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Executive Summary 

The CALHN Community Clinical Rehabilitation Services (CCRS) Operational Guidelines and Structure 

support the implementation of the Draft Clinical Rehabilitation Services Model of Care (Feb 2019).  

The Model of Care (MoC) sets out in broad terms the aspirations, intent and foundation of the service, 

defining its vision and mission and the underpinning principles. It describes the intended nature of the 

service, the approach to service delivery and who the service is intended to support. It also discusses 

access to the service with the intention of reinforcing an approach of minimising barriers, promoting 

inclusion not exclusion, of timely introduction of rehabilitative input and recognition of the breadth of factors 

that impact on a person’s recovery from mental illness and the fundamental importance of addressing 

those. 

The MoC covers all elements of the service, from home based community rehabilitation to inpatient 

rehabilitation services. 

The CALHN CCRS Operational Guidelines and Structure provide the detail on how the service plans to 

achieve these aspirations specifically in the community.  

The document sets out the details of the service, how it will operate, how it will be organised and how it will 

demonstrate its outcomes and be accountable to the Mental Health Clinical Program as a whole. 

The document acknowledges the current development work of the Community Mental Health Redesign 

process in CALHN. 
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1. Introduction 

Aim 

Central Adelaide Local Health Network’s (CALHN) Mental Health Clinical Program (MHCP) aims to provide 

a dynamic, pro-active and person centred rehabilitation service that consumers find positive, hopeful and 

helpful in their journey to recovery. 

Rehabilitation in a mental health service is about supporting a person maximise their abilities, their sense of 

well-being, self-mastery and self-direction. This may relate to all or any aspects of life from self- 

management of illness, through to daily living activities, personal relationships, community participation or 

education / vocational activities. 

It is about providing input to assist the person learn to conduct their own life according to their hopes and 

aspirations. 

The aim of the CALHN CCRS Operational Guidelines and Structure is to clarify what consumers and carers 

can expect of the rehabilitation service and guide service providers implementing the service, ensuring a 

consistent, high quality, timely, individualised and evidence based experience is the norm.  

The guidelines:  

 describe in more detail the services provided and how these are prioritised 

 identify the frameworks and approaches, that guide the implementation of the MoC  

 outline the processes involved including:  

 access, entry and referral 

 assessment 

 planning 

 delivery 

 review  

 transfer of care. 

 

Background and Context 

Identified need for change 

Previous structures of rehabilitation services across CALHN Mental Health Services have created siloed 

and fragmented service delivery. 

Inconsistent governance, approach and delivery of rehabilitation services meant that the provision of 

rehabilitation has been under-utilised and many consumers may not have received proactive and timely 

rehabilitation pertinent to their needs. 

Inconsistent approaches to partnering with relevant government and non-government services has resulted 

in lost opportunity for community capacity building, provision of services with a focus on life skills 

development, function, self-management, community participation and vocational growth. 

As a result consumers were not readily accessing services designed to assist recovery by supporting, 

developing or regaining life skills and establishing meaningful and connected lives, according to their 

choices. CALHN recognised this and seeks to establish an approach that is connected, relevant, 

accessible, timely and hopeful.  That helps our consumers “get their lives back on track”.  
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At this time, in response to the review of Community Mental Health Services undertaken by Deloittes in 

2015/16, changes to the structure and operation of Community Mental health Services are occurring as 

“Redesigning Community Mental Health Services” across the metropolitan LHNs, including CALHN. 

It is timely and critical to the development of effective mental health rehabilitation services to ensure these 

changes are integrated into community mental health service delivery and are mutually inclusive. 

 

Review Recommendations 

The recommendations from a review of rehabilitation services undertaken in 2015 are detailed in the MoC 

for Clinical Rehabilitation Services but are summarised here as: 

 The various elements of rehabilitation within CALHN Mental Health Services be brought together as a 

multi-level, single service under one Service Manager with a coordinated focus on retention or recovery 

of functional abilities for consumers of the service. 

 It recommended development of a single CALHN Rehabilitation MoC that embraced all levels of 

rehabilitation services in CALHN MHCP.   

 Strategies be developed and implemented to ensure timely and accessible Mental Health Rehabilitation 

Services are a reality for consumers of the CALHN Mental Health Services.  

As noted earlier, the MoC pertains to the full suite of rehabilitation services provided by CALHN MHCP but 

these guidelines are specific to the community, non-bed based rehabilitation services. 

 

2. Clinical Rehabilitation Services within the CALHN MHCP 

Rehabilitation and recovery 

By studying personal accounts of recovery, an Australian team of researchers developed a conceptual 

model of recovery processes to guide research and training and to inform clinical practices. The team 

identified four processes involved with personal recovery.  

 Finding and maintaining hope - believing in oneself; having a sense of personal agency; optimistic 

about the future  

 Re-establishment of positive identity - incorporates mental health issues or mental illness, but retains 

a positive sense of self  

 Building a meaningful life - making sense of illness or emotional distress; finding a meaning in life 

beyond illness; engaged in life  

 Taking responsibility and control - feeling in control of illness and distress and in control of life.1  

Rehabilitation services that are shaped by goals of promoting hope, healing, and empowerment, ensure 

mental health services foster an underlying attitude that recovery is possible, offer opportunities for people 

to maximise their own experience of recovery and create a service environment that is flexible, responsive 

and accessible.2 

Recovery then underpins the way rehabilitation services are developed and delivered and provides a 

philosophical approach to service delivery. 

 

                                                      
1
 Andresen, Oades and Caputi (2003, 2006 & 2011)  

2
 The Framework for Recovery Oriented Rehabilitation in Mental Health Care, SA Health, 2012 
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Consumer view 

Consumers tell us that what is important is “to get back on track,” to “get your life back”. 

Development of the approach to operationalising the MoC has been informed by the concurrent 

consultation with consumers and carers as part of the Community Mental Health Redesign. 

We have been told of the importance of respect and communication - really listening to the person. All 

services, including rehabilitation should be planned individually with the person and their carer(s), and 

focused on their identified needs.  

We have heard we need to work in partnership with the consumer as well as set up effective partnerships 

with other service providers, addressing psychosocial needs, recognising the need for a holistic view of the 

person and that mental health services are only part of their world. 

They have also told us that timing and time taken are important and that we need to work at the person’s 

pace, recognising that engagement and developing the confidence to get on with life cannot always fit into 

‘programs’.  

 

3. Service Description 

The underlying principles and approach for the rehabilitation service are set out in detail in the MoC. 

The MoC indicates the service: 

 recognises and supports the whole person - is recovery-based and is characterised by a consumer 

focused and planned approach to rehabilitation 

 recognises the importance of positive engagement with the consumer and their community and 

demonstrates a true partnership approach 

 recognises the importance of preventing loss as well as gaining or regaining roles and functions as part 

of the rehabilitation process 

 actively supports social inclusion 

 draws on identified, evidence based practice 

 recognises and actively promotes the contribution of the Lived Experience Workforce.  

It also notes that rehabilitation and treatment based services and interventions will be provided concurrently 

rather than sequentially, wherever possible. 
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Rehabilitation Interventions  

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 to act in support of the person, not only provide space or opportunity.  

Rehabilitation services provide specific, targeted individually tailored interventions that assist with improved 

role functioning, independence and the development of skills and resources. 

These are measurable and time limited. Rehabilitation services provide a spectrum of interventions to meet 

the needs of consumers and may include: 

 

Intervention Description 

Assessment Baseline and periodic assessments of ability using recognised assessment 

measures eg. Measures of psychological functioning, real life functional 

capacity, neuropsychological capacity, family functioning and consumer need. 

Life planning Using techniques such as motivational interviewing, values clarification and 

goal setting to assist in life planning and improving skills in communication, 

self-esteem/confidence, activity scheduling, time management and structuring 

the day. 

Skills training To enhance competence in areas such as self-care, home management 

shopping, meal planning, cooking, budgeting, and using public transport. Also 

includes assistance in identifying and pursuing leisure interests and provision 

of social skills training to address such areas as communication, assertiveness 

and confidence building. 

Mental health self-

management, recovery 

promotion and 

education strategies 

Including relapse prevention strategies, and recovery based self-management 

promoting programs. 

Psychoeducation Provides a sound foundation to enable psychosocial strategies to be 

implemented; helps prevent relapse and can effectively target enduring 

symptoms. 

Physical health and 

wellbeing 

Includes strategies targeting nutrition and weight management, assessment 

and interventions for metabolic syndrome, personal health and fitness, smoking 

cessation and substance abuse, spiritual needs and education addressing 

sexual health. 

Vocational strategies Includes the development of close linkages and networks with specialist 

employment services, the implementation of Individual Placement and Support 

Programs, specialised vocational assessments and vocational support 

interventions, plus support for study and promotion of educational 

opportunities. 

Specialised cognitive 

assessments and 

interventions 

Includes cognitive remediation and adaptation strategies, Cognitive Behaviour 

Therapy (CBT) plus programs targeting anxiety, stress or anger management. 

Psychological therapies Includes the development of therapeutic alliance and may include therapies 

such as Interpersonal Psychotherapy, (IPT) Acceptance and Commitment 

Therapy (ACT) narrative therapy, Brief Solution Focused Therapy, creative 

therapies (including art, music, and drama) and supportive counselling to 

promote an active sense of self. 

Family interventions Therapy, support and education. 

Linkages To other community government or non-government services. 
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Intervention Description 

Community 

development/capacity 

building 

Advocacy and education to promote access and reduce stigma, partnership 

building with other organisations, partners and providers of mental health 

support or practical assistance for consumers. 

Programs for specific 

target groups 

Youth and early intervention: developed and delivered in line with the early 

intervention evidence base and in conjunction with Youth Service and early 

psychosis clinicians. 

Co-existing conditions: specific strategies may be employed to address co-

existing issues such as drug & alcohol addictions, gambling, intellectual 

disability, or people with challenging behaviours or persistent, distressing 

symptoms. 

Provision of such services will be reliant on resources, skills available or 

partnership arrangements.  

(Adapted from SE Sydney Operational Guidelines) 

 

Frameworks and Approaches 

The CALHN MHCP Community Clinical Rehabilitation Services (CCRS) draws on evidence, models and 

tools developed and implemented in domestic and international settings. These include but are not 

restricted to: 

 The Strengths Model – A recovery- oriented approach to mental health services (Rapp & Goscha – 3rd 

ed 2012 Oxford University press Inc. New York) 

 Refocus. Promoting recovery in community mental health services. Institute of Psychiatry at the 

Maudsley, Kings College London 

 A Primer on the Psychiatric Rehabilitation Process. William A. Anthony and Marianne D. Farkas. Boston 

University centre for Psychiatric Rehabilitation 

 PULSAR Manual. Recovery-promoting relationships and working practices for specialist and community 

mental health services – adapted for Australian use form REFOCUS. Monash University 

 Graded skills development approaches. Graded activity to encourage consumer engagement and 

adaptive behaviour (Csikszentmihalyi, M (1975, 1992) Kaplan K (1988) 

 Skills training evidence base (D’Amico, Jaffe, & Gardner, 2018; Gibson, D’Amico, Jaffe, & Arbesman, 

2011; Arbesman & Logsdon, 2011)  

 Motivational approaches 

 Trauma Informed Care and practice 

Trauma informed care and practice recognises the link between trauma and mental health problems 

and the high prevalence of traumatic life experiences suffered by many of the people seen by mental 

health services. Trauma informed programs incorporate a basic understanding of how trauma impacts 

on the life of the individual, including the vulnerabilities or triggers that trauma survivor’s experience, 

and are sensitive to individuals’ needs, preferences, safety, vulnerabilities and wellbeing. Services are 

supportive and seek to avoid re-traumatisation through strategies including the avoidance of coercive 

practices such as seclusion and restraint. A trauma-informed approach is distinct from trauma-specific 

interventions or treatments that are designed specifically to address the consequences of trauma and to 

facilitate healing.  

According to the Substance Abuse and Mental Health Services Administration (SAMHSA) concept of a 

trauma-informed approach: “A program, organisation, or system that is trauma-informed:  

1.  Realises the widespread impact of trauma and understands potential paths for recovery.  
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2.  Recognises the signs and symptoms of trauma in clients, families, staff, and others involved with 
the system.  

3.  Responds by fully integrating knowledge about trauma into policies, procedures and practices.  

4.  Seeks to actively resist re-traumatisation.”  
 

NSW Mental Health Coordinating Council 2013, Victorian Department of Health 2011, SAMHSA USA  

 

 

4. Community Based Rehabilitation Services 

Rehabilitation in the home or a non-residential mental health community setting may be individual or group 

based; but remains focused on the person’s identified needs and aspirations in the areas of function, self-

management and meaningful activity.  

The service may be provided by specific, clinical rehabilitation staff directly; by community mental health 

clinicians with particular interests or expertise and/or in partnership with a range of government or non-

government providers. Lived experience staff are integral part of the rehabilitation team and assist with 

consumer engagement as well as participating in service provision.  

The clinical rehabilitation plan will be incorporated into the person’s overall care plan and reviewed by the 

multi-disciplinary team routinely as per team Key Performance Indicators (KPIs) and clinical practice 

standards. 

Service Users 

Users eligible for CALHN Community Mental Health Services are eligible for Clinical Rehabilitation Care if 

the following criteria are met: 

 Their mental health issue does or is likely to impact on their ability to function in their chosen 

community; and 

 There is an assessed capacity to benefit from rehabilitation; and 

 The person is willing to participate either actively in a rehabilitation program or in engagement 

processes at some level. 

Priority areas are seen as those: 

 aged 16 to 24 years (inclusive); or 

 presenting with an initial episode of illness where the potential trajectory of the illness indicates a risk of 

long term disability; or 

 with complex issues impacting on their social, functional and occupational outcomes, including those 

frequently presenting to acute / emergency services; and/or 

 whose illness is preventing or limiting their capacity for self-management and direction; and are at risk 

of losing their community tenure or are not purposefully linked to their local support structures. 

It is noted that while the person may be eligible for rehabilitation services from the CALHN MHCP CCRS, it 

may be more appropriate for their particular needs to be addressed by other services. The Community 

Clinical Rehabilitation Service may provide guidance, support or a partnership approach to assisting the 

consumer to receive services needed. 

A strengths based assessment and graded activity and skills training strategies will guide the approach.  
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There is the expectation the Clinical Rehabilitation Service will actively foster partnerships with a range of 

other government and non-government services and assist people to access the input needed at a point in 

time. 

Access to Service 

People may access community based rehabilitation services at any point in their care continuum. This may 

be from a community team or from either Inpatient Rehabilitation Services or the Community Rehabilitation 

Centre as part of transfer planning. It may follow an acute admission or Emergency Department 

presentation where referral into the Community Mental Health Team has occurred and functional clinical 

rehabilitation needs or risks have been identified, requiring a tertiary service at the same time.   

At point of referral, it is anticipated that people accessing the CCRS will have a Care Coordinator or other 

identified practitioner who will retain responsibility for coordination of treatment and for action in the event of 

a deterioration of the person’s mental health.  

Referral  

 Referral can be commenced at any time, preferably as soon as clinical indications suggest changes that 

will or are likely to impact on the persons capacity to function in their chosen community on a longer 

term basis. This includes activities of daily living as well as social, vocational, cognitive, motivational and 

self-regulatory issues. 

 Timely identification of functional losses or risks of such losses, even during an acute phase, is 

encouraged. 

 Access to rehabilitation is not dependent on current phase of illness or symptoms. It is not a 

requirement the person no longer displays acute symptoms, but will guide the approach. 

 While the person may not be able to identify specific “goals”, it is anticipated the referrer will have 

discussed the person’s interests, hopes and plans for the future and the person is willing to engage at 

some level around these matters. 

 The referral can come from any area within the CALHN MHCP. 

 Referrals would normally be completed by the Care Coordinator (Community) but may also be 

undertaken by acute inpatient staff, in consultation with the multidisciplinary team. Referral will 

reference indicators, observations or assessment findings that suggest rehabilitation services may be 

beneficial. 

 Referrals will be submitted using the Rehabilitation Referral Form (Appendix 1). 

 Rehabilitation referrals will include specific Health of the Nation Outcome Scales (HoNOS) scores and 

information, and may also include Life Skills Profile (LSP), or information obtained during the 

comprehensive assessment. Community Based Information System (CBIS) Risk Assessment will be 

updated and risks associated with functional, social or vocational matters should also be considered. 

Any detailed assessments already undertaken would be appended in CBIS. 

 The referral and any available supporting documentation should be submitted via the CBIS referral 

screen. Where possible this will be confirmation of a phone call from the referrer to the Community 

Rehabilitation Coordinator (Appendix 2). 

 The Community Rehabilitation Coordinator will be responsible for identifying and triaging referrals noting 

the priority areas identified above under “Service users” (page 10). Within these areas, priority of access 

will tend be focused (but not exclusively) on people whose needs are more severe and at the point of 

time could not access the rehabilitation level elsewhere (Appendix 3). 

 A Rehabilitation Clinician will be allocated who will meet with the person and using a strengths based 

approach, formulate a preliminary plan and recommendations (Appendix 3). 
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 CALHN consumers already receiving rehabilitation services via the Community Rehabilitation Centre or 

Inpatient Rehabilitation Services may be transferred directly to the CCRS following multidisciplinary 

review processes but record of the referral will be entered on CBIS to assist data collection. 

 

Assessment 

Community mental health rehabilitation may be prompted through routine assessment processes 

conducted by the Care Coordinator, acute inpatient team, Inpatient Rehabilitation Services or the Elpida 

House CRC, multidisciplinary teams and through review processes. As noted above, a strengths focused 

approach will be undertaken and will determine the response of the Rehabilitation Service as well as 

provide direction for further specific assessments or the focus of intervention. 

This is not about ‘gatekeeping’ or exclusion but about ensuring the person is either offered or directed to the 

most appropriate intervention in terms of supporting their recovery within available resources. 

Specific assessments will draw on evidence based tools and models with a particular emphasis on 

strengths and motivation but may include specific functional or psychosocial assessments. The purpose of 

assessment is to:  

 enhance understanding of need in relation to skills and function across a range of life domains, and to 

inform approach and extent of rehabilitation interventions including further specific assessments 

 provide a basis for the collaborative development of a rehabilitation programme which focuses on 

consumer’s hopes and aspirations 

 identify the need to engage other agencies or services either as partners or lead agencies in the 

rehabilitation program. 

While different assessment tools or approaches may be employed according to need, all consumers 

participating in a rehabilitation program will have had a strengths assessment.  

Staff engaged in the Rehabilitation Service will be trained in the use and application of strengths based 

assessments/worksheets. 

Findings of any assessments will be discussed with the person and their carer(s) and presented to the 

multi-disciplinary team responsible for the persons care with recommendations for further actions. 

 

Planning 

Normally developed with the consumer and carer, the Rehabilitation Plan will be integrated into the Mental 

Health Care Plan with areas of action and responsibility clearly identified. The plan will also identify any 

partnership involvement; the purpose and outcomes sought, and a projected time frame. 

The initial plan will be reviewed, with the consumer, after one (1) month to confirm approach and direction 

as well as the anticipated time frame. 

Further work is occurring, in parallel with this process to develop how the Care Plan and the 

Rehabilitation Plan would sit together, and how recorded it will be recorded in CBIS.  

The integrated Rehabilitation / Mental Health Care Plan, developed with the multidisciplinary team, will 

reflect an approach to care where medical / biological approaches are coordinated in conjunction with 

therapeutic and rehabilitative services aimed at supporting the person’s recovery, wellness and capacity for 

self-management.  
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The Rehabilitation Plan will be developed on the basis of assessments undertaken and reflect the priorities 

and aspirations of the consumer and their perceptions of recovery.  

The approach to review of the plan and time frames will be identified and agreed with the person, their 

carer(s) and the treating team. 

 

Service Delivery 

Parallel assessment and planning permits parallel interventions.  

Rehabilitation services / interventions will be delivered by specialised staff, working in conjunction with the 

treating team in a setting suitable to the consumer’s needs. This will ensure the consumer, the 

Rehabilitation Clinician and the Care Coordinator are all working in synergy. 

Services may be delivered 1:1 or via groups, may be in home, centre based or other community locations. 

Services may be delivered in partnership with other community, government or non-government agencies. 

Services may be very short term – one-two sessions, or for a longer but defined period. There is no 

absolute restriction on time frames, however, the program must be reviewed with the consumer and the 

team, at minimum three monthly and demonstrate progress towards transfer of care. Rehabilitation Plans 

for consumers whose rehabilitation program exceeds 12 months will be reviewed by the Oversight 

Committee for Rehabilitation (see Governance section page 15). 

 

Review 

In accordance with existing KPIs and National Standards, all Care Plans will be reviewed by the 

multidisciplinary team, with the consumer, their carer where appropriate, the Care Coordinator and the 

treating doctor. 

The same applies for Rehabilitation Plans and should occur at the same time. 

Interim reviews by the rehabilitation clinician with the rehabilitation team will occur at agreed intervals but at 

least three monthly to monitor progress and ensure the program is updated or modified as needed. 

Outcomes and goals achieved will be evaluated through qualitative and quantitative processes, including 

consumer self-assessment measures. Reviews will include planning for transfer of care to either General 

Practitioner (GP), or other community agency. 

 

Pathways – Transfer of Care 

Transfer of care refers to the process through which a person’s care moves from one component of the 

service to another, dependent on identified need and progression of recovery, or out of the Community 

Mental Health Clinical Program.  

As noted above, people may be referred into the CCRS from anywhere in the system. People already 

involved in rehabilitation services, either as an inpatient (IRS) or resident of the CRC may transfer directly 

to the CCRS but this will be recorded via the CBIS referral screen for data collection. Transfer to the CCRS 

would occur as part of the transfer to the Community Mental Health Team but a ‘soft’ referral will occur with 

handover of the rehabilitation program.  

A person’s transfer of care will occur in collaboration with the: 

 Consumer 
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 Carer(s) 

 Rehabilitation clinician/s  

 Care Coordinator  

 Treating Doctor 

 Other service provider(s) – government or non-government or private for example, IPRSS worker or 

GP. 

There may occasionally be circumstances where a person’s rehabilitation service is not yet complete but 

there is no further service required from the Community Mental Health Team. Following appropriate 

negotiation and agreement between the Rehabilitation Coordinator and the Clinical Coordinator, transfer of 

care to GP may occur while the persons Rehabilitation program is completed. However, the CCRT clinician 

will not assume Care Coordination functions and any issues arising requiring further action will require re-

entry to Community Acute or Non-Acute services as appropriate (See Appendix 4). 

The CMHT transferring care to the GP would complete all the usual tasks of updating Risk Assessment, 

NOCC, MHCP etc. 

 

5. Working in Partnership 

As identified in the MoC the CALHN MHCP Community Clinical Rehabilitation Service is characterised by a 

partnership approach. 

This refers to partnerships with the person with mental health issues as well as their carers. Evidence will 

be reflected in: 

 assessment findings documenting the consumers view and input 

 the Rehabilitation Plan, completed with the consumer and shared roles in the plan 

 participation in plan reviews 

 KPIs 

 Your Experience of Service (YES) surveys. 

CCRS will also provide partnership and /or consultancy service to some agencies. Such services may be 

consumer specific or take the form of a generic mental health consultation to build capacity of that 

organisation.  

Evidence of how we work with other teams and other agencies will include: 

 formal agreements 

 building and maintaining relationships 

 shared service development 

 mental health services as consultants versus lead agency 

 proactive capacity building /support of partner agencies 

 training provided 

 reflected in KPIs. 

Partnership development, priority areas and commitments will be directed by the CCRS Oversight 

Committee (see page 16). 
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6. Governance, Staffing and Structure  

Operational  

The CCRS represents a single team operating across CALHN MHCP, working closely with the Community 

Mental Health Teams as well as with the CRC and, where appropriate, Inpatient Rehabilitation Services. 

The following operational governance arrangements exist: 

 The CCRS will be managed by the Community Rehabilitation Team Manager reporting to the Service 

Manager – Eastern Mental Health Services.  

 The Community Rehabilitation Team Manager is also responsible for the CRC.  

 The Community Rehabilitation Team Manager is supported by Community Rehabilitation Coordinators 

for the CRC and also for the CCRS (non-residential) who will be responsible for day to day operations, 

including intake, of both services. 

 The CRC and Community Clinical Rehabilitation Coordinators will also develop portfolios in Partnership 

Development and Group Programs respectively (Appendix 5). 

 The CCRS is interconnected with, but separate to, the CMHTs operating as a Core and In-Reach Model 

(Appendix 6). 

 Core clinicians will be employed and managed by the CCRS, but will spend the majority of their time 

collocated and working alongside the broader community teams to promote relationships and profile of 

the rehabilitation service. They will provide direct, hands on service for mental health consumers which 

may be 1:1 or group based. They will act as local change agents, consulting with, leading and 

promoting the development of the MoC locally. 

 While the CCRS’ core clinicians are one team they will be aligned with either the Eastern or the 

Western Community Mental Health Teams. 

 It is noted that within the Community Mental Health Teams, some clinicians already address 

rehabilitation needs for some people; including specialised evidence based therapeutic 1:1 and 

group interventions. The CCRS recognises the time, skills and commitment of Community Mental 

Health Teams clinicians delivering these services. It is intended that the CCRS works together with 

the CMHTs to support and augment, not replace or duplicate, these services. Community Mental 

Health Teams and CCRS staff will be encouraged to work together and to co-facilitate groups where 

appropriate. 

 A CCRS Oversight Committee will be established to oversee and direct the service. Terms of Reference 

will be developed for this committee which will report to the MHCP Quality and Governance Committee. 

The Committee will: 

 ensure resources are allocated effectively, efficiently and fairly across the MHCP in accordance with 

the MoC and the Operational Guidelines 

 Consider and approve proposals for conduct of specific therapy groups 

 provide guidance for the provision of consultancy to external agencies 

 oversee and guide the development of partnerships with appropriate other services 

 monitor population data, service outcomes and indicators and provide direction to programming and 

service provision.  
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Clinical Governance, Capacity Building and Training 

Clinical Supervision 

Clinical and professional supervision and support will be managed via Discipline Seniors and will occur on a 

regular planned basis for every CCRS clinician. It should include discipline specific as well as any therapy 

specific requirements. Supervision may occur individually or within a group setting. If no suitable local 

supervision can be accessed, it may be appropriate to source expert supervision externally. 

 

Core Rehabilitation Clinicians 

Core Rehabilitation Clinicians: 

 are trained to an expert level and receive appropriate high level supervision, coaching and training from 

the senior clinicians or other specifically trained supervisors 

 will offer a capacity building, supervision, coaching and consultation role to Community Mental Health 

Team clinicians, focusing on core competencies if requested, according to own competency level 

 will assist in the development and delivery of training in relevant external agencies where requested and 

approved by the CCRS Oversight Committee. 

 

Lived Experience Workforce 

Lived Experience Workforce: 

 will assist in the development and delivery of training in the Community Mental Health Team for 

clinicians, consumer and carer groups and NGOs  

 will engage in the development of partnerships with carer and consumer groups and NGOs to increase 

awareness of rehabilitation care. 

 

Staffing Structure and Profile 

The CCRS represents a multidisciplinary team which includes: 

 Occupational therapists 

 Social Workers 

 Psychologists 

 Nurses 

 Co-morbidity clinicians 

 Lived Experience Workforce. 

This represents a mix of discipline specific and multidisciplinary positions to permit some flexibility in 

recruitment. The roles of represented disciplines is attached as Appendix 7 

The new Community Clinical Rehabilitation Team Manager position will be multi-class AHP4/RN4 as per 

current positions for the CRC, the Eastern Clinical Psychosocial and Western Rehabilitation Day Programs.  

The Community Rehabilitation Coordinator for CCRS is anticipated to be AHP3. 

The Coordinator for the CRC is to be AHP3/RN3. 

Team composition is attached as Appendix 8 
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Service Hours 

The Community Clinical Rehabilitation Service operates over 5 days (Monday – Friday) during office hours. 

 

7. Measuring Rehabilitation Services 

The CCRS will be accountable for efficient and effective use of limited resources. 

 

Consumer Outcomes 

Effectiveness - Specific tools will be selected to assist measuring effectiveness of services and will 

measure the person’s view of:  

 quality of life  

 self-management of illness 

 skill improvement 

 improved self-care 

 improved social networks 

 improved engagement in meaningful activity  

 relevant HONOS items will provide a measure of change from clinicians observations. 

Changes identified thus, by the consumer can in turn be used to build confidence and inform next steps. 

 

Service Outcomes 

Efficiency - KPIs will be developed to permit demonstration of activity and outcomes, including: 

 numbers accessing services 

 demographic data 

 assessments completed (eg Strengths) 

 rehabilitation plans developed 

 reviews conducted 

 measures of participation 

 Re-admissions / acute episodes / ED presentations 

 reduction in restrictive aspects of care (Treatment Orders)  

 transfers of care. 
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8. Acronyms 

Term Definition 

CALHN Central Adelaide Local Health Network 

CBRS Community Based Rehabilitation Services 

CCRS Community Clinical Rehabilitation Service 

CMHT Community Mental Health Team 

CRC Community Rehabilitation Centre 

ED Emergency Department 

HONOS Health of the Nation Outcome Scales 

KPI Key Performance Indicator 

MHCP Mental Health Clinical Program 

MOC Model of Care 

NGO Non-Government Organisation 

YES Survey Your Experience of Service Survey 
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CALHN Rehabilitation Referral Form 

 

Name: 

 

DoB: 

 

UR number: 

 

Address: 

 

  

Referring person: 

 

Date of referral: 

 

Service requested:  

 

 

Reason for referral  

Priority areas  

 

HONOS Score Reason for score 

Q4   Cognitive problems 

 

 

 

 

Q9   Problems with 
relationships 

  

Q10 Problems with daily 
living 

  

Q11 Problems with living   
conditions 

  

Q12 Problems with 
occupation and 
activities 

  

 

Consumer’s 
understanding of request 

 

Carer/family involvement 
 

Referrer’s comments 

 

 

 

 

Appendix 1 
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CALHN Clinical Rehabilitation Services Referral 
Process  

Clinician identifies potential for Community Clinical Rehabilitation 

Service (CCRS)

HONOS completed 

Note score on questions 4, 9, 10, 11 and 12

Goes to consumer CBIS record

Selects CBIS Referral Screen and identifies Community Rehabilitation 

Team in “referred to” drop box

Screen presents Rehabilitation request

“Rehabilitation Referral’ is completed and loaded into CBIS

Or

Screen appears that is pre-populated with consumer details and HONOS 

scores for questions 4, 9, 10, 11 and 12

Screen presents:

Q: for these questions scoring 2 or more.

Why did you allocate this score?

What did you observe?

Free text

Submits referral

Rehabilitation Coordinator receives referral

§ Rehabilitation referral (CBIS)

§ Current care plan

§ Current risk assessment

Rehabilitation Coordinator screens the request. If appropriate passes to 

Rehabilitation Clinician to undertake initial strengths based interview

Rehabilitation Clinician completes Initial Interview

Makes recommendations to:

§ Accept referral, noting areas for rehabilitation focus and level of 

engagement

§ Further assessment

§ Referral to partner agencies consurrent with rehabilitation program

§ Referral not appropriate – recommend more suitable course of action

Presents recommendations to team

 

Appendix 2 
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Priority Access Grid for Community Clinical 
Rehabilitation Services 

 

Priority groups are identified in the Rehabilitation Services Model of Care as well as the Operational 

Guidelines. 

Within these groups if resource restrictions require further prioritising these levels will be considered for 

triage purposes by the Community Rehabilitation Coordinator. 

 

Priority level Need for Community Rehabilitation to support Recovery 

Level 1:  Considerable risk of deterioration: eg pending or recent discharge from 
inpatient facility, recent move to independent living requiring clinical 
intervention  to support successful transition 

OR 
Urgent assessment required to progress service/care plan 

OR 
Direct referral to Early Intervention or Youth Programs, time limited group 
programs or interventions 
 

Level 2:  Delay in access to rehabilitation is perceived to have some impact on 
recovery. 

OR 
Non-urgent psychosocial assessment required to assist planning 
 

Level 3:  Delay in access is expected to have minimal impact on recovery: 
Person is progressing independently and/or is well supported or linked to 
other services 

 

 

  

 

 
 

Appendix 3 
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Community Clinical Rehabilitation Service          
Client Issue – Re-entry Pathway 

         

Consumer Issue Identified

Situation resolves

Assessment by clinical rehabilitation staff, including risk assessment

Discussion with Rehabilitation Coordinator or other senior staff

Situation to be monitored

Action requiredFollow up as usual
Situation 

settles

Situation 

deteriorates

Is there immediate risk

YesYes

NoNo
Is there a Care Coordinator 

(and they are available)

YesYes NoNo

Phone Care 

Coordinator 

to follow up

Phone 000 for

SAAS / SAPOL

Phone relevant team 

Clinical Coordinator to 

arrange follow up

Urgent follow up needed 

within 24 hours YesYesNoNo

Clinical Coordinator refers 

to Care Coordinator to 

follow up (Community 

Recovery Service)

Rapid response allocated 

(Assessment and Brief 

Intervention Service)

Clinical follow up as 

appropriate
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CALHN Rehabilitation Services Proposed 
Operational Governance 

 

Partnerships 

Portfolio

Service Manager – Eastern 

Mental Health Services

Community Rehabilitation 

Team Manager

1.0 FTE   RN4 / AHP 4   

New Position

CRC Rehabilitation Coordinator

1.0 FTE  RN3 / AHP3  

New Position 

CRC Team CCRT Team

Group Program 

Portfolio

Community Rehabilitation 

Coordinator

1.0 FTE  AHP3 

New Position

Inpatient Rehabilitation Services 

 (IRS) Team Manager

RN5 / AHP 4   1.0 FTE

IRS

Senior Team

NUM / CPC / AHP3s

IRS

Team
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CALHN Community Rehabilitation Services 
Operational Governance Core and In-Reach Model 

 

 

CRC 

Coordinator

Partnerships 

Portfolio

Service Manager – 

Eastern Mental Health 

Services

Community Team 

Manager

Community Team 

Manager

Service Manager – 

Western Mental Health 

Services

Community 

Rehabilitation Team 

Manager

Community Team 

Manager

Community Team 

Manager

Clinical Coordinators

~

Intake Process

(future versions of)

Community 

Rehabilitation 

Coordinator

Group Programs 

Portfolio

Clinical Coordinators

~

Intake Process

(future versions of)

Community Team

Care Coordination

Treatment

Specialist Clinicians

Community Team

Care Coordination

Treatment

Specialist Clinicians

Community Clinical Rehabilitation Team

Core Clinicians

Groups  |   Speciality Clinics   |   Interventions and Therapy   |   Consultation and Support   |   Co-Facilitation
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Roles of Multi-disciplinary Workforce 

Occupational therapy 

The CCRS Mental Health Occupational Therapist (OT) offers specialised OT assessments, consultations, 

individual or group based interventions and comprehensive written reports to assist a person’s 

management of their community function in the domains of self-care, work/education, leisure, environment 

and daily living skills. These enhance the rehabilitation outcomes for consumers, families and carers to 

meet their recovery goals.  

Social Work 

Social Work services optimise the quality of life of consumers that underpins sustainable community 

life.  Social workers address holistic needs and goals in psychosocial rehabilitation and promote community 

transfer priorities into team care plans.  They aim to maximise community engagement, strengthen 

relationships, social functioning and promote adaptive skills for the future.  Services include: 

 individual and relationships counselling 

 address safety, particularly family violence 

 family assessments and interventions 

 social and therapeutic groups and programs 

 individual and systems advocacy, legal rights and interventions 

 linking to community resources and acting as a resource to the team. 

 

Peers 

The Lived Experience Workforce support consumers and carers through their mental health recovery 

journey using a strengths-based and recovery focused approach. The workforce provides individual and 

group peer support to consumers and carers. This includes the facilitation and co-facilitation of 

psychosocial and peer groups, linking to government and non-government support services, partnering with 

consumers and carers to achieve recovery goals, acting as a positive role model and sharing personal 

experience of overcoming mental health challenges for themselves or a loved one. 

Nursing 

Using recovery based principles and a trauma informed care framework, Nurses provide specialist care. 

Nurses consider physical, psychological, social and spiritual needs, within the context of the individual's 

lived experience to  support them meet their identified goals. In collaboration with carers and the multi-

professional team, nurses aim is to support the consumer’s health and social functioning.  

Nurses offer assessment, care planning, observation,  support with  medication - including education, 

observing efficacy and any possible side effects, counselling, and facilitation of therapeutic groups and 

transition programs.  

Clinical Psychologists 

Clinical Psychologists will offer comprehensive psychological assessments, consultation, psychoeducation, 

interventions, and provision of psychological therapies including individual and group treatment and 

complex case conceptualisation using therapy frameworks. The Clinical Psychologists will utilise evidence-

based therapies to work alongside consumers to maximise their functioning in the community and reduce 

barriers to achieving their individual goals. They will work collaboratively with consumers and carers to 

design rehabilitation and therapy plans, and engage with the multi-disciplinary team, external support 

services and agencies to ensure consistency of therapeutic interventions in order to maintain positive 

progress.  

Appendix 7 
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Team Composition 

 

 

  
Position Classification FTE 

   *Team Manager *AHP4 / RN4 1.00 
 

  

*Rehabilitation Coordinator AHP3  1.00 
 **Occupational Therapist 2 AHP2 2.00 
 Occupational Therapist AHP1 2.00 
 Social Worker –  AHP2 1.00 
 Psychologist AHP2 0.80 
 ***Psychologist AHP3 0.80  

Multi-Disciplinary (SW, OT, Psychologist) RN AHP2 / RN2A 0.80 
 *Peer Specialist Coordinator *OPS3 1.00 
 ***Peer Specialist OPS2 0.80 
   TOTAL FTE  12.20 

    
*    new positions  
**  one OT(vacant AHP1 reclass to AHP2) 
***additional FTE 
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