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Queensland
Government

West Moreton Hospltal and Health Service

Enquiries to:  Sharon Kelly
Executive Director Mental Health
and Speclallsed Services
Telephone:
Facsimile:
Email:

Ms Kristi Geddes
. Minter Ellison Lawyers
- PO Box 7844
Waterfront Place QLD 4001

By Email:

Dear Ms Geddes
Health Service Investigation — Barrett Adolescent Centre (Your Ref: SGE KXMM 1084936)

I refer to your letter to me dated 11 September 2014 regarding the investigation under Part 9 of the
Hospital and Health Boards Act 2011 (the Act) in relation to the closure of the Barrett Adolescent

Centre (the Centre).

I understand that the investigators are seeking further information and/or documents to assist with their
investigation, and have sought this information pursuant to section 194(2) of the Act.

With respect to the further information and/or documents requested, | advise as follows:
1. Any document setting out a statement of duties or role description for care coordinators

Please find enclosed the following documents which set out the duties and roles of care
coordinators (also known as case coordinators):

Attachment 1 — Document titled ‘Case Coordinator's Role’ for the Centre — This document was
located following a review of the Centre's records.

Attachment 2 — Care Planning Package Tool Kit — This document describes the philosophy behind
care planning, the roles and associated tasks, and forms part of a suite of tools and resources
available to all care coordinators at The Park — Centre for Mental Health Treatment, Research and
Education (The Park) via a shared electronic staff folder. This folder is accessible by way of an
icon on the desktop of all clinical area computers.
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Attachment 3 — Individual Care Plan Checklist: Adolescent - Care coordinators of the Centre
utilised the Individual Care Plan Checklist to guide care planning at new episodes, standard and ad
hoc review points, and at the end of an episode.

Attachment 4 ~ Extract from a document titled “The Barrett Adolescent Centre - Information for
Teenagers” — This document was provided to each patient upon their admission to the Centre.
The extract explains the role of the care coordinator on page 8.

Attachment 5 — Extract from a document titled “The Barrett Adolescent Centre — Information for
Parents and Carers” — This document was provided to the parents of each patient upon their
admission to the Centre. The extract also explains the role of the care coordinator on page 5.

The staff orientation program for all clinical staff includes a session on care planning and recovery,
and introduces the statewide Consumer Integrated Mental Health Application (CIMHA) and
expectations of CIMHA use across all clinical settings. A summary of the purpose and
requirements of CIMHA is attached (Attachment 6). All care coordinators use CIMHA to provide
shared access to their Consumer Care and Review Summaries which summarise the care being
provided to each patient. They also use CIMHA to participate in Discharge Summaries issued by
the patient’s treating clinician.

. Information about the shared role of care coordinators, where patients were allocated more
than one or also allocated an ‘associated care coordinator’, including whether there were
clearly delineated roles between them

As explained in the Care Planning Package Tool Kit at Attachment 2, each patient is allocated one
care coordinator (CC), and ideally one care coordination associate (CCA). Patients are not
allocated more than one CC. 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 authority as the
CC, but cannot plan care, except in consultation with the CC, or, in the case of Enrolled Nurses,
Rehabilitation Therapy Aides and discipline associates, under the supervision of a Registered
Nurse or the relevant qualified discipline clinician.

The Care Planning Package Toolkit further defines the roles of CCs vis-a-vis CCAs.

. Information and/or documents about the ‘business as usual’ transition/discharge practice
for the service, as articulated in formal policies and procedures, including any service
transition/discharge policy or procedure

Please find enclosed the following documents which describe the ‘business as usual
transition/discharge practices for all mental health services, including the Centre:

Attachment 7 — Procedure titled “Inter-district Transfer of Mental Health Consumers within South
Queensland Health Service Districts” — This procedure was effective from 8 November 2010 until
12 May 2014 and describes the processes for managing the transfer of care of mental health
consumers.  Following the formation of Hospital and Health Services on 1 July 2012, this
procedure continued to apply and be followed with all references to “Districts” being interpreted as
referring to “Hospital and Health Services”.

Attachment 8 — Procedure titled “Inter Hospital and Health Service Transition of Care of Mental
Health Consumers from one Hospital and Health Service to another”. This procedure replaced the
procedure enclosed at Attachment 7, coming into effect on 13 May 2014 and reflects the transition
to Hospital and Health Services.
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Attachment 9 ~ Further extract from the document titled “The Barrett Adolescent Centre —
Information for Parents and Carers”. The extract provides a summary of discharge planning for
patients admitted to the Centre.

Also, as referenced in Attachment 8, CIMHA is a key statewide tool supporting a range of clinical
processes including discharge of patients and transition of care from one service to another.

. Any specific policies, procedures and/or statements of duties put in place for the transition
coordination for these particular patients

There were no specific policies, procedures or statements of duties put in place for the transition
coordination of the adolescents who were inpatients or day patients of the Centre between 6
August 2013 (when the Centre's closure was announced) and January 2014 when the Centre was

closed.

All staff involved in the transition of these patients were expected to employ ‘business as usual
transition practice, policies and procedures for these patients as further outlined at point 3 above
with the additional support offered by the West Moreton Management Committee, the Clinical Care
Transition Pane!l and the Complex Care Review Panel.

Further information about the role played by RN Vanessa Clayworth and Megan Hayes, OT,
in the transition planning process, including whether specific roles were ever formalised
and copies of any applicable written statements of duties and/or role descriptions

developed

RN Vanessa Claywarth

RN Vanessa Clayworth was appointed as the Acting Nurse Unit Manager of the Centre on 5
August 2013. In this role, Ms Clayworth was responsible for providing clinical advice in respect of
the care of the Centre’s patients, as well as overseeing the day-to-day management of the Centre.

Shortly following the announcement of the Centre's closure, it was recognised that extra clinical
support would be required to assist with the transition of the affected patients’ care from the Centre

to alternative services.

Accordingly, in October 2013, Ms Clayworth was moved into the role of Acting Clinical Nurse
Consultant. This allowed Ms Clayworth to focus on providing clinical advice on the care planning
of the patients being transitioned and to provide clinical support to the Clinical Care Transition
Panel and the Complex Care Review Panel.

The day-to-day management of the Centre which was formerly part of Ms Clayworth’s role was
assumed by Mr Alex Bryce, who was appointed as the Acting Nurse Unit Manager of the Centre on

14 October 2013.

The role description for the Nurse Unit Manager role at the Centre is attached as Attachment 10.
The Clinical Nurse Consultant role comprises the clinical component of the Nurse Unit Manager
role. Hence, when Ms Clayworth moved into the role of Acting Clinical Nurse Consultant as
described above, she continued to perform the clinical component of her Nurse Unit Manager role
while the non-clinical components were performed by Mr Bryce. We have been unable to locate a
role description for a Clinical Nurse Consultant at the Centre, however we have enclosed a role
description for a Clinical Nurse Consultant in our Medium Secure Unit to provide more clarity
around the role of a Clinical Nurse Consultant (see Attachment 11). The Nurse Unit Manager role
description (including the clinical component of it) continued to apply to the roles during the
transition period and was not amended to reflect the specificities of this particular assignment.
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The above changes in roles were communicated to staff by way of a staff communique issued on 3
October 2013, a copy of which is attached at Attachment 12.

Megan Hayes, Occupational Therapist

Ms Megan Hayes was a trusted and experienced allied health clinician at the Centre, employed as
an Occupational Therapist HP3. Ms Hayes was asked to participate in the Clinical Care Transition
Panel to provide an allied health perspective in light of her experience with the Centre and her level
of knowledge surrounding the patients and their care. Ms Hayes’ participation in the panel formed
part of her usual role and, as such, her role description was not amended to reflect the specificities

of this assignment.

6. Whether BAC routinely conducted follow up with former patients and, if so, copies of any
policies and/or procedures regarding the practice and summary reports of the outcomes

from such follow up

Given that patients discharged from the Centre were referred to other services to provide them with
continued support in the community (which services assumed responsibility for their ongoing care),
it was not the Centre's formal practice to routinely follow up with former patients. Accordingly,
there are no policies and/or procedures regarding the practice nor summary reports of the
outcomes from such follow up. | do however understand that the Centre's staff may have
occasionally contacted patients post-discharge on an informal basis to check on their welfare.

7. In relation to the BAC Review conducted in or around 2008, please provide any excerpt
relevant to the topic of transition and/or discharge planning of patients

With respect, | do not believe that this request falls within the scope of the Terms of Reference for
this investigation.

I trust this information has been of assistance. Please let me know if you require any further
information or explanation.

Yours sincerely

onaron nely ~___~
Executive Director Mental Health and Specialised Services

West Moreton Hospital and Health Service
19 September 2014
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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 vsing 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 10.5

e Being the primary liaison person with all other care agencies. These include other
hospitals, Department of Families, schools, community clinics eg Child and Youth
Mental Health Service, accommodation services, and other health practitioners involved
in the patient’s care. (8.1.2 813,82 83, 1L4ES5, 11.4.E4)

o Aitending all treatment plan review meetings (Intensive Case Workups) to assist the team

in evaluating and developing treatment strategies for identified problems. (1151, 8.1.2 8.1.3
10.6)

e Coordinating the implementation of treatment programs or strategies as directed by the
team. 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 cave. (115, 11LES)

¢ 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 Enswring 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, (114.£13,7.1,7.2 7.3 74)

w2
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.

Working in cooperation with the designated family therapist by arranging sessions with
the families and parlicipating 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, ARAFML. (1.8 32 11.4E7)

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
screening, psychometric testing and discharge summaties. (8.24, 833

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
(8.1.2,8.1.3,822,8.2.3,83, 11.4.6.8, 114E7, 11.4E.5)

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)

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.
(11.1.4, 11.4.D.6)
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CASE CO-ORDINATION

ACHS Standards

1.2.3

1.2.4

1.2.5

1.2.8

1.3.1

1.4.1

1.5.2

1.5.3

1.5.4

1.5.5

1.6.1

1.6.2

1.7.1

1.8.1

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

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

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

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

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

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.

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

Rights and needs of patients / consumenrs are considered and respected by all staff.
Care is coordinated to ensure continuity and to avoid duplication.

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.

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

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

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.

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 continning management plan to the patient / consumer,
carer, and relevant health care providers in a manner that maintains patient / consumer
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confidentiality and privacy.

1.8.2 The organisation arranges access to other relevant community services in a timely
manner, 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

1.5

1.6

1.8

1.10

3.

3.2

7.1

2

Ministers Mental Health Statement of Rights and Responsibilities (1991) and the
United Nations General Assembly Resolution on the Protection of Persons with
Mental Hliness and the Improvement of Mental Health Care (1992).

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).

Independent advocacy services and support persons are actively promoted by the
MHS 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.

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,

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.

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

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

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.

Information, relevant to care and continuing management, is given to the patient /
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7.3
8.1.2
8.1.3
8.2.2
8.2.3
11.1.3
11.1.6
11.2.6
11.2.7

11.2.8

11.3.3

11.3.5

11.3.9

client and carers, and relevant health providers, and is included in the medical record
of the patient / client.

The MIIS 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,

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.

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

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 setvices.

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

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

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

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

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

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.

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

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,

There is epportunity for the assessment to 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 MHS 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 (satisfaction 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 current 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 helptul 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
activities individually and/or in groups.

11.4.A.11 The consumer has the opportunity to strengthen their valued relationships through
the treatment 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.

[1.4 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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accommodation 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 accommodated in the proximity of their social and
cultural suppoits.

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.B.13 Consumers with physical disabilities have their needs met.

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

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

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 consumets 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 suppott,

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, carers and other agencies involved in follow-up to
identify the early warning signs which indicate the MHS should be contacted.
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Attachment 2
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-%}Quéms_lahdG’o’verhment

West Moreton Haspital and Health Service
Mental Health and Specialised Services

The Park — Centre for Mental Health

Care Planning Package

Tool Kit

Adult Services

Verston 3 August 2013
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The Park — Centre for Mental Health Care Planning Package - Tool Kit

Care Coordination Framework USSR

About the Care Planning Package 7
Background - o T, 7
Uslng the strengths model in care plannmg i 7
Computers and care planning 7
Guidelines for electronic use of care plannlng documents e T 8

The Care Planning Package Checklist
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Consumetr Particlpation Plan ..o o 22

Drug Check, AUDIT and Readiness to Change Questionnalre T X

Involuntary Patiant SUMMary (IPS) e 25

Carer Participation and sharlng Information with carers  ..nunsein 25

Mental Health Child Protection Form i N SR AT VSR AR SRR RS

Other assessments/clinical area tools 28

Resources 28

Appendices:
Appendix A - Care Planning Package Checklist..ninmmmnininm 30
Appendix B - Individual Care Plan & Recovery and Crisis PlaN.....oviemmosina 31
Appendix C - Strengths Assessment Tool 39
Appendix D - Risk Screening Tool T e 41
Appendix E - Rehabilitation Progress Report ... . 42
Appendix F ~ Consent to Carer/Family/Friend lnvo[vement in Care Form ............ 43
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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, thelr 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 developlng the Individual Care Plan (ICP)
and evaluating the care outcomes Is the role of the multidisciplinary team.

The key princlples of Care Coordination Include:

. Individualised care

. right of consumers to comprehenslve and appropriate care
. cohsumer participation in all aspects of care

. best practice

. accountability

. efflclent and coordinated care;

. evaluation of care outcomes

. continuity of care

The Care Coordinatlon madel will be flexible and responsive to the needs of consumers and carers. It
will utillse 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 cliniclans and/or agencies.

PROCEDURE
CC’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 appropriate support

and mentoring from senior clinlclans.

Ideally, there will be a CC and a CCA allocated to each consumer. The role of the CCAis to proxy for the
CC when that person is unavailable and to take on duties delegated by the CC. The CCA has the same
authority as the CC, hut cannot plan care, except in consultation 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/resldence. Asa general rule, no staff member who works 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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In allocating CC’s, consideration should be given to consumer need, staff skills and workload, However, all
clinical staff must accept an actlve 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 admlssion 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 CC and CCA positlons
should be ratified or alternative CC's should be nominated.

In ward/resldence areas where admissions are planned, the multidisciplinary team will 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 assessment and care planning priorities for the consumer,

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

on a shift-by-shift basis. The nurse in charge of the ward/resldence should facllitate this,

Ideally, 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 accountabillty 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 Relationshlp
The CC plays an actlve role in developing and monltoring a consumer's treatment plan, as well as liaising

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 occurs; and to ensure that the plan Is implemented and reviewed on a regular basls.

It is the responsibility of the staff designated in the plan to fulfli their respective roles and commlitments to
the consumer’s care, with the CC acting to advise each clinician or service of their role in the consumer’s
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 CCls a member
of the multidisciplinary team and should, wherever possible, be present at Multidlsclplinary Team Meetings
when the ICP is reviewed. Where this is not possible, the CCA (or another staff member) should be

properly briefed to proxy far the CC at the meeting.

Care Coordlnation — JCP 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 Exlt Plan should begin gathering information regarding such things as: the consumer’s preferred GP or
psychlatrlst; 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 to 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 sectlon on Carer participation and sharing Informatlon with carer, page 23)

At the first meeting of the multidisciplinary team, a comprehensive review of the consumetr’s clinical
presentation should occur, and the alfocation 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 CC Is to ensure that assessment of the consumer cccurs to assist in planning and measurement of

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

Planning Package:

. Outcome Measures (HoNOS, HoNOSCA, Life Skills Profile, Mental Health Inventory and other tools as
outlined in the Queensland Health Qutcomes Pratocol)

. 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 consumer and family
members (where approprlate). All the above mentioned tools also form part of the care plan (e.g. the risk
management 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
hot possible, then attempts should be made to negotlate 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 Muttidisciplinary Team Meeting. The plan and the interventions that are attempted are subject to
ongoing evaluation. Non-effectlve interventions should not be continued for extended petiods of time. The
plan should evolve. All attempted 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

outcomes.

A weekly review of consumer care from an ICP perspective should be documented in the clinical record by
the CC to ensure effective clinical communication and review. All clinical entrles should be made in the
context of the ICP, usually either to flag interventions that have been made that have implications for an
identifled consumer issue, or to highlight the need for intervention in a hew 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 on occasions is inevitable. Attempts should be
made, by the person convening the meeting to confer with the CC, even if he or she cannot attend the
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meetlng. 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 informatlon Is avallable 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 functionallty 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. Issues highlighted by such discussion should be

conveyed to the multldisciplinary team.
2. During multidisciplinary team meetlhgs. Particular attention should be paid to Issues that have

been standing for longer than three months {unless an extended timeframe has been anticipated

during 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 Consultant Psychiatrist retains this responsibility and
the CC s 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-orlented individuallsed care, whilst meeting local requirements and national standards for
documentatlon 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 plans, and Integration of tools and measures. As
a result of longitudinal audit informatlon, consumer and clinician feedback, the changlng clinical scene
and dacumenting practices (eg computer systems for recording Informatlon), the new care planning
package has been developed to enhance the way In which we plan and dellver care.

Using the Strengths model in care planning

The recovery princlples have guided clinlcal practice and service planning at The Park. Changing
practices towards consumer focussed care has involved a conslderable change in work practices,
attitudes and culture. These inltial steps have laid the foundations for a strengths-based model of care.

The Strengths model Is a way of viewlng 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 princlples of the Strengths Model:

S|x Prlnclpies of the Strengths Model - Rapp and Wmtersteen (1989)

. The focus is on mdwldual strengths xather than pathology

* The care coordinator / client relationship is primary and essential

) Interventlons are based on the principle of cilent self- determination -

. Assertlve butreach Is the preferred mode of Intervention

¢ Long-terin psychlatrlc consumers can contfnue to learn, grow and change and can be
assisted to do so :

* Resource acqulsition goes beyond traditional mental health services and actively mobilises
the resources of the entlre community

The Strengths model has been used and researched successfully In community mental health settings
and is becoming accepted practice in many inpatient 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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CIIVIHA Is a consumer-centrlc clinical information system designed to support mental heaith clinicians in
the provision of safer quality mental health services. CIMHA Is used to record and access clinical
ihi‘or%ﬁatiﬂgn.én consumers that is essential to care planning. In particular, care planning requires the use
of CIMHA for:

s [nputting and reporting on outcome measures

¢ Recording Mental Health Act 2000 status, forms and requirements

e Recording ‘alerts’ and risk information

¢ Sharlng Information within the mental health network and updating care coordinators through

clinical notes, messages, etc,

All cliniclans should receive training and orientatlon 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 qulckly access the
consumers they are allocated, and other clinicians can identify who they need to contact to share

information on a consumer.

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://aheps.health.qld.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 electronlc toal, to improve ease of completion and
make reviews more efficient. Using care plans electronlcally does pose some conslderations in relation
to:

* Confidentiality;

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

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

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

Accessing the care planning tools electronically
All care planning tools used for adult consumers 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. MH1). The ICP template Isin a ‘word
template’ form (easy to identify by the yellow top on the icon).

Completing an ICP electronically
Once the ICP template form Is 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) to 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 menu, or
tick box. You can also use the tab or arrow keys to move from one fleld 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 under the toolbar. Thls 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 Whlle you are still able to complete the
ICP in hardcopy 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 'Flle’ 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:

Consumet’s Surname_Consumer initial_Year(XX)Month(xx)

Some examples of this convention are:

Frankston_B_0703.doc Indicates an ICP for B. Frankston completed in March 2007
_I-k_enclersonﬁw_0710.doc Indicates 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.

tt 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 Informatlon here Is a breach of privacy and
confidentlality. Please double-check the save destination (where you are saving the document to)
before clicking on the ‘save’ button.

Uploading Care Planning documents to CIMHA
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 Summary), 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 clinlcal team, and

filed In hardcopy In the clinlcal 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 flle may also be
more accessible for quick review by other staff working with the consumer.

Reviewlng your ICP & saving your revlew
When the review for the consumer you care coordinate is coming near, you can open the saved ICP

electranically In Microsoft Word, and make any necessary changes qulte easily. The bulk of information
wlll already be there. It is Important to still go through each of the areas to check that the details are
updated. The ‘Progress of Care’ sectlon at the end of the ICP gives the opportunlty to record any goals

that have been 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 clinlcal 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 be 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 1t manually as each tool Is reviewed or
revisited. The checklist provides a quick guideline for campletion 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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Reviewlng or revisiting?
Care coordinators and consumers may sometimes feel that they are completing tools unnecessarily,
when the information or scares haven’t changed in the three month period. For some forms, it may be
acceptable to re-visit the informatlon 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:

e Outcome measures (HoNOS, LSP, MH]I)

* Risk Screen Tool

* |nvoluntary Patlent Summary

* Individual Care Plan

e 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;

e Consumer participation plan {check with the consumer If anything is different)

o Strengths assessment tool (this should be a ‘living’ 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 sighing a number of reviews).

o  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 living document that is used to direct care and clinical decision
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 involvement. All parts of this front page are to be completed. The ‘Summary of Presenting
symptoms’ box Is a chance to document briefly the main presentlng issues and clinical concerns of the

past 3 months only.

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

* Maintaining mental health
» Physical health, nutrition & ADLs (Weight, diet, physical comorbidities, self care & hygiene)

¢ Substance misuse

» Daily living situation/Financial/Vocational/Educational
» Social Supports & spirituality

» Leisure/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:

Page 11 of 44




EXHIBIT 319

CO0l1.018.0002.9568

The Park = Centre for Menial Health Care Plauming Package - Tool Kit

Substnuice NHswuse: Dxugs, Tobacco, Alcohol & Other Harmful Substances.

8 Irag Check & Audit Completed on CINMHA Data: 10312013 ] mmmm;_mmcm.pm:mmr ved Data: 133
Subslanes Misuso Problem idnlifisd Flves [ Mo 19 Buokne Cossarion Padway Commg Dale; 10913
Consumer's Goal Siafenent: Sunmary of Current suest

Was ahaavy moker (402 day)bul has baen successfully using fihaler & patelias to ceace

Twant s sep mmoking forever
ok, Ocensioni] diug wa wlan on dava.

: 3 ét' TSP Seates 2
Areis Ie imlidﬂ Btk nﬁunll bq weivwlng, AT0T Sgpor, MAISE Proges, Poths wdiotha Prognnt
Rafer o Doty Chede ¢ fandle, Riadangs 1o Change ol D&AP\MN}'
Team Menhary p—
ResponsDhla eviaw
Stratkegh: Connmiar Aclons ) ISu)pur)Ruleflfnabmnb Mwhthg GJnma‘u . Date
 Stai daamasing wse of Hicolila Radica datly uss of hiduler, Encourage wt of bvulr 3 PRI ey, | Hunbig s alT'L 16 {175
Replacemunt Theraplas, Cordire Yowear NRT patelues.
“Fxine UDS 16 be conpleted whan Twall ot use dings widls on Teava o7 AdubGier UDS when ccsunier s | Huxsig sTaly TIOR3
retom fiom ovemight keave a8 parLCT | cooperalewilh UDS ostichun froi Jaave.
cordifons i

Sirabghs thal have workedllldn's ok In tho pasi (Progiess of (.m)
1 o advolelpropien neohheralacoiod sresies de : : A
5k THA Ttwoste? Panvida do tafls Dak Atempid/Implonmniad
ARaded FTATSE mhabditdon pwogrm Helped HikeundersTand Hits memalicnal diug usa, Mika s avoidad ApnlZ0I3 =
sihuations likely b2 Jaad lo draz use whila onLCT. =

Cateqgory heading:
Thls glves the names and brlef description of the category.

Data relevant to this category:
Sorne categories have a sectlon at the top of the page that allows you to outline Informatlon and

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

Consumer’s Godl Statement;
This Is the consumer’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.

st should be written using the consumer’s own words as much as possible, and specifled as

precisely as the person understands it.
The consumer’s goal Is not to be debated, but rather accepted and further explored. It may or may not
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 recard 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 “Dally Living Situation/Financial/Vocational/Educational, there are two
HoNOS items (Item 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 HoNOS 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 score of 3 or 4) should have relevant strategies for

addressing these problems outlined in the care plan.

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

care plan strategles. “Areas to consider” gives care coordinators a list of Ideas for treatment and
recovery strategies relevant to that category. “Refer to” gives a list of assessments or Informatlon
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 required 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 clinlcal concerns. See the informatlon on pages 14-15 about

goal setting and developing strategies.

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

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

“Team Members Responsible” refers to the specific person/s who will implement the support-
role/treatments. “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 overvlew 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. It's important to remember the situation and context
of treatments, people involved, etc and how these may influence outcomes. Details in this table can
provide clinical 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 managing crisis situations,
This section can be completed in a number of ways:

s by the consumer on their own;

¢ 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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o with input from carers or family;

¢ using information from the Strengths Assessment;

° acomblinatlon 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 crisls sltuatlons. It is something 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 s 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 relevant for the consumer for that period need to he 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. Likewlise, not all sections need to
have lots of strategies or goals. Consider what Is 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 mlsuse Issue, but the
clinlcal 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

part of the consumer actions.

“Strateqgies” are the short-term goals that are specific, measurable, und achlevable,
Developing goals that work is a skill, and is an important way of ensuring that a care plan is
individuallsed to the consumer. The strategles 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 positive terms

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

o Measurable and observable

*  Specific (hot vague) and time-limited (has a review date)

¢ Understandable and meaningful to the person

For example a goal statement might be “I want to be an actor”. Uslng 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 heeds 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”

“I wiif 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 more 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 smaller, achlevable 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 approach:
- Good: Jacob will independently engage in one leisure activity in the community on a weekly basls 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.
- Notso good: Anne wlil 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 ane way of recording goals and outcomes for consuimers.
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, Vulnerabiilty 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 behavlours. The Rlsk Screen Is completed on admisslon and reviewed at least three monthly {more

frequently in some clinical areas). Ad hoc assessments of risk are also carrled out when there Is a change
in the consumer’s behaviour (or risk factors), a eritical incident or prior to transfer or discharge. This Risk

Screen Tool is a template on CIMHA.

The first component of the tool Is a checklist of prompting questions 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 intervention.

Below the checklist there is a free text field for details regarding risk and mltigating factors. The most
impaortant part of the risk assessment is the information recorded in this section. The comments noted
should yield the information required ta: 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 suiclde, 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 responsiblilities for
children, If yes, a Child Protection form must be completed on CIMHA. This Is followed 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-speclfic Informatlon to enable effective and appropriate clinical
risk management. Information to include in this section:

» Protective and mitigating factors

®  Stressors

»  Strength and supports

»  What will Increase or decrease the consumer's risk?

» Is the consumer possibly In early psychosls or prodromal?

®  Conslder historical Informatlon In relation to current dynamic and contextual factors
»  Where risks are identified, document strategles to address the ldentifled 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

responsibillty 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 judgement.
However, it Is important that the Risk Screen be reviewed as required and revislted to reflect 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 emphasls on health outcomes and information systems to support quality improvement has been
gainlng momentum in the wider health sector for several years. The implementation of routine outcome
collection in 2004 by all Queensland mental health services, has led to services becoming more able to
explore and ask questions about the benefits 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 clinical setting include:

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

* Asa clinical tool to inform treatment planning.

¢ Ta evaluate the effectiveness of treatment and individual care plans.

* Toincrease dialogue amongst members of the treating multidisciplinary team.

¢ Tofacilitate engagement and partnerships with consumers and carers in care planning.

» To assist in professional supervision.
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TED / COLLECTED

Health of the Natlon Out¢ome
Scales for Children and

Realth of the Natlon Outcome
Scales (HoNOS)

Health of the Natlon Outcome
Scales for Older People

Adolescents (HONOSCA) Life Skiils Proflle {LSP) {HoNOS65+)
e Children's Global Assessment Focus of Care {FoC} Life Skllls Profile {LSP}
Scale (CGAS) *  Princlpal Dlagnosls {ICD-10-AM) *  Focus of Care (FoC)
®  Factors Influencing Health o Mental Health Legal Status ®  Resource Utilisatlon Groups -

Status (FIHS) Actlvities of Dally Living Scale
®  Princlpal Dlagnosls {ICD-10-AM]) {RUG-ADL)
¢ Mental Health Legal Status *  Principal Diagnosls {{CD-10-AM)
¢ Mental Health Legal Status

CONSUMER SELF-REPORT
e Strengths and Dlfflcultles o Maental Health Inventory {MH!) *  Mental Health Inventory (MHI)
Questlonnalre {SDQ)

The Outcome Measures are completed on CIMHA according to a collection protocol. You can also
access hardcopy forms from QHEPS or from G:\Care Planning\Package of Tools\Outcome Meastres
when the CIMHA system is down, for cansumers to complete their tools, or if your clinical team prefers
to complete the toals together. For more detalled informatlon on accessing tools and how and when to
complete the measures, talk to your supervisor and go to
http://gheps.health.dld.gov.au/mhinfo/outcomes.htm for resources. Your clinical area should also have
a copy of the Clinlclan’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 Seitings” by Paul Liddy. Available from G:\Care Planning\Strengths Madel

The Strengths Assessment is a toal deslgned to help the client and care cootrdinator becorme 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 avallable via G:\Care Planning\All Tools - Care Planning Package\Consumer tools. See Append|x 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 invested 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 begin 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

speclfic and thorough.

Certalnly 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 cllent
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 continuously over the course of

engagement.

What the Strengths Assessment Is aiming to capture and clarify are the qualities, talents, skills, resources
and asplirations that a person has for their recovery journey. One would not expect to see a collection of
deficlts or negatlve comments, There is usually nothing contalned within this Informatlon that helps
people be successful. But have no fear, any relevant limitations will be uncovered during the goal planning
phase and can be viewed posltively as challenges to be overcome. Recording them on the Strengths
Assessment, however, can have the effect of limiting the vislon of participants to the possibllities,
effectively closing the door on potentially viable alternatives,

If you have never attempted a Strengths Assessment with a consumer before, it may be 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.

Personal Quallties
Thls box on the second page glves an opportunity to capture those personal strengths which may not fit

neatly into the domains. Qualities such as “frlendly”, “enjoys the moment”, “has a great sense of
humour”, “generous”, “tenacious” etc might be written here.

Prioritising goals
The Strengths Assessment bullds up over time, and It may be difficult to know which asplrations are most

important to the consumer at any one time. At the bottom of the Strengths Assessment Is a box which
allows the consumer to highlight the three priorities for goals or aspirations. These priorities should be
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 presctiptive

and should NOT be used as an Interview or interrogation! Remember that this process of Strengths
Assessment Is ongolng 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 will

potentially save time in the long-term!
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Areas to Exp!ore through the St:engths Assnssment T
--Mental Heaith il R

Deslres{ps[ Iratlons
* As suggaslcd by the ccnsunw ln
thelr ovun words, For example:’
’To get out of lhls place. !
“Being able to stop the volces”
- “Knowing when I'm gelting stek.”
“ want to ba able to refax.”
s Consider miracle quustlmh Ifyou
- woke up tomarrow and the liiness
vias gone...,what wauld you be l[ka?
What vmuld yqu do?,
& Are thére lhlhgs you'd llke to manage |
© heltern terms of vuur mentnl

:Present moment

» How do you see of undf-rsl'md vour

o liness?

-'Medicatlons How do you mamf_,:_ your
.mndrcaﬂon? llow do you hand;‘e sIde =

.

¢ Do vyou experlence symploms of your ]
“llness? What are they lke? What kinds of
:th!ngs do you do to cope with or fanage
::_-_'your symptoms. i
What produces stress for you? What do
“yout do'to mannga stress?
_ Caping tools.and strategles wlmt are

you dolng now to stay well? health?
‘s Wha tlo you ﬂnd It useful to talk to
-:when yolur feellng down or unwell?. .
Link to Recovery and Crlsis Prevention
Plan AL . ; ‘.:_ o
Physlea Heal\ utrition, Activl esqu Livh ;
- Current Sgatu Desrres.{Asnitatlgn
. Hw.rwmﬂd you descrtbe your hcnith at . Are there things you are working on or
prescnl? would llke to work on wlth regard to
o s belng fn gaod health Impurlant to your physical health? (e.g., losing
“you? Why/wlw not? welght, managing symptoms, smoking

lass, delnking less, healthy eating, etc.)
What Is Impdrtant to you In this area?
Is there-anything you would llke to
-Jearn more about, Improve or change I
this area?
Are thelr habits or routines that you'd
like to develop to look after yourself,
your appearance and your hyglene?

What kinds of things do you do to take
care of your health or to stay healthy? ¢
Lo Medlcal Uoctar current[y‘ sealng
: Dentist
Diet and eating habits
Do you exerclse? What type? .
Use of over the counter
medicatlons.
o, Birth control
o . Smoking habts
o What are some of your dally habits or
routines? How do you take care-of your
_ personal hyglene and appearance?

¢ Qe

ally Living Sltuatlon/Financlal

Deslres/Asplrations

Do you like where you llve? When you
leave the facllity where would you like

Cdnjer"{t Status
» What'ls good about where you llve? What ¢
do you like about where you live? (e.g.,

warm, good food, activitles, etc.) to live?
* Do you have a TV you can watch? « Do you like living alone? With other
* What personal assets related to daily people?

If you could change one thing about
your Jiving situatlon, what would It be?
What would your ideal living sftuatlon
be? {e.g., living on a farm, buylng a
home, etc.)

Is there anythlng you would want to
make your llving sltuatfon easler? (e.g.
a music player, posters, boaks, etc.}
What Is most Important to you In your
living situation? (e.g., feellng safe,
people to talk with, private space, etc.)

living does the person have? {e.g., Doyou ®
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 e
or enjoys? (eg collects things, palntings,
Is particularly tidy, embrolders, has
aquarium, etc.). .
What does the person enfoy dolng or s
good at doing In terms of dally living task
If anything? {e.g., cooking, cleaning,
graoming, etc.)

»  What would you like to be different
with regard to finances? How?
What Is important to you regarding yot

Do you have a bank account? What kind?
Payee? Name & address &
How do you budget & manage your

Resources

Care coordinator, care coordinator

“Eamlly, Friends

General practitioner, Psychlatrist
Support groups, community Broups {eg church,

“NGOs, sports teams]

Recovery and Crlsls Prevention pTan / relapse

“management plan -

Identify what has worked In the past. If unable -
to Identlfy, ask _'..\._rhat_the person was dolng

‘when they were well/ hefore becoming unwell,

Resotrces )
Address resources used In the past for any of the

areas mentioned In current status,

What healthy practlces have been used In the
past?

What educatlonal sesslans have been offered
in the past, did this help?

Previous lifestyle behaviaurs that
promoted/improved physlcal health?

Previous Interest In physlcal
actlvity/sport/cooking?

Wera any of the resources used in the past (DR's,
hospltals, exerclse activitles, medicatlons, diets,
symptom management technlques, elc.)
particulatly helpful?

How were ADLs performed In the past?

Resources

Where have you lived In the past {lIst each}?
With whom? For how long? What was the
type (apartment, group home, house, nursing
facllity} and location?

Are there things you really llked about any of the
past living sltuatlons?

What was your {avourlte living situation? Why?
Are there things you had In a past living situatlon
that you do not have now but  you would like to
have again?

s\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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Lmeney?

B How do you pw your bf”s?

Do you have éxtia spanding money each
week? How milieh? Wl

Incame{w nd n]ount),eg = gt

e Centrellnk_(DSP etc}, DVA -

** e iincome from work ) .
® Famlly” rlend ans}'issismnce

lonalﬂEdgggﬂg. nal H

Current SldtUS a0

What Is the person doing wlth regardto e
,t pmducli\-n activity?. Include type, where,
and amount of Ume. (&g, Correspondenc
“classes In art, self-paced Ieamlnﬂ ona e
i mplc of lntemst] B
Activitles that could be Inchlded In lhls
- category: volunteer waork, schnnl, add Job
_helplhg others, etg;
Highest Ieve!ofoducarlon {e, |§, GED, hla :
: _s:hocl 22 hours of undergraduate work, . ®
B.A. etc,) 9
What do yoti [Ike Hiou; vmu current
activities, ste.? ¢
What Is Important to the persnn ahoul °
what lhe\) are dolng? (e " like the
“extra monay" “helping people”, ”befng
around people”, “belng n chdn_,e of |
somethjng”, ete, }

Part]ru}arly Ifthe persun Is notdolig

canything In tlﬂs area, what are yelr Thtecest’

skllls,. abllitles related to product{ve activity?
(e.m. “Tin very mechanical”, “l enjoy the
outdaars”, “)\rt Is my pnss!on" eté.) -

Soclal Supports/Spirituality® . -

Who do you spend time with? Whoare  »
your friends? Who do you feel close to?
Who makes you feel good when you're  »
arolind them?

Do you have anybody that contes to vislt
you or.that you spend time with? What
kinds of things do you do together?

Do you have a pet? Would you like one? »
Do you have visits from any members of
your famlly? Are the visits pleasant or
stressful? Do you rely on any members

of your fanilly for support?

What Is it you llke and dislike about belng
with other people?

What Is [t about belng alone that you like:
What kinds of things do you do when you
are alone? What do you do when you fee
alane?

Is there anything In your life that brings

you a sense of comfort, meaning, or
purpose In your fife?

What glves you the strength to carry on Ir
times of difficulty? *
What do you belleve in?

What do you have falth in?

tinances? (e.g,, |want extra money .

-each week to buy treats; | want to be

able to rent movles; | wish | had a

- savings account, etc,),
“Are there benefits the pecson Is entitle:
to, butls pql gelting?

.Uesf[es{ﬁ p![gglgn.s &

Do you have any rles!re to work? Go

+toschool? Volunteer? Earn extra
-, money? 3

1Fso, what would l.hal he duing? What

“do you enjoy dolngi What do you °

have experlence dolng? [e g, “I'd fike

~togetanursing de{’rce" il like o wWo

- outsde ahd with my hands", “ Irkn
“helping § people” etc.)

i you could be or do anything you

- wanted (eareerwise), what would that

‘be? What Is It about that that nterests

Clyoup
If the person Is dolhg some type of

i -actlv]ly currantly, Is the persan
sallsfied with what they are dolng? Is

there anything abotit what they are
dolng they would like to change? Is
there any other activity they would like
todo [n additlon?

Asplratlons/Desires

Is there anythlng that you would Jike tc
be different In your soclal life?

Are there any areas of you life you
would llke to have more support In?
(e.g., splritvality, better relatlonship
with famlly, more friends, someone to
share your Interests, etc.)

Are there organizations, groups, clubs
that you do not currently belong to, bu
would like ta? (e.g,, church, ratary
club, hook club, astrology club, etc.)

Are there beliefs and values you'd
like to learn more about?

Are there steps along your splrituat
Journey that you'd like to reach?
Would you llke to explore your faith
further? How might you do that?
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Lhat they are not uslng now? (e.g., payee, taking a
{nancial management class, used to have a

sa:vlngs/che,cklng account, etc.)

Resources

*  What type of actlvity (work, school, yalupteer
" waork, tralnlng, etc.) have you dane In the past?

For how lehg? Whenr‘ Where? thl dld vau ]Ikl
or not-like about 17 -

*  What kind of vucatlundl services have you
received In the pasl?

¢ Have you heen/are you on any Work Incéntive
programs? _

*  What work situatlons have you found most
énjoyahle and why?

Resources

¢ Have there been Important people In your [ife
{e.g,, friends/famlly} that you have felt supported
by in the past but currently do not spend time 3
with? Who?

s Arethere places you used to hang out/ people
you used to hang out with lhat you do not
currently? Describe who and where.,

* Inthe past, did you belong to any groups, cfubs,
and/or arganlzatlons? What were they? Did you
enjoy them? What did you enjoy about them?

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

»  Maeditatlon |
*  Art |
. 12-step programs

*  Temple

+  Musle

s Community service

*  Organised rellglon

¢ Nature

*  Fellowship with others
¢ Political Justice

o Altrulsm/glving
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.*Defl[lllmn fS}'_l!I’Illml[l!(

:conn::ctlou ta the greatur uniuerse For some paop!c 1hls may have to do with (:od and somc type of organlzed rellglon, for athers It may be o
lndlvidual refatlonshlp w;lh a hlgher powar, for athers it may not be speclficall‘y definad. Reil;,lcn Is not necessarily synonymos with

spiritua{lw g

'Do not Ilmit thu L[L"H]"OH lo Dnly an lnslltuﬂun, churtll, or denomlnatlun Also, do not Imposv your own thoughtsor I:Plle[s on the person,

f Lél's'tjre',{ !3gccéétl0|3

Current Status : AN esires,{;‘\ plrur.rons Resources ;
* What do yau do for fun? s What fun things do yos.r like to do, but  +. Explore pdSl involuements, Interests, activitles
» What are your hobbles? ' are notdomg currently?- listed iy rur;enl status, Where did the person de
+ What do you do to rctnx and enjoy *  Have you ever wanted to try snmalhim . theactlvities? With whom? )
ynursel!? ; "0 “that sounded Iike fun, but you never  »° What activitles did yoir most enjoy in the past?
* Do you ever go ant on leave, esr.drtecl or - havedone? . T ;What was [t about the activitles you enjoyed?

unescorted? If s0, what do you usually de = Explore (Ieslres rlsted In current statlss,
Doyou have a Vi Wuurd ynulike one? Lt - i :
What Is your favaurite TV show? Doyou
Ilke movles? What kind? Wi:ols \,raur
favourlte sctor? .
bo you like to read? Wha Is your
© favourlte author/type of books?
* Dayau like to cook? What Is your
. Tavourite meal? :
What talenls do you have? What are you
. hobbles?
if you could do anythlrig you wanted for
one day, what would youdo? '
_ When do you get bored? What do you dc
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 out the strengths assessment?

Always remember the fourth principle - the relatlonship (not the assessment form) Is primary and
essential. The care coordinator should always use the strengths assessment In the context and flow of the
relatlonship, not as a static document that is forced on a person whether they like it or not. If the person is
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 mare willing to give it a try.

(2) “What if the person has a 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 leave 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 hot something the person wants
to 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 typlcally the only written assessment that Is completed by the
mental health agency. For billing, legal, or other risk assessment protocol most programs require a
complete psychosoclal 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 psychosocial 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 beneficial If 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 tool to promote recovery and growth. Do not let It

get burled In the chart with all the other forgotten formsl

(4) “What If the person gives you information that you think is delusional (e.g., “What Is your income?” “|
recelve a million dollars a year from the FBL.”} Do I write that down?”

The short answer, once agaln, Is...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, their ideas and beliefs, not our opinlon 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 difficutt?”
When done with good clinical skill and genuine Interest, this type of exploration does not reinforce a
harmfui delusional system but rather sets the foundation of trust and safety that people often need to

step out into recovery.

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

o |If there are no changes to the information collected in the Consumer Participation Action Plan — the
tool DOES 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-

»  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
more 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 consumetr’s preferences in relation to the questions In
the first column. This gives an opportunlty for the care coordinator to acknowledge exactly what
the consumer wants- even If It s 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., l want to
attend the team meetings every time my Care Plan Is revlewed, with my carer), The care
coordinator can asslst 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” arlsing from what the consumer has
identified in the middle column. This column should be completed by 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 should 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 multidisciplinary treatlng 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 avallable as templates on CIMHA.

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

On Admission;
» The Consumer Assessment form an CIMHA should be completed by admitting staff, which includes a

drug check to Identify potential 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 coardinator/assaciate, 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
Severlty 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 identifled. ,

> The clinical team may also use other assessment tools that they feel are appropriate. |

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

Reviews:
> For those consumers ldentlfied 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 do 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 cansumers who are not regularly screened in the

following situations:

> If the treating team suspect that the consumer has recently commenced or recommenced using
drugs/aleohol.

> If the consumer returns a positive urinary drug screen,

> If the consumer admits to having used or had access to drugs/alcehol,

> 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 Clinlcal 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, observatlon, clinical notes, relatives, referrlng agencles. Treatment and
interventlons 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). It
should be noted In the care plan if the consumer has not particlpated in the screening and assessment

process,

Notes about the tools!

> Attempt to get at least two sources of Informatlon ko complete the screenlng tools, usually the consumer and another
source (clinician, famlly member, clinlcal chart, etc).

> Scoring guidellnes 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 relation to
their substance use. This can assist clinical teams in declding on appropriate Interventions to attempt with the

consumer,
»  All tools are avallable at G:\Care Planning\Tools\D&A Screening Tools OR G:\Everyone\Drug&Aicohol\Screening

tools
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oluntary Patient Summary

The involuntary patient summary maintains current Information that Is pertinent to risk assessment and
risk mahagement. 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 diagnosls; Mental Health Act 2000 status; LCT provislons and conditlons; offence history;

contact detalls of the treating service and any other pertinent information
s 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 AdmInlstrator’s

(Medlcal Services Officer) file, Please ensure that the MSO either recelves a hard copy, or is
notlfled 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 approprlate.

arer participation and sharing information with cal

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
heed to be considered, however, in terms of the consumet’s consent for carer involvement and

information sharing.

The Consent to Carer/Famlly/Friend Involvement in Care form is 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 conslderations.

This form is to be completed on admission, and revisited during care planning review to ensure that
recorded details and consumetr’s wishes remaln current. A copy is to be sent to the Clinical Initiatlves
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 Particlpatlon\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 Coordinator.
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The Child Protection Form Is a standardised note template In CIMHA. The Child Protection Form should '
be completed, saved and signed electronically on CIMHA. A hard copy must be printed and flled behind
the Individual Treatiment Plan divider of the clinical record.

The following process applies to all consumers who are current consumers with a mental lllness and
have care responsibilities (on a full-time or periodic basls) to children under 18yrs. “Care
responsibilities” for a mental health consumer who is an aduit (18yr+) with a mental illness Includes:
. biological children and children within a step or de-facto relationship; and

children for whom a mental health consumer has care responslbllitles on a full-time or periodic
basls (Including access arrangements to own children or sole care of partner’s, housemate’s or

friend’s children)

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

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

the cohsumer.

If it Is Identified that the consumer has care responsibllitles for children, the Mental Health Child
Protection Form must be completed. This form identifies:
. the demographlc detalls of the children

' the Immedlate welfare needs of the chlidren
the presence (or absence) of an iImmediate 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
inltiated as required (see section on Reporting Reasonable Suspicion).

On admission, the CIMHA system also requires identification of chlld protection issues, The user
reglstering the admission will be required to respond to the following question:

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

if 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 CtMHA 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 available on CIMHA.

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
section on Reporting Reasonable Suspicion).
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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 episode in CIMHA the following questions will need to be answered:
1. ‘Does the consumer have custody or care responsibilitles (either on a full-time or periodic basis) for

a child?’

If *Yes’ s entered in response to the above question the following will be asked:

2. 'Has dn assessment been conducted using the ‘Guldelines for the consideration of Issues related
to the Impact of mental iliness on a consumer's parenting role Assessment of the Impact of Mental

Hiness on Parenting’?’

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

Reporting Reasonable Suspicion of Chlld Abuse and Neglect

If a Queensland Health employee has reasonable susplcion of chlld 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

youhg person,

For information and assistance in relation to reporting reasonable susplicion of chlld abuse and neglect

contact the CNC Child Protection on or pager during business hours. The form for
reporting to the Department of Child Safety can be found in the Child Protection Resource Folder

lacated in each unlt or online at http://gheps.health,gld.gov.au/csufpdfiscan forms/form interactlye,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 clinfcal supervisor. Some of the tools used in the clinical areas include:

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

For High Security:
* HCR-20
¢ DASA

Other tools include, but are not limited, to:

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

Clinlcal 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.

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

inter-Service Communication Plan — formerly, the Crisls Management Plan, thls form was developed for
farensic 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 agencles Including supported accommodation
service contacts, family members, approved responsible aduit and provides information on risk
management, e.g. whom to contact and how to respond to the consumer in a crisls. The Inter-Service
Communication Plan is unique to The Park and Is to be completed in consultation with the Forensic

Liaison Officer (FLO).

Relevant G:drive directories:
G:\Care Planning (includes the package of tools, audit results, and relevant information)

G:\Everyone\Carer Participation {includes forms, fact sheet, and carer participation plan).
G:\Care Planning\CIMHA {includes training resources, fact sheets and relevant information).
G:\Everyone\Drug&Alcohol {includes tools and relevant information).

Workplace Instructions on care coordination available from:
G:\Everyone\Workplace instructions — All Areas
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Strengths Model information avaliable from:
G:\Care Planning\Strengths Model

Library resources/references:

Rapp, Charles A. & Goscha, Richard J. (2006). The Strengths Model: Case management with people with
psychlatric disabllities. 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

mentalf Hiness. New York: Oxford Unlverslty Press,
(From The Park {ibrary call no. 362,204255TR 1998).

Walsh, Joseph. (2000). Clinlcal case management with persons having a mental liiness: A relatlonship-based

perspectlve. 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 :

Bailliere Tindall.
{From The Park library call no. 36220425 S0C).

Perkins, Rachel & Repper, Julle. {1999). Working alongside people with long term mental health problems,
Cheltenham : Stanley Thornes,362,2042562 WOR

Ralph, Ruth O, and Corrigan, Patrick W. (eds) (2005). Recovery in mental iliness : broadening our understanding
of wellness, Washington, DC : American Psychological Associatlon. 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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Patient ID Label
CONSUMER PROFILE
Neme Siengnire .
Consumer: Mike Leggings Date Completed: 30/7/2013
Care Coordinator: Johony C. Lately Review Date: 1/8/2013

Assoc. Care Coordinator:  Anna Conda

Approximate
MHRT Date : 13/9/2013

Authorised Doctor: Bill Waternauese

Noie: The ICP must be signed by the Authorised Dactor 1o comply with the MHA2000. When signed by an
Authorised Docror. this form replaces the MHA2000 Trearment Plan Form.

Regular assessment to be conducted by the ICP discossed with consumer
authorised psychiatrist (siure the intervals in duys or Consumer given copy of ICP

weeks): 6 weekly [} Consumer attended Team Meeting

Significant Progress/Setbacks for the comsumer over the last 3 months
(ncluding medication changes, PRIME Incidents, seclusion, engagement in
structured day, leave etc):

» Michael continues to have auditory hallucinations, some of which are
distressing and others he finds comforting or amusing.

| * Expresses anxiety over financtal matters, keeping his flat, and fear of
neighbours stealing property (?delusional)..

* Some agitation over past 3 months; two incidents of requesting time in
comfort room

| * Disorganised thinking, poor concentration and attention.

| » Medication:

Olanzipine 10mg nocte

Alprazalam 1mg PRN

Diagnosis: Schizophrenta, mspeciied (] Unable to discuss with consumer due
to:

F209

Mental Health Act 2000 Status:

[1 Voluntary [} 1m0 [X Forensic []SNFP
M Classified [J Chap7(part2)

Currept Limited Community Treatment (currently accessing):

[_] Escorted Campus Leave [] Unescorted Campus Leave [_] Nore
[ Bscorted Ground Leave [[] Unescorted Ground Leave
[] Escorted Off-Ground Leave ] Unescorted Off-Ground Leave Overnight Leave

Has a Crisis Intervention Plar (CIP) and/or Inter-Service Communication Plan been
completed in conjunction with the Forensic Liaison Officer (FLO)?

CIp: Yes [] No [ ] NotRequired
ISCP: [] Yes [ No  [X NotRequired

Does this consumer have active alerts in place?

[(Oves [XI No [ Has alert been entered/reviewed on CIMHA?
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Signs of Becoming Unwell, Risk Assessment & Management Plan

Has the consumer completed a Strengths Assessment ?

Xves [ No

Has the consumer completed a Consumer Participation Action Plan 7 [I¥es X No

Consumer’s Goal Statement:
T'want to learn how to relax and stop the jitters when they happen.

Has seclusion and/or restraint been used with this consumer? K¥Yes[ |No
Has 2 Trauma Restraint and Seclusion Tool been completed? X Yes ] No
Has a Seclusion. Episode Form been completed? X Yes [ 1No

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

HoNOS |
Scores |

0

1122 3|7

4‘2 6

0| s

2

thoughts. Previcus ageression. See psychologist report 22/6/13,

eorest] 710 190 2[5 ] 1 [ | 1 [45] 1 =] 1

Areas to consider: Psycho education, Consumer’s coping strategies, Managing medication side effects, Psycholoé,ical Imterventions, Comseﬂing,
Refer to Consumer Strengths Assessment. Risk Screenine Tools & Management Plans, Behaviour Manasement Plans, Psychologist Assessments, HCR20

Scores: = i
Relaxation techniques, restrictive practices.

| Team Members
Strategies f Consumer Actions Support Role/Treatments (inct udvliegll’l?:zb’ie Carers, R]t;x:;w
NGO’s exc)
Try three different relaxation techniques | I will find out about different techniques | Provide information and training for Psychologist, rehab staff, 1/10/13
to use when Mike is feeling anxious. and choose 3 to try. relaxation techniques.
Learn and practice techniques, one at a Support and encourage Mike in All staff.
time. { practicing relaxation.
Help Mike identify which techniques Psychologist, CC, rehab
work best, and why. staff.
CBT approaches to be tried through ,
weekly sessions. Psychologist !
Chart the use of PRN medication for Mike will record his mood and triggers Record symptoros, 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 ‘
| monitoring side effects. about any concerns or changes. monitor side effects, particularly weight
gain.

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

2.2 medicarions. psycho-social interventions, risk mona REMENL STrAIegiss -

Strategy Did it work? Provide details Date Attempted/Implemented
Use diswractions when Mike is disturbed by voices. Using music and TV as distractions worked well, and talking reassuringly to Mike. Commenced May 2013
Playing cards or sames does not work effectively, as Mike is unable to concentrate. Continue as required.
HONOS: 1- Overactive, aggressive, dirapive or agitaled: 2- Non-zoadeniz) self injory. 4- Cognitive problems; & Problems with Hallrcinatons/Delasions; 7-

LSP: 7- Violence 1o others: 10- Medication relisbility/compliance; 11~ Willingness o take medication: 12- Co-operation with health workers 14- Offensive b

Problems with Depressed Mood; 8- Otaer mental/bahaviotsd probiems
ebaviour; 15- Iresponsible behaviour.




EXHIBIT 319

Physical health, Nutrition & ADL’s: Weight, Diet, Physical Co-morbidities, Self Care, Hygiene.

CO0l1.018.0002.9589

Date: 1/8/13 ‘ Date: 1/8/13

at 77kg 2011-2012.

Height 179 cm | Weight 82 kg |BMI: 255 | Waist Circumference: 92 Weight Hx (inc dates): Has put on Skg in approx 6 months. Stable 3
Date: 1/8/13

| Consumer’s Goal Statement:

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

HoNOS
scores

Summary of Current Isses (inc physical co morbidities):

Recent weight gain. Lack of physical activity. Issues with hygiene and self care — recurrent.

10‘

skin and fungal infections.
scores | - 4.2 2 [ 1 ! : 2 i 9 0

Areas to consider: Fasting Glucose, Cholesterol (HDL-C, LDL-C) Triglycerides, Blood Pressure, Behavioural Therapy S:ratcmc& Lifestyle/Activity Chanfres,
Services (eg Lifestyle Clinic, Dietetic Services, Diabetes Clinic), Self Care, Hygiene, Infectious Diseases, Disabilities, Acute and Chronic Conditions
Refer to_Metabolic Manasement Action Plan, Weicht & Obesity Manasement Action Plan, Rehab Progress Repors, Lifestyle Clinic Report

D etary Modiﬁcatiéns, Support

Team Members
Strategies Consumer Actions Support Role/Treatments (incl di}lzzg%igz ?c‘?ati: Carers, ng‘:tiw
NGO’s etc)
Attend Lifestyle Clinic through GHS Attend appointments. Remind of appointments. Nursing staff. 1/10/13
Attempt changes to diet & activity as Advise on specific goals and strategies Dietitican & GHS
' suggested by dietician. | for Mike.
Support lifestyle changes. All staff.
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 to attend All staff. 1/10/13
group activity each week. activity to attend each week (eg walking, | rehab activities on offer.
swimming). Ask Mike specifically when activities are | Rehab team
being run. .
Improve hygiene and skan care. I'will have a shower every day and put | Prompt Mike to shower and apply Nursing staff & CC - 1710713
the cream on my skin morning and night. | antifongal ointment. 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 interventions -

Strategy

Did it work? Provide details

! Date Attempteﬁ/]mp]ementeﬂ

HoNos5- Physical Nllness or Disabilivy. 10- Problems with ADL's
LSP: 4- Personal grooming: 5- Clean clothes 6- Neglect of physical health. 9 does this person generally maintain an adequate diet
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EXHIBIT 319

Substance Misuse: Drugs, Tobacco, Alcohol & Other Harmful Substances.

CO0l1.018.0002.9590

X Drug Check & Audir Completed on CIMHA

Date: 1/08/2013

Readiress 10 Change Questionnaire Completed/Reviewed

Date: 1/08/13 i
Substance Misuse Problem identified XYes [ ] No Smoking Cessation Parhway Completed Date: 1/08/13
Consumer’s Goal Statement: Summary of Current Issues: i f
‘ Twant to stop smoking forever Was 2 heavy smoker (40 a day) but has been successtully using inhaler & patches to cease .| * .
smoking. Occasional drug use when on leave.
| HoNOS Scores 3 3 JLSPScores| 6 2 i
Axeas to consider: Motivational Interviewing, ATODs Support, MAISE Program, Psycho education Progmms : !
‘ Refer to Crug Check & Audit, Readiness to Change model, D&A Pathway '
| ] 1 Team Members | f
i i Responsible Review H
Strategies Consumer Actions Support Rele/Treatments | (including Clinicians, Carers, Date !
: AVGOIS erc)
Start decreasing use of Nicotine Reduce daily use of inhaler. Encourage use of inhaler as PRN only. Nursing staff 1/10/13
Replacement Therapies. Continue to wear NRT patches. |-
Routine UDS to be completed when I will not use drugs while on leave & Administer UDS when constumer returns | Nursin g staff 1/10/13 H
retumn from overnight leave as per LCT cooperate with UDS on retarm. from leave. j
conditions ;
i
Strategies that have worked/dicn’t work in the past (Progress of Care) -
¢.2. education programs, nicotine replacement strategies-erc. sl g Pl - v
Strategy Did it work? Provide details Date Attempted/Implemented
Auended MAISE rehabilitation program Helped Mike understand his re¢reational drug use. Mike has avoided April 2013

situations likely to lead to drug use while on LCT. ’

HaNos: 3- Problem drinking ordrug 2dng  LSP: 6 Negieotof physice] healdth,
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EXHIBIT 319 C01.018.0002.9591

Daily Living Sitaation/Financial/Vocational/Educational: Current & Futare Accommodation, Money Management, Qualifications, Ambitions

| Finances i ] Capable i Incapable

Consumer’s Goal Statement:
I want to live in a flat with my brother Frank.
T would like to work as an accountant one day, because I like numbers and money.

Public Trustee \ [ Family (give details)

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

L] Waiver type: .

{ illicit drug use and peer sroup. See Stengths Ax and Occupational therapy report (2/6/13). |
HoNOS : - LSP -=|- FEEE e i :
e (1|2 | v ]| 3 CERR Pl 2 w3

relocation, Self-care skills,

Areas to consider: Trust Agreements. Money Management, Volunteer work, Vocational Training Programs, HASP, Transitional Housing, CCU

g, 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,
| Caring for a ¢hild or pet
|_ Team Members
| Strategies Consnmer Actions Saopport Role/Treatments (inclu di’iezg?is_zg: Crers, R];ZI&W
. NGO’s etc)
Use LCT opportunities to plan and I will find out how much things cost, like | Identify ways of budgeting with Mike. CC, rehab staff and OT 1710/13
practice money management. going to the movies, and save for them. | Use tools from the Money Management
programs to assist.
Explore Mike’s interest in accounting Twll talk to my dad’s mate, John, who’s | Provide opportunities for Mike to find CC. rehab staff and OT 1/10/13
and boolkdeeping. an accountant. I'll borrow books from Information, eg trips to library & |
the library about bookkeeping and lock it | supervised internet access. Support ]
up on the intemet. Mike in understanding this information. |
Explore feasibility of living with brother | I will ask Frank to come and talk with Arrange meetings with family (brother, | Social worker 171013
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 (inc. access to drugs). ;
Strategies that have worked/didn’t work in the past:(Progress of Care) =~ . =0 0 o ]
e.g. course aiiendance, work programs, dccommodation options . S TaA : g
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
I Limited skills in knowing how much things cost and budgeting for daily living
costs.
Started ACE course in using Microsoft Excel and Word ‘ Mike’s mental state declined after the second week of the course, and did not | Attempted June 2012.
i complete it. -
|

HoNos: 11- Problems with living conditions, 12- Problems with occupation end activifies.  LSP: 13- Problems with otbers in the bouschold. 16- Type of work is this person capable of performing,
b i
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C01.018.0002.9592
EXHIBIT 319

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

| Allied Person: (X Yes Name: AnneLeggings Guardianship Order: [ ] Yes X No
| [ No—-yetwobe specified I yes, what is the nature of the order-
[ Not Applicable | |
Has this care plan been discussed with the Carer? X '
Has 2 Consent to Carer/FamilyFriend Involvement in Care Form Yes [1No Has the Culrural Diversity Assessment Checidist been completed? Yes [ No ]
been completed'? }x{ Yes No r o, 1 4 ocaced? Y,
| Doss the Consumer come from 2 CALD background? Yes E No I‘?l,;s ;r;;tgeﬁdm AECIRANGEs engaged? [ Yes B No
3 is the Celwral M 4 zed? = = — - - —
ééﬁ;i&%&tﬁ: é;g?iﬁf:hmﬁ:;;nga ged L] Yes X No < Flas the family been referred to the Rehabilitation Social Worker for a single session family
: o : 0 Yes [1 No[X N/A SUppOrt program? X Yes [ No
Consumer’s Goal Statement: Summary of Current Issues:
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 friends who won’t push me back into drugs. learnt some Hebrew as a boy, and has recently shown interest again. Mike has no
I'd like to have a girlfriend. close friends, apart from “party’ acquaintances who took drugs. Mike has lost a lot of
money in the past by giving it to ‘frends® who then spent it on zlcohol and drues.
[ LSP .| T R e
HoNOS scores 9 l 2 . ‘Scores ‘ e | A 2 0 £iE3 1 ; 3 3 |
Areas to consider: Swrengths Assessment, NGO ¢

y engagement, How does the person keep in touch with family & other sapport nz:wor}:v;‘f .

|
Team Members
' Sorategies ORI Support Role/Treatments ( includiriegizgsigi? Carers, RI(;,:T:?&W
L NGQ's erc)
| Arrange weekly contact with the T'will artend the Jewish youth group . Enable LCT for Mike to amrend youth CC, all staff. 1/10/13
Brisbane Jewish youth group. every week, and will try to make friends | group. Provide opportunities for Mike to
their. discuss the group, and practice social
T'will talk to the Rabbi when I'm feeling | skills and developing friendships.
lost spiritually. .
Practice social skills during weekly I will try to have a conversation with Encourage Mike 1o have conversations CC, All staff 1/10/13
BBQs. someone different every week. 11 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 worl in the past, (Progress of Care) «vuihims iy wiony = v ;‘\
&.g. linkages with community, firmily visits chirch attendinée : sl
Strategy Did it work? Provide detals Date Attempted/Implemented |
Attended 8-week Social Skills Training rehab program | Mike geined some insight into issues with drug-using acquaintances. Pracdced Completed program in March |
assertiveness, which he has used to some success on thé ward (eg refusing to give | 2012
; rooney 1o others when he doesn’t want to).

HoNCS: 8- Problems with releticnships; LSF: 1- Duficalty respondinz to ¢

enversation: 2- withdraw from socizl contact; 3- show wermih to others: & make/keep friendships.
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EXHIBIT 319

Leisure/Recreational: Interests, Hobbies, Sporting Activities

CO0l1.018.0002.9593

Consumex’s Goal Statement:

I’d like to go to Punt Road in Melbourne one day and meet the Richmond Tigers
(AFL team). I’d like to go to a live footy game again.

1 want to go to the movies more often.

HoNOS scores 12 3

Areas to consider: Strengths Assessment

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

feia -

in any sporting or physical activity. Enjovs singi

zid 0

ng and some other eroup activities

T

Refer to Participation in Structured Day activities
Team Members :
M o P StpportRole/Tpeatments ¢ mcbzdz:}':geZJpz?zisz:z?i? Carers, R];:lltzw i
NGO’s etc) |
| Use money management strategies to T will check my spending and make sure | Encourage Mike to avoid impulsive CC & A/CC 1710713 .
plan 2 trips to the movies inthe next3 | I'have money saved to go to the movies. | spending. Provide support to plan movie '
months. T will check the newspaper for movies trips (eg finding secton in newspaper, '|
and times I"d like to go. discussing movie reviews).
Provide LCT opportunities znd staff to Clinjcal team, rehab team.
| attend.
Practice football skills at least once a T will ask for the footy and have a kick Provide football and opportunities to Nursing and Rehab staff. | 1/10/13 :
week (see goals in Physical Health around the vard with the guys at least practice. Encourage activity.
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 (Progress of Care) :

e.g. artendance at Diversional Activities, Groups; Qurings”

Strategy

Did it work? Provide details

Date Attempted/Implemented

HoNOS: 12- Problams with occuparion and activiies, LSP: 2- withdraw from social contact
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EXHIBIT 319

Recovery & Relapse Prevention Plan:

CO01.018.0002.9594

How can I stay well & avoid crisis? What can I & others do to help when I am feeling stressed? ]

What I am like when I am feeling

| Ilike singing and talking to others when I'm well. I used to sing to myself 2 lot. I want other people’s company when I'm feeling '

| good.
alright & well:
X I need to take my medication. I need to keep busy and find T.hmws to occupy my mmind and body. I néed to listen to rousic when the
Things Y need to do to keepme | yojces get annoying.
feeling well:

Things that cause me stress. Are
there people, places or things to
avoid?

I don’t like shopping centres when P jittery. I don't Iike the noi

sy food courts. Idon’t like being on the ward when the other patients
are noisy or angry.

Things X might notice when I am
getting sfressed:

'I 1 get jittery and restless — can’t stay stll, I feel all squirmy inside, znd my head

gets either all smffed up or has the voices getting
angry.

Things others might notice when
I’m starting to get stressed:

My legs bouncing up and down. I walk up and down alot. Sometimes I hold my head, or talk to the voices.

Ways I can calm myself or make
myself feel better when I’'m
stressed:

Go to the comfort room. Listen to my music. I want to try some relaxation smft.

Things others can do to make me
feel calmer or safer when I’'m
stressed:

Give me ideas of ways to relax. Walk with me when I'm

pacing. Tell me that the voices aren’t real. I like when J ohnny says “you're
stronger than your uncle” when his voice gets annoying. '

People who support me and I
trust to help me when I’m feeling
stressed:

Johnny, my care coordinator, My mum. Jenny, the nurse on night shift_

Things that make it more
difficult for me when I’m feeling
stressed:

Not being able to go to the comfort room. When I can’t get away from the noises. i

Consumer Signature: | Date Implemented: Date Reviewed with Consumer:
Mike Leggings 12/6/2012 | 30/7/2013

| |
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EXHIBIT 319

CO0l1.018.0002.9595

\\\ Queensland Government
&L *®>  Queensland Realth
The Park — Centre for Mental Health

Name...Michael LeggIngs...un.

Complete Detalls or Affix Patient Label

Gender. M /F

What are my current strengths?

Deslres, asplrations
What do | want?

Address . s e o
CONSUMER STRENGTHS
ASSESSMENT Phone... Mo
Date of Blrth_ 23/ 8 / 1984 U.R. i
Present Moment Future Past

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

What am | dolng now?

{ use the comfort room when
I'm [Ittery or the voices are
annoying.

| listen to my muslc when I’'m
anxlous,

| take my medlcation.

| hear some nlce volces that
make me laugh sometimes.

Mental Health

} want to learn how to relax and
stap the Jitters when they
happen.

Used PRN medlcatlon,
Avolded stressful places and
peaple,

| stayed out of hospltal for 9
months.

1 like to eat good food, and |
love frult and vegles.

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

! Physical Heaith,
Nutrition, ADL’s

{ want to feel fit agaln, My
black jeans are too tight.

| want to get rld of my smoker's
cough In the morning.

Learned to control my asthma
when t was a kid, Don’t get
that anymore.

| had a GP that | liked.

I was a vegetarlan for a while.
| used to play AFL that kept me
fit.

|

| get enough money through
my pensian to get by,

| have somewhere to go when
I'm on leave — my brother's
place, or my mum’s.

| can caok and look after a
place,

Daily Living
Situation,/Financial

I want to live In a flat with my
brather Frank.

I"'m good at maths.

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

Educational

| Vocational/

1 wauld like to work as an
accountant one day.

I'd llke to do some more
computer courses.

I'm pretty good at cooking and
housekeeplng,

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

I usually pald my bllls and rent
on time, before 1 got sick the
first time.

| got good grades in Righ School
for maths and science.

I've had Jobs at McDonalds,
MecGllls Bookstore, did some
book keeping and reception
work for my dad’s smash
repalrs shap. |liked paper
work.




EXHIBIT 319

CO0l1.018.0002.9596

| Social Supports/

| Spirituali

/ Recreational

eisure

L

I have my mum and brother,
who talk to me a lot and look
after me,

Iam Jewish. |like a lot of the
traditlons and beliefs,

I know a lot of people on the
ward and outside,

I love the AFL, and go for the
Richmond Tigers. Wish they did
hatter. My favourlte calours are
yellow and black!

I'm a good singer.,

1 like llstenlng to muslc. When
I'm happy ! Hlke listenlng to
dance & techno, When I'm
Jlittery, ! listen to Llor. 1]lke his

lyrics.

I like movles, especially actlon
and scl-fl,

I'd llke to follow my falth and
find out more about Judalsm,

| want to make frlends who
won't push me back Into drugs.

I'd llke to have a girlfrlend.

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

1 had lots of party Irlends, They
liked me because | shared and
gave them money,

| had a girtfrlend in high school.

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

1'd like to go to a live footy
game agaln.

| want to go to the movles more
often.

1 used to play AFL when | was In
high school. | used to go to the
gamas, especlally when
Richmond played In Brisbane.

) used to have fun at parties
and raves. | llked to get high,

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

What are my prlorities:
1. Learn how to relax & stop the |itters

2. Follow my Jewish faith

3, Go to the movles more often.

J. C. Lately

Michael Leggings

Care Coordinator slgnature

Consumer sighature

Date Started: 8/3/13

Date Reviewedh:

30/7/13

Date Reviewed:

Date Revlewed:

Date Reviewed:
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EXHIBIT 319 CO01.018.0002.9597
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EXHIBIT 319

CO0l1.018.0002.9598

’Z Queensland

Goverpment

Menta) Health Gervices

Risk Screening Tool

URN;

Faallly nams:

Given nama(s):

Adtress:

ateofalih:

(A 1genifiestian Isbel here)

e [N [J)F )N

Child proteclion risk screen
0Dc29 the consumer have sustedy of ceré responzIkiiiea for ehidren (fll m: of paradic)? Ve I:] Nu

IF y&s, the Menis) Health GRID Frotestion form (SV7183) must ke completed,

Cempleied by [oint name}:

. | Signatuea:

Gverall risk summary

suterde|  [] 1 IR i
othersetharm | [] 1 I 7]
agyression| [ [ ] 1l i )
vutarsbity | |7 Ll I 8] ' :
Abscanding El EI D [:' 193
Degandentohlidrenotherar| [ vz | []e L] | z
I R I ! S 31, =4 ~
1782y, t T ¥ : =
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CO0l1.018.0002.9599

EXHIBIT 319
[ D S e =
UR Number,___xxxx
LY Surname: Leggings
QueenSIand g:ggé%&%@gi%?&%km Given Names Michasl Richard
% MENTAL HEALTH Dale of Blrih: _24/8/1984_Sex: F [ M X

Please tick the relevant hox:

CONSENT.TO. CARERIFAMILY/ERIEND INVOLVEVENT:IN.GARE
This form provides you with an opportunity to record who you want to be Involved in your
care, This form will be kept In your clinical file to ensure all members of the treating team
are aware of your wishes, Remember, at any time you can change your decislon regardmg
wha you wish {o be Involved In your care and to what extent.

Please note that It Is importan! thal you have read and understood the leaflet “Caretrs,
Famlly and Friends - Involvement In Care” before completing this form. If you have not
read this leaflet please falk to the Social Worker or your Care Coordinator.

care and | do nol wish them to know that | am being trealed at The Park.

X]  Yes, | glve consent for the below listed carsrffamlly member/friend(s) to be Involved
In my cars, as specified In my care plan.
Name Address Phone Numher | Relationship
Annie Leggings 1 Peg Avenue, Johnson
o Creek Qld 4321 07 5432 1098 Mother )
Frank Leggings Unit 2/26 Wild Street,
Juneberry Q 4567 0404 050 060 Brother
[ No, I do not give consent for my carer/family member/friend(s) to be involved in my
care but understand you may share general Information with them regarding The
Park, mental illness efc,
[l No, I do not give consent for my carer/family member/friend(s) to be Involved in my

Other Special Considerations (eg relationship history, legal Issues)

=

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

Consumer Wechaet Leggings grtd
99
- ~ (Signature) (Date)
Witness 8/4/09
(Staff Member) J C LatEIH = R%N'_ e S—
(Signature) (Position) ____ (Date)

* Plense send n copy of this form to the Clinical Initintives Coordinnfor (Administration

Building)
+ This form is to be filed in the clinical record behind the ‘Individunl Treatment Plan® divider.

* Please destroy any superseded versions of this form,

| TEVO NI INIINSATOANI ANIRIA/ATINYHETHYD OL INISNOD

== [

G!|Everyone|Health Information Services|\HIM Forms|individual treatment forms|Consent fnvolvement In Care
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EXHIBIT 319 C01.018.0002.9600

The Park ~ Centre for Mental Health
Consumer Information Sheet

Carers, Family and Friends - Involvement in Care

When people are Int

_ en they have famlly or frlends who worry about them and would like to

hbsp[t,al )
know how they are.’ Famllﬁlqn_d_.fr_i'cnds can he Important supports In a person’s journey towards recovery.

$0

... Some peaple choose to Involve thelr famllles, carers or friends in all parts of their care at The Park. Some
“lIke them to know a bit. Others prefer them not to be Involved In thelr care at all. Thls Is a cholce we would

.:like each person to make.

Yéqu,_m_ight like to think about how you want your famlily, carers or friends to be Involved in your care, while
yau are here. Some questlons 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 treatlng team

s If you wauld like them to stand up for your rights and preferences

o If you would Iike them to attend Mental Health Revlew Tribunal hearings with you, or for you {eg
speak on your behalf).

e Jf you would like them to talk to the treating team, 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 about 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 thils. The treating team highly value malntainlng your privacy. Any personal or clintcal detalls
that you wish to keep private will not be shared with your carers, famlly or friends. However, In very rare
cases such as an emergency, clinical staff may need to disclose limited Information to your family, for
example, in a medical emergency or if you are absent without permission.

Famlly members also have the right to informatlon about mental illness, and other things that may affect
them. If your family know that you are recelving care from us, we may share general information with

them. This information may Include:

e General information abotit The Park.
»  General information about mental illness (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,
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 ¢an
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 questjons about this information sheet or the consent form, please talk to your Care
Coordinator, Social Warker, the Consumer Advocate or Consumer Consultant.
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Affix Patie_nt 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.

unavailable) write the reason in the space below the tick box.

Indicate in the tick box if each assessment has been completed. If not completed for any reason (eg consumer refusal, consumer

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

Date:

Review type:
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3 Consumer ] 0 O m
Developmental
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Involuntary / Voluntary  Involuntary Voluntary  Involuntary Voluntary  Involuntary Volunlary  Involuntary
% Voluntary Status ] 1 O O O [l [l A
Z| Involuntary Patient ] 3 [l O
Summary (IPS)
‘Other Assessments/Clinical Avea Tools:  eg. Child Protection Form, LCT, HCR-20
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D tuserddated DonietSTRDeskton' ICP Chooklist Adoleseont Vsn 3 14Aneil 20000 DRAFT DO




EXHIBIT 319 C01.018.0002.9603

Attachment 4




IT 319 C01.018.0002.9604
EXHIB

The Park - Centre for-Mental Health
Treatment, Research and Education

Togéther.... Towards Recovery

The Barrett -
Adolescent Centre

Information for
Teenagers

QI Governiment:: - .
£ b .

Reviewed: 08.09.06




EXHIBIT 319

Your rights and responsibilities (continued)

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

> have your condition explained in terms you will understand
> know and understand your treatment options

» know how the treatment will affect you

> be able to seek another opinion where this is possible

While you are at the Centre your responsitgilities include:

> Everyone respects property, people and individuality
> We value people’s safety '

> We encourage optimum participation and involvement

THE TYPE OF HELP OFFERED AT BARRETT

Coming to Barrett Adolescent Cenire offers help because of
several factors:

> - experienced, professional staff (eg. What staff will look
after me? ...Case Coordinator)

> educational and life skills programs to restore confidence in
many areas of teenage life ’

A4

a rér_ige of recognised therapies ,
> living and learning with a group of other teenagers
> within an environment comfortable to adolescents.

What staff will look after me?

During your stay you will be cared for by a team including
psychiatrists, nurses, social worker, psychologists, speech

‘pathologist, occupational therapists, dieticians, teachers,

leisure therapist and others such as clerical, catering and
housekeeping staff. All staff wear photographic identity
badges including name, photograph-and job title.

Case Coordinator

Following admission, adolescents will be assigned a nurse |

who will be their Case Coordinator. The Case Coordinator
will maintain close contact with the. adolescent and will

by the Treatment Team.- The_Case Coordinator is the
primary contact for the adolescent, their family/carers and
significant others. o :

Individual Therapist

All adolescents are assigned an Individual Therapist who is
usually a psychologist. )

- This staff member engages adoléscents in therapeutic one-

to-one counselling on a weekly basis. These sessions are
confidential between the adolescent and therapist.

Family Nl_eéting :

Depending on individual - needs adolescents and their
families may be involved in family therapy sessions.

A Family Therapist will be assigned for an adolescent (as
required) and the Case Coordinator will work closely with
this person to run therapy sessions. :

-oversee all aspects of an adolescent’s treatment as decided
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EXHIBIT 319

R e e e e et

Prior to an adolescent being admitted to the Barrett Adolescent Centre
their parents or carers often ask:

What happens at the Centre?
What do they need to bring?
Who should I talk to?

When can | visit?

and many other similar Guestions

This booklet has been written to give you some initial answers to these

questions and to help You understand more about what happens at the
Barrett Adolescent Centre. .

If you have any other questions, please do not hesitate to give the Centre a
call and one of our staff will be abje to help.

We want you and your family to feel more comfortable with accessing our
service. We look forward to working with you to bring about the best
possible outcome for your adolescent,

WHAT

CO0l1.018.0002.9608

CENTRE?

The Barmrett Adolescent Centre is 2 specialised centre situated in the

pleasant grounds of The Park - Centre for Mental Health Treatment,
Research and Educztion, at Wacol.

It is the only extended treatment and rehabilitation mental health centre
for adolescents in Queensland.

Our mission is "fo work together with adolescents, their parents or
Carers and our other partners to provide effective mental health
imterventions integrated with education and life skills programs that
Support teenagers in thejr Journey towards recovery”. For this rezson
We encourzge contact by family membersiand most 2dolescents spend

their weekends at home following the initial assessment phase of their
adrnission.

The Centre also has a school that caters to the individual's academic
needs. e

The Centre program is designed to assess and treat adolescents with
complex mental health problems. These include depression,
schizophrenia, anxiety disorders and anorexia Jjust to name a few.

Admissions may be for a limited assessment period, a longer stay
treziment program, or attendance zs 2 day patient. The therapeautic
pregrams include group therapy, individual therapy, family therapy,

adventure therapy, psychological assessment, continusd education and
a life skills program.

Our aim is to bring about suitable improvement in your adolescent's

wellbeing, such that other forms of community treatment will be
successful following discharge.
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WHQC CAN I TALK TO?

Prior to your adolescent’s admission, our Clinical Lizison 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 admittad Ve gre
weicome to call this persen during normal office hours on and
ask to be put through to him/her.

Following admission, your adolescent will be assigned a nurse who will be
their Case Coordinator. This nurse will oversee all aspects of your
adolescent's eziment as decided by the treatment team. The Case
Coordinator will work very closely with your adolescent to establish
treatment goals and coordinzte the implementation of treatment programs.
It is importent to maintain very regular contact with this person to discuss
vour adolescent's treatment. Nurses work shifts and can be contacted on
either

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

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

The psychologist works in collaborafion with adoiescents to develop
psychological and behavioural interventions thet 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
to the individual's specific requirements. Some individuzais may zalso require
assessment of cognitive functioning, which the psychologist will conduct as
part of a comprehensive assessment

Depending on individual needs, the social worker will work with
adolescents andfor significant others to help find other ways of
approaching their problems and fo 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 &
psychologist This staff member engages your adolescent in 5 therapeutic
relationship involving one-tc-one counselling on 2 weekly basis. Thess
sessions are confidentizl between the =adolescent znd the therapist.
Adolescents feel free to open up more in therapy when they know their
therapist only talks to them.

=t e
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For_ tpis reasan 1t 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 also be involved in speech
pathology sessions. The speech pathologist assists adolescents with

communication skills. This can involve assessment, treatment in
individual sessions, or group work. ’

The occupational therapist works with zll 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
cultural activities.

Developing skills fo complete these activities is important for survival,
giving meaning o Iife, contributing to one’s sénse of seif, 2nd promoting
health and recovery. Occupational therapy may include assessment,
individual therapy, parent/carer consultation, and group work.

The diefitian 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. -

Il 2dolescents are involved in leisure iherapy activities. The leisure
therapist assesses zge appropriate functioning and development of
leisure skills. Leisure zctivities are utilised as z tool by which to develop
life skills and manage the symptoms of mental illness.

Members of the staff may be contacted by calling our reception on 3271
&742. If you would like to attend an interview with any member of the

Treetment Team, it is best to ask vour adclescent's Case Coordinator to
amrange this.,

Of course you may &lso phone your adolescent while they zre at the
Centre. Due to the school and activities progrem conducied &t the
Centre, the best times to phone zre from 7pm until Spm Monday fo
Thursday, after 3pm on Friday and anv time from 10am until Spm on
weekends. The phone number to call is

If you wish to discuss issues relating to academic performance, vour
adolescent’s teacher is available and can be contacted on .

Most families have the opportunity fo attend family meetings. This will
involve aftendance by the family at regular sessions with the family
therapist. .
Our Clinical Lizison Person zlso organises a Parents Support Group,
which meets cne evening during the week on a monthly basis. This is 2
valuable opportunity to share your own experience with other parents
who face similer issues. It is aiso an opportunity to mest with stai and
discuss issues relating to the Centre.

R S i e e e
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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 treating unit information, all Service Episodes including start and end
details, internal contacts and treating unit, diagnosis, outcomes and clinical notes
(scanned or direct entry) should be recorded/entered into 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 staft are required to attend the
training prior to having access.

C01.018.0002.9611
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EXHIBIT 319

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

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

Sl
il
g RA

s
i
mi This procedure describes the processes for by which

.

5 :,-" .‘__7,@ -,‘ﬁ;‘: ,,
f“&g?%%i mental health consumers of South Queensland Health
i /30% Service Districts recelve an efflclent, consumer fooused

o “’%9‘*’*’5 ??9%"34 1 Purpose
i

-, ’5( )
’:i’gg% transltion of care helween mental health services.

T

i

2 Scope

It is well established that mental health consumers are at an
Increased risk of harm during perlods of transition.  South
Queensland Health Service Disiricts are committed to an
1 agroed procedura to ensure the comprehenslve management
bl of consumer transition between mental health services. This

iy procedure clarlfles and standardises the roles, expeotations
and responsibliities of fransferring and recelvihg services In the
1 management of mental health consumer transitlons helwsen
i services,

PRINCIPLES
Durlng the transfer of care of mental health consumers
betwsen services:

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

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

o The transfor process, including the time It takes to
gomplete, will be consistent with consumers' recovery /
care / treatment plans e.g. efforts inade to support the
consumer's ongolhg access to their care network If they
are from a rural and remote area and are transferred out of
area.

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

e If a dlinical difference of oplnlon occurs regarding the
ongolng management of a consumer {ransferring between
districts, the consultant of the receiving service has the

G final declston and responslbllily for the ongoing care,

i e - Allowances- may-be-made for consumers who-are mental

health service employees.
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L
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3 Procedure:

Note regarding the transfer of clinical information:

The steps required to transfer consumers between services will vary dependent upon the service
type the consumer is transferring from and to. For transfers of consumers between all service

types, the following (most recent) Information is required (when It exlsts):

¢« Consumer demographlc information form (demographic information geneérated from
CIMHA Is also acceptables)

»  Consumer Intake form
+  Consumer assessment form with assoclated assessment modules altached (for Inltlal

assessments: particularly the Famlly Developmental History and Social Assessment)

« Recovery Plan (Note: the recovery plan has 3 sections: 1) recovery plan ~ consumer
focused; 2) Individual care / treatment plan — service / duly of care focused; 3) relapse
pravention plan).

An individual care { treatment plan generated from the oare planning module in CIMHA Is
also acceptable,

¢ Gonsumer End of Episodef Discharge Sumimary

Clinleal documentation should be recorded on the Queensland Health Mental Health standardised
sultes of dlintcal documentatlon forms. Notes written by hon MH staff (e.g. ED cliniclans) may be

recoided In other formats.

In the event that these forms have never been completed by the transferring service, the
Consumer End of Eplsode/Discharge Summary is mandatory from Inpallent service providers, the
Ihtake / assessment Information Is mandatory from ACT / ED services and the Consumer End of
Eplsods / Discharge summary Is a minimum requirement from Community Service Providers
(Including MIT services). These forms therefore must be complsted by the transferring service
prior to transfer unless exceptional clrcumstances exist (e.g. emergency fransfer from rural ED
where no after hours mental health staff to complete standard sulte of documents)

Documentation In thesa circumstances must includs:

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

Madical Officer R/V netes If inltial MH assessment has not been completed
MHA 2000 documentation (if applicable)

Medical Assessment & Clearance

® e e ¢

When posslble, the  transferring setvice should forward clinical documentation to the recelving
service at least 3 days prior to the transfer of clinical care of the consumer,

Clinical Information may be transferred via emall or facshnile. The transferting service must ensure
the Information has been received by the recelving service and must document In the consumer’s
medical record that this has ocourred.

Note regarding mandatory steps for any transfer of consumetr care:

o The recelving service contact detalls and follow up appontment detalls must be noted In
the consumer's transferring service medical record prior to {ransfer,
+ Unless a consumer does hot grant permission for mental health service providers to
..contact_theircarers. and./-or-families,-prior-to.the transfer-of.a-consumer’s. care,.the
transferring service Principal Service Provider (PSP) or equivalent, must notify (at
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SN 3 P £ e 2P 3 Vo Ay el 0 et Y b e i ST e e BT
Verslon No.! 4.0} Effacllve From: 16/04/2010 Page 2 of 11
QU eensl and Government . Printed coplas arg unconlrolled

ok




EXHIBIT 319 C0I.018.0002.9615

Queensland Health Procedure: Insert Title
NSRS RN REE R CE AT [

the consumer's carers and famlly
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the minimum) and preferably consult with
regarding the pending transfor of care,

1, Transfer of Communlty Voluntary Mental Health Consumers

1.1 Gohsumers choosing hot to engage with the Community MHS within thelr destination
Distrlct

144 The transferring service will contact the receiving service to advise of: the consumer’s
relocallon to the recelving districl; and, the CIMHA reference numbst (when avaliable),

for Information only,

1.2 The transferring service will document contact with recelving service In the consumer's
medical record prior to case closure.

1.2 Gonsumers choosing to engage with private sector support serviges In their destination
District

1.24 With consumer consent the clinical Informatlon above will be provided to relevant
mental health service providerfs e.g. GPs, private psychlatrists, NGO's. The
{ransferring service will document contact with the follow up care providers In the
consumer's medlcal record prior to case closure.

1,2.2 The Princlpal Service Provider (PSP) from the transferring service will contact the
cohsumer, following thelr relocation, to confirm and docurent that they have engaged
with ¢linlcal / support services In thelr destination distriot,

1.2.3 If the consumer has not engaged with clinlcal / support services as planned, the
transferring service PSP will determine If further action Is required. If the consumer
requires follow up from Queensland Health Services, refer 1o procedure 1.2 for
voluntary consumers and 2,0 for involuntary consumers.

1,3 Consumers chooslng to engage with the Communlty MHS In thelr destination District

1,34 The transferring service will contacl the recelving service via thelr Intake officerfteam B
leader (rural services), and will forward the Information noted above (Page 2).

1.3.2 The recelving service Intake officer/team leader (rural services) will facllitate the intake
process to datermine the follow up care which will provided In accordance with local
processes {Including disseminatlon of clinlcat handover Informatlon),

1.3.3 For cases whore tha consumer Is accepted for follow up Into a community team
(Inchuding ACT and MITT) the recelving service follow up team wlll facllitate principal
service provider (PSP) face to face conlact with the consumer as soon as Is required
as determinad by clinical need, bul no later than 14 days, If any consumer has to walt
for face to face contact with the recelving service for longer than Is clinlcally
accoptable, the transferring service will continue to provide care during the {ransition
perlod (for up to 14 days, as negollaled belween the transferring and recelving
services), If It Is geographically Impractical for the transferring service to provide face

— -~ —{o-face-transltion -eare-onse-the -consumer- moves-inte-thelr destination-distrist;-the~-—-- - —
fransferring service will maintain telephone or video link transition care as an
alternative untll the consumer attends thelr first appointment with the recelving service.
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Note: When a consumer Is transferred between services {ollowing an Inpatient eplsode
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

2.1 Transfer of care of involuntary consumers under the MHA2000, who are nof forenslc
consumers

24,2 The prooedure for transfer of care of involuntary consumers under the MHA2000, who
are not forensic consumers, Is the same as for voluntary consumers above, with the
excepllons thal;

o The appropriate MHA2000 documentation must be {ransfetred. This ihcludes the
treatment plan (all consumers) and making contact with the receiving districts MH
Act Coordinator o advise of transfer and legal status.

e The consumer’s forensic history must be forwarded by the transferting service with
tha other clinlcal Information required.

» [n the event that the transferring setvice is providing transition care for up to 14
days, if the consumar breaches the conditlons of thelr treatmant plan {s.¢. Is non
compliant wilh madication), he transferiing service will manage this dlinlcal lssue
during the transition perlod. If the transferring service requires access to local
networks (e.g. emergency services) they may take contact with the racelving
service for this Information,

2.2 Transfer of an involuntary consumer from an inpatient service to a community service

2,24 For inter-cistrict transfer of an Involuntary consumer from an inpallent service to a

community service, the followlng reculrements also apply:

« Consultant to consultant lialsonfteam leader (yural services) contact is required
prior to discharge from the transferring service,

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

¢ The Nurse Unlt Manager of the transferring service Is responsible for lialslng with
the case manager/ team leader of the rural team prior to the consumer transfer, for
tural discharges.

2.3 Mental Health Act Adminlistrator (MHAA)

»  When recelving notification of a transfer of an ITO via CIMHA emall facliity, the recelving
service MHAA will confer with the Team Leader of the relevant team to establish If the
transfer process has been completed and the consumer has been accepted to the service.

o When the referral has bheen accepted the recelving service PSP (usually a case manager)
will notify the fransferring setvice team and the recelving service MHAA so fransfer of the
ITO can be arrangsd.

» If the transfer is not complete, the recelving service MHAA must inform the transferring
service that the ITO Is to remaln with them untll the process Is completed,

o If the consumer has been accepted o the recelving service, the ITO must be accepled by
the recelving service MHAA,
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3.1 Procedure for forenslc consumer under the MHA2000

3.1.1

The procedure for transfer of care of forensle consumers undsr the MHA2000 ls the
same as for Involuntary consumers above, with the exceptions that:

.

The Distrlet Forensio Llaison Officers (DFLO) from the transferiing and recelving
services will be In contact with one another throughout the transfer process,

The DFLQO from the iransferring service wlill facllfate the transfer from the
{ransferring service end (and therefore wlll be the person who will be making
contact with the recelving service).

The DFLO from the transferring service may contlnue to share care { llaise with the
recelving service DFLO regarding the consumer's care for up to 3 months (as
negotiated belween the transferring and recelving services dependent upon clinical
need). It may be necessary to hegotlate a shared care fransition plan which
Includes risk management. The transition plan will provide guldelines to manage
issues of non compllance and Indloate who is responsible for managing the
consumer should a psychlalrio emergency arise. The Intentloh of the transition
plan Is to ensure: consistency and continulty of care; and that the consumer Is
sullably monltored and Is unable to avold follow up as a result of not attending
appointments, or being absent without leave or fraquently moving address, The
duration of the transition plan should be for a maximum perlod of three months and
should he ended as soon as the reselving service is clinfoally confident that they
have sufficlent understanding of the constumer to no longer require transferring
service support,

The State-wide Director of Mental Health (DOMH) must authorise (via written
authorisatlion) the {ransfer of forenslc consumers from one Aulhorised Mental
Health Service (AMHS) to another AMHS. The transferring AMHS wlll commence
complellon of the Request for Transfor — classifled/forensio/coutt order patlent
form (ah authorlsed Doctor only can complete some sectlons of this form). This
form Is then provided to the new AMHS for thelr completion. On final completion,
the form Is faxed to the DOMH,.

The DOMH must be satlsfied that appropilate follow-up arrangements are In place
for the consumer and that the transfer has heen accepted by the Clinical
Director/Administrator (or equivalent In rural areas) of the recelving service. This
includes allocation of an authorised psychlatrist to the consumer prlor to the
transfer of the order.

Untll the DOMH transfers the order to the new AMHS the fransferring AMHS
remalns responsihle 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 recelving service
to access local helworks If required In geographically Isolated areas.

Additlonal Informatlon whish must be forwarded by the transferring service to the
recelving service for transfer of forensle constmers Includes: last MHRT report —
attached treatment plan and LCT provisions; and, summary of forensic
issues/outstanding malters (Summary page — Query IPS — CIMHA).

The recelving service may request extra documentation from the transferring
service to assist with development of follow up care plans, Thls may include:
Medlco legal Reports (238 Report, current LCT plan and conditlons).

Crlsls Management Plan,

Relevant Clinleal Reports (e.g. Forenslc Order Report, CFOS assessment).

- Recent progress notes.
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n of Forensle Patlents” (SNFP) mental health
constmers

324  The procedure for transfer of care of SNFP consumers under the MHA2000 is the
same as for forenslc consumers above, with the exceptions that:

« The Clinlcal Director (or equivalent) of the transferring service wili contact the

Clinical Dlrector (or equivalent) of the recelving service to Inform them of and

discuss the pending transfer.
Transfer of care for Involuntary/Forensic consumers on short term travel

Noto: The MHA2000 Resource Guide, Chapter 8 "moving and transfer’ does not specifically
address the Issue of holiday or Interlm care delivery for persons under the MHA2000 who are
holldaying within Queensland away form thelr trealing dislrict. Interstate travel Is addressed,
Conslderation of the consumers' rights must be made when determining appropriate

management of thls lssus,

Key Issues to address will Include but are not lfimited to:
Length of planned holiday perlod

Distance betweaen hollday and home distrlct
Gonditlons of leave

Medlication prescription and administration
Treatment required

Soclal supports required

* & ® e o »

According lo Forensic Pallent Management Policy and Procedures, (Quoonsland Forensic

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

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

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

movement, the followlhg minlmum lavel of information should be provided to the recelving

DFLO and Distrlet:

. Request for transfer: Classified/Forensle/Court order patlent.

o Written Authorlsation from Director of Mental Health (DMH).

’ Standardised sulle of forms — Gonsumer Demographics, Copy of Gonsumer Intake,
Conhsumer Assessment, and Drug Assessment.

. Summary Page ~ Qusry [PS (CIMHA).

Transfer of Consumers to a MHS Inpatient Unlt

4.1 Gonsumers presenting to the Emergency Department who require inpatient admlssion

and reside In anothor District

444  Consumers should be treated as close to thelr home as practicable, to minimise
disruption to soclal networks and functloning.

41.2  All consumers presenting to the Emergency Dapartment will be assessed regardless
of thelr district of orlgin,

41.3  Followlng the decislon that admission Is required, the assessing district will contact
the consumer's distrlct of orlgin and notify them of the consumer’s presentation and

thelr status,
4.1.4  Pending bed avallabllity and not withstanding any other agreement belwesn districts,

CO01.018.0002.9618

the_consumer's. district_of orlgln will recelve the. refetral and. accept the. consumer . . .. _ ..

" within a two hour perlod (betwaen 0800 hrs and 2300hrs). Transport arrangements
are the responsiblily of the transferring distrfel. Ideally, within the SQHSD

B AR ARA TS |
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metropolltan ares, dlstncts wIII facllllate the acceptance of transfars from 0800hrs to

2000hrs. These transfers should be planned to be completed prior to 2300hrs,

4.4.6  If thers Is no bed available at the consumer’s dlstrict of orlgin or a safe transfer Is not
possible at the time, the consumer should be admitted to an appropriate ward and
treatment commenced untll such time as a bed In the consumer’s distriot of orlgin
becomes avallable,

The transfor of clinical documentation Is to be recorded In the consumer’s madical
record as hoted ahove (Page 2),

4.2 Consuimers prasehting to a rural service Emargency Departiment who requlre inpatient
admisslon

Note: In 2009, all rural services in South Queensland are part of a Dlstrict with [npaflent beds.
However, the service with the Inpatlent heds may he some distance from the rural service
needing to admit a consumer. Jn the firsl Instance, a rural service should always try and admit
consumers to their own distilel (lhts Is an Inira rather than inter district transfer), In
clreumstances where a rural service Is unable to admit consumers to a bed In thelr own
distitet, a bed In another Distrlct recelving service wlll hesed to be found and the following

applies:

4,21 Following the decislon that admission is required, the assessing district will contact
the recelving dlistrlct, through the recelving Acute Care Team and notify them of the
consumer's presentalion, thelr status and need for admlsslon. The receiving service
will make contact with the relevant psychiatrlst to conflrm and support admisslon to
the Inpatlent unit. All relevant paperwork related to an Involuntary admisslon (e.g.
recommendatlon and request for an assessment forms and request for pollce escort)
with be completed by the on slte medloal officer and mental health worker (durlng
husiness hours).

4,2,2 Pending had avallabllity, the recelving district will recelve the required materlal for
admission and accept the consumer within a two hour period (between 0800hrs and
2300hrs), Transport arrangements are the responsibility of the transferring district.
Within rural areas transfers should Ideally ocour during business hours. The above
hours are to be seen as flexlble and able to be negotlated belwaen services taking
into account the nseds of the consumer, the avallabliity of human resources and the
abllity of the transferring service to maintaln the safety of the consumer and staff In
the facitity prior to transfer,

If for any reason, the rural transferring service Is not able to affect the transfer
Immediately, the "home” mental health service should pul In place strategles to asslist
In malntaining the consumer safely until the transfer can ocour. These strategies
woulld include but not be limited to:«
¢+ Access to a Psychlatric Reglstrar or Consultant for advice and suppoit
o Video-link assessment or review if réquired
¢+ Advice and support about the most appropriate transfer mode
4.2.3 If there Is no bed avallable at the recelving district or at other suitable facllitles
(relevant to CYMHS consumers only) or a safe transfer Is not possible at the time and
the transferring facllify has the capacity to ensure the safety of the consumer and
staff, the consumer should be admitted to an appropriate hospital ward and treatment
commenced, with consultation from the "home" Inpatient psychlatrist until such time
as a bed In the recelving Inpatlent unil hecomes avallable,
4.3 Consumers who present or are presented to an Emergency Department and are on an
Authorlly to Return to another District

Dm"mm AR LA s P R R R R N T R IR o hle Sl et
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4.3.1 Consumers that are brought to the Emergency Department on an Authority (o Retumn
from ahother Authorised Mental Health Service are to be assessed upon thelr

presantation,
4.3,2 It Is expected that the service who has issued the Authorily to Return document wlll

make avallabla all information to facllitate this assessment,
4.3.3 If, following assessment the consumer requires admisslon, refer to section 4.1.

4.4 Temporary transforting of Inpatlent care to another District during bed shortage

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

s Assertlve communily treaiment
s 'Qutlylng’ appropriate consumers to a medical bed with speclalist mental health

support Ih order to make an acute MH bed avallable
o+ Overnight management of the consumer in the Emergency Department, with
specialist mental health support.

4.4.2 The following process Is to ocour to fadliitale all Inler-district transfers due to local bed
avallablity shorlages:
» The delegated MHS Bed Manager from the transferring district will make contact
;3/“2 each delegated MHS Bed Manager within SQHSD to assess availabllity of
ads,
+ Pending bed avallablilly the recelving distrist will recelve lhe referral and accept
the person withln a two hour period,
« Documentatlon to accompany the transfer is as above (sectlon 4.1.6).

4.4.3 Interdistriot fransfers due to bed availabillly should occur Within business hours
whenever possible. Transfers outside of business hours are at the discretion of the
Consultant on call and must take In to account the avallabllity of medical and nursing
staff to safely facllitate the transfer In both transferring and recelving services.

4.4.4 It is preferable that a consumer requiring Inpatient care within a High Dependency area
NOT be transferred to another district, due to the:

¢+ Acute hature of thelr mental state.
s+ Likellhood of requiring high doses of medication which may compromlse their

physical health staltus.
» Identified beneflt of having ready access to their ustial treallng team.

4.4,5 The return of persons that have been transferred to another district Is to be negotiated
belwesn the transferting and recelving services. Factors to be consldered should
include the consumer's clinical needs, the consumer's cholce and the consumer’s
discharge address, The numbsr of transfers for each consumer should be minlmised

as much as possible.

4 Supporting Documents
u  See References
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Term Deflnltion i Soures Ses also
Quesnsland Health Care services South Queensland Health NIl
Private Health which ars not Queensland *| Service Distrlcts
Care Ssctor: Health provided:
SQHSD: South Queensland Health | South Quaeensland Health Nl
Servics Distrlcts. Service Distrlots
DOMH: Dilreotor of Mental Health | South Queensland Heaith NIl
Service Distrlots
MHS Mental Heallh Service South Queensland Health | NIl B
Service Districts
SNFP Speclal Notiflcation South Queenstand Health NIl
Forensic Persons Service Dlstricts
MHA: | Mental Health Act 2000 | South Queensland Health NI
Service Districts
CIMHA Consumer Integrated South Queensland Health NIl
Mental Health Application | Service Dislricts
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5 References and Suggested eading: |

The MHA 2000

The MHA 2000 Resource Guide

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

Queensland’s Mental Health Patlent Safety Plan 2008 — 2013

Queensland Plan for Mental Health 2007 — 2017

Queensland Health Mental Health Standardised Suites of Clinical Documentation User
Guides (2008, 2009)

6 Consultation
Key stakeholders (poslition and business area) who reviewsd 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
Vorslon No | Modlfledby Amendments authorlsed by | Approved by

8 Audit Strategy

[ Lovel of risk

Audit strategy Ongolng review by Southern Qld Health Service Districts Mental

B Health Network B

Audit tool attached NIl B

Audit date 12 mg_:_j_ths from endorsement _

Audit responsibility Division of Mental Health Cllnical Govarnance

Key Elements / improvement to patient care upon transfer

Indlcators / OQutcomes | .

9 Appendices

APPENDIX A

Cultural conslderations when {ransferring consumetrs

Cultural factors of consumer {ransfer belween distrlots Include the cultural sensltivity of the
transferfrelocation of a consumer. Mental health staff it both the transferring and recelving sérvices

must obtaln access o cultural expertise and advice,

---Factors-to be aware of, - -

o Locallty/community

N eha e
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¢ Transferring service to Ilalse wlth lnd!genous and cullurally and llnguistlcaily dlverse (CALD)

mental health workers
« Within thelr team and with the recelving dlstrlct
+ Sodcial and emotional well helng conslderations
- links to family, frlends, elders

Locality/community ~ whan Aborlginal and Torres Stralt Islander people are local to a speclflo
area/town/clty/suburb cultural protocol states the mental health service will contact the local
Aborlginal or Torres Strait Islander community. There are several ways of contacting and involving
the Abotlginal and Torres Strait Islander community:

¢+ Through famlly connection If the consumer has a relative within that parlicular community

¢ Gonsulting the Indigenous mental health worker in the recelving dlstrict,

If the consumer is going to a communlty that s not well known the indligenous mental health worker
must provide ortentation for the consumer to the local Aborlginal and Torres Strait Islander

community, with the consuimer's consent,

Transferting service — It Is the responsibility of the clinlcal team/case manager to nolify the
Indigenous mental health worker In the recelving district of the lransfer of the consumer, whether to
private or public follow up care, In the event that there Is no mental health setvice In a community,
hotification to the Aboriginal Medical Service in that communily Is recommended. The Indigenous
mental health worker from the transferring service needs to be Involved / consulted In the transfer
of all indigenous consumers of mental health services.

In additlon, the consumer's family, allied person, etc need to be notified of the transfer bstwesn
districts, with the consumer’s permission. Sometimes famlly exist in both the transferring distrlct
and the recelving district,

Consumers heed to be orlentated to the new district for services and links with Aboriginal and
Torres Stralt Islander organlsations, such as the Aborlginal Medloal services; cultural events,
actlvilles and meelings; other Queensland Health services and other Quesnsland Government

services,

Soclal and emotional wellbelng - Followlng on from thls, the consumer's soclal and emotional
needs In the recelving service has to Include: family aend other relationships; ocultural
connsctionsfsupport; other health concerns; housling; Income; spirituallly; stabllity of home
environment; and, culturally appropriate psycho social interventions In the areas of: further
education; diversional activitles; fitness activitles; clubs ete.

{ Verslon No.: 1.0; Effective From: 16/04/2040 Page 11 of 41
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EXHIBIT 319

Mental Health Divisional

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

another

1.

Purpose

This procsdure detalls the process by which consumers of the Mental Heaith
HHS receive an efflcient and safe transition of care between mental health

services,

2.

Scope

" This procedure rélates to all staff within West Moreton Hospltal and Health

Service.

3,

4.
NIl

5.

Supporting Documents

¢ The MHA2000

» The MHA2000 Resource Gulde

« Natlonal safely prioritles In mental health: a nattonal plan for
reducing harm

» National Standaids for Mental Health Services 1996

» Natlonal Safety and Quality Standards 2011

» Queensland’s Merital Health Patient Safety Plan 2008 ~ 2013

» Queensland Plan for mental Health 2007 - 2017

« Queensland Health Mental Health Standardised Suites of Clinical
Documentatlon User Guldes (2008, 2009)

» Patlent Access and Flow Health Service Plreotive. Inter Hospital
Transfer http:/www.health.ald.gov.au/directivesidocs/pti/ah-
hsdptl-025-3,pdf

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

» Workplace Instruction, Mental Health, The Park, HSI8-Queensland
Police Escort Assistance (WMHHS2013167)\

» Policy, Procedure and Workplace Instruction Staff Sigh Off Sheet
hltp:ﬂqhsps.heallh‘cﬂd‘qov.auz‘wm!docs}dacument-slqnoff,doj

References and Suggested Reading

Procedure Process

BACKGROUND
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Weel Moreton Horpltn} and Hoal!h ‘Serv!ce lnte! Hospital and Health Servlce Traneiﬂon of Care ‘of Menhl Health
Consumora from. qne Hoapltal and' HeuIth Service to another

It is well eetablfehed that menldl heeith consumers are al an Increased visk of harm during periods of translhon
South Queensland Mental Health Clinfeal Cluster Hospital and.Health Sarvice are commilted to an agreed set
of - %cey principles to ensure the comprehenslve and safe transition. of ‘consumer care between mental health
services. This procedure clarifies and standardises the roles, expectations and responsibilities of both parties

In the transition of care of mental health consumers.

For consumer fransport considerations refer:-
»  Procedure, Mental Health Divisional, Transpont of Mental Health Consumers (WMHHS201000223),

» Workplace Instruction, Mental Health, The Park, HSIS-Queensland Police Escort Asslstance
(WMHHS20131867).

OVERARCHING PRINCIPLES
o Irrespective of -an Individual’s place of residence a consumer will always have access to mental

health services.

o The clinical documentation must comply with minimum standards as indicated in this procedure to
ensure the recelving organisation can provide a safé, timely and appropriate service to the consumer.
Consumer and carer engagement is an essentlal component of any transition of care planning.

A recovery orlentad service approach Is recommended to ensuré a consumer focused transition of
cara occurs,

o Clinical governance resides with the current HHS untll a consultant psychlatrist from the recelving
service has accepted the care of the consumer, this must occur within & working days of receiving

relevant information,
o The aultural needs of the consumer and thelr carers will be acknowledged and respected (See

APPENDIX A).
» Shared care arrangement Is to be available during the transition process to ensure engagement and

management of identlfied risks.
e For consumers who are mental health serviee employees we acknowledge treatment may occur

outslde of thelr local HHS.

In order te ensure that these princlples are adhered to, two (2) key processes have been Identifled as
essentlal for the safe, timely and approptlate clinical transitton of care from one Health and Hospital Service to

another.
1. Gllnical Handover !

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

» Clinlcal handover refers to the process whereby professional responsibllity and accountability for
some or all aspects of care for a consumer who Is transitioning to another person or professlonal
group on a femporary or permanent basis. This should oceur at every point of transition.

o Clinical Handover involves the verbal and written communication of critical consumer-care related
information between or among menibers of the healthcare téam.

e The purpose of ollnical handover Is to faclliitate continuity of consumer care across care
transitions, to promote coordination of care amongst healthcare providers and to maintain high
quality, safe consumer care.

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

o preparation
o organisation
o situatlon and environmental awarensess

| Standard 6, Austratian Commission on Safety and Quality in Health Care. http://www.safetyondqualily.poy.aw/our-

work/accreditation/nsghss/

Verslon Mot 1 ; Effective From 01/09/2013 Page 2 of 6
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Consumiers from one Hospltal and Health Service to ancther

o transferred responsibllity and accountabllity
o consumer/carsr Involvement,

2. Clinlcal documentation

Al clinfcal dogumentation must be recorded uslrig the standardized sulte 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:

A N TSN

Consumer demographic informatlon form (demographic information generated from CIMHA is

also acceptable)

Consumey intake form

Consumer assessment form (assoclated assessiert modules particularly the Famlly
Developmental History and Soclal Assessment are highly desirable) '

Risk Assessinent including risk mitigation plan,

MHA 2000 documentation (if applicable)

Documentation for a Mental Health Act Administrator (MHAA)

+  When recelving notification of a transfer of an ITO via GIMHA emall facliity, the
recelving service MHAA will confer with the Team Leader of the relsvant team to
ostablish If the transitlon handover process has been completed and the consumer has
been accepted to the service.

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

e If the transition handover has not ogcurréd, the recelving service MHAA must Inform
the transferring service that the ITO Is to remain with them until the process [s
completed. If the ¢onsumer has been accepted to the recelving service, the ITO must
be accepted by the receiving service-MHAA,

¥ Consumer End of Eplsode/ Discharge Summary.
v Transition Plan

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

There Is an agreed transitlon plan including dates and time, this Is especially Important in
regards to consumers under the MHA 2000 and for consumers under Forensle Orders, {Please
refer to The MHA2000 Resource Gulde, chapter 8 "moving and transfer”
http:l/www.h‘ealth.qld.gov.-a‘u/mha2000ldocuments.’resource_gulda_o&pdf

The transitioning setvice has ensured that any Information 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 been noted In the consumer's record prlor to

transfer.

Clinical Transitlon Procedure:

The following steps required to transfer consumers between services will vary, dependent upon the service
type. For transition of consumers between all service types, the followihg steps are recommended to ensure

the best clinical outcome for the consumer.

Vorslon No.: 1 Effective From. 01/09/2013 Pago 3of 6
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1. Qonsumer has Indicated a need to move to another HHS
2. Consultant contacts the recelving service in that HHS
3. Treating feam ensures the relevant documentation Is readlly accessible;
O Consumer demographic Informatlon form (demographic information generated from CIMHA Is
also acceptable)
Consumer intake form
Consumer assessment form (assoclated assessment modules particularly the Family
Developmental History and Soclal Assessment are highly desirable)
Risk Assessment Including risk mitigation plan.
MHA 2000 documentation (if applicable)
Consumer End of Episode/ Discharge Summary.

ooo oog

If transitioning from Emergency Department;
O Medical Officer R/V notes if initial MH assessment has not been completed

O Medical Assessment & Clearatice.
1 Most recent dlinical documentation.

Highly deslrable documentation:
O My Recovery Plan located within the Clinical Note module within CIMHA,

The Recovery Plan will Include the transition plan ensuring that consumer's from rural and
remote areas have-ongoing-access to thelr care network if they transitioned out of area.
I Care Réview Summary Plan, this Includes the Involuntary treatment plan review and case
review summary.
4. Formulate a Transition Plan In-collaboration-with the consumer/carer and receiving service,
6. Transltion clinical care of the consumar to the new Mental Health Setrvice,
6. With the consent of the consumer, the famlly/next 6f kin are to be notified

Escalatlon process

If a clinical difference of opinion occurs regarding the transition and ongolng management of a consumer
transitioning between HHS, the consultant of the recelving service has the final decisionh and responsibility for
the ongolng care. For Involuntaty patients the Executive Director of Mental Health and Speclalisad Services

can be approached to assist in resolving disagresments,

6. Definition of Terms
Definitions of key terms are provided below.

Term . ‘Definition /. Explanation hDgtalls " a i RS
MHS Mental Health Service I
HHS Hospital and Health Service
SNFP Spacial Noftification Forensic Persons
MHA Mental Health Act i
CIMHA Consumer Integrated Mental Health Application B )
Queensland Private | Health Care services which are not Queenstand Health |
Health Care Sector provided
Version No 1 Effaclive Fram 01/09/2013 Paged ol s
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/# Procedure Rewsnon and Approval History

Version:No:| Modjfiad. Amondments aithorised by,

1 Created Michelle Kohlels Cluster Coordlnator South Qld Mental Health Clinlcal Cluster
8. Audlt Strategy

1 Medium

|| Audit of clinlcal handover processes pertaining lo cohsumers

1| Twlce yearly

| NUMs

o preparation

e organisation

o sltuation and environmental awareness

o transferred responsibllity and accountabllity
» consumer/carer Involvement.

2| Clinical Records Gommittee

Vergion Mo 1 Effective From $1/00/2013
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West Moreton Hospltal and Health Service: Inter: Hospltal and Health Service Transition of Gare of Mental Health
Consiimers from one Hospltal and Health Service to another

APPENDIX A
Cultural considerations when transferring consumers

Gultural factors of consumer transfer between HHSa include the cultural sensitivity of the transfer/relocation of
a consumer. Mental health staff in both the transferiing and recelving services must obtain access to cultural

expertise and advice.

Factors to be aware of!
o Locality/community
» Transferring service to linlse with Indigenous and culturally and lingulstically. diverse (CALD) mental
health workers
~ Within their team and with the recelving HHS
o Social and emotional wellbeing considerations
- links to family, friends, elders

Locality/community —~ when Aborlginal -and Torres Stralt Islander people are jocal to a speclfic
areatown/clty/suburb cultural protoco! states the mental health service will contact the local Aboriginal or
Torres Stralt Islander communfty, There are several ways of contacting and involving the Aboriginal and
Torres Stralt [stander community:

¢ Through famlily connection if the consumer has a relative within that particular community

¢+ Consulting the indigenous mental health worker In the recelving HHS.

If the consumer Is golng to a community that I not well known the Indigenous mental health worker must
provide orlentation for the consumer to the local Aboriglnal and Torres Stralt Istander community, with the

consumer's consent,

Transferting service ~ It is the responsibliity of the clinlcal team/case manager to notify the Indigenous
mental health worker in the recelving HHS of the transfer of the consumer, whaether 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 communlity is recommended, The Indigenous mental health worker from the
transferring service needs lo he involved / consulted in the transfer of all indigenous consumers of mental

heaith services.

In addition, the consumer’s family, allied person, etc. need to be notified of the transfer between HHSs, with
the consumer's permisslon. Sometimes family exist in both the transferring HHS and the receiving HHS.
Consumers need to be orlentated to the new HHS for services and links with Abatiginal and Torres Stralt
islander organisations, such as the Aboriginal Medical services; cultural events, activities and mestings; other
Queensland Health services and other Queensland Government services.

Soclal and emotional wellbeing - Following on from this, the consumer’s soclal and emotional needs In the
recelving service has to Include: family -and other relationships; cultural connections/support; other health
concerns; housing: income; splrituality; stability of home environment; and, culturally appropriate psycho soclal
Interventions In the areas of: further educatlon; diversional activities; fitness activities; clubs etc.

Varslon No.: 1 Efiective Fromy 04/09/2013 Page 6 ot 6
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DISCHARGE PLANNING

Planning for discharge back into the comm
adolescent is admitted to the Barrett Adol
Health Services are encouraged fo mai

ensure a smooth fransition back into the community service.

District Case Managers are invited to att i
I end team meetings or to dj
any concemns with Barreft Adolescent Centre staff. Ass?stance 233:-]05:

information, training and transitional sy i it i i
perbouary compis o pport is reguldry negotiated with

CO01.018.0002.9633

WHAT IF | HAVE A COMPLIMENT OR
COMPLAINT?

The Cenire 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 to pass on a
compliment, please do not hesitate to lodge these orally
(direct face-to-face, via the telephone or in writing).

To lodge a complaint you can contact:

The Centre Nurse Unit Manager on 3271 8760

- The Director of Barreit Adolescent Centre on 3271 8742
The Consumer Advocate on 3271 8567
The Patient and Consumer Advisory Group on 3271 87565
The Service Development Officer on 3271 8537
Community Visitor on 3225 8339 or 1300 653 187 (toll free)

Individuals have the right to independently complain to
external agencies at any time.

Staff will take all -complaints 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 to you,
however should you require any further information
after reading this booklet, feel free to telephone the
Centre on 3271 8760 at any time.




EXHIBIT 319 CO01.018.0002.9634

Attachment 10




EXHIBIT 319 C0I1.018.0002.9635

Queensland West Moreton Hospital and
Health Service

Jobh 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: (07) 3271 8293

Online applications: www.health.ald.gov.au/workforus or www.smartjobs.qld.gov.au
If you are unable to apply online, please contact Statewide
Recruitment Services ot or

Fax application:

Post application: West Moreton Recruitment Services, PO Box 2221, Mansfield BC
Qld 4122

Deliver application: West Moreton Recruitment Services, Nexus Building, 98 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 health 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
partners 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 ptanning, coordination, implementation
and evaluation of high standards of consumer care in the ward/unit.

The Nurse Unit Manager in collaboration with the Nursing Director manages the delivery of safe,
high quality, cost effective care.

Your key responsibilities

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, Enrolled 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,

Expert knowledge and skills in mental health nursing including in the specialty area of the
designated clinical unit of Medium Secure.

Integrates key objectives from the Strategic Plan into service delivery for the clinical unit
through the development unit specific plans in consuitation 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.

Supports the strategies for a work based culture that promotes and supports education,
learning, research and workforce development by providing fraining and development
opportunities for staff.

Integrates and prioritises the strategic direction of the service using a quality framework.

L.ead and manage in a muiti 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 legislation 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 building, change management, recruitment, education, performance management and
counselling.

Act in 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.

The successful completion of, or the ability to complete, the Qld Health

sponsored Agdressive Behaviour Management (ABM) Course on appointment is
mandatory.

Expectation to be involved in and participate in Clinical Supervision.

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
October 2012
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Are you the right person for the joh?

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 spe"c_ialist 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 outcomes.

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 obstacles 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 to the panel to assess your suitability:

s 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 shortresponse (maximum 1-2 pages) on how your experience, abilities, knowledge and
personal qualities would enable you to achieve the key responsibilities and meet the key
attributes.

o 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 abhout Queensland Health, visit www.health.ald.qov.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 projected 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 Involvement, Consumer Centred Service Delivery,
Evidence Based Practice, Outcome Based Services, Managing 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 beds)

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.ald.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 Applicants for details of employment screening
and other employment requirements.

Health professional roles involving 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 http://www.remserv.com.au.

To find out more about Queensland Health, visit www.health.gld.gov.au
October 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:/www_psc:gld.gov.au/library/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.gld.gov.au/hrpolicies/resourcing/b 2. pdf

To find out more about Queensland Health, visit www.health.qld.gov.au
QOctober 2012
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DARLING DOWNS-WEST MORETON
HEALTH SERVICE DISTRICT

Job ad reference:
Role title:

Status:
Unit/Branch:

Divislon/District:
Location:

Classification level:

Salary level:
Closing date:

Contact:
Telephone:

E-mall applications:

Fax application:
Post application:

Deliver application:

HOOWMO01712

Clinical Nurse Consultant

Temporary Full Time for up to12 months

Medium Secure / Dual Diagnosis, The Park - Centre for Mental
Health, Treatment, Research and Education

Darling Downs - West Moreton Health Setvice 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)

Tave Dlansy

Larling Downs-vvest Moreton Kecruitment 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:

« Cariny 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 properly.

Purpose of role

» 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 responsibllities

«+ This role reports operationally and professionally to the Nursing Director, Extended Treatment
and Rehabllitation Unit

To find out more about Queensiand Health, visit www.health.qld.gov.au
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. 'Fulfll the accountabllltles 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

unils
¢  Establish and maintain clinical and operational llaison with nursing, medical and allied health

staff

» Clinlcal guideline development to ensure an evidence based recovery orientated service

+ Establish and maintain clinical and operational flalson with nursing, medical and allied health
staff in the Integrated mental health services of client Districts and non-government
organlsations to ensure effective pre assessment, admission, and discharge processes for
consumers

» In collaboration with the Nursing Director and Nurse Unit Managers participate In relevant
human resource management processes Including orientation, performance appralsal,
professional development planning and clinical supervision of nursing staff

e In collaboration with the Nursing Director and Nursing Director, Education develop and
coordinate 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.

s Develop, facllitate and participate In hursing relevant research activities

» Promotes a collaborative ;team based model of care within the service

o Enthusiastically leads and manages a team in collaboration with the unit NUM by planning 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 cettificate 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,
L research and education in a recovery based service _
Continuous Improvement Flexible, open to change, actively maintains 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
clinlcal problem solving, whilst promoting a positive

L environment,

Probiem Solving Proactively finds solutions and uses tact, diplomacy and
| sensitivity to solve problems.

Work Valuss Demonstrates honesty, integrity, respect and caring for all

| patients, carers and staff.

To find out more about Queensiand Health, visit www.health.gld.gov.au
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: How to apply

Please provide the following information for the panel to assess your suitabllity:

» 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 conduct, 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, allisd health, medical,
nursing or operational, we offer a family friendly environment committed to accommodating the
needs of workers with family responsibilities and the requirements of Queensland Health. It has a
major teaching role providing both undergraduate and postgraduate clinical experience for
members of the healthcare team.

The West Moreton South Burnelt District covers approximately 19,460km2 to the West of
Brisbane 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 2006, and s projected to Increase to
240,875 in 2011, constantly remalning at approximately 5.5% of the total Queensland population.

Toowoomba & Darling Downs District comprises 17 Health Services, and three Qutpatient Clinics
and provides a comprehensive clinical services to approximately 243 000 people across 91 000
square Kilometres. The District’s demographlcs are diverse and include clty, 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 $870m.

Working for the Darling Downs-West Moreton Health Service District 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 facilities.

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, including a criminal history check, may be undertaken onh persons
recommended for employment. Please 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 thelr duties formulate a reasonable suspicion that a child or young person has been
abused or neglected in their home/community environment, have a legislative and a duty of care
obllgation to immediately report such concerns to the Department of Child Safety,

All relevant health professionals are also responsible for the maintenance of their level 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.dld.qov.au
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Barrett Adolescent Centre

Welcome to our first Barrett Adolescent Centre Staff Communlqué. | hope this communiqué helps keep you
informed about what is happening and how it will impact on yourselves as staff at the BAC.

Barrett Adolescent Centre 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) building. This is a flexible date that
will be responsive to the needs of our consumer group and as previously stated, will depend on the availability
of ongolng 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 bullding.

Clinical Care Transition Panels

Clinlcal Care Transltion Panels have been planned for each Individual young person at BAC, to review
individual care needs and support transition to alternative service options when they are avallable. The Panels
will be chaired by Dr Anne Brennan, and will conslst of a core group of BAGC cllniclans and a BAC school
representative. Olher key stakeholders (HHS’s, government departments and NGOs) will be invited to joln the
Panel as is approprlate to the particular needs of the individual consumer case that Is being discussed at the

time.

Admisslons to BAC
WMHHS is committed to safe and smooth transitions of care for each young person currently attending BAC.

These transitions will occur in a manner and time frame that is specifically tailored to the clinfcal care needs of
each individual young person. In order to meet this goal, there will be no more admissions to BAC services
from this date forward. For adolescents currently on the walting list, we will work closely with their referring

service fo identify their options for care.

Statewide Adolescent Extended Treatment and Rehabilltation 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 Queensland, and the Steering Committee
has met three times since 26 August 2013. As pait of the statewide projet, two Working Groups have been
defined to deliver on various aspects of this initiative. Working Group one is the SW AETR Service Optlons
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 future service options that are developed.

SW ATER Service Optlons 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 he held within the next month to further
progress the work on service models. Families and carers have also been invited to provide wrilten
submissions on the development of the new service options moving forward for the consideration of this

working group.
Date: Thursday, 3 October 2013

Queenqland
Governmentt
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Acting Nurse Unit Manager (NUM) i
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 Clayworth 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

Senior 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 to access at any time. This service is completely
confidential and ™ self  referral. For more Information on EAS  please  visit:
http://dheps.health.qld.gov.au/eap/htmliWestMortHSD.htm. Please also be reminded that your line managers

are available to discuss any concerns or queries you may have,

Communication to Familles and Carers

Fast Facts 8 will soon be going out to ali 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 Empioyment (DETE)

WMHHS continues to llaise 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
West Moreton Hospital and Health Service
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Queensland
Enquiries To: Ingrid Adamson Government
Project Manager, AMHET)
Child and Youth Mental Health Service ’
Children's Health Queensland Children’s Health Queenstand
Telephone: Hospital and Health Service
File Number:

Ms Kristi Geddes

Minter Ellison

PO Box 7844

Waterfront Place QLD 4001

Dear Ms Geddes
Re: Health Service Investigation — Barrett Adolescent Centre

As per the letter of request for information dated 11" September, Children’s Health
Queensland Hospital and Health Service (CHQHHS) submits the attached documents in
regard to:

1. Records held by CYMHS (North West) fc ‘egarding the care received
and relating to transition there; and

2. Further information generally about the service provided by the CYMHS (North West),
including any policies and/or procedures about intake of patients.

Should you require any further information in relation to this matter, | have arranged for Ms
Ingrid Adamson. Proiect Manager, Child and Youth Mental Health Service, CHQHHS, on
telephone of via email a to be available to
assist you.

Yours sincerely

4| Health Service Chief Executive
Children’s Health Queensland

Hospital and Health Service
S ALY

Level 1, Narth Tower

Royal Children’s Hospital
Herston QLD 4029

GPO Box 48, Brisbane Q 4001
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Brief overview of service

CYMHS provides a service for people up to the age of 18 (or potentially older if consumer is still in
school) with severe and complex mental health issues. All referrals go through a process of intake
where it is decided if CYMHS is the most appropriate service for that young person. This is a
multidisciplinary team decision. If CYMHS is appropriate, an appointment will be offered with a
clinician. If CYMHS in not appropriate, suggestions will be made for more appropriate services.
During the process of decision making a one off mental health assessment may be offered to clarify
mental health issues or to assess and contain risk. Referrals are not taken for specific discipline
groups (e.g. psychology), for psychiatry review, for medication review and for psychometric/speech

and language assessment purposes.
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Administrative Issues

Morning Meeting

A morning meeting is held every day at 8.45am. This is to review current referrals that are being
processed by Access and for multidisciplinary team decision making. Morning meetings are usually
conducted over the phone due to the team working across CYMHS sites.

The morning meeting is chaired and hosted by Team Leader unless otherwise advised.

Referrals to be presented at morning meeting should be organised the day before or early the same
day. Referrals are presented in groups according to which clinic they belong to (i.e. Nundah or
North West). Referrals to be presented are as follows:

e New referrals taken the previous day.

e Any referrals that require allocation to a Community Team.

e Any referrals that require allocation to the Access Team for Mental Health Assessment.

e Any referrals that are to be closed and referred on elsewhere.

The morning meeting is documented on the “Intake Team POS Sheet” which is saved electronically
on the Nundah CYMHS G drive (G:\CYMHS-Team\Access Team - Nundah\Forms and
Templates). Each clinic requires a separate form for each morning meeting. The form documents
which clients are presented, if the client was a new referral from the previous day and the action

that the team has decided on (i.e. allocate to community, MHAX, end referral).

After the morning meeting the details entered on the Intake POS Sheet need to be entered into
CIMHA “Intake/Triage” form under the subsection “Intake Summary, Discussion and Follow up”.
The electronic entries need to be dated, the team discussion summarised, plan updated and be
signed by the clinician amending the form. An example is as follows:

e 21/09/2009 I/M 12 year old girl with anxiety symptoms. Holdover to contact family to offer

an in person assessment. Plan: Call family (Clinician’s name and position).

Once all entries have been entered in CIMHA, a copy of the Intake Team POS Sheet needs to be
emailed to the relevant community team AO and a read only copy remains on file in G drive as

record.
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Action List
The action list is a list of all clients who Access are currently working with regardless of status. The
electronic copy of this is located on the Nundah G Drive at: (GACYMHS-Team\Access Team —
(clinic name)\Action List). The list is to be co-ordinated at the beginning and at the end of the day
by one person to ensure consistency and planning. All clinicians are responsible for updating the list
as they work through referrals.
e The action list is to be updated on a daily basis to reflect the work that has been done and
also the work that is required to be done.
o The list is organised in date order from oldest to newest.
e Items on the list are highlighted in yellow and bold if they need priority follow up and the
need for priority is specifically noted on the list.
e ltems on the list are highlighted in purple if they need to be flagged for presentation at

morning meeting the next day.

Email
Each community team site has a generic email address that should be used to communicate with the
Access Team. It is important that these email addresses are checked on a regular basis and
particularly important for Wednesday handovers to and from the community team. All team
members should have proxy access to each email address. The team can negotiate who will be
responsible for this each day. The email addresses are:

e Nundah

e North V

Keeping Track of Referrals
To keep track of referrals and ensure that none are lost, the following procedures are in place.

e Check faxes and generic emails regularly.

When taking a new referral:

o Take referral.

e Enter on CIMHA as soon as possible and make sure ALL details are entered. Be particularly
mindful of adding phone numbers and external contacts. Enter OK and save consumer!

e Referral details to be entered on action list.

o Referral details to be entered on to the next day’s Intake POS sheet
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When finalising a referral

You will have presented the referral at morning meeting.
Update the action list on G drive to reflect team decision.

Process CIMHA notes according to decision made (see following).

Allocated Clients to the Community

You will have presented at morning meeting and completed appropriate admin.

Send a copy of the Intake/Triage form to the Team Leader via CIMHA Message. In the
body of the message write the name, age and a brief summary of the reasons for referral.
The team leader will then allocate a community clinician to the client and advise Access of
the time, date and clinician. They will do this via email to the clinician who sent the
allocation to them and also via the generic clinic email.

The team leader will update the community diary.

The Access team will then contact the client to confirm the appointment time.

If the client is able to make the appointment, complete the appropriate section of the
“Intake/Triage” form and save and sign the form.

The completed “Intake/Triage” form is now sent via CIMHA message to the admin officer
for that clinic. The admin officer will complete the paperwork and organise charts to be
made up for the client.

The Access team then needs to email the community clinician to confirm that the
appointment has been made with date, time and name of client noted.

If the client is unable to make the appointment, refer back to the appropriate Team Leader
who will re-allocate another time.

It is noted in Action list and also on triage doc in appropriate place

If there are URGENT clients that need allocation the Access team is able to allocate to the
next available clinician in the diary if the community team leader is not contactable.
However, before doing so, attempt to contact the community team leader and speak to them

— either in person or on the phone. Note in cimha triage doc the priority level.

Allocated Clients to the Access Team - MHAX

At morning meeting, this will be put through as an allocated client to the Access clinician
and reasons for allocation noted in the “Intake Summary, Discussion and Follow Up”

section of the “Intake/Triage” form.



EXHIBIT 319 C01.018.0002.9787

It will be noted in the action list that the client has been allocated for MHAX, the Access
clinician’s initials will be recorded as will the date of allocation.

The Access clinician will make an appointment time with the client and record this as part of
the “Intake Summary, Discussion and Follow up” section.

The Access clinician will send a message via CIMHA to the clinic admin officer to advise
them that a MHAX has been booked so that a chart can be created when the client arrives
and a room booked, place into clinicians electronic calendar.

The Access clinician conducts the MHAX then writes up the assessment on CIMHA in a
“CYMHS Consumer Assessment ““ form.

The assessment is then presented at clinical review on Wednesday or discussed at the daily
IM where a decision will be made about the outcome of assessment.

The “Intake/Triage” form will be finalised at clinical review based on the decision made.
The paperwork will be sent to admin officers as per normal processes for closing a referral

or allocating a referral to community team.

Allocated Clients to the Access Team — Brief Interventions

A decision will have been made at clinical review to conduct a brief intervention with a
client post MHAX.

Clinicians will book sessions as per clinical need.

Clients will need to be reviewed periodically at clinical review (frequency will be decided at
review).

When brief interventions are reviewed, a “Care Review Summary” will need to be
completed PRIOR to review and saved as a draft. The draft will need to be sent and shared
with the person designated as managing CIMHA entries for that review. This clinician will
update the form according to the team discussion.

At the final session of a brief intervention the client/carer will need to complete an end of
episode SDQ and the clinician will need to complete the Outcomes suite of forms.

When brief interventions are finalised, a “Care Review Summary” and a “End of
Episode/Discharge Summary” will need to be completed. After presentation at review, a
discharge letter will need to be written to the client/carer to confirm discharged. The chart

then needs to be given to the clinic admin officer to close.
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Not Accepted Clients
e You will have presented at morning meeting and completed appropriate admin (i.e. fill in all
sections of form).
o A letter will be sent out to the family and cc-ed to the referrer outlining the reasons for the
decision and containing information of more appropriate support agencies
¢ You then send the “Intake/Triage” form to the clinic admin officer via CIMHA message and

advise them that the referral is to be closed.
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Clinical Issues

Taking a New Referral

Ensure that the child is in our age range (0 to 17, 18 if the child is in school) and ensure that
the child is in our catchment area (see catchment suburbs list).

If the child is primary school age, they will need a referral from a GP, school etc.
Adolescents can self refer.

Make sure that the referrer has consent to make the referral from the child/parent/legal
guardian.

Check if there is already a treating clinician (e.g. private) and find out why the referral is not
being made back to them (as appropriate).

Take referral information. The “Intake/Triage” form has a range of prompts regarding what
type of information to collect. Ensure that a risk assessment 1s completed as well. .

When finishing a call, advise the referrer that a team decision will be made about whether
CYMHS is the most suitable service and that the Access Team will advise of the outcome of

the referral.

Clinical Information/Documenting a New Referral

Enter referral on CIMHA as per CIMHA process.

The clinical note is “Intake/Triage Form” then you select “CYMHS Consumer Intake”.
Ensure you obtain and document the following:

Specific mental health symptoms (e.g. Joe reports experiencing panic attacks — increased
HR, sweaty, hyperventilation, shaking, sudden onset with nil apparent trigger).

Onset (time and context).

Frequency, duration, severity and intensity of symptoms.

Context in which symptoms occur.

Context in which symptoms do not occur.

Specific risk factors and clear plan. This includes risk of self harm, suicide, substance use

issues, child protection issues, homelessness etc.

Family history including mental health and drug and alcohol history. Make sure you obtain
names and contact details of family/carers.

Developmental history.

Current/Past treatment and/or treating clinicians.

Ensure that you specify the next plan of action in your clinical note so that the referral can

be easily followed up.
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Following Up New referrals

e All new referrals will be offered a in person assessment

Urgent Referrals

e Make a clinical decision regarding level of risk and how urgent the presentation is.

e Seek support if necessary from consultants, psychiatry registrars, other team members.
Always discuss with T/L or senior clinician on team

e If you are able to assess risk on the phone and contain the situation do so. Ensure that you
provide the consumer/family with a safety plan.

e If you are not able to assess risk on the phone or if the situation is urgent enough to warrant
an in person assessment your options are to firstly, ask the person to come into the clinic
where you will conduct an in person risk assessment and secondly, if it is late in the day
(e.g. 3.30pm or later) request that the person present to hospital for assessment and advise
Extended Hours. Be sure to request support as needed and advise Team Leaders/Consultants
when there is an urgent or risky case.

e If the Mental Health Act needs to be used — look for a doctor or an authorised mental health

practitioner. Refer to relevant folders and QHEPS for information and forms.
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Paediatrics Pre-referral Guidelines - Child and Youth Mental Health Services . YMHS), Children’s Health Services

@ Mental health problems in infants, children, and adolescents
May include:
Queensland Complicated ADHD Depression Psychosis
Government Anxiety Eating disorders Trauma
B N ) || Co-morbid conditions Obsessive compulsive disorder Attachment difficulties
. Complex behavioural problems Post-traumatic stress disorder Severe relationship difficulties
Child and Youth
Mental Health Initial work-up is essential Refer when Data needed in referral
Services (CYMHS),
Children’s Health Obtain psychiatric and developmental history from young person/ parents/ carers Emotional and behavioural disorders are | Consent from young person/ parents/
i regarding onset and course of mental health problems, family history, and collateral severe or complex; or at risk of carer for referral to CYMHS.
Services ! { CmS:q i
information from school or other relevant sources if available. becoming so; and these needs cannot
EYM_H S_ . q N '_I' t_ be met by other services. Basic demographic information
provides specialis Consider using the Strengths and Difficulties Questionnaire (SDQ) as a way of eliciting | gpecific consideration given to infants, | Including identity of legal guardian, any
mental health consultation, concems from parents http:/fwww.youthinmind.info/Aus/sdqonline/Parent/StartParent.php and | children, and young people with mental current legal orders, indigenous status,
assessmfent an treatrTEnt young person http:/www.youthinmind.info/Aus/sdqonline/Self/StartSelf.php. health problems from an Aboriginal and Medicare number etc.
services for infants, children ;
) : ] . ) Torres Strait Islander background
Presentation of an infant, child, or adolescent / : : : -
and young people (0- 1 8 yela'rs) (0-18 years) with a mental health congern homeless or have had multiple out of Reason for referral including outline of
and assistance to their families ¥ home placements. mental health symptoms.
or carers through combination . . ; i - -
f hospital and .~ Assess the degree of risk and/or level of acuity anSlder early intervention for |nfa.nts, Relevant history including family
of hospital and community children, or young people who are; . -~
based facilites. v e Living with family members who | "ot past/ current psychiatric
Is the concem an emergency or crisis situation have mental illness or substance ?eli:t:r?t/ ,trr;l:tdr:](;ar:thlstory B @UE
Referrals are considered on an U —| needing immediate attention? (Child/young person q use issues '
individual basis, with priority fisure M i) ] ° Engaging in substance use T | e E
entry given to the likely v Yes Is the * Under 3 years of age requiring including other agencies invoivement.
psychla.tnc nature of the Arrange for presentation immediately to infant/childlyoung mfar.lt mental health intervention
presenting problem, extent of nearest hospital emergency person a current See: Any recent investigations or reports
functional impairment in a department. If young person or family patient of CYMHS? hitp://www.heatth.qld.gov.aulrch/fa | fom medical specialists or agencies
: il [ f milies/cymhs fut fam.asp d i i
ran f in nd level of are unable or unwilling consider use o . . including allied health or school.
Y . 0 U the Mental Health Act 2000 » In statutory care or in contact with .
distress experienced by the v Yes the law T ’
infant/child/ young person and - No y i — , : o gr iy
. young p Ring the Intake Officer at the Do you know the Living with a chronic physical relevant physical examination results.
famlly. relevant Child and Mental <% P illness or disability includin
Health Service (CYMHS) case manager’ disal g
sensory impairment.
v Yes
Contact the CYMHS
case manager.

Provision of Clinical Advice: Ring INTAKE OFFICER in Community CYMHS (see contacts) or Extended Hours Team after hours onfi | In a
named referrals is psychiatric emergency present to the nearest hospital.

preferred For further Information and Fact Sheets see: http://www.health.gld.gov.au/rch/professionals/cymhs.asp

See final page for references, copyright, disclaimer and further contact details. Pg. 10f 2
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Children’s Health Services

e

Queensland
Government

Provision of
named referrals is

preferred

Copyright and disclaimer

Extended Hours Service

Child and Family Therapy Unit

Future Families — Infant Mental Health Service

Child Development Program Intake Officer

Community Child Health Service general enquiries (via
Primary Care Program Central Intake)

RCH Admission Enguiries

RCH ED Admission Enquiries

RCH Admission Enquiries After Hours (via the RCH Main
Switch)

Poisons Information Centre

Seriously Unwell Child:
RCH Emergency Department

Copyright 2008, Royal Children’s Hospital
(RCH), Queensland, Australia. Adapted
with permission from Children’s Hospital
and Regional Medical Center, Seattle, WA,
USA and the Royal Children’s Hospital
(RCH), Victoria, Australia.

The RCH (Queensland and Victoria) and
Children’s Hospital and Regional Medical
Center are not responsible in any way for
application of the procedures or guidelines
to patient care at your facility. They are
guidelines only and your professional
judgment must always prevail. Guidelines
may not be reproduced without permission.

These guidelines were reviewed and
developed by specialists at the Royal
Children’s Hospital and reviewed by a
working group of metropolitan general
practitioners in Queensland.

Feedback or suggestions welcomed.
Contact the Patient Safety and Quality
Unit:

Last reviewed: October 2010

in a psychiatric emergency.

Clinical Advice: INTAKE OFFICER in Community CYMHS (see contacts) or Extended Hours Team after hours on

or nearest hospital

For further Information and Fact Sheets see: http://www.health.qld.gov.au/rch/professionals/cymhs.asp

Pg. 20f 2
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Kristi Geddes

From: Tammy A Myles

Sent: Monday 15 September 2014 04:09 pm

To: Kristi Geddes

Subject: Disability Services: Intake Policy and Procedures
Attachments: needs-assessment.pdf; eligibility. pdf

Good afternoon Kristi

In response to your request for information from the Department of Communities, Child Safety and Disability

Services regarding our involvement with [

I understand you spoke with Mark Healey, General Counsel, Legal Services and | confirm that, as discussed, the
department cannot provide the information sought in item 1 of your letter as this would contravene the
confidentiality provision in section 228 of the Disability Services Act 2006.

Please see attached however two documents relating to your request for "further information generally about the
service provided by Disability Services Queensland, including any policies and/or procedures about intake of
patients".

Please do not hesitate to contact me should you require further clarification of the intake and assessment processes
Regards

Tammy E Myles | A/Regional Director
Disability and Community Services | Brisbane Region | Department of Communities, Child Safety and Disability Services

I evell Cnr Ritssell and Fdmonstana Straat Sninith Rrichana Q 4101

The information contained in the above e-mail message or messages (which includes any attachments) is
confidential and may be legally privileged. It is intended only for the use of the person or entity to which it
is addressed. If you are not the addressee any form of disclosure, copying, modification, distribution or any
action taken or omitted in reliance on the information is unauthorised. Opinions contained in the message(s)
do not necessarily reflect the opinions of the Queensland Government and its authorities. If you received
this communication in error, please notify the sender immediately and delete it from your computer system
network.
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Disability and Community Care Services (DCCS) is committed to a sustainable service system
that delivers specialist disability services in an easy to use, responsive and fair way, and achieves
improved outcomes for people with a disability, their families and carers, while delivering
improved value for government.

Specialist disability services aim to support a person to live as independently as possible. Access
to specialist disability services (provided and funded by DCCS) is determined through a
comprehensive process that sees a person’s eligibility checked, their assessment completed,
their prioritisation conducted, and an indication made about the type and level of funded support
that would meet their assessed need. Following this, a person may be offered and then linked to
an available service or support.

Part of the way we will support people to achieve and/or retain as much independence as
possible, is to also consider appropriate supports beyond the funded disability services system to
assist in meeting a person’s needs.

Policy statement:

DCCS is committed to understanding a person's needs in order to assist them to live as
independently as possible in the community, and best inform the appropriate allocation of
specialist disability services and the effective use of finite resources.

Policy detail

DCCS will assess the needs and function of a person who applies for specialist disability
services. Only people who require more than informal support and mainstream services will
progress to a formal assessment.

The assessment gathers and reviews information about a person, their skills and abilities and
existing services and supports, their goals, their environment, life circumstances, strengths,

NN Queensland
Government



EXHIBIT 319 C01.018.0002.9796

capabilities, risk and the role of a person’s carer in order to make a determination about their
needs. Information gathered is used to recommend the services that may respond to those
needs.

The completion of a needs assessment does not entitle a person to support. Rather, access to
specialist disability services depends on eligibility, the outcome of assessment and prioritisation
processes, and available resources.

Eligibility is confirmed during the needs assessment.

DCCS will obtain written consent from a person during the assessment to share their information
in order to obtain or provide services. Written consent enables personal information to be
disclosed to other agencies or government departments for the purpose of obtaining services.

Where required, DCCS will arrange alternative communication or interpreter services. Costs
associated with such services are met by DCCS.

Scheduling assessments

A person applying for specialist disability services will be scheduled for the first available needs
assessment or at a time agreed between a person and DCCS (refer to Intake Policy).

Where it is identified that a person has been referred to the Mental Health Court through a judicial
process in relation to an indictable offence, an assessment will be urgently scheduled so that it
can be completed prior to the person’s appearance.

The time and location of an assessment is negotiated with a person based on their
circumstances. Wherever possible this will be at a DCCS Centre, however in some instances or
areas, such as rural and remote areas, this may occur at the person’s residence or at a venue
closer to the person’s residence.

A person who does not attend an assessment is rescheduled for the next suitable assessment
time as determined by DCCS.

Assessment method

An assessment is conducted by a DCCS trained assessor using a consistent, standard
assessment process and tools. The assessment process is adapted to be responsive to individual
circumstances.

Standardised assessment tools are used to assess a person's functional need and to screen for
risk, including risk of harm to self or others, and risk to the person’s current care arrangements.

DCCS will understand the role of the carer, where a person, their family or carer is seeking
services to support the carer, or where it is recognised that services to support the carer in their
caring role would be beneficial.
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Additional clinical assessments

Where DCCS conducts an assessment for a person prior to their appearance before the Mental
Health Court, or for a person beginning to transition into the community from the Forensic
Disability Service or an Authorised Mental Health Service through extended Limited Community
Treatment, a separate clinical assessment will be obtained, for example from a psychologist, to
inform the needs assessment.

In these circumstances, a clinical assessment will be used along with the standardised
assessment process to determine a person’s needs and to recommend services that may
respond to these needs. Needs assessment outcomes will be used to inform prioritisation and
any future planning subject to the availability of resources.

Compensation

During the assessment DCCS confirms if a person is receiving financial compensation or is the
subject of a case that may result in financial compensation being paid, and whether this
compensation will include an amount that relates to future care. This information is considered
when a person participates in the planning and linking to services process (refer to Planning,
Offering and Linking to Services Policy).

Identifying service options

Service options, including the amount and duration of each service option, are based on the
assessment results, informed by a person’s stated preferences and goals and developed using a
standardised approach.

Service options include only those identified on the department’s Service Catalogue, which
describes the services and supports that DCCS provides or funds.

A service option and the amount of that option that may be provided is only identified where it
responds to a person’s assessed need and will benefit a person in meeting their identified goals.
Where more than one service may meet a person’s assessed needs this is also identified.

Case management may be considered as a service option where the needs assessment
indicates it is necessary to support a person to effectively identify, engage with, negotiate and
maintain informal, mainstream and specialist disability support in a sustainable way. This may
include where a person is in contact with the Mental Health Court of Queensland, where a young
person is exiting the care of the state, or where a person is accessing a time-limited response.

In determining the amount of each service option that may be provided, DCCS also considers if:
e more than one person is required to provide the support due to a person’s level of function
e additional equipment is required to support a person

e a person resides in a rural or remote area and/or the service provider requires a longer travel
time.
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An identified service option is provided only where it is available based on a person’s relative
need.

On completion of the assessment, priority ratings are determined, and the person participates in
planning and linking to services (refer to Prioritisation Policy and Planning, Offering and Linking
to Services Policy).

This policy does not apply to community care services or to community mental health services.
Reassessment

A reassessment occurs where a review of a person’s circumstances has confirmed these have
changed significantly, and this change is likely to affect the type and level of specialist disability
services that will respond to a person’s needs, and/or the person’s prioritisation ratings (refer to
Review Policy).

A person is scheduled for the first available time for reassessment. The standardised assessment
tools used to reassess a person are determined by DCCS and depend on the changes in a
person's circumstances.

Where a review identifies that a person’s circumstances have changed significantly and the
person has been referred to the Mental Health Court through a judicial process in relation to an
indictable offence, a reassessment will be urgently scheduled so that it can be completed prior to
the person’s appearance.

A person will continue to receive the specialist disability services they have been accessing until
they are re-prioritised for other services and are offered services through the planning and linking
to services process.

Communicating the assessment outcome

Assessment results will be provided to a person on request. Information will include service
options that have been identified as meeting a person’s assessed need, and will be provided to
the person as a written assessment report.

DCCS will also discuss and explain the assessment report with a person where this is requested.
Review of decisions

A person can request a review of the assessment process and the outcome of the assessment
following completion of the assessment (refer to Review of Decisions Policy).

Principles:

The principles underpinning this policy are:

o the participation of a person in the assessment process is essential

e aperson is required to provide information once and this is used as necessary
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e an understanding of the person’s circumstances is gained through the assessment process
without a person needing to focus on the worst case scenario.

o the assessment process is sensitive to cultural, communication and other individual

differences.

Objectives:
This policy aims to ensure that:

e the process used to assess a person’s needs is fair, consistent and transparent

» sufficient information is gathered to confirm a person’s eligibility for specialist disability
services and to determine the person’s support needs

* needs assessment outcomes can be used to inform prioritisation and the allocation of

specialist disability services (such as speech or occupational therapy).

Scope:

Reference to ‘a person’ means a person with a disability, and includes the person’s family, carer,
guardian or substitute decision maker, as and when appropriate.

Reference to a person’s ‘needs’ means a person’s disability support needs.

Specialist disability services are those services defined by the Disability Services Act 2006 and
includes: accommodation support services, respite services, community support services, and
community access.

This policy applies to a person who is seeking ongoing specialist disability services or a person
seeking one-off specialist disability services, such as aids and equipment.

This policy applies to all assessments that are undertaken by DCCS for the purpose of
determining access to services.

This policy does not apply to specialist assessments that are carried out to inform the delivery of
a specific specialist disability service.

This policy does not apply to community care services or to community mental health services.
Roles and responsibilities:

Service Access Teams:

Members of Service Access Teams are responsible for:

e applying and adhering to the Needs Assessment Policy when undertaking an assessment

e conducting each assessment consistently and fairly, using standardised tools and
professional practice framework

* resolving any concerns that may arise during the needs assessment process
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ensuring the assessment information reflects a realistic representation of the person and their
circumstances

explaining assessment results to a person where necessary

advising a person of the process to request that a decision be reviewed where a person
disagrees with the assessment

documenting any discrepancies between the services that a person requests and the service
options recommended

responding appropriately to each person seeking assistance, including Aboriginal or Torres
Strait Islander peoples, people from a culturally or linguistically diverse background, or people
with communication difficulties

recording the information collected so that it can be used to best effect in delivering
responsive services; for decision-making purposes by DCCS; and to inform the department'’s
policy, program and budget advice and development.

Service Access Team Manager or Service Centre Manager:

The Service Access Team Manager or Service Centre Manager is responsible for:

supporting staff to apply the Needs Assessment Policy

ensuring assessors are trained in the use of assessment tools to successfully apply the
methodology and to document the person’s needs

managing workflows to ensure that assessments are completed within prescribed timeframes

assisting to resolve any concerns that may arise during the needs assessment process.

Office of the Chief Practitioner Disability:

The Office of the Chief Practitioner Disability is responsible for:

identifying a person that has been referred to the Mental Health Court through a judicial
process

notifying the Service Access Team that a clinical assessment and needs assessment or
reassessment is required where a person is attending a Mental Health Court hearing.

Policy and Performance:

The Policy and Performance Team is responsible for:

custodianship of this policy, including its intent
providing support and guidance as required to apply this policy

reviewing this policy to ensure its continued accuracy, currency and relevance.

Queensland
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Authority:

Disability Services Act 2006

Forensic Disability Act 2011

Mental Health Act 2000

Queensland Disability Service Standard — Standard 3: Decision making and choice
Queensland Disability Service Standard — Standard 5: Participation and integration

Delegations:
Regional Directors

Regional Directors are delegated to implement this policy within the Department of Communities’
regions and are accountable for ensuring that appropriately skilled staff deliver services under
this policy.

Records File No.: DDS/09683
Date of approval: November 2011
Date of operation: November 2011

Date to be reviewed: July 2013

Office: Policy and Performance, DCCS
Help Contact: Director, Policy Development and Coordination, 340 43011
Links:

Related policies

Department of Communities (DCCS) Intake Policy (approved July 2011)

Department of Communities (DCCS) Eligibility Policy (approved July 2011)

Department of Communities (DCCS) Time-Limited Response Policy (approved July 2011)

Department of Communities (DCCS) Prioritisation Policy (approved July 2011)

Department of Communities (DCCS) Planning, Offering and Linking to Services Policy

(approved July 2011)

Department of Communities (DCCS) Review of Decisions Policy (approved July 2010)

Queensland Government Language Services Policy (included in the Queensland Government

Multicultural Policy 2004)

e Communication Support for People with Complex Communication Needs Policy (approved 10
May 2005)

¢ Responding to Sensitive or Life Changing Information Communicated by Methods Other than
Speech (approved 10 May 2005)

e Preventing and Responding to Abuse Neglect and Exploitation of People with a Disability

Policy (approved 13 June 2007)

Substitute Decision Makers Policy (approved 5 January 2006)

Critical Incident Reporting Policy (revised 11 November 2008)

Complaints Management Policy (April 2011)

Code of Conduct for the Queensiand Public Service (released January 2011)
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Strategic context

e Department of Communities 2011-15 Strategic Plan (in particular the strategic objective of
Better Services and Pathways for our Customers and Clients)

Related legislation or standard

Disability Services Act 2006

Queensland Disability Service Standards November 2005
Right to Information Act 2009

Information Privacy Act 2009

Public Service Act 2008

Public Sector Ethics Act 1994

Rescinded policies
Disability Services Queensland Eligibility Policy August 2006

Linda A Apelt

Director-General
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and services

Disability and Community Care Services (DCCS) is committed to a sustainable service system
that delivers specialist disability services in an easy to use, responsive and fair way, and achieves
improved outcomes for people with a disability, their families and carers, while delivering
improved value for government.

Specialist disability services aim to support a person to live as independently as possible. Access
to specialist disability services (provided and funded by DCCS) is determined through a
comprehensive process that sees a person’s eligibility checked, their assessment completed,
their prioritisation conducted, and an indication made about the type and level of funded support
that would meet their assessed need. Following this, a person may be offered and then linked to
an available service or support.

Part of the way we will support people to achieve and/or retain as much independence as
possible, is to also consider appropriate supports beyond the funded disability services system to
assist in meeting a person’s needs.

Policy statement:

DCCS is committed to applying a fair, consistent and transparent approach for each person
applying for specialist disability services, and managing finite resources effectively and equitably.

Policy detail:

Eligibility criteria are the minimum requirements to be met by a person applying for specialist
disability services. DCCS may gather a range of evidence to determine eligibility, the method for
gathering and the evidence required will be informed by the person’s circumstances.

Eligibility alone does not entitle a person to receive specialist disability services. Rather, access
to specialist disability services will depend on eligibility, the outcome of assessment and
prioritisation processes, and available resources.
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¥ Government



EXHIBIT 319 CO01.018.0002.9804

Eligibility will be confirmed during needs assessment.

Eligibility criteria

To be eligible for specialist disability services, a person will meet the following criteria:

1.

The person must be one of the following:

e an Australian citizen or

e a holder of a visa that gives permanent residency rights or

e a New Zealand citizen who arrived in Australia prior to 26 February 2001
The person must also be:

e a Queensland resident, and

e under 65 years of age.

AND

The person has a disability that is:

e attributable to an intellectual, psychiatric, cognitive (including both congenital and
acquired impairments), neurological, sensory or physical impairment or a combination of
impairments, and

e permanent or likely to be permanent (and may or may not be of a chronic episodic
nature)

AND
The disability results in the person:

¢ having substantial reduction in one or more of the following areas: communication;
social interaction; learning; mobility; or self care/management, and

e needing ongoing specialist disability support.

Children under six years of age

A child under six years of age is eligible for specialist disability services where they meet criteria
one, and:

have a significant developmental delay, or

have a disability that is attributable to an intellectual, psychiatric, cognitive (including both
congenital and acquired impairments), neurological, sensory or physical impairment or a
combination of impairments.

To be eligible for specialist disability services a child six years of age and over must meet all
eligibility criteria, even where they have previously received services while under six years of
age. A child is reassessed at six years of age where it is necessary to confirm they have a

Queensland
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disability consistent with criteria 2 and 3 above. In circumstances where this has been confirmed
prior to a child turning six years of age the child does not need to have their eligibility
reconfirmed.

Determining eligibility

A person will be advised of the evidence required by DCCS to determine eligibility. It is a person's
responsibility to source and fund this information.

In instances where DCCS determines that information to verify eligibility is conflicting, DCCS will
source any supplementary assessment required.

Once a person has provided all necessary information to determine their eligibility, DCCS will
make a determination and advise the person in writing within 10 working days of receipt of this
information.

Conditional eligibility
A person may be determined as conditionally eligible for specialist services where they:

e require a critical, time-limited response and it appears from available information that they are
likely to meet eligibility criteria

¢ have a disability where early therapeutic interventions would improve long-term functional
capacity to a point where the person no longer has a substantial reduction in capacity

e have a disability where the permanency of the disability is not clear but it is likely to be
permanent.

Where the permanency of a disability is unclear, a review date of no longer than two years from
assessment is set to confirm ongoing eligibility for specialist disability services.

Where a person in receipt of a time-limited response is determined as ineligible, DCCS will
support the person to access other appropriate informal supports and mainstream services.
Ongoing specialist disability services cannot be offered.

Review of decisions
A person can request a review of the eligibility decision once the eligibility decision is confirmed in

writing (refer to Review of Decisions Policy).

Principles:
The principles underpinning this policy are:

e the process to determine eligibility will place as minimal a burden as possible on the person
seeking specialist disability services

e a person’s eligibility for specialist disability services is determined and communicated at the
earliest possible point

Queensland
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» eligibility confirmation does not by itself confer entitlement to specialist disability services.
Allocation of services is based on assessment and prioritisation results and on service
availability.

Objectives:

This policy aims to ensure that:

e the decision making process to determine eligibility is simple, clear and transparent
e eligibility decisions are made consistently

* only people determined as eligible are able to access specialist disability services.

Scope:

Reference to ‘a person’ means a person with a disability, and includes the person’s family, carer,
guardian or substitute decision maker as and when appropriate.

Reference to a person’s ‘needs’ means a person’s disability support needs.

Specialist disability services are those services defined by the Disability Services Act 2006 and
includes: accommodation support services, respite services, community support services, and
community access.

This policy applies to a person who is seeking ongoing specialist disability services or a person
seeking one-off specialist disability services, such as aids and equipment.

This policy does not apply to community care services or to community mental health services.

Roles and responsibilities:

Service Access Teams

Members of Service Access Teams are responsible for:

e applying and adhering to the Eligibility Policy

» applying a consistent process for people seeking access to specialist disability services.

e ensuring the eligibility information reflects a realistic representation of the person and their
circumstances

e advising a person of the process to request a review of the eligibility decision where a person
is determined as ineligible

e resolving any concerns as they arise

e responding appropriately to each person seeking assistance, including Aboriginal or Torres
Strait Islander peoples, people from a culturally or linguistically diverse background, or people
with communication difficulties

\\d Queensland
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¢ recording the information collected so that it can be used to best effect in delivering
responsive services; for decision-making purposes by DCCS; and to inform the department’s
policy, program and budget advice and development.

Service Access Team Manager or Service Centre Manager:
The Service Access Team Manager or Service Centre Manager is responsible for:
¢ supporting and assisting staff to make consistent decisions about a person’s eligibility

e providing staff with requisite information and assisting to resolve any concerns or complaints
that may arise.

Policy and Performance

The Policy and Performance Team is responsible for:

e ongoing custodianship of this policy, including its intent

e providing support and guidance as required to apply this policy

e reviewing this policy to ensure its continued accuracy, currency and relevance.

Authority:

Disability Services Act 2006
Queensland Disability Service Standard — Standard 1: Service access

Delegations:
Regional Directors

Regional Directors are delegated to implement this policy within the Department of Communities’
regions and are accountable for ensuring that appropriately skilled staff deliver services under
this policy.

Records File No.: DDS/09683
Date of approval: July 2011
Date of operation: July 2011

Date to be reviewed: July 2013

Office: Policy and Performance, DCCS
Help Contact: Director, Policy Development and Coordination, 340 43011
Links:

Related policies
o Department of Communities (DCCS) Intake Policy (approved July 2011)
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Department of Communities (DCCS) Needs Assessment Policy (approved July 2011)

Department of Communities (DCCS) Time-Limited Response Policy (approved July 2011)

Department of Communities (DCCS) Prioritisation Policy (approved July 2011)

Department of Communities (DCCS) Review of Decisions Policy (approved July 2010)

Queensland Government Language Services Policy (included in the Queensland Government

Multicultural Policy 2004)

» Communication Support for People with Complex Communication Needs Policy (approved 10
May 2005)

e Responding to Sensitive or Life Changing Information Communicated by Methods Other than
Speech (approved 10 May 2005)

e Preventing and Responding to Abuse Neglect and Exploitation of People with a Disability

Policy (approved 5 January 2006)

Substitute Decision Makers Policy (approved 5 January 2006)

Critical Incident Reporting Policy (revised 11 November 2008)

Complaints Management Policy (April 2011)

Code of Conduct for the Queensiand Public Service (released January 2011)

Strategic context

» Department of Communities 2011-15 Strategic Plan (in particular the strategic objective of
Better Services and Pathways for our Customers and Clients)

Related legislation or standard

Disability Services Act 2006

Queensland Disability Service Standards November 2005
Right to Information Act 2009

Information Privacy Act 2009

Public Service Act 2008

Public Sector Ethics Act 1994

Rescinded policies
Disability Services Queensland Eligibility Policy August 2006

Linda A Apelt

Director-General
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Date: 19" September 2014

To Whom It May Concern,

Health Service Investigation — Barrett Adolescent Psychiatric Centre

| am writing in response to your letter dated: 11" September 2014 requesting the
provision of documents and information in order to assist with investigations in relation to
the closure of the Barrett Adolescent Psychiatric Centre in January 2014.

Please find enclosed the following records:

Please let us know if you require any further information.

Kind Regards,

2 Werer wrnueww s

Aftercare | Headspace Ipswich | Service Manager

26 East Street
Ipswich Qld 4305
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ABN 58 000 020 148
headspace National Youth Mental Health Foundation Ltd is funded by the Australian Gevernment Department of Health and
Ageing under the Youth Mental Health Initiative Program.
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Kym Dann

From:; Kym Dann

Sent: Wednesday, 16 July 2014 1:36 PM
To: Sarah Gilman

Ce: Kym Dann

Subject: rw: Y

Importance: High

Can you upload this to- file please

Kym Dann
Aftercare | Headspace Ipswich | Clinical Team Leader

26 East Street
Ipswich QId 4305

W www attercare.com.au

w www.headspace.orq.au
kiwww.facebook.com/aftercareaustralia
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As a Gamllaroy Woman on country of the Yagara People (“Ugarapul, Yuggera and Jagera’),
| wish to pay my respects and acknowledge themn as the Traditional Cuslodians of this land.

The information contained in this e-mail message may be confidenlial. If you are not the inlended recipient, any use, distribution,
disclosure or copying of this information is prohibited. If you receive this e-mail in error, please tell us by relurn e-mail and delete il
and any allachmenis from your system.

4 Please consider the environment before printing this email.

26 East Street
Ipswich QId 4306
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W Www,Neaaspace.org.au
Eiwww.facebook.com/aftercareaustralia
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As a Gamilaroy Woman on country of the Yagara People (“Ugarapul, Yuggera and Jagera®),
I wish to pay my respects and acknowledge them as the Traditional Custadians of this land,

The information contained in this e-mail message may be confidential. If you are not the inlended recipient, any use, distribution,
disclosure or copying of this information is prohibited, If you receive this e-mail in error, please tell us by return e-mail and delete it
and any attachments from your syslem.

w4 Please consider the environment before printing this email.

26 East Street
Ipswich Qld 4305

w www.aftercare.com.au
w www.headspace.org.au
Eiwww.facebook.com/aftercareaustralia
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The information contained in this e-mail message may be confidential. If you are not the intended recipient, any use, distribution,
disclosure or copying of lhis information is prohibited. If you receive this e-mail in error, please tell us by return e-mail and delele it
and any attachments from your system.

4 Please consider the environment before printing this email
From: Casey Irwin
Sent: Wednesday, 19 February 2014 12:56 PM
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What do you think | should do?

Thanks

Casey irwin
Aftercare | Headspace Ipswich | Receptionist

26 East Street
Ipswich Qld 4305

w www.aftercare.com.au

w www.headspace.org.au
E}www.facebook.com/aftercareaustralia
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The information contained in this e-mail message may be confidential. if you are nol the intended reciplent, any use, disiribution,
disclosure or copying of lhis information is prohibited, if you receive this e-malil in error, please lell us by return e-mail and delete it
and any attachments from your system.

4 Please consider the environment before printing this email.
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Casey Irwin

From:

Sent: I hursday, Z3 January ZU14 9143 AM

To: Headspace Ipswich

Subject: I —
Attachments:

Hi Tnswich Headspace

Kind regards

\J\-LUPUL[UIIUI L} Ill_lrapist
Barrett Adolescent Centre
Tharm Nmvls Marbem~ fan !\/lental Hea|th

1UES, 11IUiS, I an)

EXoE 23

This emall, including any attachments sent with it, Is confidential and for the sole use of the intended recipient(s). This confidantiality Is not walved or lost,
if you receive it and you are not the Intended recipient(s), or if it is transmitted/received in error.

Any unauthorised use, alteration, disclosure, distribution or review of this email is strictly prohibited. The information contained in this email, including any
attachment sent with it, may be subject to a statutery duty of confidentiality if it relates to health service matters.

If you are not the Intended reciplent(s), or if you have received this email in error, you are asked to immediately notify the sender by telephone collect on
Australia +61 1800 198 175 or by return email. You should also delete this email, and any coples, from your computer system network and destroy any
hard copies produced.

If not an Intended reciplent of this email, you must not copy, distrlbute or take any action(s) that relies on It; any form of disclosure, modification,
distribution and/ar publication of this email is also prohibited.

Although Queenstand Health takes all reasonable steps to ensure this emall does not contain malicious software, Queensland Health does not accept
respansibility for the consequences if any person's computer Inadvertently suffers any disruption to services, loss of Information, harm or Is Infected with a
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Importance: High

Hi Girls

26 East Street
Ipswich Qld 4305
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As a Gamilaroy Woman on country of the Yagara People (“Ugarapul, Yuggera and Jagera®),
| wish to pay my respects and acknowledge them as the Traditional Custodians of this land.

The information contained in this e-mail message may be confidential. If you are not the intended reciplent, any use, distribution,

disclosure or copying of this information is prohibited. If you receive this e-mail in error, please tell us by return e-mail and delete it
and any attachments from your system.

4 Please consider the environment before printing this email.
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Mailing Address: PO Box 187
Website: www.headspace.org.au/ipswich

CLINICAL PRACTICE MANUAL

1.1.1. Approval
The contents of this Manual have been reviewed and approved by:
CEO ORGANISATION — Aftercare

On behalf of the Ipswich Consortium

Dr Geoff Mitchell Date:
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1. PRELIMINARY
1.1. Amendment Record for this Clinical Practice Manual

This Amendment Record page is to be used to record the incorporation of all changes/amendments made
to this Manual. All changes/amendments to this manual are to be authorised by the Service Manager for
headspace Ipswich as ‘dated amendments’ (for version control purposes). Changes are not to be
implemented within the centre until amendments have been formally authorised and issued. All
amendments are to be made available to all relevant staff once the amendment has been approved.
Amendments may be implemented by either:

® reissue of replacement pages, or
¢ Complete reissue of the document or sections thereof.

Following incorporation of an amendment, the “Version Date” on the appropriate page is to be updated to
reflect the current status of that page.

Details of changes made to this Manual are provided in the final pages of this document.

Approved By CEO
Aftercare (Lead

D f Latest Section
ate of Late Agency) Amended By

Version/issue | Amended
{Signature or Date of

Meeting Minutes)

Initial issue of

6/10/2010 headspace Southern Downs (RHealth)
framework
All Sections
1/11/2011 Reviewed for Angela Barnes for Headspace Ipswich Clinical
11.6.2013 Establishment of Governance Advisory Subcommittee
Service.
All Sections
1/02/2013 Reviewed for As

headspace Ipswich Clinical Team Leader Kym Dann
11/06/2013 per headspace B ) i

national request.
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1.2. Distribution of Hard Copies of this Manual

Copy Number | Master or Reference Held by
1 Master Copy Tess Stewart — Service Manager, headspace Ipswich
2 Reference Copy Kym Dann ~Clinical Team Leader, Headspace Ipswich

2. BACKGROUND'

The current mental health system is not resourced to deal with young people who have mild to moderate
mental health issues. This often means that young people do not obtain timely treatment or they have
difficulty finding a service that can respond to their needs. Timely intervention can prevent escalation of
mild to moderate problems escalating to major mental health problems, which is the justification for the
national headspace program.

Delays in obtaining a service are also caused because young people do not necessarily know the best place
to seek assistance. Young people are most likely to talk to friends or family members as the first step in
their help seeking journey. These key people are often also unsure how to find best possible support
options for their friends or children.

As Australia's National Youth Mental Health Foundation, headspace is tackling the issues which stand in the
way of young people's access to accessible and appropriate health services.

Key Statistics

Mental health problems and/or problematic alcohol and substance use is the most important health issue
affecting young Australians.

e Approximately 14% of 12-17 year olds and 27% of 18-25 year olds experience these problems each
year.

e 75% of longstanding mental health problems emerge before the age of 25.

. hitpihwww. headspace.org.au/about-headspace/whal-we-do/why-headspace (retrieved 1 Feb 2013)
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e Upto 50% of substance use problems are preceded by mental health issues in young people.

e High suicide rates in early to mid-adulthood are related to untreated mental health problems in the
late teenage and early adult years.

e Qverall, mental health and substance use disorders account for 60-70% of the burden of disease
among 15-24 year olds.

e Currently only one in four young people experiencing mental health problems actually receives
professional help.

® Even among young people with the most severe mental health problems only 50% receive
professional help.

headspace Ipswich will provide primary health care services that support the mental health, substance use,
social and vocational needs of young people aged 12 to 25 years living in Ipswich and the -West Moreton
region, with a focus on early intervention and prevention, and in a youth-friendly environment.

2.1. Purpose of this Clinical Practice Manual

This Clinical Practice Manual contains policy statements on some aspects of the Clinical Services provided at
the centre, and should not be used as a stand-alone document. Rather, it should be used in partnership
with Guidelines and Policies for specific Clinical Processes and the Clinical Governance Framework.

Sections of the Clinical Practice Manual will be periodically reviewed and updated by the headspace
Ipswich Clinical Reference Group in line with the Clinical Governance Framework. It is acknowledged that
this Clinical Practice Manual will be subject to Continuous Quality Improvement processes and will require
ongoing review and refinement as the service develops and evolves.

PRINT WARNING - Printed “Uncontrolled” copies of this Manual should not be relied upon as current reference
documents.
ALWAYS refer to a "Controlled” copy of the Manual for the latest version. Version: 1.1 January 2013 Page: 12
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2.2,

Governance

headspace lpswich is governed by a Consortium of 7 organisations, who form the Advisory Group for the

service:

e Aftercare (lead agency)

e  West Moreton Oxley Medicare Local

e \West Moreton Hospital and Health Service{(WMHHS)
®  Max Employment

®  Artius Employment

e Brisbane Youth Service

The Chair of this group is selected by the Lead Agency’s Advisory Board, and this is then presented to the

headspace Ipswich Advisory group for the final decision. The Chair of this committee is reviewed on a 12

month basis.

Three subcommittees also exist:

Friends of headspace — comprised of individuals and/or organisations who support the service, but
do not have a formal Service Level Agreement with headspace Ipswich . The Chair of this
committee, and their rotation frequency is to be decided by the Advisory Group, and the
secretariat is headspace Ipswich Community Engagement Coordinator.

Clinical Reference Group — comprised of clinicians representing both themselves and their
respective organisations in the local community. The Chair of this committee, and their rotation, is
to be decided by the Advisory Group, and the secretariat is the headspace lpswich Service
Manager

s Youth Advisory Group — comprised of young people aged 12-25 from the local community.

2.3.

Members can be both young people who have accessed headspace and those who are just
passionate about youth issues. The Chair of this committee is decided upon in the early stages of its
development, as well as the Secretariat. Members from the Youth Advisory Group are encouraged
to attend Headspace Ipswich Advisory group meetings.

Operational Management and Accountability

As lead agency, Aftercare oversees the operational management of headspace Ipswich.

The CEO of Aftercare through the headspace Ipswich Service Manager will assume this responsibility.

PRINT WARNING - Printed “Uncontrolled” copies of this Manual should not be relied upon as current reference
documents,
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2.3.1. headspace Ipswich Roles and Responsibilities

The day-to-day management of headspace Ipswich, including the coordination and delivery of services at
both the centre and at any outreach sites, will be the responsibility of the headspace Ipswich Service

Manager.

In addition to this position, the headspace Ipswich team will include;

° a Clinical Team Leader,

2 Full Time x Intake and Assessment Workers, 1 Part Time Intake and Assessment Worker

° 2 x Admin/Reception,

° x1 Community Engagement Coordinator,

° a range of contractual GPs, Psychologists and Allied Health Practitioners’ and
] A range of in-kind service staff from consortium members.

Employed Position

Role/Responsibility

Service Manager (FTE)

The Service Manager oversees the overall operations at
the headspace Ipswich Centre. Reporting directly to the
State Manager of the Lead Agency, they are responsible
for the strategic direction of the service, and manages
the Clinical Team Leader.

Clinical Team Leader (FTE)

The Clinical Team Leader is responsible for the provision
of clinical leadership and management of all clinical team
members. The focus of this role is on the day to day
delivery of excellence in quality care provision, and
ensuring that the clinical governance framework and
associated policies are implemented and followed. The
Clinical Team leader is also the backup for the Service
Manager in their absence.

Intake and Assessment Officers (2 FTE)

(1 PTE)

These positions are responsible for conducting initial

screening assessments for young people accessing the
service, and determining the appropriate pathway and
referral. Working within a multidisciplinary team lead by
the Clinical Team Leader, the Intake and Assessment
Officers are a pivotal role within Headspace Ipswich

PRINT WARNING - Printed “Uncontrolled” copies of this Manual should not be relied upon as current reference

documents.
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The Senior Medical Receptionist role acts as a central
point of communication for the centre. This position is
responsible for providing a superior level of secretarial
and reception services to young people and staff at
headspace Ipswich. This position also has the capacity to
support the Business Manager, and will be the backup to

Senior Medical Receptionist & Junior this position in their absence. Dependent on training and

Administration Officer (2 FTE) qualifications, this position may also assist General

Practitioners during procedures in the absence of a
Practice Nurse.

The Junior Administration officer will be supported by
the Senior Medical Receptionist and as a junior role will
be responsible for basic reception and secretarial duties
for both young people and staff at headspace Ipswich.

The Community Engagement Coordinator is responsible
for the promotion of headspace Ipswich. Ipswich to the
community. This position is pivotal in engaging with
community organisations, schools, General Practitioners,
clinical services (in partnership with the Clinical Team
. . Leader) and the broader community through events,
Community Development Coordinator (FTE) . .
health promotion presentations and development of the
Youth Advisory Group and Friends of headspace sub-
committee. All promotional material associated with the
service is managed by the Community Engagement
Coordinator in partnership with the Service Manager and
hNO guidelines.

Contractual Staff TR
o o

. -
GP’s As per service agreement
Practice Nurse As per service agreement
Psychologists As per service agreement
Mental Health Nurse As per service agreement
In-Kind Contribution Staffing .

PRINT WARNING - Printed “Uncontrolled” copies of this Manual should not be relied upon as current reference
documents.
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Young people Workers (.4 FTE) Centrelink, Shop 101 (Sexual Health)

confirmed x 1 Artius Employment
Employment Workers (.4 FTE)
X1 Max Employment

Mental Health Support Workers (.4 FTE) Kambu Mental Health Support Worker

ATOD Worker (.4 FTE) Boystown

Aftercare, as the lead agency for the headspace Ipswich contract, is responsible and accountable for
fulfilling contractual service delivery and management obligations.

2.3.2. headspace Ipswich Organisational Chart

Service Manager

< r ] - e EENBEN =
[ i
5 ) p i o i
f’ | |
Community .
i Engagement Administration
S o | ]
ot LT R '
I
{ | 1
i Intake & Private
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2.3.3. Governance Framework

-_—

Aftercare
Board

e

Aftercare
Executive
Director

Aftercare State
Manager

|

headspace
Ipswich Service

Manager
——

headspace
Ipswich
Consortium
—_——

Clinical
Reference
Group

Youth Advisory
Group

Friends of
headspace
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2.3.4. headspace Ipswich Documentation Structure

Overarching External ‘Controlled” Documents Relevant to headspace Ipswich

headspace data CLN Website Relevant Acts and
dictionary Legislation

Professional Bodies Professional Insurance hNO Website (Public)
Associations Bodies

1NO Social-Marketing Medicare Australia Professional
Strategy Requirements and Registration Boards

headspace Funding hNO Communi
Contract Policy

headspace Ipswich AnnualWorkplan

Headspace Ipswich Business Plah

¢ QOrganisational Chart
* Job/Descriptions

s  Terms of Reference

o headspace Ipswich Advisory Group (Consortium)

Friends of headspace Ipswich
Clinical Governance Advisory Subcommittee

Youth Advisory Grou
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3. DELIVERY OF CARE
3.1. PRINCIPLES OF CARE
3.1.1. Aim

The aim is to ensure that all young people of headspace |pswich receive consistent, high quality care and
support, suited to their individual needs and circumstances. The focus being on empowering young people
to take responsibility of their own needs, whether that be to optimise their health, or to gain skills and/or
improve their strengths to enable them to live a healthy fulfilling life in their community.

* headspace Ipswich strives to provide a simple, coordinated service for young people to navigate,
through strategies such as an accessible intake process, co-location of agencies and a collaborative,
multi-disciplinary team approach to provision of services.

* headspace Ipswich seeks to provide accessible, youth friendly and welcoming services for young
people by removing identified barriers and ensuring that services at the centre are regularly
reviewed and improved.

* headspace Ipswich provides evidence based clinical interventions to young people, that respond to
the individual context of their lives in accordance with a strengths based approach.

® headspace Ipswich works in collaboration with other service, to achieve better functional outcomes
for young people and remove some of the negative experiences associated with navigating existing

services not tailored to young people.

¢ headspace Ipswich will utilise various evaluation programs and youth, carer and service provider
reference groups to ensure that services delivered are of a high standard and quality, and are
meeting the needs of young people.

3.2. TARGET GROUP

headspace Ipswich primarily targets young people aged 12 to 25 years with a wide range of issues, but
focuses primarily on young people who present with mild to moderate mental health issues, relationship
issues at home or at school, including bullying as well as issues finding work, navigating the Centrelink and
housing system, or simply for general health issues. All young people accessing the service will be
supported through increased literacy and understanding of mental health and wellbeing, and service
availability. As per the National headspace framework, there will be a strong focus on encouraging help
seeking behaviour in all young people aged 12 to 25 years, and to addressing the barriers that usually
prevent the target group from accessing health services.

Families, carers and peers are secondary target groups that will be engaged through the headspace Ipswich

service.

headspace Ipswich primarily services the lpswich region but will accept all young people who present to
the service.
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3.3. LOCATION OF SERVICES

headspace Ipswich will primarily operate from 26 East St Ipswich , lpswich.

3.4. SERVICES OFFERED

headspace Ipswich offers a range of services both directly by headspace Ipswich Staff and by on-site
partner agencies;

3.4.1. Services provided by headspace Ipswich
Services that will be provided to young people by headspace Ipswich include:
¢ Intake and Assessment
e Referral
® Medical Services
¢ Psychological Services
e Drug and Alcohol Services

®  Psychiatry services

3.4.2. Service provided by partner agencies

Other services that will be available to young people through headspace Ipswich are;

° Vocational Assistance

° Lifestyle support

° Housing and emergency assistance
° Sexual Health

° Centrelink support
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3.4.3. Exclusions and Exceptions

Headspace Ipswich is an early intervention and prevention service and does not offer case management or
crisis intervention. Referral will be offered for those young people assessed as needing such services.
Ipswich

3.5. INVOLVEMENT OF FAMILIES AND SIGNIFICANT OTHERS®

3.5.1. Definition of Terms
a. Parent/Guardian/s

This refers to any person/s that is LEGALLY responsible for a young person.
b. Significant other/s

This refers to any other person/s that a young person may identify as important in their life or
treatment. This could be a youth worker, neighbour, teacher, friend or sibling who is NOT otherwise legally
responsible for the young person.

3.5.2. Principles

headspace Ipswich is committed to ensuring that young people and carers have direct input into ongoing
service delivery and development.

Young people, their families, carers and significant others are encouraged to actively participate in service
quality improvement activities as well as membership in both the Friends of headspace (parents/primary
carers/businesses) sub-committee and the Youth Advisory Group.

Young people, their families, carers and significant others are remunerated for their participation in formal
activities.

3.5.3. Target Group

headspace Ipswich youth participation activities are targeted at all young people aged between 12-25 years
of age, regardless of whether they have accessed services at headspace in the past or not.

3.5.4. Youth Advisory Group

The headspace Ipswich Youth Advisory Group was developed in the early stages of establishment to:

° Guide the direction, development and initiatives within headspace Ipswich.

° Monitor and review the effectiveness of headspace Ipswich in relation to youth health service
delivery.

° Encourage the voice of young people to be heard and acted upon.

> headspace National Starter Pack documentation on Youth Participation
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° Identify youth health issues and promote positive youth health and well-being amongst other
young people.

° Provide opportunities for skill development and fostering the leadership, communication and
advocacy skills of local young people.

Young people, their families, carers and significant others are encouraged to seek assistance from the
headspace Ipswich staff if they have any issues or concerns about their involvement in the advisory group
that may impact on their own well-being.

3.5.5. Confidentiality

All young people and carers involved in representation activities are made aware that confidentiality is
respected and are required to sign off on the headspace Ipswich Advisory Member Confidentiality

Statement
3.5.6. Other feedback mechanisms

To ensure feedback processes are accessible for a representative number of young people and carers
ongoing feedback processes that headspace Ipswich are committed to are;

° Written or verbal feedback provided to the headspace |pswich Community Engagement
Coordinator

° Written or verbal feedback to any of the headspace Ipswich team,
* Suggestion Box in the headspace Ipswich foyer {can be anonymous),
° Formal complaint (refer to Complaints Policy).

3.5.7. Informing Young People and Parents/Guardians of Participation processes

All young people, families, carers and significant others involved in a young person’s case are informed of
these processes in their Initial Intake session, and all young people involved in the Youth Advisory Group, or
family members, carers or significant others involved in the Friends of headspace subcommittee are
informed of these processes at their first meeting.

Rights and Responsibilities are also included in the Intake process for all young people and a Parents and
Guardians Information Pack is provided for families.
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4. SERVICE MODEL
4.1. OVERVIEW OF CASE COORDINATION MODEL
4.1.1. Definition
headspace Ipswich operates from a Case Coordination rather than a Case Management Framework.

Case coordination refers to the process of ongoing monitoring, reviewing and follow up as needed to
ensure that each young person is receiving the care they need to optimise their outcomes.

4.1.2. Allocation of a Case Coordinator

The process at headspace Ipswich is that each young person who is accepted into the service will be
allocated a Case Coordinator (Allied Health Professional, eg: Psych, Social Worker) following their intake
appointment. This will be a twostep process;

1. Initially the young person’s Case Coordinator will be the intake officer who completes the young
person initial intake assessment

2. Once the young person has been allocated a private practitioner under ATAPS or Better Access and
attends the first appointment it will be the responsibility of the private practitioner to case
coordinate the young person.

4.1.3. Role of the Case Coordinator

The overall aim of the Case Coordinator role is to ensure communication between all stakeholders
(including the young person) is optimised, and that the young person’s care is reviewed on a regular basis
according to their presentation and individual needs,

To this end, the specific duties of the role include, but are not limited to:

U performing initial and ongoing risk assessments,
o ensuring consent is explained and where gained, is recorded in a timely manner,
° where the young person is under 18 and does not want parental involvement the case coordinator,

in consultation with other treating clinicians, must assess for ability to provide consent to treatment using
the Gillick principle. For further information see Section 7 of the Clinical Practice Manual

° Ensuring the young person is aware of their rights and responsibilities whilst accessing services at
headspace Ipswich.

° developing a Management Plan (in consultation with all other nominated clinical and non-clinical
providers) for the young person and ensuring this is documented clearly into the young person’s electronic

record.

° Attendance or written information provided at team meetings and complex case review meetings
(if relevant) to report progress and any changes in presentation or service needs.
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. direct liaison with all treating clinicians and other service providers attached to headspace to

ensure communication between all providers is optimised

° ensuring all information is captured into the young person’s electronic medical record by all staff
working with the young person,

° being the contact person for all stakeholders in relation to the young person,

° being available for feedback and comment by the young person in relation to their care needs and
experiences of headspace Ipswich.

° ensuring the young person receives all relevant information/reminders from headspace Ipswich in
a timely manner.

° attempting to reconnect the young person into other clinical or non-clinical services if they
disengage prior to recommended closure,

° ensuring an exit interview (preferably face to face) is conducted at the closure of the headspace
services including a young person satisfaction survey and,

. ensuring the young person has an appropriate exit plan in place and this is communicated on to
other primary service providers as appropriate (i.e. ongoing GP, school counsellor etc.)..

This role is essential to supporting young people during the period they may be receiving services. There is
no length of time or number of contacts to define this support.
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4.2, INITIAL CONTACT
4.2.1. Principle

Consistent with the headspace Ipswich commitment to being young person focused and recognising the
importance of first contact in engaging young people and their families, every effort will be made to ensure
that all first contacts with headspace Ipswich are positive and as responsive as possible to each young
person’s and families” immediate interests, concerns and wishes.

4.2.2, Staff

In most cases, the first point of contact will be the headspace Ipswich Reception Staff, Hhowever, initial
contact may be made with any of the staff at the headspace Ipswich hub, in person, by phone or internet
contact.

4.2.3. Types of Contact and response

The type of contacts may include

° general enquiries,
° requests for information, advice and/or referral, or
° referral into headspace Ipswich (refer to Section 6.2 Referral)

4.2.4, Record Keeping

Any headspace staff member who makes initial contact with a young person who is seeking assistance or
referral is required to open a new electronic medical record for the young person, and record the nature of
the contact, information given, intake appointment time and a follow-up plan (if required).

If the enquiry is for “information only” basic details of the contact are to be added under the “Information
Only” client in Profile EMR which will be used as a central and secure means to keep this information.

REFERRAL
4.2.5. Principle

headspace Ipswich will consider referrals of young people aged 12 to 25 years from any source, living in the
Ipswich area who have physical health needs, mental health and/or substance abuse issues, or who are
requiring assistance with vocational support, or simply to access counselling.

4.2.6. Referrals into GP/Physical Health Service

Refer headspace Ipswich Flow Chart Physical Health Intake

Young people can make initial contact via phone, Facebook, email or by walking into headspace Ipswich
and book a GP appointment or a referrer can do this on their behalf.

4.2.7. Referrals for Mental Health and/or Drug and Alcohol Services
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Refer headspace Ipswich Flow Chart for Mental Health and/or Drug and Alcohol Services

Anyone can complete a referral for a young person using the headspace Ipswich Referral Form which can
then be posted, faxed, emailed or hand delivered to headspace Ipswich.

A young person, family member or significant other are not required to make a written referral to the
service. If a family member or significant other is make a referral it is preferable this is done in consultation
with the young person. headspace Ipswich will encourage any third party referrers to provide as much
information as possible to facilitate the most effective and efficient collaborative assistance that can be
provided to the young person. In some cases initial contact with headspace Ipswich will not be arranged
until a written referral is received form a third party referring agency.

It is the referrer’s responsibility to discuss the referral with the young person and to ensure that they have
consented to the referral including being contacted by headspace Ipswich.

All written referrals will be vetted by the headspace Ipswich Clinical Team Leader and if the referral is
unsuitable, does not contain sufficient information or does not have the young person’s consent to be
contacted by headspace, a staff member of headspace Ipswich will contact the referrer.

Where the referral is for a young person aged 16 years or under, it is recommended that this referral be
made with the consent of the young person’s parent or guardian. However, the absence of parental or
guardian consent will not exclude a young person from accessing headspace Ipswich (Refer to the Mature
Minor Policy).Policy Consent

The headspace staff member accepting and/or reviewing the referral is responsible for advising the referrer
(including self-referrers) that should they have any immediate concerns for the young person’s personal
safety or safety to others, they need to consider accessing or referring to more acute care such as the
Emergency Department or West Moreton Hospital Health Service, Mental Health Services (Refer Policy
Assessment and Management of Clinical Critical Incidents)Ipswich

All referrers must also be advised that headspace Ipswich is a voluntary service and that a young person
may choose not to accept the offer of services.

4.2.8. Booked Intake Appointments

headspace Ipswich offers intake appointments every week day. Once a referral is accepted by headspace
Ipswich, where possible, a referrer and/or a young person will be offered an intake appointment. If the
referrer and/or young person advises that the available time or that the waiting period until the
appointment is not suitable, the headspace staff member will endeavour to organise a suitable time, offer
to add the young person to a waiting list for cancellations or advise alternative services. At the time of
booking an intake appointment acute and emergency services will be explained to the young person or the
person booking the appointment on the young person’s behalf.
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4.3. INTAKE AND ASSESSMENT
4.3.1. Principle

Every young person accepted into headspace Ipswich who is indicated for Mental Health and/or Drug and
Alcohol Services will be offered an Intake Assessment that is conducted in a friendly, honest, young person
focussed and positive manner.

4.3.2. Definition

Intake Assessment is defined as the process of engaging young people and conducting psychosocial
assessment and screening of young people aged 12 to 25 years presenting to, or referred to, headspace
Ipswich.

4.3.3. Staffing, Timing and Location

U] All Intake Assessments will be conducted by one of the headspace Ipswich Intake and Assessment
staff. At times, the Clinical Team Leader may perform Intake Assessments.

° All Intake Assessment appointments will be conducted at the headspace Ipswich centre, ,26, Bell
Street, lpswich.

° At least two staff members need to be on site when an Intake Assessment occurs. {Refer
Occupational Health and Safety)

° headspace Ipswich does not currently endorse Intake Assessments via phone.

® An Intake Assessment Interview should usually be completed within one hour; however a second
appointment can be scheduled if more time is required.

4.3.4. Involvement of Family and Significant Others

headspace Ipswich actively promotes the involvement of young people’s families and significant others in
all aspects of their engagement with headspace Ipswich (Refer Section Involvement of Significant Others)

especially the Intake Assessment Interview.

Where the young person requests to speak to the headspace staff member without family or legal guardian
present, a separate discussion will be offered to the family/guardian, if consented to by the young person.

If the young person is under 16 and explicitly requests no contact with their family/guardian headspace
Ipswich will need to assess the young person for Gillick Competence in order to proceed.

Parents or guardians may also be deliberately excluded if the headspace staff deem it counterproductive or
potentially risk creating for the young person if the parent/guardian to be involved {i.e. child protection
concerns).

Young people are encouraged to include other significant person/s (non-legal status) as they desire in their
interaction with headspace Ipswich.
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4.3.5. Aims of Intake Assessment Interview
The key aims of the Intake Assessment Interview are to:

a. provide an opportunity to meet with the young person and for them to provide their information to
headspace Ipswich;

b. advise the young person about the process of the Intake Assessment Interview;
c. discuss limits to confidentiality;
d. confirm referral information is accurate and obtain further information regarding presenting issue/s;
e. assess risk/safety to self/others;
f. complete Ipswich the headspace Psychosocial Assessment for Young People;
g. ascertain whether a young person has an existing Mental Health Treatment Plan;
h. assess whether a young person should;

a. receive headspace Ipswich services,

b. be referred elsewhere or

¢. does not require service.
i. develop aclient centred intervention plan

j- advise the young person of the services available at headspace Ipswich.

4.3.6. Process for Intake Assessment Interview
The key components of the Intake Assessment Interview commences on arrival at headspace Ipswich;
a. Young person on arrival at reception

On arrival at headspace Ipswich, the headspace staff member will greet the young person and ask them to

complete;
® the headspace National Minimum Data Set via iPad or a paper version
® See MDS Information
® a3 Registration Form
® Medicare Number

Within the Registration Form the young person is asked to provide their Medicare number and/or Health
Care Card (as available).
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If they do not have a Medicare Card they will be asked if headspace Ipswich can contact their
parent/guardian or Medicare to gain this information

If they are over 15 and do not provide consent to obtain this information from their parent/guardian
headspace Ipswich can legally assist them to obtain their own Medicare card.

If they are under 15 and do not provide consent to gain this information from their Parent/Guardian
headspace Ipswich will proceed to work with both the young person to determine the best way to proceed
with gaining a Medicare Number (Refer Section Consent - Under 18).

A young person can still receive service/s from headspace Ipswich without a Medicare Card.
e Medical Questionnaire

This questionnaire requests basic information for headspace Ipswich in case of emergencies and is
completed on arrival

®  Young Person Welcome Pack
e (Client Agreement Form

* The young person will be given a copy of this form to read. The
young person will then sign the Consent, Confidentiality and Client
Agreement Form indicating they understand the contents of the
client agreement. The young person will then be given the client
agreement to take with them.

* Confidentiality Statement

* The young person will be given a copy of this form to read. The
young person will then sign the Consent, Confidentiality and Client
Agreement Form indicating they understand the contents of the
confidentiality statement. The young person will then be given the
confidentiality statement to take with them.

® Consent, Confidentiality and Client Agreement Form

= The young person will be given a copy of this form to read, sign and
return to the intake officer at the commencement of the
appointment, At which point the intake officer will briefly discuss
the forms and confirm the young person and family members or
guardians understand the forms.

e Complaints and Compliments Brochure
® headspace Ipswich Brochure
® Information for Parents and Carers

e Getting help from a GP
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®  What is mental health
e  Want to help a friend
e |f your friend is not ok
® Tips for a healthy headspace
¢ How headspace can help
b. Intake Interview

The headspace Ipswich staff member will then proceed to go through the following during the intake
interview

® Confirm the young person’s understanding of the paperwork completed in the waiting room
e Provide a brief overview of what services headspace Ipswich can offer the young person
® Provide a brief overview of the purpose of the intake appointment and assessment which is;
® To assess the young person suitability for headspace Ipswich
® For the young person to decide if they want to attend headspace Ipswich
® Completing the headspace psychosocial assessment

e  Which is an evidence based assessment tool (adapted from the HEADDS
Psychosocial Assessment) and includes a range of domains across the following

domains;
° home and environment,
° education and employment,
° activities
@ drugs and alcohol,
° relationships and sexuality,
° conduct difficulties and risk taking,
° anxiety
s eating,
° depression and suicide,

e psychosis and mania.

®  Further assessments maybe required for
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e risk taking behaviour,
e suicidality; and
e the ASSIST drug and alcohol screen

e The K10 and SOFA assessment will also be completed via MDS

e The final part of the intake appointment is to develop an initial management plan with
the young person. If the intake officer is unsure of the next steps they can discuss the
appointment at the intake meeting and then contact the young person to discuss the
plan,

c. Ipswich Mental Health Treatment Plan/Existing GP Involvement

While the young person is in their intake interview headspace Ipswich reception staff will contact Medicare
on 132 150 to check if the young person has a GP Mental Health Care Plan in place If the young person has
a GP Mental Health Care a copy of the plan needs to be gain from the GP who completed the plan

If the young person has not had a mental health treatment plan completed and the assessment indicates a
need for mental health intervention the headspace staff member will facilitate a referral to either the
young person’s existing GP or a headspace GP (with the young person’s consent).

If the young person has any other presenting physical needs the headspace staff member will also facilitate
a referral to either the young person’s existing GP or a headspace GP (with the young person’s consent).

A young person can also be referred for mental health intervention by a psychiatrist, psychologist, social
worker or OT-. A psychiatrist is only required to provide a referral letter for a young person to be seen for
mental health interventions

d. Other significant stakeholders — Consent to Share Information

If the young person is receiving health care and/or support from other services providers the headspace
staff member will check if the young person has given consent to contact the relevant service provider/s if
they have not, the staff member will seek consent using the Consent to Share Information Form.

4.3.7. Outcome of Intake Assessment Interview — Next Steps
a. Requirement for headspace Ipswich Services

If, as a result of the Intake Appointment and Assessment, it is identified that the young person requires
further support from headspace Ipswich, The intake officer will support the young person access the
service and transition the young person to a private practitioner who will become the young person’s case
coordinator. While at headspace Ipswich if the young person wants to continue using their own GP
headspace Ipswich will release copies, with permission of the young person, of the young person’s initial
assessment to their regular GP to help the GP in completing a GP MHTP or other referrals (e.g., psychiatrist)
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b. No Requirement for headspace Ipswich Services

If, as a result of the Intake Assessment Interview, the young person does not require any further assistance
from headspace Ipswich, the young person is to be:

. given information to assist them to independently access generalist services of interest to them;

. with consent, referred to the generalist services they want to immediately access; and

¢. encouraged to return to headspace lpswich should their needs change in the future. General
Practitioner Access

headspace Ipswich promotes the importance of consulting with a GP to rule out any physical problems and
the benefits of the GP developing a Mental Health Treatment Plan. Furthermore headspace Ipswich
promotes proactive and preventative interventions for mental, physical, and sexual health. Headspace
Ipswich staff will promote seeking preventive health check-ups.

Young person HAS a GP Mental Health Treatment Plan

1. If a young person already has a GP developed Mental Health Treatment Plan which;

a. indicates the type of support they need from headspace AND
b. the young person wants to act in accordance with this plan,

Then the young person will be advised that this will be organised with a headspace private practitioneri.e.
appointments made with a “Better Access” or ATAPS provider.

2. If the young person already has a GP developed Mental Health Treatment Plan but it is not

reflective of the care the young person desires;

Then an appointment will be made to see a headspace Ipswich GP (or their own GP if they prefer) to
update their MHTP plan.

Young person does NOT have a Mental Health Treatment Plan

1. If the young person does NOT have a GP developed Mental Health Treatment Plan and has any
mental health and/or drug and alcohol needs then the headspace intake and assessment officer
will discuss with the young person making an appointment for one of these to be completed with
a headspace GP (or their own GP if they prefer Next Step GP form to be provided).

It will be explained that this will then enable a referral to headspace private practitioners who work as
Better Access or ATAPS providers If a young person does NOT have a GP developed Mental Health
Treatment Plan and the young person does not present with any unmet health needs and/or does not wish
to see a GP, but has needs for support with social, vocational, housing or other community services, the

headspace staff member will develop a support plan with the young person.

d. Young Person who requires Psychiatry Interventions
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If the young person requires psychiatric intervention they will require a written referral for the headspace
psychiatrist. The young person will need to see the headspace GP {or their own GP if they prefer Next Step
Psychiatrist form to be provided) to complete a referral to the headspace psychiatrist.

4.3.8. Record Keeping

The headspace medical receptionists are responsible for all information from the Young person
Registration Form to be entered into Profile. Headspace medical receptionist are also responsible for all
hard copy paperwork being attached to Profile. The headspace Intake and assessment officer is responsible
for completion and attachment of the young person’s assessment. All headspace Ipswich staff and private
practitioners are responsible for timely completion of notes and other documents on Profile.

4.3.9. Feedback to Referrers

Following the conclusion of the Intake Appointment, the headspace intake and assessment officer is to
(with the consent of the young person) complete a Feedback to Referrer Form and send this back to the

referral. This will only be completed for a written referral.

4.4. REVIEW OF CARE
4.4.1. Principle

headspace Ipswich is committed to regular reviews of young people to ensure they are receiving the best
possible care.

Furthermore, the National Standards for Mental Health Services (2010} set out the following to ensure that
minimum standards for case review are met:

° ensure that young person assessment and treatment is continually reviewed throughout their
contact with the Service.

The Better Access and ATAPS schemes both have in-build review mechanisms in that any person accessing
psychological intervention under these schemes are required to see the referring doctor to access blocks of
sessions. For the majority of young people who attend headspace Ipswich this is how they will be reviewed.

4.4.2. Intake and Complex Case Meetings

headspace Ipswich has daily Intake Meetings for all available staff, and where required Complex Case
Review Meetings at which complex cases will be reviewed in consultation with Queensland Health staff
from Child and Youth Mental Health Services, Adult Mental Health and ATODs.

4.4.3. Intake Meeting
The key aims of the Intake Team Meetings are;

® To have a multidisciplinary approach to the initial assessment and planning of all young person
at headspace Ipswich

® To seek further opinion on how to manage complex cases who present to headspace Ipswich
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®* To manage the caseloads of private practitioners
® To flag young people who may be suitable for complex case review

e Toensure all independent young people under 16 assessed as Gillick Competent are discussed
with a team approach

e To ensure all staff are aware of any clinical practice changes which may impact headspace
Ipswich staff

443.1. Roles and Responsibilities for Staff Members
Intake Assessment Officers

*  Will provided a brief overview of the assessments completed, this will include a brief
outline of the assessment and an outline of the proposed plan for the young person,
generally the young person will be aware of the plan as it would have been discussed
during the intake appointment. If from the intake meeting the plan for the young person
changes the intake officer will contact the young person to advise them of the changes.

Clinical Team Leader

e  Will coordinate the meeting and note in Profile an outline of main points of an assessment
and the plan for the young person,

*  Will manage, via profile, the case load and if required the waiting list for private
practitioners

e Will have the final decision on private practitioner allocation, decisions to make child safety
reports and steps required to assess Gillick Competence

Private Practitioners

* If at all possible, private practitioners are to attend the intake meetings

4.4.4. Complex Case Review

Complex cases are/will be considered on a case by case basis the final decision as to the young people
considered complex sits with the Clinical Team Leader. The following criteria will be considered when
deciding if a case is complex;

® Young people with suspected early psychosis symptoms
®  Young people diagnosed with a psychotic disorder

® Young people who have a number services involved in their care
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® Young people who are consumers of Queensland Health acute care services

e Requests from private practitioners who would like a second opinion from Queensland Health
services

The key aims of the Complex Case Review Meetings are;

e To seek the support of appropriate Queensland Health service in managing complex cases at
headspace Ipswich to help in the seamless support for young people engaging with headspace
Ipswich

® To seek a second opinion from appropriate Queensland Health service on the management of
young people attending headspace Ipswich

e To discuss cases which maybe more suited to a Queensland Health mental health service

e To seek collateral information on young people who have accessed Queensland Health mental
health services.

4.4.4.1. Role and Responsibilities of Team Members
Clinical Team Leader

e Wil lead case reviews daily to review young people’s internal and if required external pathways,
suitability to service and acuity level

e Wil chair the meeting and allocate time for the meeting
e Will case note on Profile the outcome of the complex case review
Private Practitioner/Case Coordinator

¢  Will when available attend complex case review to discuss the progress of a
young person listed for complex case review

e |f unable to attend will provide written correspondence (using the case review
template) on the progress of a young person listed for complex case review. This
information is to be provided to the intake assessment officer who completed
the young person’s initial assessment

e Will follow-up on any outcomes from the complex case review
Intake Officer

e Will provide information regarding the initial intake assessment of a young person
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e Will provide any written information for the young person’s private practitioner
e Will provide staff from the following area’s

e CYMHS

e ATODS

®  Adult Mental Health

e  Psychiatrist

® PHAMS

4.4.5. Points for Consideration during Reviews

Refer Case Review Guidelines for Case Coordinators

4.5. REFERRAL WITHIN headspace
4.5.1. Principle

Ipswich Each young person receiving headspace Ipswich support will be referred to the most appropriate
GP, clinician, worker or agency/s considering the;

) young person’s needs,
. young person’s personal preferences and
° Availability of service/s (funding and capacity).

4.5.2. Allocation to headspace Ipswich

Allocation to headspace Ipswich staff is initially the responsibility of the headspace intake officer
performing the Intake assessment. This can be in consultation with the Clinical Team Leader.

The first priority should be the allocation of a private practitioner who will become the young person’s Case
Coordinator {see Sections Case Coordination)
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The number of cases allocated to headspace private practitioner depends on their hours worked, their area
of expertise and the funding stream a young person is accessing. The monitoring of individual workloads
will be the responsibility of the Clinical Team Leader and headspace staff.

4.5.3. Eligibility for Service

A range of funding models are used to operate headspace Ipswich including funded headspace staff,
private practitioners funded via Medicare, Access to Allied Psychological Services (ATAPS) and Better Access
as well as in-kind services.

These models have differing eligibility requirements and will guide which services a young person accesses
while at headspace Ipswich.

The funding guidelines relevant to the headspace service providers engaged to practice at headspace
Ipswich will be observed when scheduling appointments.

4.5.4. Ipswich Who can refer

Any headspace Ipswich staff member or service provider, with consent of the young person, can refer a
young person to another headspace Ipswich service.

4.5.5. Appointments — how to refer
All appointments are made through headspace Ipswich reception including internal referrals.

Ipswich

4.5.6. Case Coordinator

All young people of headspace Ipswich have an allocated Case Coordinator (refer Section Case Coordination

Model) initially their intake and assessment officer and their private practitioner .

Young people are to be explicitly referred to their Case Coordinator in the instances of:
° requiring review or coordination of their care including after critical incidences or

e when a headspace staff member is not sure of what is the most appropriate course of
action/referral for a young person

4.5.7. Appointment with a GP
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Appointments with a headspace GP are made by Clinical Team Leader and/or private practitioner for
young person attending headspace Ipswich by booking an appointment via a headspace medical

receptionist
4.5.8. Referral for psychological intervention

If a headspace Ipswich staff member identifies any mental health issues which would benefit from
psychological intervention a referral to a Better Access or ATAPS provider should be facilitated.

If the young person does not have a current and relevant Mental Health Treatment Plan then a referralto a
GP {as above) should first be facilitated.

4.5.9. Referral to a Psychiatrist

If a young person requires psychiatric intervention they will require a GP referral. Headspace Ipswich staff
should help facilitate this referral via a headspace GP. If the young person is seeing an external GP for a
referral they should be provided the Next Step — Psychiatrist form

4.5.10. Referral to on-site consortium partners

A range of consortium partner’s offer services on site at 1264 Sandgate Rd and will accept referrals from

headspace Ipswich staff.

Most of these referrals will be made during the young person’s intake appointment. However any
headspace Ipswich staff member can make a referral to a consortium partner service.

4.5.11. Recording and Documentation

Any headspace |pswich staff person who refers a young person to another headspace Ipswich worker or
service must ensure this is documented in Profile in a timely manner. (Refer Section Documentation and

Recording)
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CLINICAL OUTCOME MEASURES
4.5.12. Principle

As good clinical practice, a young person’s contact with headspace Ipswich will be measured in terms of
health and wellbeing ocutcomes.

4.5.13. Outcome Measures Used

e The Kessler 10 {(K10) and the Social and Occupational Functioning Assessment (SOFA) is part of
the MDS

4.5.14. Additional Outcome Measures

headspace staff are permitted to utilise additional outcomes measures as relevant to the young person
heeds, and as per the individual practitioner’s knowledge, skills and experience.

4.5.15. Ongoing Quality Improvement

The headspace Ipswich Clinical Ipswich Reference Group will provide suppotrt for ongoing quality
improvement.
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4.6. REFERRAL TO OTHER SERVICE PROVIDERS®

4.6.1. Principle

Continuity of care is the seamless transition of the young person from worker or service to another, with
specific goals outlined and timeframes kept to where possible. Continuity of care ensures that the young
person and their carer know why they are receiving treatment, who they are receiving the treatment from,
and specific goals of the treatment, their rights and responsibilities regarding treatment and when they can
expect to no longer require the support of headspace Ipswich.

When headspace Ipswich cannot provide the services required by the young person, he/she will be
referred to the most appropriate service provider in the appropriate area. This will be discussed with the
young person and their carer (if appropriate).

4.6.2. Consent

Consent for referral and sharing of clinically relevant information will be obtained by the headspace
Ipswich staff member and must be documented in the young person’s file.

Where consent is withheld, referral cannot occur. The next best options will be discussed with the young
person and their family/significant others.

The only occasion where a referral can take place without the consent of the young person is when the
young person is a danger to his/herself or others due to an acute presentation of mental illness and is
refusing to seek help (refer to Critical Incident Policy and Guidelines on Assessment and Management of

Clinical Critical Incidents)

4.6.3. Process for Referral

Any headspace staff member working with young people at the service can make a referral to an external
service ; In supporting the referral, the headspace Ipswich staff member will contact the service provider,
provide all relevant information and establish an appointment time in consultation with the young person
Ipswich.

4.6.4. Documentation and Follow up

The headspace Ipswich staff person making the referral must ensure all information is documented in -
Profile (refer Section Documentation and Recording) and any another headspace staff working with the
young person are advised of the referral via Profile secure messaging

? Reference — GPAP Continuity of Care Planning Framework for Queensland, Queensland Health and the Division of General Practice
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4.7. WAITING LISTS FOR HEADSPACE REGION SERVICES
4.7.1. Principle

headspace Ipswich understands the need for timely and responsive services to best meet the needs of
young people and will strive to respond to all new referrals as soon as possible.

The benchmark headspace Ipswich aims to meet is that all new referrals are offered an intake Assessment
within one week. The clinical reference group will be advised when the waiting time for an initial intake
exceeds two weeks. If a young person is seeking a GP appointment headspace Ipswich will endeavour to
offer an appointment within 3 days.

It is expected that as the service becomes established and capacity full a wait-list may need to be held. This
will be further developed as the headspace Ipswich Clinical Team and the service are established.

4.7.2. Location of Waiting List
If a wait-list does become established it will be regularly updated and kept on Profile.
4.7.3. Responsibility for Maintaining the Waiting List

The headspace Ipswich Clinical Team Leader will be responsible for ensuring the wait list is maintained and
current.

4.8. EXIT FROM HEADSPACE
4.8.1. Principle

headspace Ipswich will endeavour to plan exit from the service with the young person, their families and
significant others (if appropriate), so that they are well prepared and are aware of how to reengage with
headspace or other appropriate services.

4.8.2. Planned and Supported Exit

Throughout contact with each young person and his/her family, headspace Ipswich will provide
information about their range of service options, help them to plan their priority goals and actions, and
assist them to commence using these services.

headspace Ipswich will work with them to plan their future support needs and directions. Support plans
will involve non-headspace services, so that, whenever possible, a young person’s exit from headspace
support will be planned, positive and engages the young person with supports in the community.

Young people will be advised that if in the future they require further support and are still age eligible for
headspace service the can again access headspace Ipswich services. Ipswich

4.8.3. Discharge Process
Ipswich

4.8.4. Withdrawal of headspace Ipswich Support
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There are some occasions headspace Ipswich will withdraw its support.
These are;

° When a young person has been unable to be contacted after two phone calls and a letter being
sent their case will be closed

° When the level of need for a young person is deemed acute and/or pervasive and therefore not
within the headspace target of early intervention and high prevalence disorders,

. When threat of or actual violence to headspace staff has occurred and cannot be satisfactorily risk
managed by headspace Ipswich.

. When a young person is no longer eligible for ongoing service (i.e. additional therapy sessions etc.)
although if care is still deemed as necessary headspace Ipswich will endeavour to support the young person
to seek appropriate support. Or where possible arrange this extra support(?)

° When a young person does not meet the age requirements for the service, young person will
continue being seen after the age of 25 only to finish their current episode of treatment with headspace
Ipswich

COMMUNICATION BETWEEN HEADSPACE AND YOUNG PEOPLE
4.8.5. Principle

headspace Ipswich staff need to balance the importance of a client centred approach to care with the
financial model of the service. headspace Ipswich will endeavour to support young people to engage the
service and be an active partner in their care this includes reminding young people of appointments and
communicating in a youth friendly manner.

headspace Ipswich operates a financial model which means if young people do not attend appointments
clinicians do not get paid. Therefore the service needs to balance both support for young people, staff and
the service model.

This is all explained to young people clearly in their Intake Assessment via the _Client Agreement Form.

4.8.6. Appointment Reminders

headspace Ipswich uses a combination of phone calls and SMS services to remind young people of

upcoming appointments.
4.8.7. lIpswich Young person Did Not Attend

If a young person regularly misses appointments with headspace Ipswich staff it is standard practice to ask
them to meet with one of our Intake Team to ensure the young person is still willing to engage with the
service
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4.8.8. Change of Contact Details
headspace Ipswich asks young people to notify headspace of any change of address or phone number.
4.8.9. Extenuating Circumstances

headspace Ipswich appreciates that some young people will find it very difficult to commit to the above
conditions and headspace Ipswich will support these young people as much as operationally manageable.
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4.9. ACCESS AND EQUITY ISSUES

4.9.1. Special Needs

Headspace Ipswich is committed to working with young people with special needs and will endeavour to
develop strategies to ensure access and equity is acceptable for all young people.

This includes but is not limited to;

° Aboriginal and Torres Strait Islander Young People

° Culturally and Linguistically Diverse Young People

° Young People with a disability

U Young People who are homeless or at risk of homelessness

4.9.2. Transport

In the initial instance transport will not be directly provided by headspace Ipswich for young people or their
families/carers.

However, headspace Ipswich is able to provide support for transport via the use of Queensland Rail travel
warrants which will allow a young person to travel to and from headspace Ipswich via the Translink rail
network at no cost to the young person.
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5. DOCUMENTATION AND RECORDING
5.1.1. Principle

headspace Ipswich will ensure that all information about young people is keep in the best possible manner
with the strictest adherence to accuracy, relevancy and confidentiality.

5.1.2. Software
a. Profile
This is the electronic medical record used by headspace Ipswich.
It is a secure system that ensures confidentiality and privacy of young person records.

Only authorised persons have access to this program and there are varying levels of access dependent on a
person’s authority level.

5.1.3. Ipswich headspace Minimum Data Set

e The Minimum Data Set (MDS) will be collected via the headspace National mandated web
based data collection sight. This is a two-step process;

o Firstly a young person will complete an online or paper survey, this is completed each
time the young person attends headspace Ipswich
(http://mds.headspace.org.au/login/young person)

o Secondly the service provider(s) the young person is seeing will complete an associated
occasion of service survey (http://mds.headspace.org.au/login/centre)

5.1.4. Clinical Notes

headspace Ipswich workers have a legal responsibility to maintain accurate and comprehensive records of
services that are provided to young people.

Continuity of care is maximised by headspace Ipswich workers through making sure case notes are
accurate, comprehensive and relevant.

Notes are to be concurrent with the session, that is, recorded during or at the conclusion of a session or as
soon as practicable.

Clinical files provide the history of:

the information the young person has given the headspace worker,

° issues the headspace worker has discussed,

the information or choices provided to the client, and

° Specific goals and action plans.
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The clinical record shall be sufficiently detailed to enable:

° Identification of the reason for attendance at headspace Ipswich.

° the young person to receive effective continuing care

° emergency responses as necessary, and

e all headspace workers and practitioners to access necessary information.

Essential legal requirements:

] the date and time of the conversation/s with young person or headspace workers related to the
young people situation (e.g. Monday 1 January 2008 9am — 10.15am);

° if different from the time of a conversation, the date and time that the entry is made in the file {e.g.
Monday 1 January 2007 11.20am);

° the date and time of incidents or events referred to in the note;

° whether the conversation is by telephone or face to face;

° the venue of face to face conversations;

. any consent or withdrawal of consent, written or verbal, given by the young person for headspace

Ipswich workers to communicate with other relevant parties, about the young people situation. It should
be recorded in the clinical file if the young people do not wish to consent to the sharing of their personal
information.

Headspace Ipswich staff are able to write clinical notes in their own style

5.1.5. headspace Workers Review of Notes
Prior to each session, the headspace workers are to review the clinical file notes held in Profile.
This will include the review of any messages sent via Profile’s internal messaging system.

Any significant information following individual sessions that service providers should be aware of must be
communicated via the Profile internal messaging system.

5.1.6. Hard Copy Records

headspace ipswich has paperless client files. Profile has the capacity to store scanned documents, which
are then attached to the young person’s electronic record. Hard copies are to be securely destroyed after
the documents are attached to Profile.
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This is the preferred method of storing documents, however if hardcopies need to be kept these are to be
kept securely in lockable filing cabinets

5.1.7. Alerts

As a risk management strategy and to ensure continuity of care for young people it is important for clinical
files to include alerts about any important information relating to;

° consent,

® risk,

U violence or

U] medication issues such as allergies.

The principles of relevancy and accuracy are vital to be adhered to when making such an alert within the
system to maintain the integrity of young people.

5.1.8. Ownership of Data

Headspace National Office as the funding body will have ownership of the online minimum data set
information. headspace lpswich has ownership of information held on Profile.

5.1.9. Young person Rights Regarding Clinical Files
a. Principles

headspace Ipswich operates from a framework of openness regarding young people’s access to their
information.

headspace Ipswich believes it is more often than not, empowering for young people to have relatively easy
access to their clinical files and will endeavor to facilitate this.

headspace Ipswich also appreciates the need to be mindful of the possible impact of sensitive information
and in ensuring adequate resources are available to support a young person to access their information as
requested.
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headspace Ipswich also recognizes the need to manage sensitively, other persons/stakeholders request/s
to keep information confidential

b. Practice

Initial Agreement

At the beginning of any young person’s access to headspace they are provided with the information
regarding the expected use of their personal information and asked to provide (or decline) consent for this
(Refer Section Consent).

Access to Clinical Files throughout headspace Support

headspace Ipswich staff may show a young person their records and files in the course of their
support/intervention (i.e. they may enter data together into the data-base/s etc.)

Requests for full access to file

Young people are required to put into writing any requests for a copy of their entire case file and to give
this to the headspace Ipswich Service Manager or Clinical Team Leader. Any headspace personnel can
support a young person in this request.

The headspace Ipswich Service Manager or Clinical Team Leader will then ensure that a headspace staff
member goes through the young person’s file and in consultation with all practitioner’s /clinician’s involved
with the young person highlight any potentially controversial areas and develop an agreed management
plan for the sharing of this information. At the discretion of the headspace Ipswich Service Manager or
Clinical Team Leader some information may not be released to a young person. Examples of this include
child safety reports, information provided confidentially by other people or services or information from
other services which headspace Ipswich does not have the right to release.

When this has been agreed to by all parties (any conflict of opinion to be managed by the headspace
Ipswich Clinical Team Leader and the Service Manager as necessary) the headspace Ipswich worker to
make an appointment with the young person to go through their file with them. Outcomes of this
appointment will be documented in Profile.

This is to be completed within as timely a manner as possible,

Disagreement over Content

Each young person has the right to voice any disagreements they may have with a clinical note. This
disagreement should be documented within the file at the time of the discussion about the disagreement,

If the disagreement cannot be resolved with the person the young person raises this with, they are to be
encouraged to raise this as a formal grievance and use the associated process.

Non-standard Information Usage

PRINT WARNING - Printed “Uncontrolled” copies of this Manual should not be relied upon as current reference
documents.
ALWAYS refer to a "Controlled” copy of the Manual for the latest version. Page: 50



EXHIBIT 319 C01.018.0002.9882

- Ipswich Clinical Practice Manual

From time to time headspace Ipswich may be interested in using client information for other purposes such
as research, audit or evaluation. Where this falls outside of the areas agreed to within the original consent
process young people will be consulted on the use of their information even when this is de-identified (see
Section 10.3 Evaluation Research)

5.1.10. Weritten Reports

From time to time headspace staff will be asked to prepare a report about a young person based on their
access of headspace Ipswich. Such reports maybe required for court appearances, the Dept. of Child Safety
or schools etc.

All such requests should be discussed with the young person befare any report is prepared and unless such
a report is legally required i.e. being subpoenaed by a court or for the Department of Child Safety (Section
Mandatory Reporting) the young person should be able to choose whether any report is prepared.
headspace Ipswich staff are to abide by all legal requirements or acts which may obligate them or the
service to disclose information. Either verbal or written consent should be sought from a young person
before releasing information. If a written request for information is sought after a young person had ended
an episode at headspace Ipswich all reasonable efforts should be taken to contact the young person and
discuss what information will be released. If the young person cannot be contacted information will still be
disclosed if written consent has been provided. Ipswich When a report is prepared it should be prepared
with strict adherence to the principles of accuracy and relevancy. It should be an objective document that
states fact and an opinion should be duly highlighted.

6. CONSENT To Service
6.1. Principle

headspace Ipswich is committed to ensuring that rights, responsibilities and actions associated with service
provision will be fully explained to all young people and where relevant parents/guardians and significant
others.

When engaging with headspace Ipswich young people will be asked to indicate their informed consent —
that is, consent that is given freely, without coercion, threats or improper inducements.

Young people have a right to have all questions answered in relation to consent, including how their
personal information will be used.

6.2. AGE OF CONSENT

The target age group of headspace Ipswich is 12 to 25 years. This presents complexity in regard to consent
for those young people who are under the age of 18 years and, in particular, those under the age of 14

years.

In Queensland, There are no specific laws about minors and consent to medical treatment. Thus the
Common Law applies for those under 18 years. The common law states that young people under 18
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might be capable of giving informed consent, although the health professional must consider the nature of
the treatment and the ability of the young person to understand the treatment.*

6.2.1. Gillick Competency

Valid consent can be measured by using the Gillick Competency® The ‘Gillick Test’ refers to the common
law as it applies to a young person’s ability to consent to medical treatment. No age is specified.

Consent is based on the capacity of the young person to understand the nature and extent of treatment
and side effects of treatment. It requires that the young person be encouraged to involve parents in
knowledge of treatment but places the 'best interests' of the young person above any parental right to be
informed. (For more detailed information refer to the Mature Minor Policy & Mature Minor Tool).

6.3. CONSENT TO HEADSPACE - COLLECTION AND USE OF INFORMATION®

Information will be provided to ensure that young people (and their parents/guardians) entering
headspace Ipswich have an absolute understanding of their personal information being shared with other
headspace service providers.

During intake and assessment, a young person will be asked to provide consent to receive headspace
Ipswich services. This is explained in the Young person Confidentiality Statement - Collection and Use of

Your Information.

Ipswich Ipswich.lpswich

Whether a young person has presented alone or accompanied by a parent or guardian, the headspace staff
member will read through the consent form with the young person, explain the confidentiality process and
ask for feedback on their understanding. The headspace staff member will answer any questions the young
person and/or the parent/guardian may have in relation to the consent form, and explain anything that is
not clear to the young person.

If a headspace worker has any concerns about the young person’s capacity to consent, the worker should
consult with the Clinical Team Leader and/or Service Manager.

* Adolescent Health: Enhancing the skills of General Practitioners in caring for young people from culturally diverse backgrounds (pg.
68)
® Gillick v. West Norfolk and Wishech Area Health Authority [1985] 3 All ER 402, HL; .and Southern Downs Mental Health Service Clinical Practice

Manual

® REFERENCES: ACT Health Consent To Treatment Policy, Queensland Health Policy on Informed Consent, National Standards for Mental Health
Services 5.4
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The GP will be responsible for attaining consent for any medical treatment considered necessary for the
young person’s clinical management.

It is the responsibility of the headspace staff member to document the consent process and outcome in the
young person’s clinical file.

6.4. CONSENT TO SHARE INFORMATION

Where it is indicated that a young person is having contact /has had contact with another service provider,
and the headspace Ipswich worker determines that this information is relevant to the young person’s
current needs, the young person will be asked to complete a Consent to Share Information Form.

This form then allows headspace Ipswich to have contact with the external service provider and to discuss
personal and confidential information that may be relevant to the support and care that headspace
Ipswich is providing.

6.5. Documentation and Recording

To meet legal, policy and ethical requirements, staff are to comprehensively and accurately document the
basis of their decision (Gillick competence assessment) and all action taken in Profile.
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7. PRIVACY AND CONFIDENTIALITY
7.1. Principle and definitions

Confidentiality and privacy are related but different concepts — information privacy is a much broader
concept than confidentiality.

All professional who work within headspace Ipswich will have access to all relevant information while at
the same time following up the legal requirements of ensuring confidentiality.

headspace Ipswich needs to maintain confidentiality in relation to private and sensitive information in
order to create an environment that is respectful of the rights of young people and headspace workers.

Under common law, young people have the right to have their confidentiality respected and can pursue
legal action including damages for specific breaches of confidentiality.

7.2. Privacy Limitation

headspace Ipswich workers are required to disclose information about young people relating to:

° suspected child abuse,

U risk of self-harm,

° possession of firearms,

° serious criminal activity, and
° missing persons.

All headspace Ipswich young people and headspace Ipswich workers have the right to strict privacy of
personal information, including the determination of if and when any personal information about
themselves will be disclosed.

headspace Ipswich workers are required to sign a Clinician Confidentiality Statement on commencement of
working with headspace Ipswich project and adhere to these practice policies. It is the responsibility of all
headspace Ipswich workers to work within confidentiality requirements underpinned by their professional

code of practice.

At the first appointment, young people are clearly made aware of both their rights to and the limits of
confidentiality of headspace Ipswich.

headspace services will only collect personal and sensitive information relevant to the provision of the

service.

Personal and sensitive information about young people is only available to those headspace Ipswich
workers who need that information to provide a service for that client.

All headspace Ipswich workers will ensure electronic data is within secure network storage, and undertake
to only access that data which is necessary to perform their role.
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headspace Ipswich workers have the right to debrief in a professional manner within the headspace
services, provided the organisation as a whole provides confidentiality. That is, young people are assured
confidentiality by headspace Ipswich to external parties but that some information may be shared between
practitioners/staff within headspace Ipswich if necessary for client or staff wellbeing.

When young person information is required for statistical purposes, information will be de-identified.

When a young person is no longer receiving a service from headspace Ipswich personal and sensitive
information will be stored securely as per legal requirements of medical record storage.

If headspace workers breach confidentiality their ability to work within headspace Ipswich will be reviewed
in line with Aftercare Human Resource Policy or Service Contractor Agreement (whichever is applicable).

8. INVOLVEMENT OF parents/gUARDIANS AND SIGNIFICANT OTHER/S IN SERVICE’
8.1. Principle

headspace Ipswich strongly believes in as best practice and will work to support wherever possible the
involvement of parents/guardians and significant others in a young person’s access of the service.

This is balanced with the young person’s right to self-determine involvement of parents/guardians and
significant others and how this can impact on their ability to access the services they require.

8.2. Impact of Parental Involvement/Non Involvement

The funding structure of headspace centres limits how parents/guardians and significant others can be
involved in a young person’s time at headspace Ipswich. However headspace Ipswich believes that
parent/guardian involvement is preferable and evidenced based, particularly when working with young
people under the age of 18..

Therefore, wherever possible, headspace lpswich should endeavour to consult, involve and support
families and significant others. With the young person’s consent, family members and significant others will
be involved in planning, provision and review of the young person’s support.

8.3. Young person’s right to self-determine

headspace Ipswich is a young person focussed service whose priority is to ensure young people have access
to the services that they need. Whilst every effort will be made, initially and on-going, to encourage the
young person to inform and/or involve their parent/guardian failure to do so will NOT limit their access to
services (Refer Section Consent)

Generally;

° Information will only be released or discussed with others if the young person has given consent to
do so. The young person will be offered the opportunity to disclosed information themselves with the
support of their headspace worker; or

’ References: National Standards for Mental Health Services ~ Standard 3 — Consumer and Carer Participation
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° where the young person does not want their parent/guardian involved in any way or at a particular
stage, consent requirements will be discussed with the young person. The most appropriate way forward
will be decided as follows:

| l. Where it is determined that a young person’s decisions or actions not tois involve
parents/guardians could seriously jeopardize the young person’s wellbeing, this will be discussed the young
person with a view to develop a plan of action less likely to negatively impact the young person.

Il Generally, headspace Ipswich must act according to each young person’s wishes, except in the
exceptional cases where it is determined that the young person is not in a position to give informed
consent or where their decisions or actions could place their own safety and well-being at IMMEDIATE risk,
and/or the safety and well-being of others.

8.4. Sharing Information/Confidentiality

When a young person consents to have their parent/guardian informed and involved in their care at
headspace Ipswich this does not imply immediate and total consent to sharing all information at all times.
The level and type of consent for information sharing must be confirmed with the young person, and also
for the parent/guardian who may share information that is sensitive.

8.5. headspace Ipswich choosing to not include parent/guardians

headspace lpswich staff and workers may choose to limit family and guardian involvement or information
may be restricted in cases where headspace Ipswich determines that the involvement of family members
or carers may not be in the best interests of a young person, for example when child protection issues

apply.

Similarly, circumstances may apply when, irrespective of the wishes of the young person, it is our
professional judgement that we cannot share information with parents or guardians, or when we may be
required by law not to do so. In such cases, the reasons for this will be explained.

8.6. Other Support People/Services

headspace lpswich strongly believes in involving other services and persons that are nominated by a young
person as significant in their lives. If appropriate, consent would be gained to share information with them
(Consent to Share Information) and involve them in case planning and reviews. {Case Review )

8.7. Documentation and Recording

headspace Ipswich staff and workers must ensure that all information regarding parent/carer
involvement/consent is documented in a timely manner and clearly and that the source of information is
clearly delineated in a young person’s file on MASTERCARE-MHAGIC.
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9.  RESOLVING SERVICE DIFFICULTIES
9.1. Principle

headspace Ipswich understands that the lives and circumstances of young people, and particularly those of
young people with mental health and/or substance use issues, impact on their ability to meet agreements,
commitments, appointments and obligations. Therefore, headspace Ipswich aims to ensure that there are
clear processes in place to rectify any difficulties in delivering support to young people before such
problems escalate.

9.2. General Strategies
Support and rectification strategies will include:

e ensuring that headspace and the young person are clear about their expectations of each
other and of their commitments and obligations;

e discussing the young person’s rights and responsibilities as well as their and headspace
Ipswich’s expectations, commitments and obligations; (refer Complaints and Compliments

Brochure and Complaints and Compliments Policy)

e suggesting strategies to support young people to meet their commitments, appointments and
agreements egg assistance to help them to meet any behaviour expectations or to remind
them of appointments, to travel to appointments and/or to support them to get to
appointments;

e Advise how young people can notify headspace Ipswich if they believe they will be unlikely to
be able to meet an expectation or agreement;

e using clear strategies to discuss and resolve delivery difficulties, which do not seek to lay
blame for difficulties but to rather design strategies to avoid the recurrence of difficulties;

® reviewing a young person’s case, to determine more effective ways of meeting each young
person’s needs and situation;

® involving other specialist agencies or support in a young person’s plan to better reflect their
immediate needs and situation (egg enhanced family, mental health, drug and alcohol, cultural
and/or developmental support); and

e referring the young person and/or their family to specialist agencies for additional support.

9.3. Formal Grievances and Complaints

When a service difficulty becomes un-resolvable it becomes a Formal Complaint and refer to the headspace
Ipswich Policy Complaints and Compliments.
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10. EVALUATION, QUALITY IMPROVEMENT AND INNOVATION
10.1. Minimum Data Set
° see headspace Minimum Data Set Section

At the national level, the hNO will access data for evaluation and reporting purposes. All data will be de-
identified by the time it reaches the hNO. At a local level headspace Ipswich management will be able to
access local data and compliance reports via Tableau (https://reporting.headspace.org.au/}Data Entry at

headspace Ipswich

It is the responsibility of all headspace Ipswich staff to complete good quality reporting (Refer Section
Documentation and Recording)

10.2. headspace Evaluation

The minimum data set contains the key data elements that will be used to evaluate headspace. It will
provide useful information on many areas including the following:

° the demand for headspace services,

. the volume of young people receiving care from a headspace site,

° how the clinical model at each site has been implemented,

° the key concerns that young people are presenting with,

° the functional outcomes of young people exiting the headspace site.
10.3. Ipswich Evaluation Research

MDS data maybe used from time to time as part of evaluation research conducted by both headspace
national and headspace Ipswich
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11. WORKFORCE AND HR MANAGEMENT
11.1. HEADSPACE STAFF
11.1.1. Recruitment and Selection

Aftercare is committed to ensuring the highest quality-ef staff are employed for headspace Ipswich.
Aftercare has stringent HR processes that are adhered to for all headspace Ipswich Staff which ensures
appropriate persons are selected for roles and adequately credentialed. (Refer to the Aftercare Policy for
more detail).

11.1.2, Induction

headspace Ipswich is committed to a structured and thorough induction that will follow the headspace
Ipswich Induction Checklist.

Induction of the headspace staff and workers will be the responsibility of the headspace Ipswich Service
Manager.

All new staff will be required to sign the headspace Ipswich Workers Orientation Program

Agreement and either the Clinician or All Staff Confidentiality Statement (depending on their specific role).

11.1.3. Management and Supervision of headspace Staff
a. Principle

headspace Ipswich is strongly committed to ensuring all staff are well supported and supervised within
their roles.

This is to ensure the highest quality of service is delivered and that staff are supported to develop in their
roles and to maintain their wellbeing and satisfaction with their position.

All staff are supported to engage in ongoing professional development in their area of practice.

All staff are supervised regularly to debrief and manage the impact of the nature of the work of headspace
Ipswich on their person. This is especially relevant for any staff are fulfilling clinical roles however is also
important for non-clinical staff in relation to involvement in any critical incidents etc.

b. Roles and Responsibilities

The operational management and supervision is as outlined in the headspace Ipswich Governance and
Management Framewaork and the Organisational Chart.

The operational level manager is the headspace Ipswich Service Manager.

Clinical Supervision and Support for headspace Ipswich clinical staff (Intake and Assessment Workers) is the
responsibility of the Clinical Team Leader.

Individual formal supervision will occur at a minimum of every month.
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Ongoing support is provided regarding client management and approaches both informally and via daily
Intake Meetings.

The Clinical Team Leader will be supervised regarding the management component of their role by the
Service Manager. They will also be provided with access to a monthly external professional clinical
supervisor.

c. Performance Monitoring

As per Aftercare Policy all staff complete an annual performance appraisal with their line manager. Ongoing
informal monitoring also occurs via formal supervision and observation processes.

11.2, CONTRACTED STAFF AND SERVICE PROVIDERS
11.2.1. Application and Selection
All potential headspace Ipswich Contractors will be required to complete an application form and contract

From receipt of this application a selection panel from headspace Ipswich (as developed by the Service
Manager) will review it for eligibility and where a matched vacancy exists the potential contractor will be
contacted to discuss the process, which may include an interview and/or the induction process.

11.2.2. Service Level Agreements

All contracted service providers will be required to sign a service level agreement or formal contract with
Aftercare as the lead agency for headspace Ipswich.

11.2.3. Induction/Orientation of Contracted Service Providers

All contracted service providers will be asked to complete the headspace Ipswich Induction Program.

Contracted service providers will be asked to sigh an acknowledgement of their participation in the
induction program, including their reading and understanding of the Clinical Practice Manual on a Workers
Orientation Program Agreement.

Induction is the responsibility of the headspace Ipswich Service Manager.
11.2.4. headspace Contractor and Service Provider Responsibilities

Ipswich All workers at headspace Ipswich will demonstrate competent clinical practice standards that
ensure they:

° practice in a safe and competent manner, within their scope of practice.
° practice in accordance with the agreed standards of their profession.
° comply with all applicable legislation, regulations, industry standards, policies, guidelines,

professional codes of conduct and codes of ethics.

° respect the dignity, privacy, culture, values, beliefs and choices of every individual.

PRINT WARNING - Printed “Uncontrolled” copies of this Manual should not be relied upon as current reference
documents,
ALWAYS refer to a "Controlled” copy of the Manual for the latest version. Page: 60



EXHIBIT 319 CO0I1.018.0002.9892

w>e lpswich Clinical Practice Manual

° work in partnership with young people and family or significant others to improve the health,
wellbeing and informed decision making of each young person.

e communicate effectively and appropriately with young people, family or significant others, staff
from other relevant agencies and staff members of the headspace Ipswich team at all times.

11.2.5. Supervision and Professional Development

headspace Ipswich is unable to provide the on-going supervision and professional development to
contractors and service providers.

It is expected however that all contractors and services providers are committed to ensuring they have a
schedule of supervision and professional development in place for their practice especially in relation to
working with young people.

headspace Ipswich is committed however to providing support where it is possible for contractors and
service providers to access supervision and professional development {i.e. access to training or support to
develop a peer supervision forum for allied health staff at headspace Ipswich etc.).

Intake and Assessment Officers will be provided with a small amount of supervision through Clinical Team
Meetings, and following any Clinical Incidents by the Clinical Team Leader, however will be responsible for
receiving the majority of their Clinical Supervision requirements externally or via in-kind arrangements.

Critical Incidents

headspace Ipswich is committed to ensuring all staff and workers have access to support, debriefing etc. in
response to any critical incidents that occur and this is the responsibility of the Clinical Team Leader in
partnership with the Service Manager.

11.2.6. Management of Non-Compliant Contractors/Service Providers

In the instance of any contractor or service provider acting in a manner that is not in line with the above
expectations/responsibilities the headspace Ipswich Service Manager will follow Aftercare Policy to address
this with the service provider in question.

Any person suspecting any such issues should raise their concerns with the Service Manager or follow the
headspace Ipswich Complaints Process.

12. WORKPLACE HEALTH AND SAFETY
12.1, headspace Worker Safety

Aftercare is committed to ensuring the headspace services safe and secure and policies reflect a
commitment to workplace health and safety laws.
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The Aftercare Work Place Health and Safety Officer is responsible for ensuring the safety of headspace
Ipswich and in general, all Aftercare Workplace Health and Safety Policies apply to headspace Ipswich.

Specifically in relation to headspace Ipswich located at 26 East Street, lpswich QLD 4305, the practices
outlined below are in place to ensure the safety at all times of headspace |pswich staff, contractors,
services providers and young people and their families/carers that are accessing the service.

The headspace Ipswich Service Manager is responsible for ensuring adequate workplace health and safety
is maintained at headspace Ipswich.

12.2, Staff on Site

® headspace Ipswich Reception must always know which staff, contractors and service providers are
on-site and staff must notify Reception as they arrive and leave the building,

® Whenever there are young people on site at headspace Ipswich there must be a minimum of two
headspace staff person/s also onsite,

®  Where there is only one staff member on site all doors must be locked and no young person or
family member is to be allowed entry to the building.

12.3. Safety and Duress

Refer to headspace Ipswich Safety and Duress Policy and Procedure.

12.4. Visitors on Site

All visitors (including young people) will be required to sign in and out at reception. A separate register will
be maintained for young people to sign in and out of and in in order to maintain their confidentiality this
will be kept under the counter at reception.

12.5. Home Visits

Currently home visits are provided by headspace Ipswich if deemed suitable or required a policy will be
developed accordingly.

12.6. Transport of Young people

Currently transport of young people by headspace Ipswich is not provided, if in the future this is required a
policy will be developed accordingly.

12.7. Infection Control and Disposal of Waste
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headspace Ipswich will ensure that the standard precautions form the basis for the prevention and control
of infection appropriate to medical services including:

* hand hygiene
s immunization
® asepsis
e personal protective equipment
* maintenance of a clean, safe environment
e cough etiquette
e sharps management
12.8. First Aid

headspace Ipswich will ensure adequate first aid supplies (in addition to medical supplies in the treatment
rooms) and first aid trained staff are available at all times on site.

Where this is not possible appropriate emergency personnel will be contacted.

13. CHILD PROTECTION CONCERNS and mandatory reporting
13.1. Principle

headspace Ipswich works to promote the health and well-being for all young people and takes any
evidence of harm; abuse and/or neglect associated with any young person they come into contact with
very seriously and works to minimise this.

All staff and workers of headspace Ipswich as either mandatory reports or as a duty of care will report
suspected cases of abuse or neglect to the relevant Department of Child Safety. Legal Requirements

The legal requirement to report suspected cases of child abuse and neglect is known as mandatory
reporting. All jurisdictions possess mandatory reporting requirements of some description. However, the
people mandated to report and the abuse types for which it is mandatory to report vary across Australian
states and territories.

Within Queensland, under the Child Protection Act 1999 certain professions; as per the table below are
mandated to report suspected risk;

“as soon as they form an opinion that there are current concerns for the child’s safety, welfare or
wellbeing”.
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Who is mandated | What is to be Maltreatment types for | Relevant sections of the
to notify? notified? which it is mandatory to Act/Regulations
report I
Qld | An authorised Awareness or Physical abuse | Section 148 of the Child
officer, employee | reasonable ! Protection Act 1999 (Qld)
of the Department | suspicion of harm SEXHEhAEIEEOFEploiEation
| of Communities caused to a child Emotional/psychological
[ (Child Safety placed inthecare |, o
Services), a person | of an entity
employedin a conducting a Neglect
departmental care | departmental care
service or licensed | service ora
care service licensee
A doctor or Awareness or | Sections 191-192 and 158
registered nurse reasonable | of the Public Health Act
(Public Health Act | suspicion during | 2005 (Qld)
2005, s158) the practice of his |
or her profession
of harm or risk of
harm
The Commissioner | A child whois in Section 20 of the
for Children and need of protection Commission for Children
Young People under s10 of the Young People and Child
Child Protection Guardian Act 2000 (Qld)
Act (i.e. has
suffered or is at
unacceptable risk
of suffering harm
and does not have
a parent able and
willing to protect
them)

13.2. Procedure

When there are concerns for the wellbeing of a child or young person in relation to serious abuse and
neglect risk or potential of risk as defined by the Child Protection Act 1999 (as above) headspace Ipswich
staff will consult with the headspace Ipswich Clinical Team Leader or other clinical team members (as
needed) and report such concerns by contacting the Department of Communities, Child Safety Brisbane
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Regional Intake Service on 1300 682 254 or after hours on 1800 177 135 or 07 3235 9999 {for more
information click here) to complete a verbal report.

Where harm is assessed as imminent and no other clinical staff are available for consuit headspace Ipswich
clinical staff may choose to report without prior consultation using their own professional judgement to
assess the immediacy of need.

13.3. Documentation and Reporting

All reports must be documented within Profile as soon as possible. A Clinical Critical Incident will also be
completed and placed on the young person’s file.

Where a notification has been made without other clinical staff consultation the headspace staff member/s
must ensure the headspace Ipswich Clinical Team Leader is directly informed as soon as possible.

13.4. More information
For more information and assistance on making such decisions refer to;

e  What is child abuse?

e Department of Child Safety — Protecting Children

e Policies
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INCIDENT MANAGEMENT AND REPORTING
13.4.1. Clinical & Non-Clinical
Refer to;
e (Critical Incident Policy
¢ Guidelines for the Assessment and Management of Clinical Critical Incidents

® Assessment and Management of Acute Clinical Phone Calls Policy

14. RELATED REFERENCE DOCUMENTS

Related documents may include, but are not limited to:

° National Standards for Mental Health Services
° National Practice Standards for the Mental Health Workforce
° Competency Standards for Allied Health Mental Health Workers (Psychologists, Social Workers,

Occupational Therapists)

o Practice Standards and Code of Ethics for Social Workers (AASW)
e Practice Standards and Code of Ethics for Psychologists (APS)
° Psychotherapists and Counsellors Association Australia {or State) Practice Standards and

Code of Ethics

° RACGP Standards for General Practice

° Relevant Commonwealth and State Acts of Parliament and Regulations
o Privacy Act 1988 (Commonwealth)

e Freedom of Information Act 1992 (Commonwealth)

° Freedom of Information Regulation 2006 (Queensland)

° Mental Health Act 2000 (Queensland)

° Mental Health Regulations 2002 (Queensland)

o Child Protection Act 1999 (Queensland)

e Child Protection Regulation 2000 (Queensland)

° Working with Children Act 2004 (Commonwealth)
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° Commission for Children and Young People and Child Guardian Act 2000 {Queensland)

e Commission for Children and Young People and Child Guardian Regulation 2001 {Queensland)
Domestic and Family Violence Protection Act 1989 (Queensland)

° Domestic and Family Violence Protection Regulation 2003 {(Queensland)

° Workplace Health and Safety Act 1995 (Queensland)

° Workplace Health and Safety Regulation 1997 (Queensland)

. REGION Mental Health Clinical Practice Manual

. headspace National Starter Pack June 2008

° Legislation — Australian Health Practitioner Regulation Agency
www.ahpra.gov.au/Legislation-and- Publications/Legislation.aspx

The headspace Ipswich Clinical Practice Manual was originally adapted from a Draft document developed
by headspace Southern Downs, and has since been adapted from headspace Ipswich.
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CLINICAL PRACTICE MANUAL AMENDMENT HISTORY

Issue Date Section and process Page
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15. FORMS, TEMPLATES AND FLOWCHARTS

15.1. Forms and Templates

e Advisory Member Confidentiality Statement

e All Staff Confidentiality Statement

¢ (Client Agreement

¢ (Client Confidentiality Statement

e (Client Registration Form

e (Clinical Critical incident Reporting Form

e (Clinic Practice Manual Issues Log V1

¢ C(Clinician Confidentiality Statement

e Complaints and Compliments Brochure

e Consent to Share Information

¢ Feedback to Referrer

® headspace [pswich Complaints’ Register

¢ Incident and Hazard Report Form

¢ Intake Assessment

* Medical Questionnaire V1

e Psychologist Application

e Referral Form

e Report of Reasonable Suspicion of Child Abuse

¢ Standard Referral to External Service

e Workers Orientation Program Agreement

15.2. Flowcharts

® (Case Coordination Flowchart

¢  (linical Critical Incidents Flowchart

¢ Mental Health and Drug and Alcohol Intake Flowchart

¢  Physical Health Intake Flowchart

15.3. Polices and Guidelines
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® Complaints and Compliments Policy and Procedure
® Incident Management and Reporting Policy and Procedure
® Guidelines for Assessing and Managing Young People at Risk
e Mental Health Act Guidelines
®  Mature Minor Policy and Mature Minor Tool {(adapted from headspace Brisbane South)

Note: Due to formatting requirements within the body of this Manual, the version of forms included in the
Manual may be formatted differently to the forms in clinical use. The content included is accurate.
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