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Message from the Senior Practitioner
Victoria has continued to lead the way in Australia in preventing restraint and seclusion in disability services. In this last year we have been involved in a number of activities across jurisdictions providing advice around our experiences in this area and I can say with great pleasure that we are now the first jurisdiction in the world to find a relationship between the quality of behaviour support plans and restrictive intervention use. You can read further about this groundbreaking research led by Dr Lynne Webber later in this report.

In what has been our fifth year of operation we have continued to work in collaboration with key stakeholders across three levels of intervention, ranging from involvement in individual cases and the provision of staff training and consultancy, through to the use of broader systemic strategies such as the development of the electronic behaviour support plan (eBSP) and other refinements to the operations of the Restrictive Interventions Data System (RIDS). Intervention across all these levels is absolutely essential in order to ensure change in our practices and see improvement in outcomes for one of the most vulnerable groups in our community.

Of fundamental importance to this work is the role that leaders have to play in facilitating the development, implementation and maintenance of these strategies. It is the targeting of this leadership group that needs to be an increasing focus of our work. The Roadmap resource for achieving dignity without restraint will provide a guide for leaders on what they can do to take the necessary steps towards best practice in preventing the unnecessary use of restraint and seclusion with the people they support. The availability of this resource has been brought one step closer this year with the co-production of this approach into a practical resource with several key service providers.

Other areas of collaborative work that have been conducted in 2011–12 include projects with the Royal Australasian College of Psychiatrists and the Victorian Dual Disability Service that focus on the support of psychiatrists and disability support workers in working more effectively with our clients. These projects are part of our ongoing broader mental health strategy led by Mandy Donley. The development of this strategy was informed by the outcomes of our initial research in 2010 on disability, mental health and medication. Further details about these projects are provided later in this report.

The Office of the Senior Practitioner has seen several changes in personnel during the financial year (2011–12) due to a number of long-term acting and extended leave arrangements. This resulted in opportunities for us to further enrich our multidisciplinary approach. Jenny Gay was seconded to us from the Austin Hospital and her background as an occupational therapist was put to great use with, among her many other accomplishments, the completion of a positive solutions in practice article on sensory-focused activities. Barry McKay from Disability Justice in North and West Region also came to work with us for a while, adding a social work perspective to the compulsory treatment team. Finally, Victoria Zainal was seconded to us for a few months from the Eastern Region Behaviour Support Services team, providing us with much-needed speech pathology support.

I would like to take this opportunity to thank my team for their ongoing hard, innovative work and commitment, in what has continued to be a period of significant change. The team has continued to provide high-quality consultancy, education, information, monitoring, evaluation and research throughout the year. The coming year will see almost unprecedented change for the Department of Human Services and the team’s skill and energy in approaching the significant challenges and opportunities ahead will be called upon and greatly appreciated.

Finally, I would like to acknowledge the contributions of our colleagues (both internal and external to the department), disability service providers, families, carers, advocates and other professionals who collaborate with us in our work. We look forward to continuing this relationship over the coming year and in meeting the challenges that lie ahead.

Dr Frank Lambrick
Acting Senior Practitioner
Office of the Senior Practitioner
Department of Human Services

About the Senior Practitioner
Overview 

The Senior Practitioner role was established in 2007 by the Disability Act 2006 to protect the rights of people who are subjected to restrictive interventions such as restraint and seclusion, as well as those who receive compulsory treatment in Victoria. In addition, the Senior Practitioner is responsible for ensuring appropriate standards are complied with.

According to the Disability Act, the Senior Practitioner must: 

a.
Evaluate and monitor the use of restrictive interventions across disability services and recommend improvements in practice to the Minister and Secretary; 

b.
Undertake research into restrictive interventions and compulsory treatment and provide advice on practice options to disability support providers; 

c.
Develop links and access to professionals, professional bodies and academic institutions for the purpose of facilitating knowledge and training in clinical practice for people supporting people with a disability;

d.
Develop guidelines and standards and provide education and information regarding restrictive interventions and compulsory treatment;

e.
Provide information regarding the rights of people who are subjected to restrictive interventions and compulsory treatment;

f.
Give directions to disability service providers in relation to behaviour support plans and treatment plans.

Using an evidence-based cycle of evaluation/research to inform policy and practice

The use of restrictive interventions and compulsory treatment are evaluated annually. Findings are analysed and identified areas of need researched in more detail. The results of research are used to inform policy and practice through publications and conference presentations to service providers and professionals. Education and information is also presented to service providers in the form of structural interventions using the Restrictive Interventions Data System (RIDS) – for example, structured questions within the electronic behaviour support plan (eBSP) and outreach clinical assessments and information at an individual level. The impacts of these interventions are reassessed at the end of every financial year.

The main functions of the Senior Practitioner are depicted graphically in Figure 1.

Figure 1: The functions of the Senior Practitioner
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Vision of the Senior Practitioner

The vision of the Senior Practitioner is for an inclusive and safe community that supports people with disabilities to achieve dignity without restraints. The Senior Practitioner works with services to protect the rights of people with a disability and to influence practice that support people to achieve dignity without restraints. 

Office of the Senior Practitioner

The Office of the Senior Practitioner, based in the Department of Human Services, supports the work of the Senior Practitioner. Its organisational structure is shown in Figure 2.
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Summary of achievements

Finding alternative ways to support people who are physically restrained

Following the announcement of the Senior Practitioner’s Physical restraint direction, which was launched by the Minister for Community Services the Hon. Mary Wooldridge MP in June 2011, the government provided funding for specialised assessments for people who were reported as being physically restrained. Assessments that examined behavioural, communication and sensory issues were provided to more than 50 people to identify the specific needs of this group and alternative interventions to replace the need of physical restraint. (More information about this initiative can be found on page 30.)

Assisting leaders of disability service providers to find ways to reduce their use of restrictive interventions

In 2009 the Senior Practitioner commissioned the development of a resource to provide human services organisations with an innovative, evidence-based tool for promoting dignity, self-determination and improved outcomes for clients. Funding was provided by the government to Associate Professor Paul Ramcharan from RMIT University to work in collaboration with several service providers to co-develop this concept into a practical resource for leaders of human services organisations. The result was the Roadmap resource for achieving dignity without restraint and its focus was on what leaders could do to take the necessary steps towards best practice in their support of people with disabilities and prevent the unnecessary use of restraint and seclusion. The roadmap commenced piloting in some service organisations in 2013.
	More about the roadmap resource can be found by navigating the Department of Human Services website at <www.dhs.vic.gov.au> and searching the keywords ‘Roadmap to dignity without restraint’ under About the Department > Documents & Resources.


Improving the support to service providers to produce good-quality behaviour support plans 

We know from our latest research that higher quality behaviour support plans (BSPs) lead to less restrictive interventions than lower quality BSPs (see Webber et al., 2012). We also know that currently most BSPs in Victoria are only satisfactorily addressing half of the key components of a quality BSP. In response to these findings we have done four things: 

•
fed back to service providers about the quality of their BSPs, clearly describing how they can improve the quality

•
revised the RIDS-eBSP to provide a planning guide that provides step-by-step suggestions that cover all quality components of behaviour support

•
revised the positive behaviour support Getting it Right from the Start training program to incorporate all important aspects of planning (this revised program will be piloted and evaluated by Associate Professor Keith McVilly from Deakin University in 2013)

•
communicated to our service providers and other stakeholders and professionals about our findings through two publications and conference presentations at the Australasian Society for Intellectual Disability’s Disability Support Workers Conference (2011), as well as through network meetings such as the South West Disability Network annual meeting and authorised program officer (APO) forums.

Increasing disability support workers’ knowledge about mental illness in the people they support

Prior research completed by Stuart Thomas and his colleagues at Monash University, Disability, mental health and medication: implications for practice and policy (2010), reported that approximately 40 per cent of a sample of people reported to the Senior Practitioner had a diagnosed or undiagnosed mental health disorder. They recommended that disability support workers be provided with knowledge about existing services for people with a psychiatric disorder, awareness of how to detect and monitor mental health presentations and the side effects of medication in order to support people with a mental health disorder appropriately. In response, the Victorian Government provided funding for the Victorian Dual Disability Service to develop an electronic resource guide on these areas for disability support workers. It is expected that this resource guide will be available for disability support workers in October 2013.

Assisting psychiatrists to understand the needs of people with a disability who are restrained and secluded

The majority of people who are chemically restrained are administered some kind of psychotropic medication prescribed by medical practitioners. The aim of this project, which is led by the Royal Australian and New Zealand College of Psychiatrists and commenced in June 2012, is to develop competency-based training and continuing professional development modules for psychiatrists on key factors when treating people with an intellectual disability. When available the modules will be co-badged by the Victorian Department of Health and the Royal Australian and New Zealand College of Psychiatrists. The project will develop three online modules for psychiatrists on using psychotropic medicines in people with an intellectual disability. 

These are some of the ways the government is supporting services to decrease their use of restraint and seclusion and provide evidence-based positive support that are anticipated to result in quality-of-life improvements for one of the most vulnerable groups of citizens in Victoria.

Summary of restrictive interventions reported to the Senior Practitioner 2011–12
Disability service providers must report to the Senior Practitioner about their use of four types of restrictive interventions, namely chemical restraint, mechanical restraint, physical restraint and seclusion. 

Chemical restraint refers to the use of medications where the primary purpose is to control a person’s behaviour. This precludes the use of medications for treating an identified/diagnosed mental or physical illness or condition. 

Mechanical restraint refers to using a device (such as splints or bodysuits) to restrict a person’s movement. This precludes devices used for therapeutic purposes or to enable safe transportation (such as a buckle guard on a seatbelt in a car). 

Physical restraint is defined by the Senior Practitioner as the use of physical force to restrict movement that is not physical guidance (such as helping someone across the street) or physical assistance (such as assistance provided to help a person get dressed). 
Seclusion refers to the sole confinement of a person with a disability at any hour of the day or night in any room or area where disability services are being provided. 

Every time a disability service provider uses a restrictive intervention they must provide the following information to the Senior Practitioner: 

•
information about the person subjected to the restrictive intervention, such as their gender and disability types

•
the type of restrictive intervention used (chemical, mechanical, physical restraint or seclusion) and type of administration (‘routine’, that is, administered on a ongoing basis, for example, daily or weekly but reported once a month if it has been used one or more times in that month; ‘PRN’, administered in response to an incident when authorised within a BSP and reported at each instance of use; or ‘emergency’, which is administered in response to an incident but has not been included within a BSP).

This section of the annual report summarises the findings of this reporting from disability services in Victoria in 2011–12 and, where possible, compares these findings with the previous three years.

The use of restrictive interventions in Victoria

Over the past four financial years (2008–09 to 2011–12) 2,855 people were reported to have been subjected to restraint and/or seclusion at least once and, in 2011–12, 1,912 people were reported to be subjected to re-strictive interventions at least once. From 2008–09 to 2010–11, each year had shown a two per cent decrease in the total number of people. From 2010–11 to 2011–12 there has been no decrease in the total number of people subjected to restrictive interventions (see Figure 3). It should be noted that in 2011–12 disability services reported for the first time on their use of physical restraint which inflated the number of people reported to RIDS for that year. Specifically 16 people were reported only for physical restraint in 2011–12. If they were removed from the total, the number of people subjected to all other restraint and seclusion in 2011–12 was 1,897 people, a slight decrease compared to 2010–11.

As can be seen in Figure 3 more people are subjected to some restrictive interventions than others, so it is important to look at each of the different types of restrictive interventions separately.

Figure 3: The number of people reported to be subjected to chemical, mechanical restraint and seclusion, by year
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Chemical restraint

The majority of people who were reported to be subjected to a restrictive intervention in 2011–12 were chemically restrained (95 per cent) and the majority of the people who were chemically restrained were given chemical restraint on a routine basis (that is, the medicine was given regularly.)

The years 2008–09 to 2010–11 showed a gradual decrease in the number of people reported to be routinely chemically restrained. In 2010–11, 87 per cent of all people reported to be subjected to a restrictive intervention were routinely chemically restrained. The results show an increase in the number of people who were routinely chemically restrained in 2011–12. In 2011–12, 91 per cent of all those reported to the Senior Practitioner were routinely chemically restrained. 

In contrast to routine chemical restraint, the use of PRN chemical restraint showed a decrease in 2011–12 from 18 per cent in the previous year to 15 per cent of all those reported to the Senior Practitioner in 2011–12. 
The use of emergency chemical restraint (where the person does not have a BSP) has also decreased in 2011–12 compared with previous years. This appears to be due to improved reporting practice probably as a result of the availability of the electronic behaviour support plan (eBSP). An increase in eBSPs reporting routine chemical restraint and a subsequent decrease in routine chemical restraint reported as emergency has been observed. Prior to 1 July 2011, it was possible for disability service providers to report an emergency chemical restraint without submitting a BSP. This was no longer possible from 1 July 2011 following the introduction of the electronic behaviour support plan.

A close look at some kinds of chemical restraint

The number of people administered chemical restraint has not significantly decreased over the past four years. In the following analyses we examined different types of chemical restraint being used in Victoria. 

Antipsychotics

Antipsychotics are the most commonly prescribed chemical restraint (70 per cent of all people reported in RIDS in 2011–12 was administered an antipsychotic). For people who do not have a mental illness, antipsychotics act as a sedative. Typical antipsychotics are the older generation and atypical are the newer generation of antipsychotics. All antipsychotic medications have side effects ranging from constipation to the rare but potentially fatal neuroleptic malignant syndrome. The newer atypical antipsychotics have less Parkinsonian side effects (such as tremors) but can still cause serious side effects such as weight gain and diabetes.

Figure 4 shows that the number of people who were reported to be administered an atypical antipsychotic medication at least once during the years 2008–09 to 2011–12 is increasing at a rate that is stable over time, whereas the number of people administered a typical antipsychotic medication is decreasing from 25 per cent of all people reported to be subjected to restrictive interventions in 2008–09 to 17 per cent in 2011–12. 

Figure 4: Number of people reported to be administered atypical and typical antipsychotics, 2008–09 and 2011–12
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The above trend was also found for people with autism and for children reported to the Senior Practitioner. Fewer people with a reported psychiatric disorder were reported each successive year for both typical and atypical antipsychotics, but this may be due to increases in diagnoses of a psychiatric disorder that the antipsychotic is prescribed to treat (which is not reportable to the Senior Practitioner).

Polypharmacy of antipsychotics

Polypharmacy refers to the concurrent use of multiple medications of the same type. In 2011–12, 191 people (10 per cent of all those administered chemical restraint) were administered two or more antipsychotics at the same time. As can be seen in Figure 5, the number of people who were administered polypharmacy of antipsychotics over the past four years has decreased minimally from 12 per cent in 2008–09 to 10 per cent in 2011–12. 

Figure 5: Number of people administered two or more antipsychotics at the same time, 2008–09 to 2011–12
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Anti-depressants: selective serotonin reuptake inhibitors

In this analysis we looked at one commonly used anti-depressant, selective serotonin reuptake inhibitors (SSRIs). The total number of people who were administered SSRIs has fluctuated slightly over the past four years but total numbers in 2011–12 have not changed significantly from 2008–09 (see Figure 6). The pattern is the same for males, females, people with an autism spectrum disorder (ASD) and children. The number of people with a psychiatric disorder who were reported to the Senior Practitioner as being administered SSRIs has decreased over the past two years. This may be because these people are no longer required to be reported to the Senior Practitioner because the SSRI is used to treat diagnosed depression and/or anxiety; therefore, the SSRI is treatment for depression or anxiety and not for behavioural control. 

Figure 6: Total number of people reported to be administered a selective serotonin reuptake inhibitor
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Hormonal injections

Hormonal injections are long-acting hormonals usually prescribed for women to prevent pregnancy. For women with a disability this is reported as chemical restraint when it is prescribed to cease a woman’s menses in response to behaviours of concern. This medication may increase the risk of osteoporosis (fragile bones). Some males are prescribed hormonal injections to decrease their libido. In males it may lead to growth of breast tissue. 

The total number of people who were reported to be administered a hormonal injection over the past four financial years has decreased from 47 in 2008–09 to 37 in 2011–12; however, as can be seen in Figure 7, while the number of females who were administered a hormonal injection has decreased over this time from 40 to 26 females, the number of males has not significantly changed, ranging from seven to 11 males.

Figure 6: Total number of males and females reported to be administered hormonal injections, 2008–09 to 2011–12
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Hormonal: oral medications

A small percentage of females (seven per cent in 2011–12) were administered medication for menstrual suppression. The number of females administered menstrual suppression has been decreasing since 2008–09 and this is true for all females except those under 18 years of age, which had continued at approximately the same rate since 2009–10.

Figure 7: Total number of people administered medication for menstrual suppression each year, 2008–09 to 2011–12
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Mechanical restraint

In 2011–12 there were 117 people reported to be mechanically restrained (six per cent of all people reported to the Senior Practitioner). The total number of people who were mechanically restrained has not changed significantly over the past four years; in 2008–09 there were 115 people reported to be subjected to mechanical restraint. The majority of people (76 per cent) who were mechanically restrained in 2011–12 were also reported to be mechanically restrained at some time in each of the previous three years (2008–09 to 2010–11) as well. This finding suggests that for some people mechanical restraint is being used as a long-term intervention. 

During 2011–12 the majority of people who were mechanically restrained were restrained with some kind of restrictive clothing such as a bodysuit (58 per cent); other commonly used mechanical restraints included belts and straps (19 per cent) and splints (13 per cent). When compared with previous years, fewer people were restrained using belts and straps (19 per cent in 2011–12 compared with 44 per cent in 2008–09). Conversely, a larger percentage of people were restrained using restrictive clothing in 2011–12 (58 per cent in 2011–12 compared with 30 per cent in 2008–09). 

On average, the people who were mechanically restrained in 2011–12 were younger than those who were subjected to other types of restraint and seclusion (27 years old compared with 34 years old). A total of 32 (27 per cent) were children. 

For 91 people who were restrained in 2011–12 and at least one other year, the majority of mechanical restraint was reported from respite services (45 per cent) and shared supported accommodation services (31 per cent).

Of those who were mechanically restrained over the past four years, the majority of people were mechanically restrained because they demonstrated self-harming behaviours. Of those males mechanically restrained, 98 per cent were restrained due to the risk of self-harm at some point. Similarly, 97 per cent of females mechanically restrained were restrained due to the risk of self-harm at some point.

Although only a relatively small group of people are mechanically restrained, the total number of this group shows no change over the four years. Because of the intrusive nature of mechanical restraint and because it can become a solution used in the long term (over years), it is recommended that all people with an intellectual disability who self-harm have a comprehensive interdisciplinary assessment that incorporates a psychiatric assessment, psychological assessment with a functional assessment and sensory assessment to determine whether there are better treatments and less restrictive alternatives to mechanical restraint. 

Seclusion

A total of three per cent of all those subjected to restrictive interventions in 2011–12 were reported to be secluded. The use of seclusion has shown a gradual decrease from 98 people in 2008–09 to 61 people in 2011–12. Three-quarters of those who were secluded in 2011–12 were also secluded at some stage in each of the previous three years. Like mechanical restraint, seclusion appears to be used for some people as a long-term intervention (at least over four years). 

While the majority of episodes of seclusion (68 per cent) involved the person being secluded for less than one hour, 20 per cent of episodes involved people being secluded for over three hours. 

Our research shows that the main risk factors for the use of seclusion in disability services are: the presence of an ASD; the presence of a psychiatric disorder; living in a residential institution; and living in shared supported accommodation. During 2010–11, 44 per cent of the people reported to be secluded were reported to have an ASD and 33 per cent were reported to have a psychiatric disorder. Those who lived in a residential institution were 15 times more likely to be secluded than those who did not live in a residential institution (Webber et al., 2012b). 

Physical restraint
During 2011–12 the Senior Practitioner requested service providers to report on their use of physical restraint for the first time. Sixty-one people (three per cent of all those reported to the Senior Practitioner) were reported to be physically restrained. On average, the people who were physically restrained were younger (29 years old) than people subjected to other types of restraint and seclusion (34 years old). Males were more at risk of being physically restrained than females. A total of 79 per cent of those who were physically restrained were males, compared with 67 per cent of males who were restrained and secluded but not physically restrained. People reported to have autism were also more at risk of being physically restrained than those who were restrained and secluded but not physically restrained (54 per cent had autism compared with 42 per cent of those restrained and secluded but not physically restrained). 

Differences between males and females

More males than females have been restrained and secluded over the past four years. The percentage (67 per cent) of males who have been restrained and secluded as reported to the Senior Practitioner is higher than the percentage of males who received a disability-funded service in Victoria (approximately 58 per cent). This finding suggests that males are at greater risk than females of being subjected to restrictive interventions. When compared with all people reported to be subjected to restrictive interventions in 2011–12, males were found to be more at risk of being subjected to chemical restraint (both routine and PRN) than females. 

Females were found to be more at risk of being subjected to being mechanically restrained than males. This effect was significant even after taking into account the effect of an ASD and psychiatric disorder. Rather than being a direct gender bias, the data suggest this could be because females reported to the Senior Practitioner are more likely to self-harm because a higher percentage of the females than males were restrained due to risk of self-harm (96 per cent of females compared with 92 per cent of males).

The number of episodes of mechanical restraint also shows the same pattern of results. Of all episodes of restrictive interventions applied to females, 88 per cent involved risk of harm to self. For males, the percentage was lower at 83 per cent. However, for episodes of mechanical restraint, this difference disappears, showing that 99 per cent of mechanical restraint episodes applied to females involved risk of self-harm. For males it was 98 per cent. 

Taken together these patterns of results on mechanical restraint suggest that males and females are equally at risk of being mechanically restrained if they show harm to self and that proportionally more females than males show harm to self. This latter finding is consistent with the findings within the broader population of young people without an intellectual disability, which also shows that more females show self-harm than males (Madge et al., 2008). 

Types of restrictive interventions used with children

Figure 8 shows the different types of restrictive interventions that children were reported to be subjected to over the past four years. The majority of children reported to the Senior Practitioner were reported from a respite service. Of all children with a disability receiving a disability-funded service (approximately 6,700 people in 2011–12), approximately five per cent were reported to be chemically restrained on a routine basis. Less than one per cent of children were reported to be mechanically restrained or secluded. Over the four years, more children were being subjected to routine chemical restraint while fewer children were subjected to seclusion and around the same number of children were reported to be mechanically restrained each year. 

Figure 8: Total number of children reported to be subjected to restraint and seclusion, 2011–12
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When compared with all people reported to be mechanically restrained in 2011–12, 27 per cent of all people reported to be mechanically restrained were children. When compared with all people reported to be subjected to restrictive interventions in 2011–12, children were more likely to be mechanically restrained than adults. Children were also more likely to be reported to receive emergency chemical restraint than adults. This may be due to the fact that most children are reported from respite services and that they may not have been able to develop a BSP by the time of the report; chemical restraint must be reported as an emergency if there is not a BSP in place.

When compared with all people reported to be subjected to restrictive interventions, adults were more likely than children to be reported to be subjected to routine chemical restraint and PRN chemical restraint.
People with autism spectrum disorders

The number of people with a reported ASD who were reported to be subjected to restraint and seclusion has continued to increase every year since 2008–09. In 2011–12 the proportion of people with an ASD was almost 42 per cent of all those who were reported to be subjected to restricted interventions. This percentage is higher than the percentage of people with an ASD who are receiving a disability-funded service in Victoria (22.5 per cent). This finding suggests that people with an ASD are at a higher risk of being subjected to restrictive interventions in the long term than people without an ASD. This is the case for both children and adults with an ASD. 
Over the past four years the number of children with an ASD subjected to restrictive interventions has increased by 21 per cent, while the number of adults with an ASD has increased by 13 per cent over the past four years. However, it should be noted that the number of individuals with an ASD receiving a disability service has increased by roughly 20 per cent in that time, suggesting that although having an ASD is a risk factor for restrictive interventions, the risk is not increasing because the proportion of people with an ASD being provided a disability service is increasing at about the same rate.

People who are reported to have an ASD are at greater risk than those without an ASD for certain types of restraint and seclusion. When compared with other people who were reported to be subjected to restrictive interventions in 2011–12, people with an ASD were:

•
two times more likely to be subjected to routine chemical restraint than people without an ASD (this is true even when gender and psychiatric disorders are taken into account)

•
two times more likely to be subjected to PRN chemical restraint than people without an ASD

•
significantly more likely to be chemically restrained in an emergency (that is, chemical restraint that is not included in their BSP) 

•
 significantly more likely to be secluded. 

There is also tentative evidence that people with an ASD may be more at risk of being physically restrained than those without an ASD. (However, this evidence is weak because the total numbers of people reported to be physically restrained is small.) People with an ASD are no more likely than people without an ASD to be mechanically restrained.

People with a reported psychiatric disorder

Approximately 13 per cent of people reported to be subjected to restraint and seclusion in 2011–12 were reported to have a psychiatric disorder. A total of 292 people were subjected to at least one chemical PRN episode in 2011–12. There were 143 males and 103 females. When compared with all people reported to the Senior Practitioner, people with a psychiatric disorder were 2.3 times more likely than those without a psychiatric disorder to be subjected to PRN chemical restraint. Of those, 27 per cent (or 79 people) had a psychiatric disorder. When compared with other people who were subjected to restrictive interventions, they were 2.8 times more likely than people without a psychiatric disorder to be subjected to seclusion. In contrast, when compared with other people who were subjected to restrictive interventions, they were less likely than people without a psychiatric disorder to be subjected to mechanical restraint. 

Taken together, these results and those above regarding people with an ASD suggest that people with certain disabilities are more at risk of being subjected to certain types of restrictive interventions. Future research needs to examine why this is occurring and what can be done to help service providers find non-restrictive alternatives to behaviours of concern shown by people with an ASD and people with psychiatric disorders.

Service settings reporting restrictive interventions

Figure 9 shows the percentage of people who were subjected to restrictive interventions when compared with the total number of people who are provided a disability service within these settings in Victoria. It should be noted that since shared supported accommodation and residential institutions are service settings that are responsible for the reporting of most routine chemical restraint and because routine chemical restraint accounts for the majority of restrictive interventions in Victoria, routine chemical restraint was not included in the data shown in this graph.

Figure 9: Percentage of individuals who were subjected to restrictive interventions in different service types, 2008–09 to 2010–11

Note: The National Minimum Data Set 2008–09 to 2010–11 was used for comparative analysis in this graph.
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Figure 9 shows that residential institutions and supported accommodation reported the highest use of PRN chemical restraint and other restraint and seclusion per head of the population receiving a service in these settings. Future research should examine why these two settings are reporting the highest rates of PRN chemical restraint and other restraint and seclusion.
Summary

Combined, these results suggest that the restrictive intervention reduction strategies promoted by the Senior Practitioner have had a significant impact on chemical restraint in cases where disability support workers have the ability to control what is administered (for PRN or in an emergency). Our evidence shows that when the quality of BSPs reaches a certain level, the use of PRN chemical restraint decreases (Webber et al., 2012). In addition, we know that the quality of BSPs has increased significantly since the Senior Practitioner role was established in 2007 (McVilly et al., 2012a). This finding is most likely to be due to the roll out of positive behaviour support—Getting it right from the start, a three day professional development that was designed by the Office of the Senior Practitioner. In addition, the yearly professional development series offered by the Office of the Senior Practitioner as well as the advice from the office’s clinical staff working directly with disability staff may also have contributed to this change over time. 

Another strategy used by the Office of the Senior Practitioner that may be having an impact on reducing the use of restraint and seclusion in Victoria is a structural system-wide strategy of using the eBSP that provides questions about different aspects of support needed in a BSP. This system-wide strategy introduced in July 2011 impacts on all service providers who are required to complete a BSP. 

Another strategy that may also be having an impact on reducing restraint and seclusion is clinical feedback provided to service providers; for example, information about the need for review of chemical restraint or a better understanding of. The impact of these latter two strategies needs to be assessed in future work.

Compulsory treatment
The above analyses include everyone who was reported to the Senior Practitioner from 2008–09 to 2011–12. Within this cohort is a small group of people (two per cent of the people reported to the Senior Practitioner) who are detained for the purposes of treatment because they pose a significant risk of serious harm to others. Part 8 of the Disability Act allows for civil detention through supervised treatment orders (STOs) made by the Victorian Civil and Administrative Tribunal (VCAT). It also permits court-mandated detention and treatment in a residential treatment facility through orders such as residential treatment orders, parole orders, custodial supervision orders and extended supervision orders. The Senior Practitioner is responsible for supervising the implementation of treatment provided to these people through monitoring the approved treatment plan and ensuring it will be of benefit to the person. VCAT determines whether a treatment plan is appropriate (having regard to specific criteria) and may confirm or vary a treatment plan.

Compulsory treatment data

In the 2011–12 financial year there were 39 people subject to compulsory treatment and 74 VCAT hearings proceeded. These were attended by Office of the Senior Practitioner staff to fulfil functions under the Act. In 2011–12 there were 36 STOs issued and 15 residential treatment facility based orders issued. The duration of STOs steadily increased throughout the 2011–12 period, from an average of six to 10 months. On average, treatment plan certificates issued by the office during this period approved treatment plans for a period of 10 months.

The number of people on compulsory treatment orders over the past four years has not varied significantly (there were 41 people subject to compulsory treatment in 2008–09 and 2009–10 and 42 people in 2010–11).

Revocations

Under the Disability Act, the Senior Practitioner, authorised program officer (APO) or person with a disability can apply to VCAT to have an STO revoked. If a person subject to an STO no longer meets the legislative criteria to warrant an order being in place, a submission is prepared and submitted to VCAT to make a decision regarding revocation of the order.

Prior to preparing a revocation submission to VCAT, the APO and the office liaise about the particular individual and the reasons that an STO is no longer applicable. This discussion assists both parties in compiling separate submissions to VCAT outlining the legislative criteria the person no longer satisfies.

A revocation hearing then takes place and if VCAT is satisfied the person no longer meets the necessary criteria to be subject to an STO, the order is revoked. Even if a person subject to an STO has their order revoked, continuing services for the individual are organised. If restrictive interventions (including ongoing community supervision in the absence of detention) are still in place a BSP under Part 7 of the Act remains necessary. In 2011–12, 16 STOs were submitted for revocation consideration to VCAT and the majority (13 or 81 per cent) of these were revoked. 
A new process has been instigated by the compulsory treatment team in which those people revoked off STOs are reviewed for a minimum of six months post-revocation. This follow-up fulfils legislative requirements under section 24 of the Disability Act and ensures that continued support and advice is available for service providers regarding restrictive interventions and BSPs.

This new process also allows for information to be gathered about the framework of support available post-revocation. This information will inform future advice regarding what has successfully worked to remove STOs and continue support for people in the community without the need for a restrictive order. As an STO is a civil order that mandates the detention and supervision of an individual with an intellectual disability, it is important that if a person no longer meets all of the necessary legislative criteria that requires compulsory treatment, it is reviewed and, where appropriate, revoked.

Material change to treatment plans

A material change is a change where the treatment plan for a person no longer reflects the terms that the parties originally intended (those approved through the office and VCAT). To be material, the change must be ‘significant and relevant’ – that is, affecting an important part of the plan and the rights of the parties to it. 

An example of a material change is an increase in restrictive interventions to a person who is subject to chemical restraint. As the dosage of the medication a person is prescribed is specifically outlined in their treatment plan, any proposed change outside of the range outlined in the plan is considered a material change and warrants approval by VCAT. No variation to the treatment plan or to the medication administered to the person can occur without VCAT approving an application for material change.

If an emergency situation arises, under the Disability Act the Senior Practitioner can approve a material change, and this will subsequently be heard by VCAT. Approval by the Senior Practitioner can only be done in an emergency situation (needing PRN medication) and if the change is likely to occur again, the Authorised Program Officer (APO) must lodge an application with VCAT to vary the treatment plan.

Overall 15 material change applications were lodged in 2011–12, and all but one was approved by VCAT. Three applications related to emergency material changes.

Comparisons between people subject to compulsory treatment and people not subject to any orders 

In the next two analyses, people subject to compulsory treatment were compared with people not on any order. Figure 10 shows the demographics of people subject to compulsory treatment compared with those who are not on any order. The two groups show there is a greater percentage of males subject to compulsory treatment and more people with a reported psychiatric disorder. However, the percentage of people reported with an ASD is similar to those who are not on any order and is increasing at a similar rate. 

Figure 10: Demographic profiles of people subject to compulsory treatment (CT) compared with people not subject to compulsory treatment (non-CT), 2008–09 to 2011–12
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Differences in average number of episodes of PRN chemical restraint

In this analysis we examined the average number of episodes of PRN chemical restraint per person from 2008–09 to 2011–12 to examine changes over time and compare these with changes in people who had not been subject to compulsory. 

Figure 11 shows that people subject to compulsory treatment were, on average, subjected to significantly more PRN chemical restraint in 2008–09 than others who were not on orders. This has decreased significantly, however, and in 2011–12 was comparable to people who were not subject to compulsory treatment. 

Figure 11: Average number of episodes of PRN chemical restraint for people subject to compulsory treatment compared with others who were not subject to compulsory treatment, 2008–09 to 2011–12
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Differences in the average number of seclusion episodes 

Figure 12 shows the average number of seclusion episodes that people on compulsory treatment experienced compared with those who were not on compulsory treatment. It should be noted that because only a few people on compulsory treatment experience the majority of episodes, the medians were used in this graph. The graph shows that the average number of seclusion episodes per person reported by services for people on treatment orders has been increasing steadily since 2009–10, while the average number of episodes reported for people who are not on treatment orders has been decreasing since this time. One of the reasons for the increase since 2009–10 is that some service providers were reporting seclusion as one episode for one month, but they were subsequently informed by the office that they needed to report every time an episode occurred. Further research is needed to understand why people on compulsory treatment are subjected to more seclusion episodes than those who are not on compulsory treatment and what alternatives to seclusion would be useful in reducing the number of episodes of seclusion for those on compulsory treatment.

Figure 12: Median number of seclusion episodes for people on compulsory treatment compared with people who were not on compulsory treatment, 2008–09 to 2011–12
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Behaviour support plans
Any person who is subjected to restraint and or seclusion in disability services in Victoria must have a behaviour support plan (BSP) that describes how the person will be supported so that the use of restrictive intervention is used as a last resort. 

To assess BSPs, the Senior Practitioner reviews them for: 

•
legislative compliance by using the aspects specified in the Disability Act

•
the presence of evidence-based quality components of a BSP using the Behaviour Support Plan – Quality Evaluation II (BSP-QE II) (Browning Wright, Saren and Mayer 2003) such as the presence of a functional behaviour assessment

•
presence of clinical aspects such as whether there is a coordinated approach taken by the team (for example, the link between the person’s history, needs, behaviours of concern and current restrictive interventions used).

How well service providers met the legislative requirements of the Disability Act 

Table 1 shows the percentage of BSPs that met various legislative requirements in 2011–12.

Table 1: Percentage of BSPs that met various legislative requirements

	Legislative requirements
	Percentage of BSPs that met this requirement

	Is the person with the disability identified in the BSP?
	100

	Is the disability service provider (DSP) identified and approved to use restrictive interventions?
	100

	Is the independent person identified in the BSP?
	94

	Has the person with the disability been consulted?
	100

	Is the plan approved and signed by the APO?
	100


It appears that legislative compliance is excellent for most aspects of the above requirements. While the majority of BSPs (94 per cent) include the name of an independent person, six per cent of people did not have an independent person listed. However, it should be noted that the above legislative requirements are what are reported to the Senior Practitioner and not necessarily what is implemented. 

To examine the needs of people with a disability and service providers in regard to the independent person, the Senior Practitioner will be working in collaboration with the Office of the Public Advocate to find out from a sample of independent people and service providers how well the independent person role works from the perspective of the service provider, the independent person and the person with a disability. The project will help identify the needs of independent people regarding their role and ways people with a disability could be supported by their independent person.

The quality of behaviour support plans

Over the past three years, the Senior Practitioner has used the BSP-QE II (Browning Wright et al., 2003) to objectively assess the quality of BSPs received from disability service providers in Victoria. The BSP-QE II uses 12 evidence-based quality components to determine the overall quality of BSPs. Although the BSP-QE II was developed to use with children in the United States, it has been validated for use in Australia for adults with an intellectual disability and found to be a valid and reliable assessment of the quality of BSPs (McVilly et al., 2012a; McVilly et al., 2012b; Webber et al., 2011b). 

In previous work, we also found evidence that BSP quality impacts on PRN restrictive intervention use (Webber et al., 2011a). This research highlighted that the better the quality of the BSP, the less likely staff were to use restrictive interventions. More recent work revealed that higher quality plans are more likely to result in decreases in the use of restrictive interventions than lower quality plans (Webber et al., 2012). This study also showed that those BSPs that included completing a functional behaviour assessment (assessments that attempt to understand the reason why the person used the behaviours of concern) were more likely to result in the largest decreases in the use of restraint and seclusion. The results of this study are clear: to decrease the use of restrictive interventions it is important to make sure functional behaviour assessments are completed for behaviours of concern. The following is the real-life example of Christa. It shows how comprehensive assessments (especially functional behaviour assessments) and observant support staff can reduce the use of restrictive interventions.

In 2011–12, 90 BSPs received by the Senior Practitioner were assessed for quality components using the BSP-QE II. Figure 13 shows the average scores obtained (where 2 is a full score). The pattern of results is similar to 2009–10 and 2010–11.
This graph shows that the majority of BSPs provide an understanding of the triggers, setting events, environmental changes needed, behaviours of concern and what the behaviour of concern might mean for the person using it (function) and what staff should do when a person shows the behaviour of concern (de-escalation). Knowing the function is extremely important because we know that BSPs that include this information are likely to result in decreases in the use of restrictive interventions (Webber et al., 2012).

The graph also shows that BSP teams need to include information about: 

•
what replacement behaviours would enable the person to meet the function of the behaviours of concern in an appropriate or acceptable manner

•
how these replacement behaviours could be taught and positively reinforced by support staff and carers (strategies)

•
how the team will coordinate and review the success of the planned interventions 

•
the goals of the BSP (what behaviours will be increased and what behaviours decreased).

A problem with BSPs that do not include this information is that they are unlikely to have any impact on reducing the behaviours of concern. This is because if support workers don’t know how best to support the person to use a replacement behaviour, the person with a disability will not have a replacement behaviour to use, so it is likely he or she will continue to use behaviours of concern. This in turn will make it likely that there will be a reliance on reactive and restrictive interventions.

We know from evidence-based practice that people who show behaviours of concern need to learn new behaviours to ‘replace’ the need to use the behaviour of concern. Replacement behaviours are valuable because they can be used anywhere, unlike environmental changes like providing a swing, a spa or a garden. So they are well worth the investment by disability support workers and carers. 

Figure 13: Average scores on the BSP-QE II components, 2011–12
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Christa

Christa enjoys the company of her housemates and community-based activities like breakfast at a café or trips to a park. She’ll even sit in on house meetings, occasionally nodding approval at points being raised. But this wasn’t always the case. 

Christa had ongoing health issues that caused pain and discomfort and had few ways of communicating her pain or needs to others. Instead, she would self-harm, scream, remove her clothes at home or in public, take housemates’ food and run into others when rushing about the home to show that she was either unhappy, in pain or wanted something to eat or do. As a consequence, Christa’s relationships with housemates was strained; community access was limited and, on occasion, she was either secluded in her unit or administered PRN chemical restraint to prevent her from hurting either herself or others.

Comprehensive health, behavioural and speech assessments revealed the nature of Christa’s health problems, how to interpret her behaviours and the different ways she communicated. Over time, this meant she was no longer in pain and staff were better able to understand what her non-verbal communication meant; for example, Christa would remove her clothes while in the community as a way of telling staff she wanted to return home. The challenge for staff was to find ways to help Christa better communicate her needs without using behaviours of concern.

Today, Christa communicates in more functional ways through the use of real objects like a cup when wanting a drink or if she’s out and ready to return home by putting her shoes back on. In combination with improved health Christa has learnt to better communicate her needs, has more control over her life, and is generally much happier. Importantly, the use of restrictive interventions, like seclusion, is no longer required.

How a replacement behaviour changed the life for one young man
Sam enjoys getting out and about; he likes walking and meeting new people. If someone in his home upsets him, he is likely to go for a walk, but he doesn’t have great road skills and this is a concern for his support staff. Locking him in the house doesn’t work because he will kick the door with such force he ends up hurting his foot. In order for Sam to get his needs met in a safe and appropriate way he needed to learn how to:

•
ask staff for a break by saying a simple sentence like ‘I’m upset, I need a walk’ 
(this is a replacement behaviour for kicking a door)

•
cope with a housemate he doesn’t like 

•
be safe on the roads. 

The staff worked out a way to teach him these skills through a social story, modelling the behaviour and positively reinforcing him when he showed these behaviours. His behaviours of concern have reduced dramatically and he is much more independent and happier than before. In addition, he has learnt how to ask for something he wants, a skill he can use in many different situations.

Policy, practice and research implications of data reported to the Senior Practitioner
Assisting medical practitioners to understand the needs of people with complex needs

Data collected by the office over the past four years show that the number of people and the number of episodes of restrictive interventions has decreased, but the number of people subjected to routine chemical restraint shows an increase. Only medical practitioners have the ability to implement changes to routine chemical restraint, therefore it is important to work with medical practitioners to find ways to address the problem of routine chemical restraint.

To this end, the Senior Practitioner has funded two projects that will help build the capacity of psychiatrists and support workers to support people with a mental illness: 

•
A series of educational modules for psychiatrists about prescribing psychotropic medication for people with an intellectual disability has been developed by the Royal College of Australian and New Zealand College of Psychiatrists. It is expected that this project will result in more psychiatrists having a better understanding of the needs of people with an intellectual disability and lead to reductions in the use of chemical restraint. 

•
Developed by the Victorian Dual Disability Unit, the publication entitled: The psychiatry of intellectual disability: the mind, brain and behaviour resource guide for disability support workers is expected to provide important knowledge to support workers in terms of what to be aware of when supporting someone with a psychiatric disorder.

Although only a small number of people who are reported to the Senior Practitioner are administered anti-libidinal medication, the Senior Practitioner is increasingly aware of other people with a disability living in the community who are not subject to STOs and are also prescribed these medications due to behaviours of concern, particularly sexualised behaviours of concern. To assist general practitioners to make informed decisions about the use of these medications, the Integrated Healthcare team within the OSP, along with the Centre for Forensic Behaviour Science at Monash University, is conducting a two-stage project strongly focused on the prescribing guidelines for anti-libidinal medications for people with an intellectual disability. The project will examine the problematic sexualised behaviours that have led to the chemical restraint, what positive behaviour support strategies have been put into place and the management and support surrounding the prescription of medications. It is expected that this project will deliver expert consensus on the breadth and content of guidelines and broader issues required for prescribing anti-libidinal medications for medical practitioners working with people with an intellectual disability. 

In addition, the Senior Practitioner is looking at the effects of the use of other medications that may be used to reduce sexual arousal (such as Zoloft, Citalopram, Aropax and Prozac). If the primary purpose of a medication is to manage a behaviour of concern (inappropriate sexual behaviour) these would be considered a chemical restraint and should be reported to the Senior Practitioner.

Assisting service providers to reduce the use of mechanical restraint

The total number of people subjected to mechanical restraint has not changed over the past four years and many of the people who were mechanically restrained in 2011–12 were also mechanically restrained in two or more of the previous three years. An analysis of the people who are mechanically restrained shows that people who self-harm are at particular risk of being mechanically restrained and, consistent with the larger population, proportionally more females self-harm. Previous research in the United States has shown that little will change unless organisational leaders set specific goals to reduce mechanical restraint. Recent work by Williams and Grossett (2011) reported that a combination of: (1) the establishment of organisational goals to reduce mechanical restraint; (2) consultation by psychologists with formal behavioural training who provided advice on alternatives to restraint and helped design behaviour support; and (3) monthly status reports on the individuals subjected to restraint and the feedback provided, all contributed to an 80 per cent reduction in the use of mechanical restraint over a 17-month period. 

It is recommended that all people who self-harm and are mechanically restrained as a result are provided with a comprehensive psychiatric and psychological assessment that assesses functions of the behaviour and alternatives to mechanical restraint. However, work is also needed by organisational leaders to set goals about restraint reduction, to monitor their data monthly for changes regarding restraint use and to provide professional development to their staff to put alternative strategies into place.

Regarding professional development for disability support staff, two projects have been sponsored by the Senior Practitioner to help disability support providers to improve the support provided to people with complex needs who are subjected to restrictive interventions: The Roadmap Resource and the Positive Behaviour Support professional development program. The roadmap has been designed by Associate Professor Paul Ramcharan from RMIT University to assist leaders of disability organisations to set organisational goals and find appropriate pathways towards restraint and seclusion reduction. This resource has been designed for leaders on ways to support their staff to implement human rights based policy and practice in their service. The roadmap resource will be piloted in April 2013 and its impact evaluated over the following 12 months. 

Another project, this one in collaboration with Associate Professor Keith McVilly from Deakin University, will pilot a positive behaviour support professional development program in how to produce high-quality behaviour support planning. This project will provide support to 100 teams of disability staff across Victoria to provide high-quality support. The project will use an evidence-based pretest-posttest design to examine changes over time to not only the quality of BSPs but also quality-of-life indicators for people who are subjected to restrictive interventions.

Finally, another project, in collaboration with Yooralla (described below), will look at how service providers can compare their data and set key performance indicators regarding restraint and seclusion reduction.

Evidence-based effective treatment for people on compulsory treatment

While the number of people on compulsory treatment has remained stable over the past four years, these people have higher rates of psychiatric disorders than the rest of the population who are subjected to restrictive interventions. It is possible that this population may have also endured more trauma than others. This group are also more at risk of being secluded, though it is not known whether this is because of treatment failure or ease of response. Research is needed to find ways to provide comprehensive evidence-based treatment such as trauma-informed care and other less restrictive responses to seclusion.

In the near future, the Senior Practitioner’s Compulsory Treatment team will be conducting a project to review all people subject to compulsory treatment since the Act was implemented in 2007. It is anticipated that this project will provide valuable information regarding the outcomes for those who have been subject to compulsory treatment and identify future policy and practice improvement opportunities. 

Support for disability services to provide best behaviour support practice

Recent evidence using the BSP-QE II tool shows that the quality of BSPs has a direct impact on reducing restrictive intervention use; however, our research findings (reported here) also show disability support workers still have difficulty developing good-quality BSPs in 2011–12. Work is needed to build the capacity of behaviour support teams to develop quality BSPs in order to reduce the use of restrictive interventions. 

Based on feedback from service providers and best practice in behaviour support, the RIDS-eBSP practice guide has been revised. Now called the RIDS-eBSP toolkit, it includes an eBSP planning guide that provides clear questions and examples about each section of the BSP. This planning guide was designed so that support teams could take copies of the planning guide to the consultation meeting with all stakeholders before uploading to RIDS. Recent research by McClean and Grey (2012) has shown that only those staff who believe the interventions will work will implement them. The consultation meeting involving all support staff and carers is an important first step to this end. 

Changes to the RIDS-eBSP in line with the roadmap resource and positive behaviour support professional development activities are expected to deliver marked improvements in the quality of BSPs and outcomes for people who are subjected to restrictive interventions. 

Assisting disability service providers make good use of their data

While research carried out in Victoria on the use of restrictive interventions has shown declines, these do not match the declines found elsewhere in other jurisdictions such as the United States. One of the important aspects of the American studies is the inclusion of the six key core strategies found important to reducing the use of restrictive interventions. Two of these strategies that are thought to have an extremely important impact on the use of restrictive interventions are leadership at the organisational level and using data to inform practice. 

A collaborative project with Yooralla has been designed to support leaders use their data (comparing their data with the state data sent to the Senior Practitioner) and assessing the effectiveness of their restraint reduction strategies. It is expected that the outcomes of this project will pilot and assess the usefulness of a modelling procedure that is able to be used by organisations to easily compare their data on restrictive intervention use with a comparable statewide dataset as well as using data on individual people who are subjected to restrictive interventions.

In summary, we have listened to our stakeholders and looked at the evidence we have collected about restrictive interventions and behaviour support plans and as a result we have designed a number of projects to address the research, policy and practice needs of the service system. It is anticipated that the projects will have a marked impact on restrictive intervention use in those organisations that make use of them compared with those that are not currently involved. Our next round of data analysis should tell us if this is correct. 

Promoting rights and building the capacity of services in Victoria to deliver excellent support

Embedding human rights in the work we do to support our clients to achieve the best quality of life possible

To promote best practice in embedding human rights in the work we do, the Senior Practitioner hosted a series of professional development seminars from different experts in the field of human rights during 2011–12. 

Mmaskepe Motlalepula Sejoe from Victoria Police presented to a disability services executive team on Providing best support to individuals in crisis: Responding using a human rights lens. Through a series of case studies the seminar focused on how disability staff and police could collaborate to provide the best evidence-based human rights response to individuals in crisis. 

In May 2012 Phillip French, the director of the Australian Centre for Disability Law, presented his work commissioned by the Senior Practitioner in 2009 on Implementing the Convention on the Rights of Persons with Disabilities: a resource for service providers. The resource was developed to assist service providers to understand their rights and obligations under the Convention. It is also available from the Senior Practitioner in a plain-English version.

Victorian roadmap for achieving dignity without restraint

One of the recognised core strategies towards restraint reduction is leadership at the organisational level. To assist leaders to implement restraint reduction within their services, the Senior Practitioner commissioned Associate Professor Paul Ramcharan from RMIT University to develop the Roadmap resource for achieving dignity without restraints. The roadmap provides a practical, comprehensive human rights based tool for service leaders to use to support people with a disability to achieve dignity without restraint. The final report on the roadmap was received in March 2011. 

During 2011–12 Paul Ramcharan worked with four service providers to co-produce a shorter resource with specific directions on how leaders could implement the roadmap within their organisation.

A pilot trial and evaluation of this new roadmap resource commenced in 2013. It is expected that the roadmap will lead to significant practice improvements among health and human services providers that adopt it, support a reduction in the use of restrictive interventions and result in improved behaviour supports for clients.

The roadmap resource is available online via the Department of Human Services website at <www.dhs.vic.gov.au>.

Physical restraint reduction project 

Physical restraint is the use, for primary purpose of the behavioural control of a person with a disability, of physical force to prevent, restrict or subdue movement of that person’s body or part of their body (Department of Human Services, 2011). Physical restraint does not include physical guidance or physical assistance. The Senior Practitioner’s direction on physical restraint came into effect on 1 July 2011 and made it mandatory that service providers report all episodes of physical restraint to the Senior Practitioner.

The Senior Practitioner also funded the assessment and clinical review of people known to be physically restrained to assist service providers find alternatives to using physical restraint. The following assessments were made available to services in Victoria that were using physical restraint. Thirty-one people obtained communication and sensory processing assessments through Scope’s Communication Resource Centre (CRC). One person obtained a psychiatric review and one person obtained a psychological review. In all cases recommendations were provided to service providers on ways to support the individual person without using physical restraint.

In one house it was identified that there were several residents with significant sensory issues; funding was provided for an occupational therapist to devote 200 hours to the staff and residents.

In another home it had been clearly identified during past communication assessments that two of the people in the house responded well to keyword signing; however, training records in the house revealed that no one had been trained, therefore a speech pathologist was engaged to carry out the keyword signing training. As a result, although physical restraint had been used previously, neither of the two people in the house required an emergency physical response plan during 2011–12.

In one children’s respite service five of the referrals were for young people under the age of 18 with a disability. Funds were allocated to an early intervention project, which included speech and occupational assessments, collating the recommendations made from both speech pathologists and occupational therapists for this age group and the examination of common themes and strategies to promote alternative practices instead of physical restraint. As a result of this project it is anticipated there will be staff training in:

•
active support

•
communication interaction styles 

•
reviewing personal communication dictionaries (PCD) 

•
choice making using objects, photos and pictographs 

•
developing positive behaviour support 

•
replacement and diversional activities

•
the importance of consistency in routine. 

Active support project

This project collated the recommendations made by both speech pathologists and occupational therapists regarding five residents living in a residential institution. Common themes and strategies were identified and used as a basis to promote better practice. Clinicians and staff worked together to produce comprehensive BSPs that incorporated the identified strategies and also developed a transition plan to the community.

It is expected that the assessments and interventions provided will mean a reduction in the use of restrictive interventions, particularly physical restraint for the individuals concerned over time. 

Prescription of psychotropic medication for people with an intellectual disability – professional development for psychiatrists 

The majority of people who are chemically restrained are administered some kind of psychotropic medication prescribed by medical practitioners. The aim of this project, led by the Royal Australian and New Zealand College of Psychiatrists and commenced in June 2012, was to develop competency-based training and continuing professional development modules for psychiatrists on key factors when treating people with an intellectual disability. When available the modules will be co-badged by the Victorian Department of Health and the Royal Australian and New Zealand College of Psychiatrists. The project will develop three online modules for psychiatrists on using psychotropic medicines in people with an intellectual disability. Topics covered will include: 

•
the person-centred care model

•
legal, consent and ethical issues associated with chemical restraint under the Disability Act

•
communication issues (especially the role of carers and disability support workers and other health professionals)

•
diagnosing complex health issues

•
pharmacological management

•
non-medicine-based interventions

•
compliance issues.

It is expected that the modules will be available online in September 2013.

The psychiatry of intellectual disability: the mind, brain and behaviour resource guide for disability support workers 

One of the key areas of need among disability support workers identified in the Disability, mental health and medication: implications for practice and policy (2010) report was knowledge about existing services for people with a psychiatric disorder, awareness of how to detect and monitor mental health presentations and the side effects of medication. 

In response, the Senior Practitioner commissioned the Victorian Dual Disability Service to develop an electronic resource guide on these areas for disability support workers. It is expected that this resource guide will be available in November 2013.

Frequently asked questions

In 2011–12 a series of ‘frequently asked questions’ and their answers were developed to support changes to the RIDS-eBSP and sent out to services:

1.
When does a behaviour support plan become operational?

2.
How can authorised program officers (APOs) change/adjust the 

3.
Dates on shared eBSPs on RIDS? 

4.
Who reports the administration of chemical restraint that is given on a routine basis?

5.
How do I deactivate a person’s record if a current authorised eBSP is no longer required at any agency for that person?

6.
How do I reactivate a person’s record if it has previously been deactivated in RIDS-eBSP?

Future FAQs are planned that will cover the 12 components of quality assessed by the BSP-QE II.

Using research to help understand the needs of people at risk of being subjected to restrictive interventions

Research from the Senior Practitioner

Our most recent research (Webber et al., 2012) shows that good-quality positive behaviour support is a better way to support people and, when used, will reduce the occurrence of unnecessary restraint like PRN chemical restraint. In a recent project we looked at a group of people who had been restrained or secluded and asked if there was a minimum standard in quality of behaviour support needed to reduce unnecessary use of restraint and seclusion. The answer was yes!

We found that people who had quality BSPs were more likely to be subjected to less restraint and seclusion during the plan than before the plan, and they received less restrictive interventions than those who had poorer quality support plans.

Essentially, quality BSPs:

•
showed they understood the reason the person uses the behaviour (the function of the behaviour of concern)

–
showed targeted positive interventions that focused on the individual’s learning and individual needs (replacement behaviours)

•
attended to environmental factors that might trigger the behaviour

–
were clear about the goals and objectives of the BSP 

•
showed a team approach and timely reviews.

Information about this research was published in the International Journal of Positive Behaviour Support (see Webber et al., 2012) and also is available from the Senior Practitioner as a Positive solutions in practice: finding alternatives to restrictive interventions (October 2012).

Research in partnership

Evaluation of the Behaviour Support Plan – Quality Evaluation II tool for use in Australia

Lead researchers: Associate Professor Keith McVilly from Deakin University and Lynne Webber

Two studies examined the usefulness of the BSP-QE II tool to assess the quality of BSPs developed for use in Victoria. The BSP-QE II was originally developed in the United States for children. Two studies conducted at Deakin University provide evidence that the BSP is a valid and reliable tool for use in Australia. McVilly et al. (2012a) found that the BSP-QE II can be used reliably by different raters to achieve high inter-rater agreement. Another study by McVilly et al. (2012b) found that an expert group of behaviour support professionals from Victoria agreed that the 12 main components of quality assessed by the BSP-QE II were all considered important components of quality for BSPs written in Australia.

Evaluation of a mindfulness program for disability support workers in Victoria

Lead researchers: Joanne Brooker, John Julian and Professor Graham Meadows from Monash University

Monash collaborated with the Senior Practitioner and Yooralla to examine the impact of an eight-week mindfulness program on disability support workers in Victoria. Overall, the mindfulness program yielded a range of benefits to participants and held significant potential to be transferred to other work settings.

The study was published in the international journal, Mindfulness (see Brooker et al., 2012 under Published research articles).

Another article that is currently under review by a journal examined the impact of mindfulness training on restrictive interventions implemented by a staff group that supported people with a disability who showed severe challenging behaviour. Compared with the combined number of PRN and emergency chemical restraints and seclusions for the two homes for February to June 2009, those for February to June 2010 decreased significantly. In addition, the reduction in the number of restrictive interventions from 2009 to 2010 was greater for the two intervention homes than the two contrast homes that did not receive the mindfulness training. The findings suggest that mindfulness training helped the staff respond to clients’ challenging behaviours in a more mindful and less reactive way.

Australian Research Council Linkage Project grants

The Senior Practitioner is partner to two ARC Linkage Project grants that were awarded to researchers at Monash and La Trobe universities. The following are progress reports from both of these grants.

The relationship between intellectual disability, victimisation and criminal offending

Lead researchers: Professors Stuart Thomas and Michael Daffern from Monash University in partnership with Victoria Police and the Department of Human Services 

The study involves a series of individual research projects including a longitudinal data linkage study, a review of the role and function of the ‘independent third person’ in the criminal justice system and an investigation of the experiences of support staff in relation to behaviours of concern and criminal offending. 

Of the individual research projects, a series of two studies was designed to investigate the role and experiences of support staff in relation to service users engaging in behaviours of concern and criminal offending. The aim of the first of these studies was to examine the types of behaviours that occur within disability services, the responses and reporting pathways initiated by support staff, and the number of incidents that come to the attention of police. The study involved a review of incident reports submitted during a three-month period to one Department of Human Services regional office. Only reports relating to adult service users engaging in behaviours of concern or potentially criminal behaviour were included. In total, 370 reports were examined for information relating to incident characteristics, co-occurring behaviours, the types of strategies implemented to manage situations and the conditions relating to police involvement. The results are currently being analysed.

The second of the studies will involve interviews with support staff to further explore their experiences, the factors they consider when determining behaviours to be challenging or criminal and under what circumstances they may choose to involve the criminal justice system. The aim of this study is to explore the thresholds at which staff differentiate behaviours of concern from criminal offending and the factors that are influential in their decision making. 

The significance of these research studies is in its potential to capture the extent to which people with an intellectual disability are engaging in criminal activities and/or behaviours of concern in Victorian disability services and the factors influencing decisions made by support staff in response to these behaviours. The results will potentially contribute to policy and practice development within both Victoria Police and the Department of Human Services in their support of people with intellectual disabilities.

Self Advocacy and Inclusion: What can be learned from Speaking Up?

Lead researchers: Professor Christine Bigby from La Trobe University and Associate Professor Paul Ramcharan from RMIT University

This project looked at the role of self-advocacy in building individual, social and political inclusion among people with an intellectual disability in Victoria and across Australia. Self-advocates were interviewed to understand the role of self-advocacy in people’s lives and focus groups conducted with key allies of self-advocates. Document analyses were used to understand the role of self-advocacy in disability policy. 

Four life stories have been completed and two more are in the final stages. Currently, the work is nearing completion on the manuscript for an accessible book that reports the findings of the study and a chronology of Reinforce, the first self-advocacy organisation in Victoria. 

This work has been presented in both accessible and academic forums. For example, a preliminary paper was presented in Rome on this at the IASSID conference in 2010. In addition, the group presented an invited keynote at the Having a Say conference, a national self-advocacy conference in Geelong in February 2012. 

Commissioned research reports

Understanding the needs of authorised program officers 

Lead researcher: Gary Roach, Gary Roach & Co. 

In 2010 the Senior Practitioner commissioned Gary Roach to examine the needs of APOs and their managers in relation to supporting people who show behaviours of concern. The final report was received in May 2012 and consisted of findings from a survey regarding knowledge, skills and values that was sent to all APOs and CEO/managers of disability services in Victoria. One-quarter of all APOs and 11 per cent of CEOs/managers returned completed surveys.

Participating APOs and their managers identified support needs in three main areas: behaviour support, analysing RIDS data and compulsory treatment. In terms of knowledge about behaviour support, the majority of participants reported needing information about individual support plans and knowledge about contemporary practice and theoretical advances in behaviour support. The majority of participants also felt they needed knowledge of local services and specialists for secondary consultation and knowledge of medications commonly used for chemical restraint. 

In terms of data, APOs and their managers wanted information about how to analyse their RIDS data to identify trends and address systemic issues. APOs and their managers also wanted more information about the purpose of treatment plans for people on STOs as well as the components of an effective treatment plan for people on STOs.

These needs are currently being addressed by projects undertaken by the Senior Practitioner mentioned earlier in this report (see Policy, practice and research implications of data reported to the Senior Practitioner). In addition, the Senior Practitioner is in the process of developing an annual professional development calendar to cover key practice improvement areas identified through a review of treatment plans and implementation reports. The professional development topics are aimed at assisting APOs and disability service providers to develop and implement treatment plans. It is intended that this will in turn increase the benefits of treatment received by people who are subject to compulsory treatment. 

Building capacity to assist intellectual disability and challenging behaviour clients through mental health services

Lead researchers: Dr Danny Sullivan and Associate Professors Stuart Thomas and Michael Daffern from Monash University

•
This project commenced in 2012 and will develop and trial service development interventions to enhance the capacity of area mental health services to manage dual disability clients. A literature review survey has been completed, incorporating different service models for assessing and managing intellectual disability and challenging behaviour, service models for capacity building of skills in intellectual disability psychiatry in generic mental health services and different service models that might best enhance the capacity of mental health services to address the needs of clients with an intellectual disability.

A survey of medical practitioners has been conducted in order to develop a compilation of comprehensive databases of government and non-government sector services and individual medical practitioners with expertise in providing mental health services to clients with an intellectual disability. 

•
Stakeholder consultation is underway to investigate the practicalities of implementing a model for capacity building in intellectual disability and challenging behaviour in mental health services. Positive behaviour support is a focus of this consultation. It is anticipated that the final report will be available in September 2013.

Anti-libidinal medication use in people with intellectual disability

Lead researchers: Associate Professors Stuart Thomas and Michael Daffern from Monash University

This study conducted a review of the international literature on prescribing guidelines for the use of anti-libidinal medications with people with an intellectual disability. It also captured current prescribing guidelines that are broadly available in this area and considered the broader social and human rights based considerations about prescribing with this population. A survey of a group of identified experts in the field were interviewed using an adaptation of the Delphi technique. This technique was used to seek expert census on the breadth and content of guidelines required for prescribing anti-libidinal medications to people with an intellectual disability and the broader issues identified. 

Responses are currently being synthesised and grouped before feedback is provided to the entire group for further comment, clarification and consensus. The final report is expected in September 2013. 
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