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(Standards Appendix)

CASE COORDINATOR’S ROLE
(Barrett Adolescent Centre)

Case Coordinators are responsible for the effective management of a patient’s care as
directed by the Treatment Team. This is primarily a role of nursing staff. Case Coordinators
are individually allocated prior to or on admission by the Nurse Practice Coordinator —
Clinical Nurses Consultant in consultation with the Clinical Liaison Person and the
nominated Case Coordinator. Selection is made with regard to clinical experience, caseload
and specific skills or training. (Related Standards NSMHS)

Responsibilities of the Case Coordinator includes:

¢ Reporting to the Treatment Team at Case Conference. The Case Coordinator is to advise
the team on the patient’s recent and present well-being using identified problems (as per
clinical history or Individual Treatment Plan). The Case Coordinator is to report on
progress in relation to treatment objectives and the effectiveness of interventions. The
Case Coordinator may present or document planned interventions for discussion and
ratification by the team. Whenever unable to attend Case Conference, this clinical input
is to be clearly documented for presentation. (0.4 /0.5

¢ Being the primary liaison person with all other care agencies. These include other
hospitals, Depariment of Families, schools, community clinics eg Child and Youth
Mental Health Service, accommodation services, and other health practitioners involved
in the patient’s care, (8.1.2,8.1.3, 82, 83, IL.4ES5, 114E4)

e Attending all treatment plan review meetings (Intensive Case Workups) to assist the team

in evaluating and developing treatment strategies for identified problems. @151, 8.1.2 813
10.6)

o Coordinating the implementation of treatment programs or strategies as directed by the
tcam. This may include the monitoring of baselines, formulating behaviourally orientated
interventions, assisting the adolescent with the use or mastery of various therapeutic
strategies eg relaxation or behaviour rehearsal, and devising structured plans for other
staff/carers to follow to promote a consistent approach to the patient’s care. (115 114E5

¢ Building and maintaining a good therapeutic relationship with the patient and their carers.
This enables the Case Coordinator to use cooperative and collaborate processes in
addressing the patient’s problems or day to day difficulties. The Case Coordinator
engages the patient in participatory planning to facilitate the use of more effective
problem-solving skills and coping strategies.

e Ensuring care is culturally appropriate if the patient is from a different cultural
background. Liaising with the relevant cultural agencies, eg NESB cultural advisors,
interpreter services, ATSI Liaison Officer and community support groups. Identifies
sensitive cultural issues, bringing these to the attention of the team and taking appropriate
action to address these, (11.4£13,7.1,7.2 7.3, 7.4
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¢  Working in cooperation with the designated family therapist by arranging sessions with
the families and participating as co-therapist. The Case Coordinator is largely responsible
for dealing with family issues at times when problems arise. Acts as a support for family
members and if required may facilitate attendance at other support agencies, eg
Relationships Australia, ARAFMI. (1.8 32 114£7)

¢ Communicating on a regular basis with the parent or legal guardian to keep them well

informed of the patient’s well-being, treatment program and any changes that may occur.
(3.1,3.2)

¢ Accessing information from previous treatment teams or practitioners to assist in the
assessment and treatment of the patient, This may include results of previous organic

o Coordinating arrangements between staff, carers and other agencies concerning:

- leaves on weekends and during holidays

- financial needs, eg banking, pocket money

- attending external appointments, eg medical consultations
- school attendance or reintegration

- respite care or alternative living arrangements
(8.1.2,8.1.3,82.2,82.3 83, 114E8, 114E7, 114E5)

¢ Dealing with complex problems or care issues and arranging meetings with various
individuals who may include the primary therapists, teacher, carers and the patient to
develop treatment strategies. This may be a continuing process with meetings occurring

throughout the assessment, treatment and discharge planning phases of the admission.
(11.4.D,11.5)

o Arranging a relief Case Coordinator prior to taking any leave of absence. Must give a
comprehensive handover of the case. When not rostered on duty the Clinical Nurse will

ensure continuity of care by attending to any of the above responsibilities as required.
(1114, 11.4.D.6)
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CASE CO-ORDINATION
ACHS Standards

1.2.3  The health professional responsible for the care of the patient / consumer obtains
informed consent for treatment.

1.2.4 Throughout their care, patients / consumers are informed of their rights and
responsibilities.

1.2,5 The organisation encourages and provides opportunities for the patient / consumer to
involve family, carers and friends in their care.

1.2.8 Planning for separation begins at first contact, is interdisciplinary and ensures a
coordinated approach to separation and continuing management.

1.3.1 Appropriate professionals perform a comprehensive patient / consumer assessment
that is coordinated and reduces unnecessary repetition.

1.4.1 A coordinated plan of care with goals is developed by the health care team in
partnership with the patient / consumer and carer. The plan is developed in
consultation with the patient / consumer and carer and addresses the relevant clinical,
social, emotional and spiritual needs of the patient / consumer,

1.5.2 The health care tcam delivers care in partnership with the patient / consumer and carer
and revises the plan of care and goals in response to patient / consumer progress.

1.5.3 Rights and needs of patients / consumers are considered and respected by all staff.

1.5.4 Care is coordinated to ensure continuity and to avoid duplication.

1.5.5 Education is provided by appropriate personnel to help the patient / consumer and
carer understand the patient’s / consumer’s diagnosis, prognosis, treatment options,

health promotion and illness prevention strategies.

1.6.1 Data relating to the goals and outcomes of patient’s / consumer’s care are analysed to
provide information for care improvement.

1.6.2 Indicator data are collected and aggregated, and comparative analysis undertaken to
improve patient / consumer care and management of services.

1.7.1 The patient / consumer and carer understand the plans and their responsibilities for
continuing management. The plan is included in the clinical record of the patient /
consumer.

1.8.1 Care is integrated between the organisation and other relevant services in the
community to ensure the needs of the patient / consumer are met. The organisation
provides information about the continuing management plan fo the patient / consumer,
carer, and relevant health care providers in a manner that maintains patient / consumer



EXHIBIT 844 WMS.1001.0002.00269

confidentiality and privacy.

1.8.2 The organisation arranges access to other relevant community services in a timely
mannet, and ensures the patient / consumer is aware of the appropriate services before
separation.

NHMS Standards

1.2 Consumers and their carers are provided with a written and verbal statement of their
rights and responsibilities as soon as possible after entering the MHS.

1.3 The written and verbal statement of rights and responsibilities is provided in a way
that is understandable to the consumer and their carers,

1.4 The statement of right includes the principles contained in the Australian Health
Ministers Menfal Health Statement of Rights and Responsibilities (1991) and the
United Nations General Assembly Resolution on the Protection of Persons with
Mental lliness and the Improvement of Mental Health Care (1992).

1.5  The right of the consumer not to have others involved in their care is recognised and
upheld to the extent that it does not impose imminent serious risk to the consumer or
other person(s).

1.6 Independent advocacy services and support persons ate actively promoted by the
MIIS and consumers are made aware of their right to have and independent advocate
or support person with them at any time during their involvement with the MHS.

1.8  The MHS provides consumers and their carers with information about available
mental health services, mental disorders, mental health problems and available
treatments and support services.

1.10 The MHS has an easily accessed, responsive and fair complaints procedure for
consumers and carers and the MHS informs consumers and carers about this
procedure.

3.1  The MHS has policies and procedures related to consumer and carer participation
which are used to maximise their roles and involvement in the MHS

3.2  The MHS undertakes and supports a range of activities which maximise both
consumer and carer participation in the service.

7.1  Staff of the MHS have knowledge of the social and cultural groups represented in the
defined community and an understanding of those social and historical factors
relevant to their current circumstances.

7.2 Information, relevant to care and continuing management, is given to the patient /
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client and carers, and relevant health providers, and is included in the medical record
of the patient / client.

7.3 The MHS delivers treatment and support in a manner which is sensitive to the social
and cultural beliefs, values and cultural practices of the consumer and their carers.

8.1.2  The consumer’s transition between components of the MHS is facilitated by a
designated staff member and a single individual care plan known to all involved.

8.1.3 'There are regular meetings between staff of each of the MHS programs and sites in
order to promote integration and continuity.

8.2.2 Mental health staff know about the range of other health resources available to the
consumer and can provide information on how to access other relevant services.

8.2.3 The MHS supports the staff, consumers and carers in their involvement with other
health service providers,

11.1.3 Mental health services are provided in a convenient and local manner and linked to
the consumer’s nominated primary care provider.

11.1.6 The MHS informs the defined community of its availability, range of services and the
method for establishing contact.

11.2.6 An appropriately qualified and experienced mental health professional is available at
all times to assist consumers to enter into mental health care,

11.2.7 The process of entry to the MHS minimises the need for duplication in assessment,
care planning and care delivery.

11.2.8 The MHS ensures that a consumer and their carers are able to, from the time of their
first contact with the MHS, identify and contact a single mental health professional
responsible for coordinating their care.

11.3.3 The MHS has a procedure for appropriately following up people who decline fo
participate in an assessment.

11.3.5 The assessment process is comprehensive and, with the consumer’s informed consent,
includes the consumer’s carers (including children), other service providers and other
people nominated by the consumer.,

11.3.9 There is opportunify for the assessment o be conducted in the preferred language of
the consumer and their carers.

11.3.10 Staff are aware of, and sensitive to, cultural and language issues which may affect the
assessment.

11.3.14 The MIS ensures that the assessment is continually reviewed throughout the
consumer’s contact with the service.
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11.3.15 Staff of the MHS involved in providing assessment undergo specific training in
assessment and receive supervision from a more experienced colleague.

11.3.17 All active consumers, whether voluntary or involuntary, are reviewed at least every
three months. The review should be multidisciplinary, conducted with peers and more
experienced colleagues and recorded in the individual clinical record.

11.3.18 A review of the consumer is additionally conducted when:
The consumer declines treatment and support
The consumer requests a review
'The consumer injures themselves or another person
The consumer receives involuntary treatment
There has been no contact between the consumer and the MHS for three
months :
The consumer is going to exit the MHS
Monitoring of consumer outcomes (satistaction with the service, measure of
quality of life, measure of functioning) indicates a sustained decline.

11.3.19 The MHS has a system for the routine monitoring of staff case loads in terms of
number and mix of cases, frequency of contact and outcomes of care.

11.4.6 The MHS ensures access to a comprehensive range of treatment and support services
which address physical, social, cultural, emotional, spiritual, gender and lifestyle
aspects of the consumer.

11.4.7 The MHS ensures access to a comprehensive range of treatment and support services
which are, wherever possible, specialised in regard to dual diagnosis, other disability
and consumers who are subject to the criminal justice system.

11.4.8 The MHS ensures access to a comprehensive range of treatment and support services
which are, wherever possible, specialised in addressing the particular needs of people
of ethnic backgrounds.

11.4.9 There is a curtent individual service plan for each consumer, which is constructed and
regularly reviewed with the consumer and, with the consumer’s informed consent,
their carers and is available to them.

11.4.10 The MHS provides the least restrictive and least intrusive treatment and support
possible in the environment and manner most helpful to, and most respectful to, the

COnsumer.

11.4.11 The treatment and support provided by the MHS is developed collaboratively with
the consumer and other persons nominated by the consumer,

11.4.A.1The setting for the learning or the re-learning of self care activities is most familiar
an/or the most appropriate for the generalisation of skills acquired.

11.4.A.2 Self care programs or interventions provide sufficient scope and balance so that
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consumers develop or redevelop the necessary competence to meet their own
everyday community living needs,

11.4.A.4 The MHS ensures that the consumer has access to an appropriate range of agencies,
programs and/or interventions to meet their needs for leisure, recreation, education,
training, work, accommodation and employment.

11.4.A.5 The MHS supports the consumer’s access to education, leisure and recreation
activities in the community.

11.4.A.6 The MHS provides access to, and/or support for consumers in employment and
work.

11.4.A.7 The MHS supports the consumer’s access to vocational training opportunities in
appropriate community settings and facilities,

11.4.A.8 The MHS promotes access to vocational support systems which ensure the
consumer’s right to fair pay and conditions, award (or above) payment for work and
opportunities for union membership.

11.4.A.9 The MHS supports the consumer’s desire to participate in Further or Continuing
Education.

11.4.A.10 The MHS provides or ensures that consumers have access to drop-in facilities for
leisure and recreation as well as opportunities to participate in leisure and recreation

aclivities individually and/or in groups.

11.4.A.11 The consumer has the opportunity to strengthen their valued relationships through
the freatment and support effected by the MHS.

11.4.A.12 The MHS ensures that the consumer and their family have access to a range of
family-centred approaches to treatment and support.

11.4.A.13 The MHS provides a range of treatments and support which maximise
opportunities for the consumer to live independently in their own accommodation.

11.4 B Supported accommodation* is provided and/or supported in a manner which promotes
choice, safety and maximum possible quality of life for the consumer,

11.4.B.2 Consumers and carers have the opportunity to be involved in the management and
evaluation of the facility.

11.4.B.3 The accommodation program is fully integrated into other treatment and support
programs.

11.4.B.4 Accommodation is clean, safe and reflects as much as possible the preferences of the
consumers living there.

11.4.B.6 A range of treatment and support services is delivered to the consumers living in the
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accommeodation according to individual need.

11.4.B.7 Consumers living in the accommodation are offered maximum opportunity to
participate in decision making with regard tot he degree of supervision in the facility,
décor, visitors, potential residents and house rules.

11.4.B.8 There is a range of accommodation options available and consumers have the
opportunity to choose and move between options if needed.

11.4.B.9 Where desired, consumers are accommaodated in the proximity of their social and
cultural supports.

11.4.B.11 The accommodation maximises opportunities for the consumer to exercise control
over their personal space.

11.4.B.12 Wherever possible and appropriate, the cultural, language, gender and preferred
lifestyle requirements of the consumer are met.

11.4.8.13 Consumers with physical disabilities have their needs met.

11.4.B.14 The MHS supports consumers in their own accommodation and supports
accommodation providers in order to promote the criteria above.

11.4.B.15 The MHS provides treatment and support to consumers regardless of their type of
accommodation.

11.4.B.16 The MHS does not refer a consumer to accommodation where he/she is likely to be
exploited and/or abused.

11.4.C.3 The MHS obtains the informed consent of thee consumer prior to the administration
of medication or use of other medical technologies such as Electro Convulsive
Therapy.

11.4.C.4 The consumer and their carers are provided with understandable written and verbal
information on the potential benefits, adverse effects, costs and choices with regard to
the use of medication and other technologies.

11.4.C.11 The MHS promotes continuity of care by ensuring that, wherever possible, the
views of the consumer and, with the consumer’s informed consent, their carers and
other relevant service providers are considered and documented prior to
administration of new medication and/or other technologies.

11.4.D.6 The MHS promotes continuity of care for consumers referred outside the MHS for a
particular therapy.

11.4.D.6 The MHS promotes continuity of care for consumers referred outside the MHS for a
particular therapy.

11.4.E.5 The MHS ensures that there is continuity of care between inpatient and community
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settings.

11.4,E.6 As soon as possible after admission, the MHS ensures that consumers receive an
orientation to the ward environment, are informed of their rights in a way that is
understood by the consumer and are able to access appropriate advocates.

11.4.E.7 The MHS assists in minimising the impact of admission on the consumer’s family
and significant others.

11.4.E.8 The MHS ensure that the consumer’s visitors are encouraged.

11.4.E.12 The MHS, where appropriate, enables consumers to participate in their usual
religious and/or cultural practices during inpatient care.

11.4.E.13 Consumers and their carers have the opportunity to communicate in their preferred
language. '

11.5.0 Consumers are assisted to plan for their exit from the MHS to ensure that ongoing
follow-up is available if required.

11.5.2 The exit plan is reviewed in collaboration with the consumer and, with the consumer’s
informed consent, their carers at each contact and as part of each review of the
individual care plan,

11.5.3 The exit plan is made available to consumers and, with the consumer’s informed
consent, their carers and other nominated service providers.

11.5.4 "The consumer and their carers are provided with understandable information on the
range of relevant services and supports available in the community.

11.5.5 A process exists for the earliest appropriate involvement of the consumer’s nominated
service provider,

11.5.6 The MHS ensures that consumers referred to other service providers have established
contact and that the arrangements made for ongoing follow-up are satisfactory to the
consumer, their carers and other service provider prior to exiting the MHS,

11.6.0 The MHS assists consumer to exit the service and ensures re-entry according to the
consumer’s needs.

11.6.1 Staff review the outcomes of treatment and support as well as ongoing follow-up
arrangements for each consumer prior to their exit from the MHS,

11.6.2 The MHS ensures that the consumer, their carers and other service providers and
agencies involved in follow-up are aware of how to gain entry to the MHS at a later
date.

11.6.3 The MHS ensures that the consumer, their carers and other agencies involved in
follow-up, can identify an individual in the MHS, by name or title, who has
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knowledge of the most recent episode of treatment and/or support,

11.6.4 The MHS attempts to re-engage with consumers who do not keep the planned follow-
up arrangements.

11.6.5 The MHS assists consumers, carets and other agencies involved in follow-up to
identify the early warning signs which indicate the MHS should be contacted.
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Care Coordination Is a pivotal aspect of mental health service delivery that reflects supports and
nurtures the embedding and growth of the principles of consumer and carer participation. It involves
identifying the range of an individual consumer's needs and monitors progress towards meeting those
needs in consultation with the consumer, their carer/s and with other health care resources nominated

by the consumer,

Care Coordination and Care Planning are intimately linked, Whilst it is the role of the Care Coordinator
{CC) to ensure that planned care Is implemented, the role of developing the Individual Care Plan {ICP)
and evaluating the care outcomes is the role of the multidisciplinary team.

The key principles of Care Coordination Include:

. Individualised care

. right of consumers to comprehensive and appropriate care
. constimer participation in all aspects of care

. best practice

. accountability

. efficient and coordinated care;

. evaluation of care outcomes

. continuity of care

The Care Coordination model will be flexible and responsive to the needs of consumers and carers. It
will utilise a joint planning process between consumers, carers and Care Coordination in the

development of ICP’s.

The ICP will be in an “easy to read’ format and available to the consumer and carer, Collaborative links
will be developed with other health providers and strategies in the ICP will reflect a coordinated
approach from all those nominated by the consumer as health resources.

CC's will be allocated to all consumers and will act to ensure that the treatments and care prescribed by
the multidisciplinary team are Implemented by the appropriate clinicians and/or agencies.

PROCEDURE
€C's can be allocated from the Medical, Nursing and Allied Health disciplines, as can Care Coordination

Associates (CCA}. Enrolled Nurses {EN) and Enrolled Nurse Advanced Practitioner {ENAP), may be
allocated to the role of Care Coordinator and/or Care Coordination Associates, with approptiate support

and mentoring from senior cliniclans.

Ideally, there will be a CC and a CCA allocated to each consumer. The role of the CCA is to proxy for the
CC when that person is unavailable and to take on duties delegated by the CC. The CCA has the same
authorlty as the CC, but cannot plan care, except in consuliation with the CC, or, in the case of Enrolled
Nurses {(EN’s), Rehabilitation Therapy Aides (RTA’s) and discipline associates, under the supervision of a
RN or the relevant qualified discipline clinician.

One CC for each consumer will be drawn from the nursing service to maximise the availability of CC
presence on the ward/residence. As a general rule, no staff member who waorks predominantly on the
night shift will act either as a CC or CCA. However, where it is clinically useful to utilise a night shift
worker as an associate, then this practice is acceptable.
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The Park — Centre for Mental Health Care Planning Package - Tool Kit

In a!{ocat_ing CC’s, consideration should be given to consumer need, staff skills and workload, However, all
cf:_l_i;n}_c‘al staff must accept an active role within the Care Coordination framework.

Where possible, the consumer should have the opportunity to choose his or her CC and processes should
be implemented to facilitate this at the local level, Consumers have the right to request a review of thelr CC

allocation at any time.

On admission to the service or ward/residence area, a CC (and CCA where possible) will be allocated to the
new consumer by the RN in charge, At the next Multidisciplinary Team Meeting, the €C and CCA positions
should be ratified or alternative CC's should be nominated.

In ward/resldence areas where admissions are planned, the multidisciplinary team wili nominate the CC
and CCA In advance of the admisslon. The nominated CC should make contact with the referring Client
District agency to initiate the assessrnent and care planning priorities for the consumer.

Allocation Nurse
The Care Coordination approach is complemented by the allocation of allocation nurses to each consumer

oh a shift-by-shift basis, The nurse in charge of the ward/residence should facilitate this.

ldeally, the nursing staff who are CC’s or CCA’s will assume this role for those consumers on each shift. This
enhances the notion of establishing a single point of accountability for the provision of care for consumers.
The nursing staff allocation list should be displayed in a prominent area of the ward/residence for the
consumers’ information and updated each shift by the nurse in charge.

Reporting Relationship -
The CC plays an active role in developing and monitoring a consumer's treatment plan, as well as laising

with other staff to ensure that treatments that have been prescribed by the multidisciplinary team are
implemented in a timely manner.

The responsibilities of the CC are to participate in the development of an ICP; to ensure that appropriate
documentation oceurs; and to ensure that the plan is implemented and reviewed on a regular basis.

It Is the responsibility of the staff designated in the plan to fulfil their respective roles and commitments to
tha consumer’s care, with the CC acting to advise each cliniclan or service of their role In the consumer’s L
treatment and to work directly with the consumer to meet his or her needs in accordance with the ICP, as

appropriate.

The ICP is developed in conjunction with the multidisciplinary team and the consumer. The CCis a member
of the multidisciplinary team and should, wherever possible, be present at Multidisciplinary Team Meetings
when the ICP is reviewed. Where this is not possible, the CCA {or another staff member) should be

properly briefed to proxy for the CC at the meeting,

Care Coordination — ICP Development
Within 72 hours of admission, the CC must develop an interim ICP that addresses the issues that have led to

the consumer being placed in the ward/residence and initiate an Exit Plan. The interim ICP should address
the consumer’s immediate presenting problems, with a focus on safety. Each clinican may determine any
additional requirements for the interim ICP.
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The Exit Plan should begin gathering information regarding such things as: the consumer’s preferred GP or
psychiatrist; community supports and services that may be required; and an evaluation-of-care
methodology that suits the consumer. The plans should be developed in consultation with the consumer.
The CC should take this opportunity ta understand and document the consumer’s expectations of his or her
treatment. The consumer’s written consent to the involvement of family members in care planning should
also be sought {see the section on Carer participation and sharing Information with carer, page 23)

At the first meeting of the multidisciplinary team, a comprehensive review of the consumer’s clinical
presentation should occur, and the allocation of the CC and CCA should be ratified by the team. The
multldisciplinary team members are to review the interim ICP and begin planning multidimensional care for
the consumer that Is focused toward community placement, and that is cognisant of the consumer’s

expectations,

The CCls to ensure that assessment of the consumer occurs to assist in planning and measurement of

outcomes. The assessment and screening tools can include, but are not fimited to, the following in the Care

Planning Package:

, Outcome Measures (HoNOS, HoNGSCA, Life Skills Profile, Mental Health Inventory and other tools as
outlined in the Queensland Health Outcomes Protocol)

' Risk Assessment Profiles on Aggression, Self-Harm and Absconding

. Consumer Participation Plan where appropriate.

Clinical areas/teams may include other assessment and screening tools as required by thelr consumer
population or individual consumer's needs.

Using the results of assessments, the CC will construct an ICP in consultation with the cohsumer and family
members (where appropriate). All the above mentioned tools also form part of the care plan {e.g. the risk
managemaent plan attached to the Risk Assessment Profiles). Where the consumer dissents from the
framework, attempts should be made to encourage the consumer to engage in the proposed plan. If this is
not possible, then attempts should be made to negotiate an approximation of the proposed framework

that is satisfactory to the consumer.

The ICP is a working document that is regularly reviewed and updated at least every 91 days in the context
of a Multidisciplinary Team Meeting. The plan and the interventions that are attempted are subject to
ongoing evaluation. Non-effectlve interventions should not be continued for extended periods of time. The
plan should evolve. All attemipted strategies and subsequent outcomes should be documented in the
Progress of Care section of the ICP to ensure continuity of care and appropriate tracking of clinical i

outcomes.

A weekly review of consumer care from an ICP perspective should be documented in the clinical record by
the CCto ensure effective clinical communication and review. Afl clinical entrles should be made in the
context of the ICP, usually elther to flag interventions that have bheen made that have Implications for an
identified consumer issue, or to highlight the need for intervention in a new issue.

Review Process
Each clinical area should identify a responsible person to coordinate ICP reviews with the multidisciplinary

teams and the CC's. Adequate notice must be given to the responsible CC, so that arrangements can be
made to attend the Multidisciplinary Team Meeting or to brief the CCA or a proxy.

The need for emergent review of consumer treatment oh occasions is Inevitable. Attempts should be
tnade, by the person convening the meeting to confer with the CC, even if he or she cannot attend the
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meeting. In any case, the outcomes of emergent discussions should be clearly documented In the clinical
record and should be flagged for the attentlon of the CC,

The emphasls in the above approach is upon ensuring the regular detailed review of all consumers and the
effective flow of communication that recognises and values the role of the CC. Individual CC's will play an
important role In ensuring that updated information Is available at the relevant team review and that
relevant amendments are documented In the ICP,

Evaluation of ICP’s and Care Coordination Processes

Evaluation of ICP functionality and Care Coordination processes should be programmed at three levels:

1. Regular communication between the CC and the consumer to determine level of fit between
consumer expectation and planned outcomes. lssues highlighted by such discussion should be

conveyed to the multidisciplinary team.
2. During multidisciplinary team meetings. Particular attention should be paid to Issues that have
been standing for longer than three months {unless an extended timeframe has been anticipated

durlng the development of the ICP).
3.  Operational issues arising from care coordination should be documented and forwarded to the

relevant Work Improvement Group (WIG) for resolution.

LEGAL/ETHICAL ISSUES

in terms of ultimate medico-legal accountability, the Consuftant Psychiatrist retains this responsibility and
the CCls responsible to the Consultant Psychiatrist with regard to care planning issues.
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Background .
The care planning package at The Park - Centre for Mental Health has evolved and adapted to provide

recovery-oriented individualised care, whilst meeting Jocai requirements and national standards for
documentation and safety.

The care planning tools used at The Park have been audited every six months since 2003, to gather
information on how the tools are used, quality of care pians, and integration of tools and measures. As
a result of longhtudinal audit ihnformation, consumer and clinician feedback, the changing clinical scene
and documenting practices (eg computer systems for recording informatlon), the new care planning
package has been developed to enhance the way in which we plan and deliver care.

Using the Strengths model in care planning

The recovery principles have guided clinical practice and service planning at The Park. Changing
practices towards consumer focussed care has involved a considerable change in work practices,
attitudes and culture. These initial steps have laid the foundatlons for a strengths-based modei of care.

The Strengths model Is a way of viewing the people we work with, providing a focus on the positive
aspects of a person, rather than just deficits or pathology. This model fits well with the recovery
principles. The table below outlines the principles of the Strengths Model;

SIX PrInclpies of the Strengths Modei Rapp and Wmtersteen (1989)

o ‘_The focus ison mdlv;dual strengths rather than pathology
. ‘_The care coordinator / client relationship is primary and essential
. "Interventlons are based on the principle of client self- determinatlon
"o - Assertive olitreach is the preferred mode of intervention ‘ :
. Long-term psychiatnc consumers can continue to learn, grow and change and can be

*-assisted to do so
. Resource acqulsitlon goes beyond traditlonal mental health services and actwely mobilises

the resources of the entire community

The Strengths model has been used and researched successfully in community mental health settings
and is becoming accepted practice in many inpatlent settings across the world. At The Park, the
Strengths model can guide our care planning practices to ensure that consumer’s strengths become the
driving force for goal setting and working towards recovery.

For more information about the Strengths model and care planning, refer to the Resources section
{page 24).

Computers and care planning
Completing care plans and associated information electronically is increasingly a requirement of mental
health services. Electronic care planning has advantages in terms of time taken to review and update

care planning tools, and sharing information within mental health services.
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CIMHA is a consumer-centric clinlcal information system designed to support mental health clinicians in
the provision of safer quality mental health services, CIMHA Is used to record and access clinical
ini‘_—or‘r_;natign on consumers that is essential to care planning. In particular, care planning requires the use
of CiMHA for: ‘

* Inputting and reporting on outcome measures

¢ Recording Mental Health Act 2000 status, forms and requirements

e Recording ‘alerts’ and risk information

» Sharing information within the mental health network and updating care coordinators through

clinical notes, messages, etc,

All clinlcians should receive training and orlentatlon to CIMHA, and be able to use the application as part
of your day-to-day clinical work, CIMHA recognises care coordinators (or Primary Service Providers, as
they are designated In the system}, which means that care coordinators can quickly access the
consumers they are allocated, and other clinicians can identify who they need to contact to share

information on a cohsumer,

Key Care Planning Information should be uploaded on to CIMHA for these reasons. Documents to be
uploaded include the Individual Care Plan and any other important clinical information that may be
pertinent to the consumer’s overall treatment and care.

For more Information on the use of CIMHA, please talk to your supervisor, contact the district Mental
Health Information Systems Coordinator (MHISC), or access the online fact sheets and tutorials at
http://gheps.health.ald.gov.au/mentalhealth/cimha/resources.htm

Guidelines for Electronic Use of Care Planning Documents
The Individual Care Plan Is designed to be used as an electronic tool, to improve ease of completion and
make reviews more efficient. Using care plans electronically does pose some considerations in relation

to:
* Confidentiality;
* currency of documents;
¢ verslon control {e.g. making sure the right version is accessible, and that old versions are deleted);

and
¢ Access (e.g. ensuring that care plans are saved to a location accessible to those who need it).

The following guidelines and conventions are provided to address these issues and make electronic care
planning user-friendly for all clinical teams.

Accassing the care planning tools electronically
All care planning tools used for adult consuimers across the facility are available at G:\Care

Planning\Package of tools. You will see In this folder the following screen:
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Separate folders contain the tools for consumer tools, crisls intervention plan, risk assessments, drug &
alcohol screening, and outcome measures for printing {e.g. MHI}. The ICP template is in a ‘word
template’ form {easy to identify by the yellow top on the icon).

Completing an ICP electronically
Once the ICP template form s opened, It becomes a new document to be saved by the user. The
template form cannot be saved over; this will hopefully reduce the chance of people accidentally saving

care plans to G: drive.

The ICP template has form fields (grey areas) o indicate where Information is required. By clicking with
the mouse cursor on these grey areas, you can see whether the field is for text, a drop-down meny, or
tick box. You can also use the tab or arrow keys to move from one field to the next. Tick boxes can be
completed elther using a mouse click, or the spacebar key. For some fields, an explanation of what Is
required will appear In the bottom left of the screen, just undef the toolbar. This may help you to know

what to put in that field.

The easlest way to find out how to use the form is to have a gol While you are still able to complete the
ICP in hardcapy by printing out the template form, it does mean that you won't be able to view the
drop-down menus and other prompts that are on the electronic version.

Saving Your ICP
Once you have completed the ICP, or if you wish to save what you have done so far, go to ‘File’ and the

‘Save As’. You will need to change the document name (it will probably have “Date of Completion” as
the document name). The recommended convention for naming your care planning document is:

Consumer’s Surname_Consumer initial_Year{XX)Month{xx}

Some aexamples of this convention are:

Frankston_B_0703.doc Indicates an ICP for B. Frankston completed in March 2007
Henderson_W_0710.doc fndicates an ICP for W. Henderson completed in October 2007,

The reason for this convention is that it will save documents in alphabetical {by surname} and
chronologlcal {by the reverse date} order,

All clinical areas should have their own folders which can only be accessed by clinical staff from that
area. Within these folders there may be individual consumer folders. The current ICP document should
be saved to the consumer's folder, If you are unsure how to access these folders, please talk to your

CNC or NUM.

it is very important that no consumer information is saved to G:\Everyone or to G:\Care Planning. These
folders can be viewed by anyone at The Park, and saving Informatlion here is a breach of privacy and
confldentlallty. Please double-check the save destination (where you are saving the document to}
hefore clicking on the ‘save’ button,

Uploading Care Planning documents to CEIMHA
Once the ICP has been signed off by the Clinical Team, it should be uploaded to CIMHA, This can be
done by scanning the documents, emailing them to yourself and saving them on a secure network

folder.
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Alternatively, select “Cute PDF” as the printer for the document and save on a secure network folder,
From here the document can be uploaded as an attachment to CIMHA by opening the consumer record,
selecting the clinical note type {Case Review Summatry), adding the Attachment Summary Template and
loading the template. Finally, complete the Summary details and attach the PDF document as per

normal.

The importance of hardcopy
When your ICP has been completed, it should be printed out, signed, presented to the clinical team, and

filed In hardcopy in the clinical file, As we continue to work with paper-based recording systems, it is
very Important that these records are current and complete, A hardcopy in the clinical file may also be
more accessible for quick review by other staff working with the consumer.,

Reviewing your ICP & saving your review

When the review for the consumer you care coordinate is coming near, you canh open the saved ICP
electronically in Microsoft Word, and make any necessary changes quite easily. The bulk of information
will already be there, 1t is important to still go through each of the areas to check that the details are
updated. The ‘Progress of Care’ section at the end of the ICP gives the opportunity to record any goals

that have heen achieved.

Once you have completed your review, go to the File menu and click ‘Save As’. Change the date on the
document name before saving,

Once the reviewed ICP has been approved by the clinical team, the outdated ICP can be deleted from
the electronic folder. Only current ICPs should be available on the clinical area folders, to avoid error
in accessing outdated documents, Remember to upload the most recent versions of your ICP to CIMHA

after sign off.

Accessing ICPs
individual Care Plans can be accessed electronically through the clinical area’s folder. If you are unsure

how to access these folders, please talk to your CNC or NUM, Your work colleagues may also be able to
orientate you to the clinical area folder and consumer folders.

Other considerations
Most documents in the care planning package are able to be completed electronically. Opportunities to

develop your computer skills, through practice, attending training sessions, or picking up tips from your
colleagues can help ensure that you feel confident and competent to complete care plans using

computers.

The Care Planning Package Checklist provides care coordinators and clinical team members with a quick
reference of the tools that need to he completed for the care planning review, as well as the dates of
previous reviews. A new checklist should be completed each care plan review.

The best way to complete the checklist is to print it and complete it manually as each tool is reviewed or
revisited. The checklist provides a quick guideline for completion at the top of the page (see Appendix

A, page 30)

There is space provided to include the risk screen rating for each review, and additional tools that the
specific clinical area may use (refer to section Other Assessment/clinical area tools on page 28).
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Reviewling or revisiting?
Care coordinators and consumers may sometimes fee that they are completing tools unnecessarily,
when the information or scores haven’t changed in the three month period. For some forms, it may be
acceptable to re-visit the information to check that it is still accurate, without having to complete a full
new form. Other tools have a standard or legal requirement to be completed every three months. Tools
which are required to be completely reviewed at least every three months are:

¢ Quicome measures (HoNQS, LSP, MHI)

» Risk Screen Tool

o Involuntary Patient Summary

e Individual Care Plan

¢ Clinical chart audit is to be completed each 3 monthly review.

Tools that can be revisited, and signed off if no change is required, include:

¢ Consumer participation plan {check with the consumer if anything is different)

e Strengths assessment tool (this should be a ving’ document and added to as new strengths are
discovered; however a new form doesn’t have to be completed unless there has been significant
changes, the consumer wants to start a new form, or the current form has become difficult to
read. Each form has provision for signing a niimber of reviews).

¢ Drug Check, Audit & RTCQ ' '

The Indlvidual Care Plan {ICP) and Recovery & Relapse Prevention Plan {(RRPP) are the documents which
bring all the assessments and information together and outline the goals for the consumer to work
towards recovery. The ICP has a strengths focus, and aims to highlight the consumer’s goals as well as
the clinical issues. it aims to be a llving document that is used to direct care and clinical declsion

making. For a completed example of the ICP, see Appendix B, pg 31.

Orlentation to the ICP

The first page of the ICP includes identifying data, a consumer profile, alerts, review dates, and
consumer invelvement. All parts of this front page are to be completed. The ‘Summary of Presenting
symptoms’ box is a chance to document briefly the main presenting issues and clinical concerns of the

past 3 months only.

The following pages of the care plan have been divided into sections that relate to the categories of the
Strengths Assessment {see information below). These categories are:

¢ Maintaining mental health

s Physical health, nutrition & ADLs (Weight, diet, physical comorbidities, self care & hygiene)

¢ Substance misuse

e Dally living situation/Financial/Vocational/Educational

* Social Supports & spirituality

s |eisure/Recreational

Each of these categories have a page devoted them, outlining the issues, assessment scores, goals and
strategies, and progress of care. Here are some of the features of each category:
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Subsinnce Misuse: Drugs, Tobacco, Alcohol & Other Harmful Substances.

Drug Check & Andit Corapleted on CINVIHA Dats: 10322043 P Rantingss to Chares Ovostiopains Complated/Reviswed Date: JOBN3
Substance hlisuse Problom identifled Baves El Mo 19 Suotmae Cossation Patiway Complaied Dat; 1033
Consumer’s Goal Siafenent: Surmary of CurrentTsuest
Twand fo stop snoking foever Was aheavy snoker (404 day)bul has baan suzcessfully wsing inhaler & patehes to ceass
nwokig. Oceasional dmg we whanon leave.
= 3 [k 2 Siate
alreu fo tonndu' ,,,{.; raml Tavisaie, ATOR: hientinn Prograns
Refer fo Drug (hck & Avdi Rivdhners 1o Chinge modsl, D&A Pulany
Team Membarz Reva
Resporeibla ey
Strakegles Connmr Actions . SuppuﬂRele.‘T&aﬁ'mnk ﬁxmé%'?z'ﬁm Cams Dak
Qs 2]
Start daemasing wre of Hicetina Radice dailyr usa ol iidualer, Emourage [T of‘hm]aru PRI ealy. wrvig slal] T3
Replacewand Therapias, Cordime fowear HRT patelses,
Renlive UDTtabe conplled whan Tl viok st dugr wiils on Teave & Admindrier UDS when convuney szfans | Hursing slafl’ 11003
reton Bom ovemizht keave as parLCT | coopsralewith UDS cavrehun from Jrave.
cordilons .
.‘s!r.ahg;hs fthat hava Workedfdjdn't work in the past (Progzess of (.am)
. R - g ehvolon progrons Woothe reptersiend straigies d:
Siatesy THA Mworde? Provlds datalls Daia Athmpiarl.fhphnma
Afended MARE mhbiilEonprgrem Helped Hisunleniad his merasticoal diug use, Mike nf avorid Aprl U3
sitwating likely ba Jaad todruz wie while onl.CT.

Category heading:
This gives the names and brief description of the category.

Daty relevant to this cateqory:
Some categories have a sectlon at the top of the page that allows you to outline information and

assessments relevant to that category. This provides a quick reference for some important data,

Consumer’s Goal Statement:
This is the consumetr’s goal for this category (if the consumer has one}.
e The goal statement may come directly from the aspirations column in the Strengths Assessment.
¢ it should be written using the consumer’s own words as much as possible, and specified as
precisely as the person understands it.
The consumet’s goal is not to be dehated, but rather accepted and further explored. 1t may or may hot
be aligned with the clinical team’s views. It is important for clinicians to remember that acknowledging
consumer’s goals is an important motivating factor and may provide a driving force for implementing
strategies that are agreed upon by both the consumer and the clinical team.

Summary of Current Issues:
This box allows clinicians to outline the current concerns of the clinical team. This may Include

“problems” or “deficits”, barriers to treatment, risk factors, and other influencing factors the care.

Qutcome measure Scores:
This greyed row of boxes allows clinicians to record the outcome measures scores relevant to this

particular category. This outlines the HONOS and LSP scores that are relevant,
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For instance, in the category “Daily Living Situation/Financial/Vocational/Educational, there are two
HONGS items {ltem 11 and 12) and two LSP items {item 13 and 16) that are relevant to that category.
There is a blank box next to each item number for the clinician to insert the score. Each category has a
footnote that describes the items outlined on that page. The use of the HoNGS and LSP scores in each
category helps to link the outcome measures with the treatment strategies in the care plan. Items of
the HoNOS that are clinically significant (ie a scare of 3 ar 4) should have relevant strategies for
addressing these problems outlined in the care plan.

‘Areas to Consider’ and ‘Refer to’: o
Under the outcome measures scores, there Is a hox which can assist care coordinators when developing

care plan strategles. “Areas to conslder” gives care coordinators a list of ideas for treatment and
recovery strategies relevant to that category. “Refer to” gives a list of assessments or information
sources that provide Information relevant to that category.

The planning table:
The planning table details the strategles, consumer actions, support role/treatments, responsible team

members and review dates reqguired for the care plan, relevant to that category, Strategies may be seen
as then short-term, “small-step” goals towards achieving the overarching recovery goals for the
consumer, and for addressing the maln clinical concerns. See the information on pages 14-15 about

goal setting and developing strategies.

The “Consumer Actions” column refers to the tasks or technigues that the consumer plans to undertake
to meet the strategy.

The “Support Role/Treatments” column outlines the tasks or technigues that the clinicians, carers and
others plan to undertake to meet that strategy.

“Team Members Responsibie” refers to the specific person/s who will implement the support -
roleftreatments. “Revlew Date” is a date set by the care coordinator and consumer when it seems
reasonable to review that strategy — it may be the same as the 3-monthly review date, or it may be

sooner, depending on the strategy.

Progress of Care:
The table at the bottom of each page provides an opportunity to record strategies that have been

attempted In the past, relevant to the category. By recording what has been attempted, whether it
worked or not and why, and when it was attempted, clinicians and consumers can have an overview of
progress, and a historical reference of past treatments and programs.

if a strategy has heen recorded in the progress of care, this doesn’t mean that it will no longer be
relevant to the consumer, or can’t be tried again. |t’s important to remember the situation and context
of freatments, people involved, etc and how these may influence outcomes. Details in this table can
provide clintcal teams and consumers with valuable insights into how the journey of recovery has

developed so far.

Recovery and Relapse Prevention Plan {RRPP}
The RRPP is on the last page of the ICP. It provides an opportunity to record ways for consumers, carers
and clinicians to identify triggers, relapses, ways of coping with stress and managlng crisks situations.
This section can be completed in a number of ways:
by the consumer on their own;
s by the consumer with help from the care coordinator/clinician (e.g. in a discussion, with the

clinician writing things down);
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e with input from carers or family;
¢ using informatlon from the Strengths Assessment;
¢ 3 combination of the above,

This Is a tool that is ‘owned’ by the consumer, and can support the consumer to think of what to try In
stressful or ctisis situations. It is sornething that may change a little or a lot with each review, as
consumers develop different coping mechanisms and learn how to identify triggers and symptoms more
easily. This is not a tool that can be completed just by the care coordinator or clinician, though they can
help the consumer to Identify what works for them through questions, prompts and examples.

Tips on completing the ICP and RRPP:

Only sections that are refevant for the consuiner for that period need to be completed _

For example, if the consumer doesn’t have any substance misuse issues, it is only necessary to complete
the tick box at the top of this category, and the rest can be left blank. Likewise, not all sections need to
have lots of strategies or goals. Conslder what s specific and achlevable for the next three months,

If a consumer doesn’t consider a category relevant, but the clinical team does, this can still be
completed with strategies developed — bearing in mind that there may not be much in the “consumer
actions” column. For instance, if a consumer does not feel they have a substance misuse issue, but the
clinical team are concerned by their drug use, there may be strategies developed around education and
the use of motivational interviewing; the consumer may only agree to “listen to information given” as

patt of the consumer actions.

“Strategies” are the short-tetm goals that are specific, measurable, and achievable.
Developing goals that work is a skill, and is an important way of ensuring that a care plan is
individualised to the consumer. The strategies are the short-term goals that provide the “baby steps” to
attaining the goal statement. They are developed by breaking down goals into the small steps required
to reach the goal. Strategies should be: '

¢ Stated in positlve terms

¢ Have a high probability of success (so start with the smallest “baby steps”|)

o Measurable and observable

¢ Specific {not vague) and time-limited (has a review date)

e Understandable and meaningful to the person

For example a goal statement might be “l want to be an actor”. Using solution-focused questioning, you
might ellcit from the consumer that she thinks to be an actor, she needs to look good, needs to know
about drama and acting, and needs to see some live performances to find out more. Strategies might
then break down further to be:

“I will get my hair cut and styled”

“t will borrow some plays from the library to read the parts”

“I will save money to buy a ticket to see a live theatre show when I'm on leave”

The big goal statement may actually break down to goal statements for different sections of the ICP, eg
with the above example, the consumer may decide she’d like to lose weight and be mare physically fit
to be an actor, and she might have a goal of joining a drama group as her goal statement in the
Leisure/recreational section.

Short term goals/strategies can be written using the ‘SMARTA’ approach:
S pecific
M easurable
A chievable
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R elevant
T ime-framed

A greed upon

Care Coordinators can assist consumers in setting SMARTA goals, by helping them break large or long-
term goals into smalier, achievable steps, and getting the consumer to consider how they will know
when they have reached that goal. Often, setting smaller, specific and concrete goals can help the
consumer see when an outcome Is achleved and provide a clearer direction.

Examples of the SMARTA aggroachf

- Good: Jacob will independently engage in one leisure activity in the community on a weekly basis by

the next review.
- Not so good: Jacob will increase his community outings.

- Good: Anne will use a washing machine to wash her clothing with staff supervision once a week by 4

weeks. :
- Not so good: Anne will wash her own clothes,

The actions should then reflect the step-by-step approach needed to achleve the goal.

The Goals/strategies/actions care plan is one way of recording goals and outcomes for consumers.
Other ways that may complement the ICP and help consumers include:

* Pictorial representations of goals

* Writing goals in the consumers’ own words

¢ Using an audio cassette recording of the goals and their steps.

Whichever means of recording goals that is used, a copy or version of the record, which reflects the
same goals, strategies and outcomes, should be provided to or discussed with the consumer, and a copy

kept with the ICP in the clinical chart.

Sulcide/Self Harm, Violence, Vulnerablilty and Absent without approval can present serious problems
for all concerned. The state~-wide standardised Risk Screen tool has been developed to better manage
these behaviours. The Risk Screen Is completed on admlssion and reviewed at least three monthly {more

frequently in some clinical areas). Ad hoc assessments of risk are also carried out when there is a change
in the consumetr’s behaviour (or risk factors), a critical incident or prior to transfer or discharge, This Risk
Screen Tool is a template on CIMHA,

The first component of the toot is a checklist of prompting guestions regarding static and dynamic risk
factors, Static factors are those factors which do not readily change {e.g. age) while dynamic factors
change over time and are amendable to interventlon.

Below the checklist there is a free text field for details regarding risk and mitigating factors. The most
important part of the risk assessment is the information recorded in this section. The comments noted
should yield the information required to: generate a risk rating; and, to support the clinical decision
making process behind the rating documented. For example, if a risk history has been identified in the
checklist further explanatory information can be provided here: e.g. “Joe has made suicide attempts in
the past but has not had a known episode of self harm or suicide attempt for approximately 10 years.”
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This detail may support the declsion to rate Joe as a low risk of suicide. The risk history in both the
checklist and free text fields should cover all past clinical history.

There is a Child Protection Risk Screen asking if the consumer has any custody or care responsibilities for
children, If yes, a Child Protection form must be completed on CIMHA. This is foflowed by a box
requiring the allocation of an overall risk rating.

The final section Is for Clinical and Risk Formulation / Assessment Summary which is a free text fleld
designed to capture detailed consumer-specific Information to enable effective and appropriate clinical
risk management. Information to include in this section:

» Pratective and mitigating factors

¥ Stressors

= Strength and supports
®n  What will increase or decrease the consumer's risk?

u |s the consumer possibly in early psychosis or prodromal?
= Consider historical information in relation to current dynamic and contextual factors
= Where risks are identified, document strategles to address the identified risk factors

The Risk Screen tool is a standardised template on CIMHA. While a Care Coordinator generally
completes the Risk Screen, the management of the risk should be a team effort and not the
responsibility of any one individual.

The data gleaned from the use of Risk Screen is likely to be useful in decision making around risk —
however, it is only one aspect of risk assessment and should never override clinical jJudgement.
However, it is important that the Risk Screen be reviewed as required and revisited to reffect any

changes in behaviour,

Other risk tools used in clinical areas may include the DASA and HCR-20,

See Appendix D (page 41) for an example of a Risk Screen tool.

The emphasis on health outcomes and information systems to support quality improvement has been
gaining momentum in the wider health sector for several years. The implementation of routine outcome
collection in 2004 by all Queenstand mental health services, has led to services becoming more able to
explore and ask guestjons about the bhenefits or otherwise of the treatment or care they provide and the
complexity and characteristics of the populations they serve. Services have also begun to use the
information to explore the connections between service provision and changes in levels of consumer

well-being.

The outcome measures used also provide important information for care planning. Examples of how
the information can be used in the clinlcal setting include:

+ To monitor the progress of consumers receiving mental health services.

*  As a clinical tool to inform treatment planning.

¢ To evaluate the effectivenass of treatment and individual care plans.

« Toincrease dialogue amongst members of the treating multidisciplinary team.

+ To facilitate engagement and partnerships with consumets and carers in care planning.

+ To assist in professional supervision.
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Table 1 outlines the sulte of measures generally used by Child and Youth, Adult and Older Persons mental health services.

*  Health of the Natlon Outcome *  Health of the Natlon Qutcome *  Health of the Nation Qutcome

$cales for Chlldren and Scalas {HoNOS) Scales for Older People
Adolescents (HoNOSCA) ¢ Life skitls Profile {LSP} {HoNOS65+)

+  Chifdren's Global Assessment ®  Focus of Care {FoC) *  Llfe Skills Profile (LSP)
Scale (CGAS) *  Principal Dlagnosis {ICD-10-AM) *  Focus of Care (FoC]

*  Factorsinfluencing Health *  Mental Health Legal Status ¢ Resource Utilisatlon Groups -
Status (FIHS) Activities of Dally Living Seale

s Principal Dlagnosls (ICD-10-AM) {RUG-ADL}

*+  Mental Health Legal Status ¢  Princlpal Biagnosis {ICD-10-AM)

*  Mentaf Health Legal Status

CONSUMER SELF-REPORT

e Strengths and Difficulties e Mental Health lnventory {MHI) *  Mental Health Inventory (MHI)
Questlonnalre {500}

The Outcome Measures are completed on CIMHA according to a collection prdtocol. You can also

“access hardcopy forms from QHEPS or from G:\Care Planning\Package of Tools\Outcome Measures
when the CIMHA system is down, for consumers to complete thelr tools, or if your clinical team prefers
to complete the tools together. For more detalled information on accessing tools and how and when to
complete the measures, talk to your supervisor and go to
http://aheps.health.qld.gov.au/mhinfo/outcomes.htm for resources. Your clinical area should also have
a copy of the Cliniclan’s Handbook Outcomes Initiative and Beyond Outcomes Desktop Flip-Chart

available for your reference.

The Individual Care Plan now includes in each section a reference to the HoNOS and LSP scores relevant
to that health/life domain. This provides an easy reference for clinicians to see how goals relate to
clinically significant scores. See the sectlon above on completing the ICP for more Information.

Adapted from “Strengths Model for Speclal Care Settings” by Paul Liddy. Available from G:\Care Planning\Strengths Medel

The Strengths Assessment is a tool deslgned to help the client and care coordinator become conscious of
the resources a person possesses, not only at this point in time but also what they have accumulated in
experience and knowledge in the past and what external resources they possess or have access to. The
form is availabie via G:\Care Planning\All Tools - Care Planning Package\Consumer tools. See Appendix C

on pg. 39 for an example.

The middle column of the Strengths Assessment asks the question “What do | want?” This is at the very
heart of the work we do with people and getting this dream or aspiration is critical to moving recovery
forward. From the middle column a list of priorities is distilled and work can begin on a chosen goal using

the recovery goal worksheet,
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All of this does not happen at once and a varylng amount of time must be ipvested in simply engaging with
the person so as to gain trust and build a partnership. During the course of multiple conversations,
strengths will become apparent, be noted and hegin to populate the Strengths Assessment. At first the
tool may lack an amount of detail but over time and with increasing engagement it will become more

specific and thorough,

Certainly the style of a Strengths Assessment should mimic a conversation that proceeds at the person’s
pace and Is smooth and natural. The aim is to gain information that is genuine and meaningful to the client
rather than simply what they think that you want to hear. Many frustrations and failed goal attempts come
from forcing the Strengths Assessment upon people and treating It as a plece of one time paperwork
rather than as an active living tool which will be added to and refined continucusly over the course of

engagement.

What the Strengths Assessment is aiming to capture and clarify are the qualities, talents, skills, resources

~ and aspirations that a person has for their recovery journey. One would not expect to see a collection of
deficlts or negatlve comments. There is usually hothing contained within this information that helps

people be successful. But have no fear, any relevant limitations will be uncovered during the goal planning

phase and can be viewed positively as challenges to be overcome. Recording them on the Strengths

Assessment, however, can have the effect of limiting the vislon of participants to the possibilities,

effectively closing the door on potentially viable alternatives,

If you have never attempted a Strengths Assessment with a consumer before, it may he helpful to try it out
on a colleague, friend or family member first — just have a brief conversation, and see what strengths you
can identify, along with your current knowledge of the person.

Parsonal Quallties

This box on the second page gives an opportunity to capture those personal strengths which may not fit
neatly into the domains. Qualities such as “friendly”, “enjoys the moment”, “has a great sense of
humaour”, “generous”, “tenacious” etc might be written here.

i

Prioritising goals
The Strengths Assessment builds up over time, and it may be difficult to know which aspirations are most

important to the consumer at any one time. At the bottom of the Strenhgths Assessment Is a box which
allows the consumer to highlight the three priorities for goals or aspirations. These priorities should he
reviewed every three months when the care plan is reviewed, to check for changes in priorities and

whether any goals have been reached.

Life domains
The following lists are sample areas to explore in each life domain, They are not exhaustive or prescriptive

and should NOT he used as an interview or interrogation! Remember that this process of Strengths
Assessment is ongoing and continues for the length of the recovery Journey. A relaxed and positive style
will more likely elicit useful information than a style that is rushed or forced. Taking time early wil}
potentially save time in the lohg-term!
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i L urrent Statys
. How WOufd you descnbe your heaith t.

o Link to Recovery and Crisis Prevention
Plan _

- Physical Health, Nutntion, Activit!es of Daily Lwlng ”
DesIres[Asglratlon

“Are there things yau are working onor

oping tools‘and strateg[es what are
you do]ng now to stay well? -
Who do you' ﬁnd It uséfulto talk to
when your feeitng down or unwell

present?

‘o sbelngin good heatth tmportant to

':- What kinds of things do yoﬁ do .to take .

Syou? Why/whv hot?

' care of your hedth or to stay healthy? -

: Y ‘o _Medtcal Doctorcurrentlv seelng )

. Dentist N
Diet and eating hab!ts
Do you'exerclse? What type?
~ Use of over the counter
7 medications,
o ;" Birth cantral
Q. _Smoklng habits
What are some of your da][y hablts or
routines? Hoiv do you take care-of your
personal hyglene and appearance?

":_o oo, _o'

| i lein S!tuatfon anancia!

Current S;gjus

What Is good aboit where you live? What

do you like about where you live? {e.g.,
warm, gaod food, actlvitles, etc.)

Do you have a TV you can watch?

What persanal assets related to daily

living does the person have? {e.g., Do you
have a radlo, muslc player, TV, etc.?} Not

This can help Identify wants —does the
person wish he/she had a computer?

Are there detalls, speclal attributes about
the setting that the consumer is proud of

or enjoys? {eg collects things, paintings,
is particularly tidy, embrotders, has
aquarium, etc.).

What does the person enjoy doing or is

good at doing In terms of dally living  task

if anything? {e.g., cooking, cleaning,
grooming, ete.)

- would Ilke towork an with regard to
L your physlcal health? {e.g., losing

*

-

*
Do you have a bank account? What kind?

Payee? Name & address
How do you budget & manage your

" weight, managing symptoms, smioking
-less, drinking less, healthy eating, etc.)
" What Is lmportant to you In this area?
Is there anything you "would lke to
‘:learn more about, improve or change i
" this area?

Are their habits or routines that you'd

" like to develop to look after yourself,

your appearance and your hyglene?

Deslres/Asplrations

Do you like where you live? When you
teave the facllity where would you iike
to live?

Da you like living alone? With other
people?

If you could change one thing about
your living sltuation, what would it be?
What would your ideal Hiving sltuation
be? {e.g., Hving on a farm, buyihg a
home, etc.)

Is there anything vou would want to
make your lving situatton easler? {e.g.
a music player, posters, books, etc.}
What s most Important to you in your
fiving situation? {e.g., feeling safe,
people to talk with, private space, etc.}

What would you like to be different
with regard to finances? How?
What s Important ta you regarding yot

Resources

I management plan .

Care coordlnator, care coordlnator
. Famfly, Friends i i
. General practitioner, Psvchfatrist N SRR
. ,-'Support groups, community groups (eg church

“NGOs, sports teams) . . &
Recovery and Crisls Preventlon pf n‘/ relapse ol

‘Idéntify what has \uorke& in the past If unab]e

to identify, ask what the pérson was dolng .-

‘when' they were We][f before becomlng unwe!!

Resources _ S
Address resaurcas used it the past for any of the

a
[]

R

reas mentioned In current status.
What healthy practices have heen used in the
past?
What educational sessions have been offered ;
in the past, did this help?
Previous lifestyle behaviours that
promoted/improved physical health?
Previous interest In physical
activity/sport/cooking?
Were any of the resources used in the past {DR’s,
hospitals, exercise activitles, medications, diets,
symptom management fechnlques, etc.}
particularly helpful?
How were ADLs performed In the past?

esotirces

Where have you llved in the past {list each}?
With wham? For how long? What was the
type {apartment, group home, house, nursing
facility} and location?

Are there things you really liked about any of the
past living sttuations?

What was your favourite living situation? Why?
Are there things you had in a past living situatlon
that you do not have now but  you would ltke to
have again?

*What was the person’s income in the past? From

what sources? (e.g. Has the person worked In the
past? Did they get benefits they do not receive

now?)

Did the person use/have any resources in the past
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“that they are not uslng now? (e, g. payee, taklng a:
ffnancral management class, ysed to have a :

: savings/checking account, etc)

fmances? {e. g " Iwant extra money

, Besources 7 :
' What typa of actlwtv {work schoul volunteer
werk tralnlng, tc)ha\re yau. done in the past?

K Ifso, what would thatbe doing? What‘ orn not. Ilke aboutlt?

’ "-Whatkindofvocatfunatserv : h'a you o

f -Actl\rltles that coiild be Inc!uded tn thls .

. have experience dolng? (e g, ”&'d fke . . received in the past? :
“.:3_categery volunteer wark scheol ‘odd, IO “to get a nurslng degree" “Iliké'to wo *+ “Haveyou been/are’ you on any WOrk lncentsve
.‘-:5 S : : . programs?
“'. ¢ What work situations have you found most
- “If you could be or do anythmg you - “enjoyahle and why?
Ja_nted (career wlse}, what wotild that
be? What ls It ahout that that Interest<
: :‘If the person Is dolng some type of
v .'what thev are dolng? fe.”l lika the 7 “activity currently, is the person
i extra money", “helping people’, "belng " satlsfied with what they are dolng? Is
- around peopie R "befng in charge of_-' o there anything abolit what they are
& : : dolng they would like to change? Is
) : there any other activity they would like
y Partlcufarly if the persof ls not domg ‘ to do In additlon?.
:]anythfng In thts area, ) what are theli Intergst "
: skIIIs, abilltles related to prcductive activlty?
(e.g. “Tm m very mechanlcal”, "1 enjoythe © -
outdaors" "Artis my passfon” etc)
; Soclat SunnortslSmrstual_lty_
Current Status Asplrations/Desires Resources

» Who do you spend time with? Who are *
yaur frlends? Who do you feel close to?
Who makes you fee] gaod when you're
arolind them? - '

Po-you have anybody that comes to visit
you or that you spend time with? What
kinds of thlngs do you do together?

Do you have'a pet? Would you like cne?
Do you have visits from any members of
your family? Are the visits pleasant or -
stressful? Do you rely on any members
_of your fanilly for support?

What s it you like and dislike ahout belng
with other people?

What {3 It about belng alone that you like?
What kinds of things do you do when you
are alone? What do you do when you fee
alone?

be different in your saclal life?

. % Are there any areas of you life you
would fike to have more support in?
(e.g., splrituality, better relationship

share your Interests, etc.}

would like to? {e.g., church, ratary
club, hook club, astrology club, ete.}

Are there heliefs and values you'd
like to learn more about?
+  Are there steps along your spiritual
Journey that you'd like to reach?
Wauld you llke to explore your faith
further? How might you do that?

Is there anything In your life that brings
you a sense of comfort, meaning, or
purpose In your life?

What glves you the strength to carry on ir .
times of difficulty?

What do you belteve In?

What do you have faith in?

*

Is there anythlng that you would llke te

with family, more friends, someone to

* Are there organizations, groups, clubs
that you do not currently belong to, bu

¢ Have there been important people In your [ife

(e.g., friends/family] that you have felt supported

by ir the past but currently do not spend time

with? Who?

Are there places you used to hang out/ people

you used to hang out with that you do not

currenthy? Describe who and where,

¢ Inthe past, did you belong to any groups, clubs,
and/or organlzatlons? What were they? Did you
enjoy them? What did vyou enjoy about them?

-

Examples of past or current spiritual activities or
pursuits may Include;

*»  Meditatlon

s Art

¢ I2-step programs

*  Temple

«  Musle

s Community service

s Organised religlon

¢ Nature |
»  Felfowship with others

s Political justice

Altruism/glving

Page 20 of 44




EXHIBIT 844 Wl\/IS 1001 0002 00297

The Payk ~ Centre Jor Mental Health Care Planning Package - Tool Kit

3 esires[Asgiratiou‘ s R Resources . : s
:_::What fun th!ngs do you Iike to do, but xplore o¢ st Involvaments, interests, actlv]tfes )
.are not dolng currently? : isted In current status, Where did the person ‘de
_.% Have you ever wanted to try somethlng he activities? With whom? j'
el ."’fthat sounded like fun but_you never , 'What actfiitles drd yolt mast enjoy in the past?

‘ s R as ft bout the actiwties you enJoyed?

What are Vour hobbfes? :
. What do you do to relax and enjoy

‘s Explore desirés llsted n current status

. dyou .
. 7,"‘What fs your | favounte ™ show? 0 y )
" ‘:.;!lke movles? What Kind? Who is your ’

" favourite author/type of books?

‘s Dovyau Iike to cook? What Is your o
“favourite meal?.’ * - i

“What talents do you haVe? What are you :

_,hobbles? S

i you could do anything you wanted for
ang day, what would yaudo? " 3

When do you get bored? What do you de
when you get bored? - .

Frequently Asked Questions about the Strengths Assessment

{1} “How do | proceed if the person says they don’t want to fill aut the strengths assessment?

Always remember the fourth principle - the relationship (not the assessment form} Is primary and
essential. The care coordinator should always use the strengths assessment in the context and flow of the
relationship, not as a static document that is forced on a person whether they like it or not. If the personis
resistant to having Information about them written down in this manner, respect their decision. You can
fill out a strengths assessment on your own simply as a way of keeping track of the client’s strengths for

your own recall.

Every few meetings try introducing the document in a new way. Be sure to focus on the fact that this is
not a typical “treatment” form, but rather a way to keep track of the abilities, strengths, and dreams that
the person wants to achleve, When people understand that the strengths assessment is not the typical
deficit, professionally directed form, but rather a celebration of all that makes them unique, they usually

become more willing to give it a try,

{2) “What if the person has o history of criminal behaviour, suicide attempts, or alcohol or drug abuse, but
they don’t want it to be on the form? Do you just Jeave it out of the assessment?”

The short answer to this question is... yes. The strengths assessment is a document that is directed by the
client. Many consumers may be able to reframe such things as past criminal behaviour or an addiction as a
strength {e.g., how far they have come, what they have learned through the process, etc.) or as a goal
(e.g., | want to take my 12 step program more seriously). However, if it is not something the person wants
10 be on their assessment, that choice must be honoured. As a trusting relationship develops, this
information may be something that will come up at a future time.
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Remember, the strengths assessment is not typically the only written assessrent that is completed by the
mental health agency. For billing, legal, or other risk assessment protocol most programs require a
complete psychosocial history be completed In the first few weeks of intake. These documents may
Include important information related to past behaviour to assess for risk that the care coordinator may
need to know., However, they do little to inspire the hope and future focus that promotes recovery, Some
agencies have a separate intake worker fill out the initial psychosoctal assessment at Intake rather than the
case manger. This separation helps to keep the primary helping relationship with the care coordinator

focused primarily on strengths.
{3} How do you keep the strengths assessment as an on-going, working document?

Remember — the strengths assessment is a “working document”. This means that It Is constantly belng
updated. The strengths assessment can be added to or amended at any time but it is most benefictal iIf this
can be done in conjunction with the client. The client should have a recent copy and there should be a
recent copy in the chart to be referenced by other staff (e.g., vocational counsellors). Remember, the
strengths assessment Is not paperwork, but a central fool to promote recovery and growth. Do not let |t
get buried in the chart with all the other forgotten formsl

{4} “What If the person gives you Information that you think is delusional f{e.g., “What Is your income?” 1
recelve a million dollars a vear from the FBL.”} Do | write that down?”

The short answer, once again, [s,..you guessed it —yes, Writing something down on the strengths
assessment does not imply that we fully agree with it. The strengths assessment Is a record of what the
consumer tells us about themselves, thelr ideas and beliefs, not our opinion of the validity or “truth” of
their views. |If we were to not write this information down (or worse yet, attempt to convince the
consumer that what they are telling us is false} we will run the risk of breaking the trust that is the

foundation of the helping relationship.

What we should do is seek to learn more and find out what is underneath people’s perceptions about
themselves, For example, if someone were to say, “I have a telepathic relationship with my boyfriend in
New York,” we might explore with, “What about your relationship do you enjoy? What parts are difficult?”
When done with good clinical skill and genuine interest, this type of exploration does not reinforce a
harmful delusional system but rather sets the foundation of trust and safety that people often need to

step out into recovery.

¢ The Consumer Participation Action Plan should be completed on admission for consumers who have
identified communication Issues, and reviewed (or revisited) every three months. The form is
available via G:\Care Planning\All Tools - Care Planning Package\Consumer tools

o |f there are no changes to the information collected in the Consumer Participation Action Plan —the
tool DQES NOT need to be re-done. Simply re-date the tool and review it at the Individual Care Plan
review presentation at the Team Meeting,

¢ There are three sections to the tool. Each section covers a different aspect of participation-

x  The first column provides a few options for the consumer and the care coordinator to consider,
Read through each question together with the consumer, The consumer may want to choose
tmore than one option {or alternatively, the consumer may want to choose options that are not
listed on the tool). Where appropriate, point to the graphics to assist the consumer to focus on
each option. The care coordinator may also decide to use some follow-up questions to gather
more information from the consumer on a particular item.
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¥ The middle column is used to record the consumer’s preferences in relation to the questions In
the first column. This gives an opportunity for the care coordinator to acknowledge exactly what
the consumer wants- even if it is impractical. This column should be completed by the consumer.
The consumer should write down exactly what they want, including information about who
should be involved, and when (or how often) they'd like for things to happen (e.g., | want to
attend the team meetings every time my Care Plan Is reviewed, with my carer). The care
coordinator can assist the consumer to write down their preferences — but at this stage, it should
be about finding out what the consumer wants, and helping them to define this more clearly.

" The third column is used to record the “agreed actions” arising from what the consumer has
identified in the middle column. This column should be completed hy the care coordinator, This
column should reflect the final outcome of any negotiations between the care
coordinator/treating team and the consumer as to what is achlevable. The care coordinator
should write down specific and detalled {who, what, when} actions that shouid be carried out to
meet the consumer’s identified preferences and needs {e.g., Care Coordinator will provide a
reminder when the Care Plan review Is on- a week in advance, and also on the day the Care Plan
is presented at the team meeting). The “agreed actions” should be discussed at the Individual
Care Plan review meeting and approved by the multtdisciplinary treating team.

The Drug Screen and AUDIT are the standardised tools to be used for screening of alcohol and drug
problems for adult consumers at The Park. These tools are available as templates on CIMHA,

It is suggested that these tools are used with in the following way:

On Admission: .
% The Consumer Assessment form on CIMHA should be completed by admitting staff, which includes a

drug check to Identify potentlal problems or hazardous use. A copy is to be included in the clinical
file.
> The AUDIT should be completed on CIMHA by admitting staff or the care coordinator/associate, with

a copy in the clinical file,

If a problem of use is identified with these tools:

» The full Drug Screen tool on CIMHA should be completed with the consumer, which includes the
Severity of Dependence Scale and brief Readiness to Change assessment.

> The Problem List (on CIMHA) and complete Readiness to Change Questionnaire {G:\Care
Planning\All Tools - Care Planning Package\D&A Screening tools) are to be completed with the
consumer for each problem substance identified.

¥ The clinical team may also use other assessment tools that they feel are appropriate.,

» The results of these screening tools should be fed back to the clinical team and possible
interventions discussed, if required.

Reviews:
» For those consumers Identified as having a problem with substance misuse, the Drug Screen and

AUDIT should be completed with each care planning review every 3 months, or on a frequency
determined by the clinical team. The Problem List and additional tools may be completed every 12
months or when clinically indicated, e.g. in planning transition or discharge.

> For consumers who da not have an identified substance misuse problem, review using the Drug
Screen & AUDIT should be done annually.
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Other/Ad Hoc:
Use of the screening tools is also recommended for consumers who are not regularly screened in the

following sltuations:

> |f the treating team suspect that the consumaer has recently commenced or recommenced using
drugs/alcohol,

» If the consumer returns a positive urinary drug screen.

> If the consumer admits to having used or had access to drugs/alcohol.

> if there is a score of 2 or higher on item three of the HoNOS at any 3 monthly review.

The assessment results should Inform care planning. All consumers with an identified substance
misuse problem should have relevant treatment goals and strategles written in the Individual Care
Plan, Please see the Drug & Alcohol Clinical Pathway as a reference point for possible treatment

options,

What if the consumer refuses to complete the tools?

If the consumer refuses to participate, the team can still identify potential drug use Issues using other
sources, e.g. past history, ohservation, clinical notes, relatives, referring agencies. Treatment and
interventions should still be planned, and assume that the consumer is at a pre-contemplative stage of
change (see “Stages of Change” document In G:\Everyone\Drug&Alcohol\Stages of Change.pdf). 1t
should be hoted In the care plan if the consumer has not participated in the screening and assessment

process.

Notes about the tools:

> Attempt to get at least two sources of Informatlon to complete the screening tools, usually the consumer and another
source {clinician, family member, clintcal chart, etc).

¥ Scoring guidelines are provided on the tools for the Drug Screen & AUDIT.

» The Readiness to Change Questionnalre provides a gulde to which stage of change the consumer is at In relatlon to
their substance use. This can assist cllnical teams in deciding on appropriate Interventions to attempt with the

consumer,
3 Al tools are avallable at G:\Care Planning\Toois\D&A Screenlng Tools OR G:\Everyone\Drug&Alcohol\Screening

tools
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The involuntary patient summary maintalns current information that is pertinent to risk assessment and
risk management. This form is a template on CIMHA.

The purpose of the summary is to ensure Information is readily available to front line and mental health
staff, particularly for those who are unfamiliar with the consumer. Completion of the summary is
mandatory for all forensic patients and classified patients; however, the summary may also be
completed for patlents under Involuntary treatment orders.

The summary must:
+ Include diagnosis; Mental Health Act 2000 status; L.CT provisions and conditions; offence history;

contact detalls of the treating service and any other pertinent information

*  be completed in CIMHA every three months and more frequently as new information presents,
such as AWOP incidents or new offences are accrued '

¢ ateach update, a hard copy is to be placed in the front of the clinical file and MHA Administrator’s
{Medical Services Officer) file. Please ensure that the MSO either receives a hard copy, ot is
notifled when an IPS Is updated on CIMHA.

Information recorded in the summary should be relevant to risk management and risk assessment.
Information from the summary may be transcribed onto the Additional information to accompany
authority to return patient to AMHS form, as appropriate.

Carers, family and friends are an important support and resource for consumers, source of information
for mental health teams, and can greatly assist in working towards recovery goals, There are Issues that
need to be considered, however, In terms of the consumer’s consent for carer involverment and

infarmation sharing.

The Consent to Carer/Family/Friend Involvement in Care form s a way to record a consumer’s consent
for family & friends to be involved, how they wish to be involved, and provides a record of up-to-date

contact details and special considerations.

This form is to be completed on admission, and revisited during care planning review to ensure that
recorded details and consumer’s wishes remain current. A copy is to be sent to the Clinical Initiatives
Coordinator so that carers may be sent information packs and be included in The Park’s carer database.
The form is accessible from G:\Everyone\Carer Particlpation\Consent to CFF Involvement in Care.doc.

See Appendix E, page 43 for an example of this form.

A Carers, Family and Friends - Involvement in Care information sheet (Appendix F) is also available for
care coordinators to discuss with consumers the benefits of involving carers and the consumer’s and
carer’s rights in terms of consent and information sharing, The fact sheet is available from
G:\Everyone\Carer Participation\Fact Sheet.Consent Involvement in Care.doc.

For more information on carer participation at The Park, contact Consumer Services or the Clinical
initiatives Cocrdinator.
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The Child Protection Form Is a standardised note template In CIMHA. The Child Protection Form should o
he completed, saved and signed electronically on CIMHA. A hard copy must be printed and filed behind
the Individual Treatment Plan divider of the clinical record.

The followling process applies to all consumers who are current consumers with a mental iliness and

have care responsibilities {on a full-time or periodic basis} to children under 18yrs. “Care

responsibliiities” for a mental health consumer who is an aduit (18yr+} with a mental illness includes:

. biotogical children and children within a step or de-facto relationship; and

. children for whom a mental health consumer has care responsibilities on a full-time or periadic
basis (Including access arrangements to own children or sole care of parther’s, housemate’s or

friend’s children)

Admission
On every admission to the clinical area the Care Coordinator (CC), in collaboration with the clinicaf team,

must aim to ldentify any children {0-17yrs) for whom the consumer has care responsibilities {see
definition}. This information should he sought through consumer interview and coliateral information.
If the consumer is unable or unwilling to provide informatlon regarding thelr care responsibilities for
children, collateral information must be sought. This is to be conducted with the informed consent of

the consumer.

if it Is identified that the consumer has care responsibllities for children, the Mental Heaith Child

Protection Form must be completed, This form identifies:

. the demographlc details of the children

. the immediate welfare needs of the chiidren

' the presence (or absence) of an immediate reasonable suspicion of child abuse and neglect at the
time of completion of the form necessitating a report to the Department of Child Safety.

In the event a Child Protection Form has already been initiated by another Mental Health Service, this
form should be reviewed to ensure all information is correct and up to date and reporting is to be
initiated as required (see section on Reporting Reasonable Suspicion).

On admission, the CIMHA system also requires Identification of child protection issues. The user
registering the admission will be required to respond to the following question:

‘Does the consumer have custady or care responsibilities {either on a full-time or periodic basis), to any
child/ren (0-17 years) in their current living address?’

Hf unknown at time of admission the registering user should tick ‘No’. In the event a Child Protection
Form is initiated, this section of the service episode information in CIMHA should be updated

accordingly.

If deemed necessary by the clinical team, where a consumer has custody or care responsibilities, a
Family Support Plan and Child Care Supplement Plan can also be completed at this time. These forms

are availahle on CIMIHA.

Review
The Child Protection Form should be reviewed by the CC, in collaboration with the clinical team, at the

three monthly Care Plan review. The form should be updated and reporting initiated as required (see
sectionh on Reporting Reasonable Suspicion).
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The Park — Cenive for Mental Health ‘ Care Planning Package - Tool Kit

Review of the Child Protection Form should also occur when there has been a change In the consumer’s
status in regards to their care responsibilities for children, e.g. gives birth, change in accommodation,
relationship changes.

Discharge .
The Child Protection Form should be reviewed by the CC in collaboration with the clinical team, prior to

discharge. The form should be updated and reporting initiated as required {see section on Reporting
Reasonable Suspicion).

Upon ending the service episade in CIMHA the fallowing questions will need to be answered:
1. ‘Does the consumer have custody or care responsibilities (either on a full-time or periodic basis) for

a child?’

If ‘Yes’Is entered in response to the above question the following will be asked:

2. ‘Has dn assessment been conducted using the ‘Guidelines for the consideration of issues related
to the impact of mental illness on a consumer's parenting role Assessment of the Impact of Mental

Hliness on Parenting’?’

A response of ‘No’ will require a reason as to why this has not been completed.

Reporting Reasonable Suspicion of Child Abuse and Neglect

If a Queensland Health employee has reasonable susplcion of child abuse and neglect, a report should
be made to the Department of Child Safety. This report should be based, wherever possible, on a
comprehensive clinical assessment of both the risk and protective factors impacting on the child or

youing person,

For information and assistance in relation to reporting reasonable suspicion of child abuse and neglect
contact the CNC Child Protection on 38101132 or pager 331 during business hours. The form far
reporting to the Department of Child Safety can be found in the Child Protection Resource Folder

located in each unit or online at http://gheps.health.qld.gov.au/csufpdfiscan forms/form interactive.pdf
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Your clinical area may have a number of other tools that are used to assess and plan the clinlcal needs of
consumers., For more information on these, and how they are used in your area, talk to your Clinical
Nurse Consultant or clinical supervisor. Some of the tools used in the clinical areas include:

For Extended Treatment and Rehabilitation/Dual Diagnosis:
¢ Medication Self-Management Checklist
° ETR & DD Consumer and Family Consultation Form
o ADL Checklist

For High Security:
e HCR-20
+  DASA

Other tools include, but are not limited, to:

Assessment Checklist Cultural Diversity — for use with people from culturally and lingulstically diverse
backgrounds. The care plan includes a prompt guestion and link to this form.

Clinical Chart Audit —~ is a quallty improvement tool to ensure that clinical charts and documentation are
meeting national accreditation, Queensland Health, and local standards. These are generally completed
by the care coordinator as they review the clinical documentation in preparation for care plan reviews
every three months.

Crisis Interventfon Plan — used particularly with forensic clients, or those at high risk, as a communication
tool. Qutlines the risk management and crlsis intervention plan for the consumer, e.g. whom to contact
and how to respond to the consumer in a crisis. Useful for sharing with police, community services and
family as part of a consensual Intervention plan. The Crisis Intervention Plan is a standardised tool on
CIMHA and is to be completed in consultation with the Forensic Liaison Officer (FLO).

inter-Service Communication Plan — formerly, the Crisis Management Plan, this form was developed for
forensic clients, or those at high risk, who are accessing more than two nights unescorted leave in the
community. It is provided to receiving services and agencies including supported accommodation
service contacts, family members, approved responsible adult and provides information on risk
management, e.g. whom to contact and how to respond to the consumer in a crisis. The Inter-Service
Communication Plan Is unique to The Park and is to be completed In consultation with the Forensic

Lialson Officer (FLO).

Relevant G:drive directories:
G:\Care Planning (includes the package of tools, audit results, and relevant information)
G:\kveryone\Carer Participation {includes forms, fact sheet, and carer participation plan).
G:\Care Planning\CIMHA {includes training resources, fact sheets and relevant information).
G:\Everyane\Drug&Alcohol {includes tools and relevant information),

Workplace Instructiohs on care coordination available from:
G:\Everyone\Workplace Instructions — All Areas
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Strengths Model Information avallable from:
G:\Care Planning\Strengths Model

Library resources/references:

Rapp, Charles A. & Goscha, Richard J. {2006}, The Strengths Model: Case management with people with
psychiatric disabilities. New York: Oxford Unlversity Press. {Available on Interlibrary loan).

Rapp, Charles A. (1998). The Strengths Model: Case management with people suffering from severe and persistent
mental liness. New York: Oxford Unlversity Press. )
{From The Park library call no, 362,204255TR 1998),

Walsh, laseph. (2000). Clinical case management with persons having a mental ifiness: A relatlonship-based

perspective. Belmont: Wadsworth,
{From The Park library call no. 362,20425CLI 2000).

Repper, J. & Perkins, R. {2003). Soclal inclusfon and recovery : a model for mental health practice, New York :

Bailligre Tindatl.
{From The Park library call no. 362.20425 S0C).

Perkins, Rachel & Repper, ulte, {1999). Working alongside people with long term mental health preblems,
Cheltenham : Stanley Thornes,362.2042562 WOR

Ralph, Ruth O. and Corrigan, Patrick W. {eds) [2005), Recovery in mental illness : broadening our understanding
of wellnass, Washington, DC : American Psychological Association. 616,891 REC 2005

Hall, A, , Wren, M., & Kirby, S. {eds) {2008}, Care planning in mental health : promoting recovery. Oxford :
Blackwell Publishing. 616.890231 CAR 2008
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IVIDUAL CARE PLAN (ICP) Park— Centre for Mertal Health T
IND UA (I The Par. entre for Mental Heal, Pasient ID Label . :
CONSUMER PROFILE
Nome Stenagture . =5
Consnmer: Mike Leggings Date Completed: 30/7/2013 i :
Care Coordinator: Johnny C. Lately Review Date: 1/8/2013 ,
&
. ) Approximate
Assoc. Care Coordinator:  Anna Conda MEHRT Date « 13/9/2013

Authorised Doctor: Bill Waternauese Regular assessment to be conducted by the [X] ICP discussed with consumer

N e g n R = .
Note: The ICP rmust be signed by the Authorised Rocror to comply with the MIHA2000. When signed by an authorised psychiatrist (siare the inservals in days or Consumer given copy of ICP

Authorised Doctor. this forin replaces the MEA2000 Trearment Plan Form. wesksy: 6 weekly D Consumer attend&d_Team Meeﬁng ;
Significant Progress/Setbacks for the consumer over the last 3 months Diagnosis: Schizophrenia, unspecified E:l Unable to discuss with consumer due ‘
(including medication changes, PRIME Incidents, seclusion, engagement in F20.9 fo: :j:
structured day, leave etc): Mental Health Act 2000 Statos:
+ Michael continues to have auditory hallucinations, some of which are ] Voluntary [] Iro Forensic  [_] SNFP
diswessing and others he finds cornforting or amusing. [ Classified [] Chap7 (part2)
* Expresses anxiety over financial matters, keeping his flat, and fear of o ) ‘ ) 7
neighbours stealing property (?delusional).. Current Limited Comumunity Treatment (currently accessing): ;
. S R oo et :
coS;;fn;; iilga;m over past 3 months; two incidents of requesting time in [] Bscorted Campus Leave [] Unescorted Campus Leave [ None |
e . N . . [[1 Escorted Ground Leave [] Unescorted Ground Leave
. 322;5::; ;S:_d thinking, poor concentration and aftention. [] Escorted Off-Ground Leave [_| Unescorted Off-Ground Leave Overnight Leave
%;mm]:;lﬁ;nug;]g;}e Has a Crists Intervention Plan (CIFP) and/or Inter-Service Communication Plan been

p=}

completed in conjunction with the Forensic Lisison Officer (FLO)Y?

Crp: [X] Yes [] No [ NotRequired ;

ISCP: [ ] Yes [ ] No Not Required
Does this consumer have active alerts in place?

[(Iyes [ No  [] Has alert been entered/reviewed on CIMHA?
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Maintaining Mental Health: Managing Symptoms, Recognising Signs of Becoming Unwell, Risk Assessment & Management Plan

WMS.1001.0002.00308

Has the consumer completed 2 Strengths Assessment ? [KlYes [} No | Has seclusion and/or restraint been used with this consumer? IKyes[]No

- Has a Trawmg Restraint and Seclusion Tool been completed? X Yes (] No - i
Has the consumer completed a Consumer Participation Action Plan ? [ _Y¥es [XINo | Has a Seclusion Episode Form been completed? BYes [ I1No "
Consumer’s Goal Statement:

I want to learn how to relax and stop the jitters when they happen.

Summary of Corrent Issnes:

Troubled by auditory hallucinations (the male voice he calls “my uncle” telling him
he’s worthless). High levels of anxiety. Restlessness, poor concentration, disorganised

thoughts. Prewous ageression. See psychologast report 22/6/13.
HoNOS : o - LSP- |-, o : -
Scores | 1 220142 13 l 710 8- 2 Scores - 10 12 1

Areas to consider: Psycho education, Consumer’s coping strategies, Managing medication side effects, Psycholo gical mterventtous, Counse

o, Relaxation techniques, r&siricﬁve practices.

Refer to Consumer Strengths Assessment, Risk Sereening Tools & Management Plans, Behaviowr Management Plans, Psychologist Assessments, HCR20

Team Members R
i : Responsible eview
Strategies Consumer Actions Support Role/Treatments (el udmgeé%"’ﬂdam, Carers, Dato
NGQ’s etc)
Try three different relaxation technigues | I will find cut about different techniques | Provide information and training for Psychologist, rehab staff. 1/10/13
to use when Mike is feeling anxions. and choose 3 to try. relaxation techniques.
Learn and practice techmiques, one ata Support and encourage Mike in All staff.
time. practicing relaxation. i
Help Mike identify which techniques Psychologist, CC, rehab ;
work best, and why. staff. ;
CBT approaches to be tried through _ ‘
weekly sessions. Psychologist i
Chart the use of PRIN medication for Mike will record his mood and triggers Record symptoms, triggers and other Nursing staff 1/10/13 :
anxiety. for when he requests PRN medication. factors when PRN medication given on ;
PRN Chart. !
Continue with medication regime and Take medication as prescribed. Tell staff | Administer medication as prescribed and | Medical & nursing staff, 1/10/13 4
monitoring side effects. about any concerns or changes. momnitor side effects, particularly weight
gain.

Strategies that have worked/didn’t work in the past'(Progress of Care)

e.g. medications, psycho-social intervéntions, risk managemént strategies’

Strategy

Did it work? Provide details

Date Attempted/mplemented

Use distractions when Mike is disturbed by voices.

Using music and TV as distractions worked well, and talking reassuringly to Mike.
Playing cards or games does not work effectively, as Mike is unable to concentrate.

Commenced May 2013 Z ;
Continue as required. :;

HoNOS: 1- Overactive, agaressive, distaptive or agitated; 2- Non-accidental self injury. 4- Cognitive problems; 6- Problems with Hallucinations/Delnsions; 7- Problems with Depressed Mood; B- Other mental/behavioural problems

LSP: 7- Viclence o others: 10- Medication relisbility/compliance; 11~ Willingness to take medication: 12- Co-operation with health workers 14- Offensive behaviour; 15- Irresponsible behaviour.
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Physical health, Nutrition & ADL’s: Weight, Diet, Physical Co-morbidities, Self Care, Hygiene.

WMS.1001.0002.00309

Height 179  ¢m | Weighe: 82

Date: 1/8/13

kg | BMI:  25.5

Date: 1/8/13 Date: 1/8/13

Waist Circumference:

92 cm.

at 77kg 2011-2012.

Weight Hx (inc dates): Has put on Skg in approx 6 months. Stable

Consumer’s Goal Staternent:

I"d like to feel fit again. My black jeans are too tight.

Summary of Current Issues (inc physical co morbidities).
Recent weight gain. Lack of physical activity. Issues with hygiene and self care — recurrent. |
skin and fungal infections. :

HoNOS 1
$Cores

10

Areas to consider: Fasting Glucose, Cholesterol (HDL—C LDL-C) Tnalyccndes, Blood Pressure, Bchawoural Therapy Strategies, Lifestyle/Activity Changes, Dietary Modifications, Support

Services {eg Lifestyle C11mc Dieretic Services, Diabetes Clinie), Self Care, Hygiene, Infectious Diseases, Disabilities, Acute and Chronic Conditions
Refer to Metabolic Management Action Plan, Weicht & Obesity Manacement Action Plan, Rehab Progress Reports, Lifestyle Clinic Report

Team Members
Strategies Consumer Actions Support Role/Treatments (inclu di’i’?}iﬁg& Carers, R];‘;ltiw
NGO’s etc) '

Attend Lifestyle Clinic through GHS Attend appointments. Remind of appointments. Nursing staff. 1/10/13 i
Attempt changes to diet & activity as Advise on specific goals and strategies Dietitican & GHS

sugoested by dietician. for Mike. i

Support lifestyle changes. All staff. it

Monitor physical health & weight. Nursing staff & CC. [

Mike will engage in at least one physical | I'will choose a sporting or moving Encourage and support Mike 1o attend All staff. 1/10/13
group activity each week. activity to attend each week (eg walking, | rehab activities on offer. i
swimming). Ask Mike specifically when activities are | Rehab team i

being rum, ' i

Improve hygiene and skin care. T will have a shower every day and put Prompt Mike to shower and apply Nursing staff & CC - 1/10/13
the cream on my skin morning and night. | antifungal cintment. Assist if necessary.

Prompt Mike to change clothes

regularly.

Strategies that have worked/didn’t work in the past (Progress of Care) :

e.g. diet, exercise programs, education, clinical intérventions.

Strategy

Did it work? Provide details

Date Attempted/Tmplemented

HoNos5- Physical Tliness or Disability. 10- Problems with ADL s
L3P 4. Personal grooming: 5- Clean clothes 6~ Neglect of physical health. 9 does this person generafly maintzin an adequate diet
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Substance Misuse: Drugs, Tobacco, Alcohol & Other Harmful Substances.

WMS.1001.0002.00310

]

Drug Check & Audir Completed on CIMHA

Substance Misuse Problem identified

Date: 1/08/2013
BYes [ 1 No

Readiness ro Change Questionngire Completed/Reviewed
X Smoking Cessation Pathway Completed

Date: 1/08/13
Date: 1/08/13

Consumer’s Goal Statement:
I want to stop smoking forever

HoNOS Scores 3 3

Areas o consider: Motivational Interviewing, ATODs Support, MAISE Program, Psycho education Programs

Refer to Drug Check & Audit, Readiness to Change model, D&A Pathway

Summary of Current Issues:

Was a heavy smoker (40 a day) but has been suecessfully using inhaler & patches to cease
smoking. Occasional drug nse when on leave.

Team Members
. : Responsible Review
Strategies Consumer Actions Sopport Role/Treatments (including Clinicians, Carers, Date
. NGO's ete)
Start decreasing use of Nicotine Reduce daily nse of inhaler. Encourage use of inhaler as PRN only. Nursing staff 1/10/13
Replacemen: Therapies. Continue to wear NRT patches.
Routine UDS to be completed when I will not use drugs while on leave & Administer UDS when consumer returns | Nursing staff 1/10/13

return from overnight leave as per LCT
conditions

cooperate with UDS on return.

from leave.

Strategies that have worked/didn’t work:in the past (Progress of Care)
e:p. education programs, nicotine replacement stratesiesete... 5

Strategy

Did it work? Provide details

Daté Attempfedflﬁ:xplemenfed 4

Attended MAISE rehabilitation program

Helped Mike understand his reéreational drug use. Mike has avoided
situations likely to lead to drug use while on LCT.

April 2013

HoNos: 3 Problem drninking or drug taking  LSP: 6~ Neglect of physical health.
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Daily Living Situation/Financial/Vocational/Educational: Current & Futore Accommodation, Money Management, Qualifications, Ambitions

WMS.1001.0002.00311

Finances | [_] Capable

B4 Tncapable

Public Trustee

[ Family (give details)

[ Waiver type:

Consumer’s Goal Statement:

I want to live in a flat with my brother Frank.
I would like to work as an accountant one day, because I like numbers and money.

HoNOS

scores 1 2 12

Summary of Current Issnes:
Limited budgeting and money management skills, mostly due to impulsiveness (has good
nurneracy skills). Previously lived with brother, though concerns regarding influence in

Axeas to consider: Trust Agreements, Money Manacrement Volunteer work, Vocational Training Procrams HASP Transitional Housmg, CcCcy relocanon. Self-care skills, Shopping, Driving,
Community access/use of public transport. Food preparation skills, Housekeeping, Time management, Lanndry, Use of 2 mobile phone / public phone/land line phone, Medication management,

1]}.1c1t d.rucr use and pcer group. See StrenO‘th Ax and Occupational thera report (2/6/13).

Caring for a child or pet
Team Members
Strategies Consumer Actions Support Role/Treatments (includ zzeziiﬁ?? Carers RB:;W
NGO’s etc)
Use LCT opportunities to plan and I will find out how much things cost, like | entify ways of budgeting with Mike. CC, rehab staff and OT 1/10/13
practice money management. going to the movies, and save for them. | Use tools from the Money Management
programs o assist.
Explore Mike's interest in accounting 1 will talk to my dad’s mate, John, who’s | Provide opportunities for Mike to find CC. rehab staff and OT 1/10/13
and booldeeping. an accountant. I'll borrow books from information, eg trips to library &
the Hbrary about bookkeeping and look it | sopervised internet access. Support
up on the internet. Mike in understanding this information.
Explore feasibility of living with brother | T will ask Frank to come and talk with Arrange meetings with family (brother, | Social worker 1/10/13
Frank. the team, and if he doesn’t mind me sister, and mother) to discuss concerns
living with him again. and options for living arrangements in
future (ine. access to drugs).

Su'ategles that have worked/didn’t work in the past (Progress of Care)

- .. course attendance, work programs dccommodation options "

Strategy Did it work? Provide details , Date Attempted/Tmplemented
Undertake Money Management program Mike completed the 8-week program, and showed good skills in calculating, but | Completed February 2013
limited skills in knowing how much things cost and budgeting for daily living
costs.
Started ACE course in uging Microsoft Excel and Word | Mike’s mental state declined after the second week of the course, and did not Attempted June 2012,
complete it. '

HoNos: 11- Problems with living conditions, 12- Problems with occupation and activities,  LSP: 13- Problems with others in the household. 16- Type of work is this person ¢apable of performing.
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EXHIBIT 844 WMS.1001.0002.00312

Social Supports/Spirituality: Community Support, Family, Friends, Church, Spiritual & Cultural Needs.

money in the past by gwmc itto ‘fnends’ who then spent it on alcohol and druc -

o
Allied Persom: X Yes Name: Anne Leggings Guardianship Order:  [] Yes No :
[] No —yet to be specified If yes, what is the nature of the order: :

[] Not Applicable
Has this care plan been discussed with the Carer? 7 :
Has 2 Com'en? to Carer/Familv/Friend Tvelvement in Care Form Yes [ No Has the Cultyral Diversity Assessment Checklist been completed? Yes [ No 4
been completed? Yes [] No Are g ; 5 i 4
Does the Consumer come from a CALD backeround? Yes [] No Hyegzrri %‘E?dfﬁé?al Agencies/NGO’s engaged? (] Yes No ?;
i oed? - i
g1 Yes. s fhe Cultural Mente Health Worker engeged? L] Yes B No _ Fias the family been reforred to the Rehabilitation Social Worker for a sSingle session fantily ;}f
Sfer [J Yes [ No[X] N/A support program? Yes [ ] No
Consumer’s Goal Statement: Summary of Current Issnes:
I'd like to follow my faith and find out more about Judaism. Mike’s mother is from Israel and follows the Jewish faith. Mike followed Judaism and
I want to make fdends who won’t push me back into drugs. Jearnt some Hebrew as a boy, and has recently shown interest again. Mike has no i
I'd like to have a girlfriend. close friends, apart from ‘party” acquaintances who took drugs. Mike has lost a lot of

. LSP
HoNOS scores l 2 = cares | - _ 0 1 :‘!
Areas to consider: Strengths Assessment, NGO engagement. Family engagement, How does the person keep in Touch wnh famxly & other support networks?
Team Members
i : ; Responsible Review
Strategies Consumer Actions Support Role/Treatments (inclu dingesCII’inicmes, Carers, Date
NGO's erc)
Arrange weekly contact with the T will attend the Jewish youth group Enable LCT for Mike to attend youth CC, all staff. 1/10/13
Brisbane Jewish youth group. every week, and will try to make fends | group. Provide opportunities for Mike to |
their. discuss the group, and practice social
T will talk to the Rabbi when I'm feeling | sldlls and developing friendships: L
lost spiritually. i
Practice social skills during weekly I wall try to have a conversation with Encourage Mike to have conversations CC, All staff /10713 ;
BBQs. someone different every week T'll with others.
practice the things that I learn with the Prompt Mike with techniques, ideas for | CC, all staff.
staff. topics & openers, avoiding distraction of
voices, etc.

Strategies that have worked/didn’t work in'the past (Progress of Care)
e.g. linkages with community, family visits, church atrendande o 5 -
Strategy Did it work? Provide details Date Attexapted/Implemented
Attended 8-week Social Skills Training rehab program | Mike gained some insight into issues with drug-using acquaintances. Practiced Completed program in March
assertiveness, which he has used to some success on the ward (eg refosing to give | 2012

money to others when he doesn’t want to).
HoNOS 0- Problems with relationships; LSP: 1- Difficulty responding to conversation: 2- withdraw from social contact; 3- show warmth to others: 8- make/keep friendships, i
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Leisure/Recreational: Interests, Hobbies, Sporting Activities

Consumer’s Goal Statement:
I'd like to go to Punt Road in Melbourne one day and meet the Richmond Tigers
(AFL team). Td like to go to a five footy game again.
T want to go to the Tnovies more often.

Summary of Current Issues:
Mike is an avid fan of the Richmond Tigers AFL team, and follows the games each week - |-
(watches them if they are televised). Mike used to play team AFL. Not currently engaged -

in any J;:ortmcr or physmal activity. Enjoys singing and some other group activities

HoINOS scores 12 3

Areas to consider: Strengths Assessment
Refer to Participation in Structured Day activities

_ , Team Members .
- . Responsible Review | f:-l
Strategies Constomex Actions Support Role/Treatments (includz‘ngesc%nfciaus, Carers, Date
NGO’s etc)
{Jse money management strategies to 1 will check my spending and make sure | Encourage Mike to avoid impulsive CC & A/CC 1/10/13 ;
plan 2 trips to the movies in the next 3 I have money saved to go to the movies. | spending. Provide support to plan movie
months. Y will check the newspaper for movies trips (eg finding section in newspaper,
and times I"d like to go. discussing movie reviews).
Provide LCT opportunities and staff to Clinical team, rehab team.
attend.

Practice football skills at least once a I will ask for the footy and have a kick Provide football and opportunities to Nursing and Rehalb staff. 1710713
week (see goals in Physical Health arcund the yard with the guys at Ieast practice. Encourage activity. i
section) every Monday. Refer to exercise physiologist for CC & exercise physiologist.
physical assessment and exercise tips.

Strategies that have worked/didn’t work in the past’ (l’room*ess of Care)
e.p. atendance at Diversional Activifies. Groups; Outings”* )

Strategy Did it work? Provide details 7 Date Attempted/Tmplemented

HoNOS: 12- Problems with occuparion and activities, LSP: 2- withdraw from social contact
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Recovery & Relapse Prevention Plan: How can I stay well & avoid crisis? What can I & others do to help when I am feeling stressed?

Ilike singing and talking to others when I'm well. Iused to sing to myself a lot. I want other people’s company when I'm feeling
What I am like when I am feeling | o00d.

alright & well:

Ineed to take my medication. Ineed to keep busy and find thmws to occupy my mind and body. I nced to histen to music when the
Things I need to do to keep me voices get annoying.
feeling well:

Things that canse me stress. Are I don’t like shopping centres when I'm jittery. I don’t like the noisy food courts. I don’t like being on the ward when the other patients -
there people, places or things to | 2 NOISY or angry.
avoid?

I get jittery and restless — can’t stay still. I feel all squirmy inside, and my head gets either all stuffed up or has the voices getting
Things I might notice when Iam | anery.

getting stressed:

My legs bouncing up and down. I walkup and down a lot. Sornetimes I hold miy head, or talk to the voices.
Things others might notice when

I’'m starting to get stressed:

Ways I can calm myself or make Go to the comfort room. Listen to my music. I want to try some relaxation stuff. !"."
myself feel better when I'm

stressed:
Thines others can do to make me | Cive me ideas of ways to relax. Walk with me when I'm pacing. Tell me that the voices aren’t real. I like when Johony says “you’re -
feel c?ﬂmer or safer when I’m stronger than your uncle”™ when his voice gets annoying. ;
stressed:
Peopie who support me and I Johnny, my care coordinator. My mum. Jenny, the nurse on night shift. 5
trust to help me when I’m feeling |
stressed:
Thines that make it more Not being able to go to the comfort room. When I can’t get away from the noises. .

= i
difficult for me when I’m feeling
stressed: .
Consumer Signature: Date Implemented: Date Reviewed with Consumer:
Mide gfbe(ggmgg‘ 12/6/2012 30/7/2013
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What are my current strengths?
What am | dolng now?

Dasires, asplrations
What do | want?

Complate Detalls or Affix Patient Label
Queensland Government
AP Queensland Realth Name., . Michael Leggings..cu.. Gender. M /F
The Park — Centre for Mental Health
Address .
CONSUMER STRENGTHS
ASSESSMENT Phone... ... Mlob'...
Date of Blrth_ 23/ 8 / 1984_  UR. samsssonssuins
Present Moment Future Past

Resources ~ personal, soclal
Witat have | used In the past?

Mental Health

{ use the comfort room when
I"'m Jittery or the voices are
annovying.

Histen to my muslc when I'm
anxlous,

| take my medication,

t hear some nice volces that
make me laugh sometimes.

{want to learn how to refax and
stap the Jitters when they
happan.

Used PRN medicatlon,
Avolded stressful places and
people,

I stayed out of hospltal for 9
months.

Physical Health,

Nutrition, ADL’s

| like to eat good food, and |
love frult and vegies.

} have pretty good health, and |
don’t get slck very often.

! want to feel fit agaln, My
black Jeans are too tight.

| want to get rid of my smoker’s
cough In the morning.

Learned to controf my asthma
when t was a kid, Don't get
that anymore.

i had a GP that | liked.

I was a vegetarlan for a while,

| used to play AFL that kept me
fit.

Daily Living

Situation/Financial

| get encugh money through
my pensfon to get by,

[ have somewhere to go when
Fm on leave — my brother’s
place, or my mum's.

| ean cook and look after a
place,

| want to five in a flat with my
brother Frank,

I'm pretty good at cooking and
housekeaplng.

1 used to live with my brother,
after I moved out of mum’s
place.

T usually pald ry hifls and rent
on time, before | got sick the
first time,

Vocational/

Educational

'm good at maths.

| like numbers and money.
I"'m pretty good at using
computers.

| wauld like to work as an
accauntant ane day,

'd like to do some more
computer courses.

i got good grades in High School
for maths and science.

I've had Jobs at McDonalds,
McGills Bookstore, did some
book keeping and reception
wori for my dad’s smash
repalrs shap. 1liked paper
work.
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I have my mum and brother,
who talk to me a lot and look
after me.

| aim Jewish. tlike & lot of the
traditlons and beliefs,

Fknow a lot of people on the
ward and autside.

¥'d like to follow my falth and
find aut more about Judaism.

[ want to make friends who
won't push me back into drugs.

I'd llke to have a girlfrlend.

My mum’s Jewish and taught us
alot, | used to know some
Hebrew,

| had [ots of party frlends, They
{tked me because I shared and
gave them money,

I had a girtfrlend in high school.

EXHIBIT 844
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1 love the AFL, and go for the
Richmond Tigers. Wish they did
batter. My favourite colours are
yellow and blackl

I'm a good singer.

1 like Hstening to musle, When
F'm happy | llke fistening to
dance & techno. When I'm
Jittery, tHsten to Lior. |like his
fyrics.

! like movies, especially action
and sci-fl.

I'd like to go to Punt Rd In
Melbourne and meet the
Richmond Tigers.

I'd Hke to go to a live footy
game again.

| want to go to the movies more
often.

1 used to play AFL when | was In
high school. | used to go to the
gamaes, espectally when
Richmond played in Brishane,

1 used to have fun at parties
and raves. 1liked to get high.

Personal Qualities:
Generous; honest; | can be funny sometimes. I'm pretty deep.

What are my prliorities:
1, Learn how to relax & stop the jitters
2. Follow my Jewish faith

3. Go to the movies more often.

J. C. Lately

Michael Leggings

Care Coordinator slgnature

Consumer signature

Date Started: 8/3/13

Date Reviewed: 30/7/13

Date Reviewed:

Date Revlewed:

Date Reviewed:
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{pleggs afive poabiagag et hars

LR Number,___ xxomx

Surname: Leggings

Michasl Richard

WEST MORETON SOUTH BURNETT
Queenslan f HeaLTH SERVICE DISTRICT

THE PARK ~ CENTRE FOR
Government TETARSCC
gensland Health

Givan Names

Dale of Blrth: _24/8/11984_Sex: F [1 M &)

This form provides you with an opportunity to record who you want to be Involved in your
care, This form wiil be kept In your dllnical fite to ensure all members of the freating team
are aware of your wishes, Remember, at any time you can change your decision regardlng
who you wish fo be Involved In your care and to what extent,

Please note that it is important that you have read and understood the leaflet “Carers,
Famlly and Friends - Involvement in Care” hefore completing this form. If you have not
read this leaffet please talk to the Social Worker or your Care Coordinator.

Please tick the relevant box:

IX]  Yes, | give consent for the below listed carerffamily member/friend(s) to be Involved
In my care, as specified In my care plan,

Name Address Phone Number | Relationship
Annie Leggings 1 Peg Avenue, Johnson
Creek QId 4321 07 5432 1088 Mother
Frank Leggings Unit 2/26 Wild Street,
Juneberry Q 4567 0404 050 060 Brother

1 No, | do not give consent for my carer/famlily memberfiriend(s) to be involved In my
care but understand you may share general information with them regarding The
Park, mental iliness ete,

[0 No, | do not give consent for my carer/family member/friend(s) to be Involved in my
care and | do not wish them to know that | am beaing treated at The Park,

Other Special Considerations (eg relationship history, legal issues)

Michael has previously been acquainied with people who were drug users and
dealers. He does not wish to have contact from Mr John Ferner or Miss Jane Olden,
and does not want them to know of his whereabotts or treatment.

Gonsumer Flichact Leggiuge 8/4/09

(Signaiure) (Date)

Witnass 8/4/09
(Staff Meriber) J-C. Lately R.N.

{Signature) {Position) (Date)

* Please send a copy of this form te the Clinical Initintives Coordinntor (Administration

Building)
+ This form is to be filed in the clinienal record behind the ‘Individual Treatment Plan? divider,

* Please destroy any superseded versions of this form.

FHVO NI LNFINIATOAN! GNIRMI/ATINYE/HIYYD OL INISNOD

G!|Everyone|tealth Information Services\HIM Forms|individual treatment formslConsent fivolvement in Care
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The Park — Centre for Mental Health
Consumer Information Sheet

Carers, Family and Friends - Involvement in Care

2
.

h they have family or friends who worry about them and would like to
riends can be important supports in a person's journey towards recovery.

me people choose to Involve their families, carers or friends In all parts of their care at The Park. Some
ke them to know a hit. Others prefer them not to be Involved In thelr care at all. This s a cholce we would

V-F-Eke each persdh to make.

You |ght like to think about how you want your fami!y, carers or friends to be lnvoived inyour care, while
you are here. Some questions you might want to consider are:

¢ How much you want them to know about your care at The Park

¢ How much they can take part in declslon making with you & the treating team

e If you would like them to stand up for your rights and preferences

¢ I youwould like them to attend Mental Health Review Tribunal hearlngs with you, or for you {eg
speak on your hehalf),

¢ |fyou would like them to talk to the treating teamn, and how often,

¢ If you would like them to help you out in other ways, eg emotional, soclal, financial support.

it is important that your Care Coordinator knows ahout your wishes. Then they can record It so all treating
team members know.

If you decide that you don’t wish certain people to be involved in your care at all, It is important for us to
understand this. The treating team highly value maintalning your privacy. Any personal or clinlcal detalls
that you wish to keep private will not be shared with your carers, family or friends. However, in very rare
cases such as an emergency, clinical staff may need to disclose limited informatlon to your family, for
example, in a medical emergency or if you are absent without permission,

Family members also have the right to information about mental liiness, and other things that may affect
them, [f your family know that you are receiving care from us, we may share general information with
them. This information may include:

General Information about The Park.
General information about mental lliness (we won’t disclose your diagnosls if you don’t want us to}.

Updates about news in the mental health field, eg research, workshops, events,
v Useful resources and support for carers.

* = ©

We ask that you indicate your wishes in relation to these matters on a consent form. At any time you can
change your decision regarding who you wish to be involved In your care and to what extent. Simply talk to

your Care Coordinator.

If you have any questions about this information sheet or the consent form, please talk to your Care
Coordinator, Soctal Worker, the Consumer Advocate or Consumer Considtant.
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Affix Patient ID Label Here

¢ The tools listed below are the required documents that make up the Care Planning Package. These tools need to be reviewed
every three months, There may be additional tools that are specific to clinical areas or specific patients.

« Indicate in the tick box if each assessment has been completed. If not completed for any reason (eg consumer refusal, consumer
unavailable) write the reason in the space below the tick box.

¢ Ensure all documentation is signed by relevant parties (i.e, Care Coordinator, Doctor & Consumer where possible)

Date:

EI e
; . eview [ | Standard Reviey
Review type: eview [ \d Toc Review [ - -Ad Hoe Review: [
i-End of Episode 13 5 Fnd of Episede = [l ; . :End of Episode . 0
Rating Rating Rating Rating
t: :| Aggression Agaression Aagression Aggression
Self Harm Self Harin Self Harm Self Harm
{4 Absconding Absconding Absconding Absconding
[ O (] [
O [ [ O
cl:
©
E -
| O ] O O
o
=
e
o= O [ O LJ
1 1l [ d
O O L Il
O Ll O ]
Parent Adolescent Teacher Parent Adolescent Teacher Parent Adolescent Teacher Parent Adolescent Teacher
[l | O O 1 Ol ] il 1 ] ] O
1 O L [l
ol
Al
el
5i O O | O]
£l
3
0
£
ol. O O O O
Voluntary  Involuntary Vaoluntary  Inveluntary Voluntary  tnvoluntary Voluntary  Involuntary
O 0 O O O O O 0
O O O £l

D weserdater Daniel ST Desktaon' ICP Cheeklist ddolescent Ven 3 r4oreil 200000 DRAFT DEYWC
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1 | The Park - Centre for Mental Health
Treatment, Research and Education
Together.... Towards Recovery

The Barrett
Adolescent Centre

'Information for
Teenagers

PoTaer, BT T
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What staff will lock after me‘?._

During your stay you will be cared for by a feam including
_ psychiatrists, nurses, social worker, psychologists, speech
. pathologist, occupational therapists, dieticians, teachers,
> have your condition explained in terms you will understand ~ leisure therapist and others such as clerical, catering and
> know and understand your treatment options - | housekeeping staff. All staff wear photographic identity

, badges including name, photograph-and job fitle.
> know how the treatment will affect you : o

Before you agree o treatment you have a right to: -

- Your rights and responsibilities (continued)

> be able to seek another opinion where this is possible Case Coordinator
_ . : g S ) Following admission, adolescents will be assigned a nurse
i While you are at the Centre your responsibiliies include: _ who will be their Case Coordinator. The Case Coordinator
3 will maintain close contact with the. adolescent and will
> Everyone respecis property, people and mdmdual[ty -

.oversee all aspects of an adolescent’s treatment as decided

> We value people’s safety by the Treatment Team.. The_ Case Coordinator is the

> We encourage optimum participation and involvement primary contact for the adolescent thelr family/carers and
_ - significant others.
, : _ Individual Therapist
THE TYPE TO.F HELP OFFERED AT BARRETT - i

All adolescents are assigned an lndmdual Therapist who IS

usually a psychologist.
Coming to Barrett Adolescent Cenire offers help because of

several factors: - This staff member engages adolescents in therapeutic one-

to-one counseliing on a weekly basis. These sessions are

» - experienced, professional staff (eg. What staff will ook - confidential between the adolescent and therapist.
after me? ...Case Coordinator) ' ' . v '
> educational and life skills programs to restore confidence in ‘ Famlly Meeting .

many areas of teenage life Depending on individual needs adolescents and their
families may be involved in family therapy sessions.

A\

a railjlge of recognised therapies
. » living and learning with a group of other teenagers

S _ A Family Therapist will be assigned for an adolescent (as
> within an environment comfortable to adolescents. required) and the Case Coordinator will work closely with

this person to run therapy sessions.
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Information for
Parents and Carers
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- WHAT IS THE BARRETT ADOLESCENT
CENTRE?
. Prior to an adolescent being admitted to the Barrett Adolescent Centre The Barrett Adolescent Centre is & specialised centre situated in the
their parents or carers often ask: pleasant grounds of The Park - Centre for Mental Health Treatment,
- What happens at the Centre? Research and Education, at Wacol.
What do they need fo bring? It is the only.extended treatment and rehabiitation mental health centre
Who should [ talk to? for adolescents in Queensland.
When can [ visit? ek . .
and many other similar questions Our mission is "fo work fogether with ao_folescents_, ﬂ;re_.'r parents or
_ . ) carers and our other partners to provide effective mental health
This i?ooklet has been written to give you some initial answers fo these interventions integrated with educationr and fife skills programs that
questions and to help you understand more about what happens at the support teenagers in their journey towards recovery”. For this reason
Barrett Adolescent Centre. . we encourage contact by family members-and most adolescents spend
If you have any other questions, please do not hesitate to give the Centre a the:r_ wc_aekends at home following the initial assessment phase of their
call and one of our staff will be able to help. admission.
We want you and your family to feel more comfortable with accessing our The Centre also has a school that caters to the Individual's academic
service. We lock forward to working with you to bring about the best needs.

possibie outcome for your adolescent. The Centre program is designed to assess and treat adolescents with
complex mental health problems. These include depression,
schizophrenia, anxiety disorders and anorexia just to name a few.

Admissiotts may be for a limited assessment period, & longer stay
treatment program, or atiendance as a day patient The therapeutic
programs include group therapy, individual therapy, famiy therapy,

adventure thergpy, psychological assessment, confinued education and
a life skills program.

QOur aim is fo bring about suitable improvement in your adolescent's

wellbeing, such that other forms of communify treatment will be
successiul following discharge.
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EXHIBIT 844

WHO CAN I TALKTO?

Prior to your adolescent’s admission, our Clinical Liaison Person (Intake
Nurse) will be in contact with you. This is the person who sent you this
booklet. They will be there when your adolescent is admitted. You are
welcome to call this person during normal office hours on 3271 8742 and
ask to be put through to him/her.

° ko]

Following admission, your adolescent will be assigned a nurse who will be
their Case Coordinator. This nurse will oversee all aspecits of your
adolescent’s fTeatment as decided by the treatment team. The Case
Coordinator will work very closely with your adolescent to establish
treatment goais and coordinate the implementation of treatment programs.
It is important to maintain very regular contact with this person fo discuss

your adolescent's treatrent. Nurses work shifts and can be contacted on
either 3271 8760 or 3271 8761 -

Whenever your adolescent's Case Coordinator is not on duty, you may call
and ask for the Clinical Nurse an duty, using these same numbers. They
will be able to answer your enquiries.

Throughout their stay, your adolescent will receive treatment from a variety
of our multidisciplinary team members. The Treatment Team includes
consultant psychiatrist, psychiatry registrar, nursing staff, psychologist,
occupational therapist, speech pathologist, social worker, dietitian,
teachers, social worker and leisure therapist.

The psychologist works in colleboration with adolescents to develop
psychological and behavioural interventions that can be used to help
manage problems such as depression, anxiety, anger and poor coping and
social skills. The psychologist works with the adolescent in tailoring these
1o the individual's specific requirements. Some individuals may also require
assessment of cognitive functioning, which the psycholegist will conduct as
part of a comprehensive assessment.

Depending on individual needs, the soctal worker will work with
adolescents andfor significant others o help find other ways of
approaching their problems and to plan effective action in areas such as
individual casework, family meetings, group work, linking to community
organisations, money management, education/schooling, cultural issues,
activities of daily living, sports and recreation, and accommodation.

Your adolescent will also have an Individual Therapist who is usually a
psychologist. This staff member engages your adolescent in a therapeutic
relationship involving one-to-one counselling on a weekly basis. These
sessions are confidential between the adolescent and the therapist.
Adolescents feel free to open up more in therapy when they know their
therapist only talks to them.

WMS.1001.0002.00329

For this reason it is preferred that parents do not have contact with the
Individual Therapist. Your adolescent's Case Coordinator will be able to
advise you on what general topics are being discussed in therapy.

Depending on individual need, teenagers may glse be involved in speech
pathology sessions. The speech pathologist assists adolescents with

comimunication skills, This c¢an involve assessment, treatment in
individual sessions, or group work. '

The occupational therapist works with all adolescents to help increase
their independence and confidence in daily activities eg self-care, home

duties, being a friend, studving, working, and doing leisure, religious and
culiural activities.

Developing skills to complete these activitles is important for survival,
giving mezaning to life, contributing to one’s sgnse of self, and promoting
health and recovery. Occupationz! therapy may include assessment,
individual therapy, parent/carer consultation, and group work.

The digtitian may also see your adolescent, -The dietitian will assist them
in ensuring that their nutritional requirements are met and any nutritional
or eating issues are addressed. )

All adolescents are involved in leisure therapy activitics. The leisure
therapist assesses age appropriate functioning and development of
leisure skills. Leisure activities are utilised as a tool by which to develop
life skills and manage the sympioms of mental illness.

Members of the staff may be contacted by calling our reception on 3271
8742. If you would like fo attend an internview with any member of the

Treaiment Team, it is best to ask your adolescent's Case Coordinater to
amrrange this.

Of course you may also phone your adolescent while they are at the
Centre. Due to the school and activities program conducted at the
Cenfre, the best times to phone are from 7pm unti 9pm Monday to
Thursday, after 3pm on Friday and any fime from 10am until 9pm on
weekends. The phone number to call is 3271 8762.

If you wish to discuss issues relafing to academic performance, your
adolescent’s teacher is available and can be contacted on 3271 8738.

Most families have the opportunity fo attend family meetings. This will

involve attendance by the femily at regular sessions with the family
therapist.

Cur Clinical Liaison Person also organises a Parents Support Group,
which meets one evening during the week on a monthly basis. This is a
valuable opportunity to share your own experience with cther parents

who face similar issues. It is also an opportunity to meet with staif and
discuss issues relating to the Centre.
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CIMHA (Consumer Integrated Mental Health Application) is a consumer-centric
clinical information system designed to support mental health clinicians in the
provision of safer quality mental health services. CIMHA supports mental health
service delivery by providing timely access to up-to-date clinical information across
service settings and between Hospital and Health Services in Queensland.

CIMHA users are able to review consumer demographic and clinical information,
activity, Mental Health Act 2000 and outcomes in one location and use this to inform
treatment plans, evaluate service delivery and assist with service planning.

Consumer information must be entered in CIMHA to comply with the mental health
Models of Service, State-wide Policies, and a requirement to keep full and accurate
records under the Public Records Act 2002. To support service provider
communication and consumer continuity of care, to enable analysis of the impact of
clinical activity on consumer outcomes, to support local and state service planning
and prioritisation and to support State and the Commonwealth reporting,

All consumer Referral details including, referral status, presenting problems, internal
contacts and freating unit information, all Service Episodes including start and end
details, internal contacts and freating unit, diagnosis, outcomes and clinical notes
(scanned or direct entry) should be recorded/entered infto CIMHA. Any data warnings
and data discrepancies, demographic details including the current living address and
phone numbers, external contacts including the preferred contact, allied person and
general practitioner details, alerts, internal contacts, recovery plans / care plans /
treatment plans and the Involuntary Patient Summary (IPS) and photo where required
should also be recorded and updated in CIMHA.

CIMHA has a Consumer Care and Review Summary clinical note template with the
ability to scan and upload external PDF documents. CIMHA has the function to plan,
record and report on Consumer Case Review dates via the Provision of Service (POS)
module in-line with the National Mental Health Standards,

CIMHA has an End of Discharge Summary clinical note template with the ability to
scan and uploaded external PDF documents. This should be completed as per the
state Key Performance Indicator and in-line with the Standardised Suite of Clinical
Documentation (Office of the Chief Psychiatrist, Mental Health Alcohol and Other
Drugs Branch).

CIMHA is on the Orientation Program and all clinical staff are required to attend the
training prior to having access.
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Document ID DDWNProc201000447

Inter-district Transfer of Mental Health Consumers within South
Queensland Health Service Districts

Division of Mental Health
Darling Downs — West Moreton Health Service District

1 Purpose

This procedure describes the processes for by which
mental health consumers of South Queensland Health
Service Districts receive an efficient, consumer focused
transition of care batween mental health services.

2 Scope

It is well established that mental health consumers are at an
Increased risk of harm during periods of transition. South
Queensifand Health Service Districts are commitied to an
agreed procedure to ensure the comprehensive management
of consumer fransition between menial health services. This
procedure clarlfles and standardises the roles, expectations
1 and responsibilities of fransferring and recelving services in the
management of mental health consumer transitions between
services,

PRINCIPLES
Durlng the transfer of care of mental health consumers

e betwaen services:

gt o The cultural needs of the consumer and thelr carers will be
acknowledged and respected (See APPENDIX A).

o Mental health services will work collaboratively to ensure a
consumer focused transition of care.

s The transfer process, Including the time it takes to
complete, will be consistent with consumers’ recovery /
care / treatment plans e.g, efforts made to support the
consumer's ongolng accass to their care network If they
are from a rural and remote area and are transferred out of
area,

» Some ftransfers of consumer care may require a shared
care arrangement for a petiod of time.

¢ |f a clinical difference of oplnloh occurs regarding the
ongoing management of a consumer fransferring between
districts, the consultant of the receiving seivice has the
final decision and responslibility for the ongoing care.

i, . Allowances: may-be-mads for- consumers who-are mental
health service employees.

Page 1 of 11
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3 Procedure:

Note ‘reg‘ arding the transfor of clinical information;

The steps required to transfer consumers between services will vary depsndent upon the service
typo the consumer is fransferting from and to. For fransfers of consumaers between all service
types, the following (most recent) information is required (when It exists):

+ Consumer demographic information form (demographic information generated from
CIMHA 1s also acceptable)

*  Consumer intake form

» Consumer assessment form wilh assoclated assessment modules attached (for Initial
assessments: partloularly the Famlily Devalopmental History and Social Assessmant)

+ Recovery Pian {Note: the recovery plan has 3 sections; 1) recovery plan —~ consumer
focused; 2) Individual care / treatment plan — service / duly of care focusad; 3} relapse
prevention plar).

An individual care [ treatment plan generated from the care plahning module in CIMHA Is
also acceptable,

¢  Consumer End of Episode/ Discharge Summary

Clinical documentation should be recorded on the Queensland Health Mental Health standardised
sulites of clinlcal documentation forms, Notes written by non MH staff (e.g. ED dliniclans) may be
recordad In othar formats.

In the event that these forms have never heen completed by the transferring service, the
Consumer End of Episode/Discharge Summary is mandatory from Inpatient service providers, the
intake / assessment information is mandatory from ACT / ED services and the Consumer End of
Eplsode / Discharge summary Is a mihimum requirement from Community Service Providers
{Including MIT services), These forms therefore must be completed by the transferring service
prior to transfer unless exceptional clrcumstances exist (e.g. emergency transfer from rural ED
where no after hours mental health staff to complote standard sulte of documents)

Documentation In these circumstances must include:

s Risk Screen (If not recorded on Intake or assessment form)

+  Madical Officer R/V notes If Inltial MH assessment has hot heen completed
»  MHA 2000 documentation (If applicable)

o Madloal Assessment & Clearance

When possible, the transferting setvice should forward clinical documentation to the receiving
service at least 3 days prior to the transfer of clinical care of the consumer,

Clinical Information may he transferred via emall or facshimile. The transferring service must ensure
the information has been received by the recelving setvice and must document [n the consumer's

medloal record that this has occurred.
Note regarding mandatory steps for any transfer of consumer care:

¢ The recelving service contact detalis and follow up appointment detalls must be noted In
the consumer's transferring service medical record prior to {ransfer,
+ Unless a consumer does not grant permisslon for mental health service providers to
-..contact-thelr.carers. and. /.ot families,-prior.to.the transfer.of a-consumetr’s.care,.the. ......... .
transferring service Principal Service Provider (PSP) or equivalent, must notlfy (at

Ll R bt

BRI - X e i vt Fivtcrir: SO s ST

2, Vorsion No.: 1.0; Effaclive From: 416/04/2010 Page 2 0f {1

\\ QU eensl and Government . Erinted coples are Uncenlrolled
Ry




EXHIBIT 844 - Wl\/IS 1001 0002 00335

L S e __g
i

Queensiand Health Procedure: Insert Title

Ay

e consumer‘s carers and famlly

o mmimu}ﬁ} an ‘preferablyconsu w
regarding the pending transfer of care,

1. Transfer of Community Voluntary Mental Health Consumers

1.1 Consumers choosing not to engage with the Community MHS within thelr destination
District

144 The transferring service will contact the recelving service to advise of; the gonsumer’s
refocalion to the recelving district; and, the CIMHA reference number (when avaliable),
for Information only, i

1.4.2 The transferring service will document contact with recelving service In the consumer’'s
madical record prior to case closure.

1.2 Consumers choosing to engage with private sector support services In their destination
District

1.24 With consumer consent the clinfcal Information above will be provided to relevant
mental health service provider’s e.4. GPs, private psychiatiists, NGQ's. The
transferring service will document contact with the follow up care providers in the
consumer's medical record prior to case closure,

1.2.2 The Principal Service Provider (PSP) from the transferring service will contact the
consumer, following their relocation, to conflrm and docurment that they have engaged
with ¢linical { support services In thelr destination district,

1.2.3 If the consumer has not engaged with clinical / support services as planned, the
transferring seivice PSP will determine if further aclion Is required. If the consumer
reguires follow up from Queensland Health Services, refer to procedure 1.2 for
voluntary consumers and 2.0 for involuntary consuimers,

1.3 Consumers choosling to engage with the Community MHS in their destination District

1.3.1 The transferring service will contact the receiving service via thelr Intake officer/team
loader (ruratl services), and will forward the Information noted above (Page 2).

1.3.2 The recelving service intake officer/fieam leader (rural sarvices) will facllitate the intake
process to determine the follow up care which will provided In accordance with local
processes (Including dissemination of clinical handover Informatlon),

1.3.3 For cases where the consumer s accepted for follow up Into & community team
(including ACT and MITT) the recelving service follow up team wiil facilitate principal
service provider (PSP) face to face contact with the consumer as soon as Is required
as determined by clinical need, but no later than 14 days. If any consumer has to walt
for face 10 face contact with the receiving service for longer than is cinlcally
accaptable, the transferring service will continue to provide care during the transition
perlod (for up to 14 days, as negotiated belween the transferring and receiving
services). If It Is geographically impractical for the transferring service to provide face

e ———-face -fransition - eare-once - the -consumer- moves-Inte -their- destination-distriet,-the— - oo ——

transferring service will maintain 1elephone or video link transilion care as an

a!temallve untli the consumer attends thelr flrst appolntment with the recelving service,
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Note: When a consumer is transferred helween services following an Inpatient episode
of care, face to face contact is mandatory within 7 days of discharge from the Inpatient
unit.

2. Transfer of care for involuntary mental health consumers

24 Transfer of care of involuntary consumers under the MHA2000, who are not forenslc
consumers

21.2 The procedure for transfer of care of Involuntary consumers under the MHA2000, who
are not forensle consumers, Is the same as for voluntary consumers above, with the
exceptions that
+ The appropriate MHA2000 documentation must be fransferred. This includes the

treatment plan {ali consumers) and making contact with the recsiving districts MH
Act Coordinator to advise of transfer and legal status,

o The consumer’s forensic history must be forwarded by the transferrlng service with
the other clinlcal Information required.

s In the event that the transferring setvice Is providing transifion care for up to 14
days, If the consumer breaches the condltions of thelr treatment plan (e.g. is hon
compliant with medication), the transferring service will manage this dlinical lssus
during the transition perlod, If the transferring service requires access to local
networks (e.g. emergency services) they may make contact with the recelving
sarvice for this Information, '

2.2 Transfer of an involuntary consumer from an inpationt service to a communlty service

221 For inter-clistrict transfer of an Involuntary consumer from an Inpatlent servics to a

community service, the following requlrements also apply:

+ Consultant to consultant lialsonfteam leader (rural services) contact is required
ptior to discharge from the transferring service,

+ If a case manager In the recelving service is not allocated at the time of transfer,
the interim PSP is the team leader of the receiving service community team.

+ The Nurse Unit Manager of the fransferring service Is responsible for lialslhg with
the case manager/ team leader of the rural team prior to the consumer transfer, for
rural discharges,

2.3 Mental Health Act Administrator (MHAA)

+  When recelving notification of a transfer of an {TO via CIMHA emall faclllty, the recelving
service MHAA will confer with the Team Leader of the relevant team to establish If the
transfer process has heen completed and the consumer has haen accepted to the service.

+  When the referral has been accepted the receliving service PSP {usually a case manager)
will notify the {ransferring service team and the recelving service MHAA so transfer of the !
ITO can be arranged.

o If the transfer is not complete, the recelving service MHAA must Inform the transferring
service that the ITO Is to remain with them untli the process Is completed,

¢ If the consumer has been accepted to the recelving service, the ITO must be accepted by
the recelving service MHAA.

Vet b
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ransfer of care for forensic mental health consumers

3.1 Procedure for forensle consumer under the MHA2000

311

The procedure for transfer of care of forensle consumers under the MHA2000 is the

same as for involuntary consumers above, with the exceptions that:

¢ The District Forensic Liaison Officers (DFLO) from the transferring and recelving
services will be In contact with one another throughout the transfer process,

+ The DFLO from the transferring service will facliitate the fransfer from the
transferring service end (and therefore will be the person who will be making
contact with the recelving service).

¢ The DFLO from the transferring service may continue to share care / liaise with the
receiving service DFLO regarding the consumer's care for up to 3 months (as
negotiated between the transferring and receiving services dependent upon clinical
need). It may be necessary to negotiale a shared care transition plan which
Includes risk management. The fransition plan wilt provids guldelines to manage
issties of noh compliance and Indicate who is responsible for managing the
consumer should a psychlatric smergency arise, The Intention of the transition
plan s to ensure: consistency and continuity of care; and that the consumer is
sultably monitored and is unable to avoid follow up as a result of not attending
appointments, or being absent without leave or frequently moving address. The
duration of the transition plan should be for a maximum perlod of three months and
should be ended as soon as the recelving service is clinfcally confident that they
have sufflclent understanding of the consumer to no longer require transferring
service support,

¢ The State-wide Director of Mental Health (DOMH) must authorise (via written
authorisation) the transfer of forensic consumsrs from one Authorised Mental
Health Service (AMHS) to another AMHS. The transferring AMHS will commence
completion of the Request for Transfer — classiffedfforensic/court order patient
form (an authorlsed Doctor enly can complete some sectlons of this form), This
form s then provided to the new AMHS for thelr completion. On final completion,
the form ls faxed to the DOMH.

¢« The DOMH must be satisfied that appropriate follow-up arrangsments are in place
for the consumer and that the transfer has heen accepted by the Clinical
Direstor/Administrator (or equivalent in rural araas) of the receiving service, This
includes allocation of an authorisad psychlatrist to the consumer prior to the
transfer of the order.

¢ Until the DOMH ftransfers the order to the new AMHS the fransferring AMHS
remalns responsible for the consumet's treatment as prescribed in the treatment
plan, Including taking appropriate actions when the consumer Is non-compliant
with the treatment plan. This will ocour with assistance from the recsiving seivice
to access local nelworks If required In geographically isclated areas.

* Additional information which must be forwarded by the transferring service to the
recelving service for transfer of forensle consumers Includes: last MHRT repoit —
attached treatment plan and LCT provisions; and, summary of forensic
issuss/outstanding matters (Stmmary page — Query IPS - CIMHA).

¢ The receiving service may request extra documentation from the transferring

service to assist with development of follow up care plans., This may include:

Medico legal Reports (238 Report, current LCT plan and conditions).

Crlsls Management Plan,

Relevant Clinical Reports (¢.g. Forensic Order Report, CFOS assessment),
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3 ) Transfer of care for ‘Special Noﬁflcation of Forensic Patients” (SNFP) mental heaIth
consumers

3.21  The procedure for transfer of care of SNFP consumers under the MHA2000 Is the
same as for forensic consumers above, with the exceptions that:
« The Clinical Director {or equivalent) of the transferring service will contact the
Clinical Director (or equivalent) of the recelving service to inform them of and
disctiss the pending transfer,

3.3 Transfer of care for Involuntary/Forensic consumers on short term travel

Note: Tho MHA2000 Resource Gulde, Chapter 8 "moving and fransfer” does hot specifically
address the [ssue of holiday or Interim care delivery for persons under the MHA2000 who are
holldaying within Quesnsland away form their trealing district. Interstate travel Is addressed.
Consideration of the consumers’ rights must be mads when determining appropriate
management of this Issue,

Key Issues to address wili include but are not limited to:
Length of planned holiday period

Distance hetwaen hollday and home distrlct
Condlitlons of leave

Medication prescription and administration
Treatment required

Soclal supporis required

* & o 2 & »

According to Forensic Paffent Management Policy and Procedures, (Queenstand Forensic

Mental Health Service), In addition to permanent transfer, Forenslo Order movements may be:

short term (a couple of nights, for example a hollday); and, regular shortt terms {for example,

visiting relatives In another Distiict). Regardless of the time length for Forensic Order

tovement, the following minimum level of information sheould be provided to the recelving

DFLO and Distrlet:

' Request for transfer: Classified/Forensie/Court order patlent.

° Written Authotlsation from Director of Mental Health {DMH).

’ Standardised sulte of forms —~ Consumer Demographics, Copy of Consumer Intake,
Consumer Assessment, and Drug Assessment,

. Summary Page ~ Query IPS {CIMHA).

4. Transfer of Consumers to a MHS Inpatient Unit

4.1 Consumers presenting to the Emergency Department who require inpationt admission
and reside in another District

41.4  Consumers should be treated as close to thelr home as practicable, to minimise
disruption to social networks and functioning.

41.2 Al consumars prasenting to the Emergency Department will be assessed regardless
of their district of origin,

41.3  Following the declslon that admission Is required, the assessing district will contact
the consumer's district of orlgin and notify them of the consumer’s presentation and
their stalus,

41.4 Pending bed avallabliity and not withstanding any other agresment belween districts,

. the_consumer's. disirict of otlaln will recalve the referral and. accept the consumer .. _ .

within a twe hour perlod (between 0800 hrs and 2300hts). Transport arrangements
are the responsibliity of the lransferring distilcl Ideally, within the SQHSD

"Voralon Nout 4.0; Effech 16104 " page 6 of 11
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me ropol[tan area, districts wil actlitate the accaplance o ransfers from 0800hrs to
2000hrs. These transfers should be planned to be completed prior to 2300hrs.

4.1.5  If there Is no bed available at the consumer’s district of orlgln or a safe transfer is not
possible at the time, the consumer should be admilted to an appropriate ward and
treatment commenced untll such time as a bad In the consumer’s district of origin

hacomes avallable,

The {ransfer of clinical documentation s to be recordsd in the consumer's madioal
record as hoted ahove (Page 2),

4.2 Consumers pressnting to a rural service Emergency Department who requlre inpatient i
atmission

Note: In 2009, all rural services in South Quesnsland are part of a District with inpatient beds. ,
Howsvar, the service with the Inpatlent heds may be some distance from the rural service ‘
heeding to admit a consumer, In the first instance, a rural service should always try and admlt |
consumers to their own distiict {this Is an Intra rather than inter district fransfer), In :
circumstances where a rural service Is unable to admit consumers to a bed In thelr own
distiict, a bed In another District receiving service whl need to be found and the followlng

applies:

4,21 Following the decision that admission is required, the assessing disfrict willi contact
the receiving district, through the recsiving Acute Care Team and notify them of the
consumer’s presentation, thelr status and need for admission. The recelving service
will make contact with the relevant psychiatrlst to confirm and support admisslon to
the Inpatlent unit. All relevant paperwork related to an Involuntary admission (e.g.
recommendation and request for an assessment forms and request for police escort)
with be completed by the on slte medical officer and mental health worker (during
business hours}.

4,2,2 Pending bed avallability, the recelving district will receive the required material for
admission and accept the consumer within a two houn period (hetween 0800hrs and
2300hrs), Transport arrangements are the responslibility of the transferring district.
Within rural areas transfers should Ideally ocour during business hours. The above
hours are to be seen as flexible and able to be negotlated helween services taking
into account the needs of the consumer, the avallabiiity of human resources and the
abllity of the transferting service to maintaln the safsty of the consumer and staff In
the facllity prior to transfer,

If for any reason, the rural transferring service Is not able to affect the transfer
immaediately, the "home” mental health service should pul In place strafegies to assist
ih maintaining the consumer safely until the transfer can ocour. These strategles
would include but not be limited to

s Access to a Psychlatric Reglstrar or Gonsultant for advice and support

» Video-link assessment or review if required

+ Advice and support about the most appropriate transfer mode

4.2.3 If thete Is no bed avallable at the recelving district or at other suitable facllities

(refevant to CYMHS consumers only) or a safe {ransfer is not posslble at the time and
the fransferring facllity has the capacity to ensure the safety of the consumer and
staff, the consumer should be admitted to an approprlate hospltal ward and treatment
commenced, with consultation from the “home” inpatient psychlatrist uniil such time
as a hed In the recelving Inpailent unit becomes avallable.

4 3 Consumers who prasent or are presented to an Emargency Department and are on an
Authority to Return to another District

et e I e
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4,3.1 Consumers that are brought to the Emergenoy Department on an Authority to Relurn
from another Authorlsed Mental Health Service are {0 be asgessed upon thelr
presentation,

4.3,2 it is expacted that the service who has issued the Authorily to Return document will
make avallable all Information to facllitate this assessment,

4.3.3 If, following assessment the consumer requires admission, refer to section 4.1.

4.4 Temporary transforring of inpatient care to another District durlng bed shortage

4.4,1 MHSs within the SQHSD have agreed to provide for the temporary care of consumers
from other districts when these distilcls are experlencing bed shortages, Prior to this
oceuiring, the local MHS should make evety attempt to manage the consumers In their
local district. Other options to be consldered are:

+ Assertlve communily treatment

+. 'Outlying’ appropriate consumers to a medical bed with speclalist mental health
supportin order to make an acute MH bect avallable

o Overnlght management of the consurer In the Emergency Department, with
specialist mental health support.

4.4.2 The following process is to occur to facliitate all Inter-district transfers due fo local bed
avallabllity shortages:

¢ The delegated MHS Bed Manager from the transferring distrlot will make contact
with each delegated MHS Bed Manager within SQHSD {o assess availabllity of
heds,

+ Pending bed avallabliity the recelving district will recelve the referral and accept
the person within a two hour perlod,

« Documentation to accompany the transfer Is as above (section 4.1.5).

4,4.3 Inter-district transfers due to bed avallabillly should occur within busihess hours
whenever possible, Transfers outslde of business hours are at the discretion of the
Consuitant on call and must take in to account the avallability of medical and nursing
staff to safely facilitate the transfer In both transferring and recelving services.

4.4.4 It Is preferable that a consumer requiring Inpatlent care within a High Dependshcy area
NOT be transferred to another district, due to the:

0

]

Acute nature of thelr mental sfate,

Likelihood of requiring high doses of msdigation which may compromise their
physical heaith status.

identified heneflt of having ready access to thelr usual treating tean.

4.4.5 The return of persons that have heen transferred to another district Is to be negotiated

between the fransferring and receiving services., Factors to be consldered should
include the consumer's clinlcal neeads, the consumer's cholce and the consumer’s
discharge address, The number of transfers for each consumer should be minimised

as much as possible,
4 Supporting Documents
®  See References
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Torm Definition Source Seo also
Queensland Health Care services South Quesnstand Health Wi
Private Health which are not Queensland ‘| Service Districts
Catre Sector: Health provided:
SQHSD: Scuth Quesnsland Health | South Queansiand Healfh il
Seivice Districts. Service Dislrlols
DOMH: Director of Mental Health | South Queensland Health Nil
Service Distrlots
MHS Mental Health Service South Queensland Health Nil
Service Distriots
SNFP Speclal Notification South Queensiand Health Nif
Forensic Persons Service Distrlcts
MHA: Mental Health Act 2000 South Queensiand Health NIl
Service Districts
CiMHA Consumer Integrated South Queenstand Health Nil
Mental Health Application | Servioe Districts
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5 References and Suggested Readig B
The MHA 2000

The MHA 2000 Resource Guide

Natlonal Safety Prioritles In Mental Health: A National Plan for Reducing Harm
National Standards for Mental Health Services 1996

Queensland's Mental Health Patient Safely Plan 2008 — 2013

Quesnsland Plan for Mental Health 2007 — 2017

Quesnsland Health Mental Health Standardised Sultes of Clinical Documentation User
Guldes (2008, 2009)

6 Consultation
Key staksholders (position and business area) who reviewed this version are:

Southern Qld Health Service Districts Mental Health Network — Working Party and
consultation with district based staff,

7 Procedure Revision and Approval History
Verslon No | Modifled by Amendments authorised by | Approved by

8 Audit Strategy

Level of risk
Audit strategy Ongoaing review by Southern Qld Health Service Districts Mental
Health Network

Audit tool attached Nl

Audit date 12 months from endorsement
Audit responsibility Division of Mental Health Clinical Governance
Key Elements / Improvement to patient care upon iransfer

Indicators / Quicomes

2 Appendices
APPENDIX A
Cultural conslderations when {ransferring consumers

Cultural factors of consumer transfer belween distrlets include the cultural sensitivity of the
franster/relocation of a consumer. Mental health staff in both the transferring and recelving services

must obtaln aocess to cultural expertise and advice.

¢ Locallty/community

~ Page 10.0f 11
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ransferring service to llalse with Indigenous and culturally and fingulstically diverse (CALD)
mental heaith workers
« Within their team and with the racelving district
+ Soclal and emotional well being conslderations
- finks to family, frlends, elders

Locallly/community — whan Abotiginal and Totres Stralt Istander people are local to a specifio
areaftown/clty/suburb cultural protocol states the mental health service will contact the local
Aborlginal or Torres Stralt Islander community. There are several ways of contacting and involving
the Aborlginal and Torres Strait Islander coramunlty:

¢+ Through family connection If the consumer has a relative within that particular community

+ Consulting the Indigenous mental health worker in the receiving distriot,

If the consumer is golng to a communlty that s not well known the indigenous mental heallh worker
must provide orfentation for the consumer to the local Aboriginal and Torres Strait islander

community, with the consumer's consent,

Transferting service — [t is the responsibility of the clinlcal team/case manager to nolify the
indigenous mental health worker in the recelving district of the transfer of the consumer, whether to
private or public follow up care. In tha event that there Is no mental health service In a community,
hotifteation to the Aborlglhal Medical Service in that community Is recommended. The Indigenous
mental health worker from the transferring service needs o be involved / consulted in the transfer
of alf Indigenous consumers of mental health services.

In additlon, the consumer's family, allled person, etc need to be nolified of the fransfer belween
distrlots, with the consumer's permission. Sometimes famlly exist in both the transferring distriot
and the recelving district,

Consumers heed to be orlentated to the new distriot for services and links wilh Ahorlginal and
Torres Stralt Islander organisations, such as the Aborlginal Medloal services; cultural events,
activities and meetings; other Queensland Hesalth services and other Queensiand Government

services.

Social and emotional wellbelng - Following on from this, the consumer's soclal and emotional
nheeds In the recelving service has to Include: family and other relationships; cultural
connectionsfsupport; other health concerns; housing; Income; sphritualily; stability of home
environment; and, culturally appropriate psycho soclal Interventions In the areas of: further
education; diverslonal activitles; fithess activities; clubs etc.
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Mental Health Divisional

inter Hospital and Health Service Transition of Care of Mental
Health Consumers from one Hospital and Health Service to
anothey

’”‘1%’%%%}3 Purpose
B AnTA This procedure detalls the process by which consumers of the Mental Health

HHS receive. an efflicient and safe transition of care between mental health
services,

ey . : ) N ‘ | |
ol This procedure relates to all staff within West Moreton Hospital and Health
i ‘f(%& Jjﬁ% ﬁﬁ ervice.
Wl | o
} 7 &5ﬁ/§§€§£ 3. Suppotting Documents
: L ThemHA2000

» The MHAZ000 Resource Gulde

« National safety priorities in mental health: a national plan for
reducing harm

» National Standards for Mental Health Services 1996

» Natlonial Safety and Quality Standards 2011

» Queensland’s Menital Health Patient Safety Plan 2008 - 2013

» Queensland Plan for mental Health 2007 — 2017

« Quesansland Health Meital Health Standardised Suites of Clinical
Documentation User Guldes (2008, 2009)

» Patient Access and Flow Health Service DPirective. inter Hospital
Transfer httpi/fwww.Health.gld dov.au/directives/docs/otiigh-
hsdptl-025-3,pdf _

« Procedure, Mental Health Divislonal, Transport of Mental Health
Consumers (WMHHS201000223)

» Warkplace Instruction, Mental Health, The Park, H8IS-Queensland
Police Escort Assistance (WMHHS201 31670\

» Policy, Procedure and Workplace Instruction Staff Sigh Off Shaet
http:/daheps.health.dld.gov.aufwm/idocs/document-sianoff, dot

e ol o
..........

4. References and Suggested Reading

8.  Procedure Process
BACKGROUND
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his pre rdises
in the transition of care of menta! health consumers.

For consumer transport considerations refer:-
* Procedure, Mental Health Divislonal, Transport of Mental Health Consumers (WMHHS201000223),
» Workplace Instruction, Mental Health, The Park, HSIS-Queensland Police Escort Assistance

(WMHHS2013167).

OVERARCHING PRINCIPLES _

e Irrespecilve of -an individual's place of residence a consumer will always have access to mental
health services.

e The clinical documentation must comply with minimum standards as Indicated in this procedure to
ensure the recelving organisation can provide a safe, timely and appropriate service to the consumer.

« Consumer and carer engagement is an essential component of any transition of care planning.

e A recovery orlentad service approach Is recommended to ensure a consumer focused transition of
cara ocours.

+ Clinlcal governance resides with the current HHS unill a consultant psychlatrist from the recelving
service has accepted the care of the consumer, this must occur within 6 working days of receiving
relevant information,

e The oultural needs of the consumer and their carers will be acknowledged and respected (See
APPENDIX A).

o Shared care arrangement Is to be available during the transition process to ensure engagement and
management of identified risks.

e For consumers who are mental health service employsss we acknowledge freatment may occur

ouitside of their local HHS.

In order to ensure that these princlples are adhered to, two (2) key processes have been identifled as
assentlal for the safe, timely and appropriate clinical transition of care from one Health and Hospital Service to

another.
1, Clinical Handover !

When a decision is. made to transition a consumer from one service to another, the key principles
of clinical hahdover must be adhered to:

e Clinical handover refers to the process whereby professional responsibilily and accountahllity for
some or all aspects of care for a consumer who Is transitioning to another person or professional
group on a temporary or permanent basls. This should ocaur at every point of transition,

 Clinical Handover involves the verbal and written communication of critical consumer-care related
information between or arhong members of the healthcare team. '

¢ The purpose of dlinical handover is to facllitate continuity of consumer care agross care
transitions, to promote coordination of care amongst healthcare providers and to maintain high
guality, safe consumer care.

» The process of clinical handover is standardised in accordance with five best practice principles:

o preparation
o organisation
o situation and environmental awareness

!'Standard 6, Australian Commission on Safety and Quality in Health Care. hitp://www.safetyandqualily.gov.au/our-
work/acereditation/nsghss/

Yeorsion Mot 1 Effeclive Fram 01092013 Pagt 20f 8
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~‘Consumors from one Hospital and Health Service to ancther

o transferred responsibility and accountability
o ¢onsumer/carer involvement,

2. Clinical documentation

All clinical decuientation must be recorded usiriy the standardized suite of Mental Health clinical forms In the
Consumer integrated Mental Health Application (CIMHA). All consumer documentation must be readily
accessible in this information management program.

Clinical Documentation must include:

v

AR XN

Consumer demographic information form (demographic information generated from CIMHA Is

also acceptable)

Consumer intake form

Consumer assessment form (assoclated assessment riodules particularly the Famlly
Developmental History and Social Assessment are highty desirable)

Risk Assessinent including risk mitigation plan,

MHA 2000 documentation (if applicable)

Documaentation for a Mental Health Act Administrator (MHAA)

*  When recelving notification of a transfer of an ITO vla CIMHA emall facllity, the
receiving service MHAA will confer with the Team Leader of the relevant team to
establish If the transition handover process has been completed and the consumer has
been accepted to the service.

»  When the referral has been accepted the receiving service, the Principal Service
Provider (PSP- usually a case manager) will notify the transferring service team and
the recelving service MHAA so fransfer of the ITO can be arranged,

» If the transition handover has not occurred, the receiving service MHAA must inform
the transferring service that the JTO is to remain with them until the process s
completed. if the consumer has been acceptad to the receiving service, the ITO must
be accepted by the receiving service MHAA,

v Consumer End of Episode/ Discharge Summary.
v Transition Plan

]

What information has heen provided by the transitioning service to whom (receiving service)
both verbally (including date and time) and written.

There is an agreed iransition pian including dates and time, this is especially important in
regards to consumers under the MHA 2000 and for consumers under Forenslc Orders. {Please
refer to The MHA2000 Resource Gulde, chapter 8 "moving and transfer”

http:/iwww . health.gld.gov.au/mha2000/documents/resource_guide_08.pdf

The transitioning service has ensured that any informatlon sent by means other than CIMHA
has besn acknowledged by the receiving service and that this Is document in the consumer's

record
Details regarding follow up appointment have besn noted In the consumer's record prior to

transfer.

Clinica! Transition Procedure:

The following steps required to transfer consumers between services will vary, dependent upon the service
type. For transition of congumers between all service types, the following steps are recommended to ensure

the best clinical outcome for the consumer.

Vorston Mo 1 Elfective From: 01/08/2013 Pago 3of &
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S
s

West Moreton Hospital and Health Service: Inter. Hospital and. Health. Servlce Transition of Care of Mental Health‘,
‘ Consumers from oha Hospital and Health Service to another

1. Gonsumer has Indicated a need to move to another HHS
2. Consultant contacts the recejving service in that HHS
3. Treatmg team ensures the relevant documentation s readily accessible;
O Gonsumer demographic information form (demographic information generated from CIMHA [s
also acceptable)

Consumer intake form
Consumer assessment form (assoclated assessment modules particularly the Family

0
(m}
Developmental History and Soclal Assessment are highly desirable)
O Risk Assessment including risk mitigation plan.
O MHA 2000 documentation (if applicable)

0O Consumer End of Episode/ Discharge Summary.

If transitioning from Emergency Department;
O Medical Officer R/V notes If initial MM assessment has not been compieted

O Medical Assessment & Cleararice.
O Most recent clinical documantation.

Highly deslrable documentation:
O My Recovery Plan located within the Clinical Nota module within CIMHA,
The Recovery Plan will include the transition plan ensuring that consumer’s from rural and
remole areas have ongoing access to thelr care network if they transitioned out of area.
O Care Réview Summary Pian, this Includes the Involuntary tréatment plan review and case
review summary.
4. Formulate a Transition Plan in collaboration with the consumer/carer and receiving service,
5, Transition clinical care.of the consumer to the new Mental Health Seivice,
6. With the consent of the consumer, the family/next of kin are to be notified

Esdalatlon process

If a clinical difference of opinion occurs regarding the transition and onhgolng management of a consumer
transitioning betwesn HHS, the consuitant of the recelving service has the final decision and responsibility for
the ongolng care. For involuntary patients the Executive Director of Mental Health and Specialised Services

can be approached to asslst in resolving disagreements.

6. Definition of Terms
Definitions of key terms are provided below.

Term ‘Definition  Explanation:/:Detalls

MHS ‘Mental Haalth Service

HHS Hospital and Health Service

SNEP Spacial Nofification Forensic Persons

MHA Mantal Health Act

CIMHA Consumer Integrated Mental Health Application
Queensland Private 1 Health Care services which are not Queensland Health
Health Care Sector provided

Version Mot 1 | Bffeclive Fram 0HQ8/2013 Pagodol s
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lospi i Hoalth Service Transition of Gars of Menital Health
‘Consumers from one Hospital and Health Service to another

7. Procedure Revision and Approval History

1 Created Michslle Kohleis Cluster Coordinator South éid Mental Health Clinlcal Cluster

8. Audit Strategy

Madlum
Audit of clinical handover processes pertaining to cohsumers

| "Twice yearly
{ NUMs
e preparation
o organisation
¢ situation and environmental awareness
¢ transferred responsibility and accountabifity
e consumet/carer involvement.
Clinical Recorids Comnilttes

4. Appendices

Vergion Mo 1 Effediive From OHOB2013 Pago B of 6
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Wost: Mcreton Hospltal and Health Service: Inter: Hcspltal and-Health. Seruice Transltion of Care of Mental Health ..
Constimers from one Hospltal and Health Service to another

APPENDIX A
Cultural considerations when transferring consumers

Cultural factors of consumer transfer between HHSs Include the cultural sensitivity of the transfer/relocation of
a consumer, Mental health staff in both the transferring and recelving services must obtain access to cultural

expertise and advice.

Factors to be aware of:
¢ Locality/community
» Transferring service fo lialse with Indigenous and culturally and linguistically. diverse (CALD) mental
health workers
- Within their team and with the receiving HHS
¢ Soclal and emotional wellbeing corisiderations
~ links to family, frlends, elders

Locality/community — when Aborlginal -and Torres Strait Islander people are jocal fo a specific
areaftown/clty/suburb cultural protocol states the mental health service will contact the local Aboriginal or
Torres Strait Islander community, There are several ways of contacting and involving the Aboriginal and
Torres Stralt [slander community:

o Through family connection if the consumer has a relative within that particular community

¢ Consulting the Indigenous mental health worksr In the receiving HHS,

if the consumer Is going to a community that Is not well known the indigenous mental health worker must
provide otlentation for the consumer to the local Aboriginal and Torres Siralt Islander communlly, with the

consumer's consent,

Transferiing service — It is the responsibllity of the clinical team/case manager to notify the Indigenous
mental health worker in the receiving HHS of the transfer of the consumer, whether to private or public follow
up care, In the event that there Is no mental health service in a community, notification to the Aborlginal
Medical Service In that community is recommended. The indigenous mental health worker from the
transferring service needs to be involved / consulted in the transfer of all indigerious consumers of mental

heaith services.

in addlition, the consumer's family, allied person, etc. need to be notified of the transfer between HHSs, with

the consumar's permission. Sometimes family exist in hoth the transferring HHS and the receiving HHS.
Consumers need to be orlentated to the new HHS for services and links with Abotiginal and Torres Stralt

Islander organisations, such as the Aboriginal Medical services; cultural events, activities and meslings; other
Queensland Heaith services and other Queenstand Government services.

Social and emotional wellbeing - Foliowing on from this, the consumer’s social and emotional needs in the
recelving service has to include: famlily -and other relationships; cultural connections/support; other health
concerns; housing; income; spirltuality; stability of home environment; and, culturally appropriate psycho social
interventlons In the areas of: further education; diversienal activities; fithess activities; clubs etc.
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The Park - Centre for Mental Health
Treatment, Research and Education

Together... Towards Recovery

The Barrett "
Adolescent Centre

Information for
Parents and Carers

Qﬁreér};s‘i'a-hdrﬁeal'th .
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DISCHARGE PLANNING

Planning for dischar

' 2rge back into the community begins at i
zdolescent Is admitted to the Barrett Adoles'cetl:ut Cgentre. Dt?s%—igtm;\aﬂgr?t:;
:aith Services are encouraged to maintain close contact with your
adolescent and the Centre throughout their admission in an attempt to
ensure a smooth transition back into the community service. g

District Case Managers are invited to attend i

I eam meetings or i
gr;y concems \:w_fh Barrett Adolescent Centre siaff. Ass?stancfao c;lzﬁcses
information, training and transitional support is reguilgrly negotiéted with
particularly complex cases.

— .. .. WMS.1001.0002.00853

WHAT IF | HAVE A COMPLIMENT OR
COMPLAINT?

The Centre strives to provide the best quality care for

-adolescents but there may be times when we do not meet

your needs and expectations or we exceed them.

If you have a complaint or would like fo pass on a-
compliment, please do not hesitate to lodge these orally
(direct face-to-face, via the felephone or in writing).

To lodge a complaint you can contact:

The Centre Nurse Unit Manager on

- The Director of Barreit Adolescent Centre on
The Consumer Advocate on
The Patient and Consumer Advisory Group on
The Service Development Officer on
Community Visitor on

Individuals have the right to independently complain to
external agencies at any time.

Staff will take all wc:t::m;:ulaints seriously and will keep you
informed of what they are doing to deal with your complaint.
All complaints will be handled confidentially.

We frust the information will be of assistance fo you,
however should you require any further information
after reading this booklet, feel free to telephone the
Centre on at any time.
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West Moreton Hospital and
Health Service

Job ad reference:

Role title: Nurse Unit Manager

Status: Temporary Full Time (up to 9 months)

Unit/Branch: Barrett Adolescent Unit

Division/Hospital and The Park - Centre for Mental Health Treatment, Research and
Health Service: Education

Division of Mental Health
West Moreton Health Service District

Location: The Park — Centre for Mental Health Wacol

Classification level: Nurse Grade 7

Salary level:

Closing date:

Contact: Padraig McGrath A/ND

Telephone:

Online applications: www. health.gld.gov.au/workforus or www.smartjobs.gld.gov.au

lf you are unable to apply online, please contact Statewide
Recruitment Services on (07) 3121 1411 or
Recruitment mtgravati@health.gld.gov.au

Fax application: (07) 3121 1498

Post application: West Moreton Recruitment Services, PO Box 2221, Mansfield BC
Qld 4122

Deliver application: West Moreton Recruitment Services, Nexus Building, 96 Mt

Gravatt Capalaba Road, Upper Mt Gravatt

About our organisation

Queensland Health's purpose is to provide safe, sustainable, efficient, quality and responsive
health services for all Queenslanders. Our behaviour is guided by Queensland Health's
commitment to high levels of ethics and integrity and the following five core values:

« Caring for People: We will show due regard for the contribution and diversity of all staff and
treat all patients and consumers, carers and their families with professionalism and respect.

= Leadership: We will exercise leadership in the delivery of healith services and in the broader
health system by communicating vision, aligning strategy with delivering outcomes, taking
responsibility, supporting appropriate governance and demonstrating commitment and
consideration for people.

»  Partnership: Working collaboratively and respectfully with other service providers and
pariners is fundamental to our success.

= Accountability, efficiency and effectiveness: We will measure and communicate our
performance to the community and governments. We will use this information to inform ways
to improve our services and manage public resources effectively, efficiently and economically.

« Innovation: We value creativity. We are open to new ideas and different approaches and seek
to continually improve our services through our contributions to, and support of, evidence,
innovation and research.

To find out more about Queensland Health, visit www health gld.qov.au
October 2012
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.Purpose

+ Provide an evidence based and contemporary clinical nursing service within a designated unit via
operational management, leadership and the co-ordination of knowledge, skills and resources.

¢ The Nurse Unit Manager is a Registered Nurse who is an expert. practitioner in a specific area of
practice. The Nurse Unit Manager is accountable for the planning, coordination, implementation
and evaluation of high standards of consumer care in the wardfunit.

¢ The Nurse Unit Manager in collaboration with the Nursing Director manages the delivery of safe,
high quality, cost effective care.

Your key responsibilities

o Fulfil the responsibilities of this role in accordance with Queensland Health's core values, as
outlined above.

¢ Staffing and budget responsibilities:

o This position supervises: Clinical Nurses, Registered Nurses, Enrolied Nurses, nursing
undergraduates, visiting nurses and other delegated nursing staff within the Medium
Secure Unit

o Financial accountability for the nursing stream within the unit including the management of
all nursing rosters for the unit.

o  Operational and Administrative staff liaise with the Nurse Unit Manager on daily operational
issues

o  The Nurse Unit Manager reports to the Nursing Director.

o Expert knowledge and skills in mental health nursing including in the specialty area of the
designated clinical unit of Medium Secure.

o Integrates key objectives from the Strategic Plan into service delivery for the clinical unit
through the development unit specific ptans in consultation with the Nursing Director.

» Coordinates, formulates and directs evidence based policies relating to the provision of nursing
care by integrating consumer care across the continuum of care.

« Supporis the strategies for a work based culture that promotes and supports education,
learning, research and workforce development by providing training and development
opportunities for staff,

Integrates and prioritises the strategic direction of the service using a quality framework.
Lead and manage in a muli disciplinary environment utilising the principles of contemporary
human, material and financial resource management, incorporating change management
principles.

¢ Achieve optimal consumer outcomes by ensuring that the model of care reflects contemporary
practice.

¢ Coordinate the delivery advanced nursing practice in accordance with legistation and relevant
standards of nursing practice, code of ethics for nurses and code of conduct.

Deputise for the Nursing Director as required.

¢ Manage human resources according to HRM framework, including rostering, leave planning,
team huilding, change management, recruitment, education, performance management and
counselling.

e Actin accordance and ensure compliance with workplace health and safety, equal employment
opportunity and anti-discrimination requirements.

Qualifications/Professional registration/Other requirements

» Appointment to this position requires proof of qualification and registration or membership with
the appropriate registration authority or association within Australia. Certified copies of the
required information must be provided to the appropriate supervisor/manager, prior to the
commencement of clinical duties.

« Relevant clinical experience an advantage.

s The successful completion of, or the ability to complete, the Qld Health
sponsored Aggressive Behaviour Management (ABM) Course on appointment is
mandatory.

» Expectation to be involved in and participate in Clinical Supervision.

s Post Graduate qualifications and experience in the forensic mental health field are also highly
desirable.

To find out more about Queensland Health, visit www.health.gld.gov.au
Qclober 2012




EXHIBIT 844 WMS.1001.0002.00357

Are you the right person for the job?

You will be assessed on your ability to demonstrate the following key attributes. Within the context
of the responsibilities described above, the ideal applicant will be someone who can demonstrate
the following:

Specialist Demonstrated specialist knowledge of mental health service associated with
Knowledge the management of complex consumer care.

Consumer Focus | Delivers and sets standards for high levels of consumer service,
demonstrating a logical approach and remaining solutions focused when
resolving issues for customers.

Staff Manages staff effectively by providing clear direction, support and respecting

Management diversity, considering the impacts of actions and motivating the achievement
of positive oufcomes.

Operational Manages resources within designated controls to ensure highest levels of

Management service delivery through the application of sound risk management and
rostering practices.

Leadership Inspires staff and colleagues to participate in solutions that support
organisational objectives and removes perceived ohstacles to positive
change.

Continuous Evaluates and assesses the effectiveness and efficiency of the operational

improvement environment through proactively reviewing and implementing processes and
managing resources to support major objectives.

Continuous Proactively develops self and others, supporting learning and sharing

Learning information with others.

Demonstrates honesty, integrity and respect for all consumers, carers and
staff.

Problem Solving Demonstrated ability to anticipate, identify and initiate or coordinate solutions
to problems that are effective and appropriate with a systematic approach

How to apply

Please provide the following information fo the panel to assess your suitability:

* Your current CV or resume, including referees. You must seek approval prior to nominating
a person as a referee. Referees should have a thorough knowledge of your work performance
and conduct, and it is preferable to include your current/immediate past supervisor. By
providing the names and contact details of your referee/s you consent for these people to be
contacted by the selection panel. If you do not wish for a referee to be contacted, please
indicate this on your resume and contact the selection panel chair to discuss.

¢ A short response (maximum 1-2 pages) on how your experience, abilities, knowledge and
personal gualities would enable you to achieve the key responsibilities and meet the key
attributes.

* Application form (only required if not applying online}.

About the Health Service Division/Branch/Unit

West Moreton Hospital and Health Service (WMHHS) comprises of four local government areas,
Scenic Rim Regional Council, Lockyer Valley Regional Council, Somerset Regional Council and
Ipswich City Council.

Ipswich is the major city of the region. Esk, Laidley, Gatton, Boonah and Wacol are townships
spread throughout the service area.

The WMHHS services a population of approximately 249,000 people. The region's demographics
are diverse and include metropolitan and small rural community settings.

To find out more about Queensland Health, visit www.health.ald.gov.au
October 2012
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WMHHS is home to one medium size hospital, ipswich Hospital, four rural facilities, Boonah Rural
Health Service (RHS), Esk RHS, Gatton RHS and Laidley RHS.

Based at Gailes are The Brisbane Youth Dentition Centre Health Service and The Park —Centre
for Mental Health, Treatment, Research and Education which also hosts the state- wide service of
Queensland Centre for Mental Health Learning and Queensland Centre for Mental Health
Research.

Community Health Services operate from both the Ipswich Health Plaza and Goodna Community
Health Centre and provides an outreach service to the rural area. Brisbane Women's Offender
Health Services (including Helana Jones at Albion) and Brisbane Offender Health Service became
apart of the Community Health Division on 1 July 2012 as part of the state- wide health reform.

Oral Health services are provided in 18 fixed clinics and 12 mobile dental clinics across the region,
coordinated to provide comprehensive adult and school based services. The main oral health clinic
is the Ipswich Community Dental Clinic based at Limestone Street Centre.

By 2031 it is projecied that the WMHHS population will more than double to approximately
580,000 making the Hospital and Health Service the fastest growing in the state.

The Park — Centre for Mental Health has a Model of Service Delivery which embraces the
principles of Recovery, Consumer and Carer Invoivement, Consumer Centred Service Delivery,
Evidence Based Practice, Outcome Based Services, Managding Risks, Accommodation and
Practices that reflect Community Living, Services as Partners in a Network of Mental Health
Services and Skilled Staff,

The Park —Centre for Mental Health is the State’s major Forensic Mental Health Centre. Presently
it comprises Supra District services of;

Extended Treatment and Rehabilitation/ Dual Diagnosis Clinical Program (45 heds)

Medium Secure Clinical Program (34 beds)

High Security Clinical Program (70 beds)

Adolescent Unit (15 beds)

Additional information on the District is available on QHEPS site via www.health.qgld.gov.au

Pre-employment screening

Pre-employment screening, including criminal history and discipline history checks, may be
undertaken on persons recommended for employment. The recommended applicant will be
required to disclose any serious disciplinary action taken against them in public sector
employment, as well as any other availability information that could preclude them from
undertaking the role.

Roles providing health, counselling and support services mainly to children will require a Blue
Card. Please refer to the Information Package for Applicanis for details of employment screening
and other employment requirements.

Health professional roles invelving delivery of health services to children and youth

All relevant health professional (including registered nurses and medical officers) who in the
course of their duties formulate a reasonable suspicion that a child or youth has been abused or
neglected in their home/community environment, have a legislative and a duty of care obligation to
immediately report such concerns to Child Safety Services, Department of Communities.

All relevant health professional are also responsible for the maintenance of their level of capability
in the provision of health care and their reporting obligations in this regard.

Salary Packaging

To confirm your eligibility for the Public Hospital Fringe Benefits Tax (FBT) Exemption Cap please
contact the Queensland Health Salary Packaging Bureau Service Provider — RemServ via
telephone 1300 30 40 10 or hitp://www.remserv.com.au.

To find out more about Queensland Health, visit www. health.gld.gov.au
Qctober 2012
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Disclosure of Previous Employment as a Lobbyist

Applicants will be required to give a statement of their employment as a lobbyist within one (1}
month of taking up the appointment. Details are available at '
hitp:/iwww.psc.ald.gov.aullibrary/document/policy/lobbyist-disclosure-policy. pdf

Probation

Employees who are permanently appointed to Queensland Health may be required to undertake a
period of probation appropriate to the appointment. For further information, refer to Probation HR
Policy B2 http://www.health.ald.gov.au/hrpolicies/resourcing/b 2.pdf

To find out more about Queensland Health, visit www.health.gld gov.au
October 2012
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Job ad reference:
Role title:

Status:
Uni¥/Branch:

Division/District:
Location:
Classification tevel:
Salary level:
Closing date:

Contact:
Telephone:

E-mail applications:
Fax application:
Post application:

Deliver application:

HOOWMO1712

Clinical Nurse Consultant

Temporary Full Time for up to12 months

Medium Secure / Dual Diagnosis, The Park - Centre for Mental
Health, Treatiment, Research and Education

Darling Downs - West Morston Health Service District

Wacol

Nurse Grade 7

$3091.20 - $3312.30 per fortnight

Monday, 16 February 2009

(Applications will remain current for the duration of the vacancy)
Terrv Clancy

Darling Downs-West Moreton Recruitment Services, PO Box
2221, Mansfield BC Qld 4122

Darling Downs-West Moreton Recruitment Services, Nexus
Building, 96 Mt Gravatt Capalaba Road, Upper Mt Gravatt

About our organisation

Queensland Health’s mission is ‘creating dependable health care and better health for all
Queenslanders’. Within the context of this organisation, there are four core values that guide our

behaviour:
Caring for People: Demonstrating commitment and consideration for people in the way we

work.

Leadership: We all have a role to play in leadership by communicating a vision, taking
responsibility and building trust among colleagues.

Respect: Showing due regard for the feelings and rights of others.

Integrity: Using official positions and power property.

Purpose of role
s To provide advanced clinical nursing care to consumers of the Medium Secure and Dual

Diagnosis Units inpatient service.
» To provide expert professional support and guidance to nursing staff working within the

service In the area of clinical practice.

Staffing and budget responsibilities
¢ This role reports operationally and professionally to the Nursing Director, Extended Treatment

and Rehabliitation Unit

To find out more about Queensland Health, visit www.health.gld.gov.au
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ntabilities
ulfil the accountabilities of this role in accordance with Queensland Health’s core values, as
‘outlined above.
«  Provide high quality recovery orientated clinical care, within scope of practice, to both clinical

units
+ Establish and maintain clinical and operational liaison with nursing, medical and alfied health

staff

+  Clinical guideiine development to ensure an evidence based recovery orientated service

+ Establish and maintain clinical and operational ilaison with nursing, medical and allied health
staff in the integrated mental health services of client Districts and non-government
organisations to ensure effective pre assessment, admission, and discharge processes for
consumers

s  In collaboration with the Nursing Director and Nurse Unit Managers participate in relevant
human resource management processes including orientation, performance appraisal,
professional development planning and clinical supervision of nursing staff

¢ In collaboration with the Nursing Director and Nursing Director, Education develop and
coordihate an ongoing program of professional development relevant to the needs of nursing
staff and others within the service

+ Take a lead role in the ongoing development, coordination of and use of the formal care
planning package.

+ Develop, facilitate and participate in nursing relevant research acfivities

» Promotes a collaborative ,team based model of care within the service
Enthusiastically leads and manages a team in collaboration with the unit NUM by planhing for
the unit, involving staff in decision making, setting clear expectations for staff, providing an

example to others and delegating appropriately

Qualifications/Professional Registration/Other requirements
» Registration as a Registered Nurse under the Queensland Nursing Act 1992 with a current annual

practicing certificate is essential.
¢ Endorsement with the Queensland Nursing Council as a Mental Health Nurse is desirable.

» ‘C'class drivers licence

Key skill requirements/competencies

Clinical Expertise Advanced clinical skills in the areas of clinical practise,
research and education in a recovery hased service
Continuous Improvement Flexible, open to change, actively maintaihs awareness of

relevant research, utllises data as basis of service
improvement and advanced problem solving

Continuous Learning Proactively manages own and others continuous learning and
development, identifying training needs and conducting or
coordinating coaching, mentoring and inservice training for
continuous learning in the team.

Patient Focus Promotes a patient focus in the service by building rapport,
effective communication with patients and staff and high level
clinical problem solving, whilst promoting a positive
environment.

Problem Solving Proactively finds solutions and uses tact, diptomacy and
sensliivity fo solve problems.
Work Values Demonstrates honesty, integrity, respect and caring for all

patients, carers and staff.

To find out more about Queensland Health, visit www.health.gld.gov.au
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s A short response (maximum 1-3 pages) on how your experience, abilities, knowledge and
personal qualities would enable you to achieve the key accountabilities and meet the key skill
requirements.

* Your current CV or résumé, including referees. Referees should have a thorough
knowledge of your work performance and cohduct, and it is preferable to include your
current/immediate past supervisor. Referees will only be contacted with your consent,

+ Application form (only required if not applying online).

About the Health Service Area/District/Area/Division/Branch/Unit

Darling Downs-West Moreton Health Service District offers exciting employment and professional
development opportunities. Whether you are interested in administrative, allied health, medical,
nursing or operational, we offer a famiiy friendly environment committed to accommeodating the
heeds of workers with family responsibllities and the requirements of Queensland Health. I has a
major teaching role providing both undergraduate and postgraduate clinical experience for
members of the healthcare team.

The West Moreton South Burnett District covers approximately 19,460km2 to the West of
Brishane and extends from the New South Wales border to Proston in the North, The District
population has grown from 200 558 in 2001 to 218,172 in 2008, and is projected to increase to
240,875 in 2011, constantly remaining at approximately 5.5% of the total Queensland population.

Toowoomba & Darling Downs District comprises 17 Health Services, and three Cutpatient Clinics
and provides a comprehensive clinical services to approximately 243 000 people across 91 000
square kilometres. The District’s demographics are diverse and include city, large rural town and
small rural community settings.

The Darling Downs-West Moreton Health Service District employs approximately 5700 staff with
an annual budget of $670m.

Working for the Darling Downs-West Moreton Health Service Distiict provides unique and valuable
experiences, such as working within Ipswich Hospital, community health, mental health (including
a tertiary mental health facility), oral health or at one of our many rural fagcilities.

if you are looking for a challenging and supportive working environment, we encourage you to
consider progressing your career with us.

Pre-Employment screening
Pre-employment screening, ineluding a criminal history check, may be undertaken on persons
recommended for employment. Piease refer to the Information Package for Applicants for details

of employment screening and other employment requirements.

Health professional roles involving delivery of health services to children and young
people

All relevant health professionals (including registered nurses and medical officers) who in the
course of their duties formulate a reasonable suspicion that a child or young person has been
abused or neglected in their home/community environment, have a legisiative and a duty of care
obligation to immediately report such concerns to the Department of Child Safety.

All relevant health professionals are also responsible for the maintenance of their ievel of
capability in the provision of health care and their reporting obligations in this regard.

To find out more about Queensland Health, visit www.health.gld.gov.au
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Barrett Adolescent Centre

Welcome to our first Barrett Adolescent Centre Staff Communigué. | hope this communigué helps keep you
informed about what is happening and how it will impact on yourselves as staff at the BAC.

Barrett Adolescent Cenire Building
To provide certainty to both our current consumers and our staff, we continue to work toward the end of

January 2014 to cease services from the Barrett Adolescent Centre (BAC) bullding. This is a flexible date that
will be responsive to the needs of our consumer group and as previously stated, will depend oh the availability
of ongoing care optlons for each and every young person currently at BAC. The closure of the building is not
the end of services for young people. WMHHS will ensure that all young people have alternative options in
place before the closure of the BAC buliding.

Clinical Care Transition Panels

Clinical Care Transition Panels have been planned for sach individual young person at BAC, to review
individual care needs and support transition to alternative service options when they are available. The Panels
will be chaired by Dr Anne Brennan, and will consist of a core group of BAC clinicians and a BAC school
representative. Other key stakeholders (HHS's, government departments and NGOs) will be invited to Join the
Panel as is appropriate to the particular needs of the individual consumer case that is being discussed at the

time.

Admissions to BAC
WMHHS is committed to safe and smooth transitions of care for each young person currently attending BAC.

These {ransitions wiil oceur in @ manner and time frame that is specifically tailored to the clinical care needs of
each Individual young person. In order fo meet this goal, there will be no more admissions to BAC services
from this date forward. For adelescents currently on the walting list, we will work closely with their referring

service to identify their options for care.

Statewide Adolescent Extended Treatment and Rehabilitation Implementation Strategy

The statewide project for the Adolescent Extended Treatment and Rehabilitation (SW AETR) Implementation
Strategy has commenced under the governance of Children's Health Queensiand, and the Steering Committee
has met three times since 26 August 2013. As part of the statewide project, two Working Groups have been
defined to deliver on various aspects of this initiative. Working Group one Is the SW AETR Service Options
Implementation Working Group, which will build on the work surrounding service models completed by the Expert
Clinical Reference Group earlier this year. Working Group two will focus on the financial and staffing requirements of

any fulure service options that are developed.

SW ATER Service Options Implementation Working Group

The SW AETR Service Options implementation Working Group met for the first time on 1 October 2013 for a half-
day Forum. This Forum was attended by a range of multi-disciplinary clinicians and service leaders from Child
and Youth Mental Health Services (CYMHS) across Queensland, a BAC staff member (Vanessa Clayworth), a
carer representative, and non government organisation (NGO) representation. Feedback suggests that the
Forum was a very successful and productive day. A second Forum will be held within the next month to further
progress the work on service models. Families and carers have also been invited to provide written
submissions on the development of the new service options moving forward for the consideration of this

working group.
Date: Thursday, 3 Qctober 2013

Queensland
Government
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Acting Nurse Unit Manager (NUM) )
Mr Alex Bryce will be commencing as the Acting NUM at BAC from Monday 14 October 2013, Alex is a senior
nurse with extensive experience in nursing management. This will allow Vanessa Ciayworth to move into the
Acting CNC role, and directly support the clinical needs of the young people at BAC and the progress of the

Clinical Care Transition Panels.

HR ‘
Discussions have commenced with HR regarding processes, options and issues for yourselves. HR and

Senlor clinical staff will soon commence work with each of you individually to identify your individual
employment options.

Support available
The Employee Assistance Service {(EAS) is available for you o access at any time. This service is completely
confidentlal and ~ self  referral. For more information on EAS  please  visit

hitp:/fgheps.health.qld.gov.au/eap/himliWestiortHSD. htm. Please also be reminded that your line managers

are available to discuss any concerns or queries you may have.

Communication fo Families and Carers )
Fast Facts 8 will soon be going out to all BAC families, carers and staff to ensure they receive the most update

information on what is happening with BAC.

Communication with Department of Education, Training and Employment (DETE)

WMHHS continues o liaise directly with DETE on a regular basis, keeping them up-to-date with changes and
plans regarding BAC. DETE is committed to responding to the educational needs of each young person at
BAC, and will work with us on the Clinical Care Transition Panels.

Kind regards

Sharon Kelly

Executive Director Mental Health & Specialised Services
Wast Moreton Hospital and Health Service






