
RIDLEY REVIEW ACTION PLAN

Rec # Issue Full Recommendation

1 Program monitoring - 

participation

1. Data should be routinely collected and reviewed to monitor program participation and address issues 

associated with low participation rates. This will aid identification of aspects of patient programs as well 

as rehabilitation needs and activities that require review in order to enhance patient involvement. 

2 Factors influencing LOS 2. It is recommended that an audit be conducted to examine the factors associated with length of stay in 

the Ridley Unit.  

3 PRIME Reports for 

informed clinical decision-

making

3. PRIME reports could be used more effectively by the multidisciplinary team to inform clinical decision 

making and responses to patients who are frequently aggressive. Patient I A accounted for 20% of 

incidents recorded on PRIME from 2011-2012. it is recommended that when a patient accounts for a 

significant proportion of incidents that this should trigger a response (e.g. special case review, review of 

Individual Care Plan) in order to enable consideration of additional monitoring, support and evaluation 

of interventions. To enact the above, it would be necessary to collate and routinely review both ward 

and individual patient trends.

4 Incident reporting 4. Recommendation 3 requires improvement in the recording of aggressive incidents. Training should be 

provided in this regard.

5 Resource availability 5. Darling Downs HHS Mental Health Service should review why the medical resources were not 

available or unable to be prioritised to respond to the incident. If relevant, appropriate training about on 

call responsibilities should be undertaken with medical staff.

6 Staff roles and 

responsibilities - post 

incident

6. Darling Downs HHS should develop a work instruction that clearly outlines the expectations of 

meeting ongoing operational requirements during a post critical incident period, particularly when an 

investigation is being undertaken. It is important that there is clarity with respect to the roles and 

responsibilities of staff and managers with respect to their roles in both processes and with respect to 

their rights and responsibilities.

7 Emergency response 

procedure - staff support

7. Darling Downs HHS review its Emergency Response Manual to include information in relation to the 

range of staff support programs available after a critical incident and to ensure that Australian 

Guidelines for the Treatment of Acute Stress Disorder and Posttraumatic Stress Disorder to be released 

on August 27, 2013 are considered for incorporation where relevant. 

8 Staff peer support 8. Darling Downs HHS establish a staff peer support or ‘buddy’ system to ensure that staff involved in a 

critical incident are provided with practical support and monitoring during the recovery process.  

9 Mediation and resolution 9. Darling Downs HHS mental health leadership identify a mechanism to ensure there has been a 

mediation and resolution process between staff and patients of the Ridley Unit and that additional 

supports and feedback are provided during the court matters relating to the incident. 

10 Patient referral 10. Consideration be given to the referral of some patients to more secure care.

11 Escalation for patient re-

assessment

11. Darling Downs HHS Mental Health management consider establishing an escalation process for re-

assessment and alternate placement of Ridley patients whose mental state and related behavioural 

disturbance is no longer able to be managed by the resources available within a Secure Mental Health 

and Rehabilitation Environment.

12 Planned admissions 12. Darling Downs HHS Mental Health management consider ceasing the practice of admitting patients 

to Ridley SMHRU that are not planned as outlined in section 3.7.2 until the full investigation has been 

concluded. It is proposed that if an emergency internal admission is required, that this only proceed 

with the approval of the Executive Director Mental Health, Darling Downs HHS.

13 Unit role and 

responsibilities

13. The Mental Health Alcohol and Other Drugs Branch to reinforce the role and function of Secure 

Mental Health Rehabilitation Units and to reinforce the responsibilities of the referring service in the 

ongoing management and discharge planning of the client. 

14 Referral guidelines 14. Referral guidelines be developed that include an expectation that patients referred to the SMHRU 

need to have defined rehabilitation goals (this assumes that the patient will also have risk management 

needs, the two are not mutually exclusive). Acceptance of referrals should be contingent on the 

understanding that the patient is expected to be discharged back to the referring HHS.  
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15 Discharge/external 

transition

15. Darling Downs HHS Mental Health management ensure that discharge/external transition of care 

processes operate in accord with the Key components and elements of the MoS, especially in relation to 

ensuring discharge planning is a component of each patient’s recovery plan.  

16 Discharge planning 16. Darling Downs HHS Mental Health management ensure that processes are in place to support 

discharge planning. The MoS identifies a role for the care-coordinator at the SMHRU in relation to 

review of the recovery plan and for referring district care-coordinators to maintain a care co-ordination 

role.

17 Referral and admission 

documentation

17. Darling Downs HHS Mental Health management to ensure that all documentation relating to referral 

and admission processes are reviewed to ensure that they are consistent with the current model of 

service for Secure Mental Health Rehabilitation Units. 

18 Adolescent protocol 18. Darling Downs HHS Mental Health management develop a protocol for the management of 16 and 

17 year old patients, in the event that there is no alternative but for them to be admitted to Ridley 

SMHRU, which considers issues of meeting educational and other developmental needs and managing 

specific risks associated with this client group. 

19 Gender-Sensitive' 

protocol

19. Darling Downs HHS Mental Health management develop a ‘Gender Sensitive’ protocol that will 

ensure the safety, health and well-being of female patients admitted to Ridley SMHRU. 

20 Recovery training for 

SMHRU

20. Specific training be developed and provided to facilitate a practical understanding of how recovery 

principles can be applied in a SMHRU. 

21 Care Review and 

Management Plan

21.  Review the weekly clinical review meeting processes to decrease the number of patients discussed 

and thereby facilitating a greater opportunity for detailed discussion. The care review and management 

plan should be adequately documented in the patient record. Ideally every patient should be discussed 

once per fortnight, however daily handovers should facilitate the need to address urgent matters. 

22 Care Review and 

Management Plan

 22. Within the weekly clinical review at least 30minutes per meeting should be allocated for a 

comprehensive review of a patients ICP, risk assessment and general progress which must occur on a 3 

monthly basis as required by The National Standards for Mental Health Services (Standard 10 Delivery of 

Care Assessment and Review Criteria 10.4.6). If two patients have this review each week the 3 monthly 

requirement would be met.  

23 Care Review and 

Management Plan

23. ICPs should include patient recovery goals and identified discharge preference as well as staff 

identified concerns.  Input from the patient, multidisciplinary team and care coordinator should be 

reflected in the ICP to ensure plans are comprehensive and reflect current issues.

24 Clinical documentation 

audit process

24. The current clinical documentation audit process needs to be reviewed to ensure plans are updated 

as required and there is an accountable evidence trail. The audit process must include quality and 

frequency of entries.  

25 Clinical documentation 

review

25.  A comprehensive review of clinical documentation must be undertaken as soon as possible. Some 

issues that were identified in this investigation that must be addressed include: 

a) The ICPs and risk assessment are kept in a separate folder in the staff station and separated from the 

clinical file, 

b) some patients had no entries for several days, 

c) the CIMHA minimum dataset does not appear to be adhered to and is not regularly updated and 

d) aspects of the 'filing system' in the clients clinical records are a potential source for confusion e.g., the 

'Risk Screen" was filed under the Other Investigation tab and MHRT under legal, some care plans are 

filed under Allied Health. 

26 Risk assessment 

management plans

26. A risk assessment management plan should be developed for each patient. The plan should identify 

relevant risk factors, early warning signs and risk management strategies.  This plan could be 

incorporated into the ICP.

27 Positive behaviour 

management plans

27. Patients with frequent aggressive behaviour require a positive behaviour management plan.  In 

instances where such plans don’t prove effective further consultation with a specialist forensic mental 

health service is indicated. 
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28 Training - risk assessment 28. Training should be provided regarding developing risk assessment plans. A review of risk 

management practice should also be undertaken and training provided to address any knowledge or 

skill deficits. Staff should be familiar with the principles and practices of environmental, relational and 

procedural security. 

29 Assessment and response 29. Use of the DASA-IV should be considered to ensure consistency of assessment and response in 

relation to aggressive behaviours. 

30 Patient leave 

management

30. Procedures to be established to provide a consistent, accountable approach to management of 

patient leave within the community that includes patient searches, risk assessments pre and post leave 

and management of items entering the Ridley Unit. 

31 Comprehensive 

rehabilitation

31. Priority to be given to the introduction of a comprehensive rehabilitation program that promotes 

meaningful occupation for all patients and is the core responsibility of all staff and as a minimum all 

patients have access to vocational, educational, recreational and therapeutic programs.

32 Consumer feedback 32. Establish a system that facilitates consumer feedback in day to day operations as well as strategic 

planning. This can only be achieved through the engagement of the existing paid peer and consumer 

staff of DDHHS as well as consideration being given to the establishment of a consumer representative 

position from the existing Ridley Unit patient population.

33 Reskilling of staff 33. All nursing staff allocated to the Ridley unit undertake re-skilling programs focused upon improving 

their skills and enhancing their confidence in providing rehabilitation programs for patients.

34 Recreation program 34. Opportunities for replacing the functions of the Recreation Officer positions that were recently 

abolished should be explored. This may include identifying opportunities with the private or not for 

profit sector in establishing a joint initiative (e.g. YMCA).  

35 Rostering 35. It is recommended that the practice of having permanent night duty staff at BH Hospital be ceased 

through negotiation with current staff or through natural attrition. 

36 Rostering 36. Until recommendation 35 can be achieved it is recommended that Ridley Unit staff on permanent 

night duty be required to be rostered to a minimum of one four week period of day duty and one four 

week period of afternoon duty in each Calendar year. 

37 Staff education - 

mandatory training

37. It is further recommended that the mandatory training requirements specified by Queensland 

Health and Darling Downs Executive management are enforced. This can be achieved through either 

adopting the above recommendation, providing mandatory training for all staff on night duty with 

appropriate backfill or by rostering permanent night duty staff to day shift mandatory training sessions 

as a component of their core roster. This should be completed within 6 months. 

28 Rostering 38. It is recommended that the rostered shift configuration and duration be reviewed to create an 

overlap period for handover purposes and to allow staff who predominantly work on night duty to have 

greater contact with clients.

39 Emergency response 

procedure - resources

39. It is recommended that the Baillie Henderson Hospital Emergency Response procedure is reviewed 

to clearly articulate the resources that will respond in an emergency and the acceptable timeframes to 

receive this response. It is recommended that the skill mix for night duty staffing is reviewed to ensure 

that unqualified staff are not rostered to night duty, even as an additional staff member or replacement.   

40 Resource availability 40. Resource sharing should occur across units within Baillie Henderson Hospital, or Darling Downs HHS 

to ensure that access to allied health staff is available during periods of staff shortage in Ridley in 

recognition of the isolation and vulnerability of SMHRU patients. 

41 Emergency response 

procedure - resources

41. It is recommended that the Baillie Henderson Hospital Emergency Response procedure is reviewed 

to clearly articulate the resources that will respond in an emergency and the acceptable timeframes to 

receive this response. Further a role for a permanent on-site Security Officer should be included in the 

Emergency Response that does not duplicate or replace the role of clinical staff.  

42 Drug program - screening 42. Regular urine drug screens (UDS) to be undertaken on all patients and to screen for illicit as well as 

restricted prescribed medications.

43 Staff education - 

substance use

43. An education program for staff should be provided to enhance the understanding of substance use 

disorders and the management of associated problems, including drug seeking behaviours. 
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44 Drug program - risk 

assessment

44. The program already in place in relation to patients identified as at risk of drug use should be 

expanded for all patients to include capacity to repeat programs as required and to establish a formal 

evaluation of the program outcomes. 

45 Furniture and 

environment

45. The investigation team recommend, as a matter of urgency, that immediate action be initiated to 

remove the furniture hazard within the Ridley unit, and that substitution of more appropriate items be 

made. In particular furniture with metal legs should be replaced. 

46 Safe procedure - atrium 

lighter

46. Staff interviews identified that staff were placed in a vulnerable position when filling the lighter in 

the atrium. Procedures should be established to ensure that either the lighter be checked and filled 

when no patients are present or an alternative location for the lighter be considered.

47 Sensory modulation space 47. Consideration be given to creating a 'sensory modulation' space (possibly in one of the ICA areas).

48 Furniture and 

environment

48. A review be undertaken of the furniture and ward environment both in terms of security and patient 

comfort. 

49 CCTV camera positioning 49. The use of CCTV cameras should be reviewed to ensure they are placed in locations that enable 

viewing of areas determined to be sites of the most frequent incidents of concern. Camera use needs to 

be balanced with the need for staff to be actively monitoring patients and the environment.

50 Escalation - maintenance 

& repair work

50. Staff should be made aware of the processes to escalate required maintenance and repair work 

through appropriate channels. 

51 Review transparency 51. The contents of this report should be made available to the staff of the Ridley Unit.

52 Consumer Engagement - 

Care Planning

52.  Processes be established to engage consumers in contributing to all levels of their care (e.g 

treatment planning and ward functioning) in order to be consistent with a Recovery model.  Utilisation 

of a current or former Ridley patient representative in this process should be considered. 

53 Staff roles 53. The role of carer facilitator and complaints functions should be separated.

54 Consumer Engagement - 

Service Planning

54. Support for participation by patients in surveys such as the CPOC and Benchmarking reviews and 

establishment of processes to utilise such feedback, as appropriate, in service planning.  

55 Review aggression 

management WI

55. The aggression management workplace instruction should be reviewed and updated as a priority; 

and staff made aware of the instruction. 

56 Review emergency 

procedures

56. The Security Nurse Role and Responsibility including Emergency Procedures  should be reviewed to 

ensure consistency with other HHS and statewide policies, instructions or procedures.

57 Emergency response 

procedure - duress alarms

57. A review of the duress alarm procedure is undertaken along with a review of implementation of the 

procedure, including staff use of alarms, staff response and the training staff have received in their use. 

Code Black responses should in particular be tested at least quarterly in a unit such as Ridley. 

78 Dual use of colour codes 58. The dual use of colour codes to denote the movement level of patients and to denote emergencies 

is potentially confusing. A different code system for movement should be developed as the emergency 

codes are standard across facilities.

59 Update Staff Orientation 

Manual

59. The Staff Orientation Manual should be updated to address issues identified above.  Hours of 

operation and supervision of the atrium area should be clarified in the Staff Orientation Manual.  

60 Recovery model of care 60. The return of patients to their home communities, where this can be safely progressed should be 

supported. A range of issues need to be worked through, the starting point is comprehensive 

assessments of patients, as discussed in the sections 3.10.1(c) and 3.10.1(d).  While there may be a need 

for a campus based facility for patients to transition out of Ridley, wherever possible this should be 

avoided and other options should be utilised. This is discussed in section 3.9.

61 Unit role and 

responsibilities

61. The role and value of the SMHRU should be clearly articulated in HHS mental health service 

description and planning documents.

4/5



RIDLEY REVIEW ACTION PLAN

62 Consumer Engagement - 

Care Planning

62. Patient LCT plans should be reviewed to ensure that they are clear and comprehensive and that they 

relate to the ICP and discharge planning processes. Patients should be involved as much as possible in 

the development and review of these plans.
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