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This year has been another busy one, not only in terms of continuing our focus on ensuring that the rights of people with a disability who are subject to restrictive interventions and compulsory treatment are protected, but also in our work within the broader Office of Professional Practice.

Within this context, we have continued to see many examples of effective work in bringing together our disability and child protection contexts for great client outcomes.

My team has completed many projects over the year, with others beginning across a wide range of topics around restrictive interventions and compulsory treatment. The final plank in the Chemical restraint reduction strategy was completed this year with the launch of the online education modules for general practitioners by Minister Foley on 30 April 2015.

The impact of these modules on general practitioner prescribing practices will now be evaluated by NPS MedicineWise.

Reporting on the Restrictive Interventions Data System (RIDS) shows that the number of people reported to be subject to a restrictive intervention has increased across all types of restrictive interventions except for mechanical restraint, which showed a reduction of six per cent from 2013–14 to 2014–15.

Some of these increases are at least partly attributable to specific activities undertaken by the office, such as through our program of auditing and the ongoing focus on physical restraint and seclusion. The decrease in mechanical restraint likewise is most likely attributable to the mechanical restraint project which commenced in 2013.

Our training programs have been well attended throughout the year. Some of these programs are regularly scheduled, while others are delivered in response to particular needs of the sector at the time. Our involvement in the delivery of orientation programs provides an important way for new disability support staff to engage directly with Senior Practitioner staff and ask specific questions about restrictive interventions and compulsory treatment.

The provision of information and advice is an important function of the Senior Practitioner, and is provided through training and written practice advice such as the Independent Person toolkit, which was revised this year as a result of the survey of Independent Persons undertaken in 2013, as well as engagement with services.

It has also been a productive year in terms of us informing public opinion, with four new articles published in peer-reviewed journals and books, and nine conference papers presented at national and international conferences.

While this report highlights the many projects, training initiatives and other formal activities undertaken over the year, the day-to-day work of Senior Practitioner staff does not receive the attention that it should. Much time and energy is spent by the office on activities such as answering day-to-day queries on the operations of RIDS, seeking clarification about restrictive interventions and practices, attending care team meetings concerning high-risk client issues, and telephone consultancy on specific issues to do with restrictive interventions and compulsory treatment.

A further area we have had increasing focus on this year has been the National Disability Insurance Scheme (NDIS) trial in the Barwon Area and the provision of consultancy and feedback to the National Disability Insurance Agency (NDIA) on quality and safeguarding. We have worked closely with the NDIA on particular cases, where client support issues have been critical. We have also been actively involved in internal and external forums focused on feeding into the development of a national quality and safeguarding framework for the NDIS.

Finally I would like to take the opportunity to thank all of our staff – those who have left, those remaining and those who have joined us – for yet another year of hard, innovative client-focused work.

I would also like to acknowledge the contributions of our colleagues, project partners, 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 the challenges that lie ahead, particularly as we progress towards the roll out of the NDIS.
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Dr Frank Lambrick
Senior Practitioner – Disability

Contents

3Message from the Senior Practitioner


7Introduction: the role of the Senior Practitioner


8Promoting best practice through professional development


8Induction training for disability services


8RIDS eBSP toolkit training


9ARMIDILO-S and user group sessions


9People who are identified as fire-setters with an intellectual disability


10Monitoring and evaluating practice


10Restrictive interventions reported to the Senior Practitioner


11The use of restrictive interventions in Victoria


12Chemical restraint


13Types of chemical restraint


14Polypharmacy


14Mechanical restraint


14Seclusion


14Physical restraint


15People at risk of being subjected to restrictive interventions over years


16Behaviour support plans


19Legislative and clinical reviews of behaviour support plans


20Restrictive interventions audit review


20Compulsory treatment monitoring


26Undertaking projects to deliver evidence-informed outcomes


26Roadmap pilot


26Positive behaviour support: behaviour support planning four-day training


27The development of a smart behaviour support plan


27The Senior Practitioner’s Independent Person survey


28Mechanical restraint project


30Compulsory treatment: e-treatment plan implementation


30Chemical restraint reduction strategy


31Data warehouse project


33Supporting best practice through advice


33Promoting Dignity Grants 2014


34Physical restraint


35Compulsory Treatment team partnerships and consultations


35Practice forums and newsletters


36Crimes Mental Impairment Act practice forums


36Sex offender interagency working group


36Forensic disability reflective practice sessions


37Occupational therapy students in the Office of Professional Practice


37Implementing the election commitment to monitor the use of restraint and seclusion in schools


38Informing public debate and opinion


38Publications


38Conference presentations


40References




Introduction: the role of the Senior Practitioner

The Senior Practitioner role was established in 2006 when the Victorian Parliament enacted the Disability Act 2006 (the Act).

The Senior Practitioner is responsible for protecting the rights of people with a disability who are subject to restrictive interventions such as restraint and seclusion and compulsory treatment, and who receive a government-funded service.

The Act requires population monitoring and reporting by disability services about their use of restrictive interventions and compulsory treatment.

The Act also mandates:

· research into the use of restrictive interventions and compulsory treatment

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

· specific responsibilities of the Senior Practitioner to approve and monitor treatment plans developed for the person subject to compulsory treatment, oversee the implementation of supervised treatment orders and to issue lawful directions to the service on any law, policy or practices where relevant to the compulsory treatment order matter.

The inclusion of research and education as mandatory functions of the Senior Practitioner in the Act means that it is possible to focus on what the evidence shows and to use this to directly inform policy and practice in disability services.

The research findings from Victoria are unique and they are beginning to have an 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 outline how our safeguarding activities have specifically improved the lives of people with a disability over the course of the year from July 2014 to June 2015.

Promoting best practice through professional development

The Senior Practitioner supports professional development and practice leadership across the disability sector by sharing information on contemporary evidence-based practices.

Information is disseminated in a variety of ways, including by providing training within the context of restrictive interventions and/or compulsory treatment under the Act

The most common training we provide is a part of the department’s induction program for new disability support workers. This gives new disability support staff the chance to engage directly with Senior Practitioner staff and ask questions about restrictive interventions and how to operationalise the legislation in the Act. We also provide training to diverse professional groups working across the disability sector within specific areas of interests, such as supporting people with complex and high-risk needs who may be subject to supervised treatment.

Induction training for disability services

Staff from the Senior Practitioner’s team facilitate a component of the disability support worker induction program. This occurs through a number of sessions throughout the year.

Each session provides information about the role and function of the Senior Practitioner and includes instruction on Parts 7 and 8 of the Act, particularly in relation to restrictive interventions.

Sessions provide an opportunity for participants to ask questions about situations they have encountered in their work and seek advice and suggestions from the representative of the Senior Practitioner.

This training also introduces the safeguards provided for under the Act, and outlines everyone’s responsibilities, as well as introducing the staff from the Senior Practitioner’s team and how the role of the Senior Practitioner is operationalised.

RIDS eBSP toolkit training

Behaviour support plan toolkit training is a four-hour interactive program on how to develop high-quality behaviour support plans that will meet the requirements of the Act.

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 plan into RIDS.

This session was delivered 17 times during 2014–2015 to a total of 515 participants. Results on the quality of behaviour support plans show that people who have completed the training produce better quality plans than those who have not undertaken the training.

ARMIDILO-S and user group sessions

Risk assessment and management is a central consideration for compulsory treatment in working with offenders with an intellectual disability.

The Assessment of Risk and Manageability of Individuals with Developmental and Intellectual Limitations who Offend – Sexually (ARMIDILO-S) risk assessment and management tool was developed specifically for use with this population.

The Office of the Senior Practitioner 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 by the Senior Practitioner. Three sessions were convened 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.

People who are identified as fire-setters with an intellectual disability

In May 2015 the Senior Practitioner and Principal Practice leader in the Compulsory Treatment team provided training to disability support staff, case managers, practitioners and youth justice workers in relation to people who are identified as fire‑setters with an intellectual disability.

The aim of the training was to increase professionals’ awareness when working with people with a disability who light fires, and to manage the risks associated with regional work and bushfire season.

Feedback following the session was positive with several additional requests for more training to be provided again in the future. As a result another session will be provided again in late 2015.

To enhance operational practice beyond the training, the Compulsory Treatment team has developed a risk management plan for practitioners and support staff to use as both a preventive and monitoring risk framework for people who present with fire-setting behaviour and disability.

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 used in their services by their staff. These include: chemical restraint, mechanical restraint, physical restraint and seclusion.

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

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

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 where the person cannot exit. Section 3 of the Act provides complete definitions of these restrictive interventions.

Physical restraint is defined by the Senior Practitioner as the use of physical force to prevent, restrict or subdue movement which is not physical guidance or physical assistance. Further information about physical restraint is contained in the Direction on physical restraint available online.

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 name, gender and disability types

· the type of restrictive intervention used (chemical, mechanical, physical restraint or seclusion) and type of administration (‘routine’, that is, administered on 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; ‘PRN’, as required administration in accordance with and authorised within a behaviour support plan and reported at each instance of use; or ‘emergency’, which is restraint administered in an emergency and where there is no authorised behaviour support plan)

· a copy of the behaviour support plan that describes why the restraint or seclusion is necessary, why it is least restrictive intervention, and how it is of benefit to the person. Any person who is subjected to restraint and or seclusion in disability services in Victoria must have a behaviour support plan or a treatment plan if they have a compulsory treatment order.

This section of the annual report summarises the findings of:

· restrictive interventions reported from disability services in Victoria in 2014–15, and where possible compares these findings with the previous six years

· the quality of and adherence to the legislation of behaviour support plans written in 2014–15 compared with the previous year 2013–14

· people on compulsory treatment orders in 2014–15.

The use of restrictive interventions in Victoria

In the last financial year from 1 July 2014 to 30 June 2015, a total of 2,201 people were reported to have a restrictive intervention applied at least once during the year. The findings show that the total number of people reported to be subjected to a restrictive intervention in 2014–15 has increased by six per cent compared with the number of people reported in 2013–14.

Figure 1 illustrates the majority of people have been administered chemical restraint, despite the fact that there is little evidence for the efficacy of medication for behavioural control of people with disabilities (Matson and Neal 2009).

The results also show that the number of people reported to be subjected to a restrictive intervention had increased across all types of restrictive interventions except mechanical restraint, which showed a reduction of six per cent from 2013–14 to 2014–15.

The other types of restraint and seclusion showed that the total number of people reported to be subjected to:

· PRN (as required) chemical restraint has increased by three per cent from 2013–14 to 2014–15

· routine chemical restraint has increased by five per cent from 2013–14 to 2014–15

· physical restraint has increased by 24 per cent from 2013–14 to 2014–15

· seclusion has increased by 26 per cent from 2013–14 to 2014–15.
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The Senior Practitioner – Disability Research and Service Development team

Figure 1: The number of people reported to be subjected to chemical, mechanical, physical restraint and seclusion each year from 2008–09 to 2014–15
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Approximately 68 per cent of people who were subjected to restrictive interventions in 2013–14 were males. The proportion of males has increased slightly over the last seven years.

The proportion of people reported to have autism is 46 per cent, this proportion has increased slightly each year over the last six years.

The proportion of people reported to have a hearing impairment was 24 per cent. The proportion of people with a hearing impairment has been decreasing slowly each year over the last six years.

The proportion of people reported to have a psychiatric disorder is 12 per cent and this has been slowly decreasing over the last six years, which may be due to more accurate diagnoses and understanding by services about what constitutes chemical restraint.

The following are trends and factors associated with these trends for each of the restrictive interventions that are monitored by the Senior Practitioner.

Chemical restraint

As seen in Figure 1 the majority of people who are reported to be restrained or secluded in Victoria in the last seven years were administered a chemical restraint on a routine or regular basis (chemical routine).

This equates to 88 per cent of all people reported to the Senior Practitioner in 2014–15. The total number of people reported to be administered a chemical PRN restraint (chemical restraint used when required) had been decreasing over the years 2008–14; however, there was a slight increase in 2014–15.

The Act requires any proposed use of restraint or seclusion to be included in the person’s behaviour support plan and only used in accordance with their plan (s. 140). The only instance where a restraint or seclusion can be used without a behaviour support plan is in an emergency. The Act defines an emergency as ‘an imminent risk of a person with a disability causing serious physical harm to themselves or any other person and it is necessary to use restraint or seclusion to prevent that risk’ (s. 147). This indicates that the use is an extraordinary event that is not anticipated. In all other circumstances, a behaviour support plan must be prepared and the necessary legislative requirements need to be met.

While the total number of people who were reported to be administered chemical restraint in an emergency (where there is no behaviour support plan) had been decreasing since 2010–11, it increased by 107 per cent from 2012–13 to 2013–14 and again in 2014–15 with a 16 per cent increase. The majority of this increase was reported by shared supported accommodation and respite services. It appears that most of this reporting is routine chemical restraint, but reported as an emergency due to the lack of a behaviour support plan or a behaviour support plan being in place that does not mention new chemical restraints.

Reporting the use of restraint or seclusion regularly as an emergency reduces a person’s rights under the Act. There is also strong evidence that the development and implementation of good-quality behaviour support plans can improve the quality of life for people who require additional behaviour support. Without implementing a well‑planned behaviour support plan, behaviours of concern are likely to persist and will most likely continue to be managed with restrictive interventions. The Senior Practitioner will be following up with services that use emergency reporting over a long period of time (that is, months).

Types of chemical restraint

As mentioned above, chemical restraint is the use of medicines where the primary purpose is to control a person’s behaviour rather than treat an illness or condition.

The majority of people who were reported to be chemically restrained in 2014–15 were administered antipsychotic medication. Antipsychotic medication is referred to as major tranquillisers or neuroleptics that are prescribed to treat psychosis (Better Health Channel, www.betterhealth.vic.gov.au).

There are two types of antipsychotic medications that are prescribed: atypical and typical. Atypical refers to the newer kinds of antipsychotic medications that may have fewer side effects than the older typical medications. The use of atypical antipsychotics has increased gradually over the last six years from 55 per cent to 63 per cent of the people who were reported to be chemically restrained in 2014–15.

Conversely, the use of typical antipsychotics has declined gradually over the last six years to 14 per cent of all those who were reported to be chemically restrained in 2014–15. This observation of typical and atypical antipsychotic medication use is consistent with observations in the published literature (Matson and Neal 2009).

The use of antidepressants has increased over the last four years to 39 per cent of those who were reported to be chemically restrained in 2014–15. This observation is also consistent with other studies demonstrating prescribing of antidepressants to people with disabilities for behavioural control (Spreat, Conroy and Fullerton 2004). Overall trends in the dispensing of psychotropic medication in Australia indicate major increases in antidepressants and atypical antipsychotics (Stephenson, Karanges and McGregor 2012), which is consistent with the data reported to the Senior Practitioner.

The reported use of mood stabilisers has not changed since 2013–14 and comprises 26 per cent of people administered chemical restraint in 2014–15. The use of benzodiazepines had been decreasing gradually from 2008–09 to 2012–13 but it has increased slightly in 2014–15. The use of menstrual suppression in 2014–15 remains low at 6.6 per cent of females. The use of antilibidinal medications is also low at 1.5 per cent of all males.

Polypharmacy

Polypharmacy is defined as the use of two or more medications to treat the same condition (for chemical restraint this is the use of more than one medication for behaviours of concern). In 2014–15 approximately 58 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 2014–15 showed a decline of eight people from the previous year (2013–14). Although small in numbers (six per cent of people reported to RIDS are mechanically restrained) this is significant because mechanical restraint once in place is difficult to reduce. This decrease may be in part due to several strategies used by the Senior Practitioner to reduce mechanical restraint. One strategy focused specifically on people who were subject to mechanical restraint (see Mechanical restraint project on page 28), the other focused on assisting services to reduce their use of mechanical restraint through the provision of small grants to service providers through the Promoting Dignity Grants (see Promoting Dignity Grants 2014 on page 33).

Seclusion

The reported use of seclusion had been declining each year since 2008–09. However, in 2014–15 there was an increase from 46 people in 2013–14, to 58 people in 2014–15. Again while the numbers are small (three per cent of those reported to RIDS) prior to 2014–15, the trend has reversed in the 2014–15 and will be monitored by the Senior Practitioner. This increase is accounted for primarily by increases reported from respite (from four people in 2013–14 to 11 people in 2014–15) and people reported from shared supported accommodation (from 30 in 2013–14 to 33 in 2014–15). This increase may be a result of the audits that have taken place since 2012–13; that is, the audits resulted in the reporting of the use of seclusion that would not previously have been reported.

Physical restraint

In July 2011 service providers were requested by the Senior Practitioner to begin to report the use of physical restraint. A total of 73 people (three per cent of all those reported to RIDS) were reported to be physically restrained in 2014–15, an increase of 14 people from 2013–14. There were eight more adults and six more children reported to be physically restrained in 2014–15 compared to 2013–14.

Some types of physical restraint are prohibited (see section 1.2 of the Physical restraint direction paper). All physical restraint use must be reported to the Senior Practitioner, including the use of prohibited physical restraint. The Senior Practitioner’s team followed up with every service that used a prohibited physical restraint to address the use of physical restraint and to support reporting and oversight.
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‘People in a thunderstorm at Greensborough Shopping Centre’, painting by Joyce Davies

People at risk of being subjected to restrictive interventions over years

In this analysis we looked at people who had been reported to be subjected to restrictive interventions in 2008–10 who lived in shared supported accommodation to find out if they were still reported to be subjected to restrictive interventions in 2013–15. Shared supported accommodation and day services were chosen for this analysis because people use these services regularly over a period of years.

The aim of this analysis was to determine, in this sample of 1,467 people, which factors predicted the likelihood of being subjected to restrictive interventions in 2013–15.

Both the type of restrictive intervention the person received in 2008–10 and whether the person was reported to have autism predicted whether people were still reported in 2013–15. People who had been secluded in 2008–10 were 2.6 times more likely to be reported to be secluded in 2013–15 than people who were not subjected to seclusion in 2008–10. The same was true for chemical PRN (1.8 times more likely) and chemical routine (2.3 times more likely).

People who were reported to have autism were 2.2 times more likely than people who were not reported to have autism to be subjected to restrictive interventions in 2008–10 as well as in 2013–15.

Taken together these results suggest that people who have autism, or are secluded, administered chemical restraint routinely, or subject to PRN, are more likely to be subjected to restrictive interventions continuing in the longer term, in this case over years.

Into the future, specific reduction strategies are needed for people at risk of being subjected to restrictive interventions.

Behaviour support plans

Any person who is subject to chemical or mechanical restraint or seclusion in disability services in Victoria must have a behaviour support plan that describes how the person will be supported so that the use of restrictive interventions is only used as a last resort.

One of the Senior Practitioner’s roles is to provide information and directions to disability service providers in relation to behaviour support plans and treatment plans. A total of 376 behaviour support plans were reviewed using the Behavior Support Plan Quality Evaluation II tool (BSP-QE II) (Browning-Wright, Saren and Mayer 2003) in 2014–15.

This is 13.5 per cent of all behaviour support plans sent to the Senior Practitioner 
in 2014–15.

The Senior Practitioner reviews behaviour support plans for:

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

· legislative compliance as specified by the Act (100 behaviour support plans were reviewed for relevant clinical information and legislative compliance)

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

The quality of behaviour support plans

The Senior Practitioner uses the BSP-QE II tool to objectively assess the quality of behaviour support plans received from disability service providers in Victoria. The BSP‑QE II uses 12 evidence-based quality components to determine the overall quality of plans. Although the BSP-QE II tool 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 was found to be a valid and reliable assessment of the quality of behaviour support plans written for adults living in Victoria (Webber, McVilly, Fester and Chan 2011a).

In previous work, the Senior Practitioner also found evidence that the quality of behaviour support plans impacts on restrictive intervention use (Webber, McVilly, Fester and Zazelis 2011b). More recent evidence shows that higher-quality plans as determined by the BSP-QE II tool are more likely to result in decreases in the use of restrictive interventions than lower-quality plans (Webber, Richardson, Lambrick and Fester 2012).
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The Senior Practitioner – Disability team

Senior Practitioner-Disability team completed a quality review of 376 behaviour support plans received in 2014–15 using the BSP-QE II tool. Overall, the quality of behaviour support plans is increasing. The average score in 2012–13 was 10.34 out of a possible 24; in 2013–14 it was 11.75 and this year it has increased slightly to 12.20. This means there has been an increase of almost three points on average over the last three years. While this is still below the standard of 13 required to decrease the use of restraint and seclusion (Webber et al. 2012), when compared with the previous years’ averages, it is an improvement.

In particular, the average quality of behaviour support plans from shared supported accommodation has increased from 10.36 in 2012–13 to 11.90 in 2013–14 to 12.52 in 2014–15. One-hundred and one of the 376 behaviour support plans had been reviewed in previous years. Results showed that these behaviour support plans improved in quality by an average of three points.

Figure 2 shows the average scores achieved by different services. We know there is a relationship between quality and restrictive intervention use and that the goal is to reach at least 13 for the total score. The trend overall is showing a gradual improvement from 2013–14 to 2014–15 in most service settings. It should be noted that the higher criminal justice average is probably due to the additional clinical oversight and input these clients receive.

Figure 2: Average total scores on the Behavior Support Plan Quality Evaluation II tool by service setting
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Figure 3 shows the average component scores on the BSP-QE II tool. Scores on each component can range from 0 to 2. In order to reach the 13 points, the goal for each component score is at least 1, with one component scoring a 2 (replacement behaviour can only be scored as a 0 or a 2).

As can be seen in Figure 3, the quality of seven of the components is above 1 in 2014–15, and while there is room for improvement for the other five components, the trend is showing increases in four of the lower-scoring components over the last three years: team coordination, teaching strategies, replacement behaviours, and review of plans.

Figure 3: Average component scores on the Behavior Support Plan Quality Evaluation II tool from 2012–13 to 2014–15
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Legislative and clinical reviews of behaviour support plans

Disability service providers who propose to apply restrictive interventions to a person with a disability are required by the Act to include this proposal within a behaviour support plan. The components required to be in a behaviour support plan are outlined in Part 7 of the Act.

A random sample (five per cent) of behaviour support plans with a start date between 1 July 2014 and 30 June 2015 were reviewed against the components they needed to include.

Although it was noted that services continue to struggle with sharing plans across services, and to clearly identify all restrictive interventions, there was continued improvement across a range of components, for example in the areas of team coordination, defining the behaviour of concern, the context the behaviour is more likely to occur within and what works well in reducing those behaviours. Services have remained 100 per cent compliant with providing details about the service provider which is necessary in order for behaviour support plans to be authorised and submitted to the Senior Practitioner via RIDS.

This year, legislative reviews were compared to the BSP-QE II scores to see if there were any relationship between higher scores on the BSP-QE II and legislative compliance. The BSP-QE II is a structured tool that looks at the quality of the behaviour support plan; higher scores suggest higher-quality plans, which is associated with positive reductions in restrictions.

The legislative reviews look at how well plans meet the requirements stipulated under the Act. As these reviews look at different aspects of plans, the scores from the BSP-QE II and the legislative reviews cannot be compared directly. We found services that performed well on the BSP-QE II did not necessarily perform well on the legislative review, and vice versa.

This suggests that services need assistance with both what makes a quality plan, and the legislative components that need to be added to the plan. Further changes to RIDS are also being considered to allow for easier identification of legislative requirements.

Restrictive interventions audit review

Section 27(2)(c) of the Act provides the Senior Practitioner with the power to investigate, audit and monitor the use of restrictive interventions and compulsory treatment. During 2014–15, the Senior Practitioner’s Integrated Health Care team conducted audits of group homes, respite facilities and day programs across Victoria.

Inconsistent practice with restrictive interventions and compulsory treatment most commonly involved the administration of chemical restraint without authorisation, the use of seclusion without authorisation, the expiration of behaviour support plans or the failure to have a behaviour support plan. Other inconsistent practices included the locking of common areas of residential services, not providing access to personal property and detaining residents.

Following each audit, a letter was provided to the Authorised Program Officer (APO) for each person with a disability receiving a service at the time of the audit outlining clarification or corrective actions required.

The staff of disability services are obligated to practice in line with the Act and the APO is specifically required to ensure that any restrictive intervention used on a person in the provision of a disability service for which the APO is responsible is administered in accordance with s. 139(1) of the Act. Disability service providers must ensure that the APO has the resources and skills to fulfil their responsibilities.

During 2015–16, the Senior Practitioner will be developing a self-audit tool for disability services which will support them to practically audit their service. This tool will mirror the audit process conducted by the Senior Practitioner and operationalise responsibility for the use of restrictive interventions for disability service providers.

Audits will continue to be conducted in future years to identify practice improvement to strengthen the rights of people with disabilities.

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. Part 8 of the Act allows for the provision of civil detention in the community through a supervised treatment order, 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.

Under the compulsory treatment framework in the Act, 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 APO is responsible for the implementation and monitoring of a treatment plan. The APO is also responsible for 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.

In 2014–15, 33 people, or approximately one per cent of the people reported to the Senior Practitioner, were subject to a type of compulsory treatment order. Compared with 2013–14, in 2014–15 there were five fewer people subject to compulsory treatment, despite five new people being brought onto a compulsory treatment order. This means that 28 people were subject to compulsory treatment in both 2013–14 and 2014–15. This is not an uncommon situation, where people are subject to orders recurrently. Although a treatment plan must be reviewed by VCAT no later than every 12 months, our review has found that the average duration of time that people were under compulsory treatment is 8 months, varying from under one month (that is, an assessment order) to five years.

Victoria’s disability residential treatment facility is known as the Intensive Residential Treatment Program within the Disability Forensic and Assessment Treatment Service (DFATS). People sentenced to reside at the disability residential treatment facility are not always considered to be a compulsory treatment client, depending on the type of order. The Senior Practitioner has a responsibility to provide advice or directions in relation to restrictive interventions and compulsory treatment, as well as behaviour support plans and treatment plans. The compulsory treatment team completes ongoing reviews of all clients’ plans at DFATS. The Senior Practitioner issues recommendations or directions addressing areas of practice or directions in relation to restrictive interventions. In 2014–15, case reviews and reports were completed for two additional clients at DFATS who were not under compulsory treatment orders but in receipt of a treatment plan.

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 Act. The majority of clients subject to compulsory treatment in 2014–15 were males (32 males and 1 female). This is a common profile in compulsory treatment, where the majority of clients under these orders have been male. There have only been three females in total since 2008 that have been subject to compulsory treatment. The primary types of harm and offending behaviour that resulted in people being subject to a supervised treatment order or residential treatment order included sexual violence, violent (non-sexual), and fire-setting behaviours. However, many persons under compulsory treatment have also engaged in other additional types of offending that may have resulted in contact with the criminal justice system, and/or have previous plans which present other behaviours of concern. For example these have included property damage, theft, drug offences, traffic and vehicle offences, prohibited weapons, break and entering, offences against government and justice, self-harming behaviour and verbal aggression.

The age of people subject to compulsory treatment in 2014–15 was similar to 2013–14. The age range was from 18 years to 63 years, with an average age of 41 years. Being a legislative criterion for compulsory treatment, every person in this group had some degree of intellectual disability and was in receipt of disability residential services. While this is a small number, there is significant variation in the characteristics and needs of people subject to compulsory treatment, which places a significant emphasis on an individualised approach that is required for this cohort.

A study conducted by the Compulsory Treatment team in 2014 found that 62 per cent of people subject to compulsory treatment since the commencement of the Act had more than two diagnoses including psychiatric, emotional and physical disorders. This study also revealed two distinct groups within the overarching compulsory treatment group: one group was more likely to have a less severe intellectual disability, increased prevalence of personality disorders, behaviour disorders and suicidal ideation; and the second group displayed characteristics and needs more typical of a mainstream disability service user, including lower levels of intellectual disability and autism spectrum disorder.

Our 2014–15 RIDS data showed that out of 33 people on compulsory treatment, 55 per cent (18) were subject to additional restrictive interventions beyond the use of detention and supervision arrangements. The additional restrictive interventions included routine chemical restraint as the most common, emergency chemical restraint and PRN, seclusion, mechanical and physical restraint. All types of restrictive interventions and their supporting information (that is, therapeutic ranges, seclusion protocols, etc) must be specified within a treatment plan. All types of restraint are subject to comprehensive review and monitoring by the Senior Practitioner, and cannot be used without an approved treatment plan by VCAT.

Of these 18 people, 16 had routine chemical restraint reported, none were subject to mechanical restraint, five were subject to seclusion and seven were subject to physical restraint as reported on RIDS. This group within compulsory treatment who were subject to additional restrictive interventions also had autism spectrum disorder, hearing and/or psychiatric conditions reported. Of particular note from this year’s data was the increasing use of seclusion and physical restraint for compulsory treatment compared with the previous year’s data, although this is likely to be a reflection of a small number of individual cases rather than a representation of the whole compulsory treatment group.

The Senior Practitioner’s Physical restraint direction paper (2011) states that should physical restraint be used unplanned and in an emergency on two occasions during the life of a treatment plan, the Senior Practitioner may then direct the service provider to develop an emergency physical restraint response plan 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.

In 2013–14, four people under compulsory treatment were reported as being subject to physical restraint; however due the nature of each situation, an emergency physical restraint response plan was not required. During 2014–15, seven people on compulsory treatment orders were reported to be subject to physical restraint. Out of these clients, four emergency physical restraint response plans were developed, and three were approved by the Senior Practitioner for two compulsory treatment clients. This is a 100 per cent increase from previous years with regards to the approval of the emergency physical restraint response plans, as no plans were approved in previous years. This outcome coincides with the number of people under compulsory treatment who had at least one episode of physical restraint reported on RIDS, which was also double this year compared with the previous year. All approved plans were subsequently reviewed by VCAT and then varied within the person’s treatment after this approval process.

Compulsory treatment data

During 2014–15, 25 supervised treatment orders were made for people residing in the community, and eight people resided within the residential treatment facility under compulsory treatment. For each supervised treatment order and interim supervised treatment order made by VCAT, the Senior Practitioner reviewed the treatment plan and supporting documents, and then issued a treatment plan certificate approving the treatment plan. The people residing in the residential service also require a review of their treatment plans and approval by the Senior Practitioner. Eleven reviews were conducted by the Senior Practitioner’s Compulsory Treatment team in the past year for the residential treatment facility plans, and a certificate was issued for each review. Treatment plan certificates by the Senior Practitioner include the provision for approval of a treatment plan, the duration of approval and directions related to practice advice, restrictive interventions or legislative requirements.

Due to the review periods outlined in legislation, and specified for treatment plans and/or the expiration of orders, some people may have transferred into or out of the residential treatment facility during this reporting year. This may have led to a person having more than one review each year, or being under a plan at the residential treatment facility and then under an supervised treatment order within the same year. However a person cannot be under a supervised treatment order while at the residential treatment facility.

In order for a compulsory treatment order or review to be confirmed by VCAT, the Act requires the Senior Practitioner to approve treatment plans that are considered to be of benefit to the person. Therefore, treatment plans must address interventions that will help change the person’s behaviour that poses the most risk of harm towards others, while also promoting their quality of life and whole of life needs.

Over previous reporting years the average approval period for a treatment plan was 10 months. In 2014–15, the majority (62 per cent) of plans were approved for the maximum length of time the Act allows for, which is 12 months. In 2013–14 the average length of approval of a treatment plan was eight months. At this stage is is unclear what factors account for the changes in length of treatment plans.

The Act requires an implementation report to be submitted to the Senior Practitioner at least every six months when someone is subject to a treatment plan and compulsory treatment order. In most cases, the Senior Practitioner makes a direction within the certificate approving the treatment plan to submit two implementation reports during the life of their plan. One report is required at the midway mark of a plan to reflect on the progress related to the implementation of the treatment plan and any data related to the person’s success or lack of success within their treatment goals. The second report is provided just prior to the expiration of the treatment plan to address the progress made during the second half of the plan. The information contained in the second report should be used to guide the development of the next plan and application to VCAT, addressing the person’s ongoing treatment needs.

To fulfil the Senior Practitioner’s responsibility to supervise the implementation of a person’s supervised treatment order and plan, the Compulsory Treatment team reviews all implementation reports. In some cases, the team will write a report and provide the APO formal written feedback on the implementation report submitted at the mid-cycle review. This report provides advice to the service regarding the implementation of the person’s plan during the remainder of their order. Feedback on the implementation reports submitted just prior to the expiration of a plan is incorporated directly into the person’s next treatment plan certificate or submission relating to that hearing for all compulsory treatment matters.

During 2014–15, 55 VCAT hearings occurred, which was 11 more hearings than last year. Unless the hearings were heard ‘on the papers’ – where the tribunal member reviews the written submissions (including treatment plans), and treatment plan certificates and attendance in person are not required by any party – a member of the Compulsory Treatment team attended each hearing on behalf of the Senior Practitioner.

During 2014–15, 13 interim supervised treatment orders were made by VCAT. This is three more interim supervised treatment orders compared with 2013–14. The purpose of these orders is to allow the APO to commence implementation of an approved treatment plan until the supervised treatment order is determined by VCAT.

The Act enables the Senior Practitioner to make an assessment order for a person with an intellectual disability residing in residential service. These orders are made when there is a concern that the person may pose a significant risk of harm towards others and requires immediate detention to manage that perceived risk. The order is made to allow for assessments to be undertaken to determine the nature of the person’s risk and presentation and for a treatment plan to be developed. These orders can only be made once for an individual for a maximum period of 28 days. In 2014–15 the Senior Practitioner made one assessment order. This person then transferred onto an interim supervised treatment order, and subsequently a supervised treatment order was made by VCAT. It is rare for these orders to be issued, and typically this is done in response to significant deterioration in a person’s behaviours for unknown reasons.

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 to the plan must be considered to be ‘significant and relevant’ – for example, affecting important parts of the plan or the rights of the person. There are two types of material changes that can occur during the life of an approved plan:

· a change that involves increases in restrictions beyond what was originally approved

· a change that does not involve an increase in restrictions but is considered to vary the treatment plan from what was originally approved.

The first material change that involves increases in restrictions requires VCAT approval. For example, an increase in the person’s chemical restraint requires the APO to make an application to VCAT and request this change be reviewed and considered prior to administering this medication. This change is then confirmed within the varied treatment plan through the approval of VCAT.

However in some circumstances, a material change involving an increase in restrictions may be considered necessary for use in an emergency situation. In these circumstances, the APO can apply to the Senior Practitioner for the emergency approval of the material change of an increase in restrictions. In these circumstances, if it is approved by the Senior Practitioner the APO is able to implement the increases in restrictions immediately. The Senior Practitioner is then responsible for making an application to VCAT to review this material change, which was approved by the Senior Practitioner under the emergency circumstances. If the APO considers this increase in restrictions to be required either again or throughout the remaining life of the treatment plan, the APO needs to apply to VCAT to vary the treatment plan in accordance with this material change. These applications are typically heard at the same time by VCAT.

During 2014–15, 12 emergency material change applications were submitted to the Senior Practitioner involving the use of increases in restrictions beyond what has been approved within the person’s treatment plan. Of these 12 applications, 11 were approved by the Senior Practitioner. These 11 were subsequently reviewed by VCAT, and the other application was deemed not to fall under the purview of the Act.

During 2013–14 a total of seven material change applications were reviewed by VCAT. Of these seven, four applications were filed with and approved by the Senior Practitioner under an emergency circumstance. The number of material changes in 2012–13 was half compared with 2013–14. When comparing activity over the last three years, material change applications are nearly doubling each year. The reason for this may be a positive indication of APOs’ understanding and implementation of legislation related to compulsory treatment. This may also highlight the complexity of this client group, and the continuous variability in a person’s risk of harm, which may require changes (including both increase and decreases) to their level of restrictions as a component of managing their risk of harm towards others.

It is a legislative requirement that every treatment plan sets out a process for transition of the person to lower levels of supervision and, if appropriate, to living in the community without a supervised treatment order being required. This criteria is critical to ensure that the treatment being provided within the plan is addressing the person’s needs and promoting their increased skills and independence. Therefore, each plan includes a series of activities or steps (commonly referred to as step-downs) outlining conditions for decreases in supervision or restrictive interventions for that person. These step-downs will typically include timeframes or activities the person can engage in independent of staff. Otherwise, they include provisions for gradually reducing the supervision of the person in situations where the risks are deemed to be appropriately managed and promote the person’s independence. Progress in step-downs is contingent on the person’s increases in skills that enable them to manage their risks towards others and engage in the activity pro-socially.

Revocation

Under the Act the Senior Practitioner, APO or the person with a disability can apply to VCAT to have their treatment plan reviewed with the intention of their supervised treatment order being revoked at any time. A supervised treatment order should never just expire; VCAT must be involved both in the making of an order, approval of variations to orders and the revocation of an order. This system is in place as an additional safeguard to protect the rights of the person subject to compulsory treatment and ensures there is continuous oversight of these orders within a legal framework.

Prior to the expiration of a treatment plan (and supervised treatment order), 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 the APO considers that the person subject to a supervised treatment order no longer meets the legislative criteria to warrant the making of an order, the APO files an application with VCAT for a review of the person’s supervised treatment order for the purpose of revocation. This application should have supporting written material that demonstrates the person no longer meets the criteria for a compulsory treatment order. If the person is likely to continue to be subject to restrictive interventions, including supervision, the APO must ensure a behavioural support plan is developed in the absence of a treatment plan. The supporting documentation and presentation of an alternative plan are both critical to support the Senior Practitioner and VCAT’s decision making with regards to the revocation of an order. Additional supporting documentation typically includes a re-administration of a person’s forensic risk assessment, which may highlight that the person’s risk is likely to be managed under a less-restrictive environment, as well as the outcomes associated with the person’s success or lack of success with their treatment plan.

Prior to filing an application with VCAT and preparing a submission related to that application, the APO and compulsory treatment team liaise and review the reasons that the supervised treatment order is no longer considered applicable for the individual. 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. OPA is also informed as early as possible in order to prepare a position on an supervised treatment order no longer being required.

There are several reasons a person may be successful in having their supervised treatment order revoked. During 2014–15, four compulsory treatment orders were successfully revoked by VCAT. Out of that group, one person returned to prison and was no longer residing in a residential service to meet the requirements of a supervised treatment order or to be able to implement the treatment plan. The other three had their orders revoked in consideration that there were alternative lesser-restrictive options that could be implemented; this resulted in two of those people moving from Part 8 to under Part 7 of the Act. This is half the number of revocations made in 2013–14, but similar in number to the years prior to that.

All people who have had their orders revoked continue to be monitored by the Senior Practitioner’s Compulsory Treatment team for at least a six-month period post-revocation. This follow-up fulfils legislative requirements under s. 24 of the Act and ensures that continued support and advice is available for service providers with regard to restrictive interventions and behaviour support plans.

This follow-up conducted by the compulsory treatment team allows for information to be gathered regarding the continuation of support available to the person post-revocation. This information is then used to guide advice about pathways for persons who have been subject to civil detention transitioning safely into the community without the need for compulsory treatment. This information will be of particular relevance with the future roll out of NDIS.

Undertaking projects to deliver evidence-informed outcomes

Every year the Senior Practitioner examines the trends in restrictive interventions, compulsory treatment and behaviour support plan quality and then undertakes projects to find ways to assist services to reduce their use of restrictive interventions and improve the quality of life of those at risk of restrictive interventions and compulsory treatment. Below is a description of the findings of the projects that were completed or commenced in 2014–15.

Roadmap pilot

In 2009 Associate Professor Paul Ramcharan from RMIT University was commissioned by the department to develop the Roadmap resource for achieving dignity without restraint through consultation with representatives from the sector. The resource provides a practical guide for organisations on how to promote dignity, self-determination and achieve reductions in restrictive interventions and improved outcomes for clients who are at risk of being subjected to restrictive interventions.

In 2013, Associate Professor Paul Ramcharan was further commissioned by the Senior Practitioner to evaluate the implementation of the Roadmap resource in three disability services. The results of this pilot evaluation suggest that the Roadmap resource provides a significant organisational strategy that services can use to improve client–staff interactions, improve choices for clients and lessen behaviours of concern.

The Roadmap pilot study report provides information for organisations to refer to in the implementation of the resource in their services. It provides a strong basis for services to strengthen their work in reducing restrictive interventions and safeguarding rights of people with a disability. A copy of the Roadmap resource and pilot can be obtained by searching the web for the Senior Practitioner Roadmap resource and Roadmap pilot.

Positive behaviour support: behaviour support planning four-day training

Our previous research showed that the quality of behaviour support plans is associated with reductions in restrictive interventions (Webber et al. 2012). Our evaluations also showed that services had difficulty in increasing the quality of their behaviour support plans to the minimum necessary to achieve decreases in restrictive interventions. The current ‘Getting it right from the start’ positive behaviour support training was revised by the office in conjunction with the sector to produce a four-day program to help services increase the quality of their behaviour support plans.

The four-day Positive Behaviour Support: Behaviour Support Planning training was evaluated externally by Dr Keith McVilly from Deakin University. He examined the impact of the four days’ training on staff and client outcomes. The results of this evaluation showed that the quality of behaviour support plans written by participants increased significantly after the training, whereas the control group did not. The results also found significant improvements in client behaviours of concern measures on two separate measures of behaviours of concern. The findings suggest that the behaviours of concern of clients decreased in severity after their support workers had attended the training program.

As recommended by the authors of the evaluation, in 2015–16 the training program will be provided to services by the Office of the Senior Practitioner in collaboration with Specialist Services.

The development of a smart behaviour support plan

We know from research that improving the quality of behaviour support leads to better outcomes (for example, less restraint, safer service provision and improved health and wellbeing of clients and staff). We know that often services don’t have much time to develop good-quality behaviour support plans or don’t have enough knowledge about how to develop these plans.

In 2014 the Senior Practitioner’s team ran a project in collaboration with Deakin University and a number of respite services to design a ‘smart’ behaviour support plan. We called it ‘smart’ because it should in the future be delivered electronically to help service providers to develop good-quality behaviour support plans for all clients even if the service provider has little time or knowledge about positive behaviour support.

With our respite service collaborators we designed a smart behaviour support plan. We focused on the development of a series of guidance questions in plain English that could be understood by a person with minimal experience of positive behaviour support in order to develop a good-quality behaviour support plan. The idea is that in being questioned specifically about the components of a behaviour support plan, people with minimal knowledge and experience can gain this knowledge and experience by being engaged in the process. In this way a smart behaviour support plan should not only guide a person to develop a good-quality plan, but also educate them about the important quality components.

We also developed a model of the logical connections that must be made between pieces of information in the plan for it to work well. The figure below shows three main logical relationships that must be made in order to reduce behaviours of concern.

Figure 4: Reducing behaviours of concern
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We trialled the paper-based version of the guidance questions with people with and without knowledge of positive behaviour support. Both disability and child protection staff were able to use the guidance questions to produce a plan that addressed the main quality components of behaviour support planning.

The Senior Practitioner’s Independent Person survey

The Act says that any person with a disability who lives in Victoria, receives a disability service and has a behaviour support plan must have an Independent Person to protect their rights.

The law says the Independent Person must be independent from disability services. The Independent Person can be a family member or friend of the person with a disability. Disability staff are not independent and cannot be Independent Persons.

In May 2013 the Senior Practitioner did a survey to find out what Independent Persons thought about their work as an Independent Person.

Staff in the Senior Practitioner’s team called 96 Independent Persons on the telephone to ask them four questions:

1. Did you act as an Independent Person for (the person’s name was mentioned) during the year?

2. Did you see a copy of the person’s behaviour support plan?

3. Were you able to explain to the person with a disability what was in the behaviour support plan?

4. Is there anything you would like to tell the Senior Practitioner about being an Independent Person?

Most of the Independent Persons said they did act as an Independent Person during the year for the person with a disability. Most said they had seen a copy of the person’s behaviour support plan. Many said they were not able to explain what was in the person’s plan to the person with a disability. Some Independent Persons said they felt the person with a disability didn’t understand what restrictive interventions were and when they would be used.

The results of the survey suggest that some Independent Persons and disability services may not know about what the law says about what the Independent Person and disability service provider must do to protect the rights of people with a disability. To address this, the Senior Practitioner wrote a frequently asked questions factsheet about the Independent Person role, and revised the Independent Person’s toolkit. Copies of these resources can be found by searching the web for ‘Senior Practitioner Independent Person toolkit’ and ‘Independent Person frequently asked questions’.

Mechanical restraint project

Mechanical restraint is described by the Act as material or devices that prevent a person moving freely, that are not providing treatment or helping the person be more independent. The office had seen no decrease in the total number of people reported to be mechanically restrained each year from 2008 to 2013.

In response, a project was developed in 2013 to examine the use of mechanical restraint and what could be done to reduce its use. The project had three phases: the first phase looked at the individual characteristics of those at risk of being subject to mechanical restraint. The second phase looked at what was known and had been recommended for a group of 39 people who had been mechanically restrained over a period of years. The third phase put in place some critical assessments such as functional behaviour assessments with 10 of these people who were mechanically restrained to determine how mechanical restraint could be reduced.

The results from the first phase showed that people with certain disabilities are more at risk of being mechanically restrained than other people. People who were mechanically restrained often did not have verbal language to communicate their needs and many had:

· autism

· epilepsy

· a hearing impairment and/or

· a physical disability like cerebral palsy.

In the second phase we looked at the files of 39 people who had been mechanically restrained for at least two years. We found the majority of these people were males (71 per cent) aged between 11 and 65 years of age. There were 11 females, aged between 19 and 71 years of age. All but one of the females had either cerebral palsy or epilepsy and the majority of females and males had cerebral palsy and/or epilepsy.

Most people were restrained using restrictive clothing (41 per cent), 20 per cent were restrained with splints, and 15 per cent were restrained with belts and straps.
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The Senior Practitioner – Disability Administration team

Ninety-four per cent of the group of 39 people had moderate or severe communication difficulties. These people would have difficulty in letting other people know what they needed. The majority of the group were also judged to have moderate to profound intellectual disability, most of the group would have difficulty understanding information provided by staff or carers. The information provided to RIDS showed that over a third of the group had a hearing impairment, but there was very little information about how best to support these people in their behaviour support plans. A practice advice will be written for services about the findings of this project and the implications for service provision to people at risk of mechanical restraint.

The quality of many people’s plans showed that staff often did not appear to understand why the person used the behaviour. A functional behaviour assessment is necessary to find out why the person uses a behaviour of concern. We know that mostly people use behaviours of concern to either get something they want or get away from something they don’t want.

Phase three of the Mechanical Restraint Project focused on ten people with disabilities residing in group homes who were subjected to mechanical restraint. This phase allowed a comprehensive review of each person to clarify unmet needs or deficits in information that may be contributing to the continued use of mechanical restraint.

Staff from the Integrated Health Care team undertook standardised assessments of each participant using a variety of rating scales to evaluate behaviour and support needs. Targeted health assessments were conducted by a general practitioner with extensive experience in the assessment of people with intellectual disabilities using a specially designed template. Participants also received clinical services from an occupational therapist and speech pathologist where required.

A major component of this phase of the project was the undertaking of a functional behaviour assessment of each participant’s behaviour of concern. A board-certified behaviour analyst (BCBA) and a psychologist under the supervision of the BCBA undertook the assessments. These professionals were selected to ensure that functional behaviour assessments were undertaken in an evidence-based manner.

The outcomes from these assessments will be provided to staff from each disability service to inform the support of their residents and to continue to reduce the use of mechanical restraint. Along with the results of previous phases of the project, the results from phase three will contribute to the development of practical guidance for disability services to support people with disabilities who engage in self-injurious behaviour to ultimately avoid the use of mechanical restraint.

A final fourth phase of this project is scheduled for 2015–16 that will investigate the organisational practices which contribute to the implementation of recommendations.

Compulsory treatment: e-treatment plan implementation

The Senior Practitioner uses RIDS to monitor the use of restrictive interventions and compulsory treatment on disability clients. In April 2015 the e-treatment plan was made available to the sector. Treatment plans are now to be submitted electronically to the Senior Practitioner. This allows for APOs, the Senior Practitioner, Office of Public Advocate and VCAT to access a shared and central database.

This shared database ensures all parties involved in compulsory treatment are accessing the same materials that will be heard at VCAT. The introduction of a new electronic treatment plan system further streamlines the process between development of the plan, authorisation and monitoring for clients subject to compulsory treatment. These changes will promote practice consistency across the sector and assist APOs to comply with compulsory treatment legislation.

To support the implementation of these major changes to RIDS, the compulsory treatment team facilitated training for APOs, service providers and professional bodies currently involved with compulsory treatment matters. Since April 2015, seven training sessions have been provided across Victoria. A practice guide on how to develop an e-treatment plan to meet legislative criteria and embody positive behaviour support has also been created. A user manual was created to help services navigate the compulsory treatment RIDS system.

Currently there are minor changes being made to the compulsory treatment system on RIDS. Following the successful completion of these changes, both of these resources will be available on the RIDS home page for users.

Chemical restraint reduction strategy

In 2010 the Senior Practitioner commissioned a project called Disability, Mental Health and Medication: Implications for Practice and Policy which highlighted the need for additional knowledge and attention to paid in the area of prescribing, identification of mental illness and treatment of behavioural problems within this population (the report is available online). In 2014–15 three projects were undertaken to further explore the use of medication as a chemical restraint.

Project one: General practitioner e-learning and guidelines for the medical assessment and management of behaviours of concern in people with intellectual disability

This project was undertaken by the Centre for Developmental Disability Health Victoria at Monash University. The project was designed to develop online training modules for general practitioners for the medical assessment and management of people with intellectual disabilities presenting with behaviour change. The intention of the training is to increase the capacity of the medical workforce to effectively assess and respond to health issues, provide high-quality healthcare, and through doing so enhance the health and wellbeing of people with intellectual disabilities.

The training modules have been accredited by the Royal Australian College of General Practitioners and are freely available online for continuing professional development (CPD). Offering accredited, relevant, efficient and flexible CPD opportunities makes this training an attractive CPD option for general practitioners. The modules are available online and a further project will commence next year on the evaluation of the impact of these modules on practice.

Project two: Chemical restraint among older adults with intellectual disability

This project was undertaken with Deakin University. Older people are more vulnerable to adverse effects and toxicity from psychotropic medications and therefore their prescription to this population is of particular concern. Information was extracted from RIDS within a defined period that identified 184 people over the age of 55 who were living in disability group homes and prescribed chemical restraint.

The project team reviewed the medication sheets for participants to determine prescribing patterns. In collaboration with the Office of the Chief Psychiatrist, best practice in prescribing psychotropic medication for this cohort was established. The project also suggested prescribing pathways to reduce the use of chemical restraint for people over 55 years and proposed alternative options for disability service providers to assist with reduction of routine chemical restraint with this population.

Project three: A five-year follow-up to the 2008 independent psychiatric review of former residents of Kew Residential Services

This project was undertaken with Deakin University. In 2008 the Senior Practitioner commissioned an independent psychiatric review of former Kew Residential Services (KRS) residents with a psychiatric diagnosis of ‘psychotic disorder not otherwise specified’.

This follow-up project for the same population focused on people who were still reported on RIDS in 2013. Reporting as of February 2013 showed that 54 previous KRS clients from the 2008 review were still subject to chemical restraint. The current treatment documentation relating to this group was assessed regarding the degree to which the recommendations from the original review had been met by the services supporting this group. The project specifically described the types and levels of restrictive interventions that these individuals were subject to currently as reported to RIDS and compared with the routine medication prescribed in the original 2008 review. This was to determine whether there had been any changes in the type and administration of different types of chemical restraint (routine, PRN, emergency). The project also investigated the frequency of comprehensive psychiatric reviews that occurred for these individuals on antipsychotic medication, using treatment sheets and how often comprehensive medication reviews have occurred for individuals based on the Comprehensive Health Assessment Program sheets.

Data warehouse project

The Senior Practitioner is undertaking a data warehouse project. A data warehouse will enable integration and storage of data from different systems. The data warehouse will be able to address quality issues in the data collected and business rules at any stage between loading the data into the warehouse and the delivery of data. This project will deliver high-quality data for reporting and analysis for the office and the disability sector. Other benefits will include restructuring the data so that it makes sense to people who use the data and reduce the time taken to deliver new information products. The entire data warehouse will reside on the department’s robust and secure production information technology infrastructure.
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‘Change my future’, painting by Pippa Swanwick

Supporting best practice through advice

The Senior Practitioner sponsored many initiatives during 2014–15 to support best practice through advice to services and stakeholders. These included the popular Promoting Dignity Grants, which are small grants provided to service providers to use alternatives to try to reduce their use of restrictive interventions.

During 2014–15 the Senior Practitioner’s Compulsory Treatment team implemented an electronic treatment plan, making it easier for services to develop good-quality treatment plans for their clients. In addition the compulsory treatment team was actively involved in a number of meetings and forums to assist services to provide the best support to people who have a compulsory treatment order.

In addition, to assist services better understand physical restraint a forum was run and attracted over 200 participants. The Senior Practitioner also sponsored student placements in the office and during 2014–15, which included two occupational therapy students who produced a resource for services on best practice in dental care of clients. Finally, the Senior Practitioner collaborated with the Department of Education and Training to assist the government to implement the election commitment to monitor the use of restraint and seclusion in schools.

Promoting Dignity Grants 2014

In 2014–15, Promoting Dignity Grants were awarded to eight services to attempt to reduce the use of restrictive interventions for people they supported. All the services were partially or completely successful in reducing the restraint they used.

The most successful of these grants was seen when two services worked together to reduce the use of mechanical restraint for a young man they supported. The young man had been mechanically restrained for many years. Both services had a thorough assessment completed and found the young man communicated his needs through vocalising and banging his hand. They learned to ‘listen’ and understand what his needs were, and by doing so were able to reduce their use of mechanical restraint to zero by October 2014 (see Figure 5).

Figure 5: Reduction in mechanical restraint of a young man
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Physical restraint

The use of physical restraint in disability services continues to be a difficult concept for many to understand and apply in practice despite implementation of the Direction on Physical Restraint four years ago. Some services are not aware that the Direction exists, others have received incorrect information from colleagues about the Direction and others are misapplying it. The Integrated Health Care team continues to work with individual disability service providers to provide consultation on cases of physical restraint. Further work is required by services to more completely integrate the Direction into local practice through modification of policies and ensuring that training provided is consistent with the Direction.

Alongside the continued implementation of the Direction in disability services, the Senior Practitioner and his team have been invited to collaborate with, and provide advice to, other branches within the Department of Health and Human Services and other government departments in regards to the use of physical restraint. This broader consideration of physical restraint is consistent with international approaches in recognising the risks of this practice and highlighting the lack of evidence for its use.

In 2014–15, we implemented a dedicated approach to informing the wider health and human service sectors and the disability sector of opportunities for the reduction in the use of physical restraint. Staff from the Senior Practitioner’s team presented at the National Seclusion and Restraint Reduction Forum about experiences with implementing the Direction on Physical Restraint in Victorian disability services and the usefulness of a legislative driver for this practice change.

Professor Joy Duxbury from the University of Central Lancashire in the United Kingdom kindly agreed to facilitate two forums. These forums included staff from the Department of Health and Human Services and the Department of Education and Training, and a further forum for staff from the department’s Secure Services branch. Professor Duxbury examined the contemporary understanding of physical restraint and approaches to its reduction across human services in the United Kingdom to assist staff in reflecting on its use in Victoria and identify opportunities for changes in local practice.

In May 2015, staff from the Office of the Senior Practitioner conducted a forum for over 200 attendees from human services about the origin and implementation of the Senior Practitioner’s Direction on Physical Restraint and how this has influenced further developments in Victoria. Examples of physical restraint reduction practices from the literature were also discussed. This forum will be revised and repeated in 2015–16 based on evaluation of the previous forum.

Compulsory Treatment team partnerships and consultations

A small percentage of people subject to restrictive intervention are detained or supervised at all times for the purpose of treatment because they pose a significant risk of harm to others. Our compulsory treatment research in 2014 demonstrates compulsory treatment clients present with a variety of characteristics, risks and needs. There is no ‘standard’ compulsory treatment client.

Typically 34–38 clients are subject to compulsory treatment each year, which is a very small number when compared to the number of disability clients in receipt of disability services. The small numbers of clients and variability in their needs makes maintaining knowledge of good practice about this group difficult across the disability sector because most services will have little or no opportunity to develop and maintain these skills.

Last year, the compulsory treatment team issued a survey to people involved in compulsory treatment matters. The results in this survey demonstrated that the sector wanted more support in the area of practice development specific to compulsory treatment clients and legislative requirements and responsibilities. In response to this survey, the Compulsory Treatment team extended support in a number of ways this past year. This support has included, holding practice forums, a compulsory treatment newsletter and regular attendance at care team meetings.

Practice forums and newsletters

Given that attendance at the practice forums can be difficult for people, the Compulsory Treatment newsletter is an effective way to communicate to the broader sector practicing in the compulsory treatment sphere.

This newsletter was first issued this calendar year. Two newsletters have been published and included information about training available through Senior Practitioner – Disability, software rollouts, and resources that assist in the management of compulsory treatment legislative procedures and APO responsibilities.

For example, flowcharts were developed by the compulsory treatment team this past year and had been included within each newsletter. These flowcharts map out processes related to compulsory treatment including making an application for a supervised treatment order, material changes and revocation. Informal feedback demonstrates a positive response to the newsletter as an effective communication strategy.

Compulsory Treatment staff also extended direct support to the sector by liaising and attending care team meetings. On average, the team attended 24 care team or professional meetings per calendar month.

Last year, the Compulsory Treatment team ran three practice forums to address issues related to compulsory treatment matters. Attendees at these forums can include APOs, clinicians, case managers, direct care (disability) staff, the OPA representative, and representatives from VCAT. The purpose of these forums is to facilitate information sharing specific to compulsory treatment and networking among key stakeholders to promote practice leadership. Outcomes associated with these forums are measured by attendance and participation from the sector. To date, there has been positive feedback on these forums and continued attendance by a variety of professionals.

Crimes Mental Impairment Act practice forums

In 2014–15 the compulsory treatment team strengthened internal departmental partnerships with the Disability Forensic Unit in the Statutory and Forensic Oversight branch. This involved providing training and advice about their departmental practice guidelines that relate to compulsory treatment, assessment and treatment for persons with a disability who have behaviours that are of high risk to others.

This past year, the Principal Practice Leader in the Compulsory Treatment team attended two of the quarterly practice forums and ran training on one occasion. Training focused on the management of offenders with an intellectual disability in the community. The forums were attended by departmental staff including case managers, practitioners and other staff working with persons with disability who offend. Feedback from the training was very positive, with requests for more training to be provided into the next calendar year. Discussions are currently underway regarding a joint training calendar with the Disability Forensic Unit and Compulsory Treatment team for 2015–16.

Sex offender interagency working group

During the past year, Victoria Police Sex Offender Registry Branch invited representatives from disability and child protection within the Office of Professional Practice to participate in a multiagency governance committee and working group. This group is working together to progress the development and implementation of a central and several regional governance groups which focus on information sharing, risk management and broader systems issues in the collaborative work with registered sex offenders. The sex offender interagency governance group is attended by representatives from Department of Health and Human Services Victoria, Victoria Police, and Corrections Victoria Sex Offender Management Branch and Community Corrections within Department of Justice and Regulation. The Principal Practice Leader for Compulsory Treatment contributes knowledge to this group in regards to adult sex offenders with a disability and about the compulsory treatment framework under the Act. A statewide Principal Practitioner for Child Protection also attends this group from the Office of Professional Practice, to contribute input in relation to Child Protection and protecting children who have or may have contact with a known sex offender.

The committee is in the process of examining various models that demonstrate effective interagency information sharing for high risk cases and cross-departmental collaboration. Both of which are critical to the offender’s rehabilitation and community safety. As part of this process, some members of this committee visited New South Wales to observe the Interagency Child Protection Watch Team in operation. This is a multiagency group who monitor high-risk community-based sexual and violent offenders. Discussions were also had with the New South Wales Police Child Protection Unit, who has examined models of interagency teams overseas. These findings will be considered in the development of a model for Victoria.

Forensic disability reflective practice sessions

The Principal Practice Leader of Compulsory Treatment has partnered with a Senior Practice Advisor in South Division’s Disability and Complex Care, Client Outcomes and Service Improvement Unit, to facilitate reflective practice sessions. These sessions formally commenced in March 2015 and focus on the forensic disability population. Practitioners are invited from a range of different program areas, including youth justice, child protection, disability case management and residential staff, specialist services – complex clients, and services connect staff. These sessions provide professionals working across similar yet complex issues with a space for reflective learning through facilitated peer consultation. Important outcomes of participation have been the reflective learning experience itself to assist in staff wellbeing and professional development, as well as relationship building between diverse colleagues. Both of which promote individual practice improvement and better client outcomes. Both formal and informal feedback gained from these sessions has all been very positive. The Principal Practice Leader is currently exploring how these sessions can be replicated across different divisions across the state.

Occupational therapy students in the Office of Professional Practice

2014–15 was the third year that the Integrated Health Care team sponsored students from the undergraduate occupational therapy program at Monash University. These students participate in a nine-month placement for their participatory community project subject. In this subject, students function as project managers to develop a project that meets the needs and aims of the sponsoring agency, in this case the Senior Practitioner. The students then implement, evaluate and report their project. The students used evidence in the literature, survey data from disability support workers and observational visits to group homes to develop an educational resource for disability support workers to improve the oral hygiene of people with severe and profound disability. The resource titled ‘A reason to smile’ aims to reduce behaviours of concern and subsequent restrictive interventions associated with oral hygiene. The resource includes practical suggestions to improve residents’ oral hygiene, a directory of oral health care products and a profile template for disability service providers to assist with brushing and flossing the teeth of residents with multiple and profound disabilities.

The students were successful in having their work accepted for presentation at two conferences and their work is being considered by the Department of Health and Human Services for inclusion in the next edition of the disability Residential services practice manual.

The Senior Practitioner’s team provides a unique opportunity for students on placement to be supervised by clinical staff from a statewide government agency. Such opportunities also promote clinical roles in the disability sector.

Implementing the election commitment to monitor the use of restraint and seclusion in schools

The Senior Practitioner and his staff have experienced a positive working relationship with colleagues from the Department of Education and Training (DET) for some years. This existing relationship has allowed for productive planning for implementation of the government’s election commitment to foster best practice and to reduce the use of restrictive practices in schools

The government’s commitment followed recommendations from a 2012 report from the Victorian Equal Opportunity and Human Rights Commission. The Senior Practitioner will work with DET to establish a position to work with schools to observe, review and improve the way they respond to children with behavioural issues. The position will report to the Senior Practitioner in order to draw on the extensive experience of the Senior Practitioner and the Office of Professional Practice in monitoring restrictive practices including restraint and seclusion in Victorian disability services and guide practice in schools.

This Senior Practitioner report marks the 2014–15 year. The Senior Practitioner and staff greatly appreciate the work undertaken by the sector in fulfilling this work.

Informing public debate and opinion

The Senior Practitioner has also been busy informing public debate and opinion around the use of restrictive interventions and compulsory treatment. The following is a list of articles published and conference papers presented during 2014–15.

Publications

Chan J, Webber LS and French P 2014, ‘The importance of safeguarding rights and the role of legislation: the Australian perspective’, in Karim S, ed., A human rights perspective on reducing restrictive practices in intellectual disability and autism, British Institute of Learning Disabilities.

Hayward B 2015, ‘Inappropriate sexual behaviour in young people with comorbid autistic disorder and intellectual disability: an integrative review and recommendations for service provision’, International Journal of Positive Behavioural Support, vol. 5, no. 1, pp. 34–48.

Webber LS, Richardson B and Lambrick F 2014, ‘Individual and organizational factors associated with the use of seclusion in disability services’, Journal of Intellectual and Developmental Disability, http://dx.doi.org/10.3109/13668250.2014.937326

Webber LS, Chan J and French P 2014, ‘Good practices in Australia in the use of restraint reduction practices for people with intellectual disabilities and autism’, in Karim S (ed.), A human rights perspective on reducing restrictive practices in intellectual disability and autism, British Institute of Learning Disabilities.

Conference presentations

Donley M 2015, ‘Chemical restraint reduction strategy’, Victoria, Australia, Pacific Rim International Conference on Disability and Diversity, Honolulu, Hawaii, 19 May 2015.

Donley M and Hayward B 2015, ‘The Disability Act 2006 and medication: optimising care for children with developmental disorders and chronic illness’, Victorian Paediatric Clinical Network, Melbourne, 16 April 2015.

Hayward B 2014, ‘Delivering effective mental health services for people with disabilities in the NDIS: we’re starting behind the eight-ball’, Integrating Mental Health into the NDIS Conference, Sydney, 27–28 November 2014.

Hayward B 2015 Panellist at the Behaviour Management in Children and Young People with Dual Disability forum, Royal Children’s Hospital, Melbourne, 19 June 2015.

Hayward B 2015, ‘When guidelines aren’t enough: a legal direction on the use of physical restraint in Victorian disability services’, 10th National Seclusion and Restraint Reduction Forum, Melbourne 28–29 May.

Lambrick F 2015, ‘Strength-based assessment of offenders with intellectual disability’. Australian Psychological Society Forensic Psychologists’ Conference, Sydney, 
16–18 April 2015.

Troutman, C. (2014). Dignity of risk: Supervision or detention, Communicate, Participate, Enjoy, Solutions to Inclusion Conference, Scope, Melbourne, 8-9 September 2014.

Webber LS and Lambrick F 2015, ‘The use of positive behaviour support in hospitals: A strategy implementation for delivering harm-free care for patients with a cognitive impairment’, 10th National Seclusion and Restraint Reduction Forum ‘From here to there: Shaping the path to harm-free care’, Melbourne.

Webber LS, Richardson B, McVilly K, Fitzpatrick P and O’Dwyer, C 2014, ‘Roundtable: reducing the use of restraint and restrictive approaches to support ordinary living – the role of good behaviour support planning’, 4th International Association of the Scientific Study of Intellectual Disability (IASSID) Europe Congress, Vienna, Austria.
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