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SUBJECT: Guldaline for the transition of care for young peopie receiving mental health

services

Issue(s}

1. The Guideline for the transition of care for young people recelving mental health services
{the Guidelins) provides clear direction on the process, goals, and Implementation strategles
for the provision of effectiva transitional care planning and management {o meet the mental

health needs of vulnerabie young people (Attachment 1).

2. On 18 Juns 2015, the Mental Health Alcohol and Other Drugs Clinical Networlk
recommended the Guidefine for approval.

3. Once approved, the Guidaline Is to be published on the department's internet site:

4, Once published, a brief to the Diractor-General will be submitted requasting approval for
Diractor-General communication to the Hospital and Heallh Services regarding the
Guideline and expsctations for its Implementation,

Background
6. On 14 August 2014, the Director-(3eneral appointad investigators to provide expert clinical

review in relation to:

a. the governance model put In place within Queensland Health to manage and
oversight the healthcare transition plans for the then current inpatients and day
patients of the Barreit Adolescent Centre (BAC) prior to lts closure, and

b. the adeguacy of healtheare transition plans developed for Individual patients to meet
the neads of the patients and their familles.

6. Tha investigators recommanded that the posttive leamings in relation to good quality
transitional planning Inform the development of a state policy that supporte mental health
transition for vulnerable young people,

7. Inresponse to the Report: Transitional Care for Adolescant Patlents of the Barrett
Adolescent Centre, Octaber 2014, the Depariment of Health agreed to develop and
implement a guideline for the transition of care for young people receiving mental heaith
services, with a review of the implkementation of the Guideline to be undertaken by the
Mental Health Alcohel and Other Orugs Branch,

8. Consultation occurred with all Hospital and Health Services (HHS), the Statewide Child and
Youth Mental Health Alcchol and Other Drugs Clinical Group and the Mental Health Alcohol
and Other Drugs Clinlcal Natwork.

8. On 23 December 2014, the Health Ombudsman wrote to the Director-General requesting ‘a
copy of any Queensiand Health action pian or implementation plan addressing the
recommendation made [n the final investigation report’.

10. In April 2016, the Diractor-General wrote to the Health Ombudsman stating that the
recommendation of the Report has been fully accapted and providing a copy of the draft
Guideline and action pian for implementing the recommendation.

11, Following further correspondanca from the Health Ombudsman dated 10 July 2015, the
Director-General provided a final copy of the Guidelina to the Health Ombudsman on 8
August 2015.

12, On 27 August 2015, the Health Ombudsman advised of his decision to close the BAC
investigation as ‘the matter le belng dealt with by another appropriate entlty'. Subsequent
communication with the Office of the Health Ombudsman confirmed that their offics would
not be requiring any further information in relation to the Guldeline or its implementation.

Consultation
13. Queensiand Health Hospltal and Health Services
14, Statewide Child and Youth Mental Heaith Alcohol and Olher Drugs Clinical Group

18, Mental Health Alcohal and Other Drugs Clinical Network.
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Recommendations

18, Approve the Guideline for the transition of care for young peopise receiving menial health

servicss (Attachment 1),

17. Approve the publlcation of the Guideline and slgn the Policy coversheet (Attachment 2)

Attachments

18. Attachment 1: Guideline for the transition of care for young people recsiving mental heatth

sorvices.,

19. Attachment 2: Request for publication on the Department of Haalth internet site,

APPROVED/NOT APPROVED

br Bill Kingswell
Executive Diractor
Mantal Health Alcohel and Ofher Drugs Branch

21/09/2016

_Executlve Director's comment _ .

Author GClearsd by Content verified by: Gleared by:
Lynels Wegner Bemadetie Klopp Janat Mariln Assoclate Professor Jahni
Allan

A/Principal Profect Officer |ARManeager, Clinical Afirzctor, Clintcal Governanca [Chief Psyohlatiist
Covamsance

Clinleal Govemnanoe Office of the Chiaf Office of [he Chiaf Psychiairisl, [Mantal Health Aleohol and

Team, Office of the Chlef |Psychlatrist, Merial Health |Menfal Healh Alcohs| and Oltier Diugs Branch

Paychlatrist, Meniat Alcohol and Other Drugs [Ciher Drugs Branch

Haatih Alcohol end Other {Branch

Druge Branch ) — =

7 Seplember 2015
7 September 2016 18 _Seplembear 2015 | 21 Seplember 2045 |
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Docuiment Number # <lnsert number here>

Guidsline for the transition of care for young people receiving
raental health services

1. Furpose

This Guideline provides recommendations to §upport public sector mental health services
in the provisjon of effective fransitional care planning and management fo mest.the mentat
health needs of vulnerable young people.

Scope
This Guideline provides information for all employees, contractors and consuliants within
the Department of Health and Hospital and Heaith Services Invelved in the transition of
young people from child and youth mental heaith services (CYMHS) to other parts of the
mental health system, Inclyding but net limited to, transfer from a:
« CYMHS service to an adult mental health service
« speciallst andfor more inténsive mental heaith service ta a less intensive service, for
example, Evolve Therapeutic Services to a Community CYMHS
o CYMHS to ancther CYMHS in a differsnt geographical area
« CYMHS to a General Practitioner or other primary health care provider, private
practitioner or non-government organisation.
2. Related documenis
Authorising Policy and Standard/s:
= National Standards for Mental Health Setvices 2010
'« Natlonal Safety and Quality Health Service Standards 2012
o Natlonal Practice Standards for the Mental Health Workforce 2013 (particularly
standard 8: Transitions in Care)
« Mental Hsalth Act 2000
» Hospitel and Heaslth Boards Act 2011.
Procedures, Guldslines and Protocols:
« Information sharing between mental health workers, consumers, carers, famlly and
significant others (Queenstand Health 2011)
= Guiding principles for admission fo Queensiand Health ¢hild and youth mental
health acute inpafient units
- Guiding principles for the management of adolescents in Queensland Health adult
acute mental health inpatient units.
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Forms and tempiates:
+» Statewide sulte of clinical documeéntation.

3. Guidplinie for the iransition cf care for voung people raceiving mental
hezlih services

Background

Adolescenice and young aduithood is & parficularly important time for mental health
intervéntion. The prevalence of adolescent mental heaith problems in Australia is
substantial, accounting for more than half of the diseass burden in thie age group. Of the
fotal population of young people aged between 13 and 18 years of age, It is estimated that
10% have mental health needs and 2.3% have a severe mental illness’. In Quaensland
this accounts for 8,060 young peopie with severe and persistent mental illness?.

Primary diagnoses for this vulnerable group of young people ars likely to includa psychotic
illnesses, severe mood disorders, eating disorders and complex frauma with defichs in
psychosoclal functioning. This group may also include young people presenting with social
avoldance, disorganised behiaviour, emerging personality vulnarabllity and risk of seif-
harm of suicide. Some may éxperience family dysfunction,

The Importance of traneitioning vulnerable people from CYHMS to other support services
is critical to ensure continuity of care and avold preventable poor outcomes. Transitioning
young pecple, who may be at riak, from one level of care to another among muitiple
providers and across setfings can be a compléx task. Poar transitioning can lead to the re-
aemergence of symptoms of mental health problems or ilihesses, mental heaith crises,
requirements for admission, poor satisfaction with care, unmet needs, medical or
treatment errors, and a higher burden of cost.

The key aims of transition planning &rre to ensure that:

« service provision ia matched as closely as possible to the needs of the young person
and delivered by the most appropriate service/s o meet those needs

« the young person and their family/carer are the key decislon-makers regarding the
services they receive

« care is dellverad across a dynamic continuum of specialist. and primary level services
with decislons based on the needs and wishes of the young pérson and their
family/carer and not service bouriclaries

« processes are in place to identify and respond early should the young pérson
expsrience crisls or re-emergence of a mental health concern.

Oplimal transifion will Involve adequate pianning, good communication between all service

praviders, the young person and key family members or carers, and continuity of care.

Transition belween service providers often occurs within the context of a young persan’s

movement to independence from their famfly of origin/ caregivers and therefore has the

potential to be a vulnerable time far all young people.

! Genarsl Epidemiology data providad by Tha Manial Health, Alcshol and Other Druge Branch
 Anitvalien Biireay of Stafistics, 2011, Cankus of Poplation and Houslng

Version No: 1: Effective From; 21 September 2018
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Context

This Quideline was developed foliowing the November 2014 reléase of the report
Transftional Care for Adolescent Pallents of the Bafrett Adolescent Cenire. The report's
recommendation slates that “transkiorral mental health care for young people is
Internationally racognised as a complex and offen difficult procass and peor oufcomes
such as disengagement from care are well documented. The Berretl Adolescent Centre
process demanstrates posifive learnings in relation to good quality transitional planning”.
This Guideline captures these laarnings.

In developing this Guideline, acknowledgement is given to the work of the Agency for
Clinical Innovation in New South Wales, Trapeze, the Sydney Children's Haspltals
Network which produced the document: Key Principles for Transilien of Young People
from Paediatric to Adult Health Care snd the New Zealand Department of Health
Transition Planning Guidelines for lifant, Child and Adolescent Mental Heelth/Aicoho! and
Other Drugs Services 2014.

Principles and best practice elements for the transition of care for young people

A systematic and formal transition process

The development and documentation of a formal transition process forms the basis of a
cantemporary approach to the transition of care for young people. This will include steps
Involved in @ smooth transition and the development of an individual transition plan. The
transition plan should be developed and communicated to key stakeholders involvad In the
young person’s care and communicated to the young person in a developmentally
appropriate way. The multidisclplinary team needs to be awaré of their delegated
responsihilities for various parts of the fransition process. Timeframes will be devéloped to
reflect an individual approach to traneiflon and provide for & gredual and generous
timeframe reflectiva of the young person’s needs. The procesa should recognise that poor
handover, end the loss of supportive and sometimes long term relationships due to the
changing of care arrangements, can have a negative impact on & young person's mental
health. Formal transition planning helps to ritigate these risks.

Services invaived in the transitioning ef young people need to have:
» documented transition guldelines and policies which are accessible to all invalved In
the transition
» clear referral pathways
« a focus which Is developmentally appropriate.

In developing transition plans, including the level and scope of services to be provided, If is
Important to acknowledge population groups with special needs. Such groups include, but
are riot limited to, young people with a history of trauma, abuse and/or neglect or who are
in the care of the Department of Communities, Child Safety and Disabliity Services.

Early preparation
A young person requiring transition needs fo be identified as early as possible, Evidence

suggests that identification Ideally ocecurs (where possible and appropriate) six months
prior to the actual fransition. The identification process will involve notifying the young

Varsion No.. 1: Effeslive Fram. 24 Sentembur 2015
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person, their family and or carers, aind services, inciuding cuitural support services where
relevant, of the impending transitlon
The young person must be involved in all decision making processes regarding the
transition. Supporting and enabllng their decision making in this edrly phase will help to
manage the young person’s expectations which will assist in minimising the stress and
impact of the transition when It occurs.
Preparation will invelve:
= identification of all stakehoiders
- negotiating service options with the young person and their family er carer
 selecting the most suitable service option and ensuring its availability
developmerit of plans-thasa need to be formalised and documented highlighting
any special needs of the young person

+ In advance of the transition, introduction of the young person to the receiving
service or care arrangement and their key contact, such as the person responsible

for receiving the young persor
« afocus on recovery and relapse prevention.

The timing of the transition, where possible, needs to avold any crisis the young person
may be experiencing inciuding consideration of relapse of symptoms,

identification of a local transition coordinator/facllitator
The role of transition coordinator within the transitioning team will be identified at the onset

of tranértion planning and is résponsible for the planning and coordination of the transition

process. The transition coordinator must have sufficient seniority to facifitate authoritative
decision making and action,

The transition coordinator or lead professional responsible for the transition needs to
ensure that:
s the young person will experience continuity of care throughout the transition

= clear and regular communication occurs with all stakeholders, and that all
communication [s understood; this may include & reguirement that all written
communication is followed up verbally

« a lead professional or local transition key contact is identified in the receiving
service/care arrangement and all plans and eommuriication involves this person.

Good communication
Clear, effective and fimely communication between all relevant stakefiolders is essential to
effective transition, Aspects of good communication include:
« ldentification of all those relevant to the transition process
« openness, transparency, coliaboration, and a willingness to work together
» a culturé of working with the young person and their family or carer which Is
reflected in all interactions

Version No.: 1; Effstiiva From: 21 Septstaber 2015
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~ developmentally appropriate language and styls/mode of communication. This will
be different for the young person, their family or carsr and the service and
professionals involved in the young person’s care. This may involve social media
modes of communication

+ established systems for joint communication between all parties

+« comprehensive written communication—in a format and level that all relevant parties
understand Age and literacy level appropriate communication tools must be used.

= sensitivity and responsivenéss to the needs of Aboriginal and Torres Strait Islander
paople
alternatives fo meet the communication needs of those from culturally and
linguistically diverse backgrounds

« the young person and family/carer's privacy must be respected and confidentiality
obligations adhered to

= all communications and informetion shared are documented in the young person’s
clinical record.

Information to asslst professiohals understand their confidentiality obligatons can be
sourced from the Hospital and Health Boards Act 2011 and the Information shating
between mental health workers, consumers, carers, family and significant others

document,
Individual transition plan

All young people need an individualised transition plan which is developed in partnership
with the young person and family/ctwrer. All the relevant people nead a copy of the plan
and need to understand alf the elements of the pian.

Managing an effective trarisition process with a young person involves a comprehensive
assessment which includes the following compofients:
« the young person’s mernital health
o the young person's physical health
« psychosocial neads including support for family/carers
« cultural and spiritual needs
pharmacological and therapeutic interventions
v educational and vocational reqtiirements
housing and accemmodation needs.

Transition can be a challeriging time and may precipitate a crisis, so it is important to be
aware of early warning signs of distress and develop corresponding management
strategies. The young person, famlly or carer and the recelving service are to be made
aware of these risks including signs of distress or deterloration in the young person's
mental health. It is imporiant to identify and work with the young person’s strengths to
assist in making the trangition a positive expetience.

Version No.: 1: Effective From: 21 Sepiembur 2018.




EXHIBIT 82 JMA.900.0001.0125

Department of Health: Guideline for the transition of care for young people receiving mental
health services

Tharough Investigation and identification of suitable supporting services and coordinated
cara will occur in collaboration with the youry parson and their family and or carer.
Encourage and enable young people to self4nanage

The process of teaching and encouraging young people to selfmanage, be actively
engaged In decision making, be able to advocate for themselves, and navigate their
environments must be carefully planned and developmentally appropriate. Equivalenay of
service is to be adopted anly where it is demonstrated that this level of service needs to be
maintained.

The young person needs to be given opportunities to self-manage and negotiate their care
requirements in a safe and supportive environment. Transition may be a lime of
heightened emotions and therefore opportunities are fo be encouraged before the
transifion oocurs so that the young person has some positive experiences af achieving or
negotiating options, Self-management Includes assisting the young pereon to identify signs
of distress within themselves and implementing strategies to actively manage any
symptom deterioration. Actively engaging the young person in development of these
strategies will assist in ensuting that the young person will use them.

When the young pérson’s needs are complex and their capacity fo self-manage is limited,
greater emphasis on the ongoing role of family and carers In thé transition process should

be considered.

Follow up and evaluation

Follow up is essential to ensure young people have effectively angaged with the receiving
care arrangement.

Contact is to be rmaintained with the young person from their eriginal service after
transition. This contact can be gradually reduced as the young person settles into their
new environment. When all parfies agres that the transition has been successfully
completed, contact can be ceased. This must be well prepared for and understood by the
young person and their family or carer,

Menitoring and evaluation of theé young person’s outcomes after- transition is required to
inform fulure planning. Future planning may be for another fransition the young person

may need to face, for example as their service needs change or as they recover. This
monitoring and evaluation may also assist to inform future planning for other young

people.
Monitoring and evaluation Is to occur by both the transferrlng and receiving service until
the transition is completed and cortact with the originating sefvice Is no longér required,

Monitoring and evaluation after transition Is to be underiaken by the receiving service.

5. Review
This Guideline is due for review on: (Note: date {0 be inserted upon endorsement)

Data of Last Review: Not applicable

Verelon.No.: 1: Effective From: 21 Septembeor 2015
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6. Buslness Area Conftact
Mental Health Alcohol and Other Drugs Branch

7. Definitions of terme used In the poilcy end supporting documenis

Tarm Definition / Explanation / Detaiis Source

young Any person recelving a mental heglth service from a
people child and youth mental sandce or a service that
ia young people, 8.g. apacialist youth services
with an age range of 16- 24 years,

parent Refers to the parent{s) or person(s) that take lsgal | The Royal Australasfan College of
and/or responsibility for the adolescent and provides direct | Physiclans (RACP). Standards for care
odrer care, This inchides blith parents, step parents, | of children and adolescants In Health
adopted parents, foster parents, legal guardians, | Services 2008; Paediatsics and. Child
eustodial parents or other appropriate primary care | Heaith  Divisisn, RACP, Sydney
givers. Australia,

transfer The act of moving the young person from one care
facllity to another, or to another care arrangement.

transition | The process and pericd of changing care
| arrangements for 2 young person.

8. Approval and Implemantation

Policy Custodian:

Directar, Clinical Governance, Mental Health Alcohol and Other Drugs Branch
Responsible Executive Team Member:

Chief Psychiatrist, Mental Health Alcohol and Other Drugs Branch

Approving Officer:

Executive Director, Mental Heaith Alechol and Other Drugs Branch

Approval date: 21 Ssptember 2018

Effective from: 21 September 2045
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