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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: 

• RepOliing to the Treatment Team at Case Conference. The Case Coordinator is to advise 
the team on the patient's recent and present well-being using identified problems (as per 
clinical history or Individual Treatment Plan). The Case Coordinator is to report on 
progress in relation to treatment objectives and the effectiveness of interventions. The 
Case Coordinator may present or document planned interventions for discussion and 
ratification by the team. Whenever unable to attend Case Conference, this clinical input 
is to be clearly documented for presentation. (10.4. /0.5) 

• 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. 8.1.3. 8.2, 8.3, 11.4.E.5, l1.4.E.4) 

• Attending all treatment plan review meetings (Intensive Case W orkups) to assist the team 
in evaluating and developing treatment strategies for identified problems. (11.5.1.8.1.2.8.1.3, 
10.6) 

• 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 mastelY of various therapeutic 
strategies eg relaxation or behaviour rehearsal, and devising structured plans for other 
staff/carers to follow to promote a consistent approach to the patient's care. (l1.5,11.4.E.5) 

• 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. 

• Ensuring care is culturally appropriate if the patient is from a different cultural 
background. Liaising with the relevant cultural agencies, eg NESB cultural advisors, 
interpreter services, ATSI Liaison Officer and community suppOli groups. Identifies 
sensitive cultural issues, bringing these to the attention of the team and taking appropriate 
action to address these. (11.4.E.13, 7.1, 7.2, 7.3. 7.4) 
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• Working in cooperation with the designated family therapist by arranging sessions with 
the families and pat1icipating as co-therapist. The Case Coordinator is largely responsible 
for dealing with family issues at times when problems arise. Acts as a sUpp011 for family 
members and if required may facilitate attendance at other support agencies, eg 
Relationships Australia, ARAFMI. (1.8.3.2, 11.4.E.7) 

• Communicating on a regular basis with the parent or legal guardian to keep them well 
informed of the patient's well-being, treatment program and any changes that may occur, 
(3.1,3.2) 

• Accessing information from previous treatment teams or practitioners to assist in the 
assessment and treatment of the patient. This may include results of previous organic 
screening, psychometric testing and discharge summaries. (8.2.4,8.3.3) 

• 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 
(8.1.2,8.1.3,8.2.2,8.2.3,8.3, 11.4.E.8, 11.4.E.7, 11.4.E.5) 

• Dealing with complex problems or care issues and arranging meetings with various 
individuals who may include the primary therapists, teacher, cat'ers and the patient to 
develop treatment strategies. This may be a continuing process with meetings occurring 
tln'oughout 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 The health professional responsible for the care of the patient / consumer obtains 
informed consent for treatment. 

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

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

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

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

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

1.5.2 The health care team delivers care in patinership with the patient / consumer and careI' 
and revises the plan of care and goals in response to patient / consumer progress. 

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

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

1.5.5 Education is provided by appropriate personnel to help the patient / consumer and 
careI' understand the patient's / consumer's diagnosis, prognosis, treatment options, 
health promotion and illness prevention strategies. 

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

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

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

1.8.1 Care is integrated between the organisation and other relevant services in the 
community to ensure the needs of the patient / consumer are met. The organisation 
provides information about the continuing management plan to the patient / consumer, 
careI', 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 cm·ers. 

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

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

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

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

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

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

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

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

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

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

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

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

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

8.2.3 The MHS supports the staff, consumers and cm'ers in their involvement with other 
health service providers. 

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

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

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

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

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

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

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

11.3.9 There is opportunity 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 
tlu'ee 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 involuntaty treatment 
There has been no contact between the consumer and the MHS for tln'ee 
months 
The consumer is going to exit the MHS 
Monitoring of consumer outcomes (satisfaction with the service, measure of 
quality oflife, 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 suppoli 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 patiicular 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 envirolUnent and malUler most helpful to, and most respectful to, the 
consumer. 

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

11.4.A.l The 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 necessmy competence to meet their own 
evelyday 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 supp0l1s the consumer's access to education, leisure and recreation 
activities in the community. 

ll,4.A.6 The MHS provides access to, and/or support for consumers in employment and 
work. 

ll,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. 

ll,4.A.9 The MHS supp0l1s the consumer's desire to participate in Further or Continuing 
Education. 

11,4.A.I0 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.ll The consumer has the opp0l1unity to strengthen their valued relationships tlu'ough 
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 oftreatments and suppo11 which maximise 
opportunities for the consumer to live independently in their own accommodation. 

11,4 B Supported accommodation* is provided and/or suppOlied 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 suppOli 
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 oftreatment and support services is delivered to the consumers living in the 
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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 oftreatment and support services is delivered to the consumers living in the 

EXHIBIT 844



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, 
decor, visitors, potential residents and house rules. 

IIA.B.8 There is a range of accommodation options available and consumers have the 
0ppoltunity 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 supports. 

IIA.B.II The accommodation maximises oppOltunities for the consumer to exercise control 
over their personal space. 

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

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

IIA.B.14 The MHS SUppOltS consumers in their own accommodation and SUppOlts 
accommodation providers in order to promote the criteria above. 

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

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

IIA.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. 

IIA.CA 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. 

IIA.C.II The MHS promotes continuity of care by ensuring that, wherever possible, the 
views ofthe 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. 

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

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

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

WMS.1001.0002.00273

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, 
decor, visitors, potential residents and house rules. 

IIA.B.8 There is a range of accommodation options available and consumers have the 
0ppoltunity 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 supports. 

IIA.B.II The accommodation maximises oppOltunities for the consumer to exercise control 
over their personal space. 

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

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

IIA.B.14 The MHS SUppOltS consumers in their own accommodation and SUppOlts 
accommodation providers in order to promote the criteria above. 

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

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

IIA.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. 

IIA.CA 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. 

IIA.C.II The MHS promotes continuity of care by ensuring that, wherever possible, the 
views ofthe 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. 

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

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

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

EXHIBIT 844



settings. 

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

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

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

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

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

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

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

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

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

11.5.5 A process exists for the earliest appropriate involvement ofthe consumer's nominated 
service provider. 

11.5.6 The MHS ensures that consumers refelTed 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 
anangements 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 ently 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 SUppOlt. 

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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Care Coordination Framework 

Care Coordination is a pivotal aspect of mental health service delivery that reflects supports and 
nurtures the embedding and growth of the principles of consumer and carer participation. It Involves 
identifying the range of an individual consumer's needs and monitors progress towards meeting those 
needs In consultation with the consumer, their carer/s and with other health care resources nominated 
by the consumer. 

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

The key principles of Care Coordination Include: 
Individualised care 
right of consumers to comprehensive and appropriate care 
consumer participation in all aspects of care 
best practice 
accountability 
efficient and coordinated care; 
evaluation of care outcomes 
continuity of care 

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

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

CC's will be allocated to all consumers and will act to ensure that the treatments and care prescribed by 
the multldisciplinary team are Implemented by the appropriate clinicians 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 mentorlng from senior clinicians. 

Ideally, there will be a CC and a CCA allocated to each consumer. The role of the CCA is to proxy for the 
CC when that person is unavailable and to take on duties delegated by the cc. The CCA has the same 
authority as the CC, but 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/residence. As a 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 active role within the Care Coordination framework. 

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

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

In ward/residence areas where admissions are planned, the multidisclpllnary team will nominate the CC 
and CCA In advance of the admission. 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-shlft basis. The nurse in charge of the ward/residence should facilitate 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 accountability for the provision of care for consumers. 
The nursing staff allocation list should be displayed in a prominent area of the ward/residence for the 
consumers' information and updated each shift by the nurse in charge. 

Reporting Relationship 
The CC plays an active role In developing and monitoring a consumer's treatment plan, as well as liaising 
with other staff to ensure that treatments that have been prescribed by the multldlsciplinary 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 basis. 

It is the responsibility of the staff designated in the plan to fulfil their respective roles and commitments 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 CC is a member 
of the multidisclplinary team and should, wherever pOSSible, be present at Multidlsciplinary Team Meetings 
when the ICP is reviewed. Where this is not possible, the CCA (or another staff member) should be 
properly briefed to proxy for the CC at the meeting. 

Care Coordination -ICP Development 
Within 72 hours of admission, the cc must develop an interim ICP that addresses the issues that have led to 
the consumer being placed in the ward/residence and initiate an Exit Plan. The interim ICP should address 
the consumers immediate presenting problems, with a focus on safety. Each ciinican may determine any 
additional requirements for the interim ICP. 
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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 active role within the Care Coordination framework. 

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

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

In ward/residence areas where admissions are planned, the multidisclpllnary team will nominate the CC 
and CCA In advance of the admission. 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 
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enhances the notion of establishing a single point of accountability for the provision of care for consumers. 
The nursing staff allocation list should be displayed in a prominent area of the ward/residence for the 
consumers' information and updated each shift by the nurse in charge. 

Reporting Relationship 
The CC plays an active role In developing and monitoring a consumer's treatment plan, as well as liaising 
with other staff to ensure that treatments that have been prescribed by the multldlsciplinary 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 basis. 

It is the responsibility of the staff designated in the plan to fulfil their respective roles and commitments 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 CC is a member 
of the multidisclplinary team and should, wherever pOSSible, be present at Multidlsciplinary Team Meetings 
when the ICP is reviewed. Where this is not possible, the CCA (or another staff member) should be 
properly briefed to proxy for the CC at the meeting. 

Care Coordination -ICP Development 
Within 72 hours of admission, the cc must develop an interim ICP that addresses the issues that have led to 
the consumer being placed in the ward/residence and initiate an Exit Plan. The interim ICP should address 
the consumers immediate presenting problems, with a focus on safety. Each ciinican may determine any 
additional requirements for the interim ICP. 
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The Exit plan should begin gathering inform<)tion regarding such things as: the consumer's preferred GP or 
psychiatrist; community supports and services that may be required; and an evaluation-of-care 
methodology that suits the consumer. The plans should be developed in consultation with the consumer. 
The cc should take this opportunity 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 section on Carer participation and sharing information with carer, page 23) 

Atthe first meeting of the multidisciplinary team, a comprehensive review of the consumer's clinical 
presentation should occur, and the allocation of the cc and CCA should be ratified by the team. The 
multldiscipllnary 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 occurs to assist In planning and measurement of 
outcomes. The assessment and screening tools can Include, but are noliimited 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 Outcomes Protocol) 
Risk Assessment Profiles on Aggression, Self-Harm and Absconding 
Consumer Participation Plan where appropriate 

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

Using the results cif assessments, the CC will construct an ICP in consultation with the consumer and family 
members (where appropriate). 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 
not possible, then attempts should be made to negotiate an approximation of the proposed framework 
that is satisfactory to the consumer. 

The ICP is a working document that is regularly reviewed and updated at least every 91 days in the context 
of a Multidisciplinary Team Meeting. The plan and the interventions that are attempted are subject to 
ongoing evaluation. Non-effective interventions should not be continued for extended periods 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 ciinical record by 
the CC to ensure effective clinical communication and review. All clinical entries should be made in the 
context of the ICP, usually either to flag interventions that have been made that have implications for an 
identified consumer issue, or to highlight the need for intervention In a new issue. 

Review Process 
Each clinical area should identify a responsible person to coordinate ICP reviews with the multidisciplinary 
teams and the CC's. Adequate notice must be given to the responsible CC, so that arrangements can be 
made to attend the Multidisciplinary Team Meeting or to brief the CCA or a proxy. 

The need for emergent review of consumer treatment 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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members (where appropriate). 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 
not possible, then attempts should be made to negotiate an approximation of the proposed framework 
that is satisfactory to the consumer. 

The ICP is a working document that is regularly reviewed and updated at least every 91 days in the context 
of a Multidisciplinary Team Meeting. The plan and the interventions that are attempted are subject to 
ongoing evaluation. Non-effective interventions should not be continued for extended periods 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 ciinical record by 
the CC to ensure effective clinical communication and review. All clinical entries should be made in the 
context of the ICP, usually either to flag interventions that have been made that have implications for an 
identified consumer issue, or to highlight the need for intervention In a new issue. 

Review Process 
Each clinical area should identify a responsible person to coordinate ICP reviews with the multidisciplinary 
teams and the CC's. Adequate notice must be given to the responsible CC, so that arrangements can be 
made to attend the Multidisciplinary Team Meeting or to brief the CCA or a proxy. 

The need for emergent review of consumer treatment 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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meeting. In any case, the outcomes of emergent discussions should be clearly documented In the clinical 
record and should be flagged for the attention of the CC. 

The emphasis 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 cif the CC. Individual CC's w1l1 play an 
Important role In ensuring that updated information Is available at the relevant team review and that 
relevant amendments are documented In the ICP. 

Evaluation of ICP's and Care Coordination Processes 
Evaluation of ICP functionality and Care Coordination processes should be programmed at three levels: 
1. Regular communication between the CC and the consumer to determine level of fit between 

consumer expectation and planned outcomes. Issues highlighted by such discussion should be 
conveyed to the multldisciplinary team. 

2. During multidisciplinary team meetings. Particular attention should be paid to Issues that have 
been standing for longer than three months (unless an extended tlmeframe 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-Iegal accountability, the Consultant Psychiatrist retains this responsibility and 
the CC Is responsible to the Consultant Psychiatrist with regard to care planning Issues. 
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meeting. In any case, the outcomes of emergent discussions should be clearly documented In the clinical 
record and should be flagged for the attention of the CC. 

The emphasis 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 cif the CC. Individual CC's w1l1 play an 
Important role In ensuring that updated information Is available at the relevant team review and that 
relevant amendments are documented In the ICP. 

Evaluation of ICP's and Care Coordination Processes 
Evaluation of ICP functionality and Care Coordination processes should be programmed at three levels: 
1. Regular communication between the CC and the consumer to determine level of fit between 

consumer expectation and planned outcomes. Issues highlighted by such discussion should be 
conveyed to the multldisciplinary team. 

2. During multidisciplinary team meetings. Particular attention should be paid to Issues that have 
been standing for longer than three months (unless an extended tlmeframe 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-Iegal accountability, the Consultant Psychiatrist retains this responsibility and 
the CC Is responsible to the Consultant Psychiatrist with regard to care planning Issues. 
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Background 
The care planning package at The Park - Centre for Mental Health has evolved and adapted to provide 
recovery-oriented Individualised care, whilst meeting local requirements and national standards for 
documentation and safety. 

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

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

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

Six Principles of the Strengths Model ~ Rapp and Winter5tee~(1989) 

• The focus is on individual strengths rather than pathology 
• The care coordinator / client relationship is primary and essential 
• Interventions are based on the principle of client self-determination 
• . Assertivebutreach Isthe preferred mode of intervention 
• Long-term psychiatric consumers can continue to learn, grow, and change and can be 

assisted io do so 
• Resource acquisition goes beyond traditional mental health services and actively mobilises 

the resources of the entire community 

The Strengths model has been used and researched successfully In community mental health settings 
and is becoming accepted practice in many 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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Background 
The care planning package at The Park - Centre for Mental Health has evolved and adapted to provide 
recovery-oriented Individualised care, whilst meeting local requirements and national standards for 
documentation and safety. 

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

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

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

Six Principles of the Strengths Model ~ Rapp and Winter5tee~(1989) 

• The focus is on individual strengths rather than pathology 
• The care coordinator / client relationship is primary and essential 
• Interventions are based on the principle of client self-determination 
• . Assertivebutreach Isthe preferred mode of intervention 
• Long-term psychiatric consumers can continue to learn, grow, and change and can be 

assisted io do so 
• Resource acquisition goes beyond traditional mental health services and actively mobilises 

the resources of the entire community 

The Strengths model has been used and researched successfully In community mental health settings 
and is becoming accepted practice in many 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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CIMHA is a consumer-centric clinical information system designed to support mental health clinicians in 
the provision of safer quality mental health services. CIMHA is used to record and access clinical 
information on consumers that is essential to care planning. in particular, care planning requires the use 
of CiMHA for: 

• Inputting and reporting on outcome measures 
• Recording Mental Health Act 2000 status, forms and requirements 
• Recording 'alerts' and risk information 
• Sharing Information within the mental health network and updating care coordinators through 

clinical notes, messages, etc. 

All clinicians shOUld receive training and orientation to CIMHA, and be able to use the application as part 
of your day-to-day clinical work. CIMHA recognises care coordinators (or Primary Service Providers, as 
they are designated In the system), which means that care coordinators can quickly access the 
consumers they are allocated, and other clinicians can Identify who they need to contact to share 
Information on a consumer. 

Key Care Plannln'g 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 (MHISCj, or access the onllne fact sheets and tutorials at 
http://gheps.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 electronic tool, to improve ease of completion and 
make reviews more efficient. Using care plans electronically does pose some considerations in relation 
to: 

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

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

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

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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CIMHA is a consumer-centric clinical information system designed to support mental health clinicians in 
the provision of safer quality mental health services. CIMHA is used to record and access clinical 
information on consumers that is essential to care planning. in particular, care planning requires the use 
of CiMHA for: 

• Inputting and reporting on outcome measures 
• Recording Mental Health Act 2000 status, forms and requirements 
• Recording 'alerts' and risk information 
• Sharing Information within the mental health network and updating care coordinators through 

clinical notes, messages, etc. 

All clinicians shOUld receive training and orientation to CIMHA, and be able to use the application as part 
of your day-to-day clinical work. CIMHA recognises care coordinators (or Primary Service Providers, as 
they are designated In the system), which means that care coordinators can quickly access the 
consumers they are allocated, and other clinicians can Identify who they need to contact to share 
Information on a consumer. 

Key Care Plannln'g 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 (MHISCj, or access the onllne fact sheets and tutorials at 
http://gheps.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 electronic tool, to improve ease of completion and 
make reviews more efficient. Using care plans electronically does pose some considerations in relation 
to: 

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

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

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

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, crisis intervention plan, risk assessments, drug & 
alcohol screening, and outcome measures for printing (e.g. MHI). The ICP template is in a 'word 
template' form (easy to identify by the yellow top on the icon). 

Completing an ICP electronically 
Once the ICP template form 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. Yo~ can also use the tab or arrow keys to move from one field to the next. Tick boxes can be 
completed either 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. This may help you to know 
what to put in that field. 

The easiest way to find out how to use the form Is to have a gol While 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 'File' and the 
'Save As'. You will need to change the document name (it will probably have "Date of Completion" as 
the document name). The recommended convention for naming your care planning document Is: 

Consumer's Surname_Consumer initiaLYear(XX)Month(xx) 

Some examples of this convention are: 
Frankston_B_0703.doc Indicates an ICP for B. Frankston completed in March 2007 
Henderson W 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 
chronological (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 
CNCorNUM. 

It is very important that no consumer information is saved to G:\Everyone or to G:\Care Planning. These 
folders can be viewed by anyone at The Park, and saving information here Is a breach of privacy and 
confidentiality. Please double-check the save destination (where you are saving the document to) 
before clicking on the 'save' button. 

Uploadlng 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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Separate folders contain the tools for consumer tools, crisis intervention plan, risk assessments, drug & 
alcohol screening, and outcome measures for printing (e.g. MHI). The ICP template is in a 'word 
template' form (easy to identify by the yellow top on the icon). 

Completing an ICP electronically 
Once the ICP template form 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. Yo~ can also use the tab or arrow keys to move from one field to the next. Tick boxes can be 
completed either 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. This may help you to know 
what to put in that field. 

The easiest way to find out how to use the form Is to have a gol While 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 'File' and the 
'Save As'. You will need to change the document name (it will probably have "Date of Completion" as 
the document name). The recommended convention for naming your care planning document Is: 

Consumer's Surname_Consumer initiaLYear(XX)Month(xx) 

Some examples of this convention are: 
Frankston_B_0703.doc Indicates an ICP for B. Frankston completed in March 2007 
Henderson W 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 
chronological (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 
CNCorNUM. 

It is very important that no consumer information is saved to G:\Everyone or to G:\Care Planning. These 
folders can be viewed by anyone at The Park, and saving information here Is a breach of privacy and 
confidentiality. Please double-check the save destination (where you are saving the document to) 
before clicking on the 'save' button. 

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

Reviewing your (CP & saving your review 
When the review for the consumer you care coordinate Is coming near, you can open the saved ICP 
electronically In Microsoft Word, and make any necessary changes quite easily. The bulk of Information 
will 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' section at the end of the ICP gives the opportunity 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 clinIcal area folders, to avoid error 
In accessing outdated documents. Remember to upload the most recent versions of your ICP to CIMHA 
after sign off. 

Accessing (CPs 
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 it manually as each tool is reviewed or 
revisited. The checklist provides a quick guideline for completion at the top of the page (see Appendix 
A, page 30) 

There is space provided to include the risk screen rating for each review, and additional tools that the 
specific clinical area may use (refer to section Other Assessment/clinical area tools on page 28). 
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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 clinical team, and 
filed In hardcopy In the clinical file. As we continue to work with paper-based recording systems, it is 
very Important that these records are current and complete. A hardcopy In the clinical file may also be 
more accessible for quick review by other staff working with the consumer. 

Reviewing your (CP & saving your review 
When the review for the consumer you care coordinate Is coming near, you can open the saved ICP 
electronically In Microsoft Word, and make any necessary changes quite easily. The bulk of Information 
will 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' section at the end of the ICP gives the opportunity 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 clinIcal area folders, to avoid error 
In accessing outdated documents. Remember to upload the most recent versions of your ICP to CIMHA 
after sign off. 

Accessing (CPs 
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 it manually as each tool is reviewed or 
revisited. The checklist provides a quick guideline for completion at the top of the page (see Appendix 
A, page 30) 

There is space provided to include the risk screen rating for each review, and additional tools that the 
specific clinical area may use (refer to section Other Assessment/clinical area tools on page 28). 
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Reviewing or revisiting? 
Care coordinators and consumers may sometimes feel that they are completing tools unnecessarily, 
when the information or scores haven't changed in the three month period. For some forms, it may be 
acceptable to re-visit the information to check that it is stili 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: 

• Outcome measures (HoNOS, LSP, MHI) 
• Risk Screen Tool 
• Involuntary Patient Summary 
• Individual Care Plan 
• Clinical chart audit is to be completed each 3 monthly review. 

Tools that can be revisited, and signed off if no change is required, include: 
• Consumer participation plan (check with the consumer If anything is different) 
• 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 signing a number of reviews). 

• Drug Check, Audit & RTCQ 

- _ - - 'The Individual Care Plari & Recovery and Relapse Prevention Plan ' 
~ - - <, -' - -

The Individual 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. 

Orientation to the lep 
The first page of the lep 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 presenting issues and clinical concerns of the 
past 3 months only, 

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

• Maintaining mental health 
• 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: 
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Reviewing or revisiting? 
Care coordinators and consumers may sometimes feel that they are completing tools unnecessarily, 
when the information or scores haven't changed in the three month period. For some forms, it may be 
acceptable to re-visit the information to check that it is stili 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: 

• Outcome measures (HoNOS, LSP, MHI) 
• Risk Screen Tool 
• Involuntary Patient Summary 
• Individual Care Plan 
• Clinical chart audit is to be completed each 3 monthly review. 

Tools that can be revisited, and signed off if no change is required, include: 
• Consumer participation plan (check with the consumer If anything is different) 
• 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 signing a number of reviews). 

• Drug Check, Audit & RTCQ 

- _ - - 'The Individual Care Plari & Recovery and Relapse Prevention Plan ' 
~ - - <, -' - -

The Individual 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. 

Orientation to the lep 
The first page of the lep 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 presenting issues and clinical concerns of the 
past 3 months only, 

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

• Maintaining mental health 
• 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: 
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CategorY heading: 
This gives the names and brief description of the category. 

Data relevant to this category: 
Some categories have a section at the top of the page that allows you to outline Information and 
assessments relevant to that category. This provides a quick reference for some important data. 

Consumer's Goal Statement: 
This Is the consumer's goal for this category (If the consumer has one). 

• The goal statement may come directly from the aspirations column in the Strengths Assessment. 
• It should be written using the consumer's own words as much as possible, and specified as 

precisely as the person understands It. 
The consumer's goal is not to be debated, but rather accepted and further explored. It mayor 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. 

Outcome measure Scores: 
This greyed row of boxes allows clinicians to record the outcome measures scores relevant to this 
particular category. This outlines the HoNDS and LSP scores that are relevant. 
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COnnnl\l!1' ActiON Support Role.rrre-a:!n'JeJIv 

COI~llm: !OW>!U lIRT p~cl\~$. 

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

Data relevant to this category: 
Some categories have a section at the top of the page that allows you to outline Information and 
assessments relevant to that category. This provides a quick reference for some important data. 

Consumer's Goal Statement: 
This Is the consumer's goal for this category (If the consumer has one). 

• The goal statement may come directly from the aspirations column in the Strengths Assessment. 
• It should be written using the consumer's own words as much as possible, and specified as 

precisely as the person understands It. 
The consumer's goal is not to be debated, but rather accepted and further explored. It mayor 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. 

Outcome measure Scores: 
This greyed row of boxes allows clinicians to record the outcome measures scores relevant to this 
particular category. This outlines the HoNDS and LSP scores that are relevant. 
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For Instance, in the category "Daily Living Situation/Flnancial/Vocational/Educational, there are two 
HoNDS 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 HoNDS and lSP scores In each 
category helps to link the outcome measures with the treatment strategies in the care plan .. Items of 
the HoNDS that are clinically significant (ie a score of 3 or 4) should have relevant strategies for 
addressing these problems outlined In the care plan. 

'Areas to Consider' and 'Refer to': 
Under the outcome measures scores, there Is a box which can assist care coordinators when developing 
care plan strategies. "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 Information 
sources that provide Information relevant to that category. 

The planning table: 
The planning table details the strategies, 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 main clinical concerns. See the Information on pages 14-15 about 
goal setting and developing strategies. 

The "Consumer Actions" 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 techniques 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. "Review Date" is a date set by the care coordinator and consumer when it seems 
reasonable to review that strategy -It may be the same as the 3-monthly review date, or it may be 
sooner, depending on the strategy. 

Progress of Care: 
The table at the bottom of each page provides an opportunity to record strategies that have been 
attempted In the past, relevant to the category. By recording what has been attempted, whether It 
worked or not and why, and when it was attempted, clinicians and consumers can have an overview of 
progress, and a historical reference of past treatments and programs. 

If a strategy has been 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: 

• 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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For Instance, in the category "Daily Living Situation/Flnancial/Vocational/Educational, there are two 
HoNDS 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 HoNDS and lSP scores In each 
category helps to link the outcome measures with the treatment strategies in the care plan .. Items of 
the HoNDS that are clinically significant (ie a score of 3 or 4) should have relevant strategies for 
addressing these problems outlined In the care plan. 

'Areas to Consider' and 'Refer to': 
Under the outcome measures scores, there Is a box which can assist care coordinators when developing 
care plan strategies. "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 Information 
sources that provide Information relevant to that category. 

The planning table: 
The planning table details the strategies, 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 main clinical concerns. See the Information on pages 14-15 about 
goal setting and developing strategies. 

The "Consumer Actions" 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 techniques 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. "Review Date" is a date set by the care coordinator and consumer when it seems 
reasonable to review that strategy -It may be the same as the 3-monthly review date, or it may be 
sooner, depending on the strategy. 

Progress of Care: 
The table at the bottom of each page provides an opportunity to record strategies that have been 
attempted In the past, relevant to the category. By recording what has been attempted, whether It 
worked or not and why, and when it was attempted, clinicians and consumers can have an overview of 
progress, and a historical reference of past treatments and programs. 

If a strategy has been 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: 

• 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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• with input from carers or family; 
• using information from the Strengths Assessment; 
• a combination of the above. 

This is a tool that is 'owned' by the consumer, and can support the consumer to think of what to try In 
stressful or crisis situations. 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 is not a tool that can be completed just by the care coordinator or clinician, though they can 
help the consumer to Identify what works for them through questions, prompts and examples. 

Tips on completing the ICP and RRPP: 
Onlv sections that are relevant for the consumer for that period need to be completed 
For example, If the consumer doesn't have any substance misuse Issues, It Is only necessary to complete 
the tick box at the top of this category, and the rest can be left blank. Likewise, not all sections need to 
have lots of strategies or goals. Consider what Is specific and achievable for the next three months. 

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

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

• Stated in positive terms 
• Have a high probability of success (so start with the smallest "baby steps"!) 
o Measurable and observable 
• Specific (not vague) and time-limited (has a review date) 
• Understandable and meaningful to the person 

For example a goal statement might be "I want to be an actor". Using solution-focused questioning, you 
might elicit from the consumer that she thinks to be an actor, she needs to look good, needs to know 
about drama and acting, and needs to see some live performances to find out more. Strategies might 
then break down further to be: 
"I will get my hair cut and styled" 
"I will borrow some plays from the library to read the parts" 
"I will save money to buy a ticket to see a live theatre show when I'm on leave" 

The big goal statement may actually break down to goal statements for different sections of the ICP, eg 
with the above example, the consumer may decide she'd like to lose weight and be 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: 
Specific 
Measurable 
Achievable 
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• with input from carers or family; 
• using information from the Strengths Assessment; 
• a combination of the above. 

This is a tool that is 'owned' by the consumer, and can support the consumer to think of what to try In 
stressful or crisis situations. 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 is not a tool that can be completed just by the care coordinator or clinician, though they can 
help the consumer to Identify what works for them through questions, prompts and examples. 

Tips on completing the ICP and RRPP: 
Onlv sections that are relevant for the consumer for that period need to be completed 
For example, If the consumer doesn't have any substance misuse Issues, It Is only necessary to complete 
the tick box at the top of this category, and the rest can be left blank. Likewise, not all sections need to 
have lots of strategies or goals. Consider what Is specific and achievable for the next three months. 

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

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

• Stated in positive terms 
• Have a high probability of success (so start with the smallest "baby steps"!) 
o Measurable and observable 
• Specific (not vague) and time-limited (has a review date) 
• Understandable and meaningful to the person 

For example a goal statement might be "I want to be an actor". Using solution-focused questioning, you 
might elicit from the consumer that she thinks to be an actor, she needs to look good, needs to know 
about drama and acting, and needs to see some live performances to find out more. Strategies might 
then break down further to be: 
"I will get my hair cut and styled" 
"I will borrow some plays from the library to read the parts" 
"I will save money to buy a ticket to see a live theatre show when I'm on leave" 

The big goal statement may actually break down to goal statements for different sections of the ICP, eg 
with the above example, the consumer may decide she'd like to lose weight and be 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: 
Specific 
Measurable 
Achievable 

Page 140/44 

i 

EXHIBIT 844



The Pmk- Celllrejol'Melllal Health 

Relevant 
Time-framed 
A greed upon 

.~~~~=~=CC' ',' "'CC~ , 

Care Plallning Package ~ Tool Kit 

Care Coordinators can assist consumers In setting SMARTA goals, by helping them break large or long
term goals into smaller, achievable steps, and getting the consumer to consider how they will know 
when they have reached that goal. Of ten, setting smaller, specific and concrete goals can help the 
consumer see whE!n an outcome Is achieved 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 basis by 
the next review. 
Not so good: Jacob will increase his community outings. 

Good: Anne will use a washing machine to wash her clothing with staff supervision once a week by 4 
weeks. 
Not so good: Anne will wash her own clothes. 

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

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

• Pictorial representations of goals 

• Writing goals in the consumers' own words 

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

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

Suicide/Self Harm, Violence, Vulnerability and Absent without approval can present serious problems 
for all concerned. The state-wide standardised Risk Screen tool has been developed to better manage 
these behaviours. The Risk Screen is completed on admission and reViewed at least three monthly (more 
frequently in some clinical areas). Ad hoc assessments of risk are also carried out when there Is a change 
in the consumer's behaviour (or risk factors), a critical incident or prior to transfer or discharge. This Risk 
Screen Tool is a template on CIMHA. 

The first component of the 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 mitigating factors. The most 
important part of the risk assessment is the information recorded in this section. The comments noted 
should yield the information required to: generate a risk rating; and, to support the clinical decision 
making process behind the rating documented. For example, if a risk history has been identified in the 
checklist further explanatory information can be provided here: e.g. "Joe has made suicide attempts in 
the past but has not had a known episode of self harm or suicide attempt for approximately 10 years." 
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Care Coordinators can assist consumers In setting SMARTA goals, by helping them break large or long
term goals into smaller, achievable steps, and getting the consumer to consider how they will know 
when they have reached that goal. Of ten, setting smaller, specific and concrete goals can help the 
consumer see whE!n an outcome Is achieved 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 basis by 
the next review. 
Not so good: Jacob will increase his community outings. 

Good: Anne will use a washing machine to wash her clothing with staff supervision once a week by 4 
weeks. 
Not so good: Anne will wash her own clothes. 

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

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

• Pictorial representations of goals 

• Writing goals in the consumers' own words 

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

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

Suicide/Self Harm, Violence, Vulnerability and Absent without approval can present serious problems 
for all concerned. The state-wide standardised Risk Screen tool has been developed to better manage 
these behaviours. The Risk Screen is completed on admission and reViewed at least three monthly (more 
frequently in some clinical areas). Ad hoc assessments of risk are also carried out when there Is a change 
in the consumer's behaviour (or risk factors), a critical incident or prior to transfer or discharge. This Risk 
Screen Tool is a template on CIMHA. 

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

There is a Child Protection Risk Screen asking If the consumer has any custody or care responsibilities for 
children. If yes, a Child Protection form must be completed on CIMHA. This Is 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 field 
designed to capture detailed consumer-specific Information 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 psychosis or prodromal? 
• Consider historical Information In relation to current dynamic and contextual factors 
• Where risks are identified, document strategies to address the identified risk factors 

The Risk Screen tool is a standardised template on CIMHA. While a Care Coordinator generally 
completes the Risk Screen, the management of the risk should be a team effort and not the 
responsibility of anyone 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 revisited to reflect any 
changes in behaviour. 

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

See Appendix 0 (page 41) far an example of a Risk Screen tool. 

The emphaSis on health outcomes and Information systems to support quality improvement has been 
gaining momentum in the wider health sector for several years. The implementation of routine outcome 
collection in 2004 by all 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. 
• As a clinical tool to inform treatment planning. 
• To evaluate the effectiveness of treatment and individual care plans. 
• To increase dialogue amongst members of the treating multidisciplinary team. 
• To facilitate engagement and partnerships with consumers and carers in care planning. 
• To assist in professional supervision. 
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This detail may support the decision to rate Joe as a low risk of suicide. The risk history in both the 
checklist and free text fields should cover all past clinical history. 

There is a Child Protection Risk Screen asking If the consumer has any custody or care responsibilities for 
children. If yes, a Child Protection form must be completed on CIMHA. This Is 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 field 
designed to capture detailed consumer-specific Information 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 psychosis or prodromal? 
• Consider historical Information In relation to current dynamic and contextual factors 
• Where risks are identified, document strategies to address the identified risk factors 

The Risk Screen tool is a standardised template on CIMHA. While a Care Coordinator generally 
completes the Risk Screen, the management of the risk should be a team effort and not the 
responsibility of anyone 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 revisited to reflect any 
changes in behaviour. 

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

See Appendix 0 (page 41) far an example of a Risk Screen tool. 

The emphaSis on health outcomes and Information systems to support quality improvement has been 
gaining momentum in the wider health sector for several years. The implementation of routine outcome 
collection in 2004 by all 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. 
• As a clinical tool to inform treatment planning. 
• To evaluate the effectiveness of treatment and individual care plans. 
• To increase dialogue amongst members of the treating multidisciplinary team. 
• To facilitate engagement and partnerships with consumers and carers in care planning. 
• To assist in professional supervision. 
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Table 1 outlines the suite of measures generally used by Child and Youth, Adult and Older Persons mental health services. 

• Health of the Nation Outcome 
Scales for Children and 
Adolescents (HoNOSCA) 

• Children's Global Assessment 
Scale (CGAS) 

• Factors Influencing Health 
Status (FIHS) 

• Principal Diagnosis (ICO-lQ-AM) 

• Mental Health legal Status 

CONSUMER SELF-REPORT 

• Strengths and Difficulties 
Questionnaire {SDQ} 

• Health of the Nation Outcome • Health of the Nation Outcome 
Scales (HoNOS) Scales for Older People 

• life Skills Profile (lSP) (HoNOS6S+) 

• Focus of Care {Foe} • life Skills Profile (lSP) 

• Principal Diagnosis (ICD·lQ·AM) • Focus of Care (Foe) 

• Mental Health legal Status • Resource Utilisation Groups· 
Activities of Dally living Scale 
(RUG-ADl) 

• Principal Diagnosis (ICD-lO-AM) 

• Mental Health legal Status 

• Mental Health Inventory (MHI) • Mental Health Inventory (MHII 

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 Measures 
when the CIMHA system is down, for consumers to complete their tools, or If your clinical team prefers 
to complete the tools together. For more detailed information on accessing tools and how and when to 
complete the measures, talk to your supervisor and go to 
http://gheps.health.gld.gov.au/mhinfo/outcomes.htm for resources. Your clinical area should also have 
a copy of the Clinician'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 section above on completing the ICP for more Information. 

Adopted from ~'Strengths Modelfor Special Care Settings" by Paul Lfddy. Available from G:\Care Planning\Strengths Model 

The Strengths Assessment is a tool designed to help the client and care coordinator become conscious of 
the resources a person possesses, not only at this point in time but also what they have accumulated in 
experience and knowledge in the past and what external resources they possess or have access to. The 
form is available via G:\Care Planning\AII Tools - Care Planning Package\Consumer tools. See Appendix C 
on pg. 39 for an example. 

The middle column of the Strengths Assessment asks the question "What do I 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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Table 1 outlines the suite of measures generally used by Child and Youth, Adult and Older Persons mental health services. 

• Health of the Nation Outcome 
Scales for Children and 
Adolescents (HoNOSCA) 

• Children's Global Assessment 
Scale (CGAS) 

• Factors Influencing Health 
Status (FIHS) 

• Principal Diagnosis (ICO-lQ-AM) 

• Mental Health legal Status 

CONSUMER SELF-REPORT 

• Strengths and Difficulties 
Questionnaire {SDQ} 

• Health of the Nation Outcome • Health of the Nation Outcome 
Scales (HoNOS) Scales for Older People 

• life Skills Profile (lSP) (HoNOS6S+) 

• Focus of Care {Foe} • life Skills Profile (lSP) 

• Principal Diagnosis (ICD·lQ·AM) • Focus of Care (Foe) 

• Mental Health legal Status • Resource Utilisation Groups· 
Activities of Dally living Scale 
(RUG-ADl) 

• Principal Diagnosis (ICD-lO-AM) 

• Mental Health legal Status 

• Mental Health Inventory (MHI) • Mental Health Inventory (MHII 

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 Measures 
when the CIMHA system is down, for consumers to complete their tools, or If your clinical team prefers 
to complete the tools together. For more detailed information on accessing tools and how and when to 
complete the measures, talk to your supervisor and go to 
http://gheps.health.gld.gov.au/mhinfo/outcomes.htm for resources. Your clinical area should also have 
a copy of the Clinician'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 section above on completing the ICP for more Information. 

Adopted from ~'Strengths Modelfor Special Care Settings" by Paul Lfddy. Available from G:\Care Planning\Strengths Model 

The Strengths Assessment is a tool designed to help the client and care coordinator become conscious of 
the resources a person possesses, not only at this point in time but also what they have accumulated in 
experience and knowledge in the past and what external resources they possess or have access to. The 
form is available via G:\Care Planning\AII Tools - Care Planning Package\Consumer tools. See Appendix C 
on pg. 39 for an example. 

The middle column of the Strengths Assessment asks the question "What do I 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 varying 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 
specific and thorough. 

Certainly the style of a Strengths Assessment should mimic a conversation that proceeds at the person's 
pace and Is smooth and natural. The aim is to gain Information that is genuine and meaningful to the client 
rather than simply what they think that you want to hear. Many frustrations and failed goal attempts come 
from forcing the Strengths Assessment upon people and treating It as a piece 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 aspirations that a person has for their recovery Journey. One would not expect to see a collection of 
deficits or negative comments. There Is usually nothing contained within this information that helps 
people be successful. But have no fear, any relevant limitations will be uncovered during the goal planning 
phase and can be viewed positively as challenges to be overcome. Recording them on the Strengths 
Assessment, however, can have the effect of limiting the vision of participants to the possibilities, 
effectively closing the door on potentially viable alternatives. 

If you have never attempted a Strengths Assessment with a consumer before, it may 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 Qualities 
This box on the second page gives an opportunity to capture those personal strengths which may not fit 
neatly into the domains. Qualities such as "friendly", "enjoys the moment", "has a great sense of 
humour", "generous", "tenacious" etc might be written here. 

Prioritlsing goals 
The Strengths Assessment builds up over time, and It may be difficult to know which aspirations are most 
important to the consumer at anyone 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 prescriptive 
and should NOT be used as an Interview or interrogation! Remember that this process of Strengths 
Assessment is ongoing and continues for the length of the recovery Journey. A relaxed and positive style 
will more likely elicit useful information than a style that is rushed or forced. Taking time early will 
potentially save time in the long-term! 
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M"ritalHealth .. 

-!:~}~'~~~~~':~i'~Z~t 
::~,:THQ:W::dlJ,::V_o_:~_:$:e,~}r~nd~rsta:~~,-V:~ur 

llioessi . 
,~)M:~dlc:~_tl?n?~ H,ow~():'y9_u_,01a:ri:age.:yo\ir 

,:~e{Hc:~U.'l,ri! ,_HoVj _do_, you _,llan~,I_e sl~1;! 
~ff~cts? .. . .. 

~,:'6C/V9~1: ~xp'"eM~,nc'e:symp't():m~,of your 
IlIn~$S?W~at are they like? What kinds of 
:~~.i~~:s 49)1C!~, ~o t(j,f;ppe W1thp,i,m,a,nage 
':YQur"sYf!1pt<~.m._s?_" " _: ", _, " 

• ,-~?_~t -~r9_qw:~s_-s"~Wss}9.r .vo~? ,:What,_~p 
yql:! ~(),tp rna,n(jge s~.res~? ____ " 

• :copl~g t~~I_s,an_dstrategleS __ ~:\vhat_ are 
you doln~ nOIJJ_to ,stay \V,e)I,? _, '_ " 

~ ,:W~ojlo yo_u _flrid,lt use_wl,to ~a_I~_ t9 
~Yhen your feeling down_or unlJJell?, ' 

link to R~c,overy a~,d' ~rlsi.s Pf~y'enti(ln 
Plan" '." _ _ . 

Oes'ires/AsplratloOs 
" ,~.s_':s_~g~,~st,e~,,~Y t'~~ con~~mer In 

their ~wnYI,?rds~ for. example: 
'7 ()j~~t(}ut of thl,s plac~." 

/'Be-,~g ab,e_ t9 __ stop' the voIce's" 
'.-'- :~IKnowlng when I'm getting sick.." 

"llJIa,n,t to ~e ap_l~ to relax.'~ 
'~ __ C~T1sld~r ~!iikle ,q'u~~tio'n. If y~u 

\jJok.e up _~omdrrpi.v_and thE:!_ iUness 
: YJas gone ... ".what would you be Hk~? 
INha~,W9uldXQ:u_~o? __ " _, : ___ ,_,' . 

. :. Are_ there ,things Vci~'d lI.~e, _to ma,nage 
betterlJ:l t~'n11~ o.t you(in'e,ntal 
he!l.th? . 

Care PI0ll11i1lg Package ~ Tool Kit 

Resources 
• Care"coordinator, care coordinator 
• Family, friends 

, '. (len,eral practitlon:er,' Psyc~latrlst 
• Support groups, community groups-(eg church, 

'-NGOs
J 

sports'tea-ms) , 
• Recoveryand Crisis Preverlt,lonplan./ rel,apse ,~ 

management plan :,: ,_' , :'" : ' 
• _ldEm,tlf,! what has wo'rked I_~the p~_st,lf unabJ~ 

tol~entl~y, _as,~ ,\oy_h~tthe_pers.o~ l}Jas d,olDg 
wh~t\they w_~re: we.l,lr~e(9re,b~co.~l~g unwell. ' 

Physlcal Health, Nutrition; Activities of Dallv living· 

Current status, , " 
• 'H~w,W,~u,ld, you d,e;~:rl~,~ yourhealth,at .. 

present? ' 
• Is b~l~g in good health Important to 

you?Why/\vhy n()t? 
• What kinds' of. thIngs do you do t.o take 

eareofyourhealth or to stay healthy? 
(,' MEidl~al [io~tor cu~rently.seelng 
0, Dentist 
o Diet and eating habits 
° tlo\iou'exerdse? What type? 
° Use of overth"e counter 

medICations. 
o Birth control 

,_0, . _Smoking hablt~ _ : 
• What are some of your d~IIi,i, habits or 

rou~lnes7 Ho\v do you take care'of your 
pe.rsonalhyglene and ap,~e.arance? 

Dally Living Situation/Financial 

Deslre-s/Asplrat'lons Resources 
Address resources used In the past for any of the 

• Are there things you ar~ working on or areas mentioned In current status. 
,\?puld lI~e to w,~rk on wlth,regard to • What healthy practlces'have been used In the 
your phYsical health? (e,g" losing past? 
welgh~1 mail'aglng symptomsl smoking • What educational sessions have been offered 

.less/'drlnking less, he'althy eating, etc.) In the past, did this help? 
• What is it!lpcirtant to you "In this area? • Previous lifestyle behaviours that 

Is there anything you would like to promoted/Improved phYSical health? 
learn more about, Improve o'r change h. Previous Interest In physical 
this area? activity/sport/cooking? 

• Are their habits or routines that you'd • Were any of the resources used in the past (OR's) 
like to develop to look after yourself, hospitals, exercise activities! medications, diets, 
your appearance and your hygiene? symptom management techniques} etc.) 

particularly helpful? 
• How were ADts performed In the past? 

Cu'rretlt Status DesIres/Aspirations Resources 
• What Is goo"d about where you Jive? What. Do you like where you live? When you • Where have you lived in the past (list each}? 

do you like-about where'you live? (e.g., leave the facility where would you like With whom? For how long? What was the 
warm, good food, activities, etc,) to live? type (apartment, group home, house, nursIng 

• Do you have' a TV you can watch? • Do you like livIng atone? With other factllty) and location? 
• Whatpersorial. assets related to daily people? • Are there thIngs you really liked about any of the 

living does the person have? (e.g" Do you • If you could change one thing about past livIng Situations? 
~ave a radio, musIc player, lV, etc.?} Not. your Jiving situation, what would It be? • What was your favour1te living situation? Why? 
This ~an help Identify wants -does th'e • What wouid your Ideal living sItuation • Are there things you had in a past living situation 
person wIsh he/she had a computer? be? (e.g., livIng on a farm, buying a that you do not have now but you would like to 

• Are there deta1ls, special attributes about home, etc.) have again? 
the setting that the consumer is proud of • Is there anything you would want to 
or enjoys? (eg collects things, paintings, make your living sItuation easier? (e,g. 
Is particularly tidy, embroIders, has a music player, posters, books, etc.) 
aquarium, etc.). • What Is most Important to you In your 

• What does the person enjoy doing or Is living situation? (e,g., feeling safe, 
good at doIng In terms of dally living task people to talk with, private space, etc.) 
If anything? (e.g" cookhl& deanln& 
grooming, etc.) 

• What would you like to be different 
• Do you have a bank account? What kind? with regard to finances? How? 
• Payee? Name & address 
• HoW do you budget & manage your 

• What Is important to you regarding YOl 

'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?) 

.Old the person use/have any resources In the past 
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:::\::::~:9'n,~Y~,)),':/:/':~~:~::'::,:\':':':':; 
.~.e\Y,:9,? X~y :p~y, y?:~.r.,bi,IJs.!. 

• PC), you ,haye e;.;t.r:a 'spen.dlng' money e'ach 

.......•. o/.iM .~9o/.·~·IJ:~? 
: .1.~~.9:~,.e,:,(typ(~:Q.~, .. a:rt19::~':n.~ j~:,'~g::' : :':.:. 
.. ~ :',<:E!ntre.lin~.(Ds.P,··~t.c}, QVA ~ 

.',:: '.:-;' ::.)::fri~:9~,~: !~e)n: ~y?rt ': :',",':':.', " . 
c ~:: '~) f~f!I,I'y/fr.I~Il~s J..9a.n..s/~,~sl~'t~,n,~e 

.. , " ;,',.":"':,,.,, .. ,,:"'.',:":.:',. 

\.Iocatlon1i/EcllJ~~ili;;;~1 
;.,:: .. ,::., ... ,;, .... '".,:.:':. 

t~:~ ~:e~'~:':~~at:~f '. 
:··~'::: . .what·I~, th~' p'erso.n.4~·i:n:g whh regard io 

p'~aqu.(:tlye.,~~~,iy!.ty~:" Incl~,~~ Wp.e., wh~r~, 
::~~d am .. QUnt ,of time. (~;g,,' (:or(t}~ppnqeJlc 
c:lass~.s In, ~~t, ,~elf~pace~ learning on,.a 
t9plc o(lnterest). .. . .•.. 

• Activities that could be Included In this 
.: ~~teg~ry:yol.lI~t~!er work~ sc,h~b(oM.job 

'. )l~lping ~thers, ~.tC.i : :, ,: .. :=' ,: 

• Highest leve! of education ,(e.g., .(lED, : hlg 
schoa.I,; Z,211O,~.rS ,of iin~,erg;adua,te· ~Y9r.k, 
B,~.,etc.) .... .. . ..... . .. . 

• ":Vh~t qa vou' ilke. aba~t.vour current: 
adlvltles. eh::~? 

• Wh<lt'J~ i~:p6:rta.nfto th~ pers~n:,?bout 
What they are doing? (e.~. "I like the 
~>;,tia .ri1.()~eX"~, I~h,elpfng peapl~"i 'lpeJilg 
~ro~.n~ peopl~ll, ,i'be1n« In ch,arge ~f . 

. somethlng"i ~tc.) '.'. 

· Pa:~icul.~r'y' If the p.ers6t~..'s 'not'dohl~ 
anythln'g In ihis.ar~a,.what,.a.re tbelr hlterest' 
skIU"abllltles related tqp!oductlveactlvlty? 
(e.g.,'(~·jltn yery 1n~.cha.n,lcal/J.:UI, enJo\,the 
au~daorsl/I If Art is mx pas~lan"l.et~.) 

· .. 

Social Supports/Spirituality' 

CUrrent Status 

fin~nc:.es,? ,(e.g'l I, w<:Int extra :ni.oney 
eac~ y/e~~ to buy treatsj I \vant to be 
a:bl.~ .. t:oJe~t ~OV1~~j ,I Wls,h I had a 
'saylngs accauntl ,etc.). 

• N~ there.be.nElflts the pers(m Is,er1t1tle~ 
~C),' but Is not gettl,ng? 

Deslres/Asplratlans 

• '.09 you:'h;;iv~ any des.lre, (a,wark? Go. • 
to. school? Vaiunte,e'r? Earh extra 

. m0n.ey? . '.":'" :'.. ,,': ,', ': .,': 
• If sal wha,twoul~ that be' doing? :Wha.t 

do you enjoy dolng\I.Nhatdo you·· • 
h~ive ~xpede:.n.c~ dol.ng? ·(e,g.;' "lid like 
'~pget ,a'nu,rslng .deg,re.~'!J ~I,'fiik'e',to 'wo • 
:'ou,ts)de,,~nd.Wl.th'~v.handsll, '''I.lIke . 
.hE!lplng pe9iilei'i,.etc.) '. 

•. 'If you tould be ar.'~() ahything y~u 
~JanJed. (career,wlse},'yjhat waul~ t.hat 
be? Wha!.!'lt about that thatinterest, 
you? 

• If th~ persan i.~:,dolng sj)nie type' iJf 
a~tlvlty curr~ntlYI Is the person 
·.satlsfled\vlth \:yhat they are doing? Is 
there .. anything about what they are 
·dol.ng'they w.Quld like to change? Is 

. ~here any ot~er activity they would like 
to do In adoltlon? 
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thpt ~~ey are not using now? (e.g" payee •. ta~lng a 
financIal management class, 'used to have a 
s.~vll}gs/che,~king <"IGcauntl e~c,) 

Wh.a.t ·type.pf :actlVity, ,{wcirk, s.~hooll, V6.I.u~teer 
w·cirk/.~r~I~I~.g, '~t.c~,> :haV~V9:Y, d?ne .'r..the, P.~st? .' 
Forho\vlohg? . When? Where? INh~t .dld you Ilk, 
~(~:9t'Jlk~ about It?,' .. ' .' .. ,: 
What,:~,lnd of v~catlona.1 serviCes ha1ie. you 
reselved In ~he p~s't?:,'~ . 
Have you been/are'you of) any Wark Ince'ntive 
progr~ms? . . . 

vvh,~t work situations have you found mast 
enjoyable and why? . . 

Aspirations/Desires Resources 

• Is there anything that you would like tc • 
be different In yaur sodalllfe? 

Have there been important people In your life 
(e.g., friends/family) that you have felt supported 

• Who do you spe'nd time with? Who are 
YClur friends? Who do. yau feel dose to? 
Who. makes you feel good when you/re 
around them? 

.• Are there any areas of yau life you by In the past but currently do. not spend time 
with? Who? 

• Do yau have anybody that ~ome~ to v/sit 
you or.that yau sp'end til:ne with? What 
kinds of things do you do together? 

• Do you have"a pet?' Would you like one? 
• .Do yau ,helve vlsl.ts from'any members of 

your family? Are the visits pleasant or 
stressful? Do. you rely on any members 
o.f your family for suppart? 

• What is it you like and dislike about being 
with other peaple? 

• What Is It abaut being alone that you likei 
What kinds af things do you do when you 
are alane? What do. yau do when you fee 
alane? 

• Is there anything In your life that brings 
you a sense af camfart, meaning, ar 
purpose In yaur life? 

• What gives yau the strength to carry an Ir 
times af difficulty? 

• What do you beJleve In? 
• What do you have faith In? 

would like to have more support in? 
(e.g'l spirituality, better relatlanshlp 
with famlly, more friends, someane to 
share your Interests, etc.) 

• Are there organlzations, groups, dubs 
that yau do. not currently belang to, bu 
would like to? {e.g., churchl rotary 
club, book dub, astrology dub, etc.} 

• Are there beliefs and values you/d 
like to. learn more about? 

• Are there steps along yaur spiritual 
Jaurney that you/d like to reach? 

• Would you JJke to explore your faith 
further? How might you do that? 

• Are there places you used to hang out! people 
you used to hang out with that you do not 
currently? Describe who and where. 

• In the pastl did you belong to any groups, clubs, 
and/or organizatlons? What were they? Old you 
enJay them? What did yau enJay about them? 

Examples of past ar current spiritual activities. or 
pursuits may Include: 

MeditatIon 

• Art 
12~step pragrams. 

• Temple 
Music 

• 
Community service 
Organised religIon 
Nature 
Fellowship with others 
Political JusUce 
Altruism/giving 
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Joeiinlt!on Of shlrituailty 
::~BIr.I~p~tttxi_~r~,r,sJ?';:~ryj~_~:_gf b_el_I~:fsjlf1~('i'f praftl~es,th~t gtv~:a perso,na :s,ense of hope, ,coi~'fort, me~n,lng, purpose in their life, or a 
_~-9:'~:~~ctJ~njq,.fIl:~: ~r~:~~:~_r,~.p:i~~I$~· .t()r-s:?rn_e,~e~ple, t~l,s,m_~y ha'le to,~,o_ with God and s()rn~ type of organized religion, for oth~r~ It may pe ill 
Inq,i,y:i,~u_ai:'r:elatl.onsh_lp\,j_ith.a ~Igher power, for.others _it may not be specl.fically defined. H,eUglon Is not necessarily synonymous with 
$pl(lt~allty.c" ' 

: ~~:~_i~~:i!~i~'::t~~:~~:fi~,~r~,~:::t~, :~:~:lr;~:n:_lin:st:it'uti~:n/:-c",l~r~h{ .or:denomlna~iory. Also, do _not Imppse: y~,ur, ow~ ,though:ts or QeJlefs,o"_ the ,person. 
:::,>':,>:'-',',,--:,:0 

'i~'ls"J'r~)R~;~:r~~ilo'~' 

Current Status Deslres!As91.raUoqs" ' Res6u~c'es : . 

:~ W.hat::doyoudo f?[ fun? • : What fun things do you- Uke ~9_~o,-bu.t " Exp19,r~ ,~_a_st 1r)\I~lveme,hts, In~er~sts~ _~c~lvlties 
~, What areyour.h~bbl~s? ~re not doln,g tu~renUYr" flsted In'cur~,e~t status., )V.her·~ did, the_person"dc 
": ,What do yo,u, do'to rela~ and e_nJoy • .Have 'y~u ever'wante_d to try, swn~tbrli! the' activities? '-Wlth whom? . 
'_ -:Y0vrs,~H?' ,: _, '_ '_ ; :' ::-, : t'hat sQ.unded like fU111 put,y£?U nEwer •. "What' ~:s:tlvlt!.e_s ~'id-'you rrio'st,enJoy In the p,ast? 
• _~ P? y6~ ever go 'lut?n l_eayeJ es_c.(1.r~ecl or ~ave aon,e? . ; ':What wa·s_l.f~bout the activJties:you enjoyed? 

iJne~_~_?rte:d?,_, If so, what dO:Y~!J uS,~a_UY_ ,~C' Explore desires nste~ In cu_rr_ent stati!s. 
~'_:Do.you have:a!Vi 'Wouldyou}t~e one? 
Wh~t I_s your _favou.rit~:-TVshol}.f? '[)o yo'l,I 
like movies? Wha!klnd1 Who Isyoll. 
fa'voUrlte actor? ' -., -. , 

.~ D~ you Itke,~o read? '-W_h~,I$)iotir 
fayourlte a.~thc:iritype'of pooks? 

'. Do .y,~ti II_ke to __ cooid :What Is_your 
"faV04rlte meal? 

• What t(jlerits d~ you have? What are you 
hobbles1 

• :-If yoti- ~o~'ld'do anything you wanted for 
one', d~YI 'wh,)'! ~puld you d~? 

.', When do you get bored1 What do youdc 
when you set bore91 

Frequently Asked Questions about the Strengths Assessment 

(1) "How do I proceed if the person says they don't want to fill out the strengths assessment? 

Always remember the fourth principle - the relationship (not the assessment form) Is primary and 
essential. The care coordinator should always use the strengths assessment In the context and flow of the 
relationship, not as a static document that is forced on a person whether they like it or not. If the 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 achieve. When people understand that the strengths assessment is not the typical 
deficit, professionally directed form, but rather a celebration of all that makes them unique, they usually 
become more willing to give it a try. 

(2) "What if the person has 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 
ciient. 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., I want to take my 12 step program more seriously). However, if it is not 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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your own recall. 
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The short answer to this question is ... yes. The strengths assessment is a document that is directed by the 
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Remember, the strengths assessment is not typically 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 psychosocial history be completed In the first few weeks of intake. These documents may 
Include important Information related to past behaviour to assess for risk that the care coordinator may 
need to know. However, they do little to inspire the hope and future focus that promotes recovery. Some 
agencies have a separate Intake worker fill out the initial 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 being 
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 hot paperwork, but a cent'ral tool to promote recovery and growth. Do not let It 
get buried 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?" "I 
receive a million dollars a year from the FBI.") Do I write that down?" 

The short answer, once again, 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 opinion of the validity or "truth" of 
their views. If we were to not write this information down (or worse yet, attempt to convince the 
consumer that what they are telling us is false) we will run the risk of breaking the trust that is the 
foundation of the helping relationship. 

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

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

• 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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themselves. For example, If someone were to say, "I have a telepathic relationship with my boyfriend in 
New York," we might explore with, "What about your relationship do you enjoy? What parts are difficult?" 
When done with good clinical skill and genuine interest, this type of exploration does not reinforce a 
harmful delusional system but rather sets the foundation of trust and safety that people often need to 
step out into recovery. 

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

• 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 consumer's preferences in relation to the questions In 
the first column. This gives an opportunity for the care coordinator to acknowledge exactly what 
the consumer wants- even if it Is Impractical. This column should be completed by the consumer. 
The consumer should write down exactly what they want, including information about who 
should be Involved, and when (or how often) they'd like for things to happen (e.g., I want to 
attend the team meetings every time my Care Plan Is reviewed, with my carer). The care 
coordinator can assist the consumer to write down their preferences - but at this stage, It should 
be about finding out what the consumer wants, and helping them to define this more clearly. 

• The third column is used to record the "agreed actions" arising from what the consumer has 
identified in the middle column. This column should be completed 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 achievable. The care coordinator 
should write down specific and detailed (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 multldlsclplinary treating team. 

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

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

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

drug check to Identify 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 coordinator/associate, with 
a copy in the clinical file. 

If a problem of use is identified with these tools: 
>- The full Drug Screen tool on CIMHA should be completed with the consumer, which includes the 

Severity of Dependence Scale and brief Readiness to Change assessment. 
>- The Problem List (on CIMHA) and complete Readiness to Change Questionnaire (G:\Care 

Planning\AII Tools - Care Planning Package\D&A Screening tools) are to be completed with the 
consumer for each problem substance identified. 

>- The clinical team may also use other assessment tools that they feel are appropriate. 
>- The results of these screening tools should be fed back to the clinical team and possible 

interventions discussed, if required. 

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

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

>- For consumers who do not have an identified substance misuse problem, review using the Drug 
Screen & AUDIT should be done annually. 
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• The middle column is used to record the consumer's preferences in relation to the questions In 
the first column. This gives an opportunity for the care coordinator to acknowledge exactly what 
the consumer wants- even if it Is Impractical. This column should be completed by the consumer. 
The consumer should write down exactly what they want, including information about who 
should be Involved, and when (or how often) they'd like for things to happen (e.g., I want to 
attend the team meetings every time my Care Plan Is reviewed, with my carer). The care 
coordinator can assist the consumer to write down their preferences - but at this stage, It should 
be about finding out what the consumer wants, and helping them to define this more clearly. 

• The third column is used to record the "agreed actions" arising from what the consumer has 
identified in the middle column. This column should be completed 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 achievable. The care coordinator 
should write down specific and detailed (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 multldlsclplinary treating team. 

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

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

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

drug check to Identify 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 coordinator/associate, with 
a copy in the clinical file. 

If a problem of use is identified with these tools: 
>- The full Drug Screen tool on CIMHA should be completed with the consumer, which includes the 

Severity of Dependence Scale and brief Readiness to Change assessment. 
>- The Problem List (on CIMHA) and complete Readiness to Change Questionnaire (G:\Care 

Planning\AII Tools - Care Planning Package\D&A Screening tools) are to be completed with the 
consumer for each problem substance identified. 

>- The clinical team may also use other assessment tools that they feel are appropriate. 
>- The results of these screening tools should be fed back to the clinical team and possible 

interventions discussed, if required. 

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

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

>- For consumers who 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 consumers who are not regularly screened in the 
following situations: 
>- If the treating team suspect that the consumer has recently commenced or recommenced using 

drugs/alcohol. 
>- If the consumer returns a positive urinary drug screen. 
>- If the consumer admits to having used or had access to drugs/alcohol. 
>- If there Is a score of 2 or higher on item three of the HoNDS 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 strategies written in the Individual Care 
Plan. Please see the Drug & Alcohol Clinical Pathway as a reference point for possible treatment 
options. 

What if the consumer refuses to complete the tools? 
If the consumer refuses to participate, the team can stili Identify potential drug use Issues using other 
sources, e.g. past history, observation, clinical notes, relatives, referring agencies. Treatment and 
Interventions should still be planned, and assume that the consumer is at a pre-contemplatlve 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 participated in the screening and assessment 
process. 

Notes about the tools: 
» Attempt to get at least two sources of Information to complete the screening tools, usually the consumer and another 

source (clinician, family member, clinical chart, etc). 
» Scoring guidelines are provided on the tools for the Drug Screen & AUDIT. 
> The Readiness to Change Questionnaire provides a guide to which stage of change the consumer is at In relation to 

their substance use. This can assist clinical teams in deciding on appropriate Interventions to attempt with the 
consumer. 

> All tools are available at G:\Care Plannlng\Tools\D&A Screening Tools OR G:\Everyone\Drug&Alcohol\Screenlng 
tools 
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Other/Ad Hoc: 
Use of the screening tools Is also recommended for consumers who are not regularly screened in the 
following situations: 
>- If the treating team suspect that the consumer has recently commenced or recommenced using 

drugs/alcohol. 
>- If the consumer returns a positive urinary drug screen. 
>- If the consumer admits to having used or had access to drugs/alcohol. 
>- If there Is a score of 2 or higher on item three of the HoNDS 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 strategies written in the Individual Care 
Plan. Please see the Drug & Alcohol Clinical Pathway as a reference point for possible treatment 
options. 

What if the consumer refuses to complete the tools? 
If the consumer refuses to participate, the team can stili Identify potential drug use Issues using other 
sources, e.g. past history, observation, clinical notes, relatives, referring agencies. Treatment and 
Interventions should still be planned, and assume that the consumer is at a pre-contemplatlve 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 participated in the screening and assessment 
process. 

Notes about the tools: 
» Attempt to get at least two sources of Information to complete the screening tools, usually the consumer and another 

source (clinician, family member, clinical chart, etc). 
» Scoring guidelines are provided on the tools for the Drug Screen & AUDIT. 
> The Readiness to Change Questionnaire provides a guide to which stage of change the consumer is at In relation to 

their substance use. This can assist clinical teams in deciding on appropriate Interventions to attempt with the 
consumer. 

> All tools are available at G:\Care Plannlng\Tools\D&A Screening Tools OR G:\Everyone\Drug&Alcohol\Screenlng 
tools 
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- _ _ Involuntary Patient Summary 

The involuntary patient summary maintains current Information that Is pertinent to risk assessment and 
risk management. This form is a template on CIMHA. 

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

• Include diagnosis; Mental Health Act 2000 status; LCT provisions and conditions; offence history; 
contact details of the treating service and any other pertinent information 

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

• at each update, a hard copy is to be placed In the front of the clinical file and MHA Administrator's 
(Medical Services Officer) file. Please ensure that the MSO either receives a hard copy, or is 
notified when an IPS Is updated on CIMHA. 

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

'.' , . .'. ",.: (!arerpar;ti~ip'ation anCl,sharJngiriforn\ation with carers , .. ' 

Carers, family and friends are an important support and resource for consumers, source of information 
for mental health teams, and can greatly assist in working towards recovery goals. There are Issues that 
need to be considered, however, in terms of the consumer's consent for carer 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-ta-date 
contact details and special considerations. 

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

For more information on carer participation at The Park, contact Consumer Services or the Clinical 
Initiatives Coordinator. 

Page2S 0/44 

"·-'1 

I 

I 

WMS.1001.0002.00301

T"~ Pq/~ - C:f!lItl'e/ol' MeJltal Health Care Plml1lillg Package -', Tool Kit 

- _ _ Involuntary Patient Summary 

The involuntary patient summary maintains current Information that Is pertinent to risk assessment and 
risk management. This form is a template on CIMHA. 

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

• Include diagnosis; Mental Health Act 2000 status; LCT provisions and conditions; offence history; 
contact details of the treating service and any other pertinent information 

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

• at each update, a hard copy is to be placed In the front of the clinical file and MHA Administrator's 
(Medical Services Officer) file. Please ensure that the MSO either receives a hard copy, or is 
notified when an IPS Is updated on CIMHA. 

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

'.' , . .'. ",.: (!arerpar;ti~ip'ation anCl,sharJngiriforn\ation with carers , .. ' 

Carers, family and friends are an important support and resource for consumers, source of information 
for mental health teams, and can greatly assist in working towards recovery goals. There are Issues that 
need to be considered, however, in terms of the consumer's consent for carer 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-ta-date 
contact details and special considerations. 

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

For more information on carer participation at The Park, contact Consumer Services or the Clinical 
Initiatives Coordinator. 
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'" Mental Health Chili! Protection Form 

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 filed behind 
the Individual Treatment Plan divider of the clinical record. 

The following process applies to all consumers who are current consumers with a mental Illness and 
have care responsibilities (on a full-time or periodic basis) to children under l8yrs. "Care 
responsibilities" for a mental health consumer who is an adult (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 responsibilities on a full-time or periodic 
basis (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 Identify any children (O-17yrs) for whom the consumer has care responsibilities (see 
definition). This information should be sought through consumer interview and collateral information. 
If the consumer is unable or unwilling to provide Information regarding their care responsibilities for 
children, collateral information must be sought. This is to be conducted with the informed consent of 
the consumer. 

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

the demographic details of the children 
the Immediate welfare needs of the children 
the presence (or absence) of an immediate reasonable suspicion of child abuse and neglect at the 
time of completion of the form necessitating a report to the Department of Child Safety. 

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

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

'Does the consumer have 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 CIMHA should be updated 
accordingly. 

If deemed necessary by the clinical team, where a consumer has custody or care responsibilities, a 
Family Support Plan and Child Care Supplement Plan can also be completed at this time. These forms 
are 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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'" Mental Health Chili! Protection Form 

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 filed behind 
the Individual Treatment Plan divider of the clinical record. 

The following process applies to all consumers who are current consumers with a mental Illness and 
have care responsibilities (on a full-time or periodic basis) to children under l8yrs. "Care 
responsibilities" for a mental health consumer who is an adult (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 responsibilities on a full-time or periodic 
basis (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 Identify any children (O-17yrs) for whom the consumer has care responsibilities (see 
definition). This information should be sought through consumer interview and collateral information. 
If the consumer is unable or unwilling to provide Information regarding their care responsibilities for 
children, collateral information must be sought. This is to be conducted with the informed consent of 
the consumer. 

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

the demographic details of the children 
the Immediate welfare needs of the children 
the presence (or absence) of an immediate reasonable suspicion of child abuse and neglect at the 
time of completion of the form necessitating a report to the Department of Child Safety. 

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

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

'Does the consumer have 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 CIMHA should be updated 
accordingly. 

If deemed necessary by the clinical team, where a consumer has custody or care responsibilities, a 
Family Support Plan and Child Care Supplement Plan can also be completed at this time. These forms 
are 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 responsibilities (either on a full-time or periodic basis) for 

a child?' 

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

2. 'Has an assessment been conducted using the 'Guidelines for the consideration of Issues related 
to the Impact of mental illness on a consumer's parenting role Assessmentof the Impact of Mental 
Illness on Parentlng'?' 

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

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

For information and assistance in relation to reporting reasonable suspicion of child abuse and neglect 
contact the CNe Child Protection on 38101132 or pager 331 during business hours. The form for 
reporting to the Department of Child Safety can be found in the Child Protection Resource Folder 
located in each unit or online at http://qheps.health.qld.gov.au/csulpdflscan forms/form interactlve.pdf 
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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 responsibilities (either on a full-time or periodic basis) for 

a child?' 

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

2. 'Has an assessment been conducted using the 'Guidelines for the consideration of Issues related 
to the Impact of mental illness on a consumer's parenting role Assessmentof the Impact of Mental 
Illness on Parentlng'?' 

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

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

For information and assistance in relation to reporting reasonable suspicion of child abuse and neglect 
contact the CNe Child Protection on 38101132 or pager 331 during business hours. The form for 
reporting to the Department of Child Safety can be found in the Child Protection Resource Folder 
located in each unit or online at http://qheps.health.qld.gov.au/csulpdflscan forms/form interactlve.pdf 
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Other Assessmentsl clinical area tools ' 

Your clinical area may have a number of other tools that are used to assess and plan the clinical needs of 
consumers. For more information on these, and how they are used in your area, talk to your Clinical 
Nurse Consultant or clinical supervisor. Some of the tools used in the clinical areas Include: 

For Extended Treatment and Rehabilitation/Dual Diagnosis; 

• Medication Self-Management Checklist 
• ETR & DD Consumer and Family Consultation Form 

o ADL Checklist 

For High Security: 
• 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 question and link to this form. 

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

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

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

Page 28 of 44 

WMS.1001.0002.00304

Th.ePal'k _";"; ,(eo,re 10/; MelitqlJj(!OlIh 

Other Assessmentsl clinical area tools ' 

Your clinical area may have a number of other tools that are used to assess and plan the clinical needs of 
consumers. For more information on these, and how they are used in your area, talk to your Clinical 
Nurse Consultant or clinical supervisor. Some of the tools used in the clinical areas Include: 

For Extended Treatment and Rehabilitation/Dual Diagnosis; 

• Medication Self-Management Checklist 
• ETR & DD Consumer and Family Consultation Form 

o ADL Checklist 

For High Security: 
• 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 question and link to this form. 

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

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

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

Strengths Model Information available from: 
G:\Care Planning\Strengths Model 

Library resources/references: 

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

Rapp, Charles A. (1998). The Strengths Model: Case management with people suffering from severe and persistent 
mental Illness. New York: Oxford University Press. 
(From The Park library call no. 362.20425STR 1998). 

Walsh, Joseph. (2000). ClinIcal case management with persons having a mental Illness: A relationship-based 
perspective. Belmont: Wadsworth. 
(From The Park library call no. 362.20425Cl12000). 

Repper, J. & Perkins, R. (2003). Sodallncluslon and recovery: a model for mental health practice. New York: 
Bailliere Tlndall. 
(From The Park library call no. 362.20425 SOC). 

Perklns, 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 Illness : broadening our understanding 
of wellness. Washington, DC: American Psychological Association. 616.891 REC 2005 

Hall, A. , Wren, M., & Klrby, S. (eds) (2008). Care planning in mental health: promoting recovery. Oxford: 
Blackwell Publishing. 616.890231 CAR 2008 

Page 29 oj'44 

WMS.1001.0002.00305

The Park - CelltJ'ejor Melllal Heallh Care Planning Package - Too! Kit 

Strengths Model Information available from: 
G:\Care Planning\Strengths Model 

Library resources/references: 

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

Rapp, Charles A. (1998). The Strengths Model: Case management with people suffering from severe and persistent 
mental Illness. New York: Oxford University Press. 
(From The Park library call no. 362.20425STR 1998). 

Walsh, Joseph. (2000). ClinIcal case management with persons having a mental Illness: A relationship-based 
perspective. Belmont: Wadsworth. 
(From The Park library call no. 362.20425Cl12000). 

Repper, J. & Perkins, R. (2003). Sodallncluslon and recovery: a model for mental health practice. New York: 
Bailliere Tlndall. 
(From The Park library call no. 362.20425 SOC). 

Perklns, 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 Illness : broadening our understanding 
of wellness. Washington, DC: American Psychological Association. 616.891 REC 2005 

Hall, A. , Wren, M., & Klrby, S. (eds) (2008). Care planning in mental health: promoting recovery. Oxford: 
Blackwell Publishing. 616.890231 CAR 2008 

Page 29 oj'44 

EXHIBIT 844



·~~~=~"·1 , 

The Park - Centre/or Me1Jlal Heallh Care Planning Package" Tool KiI 

Appendix A 

Afr" Patient ID Lobe) Here 

.. Too tools IIslcd telo\\' are lM '~{juin!d documml~ that rnn..Ja up lh>i! Caro Planning PackaZi'. Thc~ (co(ll8 n~d 10 00 reylewed 
CH!f)' throo manUu, Additional tool~ that /lIC sF'''''Clllc todlnlC31 areil5 or5f>2cil'k pa!ioi1nis can N nddt'd a~ r~uhed. 

.. IndtcGE JIl tm tick boo; 0ilfi1 e3ch 3F&!Ssnwnt has b:WIl complcti:ld. revl.w.~d, mluF,cd or Is 001 applicable (N/A). 
,. Ensure nIl dOCufOCntation jg siglEd by ml.2vMlt parties le. Care Coordioalor (CC). Doctor &JOT CoosurOC'J whet\! po:ssibli! 

·,'.·.·DOI"·"'·· I I IRo'l ... tj",. I "" .• ",,,,,, 0 SUl!dmd R.."I!~ 0 AdIk.:-R.:vi:m'D 11z:d ofl1fi? .... o.& 0 
c.' ." !hmpi!!i.."!l J:fl ClhUL\ 

C"""",,r 
_ -,: lUsk 5krNn~ .• . . ..... < 0 
. . .c. 

eIll110\lt.!d tlploro.....:l1!11 C.t.MIL\ CwwurJJ: 
¥yf~~_9~re Ph1ry 0 

Rero\'i!,r}' &. Rillpps!! <:(,>m:>m:!rCalI>J'bfud R~h~"«I- N{lch:o~s COlB'JtmrP...!t"u!(!J Un;w\: III .. .:omplM &tu! III1rhr.tilSl:i~ 
,: J)r~'E'n,l1oiJ P}IIH 0 0 0 0 

S'.!""!! 11~tp.s.\ 55eninenl Comll~!&ld 
R>!'o'inr,l!d·No ,\I1biThr-.r.n Input CcmUm.!f ~ru:..:d 

tJrubh lu t"OIl1pb~ dw Ill' /rbla) 
(1u:l£,~5 ,.'" .•.•. To<!I ..... 0 0 0 0 0 

H.S(lS .... C,mllll:!r.'Ii 
0 

1!nl.!n.'Ii ~n ClMlL\ 
0 

.. :. ~jri! .S..-fu:t:I'r~~ ... {:. Compl:~ l!nl.!redl!n CIMIL\ 
I '.. ... lI.'W}.... 0 0 

Minl;olil.,Uh ..... C=rmrl"'.:-mpl:lo:-d. CCll!lUJ:io:fltlfwl!d l1n~'="t"w~f'ke doo f.:>. Il.:r\l;,:d u;tCl\OI,\ 
ltbnl~St~l.! 

: .. fllri:!ll.tory· (MHO 0 0 0 0 

InYol~n~ P~nt Co:.""!lpl.:~'lI.(n CL\lIL\ 3!rH to M!dirJl Sm-K.:!s NI.\ 
SP:mnpry (IPS) 0 0 0 

AllledP.",. CDmrt..~d So.!p! fn "1!,j):;l/ &'1\-k.s Reo.·hl>(!d. Nocb;"ffiL<l~ NI" 
0 0 0 0 

DfVA~k..A~ldif& Ct:rn~lct<-d on (:ntuA 
~yi:n"~d. NI) 

NlA CcnHlrwr R.:fU!l!iI {,1nI-AIlI>t~:CImf'\l\: ~~ toM~nb1 

I~oblem Lf:d 0 t~~ 0 0 S~b 

0 0 
C(lJ1S(:n~ to C~'11l' Cliof£aI Ro:,i.""~d - No (~d&-!otDmpbb do..:.! loMmlll1 

Ctl.relfl\"!.mifyfl.'rfmd ConrumH Ctlmllbt."ld l=JJb!h~ 
f~$ 

CCllwrwr Rdu.~d 
SloW 

InvolYi!ml!u( 0 (~~n.NDr 0 0 
COfIDIJI1I!r 

Ccm]l:t>rl Ro:-"h"l'!ld.No NI.\ Cco~Rd\L'cd 
{~:i{~ IQ tDrnpbb ru! loMmbl 

IIp:rfi~lwn A~II(ln d(~la S""' 
PI", 0 0 0 0 0 

{,dus InID\'enliun CampL!~"'li«lCL\IlL\ eop~' wDllOaMlI Re\~W!d. Nacniml,>!s Nf.\ 

Pl\>n(CIPj 0 '''' 0 0 0 

Juta- Service r.!:lI".f'l~d & upk;cl!d«(] C.;.py w DH.o&. Ml 
R~·hWld dO .:b/mi.-..ll'; W.\ 

Commun[t:illfon rJlJlu C1MIL\ h'M 0 0 0 

OlHd JJratectJon FoOD (Mnpb&..'Il<nCIMIL\ 1lri~I:!,jJ. ~bm~Q I~r ftIloe. NiA 
0 0 0 

Olhcr A5~s5mcnl!'/ClJnrc{11 A noD TooJs eR 1.0; lle/Mo. QI'Sl-.':l:()Tf 'hlUlif.n ..... o:-f'WIl{ IolliM Jf{.I1!Jhr~f!Orf~ 

C'Iinlod Chlln AlIdit 
c.)mrJ!I~'Ii 

0 

"' \ . 1< , • .., ': 1. 

Page 30 0/44 

I 

WMS.1001.0002.00306
·~~~=~"·1 , 

The Park - Centre/or Me1Jlal Heallh Care Planning Package" Tool KiI 

Appendix A 

Afr" Patient ID Lobe) Here 

.. Too tools IIslcd telo\\' are lM '~{juin!d documml~ that rnn..Ja up lh>i! Caro Planning PackaZi'. Thc~ (co(ll8 n~d 10 00 reylewed 
CH!f)' throo manUu, Additional tool~ that /lIC sF'''''Clllc todlnlC31 areil5 or5f>2cil'k pa!ioi1nis can N nddt'd a~ r~uhed. 

.. IndtcGE JIl tm tick boo; 0ilfi1 e3ch 3F&!Ssnwnt has b:WIl complcti:ld. revl.w.~d, mluF,cd or Is 001 applicable (N/A). 
,. Ensure nIl dOCufOCntation jg siglEd by ml.2vMlt parties le. Care Coordioalor (CC). Doctor &JOT CoosurOC'J whet\! po:ssibli! 

·,'.·.·DOI"·"'·· I I IRo'l ... tj",. I "" .• ",,,,,, 0 SUl!dmd R.."I!~ 0 AdIk.:-R.:vi:m'D 11z:d ofl1fi? .... o.& 0 
c.' ." !hmpi!!i.."!l J:fl ClhUL\ 

C"""",,r 
_ -,: lUsk 5krNn~ .• . . ..... < 0 
. . .c. 

eIll110\lt.!d tlploro.....:l1!11 C.t.MIL\ CwwurJJ: 
¥yf~~_9~re Ph1ry 0 

Rero\'i!,r}' &. Rillpps!! <:(,>m:>m:!rCalI>J'bfud R~h~"«I- N{lch:o~s COlB'JtmrP...!t"u!(!J Un;w\: III .. .:omplM &tu! III1rhr.tilSl:i~ 
,: J)r~'E'n,l1oiJ P}IIH 0 0 0 0 

S'.!""!! 11~tp.s.\ 55eninenl Comll~!&ld 
R>!'o'inr,l!d·No ,\I1biThr-.r.n Input CcmUm.!f ~ru:..:d 

tJrubh lu t"OIl1pb~ dw Ill' /rbla) 
(1u:l£,~5 ,.'" .•.•. To<!I ..... 0 0 0 0 0 

H.S(lS .... C,mllll:!r.'Ii 
0 

1!nl.!n.'Ii ~n ClMlL\ 
0 

.. :. ~jri! .S..-fu:t:I'r~~ ... {:. Compl:~ l!nl.!redl!n CIMIL\ 
I '.. ... lI.'W}.... 0 0 

Minl;olil.,Uh ..... C=rmrl"'.:-mpl:lo:-d. CCll!lUJ:io:fltlfwl!d l1n~'="t"w~f'ke doo f.:>. Il.:r\l;,:d u;tCl\OI,\ 
ltbnl~St~l.! 

: .. fllri:!ll.tory· (MHO 0 0 0 0 

InYol~n~ P~nt Co:.""!lpl.:~'lI.(n CL\lIL\ 3!rH to M!dirJl Sm-K.:!s NI.\ 
SP:mnpry (IPS) 0 0 0 

AllledP.",. CDmrt..~d So.!p! fn "1!,j):;l/ &'1\-k.s Reo.·hl>(!d. Nocb;"ffiL<l~ NI" 
0 0 0 0 

DfVA~k..A~ldif& Ct:rn~lct<-d on (:ntuA 
~yi:n"~d. NI) 

NlA CcnHlrwr R.:fU!l!iI {,1nI-AIlI>t~:CImf'\l\: ~~ toM~nb1 

I~oblem Lf:d 0 t~~ 0 0 S~b 

0 0 
C(lJ1S(:n~ to C~'11l' Cliof£aI Ro:,i.""~d - No (~d&-!otDmpbb do..:.! loMmlll1 

Ctl.relfl\"!.mifyfl.'rfmd ConrumH Ctlmllbt."ld l=JJb!h~ 
f~$ 

CCllwrwr Rdu.~d 
SloW 

InvolYi!ml!u( 0 (~~n.NDr 0 0 
COfIDIJI1I!r 

Ccm]l:t>rl Ro:-"h"l'!ld.No NI.\ Cco~Rd\L'cd 
{~:i{~ IQ tDrnpbb ru! loMmbl 

IIp:rfi~lwn A~II(ln d(~la S""' 
PI", 0 0 0 0 0 

{,dus InID\'enliun CampL!~"'li«lCL\IlL\ eop~' wDllOaMlI Re\~W!d. Nacniml,>!s Nf.\ 

Pl\>n(CIPj 0 '''' 0 0 0 

Juta- Service r.!:lI".f'l~d & upk;cl!d«(] C.;.py w DH.o&. Ml 
R~·hWld dO .:b/mi.-..ll'; W.\ 

Commun[t:illfon rJlJlu C1MIL\ h'M 0 0 0 

OlHd JJratectJon FoOD (Mnpb&..'Il<nCIMIL\ 1lri~I:!,jJ. ~bm~Q I~r ftIloe. NiA 
0 0 0 

Olhcr A5~s5mcnl!'/ClJnrc{11 A noD TooJs eR 1.0; lle/Mo. QI'Sl-.':l:()Tf 'hlUlif.n ..... o:-f'WIl{ IolliM Jf{.I1!Jhr~f!Orf~ 

C'Iinlod Chlln AlIdit 
c.)mrJ!I~'Ii 

0 

"' \ . 1< , • .., ': 1. 

Page 30 0/44 

I 

EXHIBIT 844



Appendix B 
, 

INDIVIDUAL CARE PLAN aCP) The Park - Centre for Mental Health 
Patient ID Label 

CONSUMER PROFILE 
Nnmp 

Consumer: Mike Leggings Date Completed: 30nt2013 

Care Coorclinator: Johnny C. Lately Review Date: 1/812013 

Assoc. Care Coorclinator: AnnaConda 
Approximate 
MHRT Date: 13/9/2013 

Authorised Doctor: Bm Waternauese Regular assessment to be condncted by the IZI ICP discussed with consumer 

Note: The lep must be signed by the Aurhorised DOCTor to comply with the M1!A2000. When signed by an 
authorised psychiatrist (stale the inteTvals in days or IZI Consumer given copy ofICP 

Authorised DoCTor. this fonn replaces the MHA2000 Treatment Plan Form. weeks): 6 weekly o Consumer attended Team Meeting 

Significant ProgresS/Setbacks for the consumer over the last 3 months Diagnosis: Schizophrenia, unspecified o Unable to discuss with consumer due 

(including medication changes. PRIME Incidents, seclusion, engagement in F20.9 to: 

stnlctured day, leave etc): Mental Health Act 2000 Status: 

• Michael continues to have auditory hallucinations, some of which are 0 Voluntary 0 ITO IZI Forensic OSNFP 
distressing and others he frods comforting or amnsing. 0 Classified 0 Chap 7 (part 2) 

• Expresses anxiety over financial matters, keeping his flat, and fear of 
Current Limited Community Treatment (currently accessing): neighbonrs stealing property (?delusional) .. 

• Some agitation over past 3 months; two incidents of requesting time in o Escorted Campus Leave o Unescorted Campus Leave o None comfort room 
• Disorganised thinlcing, poor concentration and attention. o Escorted Ground Leave o Unescorted Ground Leave 

• Medication: 
o Escorted Off -Ground Leave o Unescorted Off-Ground Leave IZI Overnight Leave 

Olanzipine 10mg nocte Has a Crisis Intervention Plan (CIP) andlor Inter-Service Communication Plan been 
Alprazalam Img PRN completed in conjunction with the Forensic Liaison Officer (PLO)? 

CIP: IZI Yes 0 No o Not Required 

ISCP: OYes 0 No IZI Not Reauired 
Does this consumer have active alerts in place? 

OYes IZI No o Has alert been entered/reviewed on CIMHA? 
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Appendix B 
, 

INDIVIDUAL CARE PLAN aCP) The Park - Centre for Mental Health 
Patient ID Label 

CONSUMER PROFILE 
IVrmtp 

Consumer: Mike Leggings Date Completed: 30nt2013 

Care Coorclinator: Johnny C. Lately Review Date: 118/2013 

Assoc. Care Coorclinator: AnnaConda 
Approximate 
MHRT Date: 13/9/2013 

Authorised Doctor: Bm Waternauese Regular assessment to be condncted by the IZI ICP discussed with consumer 

Note: The lep must be signed by the Authorised DOCTor to comply with the M1!A2000. 'When signed by an 
authorised psychiatrist (stale the inteTvals in days or IZI Consumer given copy ofICP 

Authorised DOCTor. this ftmn replaces the MHA2000 Treatment Plan Form. weeks): 6 weekly o Consumer attended Team Meeting 

Significant Progress/Setbacks for the consumer over the last 3 months Diagnosis: Schizophrenia, unspecified o Unable to discuss with consumer due 

(including medication changes. PRIME Incidents, seclusion, engagement in F20.9 to: 

stnlctured day, leave etc): Mental Health Act 2000 Status: 

• Michael continues to have auditory hallucinations, some of which are 0 Voluntary 0 ITO IZI Forensic OSNFP 
distressing and others he frods comforting or amnsing. 0 Classified 0 Chap 7 (part 2) 

• Expresses anxiety over financial matters, keeping his flat, and fear of 
Current Limited Community Treatment (currently accessing): neighbonrs stealing property (?delusional) .. 

• Some agitation over past 3 months; two incidents of requesting time in o Escorted Campus Leave o Unescorted Campus Leave o None 
comfort room 
• Disorganised thinlcing, poor concentration and attention. 

o Escorted Ground Leave o Unescorted Ground Leave 

• Medication: 
o Escorted Off -Ground Leave o Unescorted Off-Ground Leave IZI Overnight Leave 

Olanzipine 10mg nocte Has a Crisis Intervention Plan (CIP) andlor Inter-Service Communication Plan been 
Alprazalam Img PRN 

completed in conjunction with the Forensic Liaison Officer (PLO)? 

CIP: IZI Yes ONo o Not ReqUired 

ISCP: OYes ONo IZI Not Required 
Does this consumer have active alerts in place? 

OYes IZI No o Has alert been entered/reviewed on CIMHA? 

Page 31 of44 

EXHIBIT 844



Maintaining Mental Health: Managing Symptoms, Recognising Signs of Becoming Unwell, Risk Assessment & Management Plan 

Has the consnmer completed a Strengths Assessment ? cgJYesoNo Has seclusion andlor restraint been used with this consnmer? cgJYesoNo 

Has the consumer completed a Consumer Participation Action Plan? OYes cgJ No 
Has a Trauma Restraint and Seclusion Tool been completed? cgJYesoNo 
Has a Seclusion Episode Fonn been completed? cgJYesoNo . 

Consumer's Goal Statement: Snmmary of Current Issues: 
I want to learn how to relax and stop the jitters when they happen. Troubled by auditory hallucinations (the male voice he calls "my uncle" telling him 

he's worthless). High levels of anxiety. Restlessness, poor concentration, disorganised 
thoughts. Previous a<>;gression. See psychologist report 22/6/13. 

~~~r~ I 11 2 I 2 I 0 I 4 I 2 I 61 3 I 71 0 Isl 2 . LSPl71 0 liol 2 1111 1 Scores c 
'. . 1>i3il 1 1"~~CI 1 I 01*,!1 1 

Areas to consider: Psycho education, Consumer's coping strategies. Managing medication side effects, Psychological interventions,. Counselling, Relaxation techniques. restrictive practices. 
Refer to Consumer Stren~ths Assessment. Risk Screenin~ Tools & Mana~ement Plans, Behaviour Mana~ement Plans. PsYchologist Assessments. HCR20 

\ 

Team Members 

Strategies Consumer Actions Support RolelTreatments Responsible Review 
t (including Clinicians, CareTS, Date 

NGO'setc) 
Try three different relaxation techniques I will find out about different techniques Provide infonnation and training for Psychologist, rehab staff. 1/1 0/13 
to use when Mike is feeling anxions. 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 wby. staff. 
CBT approacbes to be tried through 
weekly sessions. PsycholO!rist 

, Chart the use ofPRN medication for Mike will record his mood and triggers Record symptoms, triggers and other Nursing staff 1110/13 
anxiety. for when he requests PRN medication. factors when PRN medication given on 

PRNChart. 

Continue with medication regime and Take medication as prescribed. Tell staff Administer medication as prescribed and Medical & nursing staff. 1110/13 
I monitoring side effects. about any concerns or changes. monitor side effects, particularly weight 

1 

gain. ..' 

Strategies that haveworkedldidn't workinthe past (Progress of Care) . 
e. . ,medications. cM-social ,iJiterJentions.:-riSk mana ement mate' ies 

Stra Did it work? Provide details Date Attempted!Implemented 
Use.distractions when Mike is disturbed by voices. Using music and TV as distractions worked well, and talking reassuringly to Mike. Commenced May 2013 

PIlt)'ing cards o..r:.games does not work effectivelY, as Mike i~nnable to concentrate. Continue as required. 
HoNOS: 1 ~ Overactive. aggresSive. disruptive or agJ:tated;2- Non-accidental self injury. 4- Cognitive problems; 6- Problems withHallucinationsIDclnsions; 7- Problems with Depressed Mood;-8- Oilier mentaJibehaviouraI problems 
L')P: 7- Violence to oth~ 10- Medication reliability/compliance; 11- Willingness co take medication: 12- Co-operation with health workers 14- Offensive behaviour; lS-lrTesponsible behaviour. 
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Maintaining Mental Health: Managing Symptoms, Recognising Signs of Becoming Unwell, Risk Assessment & Management Plan 

Has the consnmer completed a Strengths Assessment ? cgJYesONo Has seclusion andlor restraint been used with this consnmer? cgJYesONo 

OYescgJNo 
Has a Trauma Restraint and Seclusion Tool been completed? cgJYesONo 

Has the consumer completed a Consumer Partici/!.ation Action Plan ? Has a Seclusion E/!.isode Fonn been completed? cgJYesONo . 
Consumer's Goal Statement: Summary of Current Issues: 
I want to learn how to relax and stop the jitters when they happen. Troubled by auditory hallucinations (the male voice he calls "my uncle" telling him 

he's worthless). High levels of anxiety. Restlessness, poor concentration, disorganised 
thoughts. Previous a<>;gression. See psycholog;" st report 22/6/13. 

HoNOS 1 
Scores 11 2 1 2 1 0 1 4 1 2 1 6 3 1 710 ISI 2 . s~~!s17·1 0 liol 2 Ilil 1 1>i3il 1 k~~11 1 1 (t&'1 1 

Areas to consider: Psycho education, Consumer's coping strategies, Managing medication side effects" Psychological interventions,. Counselling, Relaxation techniques. restrictive practices. 
Refer to Consumer Stren~ths Assessment. Risk Screenin~ Tools & Mana~ement Plans, Behaviour Mana~ement Plans. Psychologist Assessments. HCR20 

I 
Team Members 

Strategies Consumer Actions Support RolelTreatments Responsible Review 
t (including Clinicians, CareTS, Date 

NGO'sotc) 
Try three different relaxation techniques I will find out about different techniques Provide infonnation and training for Psychologist, rehab staff. 1110/13 
to use when Mike is feeling anxions. 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 wby. staff. 
CBT approacbes to be tried through 
weekly sessions. PsvcholO!rist 

, Chart the use of PRN medication for Mike will record his mood and triggers Record symptoms, triggers and other Nursing staff 1110/13 
anxiety. for when he requests PRN medication. factors when PRN medication given on 

PRNChart. 

Continue with medication regime and Take medication as prescribed. Tell staff Administer medication as prescribed and Medical & nursing staff. 1110/13 
I monitoring side effects. about any concerns or changes. monitor side effects, particularly weight 

• •• i gain. 

Sh-ategies·that haveworkedldidn't workin·the past. (Progress ofCare)·····i.C±2 •• •· i
• i •.•• ·· .••• · •••.•.••••.•• '.'.. Ji21H;) 

e.1!.medications. psvcho-social.intervimtions,.risk manal!(Wvmt stratefiies· . ..... .....• . .•..• 

Strategy Did it work? Provide details Date Attempted!Implemented 
Use.distractions when Mike is disturbed by voices. Using music and TV as distractions worked well, and talking reassuringly to Mike. Commenced May 2013 

Playin~ cards or ~ames does not work effectively, as Mike is nnable to concentrate. Continue as required. .. " . . . HoNOS. 1 ~ Overactlve. aggressIVe. dlSl'llptlve or agItated; 2- Non..acCldental self lDJUry. 4- Cogrutive problems; 6- Problems Wlth HallucmaoonsIDelnslOns. 7- Problems With Depressed Mood. 8- Other menta1JbehaVlouraI problems 
L')P: 7- Violence to oth~ 10- Medication reliability/compliance; 11- Willingness co take medication: 12- Co-operation with health workers 14- Offensive behaviour; lS-lrTesponsible behaviour. 

.. 
. .. 

EXHIBIT 844



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

cm I Weurot: 82 W rust Circumference: 92 cm I Weight !Ix (inc dates): 
at 77kg 2011-2012. Date: l/8/13 Date: 1/8/13 Date: 1/8/13 

Consumer's Goal Statement: 
rd like to feel fit again. My black jeans are too tight. 

1 10 2 

Strategies Consumer Actions 

care. a shower every day 
the cream on my skin morning and night. 

Support Role!Treatments 

appointments. 
Advise on specific goals and strategies 
for Mike. 
Support lifestyle changes. 
Monitor vhvsical health & 
Encourage and support Mke to attend 
rehab activities on offer. 
Ask Mike specifically when activities are 

apply 
antifungal ointment. Assist if necessary. 
Prompt Mike to change clothes 

Team Members 
Responsible 

(including Clinicians, Carers, 

o 

Review 
Date 

Strategies that have workedldidn'fworkinthe past(progress of Care) 
e.g. diet, exercise pro.,?rarni. :education" cli:hicaZ-fnfirventions 

Strategy Did it work? Provide details Date AttemptediImplemented 

HoNos5- Physic::U fllness or Disability. 10- Problems with ADL's 
LSP: 4- Personal grooming: 5~ Clean clothes 6- Neglect ofphysica1 heru.th. 9 does this person generally maintain an adequate diet 
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Physical health, Nutrition & ADVs: Weight, Diet, Physical Co-morbidities, Self Care, Hygiene. 

cm cm 
Date: 118113 Date: 1/8/13 Date: 118/13 at 77kg 2011-2012. 

Consumer's Goal Statement: (inc physical co morbidities): 
rd like to feel fit again. My b1ackjeans are too tight. Recent weight gain. Lack of physical activity. Issues with hygiene and self care - recurrent 

skin and fungal infections. 

1 

Attend 

care. 

10 2 

Consumer Actions Support RolelTreatments 

Advise on specific goals and strategies 
for Mike. 

support 
rehab activities on offer. 
Ask Mike specifically when activities are 

the cream on my skin morning and night. antifungal oinnnent. Assist if necessary. 
Mike to change clothes 

Team Members 
Responsible 

(including Clinicians, Carers, 

o 

Review 
Date 

Strategies that have workedldidn'tworkinthe past(progress of Care) 
e.f{. diet, exercise ro 'Ta:mi.:ei1ucatio1l.·cli:hical-intirventions 

Strategy Did it work? Provide details Date AttemptediImplemented 

HoNos5- Physic::U fllness or Disability. 10- Problems wlth ADL's 
LSP: 4- Personal grooming: 5~ Clean clothes 6- Neglect ofphysica1 heru.th. 9 does this person generally maintain an adequate diet 
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Substance Misuse: Drugs, Tobacco, Alcohol & Other Harmful Substances. 

Drug Check & Audit Completed on CIMRA 
Misuse Problem identified 

1/0812013 
No 

I want to stop smoking forever 

BoNOS Scores 3 

Strategies 

_ use 
Replacement Therapies. 

return from overnight leave as per LCT 

Consumer Actions 

use 
Continue to wear NRT patches. 

not use drugs while on leave & 
cooperate with UDS on return. . 

f!e 0 
g Cessatzon l"Qthwco' 

Snnnnary 

Date: I 
Date: 1/08/13 

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

LSJ>Scciies -- 2 

Support Role/Treatments 

use 

Administer when consumer returns 
from leave. 

Responsible 
(including Clinicians, Carers, 

Review 
Date 

Strategiesthafhaveworkedldidn'fworkin-the-past (Progress--of Care) 
e.!t. educatiOn- r;TOftrams, izicO'tine'replacenIentstratezies,etc 

, 
I 

I1 
1,1 

" 

! 

;, 

i,':', 
I:: 

I, . 

'; J 

" 

" 
, 

j;.'i 
",I 

'"J 

'. 'i' 

Strategy Did it work? Provide details Date Attempted/Jmplemented 
Attended MAISE rehabilitation program 

HoNos: 3- Problem drinking or drug taking LSP: 6- Neglect of physical he:l1tb. 

Helped Mike understand his recreational drug use. Mike has avoided 
situations likelv to lead to drug use while on LCT. 

April 2013 

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

I want to stop smoking forever 

BoNOS Scores 3 

Strategies 

1/0812013 
No 

Consumer Actions 

2 

Support Role/Treatments 

use 

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

Responsible 
(including Clinicians, Carers, 

Review 
Date 

use 
Replacement Therapies. Continue to wear NRT patches. 

when 
return from overnight leave as per LCT from leave. 

Strategiesthathaveworkedldidn'fworkin·the·past (Prugress.·(jf Care)·i .••...••..•..•.•• i •.•••...•..•.••••.••...... ' .'. ·· •.• ) ... / .. i··i>( 
e.g. educationJ]!ograms, nicotine repJacementstraie[Liesetc ~ ............ .' ....... ' •. · .. ·i .· .. · .. i •..•. ·· .•..•.....•••.• 

Strategy Did it work? Provide details Date Attempted/Jmpiemented 
Attended MAISE rehabilitation program Helped Mike understand his recreational drug use. Mike has avoided April 2013 

situations likely to lead to dru" use while on LCT. 

- .' " " . HoNos . .>- Problem drinkin.". or dru.,. takin", LSP. 6- Neglect ofphySlca1 he:l1tb. 
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Daily Living SituationlFlnandaI/V ocational/Educational: Current & Fnrore Accommodation, Money Management, Qnalifications, Ambitions 

Finances I 0 Capable I2SI Incapable I2SI Public Trustee I 0 Family (give details) o Waiver type: 

Goal Statement: Summary of Current Issues: 
I want to live in a flat with my brother Frank. 
I would like to work as an accountant one day, because I like numbers and money. 

Limited budgeting and money -management skills, mostly due to impulsiveness (has good 
numeracy skills). Previously lived with brother, though concerns regarding influence in 

Strategies 

bookkeeping. 

Frank. 

Strate 
Undertake Money Management program 

and () ..... M'T";\hnn~ 1 thP.~""'" rp.nAT'T (') [h'1 

Ml scores I 1'1 
'ocational Training Programs, HASP? Transitional Housing. CCU relocation.. Self-care skills. Shopping. unvmg. 

Laundry, Use of a mobile phone / public phonelland line phone, Medication management. 

Consumer Actions 

to come 
the team, and if he doesn't mind me 
living with him again. 

Support RolelTreatments 

Strategies that have workedldidr).'t,workfu the past (Progress of Care) 
. e.Jl~ course attendi:rru:e. work proirams. ciccornm:odati.on ·options 

Did it work? Provide details 
Mike completed the 8-week program, and showed good skills in calculating, but 
limited skills in knowing how much things cost and budgeting for daily living 
costs. 

Review 
Date 

Date AttemptedlImplemented 
Completed February 2013 

Started ACE course in using Microsoft Excel and Word Mike's mental state declined after the second week of the course, and did not 
complete it. 

Attempted June 2012. 

HoNos: 11~ PrOblems mth living conditions, 12- PrOblems with occupwon and activities. I.SP: 13- PrOblems with others in the househOld. 16- Type of work is this pciWn capable of performing.. 
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Daily Living SituationlFlnandaI/V ocational/Educational: Current & Fnrore Accommodation, Money Management, Qnalifications, Ambitions 

Finances I2SI Incapable I2SI Public Trustee 0 Family (give details) o Waiver type: 

Current 
I want to live in a flat with my brother Frank. Limited budgeting and money -management skills, mostly due to impulsiveness (has good 
I would like to work as an accountant one day, because I like nnmbers and money. numeracy skills). Previously lived with brother, concerns influence in 

See 

Trust Agreements~ work:., Housing. relocation. Self-care 
access/use of public transport.. Food preparation skins. Housekeeping. Time management, Laundry. Use of a mobile phone I public phonelland line phone. Medication management. 
child 

Explore 
and bookkeeping. 

Frank. 

Strategy 
Undertake Money Management program 

Consumer Actions 

come 
the team, and if he doesn't mind me 
living with him again. 

Support RolelTreatments 

ways ~ ~~:a~~::~t Use tools from the Money IV 

Team Members 
Responsible 

(including Clinicians, Carers. 
NGO's 

Review 
Date 

1/10/13 

Strategies·that have workedldidr).'twork·fu the past (Progress of Care)·.····.·.· •••••.• · ••. ·•·•• •. )i.···.···.·..i······. i\/ 
. e.!?. course attendance, workprol';rams, accommodatkmoptions· ......... i>· ...•... <...i· 

Did it work? Provide details Date AttemptediImplemented 
Mike completed the 8-week program, and showed good skills in calculating, but Completed February 2013 
limited skills in knowing how much things cost and budgeting for daily living 
costs. 

Started ACE course in using Microsoft Excel and Word Mike's mental state declined after the second week of the course, and did not Attempted June 2012. 
complete it. 

.. ? 
... , HoNos. 11- Problems mth hvmg condItIOns, 1_- Problems Wltb occupatlon and actmtles. LSP. 1:;,- Problems With others In the household. 16- Type of work lS this person capable of petformmg.. 
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Yes Name: AnneLeggings 
No - yet to be specified 
Not 

_ discussed with 
Has a Consent to CarerlFamilvIFriend Involvement in Care Fonn 
been completed? 
Does the Consumer come from a CALD background? 
If yes. is the Cultural Mental Health Worker engaged? 
Has the ATSI Liaison Officer been engaged? 

Consumer's 
r d like to follow my faith and find out more about Judaism. 
I want to make friends who won't push me back into drugs. r d like to have a girlfriend. 

HoNOS scores 

~~o~ 

~~O~ 
~~O~ 
O~~~ 
O~O~~~ 

Strategies Consumer Actions 

~ _ contact 
Brisbane Jewish yonth group. 

Practice social skills during weekly 
BBQs. 

I will attend the Jewish youth group 
every week, and will try to make friends 
their. 
I will talk to the Rabbi when I'm feeling 
lost 

try to 
someone different every week. I'll 
practice the things that I learn with the 
staff. 

Guardianship Order: No 
If yes, wbat is the nature of the order: 

Has the Cultural Diversit'o,.·AssessmentChecklisrbeen completed? ~ Yes 0 No 

of Current 
Mike's mother is from Israel and follows the Jewish faith. Mike followed Judaism and learnt some Hebrew as a boy, and has recently shown interest again. Mike has no 
close friends, apart from 'party' acquaintances who took drugs. Mike has lost a lot of 
mo~e1!:' the, past by i$vingit t~':n""ds', who the~~)lentit?n a1cohoiand druys. 

Support RolelTreatrnents 

Enable LCT for Mike to attend youth 
group. Provide opportunities for Mike to 
discuss the group, and practice social 
skills and developing friendships, 

with others. 
Prompt Mike with techniques, ideas for I CC, all staff. 
topics & openers~ avoiding distraction of 

3 

Review 
Date 

1110/13 

Strategies that have worked/didn't workinthe past (progress of Care) 
e.~.linka!Jes wl:th community,family visitS~:church attbidimce Strategy Did it work? Provide details Date Attempted/Impiemented Attended 8-week Social Skills Training rehab program Mike gained some insight into issues with drug-USing acquaintances. Practiced 

assertiveness, which he has used to some success on the ward (eg refusing to give money to others when he doesn't want to). HoNOS: 9- Problems with relationships; -LSP: 1- Difficulty responding to conversation: 2- withdritwf'rorn sociaIcontact;~· show wanmh to others; s-inakelkeep frfendships:. 

Completed program in March 
2012 
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& Cultural Needs. 
Leggings Guardianship Order: No 

If yes, what is the nature of the order: 

Has a Consent to CarerlFamilvIFriend Involvement in Care Fonn 
been completed? 

~ Yes 0 No 

~ Yes 0 No 
~ Yes 0 No 
o Yes ~ No 

Has the Cultural Diversit\: Assessment Checklist been completed? ~ Yes 0 No 

Does the Consumer come from a CALD background? 
If yes. is the Cultural Mental Health Worker engaged? 
Has the ATSI Liaison Officer been engaged? 

Consumer's Goal Statement: 

OYes 0 No~ NIA 

Summary of Current 
I'd like to follow my faith and find out more about Judaism. 
I want to make friends who won't push me hack into drugs. 
I'd like to have a girlfriend. 

Mike's mother is from Israel and follows the Jewish faith. Mike followed Judaism and 
learnt some Hebrew as a boy, and has recently shown interest again. Mike has no 
close friends, apart from 'party' who took drugs. Mike has lost a lot of 

HoNOS scores 

skills during weekly 
BBQs. 

Enable LCT for 
group. Provide opportunities for Mike to 
discuss the group, and practice social 
skills and developing friendships, 

with others. 

3 

Review 
Date 

will try to have a conversation 
someone different every week. I'll 
practice the things that I learn with the 
staff. 

Prompt Mike with techniques, ideas for CC, all staff. 

Strategy 
Attended 8-week Social Skills Training rehab program 

topics & openers~ avoiding distraction of 

Strategies that have worked/didn't work in the past (progress of Care)' 
e . . linkaf{es wl:th commun' ,. itmil visitS~:church atteridimce 

Did it work? Provide details 
Mike gained some insight into issues with drug-using acquaintances. Practiced 
assertiveness, which he has used to some success on the ward (eg refusing to give 
mone to others when he doesn't want to). 

HoNOS: 9- Problems with relationships; LSP: 1- Difficulty responding to conversation: 2- withdraw from social contact; 3..0 show wannrh to others; S- makelkeep friendships. 

Date AttemptedlImplemented 
Completed program in March 
2012 
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LeisurelRecreational: Interests, Hobbies, Sporting Activities 

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 goto alivefooty game again. 
I want to go to the movies more often. 

I i 

HoNOS scores 12 3 

Strategies 

money management strategies to 
plan 2 trips to the movies in the next 3 
months. 

once a 
week (see goals in Physical Health 
section) 

Consumer Actions 

_ and make sure 
I have money saved to go to the movies. 
I will check the newspaper for movies 
and times 1'd like to go. 

_ a kick 
around the yard with the gnys at least 
every Monday. 

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

o 

Support Role!Treatments 

Encourage 
spending. Provide snpport to plan movie 
trips (eg finding section in newspaper, 
discussing movie reviews). 

activities. 

Members 
Responsible 

(including Clinicians> Carers, 
Review 

Date 

Provide LCT opportunities and staff to 1 Clinical team, rehab team. 
attend. 

and opportnnities to 
practice. Encourage activity. 
Refer to exercise physiologist for 
physical assessment and exercise tips. 

CC & exercise physiologisL 

Strategies that have workedldidn'tworkin the past (progress of Care) 
e.!!. attendance at Diversional Activifies-;:-Grou'ps;-"Outinf!s" 

Strategy Did it work? Provide details Date AttemptediImplemented 

HoNOS: 11- Problems with occup::rrion :md activities. LSP: 2- withdraw from soci::ll contnct 
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LeisurelRecreational: Interests, Hobbies, Sporting Activities 

Statement: 
1'd like to go to Punt Road in Melbourne one day and meet the Richmond Tigers 
(AFL team). 1'd like to go to a live footy game again. 
I want to to the movies often. 

HoNOS scores 12 3 

Strategies 

Use money management to 
plan 2 trips to the movies in the next 3 
months. 

once a 
week (see goals in Physical Health 
section) 

Consumer Actions 

sure 
I have money saved to go to the movies. 
I will check the newspaper for movies 
and times 1'd like to go. 

a kick 
around the yard with the guys at least 
every Monday. 

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

~£!!!:'ll; ""U..VILU" other activities. 

o 

Support Ro\e!Treatments 

spending. Provide support to plan movie 
trips (eg finding section in newspaper. 
discussing movie reviews). 

Members 
Responsible 

(including Clinicians> Carers, 

Provide LCT opportunities and staff to Clinical team, rehab team. 
attend. 

and opportunities to 
practice. Encourage activity. 
Refer to exercise physiologist for CC & exercise physiologisL 
physical assessment and exercise tips. 

Review 
Date 

Strategies that have workedldidn'tworkin the past (Progress of Care) 
e . . attendance at Diversional Activifitii:-Grou' S;--OUtin. $'-

Strategy Did it work? Provide details Date AttemptediImplemented 

HoNOS: 11- Problems with occup::rrion :md activities. LSP: 2- withdraw from soci::U contnct 
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Recovery & Relapse Prevention Plan: How can I stay well & avoid crisis? What can I & others do to help when I am feeling stressed? 

What I am like when I am feeling 
I like singing and talking to others when I'm well. I used to sing to myself a lot. I want other people's company when I'm feeling 
good. 

alright & well: 
····1 .. 

-' ',,'1 

Things I need to do to keep me 
I need to take my medication. I need to keep busy and find things to occupy my mind and body. I need to listen to music when the .... 

voices get annoying. 
feeling well: . 

..... 

Things that cause me stress. Are I don't like shopping centres when I'mjittery. I don't like the noisy food coutts. I don't like being on the ward when the other patients 

there people, places or things to are noisy or angry. 

avoid? I 
Things I might notice when I am 

I get jittery and restless - can't stay still. I feel all squinny inside, and my head gets either all stuffed up or has the voices getting 
angry. 

getting stressed: 

Things others might notice when 
My legs bouncing up and down. I walk up and down a lot. Sometimes I hold my head., or talk to the voices. . 

I'm starting to get stressed: 
1"": 

Ways I can calm myself or make Go to the comfort room. Listen to my music. I want to try some relaxation stuff. 

myself feel better when I'm 
stressed: 

Things others can do to make me 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 Johnny says "you're 

feel cahner or safer when I'm stronger than your uncle" when his voice gets annoying. 

stressed: 

People who support me and I Johnny, my care coordinator. My mum. Jenny, the nurse on night shift. "I 

trust to help me when I'm feeling 
stressed: ......... 
Things that make it more Not being able to go to the comfort room. When I can't get away from the noises. 

difficult for me when I'm feeling 
stressed: 

'. 

Consumer Signature: Date Implemented: Date Reviewed with Consumer: 

J\V1e t..eff1ivr'£4 12/6/2012 301712013 
ij 
,--\ 

. - ---- -- - -- --_ .. _------ -- -_ . .--.------.. _ .. - -

:,,' 
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Recovery & Relapse Prevention Plan: How can I stay well & avoid crisis? What can I & others do to help when I am feeling stressed? ... 
What I am like when I am feeling 

I like singing and talking to others when I'm well. I used to sing to myself a lot. I want other people's company when I'm feeling 
good. 

alright & well: 
.. 

Things I need to do to keep me 
I need to take my medication. I need to keep busy and find things to occupy my mind and body. I need to listen to music when the . ... 

voices get annoying. 
feeling well: 

..... 

Things that cause me stress. Are I don't like shopping centres when I'mjittery. I don't like the noisy food coutts. I don't like being on the ward when the other patients 

there people, places or things to are noisy or angry. 

avoid? 

Things I might notice when I am 
I get jittery and restless - can't stay still. I feel all squirmy inside, and my head gets either all stuffed up or has the voices getting 
angry. 

getting stressed: 

Things others might notice when 
My legs bouncing up and down. I walk up and down a lot. Sometimes I hold my head., or talk to the voices. 

I'm starting to get stressed: 

Ways I can calm myself or make Go to the comfort room. Listen to my music. I want to try some relaxation stuff. 

myself feel better when I'm 
stressed: 

Things others can do to make me 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 Johnny says "you're .... 

feel cahner or safer when I'm stronger than your uncle" when his voice gets annoying. 

stressed: 

People who support me and I Johnny, my care coordinator. My mum. Jenny, the nurse on night shift. 

trust to help me when I'm feeling 
stressed: •........ 

Things that make it more Not being able to go to the comfort room. When I can't get away from the noises. . ...... 
difficult for me when I'm feeling 
stressed: 

Consumer Signature: Date Implemented: Date Reviewed with Consumer: 

J\1A1e t..eff1ivr'£4 1216/2012 301712013 
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~\ QueenslandGovernment \\)l Quc<:nsland Health 
The Park - Centre for Mental Health 

CONSUMER STRENGTHS 
ASSESSMENT 

, '" ,c:" 
'±:C 
&'l « 
:I: ' _ C 
RI .S! 
'H: ". .... 
..c " Q, Z 

,- '" '" C c 0 o .-
'.P ti 
'" u 
u " 
~;B 

Present Moment 
What are my current strengths? 
What am I doing now? 

I use the comfort room when 
I'm Jittery or the voices are 
annoying. 
I listen to my music when I'm 
anxious. 
I take my medication. 
I hear some nice voices that 
make me laugh sometimes. 

1 like to eat good food, and I 
love fruit and vegies. 
I have pretty good health, and r 
don't get sick very often. 

I get enough money through 
my pension to get by, 

I have somewhere to go when 
I'm on leave - my brother's 
place, or my mum's. 
I can cook and look after a 
place. 

,'m good at maths. 
1 like numbers and money. 
I'm pretty good at using 
computers. 

Appendix C 

Complete Details or Affix Patient Label 

Name ... Mlchael LeggIngs ........... Gender. M IF 

Address ..... , .. ,"""'''''''''''".,'',,, .... ,,'',, .... ,,, .. ,,, ... ,'''',,',, .. 

Phone". "'" .... "."''''''', ... " ..•. Mob .. """ ..... ".""." .. ,,. 

Date of BIrth 23/ 8.1 1984_ U.R, ,,,",, .. ,,, .... ,,,,"" 
Future Past 
DesIres, aspIrations 
What do J want? 

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

I want to feel fit again. My 
black jeans are too tight. 

I want to get rid of my smoker's 
cough In the morning. 

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

I would like to work as an 
aCC(luntant one day. 

I'd llke to dosome more 
computer courses, 

Resources - personal, social 
What have I used In the past? 

Used PRN medication. 
Avoided stressful places and 
people. 
I stayed out of hospital for 9 
months. . 

learned to control my asthma 
when I was a kid. Don't get 
that anymore. 
I had a GP that I liked. 
I was a vegetarian for a While. 
I used to play AFl that kept me 
fit. 

I'm pretty good at cooking and 
housekeeping. 
I used to live with my brother, 
after I moved out of mum's 
place. 
I usually paid my bills and rent 
on time, before I got sick the 
first time. 

I got good grades in HIgh School 
for maths and SCience. 
I've had Jobs at McDonalds, 
McGllIs Bookstore, did some 
book keeping and reception 
work for my dad's smash 
repaIrs shop. J liked paper 
work. 

WMS.1001.0002.00315

~\ QueenslandGovernment \\)l Quc<:nsland Health 
The Park - Centre for Mental Health 

CONSUMER STRENGTHS 
ASSESSMENT 

, '" ,c:" 
'±:C 
&'l « 
:I: ' _ C 
RI .S! 
'H: ". .... 
..c " Q, Z 

,- '" '" C c 0 o .-
'.P ti 
'" u 
u " 
~;B 

Present Moment 
What are my current strengths? 
What am I doing now? 

I use the comfort room when 
I'm Jittery or the voices are 
annoying. 
I listen to my music when I'm 
anxious. 
I take my medication. 
I hear some nice voices that 
make me laugh sometimes. 

1 like to eat good food, and I 
love fruit and vegies. 
I have pretty good health, and r 
don't get sick very often. 

I get enough money through 
my pension to get by, 

I have somewhere to go when 
I'm on leave - my brother's 
place, or my mum's. 
I can cook and look after a 
place. 

,'m good at maths. 
1 like numbers and money. 
I'm pretty good at using 
computers. 

Appendix C 

Complete Details or Affix Patient Label 

Name ... Mlchael LeggIngs ........... Gender. M IF 

Address ..... , .. ,"""'''''''''''".,'',,, .... ,,'',, .... ,,, .. ,,, ... ,'''',,',, .. 

Phone". "'" .... "."''''''', ... " ..•. Mob .. """ ..... ".""." .. ,,. 

Date of BIrth 23/ 8.1 1984_ U.R, ,,,",, .. ,,, .... ,,,,"" 
Future Past 
DesIres, aspIrations 
What do J want? 

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

I want to feel fit again. My 
black jeans are too tight. 

I want to get rid of my smoker's 
cough In the morning. 

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

I would like to work as an 
aCC(luntant one day. 

I'd llke to dosome more 
computer courses, 

Resources - personal, social 
What have I used In the past? 

Used PRN medication. 
Avoided stressful places and 
people. 
I stayed out of hospital for 9 
months. . 

learned to control my asthma 
when I was a kid. Don't get 
that anymore. 
I had a GP that I liked. 
I was a vegetarian for a While. 
I used to play AFl that kept me 
fit. 

I'm pretty good at cooking and 
housekeeping. 
I used to live with my brother, 
after I moved out of mum's 
place. 
I usually paid my bills and rent 
on time, before I got sick the 
first time. 

I got good grades in HIgh School 
for maths and SCience. 
I've had Jobs at McDonalds, 
McGllIs Bookstore, did some 
book keeping and reception 
work for my dad's smash 
repaIrs shop. J liked paper 
work. 
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I have my mum and brother, I'd like to foliow my faith and My mum's Jewish and taught us 
who talk to me a lot and look find out more about Judalsm. a lot. I used to know some 

-;;;. after me. Hebrew. 

1::: I want to make friends who I had lots of party friends. They 
0 I am Jewish. I like a lot of the won't push me back Into drugs. liked me because I shared and 
&:~ traditions and beliefs. gave them money. 
::J :.: 
III '" 

I'd like to have a girlfriend. I had a girlfriend In high school. - a I know a lot of people on the .~ 't: u ,_ ward and outside. 0 a. 
·111 I/) 

I love the AFl, and go for the I'd like to go to Punt Rd In I used to play Aft when I was In 
Richmond Tigers. Wish they did Melbourne and meet the hIgh school. I used to go to the 
better. My favourite colours are Richmond Tigers. games, especially when 
yellow and black I I'd like to go to a live footy Richmond played In Brisbane. 

game again, 

7ii 
I'm a good singer, J us.ed to have fun at parties 

" I like listening to music. When I want to go to the movies more and raves. I liked to get high. 
0 I'm happy I like listening to often. 
~ 
l':! dance & techno. When I'm 
u jittery, I listen to Uor. I like his ., 
'" lyrics, ., 
~ I like movies, especially action " .!!l and sci-fi. 
~ 

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

What are my priorities: 
1, Learn how to relax & stop the jitters 
2. Follow my Jewish faith 
3, Go to the movies more often. 

J. C. Lately Michael Leggings 

Care Coordinator signature Consumer signature 

Date Started: 8/3/13 Date Reviewed: 30/7/13 

Date Reviewed: 

Date Reviewed: 

Date Revlewed: 
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Appendix D 

URN: 

Mental He3Hh Services 

Risk Screening Tool 

Fadlity. ..............•....•••••..•.........•.•.••••.••••••..•••..•.•. 

o Hi~ki')'-or suuide att€mpt 
o F.1fTi~1 tirl,,1Y er £d..d~ 

Dlor..y..lardirg protlW6 (e.g.lJflempIO'lIDefl~ 
ilf16s/plin, rrenta-I dI::order) 

01«1>1«1110""'1 D SJEoZ-WfS in la-ct f. fTlJrthz o HopE.l8sr~s {perC>.:rted lack 
at toc.ffircl fN'E<' ~fs-

D~oo symprofTs {e.g comm;;,r.d mtroormtior.s} 
OOlh.r:. . ...... _ ..... . 

o HiE"torj ef ... kle~ I !.>:3:;",ual tiff::iwe / 
cri'mirol hj~k'>')< 

DCarri~wt;~:;p::" I rux:ess. to file-arm 
o f\~t trrm~.s crolher agg~z~ .... 

aotiorG/thoogt!3 
0"1 n::k ef ze;'JJai1j abu~ir9 other=; 

o Ptyohoro E)'lTptCIrn {commar.d 
ha:;..'Cin::&:.~ thrE'3t-cortrd-o\;;md~ 
;md lfi'i,P=nti6c...roon !'ympiorra1 

fT"mtld IwlU'JS"y} 

-of ssff n;gect lbli~ ACu j <i«rp~>3:< :hir.g ~~ilts) 
o Cogrb'fk"? impairrmrt I irlaleotmJ di;abi';fy 
DFIen!l( 
o Fallsmk 
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A Qu •• n.land 
\..~\ GovArom~nt 

Mental He3lth S~rvice5 

Risk Screening Tool 

Chlld,profection r1?k s,creen 

URN: 

F31l,l/y OYf1~: 

Dale-ofblr.h: 

O~~_ t~ CDnstl~{ ha'i~ w~ or we resJ:oo~IW-lt!w for ct\ff-O:r~n (run l/n)a or ~dcdIC)'? C]Y~;;, [J Ne

If )~JI th~Ment31 HiJafth Chlld Frott?<..."ifon form (SVlt8S) mUE! ba ccmpl;;ed, 

----------- ----'-::-----:--:-:---'--
Pag~.2 of 2. 
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_oh' , ,_. h ' , 

Number:_xxxxxx. ______ _ 

Surnarne: __ Legglngs, ______ _ 

nd WESTMORETONSOUTHBURNETf 

j~~~~~ HEALTH SERVICE DISTRICT THE PARK - CENTRE FOR 
MENTAL HEALTH 

Date of Birth: 

Given Names __ Michael Rlchard ___ _ 

form provides you with an opportunity to record who you want to be Involved in 
This form will be kept In your clinical file to ensure all members of the treating team 

aware of your wishes. Remember, at any time you can change your decision regarding 
you wish to be Involved In your care and to what extent. 

Please note that It Is important that you have read and understood the leaflet "C'3rers.1 
Family and Friends· Involvement In Care" before completing this form. If you have 
read this leaflet please talk to the Social Worker or your Care Coordinator. 

Please tick the relevant box: 

Yes, I give consent for the below listed carer/family member/friend(s) to be Involved 
In my care, as specified In my care plan. 

Name 
Annie Leggings 

Frank Leggings 

Address 
1 Peg Avenue, Johnson 

Creek Qld 4321 
Unit 2/26 Wild Street, 

Juneber Q 4567 

Phone Number Relationshi 

0754321098 Mother 

0404050060 Brother 

(") 
o z 
(J) 
m z 
-l 

Cl 
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 ~ 

o 
Park, mental illness etc. m 
No, I do not give consent for my carer/family member/friend(s) to be Involved in my ~ 
care and I do no! wish them to know that I am being treated at The Park. ;! 

Other S eeial Considerations eg relationshi hlstor. le al issues 
Michael has previously been acquainted with people who were drug users and 

dealers. He does not wish.to have contact from Mr John Ferner or Miss Jane Olden, 
and does not want them to know of his whereabouts or treatment. 

Consumer 8/4/09 

R.N. Witness 8/4/09 
(Staff Member) 

Position 

s: 
r 
:$ 
"1l 
2Q 
m z 
o 

~ 
< m 
as: 
m 
~ 

· Ptense send n copy of this forlll to the Clinicnl Initintives Coordinator (Administration Z 
Building) 

· This forlll is to be filed in the clinical record behind the 'Indiyidunl Trentment Plnn' divider. ~ 
· Please destro), allY superseded versions of this form. ;;0 

m 

G:IEveryonelHeallh Informalion ServlceslHIM Formsl/ndMdual treatmenl forms/Consent Involvement In Care 

Page 43 of 44 

WMS.1001.0002.00319

_oh' , ,_. h ' , 

Number:_xxxxxx. ______ _ 

Surnarne: __ Legglngs, ______ _ 

nd WESTMORETONSOUTHBURNETf 

j~~~~~ HEALTH SERVICE DISTRICT THE PARK - CENTRE FOR 
MENTAL HEALTH 

Date of Birth: 

Given Names __ Michael Rlchard ___ _ 

form provides you with an opportunity to record who you want to be Involved in 
This form will be kept In your clinical file to ensure all members of the treating team 

aware of your wishes. Remember, at any time you can change your decision regarding 
you wish to be Involved In your care and to what extent. 

Please note that It Is important that you have read and understood the leaflet "C'3rers.1 
Family and Friends· Involvement In Care" before completing this form. If you have 
read this leaflet please talk to the Social Worker or your Care Coordinator. 

Please tick the relevant box: 

Yes, I give consent for the below listed carer/family member/friend(s) to be Involved 
In my care, as specified In my care plan. 

Name 
Annie Leggings 

Frank Leggings 

Address 
1 Peg Avenue, Johnson 

Creek Qld 4321 
Unit 2/26 Wild Street, 

Juneber Q 4567 

Phone Number Relationshi 

0754321098 Mother 

0404050060 Brother 

(") 
o z 
(J) 
m z 
-l 

Cl 
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 ~ 

o 
Park, mental illness etc. m 
No, I do not give consent for my carer/family member/friend(s) to be Involved in my ~ 
care and I do no! wish them to know that I am being treated at The Park. ;! 

Other S eeial Considerations eg relationshi hlstor. le al issues 
Michael has previously been acquainted with people who were drug users and 

dealers. He does not wish.to have contact from Mr John Ferner or Miss Jane Olden, 
and does not want them to know of his whereabouts or treatment. 

Consumer 8/4/09 

R.N. Witness 8/4/09 
(Staff Member) 

Position 

s: 
r 
:$ 
"1l 
2Q 
m z 
o 

~ 
< m 
as: 
m 
~ 

· Ptense send n copy of this forlll to the Clinicnl Initintives Coordinator (Administration Z 
Building) 

· This forlll is to be filed in the clinical record behind the 'Indiyidunl Trentment Plnn' divider. ~ 
· Please destro), allY superseded versions of this form. ;;0 

m 

G:IEveryonelHeallh Informalion ServlceslHIM Formsl/ndMdual treatmenl forms/Consent Involvement In Care 

Page 43 of 44 

EXHIBIT 844



Appendix F 

The Park - Centre for Mental Health 
Consumer Information Sheet 

Carers, Family and Friends - Involvement in Care 
~~~~¥li~ 'f~~~:~-::' 

When people are Ip50sPlt?I"Q/J!liJ they have family or friends who worry about them and would like to 
know how they are."i'amIlV1@'friends can be Important supports In a person's journey towards recovery . 

. i'~~;! 

\}Some people choose to Involve their families, carers or friends In all parts of their care at The Park. Some 
';'1'~llke them to know a bit. Others prefer them not to be Involved In their care at all. This Is a choice we would 

,like each person to make. 

YQu,might like to think about how you want your family, carers or friends to be Involved in your care, while 
youar" here. Some questions you might want to consider are: 

• How much you want them to know about your care at The Park 
• How much they can take part In decision making with you & the treating team 
• If you would like them to stand up for your rights and preferences 
• If you would like them to attend Mental Health Review Tribunal hearings with you, or for you (eg 

speak on your behalf). 
• If 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, social, 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 this. The treating team highly value maintaining your privacy. Any personal or clinical details 
that you wish to keep private will not be shared with your carers, family or friends. However, In very rare 
cases such as an emergency, clinical staff may need to disclose limited Information to your family, for 
example, in a medical emergency or If you are absent without permission. 

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

• General Information about The Park. 
• General information about mental illness (we won't disclose your diagnosis 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 Can 
change your decision regarding who you Wish to be involved in your care and to what extent. Simply talk to 
your Care Coordinator. 

If you have any questions about this information sheet or the consent form, please talk to your Care 
Coordinator, Social Worker, the Consumer Advocate or Consumer Consultant. 
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Appendix F 

The Park - Centre for Mental Health 
Consumer Information Sheet 

Carers, Family and Friends - Involvement in Care 
~~~~¥li~ 'f~~~:~-::' 

When people are Ip50sPlt?I"Q/J!liJ they have family or friends who worry about them and would like to 
know how they are."i'amIlV1@'friends can be Important supports In a person's journey towards recovery . 

. i'~~;! 

\}Some people choose to Involve their families, carers or friends In all parts of their care at The Park. Some 
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YQu,might like to think about how you want your family, carers or friends to be Involved in your care, while 
youar" here. Some questions you might want to consider are: 

• How much you want them to know about your care at The Park 
• How much they can take part In decision making with you & the treating team 
• If you would like them to stand up for your rights and preferences 
• If you would like them to attend Mental Health Review Tribunal hearings with you, or for you (eg 

speak on your behalf). 
• If 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, social, 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 this. The treating team highly value maintaining your privacy. Any personal or clinical details 
that you wish to keep private will not be shared with your carers, family or friends. However, In very rare 
cases such as an emergency, clinical staff may need to disclose limited Information to your family, for 
example, in a medical emergency or If you are absent without permission. 

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

• General Information about The Park. 
• General information about mental illness (we won't disclose your diagnosis 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 Can 
change your decision regarding who you Wish to be involved in your care and to what extent. Simply talk to 
your Care Coordinator. 

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

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

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

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

Date: I I I I I I I I 
Newepisode g 

Standard Re~!:w Standard Review Slandard Review § Review type: Standard Review § 
Ad HO~~~,~i_e~, ~~~"n .. Ad Hoc Review Ad Hoc Review 
End . End 

" Rating Rating Rating Rating 

Risk Assessment i 

Profiles: I ~elTHarm Self Harm I 
, 

I 

JCW Progress 0 0 0 0 
Summary Notes 

Individnal 0 0 0 0 
Care Plan 

Crisis Intervention 0 0 0 0 
Plan 

'-,Relapse Prevention 0 0 0 0 
Plan 

Health ortheNation 
Outcome Scales for 

0 0 0 0 

Olildren&Adoksmlts 
~A) 

Children's Global 0 0 0 0 
Assessment Scale 

(CGAS) 
,T, 

" ~~~~~t~_~~atus 0 0 0 0 

Strengths & Eillml! . !~ PR,enf. : Teacher Parent. I !~ Eillml! , ~ 

Difficulties Quest. 0 0 0 0 0 0 0 0 0 0 0 0 
(SDQ) 

Consumer 0 0 0 0 
PartiCipation 
Action Plan 

Strellgths 0 0 0 0 
Assessment Tool 

Consumer 0 0 0 0 
Developlnental 

Tasks Questionnaire 

Involuntary I I I I 

Voluntary Status 0 0 0 0 0 0 0 0 
Involuntary Patient 0 0 0 0 
Summary (IPS) 

Other Area Tools: ego Child Protectloll Form, LeT, HCR~]O " , 

C,linical Cbart 0 0 0 0 
Audit 
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Your rights and responsihilities(continued) 

~efore you agree to treatmen~ 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 responsibilities 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 Centre 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 

» a range of rec.ognised therapies 

. » living and learning with a group of other teenagers 

» within an environment comfortable to adolEOlscents. 

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 
. oversee all aspects of an adolescl'l1!'s treatment as decided 
by the Treatment Team. The. Case Coordinator is the 
primary contact for the adolescent, their family/carers and 
significant others. 

Individual Therapist 

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

This staff member engages adolescents in therapeutic one
to-one counselling on a weekly basis. These sessions are 
confidential between the adolescent and therapist. 

> 

Family Meeting. 

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, 

I 
I 
I 
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Your rights and responsibilities (continued) 

~efore you agree to treatmen~ 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 responsibilities 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 Centre 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 
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» a range of recognised therapies 
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'pathologist, occupational therapists, dieticians, teachers, 
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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 
,oversee all aspects of an adolescl'l1!'s treatment as decided 
by the Treatment Team. The. Case Coordinator is the 
primary contact for the adolescent, their family/carers and 
significant others. 

IndiVidual Therapist 

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

This staff member engages adolescents in therapeutic one
to-one counselling on a weekly basis. These sessions are 
confidential between the adolescent and therapist. 

> 

Family Meeting. 

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, 

---------~~-------------------
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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 I visit? 
and many other similar questions 

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 able 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. 

----r----, 

WHAT IS THE BARRETT ADOLESCENT 
CENTRE? 

The Barrett Adolescent Centre is a specialised centre sauated in the 
pleasant grounds of The Park - Centre for Mental Health Treatment, Research and Education, at WacoL 
It is the only.extended treatment and rehabilitation mental health centre 
for adolescents in Queensland. 

Our mission is "to work together with adolescents, their parents or 
carers and our other partners to provide effective mental health interventions integrated with ecl.ucation and (de skills programs that support teenagers in their journey towards recovery". For this reason 
we encourage contact by family members.:and most adolescents spend 
their weekends at home following the initial assessment phase of their admission. 

The Centre also has a school that cat~FS ,to the individual's academic needs. .... 

The Centre program is designed to assess and treat adolescents wITh complex mental health problems. These include depression, schizophrenia, anxiety disorders and anorexia just to name a few. 
Admissions may be for a limited assessment period, a longer stay 
treatment program, or attendance as a day patient. The therapeutic programs include group therapy, individual therapy, family therapy, adventure therapy, psychological assessment, continued 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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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 I visit? 
and many other similar questions 

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 able 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 IS THE BARRETT ADOLESCENT 
CENTRE? 

The Barrett Adolescent Centre is a specialised centre situated in the 
pleasant grounds of The Park - Centre for Mental Health Treatment, 
Research and Education, at WacoL 

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

Our mission is "to work together with adolescents, their parents or 
carers and our other partners to provide effective mental health 
interventions integrated with ecl.ucation and life skills programs that 
support teenagers in their journey towards recovery". For this reason 
we encourage contact by family members.:and most adolescents spend 
their weekends at home following the initial assessment phase of their 
admission. 

The Centre also has a school that cater-s to the individual's academic 
needs. . ...... 

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

Admissions may be for a limited assessment period, a longer stay 
treatment program, or attendance as a day patient. The therapeutic 
programs include group therapy, individual therapy, family therapy, 
adventure therapy, psychological assessment, continued education and 
a life skills program. 

Our aim is to bring about suitable improvement in your adolescenfs 
wellbeing, such that other forms of community treatment will be 
successful following discharge. 
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WHO CAN i TALK TO? 
Prior to your adolescenfs admiSSion, our Clinical Liaison Person (Intake Nurse) will be in contact with you. This is the person who sent you this 
booklet They will be there when your adolescent is admitted. You are welcome to call this person during normal office hours on 3271 8742 and 
ask to be put through to himfher. 
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 treatment as decided by the treatment team. The Case Coordinator will work very closely with your adolescent to establish 
treatment goals and coordinate the implementation of treatment programs. It is important to maintain very regular contact with this person to discuss 
your adolescenfs treatment. Nurses work shifts and can be contacted on either 3271 8760 or 3271 8761. 
Whenever your adolescent's Case Coordinator is not on duty, you may call 
and ask for the Clinical Nurse on duty, using these same numbers. They 
will be able to answer your enquiries. 
Throughout their stay, your adolescent will receive treatment from a variety 
of our multidisciplinary team members. The Treatment Team includes consultant psychiatrist psychiatry registrar, nursing staff, psychologist, occupational therapist, speech pathologist, social worker, dietitian, 
teachers, social worker and leisure therapist 
The psychologist works in collaboration with adolescents to develop psychological and behavioural interventions that can be used to help manage problems such as depression, anxiety, anger and poor coping and social skills. The psychologist works with the adolescent in tailoring these to the individual's specific requirements. Some individuals may also 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 and/or significant others to help find other ways of approaching their problems and to plan effective action in areas such as individual casework, family meetings, group work, linking to community 
organisations, money management, education/schooling, cultural issues, 
activities of daily living, sports and recreation, and accommodation. 
Your adolescent will also have an Individual Therapist who is usually a 
psychologist This staff member engages your adolescent in a therapeutic relationship involving one-te-one counselling on a weekly basis. These sessions are confidential between the adolescent and the therapiSt. Adolescents feel free to open up more in therapy when they know their 
therapist only talks to them. 

For this reason it is preferred that parents do not have contact with the 
Individual Therapist Your adolescenfs 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 all adolescents to help increase 
their independence and confidence in daily activities eg self-care, home duties, being a friend, studying, working, and doing leisure, religious and cultural activities. 

Developing skills to complete these activities is important for survival, giving meaning to life, contributing to one's sense of self, and promoting 
health and recovery. Occupational therapy may include assessment, individual therapy, parent/carer consultation, and group work. 
The dietitian may also see your adolescent, .The dietitian will assist them 
in ensuring that their nutritional requiremen~ are met and any nutritional or eating issues are addressed. . 
All adolescents are involved in leisure therapy activities. The leisure therapist assesses age appropriate functioning and development of leisure skills. Leisure activities are utilised as a tool by which to develop 
life skills and manage the symptoms of mental illness. 
Members of the staff may be contacted by calling our reception on 3271 8742. If you would like to attend an interview with any member of the 
Treatment Team, it is best to ask your adolescenfs Case Coordinator to arrange this. 

Of course you may also phone your adolescent while they are at the Centre. Due to the school and activities program conducted at the 
Centre, the best times to phone are from 7pm until 9pm Monday to Thursday, after 3pm on Friday and any time from 10am until 9pm on 
weekends. The phone number to call is 3271 8762. 
If you wish to discuss issues relating to academic performance, your adolescenfs teacher is available and can be contacted on 3271 8739. 
Most families have the opportunity to attend family meetings. This will involve attendance by the family at regular sessions with the family therapist. 

Our Clinical Liaison Person also organises a Parents Support Group, 
which meets one evening during the week on a monthly basis. This is a valuable opportunity to share your own experience with other parents who face similar issues. It is also an opportunity to meet with staff and discuss issues relating to the Centre. 
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WHO CAN i TALK TO? 
Prior to your adolescenfs admission, our Clinical Liaison Person (Intake 
Nurse) will be in contact with you. This is the person who sent you this 
booklet They will be there when your adolescent is admitted. You are 
welcome to call this person during normal office hours on 3271 8742 and 
ask to be put through to himfher. 

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 treatment as decided by the treatment team. The Case 
Coordinator will work very closely with your adolescent to establish 
treatment goals and coordinate the implementation of treatment programs. 
It is important to maintain very regular contact with this person to discuss 
your adolescenfs treatment. Nurses work shifts and can be contacted on 
either 3271 8760 or 3271 8761. 

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

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

The psychologist works in collaboration with adolescents to develop 
psychological and behavioural interventions that can be used to help 
manage problems such as depression, anxiety, anger and poor coping and 
social skills. The psychologist works with the adolescent in tailoring these 
to the individual's specific requirements. Some individuals may also 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 and/or significant others to help find other ways of 
approaching their problems and to plan effective action in areas such as 
individual casework, family meetings, group work, linking to community 
organisations, money management, education/schooling, cultural issues, 
activities of daily living, sports and recreation, and accommodation. 

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

For this reason it is preferred that parents do not have contact with the 
I ndividual Therapist Your adolescenfs 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 all adolescents to help increase 
their independence and confidence in daily activities eg self-care, home 
duties, being a friend, studying, working, and doing leisure, religious and 
cultural activities. 

Developing skills to complete these activities is important for survival, 
giving meaning to life, contributing to one's s.ense of self, and promoting 
health and recovery. Occupational therapy may include assessment, 
individual therapy, parent/carer consultation, and group work. 

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

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

Members of the staff may be contacted by calling our reception on 3271 
8742. If you would like to attend an interview with any member of the 
Treatment Team, it is best to ask your adolescenfs Case Coordinator to 
arrange this. 

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

If you wish to discuss issues relating to academic performance, your 
adolescent's teacher is available and can be contacted on 3271 8739. 

Most families have the opportunity to attend family meetings. This will 
involve attendance by the family at regular sessions with the family 
therapist. 

Our Clinical Liaison Person also organises a Parents Support Group, 
which meets one evening during the week on a monthly basis. This is a 
valuable opportunity to share your own experience with other parents 
who face similar issues. It is also an opportunity to meet with staff and 
discuss issues relating to the Centre. 
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CIMHA (Consumer Integrated Mental Health Application) is a consumer-centric 
clinical infolmation 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 SUppOlt State and the Commonwealth repOtting. 

All consumer Referral details including, refenal 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 cunent 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 PDP 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 PDP documents. This should be completed as per the 
state Key Performance Indicator and in-line with the Standardised Suite of Clinical 
Documentation (Office of the Chief Psychiatrist, Mental Health Alcohol and Other 
Drugs Branch). 

CIMHA is on the Orientation Program and all clinical staff are required to attend the 
training prior to having access. 
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CIMHA (Consumer Integrated Mental Health Application) is a consumer-centric 
clinical infolmation 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 SUppOlt State and the Commonwealth repOtting. 

All consumer Referral details including, refenal 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 cunent 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 PDP 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 PDP documents. This should be completed as per the 
state Key Performance Indicator and in-line with the Standardised Suite of Clinical 
Documentation (Office of the Chief Psychiatrist, Mental Health Alcohol and Other 
Drugs Branch). 

CIMHA is on the Orientation Program and all clinical staff are required to attend the 
training prior to having access. 
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Dooument ID DDWMProc201000447 

Inter-district Transfer of Mental Health Consumers within South 
QUeensland Health Service Districts 
Division of Mental Health 
Darling Downs - West Moreton Health Service District 

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

2 Scope 

It is well established that mental health consumers are at an 
Increased risk of harm during periods of transition. South 
Queensl8nd Health Servloe Dlstrlots are committed to an 
agreed procedure to ensure the comprehensive management 
of consumer transition between mental health services. This 
procedure clarifies and standardises the roles, expectations 
and responsibilities of transferring and receiving services In the 
management of mental health consumer transitions between 
services. 

PRINCIPl.ES 
During the transfer of care of mental health consumers 
between services: 

o The cultural needs of the consumer and their carers will be 
acknowledged and respeoted (See APPENDIX A). 

• Mental health services will work collaboratively to ensure a 
consumer focused transitiOn of care. 

o The transfer process, Including the time It takes to 
complete, will be consistent with consumers' recovery I 
care I treatment plans e.g. efforts made to support the 
consumer's ongoing 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 
oare arrangement for a period of time. 

o If a Clinical difference of opinion oocurs regarding the 
ongoing management of a consumer transferring between 
districts, the consultant of the receiving service has the 
final decIsion and responsibility for the ongoing care. 

o Allowances- may-be-made -for-consumers who .. are mental 
health service employees. 

Queensland Government 

mm~~~~~~~~~~~ww~ 
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QUeensland Health Service Districts 
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1 Purpose 
This procedure describes the processes for by which 
mental health consumers of South Queensland Health 
Service Districts receive an efficient, consumer focused 
transition of care between mental health services. 

2 Scope 

It is well established that mental health consumers are at an 
Increased risk of harm during periods of transition. South 
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services. 
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o The transfer process, Including the time It takes to 
complete, will be consistent with consumers' recovery I 
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Queensl/md Health Procedure: Insert Title 

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 .ruJ servIce 
types, the followIng (most recent) Information is requIred (when It exists): 

• Consumer demographIc information form (demographic information generated from 
CIMHA Is also acceptable) 

• Consumer Intake form 
• Consumer assessment form with associated assessment modules attached (for Initial 

assessments: particularly the Family Developmental History and Sooial Assessment) 
• Recovery Plan (Note: the recovery plan has 3 sections: 1) reoovery plan - consumer 

focused; 2) Individual care! treatment plan - servIce! duty of care focused; 3) relapse 
prevention plan). 
An individual oare I treatment plan generated from the care planning module In CIMHA Is 
also acceptable. 

• Consumer End of EpIsode! DIscharge Summary 

ClinIcal documentation should be recorded on the Queensland Health Mental Health standardIsed 
suites of clinical documentation forms. Notes written by non MH staff (e.g. ED ollnlclans) may be 
recorded In other formats. 

In the event that these forms have never been completed by the transferring servIce, the 
Ccnsumer End of EpisodelDlscharge Summary is mandatory from Inpatient service providers, the 
Intake I assessment Information Is mandatory from ACT I ED services and the Consumer End of 
Episode ! DIscharge summary Is a mInImum requIrement from communIty Service PrOVIders 
(Including MIT services). These forms therefore must be completed by the transferring servIce 
prior to transfer unless exceptional cIrcumstances exist (e.g. emergency transfer from rural EO 
where no after hours mental health staff to complete standard suite of documents) 
Documentation In these circumstances must Include: 

• Risk Screen (If not recorded on Intake or assessment form) 
• Medical Orticer RN notes If initial MH assessment has not been completed 
• MHA 2000 documentation (If applicable) 
• Medical Assessment & Clearance 

When pOSSible, the· transferrIng service should forward clinical documentation to the receiving 
servIce at least 3 days prior to the transfer of clinical oare of the oonsumer. 

Clinical Information may be transferred via emall or facsimile. The transferrIng service must ensure 
the Information has been received by the receiving service and must document In the consumer's 
medical reoord that this has occurred. 

Note regarding mandatory steps for any transfer of consumer care: 

• The receiving service contact details and follow up appOintment details must be noted In 
the consumer's transferring service medical reoord prior to transfer. 

• Unless a consumer does not grant permIssion for mental health service providers to 
... _ .. __ ........ contact.thelr .. carers.and..l-or-families, .. prlor ... to.the .transfer.of"a.consumer!s.care,..the. _. 

transferring servIce Principal Service ProvIder (PSP) or equivalent, must notify (at 

~!,!,,""_"A""!I!I .. : :.~'tS?'tmr ...... ': " ... :-;.: . .;: .... ::;:,::", .. 
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Queensl/md Health Procedure: Insert Title 

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 .ruJ servIce 
types, the followIng (most recent) Information is requIred (when It exists): 

• Consumer demographIc information form (demographic information generated from 
CIMHA Is also acceptable) 

• Consumer Intake form 
• Consumer assessment form with associated assessment modules attached (for Initial 

assessments: particularly the Family Developmental History and Sooial Assessment) 
• Recovery Plan (Note: the recovery plan has 3 sections: 1) reoovery plan - consumer 

focused; 2) Individual care! treatment plan - servIce! duty of care focused; 3) relapse 
prevention plan). 
An individual oare I treatment plan generated from the care planning module In CIMHA Is 
also acceptable. 

• Consumer End of EpIsode! DIscharge Summary 

ClinIcal documentation should be recorded on the Queensland Health Mental Health standardIsed 
suites of clinical documentation forms. Notes written by non MH staff (e.g. ED ollnlclans) may be 
recorded In other formats. 

In the event that these forms have never been completed by the transferring servIce, the 
Ccnsumer End of EpisodelDlscharge Summary is mandatory from Inpatient service providers, the 
Intake I assessment Information Is mandatory from ACT I ED services and the Consumer End of 
Episode ! DIscharge summary Is a mInImum requIrement from communIty Service PrOVIders 
(Including MIT services). These forms therefore must be completed by the transferring servIce 
prior to transfer unless exceptional cIrcumstances exist (e.g. emergency transfer from rural EO 
where no after hours mental health staff to complete standard suite of documents) 
Documentation In these circumstances must Include: 

• Risk Screen (If not recorded on Intake or assessment form) 
• Medical Orticer RN notes If initial MH assessment has not been completed 
• MHA 2000 documentation (If applicable) 
• Medical Assessment & Clearance 

When pOSSible, the· transferrIng service should forward clinical documentation to the receiving 
servIce at least 3 days prior to the transfer of clinical oare of the oonsumer. 

Clinical Information may be transferred via emall or facsimile. The transferrIng service must ensure 
the Information has been received by the receiving service and must document In the consumer's 
medical reoord that this has occurred. 

Note regarding mandatory steps for any transfer of consumer care: 

• The receiving service contact details and follow up appOintment details must be noted In 
the consumer's transferring service medical reoord prior to transfer. 

• Unless a consumer does not grant permIssion for mental health service providers to 
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the minimum) and preferably consult with the consumer's carers and family 
regarding the pending transfer of oare. 

1. Transfer of Community Volulltary Mental Health Consumers 

1.1 Consumers ohooslng not to ellgage with the Community MHS within their destination 
District 

1.1.1 The transferring service will contact the receiving service to advise of: the oonsumer's 
relOcation to the receiving district: and, the CIMHA reference number (when available), 
for Information only. 

1.1.2 The transferring service will document contact with receiving service In the consumer's 
medloal reoord prior to case olosure. 

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

1.2.1 With oonsumer consent the ollnlcal Information above will be provided to relevant 
mental health service provlderls e.g. GPs, private psychiatrists, NGO's. The 
transferring service will document contact with the follow up care providers In the 
consumer's medical record prior to case closure. 

1.2.2 The Principal Service Provider (PSP) from the transferring service will contact the 
consumer, following their relocation, to oonflrm and document that they have engaged 
with clinical I support services In their destination dlstrlot. 

1.2.3 If the consumer has not engaged with clinical/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 to procedure 1.2 for 
voluntary consumers and 2.0 for involuntary consumers. 

1.3 Consumers ohooslng to engage with the Community MHS In their destination District 

1.3.1 The transferring service will contact the receiving service via their Intake officer/team 
leader (rural services). and will fOlWard the Information noted above (Page 2). 

1.3.2 The reoelvlng service Intake officer/team leader (rural services) will facilitate the intake 
process to determine the follow up oare Which will provided In accordance with local 
processes (Including dissemination of clinical handover Information). 

1.3.3 For cases where the oonsumer Is accepted for follow up Into a community team 
(Including ACT and MITT) the receiving service follow up leam will facilitate principal 
service provider (PSP) face to faoe oontaot with Ihe consumer as soon as Is required 
as determined by clinical need, but no later than 14 days. If any consumer has to wait 
for face to face oontaot with the receiving service for longer than Is clinically 
aooeptable, the transferring service will oontlnue to provide care during the transition 
period (for up to 14 days, as negotiated between the transferring and receiving 
services). If It Is geographically Impraotical for the transferring service to provide face 
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transferring service will maintain telephone or video Itnk transition care as an 
alternative until the consumer attends their first appointment with the receiving servioe. 
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the minimum) and preferably consult with the consumer's carers and family 
regarding the pending transfer of oare. 

1. Transfer of Community Volulltary Mental Health Consumers 

1.1 Consumers ohooslng not to ellgage with the Community MHS within their destination 
District 

1.1.1 The transferring service will contact the receiving service to advise of: the oonsumer's 
relOcation to the receiving district: and, the CIMHA reference number (when available), 
for Information only. 

1.1.2 The transferring service will document contact with receiving service In the consumer's 
medloal reoord prior to case olosure. 

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

1.2.1 With oonsumer consent the ollnlcal Information above will be provided to relevant 
mental health service provlderls e.g. GPs, private psychiatrists, NGO's. The 
transferring service will document contact with the follow up care providers In the 
consumer's medical record prior to case closure. 

1.2.2 The Principal Service Provider (PSP) from the transferring service will contact the 
consumer, following their relocation, to oonflrm and document that they have engaged 
with clinical I support services In their destination dlstrlot. 

1.2.3 If the consumer has not engaged with clinical/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 to procedure 1.2 for 
voluntary consumers and 2.0 for involuntary consumers. 

1.3 Consumers ohooslng to engage with the Community MHS In their destination District 

1.3.1 The transferring service will contact the receiving service via their Intake officer/team 
leader (rural services). and will fOlWard the Information noted above (Page 2). 

1.3.2 The reoelvlng service Intake officer/team leader (rural services) will facilitate the intake 
process to determine the follow up oare Which will provided In accordance with local 
processes (Including dissemination of clinical handover Information). 

1.3.3 For cases where the oonsumer Is accepted for follow up Into a community team 
(Including ACT and MITT) the receiving service follow up leam will facilitate principal 
service provider (PSP) face to faoe oontaot with Ihe consumer as soon as Is required 
as determined by clinical need, but no later than 14 days. If any consumer has to wait 
for face to face oontaot with the receiving service for longer than Is clinically 
aooeptable, the transferring service will oontlnue to provide care during the transition 
period (for up to 14 days, as negotiated between the transferring and receiving 
services). If It Is geographically Impraotical for the transferring service to provide face 
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transferring service will maintain telephone or video Itnk transition care as an 
alternative until the consumer attends their first appointment with the receiving servioe. 
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Note: When a consumer Is transferred between services following an Inpatient episode 
of care, face to face contact Is mandatory within 7 days of discharge from the Inpatient 
unit. 

2. Transfer of care for involuntary mental health consumers 

2.1 Transfer of care of involuntary consumers under the MHA2000, who are not forensic 
consumers 

2.1.2 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 
exoeptionsthat: 
• The appropriate MHA2000 documentation must be transferred. This includes the 

treatment plan (all consumers) and making contaot with the receiving districts MH 
Act Coordinator to advise of transfer and legal status. 

• The consumer's forensic history must be forwarded by the transferring service with 
the other clinical Information required. 

• In the event that the transferring service Is providing transillon care for up to 14 
days, If the consumer breaches the conditions of their treatment plan (e.g. Is non 
compliant with medication), the transferring service will manage this clinical Issue 
during the transition period. If the transferring service requires access to local 
networks (e.g. emergency services) they may make contact with the receiving 
service for this Information. 

2.2 Transfer of an InVOluntary consumer from an Inpatient service to a community service 

2.2.1 For Inter-district transfer of an Involuntary consumer from an Inpatient servJce to a 
community service, the following requirements also apply: 
• Consultant to consultant Iialson/team leadel' (rural services) contact is required 

prior to dlsoharge from the transferring service. 
• If a case manager In the receiving service Is not allocated at the time of transfer, 

the interim PSP Is the team leader of the receiving service community team. 
• The Nurse Unit Manager of the transferring service Is responsible for liaising with 

the case managerl team leader of the rural team prior to the consumer transfer, for 
rural discharges. 

2.3 Melltal Health Act Administrator (MHAA) 
• When receiving notification of a transfer of an ITO via CIMHA emall facility, the receiving 

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. 

• When the referral has been accepted the receiving service PSP (usually a case manager) 
will notify the transferring service team and the receiving service MHAA so transfer of the 
ITO can be arranged. 

• If the transfer is not complete, the receiving service MHAA must Inform the transferring 
service that the ITO Is to remain wllh them until the process Is completed. 

• If the consumer has been accepted to the receiving service, the ITO must be accepted by 
the receiving service MHAA. 
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Note: When a consumer Is transferred between services following an Inpatient episode 
of care, face to face contact Is mandatory within 7 days of discharge from the Inpatient 
unit. 

2. Transfer of care for involuntary mental health consumers 

2.1 Transfer of care of involuntary consumers under the MHA2000, who are not forensic 
consumers 

2.1.2 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 
exoeptionsthat: 
• The appropriate MHA2000 documentation must be transferred. This includes the 

treatment plan (all consumers) and making contaot with the receiving districts MH 
Act Coordinator to advise of transfer and legal status. 

• The consumer's forensic history must be forwarded by the transferring service with 
the other clinical Information required. 

• In the event that the transferring service Is providing transillon care for up to 14 
days, If the consumer breaches the conditions of their treatment plan (e.g. Is non 
compliant with medication), the transferring service will manage this clinical Issue 
during the transition period. If the transferring service requires access to local 
networks (e.g. emergency services) they may make contact with the receiving 
service for this Information. 

2.2 Transfer of an InVOluntary consumer from an Inpatient service to a community service 

2.2.1 For Inter-district transfer of an Involuntary consumer from an Inpatient servJce to a 
community service, the following requirements also apply: 
• Consultant to consultant Iialson/team leadel' (rural services) contact is required 

prior to dlsoharge from the transferring service. 
• If a case manager In the receiving service Is not allocated at the time of transfer, 

the interim PSP Is the team leader of the receiving service community team. 
• The Nurse Unit Manager of the transferring service Is responsible for liaising with 

the case managerl team leader of the rural team prior to the consumer transfer, for 
rural discharges. 

2.3 Melltal Health Act Administrator (MHAA) 
• When receiving notification of a transfer of an ITO via CIMHA emall facility, the receiving 

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. 

• When the referral has been accepted the receiving service PSP (usually a case manager) 
will notify the transferring service team and the receiving service MHAA so transfer of the 
ITO can be arranged. 

• If the transfer is not complete, the receiving service MHAA must Inform the transferring 
service that the ITO Is to remain wllh them until the process Is completed. 

• If the consumer has been accepted to the receiving service, the ITO must be accepted by 
the receiving service MHAA. 
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3.1 Procedure for forensic consumer under the MHA2000 

3.1.1 The procedure for transfer of oare of forensic oonsumers under the MHA2000 is the 
same as for Involuntary oonsumers above, with the exceptions that: 
• The Dlstrlot Forenslo Liaison Officers (DFLO) from the transferring and receiving 

serviCes will be In contact with one another throughout the transfer process. 
• The DFLO from the transferring servloe will faollltate the transfer from the 

transferring service end (and therefore will be the person who will be making 
contaot with the receiving service). 

• The DFLO from the transferring service may continue to share oare /lIalse with the 
reoelvlng service DFLO regarding the consumer's care for up to 3 months (as 
negotiated between the transferring and receiving services dependent upon ollnioal 
need). It may be neoessary to negotiate a shared oare transition plan which 
Inoludes risk management. The transition plan will provide guidelines to manage 
Issues of non oompllance and Indloate who Is responsible for managing the 
oonsumer should a psyohlatrio emergenoy arise. The Intention of the transillon 
plan Is to ensure: oonslstenoy and oontlnulty of care; and that the oonsumer Is 
suitably monitored and Is unable to avoid follow up as a result of not attending 
appointments, or being absent without leave or frequently moving address. The 
duration of the translllon plan should be for a maximum period of three months and 
should be ended as soon as the receiving service Is clinically confident that they 
have sufficient understanding of the consumer to no longer require transferring 
service support. 

• The State-wide Dlreotor of Mental Health (DOMH) must authorise (via written 
authorisation) the transfer of forensic consumers from one Authorised Mental 
Health Service (AMHS) to another AMHS. The transferring AMHS will commence 
completion of the Request for Transfer - o/asslf/edlforensi%ourt order patlenl 
form (an authorised Doctor only can complete some seotlons of this form). This 
form Is then provided 10 the new AMHS for their completion. On final completion, 
the form Is faxed to the DOMH. 

• The DOMH must be satisfied that appropriate follow-up arrangements are In place 
for the conSllmer and that the transfer has been aocepted by the Clinical 
Director/Administrator (01' equivalent In rural areas) of the receiving service. This 
includes allocation of an authorised psychiatrist to the consumer prior to the 
transfer of the order. 

• Until the DOMH transfers the order to the new AMHS the transferring AMHS 
remains responsible for the consumer's treatment as prescribed In the treatment 
plan, Inoludlng taking appropriate actions when the consumer Is non-compliant 
with the treatment plan. This will occur with assistance from the receiving service 
to access looal networks If required In geographically Isolated areas. 

• Additional Information which must be forwarded by the transferring service to the 
receiving service for transfer of forensic consumers Includes: last MHRT report -
attaohed treatment plan and LCT provisions; and, summary of forenslo 
Issues/outstanding matters (Summary page - Query IPS - CIMHA). 

• The receiving service may request extra documentation from the transferring 
servloe to assist with development of follow up care plans. This may inolude: 

• Medlco legal Reports (238 Report, current LCT plan and conditions). 
• Crisis Management Plan. 

. c"-_: .-... 

• Relevant Clinical Reports (e.g. Forensic Order Report, CFOS assessment). -- -------. ---ReoeiiT"progress notes. - ---------"------------------"-----------------"----------- --- ---- ----------
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3.1 Procedure for forensic consumer under the MHA2000 

3.1.1 The procedure for transfer of oare of forensic oonsumers under the MHA2000 is the 
same as for Involuntary oonsumers above, with the exceptions that: 
• The Dlstrlot Forenslo Liaison Officers (DFLO) from the transferring and receiving 

serviCes will be In contact with one another throughout the transfer process. 
• The DFLO from the transferring servloe will faollltate the transfer from the 

transferring service end (and therefore will be the person who will be making 
contaot with the receiving service). 

• The DFLO from the transferring service may continue to share oare /lIalse with the 
reoelvlng service DFLO regarding the consumer's care for up to 3 months (as 
negotiated between the transferring and receiving services dependent upon ollnioal 
need). It may be neoessary to negotiate a shared oare transition plan which 
Inoludes risk management. The transition plan will provide guidelines to manage 
Issues of non oompllance and Indloate who Is responsible for managing the 
oonsumer should a psyohlatrio emergenoy arise. The Intention of the transillon 
plan Is to ensure: oonslstenoy and oontlnulty of care; and that the oonsumer Is 
suitably monitored and Is unable to avoid follow up as a result of not attending 
appointments, or being absent without leave or frequently moving address. The 
duration of the translllon plan should be for a maximum period of three months and 
should be ended as soon as the receiving service Is clinically confident that they 
have sufficient understanding of the consumer to no longer require transferring 
service support. 

• The State-wide Dlreotor of Mental Health (DOMH) must authorise (via written 
authorisation) the transfer of forensic consumers from one Authorised Mental 
Health Service (AMHS) to another AMHS. The transferring AMHS will commence 
completion of the Request for Transfer - o/asslf/edlforensi%ourt order patlenl 
form (an authorised Doctor only can complete some seotlons of this form). This 
form Is then provided 10 the new AMHS for their completion. On final completion, 
the form Is faxed to the DOMH. 

• The DOMH must be satisfied that appropriate follow-up arrangements are In place 
for the conSllmer and that the transfer has been aocepted by the Clinical 
Director/Administrator (01' equivalent In rural areas) of the receiving service. This 
includes allocation of an authorised psychiatrist to the consumer prior to the 
transfer of the order. 

• Until the DOMH transfers the order to the new AMHS the transferring AMHS 
remains responsible for the consumer's treatment as prescribed In the treatment 
plan, Inoludlng taking appropriate actions when the consumer Is non-compliant 
with the treatment plan. This will occur with assistance from the receiving service 
to access looal networks If required In geographically Isolated areas. 

• Additional Information which must be forwarded by the transferring service to the 
receiving service for transfer of forensic consumers Includes: last MHRT report -
attaohed treatment plan and LCT provisions; and, summary of forenslo 
Issues/outstanding matters (Summary page - Query IPS - CIMHA). 

• The receiving service may request extra documentation from the transferring 
servloe to assist with development of follow up care plans. This may inolude: 

• Medlco legal Reports (238 Report, current LCT plan and conditions). 
• Crisis Management Plan. 
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• Relevant Clinical Reports (e.g. Forensic Order Report, CFOS assessment). -- -------. ---ReoeiiT"progress notes. - ---------"------------------"-----------------"----------- --- ---- ----------
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3.2 Transfer of care for 'Special Notification of Forensic Patients" (SNFP) mental health 
consumers 

3.2.1 The procedure for transfer of care of SNFP consumers under the MHA2000 Is the 
same as for forenslo consumers above, with the exceptions that: 
• The Clinical Director (or equivalent) of the transferring service will contact the 

Clinical Director (or equivalent) of the receiving service to Inform them of and 
discuss the pending transfer. 

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

Note: The MHA2000 Resource Guide, Chapter 8 "moving and transfer" does not specifically 
address the Issue of holiday or Interim care delivery for persons under the MHA2000 who are 
holidaying within Queensland away form their treating district. Interstate travel Is addressed. 
Consideration of the consumers' rights must be made when determining appropriate 
management of this Issue. 

Key Issues to address will Include but are not limited to: 
• Length of planned holiday period 
• Distance between holiday and home district 
• Conditions of leave 
• Medication prescription and administration 
• Treatment required 
• Social supports required 

According to Forens/o Pal/ent Management Polloy and Procedures, (Queensland Forensic 
Mental Heallh Service), In addition to permanent transfer, Forensic Order movements may be: 
short term (a couple of nights, for example a holiday); and, regular short terms (for example, 
visiting relatives In another Dlstrlot). Regardless of the time length for Forensic Order 
movement, the following minimum level of Information should be provided to the reoelvlng 
DFLO and Dlstrlot: 
• Request for transfer: Classified/Forensic/Court order patient. 
• Written Authorisation from Director of Mental Health {DMH}. 
• Standardised suite of forms - Consumer Demographios, Copy of Consumer Intake, 

Consumer Assessment, and Drug Assessment. 
• Summary Page - Query IPS (CIMHA). 

4. Transfer of Consumers to a MHS Inpatient Unit 

4.1 Consumers presenting to the Emergency Department who require inpatient admission 
and reside In another District 

4.1.1 

4.1.2 

4.1.3 

4.1.4 

Consumers should be treated as close to their home as practloable, to minimise 
disruption to social networks and funotlonlng. 
All consumers presenting to the Emergenoy Department will be assessed regardless 
of their district of origin. 
Following the decision that admission Is required, the assessing district will contact 
the consumer's district of origin and notify them of the consumer's presentation and 
their status. 
Pending bed availability and not withstanding any other agreement between dlstrlots, 
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within a two hour period (between 0800 hrs and 2300hrs). Transport arrangements 
are the responsibility of the transferring dlstrlot. Ideally, within the SQHSD 
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3.2 Transfer of care for 'Special Notification of Forensic Patients" (SNFP) mental health 
consumers 

3.2.1 The procedure for transfer of care of SNFP consumers under the MHA2000 Is the 
same as for forenslo consumers above, with the exceptions that: 
• The Clinical Director (or equivalent) of the transferring service will contact the 

Clinical Director (or equivalent) of the receiving service to Inform them of and 
discuss the pending transfer. 

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

Note: The MHA2000 Resource Guide, Chapter 8 "moving and transfer" does not specifically 
address the Issue of holiday or Interim care delivery for persons under the MHA2000 who are 
holidaying within Queensland away form their treating district. Interstate travel Is addressed. 
Consideration of the consumers' rights must be made when determining appropriate 
management of this Issue. 

Key Issues to address will Include but are not limited to: 
• Length of planned holiday period 
• Distance between holiday and home district 
• Conditions of leave 
• Medication prescription and administration 
• Treatment required 
• Social supports required 

According to Forens/o Pal/ent Management Polloy and Procedures, (Queensland Forensic 
Mental Heallh Service), In addition to permanent transfer, Forensic Order movements may be: 
short term (a couple of nights, for example a holiday); and, regular short terms (for example, 
visiting relatives In another Dlstrlot). Regardless of the time length for Forensic Order 
movement, the following minimum level of Information should be provided to the reoelvlng 
DFLO and Dlstrlot: 
• Request for transfer: Classified/Forensic/Court order patient. 
• Written Authorisation from Director of Mental Health {DMH}. 
• Standardised suite of forms - Consumer Demographios, Copy of Consumer Intake, 

Consumer Assessment, and Drug Assessment. 
• Summary Page - Query IPS (CIMHA). 

4. Transfer of Consumers to a MHS Inpatient Unit 

4.1 Consumers presenting to the Emergency Department who require inpatient admission 
and reside In another District 

4.1.1 

4.1.2 

4.1.3 

4.1.4 

Consumers should be treated as close to their home as practloable, to minimise 
disruption to social networks and funotlonlng. 
All consumers presenting to the Emergenoy Department will be assessed regardless 
of their district of origin. 
Following the decision that admission Is required, the assessing district will contact 
the consumer's district of origin and notify them of the consumer's presentation and 
their status. 
Pending bed availability and not withstanding any other agreement between dlstrlots, 
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within a two hour period (between 0800 hrs and 2300hrs). Transport arrangements 
are the responsibility of the transferring dlstrlot. Ideally, within the SQHSD 
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metropolitan area, districts will facilitate the acceptance of transfers from 0800hrs to 
2000hrs. These transfers should be planned to be completed prior to 2300hrs. 

4.1.5 If there Is no bed available at the consumer's district of origin or a safe transfer Is not 
possible at the time, the consumer should be admitted to an appropriate ward and 
treatment commenced until such time as a bed In the consumer's dlstriot of origin 
becomes available. 

The transfer of clinical documentation Is to be recorded In the consumer's medioal 
record as noted above (Page 2). 

4.2 Consumers presenting to a rural service Emergency Department who require Inpatient 
admission 

Note: In 2009, all rural services in South Queensland are part of a District with Inpatient beds. 
However, the service with the Inpatient beds may be some distance from the rural service 
needing to admit a consumer. In the first Instance, a rural service should always try and admit 
consumers to their own district (this Is an Intra rather than Inter district transfer). In 
circumstances where a rural service Is unable to admit consumers to a bed In their own 
district, a bed In another District receiving service will need to be found and the following 
applies: 

4.2.1 Following the decision that admission is required, the assessing district will contact 
the receiving district, through the receiving Acute Care Team end notify them of the 
consumer's presentation, their status and need for admission. The receiving service 
will make contact with the relevant psychiatrist to confirm and support admission to 
the Inpatient unit. All relevant paperwork related to an Involuntary admission (e.g. 
recommendation and request for an assessment forms and request for police escort) 
with be completed by the on site medical officer and mental health worker (during 
business hours). 

4.2.2 Pending bed availability, the receiving district will receive the required material 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 occur during business hours. The above 
hours are to be seen as flexible and able to be negotiated between services taking 
Into account the needs of the consumer, the availability of human resources and the 
ability of the transferring service to maintain the safety of the consumer and staff In 
the facility prior to transfer. 
If for any reason, the rural transferring service Is not able to affect the transfel' 
Immediately, the "home" mental health service should put In place strategies to assist 
In maintaining the consumer safely until the transfer can occur. These strategies 
would Include but not be limited to:" 

• Access to a Psychiatric Registrar or Consultant for advice and support 
• Video-link assessment or review if required 
• Advice and support about the most appropriate transfer mode 

4.2.3 If there Is no bed available at the receiving district or at other suitable facilities 
(relevant to CYMHS consumers onty) or a safe transfer Is not possible at the time and 
the transferring facility 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 psychiatrist until such time 
as a bed In the receiving Inpatient unit becomes available. 

4.3 Consumers who present or are presented to an Emergency Department and are on an 
Authority to Return to another District 
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metropolitan area, districts will facilitate the acceptance of transfers from 0800hrs to 
2000hrs. These transfers should be planned to be completed prior to 2300hrs. 

4.1.5 If there Is no bed available at the consumer's district of origin or a safe transfer Is not 
possible at the time, the consumer should be admitted to an appropriate ward and 
treatment commenced until such time as a bed In the consumer's dlstriot of origin 
becomes available. 

The transfer of clinical documentation Is to be recorded In the consumer's medioal 
record as noted above (Page 2). 

4.2 Consumers presenting to a rural service Emergency Department who require Inpatient 
admission 

Note: In 2009, all rural services in South Queensland are part of a District with Inpatient beds. 
However, the service with the Inpatient beds may be some distance from the rural service 
needing to admit a consumer. In the first Instance, a rural service should always try and admit 
consumers to their own district (this Is an Intra rather than Inter district transfer). In 
circumstances where a rural service Is unable to admit consumers to a bed In their own 
district, a bed In another District receiving service will need to be found and the following 
applies: 

4.2.1 Following the decision that admission is required, the assessing district will contact 
the receiving district, through the receiving Acute Care Team end notify them of the 
consumer's presentation, their status and need for admission. The receiving service 
will make contact with the relevant psychiatrist to confirm and support admission to 
the Inpatient unit. All relevant paperwork related to an Involuntary admission (e.g. 
recommendation and request for an assessment forms and request for police escort) 
with be completed by the on site medical officer and mental health worker (during 
business hours). 

4.2.2 Pending bed availability, the receiving district will receive the required material 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 occur during business hours. The above 
hours are to be seen as flexible and able to be negotiated between services taking 
Into account the needs of the consumer, the availability of human resources and the 
ability of the transferring service to maintain the safety of the consumer and staff In 
the facility prior to transfer. 
If for any reason, the rural transferring service Is not able to affect the transfel' 
Immediately, the "home" mental health service should put In place strategies to assist 
In maintaining the consumer safely until the transfer can occur. These strategies 
would Include but not be limited to:" 

• Access to a Psychiatric Registrar or Consultant for advice and support 
• Video-link assessment or review if required 
• Advice and support about the most appropriate transfer mode 

4.2.3 If there Is no bed available at the receiving district or at other suitable facilities 
(relevant to CYMHS consumers onty) or a safe transfer Is not possible at the time and 
the transferring facility 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 psychiatrist until such time 
as a bed In the receiving Inpatient unit becomes available. 

4.3 Consumers who present or are presented to an Emergency Department and are on an 
Authority to Return to another District 
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4.3.1 Consumers that are brought to the Emergency Department on an Authority to Return 
from another Authorised Mental Health Service are to be assessed upon their 
presentation. 

4.3.2 It Is expected that the service who has issued the Authority to Return document will 
make available all Information to facilitate this assessment. 

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

4.4 Temporary transferring of Inpatient 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 experiencing bed shortages. Prior to this 
occurring, the local MHS should make every attempt to manage the consumers In their 
local district. Other options to be considered are: 

• Assertive community treatment 
•. 'Outlying' appropriate consumers to a medical bed with specialist mental health 

support In order to make an acute MH bed available 
• Overnight management of the consumer In the Emergency Department, with 

specialist mental health support. 

4.4.2 The following process Is to occur to facilitate all Inter-district transfers due to local bed 
availability shortages: 

• The delegated MHS Bed Manager from the transferring district will make contact 
with each delegated MHS Bed Manager within SQHSD to assess availability of 
beds. 

• Pending bed availability the receiving district will receive the referral and accept 
the person within a two hour period. 

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

4.4.3 Inter-district transfers due to bed availability 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 availability of medical and nursing 
staff to safely facilitate the transfer In both transferring and receiving 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 nature of their mental state. 
• Likelihood of requiring high doses of medioation which may compromise their 

physloal health status. 
• Identified benefit of having ready access to their usual treating team. 

4.4.6 rhe return of persons that have been transferred to another district Is to be negotiated 
between the transferring and receiving services. Factors to be considered should 
Incktde the consumer's clinical needs, the consumer's choice and the consumer's 
disoharge address. The number of transfers for each consumer should be minimised 
as much as possible. 

4 Supporting Documents 
• See References 
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4.3.1 Consumers that are brought to the Emergency Department on an Authority to Return 
from another Authorised Mental Health Service are to be assessed upon their 
presentation. 

4.3.2 It Is expected that the service who has issued the Authority to Return document will 
make available all Information to facilitate this assessment. 

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

4.4 Temporary transferring of Inpatient 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 experiencing bed shortages. Prior to this 
occurring, the local MHS should make every attempt to manage the consumers In their 
local district. Other options to be considered are: 

• Assertive community treatment 
•. 'Outlying' appropriate consumers to a medical bed with specialist mental health 

support In order to make an acute MH bed available 
• Overnight management of the consumer In the Emergency Department, with 

specialist mental health support. 

4.4.2 The following process Is to occur to facilitate all Inter-district transfers due to local bed 
availability shortages: 

• The delegated MHS Bed Manager from the transferring district will make contact 
with each delegated MHS Bed Manager within SQHSD to assess availability of 
beds. 

• Pending bed availability the receiving district will receive the referral and accept 
the person within a two hour period. 

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

4.4.3 Inter-district transfers due to bed availability 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 availability of medical and nursing 
staff to safely facilitate the transfer In both transferring and receiving 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 nature of their mental state. 
• Likelihood of requiring high doses of medioation which may compromise their 

physloal health status. 
• Identified benefit of having ready access to their usual treating team. 

4.4.6 rhe return of persons that have been transferred to another district Is to be negotiated 
between the transferring and receiving services. Factors to be considered should 
Incktde the consumer's clinical needs, the consumer's choice and the consumer's 
disoharge address. The number of transfers for each consumer should be minimised 
as much as possible. 

4 Supporting Documents 
• See References 
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Term Definition Souroe 
Queensland Health Care services South Queensland Health 
Private Health which are not Queensland' Service Districts 
Care Sector: Health provided: 

SQHSD: South Queensland Health South Queensland Health 
Service Districts. Service Dtstrlots 

DOMH: Director of Menial Health Soulh Queensland Health 
Service Districts 

MHS Mental Health Service South Queensland Health 
Service Districts 

SNFP Special Notlflcallon South Queensland Health 
Forensic Persons Service Dlslrlcts 

MHA: Mental Health Act 2000 South Queensland Health 
Service Districts 

CIMHA Consumer Integrated South Queensland Health 
Mental Health Appllcallon Service Dlslrlcts 
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DOMH: Director of Menial Health Soulh Queensland Health 
Service Districts 

MHS Mental Health Service South Queensland Health 
Service Districts 

SNFP Special Notlflcallon South Queensland Health 
Forensic Persons Service Dlslrlcts 

MHA: Mental Health Act 2000 South Queensland Health 
Service Districts 

CIMHA Consumer Integrated South Queensland Health 
Mental Health Appllcallon Service Dlslrlcts 
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5 References and Suggested Reading: 
The MHA2000 

The MHA 2000 Resource Guide 

National Safety Priorities In Mental Health: A National Plan for Reduolng Harm 

National Standards for Mental Health Services 1996 

Queensland's Mental Health Patient Safety Plan 2008 - 2013 

Queensland Plan for Mental Health 2007 - 2017 

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

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

Southern Qld Health Servloe Districts Mental Health Network - Working Party and 
consultation with district based staff. 

7 Procedure Revision and Approval History 
Version No Modified by 

8 Audit Strategy 

Level of risk 
Audit strategy 

Audit tool attached 
Audit date 
Audit responsibility 
Key Elements I 
Indicators I Outcomes 

9 Appendices 

APPENDIX A 

Amendments authorised by Approved by 

Ongoing review by Southern aid Health Service Dlstrlots Mental 
Health Network 
Nil 
12 months from endorsement 
Division of Mental Health Clinical Governance 
Improvement to patient care upon iransfer 

Cultural considerations when transferring consumers 

Cullural factors of consumer transfer between districts Include the cultural sensitivity of the 
transferlrelooation of a oonsumer. Mental health staff In both the transferring and receiving services 
must obtain aocess to cultural expertise and advloe . 

. . . .. ---Factors to be aware of: 
• Looallty/communlly 
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5 References and Suggested Reading: 
The MHA2000 

The MHA 2000 Resource Guide 

National Safety Priorities In Mental Health: A National Plan for Reduolng Harm 

National Standards for Mental Health Services 1996 

Queensland's Mental Health Patient Safety Plan 2008 - 2013 

Queensland Plan for Mental Health 2007 - 2017 

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

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

Southern Qld Health Servloe Districts Mental Health Network - Working Party and 
consultation with district based staff. 

7 Procedure Revision and Approval History 
Version No Modified by 

8 Audit Strategy 

Level of risk 
Audit strategy 

Audit tool attached 
Audit date 
Audit responsibility 
Key Elements I 
Indicators I Outcomes 

9 Appendices 

APPENDIX A 

Amendments authorised by Approved by 

Ongoing review by Southern aid Health Service Dlstrlots Mental 
Health Network 
Nil 
12 months from endorsement 
Division of Mental Health Clinical Governance 
Improvement to patient care upon iransfer 

Cultural considerations when transferring consumers 

Cullural factors of consumer transfer between districts Include the cultural sensitivity of the 
transferlrelooation of a oonsumer. Mental health staff In both the transferring and receiving services 
must obtain aocess to cultural expertise and advloe . 

. . . .. ---Factors to be aware of: 
• Looallty/communlly 
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• Transferring service to liaise with Indigenous and culturally and linguistically diverse (CALD) 
mental health workers 

" Within their team and with the receiving district 
• Social and emotional well being considerations 

" links to family, friends, elders 

Locality/community - when Aboriginal and Torres Strait Islander people are local to a specific 
area/town/clty/suburb cultural protocol states the mental health service will contact the local 
Aboriginal or Torres Strait Islander community. There are several ways of contaotlng and Involving 
the Aboriginal and Torres Strait Islander community: 

• Through family connection If the consumer has a relative within that particular community 
• Consulting the Indigenous mental health worker In the receiving district. 

If the consumer is going 10 a community that Is not well known the Indigenous mental health worker 
must provide orientation for the consumer 10 the local Aboriginal and Torres Strait Islander 
community, wllh the consumer's consent. 

Transferring service - It Is the responsibility of Ihe clinical team/case manager to noUfy the 
Indigenous mental health worker In the receiving district of the transfer of the consumer, whether to 
private or public follow up care. In Ihe event that there Is no mental health service In a community, 
nomicatlon to the Aboriginal Medical Service in that community Is recommended. The Indigenous 
mental health worker from the transferring service needs to be Involved / consulted In the transfer 
of all Indigenous consumers of mental health services. 

In addition, the consumer's family, allied person, etc need to be notified of the transfer between 
dlstrlots, with the oonsumer's permiSSion. Sometimes family exist In both the transferring district 
and the receiving district. 
Consumers need to be orientated to the new district for services and links with Aboriginal and 
Torres Strait Islander organisations, such as the Aboriginal Medical services; cultural events, 
activities and meetings; other Queensland Health services and other Queensland Government 
services. 

Social and emotional wellbeing" Following on from this, the consumer's social and emotional 
needs In the receiving service has to Include: family and other relationships; cultural 
connections/support; other health concerns; housing; Income; spirituality; stability of home 
environment; and, culturally appropriate psycho social interventions In the areas of: further 
education; diversional activities; fitness activities; clubs etc. 
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• Transferring service to liaise with Indigenous and culturally and linguistically diverse (CALD) 
mental health workers 

" Within their team and with the receiving district 
• Social and emotional well being considerations 

" links to family, friends, elders 

Locality/community - when Aboriginal and Torres Strait Islander people are local to a specific 
area/town/clty/suburb cultural protocol states the mental health service will contact the local 
Aboriginal or Torres Strait Islander community. There are several ways of contaotlng and Involving 
the Aboriginal and Torres Strait Islander community: 

• Through family connection If the consumer has a relative within that particular community 
• Consulting the Indigenous mental health worker In the receiving district. 

If the consumer is going 10 a community that Is not well known the Indigenous mental health worker 
must provide orientation for the consumer 10 the local Aboriginal and Torres Strait Islander 
community, wllh the consumer's consent. 

Transferring service - It Is the responsibility of Ihe clinical team/case manager to noUfy the 
Indigenous mental health worker In the receiving district of the transfer of the consumer, whether to 
private or public follow up care. In Ihe event that there Is no mental health service In a community, 
nomicatlon to the Aboriginal Medical Service in that community Is recommended. The Indigenous 
mental health worker from the transferring service needs to be Involved / consulted In the transfer 
of all Indigenous consumers of mental health services. 

In addition, the consumer's family, allied person, etc need to be notified of the transfer between 
dlstrlots, with the oonsumer's permiSSion. Sometimes family exist In both the transferring district 
and the receiving district. 
Consumers need to be orientated to the new district for services and links with Aboriginal and 
Torres Strait Islander organisations, such as the Aboriginal Medical services; cultural events, 
activities and meetings; other Queensland Health services and other Queensland Government 
services. 

Social and emotional wellbeing" Following on from this, the consumer's social and emotional 
needs In the receiving service has to Include: family and other relationships; cultural 
connections/support; other health concerns; housing; Income; spirituality; stability of home 
environment; and, culturally appropriate psycho social interventions In the areas of: further 
education; diversional activities; fitness activities; clubs etc. 
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Mental Health DiVisional 

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

1. Purpose 
This procedure details the process by which consumers of the Mental Health 
HHS receive an efficient and saJe trans.lllon of care between mental heal.th 
services. 

2. Scope 
This procedure relates to all staff within West Moretoh Hospital and Health 
SerVice. . 

3. supporting Documents 
• The MHA2000 
• The MHA2000 Resource Guide 
• NaUonal safety priorities In mental health: a national plan for 

reducing harm 
• National Standards for Mental Health Services 1996 
• National Safety and Quality Standards 2011 
• Queensland's Merital Health Patient Safety Plan 2008 - 2013 
• Queensland Plan for mental Health Z007 - 2017 
• Quei!lnsland Health Mehtal Health Standardised Suites of Clinical 

Documentation User GUI.des (2008, 2009) 
• Pallimt Access and Flow Health Service Dlreotlve. Inter Hospital 

. Transfer http://\WMi.health:gld.gov.au/dlreotlves/docs/ptligh
hsdptl-025-3.pdl 

• Procedure, Mental Health Divisional, Transport of Mental Health 
Consumer$ (WMHH$201000223) 

• Workplace Instruction, Mental Health, The Park, HSIS'Queensland 
Police Escort Assistance {WMHHS2(13167)\ 

• PoliyY, Procedure andWorkplace Instruction Staff Sign Off Sheet 
hltp:lIgheps.health.gld.gov.aufwm/docs/document-slgnoff,d01 

4. References and Suggested Reading 

Nil 

5. Procedure Process 
BACKGROUND 

--I 
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HHS receive an efficient and saJe trans.lllon of care between mental heal.th 
services. 

2. Scope 
This procedure relates to all staff within West Moretoh Hospital and Health 
SerVice. . 

3. supporting Documents 
• The MHA2000 
• The MHA2000 Resource Guide 
• NaUonal safety priorities In mental health: a national plan for 

reducing harm 
• National Standards for Mental Health Services 1996 
• National Safety and Quality Standards 2011 
• Queensland's Merital Health Patient Safety Plan 2008 - 2013 
• Queensland Plan for mental Health Z007 - 2017 
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Documentation User GUI.des (2008, 2009) 
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SOl!tfJQr)~e(is/El(id.¥~nlal HealtfJG1lnlq~(CI!.!$tarJ1pMlIElI.~iJtI,Health~~rv!Q'!~tfJpqmmit!edt() ~nllQreed ~et 
of~fJyprii1pIRles t9fjnsurfj the c0l11prehfJn~IYfjJ'In(j,s~fetransiti9.n ptcqMym\3fQNe belWfjen ment,al ~ealth 
services. TOls· procedure .clarifles and standllidlaesthe roles,expectaflonsandresponsibilltles of both parties 
In the transition of care of mental health Consumers, 

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

(WMHHS2013167). 

OVERARCHING PRINCIPLES 
• Irrespective of ·an Individual's place of residence a consumer will always have access to mental 

health services. 
• The clinical documentation must comply with minimum standards as Indicated In this procedure to 

ensure the receiving organisation can provide El safe, timely and appropriate service to the consumer. 
• Consumer and Carer engagement is an essential component of any transition of care planning. 
• A recovery oriented service approach Is recommended to ehsure a consumer focused transition of 

care occurs; 
• Clinical governance resides with the current HHS until a consultant psychiatrist from the receiving 

service has accepted the care of the consumer, this must occur within 5 working days of receiving 
relevant Information. 

• The oultural needs of the consumer and their 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 Identified risks. 

• For consumers who are mental health service employees we acknowledge treatment may occur 
outside of their local HHS. 

In order to ensure that these principles are adhered to, two (2) kllY processes have been Identified as 
essential for the safe, timely and appropriate clinical transition of care from one Health and Hospital Service to 
another. 

1. Clinical Handover 1 

Whlln a decision is. made to transition a consum\!r from one servic\! to another. th\! key principles 
of clinical handover must be adhered to: 

• Cllnlc\ll hand over refers to the process whereby professional responsibility and accountability for 
some or all aspects of care for a consumer who Is tr\lnsltioning to anolher person or professional 
group on a temporary or permanent basis; This should occur at every point of transition. 

• Clinical Handover invo.lves the verbal and written communlciiltlon of critical consumer-care related 
informiiltlon between or among members of the healthcare team. 

• The purpose of ollnlcal handover Is to facilitate 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 hand over is standardised In accordance with five best practice principles: 
o preparation 
o organisation 
o situation and environmental awareness 

I Standard 6. Australian Commission on Safety and Quality in Health Care. http://www.safetyondQuality.gov.au/our
worklaccreditation!nsQhss! 
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services. TOls· procedure .clarifles and standllidlaesthe roles,expectaflonsandresponsibilltles of both parties 
In the transition of care of mental health Consumers, 

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

(WMHHS2013167). 

OVERARCHING PRINCIPLES 
• Irrespective of ·an Individual's place of residence a consumer will always have access to mental 

health services. 
• The clinical documentation must comply with minimum standards as Indicated In this procedure to 

ensure the receiving organisation can provide El safe, timely and appropriate service to the consumer. 
• Consumer and Carer engagement is an essential component of any transition of care planning. 
• A recovery oriented service approach Is recommended to ehsure a consumer focused transition of 

care occurs; 
• Clinical governance resides with the current HHS until a consultant psychiatrist from the receiving 

service has accepted the care of the consumer, this must occur within 5 working days of receiving 
relevant Information. 

• The oultural needs of the consumer and their 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 Identified risks. 

• For consumers who are mental health service employees we acknowledge treatment may occur 
outside of their local HHS. 

In order to ensure that these principles are adhered to, two (2) kllY processes have been Identified as 
essential for the safe, timely and appropriate clinical transition of care from one Health and Hospital Service to 
another. 

1. Clinical Handover 1 

Whlln a decision is. made to transition a consum\!r from one servic\! to another. th\! key principles 
of clinical handover must be adhered to: 

• Cllnlc\ll hand over refers to the process whereby professional responsibility and accountability for 
some or all aspects of care for a consumer who Is tr\lnsltioning to anolher person or professional 
group on a temporary or permanent basis; This should occur at every point of transition. 

• Clinical Handover invo.lves the verbal and written communlciiltlon of critical consumer-care related 
informiiltlon between or among members of the healthcare team. 

• The purpose of ollnlcal handover Is to facilitate 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 hand over is standardised In accordance with five best practice principles: 
o preparation 
o organisation 
o situation and environmental awareness 

I Standard 6. Australian Commission on Safety and Quality in Health Care. http://www.safetyondQuality.gov.au/our
worklaccreditation!nsQhss! 
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WostM6roi6hHospltM~nd H~alth Sorvlce: Inler Hb~JlI.tl\i~h!l.Heallh Service Trl1nslllo" o(Oareof Mental Health 
Consumers from one Hospital and Health Service to another 

o transferred responsibility Ilndaccountablllty 
o conJlumer/carer Involvement. 

2. Clinical documentation 

All clhilcal documentation must be recorded using the standardized suite of Mental Health clinical forms In the 
Consumer Integrllto;ld Ment,,1 He"lth Application (CIMHA). All consumer documentation must be readily 
accessible in this Information management program. 

Clinical Documentation must Include: 
of Consumer demographic Information form (demographic Information generated from CIMHA Is 

also acceptable) 
../ Consumer Intake form 
../ Consumer assessment form (assoclate(j asse~sment modules particularly the Family 

Developmental History and Social Assessment are highly desirable) 
../ Risk Assessment Including risk mitigation plan . 
../ rJlHA 2000 documentation (If applicable) 

Documentation for a Mental Health Act Administrator (MHAA) 
• When receiving notification of a transfer of an ITO via CIMHA emall faollity, the 

receiving service MHAA will confer with the Team Leader of the relevant team to 
establish If the transition hand over process has been completed and the consumer has 
been accepted to the service. 

• When the referral has been accepted the. receiving service, the Principal $ervlce 
Provider (PSP- usually a case manager) will notify the transferring service tell m and 
the receiving service MHAA so transfer of the ITO can be arranged. 

e If the transition handover has not occurred, the reoelving service MHAA must Inform 
the transferring service that the .ITO Is to remain with them until the process is 
completed. If the consumer has beehaccepted to the receiving service, the Iro must 
be aCQepted by the receiving service MHAA . 

../ ConSUm!lr End of Eplsod!ll Discharge Summary . 

../ Transition Plan 
• What information has beenprovldecj QY the transltlonlng service to whom (receiving service) 

both verbally (including date and time) and written. 
• There Is an agreed tran~ltlon plan Including dates arid time, this Is especially Important In 

regards to consumers unqer the MHA 2000 and for oonsumers under Forensic Orders. (Please 
refer to The MHA2000 Resource Guide, chapter 8 "moving and transfer" 
http://www.health.qld.gov.au/mha2000/documents/resource_9uide_08.pdf 

• The transitionihg service has ensured that any Information sent by means other than CIMHA 
has been 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 prior to 
transfer. 

Clinical Transition 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 following steps are recommended to ensure 
the best clinical outcome for the consumer. 
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o transferred responsibility Ilndaccountablllty 
o conJlumer/carer Involvement. 

2. Clinical documentation 

All clhilcal documentation must be recorded using the standardized suite of Mental Health clinical forms In the 
Consumer Integrllto;ld Ment,,1 He"lth Application (CIMHA). All consumer documentation must be readily 
accessible in this Information management program. 

Clinical Documentation must Include: 
of Consumer demographic Information form (demographic Information generated from CIMHA Is 

also acceptable) 
../ Consumer Intake form 
../ Consumer assessment form (assoclate(j asse~sment modules particularly the Family 

Developmental History and Social Assessment are highly desirable) 
../ Risk Assessment Including risk mitigation plan . 
../ rJlHA 2000 documentation (If applicable) 

Documentation for a Mental Health Act Administrator (MHAA) 
• When receiving notification of a transfer of an ITO via CIMHA emall faollity, the 

receiving service MHAA will confer with the Team Leader of the relevant team to 
establish If the transition hand over process has been completed and the consumer has 
been accepted to the service. 

• When the referral has been accepted the. receiving service, the Principal $ervlce 
Provider (PSP- usually a case manager) will notify the transferring service tell m and 
the receiving service MHAA so transfer of the ITO can be arranged. 

e If the transition handover has not occurred, the reoelving service MHAA must Inform 
the transferring service that the .ITO Is to remain with them until the process is 
completed. If the consumer has beehaccepted to the receiving service, the Iro must 
be aCQepted by the receiving service MHAA . 

../ ConSUm!lr End of Eplsod!ll Discharge Summary . 

../ Transition Plan 
• What information has beenprovldecj QY the transltlonlng service to whom (receiving service) 

both verbally (including date and time) and written. 
• There Is an agreed tran~ltlon plan Including dates arid time, this Is especially Important In 

regards to consumers unqer the MHA 2000 and for oonsumers under Forensic Orders. (Please 
refer to The MHA2000 Resource Guide, chapter 8 "moving and transfer" 
http://www.health.qld.gov.au/mha2000/documents/resource_9uide_08.pdf 

• The transitionihg service has ensured that any Information sent by means other than CIMHA 
has been 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 prior to 
transfer. 

Clinical Transition 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 following steps are recommended to ensure 
the best clinical outcome for the consumer. 
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WeS!Mqret(>!l,H()~jllta!anq M~alth Service: InterHp6plt~lan(j,.H~aJlh ,S~rvI9El Tr~n~Jtlon\ltqjlr9 of M.B.nlal \i,/j,alth 
, - , _. Consumers fiomone Hoapltlll and Health Service to another 

1. Oonsumllr has In~lcllted a need to move to another HHS 
2. Consllltllnt c.on~act$ the receiving liervlce In t\l,at HHS 
3. Treating tellm ensures the relevant documentation Is readily accessible; 

o Cons\lmer demographic Information form (demographic Information generated from CIMHA Is 
alsq acceptable) -

o Oonsumer intake form 
o Consumer assessment form (associated assessment modules particularly the Family 

Developmental History and Social Assessment are highly desirable) 
o Rls,k Assessment Including risk mitigation plan, 
o MHA 2000 documentation (if applicable) 
o Oonsumer End of Episode/ Discharge Summary. 

If transltioning from Emergency Department: 
o Medical Officer RN notes If initial MH assessment has not been completed 
o Medioal Assessment & Clearance, 
o Most recent clinical documentation, 

Highly desirable documentation: 
o My Recovery Plan located within the Clinical Note module within CIMHA. 

The Recovery Plan will Incl.ude the transition plan ensuring that consumer's from rural and 
remote areas have ongoing access to their care network If they transltioned out of area, 

o Care Review Sumf11ary Plan, this Includes the Involuntary treatment plan review and case 
revl.ew summary. 

4. Formula.te, a Tranliltlon Plan In collaboration with the cO,nliumer/carer and receiving service. 
5. Transition .ciitilcal 'care of the consumer to the new Mental Health ServIce, 
6. With the consent of the consumer, the family/next ()f kin aret() be notified 

Escalation process 

If a clinical difference of opinion occurs regarding the transition and ongoing management of a consumer 
transitionlng between HHS, the consultant of the receiving service has the final decision and responsibility for 
the ongoing care, For involuntary patients the Executive Director of Mental Health and SpeCialised Services 
can be approached to assist in resolving disagreements. 

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

Queensland Private 
Health Care Sector 
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1. Oonsumllr has In~lcllted a need to move to another HHS 
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3. Treating tellm ensures the relevant documentation Is readily accessible; 

o Cons\lmer demographic Information form (demographic Information generated from CIMHA Is 
alsq acceptable) -

o Oonsumer intake form 
o Consumer assessment form (associated assessment modules particularly the Family 

Developmental History and Social Assessment are highly desirable) 
o Rls,k Assessment Including risk mitigation plan, 
o MHA 2000 documentation (if applicable) 
o Oonsumer End of Episode/ Discharge Summary. 

If transltioning from Emergency Department: 
o Medical Officer RN notes If initial MH assessment has not been completed 
o Medioal Assessment & Clearance, 
o Most recent clinical documentation, 

Highly desirable documentation: 
o My Recovery Plan located within the Clinical Note module within CIMHA. 

The Recovery Plan will Incl.ude the transition plan ensuring that consumer's from rural and 
remote areas have ongoing access to their care network If they transltioned out of area, 

o Care Review Sumf11ary Plan, this Includes the Involuntary treatment plan review and case 
revl.ew summary. 

4. Formula.te, a Tranliltlon Plan In collaboration with the cO,nliumer/carer and receiving service. 
5. Transition .ciitilcal 'care of the consumer to the new Mental Health ServIce, 
6. With the consent of the consumer, the family/next ()f kin aret() be notified 

Escalation process 

If a clinical difference of opinion occurs regarding the transition and ongoing management of a consumer 
transitionlng between HHS, the consultant of the receiving service has the final decision and responsibility for 
the ongoing care, For involuntary patients the Executive Director of Mental Health and SpeCialised Services 
can be approached to assist in resolving disagreements. 

6. Definition of Terms 
Definitions of key terms are provided below, 
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Cohsumersfrbm one Hospital and Health Service to another 

7. Procedure Revision and Approval History 

8. Audit Strategy 

9, Appendices 
Nil, 

organlsatioh 
• situation and environmental awareness 
• transferred and accountability 
• 
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APPENDIX A 

Cultural conslderations.When transferring consumers 

Cultural factors of consumer transfer between HHSs Include the cultural sensitivity of the transferlrelocatlon of 
a consumer. Mental health staff in both the transferring and receiving services must obtain access to cultural 
expertise and advice. 

Factors to be aware of: 
• Locality/community 
• Transferring service to liaise with Indigenous and culturally and linguistically diverse (CALD) mental 

health workers 
- Within their team and with the receiving HHS 

• Social and emotional wellbeing considerations 
- links to family, friends, elders 

Locality/community - when Aboriginal ·and Torres Strait Isl.ander people are local to a speolflc 
area/towhlclty/suburb cultural protocol states the mental health service will contact the local Aboriginal or 
Torres Strait Islander community. There are several ways of contacting and involving the Aboriginal and 
Torres Strait Islander community: 

• Through family connection If the consLlmer has a relative within that particular community 
• Consulting the Indigenous mental health worker In the receiving HHS. 

If the consumer Is going to a community that Is not well known the Indigenous mental health worker must 
provide orientation for the consumer to the local Aboriginal and Torres Strait Islander community, with the 
consumer's consent. 

Transferring service - It is the responsibility of the clinical team/case manager to notify the Indigenous 
mental h€!alth work.er In the receiving HHS of the transfer of the consumer, whether to private or public follow 
up care. In the event that there Is no mental health service In a community, notification to the Aboriginal 
Medioal Service In that community is recommended. The Indigenous mental health worker from the 
transferring service needs to be Involved / consulted in the tr<lnsfer of all indigenous consumers of mental 
health services. 

In addition, the consumer's family, allied person, etc. need to be notified of the transfer between HHSs, with 
the consumer's permission. Sometimes family exl.st In both the transferring HHS and the receiving HHS. 
Consumers need to be orientated to the new HHS for services and links with Aboriginal and Torres StraR 
Islander organisations, such as the Aboriginal Medical services; cultural events, activities and meetings; other 
Queensland Health services and other Queensland Government services. 

Social and emotional wellbeing - Following on from this, the consumer's social and emotional needs in the 
receiving service has to Include: family and other relationships; cultural connections/support; other health 
concerns; housing; income; spirituality; stability of home environment; and, culturally appropriate psycho social 
Interventions In the areas of: further education; diversional activities; fitness activities; clubs etc. 
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APPENDIX A 

Cultural conslderations.When transferring consumers 

Cultural factors of consumer transfer between HHSs Include the cultural sensitivity of the transferlrelocatlon of 
a consumer. Mental health staff in both the transferring and receiving services must obtain access to cultural 
expertise and advice. 

Factors to be aware of: 
• Locality/community 
• Transferring service to liaise with Indigenous and culturally and linguistically diverse (CALD) mental 

health workers 
- Within their team and with the receiving HHS 

• Social and emotional wellbeing considerations 
- links to family, friends, elders 

Locality/community - when Aboriginal ·and Torres Strait Isl.ander people are local to a speolflc 
area/towhlclty/suburb cultural protocol states the mental health service will contact the local Aboriginal or 
Torres Strait Islander community. There are several ways of contacting and involving the Aboriginal and 
Torres Strait Islander community: 

• Through family connection If the consLlmer has a relative within that particular community 
• Consulting the Indigenous mental health worker In the receiving HHS. 

If the consumer Is going to a community that Is not well known the Indigenous mental health worker must 
provide orientation for the consumer to the local Aboriginal and Torres Strait Islander community, with the 
consumer's consent. 

Transferring service - It is the responsibility of the clinical team/case manager to notify the Indigenous 
mental h€!alth work.er In the receiving HHS of the transfer of the consumer, whether to private or public follow 
up care. In the event that there Is no mental health service In a community, notification to the Aboriginal 
Medioal Service In that community is recommended. The Indigenous mental health worker from the 
transferring service needs to be Involved / consulted in the tr<lnsfer of all indigenous consumers of mental 
health services. 

In addition, the consumer's family, allied person, etc. need to be notified of the transfer between HHSs, with 
the consumer's permission. Sometimes family exl.st In both the transferring HHS and the receiving HHS. 
Consumers need to be orientated to the new HHS for services and links with Aboriginal and Torres StraR 
Islander organisations, such as the Aboriginal Medical services; cultural events, activities and meetings; other 
Queensland Health services and other Queensland Government services. 

Social and emotional wellbeing - Following on from this, the consumer's social and emotional needs in the 
receiving service has to Include: family and other relationships; cultural connections/support; other health 
concerns; housing; income; spirituality; stability of home environment; and, culturally appropriate psycho social 
Interventions In the areas of: further education; diversional activities; fitness activities; clubs etc. 
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DISCHARGE PLANNING 

Planning for discharge back into the community begins at the time your 
adolescent is admitted to the Barrett Adolescent Centre. District Mental 
Health Services are encouraged to maintain close contact with your 
adolescent and the Centre throughout their admission in an attempt to 
ensure a smooth transition back into the community service. 

District Case Managers are invited to attend team meetings or to discuss 
any concerns with Barrett Adolescent Centre staff. Assistance, advice, 
information, training and transitional support is regulany negotiated with 
particularly complex cases. 

.' . 

. ' 

WHAT IF I HAVE A COMPLIMENT OR 
COMPLAINT? 

The Centre strives to provide the best quality care for 
. adolescents but there may be times when we do not meet 
your needs and expectations or we exceed them. 

If you have a complaint or would like 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
The Director of Barrett Adolescent Centre on 
The Consumer Advocate on 
The Patient and Consumer Advisory Group on
The Service Development Officer on
Community VisitDr on 

• 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 trust the information will be of assistance to you, 
however should you require any further infarmation 
after reading this booklet, feel free to telephone the 
Centre on at any time. 
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.. Queensland 
~ Government 

Job ad reference: 
Role title: 
Status: 

UniUBranch: 
Division/Hospital and 
Health Service: 

Location: 
Classification level: 
Salary level: 
Closing date: 
Contact: 
Telephone: 
Online applications: 

Fax application: 
Post application: 

Deliver application: 

About our organisation 

Nurse Unit Manager 
Temporary Full Time (up to 9 months) 

Barrett Adolescent Unit 

West Moreton Hospital and 
Health Service 

The Park - Centre for Mental Health Treatment, Research and 
Education 
Division of Mental Health 
West Moreton Health Service District 
The Park - Centre for Mental Health Wacol 
Nurse Grade 7 

Padraig McGrath AlND 

www.health.qld.gov.au/workforus or www.smartjobs.qld.gov.au 
If you are unable to apply online, please contact Statewide 

Recruitment Services on (07) 31211411 or 
Recruitment mtgravatt@health.qld.gov.au 
(07) 3121 1498 
West Moreton Recruitment Services, PO Box 2221, Mansfield BC 
Qld 4122 
West Moreton Recruitment Services, Nexus Building, 96 Mt 
Gravatt Capalaba Road, Upper Mt Gravatt 

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.gov.au 
October 2012 
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Job ad reference: 
Role title: 
Status: 

UniUBranch: 
Division/Hospital and 
Health Service: 

Location: 
Classification level: 
Salary level: 
Closing date: 
Contact: 
Telephone: 
Online applications: 

Fax application: 
Post application: 

Deliver application: 

About our organisation 

Nurse Unit Manager 
Temporary Full Time (up to 9 months) 

Barrett Adolescent Unit 

West Moreton Hospital and 
Health Service 

The Park - Centre for Mental Health Treatment, Research and 
Education 
Division of Mental Health 
West Moreton Health Service District 
The Park - Centre for Mental Health Wacol 
Nurse Grade 7 

Padraig McGrath AlND 

www.health.qld.gov.au/workforus or www.smartjobs.qld.gov.au 
If you are unable to apply online, please contact Statewide 

Recruitment Services on (07) 31211411 or 
Recruitment mtgravatt@health.qld.gov.au 
(07) 3121 1498 
West Moreton Recruitment Services, PO Box 2221, Mansfield BC 
Qld 4122 
West Moreton Recruitment Services, Nexus Building, 96 Mt 
Gravatt Capalaba Road, Upper Mt Gravatt 

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.gov.au 
October 2012 
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.Purpose 
• Provide an evidence based and contemporary clinical nursing service within a designated unit via 

operational management, leadership and the co-ordination of knowledge, skills and resources. 
• The Nurse Unit Manager is a Registered Nurse who is an expert practitioner in a specific area of 

practice. The Nurse Unit Manager is accountable for the planning, coordination, implementation 
and evaluation of high standards of consumer care in the 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 consultation with the Nursing Director. 
• Coordinates, formulates and directs evidence based policies relating to the provision of nursing 

care by integrating consumer care across the continuum of care. 
• Supports the strategies for a work based culture that promotes and supports education, 

learning, research and workforce development by providing training and development 
opportunities for staff. 

• Integrates and prioritises the strategic direction of the service using a quality framework. 
• Lead and manage in a multi 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 Aggressive 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. 
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Are you the right person for the job? 
You will be assessed on your ability to demonstrate the following key attributes. Within the context 
of the responsibilities described above, the ideal applicant will be someone who can demonstrate 
the following: 

Specialist Demonstrated specialist knowledge of mental health service associated with 
Knowledge the management of complex consumer care. 

Consumer Focus Delivers and sets standards for high levels of consumer service, 
demonstrating a logical approach and remaining solutions focused when 
resolving issues for customers. 

Staff Manages staff effectively by providing clear direction, support and respecting 
Management diversity, considering the impacts of actions and motivating the achievement 

of positive 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: 
• 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 currenUimmediate past supervisor. By 
providing the names and contact details of your referee/s you consent for these people to be 
contacted by the selection panel. If you do not wish for a referee to be contacted, please 
indicate this on your resume and contact the selection panel chair to discuss. 

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

• Application form (only required if not applying online). 

About the Health Service Division/Branch/Unit 
West Moreton Hospital and Health Service (WMHHS) comprises of four local government areas, 
Scenic Rim Regional Council, Lockyer Valley Regional Council, Somerset Regional Council and 
Ipswich City Council. 

Ipswich is the major city of the region. Esk, Laidley, Gatton, Boonah and Wacol are townships 
spread throughout the service area. 

The WMHHS services a population of approximately 249,000 people. The region's demographics 
are diverse and include metropolitan and small rural community settings. 
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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.qld.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 1300304010 or http://www.remserv.com.au. 
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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 
hltp:/Iwww.psc:qld.gov.au/library/documentlpolicy/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 hltp:llwww.health.qld.gov.au/hrpolicies/resourcing/b 2.pdf 
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DARLlNG DOWN$.WESTMORETON 
HEALTH SERVlgI;QI$TRICT 

QuC!cnsland Health wVNI,health.qld.gov,au/workrorus 

Job ad reference: 
Role title: 
Status: 
Unit/Branch: 

DivisionlDistrict: 
Location: 
Classification level: 
Salary level: 
Closing date: 

Contact: 
Telephone: 
E-mail applications: 
Fax application: 
Post application: 

Deliver application: 

About our organisation 

H09WM01712 
Clinical Nurse Consultant 
Temporary Full Time for up t012 months 
Medium Secure I Dual Diagnosis, The Park - Centre for Mental 
Health, Treatment, Research and Education 
Darling Downs - West Moreton Health SelVice 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) 
Terry Clancy 

Darling Downs-West Moreton Recruitment SelVices, PO Box 
2221, Manslield BC Qld 4122 
Darling Downs-West Moreton Recruitment SelVices, Nexus 
Building, 96 Mt Gravatt Capalaba Road, Upper Mt Gravatt 

Queensland Health's mission is 'creating dependable health care and better health for all 
Queenslanders'. Within the context of this organisation, there are four core values that guide our 
behaviour: 
• Caring for People: Demonstrating commitment and consideration for people in the way we 

work. 
• Leadership: We all have a role to play in leadership by communicating a vision, taking 

responsibility and building trust among colleagues. 
• Respect: Showing due regard for the feelings and rights 01 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 selVice. 
• To provide expert professional support and guidance to nursing staff working within the 

selVlce In the area of clinical practice. 

Staffing and budget responsibilities 
• This role reports operationally and professionally to the Nursing Director, Extended Treatment 

and Rehabilitation Unit 

To find out more about Queensland Health, visit www.health.qld.gov.au 

WMS.1001.0002.00361

DARLlNG DOWN$.WESTMORETON 
HEALTH SERVlgI;QI$TRICT 

QuC!cnsland Health wVNI,health.qld.gov,au/workrorus 

Job ad reference: 
Role title: 
Status: 
Unit/Branch: 

DivisionlDistrict: 
Location: 
Classification level: 
Salary level: 
Closing date: 

Contact: 
Telephone: 
E-mail applications: 
Fax application: 
Post application: 

Deliver application: 

About our organisation 

H09WM01712 
Clinical Nurse Consultant 
Temporary Full Time for up t012 months 
Medium Secure I Dual Diagnosis, The Park - Centre for Mental 
Health, Treatment, Research and Education 
Darling Downs - West Moreton Health SelVice 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) 
Terry Clancy 

Darling Downs-West Moreton Recruitment SelVices, PO Box 
2221, Manslield BC Qld 4122 
Darling Downs-West Moreton Recruitment SelVices, Nexus 
Building, 96 Mt Gravatt Capalaba Road, Upper Mt Gravatt 

Queensland Health's mission is 'creating dependable health care and better health for all 
Queenslanders'. Within the context of this organisation, there are four core values that guide our 
behaviour: 
• Caring for People: Demonstrating commitment and consideration for people in the way we 

work. 
• Leadership: We all have a role to play in leadership by communicating a vision, taking 

responsibility and building trust among colleagues. 
• Respect: Showing due regard for the feelings and rights 01 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 selVice. 
• To provide expert professional support and guidance to nursing staff working within the 

selVlce In the area of clinical practice. 

Staffing and budget responsibilities 
• This role reports operationally and professionally to the Nursing Director, Extended Treatment 

and Rehabilitation Unit 

To find out more about Queensland Health, visit www.health.qld.gov.au 

EXHIBIT 844



·K~;accO!.lntal>ifities 
; •. fulfil the accountabilities of this role In accordance with Queensland Health's core values, as 

outlined above. 
• Provide high quality recovery orientated clinical care, within scope of practice, to both clinical 

units 
• Establish and maintain clinical and operational liaison with nursing, medical and allied health 

staff 
• Clinical guideline development to ensure an evidence based recovery orientated service 
• Establish and maintain clinical and operational liaison with nUrsing, medical and allied health 

staff in the Integrated mental health services of client Districts and non-government 
organisations to ensure effective pre assessment, admission, and discharge processes for 
consumers 

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

• In collaboration with the Nursing Director and Nursing Director, Education develop and 
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. 

• Develop, facilitate and participate In nursing relevant research activities 
• Promotes a collaborative ,team based model of care within the service 
• 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 certificate is essential. 
• Endorsement with the Queensland Nursing Council as a Mental Health Nurse is desirable. 
• 'C' class drivers licence 

Key skill requirements/competencies 

Clinical Expertise Advanced clinical skills in the areas of clinical practise, 
research and education in a recovery based service 

Continuous Improvement FleXible, open to change, actively maintains awareness of 
relevant research, utilises 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, mentorlng and inservice training for 
continuous learning In the team. 

Patient Focus Promotes a patient focus in the service by building rapport, 
effective communication with patients and staff and high level 
clinical problem solving, whilst promoting a positive 
environment. 

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

Work Values Demonstrates honesty, integrity, respect and caring for all 
patients, carers and staff. 

To find out more about Queensland Health, visit www.health.gld.gov.au 
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:H~,«~o~pply 
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• Your current CV or resume, 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 ArealDistrictlArea/Division/Branch/Unit 
Darling Downs-West Moreton Health Service District offers exciting employment and professional 
development opportunities. Whether you are Interested in administrative, allied health, medical, 
nursing or operational, we offer a 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 Burnett 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 is projected to Increase to 
240,875 in 2011, constantly remaining at approximately 5.5% of the total Queensland population. 

Toowoomba & Darling Downs District comprises 17 Health Services, and three Outpatient 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 city, large rural town and 
small rural community settings. 

The Darling Downs-West Moreton Health Service District employs approximately 5700 staff with 
an annual budget of $670m. 

Working for the Darling Downs-West Moreton Health Service 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 on 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 their 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 
obligation 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.gld.gov.au 
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:H~,«~o~pply 
PIEla~Elprovicte the following information for the panel to assess your suitability: 
• As~ort 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 resume, 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 ArealDistrictlArea/Division/Branch/Unit 
Darling Downs-West Moreton Health Service District offers exciting employment and professional 
development opportunities. Whether you are Interested in administrative, allied health, medical, 
nursing or operational, we offer a 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 Burnett 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 is projected to Increase to 
240,875 in 2011, constantly remaining at approximately 5.5% of the total Queensland population. 

Toowoomba & Darling Downs District comprises 17 Health Services, and three Outpatient 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 city, large rural town and 
small rural community settings. 

The Darling Downs-West Moreton Health Service District employs approximately 5700 staff with 
an annual budget of $670m. 

Working for the Darling Downs-West Moreton Health Service 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 on 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 their 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 
obligation 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.gld.gov.au 
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Barrett Adolescent Centre 
Welcome to our first BarreU Adolescent Centre Staff Communique. I hope this communique helps keep you 
informed about what is happening and how it will impact on yourselves as staff at the BAC. 

Barretl 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 BarreU 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 ongoing care options 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 building. 

Clinical Care Transition Panels 
Clinical Care Transition 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 available. The Panels 
will be chaired by Or Anne Brennan, and will consist of a core group of BAC clinicians and a BAC school 
representative. Other key stakeholders (HHS's, government departments and NGOs) will be invited to Join the 
Panel as is appropriate to the particular needs of the individual consumer case that is being discussed at the 
time. 

Admissions to BAC 
WMHHS is commiUed to safe and smooth transitions of care for each young person currently aUendlng BAC. 
These transitions will occur in a manner and time frame that is specifically tailored to the clinical 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 waiting list, we will work closely with their referring 
service to identify their options for care. 

Statewide Adolescent Extended Treatment and Rehabilitation Implementation strategy 
The statewide project for the Adolescent Extended Treatment and Rehabilitation (SW AETR) Implementation 
Strategy has commenced under the governance of Children's Health Queensland, and the Steering CommiUee 
has met three times since 26 August 2013. As part of the statewide project, two Working Groups have been 
defined to deliver on various aspects of this initiative. Working Group one Is the SW AETR Service Options 
Implementation Working Group, which will build on the work surrounding service models completed by the Expert 
Clinical Reference Group earlier this year. Working Group two will focus on the financial and staffing requirements of 
any future service options that are developed. 

sw ATER Service Options Implementation Working Group 
The SW AETR Service Options Implementation Working Group met for the first time on 1 October 2013 for a half
day Forum. This Forum was aUended by a range of multi-disciplinary clinicians and service leaders from Child 
and youth Mental Health Services (CYMHS) across Queensland, a BAC staff member (Vanessa Clayworth), a 
carer representative, and non government organisation (NGO) representation. Feedback suggests that the 
Forum was a very successful and productive day. A second Forum will be held within the next month to further 
progress the work on service models. Families and carers have also been Invited to provide written 
submissions on the development of the new service options moving forward for the consideration of this 
working group. 

Date: Thursday, 3 October 2013 

Queensland 
Government 
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Barrett Adolescent Centre 
Welcome to our first BarreU Adolescent Centre Staff Communique. I hope this communique helps keep you 
informed about what is happening and how it will impact on yourselves as staff at the BAC. 

Barretl 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 BarreU 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 ongoing care options 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 building. 

Clinical Care Transition Panels 
Clinical Care Transition 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 available. The Panels 
will be chaired by Or Anne Brennan, and will consist of a core group of BAC clinicians and a BAC school 
representative. Other key stakeholders (HHS's, government departments and NGOs) will be invited to Join the 
Panel as is appropriate to the particular needs of the individual consumer case that is being discussed at the 
time. 

Admissions to BAC 
WMHHS is commiUed to safe and smooth transitions of care for each young person currently aUendlng BAC. 
These transitions will occur in a manner and time frame that is specifically tailored to the clinical 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 waiting list, we will work closely with their referring 
service to identify their options for care. 

Statewide Adolescent Extended Treatment and Rehabilitation Implementation strategy 
The statewide project for the Adolescent Extended Treatment and Rehabilitation (SW AETR) Implementation 
Strategy has commenced under the governance of Children's Health Queensland, and the Steering CommiUee 
has met three times since 26 August 2013. As part of the statewide project, two Working Groups have been 
defined to deliver on various aspects of this initiative. Working Group one Is the SW AETR Service Options 
Implementation Working Group, which will build on the work surrounding service models completed by the Expert 
Clinical Reference Group earlier this year. Working Group two will focus on the financial and staffing requirements of 
any future service options that are developed. 

sw ATER Service Options Implementation Working Group 
The SW AETR Service Options Implementation Working Group met for the first time on 1 October 2013 for a half
day Forum. This Forum was aUended by a range of multi-disciplinary clinicians and service leaders from Child 
and youth Mental Health Services (CYMHS) across Queensland, a BAC staff member (Vanessa Clayworth), a 
carer representative, and non government organisation (NGO) representation. Feedback suggests that the 
Forum was a very successful and productive day. A second Forum will be held within the next month to further 
progress the work on service models. Families and carers have also been Invited to provide written 
submissions on the development of the new service options moving forward for the consideration of this 
working group. 

Date: Thursday, 3 October 2013 

Queensland 
Government 
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Acting Nurse Unit Manager (NUM) 
Mr Alex Bryce will be commencing as the Acting NUM at BAC from Monday 14 October 2M3. 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://gheps.health.qld.gov.au/eap/htmllWestMortHSD.htm. Please also be reminded that your line managers 
are available to discuss any concerns or queries you may have. 

Communication to Families and Carers 
Fast Facts 8 will soon be going out to all BAC families, carers and staff to ensure they receive the most update' 
information on what is happening with BAC. 

Communication with Department of Education, Training and Employment (DETE) 
WMHHS continues to liaise directly with DETE on a regular basis, keeping them up-to-date with changes and 
plans regarding BAC. DETE is committed to responding to the educational needs of each young person at 
BAC, and will work with us on the Clinical Care Transition Panels. 

Kind regards 
Sharon Kelly 
Executive Director Mental Health & Specialised Services 
West Moreton Hospital and Health Service 
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Acting Nurse Unit Manager (NUM) 
Mr Alex Bryce will be commencing as the Acting NUM at BAC from Monday 14 October 2M3. 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://gheps.health.qld.gov.au/eap/htmllWestMortHSD.htm. Please also be reminded that your line managers 
are available to discuss any concerns or queries you may have. 

Communication to Families and Carers 
Fast Facts 8 will soon be going out to all BAC families, carers and staff to ensure they receive the most update' 
information on what is happening with BAC. 

Communication with Department of Education, Training and Employment (DETE) 
WMHHS continues to liaise directly with DETE on a regular basis, keeping them up-to-date with changes and 
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