Queensland Health Procedure: Insert Title

5 References and Suggested Readmg o R

The MHA 2000 v
The MHA 2000 Resource Guide |
Natlonal Safety Priotlties In Mental Health: A National Plan for Reducing Harm
National Standards for Mental Health Services 1996

Queensland's Mental Health Patlent Safety Plan 2008 — 2013

Qusensland Plan for Mental Health 2007 ~ 2017

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

6 Consultation
Key stakeholders (position and business area) who reviewed this version are;

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

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

8 Audit Strategy

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

Audit tool attached Nil

Audit date 12 months from endorsement
Audit responsihility | Division of Mental Health Clinical Governance
Key Elements / Improvement to patlent care upon {ransfer

Indicators / Qutcomes

9 Appendlices

APPENDIX A

Cultural conslderations when {ransferring consumets ‘
13

Cultural factors of consumer transfer belween districts Include the cultural sensltivity of the
transfer/relocation of a consumer. Mental health staff In both the transferring and recsiving services
must obtain access to cultural expertise and advice,

-—-Factors tohe aware Ot e e
v Locality/community
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Quesnsland Health Procedure: Insert Title

Sihgrton it

’ Transferring serwce to Haise w?ih lndigenous and cuE uraliy and !Ingu sffcatiy diverse (CALD)
mental health workers
~ Within thelr team and with the recelving district
+ Social and emotional well belng conslderations
- finks to family, friends, elders

Locality/community — whan Aboriginal and Torres Stralt Islander peopls are local to a specific
area/town/clty/suburb cuitural protocol states the mental health service will contact the local
Aborlginal or Torres Stralt Islander community. There are several ways of contacting and Involving
the Aborlginal and Torres Strait Islander community:

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

¢ Consulting the Indigenous mental health worker In the recsiving district,

If the consumer is going to a community that Is not well known the Indigencus mental health worker
must provide orlentation for the consumer to the local Aboriginal and Torres Strall Islander

sommunity, with the consumer's consent,

Transferring service — It Is the responsibility of the clinical team/case manager to notify the
indigenous mental health worker in the recelving district of the transfer of the consumer, whether to
private or public follow up care. In the event that there Is no mental health service In a community,
notification to the Aborlginal Medical Servics in that community Is recommendsd, 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 bsiween
distrlots, with the consumer's permission. Sometimes family exist In hoth the transferring district
and the recelving district,

Consumers heed to bs orfentated to the new district for services and finks with Ahorlginal and
Torres Stralt Islander organisations, such as the Aborlginal Msdloal services; cultural events,
activities and meelings; other Queensland Hesalth services and other Queensiand Government

services,

Soclal and emotional wellheing - Following on from this, the consumer's soclal and emotional
needs In the recelving service has to include: famlly and other relationships; cultural
connections/support; other health concerns; housing; incoms; spirtualily, stabllity of home
environment; and, culturally appropriate psycho soclal Interventions In the areas of. further ‘
education; diverslonal activitles; fitness activities; clubs etc. L
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SKIPPEN, Tania

22
From: Kristi Geddes >
Sent: Tuesday, 23 September 2014 419 PM
To: KOTZE, Beth; SKIPPEN, Tania
Subject: RE: Barrett Centre Investigation - interviews [ME-MEFID2743997]
Attachments: 20140919 -letter to Minter Ellison re SGE KXMM 1084936.pdf; 20140919 - BAC -

Attachments.pdf; Barrett - interview schedules. DOCX; Investigation and report
framework. DOCX

Dear Tania and Beth,

We have received the enclosed response from WMHHS regarding the queries raised below (Tania this is what | had
in hard copy for your review). We have also now received responses from all of the receiving agencies for the 8
complex patients under detailed review, some of which are quite large in volume, so they have been printed and
included in the hard copy files we have here.

I enclose an updated witness schedule. All of the witnesses have now been advised of their scheduled time and
advised to contact me as soon as possibie if there are any issues. | have noted where we are aware of the support
"son they are bringing with them

| also enclose an updated framework for investigation/report, which includes the flowcharts of governance and details
of the further discussions | had with some key personnel from WWMHHS.

Finally, | have had a discussion with Dr Sadler this afternoon regarding his changed interview time and he indicated
that he thinks the Barrett Ward Record Book and PRIME incident reports would be relevant for our review. He
explained that the ward was quite unsettied following the announcement and there were a number of incidents of self
harm among the patients. Having not reviewed the clinical records myself, | just wanted to check whether either of
you have come across any such incident reports and, if not, whether you consider these records for the transi tion
period would be relevant for consideration in the report. If you think they will be | will issue a further specific request
to WMHHS for copies

Kind regards,
Kristi.

Kristi Geddes ©

.om: KOTZE, Beth
Sent: Wednesday 10 September 2014 11:34 am
To: Kristi Geddes
Cc: SKIPPEN, Tania
Subject: RE: Barrett Centre Investigation - interviews [ME-ME.FID2743997]

Dear Kristi
I have now towmpd base w'*h Tania and this is what we've agreed:

1. Tania will use the 2 days when she comes up in September to finalise the .zvéwf' of the clinical files and to
write up the clin a% summsries that will be required for the report for all the patients in scope. These will be
in the nature of b:’%ef over-view of each clinical scenario with particular camment on the documented
transition plans.

2. inrelation to the care coordinators can you please clarify:

a. A number of the patients have 2 care coordinator names written beside them on the summary
heet - what does this mean? Was there a principal coordinater and a buddy? Or were there 2 care
co fcﬁ nators with clearly delineated roles? Some names have ‘associate c¢” written beside them -
butin other cases there are 2 names and no difference noted.
[s th a written statement of duties for the care coordinators

4
4
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™y

Vanessa Clayworth’s name isn't against any of the patients as care coordinator — what was the

nature of her role? Was it formalised? If so can we a ease have a copy of the statement of duties?

d. What is ‘business as usual’ transition/discharge practice for the service as articulated in formal

policies and procedures? if there is a service is*amét%m}, discharge policy and procedure? Can we

please have a copy?

Were there any specific policies/procedures/statement of duties put in place for the transition

coordination for these particular patients? If so can we please have a copy?

3. Rethe BAC review (72008) can we please have any excerpt relevant to the topic of transition/discharge
planning? Given the very long length of stay of the service one would expect that this would be a major field
of activity even during ‘business as usual’, let alone in preparation for the closure. Did BAC routinely conduct
followup of former patients? If so is a summary report available?

4. We will conduct the interviews together — so Tania will come up with me on Monday 137 October. The
priorities for the interviews that day are the 2 medical officers (Clinical Director and Acting CD) and the care

coordinators for the patients Looking through the sheet, it looks like all the
patients in question had at least 2 care coordinators and some 3 but the same care coordinators were
involved with more than 1 of the patients - by my calculations it locks like there are  care coordinators
involved with these  patients? That would be 10 witnesses. | think we should try for 1 hour each for the
medical interviews and 45 minutes for the care coordinators.

5. Inrelation to the ToR and particularly noting 3.1.4 which refers to the information available to clinicians and
is quite specific sbout the care planning for the we
definitely need to get information from the services to which they were referred. Can we obtain some
general information about each one [what does the service provide etc) and if they have intake forms or
assessments and initial care plans or equivalent? Tania and | can follow up with telephone calls to verify or
clarify anything that we need to — so a key contact name and telephone number for each would be helpful.

n

&

3
[
Wy

ssence we are proposing that:
the medical interviews and the file review and the information from the receiving services dea! with the
patient cohort overall {ToR % 1.2;3.1.3,3.1.4)

- the medical interviews, the care coordinator interviews and the file reviews and the info from the
recmv‘mg services de § with the specific cases identified as having poor outcome or complex transitions
{ToR3.1.4

Canvyou ciaﬁfy your interpretation of 3.1.2 — it could be read to mean that we would have to interview all the
patients and their families to get the other side of the story —ie what did they think their needs were and how well
were they met? It could also be limited to, based on the documented care planning and interviews, were the
psychobiosocial needs of the patients and families identified comprehensively and comprehensively planned for?

Associate Professor Beth Kotze

MBBS FRANZCP FRACMA Cert Child Psychiatry MMed (Psychotherapy)] MHA [UNSW)
Acting Associate Director, Health System Management

Merntal Health and Drug and Alcohol Office

NSW Ministry of Health

Direct Dial:

Address:

Email:

Website: www.health.nsw.gov.au/mhdao

%$$ i
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From: Kristi Geddes

Sent: Tuesday, 9 September 2014 7:56 AM

To: KOTZE, Beth

Subject: Re: Barrett Centre Investigation - interviews [ME-ME,FID2743997]

Thanks Beth.

I will do my best to group the care coordinatars according to patients, however there may be some overlap issues.
Would you like to speak with RN Vanessa Clayworth or would you prefer leave that to Tania? Unfortunately, | do not
have specific details of the extent of her involvement with any particular patients, I've just been advised that she
played a key role in the transition planning and would therefore be someone we need to speak with.

in the interests of time, do you think it would be possible to obtain the information you require from the receiving
agencies via information reguests instead of interviews? If so, if you are able to provide me with a list of the specific
information you require, | can attend to those requests and hopefully have the information for you upon your return
from leave,

ook forward to hearing from you.

Kind regards,
sti.

Kristi Geddes
Senior Associate

Minter Ellison

On 8Sep 2014, at 5:23 pm, "KOTZE, Beth™ < > wrote:

Thanks Kristi
If at all possible we need to have the clinicians grouped by patients so that | do all the interviews
associated with patient  and Tania does all the interviews associated with patient

it we start with the medical staff and the care coordinators for the whose files | reviewed
that would be good — there were the and then

Uve had a look at the ToR again and | think it may be difficult to answer 3.1.2 and 3.1.3 in general
and 3.1.4 In particular without talking to the agencies that received the referrals because
appropriateness goes to the issue of the capacity and capability at the receiving end and the quality
of the communication — t am wondering if some of these interviews could be done by telephone if
the staff of these agencies are comfortable and willing to cooperate.

What do you think?

Beth

Associate Professor Beth Kotze

MBBS FRANZCP FRACMA Cert Child Psychiatry MiVied (Psychotherapy) MHA (UNSW])
Acting Associate Director, Health System Management

Mental Health and Drug and Alcohol Office

NSW Ministry of Health

Direct Dial:

Address:

Email:

Website: www. heslth.nsw.gov.au/mhdao

<imagedi3.ong>

From: Kristi Geddes |
Sent: Monday, 8 September 2014 11:40 AM

[¥3)
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To: KOTZE, Beth
Subject: Barrett Centre Investigation - interviews [ME-ME.FID2743997]

Hi Beth,

| hope you had a lovely weekend after your trip up on Friday.

As discussed, | am currently arranging staff interviews for you on Monday, 13 October 2014, You

had requested meeting with Dr Brennan, Dr Sadler and then each of the care coordinators for the
In total, that would be 9 witnesses.

I'm allowing an hour for each interview and based on your flight times last Friday, unfortunately that

would only leave time for 6. | just wanted to check how you would therefore prefer | prioritise

interviews. | have currently prioritised Dr Brennan and Dr Sadler and then at least one care co-

ordinator for each patient. That leaves us with one spot left over.

I've been advised by WMHHS that RN Vanessa Clayworth, although not a care coordinator, played
an integral role in transition planning.

I just wanted to check if perhaps | fill the last spot for that day with RN Clayworth and/or if you would
prefer stay on an extra day and speak with all care coordinators for those complex patients?

Obviously, | will endeavour to instead arrange for Tania to interview the other care coordinators for
those patients if you are not able to.

I ook forward to hearing from you.

Kind regards,
Kristi.

Kristi Geddes &

gey Please consider the environment before printing this emall
Please consider the environment before printing this emall

e ek e e # g 2 2 . e Fode K e Sedk

IMPORTANT INFORMATION - PLEASE READ

This emall and any attachments are confidential and may be legally privileged (in which case neither is waived or
lost by mistaken delivery). Please notify us if you have received this message In error, and remove both emails
from your system. Any unauthorised use is expressly prohibited, Minter Ellison collects personal information to
provide and market our services (see our privacy policy at hitp:/fwww.minterellison com for more information
about use, disclosure and access). Minter Ellison's liability in connection with transmitting, unauthorised access
to, or viruses in this message and its attachments, is limited to re-supplying this message and its attachments.

Aok e Jeok et de Ao ek ek 8 e e (2

(042
7/71‘8’1



EXHIBIT 117 TSK.900.001.01253

et F febsense

LE LY Gl Dy
S et PR e W [E R
rre S WILLD ThE Now MIOLsTIY
I [NV B W
It LU 8 |4 .




EXHIBIT 117 TSK.900.001.01254

Queensland
Government

West Moreton Hospltal and Health Service

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

Ms Kristi Geddes

Minter Ellison Lawyers

PO Box 7844

Waterfront Place QLD 4001

By Email:

Dear Ms Geddes

Health Service Investigation — Barrett Adolescent Centre (Your Ref: SGE KXMM 1084836)

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

Centre (the Centre).

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

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

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

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

Attachment 2 — Care Planning Package Tool Kit — This document describes the philosophy behind
care planning, the roles and associated tasks, and forms part of a suite of tocls and rescurces
available to all care coordinators at The Park — Centre for Mental Health Treatment, Research and
Education (The Park) via a shared electronic staff folder. This folder is accessible by way of an

icon on the deskiop of all clinical area computers.

ffice Postal Phone Fax
West Moreton Hospital and Health Service PO BOX73
Ipswich Hospital Ipswich Qld 4305

(O9¢




EXHIBIT 117 TSK.900.001.01255

Attachment 3 ~ Individual Care Plan Checklist: Adolescent - Care coordinators of the Centre
utilised the Individual Care Plan Checklist to guide care planning at new episodes, standard and ad
hoc review points, and at the end of an episode.

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

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

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

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

As explained in the Care Planning Package Tool Kit at Attachment 2, each patient is allocated one
care coordinator (CC), and ideally one care coordination associate (CCA). Patients are not
allocated more than one CC. The role of the CCA is to proxy for the CC when that person is
unavailable and to take on duties delegated by the CC. The CCA has the same authority as the
CC, but cannot plan care, except in consultation with the CC, or, in the case of Enrolled Nurses,
Rehabilitation Therapy Aides and discipline associates, under the supervision of a Registered
Nurse or the relevant qualified discipline clinician.

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

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

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

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

Attachment 8 — Procedure titled “Inter Hospital and Health Service Transition of Care of Mental
Health Consumers from one Hospital and Health Service to another’. This procedure replaced the
procedure enclosed at Attachment 7, coming into effect on 13 May 2014 and reflects the transition
to Hospital and Health Services.

o
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Attachment 9 ~ Further extract from the document titled “The Barrett Adolescent Centre -
Information for Parents and Carers”. The extract provides a summary of discharge planning for
patients admitted to the Centre.

Also, as referenced in Attachment 6, CIMHA is a key statewide tool supporting a range of clinical
processes including discharge of patients and transition of care from one service to ancther.

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

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

closed.

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

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

developed

RN Vanessa Clayworth

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

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

to alternative services.

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

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

14 October 2013.

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

(01
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The above changes in roles were communicated to staff by way of a staff communique issued on 3
October 2013, a copy of which is attached at Attachment 12.

Megan Haves, Occupational Therapist

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

of this assignment.

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

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

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

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

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

Yours sincerely

Sharon Kelly "/
Executive Director Mental Health and Specialised Services

West Moreton Hospital and Health Service
19 September 2014

(04
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Attachment 1
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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 ¢linical experience, caseload
and specific skills or training. Relured Standards NSMHS)

Responsibilities of the Case Coordinator includes:

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

* Being the primary liaison person with all other care agencies. These include other
hospitals, Department of Families, schools, community clinics ¢g Child and Youth
Mental Health Scrvice, accommodation services, and other health practitioners involved
in the patient’s care. 812813 82 83 11455 H.454)

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

in evaluating and developing treatment strategies for identified problems. 157 8172 813
10.6)

¢ Coordinating the implementation of treatment programs or strategies as directed by the
tcam. This may include the monitoring of baselincs, formulating behaviourally orientated
interventions, assisting the adolescent with the use or mastery of various therapeutic
strategies eg relaxation or behaviour rehearsal, and devising structured plans for other
staff/carers to follow to promote a consistent approach to the patient’s care. (1.5, 114E5)

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

o bEnsuring care is culturally appropriate if the patient is from a different cultural
beckground. Liaising with the relevant cultural agencies, eg NESBE cultural advisors,
interpreter services, ATSI Liaison Officer and community support groups. ldentifies
sensitive cultural issues, bringing these to the attention of the team and taking appropriate
action to address these, (114513717273 7.4

12
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Working in cooperation with the designated family therapist by arranging sessions with
the families and participating as co-therapist. The Case Coordinator is largely responsible
for dealing with family issues at times when problems arise. Acts as a support for family
members and if required may facilitate attendance at other support agencies, eg
Relationships Australia, ARAFMI. (1.6 32 11487

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,
(3.1,32)

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. $.2.483.3

Coordinating arrangements between staff, carers and other agencies concerning:

- leaves on weekends and during holidays

- financial needs, eg banking, pocket money

- attending external appoiniments, eg medical consultations

- school attendance or reintegration

- respite care or alternative living arrangements
(8.1.2,810.3,822,823 83, 114.E8 114.E7, |1 4ES3)

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

throughout the assessment, treatment and discharge planning phases of the admission.
(134.0,11.5)

Arranging a relief Case Coordinator prior to taking any leave of absence. Must give a
comprechensive handover of the case. When not rostered on duty the Clinical Nurse will
ensure continuity of care by attending to any of the above responsibilities as required,
(1114, 114.0.6)

TSK.900.001.01260
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CASE CO-ORDINATION

ACHS Standards
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1.6.2

1.7.1

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

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

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

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

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

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

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

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

[ducation is provided by appropriate personnel to help the patient / consumer and
carer understand the patient’s / consumer’s diagnosis, prognosis, treatment options,
health promotion and illness prevention strategies.

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

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

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

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

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

NHMS Standards

1.2
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BN

-
h

S,

110

manner, and ensures the patient / consumer is aware of the appropriate services before
separation.

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

The written and verbal statement of rights and responsibilities is provided in a way
that is understandable (o the consumer and their carers.

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 llness and the Improvement of Mental Health Care (1992).

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

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

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

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

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

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

Staff of the MHS have knowledge of the social and cultural groups represented in the
defined community and an understanding of those social and historical factors
relevant to their currvent circumsiances,

Information, relevant to care and continuing management, is given to the patient /
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14 The MHS ensures that the assessment is continually reviewed thro

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

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.

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

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

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

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

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

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

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

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

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

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

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

people nominated by the consumer.

There is opportunity for the assessment to be conducted in the preferred language of
the consumer and their carers.

g
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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

;..J
—
o

three months. The review should be multidisciplinary, conducted with peers and more
experienced colleagues and recorded in the individual clinical record.

.18 A review of the consumer is additionally conducted when:

The consumer declines treatment and support

The consumer requests a review

The consumer injures themselves or another person

The consumer receives involuntary treatment

There has been no contact between the consumer and the MHS for three
months

The consumer is going to exit the MHS

Monitoring of consumer outcomes (satisfaction with the service, measurc of
quality of life, measure of functioning) indicates a sustained decline.

11.3.19 The MHS has a system for the routine monitoring of staff case loads in terms of

11.4.6

11.4.7

[1.4.9

number and mix of cases, frequency of contact and outcomes of care.

The MUS 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.

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

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

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

11.4.10 The MHS provides the least restrictive and least intrusive treatment and support

possible in the environment and manner most helpful to, and most respectful to, the
consumer.

[1.4.11 The treatment and support provided by the MHS is developed collaboratively with

the consumer and other persons nominated by the consumer,

11.4.A.1The setting for the learning or the re-learning of self care activitics 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

TSK.900.001.01264
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consumers develop or redevelop the necessary competence to meet their own i
everyday community living needs,

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

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

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

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

11.4. A8 The MHS promotes access to vocational support systems which ensure the
consumer’s right to fair pay and conditions, award (or above) payment for work and
opportunities for union membership,

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

11.4.A.10 The MHS provides or ensures that consumers have access to drop-in facilitics for
leisurc and recreation as well as opportunities to participate in leisure and recreation
activities individually and/or in groups.

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

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

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

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

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

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

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

11.4.B.6 A range of treatment and support services is delivered to the consumers living in the
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accommaodation according to individual need.
11.4.B.7 Consumers living in the accommodation are offered maximum opportunity fo
participate in decision making with regard tot he degree of supervision in the facility,

décor, visitors, potential residents and house rules. t

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

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

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

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

11.4.8.13 Consumers with physical disabilities have their needs met.

1

[

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

1

—

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

—

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

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

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

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

!

[y

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

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

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

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

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

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

I.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 caters 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.

1152 T he 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
mdn idual care plan,

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

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

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

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

11.6,0 The MHS assists consumer to exit the service and cnsures re-entry according to the
onsumel’s nceds,

[1.6.1 Staff review the outcomes of treatment and support as well as ongoing follow-up
arrangements for cach consumer prior to their exit from the MHS.

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

11.6.3 The MHS ensures that the consumer, their carers and other agencics involved in
follow-up, can identify an individual in the MHS, by name or title, who has

.
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knowledge of the most recent episode of treatment and/or support.

[1.6.4 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 involyed in follow-up to
identify the early warning signs which indicate the MHS should be contacted.
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The Park — Centre for Mental Health Care Planning Package - Tool Kit

th service delivery that reflects supports and
nuriures the embedding and growth of the principles of consumer and carer participation. It Involves
jdentifying the range of an individual consumer's needs and monitors progress towards meeting those
needs In consultatlon with the consumer, thelr carer/s and with other health care resources nominated
by the consumer, ’

Care Coordination Is a pivotal aspect of mental hea

Care Coordination and Care Planning are Intimately linked, Whilst it is the role of the Care Coordinator
{CC) to ensure that planned care Is Implemented, the role of developing the individual Care Plan {ICP)
and evaluating the care outcomes Is the role of the multldisciplinary 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

. accountahility

. efficlent and coordinated care;

. evaluation of care outcomes

. continuity of care

The Care Coordination mode! 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 heaith providers and strategies in the ICP will reflect a coordinated
approach from all those nominated hy 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 cliniclans and/or agencles.

PROCEDURE

CC's can be allocated from the Medical, Nursing and Allied Health disciplines, as can Care Coordination
Assoclates {CCA). Enrolled Nurses [EN) and Enrolled Nurse Advanced Practitioner (ENAPY, may be
allocated to the role of Care Coordinator and/or Care Coordination Associates, with appropriate support
and mentoring from senior clinicians.

Ideally, there will be a CC ond a CCA allocated to each consumer. The role of the CCAls to proxy for the
CC when that person Is unavailable and to take on duties delegated by the CC. The CCA has the same
autnorlty as the CC, but cannot plan care, except In consultation with the CC, or, in the case of Enroiled
Nurses {EN’s), Rehabilitation Therapy Aldes {RTA's) and discipline assoclates, 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 or the
night shift will act either as a CC or CCA. However, where it is ciinically useful to utilise a night shift
worker as an associate, then this practice is acceptable.

Puge 3 of 44
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The Park ~ Centre for Mental Health Care Plauning Package - Tool Kl

In allocating CC's, consideration should be given to consumer need, staff skills and workload, However, all
clinlcal staff must accept an active role within the Care Coordination framework.

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

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

In ward/residence areas where admissions are planned, the multidisciplinary team will nominate the CC
and CCAin advance of the admlssion. The nominated CC should make contact with the referring Cilent
District agency to initiate the assessment and care planning priorities for the consumer,

Allacation Nurse
The Care Coordination approach is complemented by the allocation of allocation nurses to each consumer
on a shift-by~shift basis. The nurse in charge of the ward/residence should facilitate this.

ldeally, the nursing staff who arc 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 provislon 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 Relationshlip

The CC plays an actlve role in developing and monitoring a consumer's treatment plan, as well as llaising
with other staff to ensure that treatments that have been prescribed by the multidisciplinary team are
implemented in a timely manner.

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

It Is the responsibility of the staff deslgnated in the plan to fuifil 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 divectly with the consumer to meet his or her needs in accordance with the ICP, as
appropriate.

The ICP is developed in conjunction with the multidisciplinary team and the consumer. The CCls a member
of the multidisciplinary team and should, wherever possible, be present at Multidisciplinary Team Meetings
when the ICP js reviewed. Where this is not passible, the CCA {or another staff member) should be
properly briefed to proxy for the CC at the meeting.

Care Coordination — ICP Develepment

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 inftiate an Exit Plar. The interim [CP should address
the consumer’s immediate presenting problems, with a focus on safety. Each clinican may determine any
additional requirements for the interim ICP,
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The Exit Plan should begin gathering information regarding such things as: the consumer’s preferred GP or
psychiatylst; community supports and services that may be required; and an evaluation-of-care
methaodclogy 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 famlly members In care planning should
also be sought {see the section on Carer participation and sharlng Informatlon with carer, page 23)

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

The CCls to ensurc that assessment of the consumer occurs to assist In planning and measurement of

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

Planning Package:

. Outcorne Measures (HoNGS, HoNOSCA, Life Skills Profile, Mental Health Inventory and other tools as
outlined In the Queensland Health Outcomes Protacol)

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

. Consumer Participation Plan where appropriate

Clinica! areas/teams may include other assessment and screening tools as required by thelr consumer
popuiation or individual consumer’s needs.

Using the results of assessments, the CC will construct an ICP in consultation with the consumer and family
members (where 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 2
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 negotlate an approximation of the proposed framework
that is satisfactory to the consumer.

The ICP is a working document that is regu arly reviewed and updated at least every 91 days in the context
of a Multidisciplinary Team Meating. The plan and the interventions that are attempted are subject to
ongoing evaluation. Non-effective interventlons should not be continued for extended periods of time. The
plan should evolve. All attempted strategies and subseguent cutcomes should be documented in the
Progress of Care section of the ICP to ensure continuity of care and appropriate tracking of clinical L
autcomes, 3

e

A weekiy review of consumer care from an ICP perspective should be documented In the clinical record by
the CC to ensure effective clinical communication and review. Al dinical entries should be made In the
context of the ICP, usually elther 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 parson 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 Tearm 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 emeargent discussions should be clearly documented in the clinical
record and should he 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 of the CC. Individual CC's will play an
important role In ensuring that updated information is available at the relevant team review and that
relevant amendments are documented In the ICP,

Evaluation of I[CP’s and Care Coordination Processes

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

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

conveyed to the multldisciplinary team,

During multidiscipiinary team meetings. Particular attention should be paid to Issues that have

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

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,

~a

LEGAL/ETHICAL ISSUES

In terms of ultimate medico-legal accountabllity, the Consultant Psychlatrist retains this responstbility and
the CCls responsible to the Consultant Psychiatrist with regard to care planning Issues.
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Background ;
The care planning package at The Park — Centre for Mental Health has evolved and adapted to provide |

recovery-oriented Individualised care, whilst meeting 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, to gather
Information on how the tools are used, quality of care p{anf 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 dellver care.

Using the Strengths maodel In care planning

The recovery princlples have gulded clinical practice and service planning at The Park. Changing
practices towards consumer focussed care has involved a conslderable change in work practices,
attitudes and culture, These 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 cutlines the principles of the Strengths Model:

Six Principles of the Strengths Model Rapp and Wintersteen (1989)

¢ The focusis on individual strengths rather than pathclogy

s The care coordinator / client relationship s primary and essential

+ Interventions are based on the principle of client self-determination

r * Assertive outreach is the preferred mode of intervention

¢ Long-term psychiatric consumers can continue to tearn, grow, and change and can he
assisted to do so

* Resource acqulsition 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 sattings 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 assoclated information electronically is increasingly a requlrement 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 nhealth 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 an consumers that is essential to care planning. In particular, care planni ing requ ires the use
of CiviHA 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 cliniclans should recelve training and orlentation 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 cliniclans can ldent'fy who they need to contact to share
informatlon on a consumer,

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

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

Guidelines for Electronic Use of Care Planning Documents
The individual Care Plan (s desighed to be used as an electronic tool, to improve ease of completion and
make reviews more efficient. Using care plans electronically does pose some conslderations in refation
to:

¢ Confidentiality;

s currency of documents;

e version control {e.g. making sure the right version is accessibie, and that old verslons 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 clinicai teams.

Accessing the care planning tools electronically
All care planning tools used for adult consumers across the facility are sva%!’zbfe at G:\Care

Planning\Package cf tools, You will see in this folder the following screen

Tl b Soerip s
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Separate folders contain the tools for consumer tools, crisls intervention plan, risk assessments, drug &
alcohol screening, and outcome measures for printing {e.g. MHI). The ICP template Is in a ‘word
template’ form {easy to identify by the vellow top on the fcon).

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 acclidentally 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 canh see whether the field is for text, a drop:down menu, or

tick box. You can also use the tab or arrow keys to move from one 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 3
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 fleld.

The easlest way to find out how to use the form is to have a go! 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 nave completed the [CP, 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”

the document name}. The recommended convention for naming your care planning document [s:

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

Some examples of this convention are:
,rFre kston_B_0703.doc Indicates an ICP for B. Frankston completed in March 2007 i
3 Henderson_W_0710.doc Indicates an ICP for W. Henderson comp leted in Octoher 2007.

The reason for this convention is that It will save documents in alphabetical (by surname) and
chronologlcal {hy the reverse date) order.
g Y i

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 3
be saved to the consumer’s folder. If you are unsure how to access these folders, please talk to your
CNC or NUM.

it is very Impartant that no consumer information is saved ta 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.

Uploading Care Planning documents to CHVIHA

Once the (CP has been slgned off by the Clinical Team, it should be uploaded to CIMHA. This can ne ]
done by scanning the documents, emalling them to yourself and saving them on a secure network
foider.

Fage 9 of 44
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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 recerd,
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 [CP has been completed, it should be printed out, signed, presented to the clinical team, and
filed In hardcopy In the clinical flle. 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 dinical flle may also be
more accessible for quick review by other staff working with the consumer,

Reviewing your ICP & saving your review

When the review for the consumer you care coordinate Is coming near, you can open the saved ICP
electronically In Microsoft Word, and make any necessary changes quite easlly. 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’ sectlon at the end of the |CP gives the opportunity to record any goais
that have heen achioved, '

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

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

Accessing ICPs

individual Care Plans can be accessed electronically through the clinical area’s folder. If you are unsure
how to access these folders, please talk to your CNC or NUM, Your work colleagues may also be able to
orlentate you to the clinlcal area folder and consumer folders.

Other considerations

Most documents i the care planning package are able to be completed electronically. Opportunities to
develop your computer skilis, 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 compiete the checklist is to print it and complete it manuaily 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}

Page 10 o) 44
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Reviewlng or revisiting?
Care coordinators and consumers may sometimes feel that they are compileting tools unnecessarily,
when the information or scores haven’t changed in the three month period. For some forms, it may be
acceptahle to re-visit the informatlon to check that it is stlil accurate, without having to complete a full
new farm. 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

e Individual Care Plan

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

Tools that can be revisfted, 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 & ‘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 difficuit to
read. Each form has provision for signing a number of reviews).
¢ Drug Check, Audit & RTCQ

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 s used to direct care and clinical decision
making. For a completed example of the ICP, see Appendix B, pg 31.

Orlentation to the ICP

The first page of the ICP includes Identifying data, a consumer profile, alerts, review dates, and
cansumer 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 cancerns of the L
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}. Thece categories are:

¢« Malntaining mental health

¢ Physical health, nutrition & ADLs {Welght, diet, physical camorbidities, self care & hyglene)

¢ Substance misuse

e Dally living situation/Financial/Vocational/Educational

* Social Supports & spirituality

s [ejsure/Recreational

Each of these categories have a page devoted them, outlining the issues, assessment scores, goals and
strategies, and progress of care. Here are some of the features of each category:

Page |1 ofd4
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Substarcs Wisuse Problere identifisd
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Category heading:

This glves the names and brief description of the category.

Datq relevant to this category:

Sorme categories have a sectlon at the top of the page that allows you to cutline Infermation and
assessments relevant to that category. This provides a quick reference for scme important data,

Consumer’s Gogl 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
The consumer’s goal is not to be debated, hut rather accepted and further explored. 1t may or may hot
be aligned with the clinical team’s views. Itisimportant for clinicians to remember that acknowledging

understands it

corsumer’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 Issiies:

This box allows clinicians to outiine the current concerns of the clinical team. This may include
“nroblems” or “deficlts”, barriers to treatment, risk factors, and other influencing factors the care.

QOutcome measure Scores:

This greyed row of boxes allows clinicians to record the outcome measures scores relevant to this
narticular category. This cutlines the HoNOS and LSP scores that are relevant.
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For Instance, in the category “Daily Living Situation/Financial/Vocational/Educaticnal, there are two
HolNOS items {Item 11 and 12) and two LSP ltems {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, Fach category has a
footnote that describes the items outlined on that page. The use of the HONOS and LSP scores In each
category helps to link the outcome measures with the treatment strategles in the care plan. items of
the HoNQS that are clinically slgnificant {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 |s a box which can assist care coordinators when developing
care plan strategles. “Areas to consider” gives care coordinators a list of ideas for treatment and
recovery strategles 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 detalls the strategles, consumer actions, support role/treatments, responsible team
members and review dates required for the care plan, relevant to that category. Strategies may be seen
as then short-term, “small-step” goals tewards achieving the overarching recovery goals for the
consumer, and for admes; ing 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 technlques that the consumer piam to undertake
to meet the strategy.

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

“Team Members ”esparswk refers to the specific person/s who will implement the support
role/treatments. “Review Date” is a date set by the care coerdinator 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 hav b een

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

If a strategy has heen recordad in the progress of care, this doesn’t mean that it wllf no longer be
relevant to the consumer, or can’t be tried again. It's important to remember the situaticn and context
of trea tmpnta, peopie invoived, etc and how these may Influence outcomes. Detalls in this table can
provide clinical teams and consumers with valuable insights into how the journey of recovery has
developed sc far.

Recovery and Relapse Prevention Plan {RRPP)

The RRPP is on the last page of the ICP. It provides an opportunity to recerd ways far consumers, carers
and clinicians to identify triggers, relapses, ways of coping with stress and managing crisis situations,
This sectlon can be completed in a number of ways:

e by the consumer an thelr own;
s by the consumer with help from the care coordinator/clinician (e.g. in a discussion, with the
clinician writing things down};

Page 13 of 44
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e with input from carers or family;
¢ using informatlon from the Strengths Assessment;
¢ acombination of the above.

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

Tips an completing the ICP and RRPP; |
Only sections that are relevant for the consumer for that period need to be campleted

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. Likewlse, not all sections need to
have Jots of strategles or goals. Conslder what Is specific and achlevable far the next three months,

{f a consumer doesn’t consider a category relevant, but the clinlcal team does, this can still be
completed with strategles developed ~ bearing in mind that there may not be much in the “consumer
actions” column. For instance, if & consumer does not feel they have a substance misuse Isste, but the
clinlcal team are concerned by their drug use, there may be strategles developed around aducation and
the use of motivatlonal Interviewing; the consumer may only agree to “listen to information glven” as
part of the consumer actions.

“Strategies” qre the short-term gogls that are specific, measurable, and achlevable,
Devefap 3 gca[s that work is a skill, and is an important way of ensuring that a care planls
individualised to the consumer. The strategles are the short-term goals that provide the “baby steps” to
attaining the goal statement. They are developed by breaking down goals Into the small steps required
to reach the gosal. Strategies should be;

° Statedin positive terms

s Have 2 high probabllity of success {so start with the smallest “baby steps”}}

s Measurable and cbservable

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

o Understandable and meaningful to the person

For example a goal statemert might he “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 tc 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 sty ed”

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

“I will save money tobuya tcket 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 [ose weight and be more physically fit
to be an actar, and she might have a goal of joining a drama group as her goal statement in the
Leisure/recreational sectlon.

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

Care Coordinztors can assist consumers in setting SMARTA goals, by helplng them break large or long-
term goals Into smalier, achlevable steps, and getting the consumer to consider how they will know
when they have reached that goal. Often, setting smaller, specific and concrete goals can help the
consumer see when an outcome [s achleved and provide a dearer direction.

Examples of the SMARTA approach;

- Good: lacob wili independentiy engage In one leisure activity in the cormmmunity on a weekly basis by
the next review,

- Not so good: Jacob will increase his community outings,

- Good: Anne will use a washing machine ta 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 gozl.

The Goals/strategies/actions care plan is one way of recording goals and outcomes for consumers.
Other ways that may complement the ICP and heln consumers include:
¢ Pictorlal 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 poals that is used, a copy or version of the record, which reflects the
saine goals, strategies and outcomes, should be provided to or discussed with the consumer, and a copy
kept with the {CP in the clinical chart. j

Sulcide/Self Harm, Violence, Vulnerablilty and Absent without approval can present serious problems
for all concerned. The state-wldce standardised Risk Screen tool has been developed to better manage
these behaviours. The Risk Screen is completed on admission and reviewed at least three manthly {more
frequently in some clinical areas). Ad hoc assessments of risk are also carrled out when there Is a change

in the consumet’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 componhent of the tool is a checklist of prompting guestions regarding static and dynamic risk
facters. 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 checkiist
important part of the risk assessment Is the information recorded in this section. The comments noted
should vield the information required to: generate a risk rating; and, to support the dinical decisicn
making process behind the rating documented. For example, if a risk history has been identifled In the
checklist further explanatory information can be provided here: e.g. “Joe has made suiclde attempts in
t

he past but has not had o known episode of self harm or suicide attempt for approximately 10 years.”
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This detall may support the decision to rate Joe as a low risk of sulclde. 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 responsibllities for
children. if yes, a Child Protaction form must be completed on CIMHA. This Is followed by a box
requiring the allocation of an overall risk rating.

The finai section Is for Clinical and Risk Formulation / Assessment Summary which is a free text field
deslgned to capture detalled consumer- specl Ific Information to enahle effective and appropriate clinical
risk management. Information to include in this section:

= Protective and mitlgating factors

¥ Stressors

»  Strength and supports

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

= s the consumer possibly In early psychosis or prodromal?

®  Conslder historical information In relation to current dynamic and contextual factors

»  Where risks are identified, document strategles to address the identified risk factors

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

he data gleaned from the use of Risk Screen is likely to be useful in decision making arcund rlsk —
nowever; it is only one aspect of risk assessment and should never override clinical jJudgement,
However, it Is important that the Risk Screen be reviewed as requlred and revisited to reflect any
changes in behaviour.

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

See Appendix D [page 41] for an example of a Risk Screen tool,

The emphasis on health outcomes and information systems to support quality improvement has been
ga%nlng momentum in the wider health sector for several years. The implementation of routine outcome
collection in 2004 by all Queensiand mental health services, has led to scrvices becoming more able to
explore and ask questions ahout 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 connectlons 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:

+ Tomonlitor the progress of consumers recelving mental health services.

¢ Asa clinical tool to inform treatment planning.

+  To evaluate the effectiveness of treatment and Individual care plans.

»  Toincrease dieioguo amongst members of the treating multidisciplinary team,

¢ Tofacllltate engagement and partnerships with consumers and carers in care pianning

«  Toassist n professi onqi upervisi
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Table 1 outlines the suite of measures generally used by Child and Youth, Adult and Older Persons mental heaith services.

ld znd Youth Services -

CUINICIAN RATED / COLLECTED |

e Health of the Natlon Gutcome s Health of the Natlon Outcome ¢ Health of the MNatlon Outcome
Seales for Children and Sesles (HoNOS) Scales for Older People
Adolescents (HoNOSCA) ¢ Lfe Skills Profile {LSP) (HONOSE5+)

& Chilcren's Global Assessment s Focus of Care {FoC) ¢ Life Skills Profile (LSP)

Scale {CGAS) ¢ Principal Dlagnosis (ICD-10-Ak) s Focusof Care (FoC)

¢ Factors Influencing Heaith o Nental Health Legal Status ¢ Resource Utilisatlon Groups -
Status {FIHS) Activitles of Dally Living Scale

¢ Princlpal Dlegnosis (ICD-10-AM) {RUG-ADL)

¢ Mental Health Legal Status 8 Principal Diagnosis {ICO-10-AM])

*  Mental Health Legal Stetus

CONSUMER SELE-REPORT

s Strengths and Difflculties o pentai Health inventory {MHI) *  Mental Health Inventory (MHI)
Questlonnaire (300}

The Outcome Measuras 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 CIMIHA system is down, for consumers to complete their tools, or if your clinlcal team prefers
to complete the tools together. For more detalled Information on accessing tools and how and when to
complete the measures, talk to your sugervisor and go to

http://ahens.health.ald gov.au/mhinfo/outcomes.htm for resources. Your clinical area should also have
a copy of the Clinlclan’s Handbook Outcomes Initiative and Beyond Outcomes Desktop Flip-Chart

available for your reference.

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

Adopted from “Strengths Model for Special Care Settings” by Paul Liddy, Available from G:\Care Pianning\Strengths Model

The Strengths Assessment Is a tool deslgned to help the client and care coordinator becorne conscious of
the resources a person possesses, not only at this point in time but also what they have accumulated In
experience and knowledge in the past and what external resources they possess or have access to, The
form is availabie via G:\Care Planning\All Tools - Care Planning Package\Consumer tools. See Appendlx C
on pg. 35 for an example,

The middle column of the Strengths Assessment asks the question “What do | want?” This is at the very
eart of the work we de 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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does not happen at ence and a varylng amount of time must be invested in simply engaging with
the person so as to gain trust and build a partnership. During the course of multiple conversations,
strengths will become apparent, be noted and begin to populate the Strangths Assessment, At first the
tool may lack an amount of detall but over time and with increasing engagement it will become more
specific and thorough.

All of this do

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

=1

engagement,

What the Strengths Assessment s alming to capture and clarify are the quallties, talents, skifls, resources
and aspirations that & person has for their recovery Journey, One would not expect to see a callection of
deficits or negatlve comments. There [s usually nothing contalned within this information that helps
people be successful, But have no fear, any relevant limitations wil be uncovered during the goal planning
phase and can be viewed posltively as challenges to be overcome. Recording them on the Strengths
Assessment, however, can have the effect of limiting the vislon of participants to the 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 calleague, friend or family member first - just have a brief conversation, and see what strengths you
can Identlfy, along with your current knowledge of the person.

Personal Qualities

This box on the second page glves an cpportunity 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,

Prioritising goals

The Strengths Assessment builds up over time, and It may be difficult to know which aspirations are most
important to the consumer at any cne time. At the bottom of the Strengths Assessment Is a box which
aliows 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 wili
notentially save time in the long-term!
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,“Medicat ors vmw dc you mam ge ,/our
'ned cation? How do you h andle side

-

Do yeu experlence 3ympto‘ms of yaur

‘litness? What are they ltke? What kinds of .

' th‘nés dO‘{Od do to cope with of mawage
" your symptoms’

-

- _you do to manage stress?
Coping tools and strategles - what are
you delng now to stay vell?

Who do you fmd t useful to ta k to .

When yolr feeiing down or ane,i?

Link to Recwer/ and Crisis Preventlon

Plan

-«

What produces stress fcryou? th\do :

: Gemrey’Asgtraﬂcn

v A sugges:ed bv the consumor En
thﬂ.’r own words, For example‘ :
Toget out of this place,”

Belng able to siop the volees”

- "Knowing when ['m gemng slek.”

““ want to be sble to relox.”

s Consider miracle q\,estiom if you
~woke up tomarrow and the iliness

WS gone....what would you be li tke? :

“What would you do?

+ Are there things you'd like to manaée ;

better In terms of your mentaf
797!”

Current Statis

* How would ‘gou describe your nea!th at

present?

Is belng In good health .rrpo*tam to

you? Why/why not?

What kinds of things do you do to take .

care of your health or to stey healthy?
o Medical Dactor currently sealng

Dentist .

<

o Dietand eating habits
e Doyou exerclse? What type?
o Usecf cver the counter

medications,
Blrth control
o Smoking hablts
¢ What are some of your dally habits or
routines? How do you take care of your
persoral hyglene and appearance?

Dally Living Situation/Financlsl

Current Status

¢ What is good about where you live? What

do you like about where you live? [e.g.,

warm, good food, activities, etc.)

Do you have a TV you can watch?

What perscnal assets related to daily

living does the person have? {e.g., Do you

have a radio, music player, TV, etc,?} hot

This can help identlfy wants ~—does the

person wish he/she had g computer?

Are there detalis, special attributes about

ihe satting that the consumer is nroud of

or enjeys? (eg collects things, paintings,

is particularly tidy, embrolders, has

aquarium, etc.).

¢ What does the person enjoy dolng or is
gocd at dolng [n terms of dally living  task
if anything? {e.g., cooking, <cleaning,
grooming, ete.)

-

®

~3

n

¢ Do vou have a bank account? What k
Payee? Name & addrass
How do you budget & manage your

-

-

thstcai Health, Nutr%tlon; Actlvitles df’DaHv LiVZnsz

Deslres/Aspirations

K

L
.

Deslres/As

Resources
Address resources

. Resgurces

e

Care coardinator, care coordinator -
Family, Friends s
General practitioner, Psychlatrist
Suppert groups, community groups {eg church,
‘NGOs, sports teams) | R
. Recovery and Crlsls Pxevehticn Van [/ relapse :
 management p an

Identify what has worked In the past. ura‘ﬂ

to f’r—"nti fy, ask what the persen was ccing
n'they were well/ before becom ng unwell, *

used In the past for any of the

; Are there things you are working o1 of  areas mentioned in current status.

would like to work on with repard to

. your physical health? {e.g., lesing
welght, managing symptoms, smoking
lass, drinking less, healthy eating, etc.}
What Is important to you In this area?
Is there anything you would lke to
fearn more sbout, Improve or change h
thls area?
Are their habits or routines that you'd
like: to develop to look after yourself,
your appearsnce and your hyglene?

Do you Hke where you live? When you
feave the facllity where would you Hke
to live?
Do you like Hving alone? With other
pecple?
if you could change one thing about
your living situation, what would it be?
What would your ideal living situation
be? {e.g., ving on a farm, buying a
home, etc.)
I5 there anything youwould want to
make your living shuatfon easler? {e.g.
a music player, posters, books, ete.}
What is most Important to you In your
living situation? {e.g., feeling safe,
people to talk with, private space, ef¢))

what would you like to be different
with regard to finances? How?
What Is important ta you regarding you

What healthy practices have been used in the

*
past?

*  What educational sesslons have been offered
in the past, did this help?

+  Previous lifestyle behaviours that
promoted/improved physical health?

Previous interest In physical
activity/sport/cooking?

«  Were any of the resources used in the past {DR's,
hospltals, exerclise activitles, medications, diets,
symptom menagement technlques, etc.)
pacticularly helpful?

¢ How were ADLs performed in the past?

Resources

sWhat was the

L]

Where have you lived In the past (list each}?
With whom? For how long? What was the

type (apartment, group home, house, nursing
facllity) and location?

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

What was your favourite llving situation? Why?
Are there things you had In a past living situation
that you do net have now but  you would like to
have again?

person’s income Inthe past? From
what sources? {e.g Has the person worked
past? Did they get benefits they do not receive
now?)

Dld the person use/have any resources In the past

nthe
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- money?
e How do ycm pay your bnES?

" Do you have extra spend ng money each :

week? How much?
‘lnccme (type and amcmt) eb
s Centrelnk((}sp etc), D\M
ircome ffom Work
- famil y/ ondg iccf s/ass}stan,ce :

»Vocaticnal‘/Educaﬁona{v

Cunent Siams

-

What ls the person dolng wt‘h regard to
product] ve activity? Inciude type, where,

3

and smount o{ﬁme (e.g., Correspondenc *

“classes Inart, self-paced learning ona
tople of Interest),
Activitles that could be !nc!uded in this
Cutegury volunteer WO'R srroou cdd job
helping others, etc, o
Highest level of education (e g., GFL hig
SCi\ooP 22 Lours of Jndergraduate work,
B.A,, et"J
v What do you'llke a:)m*t your cdr:ent
adxvxt‘“s etc.?
What s lmportant to the person about -
what they are dolng? f{e.g. "l like the
“extra money”, “helping people”, "belng
around peopie”, 'be! in 1 charge of
serething”, ete.}

e

particularly If the person Is not doing
anything In this area, what are thelr l'hte{est
skllis, abliities rclated to productive activity?
{eg” 'm very mechapleal”, “f enjoy the
outdoors”, “Art is my passicn” et

Soclal Supports/Spirituality*

v Who do you spend time with? Who are
your friends? Who do you fee! close to?
Who makes you feel good when you're
around them?

Do yeu have anybody that comes to visit
you or that you spend time with? What
kinds of things do you de together?

v Do you have 3 pet? Would you like one?
Do you have vislts from any members of
your family? Are the visits pleasant or
stressful? Do you rely on any members
of your famﬁy for support?

¢+ What is it you lke and disiike abe
with other people?

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

-

uf belng

-

s s there anything In your life that brings
you a sense of comfert, meaning, or
purpose Inyour life?

What gives you the strength to carryon ir
times of difficulty?

What do you belleve in?

What do yau have falth In?

-

-

-

finances? {e.g,, 1want extra money

- each week to buy treats; | want tobe
; able to rent movles; |
: savhy 55 acccurt etc.).

wish | had a

Are there hene {its the person £s entitle:

“to, but is not gettfng?/ i

‘_Qgskesfé tkéréﬁggg

Do you have any deslre to work? Go

i o school? Voluntear? Eam e*dra
T money? : :

if s, what would that he do‘ng? Whaf

“de you enjoy dolng? What doyou
. have expemence dolng? (e

“I'd fike
to get a nursing degree”, “| nke lo wo
outslde anc wl hmy hands”, "1 like
helping people”, ete.) '

if you could he or do anything you

wanted (career-wite}, what would that

be? What Is It about that th at Interests

‘you?

if the person Is dcing some type of
actlvity currently, Is the person

satlsfled with what they are dolng? Is

there anythhg about what they are
dolng they would fike to change? is
there any other activity they would like
to do In addition?

Asplrations/Desires

Is there anything that you would like tc
be different In your soclal fife?

Are there any areas of you life you
waould Hke to have more support in?
(e.g., splrituality, better refationship
with family, more friends, someone to
share your Interests, etc.}

Are there arganlzations, groups, clubs
that you do not curcently belong to, bu
would like to? {e.g., church, rotary
club, hook club, astrology club, ete.}

Are there heliefs and values you'd
fike to learn more about?

Are there steps slong your spiritual
Journey that you'd like to reach?
Would you ilke to explore your faith
further? How might you do that?

TSK.900.001.01289

Care Planning Package - Tool Kit

at they are not using now? (e.g., pavee, taking 2
'f'n ancial management class, used to have 2

sav Ings/checking account, etc. } :

Resources

_®. What type of acti ww {werk sch oai uatmteeg

werk, tra!mng, ete.) bave \;ou mne h the past?
: Fof howlcng? When? Whefe7 What did? you X fe
. ornotitke aboutit? -
¢ What kind of vocat §0'}ai semfea havo \/ou
©racelved In the past? - :
¢ Haveyou beenfare’ you on any work lrcem ve
programs? B
¢ What work situatlons have you found most
‘enjoyable and why?

Resources

¢ Have there been Important people In your life
(e.g., friends/famlily} that you have felt supported
by In the past but currently do not spend thme
with? Who?

¢ Arethere places you used to heng out/ people
you used to hang out with that you do net
currently? Describe who and where,

+ Inthe past, did you beiong to any groups, clubs,
and/or organizations? Wha. were they? Did you
enjoy them? What did vyou enjoy about them?

Examples of past or current spiritual activities or
pursuits may Include:
¢ Meditation

¢ At

s 12-step programs
s Temple

« Musle

= Community service

*  Organlsed refiglon

s Nature

*  Feilowship with others
| justlce

. Aflmmm/gw‘g
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‘*Oefmmcr of splrituality . :

fersto any sef of bei:efs 3rd/or practices thatgive a person a sense of hope, ccmfov‘t meaning, purpose In thelr life, or a

fothe grea‘e: universe. Fer some ‘people this may have to do with God and some type of orgm{zsd rellglon, for others It may be o
ndividual relat! ‘orsn.n w.tn a V ghe* powcr, for ofhers it may mt he speg Ifically ce‘med Rel Eg‘on fs not neces:ariiy synonymous wsth

srir!tuai ty . i . :

DQ not I%mit,the d;gﬂni,itfié‘n to ‘c‘gniy an Ensiftut?on, church, or denomination. Also, do not Impose your own thoughts or bellefs on the person.
“Lélsure/Recréation

Cu[rengsmtu i L Desires/Aspiraticns o ,:fesougce

¢ What do you do for funt S ¢+ What fun things do you like to do, bt #  Explore past [nvo[vemmis memsts activities
s Whatare ‘{Od!’h’*bt'es? ' are not dolng currently? - - Nsted nwrrent status, thre did the percon de
¢ What do you do to re*ax and enjoy * Have you ever wanted to try somem'r; ) ? With whom?
yourself? : © that sounded like fun, bm younever & What ac titles did you most erfoy in the pasP i
¢ Doyeu ever go out on: leave, esror‘e\; or . havedone? - Whatwas | t about the activities you enjoyed? {

unescorted? if so, what do yoy ususlly de »- Expiore des fres listed i;* cuxrentstdtus
Do you have a TV? Would you [Ike one? it
What Is your favourlte TV show? Dovyou -
o like movles? Whatkind? Wi‘ols your
: favcu'i'e actor?

Do you like to resd? who Is your -

favourlte author/type of books?
Do yaulike to cook? What Is your

'favaurite meal? .

Whit talents do you have? Wrat are you

hobbles?
s 1 you could do anylhing you wanted for

ane day, what would you do?
“When do you get bored? What do you de

when you gat bored?

-

*

-

Frequently Asked Questions about the Strengths Assessment
(1) “How do | proceed if the person says they don’t want to filf out the strengths assessment?

Always remember the fourth principie - the relationshio (not the assessment formj Is primary and
essentlal. The care coordinator should always use the strengths assessment in the context and flow of the
relationship, not as a2 statlc 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 sty eng*fhs for
your own recall.

Every few meetings try Introducing the document in a new way. Be sure to focus on the fact that this Is .

not a typical "treatment” form, but rather a way to keep track of the abilities, strengths, and dreams that
the person wants to achleve, When people undarstand 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 dlrected by the
client, Many consumers may be able to reframe such things as past ¢riminal behavicur 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 nerson wants
to be on their assessment, that choice must be honoured. As a trusting refationship develops, this
information may be something that will come up at a future time,
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Remember, the strengths assessment Is not typlcally the only written assessment that Is completed by the
mental hezaith agency. For billing, legal, or other risk assessment protocol mest programs require a
complete psychosoclal history be completed in the first few weeks of Intake, These documents may
include Important informatlon related to past behavlour 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 flll out the initial psychosoclal assessment at Intake rather than the
case manger. This separation helps to keep the primary helping relationship with the care coordinator
focused primarlly on strengths,

(3] How do you keep the strengths assessment as an on-going, working document?

Remember — the strengths assessment is & “working document”. This means that it Is constantly belng

updated. The strengths assessment can be added to or amended at any time but it is most beneficlal If this |
can be dane in conjunction with the client. The client should have a recent copy and there should be a
recent copy In the chart to be referenced by other staff (e.g., vocational counsellors). Remember, the
strengths assessment Is not paperwark, but a central too! to promote recovery and growth. Do not let it
get burled in the chart with all the other forgotten forms|

{4) “What If the person gives you information that you think Is delusional {e.g., “What Is your income?”
recefve a million doflars a year from the FBL”} Do [ write that down?”

The short answer, ance 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, thelr ideas and be?iefs, 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 s seek to learn more and find out what is underneath people’s perceptions about
themselves, For example, If someone were to say, “| have a tetepathic relationship with my boyfriend in
New York,” we might explore with, “What abcut your relationship do you enjoy? What parts are difficuit?”
When done with good clinlcal skill and genulne interest, this type of exploration does not reinforce a
harmfui delusional system but rather sets the foundation of trust and safety that people often need to v
step out into recovery. |

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

s |f there are no changes to the information collected in the Consumer Participation Action Plan — the
tooi 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 cansumer and the care coordinator to consider,
Read through each question tagether 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
fisted on the tool). Where appropriate, point to the graphics to asslst the consumer 1o focus on
each option. The care coordinator may also dacide 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 guestions in

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

#  The third column Is used to record the “agreed actions” arlsing from what the consumer has
identifled in the middle column. This column should be completed by the care coordinator. This

column should reflect the final outcome of any negotiations between the care
coordinator/treating team and the consumer as to what is achlevable. The care coordinator
should write down specific and detalled (who, what, when) actions that should be carried out to ;,
meet the consumer’s identifled preferences and needs {e.g., Care Coordinator will provide a ;
reminder when the Care Plan review |s on- a week In advance, and also on the day the Care Plan
is presented at the team meeting). The “agreed actions” should be discussed at the Individual
Care Plan review meeting and approved by the multidisciplinary 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 avallable as templates on CIMHA.

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

On Adm;ss:on.

» The Consumer Assessment form on CIMHA should be completed by admitting staff, which includes a
drug check to identlfy 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 clinleal file,

v

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 Dependerce Scale and brief Readiness to Change assessment. L

> The Problem Ust {on CIMHA) and complete Readiness to Change Questionnaire {G:\Care

Planning\All Tools - Care Planning Package\D&A Screening tocls) are to be completed with the

consumer for eacn problem substance identified. |
» The clinical team may also use other assessment tools that they feel are appropriate. é
» The results of these screening tools should be fed back to the clinlcal team and possible

interventions discussed, if required.
Reviews:

» For those consumers Identifled as having a problem with substance misuse, the Drug Screen and
AUDIT shouid be completed with each care planning review every 3 months, or on a frequency
determined by the ¢l ﬂfC{,& team. The Proumrr List and additional tools may be completed every 12
manths or wnen clinically indicated, e.g. in planning transition or discharge.

» For consumers who do not have an sdehtmea substance mlsuse problem, review using the Drug
Screen & AUDIT should be done annually.
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Other/Ad Hoce!

Use of the screening fools 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. 3
if there Is a score of 2 ar higher on ltem three of the HoNOS at any 3 monthly review. |

Y VY

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 sec the Drug & Alcohol Clinical Pathway as a reference point for possible treatment
options.

What If the consumer refuses to complete the tools?

If the consumer refuses to participate, the team can still identify potentlal drug use issues using other
sources, e.g. past history, observation, clinical notes, relatives, referring agencies. Treatiment and
interventions should stilf be planned, and assume that the consumer Is at a pre-contemplative stage of
change (see “Stages of Change” document In G:\Everyone\Drug&Alcohol\Stages of Change.pdf). it
should be noted in the care‘pian if the consumer has not participated in the screening and assessment
process,

Notes about the tools:

> Attemptto get at least two saurces of Information to complete the screening tools, usually the consumer and another
source {ciinician, famlly member, clinlcal chart, etc).

Scoring guidelings are provided on the tocls for the Drug Screen & AUDIT.

The Readiness to Chapge Questionnalre provides a gulde to which stage of ¢hange the consumer is at In relatlon to
thelr substance use. This can asslst clinleal teams in deciding on appropriate Interventions to attempt with the

A

A

consumer.
All tools are available at G:\Care Planning\Tools\D&A Screening Tools OR G:\Everyone\Drug&alcohol\Screening

tools

v
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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 avallable to front line and mental health ;
staff, particularly for those who are unfamiliar with the consumer, Completion of the summary Is
mandatory for all forensic patients and classified patients; however, the summary may also be
completed for patlents under Involuntary treatment orders. |
The summary must:
¢ Include diagnosls; Mental Health Act 2000 status; LCT provisions and conditions; offence history;
contact detalis of the treating service and any other pertinent information
+  be completed in CIMIHA every three months and more frequently as new Information presents,
such as AWOP Incldents or new offences are accrued
¢ ateach update, a hard copy is to be placed in the front of the clinical file and MHA Administrator’s
(Medical Services Officer) file. Please ensure that the MSO either recelves a hard copy, or is
notified when an IPS Is updated on CIMHA,

Informatlon 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
authorlty to return patient to AMHS form, as appropriate.

Carers, famlly and friends are an Important support and resource for consumers, source of information
for mental health teams, and can greatiy assist in working towards recovery goals, There are Issues that
need to be considered, nowever, in terms of the consumer’s consent for carer involvement and
information sharing,

The Consent to Carer/Family/Friend Involvement In Core form Is a way to record a censumer’s consent
for family & friends to be involved, how they wish to be involved, and provides a record of up-to-date
contact details and special considerations,

This form is to be completed on admission, and revisited during care planning review to ensure that
recorded details and consumer’s wishes remain current. A copy s 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 fraom G:\Everyone\Carer Particlpation\Consent to CFF Involvement In Care.doc.
See Appendix E, page 43 for an example of this form.

A Carers, Family and Friends - Involvement in Care information sheet (Appendix F) s also avaiiable 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
Gi\Everyone\Carer Participation\Fact Sheet.Consent Invelvement in Care.doc.

For more Information on carer participation at The Park, contact Consumer Services or the Clinical
initiatives Coordinator,
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The Child Pratection Form s a standardised note template In CIMHA.  The Child Protection Form should '
be completed, saved and signed efectronically on CIMHA, A hard copy must be printed and filed behind
the Individual Treatment Plan divider of the clinical record.

The followlng process applies to all consumers who are current consumers with a mentallilness and

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

responslbliities” for a mental health consumer who is an adult (18yr+) with a mental iliness includes:

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

. children for whem 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 clinlcal team,
must aim to Identify any children {0-17yrs) for whom the consumer has care responsibllities {see
definition). This information should be sought through consumer interview and colateral information.
If the consumer Is unable or unwilling to provide Information regarding thelr care responstbllities 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 responsiblilties for children, the Mental Health Child
Protection Form must be completed. This form Identifies:

, the demographlc detalls of the children
. the Immediate welfare needs of the children
. the presence (or absance} 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 initisted by another Mental Health Service, this
form should be reviewed to ensure all information s correct and up to date and reporting is to be |
Inltiated as required {see section on Reperting Reasonable Suspicion).

On admission, the CIMHA system also requires identification of child protection issues, The user )

i

registering the admission will be reguired to respond to the following question:

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

if unknown at time of admission the registering user should tick ‘No”. In the event a Child Protection
Form is initlated, this section of the service episode Information in CIMHA should be updated
accordingly, ;

If deemed necessary by the clinical team, where & consumer has custody or care responsibilities, a
Family Suppart Plan and Child Care Supplement Plan can alsc be completed at this time. These forms
are available on CIMHA,

Review

The Child Protection Form should be reviewed by the £C, 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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EXHIBIT 117 TSK.900.001.01296

The Park ~ Centre for Menial Healihi Care Planning Package - Tool Kit

Review of the Child Protection Form should also occur when there has been a change in the consumer’s
status in regards to thelr care responsibilities for children, e.g. glves birth, change In accommodation,
relationshlp 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 initlated as required (see section on Reporting
Reasonable Susplcion}.

Upon ending the service episode in CIMHA the following questions will need to he answered:
1. ‘Does the consumer have custody or care responsibilities (either on a full-time or periodic basis) for
a chlid?’

If "Yes’ls entered In response to the above guestion the following will be asked:

2. 'Has an assessment been conducted using the ‘Guldelines for the consideration of Issues related
to the impact of mental fiiness on a consumer's parenting role Assessment of the Impact of Mental
liness on Parenting’?’

A response of ‘Mo’ will require a reason as to why this has not been completed.

Reporting Reasonabie Suspicion of Child Abuse and Neglect

[f a Queensland Health employee has reasonable susplclon of child abuse and neglect, a report should
be made to the Department of Child Safoty. 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 susplcion of chlid abuse and neglect
contact the CNC Child Protection en or pager 331 during business hours. The form for
reporting to the Department of Child Safety can be found in the Child Protectlon Resource Folder
located in each urit or online at nttp://gheps.health.gld.cov.au/csu/pdf/scan forms/form interactive,pdf
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EXHIBIT 117 TSK.900.001.01297

The Park ~ Centre for Mental Health Care Planuing Package - Tool Kit

Your clinlcal area may have a number of cther tocls 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 clinlcal supervisor. Some of the tools used in the clinlcal areas include:

For Extended Treatment and Rehabllitation/Dual Diagnosls:
¢ Medicatlon Self-Management Checklist
e ETR & DD Consumer and Family Consultation Form
o ADL Checklist

For High Security:
¢ HCR-20
e DASA

Other tools include, but are not limited, to:

Assessment Checkiist Cultural Diversity — for use with peaple from cuiturally and linguistically diverse
backgrounds. The care plan Includes a prompt question and link to this form.

Clinical Chart Audlt — Is a quality Improvement tool to ensure that clinlcal charts and documentation are
meeting natlonal accreditation, Queensland Health, and local standards. These are generally completed

THICGUiiE il (AR RIS J RS2 4 uleens

by the care coordinator as they review the clinical documentation In preparation for care plan reviews
every three months.

Crisls Intervention Plan — used particularly with forensic clients, or those at high risk, as a communication
tool. Qutlines the risk management and crisis intervention plan for the consumer, e.g. whom tc 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 too! on
CHMHA and Is to be completed in consultation with the Forensic Liaisen 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 scrvices and agencies including supported accommedation
service contacts, family members, approved respensible 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 Pari and Is to be compieted in consuitation with the Forensic
Lialsan Officer (FLO),

Relevant G:drive directories:
G:\Care Plunning {includes the package of tools, audit results, and relevant information]
G:\Fveryone\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 avallabple from:
G:\Everyone\Waorkpiace Instructions — All Areas
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Strengths Model Information avallable from:
G:\Care Planning\Strengths Model

Library resources/references:

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

Repp, Charles A, (1998), The Strengths Model: Case management with people suffering from severe and persistent
mental lliness. New York: Oxford Unlversity Press, )
(From The Park library call no, 362.204255TR 1998).

Walsh, Joseph. (200C). Clinlcal case management with persons having a mental illness: A relatlonship-based
perspective. Belmont: Wadsworth,
{From The Park library call no. 362.20425CLI 2000).

Repper, J. & Perkins, R, {2003). Soclal inclusion and recovery ; o model for mental health practice. New York .
Bailliére Tindall. :
{From The Park library call no. 362.20425 SOC).

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

Raiph, Ruth O. and Corrigan, Patrick W, (eds) {2005}, Recovery In mental liness : broadening our understanding
of wellness, Washington, DC : American Psychological Assoclation. 616,891 REC 2005

Hall, A., Wren, M., & Kirby, S. (eds) (2008). Carc planning In mental health : promoting recovery. Oxford :
Blackwell Publishing. 616.890231 CAR 2008
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The Purk ~ Ceritre for Mental Healih ' Care Plamiing Package - Tool Kit

Alfix Patient 1D Labe] Here

¢ Tha tools listed below am the reguired docurrents that mada up the Case Planalag Package. Thes: (ols naed to ba reviewed
evary three months, Additional toals that ere spocific to elinfeal sreas orspacilie patiants can ba zdded as required.

¥ Indiste In the dek hox once esch assassmant has baon conpleted, reviawed, refused or s not upplicable (WA},

» Ensure ull docomenlation iy sigrad by redrvant parties ko, Car Coordinater {CC), Docior &Jor Consumar whem possible

S pster /ot | Review typet | Nipsptiods [ Stadord oviem [ Ad fhot Reviw (] Hed of Fpisds [ |
- i
) : ap [877:0024 {
RUsk Seceen Tool C.‘Cfﬁpi’x:\?ﬁn CIvBA [
R ‘
: Termplit . Compuey i
Indtidval Csre Pian Compheed Eplesdd za CHILL
g i 0]
Recuvery & Helppse Cererzmer Coroplrtsd Redbnad - No champes Consumer Pafund Unabb o complte du to bozld Stais
Prevention Plan 3 0 0 0
freed - N . frabb { tete e s
Shenzihs A sseryment Coppkiad R'NL“L‘\ Ho Abied Tereo Input Cenmumer Bofund Urablod ;cchv i o Menta)
. ) chaps Siae
- Tod 3 ) i O 0o ‘
L : Y [y oy i
HoSNDS Complotad lrlu‘dELJsHM
14% Shis Profie tintered cn CHBHTEL
{sm

Meén ) Heqlth - Lermmar (amphaied Censumer ¥afued ":T"ji‘}z :fﬂ&g durto torxd e RN

= inveslory MHD

Inveluntary [atient Compyted <o CIWIA Sent o Medicd Birvies AN
Summary {198 ] [} .
" Compleed Sepl to hbedoal Sondee Revianed . Hochwmges RN
Alied Person r f [
H eyiped - Toihhs fo compt s A o Menty |
Drup Cherk, Apdit & | Comploudon(BaILy  PEVEPS-Ho Wi Commurmar Retued (TP PEompkl & abhimo)
Problem List [m} thezps 0 ! ta
o 1 Croy fo Dhoead e Cibie ) s .
. Ccm.m):o Censumit Compriad Eitfaing Revied - No Crnsurzer P fuxed Cosbietorompe s dos fo Menisl
Coredf Vamify/Triend I Cecsdi chunpes D Stk
Iovofvement = Raiiad [f 0
il I
Conswmer N Rovivsad - No - e Ugalde to comph i 91 o Montzd
Perticipation Actian Cemplind Cho g I‘é\ C{mm‘gjhf‘md S
Play o ‘ J
Crlds Intervendion Comnpleied ea CRIEY Cepy to I‘}_IJ{G Mt Reviowed . Nachwges NA -
Plen {CIP) 0 O O 0
Inter Service C'M‘Pgm&f‘lsm\mﬂd @  leye [')‘H'O Lt Reviimad - Mo chamgas A
Cormunlestion Plon 0 0 ‘ B
it Pentant , Compicied en CISHEY Printed & submised fec fifing A
Child Protection Form 0 0 Im]

Other Assessents/Clntend Aven Toolg e 101 HOR-2G QS Excors A svivisnce Form_Allied Hea % reports

Ciakal Chast Audit Comgistad
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EXHIBIT 117 TSK.900.001.01300

INDIV TDUAL CARE PLAN (ICP) The Park - Centre for Mental Health . ) i
FPatrienr ID Label 3
CONSUMER PROFILE '
R Name Sienature. :
- Consumer: Mike Leggings Date Completed: 30/7/2013
Care Coordinator: Johnny C. Lately Review Date: 1/8/2013 ‘
N . | Approximate | 4
Assoc. Care Coordinator:  Anna Conda g o B
’ MHRT Date - 13/9/2013 ]
’ < . ST o X T
Authorised Doctor: Bl Waternaucse Regular assessment to be conducted by the B 1CP discussed with consumer
- - . N v . ~ |
Note: The JCP must be signed by the Authorised Docior o comply with the MHAZ000. When signed by an :lut‘h\()nrlsé(?(‘l‘ pSf{ChmtnSt (stese the inservals in days o @ (EOIISIIIHGI' given copy . of ICP R i
Autherised Doctor. this form replaces the MHA2Z000 Tressment Plan Form weeksy: O Weeky [} Consumer attended Team Meeting ; |
Sigmificant Progress/Setbacks for the consumer over the last 3 months Diagnosis: Schizophrenia, unspecified (] Unable to discuss with consumer due | b
(including redication changes, FRIME Incidenis, seclusion, engagement in F20.9 to: { i
srructured day, leave erc): Mental Health Act 2000 Status: i !
| |
" . | )
» Michae] continues to have anditory hallucinations, some of which are O Voluntary L 1o 4 Forensic [ ] SNFP
distressing and others he finds comforting or amusing. L] Classified [J  Chap 7 (part 2)
* Expresses andety over financial matters, keeping his flat, and fear of ‘ |
neighbours stealing property (7delusional).. Current Limited Community Treatment (currently accessing): ?;
« Some agitarion over past 3 months; two incidents of requesting fime in o . . . .
S P questng [_] Escorted Campus Leave 7] Unescorted Campus Leave (") None
comfort room IS - . d N
» Disorganised thinking, poor concentration and attention D Escorted Ground Leave D Unescorted Ground Leave .
. \'lcdigatiox; = I o ] Bscorted Off-Ground Leave [_] Unescorted Off-Ground Leave [ Overnight Leave
e} e e - Y <
| (iianzxpl}nc‘ll(}x? ;‘g;ﬁ;“ Has a Crisis Infervention Plan (CIP) and/or Inter-Service Communication Plan been
| Adprazalam img completed in conjunction with the Forensic Liaison Officer (FLO)Y?
1 cre: X ves [ No [ NotRequired
! q
: 1sce: [ Yes [ ] No B Not Required
‘ Does this consumer have active alerts in place?
i Myes [ No ] Has alert been entered/reviewed on CIMHA?
i
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EXHIBIT 117 TSK.900.001.01301

Maintaining M ental H ealth: Managing Symptoms, Recognising Signs of Becoming Unwell, Risk Assessment & Management Plan

Has the consumer comp Teted a St engths Assessmont 7 [}_Z]Y es[] No | Has seclusion and/or restraint been used with this consumer? Yes [ I No
{ Has a Trauma Restraint and Seclusion Tool been completed? B ves [ No
Has the consumer completed a Lomumer Pcmiz{mnvn Action Flcm 7 [Yes X T\O | Has a Seclusion Episode Form been completed? B Yes [ 1No

Consumer’s Goal Statement:

- Soammary of Current Issues:
1 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
h::’s worrh]cc,s) Highl evels of anxiety. Regﬂe‘;sness poor ronccnmm’on, disorganised |

‘"”ﬁ‘é'l\"f%Ll*‘"ﬂ‘}f 0 45216%3;7 05 2 g L_jo 2%'111;-,&1

Scores =1 Scores
AJ £as to ¢ xmsxdel Ps) cho c‘ducauorg Consumer S cnpmv strategies, \4anamnfr mgdmaUOa ade eﬁecLs P‘;Vcholoo]cal mtcrwuuons, Coumﬁ:ﬂm

T

1 zs';1

Relaxauon ‘echmques restrictive pmcnccs

.

| ' Team Members E
S4 . | - —— Responsible  Review
Strategies \ Consumer Actions Support Role/Treatments (including Cliniciens, Carers, | Date
,,,,,,,, L X NGO'’s etc)
“Try three different relaxation techniques - T will find out about different techniques | Provide information and training for Psycholomst rehab staff. 1710/13
| to use when Mike is feeling anxious. ! and choose 3 to try. relaxation techniques.
‘ Leamn and practice techniques, one at a Support and encourage Mike in All staff.
| time. practicing relaxation.
Help Mike identify which techniques Psychologist, CC, rehab
’ ; work best, and why. staff.
! CRBT approaches 1o be tried through
C 7 ) weckly sessions. Psychologist
{ Chart the use of PRN medication for | Mike will record his mood and triggers | Record symptoms, triggers and other Nursing staff 1/10/13
| anxiety. for when he requests PRN medication. factors when PRN medication given on
PRN Chart.
| Continue with medication regime and r Take medication as prescribed. Tell staff | Administer medication as prescribed and | Medical & nursing staff. 1710713
| monitoring side effects. ' about any concerns Or changes. monitor side effects, particularly weight |
‘ ‘ gain. .

1 ) ’ k Strategies that have worked/didn’t work in the past (Progress of Care)’ 5T
e.g. medications, psycho-social interventions, risk management strazegies: 0

l §rrateg;y o Did it work? Provide details ] Date Attempted/Implemented
Use diswactions when Mike is disturbed by voices. | Using music and TV as distractions worked well, and talking reassuringly to Mike. Commenced May 2013
?_ Playing cards or games does not work effectively, as Mike is unable to concentrate. Continue as required.

HoNOS. 1- Overactive, aaaressive, disruptve or agitared; 2- Non-accidental self ingjury. 4- Cognitive p"oblﬂ'zm 6~ Problems with Hallucnations/Delasions: 7- Problems with Depressed Mood; 8- Other mental/behavioural problems
LSP: 7- Viclence to others: 10- Medicaton reliability/compliance; 11- Willingness to take medication: 12- Co-operation with health workers 14~ Offensive bebaviour; 15 Imesponsible behavioor.




EXHIBIT 117 TSK.900.001.01302

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

Height 179  om I Weight: 82 kg | BML 255 | Waist Circumference: 92 cm Wéig,ht Hox (inc dates): Has put on Skg in approx 6 months. Stable
(D

Date: 1/8/13 | Date: 1/8/13 | Date: 1/8/13 a1 77kg 2011-2012.
| l ; 1 :
i |

I

S A .
| Summary of Corrent Issues (inc physical co morbidiries): -
i Recent weight gain. Lack of physical activity. Issues with hygiene and self care - recurrent. ‘

skin and fungal infections. :

Consumer’s Goal Statement:
I"d like to feel fit again. My black jeans are too tight

HoNOS | - emad LS| R
scores | N ‘t 1 10 2 g‘w}\}gfiﬁ § scores ! 4 2 e t 1 2 0
Areas to considex: Fasting Giucose, Cholesterol (HDL = LDL-C) Triglycerides, Blo

od Pressure, hc,hawomal Therapy Strategies, Lifestyle/Activity (,han«w Dsetary \/Iodxﬁcanom Support
< Lifestyle Clinic, Dietetic Services, Diabetes Clinic), Self Care, Hygiene, Infections Diseases, Disabilities, Acute and Chronic Corditions
Refer to Viel'ibohc Managemeunt Action Plan, Weicht & ()hesm \'hnaﬂement Action Pl

Services (e

crll

Rehab Progress Reports, Lifestyle Clinic Report
’ Team Members i
Strategies Consumer Actions Support Rele/Treatments (inel dz_i?gg;ﬁ;‘:}f Carers. Rg::;w :
S o NGO's erc) ;
Atiend Lifestyle Clinic through GHS Attend appointments. Rewind of appointments. Nursing staff. 1710713
Attemnpt changes 1o diet & activity as Advise on specific goals and strategies Diettican & GHS
suggested by dietician. for Mike.
Support lifestyle changes. All staff.
! o Mounitor physical bealth & weight. Nursing staff & CC. -
¢ Mike will engage in at least one physical | I'will choose a sporting or moving Encourage and support Mike to attend All staff. 1710113
group activity each week. activity to attend each week (eg walking, | rehab activities on offer. :
: swimming). Ask Mike specifically when activities are | Rehab team
) beingrun. i’
/‘i‘mp’rove hygiene and skin care. I will have a shower every day and put | Prompt Mike to shower and apply Nursing staff & CC - 1710/13 i
the eream on my skin morning and night. 2fungal oiniment. Assist If necessary.
Prompt Mike to change clothes !
regularly. |

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

2. diet, exercise programs, education, clinical interventions -

Strategy

Did it work? Provide details

Date Attempted/Tmplemented

HoNos5- Physical [liness or stabﬂuy 10- Problents with ADL's
LSP: 4~ Personal grooming: 5- Clezn clothes 6- Nealect of physical health, 9 docs this peison generally roaintzin an adequate diet
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EXHIBIT 117

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

TSK.900.001.01303

Substance Misuse Problem identified

X Drug Check & Audit Completed on CIMHA

Date: 1/08/2013
XYes[ ] No

U Readiness 1o Change Questionnaire Completed/Reviewed
(X1 Smoking Cessarion Pathwey Completed

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

Consumer’s Goal Statement:
T want to stop smoking forever

HoNCS Scores 3 g 3

AR o3
SR

& & RN A v L s A AR AR,
Arxeas fo consider: Motivational lnterviewing, ATODs Support, MAISE Program, Psycho education Programs
Refer to Drug Check & Audit, Readiness to Change model, D&A Pathway

Strategies

Summary of Current Issues:

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

Consumer Actions

Support Role/Treatments

Team Members

! Start decreasing use of Nicotine
Replacement Therapies.

Reduce daily vse of inhaler.
Continue to wear NRT patches.

Encourage use of inhaler as PRN only.

_Routine UDS to be completed when
. return from overnight leave as per LCT
 conditions

I'will not use drugs while on leave &
cooperate with UDS on retorm.

Administer UDS when consumer retrns

from leave.

Responsible Review
{includmg Clinicians, Carers, Date
NGQ's etc)
Nursing staff 1710713
"Nursing staff 1/10/13

Stratesies that have worked/didn’t work in the past (Progress of Caxe) . .~ -
e.p. education programs, nicotine replacement strategies exc.

~r

Did it work? Provide details

[ Date Attempted/Tmplemented

Atiended MAISE rehabilitation program

Helped Mike understand his recreational drug use. Mike has avoided
__simations likely to lead to drug use while on LCT.

April 2013

o -
HoNos: 3- Problem drinking or drug taking

LSP: 6~ Neglect of physical bealth.
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EXHIBIT 117

TSK.900.001.01304

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

[ Capable

Finances

Xl mcapable | <] Public Trustee [ | Famil

v (give details)

[T Waiver type:

Consumer’s Goal Statemnent:

1 want to live in a flat with my brother Franx.
Twould like to work as an acconntant one day, because I like numbers and money.

1
SCOres |

L

HoNOS 2 12

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

i illicit drug use and peer group. See Strengths Ax Occupational therapy report (2/

RN A VLN SUR——
Areas to consider: Trust Agreements. Money Management. Volunteer work, Vocatonal Training Programs, HASP, Transidonal Housing, CCU
Community access/use of public transport, Food preparation skills, Housekeeping, Tirne management, Lanndry, Use of a mobile phone / public phone/land line phone, Medication management,

Caring for a child or pet

A : scores

LSP o3

2 | i,]zf;'—fzi

5

relocation, Self-care skills, gopping, rivm.,

|
|
!

Team Members
| Strategies Consumer Actions Support Role/Treatments (incli diﬁﬁiﬁi‘% Carers, RE:;S
: B R } NGO’s etc)
Use LCT opportanities to plan and I'will find ovt how much things cost, like | Identify ways of budgeting with Mike. CC, rehab staff and OT 1/10/13
practice money management. going to the movies, and save for them. Use tools from the Money Management
| o o ! i | programs to assist. i
Explore Mike's mterest in accounting 1 will talk to my dad’s mate, John, who's | Provide opportanities for Mike to find CC. rehab staff and OT 1710713
and booldkeeping. an accountant. I'll borrow books from | information, eg trips to library & :
| the library about bookkecping and look it | supervised internet access. Support ;
; up on the intemet. Mike in understanding this information. |
Explore feasibility of living with brother | T will ask Frank to come and talk with Arrange meetings with family (brother, . Social worker 1/10/13
Frank. the tearn, and if he doesn’t mind me sister, and mother) to discuss concerns
: living with him again. and options for living arrangements in
I K - future (inc. access to drugs).
| |
Strategies that have worked/didn’t work in the past (Progress of Care) = -
. e.g. course attendance, work programs, accommodation options - : Lo T
r Strategy Did it work? Provide details Date Attempted/Tiplemented
Undertake Money Management prograr Mike completed the 8-week prograir, and showed good skills in calculating, but | Completed February 2013
limited skills in knowing how much things cost and budgeting for daily living
. | COSs. {
| Started ACE course in using Microsoft Exce) and Word | Mike's mental state declined afier the second week of the course, and did not Attempted June 2012.
complete it B
HoNos: 11- Probiems with living condifions, 12- Problems with occupanion and activities.  LSP: 13- Problems with others in the hiousehold. 16- Type of work is this person capable of performing.
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EXHIBIT 117

TSK.900.001.01305

_Social Supports/Spiritoality: Community Support, Family, Friends, Church, Spiritual & Cultural Needs.

Allied Person: [X] Yes Name: Anne Leggings
1 No - vet 1o be specified
[} Not Applicable

Guardianship Order: (7 Yes X No
If yes, what is the nature of the order:

| Has this care plan been discussed with the Carer? T g?r};cq 7 No | B
Has a Consent to Carer/Famils/Friend Tnvolvement i Care Form ;! - Has the Cultural Diversity Assessment Checklist been completed? Yes [] No
been completed? 5 Yes [ No =
>S5 i Are tt G 1 1A 7
Does the Consumer come from a CALD background? ‘ X ves [] No I};es: zl:lgzrd};qu};m gencies/NGO's cm‘fam:vd L] Yes [ No
f yes, is the Cultural Mental Health Worke ged? T Yes X
1;;651:1?2Sulgxgilﬁ?g;ér}igiﬁgt; engazee ! H z:ts % fj o 5 Has the family been referred to the Rehabilitation Social Worker for a single session family
- ) et ! s Nod NIA | support program? B Yes [[] No

Consurmer’s Goal Statement:

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

T

HoNOS scores 9 2
A

- Areas to consider: Strengths Assessment, NCO ens*ram‘r ent. Farnily mva ment, How dom thc person keep in touch with family & other Support nc'work@

Summary of Current Issues:
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

money in the past by giving it to ‘friends’ who then spent it on alcohol and drugs.

120210 1

scores

! Team Members 7
} Strategies Consumer Actions Support Role/Treatirents (indmibi: e?ﬁ?«?ﬁ?ﬁf Carers, ' Rg;x; -
| . B o NGO's exc)
! Arrange weekly contact with the T will artend the Jewish youth group Enable LCT for Mike to artend youth CC, all staff. (110713
Brisbane Jewish youth group. every week, and will try to make friends | group. Provide oppottunities for Mike to
their. | discuss the group, and practice social ]
T will talk 1o the Rabbi when I'm feeling | skills and developing friendships.
L lost spiritually.
Practice social skills during weekly I will try to have a conversation with Encourage Mike to have conversations CC, All staff 1710713
BBQs. someone different every week I'll with others.
practice the things that [ learn with the | Prompt Mike with techniques, ideas for ! CC, all staff.
staff. topics & openers, avoiding distraction of
| voices, eic. ) ]
Strategies that have worked/didn’t work in the past (Progress of Care) - - - . 00 e 1
o e e.z. linkages with community, family visits, church attendance . : e L
I - Strategy Did it work? Provide details | Date Attempted/Implemented |

" Attended 8-week Social Skills Traiming rehab program

| Mike gained some insight into issues with drug-using acquaintances. Practiced
; | assertiveness, which he bas used to some success on the ward (eg refusing to give
{_money to others when he doesn’t want 0).

1

Completed program in March
2012

] j

HoNOS: B~ Problems with relationships:

1.SP: 1- Diffiealty responding to conversation: 3. Withdmaw from sncial conact 3- show warm

nth 1o others: & make/kesp friendships.
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EXHIBIT 117

Leisure/Recreational: Interests, Hobbies, Sporting Activities

TSK.900.001.01306

Consumer’s Goal Statement:

1 want to go to the movies more often.

HoNQS scores 12

Areas to consider: Qtrcnfftbs Assessment

I’d like 1o go to Punt Road in Melbourne one day and meet the Richmond Tigers
(AFL team). I'd Yike to go to a live footy game again.

Summary of Current Issues: g
Mike 1s an avid fan of the Richmond Tigers AFL team, and follows the games each week = |
' {watches thein if they are televised). Mike used to play team AFL. Not currently engaged

in any spormw or ph) ssical activity. bmmrs mermf and some other 2roup activities,

,SP scores | 2 0

Refer to Participation in Structured Day activities

Strategies

|

Consumer Actions

Support Role/Treatments

Team Members

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

| Twill check my spending and make sure

i T have money saved to go to the movies.
I will check the newspaper for movies

- and tunes I'd like to go.

Encourage Mike to avoid impulsive
spending. Provide support to plan movie
trips (eg finding section in newspaper,
discussing movie reviews).

Provide LCT opportunities and staff to
attend.

Practice football skills at least once a
week (see goals in Physical Health
| section)

I will ask for the footy and have a kick
around the vard with the guys at least
every Monday.

Provide football and opportunities to
practice. Encourage activity.

Refer to exercise physiologist for

| physical assessment and exercise tips.

Responsible Review
(including Clinicians, Carers, Date
NGQ’s etc)
CC & A/CC 1/10/13
Clinical team, rehab team.
Nursing and Rehab staff. 1/10/13
CC & exercise physiologist.

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

e.g. attendance at Diversioral Acrivities, Groups, Qunings®

_ Strategy

Did it work? Provide details

Date Attempted/Implemented

HONOS 12 Problems with ocz.upanon and zctivities.,

L5P: 2- withdraw from social contact

Page 37 of 44




VAASE

EXHIBIT 117

Recovery & Relapse Prevention Plan: How can 1 stay well & avoid crisis? What can I & others do to help when I am feeling stressed?

TSK.900.001.01307

What [ am bke when I am feeling
alright & well:

1like singing and tallang to others when I'm well. Tused to sing to myself a lot. I want other people’s company when I'm feeling
good.

Things I need to do to keep me
feeling well:

T 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 annoyimg.

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

1 don’t Iike shopping centres when I'm jittery. I don’t Tike the noisy food cowrts. I don’t like being on the ward when the other patients
are NOISY OT angry.

Things I might notice when I amn
getting stressed:

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.

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

My 1@;;;5\ bbuncing up and down. 1 walk up and down a lot. Sometimes I hold my head, or talk to the voices.

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

Go to the comfort room. Listen to my music. [ want to (Ty some Telaxation stuff.

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

¢ Give me 1deas of ways to relax. Walk with me when I'm pacing. Tell me that the voices aren’t real. I like when Johany says “you're -
stronger than your uncle™ when his voice gets annoying. ‘

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

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

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

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

Consurner Signatare: . Date Implemented: Date Reviewed with Consumer:
Mile Levsings 121672012 30/7/2013

|
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EXHIBIT 117

TSK.900.001.01308

', Queensland Government

The Park — Centre for Mental Health

% Queensland Health Name.. Michael LeggIngs. v

Complete Detalis or Affix Patient Label

Gender. M /F

AGUIBSS (v s et s e e e

CONSUMER STRENGTHS
ASSESSMENT PHENE . oeccnvarmmerenincee MOD e ciminisenine

Date of Blah__23/. 8_/ 1984_

Present Moment UFuture Past
What are my current strepgths? Destres, sspirations Resources - personal, so¢lal
- N What am | doleg now? What do | want? | What have | used In the past?
| use the comfort rcom when § want to learn how to relax and | Used PRN medication,
I'ny Jittery or the voices are stop the jitters when they Avolded stressful places and
annoying. happen. people.
5 [Histen ta my musle when I'm I stayed out of hospltal for §
54 andious. months,
- { take my medleation.
] | hear some nice volces that
5 ' make me laugh sometimes,
= |
!
| like to eat good food, and | fwant to feel Hit again, My Learned to control my asthma
love frult and vegles., hlack Jeans are too tight. when t was a kid, Don't get
e | have pretty good health, and | that anymore.
= & | don'tgetsickvery ofien. I want to get rid of my smoker’s | Thad 2 CP that ! liked,
g < cough In the morning, { was a vegetarian for a while,
E fc:: | used to play AFL that kept me
83 fit,
g5
o S
o 2
I get enough money through P want to live in g flat with my I'm pretty good at cocking and
8 my pension to get by, brother Frank. housekeeping.
£ | [ have somewhere to go when tused to llve with my brother,
® | F'monleave - my brother’s after | moved gut of mum’s i
5 E place, or my mum’s, place. i
5 g | can cook and lock after a tusually pald my bllis and rent
g5 place, on time, before | got sick the
z g | first time,
o =
O w
I'm good at maths. I would like to work as an [ got good grades in High School
I ke numbers and money. accountant one day. for maths and scierce.
I'm pretty good at using {'ve had jobs at McDonalds,
computers, I"d ke to do some more MeGills Bookstore, did seme
\—(; E computer courses. book keeping and reception
e & work for my dad’s smash
~§ :i | repalrs shop. Iliked paper
g :&; | work.
SIS
> W {

|




EXHIBIT 117

TSK.900.001.01309

Leisure/ Recreational

i
|

I have my mum and brother, I'd ilke to fallow ry faith and

T
i

i My mum’s Jewlsh and taught us

who talk to me a lot and look find out more akout judaism, alat, } used to know some

~- after me, Hebrew,

t‘i} | want to make friends who | had lots of party friends. They
g Tam Jewish, |like a lot of the wan't push e back Into drugs. | llked me because | shared and
gx g traditions and beliafs, gave them money.

0 ® i'd ke to have a girifrlend. | had a glrlfriend In high school.
™ é 1 xnow a lot of people on the

& 'R | ward and outside,

[

'

i love the AFL, and go for the I'd like to go to Punt Rd in
Richmond Tigers. Wish they did | Melbourre end meet the
better. My favourlte colours are | Richmond Tigers.

yellow and black! ) 'd like to go to a live fooly
game agaln,

I'm a goad singer,
| like Nstening to music, When | want to go to the movies more
i'm happy t like listening to often.

dance & techno. Wheni'm
jitkery, i listen to Llor. |tke his
lyrics,

i ke movies, especially actlon |
and scl-fl. i

(

{ used ta play AFL when | was In
high school. | used te go to the
games, especlally when
Richmond played in Brisbane.

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

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

What are my priorities;
1, Learn how to ralax & stop the Jitters
2. Follow my Jewish faith
3. Go to the movies more often. o

J. C. Lately Michael Leggings

Care CoordlInator slgnature

Consuiner signature

Date Reviewed:

{ Date Started: 8/3/13

36/7/13

Date Reviewed:

Date Reviewed:

Date Reviewed:
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EXHIBIT 117

TSK.900.001.01310

{ ety

Hental Health Services

Risk Screening Tool

URM:

Famly nemel
Given nama(sy
ADBNRES

veeeen | DBle of iR

(X Meaticaton Lo here)

cex i [Of [

‘Tﬂme:

Static Bactors
[V ermeinus senous atizmpt
[T(Helory of sxlf harm

[ Histery of suide altempd
[ Farily tigiory of suide

DLC’FQ‘&BF{J rg protésre (e g. unemployment, phyioal [
tlness / pan, rrents! ditorder)

Dynamic factors
[[intentf plan f thewgiile
[T et sukichs attempt
[ Distress { sncer

[(Heclgted { lorsly

Tl 5 @ Qe rod (0 iraaba et Ha ot ht 20 12 OOt G2 el LW s

of pontrel ever iz

[JHopetessriess £ percatvad fack

[ @exzarz inlast & mortte
DP*}cﬁc&m symplams (=g commard hﬁ%ﬁc'm{%ars)
CIORer . e

Taclars
[Jumdzr 25 years of age
[ Coruct dasdsr
Dynarmis factors
tmenichity

ron fattndryent

ITE TN THIS BINDING $AREIN

[TICogriiens suppattng vioknoe

DO HOT Wi

[T History tf vicleres f o2 ohizoe /
cnmrul ritkery

[TJCarmes weapea / socsss to learm

{J Recent tesis or olher apgress
, . aoliore / theugtls

[T} AL ek of camuzly sbusing olherz

[ History of substancs skura

[ Frystotio symelems {commard
ha i::'i stene, (hieat-corird-cemida
and mizdentfeaton symploms,
martid isalosgy)

lm\c«' domesto ffamity vicanss
[T1Atnsk d ?'»!rkj F"ancn wmredm wihers

I

1 Cognitts
[(JFradck

[ Falisrizk

ONINGZH0S MSId -~ SHN

mpmm:m Y?i';{[e&?fﬂ’f {f*wht\{*/

0oL

Y2 - C32M

3
e L Hiztory of L'T{‘“d Ccmwrm Treatranl brasch

[TJTmatrsnt refucat
[ Rrustration regzrding toepizisston

ravlurtsy teaiment

Chinigiats name (gis

Gignatre:
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EXHIBIT 117

TSK.900.001.01311

T GV

| Queensland
{\ Goveramant

tentaf Health Services

Risk Screening To

ol

URKN,

Famity nama:
Glven namssy

Address:

(A8 lwarhastion 1abE| harey

PR

Date of bl N I [ I I
Child protection risk screen
D28 the SOMSUMET NEve TUGLCHY GF CEIR respenz(Biliea for enitgran [l time or pereaie)? {1 ¥es [T1he
=3, tha tlental Heaith Child Frotestfon form (SV/7188) muzt be complsied.
meleted by lpint s . | Beciznadon: Stanatuea: ) Daia: L
RN I R ‘ i
Eatl and. sk ionng alin W e Ly i HECH 0 st i TG gis i Tt ;
CUITEOE 2IRTRSSION £ RIBIEN0N § X Delidn IO PRIPeiAluR] NSX AN PIRDENN: SACIS IPAUCIN] 15N ]
Overaltrisk sunmary | Low | Medum | High | Unknown © Caritmanis regandlng rsk
swee] 1 | 1| | O T T
Otrerestnam | [ Cl [l £l :
Aggrezsion ] 1 D

sutrarshiity

Cl

o

ey
'

e

AbsLonding B D g g
Depandent chidrenJotherer | [J¥er | []M [ "J;

I CPAGNE STHLL N LR, LY

X

D,

{2 furliver sk 356

ssment rexquired? [ ] Yz fif i

>

cazider full sozesemert;

ICintzizng name (plesse grnth

|

i [

Cesigraticn

Siaratre.
Sighabars
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EXHIBIT 117 TSK.900.001.01312

} UR Number. oo
! Surname: Leggings
Queensland ?é?ﬁfs%i??&i%?@%mm % Glven Names____ Michas! Richard_____
At
Covernment [ Tile Dale of Eicth; _24/8/1984_Sex: F (] M (X

nsmnd Hemth

Quee S SRS A—— oy
MIEY/FRIEND:INVOLVEMENT,IN.CAR

This form provides you with an opportunity to record who you want to be Involved in yourf
care, This form will be kept in your dlinical file to ensure ali members of the treau‘ng team
are aware of your wishes. Remember, at any time you can change your decision reyardmg
who you wish to be Involved in your care and to what extent,

i

Please note that It is important thal you have read and understood the leaflet “Carers,
Family and Friends - Involvement In Care” before completing this fO{m If you have not
read this leafiet please talk to the Social Worker or your Care Coordinalo

Please lick the relevant box:

X]  Yes, | give consent for the below listed carer/family member/friend(s) to be involved
In my care, as specified in my care plan.

} Name | ~ Address Phone Number | Ralationship
| Annie Leggings 1 Peg Avenue, Johnson i . . .
; L. Creek Qld 4321 07 5432 1098 Mother
| Frank Leggings Unit 2/26 Wild Street, _
¢ duneberry Q 4567 0404 C50 060 Brother

[J  No, I do not give consent for my carer/family member/friend(s) to be involved in my
care but understand you may shara goncral information with them regarding The
Park, mental illness etc,

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

]

( Other Special Consliderations (eg relationship history, legal lssues)

; Michael has previcusly been acqualnied with pef\f‘lﬁ who were drug users and
dsaiers. He does not wish to have contact from Mr John Ferner or Miss Jans Olden,
and does not want them to know of his whereabouts or treatment.

P S :

Censumer | Wtchat Leggengs 8/4/09
} o (Signature) v (Date) E
| Winess |y o Latelu 8/4/09
(Steff Harber) J ¢ Latdy R.N. . | |
é (Signature) (Position) | (Date) |

© Please send a copy of this form to the Clinical Tultiatives Coordinafor (Administration

Building)
* This form is to be filed in the clinical record behind the Individaat Treatment Plan® divider.
* Please destroy any superseded versions of this form.

TAVYO NI INFNIATOANI ANFR-SA/ATINYA/ATHEYD OL INIFSNOD

G \EveryonelHealth information Services\HIM Formislindividual treatment formsiConsent Involvement In Care
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EXHIBIT 117 TSK.900.001.01313

The Park — Centre for Mental Health
Consumer Information Sheet

Carers, Family and Friends - Involvement in Care

h they have famlly ar frlends who worry about thern and would ilke to
jends can be important supports In a person’s journey towards recovery,

When people are in hosp tal:0
know Iﬂowthey are. Family

cme people choose to involve thelr families, carers or friends In all parts of their care at The Park. Some
ike them to know a blt, Others prefer them not to be Involved In thelr care at zll. This Is a cholce we would
~1Eke each person to make,

Vou _might like to think abO it how you want your fami ry carers or friends to be Involved in your care, whiie
yoU are here, Some questions you might want to consider are:

¢ How much you want them to know about your care at The Park
¢ How much they can take part in decislon making with you & the treating team |
¢ If you would like them to stand up for your rights and preferences ,
¢ If you would ke them to attend Mental Health Review Tribunal hearlngs with you, or for you (eg

peak on your behalf),
¢ |f you would like thern to talk to the treating team, and how often,
s |f you would like them to help you out in other ways, eg emotional, soclal, financlal 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 declde that you don’t wish certain pecple to be involved In your care at all, It is important for us to
urderstand this, The treating team highly value maintaining your privacy. Any personal or clinical detalis
that you wish to keep private will not be shared with your carers, family or frlends. However, in very rare
cases such as an emergency, clinical staff may need to disclose limited Information to your family, for
example, in a medical emergency or If you are absent without permission.

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

m. This information may Include:

H
*  General ir\formaxo‘ about The Park, -
¢ General information about mental iliness (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,
s 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 cah
change your decislon regarding who you wish to be involved In your care and to what extent. Simply talk to

your Care Coardinator.

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,

8 44 of 44
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EXHIBIT 117

TSK.900.001.01315

Affix Patient ID Label Here

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

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

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

Date: g 0o el I
“Newepisode [] T i S mr R LR ‘ ‘
Review tvpe: Standard Review ™ [ Standard Rev‘w D, L Standacd Review “[ ‘Standacd Review L]
Aserley Wipe: - Ad Hog Review ' [ Adﬂocl{encw 0 Ad Hoc Review : [ * Ad Hog Reyiew [T
“End of Episode [ “¥ind of Episcde [ . End of Episode [} ~Erid of Episode - ]
. . B Rating Rating o Rating Rating
21 - Risk Assessment | Aggression Aggression . Aggression Aggression
4 'l’ro,ﬁlgst Self Harm Self Harm Self Harm o Self Harm
: P Abscanding Absconding Absconding Avsconding
el ICW Progtesc O O ] O
S Summa:}, Nn}tes
Indi\'idual - [ [ O
¢|  CarePln
&
& i
2 . Crisis Infervention [ O O O
g th ;
2 :
8 _
e Rcl«xpse Prevcn{mn ; O o O U
Plan
Health of the Nation 0 0 O [}
Outconre éca!es fqr .
Qlﬂdm1&A®kﬂm&
%( (HoNOSCA)
| Children’s Global
4 Assessment Scale . 0 = 0
£l (CGAS)
g Factors Influencing M 0 M 0
£l Health Status *
% (FIHS)
Sflellg{lisr& i Parenl Adolescen! Teacher | Parent Adclescent Teacher Parent Adolescent Teacher Parert Adolescent Teacher
D;fﬁculttes lec&( ] ] O O ] O 0 O O O O O
(SDQ)
;y(f,qns‘umer, O [3 & H
" ‘Pa}ticipafion o
‘g Actmn Phn
= ‘ M |
] Shcngths e U - a O
% “Assessnient 10_01
= e
Sl Consumer N M | O
Dcvelnpmentai
Tasks Q*lcshonnanre
Tnvol unta;y/ Volunlary  Involuntary Volunlary  Involuntary Yoluntary  Involuntary Veluntary  Involuntary
<l Voumtmy Status ] ] ! [ ] ] M O
=3 anohmw} ?mimi L 0 O i
Summan (!PQ)
()ther Assessments/Ulmcai Area Tools:  eg. Child Protection Form, LCT, HCR-20
Bl Ci mual (‘haxt i O O 0
3 - ;
< Audlt
[0 aeveredaier Dapiet ST Diosltant 10O P Chooklict Advloseont Vo 3 (4oeil 20000 DRATT DOC
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EXHIBIT 117 TSK.900.001.01317

The Park - Gentre for Mental Health ‘,
Treatment, Research and Education
Together... Towards Recovery
The Barrett = -
» | |
_ PR |
Adolescent Centre

‘information for |
Teenagers |

Queensiand Health

Reviewed: 038.09.06
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EXHIBIT 117

What staff will iook after me’?’

Your rights and responsibilities (continued)

During your stay you will be cared for by a team including
psychiatrists, nurses, social worker, psychologisis, speech
} pathologist, occupational therapists, dieticians, teachers,
> have your condition explained in terms you will understand leisure therapist and others such as clerical, catering and
- L. . ' housekeeping staff. All staff wear photographic identity
> know and understand your treatment options badges including name, photograph-and job fitle.

Before you agree to treatment you have a right to:

> know how the treatment will affect you :
> be able to seek another opinion where this is possible Case Coordinator

. : e Following admission, adolescents will be assigned a nurse
While you are at the Cenfre your responsibilities include: ; who wi!igbe their Case Coordinator. The Casg Coordinator
« s . will maintain close contact with the adolescent and will
> Everyone respecis property, people and individuality -

oversee all aspects of an adolescent’s treatment as decided

» We value people’s safety by the Treatment Team. The_ Gase Coordinator is the

> We encourage optimum participation and involvement primary contact for the adolescent, their family/carers and
‘ significant others.

Individual Therapist
THE TYPE OF HELP OFFERED AT BARRETT All adolescents are assigned an lndmdual Therapist whO

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

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

: to-one counselling on a weekly basis. These sessions are
> - experienced, professional staff (eg. What staff will look confidential between the adolescent and therapisi.
after me? ...Case Coordinator) '

» educational and life skills programs fo restore confidence in ‘ Fzmjlly,l\fl‘ee’cmg ’
many areas of teenage life ‘

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

, . » living and leaming with a group of other teenagers : V .

a range of recognised theraples ,

/Y

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. .

> within an environment comfortable to adolescents.
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EXHIBIT 117

TSK.900.001.01320

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

Together... Towards Recovery

The Barrett
Adolescent Centre

information for
Parents and Carers

£\ .Queensland
QYW Government

Queérsys'!and Health

Reviewed: 08.09.06
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EXHIBIT 117

o PO ol L S T A i St e

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

Wheat happens at the Centre?
What do they need tc bring?
Who shouid | talk to?

When can | visit?

and many other similar questions

This bookiet has been written to give you some initial answers to these
questions and to heip you understand more about what happens at the
Barrett Adolescent Centre. N

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.

PR e e

ZNHA& ST
CENTRE?

The Bamrelt 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 rehabilitalion mental heaith centre
for adolescents in Queensland.

Qur mission is "fo work together with adolescents, their parents or
carers and our other partners to provide effective mental health
interventions integrated with education 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 cate,m Jto the individual's academic
needs.

The Centre progrem is designed to assess and freat 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 aftendance as a day pafient The therapeutic
programs include group therapy, individual therapy, family therapy,

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

Our aim is 1o bring about suitable improvement in your adolescent's
wellbeing, such that other forms of community treatment wil be
successful following discharge.
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EXHIBIT 117

. —
e T A it 0

WHO CANTTALK TO?

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

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 freatment 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.
[t 1s important to maintain very regular contact with this person to discuss

your adolescent's treatment. Nurses work shifts and can be centacted on
either 3271 8760 or 3271 8§761.

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 enguiries.

Throughout their stay, your adolescent will receive treatment from a vanety
of our mumd:sap mary team members. The Treatnent Team inciudes
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 adoiescents to develop
psychological and behavioural interventions that can be used io help
manage problems such as depression, anxiety, anger and poor coping and
social skills. The psychologist works with the adolescent in tailoring these
o 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 significent 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, culturai issues,
activities of daily living, sports and recreation, and accommodation.

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

TSK.900. 001 01322

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

Depending on individual need, teenagers may also be involved in speech
pathology sessions. The speech pathologist assists adolescents with
communication skills. This can nvolve 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 seif-care, home

duties, being a friend, studving, 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 sgnse of self, and promoting
health and recovery. Occupational therapy may include assessment,
individua) therapy, parent/carer consultation, and group work.

The dietitian may also see your adolescent, -The dietitian will assist them

in ensuring that their nutritional requuements 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 acolescent's 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 imes to phone are from 7pm until 9pm Monday to
Thursday, after 3pm on Friday and any time from 10am until Spm on
weekends. The phone number to call is 3271 8762,

It you wish to discuss issues relating to academic performance, vour
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. .

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

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

CIMHA users are able to review consumer demographic and clinical information,
activity, Mental Health Act 2000 and oufcomes in one location and use this to inform
reatment 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 confinuily of care, to enable analysis of the impact of
clinical activity on consumer outcomes, to support local and state service planning
and prioritisation and to support State and the Commonwealth reporting.

All consumer Referral details including, referval status, presenting problems, internal
contacts and treating unit information, all Service Episodes including start and end
details, internal contacts and treating unit, diagnosis, outcomes and clinical notes
(scanned or direct entry) should be recorded/entered into CIMHA. Any data warnings
and data discrepancies, demographic details including the current living address and
phone numbers, external contacts including the preferred contact, allied person and 1’
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 CIMIA.

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

CIMHA is on the Orientation Program and all clinical statf are required to attend the
training prior to having access.
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447
Inter-district Transfer of NMental 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 consumeors of South Queensland Health
Service Districts recelve an efficient, consumer focused
transition of care hetwaen mental health services,

2 Scope

It is well established that mental health consumers are at an
Increased risk of harm during periods of transition.  Soulh
Quesnsiand Health Service Districls are committed fo an
agresd procedure to ensure the comprehensive management
of consumer transition batween mental health services. This
procedure clarlfles and standardises the roles, expectations
and responsibliities of transferring and recelving services in the
management of mental health consumer transltions bslween
services,

A

."" : i ’
o o

PRINCIPLES
Duwring the transfer of care of mental health consumers
between services:

«  The cultural needs of the consumer and thelr carers will be
acknowledged and respacied (Ses APPENDIX A).

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

¢« The transfer process, Inciuding the time It takes to
complsts, will be conslstent with consumets’ recovery /
care [ 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 ars transferrad out of
area.

« Some transfers of consumer care may recuire a shared
care arrangement for a perlod of time.

o If a clinlcat difference of opinlon occurs regarding the
ongolng management of a consumer {fransferring between
districts, the consultant of the receiving service has the
final declsion and responsibility for the ongolng care,

~o - Allowances may-be-made for consumers who-are mental

healih service smployess,

r“ (}ﬁ
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Note regarding the transfor of clinical information

The steps required to transfer consumers belween services will vary dependsnt upon the servics
type tha consumer is transferring from and to. For transfers of consumers between all service
types, the following (most recent) information Is requlred (when it exists):

« Consumer demographlic Information form (demographic information generated from
CIMHA Is also acceptable)

+  Consumer Intake form

» Consumsr assessiment form wilth assoclated assessment modules altached (for Initlal
assessmenis: parfloularly the Famlly Davelopmental History and Soclal Assessment)

+ Rescovary Plan (Note: the recovery plan has 3 sactions: 1) recovery plan ~ consuiner
focused; 2) Individual care / treatment plan — service / duly of care foeoused; 3) relapse
prevention plaii).

An individual care ! treatment plan gererated from the oare planning module in CIMHA is
also acceptable,

¢ Consumer End of Episcde/ Discharge Summary

Clinfcal decumentation should be recorded on the Queensland Health Mental Health standardised
suites of clinical documentation forms. Notes wrilten by non MH staff (e.¢. ED cliniclans) may be
recorded In other formals

In the event that these forms have never besn completed by the transferring service, the
Consumer End of Episode/Discharge Summary is mandatory from Inpallont service providers, the
ntake / assessmeant Information Is mandatory from ACT / ED services and the Consumer End of
Eplsods / Discharge summary Is a minimum requirement from Community Service Providers
(Including MIT services), Thesa forms therefore must be completed by the transfering service
prior to transfer unfess exceptional clrcumstances exlst (e.g. emergency transfer from rural ED
whare no after hours mental health staff to complete standard suite of documents)

Documentation In these circumstances must Include:

+  Risk Screen (If not recordsd on Intake or assessment form)

+  Meadlcal Officer R/V notes If inltial MH assessment has not besn completed
o MHA 2000 documentation (if applicable)

+  Medlcal Assessment & Clearance

When possible, the transferring service should forward clinfcal documentation to the recelving
service at leas! 3 days prior to the transfer of clinical care of the consumer.

mcet Information may be transferred via emall or facstmile. The transferring ssrvice must ensure
e Informatlon has heen received by {he recelving service and must document In the consumer's
medfoa racord that this has occurred.

Note regarding mandatory steps for any transfar of consumer cars!

¢+ The receiving service contact detalls and follow up appolntment detalls must he noted In
the consumer’s transferring service medical record prior to transfer.
¢ Unless a consumer does not grant permisslon for mental health service providers to
-..contact-thelr.carers. and./.or-familles, .prior.to. he transfer.of .a_consumer's.care,.the .
transferring service Principal Service Provider (PSP} or equivalent, must notify (at

‘P'agozﬂofv‘m
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) themtmmur};) ané "preferaby consuitw " theconsumer scarers and famity
regarding the pending transfer of care,

1. Transfer of Communlty Voluntary Mental Health Consumers

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

1471 The transferring service will contact the regeiving service to advise of: the consumer's
rafocation to the recslving district; and, the CIMHA reference number (when avallable),
for Information only,

1.1.2  The transferring servics will docurmsnt contact with recslving servics In the consumer’s
medical record prior to case closure,

1.2 Consumers choosing to engage with private sector support serviges In thair destination
District

1.2t With consumer consent the clinlea! Information above wilf be provided {o relevant
mental health service provider’s eg. GPs, private psychialrists, NGO's. The
transferring service will document contact with the follow up cars providers In the
constimer's madical record prior to case clostire.

12,2 The Principal Service Provider (PSP) from the transferring service wilt contact the
consumer, following thelr relocation, to confirm and document that they have engaged
with clinical / support services In the(r destination distriot,

1.2.3 If the consumer has not engaged with clinlcal / support services as planned, the
fransferring service PSP will dsfermino if further action Is required. If the consumer
requlres follow up from Queensland Heallh Services, refer to procedurs 1.2 for
voluntary consumors and 2.0 for Involuntary consumers,

1.3 Conswmers chooslng to engage with the Community MHS In thelr destination District

1.3.1  The transferring service will contact the recelving service via thelr Intake offlcer/team
leader (rural services), and will forward the Information noted above (Page 2).

1.3.2  The recelving service Intake offfcer/team loader (rural senf'ces) will facllitate the intake
process to cetormine the follow up care which will provided In accordance with local
processas (Including dlssemination of clinlcal handover Information),

1.3.3 For cases where the consumer |8 accepted for follow up Into a community team
(including ACT and MITT) the recelving service follow up team will facilitate principal
service provider (PSP) face to face contact with the consumear as soon as Is requlred
as determined by dlinlcal heed, bul no later than 14 days. [f any consumer has to walt
for face fo face contact with the recelving service for longer then s ciinloally
acceplable, {he transferring service will continue to provide care during the transition
perlod (for up to 14 days, as negotlated helween the transferring and receiving
services). If It ls geographlcally impractical for the transferring service to provide face

- —-lo-face-fransition <eare~—onae~1hs»con3ume moves-Into-thelr destination-distriet,-the- -

transferring service will maintain telephone or video link transilion care as an
alternative untll tne cohsumer at ends thelr first appom{men wi n tm recelving servics,

Pago 3 of 1
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Note: When a consumer Is fransferred between services following an inpatlent eplsode
of care, face to face contact s 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

24,2 The procedure for transfer of care of Involuntary consumers under the MHA2000, who
are not forensic consumers, Is the same as for voluntary consumers abovs, with the
exceptions thal:

+ The appropriate MHA2000 documeniation must be transferred. This includes the |
{reatment plan (ail consumers) and making contact with the recsiving districts MH |
Act Coordinator to advise of transfer and legal status, ‘

o The consumer’s forensic history must be forwardsd by the {ransferring service with
the other clinlcal information required.

+ In the event that the transferring service Is providing transition care for up to 14
days, If the consumer hreaches the conditions of their treatment plan (e.g. Is non
compliant with medication), the transferring service will manage this clinlcal Issue
during the transifion perfod, If the transferring service requires ageess to local
nelworks (e.4. emergency services) they may make cohtact with the recelving
servics for thls information.

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

221 For Inter-district transfer of an Ihvoluntary consumer from an Inpallent service to a

community service, the following requirements also apply:

«  Consultant to consultant lialson/team leader (yural services) contact is required
priot to discharge from the transferring service,

« If a case manager In the recelving service s not allocated at the time of transfer, ]
the interim PSP Is the team leader of the receiving service community team. i

¢+ The Nurss Unit Manager of the transferring service Is responsibls for lialsing with
the case manager/ team leader of the rural team prior to the consumer transfer, for
rural discharges,

2.3 Mental Health Act Administrator (MHAA)

«  When recelving netification of a transfer of an ITO via CIMHA emall facllity, the recelving
sorvice MHAA will confer with the Team Leader of the relevant team to establish If the
transfer process has heen completed and the consumer has been accepted {0 the service.

+  When the referral has heen acoeptad the receiving service PSP {usually a case manager)
will notify the transferring service team and the recslving service MHAA so transfer of the
ITO can be arranged.

e If the {ransfer Is not complels, the recelving service MHAA must Inform the transferring
service that the ITO Is to remaln with them until the process Is completed.

e If the consumer has been accepted to the recsiving servics, the ITO musl be accepted by
the recelving ssrvice MHAA,

ST TRCRIGTER e
i
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Transfer of care for‘ foranmc menta! Hea th consumers

3.1 Procedure for forensic consumer under the MHAZ2000

344 The procedure for transfer of care of forensle consumers under the MHA2000 is the
same as for involuntary consumers ahove, with the excaptions that!

« The Distrlct Forensle Llaison Officers (DFLO} from the transferring and recelving
services will ba in contact with one anothsr throughout the transfer process,

+ The DFLO from the fransferring service wiif faclitate the fransfer from the
transferring service end (and therefore will be the psrson who will be making
contact with the recelving service).

«  The DFLO from the transferring service may continue to share care / llaise with the
recelving service DFLO regarding the consumer's care for up to 3 months (as
negotiated betwesn the transferring and recelving services depandent upon clinical
need). It may be necessary to negotiate a shared care {ransition plan which
Includes risk management. The {ransition plan wilt provide guldelines to manage
lssues of non compllance and Indicate who is responsible for managing the
consumer should a psychlatric emergency arlss. The Intentlon of the transition
plan Is to ensure: consistency and continuity of care; and that the consumer is
suiitably monltored and ls unable {o avold follow up as a result of not altending
appointments, or belng absent without leave or frequently moving address. The
duration of the transiticn plan should be for a maximum period of thres months and
should be ended as soon as the recelving servics Is olinfcally confidsnt that they
have sufficlent understanding of the consumer fo no fonger require transferring
service support.

¢ The State-wide Director of Mantal Health (DOMH) must authoriss (via written
authorisation) the transfer of forenslc consumers from one Authorlsed Mental
Health Service (AMHS) to another AMHS. The transferring AMHS will commence
completlon of the Request for Transfor — classifled/forensic/court order patlent
form (an authorlsed Doctor only can complete some sections of this form). This
form Is then provided to the new AMHS for thelr completion. On final completion,
the form Is faxed to the DOMH.,

+ The DOMH must be satlsfiad that appropriate follow-up arrangements are In place
for the consumer and that the transfer has been accepled by the Clinlcal
Direstor/Administrator (or squlvalent in rural areas) of the recelving service, This
includes allocatlon of an authorlsed psychlatrist to the consumer prior to the
transfer of the order.

o Untll the DOMH transfers the order to the new AMHS the transferring AMHS
remains :esponsible for the consumer's trealment as prescribed In the treatment
plan, including taking appropriate actions when the consumer fs non- oompzian
with the treatment plan. This will ocour with assistance from the receiving service
to access local networks if required In geographically isclated areas.

¢ Additional informatlon which must be forwarded by the transferring servics {o the
recelving service for transfer of foransic consumers Includes: fast MHRT report —
attached treatment plan and LCT provisions; and, summary of forensic
lssues/outstanding malters (Summary page — Query IPS — CIMHA).

+  The recelving service may request extra documentation from the transferring
service {0 assist with dsvelopment of follow up care plans, This may inciude:

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

¢ Crlsls Man aaeme“t Pian,
‘
L
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3. 2 ransfer ofcae for ‘Spacia thiﬁcaton of Forensc Patlents” (SNFP)- fnentat heaith
consumers

3.21  The procedure for transfer of care of SNFP consumers under the MHA2000 ls the
same as for forensic consumers ahove, with the exceptions that:

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

Clinteal Director (or equivalent) of the receiving service to Inform them of and

discuss the pending transfer, J

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

Note: Tho MHA2000 Resource Guide, Chapter 8 "moving and transfer” doas not specifically
address the [ssue of holiday or Intetim care delivery for persons under the MHA2000 who are
holldaying within Quesnsiand away form thelr trealing dlslrict. Interstate {ravel Is addressed.
Conslderation of the consumers’ rights must be made when delermining appropriate
management of this lssue,

Key Issues to address will Include but are not limited to:
Length of planned hollday period i
Distance helween hollday and home district |
Conditions of leave

Mediication presoription and administration
Treatment required

Soclal supports required

* & @ o & -

According to Forensic Patlent Management Policy end Procedures, (Queensland Forensle

Mental Health Servics), In addition to permanent transfer, Forensic Order movements may be:

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

Visiting relatives In another District). Regardless of the time length for Forensic Order

movement, the following minimum level of Information should be provided to the recsliving

DFLO and Distrlet:

v Request for transfer; Classlfied/Forens! f‘/Couzto rdsr palient.

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

' Slandardised suite of forms — Consumer Demographics, Copy of Consumer Intake,
Consumer Assassmeant, and Drug Asssssment,

. Summary Page — Query IPS (CIMHA).

4. Transfaer of Consumers to a MHS Inpatlent Unit

4.1 Consumers presenting to the Emergency Departiment who require inpationt admission .
and reslde In another District b

41,1 Consumers should be trealed as close to thelr home as practicable, to minlmise
disruption to soclal networks and functioning.

41,2 All consumers pressnting to the Emergency Department will he assessed regardiess
of thelr disirict of orlgin.

4.1.3  Foliowing the declslon that admission Is requlred, the assessing district will contact
the consumer's district of orlgih and notify them of the consumer’s presentation and
their status,

41,4 Pending bed avallabliity and not withstanding any other agraement betwasn districts,

fhe_consumer's. district_of orlgin will recslve the. referral and accept the consumer . . . |
within a two hour penod (betweean 0800 hrs and 2300hrs), Transport arrangements :
are the responsibility of ths ftransferring districl. Idsally, within the SQHSD ?

* Page 6 0f 11
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netropo!&tan area d!str ots will faoliata Ehe acceptance of ransfers from 0800hrs fo
2000hrs, Thess transfers should be planned to he complsted prior to 2300hrs,

4,16  Ifthers is no bed available at the consumer’s district of orlgln or a safe transfer Is not
possible at the time, the consumer should be admitted to an appropriate ward and
treatment commenced untll such time as a bed In the consumer's distriot of orlgin
begomes availabls,

The transfer of clinlcal documentatlon Is to be recordad In the consumsar's madical
record as noted above (Page 2).

4.2 Consumars pressnting te a rural service Emsrgency Dapartment who requlre inpatient i
admission !

Note: In 2009, all rural services in South Quesnsland are part of a District with Inpatient beds,
Howaver, the senfice with hs Innatlent beds may be some distance from the rural service
heeding to admit a consumer., In the flrs{ Inst ancei & rural service should always try and admit |
consumers {o their own dfstnci {this Is an Intra rather than inter district transfer). In :
clrcumstances where a rural service s unable to admit consumers to a bed In thelr own
distriet, a bad In another District recsiving service will need to he found and the following

applies:

421 Following the declslon that admission is required, the assessing district will contact
the recelving district, through the recelving Acute Care Team and notify them of the
sonsumer's presentation, thelr status and need for admisslon. The rsecelving service
will make contac! with the relevant psychlatrist to cenflrm and support admisslon to
the Inpatllent unit. All relevant papsrwork related to an fnvoluntary admission (e.g.
recommendatlon and request for an assessment forme and request for police escort)
with be completed by tho on slie medical officer and mental health worker (during
buslness hours)

4.2.2 Pending bed avallabllity, the recelving district wili recelve the required material for
admission and accept the consumer within a two hour perlod (between 0800hrs and
2300hrs), Transpori arrangements are the responslbllity of the transferring distriot.
Within rural arsas transfers should Ideally ocour durlng business hours. The above
hours are to be sesn as flexibls and able {o be negotiated hetwseen services taking
Into account the nseds of the consumer, the avallablity of human resources and the
ablllty of the fransferring service to maintaln the safety of the consumer and staff In
the factiity prior to transfor,

If for any reason, the rural transferring service Is notf able to affect the transfer
Immediately, the "home" mental health service should put In place strategies {o assist
In malintaln ing the consumer safely untll the transfer can ocour. These strategies i
would Include but not be limited to

¢ Access to g Psychlalric Reglstrar 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 thete Is no boed avallable at the recelving district or at other suitable faclities

(relevant to CYMHS consumers only) or a safe transfer Is not possible &t the time and
the transferring facllly has the capaclly to ensure the safely of the consumer and
staff, the consumer should he admitted to an appropriate hospltal ward and {reatment
commenced, with consultalion from the "home” Inpalient psychiatrist until such time i
as a hed In the recs! vina inpaitent unit becomes avallable,

4 3 Consumers who mesent or are preserted to an Emergency Department and are on an
Authority to Return to another District

' Varson No 105‘(8*»/5&0{!\16’04'2»10 R Pag: ?GH'!
¢
QU eenslandGovernment Printed coplos are unconirofied

1172



EXHIBIT 117 TSK.900.001.01333

Queensiand Health Procedure: Insert Title

PALUTRUIEIANS

4.3.1 Consumers that are brought to the Emergency Department on an Authority {0 Return
from another Authorlsed Msenial Health Service aré to bs asssssed upan thelr
prosentation,

4.3.2 it Is expsoted that the service who has ssued the Authorily to Return document will
rriake avallable all Information te facllitate this assessment.

4.3,3 1, followlng asssssment the consumer reguires adimisslon, refer to ssction 4.1.

4.4 Temporaty transfaerring of Inpatlent care to another District during bed shortage

4.4.1 MHSs within the SQHSD have agreed to provide for the temporary care of consumers
from ofher districts when these districts are experlencing bed shortages, Prior to this
oceurring, the local MHS should make every altempt to manage the cohsumers In thelr
local district, Other options to he consldered are:

¢ Assertlve communily treatment

+ 'Outllying' appropriate consumers to a medlcal bed with speclallst mental health
support In order to make an acute MH bed avallable

s Ovaernight management of the consumer In the Emergsncy Department, with
speclalist mental health support.

4.4.2 The following process is to ocour to facliitate all Inter-dlstrict transfers dus to local bed
avallablilly shotiages:
+ Tha delegated MHS Bed Managet from the transferring district will imake contacl
*ngk 1 each delegated MHS Bed Manager within SQHSD fo assess avaliability of
s,
+ Pending bed availability the recelving district will receive the referral and accept
the person within a two hour psrlod.
« Documentation to accompany the fransfer Is as above (section 4.1.6).

4.4.3 Inter-district transfers dus to bed availability should ccour within business hours
whenever posslble, Transfers outside of business hours are at the discretion of the
Consultant on call and must take In to account the avallability of medical and nursing |
staff to safely facllitats the fransfer In both transferring and receiving services. |

4.4.4 It Is preferahle that a consumer requiring inpatisnt care within a High Dependency area
NOT be transferred to another district, due to the: ;
+ Acute nature of thelr mental state, '
+ Likellhood of requiring high doses of medication which may compromise their
physloal health stalus.
+ ldentifisd henefit of having ready access to their usual trealing team.

4.4.6 The return of persons that have heen transferred to another distrlel Is to be negotiated
helween the transferring and recelving services. Factors to ke consldered should
Include the consumer's clinlcal nesds, the consumer's choice and the consumer's
discharge address. The number of transfers for sach consumer should be minimised
as much as possible,

4  Supporting Documents
u See Refsrences
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Term

Definltion

Sourece

Queensland

Care Ssctor

Private Health

Heaith Cars services

which are not Quesnsland -

Health provided:

South Qusenstand Health
Ssrvice Districts

SQHSD:

South Queensland Health
Service Dlstricts.

South Queensland Health
Service Distrlots

DOMH:

Director of Mental Health

South Queensiand Health
Service Districts

Nil

MHS

Mental Health Servica

South Queensiand Heallh
Sarvice Disfricts

Nli

SNFP

Special Nofifloation
Forensic Persons

Scuth Queensland Health
Service Districts

NIt

MHA:

Mental Health Act 2000

South Queensiand Health
Servilce Dislricls

“CINHA

Consumer Integrated
Mental Health Application

South Quesnsiand Health

l Service Dislricte

. \Quee

sland Government
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Queensiand Health Procedure; insert Title

SO R N IR R S RS M Y

B R R N AR s . 3.

EARDERIE o ey Ly 4

5 References and Suggesteadi: S
The MHA 2000 |
The MHA 2000 Resource Guide i
National Safety Priorlties In Mental Health: A National Plan for Reduocing Harm ’
Natlonal Standards for Mental Health Services 1998

Queensland’s Mental Health Patlent Safety Plan 2008 - 2013

Queensland Plan for Mental Health 2007 — 2017

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

6 Consultation
Key stakeholders (posltion and business area) who reviewed thls version are:

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

7 Procedure Revision and Approval History

Verslon No | Modlfled b Amendmesnts atithorised by Approved by
version y ) p b4

i
f
i

8 Audit Strategy

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

' Audit tool attached | NIl ]

Audit date 12 months from endorsement 5
| Audit responsibility Division of Mental Health Clinlcal Governance P
. Key Elements / | Improvement to patient care upon transfer ‘
( Indicators / Qutcomes | |

9 Appendices !

APPENDIX A

Cultural conslderations when fransferring consumers

Cuftural factors of consumer fransfer belween districts Include the cultural sensitivity of the
fransfer/relocalion of a consumer. Mental health staff in both the transferring and receiving services
must obtain access to cultural experliss and advice,

+  Localitylcommunily

T R e R s YR
Version No.: 1.0; Effacilve

¢ § RN
n, Queensiand Government Prinled coples ara uncosticollad
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Queensiand Health Procedure: Insert Title
ERICRARERRD o NS e RR, <ias R PREILE ok S et i
. ransfe r! lg service {o Haise w h indzgenous and cu&lura‘iy and Hnguis floa iy d verse (CALD} :
mental health workers
« Within thelr team and with the recelving distriot

» Soclal and emotional well belng conslderations
- finks to family, frlends, elders

Locality/community ~ when Aboriginal and Torres Stralf islander people are local to a speclile

arealtown/clty/suburb cultural protocol states the mental health service will contact the local

Aborlginal or Torres Stralt lelander communtty, There are several ways of contacling and Involving

the Aboriginal and Torres Stralt Islander community: i
+ Through famlly conneclion if the consumer has a relative within that particular community
¢ Consulting the Indigenous mental health worker in the recelving district.

If the consumer is golng to a communlly that Is not well known the indlgencus mental haalth worker
must provide orfentation for the consumer (o the local Aborlginal and Torres Strall Islander
community, with the consumer's consent.

Transferring scrvice — [i is the responsibility of the clinlcal team/case manager to nolify the
Indigencus mental health worker In the recelving district of the transfer of ihe consumer, whether fo
privats or public follow up care. In the event that there is no mental health service In a community,
notification to the Aboriginal Medical Service In that community Is recommendsd, The Indigenous
mental heaith worker from the transferring service needs fo be involved / consulted In the transfer
of alf indigenous consumers of mental health services,

fn addition, the consumner's famlly, allied person, eto need to be notified of the transfer belwesn
distrlots, with the consumer's permission. Sometimes famlly exist In both the {ransferring district
and the recelving district,

Consumers heed to be orlenfated fo the new distiol for services and {inks with Aboriginal and
Torres Stralt |slander organlsations, such as the Aborlginal Madlcal services; cultural events,
activities and meelings: other Queensland Health services and othsr Queensiand Government
services,

Soclal and emotional wellbeing - Following on from this, the consumer's soclal and emotional
needs In the recelving service has to Includs: famlly and other relationships; cultural
connestionsfsupport, other health concaerns; housing; incoms; spiritualily; stability of home
environment; and, culturally appropriate psycho soclal intsrventions In the areas of: further
education; diversional activilles; fitness activities; clubs efc.

\/ew!or No 10 E{!ecfve ch 16’04}2010 T Page 11 of 4
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