
 

Frequently Asked Questions 
Location, space, resources 

Where is the “central location” 
expected to be?  

We don’t know yet but are mindful that it 

must be accessible by public transport. A 

number of options are being considered 

including the concept of a shared space.  

 
What do we expect the new “central” 
space to be like? What facilities are 
anticipated eg group rooms or kitchen? 

This will depend on what we can find and 

access. Location will be important first and 

foremost but group room(s) and an 

arrangement for a kitchen are anticipated. 

 
Would we see clients at the central site 
or at the Community Team sites? 

Both. We also expect to do more work in 

the consumer’s own home. 

 
In-reach seems to be identified in two 
separate boxes: East and West. Are 
they sitting in the community teams? 

Yes, some CCRT staff will be identified as 

east or west. They will sit in the ‘central’ 

site 1-2 days a week but the other 3-4 days 

a week will sit with the community team to 

permit flexibility and relationship building 

as well proximity to the consumer cohort 

they will be working with. 

 
Won’t the centralising of the East and 
West teams result in more travelling for 
those staff? 

As noted above, staff specific to East or 

West will operate from those bases 

probably 3-4 days per week. The days they 

are located centrally would be focused on 

either groups at that location or team 

activities. We are keen to not have staff 

travelling unnecessarily in the course of 

the day. 

 

Relationships with Community 
Team 

How will sitting with the community 
teams work? What is the purpose of 
that? 

The expectation is that by increasing 

presence in the Community Team space 

that we can develop better inter-team 

activity, raise the profile of the CCRT and 

look for opportunities to collaborate. 

It will also make it easier to attend relevant 

consumer reviews for example. The detail 

of that will be developed as we begin 

implementation. 

 
Why not just incorporate the 
Rehabilitation Clinicians into the 
Community Team? 

We have considered this and sought advice 

from colleagues interstate. There are 

advantages and disadvantages for both 

approaches. The reason for this model is it 

ensures the roles of the rehabilitation 

clinicians remain distinct and are not 

overtaken by the demands of Care 

Coordination. 

 

How will Rehabilitation clinicians work 
with the Care Coordinators/Primary 
Mental Health Clinicians? 

The rehabilitation clinician can provide 

short term input or an ongoing arrangement 

to implement a rehab plan as part of the 

overall Care Plan. This activity will 

complement the work of the Care 

Coordinator. 

CCRS clinicians do not operate as Care 

Coordinators/Primary Mental Health 

Clinicians but will work closely with them in 

developing and facilitating a person’s Care 

Plan, ensuring the plan for rehabilitation 

services are incorporated and reviewed 

accordingly. 

Services will be accessed via a CBIS 

referral from the community or inpatient 

team following clinical reviews, care 

planning, partnership reviews, consumer 

request or medical clinics etc. Referrals will 

be received and allocated based on clinical 

pathway and prioritisation indicators led by 

the Clinical Rehabilitation Coordinator. 

 
How does the CCRT fit in with the 
proposed Specialised Allied Health 
Services (SAHS) and existing group 
programs eg DBT, MCT, CBT? How do 
Care Coordinators decide where to 
refer? 

The guidelines acknowledge that “rehab 

interventions” are provided by some 

clinicians within the community teams and 

the Community Clinical Rehab               

Team will sit alongside those              

services and add capacity                           

to the service overall.  
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 The intent of establishing the Rehabilitation 

Team is to allow focus on and building of 

the service capacity as well as enhancing 

understanding and profile of clinical 

rehabilitation. 

The CCRS is a multidisciplinary service 

with a focus on proactive rehabilitation 

interventions, partnerships and programs. 

It will operate alongside Specialised Allied 

Health Services (SAHS) offering 

interventions or approaches of different 

intensity, duration or focus than can 

normally be accommodated by SAHS 

clinicians. 

The CCRS Coordinator will assist with 

identifying appropriate referrals, working 

with the discipline seniors where needed. 

 
Will consumers who are well enough for 
the community team and not require 
hospital have a place within this? 

If a person is eligible for services from the 

community team they are eligible for the 

CCRS. The CCRT Coordinator will receive 

referrals and in consultation with the 

Clinical Coordinators either accept the 

request or provide direction on a more 

appropriate service. 

 
If a consumer is not connected with a 
Care Coordinator, then they can’t 
access this service. Will this create a 
large gap? Has the target population 
changed? 

The Clinical Community Rehabilitation 

team is a tertiary service and will be 

directed to people with complex, possibly 

enduring problems or disability, or are at 

risk of this. For example, targeting young 

people with significant mental health 

issues is aimed at preventing loss of 

function, or the development of chronic 

illness. 

In the past, the psychosocial group 

programs have accepted some referrals, 

from outside the service. With the stronger 

focus on 1:1 clinical rehabilitation the intent 

is to focus on CMHT consumers.  

The development of the Partnerships 

Portfolio is intended to build relationships 

and capacity for other non-government 

providers to provide psychosocial services 

to those not accessing the CCRS. 

 
Will a consumer need to remain open to 
a Care Coordinator throughout their 
journey? 

In general, yes. We have received 

feedback both supporting and questioning 

this position and see the pros and cons of 

each. At this point in time, while the service 

is new we will maintain this position of 

needing to retain a Care Coordinator, or 

allocated doctor for the duration of their 

program. We may review this in the future. 

We expect the Care Coordinator and the 

CCRT to operate in parallel with each other 

rather than the sequential approach taken 

with the current psychosocial programs. It 

is also seen that the Clinical Rehabilitation 

service is time limited, not an ongoing 

activity.  

If the Community Mental Health Team 

(CMHT) wishes to close the episode whilst 

the rehab program continues the matter 

can be discussed with the CCRT 

Coordinator to make decisions. If it is 

agreed the CMHT will close the episode, it 

is on the explicit understanding that any 

emerging issues will be addressed by that 

team as if the Care Coordinator was still in 

situ. 

Rehabilitation clinicians do not undertake 

Care Coordination. 

 

Staffing, Structures and Governance 

How will the change from 2.5 FTE Team 
Managers (TM) to 1.0 FTE TM and 2.0 
FTE Level 3 Coordinators work? 

There will be a matching process between 

current TMs and the proposed position. 

Human Resource (HR) processes will 

govern this as well any impact on 

incumbent personnel. The two Level 3 

positions are new and appointment to them 

will follow standard HR and recruitment 

processes. 

 
What is the role of the new Level 3 
Coordinator positions? How will they 
work? 

Role descriptions for these have been 

drafted. The Coordinator based in the CRC 

(Elpida House) will be responsible for day 

to day activity including handling referrals, 

overseeing individual program planning and 

development and providing support and 

guidance to operations. In addition, they will 

hold portfolio responsibility for the 

development of partnership approaches 

and opportunities to enhance the services 

available and capacity of the sector. 
 

The Coordinator for the CCRT will also be 

responsible for the day to day operation of 

that team. They will work closely with the 

CMHT Clinical Coordinators and handle 

referrals to the Team. Their portfolio area 

will be oversight of the Group Program. 

 



 Will neuropsychology be part of the 
Rehabilitation Team? 

No, as there is not adequate resourcing for 

this. The benefits of drawing on that area 

of expertise, however, are recognised and 

should be facilitated where possible. 

 
Was there consideration to increase 
psychologist FTE? It seems 0.8 FTE is 
inadequate for the range of services the 
team would offer across both East and 
West, including a 1:1 service. 

Yes, and in response to feedback the 

psychology resource has been increased 

as much as possible given the constraints 

of cost. The team retains one multi-class 

position which may provide opportunity to 

appoint additional psychology or social 

work when vacancies occur. In the 

meantime, the CCRT will work closely with 

the CMHT psychology seniors to provide 

the best service we can with available 

resources.  

 
Some positions will be re-classified. 
What happens to the incumbents? 

All current contracts or arrangements will 

be honoured. Any changes to classification 

would occur when the position became 

vacant. 

 
Will OTs in the Rehabilitation Team be 
expected to provide OT assessments 
for the CMHT? 

Community OTs continue to provide OT 

services to their team. If the request is 

more rehab focused the request can come 

to CCRT to help tease out goals. This can 

be a discussion between the Rehabilitation 

Coordinator and the Community Team, 

and the Senior OT if needed. 
 
Will there be specialised training for 
rehabilitation staff in this team?  

We plan to develop a training program for 

staff delivering CCRS; including Strengths 

Based Assessment and Planning for all 

rehabilitation staff. As specific tools are 

identified for the service, training needs will 

be considered as needed. 

Staff looking to formally develop skills in 

specific therapies will be supported if this 

reflects skills required by the team. 

 
How will matching of staff to positions 
occur? 

The matching of staff to positions in the 

new structure will be managed following 

the approved HR Principles. 
 

What will happen to the staff in the 
positions that aren’t moving to the new 
plan? 

We will work closely with those people and 

with HR to identify suitable, available 

positions that match their skillset. 
 

What is the rationale for moving the Co-
morbidity specialists into the CCRT? 

There are several reasons including: 

 the need for a more clearly defined 

governance structure (currently they 

report through to one Team Manager in 

each respective building, however, 

provide a service across both sites) 

 the need for greater consistency in 

service delivery with clear role and 

responsibilities of the positions 

(currently both positions are providing a 

very different service across sites) 

 evidence which supports the 

engagement of consumers around 

alcohol and other drugs from a 

rehabilitation framework and the 

opportunity for longitude engagement 

around the stages of change 

 feedback from consumers and carers 

through the planning and consultation 

process (for both the community and 

rehabilitation redesign) has also 

supported the need for more targeted 

interventions across the services – 

again with a focus within rehabilitation 

services 

 the benefit of consumers currently 
involved in community teams in 
accessing support through the co-
morbidity positions can still be explored 
through the service planning of the 
Community Rehabilitation Services with 
clear pathways and referral processes.  

 

The Co-morbidity staff remain available to 

and will still sit with the community teams at 

least 3-4 days per week. 

 

Lived Experience Workforce 

Is the level 3 Peer Coordinator a new 
position? What is the role? 

Yes, it is a new position. It has been 

created in recognition of the need to 

provide support and supervision for peer 

specialist workers. This is becoming more 

important as we grow our Lived Experience 

Workforce. It both recognises that some 

peer specialists will be new to the role and 

likely to benefit from senior support. It also 

provides a structure in which to develop this 

aspect of the service as well as a career 

path. 

 

 



 Is there a Carer Consultant planned? 

Due to resource constraints, not at this 

stage. However, we agree this is a gap in 

the current composition of the team and 

are planning a submission for specific 

additional funding. It may be possible in 

the interim to draw on the existing Carer 

Support Group for advice and input. 
 

Can the role of the Lived Experience 
Workforce be expanded? 

Yes, we agree this is important and are 

expanding this in the current proposal as 

well as seeking additional resources for a 

Carer Consultant. 

 
Why the realignment of the community 
peer specialist? 

The alignment of the one current 

community peer specialist to Community 

Clinical Rehabilitation Services is part of 

the development of the Lived Experience 

Workforce as a team by combining the 

existing and new peer workers. As the 

interface between the Community 

Rehabilitation Services and the Community 

Teams will be significantly strengthened 

through both redesign processes, it is 

envisaged that access to peer specialists 

for community based consumers will only 

be increased.  

 

NGOs and Partnerships  

Will we have staff with expert 
knowledge of what else is available / 
alternative services and NGOS? 

While all CCRT staff would be expected to 

have a good working knowledge of other 

relevant government or non-government 

services and work to assist consumer’s 

access those as needed, this is seen as an 

important area of expertise. 

The level 3 coordinator based in the CRC 

will have specific portfolio expectations 

around developing effective relationships 

with other services. 

When receiving referrals, both level 3 

coordinator positions will consider the most 

appropriate option for a consumer and may 

recommend alternatives.  

 
Base level staff are not always in a 
position to foster partnerships or 
ensure good collaboration with other 
agencies.  

This is very true and why we are 

establishing a Partnerships Portfolio for the 

level 3 coordinator positions attached to 

the CRC. 

As a senior practitioner with this as a key 

responsibility we anticipate better 

collaborative arrangements with key 

providers  

 
How will we work with the NGO sector? 

The plan is to work more closely with 

NGOs. Developing and enhancing these 

relationships is anticipated through the 

development of the Partnerships Portfolio. 

We would hope to use our resources to 

enhance their capacity, build their skills and 

assist focus and implementation of plans 

developed by the rehabilitation clinician. 

A CCRS clinician may provide input to an 

IPRSS package plan to develop functional 

capacity. This can be one off / or short term 

provision of clinical input. 

This sometimes happens at individual 

practitioner level now. The intention is 

strengthen this approach at a system level. 

 
How will we work with headspace? Will 
there still need to be a Care Coordinator 
for them to access the CCRS? 

This needs further exploration with them 

but potentially, if headspace are 

maintaining a coordination role the 

Rehabilitation Coordinator can accept the 

referral if appropriate.  

 

Operations and services offered  

What is the timeframe for 
implementation? 

Once the Operational Guidelines and 

Structure are confirmed, implementation 

can begin. 

An action plan for implementation is 

currently being drafted.  

 

How can a ‘time limited’ service 

recognise that sometimes things take 

longer, depending on the individual 

consumer and their needs, including co-

morbidities such as ABI or intellectual 

disability? Longer term interventions 

can be more effective in preventing 

relapse and re-presentation and allow 

for completion of therapeutic 

approaches including Trauma Informed 

Care. 

This is understood and recognised from 

feedback from people with lived experience 

and has been acknowledged in the 

Planning and Service Delivery sections of 

the document. While the person is actively 

engaged and progressing and is regularly 

reviewed by the team, services can 

continue.  
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There is in place a mechanism to permit to 

continuation of longer term activity where 

there is a demonstrated rationale. 

The intent is to ensure the rehab service is 

not an ongoing activity, addressing a need 

better met by other providers. 

While service providers should all provide 

Trauma Informed Care, specific therapies 

to address trauma will generally be outside 

our resource capacity. 

 

Why make “strengths” a formal 
assessment process? Don’t staff do 
this anyway? 

A structured approach built on the persons 

strengths across domains, leads clearly 

into the activities, actions, roles and 

responsibilities for both the person and the 

rehabilitation clinician. It also supports 

measurement of change. It is important to 

be able to analyse the effectiveness of the 

service provided in order to be able to 

ensure resources are directed wisely and 

to encourage others to consider using it. 

 

How will the Rehabilitation Plan fit in 
with the CBIS Mental Health Care Plan? 
Having multiple plans is confusing.  

This still work in progress as the whole 

Planning Record in CBIS is currently being 

redeveloped. We agree it needs to part of 

a whole – not another plan. 

 
Will there be any rehabilitation support 
on weekends? 

Limited resources dictate this service will 

be offered Monday to Friday during 

business hours at this point. In the future 

this may be reconsidered. 

 
What about medication management 
and education specifically? Who will do 
this? 

As it is expected that consumers will 

remain with a Care Coordinator, therefore 

these needs will be addressed by the 

relevant team providing their care. 

 

 

 

 

 

 

 

 

 

 

 

 

 

With the two smaller (East / West) teams 
identified, how will leave be covered?  

As currently happens, adjustments will be 

made as needed to cover. 

 
Is use of word “interventions” recovery 
based? 

While the word can be construed as 

contrary to recovery concepts the 

document is very clear about the intent to 

work with the person, for them to be the 

centre of planning and to set the approach. 

The word was chosen to reflect a 

potentially more proactive and clinical 

approach.  

An explanation of the word use has been 

added to the document. 

‘The term “interventions” is used throughout 

this document to distinguish between other 

activities of clinical staff such as 

Assessment, Planning and Review. It 

recognises that as a clinical service there 

will be elements of activity that are pro-

active on the part of the clinician as well as 

the case that the clinician has a 

responsibility act in support of the person, 

not only provide space or opportunity.’ 

 

Development of Key Performance 

Indicators (KPI)  

What will be the approach to the 
development of KPIs? 

We recognise the need to be accountable 

and the need to have KPIs that are relevant 

to a rehabilitation service. 

A number of measures and tools are being 

considered to consider the efficiency of the 

program and resource allocation as well 

effectiveness in terms of consumer 

outcomes and experience. 
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