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Message from the Senior Practitioner – Disability
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In 2013–14 within the Office of Professional Practice (OPP) we have continued our focus on ensuring that the rights of people with a disability who are subject to restrictive interventions and compulsory treatment are protected and that appropriate standards in relation to these practices are met. We have at the same time worked with our colleagues in the broader OPP to harness the skills that we bring together from our disability and child protection contexts. This has resulted in some great work around particularly complex cases and service development.

My team has continued to work in a highly dedicated and productive manner during 2013–14 in helping me fulfil the Senior Practitioner functions. Our work has included the development of practice guidelines, advising services, providing training, and working with our government and non-government sector partners in supporting our clients. We have also continued to evaluate the use of restrictive interventions and compulsory treatment, and it is this function – the use of an evidence-based cycle of evaluation and research to inform policy and practice development – that is such an important part of our process.

The Chemical Restraint Reduction Strategy is one example of this. The strategy commenced with an independent psychiatric review of former Kew Residential Services residents conducted by the Centre for Developmental Disability Health in 2008. This resulted in the development of a protocol to guide a collaborative medication review for adults with behaviours of concern. A cascading series of 13 projects has ensued based on this ongoing data collection and evaluation process, culminating in the recent development of online learning modules for psychiatrists on intellectual disability psychiatry and modules for disability support workers on dual disability. The final plank in this process will be the completion of online modules for general practitioners. Ultimately the longer-term positive impact on prescribing practices for this population will result from a better educated and skilled sector.

The compulsory treatment team has been developing an electronic treatment plan that will help services develop good-quality treatment plans. The team continues to work very closely with the disability service providers who develop and implement these plans. Members of the team have continued to attend VCAT hearings on my behalf and regularly participate in care team meetings for our clients, to keep an eye on what is going on and to support decision making, particularly with regard to risk management and positive programming activities.

The research and service development team has delivered training to 960 disability service professionals on how to develop good-quality behaviour support plans. This training resulted in an increase in the quality of behaviour support plans, which is good news, as we know from our previous research that increases in the quality of plans is associated with decreases in restrictive intervention use.

Finally, in addition to driving the Chemical Restraint Reduction Strategy, the Integrated Health Care Team has continued to provide expert assistance and guidance to the sector through individual clinical and service reviews, as well as commencing a program of random auditing. This work is highly intensive and challenging and, to the team’s great credit, has resulted in many positive outcomes for the people with disabilities who are at the centre of these reviews and in very positive feedback from the sector.

I would like to take this opportunity to thank all of our staff, those who have left and those who remain for another great year of innovative work and outstanding commitment to their work. I would also like to acknowledge the contributions of our colleagues, our project partners, our internal and external stakeholders, disability service providers, families, carers, advocates and professionals who collaborate with us in our work. We look forward to continuing this relationship over the coming year and to the challenges that lie ahead, particularly as we move towards the National Disability Insurance Scheme.
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Dr Frank Lambrick

Senior Practitioner – Disability

Office of Professional Practice
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Tim Leembruggen, winner, 2011 VALID ‘Having a Say Conference’ Art Competition (Theme: ‘Dignity’)

‘Birthday Island: It’s a place where it’s like your birthday everyday and everyone treats you with kindness, respect, love & dignity and everyday is happy for everyone.’
Introduction

The Senior Practitioner role was established in 2006 when the Victorian Parliament enacted the Disability Act 2006. The Senior Practitioner is responsible for protecting the rights of people with a disability who are subject to restrictive interventions and who receive a government-funded service. Importantly, as a driver for change, the Act required population monitoring and reporting of the use of restrictive practices in disability services.

The Act also mandated:

· research into the use of restrictive interventions

· provision of relevant education – for example, regarding human rights and positive behaviour support – to personnel involved in supporting people with a disability.

The inclusion of research and education as mandatory functions of the Senior Practitioner in the Act means that it is possible to focus on the evidence collected (data) by the Senior Practitioner and to directly inform policy and practice in disability services. The research findings from Victoria are unique; they are beginning to have a profound impact on policy and practice, and ultimately on the lives of people with a disability living in the state of Victoria. The purpose of this report is to provide a description of what the Senior Practitioner’s team found and has accomplished during 2013–14.
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Illona McLeod, winner, 2014 VALID ‘Having a Say Conference’ Art Competition (Theme: ‘Our Voice’)

Promoting best practice through professional development and practice resources

Each year the Office considers themes and issues from independent reviews, evaluations and data analyses to proactively identify the professional development priorities for the year. This year saw a continued focus on positive behaviour support planning and understanding the needs of people with high complex needs.

Induction training in disability

Induction training was provided to Disability Accommodation Services staff 12 times this year and to disability case managers three times. Each course has a session that covers information about the role and functions of the Senior Practitioner. The session also identifies the legislative responsibilities associated with restrictive interventions that need to be reported to the Senior Practitioner by disability services. A key component of this work is the requirement to develop behaviour support plans to ensure the least restrictive support is provided. For those situations where a restrictive intervention is considered necessary, illustrations are provided regarding how the case is made for the intervention, and the required reporting.

Practice forums

· An important legislative function of the Senior Practitioner – Disability is to undertake research into restrictive interventions and compulsory treatment. The Senior Practitioner – Disability auspices an annual seminar to showcase the results of research commissioned by the Office. This year the seminar included a presentation by Associate Professor Paul Ramcharan on the findings from the Roadmap for achieving dignity without restraint project. Associate Professor Keith McVilly presented early findings from the Positive Behaviour Support project. The results of both projects suggest that when people’s needs are understood and they are supported to get their needs met, their behaviours of concern decrease and life is better for all. Two people who won Disability Donations Trust Grants presented their findings: Dr Sheridan Forster presented her research using the Handing Out Program (HOP), which helped support workers establish relationships with people with profound disabilities to improve their quality of life. Professor Christine Bigby and Dr Patsie Frawley presented their research called ‘Building cultures of respect in group homes’.

· The Office is fortunate to be in a position to support students in Occupational Therapy. Eleesha Teichman and Katie White, Occupational Therapy students from Monash University, presented their research project ‘Environmental influences on the use of restraint in children’s respite services’, which was a significant focus of their placement with the Office. These placements form an ongoing strategic arrangement with Monash University.

· Every year the Senior Practitioner awards Promoting Dignity Grants to services to trial an innovative positive alternative to support a person to decrease the use of restrictive interventions and improve quality of life. The results of this project show how small changes can help improve the quality of people’s lives and, when successful, decrease the use of restrictive interventions. Nine people who had received Promoting Dignity Grants shared their innovative ideas with others at a seminar.

· In March 2014, the Office hosted a forum to launch the reports of four completed research projects the Office had commissioned. The lead researcher for each project attended to present their work:

· Professor Malcolm Hopwood, President-elect of the Royal Australian and New Zealand College of Psychiatrists, launched three professional development modules for psychiatrists titled Prescription of psychotropic medication for people with an intellectual disability (ID).

· Dr Danny Sullivan launched the report Building capacity to assist adult dual disability clients access effective mental health services.

· Professor Michael Daffern launched the report Anti-libidinal medication use in people with intellectual disability who sexually offend.

· Dr Chad Bennett launched 12 professional development modules for disability support workers titled Mental health in people with a dual disability.

All four projects will greatly inform both the disability and mental health sectors regarding best practice in supporting complex clients.

· Risk assessment and management is a central consideration for compulsory treatment in offenders with an intellectual disability. The Assessment of Risk and Manageability of Individuals with Developmental and Intellectual Limitations who Offend (ARMIDILO) tool has been developed specifically for use with this population. The Office facilitates regular training sessions conducted by the principal author of the assessment, Professor Doug Boer from the University of Canberra. ARMIDILO user group sessions are also facilitated; three sessions were convened by the Office this year in order to maintain and enhance practice skills in the use of this assessment tool by those who have attended Professor Boer’s workshops.

· Behaviour Support Plan (BSP) Toolkit Training is a four-hour course on how to develop high-quality behaviour support plans that will meet the requirements of the Disability Act 2006. The content covers a process of understanding an individual’s needs and what a person’s behaviour of concern might mean. Participants learn how to identify the best positive behaviour support interventions that would reduce the person’s need to use a behaviour of concern, as well as how to tell if the interventions are working. The training also demonstrates how to upload the BSP into the Restrictive Intervention Data System (RIDS). The session was delivered 35 times during 2013–14 to a total of 960 participants. Results show that people who have completed this training produce better-quality plans than people who have not undertaken the training.

Learning resources developed by the Senior Practitioner – Disability’s team

The Senior Practitioner’s team has sponsored or developed several printed resources for professionals supporting people with a disability who are at risk of restraint and seclusion. These include the following:

· The psychiatry of intellectual disability: the mind, brain and behaviour resource guide for disability support workers. In October 2010, the Senior Practitioner – Disability published Disability, mental health and medication: implications for practice and policy. One of the key outcomes from this report was a recommendation to increase the knowledge of disability support workers across the following three areas: knowledge of existing services; awareness of how to detect and monitor mental health presentations; and the side effects of medication. The Victorian Dual Disability Service was subsequently engaged to develop an online resource guide for disability support workers, comprising six modules. These modules, titled Mental health in people with a dual disability, are available on the St Vincent’s Hospital website (https://vdds.svhm.org.au).

· Prescription of psychotropic medication for people with an intellectual disability: professional development modules for psychiatrists. The Office engaged the Royal Australian and New Zealand College of Psychiatrists (RANZCP) to address the issue of prescribing psychotropic medication for people with an intellectual disability. This was also identified as a key issue in Disability, mental health and medication: implications for practice and policy, which recommended that appropriate guidelines be developed. The RANZCP conducted an initial survey of prescribers and, based on these results, developed competency based online training and continuing professional development modules for psychiatrists on key factors when treating patients with an intellectual disability, including: legal and ethical issues; pharmacology; diagnosing complex health issues; and communication. The target audiences for these modules are: postgraduate medical practitioners training to become psychiatrists; and practising psychiatrists, especially those who have completed training in the last 10–15 years. These e-modules are available at the Royal Australian and New Zealand College of Psychiatrists website <www.ranzcp.org>, under the Practice and Education tab.

· Senior Practitioner – Disability RIDS electronic behaviour support planning toolkit. Following the revision of the Restrictive Intervention Data System electronic behaviour support plan practice guide in 2013, a toolkit was developed to support practitioners in preparing a quality behaviour support plan (BSP). The toolkit is made up of four sections:

· Why service providers should develop good-quality plans

· How to develop good-quality plans with the support team

· How to upload BSPs into the Restrictive Intervention Data System

· Some useful assessment tools and forms that could be used in the process of writing behaviour support plans.

Search for this document at <www.dhs.vic.gov.au>

· Senior Practitioner – Disability Independent Person toolkit. The role of an Independent Person is to make sure that when a disability service provider plans to use a restrictive intervention with a person with a disability, the person with a disability knows when and how this will happen. The Independent Person and disability service provider must provide information to the person with a disability in a way they can best understand. Independent Persons, as described in the Disability Act 2006, have an important advocacy role in reviewing the proposed use of restrictive interventions for a person with a disability. The Independent Person toolkit was designed to give people with a disability, Independent Persons and service providers information about the role of the Independent Person and the expectations about this role. Search for the toolkit at <www.dhs.vic.gov.au>

· Senior Practitioner – Disability: frequently asked questions. To keep services informed, the Senior Practitioner’s team has developed a series of frequently asked questions (FAQs) for service providers. These are one-page fact sheets written in plain English that address commonly asked questions about using the Restrictive Intervention Data System (RIDS) and developing behaviour support plans (BSP). In 2013–14, 10 new FAQs were written. These covered behaviour support planning and the role of the Independent Person. Some of the FAQs written during 2013–14 were:

· What is a behaviour of concern?

· What is positive behaviour support?

· What is a functional behavioural assessment?

· How do we know if the interventions in the BSP are working?

· What is the role of the Independent Person?

Search for these and other FAQs at <www.dhs.vic.gov.au>
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Alison Hopewell, winner, 2014 VALID ‘Having a Say Conference’ Art Competition (Theme: ‘Our Voice’)

Monitoring and evaluating practice

Restrictive interventions reported to the Senior Practitioner

Disability service providers must report to the Senior Practitioner about their use of four types of restrictive interventions: 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 excludes the use of medications for treating an identified/diagnosed medical illness or condition. Mechanical restraint refers to using a device (such as splints and bodysuits) to control a person’s movement. This excludes devices used for therapeutic purposes or to enable safe transportation (such as a buckle guard on a seatbelt in a car). Physical restraint refers to the use of physical force which is not physical guidance (such as helping someone across the street) or physical assistance (such as helping 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; that is, ‘routine’, administered on an ongoing basis, for example, daily or weekly but reported once a month if it had been used one or more times in that month; ‘Pro Re Nata’ (PRN), administered in response to an incident when authorised within a BSP and reported at each instance of use; or ‘emergency’, administered in response to an incident but not included within a BSP.

· A copy of the 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. Any person who is subjected to restraint or seclusion in disability services in Victoria must have a behaviour support plan (or else a treatment plan if they have a compulsory treatment order).

This section summarises the Senior Practitioner’s findings in relation to:

1. Restrictive interventions reported from disability services in Victoria in 2013–14 (and, where possible, compares these findings with the previous five years)

2. The quality of and adherence to the legislation of behaviour support plans written in 2013–14 compared with the previous year

3. People on compulsory treatment orders in 2013–14.

The use of restrictive interventions in Victoria

In 2013–14, a total of 2,078 people were reported to have been restrained or secluded at least once during the year. This is 98 more people than in 2012–13. This increase is entirely due to the increase in the number of people who were subjected to chemical restraint (see Figure 1).

Figure 1 shows the trends in the use of restraint and seclusion over the past six reporting years. Compared with 2012–13, the use of:

· seclusion and physical restraint decreased in 2013–14

· PRN chemical restraint and mechanical restraint remained unchanged in 2013–14

· routine chemical restraint increased by 5 per cent in 2013–14.

Figure 1: The number of people reported to be subjected to chemical restraint, mechanical restraint, seclusion and physical restraint, 2008–09 to 2013–14
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* Reporting of physical restraint became mandatory on 1 July 2011. Data collection commenced from this date.

Approximately 68 per cent of people who were subjected to restrictive interventions in 2013–14 were males, while 32 per cent were females. These proportions have not changed over the last three years. The proportion of people reported to have autism was 44 per cent, which has not changed significantly over the last three years. The proportion of people reported to have a hearing impairment was 27 per cent, which also has not changed significantly over the last three years. The proportion of people reported to have a psychiatric disorder was 12 per cent; this has been slowly decreasing over the last six years, which may be due to more accurate diagnosis and understanding by services that prescribed medication to treat a psychiatric disorder does not constitute chemical restraint.

The trends in the use of each type of restrictive intervention, and the factors associated with these trends, are described below.

Chemical restraint

As seen in Figure 1, the majority of people who were reported to be restrained or secluded in Victoria in the last six years were administered a chemical restraint on a routine or regular basis (chemical routine). The total number of people who are routinely chemically restrained has been increasing over the last three reporting years. In 2010–11, 1,665 people were reported to the Senior Practitioner to be routinely chemically restrained; the number has increased to 1,856 people in 2013–14.

The total number of people reported to be administered a chemical PRN restraint (chemical restraint used when needed) had been decreasing between 2008–09 and 2011–12; since then, there has been no significant change in numbers between 2011–12 and 2013–14. It is important to note that these numbers do not reflect a fixed population; individuals move into and out of this group.

While the number of people who were reported to be administered chemical restraint in an emergency (where there is no behaviour support plan) decreased significantly in 2011–12 compared with the previous year and decreased slightly in 2012–13, there was an increase of 51 per cent in 2013–14 . This increase in emergency reporting is principally due to an administrative change to the RIDS database. Prior to August 2013, a BSP could be authorised with a backdated start date, but after August 2013, this was no longer possible – services had to report restrictive interventions as an emergency if there was no authorised BSP currently in place for that person.

Types of chemical restraint

The most commonly reported medications administered as chemical restraint in 2013–14 were:

4. atypical antipsychotics (60 per cent of all people reported to RIDS)

5. antidepressants (35 per cent of all people reported to RIDS)

6. mood stabilisers (26 per cent of all people reported to RIDS)

7. benzodiazapines (19 per cent of all people reported to RIDS)

8. typical antipsychotics (14 per cent of all people reported to RIDS).

Note that these percentages add up to more than 100 per cent because some people were administered more than one type of chemical restraint. There were no significant changes in these percentages compared with 2012–13.

Polypharmacy

Polypharmacy is defined as the use of two or more medications to treat the same condition (in chemical restraint this is for behaviours of concern). For example, a client who is simultaneously administered sodium valproate, diazepam and olanzapine on the same day for behaviours of concern would be an example of polypharmacy because more than one medication was administered at the same time to treat the same condition. A client who was administered sodium valproate for epilepsy, diazepam for behaviours of concern and olanzapine for schizophrenia on the same day would not be recorded as being subjected to polypharmacy as only one medication was administered to address the behaviour of concern. In 2013–14 52 per cent of all people who were administered chemical restraint were administered more than one medication to treat behaviours of concern at the same time. This percentage of people has not changed significantly since 2008–09.

Mechanical restraint

The reported use of mechanical restraint in 2013–14 showed no significant change from the previous reporting year. The use of mechanical restraint continues to be used primarily for people who show harm to self. Accommodation and respite services reported most of the mechanical restraint used in disability services, with accommodation services reporting 49 per cent and respite services reporting 40 per cent of people subjected to mechanical restraint.

Most people (78 per cent) who were mechanically restrained in 2013–14 were also mechanically restrained in 2012–13. Similar proportions were seen in previous years, suggesting that mechanical restraint is used in the long term (at least over years).

Types of mechanical restraints

While the reported use of mechanical restraint overall has shown no significant change over the last six years, the prevalence of use of each type of mechanical restraint has changed. The most commonly reported mechanical restraint in 2013–14 was some form of restrictive clothing (this includes any kind of clothing that restricts movement in any way and which the person cannot remove themselves). The use of clothing has increased from 35 people in 2008–09 to 81 people in 2013–14 (or 58 per cent of the total group who were subjected to mechanical restraint). However, as can be seen in Figure 2, the percentage of people reported to be mechanically restrained with straps, gloves and splints is significantly lower in 2013–14 than in 2008–09.

Figure 2: Percentage of reported use of the four most commonly reported mechanical restraints – adults and children, 2008–09 to 2013–14
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Our recent research into mechanical restraint has shown that having certain disabilities such as a hearing impairment, autism or difficulty with speech – all of which may involve difficulty communicating needs – puts people at risk of being mechanically restrained. Knowing the risk factors is an important step in being aware of what needs to be put in place to support an individual well. People with difficulty expressing or hearing language are more at risk of being mechanically restrained. It is possible they would be less likely to be mechanically restrained if they had an improved way to communicate.

Seclusion

The reported use of seclusion continues to decline each year. In 2013–14, 46 people were reported to be secluded. Decreases in numbers of people reported to be secluded has been seen in most service types (accommodation, respite, and community service organisations). Decreases were also found for females but not males when compared with 2012–13. Our research has shown that those at most risk of being secluded have autism, a hearing impairment and/or a psychiatric disorder (Webber et al., 2014). Fewer people with a speech impairment were secluded in 2013–14 than in previous years; this may be due to increased use of replacement skills such as alternative communication devices that enable people to communicate their needs. Fewer people with a psychiatric disorder were secluded; this may be due to better diagnosis and treatment for people with a psychiatric disorder.

Physical restraint

In July 2011, service providers were directed by the Senior Practitioner to report on their use of physical restraint for the first time. A total of 61 people (3 per cent of all those reported to the Senior Practitioner) were reported to be physically restrained in 2011–12. This increased to 102 in 2012–13, and decreased to 56 in 2013–14. One possible explanation for this increase and decease again is that services are not sure about what constitutes physical restraint. Anecdotal evidence from calls to the Office suggests that services are still unclear about this, three years after the Directions paper on physical restraint was released. To address this issue the Office intends to undertake a review of the Directions paper.

In 2013–14, more males than females were reported to be physically restrained – 84 per cent of people who were physically restrained were males. The majority of people who were physically restrained (70 per cent) were also subject to another type of restrictive intervention (chemical, mechanical or seclusion).

Those most at risk of being physically restrained were people with autism (who comprised 46 per cent of those who were physically restrained) or a hearing impairment (45 per cent). People with a psychiatric disorder (18 per cent), neurological impairment (16 per cent) or a speech disorder (14 per cent) were also at risk of being physically restrained.

The majority of people who were reported to be physically restrained were reported from a community service organisation (77 per cent).

Some types of physical restraint, such as prone restraint, are prohibited because of the risk of serious injury or death posed by using them for both the person being restrained and the staff member using the restraint. All physical restraint use must be reported to the Senior Practitioner, including the use of prohibited physical restraint. In 2013–14, seven people or (11 per cent) of those people who were physically restrained were restrained using a prohibited physical restraint. All of the services that used a prohibited physical restraint were followed up by the Senior Practitioner’s Integrated Health Care team.

Behaviour support plans

Any person who is subject to restraint 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. The Office conducts regular reviews of BSPs for:

· legislative compliance as specified in the Disability Act 2006

· relevant clinical information – for example, whether the BSP takes into account relevant medical information

· the presence of evidence-based quality components of a BSP using the Behavior support plan – quality evaluation II (BSP-QE II) (Browning-Wright et al. 2003) – for example, the presence of a functional behaviour assessment.

Legislative and clinical reviews of behaviour support plans

Each year since 2011–12, 3 per cent of BSPs have been critically reviewed for how well they meet the requirements of the Disability Act. The focus of these reviews is to assess how people are meeting their legislative requirements, provide clinical feedback on individual plans, and support improved practice across the sector. While the reviews undertaken may not be a representative sample of all the BSPs developed and used across the state, the outcome of these reviews provides qualitative feedback to the Senior Practitioner and a snapshot of how plans are developed in consideration of each individual’s needs and the legislation.

In 2013–14, 100 BSPs were reviewed, using an operationally defined rating scale. The findings from these reviews show an improvement across the majority of legislative requirements from 2012–13 to 2013–14. Services have demonstrated improvements in their planning and consulting processes, and in implementation of the BSPs. Most notably, services are getting better at defining the behaviour of concern, the context where the behaviour is more likely to occur, and what works well in reducing those behaviours. One hundred per cent of BSPs that were reviewed provided the service provider’s name and the Independent Person’s details. It should be noted, however, that provision of these details is necessary in order for BSPs to be authorised and submitted to the Senior Practitioner via RIDS and may not accurately reflect the engagement of the nominated Independent Person in the functions as defined in the Act. (See ‘Audit of Independent Persons on the Restrictive Interventions Data System’ on page 31).

Other areas where services have improved include:

· providing a description of staff responses to the behaviour

· identifying de-escalation techniques, using a hierarchy from least restrictive to most restrictive

· identifying behavioural goals

· identifying environmental strategies

· identifying replacement behaviours being taught.

These results may reflect the workforce development initiatives facilitated through the Office, including the provision of direct feedback to service providers on the content of their BSPs. The Office expects that by continuing to provide this type of feedback, the capacity within the sector to write plans which fulfil legislative requirements and meet best practice standards will continue to increase, resulting in positive outcomes for clients.

The quality of behaviour support plans

The Senior Practitioner uses the Behavior support plan – quality evaluation II (BSP-QE II) 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 in the United States for children, it was validated by the Senior Practitioner for use in Victoria with adults with an intellectual disability and found to be a valid and reliable assessment of the quality of BSPs written for adults living in Victoria (Webber et al., 2011a). In previous work, the Senior Practitioner also found evidence that BSP quality impacts on restrictive intervention use – that is, higher quality is associated with a reduction in the use of restrictive interventions (Webber et al., 2011b). More recently, evidence has found that higher-quality plans as determined by the BSP-QE II are more likely to result in decreases in the use of restrictive interventions than lower-quality plans (Webber et al., 2012).

The Office completed a quality review of 307 BSPs received in 2013–14 (12 per cent of BSPs received in 2013–14) and compared these to the results of the 414 quality reviews completed of BSPs written in 2012–13. The overall quality of BSPs has increased slightly and, on average, services are achieving a quality score of 11.75 out of a maximum possible score of 24. While this is below the standard of 13 required to decrease the use of restraint and seclusion (Webber et al., 2012), when compared with the previous year’s average of 10.34, it is an improvement. This improvement can be seen across individual BSPs, as well as across day programs, accommodation services and respite services (see Figure 3).

These improvements are likely to be related to several strategies put in place by the Senior Practitioner, including the new RIDS-eBSP toolkit that was released in July 2013, the BSP toolkit training that commenced in July 2013, and the positive behaviour support four-day workshops that were run in May and October 2013 (see ‘Four-day course on positive behaviour support’ on page 30).

Figure 3: Average quality of BSPs, 2012–13 and 2013–14
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Figure 4 shows the average score in the different quality components of the BSP-QE II in 2012–13 and 2013–14.

As can be seen in Figure 4, BSPs written in 2013–14, as rated by the BSP-QE II, continued to provide a good description of:

· triggers – the predictors of behaviours of concern

· behaviours – the behaviours of concern

· functions – the functions, or what the person is trying to communicate by using the behaviours of concern

· setting events – the factors that make the behaviours of concern occur

· environment – environmental changes staff should make to reduce the likelihood the person will show the behaviours of concern

· de-escalation – de-escalation strategies staff should use when a person shows the behaviours of concern.

Figure 4: Average score in quality components of the BSP-QE II, 2012–13 and 2013–14

[image: image9.png]Score on the BSP-QE Il component

Quality component on the BSP-QE Il

10 2012-13 201314




Compared with 2012–13, in 2013–14 more information was included in BSPs about team coordination, replacement behaviours and teaching skills. Increases in team coordination scores are largely due to changes to the RIDS electronic BSP in 2013–14, which require BSP writers to insert information about who wrote the plan. Increasingly, BSP teams are including skill development strategies, although few replacement behaviours are being included. BSP teams are still neglecting to include information about:

· review – how and when the BSP will be reviewed over time

· goals – the goals of the BSP

· reinforcement – how the person will be encouraged or rewarded to use the replacement behaviour.

How using a replacement behaviour with rewards works

Replacement behaviours teach the person a more appropriate behaviour to use to get their needs met instead of having to use the behaviour of concern. In the following example Jamie was not able to use verbal language to communicate to his support workers and therefore had no way to let the staff know when he needed to use the toilet. The staff used restrictive clothing that he could not remove. Unfortunately the restrictive clothing didn’t help him learn how to communicate to staff his need to use the toilet, so Jamie spent a lot of time in restrictive clothing. A decision was made to work with Jamie so he could use key words and picture signs, and rewards were given when he used his key words to communicate. By teaching Jamie functional communication and rewarding the use of this skill, staff were able to remove the need to use restrictive clothing and Jamie has learnt a new skill and become more independent; it was a win-win for Jamie and his staff.

	Jamie is a young adult male who has epilepsy and autism. He has been a client of respite services for over 10 years. Respite staff noticed that Jamie appeared to be able to use his bowels at will, but while watching TV or during the night might soil himself and smear. He required full supervision when toileting and a structured toileting program was put in place for him.

Respite staff taught Jamie to use a communication key word and picture signs to let staff know when he wanted to use the toilet. This was a replacement skill for Jamie, who was not able to verbally communicate his need to use the toilet. Staff used charts to work out when the communication key words worked and what else Jamie needed.

Staff found that a program of rewards for successful toileting worked really well. Jamie was given a zip lock bag containing a couple of lollies when he used the toilet, and this was given instantly and consistently by all staff. This reward helped Jamie learn that he would be rewarded if he used the key words to communicate his need to use the toilet.

This strategy was used for approximately six months and now staff only use verbal praise when Jamie has been successful in using the toilet. Although the restrictive clothing is still available for staff to use if they think it is needed, there has been no record of the clothing being used for the last six months.


Restrictive interventions audit review

Under Part 3, Section 27 (2)(c) of the Disability Act 2006, the Senior Practitioner has special powers to investigate, audit and monitor the use of restrictive interventions and compulsory treatment.

The Integrated Health Care team began conducting restrictive intervention audits in 2013. The following information is based on audit data for the 2013–14 reporting year. Overall seven services were audited from July 2013 to June 2014: one operated by Department of Human Services and six community service organisations, across three divisions (North, South and East). Within these seven services, 39 individual cases were audited for compliance with the Act. All individuals had a diagnosis of intellectual disability and 23 had a co-morbid diagnosis of autism spectrum disorder.

Of the 39 individual cases, 31 individuals were reported to be subjected to chemical restraint, 26 of these 31 individuals were not reported correctly, and 16 of the 31 individuals required further investigation for a variety of reasons, including ‘did not have a current authorised BSP’, ‘diagnoses unclear’, ‘reasons for prescribed use unclear’, and ‘disparity between BSP and treatment sheet’. One person was subjected to mechanical restraint (body suit); this was reported correctly in the BSP but incorrectly reported on RIDS. Three people were identified as being physically restrained, but only one was reported on RIDS. One person required follow-up to establish the nature of the restraint. Two people were subjected to seclusion; both were included in their respective BSP but only one was reported on RIDS. Each person whose RIDS recording was incorrect is being followed up individually and assisted by a practice advisor on the team.

The following is a summary of the recommendations provided to services following non-compliance with Part 7 of the Disability Act 2006:

· BSPs did not contain all restrictive interventions in use, therefore they were used without authorisation (s. 141).

· Restrictive interventions were in use without authorisation and other related requirements were not met (s. 141).

· BSPs have expired and restrictive interventions continued to be used (s. 143).

· The use of restrictive interventions has not been reported to the Senior Practitioner (s. 147 and s. 148).

· Residents did not have access to all common areas of the premises (s. 58).

· Residents did not have access to their own property (s.58; also s. 20 of the Charter of Human Rights and Responsibilities Act 2006).

· Physical restraint was included in BSPs despite this being prohibited (footnote 7 of the Direction).

Other non-complying restrictions included lack of access to food or drink (kitchens locked or barricaded), lack of toilet paper in bathrooms, residents detained in a separate section of the house and only permitted to exit with staff supervision, and residents not permitted to independently leave premises despite having the skills to do so and having shown the ability to do so safely.

Further concerns of note included BSPs being developed in the absence of functional behaviour assessments, failure to incorporate other assessments (e.g. occupational therapy, speech pathology, psychology), lack of understanding as to what constitutes replacement behaviours, inclusion of punishment procedures, and lack of clarity regarding diagnoses and treatment. It was also found that area/cluster managers were making decisions without the authority to do so under the Act, and that authorised program officers (APO) were too distant from decision-making processes regarding the use of restrictive interventions.

In addition to identifying areas of non-compliance, which has led to the Office making specific recommendations to providers about those matters, audits have also led to improved communication and joint development of BSPs between day placements and residential services, and to improved understanding of mental health issues and the importance of developing mental health plans as outlined in the Residential services practice manual.

Compulsory treatment monitoring

A small percentage of people subject to restrictive interventions are detained or supervised at all times for the purpose of treatment because they pose a significant risk of harm to others. In 2013–14, 38 people, or 1 per cent of the people reported to the Senior Practitioner, were subject to a type of compulsory treatment order. Part 8 of the Disability Act allows for the provision of civil detention in the community through a supervised treatment order (STO), which is applied for and made by the Victorian Civil and Administrative Tribunal (VCAT). This part of the Act also permits court-mandated detention and treatment in a residential treatment facility through orders such as residential treatment orders, parole, custodial supervision orders and extended supervision orders.

The Senior Practitioner is responsible for supervising the implementation of treatment provided to these people through monitoring of the approved treatment plan and ensuring it will be of benefit to the person. The authorised program officer (APO) is responsible for implementing the treatment plan, monitoring it, and reporting back to the Senior Practitioner on the person’s progress in their treatment. The Senior Practitioner issues a treatment plan certificate to the APO with directions regarding variations to the treatment plan and specifying the period of approval for the plan. Monitoring requirements are also stipulated. The Office of the Public Advocate (OPA) is also a party to these treatment plan reviews and can make an application to VCAT directing the APO to make an application for a supervised treatment order if OPA is concerned a person is being detained unlawfully. VCAT determines whether a treatment plan is appropriate (having regards to specific criteria) and may confirm or vary a treatment plan. VCAT will issue an order for the duration of the treatment plan or in line with the outcome of the hearing.

Client demographic data

The number of people subject to compulsory treatment is very small in comparison to the overall number of people who are reported to the Senior Practitioner under Part 7 of the Disability Act. All of the clients subject to compulsory treatment in 2013–14 were adult males. Since 2008, only two females have been subject to compulsory treatment. The majority of the types of harm and offending behaviour which resulted in people being subject to a supervised treatment order or residential treatment order has included violent (non-sexual), sexual and fire-setting behaviours.

The age of people subject to compulsory treatment in 2013-14 ranged from 18 years to 63 years (with an average age of 39 years) and every person in this group had some level of intellectual disability, ranging from a moderate–severe disability to a mild disability. The person’s level of functioning, as well as other variables, has a significant impact on the nature of treatment which is deemed to be beneficial for the person. This is another legislative criterion which the Senior Practitioner must be satisfied is addressed within the treatment plan.
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Of the 38 people subject to compulsory treatment in 2013–14, 26 people resided in the community with an STO, and 12 people resided in a residential treatment facility. Due to the review periods specified for treatment plans and/or the expiration of orders, some people may have transferred from the residential treatment facility to the community during this reporting year.

During 2013–14, 44 VCAT hearings were attended by the Compulsory Treatment team to fulfil the functions of the Senior Practitioner under the Disability Act. Some hearings were heard in chambers; this meant that attendance was not required at VCAT and the Tribunal member relied on written submissions prepared by relevant parties to make an order.

Over the previous two reporting years the average duration for treatment plan certificates was 10 months. In 2013–14, the average duration for a treatment plan was eight months, with the majority (59%) being approved for 12 months, which is the maximum length of time a treatment plan can be approved for. It is not uncommon for people who are subject to compulsory treatment to have subsequent orders made to extend the treatment, in some cases recurrently. If it is necessary to issue a new treatment order, there is the opportunity at that time to reduce the restrictions in response to changes in the person’s risk manageability and needs. During the period between the commencement of the Act in July 2007 and June 2014, the length of time people have been on compulsory treatment orders has varied between 1 month and 5 years, with the average being 28 months.

During 2013–14, 10 interim STOs were made by VCAT. The purpose of these orders is to allow the APO to commence implementation of an approved treatment plan until the STO is determined by VCAT. The Senior Practitioner also issued two assessment orders for the maximum period of 28 days under the Disability Act. The purpose of assessment orders is to allow for the detention of a person to manage the significant risk of harm towards others while assessments are being undertaken to enable a treatment plan to be prepared for that person, when an application for a STO is considered necessary as the least restrictive intervention The Senior Practitioner will only make an assessment order in rare circumstances – typically in response to a significant deterioration or change in behaviour.

While these orders are highly restrictive in that they limit a person’s liberty or freedom of movement to manage their risk of harm towards others, in order for the Senior Practitioner to approve the treatment plans they must be of benefit to the person and present a pathway for less restriction over time. Therefore, the fluctuation in numbers of orders over the years may reflect the successful progression of people through ‘step downs’ (or decreases in supervision) to enable their order to be revoked and a less restrictive plan, such as a BSP, to be developed to continue supporting the person. Reductions in restrictions are a legislative requirement of the treatment plan and should be developed and implemented following the person’s increased practice and maintenance of skills to manage their behaviour and respect of others’ safety in community settings.

All types of restrictive interventions that the person may be subject to, including supervision and/or detention, environmental management systems, chemical restraint, mechanical restraint and/or seclusion, must be specified within a treatment plan. All types of restraint are subject to comprehensive review and monitoring and cannot be used without an approved treatment plan. Physical restraint cannot be included within a treatment plan.

During 2013–14, 47 per cent of people who were subject to compulsory treatment (18 people) had some form of additional restrictive intervention beyond supervision and detention. All 18 people were reported to be chemically restrained. In addition, three of the 18 people were also reported to be subjected to seclusion and one of the 18 people was also reported to be mechanically restrained.

The next analysis compared those people who were detained and subject to restrictive interventions (18 males) with all the other adult males who were subject to restrictive interventions but not detained in 2013–14 (1068 males).

The RIDS data showed that the same proportion of males were mechanically restrained in each group (6 per cent in both cases) and a similar proportion were administered routine chemical restraint (100 per cent of those on a compulsory treatment order who were restrained and or secluded compared with 90 per cent of other adult males reported to RIDS).

The RIDS data showed that, compared with all adult males, a greater proportion of people who were subject to compulsory treatment were:

· secluded (17 per cent compared with 3 per cent of other males of all adult males reported to RIDS)

· physically restrained (22 per cent compared with 3 per cent of all adult males reported to RIDS).

Proportionately fewer males on compulsory treatment were administered PRN chemical restraint compared with other adult males reported to RIDS (5 per cent compared with 17 per cent).

In terms of the Senior Practitioner physical restraint direction 2011 and compulsory treatment, should unplanned emergency physical restraint be used on two occasions during the life of a treatment plan, the Senior Practitioner may then direct the service provider to develop a planned emergency response on RIDS and submit it to the Senior Practitioner for consideration. If approved, this plan would then need to be submitted to VCAT for consideration as an appendix to the treatment plan and as a material change to the compulsory treatment order. Thus far, no planned emergency physical response plan has been approved by the Senior Practitioner for compulsory treatment clients; however, four people were subject to physical restraint during 2013–14.

All clients subject to compulsory treatment are subject to varying levels of supervision, which can include restricting the person’s access to the community independent of staff, and monitoring of the person’s reading, visual material and internet access. Supervision is not reported to the Senior Practitioner via RIDS. Instead, the APO is responsible for submitting – at a frequency specified in the treatment plan – implementation reports to the Senior Practitioner on the person’s progress in their step-downs and the implementation of the approved treatment plan.

Material changes to treatment plans

A material change is a variation to a treatment plan that no longer reflects the terms that all parties originally intended (those approved by the Senior Practitioner and VCAT). To be a material change, this variation in the plan must be considered to be ‘significant and relevant’ – for example, affecting important parts of the plan or the rights of the person. An example of a material change would be an increase or an addition of chemical restraint for a person beyond what was agreed to in the approved treatment plan. Since no variation can be made to plans during the life of a compulsory treatment order unless approved by VCAT, this increase in chemical restraint for a person requires the APO to make an application to VCAT and request this change be reviewed and considered prior to administering this medication. If this application is approved by VCAT and the Senior Practitioner, the treatment plan is varied accordingly but the same compulsory treatment order remains in effect.

If an emergency situation arises – for example, the person’s risk of significant harm towards others has increased – the Senior Practitioner can, under the Disability Act, approve this material change so it can be implemented immediately, and this change will be subsequently heard by VCAT. The Senior Practitioner can only approve these material changes in an emergency situation (for example, where PRN medication or seclusion is needed) and, if this change is likely to occur again in the foreseeable future, the APO must lodge an application with VCAT to review and vary the treatment plan.

During 2013–14, seven material change applications were lodged with VCAT, and all were subsequently approved. Four of the material change applications were related to emergency material changes that were approved by the Senior Practitioner. The number of material change applications doubled in 2013–14 compared with 2012–13.

Revocation

Under the Disability Act, the Senior Practitioner, APO or the person with a disability can apply to VCAT to have an STO revoked at any time. As a safeguard to protect the rights of the person subject to compulsory treatment, an STO cannot just expire. Prior to the expiration of any STO, the Senior Practitioner and VCAT must review supporting documentation to decide if the person continues to meet the legislative criteria for compulsory treatment and the use of civil detention. 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 in order for a decision to be made regarding revocation of the order. Supporting documentation to inform the revocation of an STO may include an updated forensic risk assessment, an alternative plan such as a crisis or safety plan to demonstrate how the person can be supported under less restrictions, and/or evidence in the form of progress data showing how the person’s risk manageability has changed over time.

Prior to preparing a submission to VCAT, the APO and the Office liaise about the person and review the reasons that the STO is no longer applicable. This discussion assists both parties to prepare separate submissions to VCAT outlining the legislative criteria and the reasons the person no longer meets the criteria.

The supporting documentation and submission are all reviewed at a revocation hearing at VCAT. If VCAT decides that the person no longer meets the criteria for a STO, the order is revoked. In these circumstances, although the intensity of the person’s treatment may decrease and will be less restrictive, continued services for the person are organised. For example, if the person continues to be subject to restrictive interventions (including ongoing community-based supervision in the absence of detention), then a BSP under Part 7 of the Disability Act is necessary.

There are circumstances where an order may be revoked outside of this process, for example where a person has entered or returned to the justice system and/or is no longer is residing at the residential service. Another circumstance where an order has been revoked occurred within a VCAT hearing at which the APO had applied for a renewed STO but the application was declined. In circumstances such as these, the Senior Practitioner, OPA or the person’s legal representative may argue that the person does not meet the criteria, and accordingly a compulsory treatment order cannot be made.

During 2013–14, eight compulsory treatment orders were revoked by VCAT. Of these eight revocations, the Senior Practitioner made one application for a rehearing to review the decision of revocation made by VCAT. This application was subsequently withdrawn for a number of reasons but this person’s circumstances continue to be intensively monitored by the Senior Practitioner. The number of revocations made has doubled in 2013–14 compared with 2012–13.

All people who have had their orders revoked are reviewed and monitored by the Compulsory Treatment team on behalf of the Senior Practitioner for at least a six-month period 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 with regard to restrictive interventions and BSPs. Follow-up from the Office ensures that the person’s risk continues to be effectively managed in accordance with the Disability Act.

This follow-up conducted by the Office allows for information to be gathered about the framework of support available post-revocation, and this information guides advice around future strategies and pathways for persons who have been subject to civil detention to transition safely into the community without the need for compulsory treatment. This information will be further supported by the outcomes of the compulsory treatment project currently being undertaken by the University of Melbourne in collaboration with the Office, which is expected to be completed in 2014–15.

Undertaking projects to deliver evidence-informed outcomes

The Senior Practitioner – Disability undertakes a number of projects each year that respond to findings of previous research and address significant practice issues. The focus of these projects is to:

9. Build the capacity of services to provide good outcomes to the people they support

10. Evaluate a current situation to get a better understanding of the factors at play.

Projects building the capacity of services

This year the Office progressed nine projects that resulted in advice or information to services, professionals and professional organisations about how best to support vulnerable Victorians.

Anti-libidinal medication use in people with intellectual disability who sexually offend

It has been well established in the research literature that a significantly higher proportion of sex offenders with an intellectual disability have histories of childhood victimisation compared with mainstream populations. The requirement to identify, manage and treat people who have deviant sexual behaviour pervades contemporary clinical practice in criminal justice, mental health and disability services. One of the most significant shortfalls in service provision relates to people with an intellectual disability who sexually offend. Following an examination of restrictive interventions data it was identified that some people with an intellectual disability who were prescribed anti-libidinal medications were not being appropriately monitored both from a human rights perspective (provision of consent) and a medical perspective. The OPP engaged the Centre for Forensic Behavioural Science at Swinburne University to review current research in this area, and make recommendations regarding anti-libidinal medication use for this population, and to examine the issues of risk assessment, the need for expert involvement and assessment, other treatment options and guidelines, medical monitoring, and informed consent. The final report will provide guidance to both clinical and non-clinical staff. The report provides a framework in which to utilise these medications. The report will be ready for publication in 2015 and will be circulated to the College of Psychiatrists, the Royal College of General Practitioners, the Australian Psychological Society, all disability service providers, and other agencies and organisations with an interest in disability services including the Office of the Public Advocate and relevant professional associations.

Building capacity to assist adult dual disability clients access effective mental health services

Despite the high prevalence of mental health issues in people with intellectual disability, adults with dual disability (intellectual disability and mental illness) have been shown to access mental health services proportionately less than people in the general population. The Office engaged the Centre for Forensic Behavioural Science at Swinburne University to review approaches to service provision within this area. The report revealed several deficiencies in existing service systems that prevent optimal care for people with a dual disability, particularly around access to specialist treatment, continuing care, inpatient units, crisis intervention, strong collaborative relationships between service providers, and a whole-of-government service response. The report of this project is informing work underway to improve service access for people with a disability.

Scoping the knowledge and skills of mental health nurses working with people who have a co-occurring intellectual disability and mental illness

At present mental health nurses receive little training in their academic qualification to support them to work effectively with people who have co-occurring intellectual disability and mental illness. In the absence of specific and formal training, nurses rely on standard mainstream assessments and treatments that do not necessarily take into account the needs of people with an intellectual disability. In 2013, the OPP engaged the Centre for Psychiatric Nursing (CPN) at the University of Melbourne to identify the current gap in education and training of mental health nurses working in acute settings with patients who have an intellectual disability and are suspected of having a co-morbid mental illness or high levels of risk that cannot otherwise be managed in community settings. An online survey and focus groups will be conducted by the CPN and, following an analysis of the results, a report will be submitted to the Senior Practitioner – Disability. This will inform future collaborative work with the Chief Mental Health Nurse Victoria to improve outcomes for people with a disability engaging with mental health nurses.

General practitioner guidelines for the medical assessment and management of behaviours of concern in people with intellectual disability

A significant finding drawn from the report Disability, mental health and medication: Implications for practice and policy (2010) highlighted the need for general practitioners (GPs) to receive specific information on the provision of healthcare to people with intellectual disability, including on the assessment of people presenting with changes in their behaviour, the appropriate use of medication, and ways to engage and collaborate with existing services and supports. It was also identified that there was a need for GPs to understand and effectively use available referral pathways. In 2013, the OPP engaged the Centre for Developmental Disability Health Victoria (CDDHV) at Monash University to develop the following resources for GPs:

11. Downloadable written guidelines to be held on a repository at key websites including the Royal Australian College of General Practitioners, CDDHV and Department of Health and Human Services websites

12. Online educational modules for GPs regarding assessment, management, referral pathways and medication management for people with intellectual disability presenting with behaviours of concern

13. Peer-reviewed papers in journals read by GPs (e.g. Australian family physician)

14. Articles in GP newsletters to explain and promote the guidelines and modules.

It is expected that the modules will be available in 2015.

Victorian roadmap for achieving dignity without restraint

The Victorian roadmap for achieving dignity without restraint was commissioned by the Senior Practitioner in 2009 to provide strategies (a roadmap) for organisations to use to reduce their use of restrictive interventions. The Roadmap resource guide was subsequently developed in partnership with Associate Professor Paul Ramcharan (RMIT University) and disability service organisations.

In 2013, the Office funded a pilot of the Roadmap in two disability service organisations and evaluated changes at the end of a six-month period. Associate Professor Ramcharan provided training to these organisations which focused on finding ways to promote human rights, choice and wellbeing for people with a disability. His training enhanced participants’ understanding of the cause of behaviours of concern and focused on providing opportunities and interactions to effectively address these causes.

The evaluation of the Roadmap training showed that staff found that their implementation of the Roadmap had led to improved choices for people with a disability and, for some, an extension of social networks. Over the six-month trial period, improved staff–client interactions were widely recounted and a decreasing trend in behaviours of concern among study participants was observed.

Search for the Roadmap at <www.dhs.vic.gov.au>

The final report on the implementation of the Roadmap will be available in the near future on the web.

Using data to reduce restrictive interventions

Using data to monitor changes is recognised nationally as a core restraint reduction strategy (National framework for reducing and eliminating the use of restrictive practices in the disability service sector, 2014). One of the first things services can do is an audit of their clients’ needs and the organisation’s use of restrictive interventions. In this project, the Senior Practitioner – Disability partnered with a large disability service organisation (the organisation) to commission work by Dr Ben Richardson from Deakin University to find out what data was important for organisations to collect and monitor. The project sought answers to three main questions:

15. Which client demographics (e.g. gender, age) and disability types are associated with increased risk of restrictive intervention use?

16. Are all client demographics (and therefore needs) the same across similar services in Victoria?

17. How did the use of restrictive interventions in this organisation compare to other similar organisations in Victoria?

The findings of this project showed that clients with autism, a psychiatric disorder or a hearing impairment were more likely to be subjected to restrictive interventions than clients who did not have these disabilities. In addition, the organisation had a larger proportion of people with these disabilities than other disability service organisations in Victoria. The results also showed that clients with autism, a hearing disability or a psychiatric diagnosis within the organisation received lower rates of restrictive interventions compared to the other services within Victoria. The results also identified those individuals who were subjected to more restrictive interventions than others who could be followed-up by the organisation.

Promoting Dignity Grants 2014

Consistent with the Office’s vision to promote and safeguard the rights and quality of life of vulnerable Victorians through practice leadership and reform, the Senior Practitioner commenced the seventh annual round of Senior Practitioner – Disability: Promoting Dignity Grants in March 2014. These grants enable service providers to try alternative support strategies with the aim of minimising the use of restrictive interventions. Small grants of up to $2,000 were made available to nine disability support professionals working for the Department of Human Services or community service organisations. The focus of the applications this year was to assist a person to learn a new skill that would help them to become more independent. Teaching replacement skills that people can use in place of behaviours of concern is particularly useful in helping people to effectively meet their needs.

Final reports describing results of the grants have been received by the Senior Practitioner. Findings will be presented at the Senior Practitioner – Disability Seminar in October 2015.

Four-day course on positive behaviour support

This intensive positive behaviour support (PBS) course was designed by staff within the Office to provide services a comprehensive introduction in the use of positive behaviour support to reduce behaviours of concern. It was developed to help services improve the quality of their behaviour support plans because previous research by the Office had shown that behaviour support plans (BSPs) reaching a certain standard resulted in less use of restrictive interventions (Webber et al. 2012).

The first part of the course focused on assisting participants to develop a high-quality behaviour support plan using the electronic BSP toolkit template as a guide. The second part of the course covered the use of the Behavior support plan quality evaluation guide II (BSP-QE II, Browning Wright et al. 2003) to help services check how well they met the quality standards of a BSP. Services were encouraged to reflect on their policies around restrictive interventions and behaviour support and how they might implement the guide back in their service.

The training course was piloted in May and October 2013, with representatives from 25 disability service providers in attendance. Results suggest that the training enables support workers to consistently develop quality BSPs that are to a standard associated with reductions in restrictive interventions. The final evaluation report of this project will be presented at the Senior Practitioner Seminar 2015.

Compulsory treatment practice guide and e-Treatment plan

The Office is currently finalising specialist practice resources for service providers who support clients subject to compulsory treatment under Part 8 of the Disability Act. These resources include a practice guide and an electronic treatment plan embedded within the Restrictive Interventions Data System (RIDS). The Compulsory treatment practice guide is anticipated to be a user-friendly tool that will provide practice guidance for staff to meet legislative requirements and ensure effective client outcomes. The aim of the e-Treatment plan is to increase consistency in practice standards and support service providers to adhere to their legislative responsibilities for compulsory treatment.

Projects evaluating a current situation

Five projects evaluated a current situation in Victoria to get a better idea of the main factors affecting that situation that need to be understood in order to assist services to provide best practice. The results of these projects will be used by the Office to design evidence-informed guidance and information to support services on how best to support people with a disability who have high needs.

Compulsory treatment – client pathways project

A research project is currently underway investigating the characteristics and accommodation changes of clients who completed a term of compulsory treatment between 2007 and 2014. The project aims to better understand the characteristics of this group and describe how the introduction of compulsory treatment under the Disability Act 2006 has functioned to influence the accommodation pathways before, during and after the term of their detention. The project also aims to determine whether or not there are differences between clients who were imprisoned during the study period and clients who were not. At the completion of the project the Office will have a comprehensive analysis of the small group of clients who have been subject to this unique legal framework. The research will make recommendations to improve the responsiveness of the treatment process for these clients and identify areas for further research.

Audit of Independent Persons on the Restrictive Interventions Data System

An Independent Person is involved when a disability service provider plans to use a restrictive intervention with a person with a disability. The Senior Practitioner – Disability collects information about the name and contact number of the Independent Person on the Restrictive Intervention Data System (RIDS). The Independent Person plays an important advocacy role on behalf of the person with a disability. In order to carry out this task, they need to see the person’s behaviour support plan (BSP).

The Senior Practitioner – Disability was interested to know how Independent Persons had found their role and to hear any comments or concerns they had about carrying out their role. Three hundred and forty independent people were called between May and September 2013; a total of 96 people were able to be contacted.

Of the 96 people who were contacted, 77 per cent agreed they had acted as an Independent Person in the previous 12 months. Of these, 84 per cent stated that they had seen a copy of the BSP. Of these, 42 per cent responded that they felt they were able to explain to the person with a disability the contents of the BSP.

Of those who had acted as an Independent Person within the 12-month period, 38 per cent provided feedback to the Senior Practitioner – Disability. Most comments showed an appreciation for the service provider (staff and/or supports) and the work of the Senior Practitioner – Disability team, and for the importance of the role of the Independent Person. Many said they would like more information about their role.

Initial actions taken in response to these finding have been to update the Independent Person toolkit and produce a ‘frequently asked question’ fact sheet.

Search for these two resources at <www.dhs.vic.gov.au>

The Mechanical Restraint Project

Monitoring by the Senior Practitioner showed that the number of people subjected to mechanical restraint had not changed from 2008–09 to 2011–12 and had increased by 20 per cent from 2011–12 to 2012–13. In addition, between 64 and 77 per cent of people who were mechanically restrained each year were also mechanically restrained in the subsequent year, suggesting a long-term use of mechanical restraint (at least over two years). While these results are consistent with other findings in other parts of the world, recent research by Williams and Grossett (2011) suggested that the use of mechanical restraint can be decreased significantly (80 per cent over 17 months) by using an organisational change strategy.

To address the increase in the use of mechanical restraint a project was commissioned by the Office to be undertaken in three phases as follows:

18. Find out what individual characteristics put a person at risk of being mechanically restrained in disability services in Victoria

19. Examine the files of 40 people who had been mechanically restrained on multiple occasions over at least two years (2011–12 and 2012–13) from a bio-psycho-social perspective to gain an understanding of unmet needs across the domains of health, communication, behaviour support, and sensory needs

20. Use this knowledge to assist service providers find alternatives to mechanical restraint for these individuals.

The results of the first phase of the project showed that having certain disabilities, such as a hearing impairment, autism or difficulty communicating needs, were risk factors associated with the use of mechanical restraint. Children were more at risk of being mechanically restrained than adults. Proportionately more people in shared supported accommodation were mechanically restrained than people accessing respite.

The second phase of the project is still underway and encompasses a detailed investigation of 40 individual cases of people who had been subjected to mechanical restraint over at least two years and who were subjected to this restraint on a fairly regular basis (daily or weekly). The aim is to find out the needs of the persons restrained, the form and frequency of the restraints used, and the clinical and systemic contexts potentially contributing to the use of these restraints.

The third phase of the mechanical restraint project will focus on 10 individual cases. It will clarify any unmet needs or deficits in information about these individuals that might contribute to the continued use of mechanical restraint. The data collected in phase three will be combined with the findings from phases one and two, and used to assist support staff to formulate action plans to address the inappropriate use of mechanical restraint.

A review of chemical restraint use with former Kew Residential Services (KRS) residents under the Intellectually Disabled Persons’ Services Act 1986 and the Disability Act 2006

In 2007, the former Intellectual Disability Review Panel recommended that 82 former KRS residents receive an independent review of psychiatric diagnoses and treatment to ensure that there was an optimal response to their needs. In 2008, the Senior Practitioner contracted the Centre for Developmental Disability Health Victoria (CDDHV) to complete these reviews. In 2013, the Office engaged Deakin University to review the findings of 54 people in the original cohort who are still reported on the Restrictive Interventions Data System (RIDS), to assess the degree to which the recommendations from the CDDHV 2008 review have been met by services. The report of this review will be available in 2015.

Chemical restraint use with people with a disability over the age of 55 reported on the Restrictive Intervention Data System (RIDS)

Older persons display more vulnerability to adverse effects and toxicity from many psychotropic medications. In 2013, the Office commissioned Deakin University to lead a project focused on people with a disability living in both Department of Human Services and community service organisation group homes who were aged over 55 years and subject to chemical restraint. The outcomes of this project will contribute to the knowledge base of the use of chemical restraint on people with disabilities and encourage collaboration with external stakeholders to further the focus on the reduction of restrictive practices in the sector. The project will also provide more robust data to inform the future work of the Office in the reduction of chemical restraint, particularly with this population. The report of this review will be available in the near future.
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Joyce Davies, winner, 2015 VALID ‘Having a Say Conference’ Art Competition (Theme: ‘Change Your Future’)

‘People in a thunderstorm at Greensborough Shopping Centre’

Supporting best practice through advice, partnerships and consultation

The core role of the Office is to drive best practice that delivers positive client outcomes through working with people and organisations to improve clients’ quality of life, protect them from harm, promote their development and safeguard their rights.

Incumbent on the Office is the responsibility to provide practice and professional leadership through engagement, consultation and partnership.

This section describes the activities undertaken to support best practice through provision of advice and consultation and by building partnerships. Although the Office has a remit across a broad field of practice, the activities can be conceptualised in the following themes:

· Provide advice based on contemporary evidence-informed practice approaches and knowledge

· Facilitate and enable clinical consultation with experts in complex aspects of human service provision

· Lead practice through partnerships with peak bodies and professional organisations regarding professional learning.

Clinical assessments

Staff across the Office of Professional Practice are trained to use multiple clinical assessment tools. In exceptional circumstances where expertise cannot be sourced locally by a service, staff in the Office can conduct these assessments.

The Compulsory Treatment team are trained in a number of risk assessment and management tools and are able to undertake these assessments themselves, or review and make recommendations based on assessments completed by other clinicians.

The psychologists on the team are able to conduct psychological assessments for adults (with or without an Independent Person) and for children and adolescents, and often refer them to other practitioners. The Practice Leader for Research has also used validated assessments to inform research and service development projects.

Examples of assessments completed this year include a risk assessment for a client as part of his court report; an independent assessment of a child for autism spectrum disorder to inform the case plan; and an assessment to inform the court disposition report for a child protection client.

	Susan and Michelle’s story – how positive leadership and quality practice helped change their lives
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Michelle (left) and Susan

Susan and Michelle lived for many years in a congregate residential institution for people with a disability. When they moved into a new supported accommodation home they met Melissa, who was the house supervisor. This is the story of their journey together over the last seven-and-a-half years.

At the time Susan and Michelle moved into their new accommodation, they had for many years both been subject to high levels of restrictive interventions, including chemical restraint and seclusion. When Melissa first met with Susan and Michelle she was very concerned not only by the level of chemical restraint being administered but also by the type of medication being used. Both Susan and Michelle had been prescribed chemical restraint to manage their behaviours of concern in the form of older types of antipsychotic medications, yet neither had a diagnosed mental illness that these drugs were approved for.
About seven years ago the Office of the Senior Practitioner began working with the then regional staff to engage the services of a private psychiatrist with experience in supporting people with a disability, to review a number of cases including those of Susan and Michelle. Melissa and the psychiatrist developed a plan to reduce Susan and Michelle’s medications. As both Susan and Michelle had serious behaviours of concern, Melissa needed to work closely with the rostered house staff to get them on board with this plan.

Melissa, who is a nurse, needed to explain to both house staff and day placement staff the reason behind the planned changes, citing both the therapeutic effects and side-effects of the types of medications both women were on. Initially staff were very hesitant, but agreed to assist Melissa in data collection to firstly establish what the facts were and then to measure any changes over time as the medications were reduced and new behaviour management strategies introduced.

As part of the plan to reduce the use of chemical restraint, staff also agreed to support the two women to attend multiple medical appointments to ensure nothing had been missed regarding their health. It was discovered that one of the women had duodenal ulcers and the other had hereditary arthritis, and these conditions were then able to be treated.

Over the course of past seven years there were significant staff changes in the house and Melissa, with the support of her managers Liz, Chris and Frank, ensured that new staff were recruited not just for experience but also positive values and attitude. Under Melissa’s support and direction, significant reductions in restrictive interventions were achieved and, importantly, both women were re-engaged with their families, whose contact with them had previously dropped off in response to the women’s behaviours of concern.

A good health history has been established and the women have moved from a previous 3:1 staff ratio for doctor appointments to a current 1:1 ratio for those appointments. They now go on outings which had not previously been possible, and both women loved their visit to the city to see the musical Grease (see picture) earlier this year, which required only a 1:1 staff ratio.

Melissa and her staff are to be congratulated on their persistence in working towards a better quality of life for Susan and Michelle.


Leading practice through partnering for service coordination and professional learning

Interface between the Office of Professional Practice and the Office of the Chief Psychiatrist

In September 2013, the Practice Leader – Integrated Health Care at the Office of Professional Practice commenced a part-time secondment at the Office of the Chief Psychiatrist (OCP), which has facilitated greater communication between the two offices.º

The Office of Professional Practice maintained a successful partnership group over the year that comprised the Clinical Director and Manager of the Victorian Dual Disability Service; the Chief Psychiatrist and an Office of the Chief Psychiatrist (OCP) clinical advisor; and the Senior Practitioner – Disability and the Practice Leader – Integrated Health Care. This group met monthly and discussed complex cases and systemic issues.

Partnership with statutory bodies within the Disability Act

The Senior Practitioner – Disability has close working relationships with the Office of the Disability Services Commissioner (ODSC), the Office of the Public Advocate (OPA) and the Victorian Civil and Administrative Tribunal (VCAT).

The Senior Practitioner – Disability is working closely with ODSC and OPA to address issues of abuse by ensuring that coordination of the legislative responsibilities described in the Act works effectively to achieve better outcomes for people with a disability.

The Compulsory Treatment team work closely with VCAT and OPA to provide practice advice and to ensure efficiency and compliance within the context of compulsory treatment legislation and treatment planning requirements.

Partnership with Deakin University

One of the functions of the Senior Practitioner – Disability as specified in the Disability Act is to develop links and access to professionals, professional bodies and academic institutions for the purpose of facilitating knowledge and training in clinical practice for persons working with people with a disability. To this end, the Practice Leader – Research and Service Development has a conjoint position as Associate Professor with the School of Psychology at Deakin University and during 2013–14 worked on several projects with Dr Ben Richardson and Associate Professor Keith McVilly that have resulted in the facilitation of knowledge and training in clinical practice for persons working with people with a disability.

Informing public debate and opinion

The Office of Professional Practice has a primary responsibility to inform practice across the full range of human services. It does this through research, training and education as well as the production of specialist resources for practitioners. To expand the exposure and impact of these core activities, the Office regularly works on cross-jurisdictional projects that include publishing in professional journals, and presentations at national and international conferences. This section provides a summary of these activities.

Cross-jurisdictional development of a national framework to reduce and eliminate restrictive practices in disability services

All states and territories in Australia endorsed the National framework for reducing and eliminating the use of restrictive practices in the disability service sector in March 2014. Victoria led the development of this framework, which adopts the evidence-based core strategies towards eliminating restrictive practices, including good leadership, use of data, workforce development regarding restraint-reduction strategies, debriefing and client involvement. The Senior Practitioner’s team already has many of these core strategies in place, including use of data and workforce development.

The National framework for reducing and eliminating the use of restrictive practices in the disability service sector is available at www.dss.gov.au/our-responsibilities/disability-and-carers/publications-articles/policy-research/national-framework-for-reducing-and-eliminating-the-use-of-restrictive-practices-in-the-disability-service-sector

Conference presentations 2013–14

Each year staff members from the OPP are invited to present or submit abstracts for presentations at a large number of conferences. Below is a list of the major conferences the Senior Practitioner’s team presented at. There is a much longer list of local and divisional forums that staff have presented at that is not included here for reasons of brevity.

	Author/date
	Title of presentation
	Conference

	Donley M (2013)
	People with disabilities subject to restrictive interventions and compulsory treatment and Disability Care Australia: How will clinical services respond?
	IIR Healthcase Conference Series: Integrating Mental Health into the National Disability Insurance Scheme, 2–3 December, Melbourne

	Donley M & Thomas S (2013)
	Anti-libidinal medication use in people with intellectual disability: is it in the person’s best interests?
	7th ACSO Criminal Justice Conference, 7–9 October, Melbourne

	Donley M & Roberts N (2014)
	Menstrual suppression in women with an intellectual disability
	National Medicines Symposium 2014, 21–23 May, Brisbane

	Hayward B (2013)
	Care planning in paediatric acquired brain injury complicated by high medical support needs and severe aggressive behaviour: a case study
	14th Victorian Collaborative Psychiatric Nursing Conference, Melbourne

	Hayward, B (2014)
	Bootleg behaviorism: the clash of psychiatric nursing and modern behaviorism, Association for Behavior Analysis International (ABAI)
	8th Annual Autism Conference, Louisville, USA

	Hayward B (2014)
	Implementing PBS in disability services in Victoria, Australia: challenges and opportunities
	11th International Conference on Positive Behavior Support, Chicago, USA

	Hayward B (2014)
	Using the APQI to facilitate PBS implementation: a single case example
	11th International Conference on Positive Behavior Support, Chicago, USA

	Hayward B (2014)
	Holding back on holding down: regulating physical restraint in an Australian disability jurisdiction
	2014 BILD International Positive Behaviour Support Research and Practice Conference, Glasgow, Scotland

	Lambrick F 2013
	Workshop: The Assessment of Risk and Manageability of Individuals with Developmental and Intellectual Limitations who Offend – Sexually (ARMIDILO-S)
	7th ACSO Criminal Justice Conference – Striking the Balance: Justice, Rights and Community Safety, Melbourne

	Webber LS (2013)
	Keynote: Improving the quality of behaviour support plans to decrease restrictive interventions and increase quality of life
	NSW Annual Behaviour Support Conference, Sydney

	Webber LS, Richardson B, Lambrick F and Chan J (2013)
	Key strategies that lead to restraint and seclusion reduction: a four-year study of the use of restrictive interventions in Victoria, Australia
	3rd International Association for the Scientific Study of Intellectual and Developmental Disabilities Asia Pacific Regional Conference, Tokyo, Japan

	Webber LS, Fitzpatrick P, Richardson B and Lambrick F (2013)
	Beyond best practice: how government and disability services can collaborate to provide high quality human services without restraint and seclusion
	48th Annual Conference for Australasian Society for Intellectual Disability: Research to Practice, Sydney

	Webber LS, Richardson B and McVilly K (2013)
	The relationship between behaviours of concern and restraint and seclusion use
	48th Annual Conference for Australasian Society for Intellectual Disability: Research to Practice, Sydney

	Webber LS (2014)
	How government and disability services can collaborate to provide high quality human rights based human services support without restraint and seclusion
	Social Equity Inaugural Conference: Imagining Social Equity, Melbourne


Publication

The research conducted in OPP is frequently summarised for publication in professional journals. The following article was published in 2013–14.

Brooker JE, Webber L, Julian J, Shawyer F, Graham AL, Chan J and Meadows G 2014, ‘Mindfulness-based training shows promise in assisting staff to reduce their use of restrictive interventions in residential services’, Mindfulness, vol. 5, no. 5, pp. 598–603.

This article describes the results of a project that was commissioned by the Senior Practitioner – Disability on mindfulness. Jo Brooker and her colleagues from Monash University explored the impact of a mindfulness course on disability support workers’ use of restrictive interventions. They found that disability support staff used less restrictive interventions after the eight-week mindfulness program compared with before the program. The results suggested that a course in mindfulness may help staff reflect on the person’s needs and help them respond to a person’s behaviours of concern in a more mindful way.

A copy of this article can be obtained from the Office.
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Gladys Delaney, winner, 2011 VALID ‘Having a Say Conference’ Art Competition (Theme: ‘Dignity’)

‘Putting the past behind that has caused me grief, sadness, low self esteem! Now I have grown tall & strong… enjoying happiness, laughter and independence.’
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