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Depariment of Health ) v Government

MEMORANDUM

To: Chief Executives, Hospital and Health Services
Copies to;  Executive and Clinical Directors, Authorised Mental Health Services

Chair, Child and Youth Mental Health Alcohol and Other Drugs Clinical
Group

Chair, Mental Health Alcohol and Other Drugs Clinical Network

From: Associate Professor John Alian, Contact
A/Executive Director, Mental No:
Health Alcohol and Other Drugs Fax No:
Branch, Department of Heaith

Subject: Consultation: Guideline for the transition of care for young people
receiving mental health servicas

File Ref:

On 5 November 2014, the Depariment of Health released the health service Investigation
report Transitional care for adolescent patients of the Barrett Adolescent Centre (the

Report).

The Report stated ‘The Barrett Adolescent Cenire process demonstrates posifive
learnings in relation to good quality transitional planning. It Is recommended that these
learnings be considered for distillation into the development of a state policy that
supports mental health transition for vuinerable young people.’

The recommendation was accepted by the Queensland Health Director-Ganeral and a
draft statewide Guideline devaloped, informed by the learnings from the Report and a
statewide and natlonal review of any policies or guldelines refating to the transition of

care.

Feedback on the draft Guideline for the transition of care for young people receiving
mental health services s now being sought (aitached).

Could you please provide your written feedback (preferred option [s via tracked changes
and inserted commenis) to by Friday 22 May 2015.

Upon completion of this first phase of consultation, the Guideline will be submiited to the
statewide Mental Health Alcohol and Other Drugs Clinical Netwerk for review with the
goal of obtaining endorsement at the meeting scheduled for 19 June 2015,
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Should you have any questions please contact Ms Jackie Bartleit, A/Manager, Clinical
Governance, Menial Health Alcohal and Other Drugs Branch at
or telephone

Associatg IProfessor John Allan
A/Exectutive Director

Mental Health Alcohol and Other Prugs Branch
06/05/2015
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From: MHADDCN

Sent: Friday, 5 June 2015 4:58 PM

To: MHAODCN; Ailie Perich; Andrew Brownlle; Andrew Dacey; Ben Notrls; Bob Green; Brett
Emmerson; Darren Nelllie; David Lie; Donna Jones; Gall Robinson; Irene
McCarthy; Jan Kealton; Janet Ceron; Janet Martin; Jason B Lee; Jeremy Hayllar; John Allan; John
Relfly; Julle Henderson; Katie Draper; Kimina Andersen; Linda Hipper; Lucllie Griffiths; Lynette
Anderson; MHAODCN; NIki Parry; OCP-MHAODB; Rob Rolls; Ruth Fjeldsoe; Sally Plever; Sandra Eyre;

Stephen Stathis
Subject: Request for feedback from the MHAODCN on transition guidelines for young people

Dear Mental Health Alcohol and Other Drugs Clinical Network members

Please find attached the draft Guidelines for the transition of care for young people receiving mental
health services.

Consultation has already occurred with the Hospital and Health Services (see attachad
memarandum) and | am now seeking feedback from the Clinical Network prior to tabling the final

document for endorsement at the next meeting on the 19 June 2015.

Couid | please receive feedback (preferably via tracked changes) to this email address
by close of business on Monday 15 June 20157

As mentioned the aim Is to incorporate any changes and resubmit the final draft to the Clinical
Network on the 16 June for endorsement at the meeting on the 18 June,
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From: Jan Kealtor
Sent: Thursday, 11 June 2015 10:43 AM

To: MHAODCN
Subject: RE: Request for feedback from the MHAODCN on transition guldelines for young people

Hi Janet
1 think this is a very good document, so na changes from me.

See you next week,
Jan

Jan Kealton
Mob
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e i : =i g Depattinent of Health

Guideline

Pocumant Number # <insert number here>

Guidcline for the transiilon cf care for young people receliving
mental nealth saivices

1. Purpose

This Guideline provides racommendations to support public sector mental health services
in the provislon of effective transtional care planning and menagement to meat the mental
health needs of vulnerable young people.

Scope

This Guideline provides Information for all empleyees, comdractors and consultants within
the Department of Haalth and Hospital and Heaith Services wvolved In the transition of
yaung peapfe from child and youth mental health sarices (CYMHS) to other parts of the
mental health system, including but net limited to, transfer from a:

+ CYMHS service to an adult manist health service

+ specialist and/or more Intensive mental health service to  less intensive service, for
example, Evelve Therapsutic Services to a Cammunity CYMHS

= CYMHS lo another CYMHS in a different geographical area
« CYMHS to a General Practiioner or other primary heaith care provider, private
practitioner or ron-govemment organiaation
2. Relatad documents
Authoriaing Poima wrd StandeJs:
Natonal Standards for Mental Health Services 2010
+ Natonal Safety and Quality Health Service Standards 2012
» National Practice Stendards for the Mental Health Workforce 2013 (particularly
standard & Transittons in Cars)
« Menlal Heaith Act 2000
« Hospital and Haslth Boards Act 2011,
Procedures, Guidelines and Protoculs:
+ Information sharing between mental health workers, consumers, carers, family and
significant others (Queensiand Health 2011}
+ Guiding principles for admission fo Queensland Health child and youth mental
health acute Inpatient units

» Guiding principles for the management of adolescents in Queensland Health aduit
acute mental haalth inpatient unks.

Etfectve From® 1 July 2018 Page 1of 2E2T

JMA.900.0001.0091
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Department of Health: Guidaline for the transition of care for young peopie recelving menial
health services

Forms and templates:
» Statewide sulte of clinical documentation.

3. Guidaeline for tho iransition of care for young people receiving montal
hozith services

Background

Adolescenca and young adulthood is a particutarly Important time for mental health
intervention. The prevalence of asdolescent menial health problems in Australia Is
substantial, accounting for more than half of the diseirse burden n this age group. 2.3% of
young people aged betwsen 13 and 18 years of age will experisnce ssvers mental
fliness’. in Queensiand this accounts for 8,060 young penple with severe and persistent
menta finess.

Primery dlagnosea for this vulnerable group of young people are likely o include psychotic
ilnesses, severe mood discrders, esting disordera and complex trauma with dsficts In
psychosocial functioning. This group may aiso incledie young people presenting with soclal
evoldance, disorganised behavipur, emerging peesonelity \anerability and risk of seif-
harm or suicide. Some may axperisnce family dysfunishon

The Importance of transitioning vulnerable people from CYHMS fo other support services
is critical fo ensure continuity of care and avoid previentable poor outcomes. Transitioning
young paople, who may be et risk, from one leve! of care to another among multiple
providers and acroas settinga can be 8 complex task Poor transitioning can lead to the » ~
emergence of symptoms of mental heaith probfems or Himesses, mental health crises,
requirements for edmission, poor satisfachon with care, unmast needs, medical or
treatmant errors, and a higher burden of cost

The key aims of transihon planning are to ensure that:

+ Service provigion is matched as clesaly as passible to the neads of the young person
and delivered by the most appropriate sarvice/s to meet those needs

+ the young person and their famywcarer are the key decislon-makers reganding the
services they receive

« care s dehvered across & dynamic continuum of specialist and primary level services
with decisions based on the needs and wishea of the young person and their
family/carer and not senace boundaries

+ processes are in piacs to identify and respond early should the young person
experisnce crigis o re-amergence of 2 mental health concern.

Optimal transition will involve adeguats planning, gocd communication between all service
providera,_mg_v_ugg_pgr_n and hey famity members or carers and conhnuity of care. 5 -

oMo Y- T =4 g ransition o I Rk L _'-:nm,p- oﬂon
ocours within ma -eontext of - -ayoung person" P o T :
| Referanoe for statistio

Effeciive From: 1 Jutv IC18 Pace 2 of 5235
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Dspartment of Health: Guideline for the transition of care for young people recaiving mental
heaith sarvices

e i v Independence .00y . £ G v e leer
and thereﬁ:re has the potential to be a vulnerable ime for ail yourg people

Context

This Guldeline was developed Rllowing the November 2014 release of the report
Transitional Cars for Adolsscent Patients of the Barretf Adolescent Cenfre. The report's
recommendation stetes that “Imnsitionai mental health care for young people is
intemationally recognissd as & complex snd often diffficuit process and poor oufcemes
Buch as disengagement from care ars well documenied. The Barrett Adolescent Centro
process demonstretes positive leamings in relation to good quahty iransitional pienning’.
This Guideline captures these learnings.

In daveloping this Guideline, acknowledgement is given to the work of the Agency for
Clinical Innovation in New South Wales, -ard-Trapezs, the Sydney Children's Hospitals
Network which produced the document: Key Princtples for Transfion of Young Pesople
from Paedialric to Adult Health Care and aise-ihe New Zealand Dephiment of Health
Transition Planning Guidalines for Infani, Chiid and Adolescent Mental HealivAlcohol and
Other Drugs Services 2014.

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

A systematic and formal transition proceas
The devalopment 2 4demsl transiion process aoodo-to—bemzmg

the basie of & contemporary aporoach 1o the trsngdian of care
Includs - developed—and -dosurmentadinciuding ha-tieps involved in a amooth transluon

and the _development of en Mdividual treasgon plan [he {ransiticn plen should be
AR BRIateA—an--osrmmTReatior ot ne

geveloped and communicated fto keyFhe-
feemakeed—plan-nesun-to-be shared-with-ali-nadies—slakeholdars involved_In_the young
persons carg gnd contnanicated g the young peeson in —Fhis-reeds-to-be-somfumieated
mumh-a-p_davelomrmﬁy uppropriate way. The multidiscipiinary team should bs
aware of thek celecaled rusponsiblibes fy reed-te-he—asware-of-various parts of the
transition process thev-necd-ta-prepare-for-and-have-respensibility-for, Timeframes will be
developed (o reflact ay individusl spproach to transition and provide for @ A-gradual and
24 inlo—the—ransihoR—-prosesen 18ME

gengroua fimeframe peeds-to-be ’lomely-m&w
This-rocognrises-that-poorpoor handover,

hacassary
and the lose of a supportive #nd sometimes long tem relationship: due to the changing of
care arrangemants, can have & negative Impact on a young person’s mental health.
Crganised—ebruohsad.-and-Fformal {fransition planning helps to mitigate any-hegative
Services involvad In tha fransitioning of young people need to have:

« dogumented transition guidelines and policlas which are accessible to all Involved In

the transition
« clear referral pathways
» a focus which s developmentally appropriate.

in developing the transition plan, including the level and scope of ssrvices te be provided,
it & mportant fo acknowledge pepulabion groups wah epecial needs Such groups inciude,

Efacive From: $ July 315 Page 3 of 53887
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Department of Health: Guideline for the transftion of cars for young people racelving mental
health services

but are not imited fo, young people with a history of lraumna, abuse and/or neglect or who

are In the care of the Depariment of Communthies, Child Safety and Disabilty Services |

Early preparation

A ynung paraon raqulrtng transition needs to be Idenhﬁed as eariy as poesfble e T

o PR e = AT S e s e g e ‘_;: s el ke ppanen

roc_ x4 wwmy . s The “identification will involve notifying the young

person \, thelr famlly and other carsrs, and relovannt servicas. Indudlng culturat suppod

wviees mre mlannt, of thn rmpendlng translﬂon i . et § A L e
- 4, . X " K ! R

- "y

" v.heyoung person m t' A prtodin gt Mslon making procmes
rngardlng tho transition. Supporting and enabllng their degrsion making [n this early phase

will help 10 manage the young person's expectation® - - .. which will assist in
minimising the stress and impact of the transition whisn it Gocurs.
Preparation will involve:

« identification of all stekeholders

+ negotiating service opticna with the young persen and thelr family or carer

+ selecting tha most suitable servipe option and ensunng its availability

» development of plans-thess need 1o be formalised and documented highlighting
any special needs of the young person

» Introduction of the young parson to the recentrg service or care arrangement and
their key contacl, suoh es the person responsible for receiving the young person, in
advance of the ranaition

» afocus an recovary and ralapse pravention
Tho tmmg of the transitisn Reessde oﬂnmpt-bomm—%hat the-achsalshould ba flu_x,fg];

SR S R -"’r‘nuomldefﬂ_q
. 4

Identification of a local transition coordinator/facilitator
The rcle of transitlon coordinalor within tha transitioning team mustwill be Identifled gt the
nnipg_and is responsible for the planning and coordination of the
transition process The trensifion coordinator must have sufficient seniority to facllifate
authoritative decision mslking and action.
The transaition coordinator or lead professional responsible for the transition needs to
ensure that:
+ the young person will experience cantinuily of care throughout the transition
« clear and regular communication occurs with all stakeholders, and that all
communication is undersiood; this may include a requirement that all wriiten
communication is followed up verbally

Effeciive From- 1 Jefv 2976 Page € of 33T
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Department of Health: Guideline for the transition of carg for young people receiving mental
health services

« a |ead professional or local transition key contact is identified In the receiving
sarvice/care arrangement and all plans and communication involve this psrson.
Goad communication

Clear, effective and timely communicetion between all relevant stakeholders Is essential to
effective transition. Aspects of good communication Include:

Identification of all those ralevant to the transition process

+ openness, iransparency, coltaboration, and & willingness to work together

+ a culture of working With the young person and their family or carer which is
reflected in alf Imeractions

devalopmentally appropriate language and afyleimode of eommunication. This will
be different for the young person, thelr family or carer and the service and
professionals Involvad In the young person'a care, This may iwoive soclal media
modes of communication

« established systems for joint commurication between all parties

+ comprehensive written communication-in a forsat and level that all relevant parties
understand. Age and literaay lsvel appropriate communication tools must be used,

«  sensitivity and responsiveness to the needs of Abonginal and Torres Strait Islander
paople
allematives to meet the communication meeds of those from culturally and
linguistically diverse backgrounds

« the young pergon and femily's privecy musl be respected and confidentiality
obligations aghered to

« &l communicetions and wfermation shared are documented in the young person's
clinleal record,

Further informafion for professianals to understand their confidentiality obligations can be
found in the Hospital and Health Boerds Acl 2011 and in the information sharing batween
mentai eelth workers, young persons, carers, family and significant others document.

Individual transition plan

All young peopie need an individualised transition plkan which is deveioped in partnership
with the young person and famiiy/carer. All the relevant people need a copy of the plan
and g * < understand afl the elements of the plan.

Managing ~n_-. o _' _-transition process with a young person r =7 - ‘-involve; a
comprehensive assessment which includes the following components:

« the young person's mental heaith

» the young person’s physical health

« psychosocial and culiural nesds

+ pharmacological and therapautic intarventions

Effective From; 1 Juby 2018 Patw § of BI5R

JMA.900.0001.0095
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Department of Health: Guideline for the transition of care for young people recelving mental
heatth services

» educational and vocational requirements
+ housing and accommodation needs.

Transition can be a challenging time and may precipitate a cnsis, so 1t I8 important to be
aware or early warning signs of distress and devefop * .. * ¥ :> management
strategies. The young persen, family or carers and the recaiving service are to be made
aware of these risks Including signs of distress or deterioration in the young person‘s
mental health. It i impartant to identify and work with the young person's strengtha to
assist In making the transition a positive experloms

Ewtensive-Tho rouan Investigstion ang . = )_of supporting services
and coordinatad cars £+ . ' poade-t0-occur | in mllaborwnn with the young person_and
wihetr famiiles and carers, mmmmmi\ems& spiaviie-ouardinatad

[T
Encourage and enable young people to ssif-manage

The procesa of teaching and encouraging young people to sef-mansge, ké actively
engaged In decision making_-  '-being able fo sdvocate for themssives, and navigate
thelr environments must be carefully plsnned snd developmentally eppropriate.
Equvalency of servics 15 to ba adopted anly whera ¢t 8 demonstrated ihat this level of
service needafobemaintained e

The young person ' ‘*-be given opportunities to self-manage and negotiate

T LI P s, e | ¥ safe end supportive apvironment Transition may be a time of
heightsnied emotions and therefare these opportunitiea sfe to be encouraged before the
transition ooours o that tha young person has some: positive expariences at achieving or
negetiating options.

When the young person's neads ara complex and their capacity to salf-manage is |limited,
on the ongging role of family and carer's invelverment
and-the-understanding that

therarusthamorgreain
In thie-the _ f-_-. process should be considered.
thie-Fay-roud-o-hs G- BNGogalE.

Self-managemernt Includes assisting the young persoen identify signs of disiress wiihin
themseives and mplementing strategies to actively manage any symptom detenoration
Follow up and evalustion
Foliow up Ml-be-nquhd'gﬂmm to ensure young people have effectively engaged
with the receiving care armangement

Contact s to be maintalned with the young person from thelr original service @ . _ .
transition. Thie contact can be gradually reduced as the young person setties Into lheir
new environment. When Cli_ 2> . ar 3t o fap () hist cowg g Soily
Conv L AR s NE T Al @Y. 00 i S vt 1hig) mustbewellpre'pared for

4

Efective From: 1 Julv 2016 Page § of 53357
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Departmant of Heslth: Guldeline for the transition of care for young peopie recelving mentel
health services

and understood by the young person and thelr family or carer--- ... = = - T« "

Nl ¢ . 15

Monitoring and evaluation of the young person's outcomes after transition is required to
inform future planning. Future planning may. = ":r = ' !:.another transition the young
person may need to face, for axample as their sarvice needs change or as ihey recover,
This mondtoring and evaluation may also+ . * sssist to Inform future planning for other
young people.

Monitoring and evaluation is to oceur by both the transferring and receiving service until
the transition Is completad and contact with the originating service s ne ienger required.

Monitoring and evaluation after transition is to be undartaken by the receiving service.

5. Review
This Guideline is due for reviaw on; (Note:to be determined upon endarsament)

Dats of Last Raview: Not applicabla

8. Business Arag Contact
Mental Health Alcohol and Other Drugs Branch

7. Befinttions of teyms used fa thy policy and sunporting documents

' i, 5 i s i
Temm Definition 7 Explacben / Duicils F;,m
young paople Any person resehing a rvental healls service from a

chid am youth mental sarvice or 2 service that
| gervices yeung peopla such =3 rame spaciallst sarvices

| that usually farget ssuits
ranafer The: 23 of moviey in young person from one care
. feclitywranoier or o sholher cars amangement,
ransition § The process and pariod of changing care arrangements
| for & young paews;
B. Appreval and Implemenistion

Policy Custodiss.’

Direclor, Clinical Governance, Mental Haalth Alcohal and Other Drugs Branch
Reaponsible Executive Team Member:

Executive Director, Mental Health Alcohol and Other Drugs Branch
Approving Officer:

Chief Psychiatrist, Mental Health Alcahal and Other Drugs Branch

Approval date: DD Month YYYY

Effective from: DD Month YYYY

EMectiv From: 1 July 3018 Paoe 7 of 85287

-
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Department of Health: Guideline for the transition of ¢ame for young people recelving mental

services
Version Control
Vurston ; [hite « Proposed by Commrnies -
LA 12/31/2015 | L Biling Initial draft

V.2 08/04/2015 | F Ward

v.3 | 04/08/2015 | K MclLachlan-
i Murphy

incamporate feedback from consultation with HHS

Effective From: 1 July 2015

Pago 3 of 3508F

JMA.900.0001.0098
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Department of Health

June 2015

| Bate and time: | 19 June 2015, 9.30am ~ 11.30am
. Locatlon: Conference Room 1.4, Level 1, 15 Butterfisid St, Herston, Brisbane
Chalrs Dr Darren Neillie K
Sesretarialy Office of the Chief P'sychiatrist, Mental Heaith Alcohol and Other Drugs Branch
I8 (MHAODB)
Attendees:
Name T Reprasentstion
Dr Darren Neillie L Chair
Mark Wheelehen (proxy for Assoc Prof Central Clinical Cluster Clinical Representative
Gall Robinsaon)
Juifie Henderson Southern Clinical Cluster Representative
Dr Brett Emmerson Mental Health (MH) Clinical Collaborative
Emma Foraman (proxy for Donna Jones)  MH Benchmarking Unit
Lucille Griffiths MH Allied Health
Andrew Brownlie MH Nursing
Dr Jeremy Hayllar AOD Treatment Physician
Linda Hipper Alcohol and Other Drugs (AOD) Service Improvement Group
Dr David Lie Older Persons MH Clinician
Carer Representative
Carer Representative
Consumer/Client Reprasentative
Assoc. Prof. John Allan A/Executive Director, MHAODB
Dr John Reilly A/Chief Psychiatrist, MHACDB
Ruth Fjeldsoe Director, Information and Performance Unit, MHACDB
Janet Ceron Director, Legislation Unit, MHAODB
Janet Martin A/Director, Clinical Governance Team, MHAODB
Sandra Eyre Director, Planning and Partnerships Unit, MHAODB
Ben Norris Manager, Planning and Partnerships Unit, MHAODB
Brent Dixon Senior Project Officer, Mental Health Act Review and
Implementation Team, MHACDB
Allie Perich Principal Project Officer, MHAGDB
Great state, Great epportunity.

74



EXHIBIT 82 JMA.900.0001.0100

Apologies:

Donna Jones MH Benchmarking Unit

Rob Rolls AQD Treatment Nursing

Assoc Prof Gail Robinson Central Clinical Cluster Clinical Representalive
Dr Stephen Stathis Child and Youth MH Clinician

Kiming Andersen Aboriginal and Torres Strait Islander MH Clinician
Bob Green Forensic MH Clinician

(To be recruited) AQD Allied Health

(To be recruited) Psychiatrist

{To be recruited) niental Health Consumer Representative
Absent:

Dr Jason Lee Northemn Clinical Cluster Clinical Representative
Lynette Andarson Aboriginal and Torres Strait Islander MH Worker

Discussion items:

itt&m
e

N S ———————

Dismws:on

(B

1.1 Open and-iﬂelcome
1.2 Apologies

1.3 Membership changes
Weicome to Sandra Eyre, who has taken over from Marle Kelly as Director, Planning and
Partnerships Unit, MHAODB,

Presentations
2.1 Consultation-Liaison Psychiatry Speclal Interest Group o }
(Dr John O'Callaghan) CLP_ 20150619, ppt

¢ Refer to attached presentation
& Additional discussion points included:

C/L funding issues — complex area nationally
Need for greater integration of C/L with AOD services — various models around the state. Can be
partly addressed within AOD models of service (under development).

2.2 Draft Miental Hozlth Biil 2015 lg_j_]
{Bobbie Clugston) by
BIL20150619. ppt

s Refer to attached presentation
« Emphasis on least restrictive practice — Advance Health Directives

to be taken into account
# Introduction of draft Bill to parilament currenily scheduled for September 2015

» Still open for public consultation -- submissions due 26 June 2015.

2.3 Consumer and Carer Parinership project update 5| l
{Caroline Zinnermann and Emma Foreman) Cons_Carer_Partner
ships_190615.ppt

o Refer to attached presentation
s Project zimed to iook at current practices in HHSs partnering with consumers and carers, and

Aontal Health Alcohol and Other Drugs Clinical Network

-2
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make recommendations about how to improve consumer/carer engagement
Dratft final report currently with West Moreton Executive
Report will then come to Clinical Network for review and endorsement

Clinical Network may consider contributing further funding to this area in 2015-2016 financial
year, depending on recommendations made in final report and other priorities identified by the
Clinical Network

Report recommendations can also be looked at as part of the development of the Queensiand
Health Mental Health Alcohol and Other Drugs Services Plan 2016-2021 {under development)

Acknowledgement of work done by Caroline and West Moreton in short time frame.

3. | Business arising from the previous minutes 3]
3.1 Previous minutes endorsed: 24 April 2015 (attached) ' _J
MHADDCN_minutes_
24Apii2015,doc

3.2 MHAQD Cilnicai Network budget 2015-16 (Janet Martin)

$60,000 transferred to Metro South for the AOD maodel of service project

$30,000 transferred to West Moreton for the emergency department/mental health acute care
project

$110,000 project funding remaining.

All other matters arising from the previous minutes are addressed in the update from the Chair

4, | Update from the Chalir (Darren Neillie)

4,1 Promoting least restrictive practices:

4.1.1 National Seclusion and Restraint Reduction Forum 2015

[+]
o]
0

Heid in Meibourne, 28-28 May 2015
Approx 35 Qld attendees

National Mental Health Commilission released position paper and statement on seclusion,
restraint and restrictive practices in mental health services on 29 May 2015 ~ available at:

http://Awww. mentalheatthcommisslon.gov.au/our-work/national-seciusio d-restraint-
projsct/our-position-paper-a-case-for-change.aspx

Nationally; some progress continues to be made in reducing seclusion and restraint use in
mental health settings, however there are wide variations between jurisdictions and it is
timely to renew commitment in this area

Need for further discussion and definition of chemical restraint

Victoria has invested approximately $2.5 million in a statewide roll-out of Safe Wards, an
svidence-based program originating in the UK with a focus on reducing aggression and
restrictive practices on inpatlent units,

4.1.2 Roundtable update Pﬁ—J

=]
o
=]

Friday 26 June 2015 Roundtable
Final program attached ProgriraFING.

Aim: to promote the implementation of evidence-based strategies and programs that support
least restrictive practices in mental health acute inpatient units

The focus Is on adult acute mental health inpatient settings in line with the current focus on
moving towards a less restrictive model of care i these units

Will include presentations on peer worker models, Safe Wards, the Wide Bay project on
reducing AWOP, increasing structured activities on wards, and ways to better predict (and

prevent) escalations in aggression
Summary and outcomes of the Roundtable to be provided next meeating.

Mental Health Alcohol and Other Drugs Clinical Nelwork
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4.1.3 Reducing rates of patlent absence without permission (AWOP)
o Update postponed to next rneeting.

4.2 Impact of NEAT target on emergency mental health services project

o Results of the survey will be presented to the Clinical Network

o Project plan being developed — scope and methodology yet to be finalised

» Funding - $30,000 from MHAQCE) Clinical Network and $25,000 from the Clinical Access and
Redesign Unit

o Related issues; following a request from the Minister's office, a project is going ahead to
strengthen suicide prevention activities in emergency departments. Collaboration between

MHAQD Branch, the MHAOD Clinical Network, the Qld Emergency Department Strategic
Advigory Panel and the Qld Centre for Mental Health Learning. Tasks include:

- Reviewing, updating and delivering an educatlon package for ED clinicians
updating the QH Guidelines for Suicide Risk Assessment and Management to include cilnicai
best practice guidelines for emergency departmeants

- updating the Queensiand MIND (Mental |iness Nursing Documents) Essentials resource (a
mental health resource for generalist nurses which includes caring for a person who Is

sulicidal).
4.3 Queensland Clinical Senate (CICS) update for noting
« QCS met 12-13 March 2015 — report now avallable at hitp: gith.ald.gov. ical-
practice/engagement/clinical-senate/m ications/previcus-archive/default.a

« Next QCS meeting will be 30-31 July 2015 (topic: obesity prevention strategies)

s Concerns were ralsed earlier this year that the current QCS membership does not appear to
include carer representation. This was raiged with the QCS Executive Committee, and a
response recelved, A reply to the QCS by Darren Neillle on behalf of the Clinical Network will
accompany a response by highlighting the impaortance of a voice for carers in
addition to consumers.

e Up to date Information regarding QCS meetings, including meeting reports and documentation,
presentations and resources, can be found at the following link:
http:/, .ald.gov.au/clinical-practice/angagement/clin s-publications/

5. | Older Adult Services (David Lie)
o Statewide Qlder Perzsons MHAQOD Clinical Group has been established
= Significant AOD issues noted in ¢lder adults
rising rates of alcohol-related dementia
- throughput on wards is a significant issue, especially with violent patients
o nursing homes reluctant to take admissions with an aggression risk
o need to consider how wa manage patients requiring a non-acute, high-complexity
service - possibly escalate issue to Qid Clinical Senate
need to look at the data. Most AOD data has an age cut-off of 50 yrs. MHAOD Branch is
looking at possibilities for replacing ATODS-IS. Ruth Fjeldsoe would appreciate relevant HHS
contacts with whom to discuss Issues.
Older persons MOS —~ scope of authority is an important issue.

6. | Alcohol and Other Drugs (AOD) Service Improvement Group (Linda Hipper)

e There is a need for review and re-writing of a number of guidelines/other documents, e.g. oplate
treatment guidelines - SIG has limited capacity

e Revision of dual diagnosls guidelines is almost complete

* 2014 harm reduction resuits available, e.g. Hep C numbers are down In Qid, heroin use has
declined, use of stercids has increased. Age profile change — survey respondents are okder.

Mental Health Alcohol and Other Druge Clinical Network
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ilental Health Alcohol and Other Drugs Performance Framaworl - update deferred

Quesnsiand Mlental Health Benchmarking Unit update

(Emma Foreman)

» Acquired Brain Injury benchmarking report completed

« Next benchmarking rounds: Extended Treatment and Rehabilitation, Community Care Units
* Benchmarking Unit website is to be upgraded.

Clinlezl Ciuster updates
8.1 Northern
» Update deferred to nexi meeting

2.2 Centrai
« Update deferred to next mesting

9.3 Southern Julie Henderson
+ General update — deferred due to unforseen time constraints in the meeting.

0.

iiental Health Clinical Collaborative update {Brett Emmerson)
Attached documents presented for endorsement. Due to unforseen time constraints in the meeting,
the documents were deferred for out of session endorsement.

i ) wd ] 1] ]
MHCCTOR_Apri  MHCC Workplan  MHCC Workplan July
2015 vi,doc  Achievements_luly 22015-June 2016_Vi.(

Addendum: documents were endorsed out of session.

Operational Plan
10.1 Activities under the priorities of the Network

10.1.1 Consumer/Client and Carer

Consumer and Carer Partnership profect update
o Referto Item 2,3

Consumer and Carer Workforce Network
o Refertoitem 9.3

10.1.2 Models of Service (MOS)
o Deferred to next meeting — expect out-of-session work

10.1.3 Outcomes/Key Performance lndicators
o Deferred

10.1.4 Integration of AOD and MH
o Deferred pending outcome of AQD model of service project

10.1.5 Child and Youth Services
General update — deferred

Mental Health Alcohol and Other Drugs Clinical Network
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implementing the recommendation from the report: Transhilonal care for adolescent
patients of the Barrett Adolescent Contre

q

o

Guideine_tranefar_
for enaorsement. paf

o Guideline for the transition of care for young people receiving mental health services ~ for
endorsement (aftached). Outcome. endorsed

o Thank you to Jan Kealton and Planming and Partnerships Unit for providing feedback

10.1.6 Communication
Facilitating leadership and networking for Indigenous mental health workers — update

deferred.

’ Links with statewide groups
’ o Referto item 2.1.

| 12. | Open Forum

- i N 'ssues raised

' Qut of S¢ssion Business
13 Ni?

.Geml Business

14. Please note upcoming businéss:
¢ Reviews of Models of Service
e Reviews of Clinical Network Terms of Reference. ur‘emmgmhep and operahonal pian

' Next meeting:

21 August 2015

9:30-11:30am

Conference Room 1.4, first floor, 15 Bufterfield St, Herston

Full schedule of meeting dates for 2016:
13 February
| 24 April
19 June
21 August
16 October
4 December

Least Restrictive Practices Roundtable:
Friday 28 June 2015

Meeting close

Favilat Healih Masbiet sag Otheor Troas Climzol Rebuned
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Enquiriee fo;  Ms Jane! Martin
Acfing Direclor, Clinical

Govermance
Mental Health Alcohal and Gther
Drugs Branch

Telephone:

File Pef:

Mr Leon Atkinson-MacEwen.
Health Ombudsman
Office of the Health Ombudsman

Deat Mr Atkinson-MacEwan

Thank you for your letler dated 10 July 2015, Inviting my -comments in relation to your draft
investigation report into the appropiiatenese of the transition care planning arrangements, for
patients af the Barrett Adolescent Cantre.

A Commission of inquiry has now bsen announced into the closure of the Barrsit Adolescent
Centre (the Commission of Inquiry), which wil commenca on 14 September 2015. The
Departmerit wishes to co-operate with the Office of the Health Ombudsman, However, the
Depariment must alse ensure that its response does not impact -on the Commission of Inquiry,
glven that its published terms of reference suggest that the Commissioner will be Inquiring into
matters addressed in your draft report.

With the above issues in mind, | have censlderad this matter carefully and | am able fo comment
as follows, and | request thal these comments be included in the final investigation report,

Please note that the name of one of the appointed health service investigators Is
Ms Tania "Skippen®, rather than "Kippen', as referred o in the Report: Transitiorial Care for
Adolescent Patients of the Barrett Adolescent Centre.

Response to Limitations of Dapartment of Health's invastigation

Limitation 1! The omission of engagsment with receiving services to assess the adequacy of
hesalthcare transition plans in meeting the neads of the patiente and their families

The Department coneidered that given the limitaton of the investigator's pawers under the
Hospital and Health Boards Act 2011 and difficulties associated with accessing confidential
information from the private sector, the investigator would be unable to obtain a complete picture
of the adeguacy of the healthcars transition plans for thess patients during the investigation.

Office

18" Floor

Queensland Health Bullding
147 - 163 Charlotte Sirest
BRISBANE QLD 4000
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Limitation 2! Investigatars did not assess. the suitability or effectivensss of the alternative care
options available to the young peaple at the time in mesting thelr complex neads.

At page 3 of your draft repori, you state ... Clien! prafile information provided in Appendix D of the
Dupartrent's Investigafion report hlghﬂghts the significant impagt of tha transition procass for the
young people and, in soma cases, the inadequacy of serviees in mesting the needs of the yaung
person and disengagement by the young parson with planned services, Examples include .

| am concerned that the extracts of information relating to three patients, who are used to illustrate
thig point, currently inciude information that may lead o the identification of a patient by reference
to a recelving health service. | ask that you address this concern before finailsing your report.

The terms of raference for the Commission of Inquiry include ‘the adequacy of the care, support
and services that were provided to fransition clienfs and their families’. Thersfore, it s
ihdpprapriate for me fo provide any further comments iri relation to this identified tmitation,

Limitation 3: The deaths of the young peaple were not specifically referred 1o or addressed in the
Depariment’s investigatmn raport.

The deaths oceurring In 2014 of the three former Barrelt Adolescent Centre inpatients arg
reportable deaths under the Coroners Act 2003 and are the subject of & ongoing coronial
investigation. Accordingly, It would have been inappropriats for the Department of Health, or the
health service investigation commissioned by the Department, to specifically address the
circumstances surrounding these deaths until the Goroner has complated their investigation.

Response to Reeommendations

Recommendation 1 The Mental Health Alcohal and Other Drugs Branch. ensure that the guideline
for the transition of care for young people receiving mental health services Include a
comprehensive reference 1o bes! practice fransition care principles and datsil expectations
regarding follew up and evaluation processes to ensure appropriate and effective care

arangements.

The draft Guideline for the transition of -care for young people receiving mental health services
was developed following a comprehensive review of avillable literaturs and pre-existing local,
national and irdernational guidelines, The altached guidelines were endorsed by the Mental Health
Aleohol and Other Diugs Clinical Network on 19 June 2015, Please ensuie that these draft
Guidslines are kept sonfidential until such lime as the fingl version is released.

The. final version of the Guideline will be provided fo your office by 3¢ Septembet 2018, in
accorgance with your praposed mondtoring plan..

Recommendation Z: The Department of Health fully implement the Action Plan: Implementing the
recommendstion. from the report Transitional cgre for adolescent patients of the Barrett

Adolescert Cantre.

| note yur proposed meénitaring plan and will comply with the timeframe of the three progress
reports mequired.

JMA.900.0001.0106
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Shouid your officers requira furiner information, the Depariment of Health's contact s
Ms Janet Martin, Acting Director Clinical Governance, Mental Health Alechol and Other Drugs

Branch, on telephone !

Yours sincerely

Michael Walsh
Director-General
Quesnsland Health

i-¢ 200y

R
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[Epartment of Health ¢

Document Nuwsbor # <ipseit numiber here>

Guidoiing for the franzition of care for youny peopis reselving
moentst healih services

. Parpesoe

Thls Guldeiine provides recommendations iv suppoit public sector mental health services
ii the provision of effective transitional care planning and managemsnt to meet the mental

health needs of vuinerable young people.
ficopu

This Guideline provides Information for all employees, contractors and consultants within
the Department of Heallh and Hospital and Health Services involvad In the fransition of
young people. from child and youth mental heaith services (CYMHS) to other parts of the
mental heaith system, including bui not limited to, transfer from a:

«  CYMHS servics to an adult mental health service
« specialist and/or more Infenaive mentat health service to a [ess infensive service, for
example, Evolve Therapeutic Services to a Community CYMHS
« CYMHS to another CYMHS In a different geographical area
« CYMHS 1o a General Praciitioner or other primary health care provider, private
practitioner or non-government organisation,
2. Knlaied documents
Authorising Pollcy and Standard/s:
+ Natlonal Standards for Mental Health Services 2010
» National Safety and Quality Health Service Standards 2012
« Natwonal Practice Standards for the Mental Health Workforce 2013 (particularly
standard 8' Transitions in Cére)
+ Mentfal Heaith Act 2000
« Hospital and Heaith Boards Act 2011.
['rocodures, Guldelines and Protocols:
« Information sharing betwesn mental health workers, consumers, carers, famiy and
slgnificant others (Queensland Health 2011)
« Guiding principles for edmisslon fo Queensiand Health child and youth rmental
health actte inpatient units
+ Guiding principles for the management of adotescents Ih Queensland Health aduilt
acute mental health inpafient units.

uhmd
“"m?.mm

L¥ockve | rows: 20 July 2615 Page 1 of 7
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Deapartment of | feaith: Guidelino for the transition of care for youny peopie recelving mental
health services

i‘orms and fomplates:
o Statewide suite of clinical documentation,

3. Culdadiie for the {insition of care foir youny prople receiving nondsl
howith sorvicoes

Background

Adolescence and young adulthood is a particularly important time for mental health
intervention, The prevalenoa of adolescenl mental health problems In Australia Is
substantlal, accounting for more than haif of the dissage burden in this age group. Of the
totai population of young peopia aged between 13 and 18 years of age, It s estimated that
10% have mental health needs and 2.3% have a severe mental iness’. In Queansland
this accounts for 8,080 young peaple with sevare and persistent mental iness?,

Primaty diagnoses for this vainerabie group of young people are likely to Include psychotic
ilinesses, severe mood disorders, sating disorders and complex trauma with deficlis in
psychosocial functioning. This group may also Include young people presenting with soclal
avoidance, disorganised behaviour, emerging persenality vulmsrability and risk of salf-
harm or sulcide, Some may exparlence family dysfunetion.

The impoitance of transitioning vuinerable people from CYHMS to other support services
Is critical to ensure continulty of care and avold preventable poor outcomes. Transitioning
young people, who may be at risk, from one level of care to another among multiple
providers and across seftings can be a complex task. Poor transitioning can lead to the re-
emergence of symptoms of mental health problems or Hinessas, mental health &érises,

requirements for admission, poor satisfaction with care, unmet néeds, medical or

treatment errors, and a higher burden of cost.

The key aimg of transition planning are to ensure that:

» service provision ls matchsd as closely as possible to the heeds of the young person
and delivered by the most appropriate servica/s to meet those neads

« the young person and their family/carer are the key decision-makers ragarding the
senices they racelve

+ care is dellvered across a dyhamic continuum of specialist and primary level servicas
with decigions based on the needs and wishes of the young person and their
family/carer and nat service boundarles

+ processes ara In place 10 Identify and respond eatly should the young person
experience crisls or re-emergence of a mental health concern,

Optimal fransition will Involve adequate planhing, good cormmunication between all service

providers, the young person and key family members or carers, and continulty of care,

Transition between service providers often occurs within the context of @ young person’s

movement to Independence from their family' of orlgin/ caregivers and therefore has the
potential to be a vulherable time for all young people.

’ , General Epidemiciogy data provided by ta Mental Heelth, Alcohol #nd Other Diugs Bratich
* Ausirelien Buresu of Statlstics, 2011, Cansus of Population and Housing

Effective From: 20 Juiy 2015 Pano2of Y
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Departmont of Heaith: Suldzline for tho transltion of care for vaunp poople receiving mental
heeith services

Context

This Guideline was developed following the November 2014 release of the report:

Transitional Care for Adolescent Patients of the Barrett Adolescent Cenfre. The report's
recommendation states that “fransitional menial health care for young peopls Is
Internationally recognised as a& complsx and offen difficwlf progess and poor aqufcomes
such as disengagement from care are well documented. The Barrefl Adolescent Centre
process demonstrates positive learnings In relation to.good quelidy transitional planning”.
This Guideline captures these learnings.

In developing this Guidaline, acknowledgement is given t¢ the work of the Agericy for
Clinical Innavation in New South Wales, Trapeze, the Sydney Children's Hospitals
Network which produced the document: Key Principles for Transition of Young Peopis
from Paediatric fo Adult Mealth Care and the New Zealand Departmeri of Health

Trensition. Planning Guidslines for infant, Child and Adolescant Mental Health/Alcohol and-

Other Drugs Services 2014,
Principles and best practice slements for the transition of care for young peaple

A systematic and formal transltion process

The development and documentation of a formal transition process forme the basis of &
contemporary approach to the transition of care for yaung people. This will include steps
involved In a smooth transition and the development of an individual fransifion plan. The
transition plan should be developet and communicated to key stakeholders involved in the

young person’s care and commumcated io the young person In a developmentally

appropriste way, The muttidisciplinary team needs lo be aware of thelr delegated
responsibllities for various paris of the transition precess. Timéframes will be developed to
reflect an individual approach to Iransition and provide for a gradual and generous

timeframe reflective of the young person’s needs. The process should recognise that poor

handover, and the loss of supportive and sometimes long term relationships due o tha
changing of care armangements, can have & negative impact on a young person's mentai
health. Formal transition planning helps to mitigate these risks.

Services invoived In the transitioning of young people need to have:

+ documented transition guidelines and policies which are accessible to all Involved in
the tiansition

« clear referral pathways
» @ focus which Is developmentally appropriate.
In developing transition plans, including the (evel and scope of services to be provided, it is

important to acknowledge population groups with special needs. Such groups include, but:

are not limited to, young people with a history of trauma, abuse and/or neglect or who are
in the care of the Department of Communities, Child Safety and Disabllity Services.
Early preparation

A young person requiring transition needs to be [dentified as early as possible. Evidence
suggesis that idantification ideally occurs (where possible and ‘appropriate) sk menths
prior to the actual transition. The identification process wifi invelve nolifying the young

Ltfective From: 20 Julv 2015 Page 3of 7
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Depattment of Haalth: Guidaling for the transition of care for voung people receiving montsl
health services

person, their famjly and or carers, and services, Including cultural support services where
relevant, of the imperding transition.

The young person. must be involved in all decision making processes regarding the
transition. Supporting and enabling fheir decision making [n this early phase will help to
manage the young person's expactations which will assist in. minimising the stress and
Impact of the transition whan it occurs.
Preparation will Invelve:
= idenfification of ali stakeholders
+ negotiafing service options with the young person and their family or carer
» selecting the most suitable service option and ensurng Its avaliability
» development of plans-these need to be formalised and documented highlighting
any special needs of the young pérson
« in advance of the transition; Introduction of the young person fo the receiving
service or care amangement and their key contact, such as the person responsible
for receving the young person
= afocus on recovery and relapse prevention,
The titning of the transition, where possible, needs to aveid any crisis the young person
may be experiencing including consideration of relapse of symptoms.
Identification of a local transition coordinator/facilitator

The rofe of transition coordinator within the transifioning team will be identified at the onset
of transition planning and is responsible for the planning and coordination of the transifion
process. The transition eoordinator must have sufficlent seniority to facilitate authontativa
decision meking and action,
The fransition coordinator or lead professional responsible for the transition needs to
ensure that:
» the young person will experlence continuity of care throughout the transition
« clear and regular communication occurs with all stakeholders; and -that all
communication is understood; this may include a requiremen! that all wriign
communication [s followed up verbally

« g lead professional or Iocal transition key contact is identified in the recelving
service/care arrangement and all plans and communication involves this parson.

Cood communication

Clear, effactive and timely communication between all relevant stakeholders is essential fo
effective transition. Aspacts of good communieation include:

« Identification of all those relevant to the transition process
» openness, transparency, collaboration, and a wiliingness to work together

« a culire of working with the young person and their family or carer which is
reflected in all interactions

Exective From: 20 July 2045 Pogsdof 7
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Departrent of Health: Guideline for the transition of care for young people receiving mental
health services

. ‘de%l;pmant*&lly appropriate language and style/imode of communication. This will
be different. for the young person, their family or carer and ihe service and
professionals nvoived in the young person’s care. This may involve soclal media
modes of communication

+ established systems for joint communication between all parties

» comprehensive wiitten comrmunication-in a farmat and lavel thal all relevant patties
understand. Age and lileracy level appropriate communication tosls must be used.

» sensitivity and reésponsiveness 1o the needs of Aboriginal and Torres. Strait Islander
people

« alternatives to meet the communication needs of those from oulturally and
linguistically diverse backgrounds

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

+ all communications and information shared are documented in the young persen's
clinical record.

information to assist professionals understand thel confidentlality: obligations can be
soutced from the Hosplal and Health Boards Act 2011 and the Information sharing
belween mental heaslth workers, consumers, carers, family and significant others
document,

Individual trensition plan

All young people need an individualised transition plan which is developed in partnership
with the young person and family/carer. All the relevant people need a copy of the plan
and need to understand all the elemsnts of the plan.

Managing an effective transition process with a young person invelves a comprehensive
assessment which includes the following components:

= the young person’s mental health

s the young person's physical health

« psychosocial needs including support for family/carers
> cultural and spiritual needs

« pharmacological and therapeutic interventions

« educational and vocational requirements

» housing and accommodation needs,

Transition can be a challenging lime and may precipiate a crisis, so it is important to be
aware of early waming signs of disiress and develop corresponding management
sirategies. The young person, family or carer and the recelving service are 1o be made
gware of these risks [ncluding signs of distress or deterloration In the young person's
mental health. it is important to identify and work with the young person’s strengths to
asslst in making the transition a posifive expsrience.

Effecthve From: 20 Julv 2018 Page 8ot T
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Department of Health: Quideline for the transition of caro for young people recelving mental
nealth services

Thorough investigation and |dentification of suitable supporting services and coordinated
care will accur in collaboration with the young person and thelr family and or carer.
Encourage and enable young peupliz to self-manage

The progass of teaching and encouraging young people to self-manage, be actively
engaged in decision making, be able to advocate for themselves, and navigale their
environmerits must be carefully planned and developmentally appropriate. Equivalency of
serrioe is éo be adopted only where It is demonstrated that this level of service needs 1o be
malntaine

The young person needs to bs given opportunities to salf-manage and negotiate iheir care
requirements In a safée and supportive environment. Transition may be a lime of
heightened emotions and therefore bpportunities are to be encouraged before the
transition occurs 80 that the young parson has some positive experiences al achieving or
negotiating options. Self-management inclides assisiing the young person ta dentify signs
of disiress within themselves and implementing strategies to actively manage any
symptom deterioration. Actively engaging the young petson in development of these
strategies will assist In-ensuring thal the young person will use them,

When the young person's needs ara complex and their capacity to self-manage Is limited,
greater emphasis on the ongoing role of family and carers in the transition process should

be considered. i
Follow up and evaluation

Follow up is essential to ensure young people have effeclively engaged with the recelving

care arrangement.

Contact is {0 be maintained with the young person from their original service after

fransition, This contact can be gradually reduced as the young person setties into their

new environment. When all parbes agree that the transition has been successfully ‘
completed, contact can be ceased, This must be well prepared for and undersfood by the [
young person and their family or carer,

Monitoring and evaluation of the yeung person’s outcomes after transition s recuired to

inform future planning. Future planning may be for another transifion the young persan

may need to face, for examplé as thelr service needs change or as they recover. This

monitoting and evaluation may also assist to inform future planning for other young

people,

Menitoring and evaluation is to occur by bofh the fransferring and receiving service until

the transition is completed and contact with the originating service is no longer required.

Montftoring and evaluation after transition is to be undertaken by the recsiving service.

5. Review
This Guideline is due for review en: (Note: date to be Inserted upon endorsement)

Date of Last Review: Not applicable

1 #r otiter Frone 20 Judy 2018 Pate 8ol 7 !
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Department of Health: Guideline for the transition of care for young people recelving mental
heaith servicos

G. Husiviosa Sreu (Contant
Mental Health Alcohol and Other Drugs Branch

7. Mefichions of terias usord in the policy and cupporting doctiimonis

.

Term Deiinition { Explanatton ! Detalls Sourge I G

young Any person recelving a mantal heaith servica from a.
people child and youth mental sarvice or a senvice that
targets young people, 8.4 speclalist youth servicss
with an ege rangs of 18- 24 years.

parent Refers to the parent(s) or pareon(s) that take legal | The Royal Australasian Coﬂegc of
and/or responsioility for the adolescent and provides divect | Physiclans (RACP), Standards for care
carer care. This Includes buth pererts, siep parente, | of children and adelescents in Healih
adopted parente, foster pamsnis, lagal guardisns, | Services 2008, Paedialrice end Chifd
custodlal parents or other gppropriate primaiy care | Health  Division, RACP, Sydmey
_ghvers, Australia,

transfer The act of moving the young person frem one care
facility lo anothsr, ¢r to another cara errangemenl.

transition | The- process and period of dmnglng cars
arrangements for a young pensen. —

8. Aporoval and Implemontation

Policy Custodian:

Diractor, Clinical Governance, Mental Health Alcohol and Other Drugs Branch
Flesponsible Executive Team Member:

Executive Director, Mental Health Alcohol and Other Drugs Branch
Avnproving Offiver:

Chief Psychiatrist, Mental Health Alcohol and Gther Drugs Branch

Approval date: 30 June 2015

Effective from: 20 July 2018

Voursicn Controi

Varsion Date Prepared by Comments "
Vi 08/04/2015 F Ward initial draft
v.2 04/08/2015 K McLachian-Murphy consuftation with HHS
v.3 16/06/2015 K McLachian-Muiphy cansultation with MHAOD
Clinical Network
flective From: 20 Julv 2045 Page 7-of T
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Action plan: implementing the recommendation from the report Transitional care for adolescent patients of the Barreit

Adolescent Centre

Projact Lead: Chmcal Governance Team, Ofice of the Cheef Psychwstnst

Start Dabe: February 2015

Work Uslt: Montal Health Alcohol and Other Drugs  Branch, Departmant of Health Completion date: Junae 2015

Batus update a3 st Aprt 2015

k‘m Area; Transbion of cane for young people recening ments! hoalth dgervicss

Dintail: Implamenting the recommendation from the report Tranedional care for adolascant patients of the Barret! Adolescent Centre {October 2014)
Resources: Work package to be mef withe exsting meowces of the Climical Govemance Taam, Mentat Haalth Adeohol and Other Drugs Branch

Health Sendee guidelines and procedures

intended outcomes Actions Status Timeframes ”
An approved guideline 'on the | Research the contesnporary evidence Literature review and review of February 2015
transfer of care for young regarding best practice fransition of care for | publically available care guidelines from
people receiving mental young paople other jurisdictions complate.
health services Limited evidence exists in relation to the
mental health care context.
Review of pre-sxisting relevant Hospital and| Complede. February 2015

and involvement in the review process

 Drafting of guideline March/April 2015
Draft guideline avadlable for consulfation Diraft 90% complete. Apil 2015
identify key stakeholders for conaultation in prograss. Apri) 2015

To include statewide Mental Health
Alcohol and Other Drugs Clinical
Metwork

Page Lof 2
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Action plan: Implementing the recommendation from the report Transitional care for adolescent patients of the Barreit

Adolescent Ceontre

Disseminate for first round of consultation

20 April 2015

Review and Incorporate feedback Into
guideline

11 May 2015

Digserminate for second round of
consultation if required

18 May 2015

Endarsamant by the Mental Health Alcohol
and Uther Drugs Clinical Network

18 June 2015

Executive erdorsement of
yuidefine

Escalate guideline for executive approval
with

- mamorandurm for communication o
Hospital and Health Services

- approval fo upload o intemet

30 June 2015

by Hospital and Health
Services

Implamentation of guideline

Communication regarding the guidefine via
muttiple channels

July 2015

Audit of implementation of the guideline (to
be undertaken by the Mental Health Alcohol
and Other Dnugs Branch)

Pecermber 2015
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