anatomy, University of Melbourne

Volume; Permanent (VPRS Number 7688 / P0001)
Under direction from the Chief Secretary, the Department of Mental Hygiene was permitted to supply the School of Medicine, Melbourne University, with not more than 12 bodies per annum to assist in the instruction of medical students in anatomy. A body of a dead patient could be supplied if:

· it was suitable for anatomical dissection

· no relative or friend could be found who was willing to arrange for a burial of the deceased

· there was no objection by any relative

· there appeared to the Medical Superintendent no reason why any special report should be made to the coroner requiring a post-mortem examination.

The Director of Mental Hygiene was to be notified in writing in each case of the intention to send a body to the School of Medicine. 

This series was used to record that notification. A proforma, in which the name of the deceased was written, was removed from these volumes and sent to the Inspector of Anatomy, Chief Secretary's Office. 

A receipt which remained in the volume noted the following:

· name

· age

· sex

· religious denomination

· last place of abode

· place of death

· date of death

· cause of death.

Copies of memorandums relating to this procedure are placed within unit 1. These volumes may once have been part of a larger series. The two volumes appear to have been used concurrently.
	c.1951–83

	Management and official advocates
	

	Inspector-General’s and visitors’ books

Volume; Permanent (VPRS Number 7468 / P0001)
Under the provisions of the Lunacy Act 1890 and Lunacy Act 1903, the Governor in Council was to appoint not less than two justices to be official visitors to visit the metropolitan hospitals, and not less than two justices to be official visitors for each of the country hospitals. The official visitors were to be accompanied by the Inspector-General of the Insane. A visit was to be made at least once every three months. The official visitors were to inspect: 

· every part of the building and grounds 

· every patient, and to inquire whether any patient is under restraint or in seclusion and if so why 

· registers of patients (including the case books) 

· the orders and certificates for the reception of every patient who had been admitted since the last visit. 

On inspection, a minute concerning the condition of the hospital and patients, the number of patients under restraint or seclusion and the reasons for that treatment, and any irregularities in any order of certificates was to be entered into the Inspector-General's and visitors' book.

These volumes also record the inspection reports for the Idiot Asylum (Children's Cottages).

Some correspondence relating to the inspection of the Mental Hospital along with a copy of A Bill to Amend the Mental Hygiene Acts read in 1955 has been placed at the back of unit 3. Copies of related legislation are located at the front of each volume. Arrangement of the books and information within the books is chronological.
	c.1905–c.55

	Nurse education and training
	

	Western Region School Of Psychiatric Nursing – policy and procedures files 

File; Temporary
Content: contains the policy and procedure files of the Western Region School of Psychiatric Nursing. The files document the activities carried out by the regional school, whose function was to provide uniformity between various hospital schools of nursing. They contain meeting minutes, reports and papers about psychiatric nurse education, and a variety of correspondence with education centres and other relevant bodies. The files are titled with a subject and an index number and represents an almost complete central record keeping system for the school and uses a subject numbering sequence. The register contains a detailed records description list for every box.
	1980–91

	Nursing student files 

(including Record of Training Cards)

File; Unappraised

Content: The records document the provision and administration of the psychiatric nursing course through the Metropolitan and Eastern School of Psychiatric Nursing. 

This school provided a course in basic nursing training at the following facilities – Royal Park, Hobson Park, Mayday Hills, Willsmere, Footscray, Parkville and Pleasant View.

A 12-month post basic psychiatric nursing course was conducted at the Muriel Yarrington School of Psychiatric Nursing.

Most of the records are files of individual students, detailing the student’s progress, results and placements during the course. Information contained in these files includes personal details, application and enrolment forms, results, attainments, transcripts, certificates of completion and correspondence. 

Some of the individual student files contain a record of training card which is a summary of that student’s results over the entire course. 

There is separate sequence of record of training cards within this series.

There is separate sequence of student registers within this series which detail attendance and test results.

There is also a smaller amount of administrative records containing subject files, syllabus and curriculum material, correspondence to students, some examination papers, blank certificates, badges and other items.

(Cross referenced with the Nursing Student and Institutional Staff records document.)
	1974–96 [original has 1986 and 1988]
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