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Introduction
Consistent with the United Nations Convention on the Rights of Persons with Disabilities, all 
Australian governments have committed to reducing and eliminating the use of restrictive 
practices in services for people with disability. While there is currently no national approach to 
addressing the use and reduction of restrictive practices by service providers for people with 
disability across a range of disability service sector settings including institutional and community 
based care, the National Disability Insurance Scheme (NDIS) will be developing and implementing 
a quality assurance and safeguards system which will address restrictive practices and protection 
for participants.

In the interim, the NDIS Australia will draw on existing state and territory legislation and /or 
contractual arrangements with service providers to ensure appropriate restrictive practice laws and 
policies are observed. 

However disability services are sometimes challenged to provide safe and therapeutic services 
for clients who have complex high support needs, as well as providing the safest possible work 
environment for staff. When an individual with a disability and impaired capacity presents with a 
behaviour of concern that may place the individual or others at risk of harm, a decision regarding 
the use of a Behavioural Support Plan (BSP) or an Incident Prevention and Response Plan 
(IPRP) with provision for a restrictive practice may be required. 

The development of a behaviour support plan should be based on a positive approach to behaviour 
support which respects the human rights of the person and places them at the centre of service 
delivery within a whole of life context. The plan should include the strategies required to improve a 
person’s quality of life through systems change, skills acquisition and environmental redesign.
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Objectives
The objectives of this workshop are to:

•	 Build	the	capacity	of	the	NSW	disability	sector	to	effectively	implement	Restricted	Practice	 
 Authorisation Panels (RPAP);

•	 Promote	consistency	of	practice	in	relation	to	Restricted	Practice	Authorisation	Mechanism	 
 (RPAM) across the sector; and

•	 Increase	the	pool	of	suitably	skilled	panel	members	able	to	serve	on	RPAP

Participants will:

•	 Discuss	the	key	components	of	a	(RPAM)

•	 Develop	an	understanding	between	the	difference	of	restrictive,	restricted	and	prohibited	 
 practice;

•	 Define	psychotropic	medication	and	its	uses	on	a	routine	or	PRN	basis;

•	 Describe	a	complex	case	review

Q. What are your hopes for your learning? 
 What questions do you hope to be answered?
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Disability Inclusion Act 2014
The International Day of People with Disability, 3 December 2014, marked the commencement of 
the visionary Disability Inclusion Act 2014 (NSW) (the Act or the DIA).

The	Act	has	two	broad	aims.	The	first	aim	is	to	set	out	how	FACS	will	provide	disability	supports	and	
services up until the National Disability Insurance Scheme (NDIS) has been rolled out across the 
whole of NSW by mid-2018.  The second aim is to make sure that after moving to the NDIS, NSW 
continues to be a place where people with disability have access to mainstream services and are 
part of our community.

The Disability Inclusion Regulation 2014 (the Regulation) supports the Act and provides the 
necessary detail for the Act to work properly.

The Act and the Regulation can be viewed on the NSW legislation website.

The Act replaces the Disability Services Act 1993 (NSW). It also:

•	 makes	it	clear	that	people	with	disability	have	the	same	human	rights	as	other	people

•	 promotes	the	inclusion	of	people	with	disability	by	requiring	government	departments	and	 
 local councils to engage in disability inclusion action planning

•	 supports	people	with	disability	to	exercise	choice	and	control	through	individualised	funding	 
 wherever possible

•	 provides	safeguards	for	people	accessing	NSW	funded	disability	supports	and	services,	 
 including new employment screening requirements and the need for disability  
 accommodation providers to report abuse or neglect of people with disability to the  
 Ombudsman.

The Department of Family and Community Services (FACS) is committed to working together with 
other government departments and local government to dismantle existing barriers so that people 
with disability can participate fully in their communities, to the advantage of everyone.

The Act reflects that people with disability should be at the center of decisions and prepares the 
way for the NDIS, while introducing additional safeguards to operate across NSW in the interim.

the diSability incluSion act 2014 (the act) and the diSability 
incluSion regulation 2014 (the regulation)

The Act amends the Ombudsman Act 1974 (NSW) through the insertion of a new Part 3C which 
requires that reports be made to the NSW Ombudsman about serious incidents of abuse or neglect 
of people with disability living in supported group accommodation. This is called the Disability 
Incident Reporting Scheme.

Which services must report incidents?

Incidents of abuse or neglect must be reported by all supported group accommodation services, 
including centre-based respite services that are operated or funded by Family and Community 
Services (FACS) under Part 5 of the Act.
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Supported	group	accommodation	services	are	defined	as	premises	in	which:

•	 two	or	more	people	with	disability	live	in	a	shared	living	arrangement,	but	not	a	family	 
 household (where one of the people with disability has their guardian or family member  
 living onsite and providing support for them); and

•	 paid	disability	support	is	provided	onsite,	noting	that	centre-based	respite	care	is	included	 
 even where it is provided at no cost to the resident or family.

This includes those supported group accommodation services operated or funded by FACS under 
the Disability Inclusion Act 2014.

Premises are not supported group accommodation if:

•	 the	premises	are	not	under	the	control,	direction	or	management	of	the	disability	service	 
 provider (for example, the residents or their family may own the premises, or rent from a  
 private landlord or social housing provider which chooses residents and sets the rules); and

•	 the	onsite	support	provided	by	the	disability	service	provider	is	controlled,	directed	or	 
 managed by:

 –      one or more of the residents; or

 –      a guardian or family member responsible for the care of a resident.

The aim of this is to exclude living arrangements where disability service providers are providing 
support to people with disability who are living together relatively independently in the community, 
but whose day-to-day lives are not under the substantial control of disability service providers.

What iS a reportable incident?

A reportable incident is an incident that involves a person with disability in a FACS operated or 
FACS funded supported group accommodation service, including disability respite centres, where: 

1. an employee (including agency staff, volunteers and contractors) of FACS, or a FACS funded  
 supported group accommodation service, has engaged in any of the following: 

– a sexual offence against the person with disability; 

– sexual misconduct, including grooming the person with disability for sexual activity; 

– an assault of the person with disability; 

– a deception or fraud related offence against the person with disability under the Crimes Act  
 1900; or  

– mistreatment or neglect of the person with disability; 

2. a resident assaults another person with disability in the same accommodation service that: 

– is a sexual offence; or 

– causes serious injury, e.g. fracture, burn, concussion or deep cuts; or 

– involves the use of a weapon; or 

– is part of a pattern of abuse; 

3. there is a breach of an apprehended violence order (AVO) taken out to protect a person with  
 disability; or 

4. an unexplained serious injury occurs to a person with disability.
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hoW do incidentS need to be reported? 

FACS and FACS funded disability service providers must ensure staff are aware of their obligation to 
notify the head of the organisation about an incident as soon as the staff member becomes aware 
of it. 

The head of the accommodation provider – the Secretary of FACS, or the CEO of a FACS funded 
disability accommodation provider – must notify the Ombudsman within 30 days of becoming 
aware of the incident.

National Disability Insurance Scheme – 
Choice and control

The National Disability Insurance Scheme (NDIS) is a new way of providing individualised support 
for	people	with	permanent	and	significant	disability.

The NDIS will deliver life-long supports to people with disability through individualised planning 
processes to identify the reasonable and necessary supports participants need to enable them to 
achieve their goals.

Inclusion of and access for people with disability to mainstream services, community based 
activities and other government initiatives, is a shared responsibility.

The National Disability Insurance Agency will work with the community to:

•	 promote	community	awareness	of	the	principle	that	people	with	disability	have	the	same	 
 fundamental rights as all members of the community, and

•	 ensure,	as	far	as	practicable,	that	people	with	disability	have	the	same	rights	to	equality	as	 
 other people in the community.

Leaders in organisations have a role to play in ensuring their staff and programs are skilled and 
confident	to	support	people	with	disability	to	develop	their	individual	plans	to	support	their	life.

Person/Family centred practice
Person/family-centred practice is an approach that puts an individual and/or their family in the 
driver’s seat in deciding what they need and how they need to be supported. 

Person/family-centred practice leverages off the strengths and resources of the individual and 
their family, and acknowledges that they are the experts on what is happening and what needs to 
happen in their world. 

One of the most important principles of this practice is that people with disability are, and feel, 
empowered in every aspect of their life. Every individual and family is different; hence their needs 
are different, requiring an individualised approach and plan for any of their services. Person/ family 
practice enables all people to have voice, choice and control!
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Strengths-based approach
The strengths-based approach acknowledges that people with disability and their families have 
the strengths and resources to contribute to a good life. It supports individuals to be empowered 
and make decisions, and enables individuals to be in control of the process of change.     

Person / family-centred practice and the strengths-based approach support people with disability 
to lead valued lives. These approaches are made up of a set of values and attitudes directing 
services for people with disability and their families. It recognises each family is unique; often 
family is the only constant in a person’s life, and the strengths and needs of all family members are 
considered in working with services to make informed decisions about service and supports.

Duty of care
When	working	in	the	human	service	area,	staff	may	feel	that	they	are	walking	a	fine	line	between	
being helpful and supportive on one hand, and overprotective and custodial on the other, 
providing a quality of service to clients.

The challenge of maintaining this balance, it is called duty of care. Duty of care is a difficult 
term	to	define	as	there	isn’t	a	legal	definition	of	the	concept	(except	in	worker	health	and	safety	
legislation). Duty of care comes under the legal concept of negligence, and negligence belongs to 
the domain of common law.  

Duty of care can be described as the obligation to take responsible care to avoid injury to a person 
whom it can be reasonable foreseen, might be injured by an act or omission. It is the basis of the 
tort of negligence. 

principleS of negligence

There are four key factors that are essential in deciding whether or not someone is negligent. They are:

1. Duty of care

2. Standard of care

3. Breach of duty of care

4. Harm or loss.

1. Duty of care – Is a duty of care owed?

If someone is relying on you to be careful, and that reliance is, in the circumstances, reasonable, 
then it will generally be the case that you owe them a duty of care. You need to be clear about 
exactly what the nature of the care or support is that you are providing, and on which the person 
is relying. Failure to exercise care in that situation may lead to foreseeable injury (in other words it 
could have been avoided with due care taken).

In relation to behaviour support we need to ensure all reasonable measures are taken to safeguard 
clients from harm that may be reasonably foreseen as a result of any restricted practices authorized 
by the panel.
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2. Standard of care – What is expected of a reasonable person?

Standard of care refers to what is expected of any other reasonable person/worker who performs 
the same duties. This is not about having to be perfect but about being good enough and doing 
your job as well as any other person in the same circumstances. Judges when making their 
decisions regarding whether or not a worker has failed to provide a reasonable standard of care 
looks at many factors such as:

•	 training	that	the	worker	has	received

•	 laws	and	regulations

•	 practicalities	relating	to	the	situation

•	 needs	of	others	in	the	situation

•	 current	trends	in	the	industry

•	 community	values	and	attitudes.

3. Breach of duty of care – Was the appropriate standard applied/reasonable?

A breach of duty of care exists when it is proven that the person who is negligent has not provided 
the appropriate standard of care. That is, the worker (or agency) has done something that they 
shouldn’t have done or failed to do something they should have done.

4. Harm or loss – Was harm or loss a direct result of the breach?

Harm or loss has to happen if someone is going to sue a worker (or agency) for negligence. A 
worker is only deemed legally liable if a client is injured whilst in their care and it can be proven 
that the worker has been negligent. 

This depends on a number of factors, such as whether:

•	 the	worker	owed	the	client	a	duty	of	care

•	 the	injury	suffered	by	the	client	was	reasonably	foreseeable

•	 the	worker	failed	to	take	reasonable	care	to	prevent	the	injury	from	occurring

•	 the	harm	was	a	direct	result	of	the	breach	of	duty.

Dignity of risk
Dignity of risk is the principle that everyday risks are a part of life and the freedom to make choices, 
take risks and experience the consequences, good and bad, contributes to personal dignity. 

It’s about a person’s right to experience all that life has to offer, such as learning a new skill or 
taking	part	in	an	activity	that	may	entail	some	element	of	risk,	but	has	benefits	that	might	include	
gaining greater self-esteem and independence.

Most people with disabilities wish to lead lives which are as close as possible to that of people 
who do not have a disability and this inevitably involves taking some risks. Courts and the law of 
negligence do not, therefore, expect workers (or agencies) to shield their clients from all possible 
risks. They do, however, expect workers to take reasonable care (to be sensible and cautious) in 
their work.
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This concept arises out of the key principles of the Disability Services Act. For example  
‘People with disabilities have the same rights as other members of Australian society to realise their 
individual capacities for physical, social, emotional and intellectual development’ (Parsons, 1997). 
It can, however, pose concerns and dilemmas for staff. Value clashes between clients and workers 
also can play a role here as well.

Restricted practice authorisation and 
consent

Some behaviour support strategies are used which impose restriction on a client’s rights or 
freedom or have the intention of influencing and changing behaviour. It is current good practice 
that in cases such as these a formal Restricted Practice Authorisation (RPA) is obtained. The 
recognised mechanism for such authorisation is via a Restricted Practice Authorisation Panel (RPAP).

The panel will consider the appropriateness of the behavioural support strategy. If deemed 
appropriate, the panel approves the service to implement the restricted practice once it is 
consented to by the appropriate person. 

A restricted practice authorisation should be time limited and document in detail the conditions 
and limitations for the use of the restrictive strategies. These are to be detailed in a Behavioural 
Support Plan (BSP) or in an Incident Prevention and Response Plan (IPRP). 

In the context of restricted practices, consent is the permission given by a client (if they have 
capacity) or a person with the appropriate legal authority on behalf of a client for the use of a 
specific	practice	as	a	component	of	an	overall	behaviour	support	strategy.

capacity to conSent

A person has the capacity to consent if they are able to demonstrate an understanding of the 
general nature and effect of a decision or action. They also need to be able to communicate an 
intention to consent or not to the decision or action. It should not be assumed a person lacks 
capacity to consent solely because they have a disability. A person’s capacity should only be 
doubted when there is a factual basis on which to do so.

valid conSent

For	consent	to	be	valid	it	must	be	voluntary,	informed,	specific	and	current.	A	person	must	be	free	
to exercise genuine choice about whether or not to give or withhold consent. It is only genuine if 
the person giving consent has the capacity and the authority to do so.

In regards to consenting to a restricted practice it is important to remember that a restricted 
practice authorisation does not:

1. Constitute consent

2. Replace the requirement for consent; and

3. Is not sufficient in itself to sanction the use of a Restricted Practice
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Who can give conSent?

There are a number of factors impacting on who can give consent to a restricted practice including:

•	 if	the	client	is	a	child	(under	18	years	of	age),	young	person(16-18	years)	or	adult	 
 (18 years or over)

•	 in	the	case	of	a	child	under	18	years	of	age,	if	they	are	subject	to	a	court	order	 
 reallocating parental responsibility

•	 the	practice	for	which	consent	is	being	sought.
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table one: Summary of conSent requirementS 
for reStricted practiceS

RESTRICTED PRACTICE

CLIENT

Exclusionary 
time out, 
physical 
restraint

Response cost, 
restricted access Seclusion

PRN 
psychotropic 
medication

CHILDREN 
Under 18 yrs 
not subject 
to court order 
reallocating parental 
responsibility

Parent or 
guardian

Parent or guardian PROHIBITED
Parent or 

guardian *

CHILDREN 
Under 18 yrs subject 
to court order 
reallocating parental 
responsibility

Person with 
parental 

responsibility +

Person with 
parental 

responsibility +
PROHIBITED

Person with 
parental 

responsibility +

YOUNG PEOPLE 
16 – 18 years

Guardian with 
restrictive 
practices 
function

Either:
a)  The client 
      where they 
      have capacity;
b)  A close friend 
      or relative; **
c)  The person 
      responsible; or
d)  NSW Civil &  
      Administrative  
      Tribunal where  
      the client objects
e)  The RPA Panel/ 
      mechanism ‡

PROHIBITED

Either:
a)  The client  
      where they  
      have capacity;
b)  The person  
      responsible; or
c)  NSW Civil &  
      Administrative 
      Tribunal where 
      the client  
      objects to 
      taking the  
      medication

ADULTS 
18 years and over

Guardian with 
restrictive 
practices 
function

As Above

Guardian with 
restrictive 
practices 
function

As Above

+ For children who are subject to a court order reallocating parental responsibility, evidence of the 
court order must be provided. 
* With approval of the principal officer of the designated agency in accordance with Clause 15A of 
the Children and Young Persons (Care and Protection) Regulation 2000 as appropriate. 
** Evidence that a close friend or relative has agreed to or supported the service user to consent 
to the use of an authorised response cost or restricted access strategy can replace the need for 
consent, where there is no guardian, for these categories only. 
‡ The RPA mechanism may direct that an authorised response cost or restricted access strategy 
may be implemented in the absence of consent in certain circumstances, see pages 15 and 16.
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The client who is over the age of 16 years can consent to restricted practice/s

Parent can include either a father or mother or a person acting as a father or mother; guardian. 

A person with parental responsibility may give consent for children under 18 years for 
behavioural support plans that include the use of a restrictive practice strategy. For children who 
are under the parental responsibility of the Minister for Community Services consent for the 
behavioural support plan must be approved by the Director, Child and Family Services.

Legal guardian is a person who is appointed to make decisions on behalf of a family member or 
friend. A guardian can be an enduring guardian or a guardian formally appointed by the NSW Civil 
and Administrative Tribunal (NCAT) Guardianship Division

Person responsible may give consent for PRN psychotropic medication for a client over the age of 
16 years. A person responsible is either:

•	 a	guardian	(including	an	enduring	guardian)	who	has	the	authority	or	function	of	consenting	 
 to medical, or dental treatment or, if there is no guardian: 

•	 the	most	recent	spouse	or	de	facto	spouse	with	whom	the	person	has	a	close,	continuing	 
 relationship. ‘de facto spouse’ includes same sex partners or, if there is no spouse or de facto spouse: 

•	 an	unpaid	carer	who	is	now	providing	support	to	the	person	or	provided	this	support	before	 
 the person entered residential care or, if there is no carer: 

•	 a	relative	or	friend	who	has	a	close	personal	relationship	with	the	person.

When someone is incapable of consenting to their own treatment a ‘person responsible’ cannot 
consent to a treatment if the person objects to the treatment.

Guardian with restrictive practices function is appointed by the NSW Civil and Administrative 
tribunal with the authority to give or withhold consent to a restrictive practice. The tribunal usually 
includes a condition saying that the guardian may only consent to a restrictive practice if positive 
approaches are also being used to address the person’s behaviour needs. The appointment of a 
guardian with this function occurs in conjunction with viewing the current BISP and is time limited.

A Restricted Practice Authorisation Panel (RPAP) under certain circumstances has the capacity 
to act as a source of consent in order to meet policy requirements. This capacity applies only to:

•	 Category	4	Restricted	Access;	and

•	 Category	5	Response	Cost.

This capacity may be appropriate only where:

•	 Where	the	strategy	has	been	authorised	by	the	RPAP,	and

•	 The	client	is	unable	to	consent,	and

•	 There	is	no	close	friend	or	relative	who	can	support	the	client	to	consent	or	agree	to	use	the	 
 strategy on the clients behalf, and

•	 In	the	opinion	of	the	RPAP,	based	on	precedent	and	in	consultation	with	relevant	stakeholders,	 
 the NSW Civil and Administrative Tribunal, is considered unlikely to appoint a guardian with a  
 restrictive practice function, or

•	 An	application	has	been	made	to	the	NSW	Civil	and	Administrative	Tribunal,	(NCAT)	Guardianship 
 Division, in accordance with a direction from the RPAP but a decision has not yet been reached, or

•	 An	application	has	been	made	but	the	Tribunal	has	declined	to	appoint	a	guardian	with	a	 
 restricted practice function.
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Categories of practice
Service providers have the responsibility to ensure that clients who receive a behaviour support service 
are protected from exploitation, abuse, neglect and unlawful and degrading treatment. The aim of 
positive approaches to behaviour support is to provide a respectful and sensitive environment in which 
the client is empowered to achieve and maintain their individual lifestyle goals and enhance their 
quality of life. All behaviour support activities and interventions will be respectful of the individual needs 
and goals of the client.

Behaviour support strategies fall into the following categories:

•	 Positive	practices;

•	 Restrictive	practices;	and

•	 Restricted	and	prohibited	practices

poSitive practiceS

All behaviour support strategies and work practices must emphasises positive practices above all others. 
Positive practices are aimed at preserving the dignity of the client and achieving positive and lasting 
behaviour change.

The positive practice principles upon which behaviour support is delivered must be:

•	 Holistic

•	 Person	centred

•	 Skill-based

•	 Solution	focused

•	 Non-aversive

•	 Socially,	culturally	and	age	appropriate

•	 Reflective	of	current	methods	and	good	practice

reStrictive practiceS

Where a documented BSP/IPRP recommends the use of certain strategies or practises which impose 
restrictions on the client’s rights or freedom of movement with the primary purpose of protecting the 
person	or	others	from	harm,	these	must	be	justified	in	the	context	of	the	service	provider’s	work	place	
policies and procedures and may be considered only with legal consent.  A restrictive practice may be 
considered only after a range of less restrictive options have been trialled and evaluated by a behaviour 
support practitioner.
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reStricted and prohibited practiceS

A	certain	number	of	restrictive	practices	also	have	significant	additional	safeguards	placed	on	their	
use. These are termed restricted practices and include:

1. Exclusionary time out – forcibly removing a client from one setting to another for a set time.

2. Physical restraint – the intentional restriction of a client’s voluntary movements or behaviour  
 beyond that which is reasonably required to ensure safety.

3. Psychotropic medication or PRN (pro re nata –as needed basis)

4. Response cost – withholding positively valued items or activities from a client in response to  
 a particular behaviour or set of behaviours.

5. Restricted access – use of physical barriers such as locks or padlocks or the imposition of  
 enforceable limits or boundaries designed to limit a person’s access to items, activities  
 or experiences. 

6. Seclusion/isolating and adult client on their own in a setting from which they are unable to  
 leave until the crisis is over.

7. Any restricted practice that is not consented to.

The use of a restricted practice must be informed by strict guidelines which provide clear 
conditions and limitations on their use. When a restricted practice is recommended for use as a 
component of a Behaviour Support Plan, prior to implementation, approval must be sought from 
an appropriately constituted Authorisation Panel set up by the service provider.

Where there is no BSP or IPRP but where the situation demands an Interim Incident Prevention 
and Response Plan (Interim IPRP) the development of a comprehensive BSP should be 
undertaken as promptly as is practicable.

Prohibited practices include those practices that are unlawful, abusive, constitute assault or 
wrongful imprisonment or are unethical.
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PRACTICE EXAMPLE

Aversion
Any practices that would be experienced as noxious or unpleasant. 
Examples include an unwanted hot or cold bath, unwanted chili powder 
on food, unwanted squirting of liquid on a person’s face.

Over-correction
The use of disproportionate effort in restoring a disrupted situation to its 
original state. Example includes making a person clean a whole dining 
room floor as a consequence of tipping a drink on the floor.

Chemical restraint
The abuse of medication to control or influence behaviour, mood or level 
of arousal. This includes administering psychotropic medication contrary 
to the instructions or documented PRN protocol.

Seclusion/isolation 
of children or young 
people

Isolation of a child or young person (under 18 years of age) in a setting 
from which they are unable to leave for the duration of a particular crisis 
or incident.

table tWo: exampleS of prohibited practiceS

In addition in the case of children the following are prohibited:

•	 Corporal	punishment	

•	 Punishment	comprising	immobilisation,	force	feeding	or	depriving	of	food

•	 Punishment	intended	to	frighten	or	humiliate	a	client.

1. EXCLUSIONARY TIME OUT

Recommendation to deny access to reinforcement by forcibly moving a client from one setting to 
another (e.g. room, corridor), where they are unable to leave for a period of time.

Time Out must be:

1.    Part of an overall planned strategy;

2.    Time-limited;

3.    Contingent on behaviour change; and

4.    Recorded.

If any aspect of Time Out is aversive, intended to humiliate the client, or has the effect of so doing, 
then it is prohibited.

table three: reStricted practiceS – children, young people  
and adultS
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2. PHYSICAL RESTRAINT *

The recommendation to intentionally restrict a client’s voluntary movement or behaviour by the 
use of:

•				devices	such	as	lap	belts,	table	tops,	posy	restraints,	bedrails,	water	chairs,	deep	chairs	 
     or beanbags;

•				physical	force;	or

•				arm	splints

beyond that which is reasonably required to ensure safety, prevent harm or to comply 
with legal requirements, e.g. the requirement to wear a seat belt in a moving vehicle. However, 
recommendation of additional devices such as seat belt covers which prevent a person’s access to 
the release mechanism of a seat belt is a restricted practice.

Physical restraint does not include physical assistance or support related to involuntary 
movement, daily living routines, eating, function support, aids or other safety devices used to 
prevent	injury,	which	are	commonly	used	for	specific	medical,	dental	and	surgical	treatment	
and where the person does not resist. However, all such strategies must be consented to, clearly 
documented, linked to distinct outcomes and endorsed by a practitioner from a relevant discipline 
(e.g. occupational therapist, physiotherapist).

Where any concerns arise in relation to:

a)    the appropriateness or degree of physical assistance recommended in support of an individual;

b)    whether or not a client has the capacity to demonstrate their objection to physical contact; or

c)    whether or not a carer can identify a distinct behaviour or set of behaviours as an attempt by  
        the client to demonstrate their objection to physical contact,

these concerns should be directed immediately to line management for review.

* See also Crisis response to a critical incident (Behaviour Support Policy: Version 4.0 Office of the 
Senior Practitioner Ageing, Disability and Home Care, March 2012).

Notes 
1.    Section 158 of the Children and Young Persons (Care and Protection) Act 1998 includes  
       circumstances where physical restraint may be used and the extent and limitations which apply  
       under these circumstances.

2.    In addition, Section 35 (2) (d) (ii) of the Children and Young Persons (Care and Protection)  
       Regulation 2000 requires that any child or young person who is subjected to physical restraint  
       receives support and counselling.

table three: reStricted practiceS – children, young people  
and adultS continued
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3. PSYCHOTROPIC MEDICATION ON A PRN BASIS

The use of psychotropic medication is considered a restricted practice where it is prescribed 
for administration on a PRN basis.

The term psychotropic medication refers to any medication which affects:

•				cognition	(i.e.	perception	and	thinking);

•				mood;

•				level	of	arousal;	or

•				behaviour.

It includes psychoactive medication and androgen-reducing medication used to influence behaviour.

Psychotropic medication may be prescribed by a psychiatrist or paediatrician as part of a treatment 
plan for a diagnosed mental illness, psychiatric disorder, aetiological or contributory psychiatric 
symptoms. Under these conditions, and where such medication is administered on a routine basis, 
it is not a restricted practice.

However, where routine psychotropic medication is in place, the support of the client is to be 
managed as a complex case within the meaning of the ADHC IP Policy.21

Psychotropic medication must not be the primary behaviour support strategy used for a person 
with intellectual disability. Where used at all, it must form part of a documented behaviour support 
plan which has been developed in collaboration with the consultant psychiatrist/ paediatrician.

Notes 
1.    Consent is always required for the administration of psychotropic medication.

2.    Consent is of no effect if the treatment is for a purpose other than promoting the health  
        and well-being of the client.

4. RESPONSE COST

The recommendation to withhold positively valued items or activities from a client in response to a 
particular behaviour or set of behaviours (e.g. access to a computer game or TV program).

Withheld items must not include:

•				money;

•				personal	possessions;

•				attendance	at	school	or	day	placement;

•				access	to	employment;

•				access	to	family	or	a	support	person;	or

•				denial	of	food,	shelter,	comfort	or	ready	access	to	toilet	facilities.

Response	cost	strategies	that	are	excessive	or	interfere	with	identified	support	needs,	health	or	
well-being are prohibited by ADHC.

table three: reStricted practiceS – children, young people  
and adultS continued
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5. RESTRICTED ACCESS

The recommendation to use physical barriers such as locks or padlocks or impose enforceable 
limits or boundaries in an environment beyond normally accepted community practices (e.g. 
keeping hazardous chemicals or cleaning products securely stored, keeping a wardrobe door or 
front door locked) in order to limit a person’s access to items, activities or experiences, with the 
intention of manipulating a particular behaviour or managing risk associated with it. It can also 
include, for example restricted access to cigarettes.

6. SECLUSION

The recommendation to isolate an adult client (18 years and over) on their own in a setting from 
which they are unable to leave. This should only be a short-term response to a particular crisis 
or critical incident in order to manage risk of harm.

A person placed in seclusion must be kept under continuous observation.

This differs from exclusionary time out in two ways:

i.    it may be an emergency response (as distinct from a planned response); and

ii.    the duration of time spent in seclusion is dependent on the duration of the crisis and therefore  
							cannot	be	specified	beforehand.

Adults in seclusion must be provided with:

a)    Bedding and clothing appropriate to the circumstances/ conditions;

b)    Food and drink appropriate to the circumstances/ conditions and at the appropriate times;

c)    Ready access to appropriate toilet facilities; and

d)    Environmental/ climatic comfort.

The use of this practice as punishment, for reasons of convenience or in response to resource 
limitations is prohibited.

Note 
Seclusion of children or young people (less than 18 years of age) is a PROHIBITED practice 
and is not permissible under ANY circumstances.

table three: reStricted practiceS – children, young people  
and adultS continued
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Principles underpinning the Restricted 
Practice Authorisation (RPA) Panel

•	 The	RPA	panel	serves	to	limit	and	monitor	the	use	of	restricted	practices	used	as	part	of	a	 
 Behaviour Support Plan (BSP) or an Incident Prevention and Response Plan (IPRP)

•	 Service	providers	have	the	responsibility	to	ensure	that	clients	who	display	a	behaviour	of	 
 concern and have a behavioursupport plan in place are not subjected to exploitation, abuse,  
 neglect, and unlawful or degrading behaviour.

•	 All	activities	relating	to	behaviour	support	should	be	person	centred,	meet	the	individual	 
 needs  and goals of the client, promote community acceptance and inclusion and promote  
 participation of the client in the process of making decision about their lives.

•	 Behaviour	support	services	should	take	into	account	the	needs	and	cultural	background	of	 
 Aboriginal and Torres Strait Islander backgrounds and culturally and linguistically diverse  
 (CALD) communities.

•	 In	addition	to	authorisation by an RPA panel or mechanism, written consent must be  
 obtained before a restrictive practice can be implemented.

•	 The	RPA	panel	should	make	recommendations	and	monitor	support	plans	and	restrictive	 
 practices independently from the practitioners who write the support plans.

•	 Referrals	to	other	networks/services	such	as	mental	health	services	are	made	when	 
 appropriate and necessary.   

The Restricted Practice Authorisation 
Panel (RPAP) and membership

All service providers are required to establish and maintain an RPA mechanism or panel. The 
purpose of the mechanism is not to create obstacles in the face of “common sense” but to ensure 
that documented behaviour support plans which contain the use of a restricted practice:

•	 Can	be	clinically	justified

•	 Have	received	appropriate	consent

•	 Can	be	safely	implemented	for	staff	and	clients,	monitored	and	reviewed

•	 Are	within	best	practices	guidelines

The RPAP within their own organisation is also responsible for maintaining rigorous standards and 
take responsibility for:

•	 Transparent	evaluations	of	submissions	that	include	the	use	of	a	restrictive	strategy	as	part	of	 
 behaviour support plan. 

•	 Making	a	formal	decision	to	either	grant	or	decline	authorisation	for	a	submission.

•	 Monitoring	and	reviewing	the	use	of	RPA	submissions.
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Membership of the RPA panel has routinely consisted of a convenor, someone who has an 
extensive knowledge of behaviour support practice who takes the responsibility to record 
attendance and promotes procedural objectivity of the RPA Panel hearing. Panel members  
must also have extensive knowledge and experience of supporting the needs of people with 
disability and an understanding of positive behaviour support and the use of restricted practices.  
It is also advisable to have an independent member on the RPA panel that is external to the 
service provider. This should be a person with the relevant skills and expertise in the areas of 
behaviour support.

Networking with other funded clients and /or government organisations provides the opportunity 
to consult and share panel members as a way of ensuring independent decision making processes 
as well as skill development and training. Under the NDIS model, service providers are encouraged 
to consider themselves members of a community of practice rather than market competitors with 
the aim of obtaining the best outcomes for clients. The use of technology can be used to overcome 
logistic barriers to networking for rural and remote sites.

Restricted Practice Authorisation (RPA) 
panels in operation

The RPAP members are responsible for the running of the RPA meetings including setting 
the	agenda,	circulating	relevant	documents	prior	to	the	meeting,	maintaining	confidentiality	
of all information given to the panel members, documenting and circulating the panel 
recommendations.

The behaviour support practitioner who develops the documented support plan or the relevant 
manager responsible for implementing behavioural support is responsible for preparing the RPA 
planned submissions.

In certain circumstances an Incident Prevention and Response Plan (Interim IPRP) may be 
required	urgently	due	to	an	identified	risk	of	harm	or	were	a	complete	behavioural	support	plan	
has not been developed. An Interim IPRP is a temporary measure and must be reviewed as soon as 
practical following a comprehensive behaviour assessment. In such cases a member of the RPAP 
can be approached for interim authorisation pending a submission to the full RPAP. 

Where a restricted practice or strategy has been recommended within a behaviour support plan, 
service providers must ensure that carers are familiar with and trained in the operational aspects 
of the proposed practice as a component of the behaviour support strategy, are competent to 
implement	it,	can	demonstrate	an	understanding	of	its	specific	purpose,	and	have	access	to	
relevant supports within the overall support system.

The purpose of an RPA mechanism is not to create obstacles in the face of  “common sense”
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ACTION RESPONSIBILITY

Develop behaviour support plan(BSP) or 
Incident Prevention and Response Plan 
(IPRP)

Behaviour support practitioner

Identify restricted practice Behaviour support practitioner

Submission for planned restricted practice 
authorisation

Behaviour support practitioner

Decision on restricted practice authorisation
Restricted Practice Authorisation Panel or 
relevant member of the restrictive practice 
authorisation panel 

Obtain consent Support staff/ behaviour support practitioner

StepS in the – planned – rpa SubmiSSion proceSS

StepS in the – interim – rpa SubmiSSion proceSS

ACTION RESPONSIBILITY

Develop interim Incident Prevention and 
Response Plan

Behaviour support practitioner

Identify restricted practice Behaviour support practitioner

Submission for interim restricted practice 
authorisation

Behaviour support practitioner

Decision on interim restricted practice 
authorisation

Restricted Practice Authorisation Panel or 
relevant member of the restrictive practice 
authorisation panel 

Obtain consent for the incident prevention 
and response plan

Support staff/ behaviour support practitioner

Notes 
The maximum time that can be given for interim authorisation is 3 months.

See Appendix 1: Submission for Restricted Practice Authorisation RPA 1 (Planned)

See Appendix 2: Submission for Restricted Practice Authorisation RPA 2 (Interim)
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The RPAP checklists serve to guide evaluation of RPA submissions. Although the RPAP checklists 
address the inclusion or omission of work practice elements in the documented strategy, the 
strategy itself must be considered in the overall context of positive behaviour support work 
practices, its impact on the quality of life of the individual, its appropriateness under the particular 
circumstances, and its role in the minimisation of harm.

There are (5) checklists in total depending on the particular restricted practice being 
recommended in the submission documents.

rpap checkliStS and their applicability to reStricted practice

RESTRICTED PRACTICE CHECKLIST TO BE COMPLETED

1 Exclusionary time out
RPAP 

Check 1
RPAP 

Check 2
RPAP 

Check 3

2 Physical restraint
RPAP 

Check 1
RPAP 

Check 2
RPAP 

Check 4

3
Psychotropic medication 

PNR
RPAP 

Check 1
RPAP 

Check 5

4 Response cost
RPAP 

Check 1
RPAP 

Check 2
RPAP 

Check 4

5 Restricted access
RPAP 

Check 1
RPAP 

Check 2

6 Seclusion
RPAP 

Check 1
RPAP 

Check 2
RPAP 

Check 3

See Appendix 3: RPAP Check 1 – General Work Practice

See Appendix 4: RPAP Check 2 - General Requirements for a Restricted Practice

See Appendix 5: RPAP Check 3 - (A) Exclusionary Time-Out (ETO) or (B) Seclusion

See Appendix 6: RPAP Check 4 – (A) Physical Restraint or (B) Response Cost

See Appendix 7: RPAP Check 5 - Psychotropic medication administered on a PRN basis
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Minimum guidelines for limiting and 
monitoring the use of restricted practices

Where a restricted practice has been recommended within a documented support plan or strategy, 
service providers must ensure:

1. It forms part of a documented Behaviour Support Plan (BSP) or Incident Prevention and  
 Response Plan (IPRP) developed and endorsed by a behaviour support practitioner.

2. As a component of BSP or IPRP strategy, a proposed restricted practice includes:

	 •					Description	of	the	proposed	practice/	strategy;

	 •					Expected	outcomes	related	to	the	proposed	practice/	strategy;

	 •					Rationale	for	the	use	of	the	proposed	practice/	strategy,	i.e.	an	explanation	as	to	why	 
       positive practices alone are unable to achieve the desired outcomes;

	 •					Roles	and	responsibilities,	contextual	variables,	proposed	frequency	of	use,	event	 
       monitoring requirements, reporting protocols associated with the proposed practice/  
       strategy;

	 •					Formal	data	collection	procedures	for	the	proposed	strategy;

	 •					Schedule	of	review	of	the	proposed	practice/	strategy;	and

	 •					Fade-out	strategies	where	appropriate.

3. Where physical restraint or responsecost is recommended within the context of a BSP or  
 IPRP, a Physical Restraint/ Response Cost Register is maintained which records:

	 •					Date,	time	and	location	of	each	episode	of	implementation;

	 •					Brief	description	of	environment	and	events	prior	to	implementation	of	strategy;

	 •					Description	of	presenting	behaviour;

	 •					Detail	of	other	less	restrictive	strategies	attempted	(if	any);

	 •					Consequences/	outcomes	of	less	restrictive	strategies	attempted;

	 •					Reason	for	use	of	strategy;

	 •					Duration;

	 •					The	people	involved	in	implementation	of	the	strategy;

	 •					Name	and	position	of	staff	directing	use	of	strategy;	and

	 •					Consequences/	outcomes.

4. Where a child or young person is physically restrained the service provider must provide  
 support and counselling to that child or young person. Evidence of the provision of support  
 and counselling in each instance should be included with the physical restraint register.
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5. Where Exclusionary Time Out (ETO) or seclusion is recommended within the context of a  
 BSP or IPRP, an ETO/ Seclusion Register is maintained which records:

	 •					Date,	time	and	location	of	each	episode	of	implementation;

	 •					Brief	description	of	environment	and	events	prior	to	implementation	of	strategy;

	 •					Description	of	presenting	behaviour;

	 •					Detail	of	other	less	restrictive	strategies	attempted	(if	any);

	 •					Consequences/	outcomes	of	less	restrictive	strategies	attempted;

	 •					Reason	for	use	of	ETO/	seclusion;

	 •					Duration	of	ETO/	seclusion;

	 •					Periodic	observational	notes	of	the	presentation	of	client;

	 •					Name	and	position	of	staff	directing	use	of	strategy;	and

	 •					Name	and	position	of	staff	responsible	for	conducting	and	recording	observations	of	client.

6. Where ETO or seclusion is used within the context of a BSP or IPRP, the environment used for  
 the strategy is one which presents the minimal potential for risk of harm and has:

	 •					Means	of	easy	observation;

	 •					Adequate	light	and	ventilation;

	 •					Comfortable	temperature;	and

	 •					Easy	client	access	to	toilet	facilities.

7. Where psychotropic medication has been prescribed and consented to for administration on  
 a “prn” basis, a written PRN protocol is developed in collaboration with the prescribing  
 psychiatrist/ paediatrician as an integral component of the BSP or IPRP and made readily  
 accessible to all carers. This document should clearly indicate:

	 •					The	name	and	contact	details	of	the	prescribing	psychiatrist/	paediatrician;

	 •					The	chemical	and	brand	names	of	the	medication;

	 •					Name	and	contact	details	of	the	person	giving	informed	consent	for	medication;

	 •					The	circumstances/	conditions	under	which	the	medication	may	be	administered;

	 •					Any	physical	examination	or	investigation	required	prior	to	administration;

	 •					Instructions	regarding	the	permissible	dose,	how	to	administer	it,	and	how	often;

	 •					Purpose	of	the	prescribed	medication	and	the	desired	outcome;

	 •					The	likely	time	frame	between	administration	of	the	drug	and	the	onset	of	the	beneficial	 
        effect;

	 •					The	maximum	dosage	permissible	in	a	24	hour	period;

	 •					Possible	side	effects/	adverse	effects	(e.g.	on	quality	of	life);

	 •					Symptoms	of	overdose;

	 •					Complications/	interactions	with	other	medications;	and

	 •					Monitoring,	recording,	response	and	reporting	instructions.

	 •					In	such	circumstances	the	contribution	or	benefit	derived	from	the	medication	should	be	 
       regularly reviewed by the treating psychiatrist/ paediatrician.
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Complex case review and RPA
A complex case review is a structured process aimed at ensuring appropriate supports are in place 
to meet the needs of individuals with complex presentations. Situations that may constitute a 
complex case can include:

•	 Where	psychotropic	medication	is	prescribed	on	a	regular	basis

•	 Where	existing	models/skills	do	not	meet	the	individual	clients	needs

•	 Where,	for	a	client,	another	more	appropriate	service	model	is	available	but	not	able	to	be	 
 implemented due to service provisions

•	 Where	many	people	and	agencies	are	involved	and/or	where	there	is	some	confusion	of	 
 ownership and responsibility

•	 Where	the	needs	of	a	client	exceed	the	capacity	of	the	environment	to	manage.

The purpose of a complex case review is to identify the answer to ‘why’ the client is in this position 
and what are the barriers preventing the service(s) in meeting the client’s needs. Some of the areas 
to be examined may include but not limited to:

•	 Service	management	structure

•	 Communication	protocols

•	 Roles	and	responsibilities

•	 Service	coordination	protocols

•	 Level	of	staff	competencies	and	clinical	skills

•	 Resource	distribution

•	 Complex	individual	client	needs

The review of a complex case focuses on reviewing these service dimensions to ensure that the 
individual supports are:

•	 In	place	and

•	 That	these	supports	are	meeting	the	need.

For any person who is prescribed and administered routing psychotropic medication must have a 
complex case review.

Any person who is prescribed psychotropic medication on a prn basis must be authorised and 
monitored through the restricted practice authorisation panel/mechanism
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rpa SubmiSSion ScenarioS – activity

In small group discuss and record the response to the situations below allocated by the facilitator.

SITUATION RESPONSE

1
The behaviour support practitioner has 
just completed a behaviour support plan 
but it is not in a familiar format.

 
 
 

2
A Pro Re Nata (PRN) Protocol has been 
included in the documentation but the 
medication is no longer current.

 
 
 

3 Medication is being ‘hidden’ in food

 
 
 

4

During the course of an RPA hearing, 
information is disclosed which suggests 
that other restricted practices are being 
implemented from time to time but 
which are:

a)    not the subject of the current  
        submission, and/ or

b)    have not been recognised as such

5
You have received an RPA submission 
which groups multiple restricted 
practices together on the same form.

 
 
 

6

During the course of an RPA hearing, 
information is disclosed which suggests 
that staff are physically restraining a 
service user during a non-urgent medical 
procedure.

While in previous years this strategy was 
the subject of an RPA submission and 
had been duly authorised and consented 
to, staff have been wrongly advised that 
approval from the general practitioner is 
sufficient and that RPA is not required.
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rpa SubmiSSion ScenarioS – activity continued

In small group discuss and record the response to the situations below allocated by the facilitator.

SITUATION RESPONSE

7

You have received an RPA submission 
for the use of movement sensors to alert 
staff of a client either being out of their 
bedroom or house.

8

You have received an RPA submission 
for the use of one piece clothing – is 
this considered physical restraint or 
restricted access?

9
You have received an RPA submission for 
the use of splints for therapeutic use.

 
 
 

10

“Just in case” RPA submissions: 
Sometimes a submission may be made 
for a strategy linked to a behaviour 
which has not been seen for some time, 
perhaps even years.
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The RPAP Hearing – points for 
consideration

•	 Where	the	RPA	Panel	is	unable	to	readily	locate	required	items	as	per	the	relevant	RPAP	 
 checklist, or where required items are missing, the panel may refuse authorisation and/or  
 direct applicants to re-apply at a later date with the missing items.

•	 Where	the	panel	is	unable	to	readily	identify	evidence	in	relation	to	checklist	items,	the	 
 reasons should be noted as “comments” as appropriate under the item on the relevant  
 checklist. An example might be that fade-out strategies are not addressed (RPAP check 2).  
 The reasons given by the applicants may be that in their view it is considered impracticable  
 for the restricted practice to be removed without compromising the best interests of the  
 person in some way, or that an effective clinical approach to fading this practice is presently  
	 unavailable.	The	panel	needs	to	consider	such	rationale	in	the	context	of	the	specific	 
 circumstances as presented in the submission, and in the wider context of the requirements  
 of the relevant behaviour support policy

•	 Where	a	particular	submission	is	repeatedly	inadequate	in	the	view	of	the	panel,	authorisation	 
 may be refused and the applicant requested to consult a senior behaviour specialist for  
 attention/assistance. 

•	 Where	the	person(s)	presenting	the	submission	have	had	little	prior	involvement	in	the	case	 
 or appear to have inadequate knowledge of the situation, authorisation may be refused and a  
 direction given to apply at a later date with a more knowledgeable presenter.

•	 Lack	of	clarity	in	the	documentation	in	relation	to	the	implementation	of	a	proposed	 
 restricted practice needs careful consideration e.g. PRN psychotropic medication which  
 is prescribed for “anxiety”, “agitation” or “aggression” must have clear instructions to staff in  
 the form of a PRN protocol to consistently guide them to administer the medication  
 effectively, appropriately and minimize any risk of harm to the person. Any lack of clarity or  
 confusion associated with the proper administration of PRN psychotropic medication may  
 lead to increased risk of abuse of the person.

•	 Where	the	evaluation	of	a	submission	uncovers	a	previously	unidentified	additional	restricted	 
 practice this should be noted by the panel and remedial action recommended. 

•	 Where	the	implementation	of	the	restricted	practice	impacts	on	other	people	the	panel	 
 should ensure that this is clearly documented in the RPA submission and a course of action  
 should be part of the RPAP outcome summary. 

•	 Where	a	submission	has	been	clearly	identified	as	“first	time”	or	“review”	status,	The	 
 submission documentation should include the previous outcome summary to inform the  
 panel’s deliberations.
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The RPA Panel process
The process used within ADHC to evaluate RPA submissions may be charted in simple terms as follows:

figure one

YES

NO
All required 

attendees are 
present or  
available

Submission 
package is  
complete 

No evaluation. 
Consider 

rescheduling

YES

NO
No evaluation. 

Consider 
rescheduling

Complete all 
required RPAP 

checklists

Seek additional 
info from  

attendees. Explore 
relevant issues 

Confer with 
panelists

Reach 
decision

Explain and  
record decision

The use of a restricted practice must be closely monitored to safeguard against abuse,  
and replaced with a less restrictive strategy as soon as possible
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outcome of rpap hearing

After due deliberation the RPAP will formally either:

1. Authorise the use of the practice in accordance with the RPA submission up to a maximum 
period of 12 months: or

2. Withhold/refuse authorisation; or

3. Grant conditional RPA, up to a maximum period of 12 months; or 

4. Grant interim authorisation, which can only be given for a maximum of 3 months.

Rpas must be time limited and any practises sanctioned by an RPA must be implemented  
fully in accordance with a documented behaviour support plan or incident prevention  

and response plan

A review date is set by the RPAP within the relevant validity period of the authorisation.

When an interim RPA is granted the appropriate documentation must be signed by the relevant 
manager, behaviour support or appropriate delegate. Interim RPA will usually be conditional on 
the	completion	of	specific	tasks	or	the	implementation	of	specific	recommendations	during	the	
RPA	validity	period.	Tasks	and	recommendations	must	be	clearly	identified	and	attached	to	the	
endorsed RPA documentation. 

Appendix 8: Outcome Summary of Submission for Restricted Practice Authorisation RPA 3 

appealS

Concerns	in	relation	to	RPAP	outcomes	should	be	raised	in	the	first	instance	with	the	RPAP	at	the	
time of the hearing. If the outcome is still considered unsatisfactory an appeal may be lodged with 
the relevant senior manager/senior behaviour support specialist.

record management

Each organisation should maintain an accurate database covering the operation of its RPA Panels 
and data relating to RPA submissions, outcomes of submissions and monitoring of restricted 
practices. It is recommended that the data is accessible centrally. 

quality improvement proceSS

It is recommended that a regular centralised reporting process be implemented to identify trends 
highlight critical incidents and recommendation for continuous improvement.
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Action plan – where to from here?
When you get back to work after this training:

Q. 1. What are you going to start doing in regards to CCR or RPAP?

Q. 2. What are you going to stop doing in regards to CCR or RPAP?

Q. 3. What are you going to change in regards to CCR or RPAP?

Q. 4. What are you going to continue doing in regards to CCR or RPAP?

Q. 5. What do you need to do to implement this training?

For assistance with this action plan or setting up an RPA Panel within your organisation you can 
contact the Behaviour Support Unit at BehaviourSupportUnit@facs.nsw.gov.au
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Glossary of terms
Alphabetical table of terms used and their meaning within the context of the behaviour support 
and restrictive practices

TERM MEANING

AAC See Augmentative and Alternative Communication Systems

Abuse

Abuse may take many forms but includes:

•	 Threatened	or	actual	physical,	sexual	or	verbal	assault;

•	 Wrongful	imprisonment;

•	 Bullying,	harassment,	threatened	retribution	for	disclosure	 
 of any potential or actual abusive or neglectful practice or 
 strategy or situation; and

•	 Taking	advantage	of	legal	or	financial	situations	to	the	 
 detriment of the client.

Such actions are in breach of duty of care and are prohibited 
practices.

Assault

Any act which intentionally or recklessly causes another person 
to fear immediate and unlawful violence. No physical touching 
need be involved – a perceived and real threat is sufficient.

Any actual striking or use of force against the person of the 
victim is technically a battery. Within New South Wales the 
offence of assault now also covers battery.

Assault is both a tort (a civil wrongdoing) and a crime. A person 
guilty of an assault can be sued by the victim in the civil courts 
for damages. Any behaviour support strategy involving assault 
is prohibited.

Augmentative and 
Alternative Communication 
(AAC) systems

A set of procedures and practices which enable a client and 
others to engage in meaningful two-way communication. It 
may involve verbal, visual, tactile or other sensory protocols 
and will be designed to augment existing skills in accordance 
with assessed communication competencies.

Aversion

An unpleasant stimulus (e.g. an unwanted cold bath, excessive 
chilli powder on food, liquid sprayed into a person’s face etc.). 
Aversion is often used with the intention of manipulating 
behaviour. Such practices are prohibited.
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Behaviour Assessment 
Report (BAR)

A written report prepared by a behaviour support practitioner  
which provides evidence-based analysis of targeted behaviour(s).

Behaviour support 
practitioner

Ideally, behaviour support and intervention services either in a 
funded service or a service provided by ADHC will be provided 
by	behaviour	support	practitioners	with	tertiary	qualifications	
in psychology, special education, speech pathology, social work 
or other relevant discipline, and /or training and experience in 
the provision of behavioural support and intervention.

Capacity

A person has capacity to consent if they are able to demonstrate 
an understanding of the general nature and effect of a particular 
 decision or action, and can communicate an intention to 
consent (or to refuse consent) to the decision or action. 

A person’s capacity to make a particular decision should be 
doubted only where there is a factual basis to doubt it. It should 
not be assumed that a person lacks capacity just because he or 
she has a particular disability. A person may have the capacity 
to exercise privacy rights even if they lack the capacity to make 
other important life decisions.

See also Consent.

Carer

Under the NSW Carers (Recognition) Act 2010 a carer is 
defined	as	an	individual	who	provides	ongoing	personal	care,	
support and assistance to any other individual who needs it 
due to being in the target group of Section 5(1) of the Disability 
Services Act 1993, having a medical condition, a mental illness 
or is frail and aged. 

Paid staff are not included in the term “carer” but are referred 
to as care workers. Refer to the NSW Carers (Recognition) Act 
2010 for further information.

Challenging behaviour

Challenging	behaviour	may	be	defined	as: 
“Behaviour…of such an intensity, frequency or duration as 
to threaten the quality of life and/or the physical safety of 
the individual or others and is likely to lead to responses 
that are restrictive, aversive or result in exclusion.”

Any behaviour displayed by a person which is considered 
challenging or inappropriate by others, or which gives rise to 
reasonable concern, may be considered as challenging.

However, the use of the term challenging should be 
understood in terms of the social context in which behaviour 
occurs, rather than a symptom of individual pathology.
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Chemical restraint
The abuse of medication to control or influence behaviour, 
mood or level of arousal.

Children and young 
persons

Under the NSW Child and Young Persons Care and 
Protection Act (1998), a child	is	defined	as	a	person	under	the	
age of sixteen (16) years.

A young person	is	defined	as	a	person	who	is	aged	between	
sixteen (16) and eighteen (18) years.

Comprehensive assessment

A comprehensive assessment is a thorough sweep of the 
presenting issues in the context of the person and their 
environments, resulting in useful recommendations or in 
prompt delivery of an appropriate service.

The emphasis is on being thorough rather than in-depth or 
intensive. A comprehensive assessment can be both thorough 
and brief.

Consent

Generally the term consent refers to permission given by a 
client with capacity to do so, or person(s) with legal authority to 
do so on behalf of the client. For consent to be valid it must be 
voluntary,	informed,	specific	and	current.	

A person must be free to exercise genuine choice about 
whether or not to give or withhold consent but it is only 
genuine if the person giving consent has the capacity and 
authority to do so.

See also Capacity above.

Containment

Containment constitutes a form of time-out (see Exclusionary 
time out). It is the practice used in order to support a person 
to regain personal control, whereby their access to events 
or conditions believed to maintain a particular behaviour is 
prevented, or the environment is manipulated so as to reduce 
stimuli. The person is supported throughout this strategy which 
should conclude when personal control is re-established.

Crisis response

A response in situations where there is a clear and immediate 
risk of harm and where immediate intervention is considered 
necessary under the service’s duty of care in order to manage 
the risk. There may be no Behaviour Support Plan (BSP) in place.

Critical incident
An unexpected or unplanned action or event which results in or 
has the potential to result in actual harm to persons or damage 
to property.
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Duty of care

In relation to behaviour support, duty of care is the obligation 
incumbent on disability workers and supervisors in their 
regular professional dealings with clients to ensure that all 
reasonable measures are taken to prevent harm which may be 
reasonably foreseen.

The standard of care appropriate for any given situation 
may depend on the level of a person’s skill. For example, the 
standard	of	proficiency	expected	from	a	qualified	nurse	will	be	
higher than that required from a worker without special skills.

Negligence is a failure to exercise this duty of care.

Dignity of risk
The principle that everyday risks are a part of life and the 
freedom to make choices, take risks and experience the 
consequences, good and bad, contributes to personal dignity.

Evidence-based practice
This refers to decision-making and the determination of 
practice based on research and analysis of the available 
evidence.

Exclusionary time out

Planned and documented behaviour support strategy involving 
the denial of access to reinforcement by forcibly moving a 
client from one setting to another (e.g. room, corridor), where 
they are unable to leave for a period of time.

Guardian

A guardian is a person who is appointed to make decisions 
on behalf of a family member or friend. A guardian can be an 
enduring guardian or a guardian formally appointed by the 
NSW Civil and Administrative Tribunal (NCAT) Guardianship 
Division.

Guardianship Tribunal

The NSW Civil and Administrative Tribunal (NCAT) Guardianship 
Division is a statutory body established under the NSW 
Guardianship Act (1987). Its function is to consider applications 
for guardianship of persons 16 years and over who lack 
capacity to make their own major life decisions and require 
formal decisions to be made.

Implementer

A	person	or	persons	in	the	support	system	who	is	identified	as	
responsible for the implementation of documented behaviour 
support strategies. Implementers may include family members, 
carers, staff or other stakeholders.
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Incident Prevention and 
Response Plan (IPRP)

A written plan containing one or a number of strategies that 
have been developed in order to:

•	 prevent	the	onset	of	a	behaviour	of	concern;

•	 intervene	in	the	escalation	cycle	of	a	behaviour	of	concern;

•	 respond	to	such	behaviour	when	it	does	occur	so	that	it	can	 
 be managed as quickly and safely as possible.

Individual Plan

This is a document developed through the individual planning 
process. It reviews the service requirements and personal 
goals of a client and monitors related outcomes over time. See 
Incident Prevention and Response Plan (IPRP) above.

Least restrictive alternative

A practice or intervention which is no more restrictive or 
intrusive than is necessary to prevent foreseeable harm to the 
client, and applied no longer than is necessary to manage an 
identified	risk.

Negligence

Negligence is a failure to exercise reasonable care and skill to 
avoid reasonably foreseeable harm under particular circumstances 
from someone who owes a duty of care to another. 

See also Duty of care above.

Office for Children – the 
Children’s Guardian (OCCG)

The NSW Office for Children – the Children’s Guardian (OCCG) is 
a government department set up under the NSW Children and 
Young Persons (Care and Protection) Act (1998)to promote the 
best interests and rights of children (under 16 years) and young 
people (16-18 years) in out-of-home care in NSW. The OCCG 
is an independent organisation that reports directly to the 
Minister for Community Services.

Over-correction

A response which is disproportionate to an event, i.e. beyond 
that which may be necessary to restore a disrupted situation 
to its original condition before the event occurred. This might 
include requiring a person to clean an entire dining room 
where they have deliberately tipped a meal on the floor, or 
insisting that they practise arm exercises where they have been 
biting	their	fingers	inappropriately.

Person-centred

A person-centred approach is one which seeks to gather 
information about a client’s lifestyle, skills, relationships, 
preferences,	aspirations,	and	other	significant	characteristics,	
in order to provide a holistic framework in which appropriate, 
respectful and meaningful behaviour supports may be developed.
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Person with parental 
responsibility

There is provision under the NSW Children and Young 
Persons (Care and Protection) Act 1998 to enable the 
Department of Community Services to apply to the Children’s 
Court to remove a child from the family home and place them 
under the parental responsibility of another suitable person or 
of the Minister for Community Services.

Person responsible

This is a person with legal authority to make decisions about 
medical or dental treatment for a person who lacks capacity to 
give	informed	consent.	The	person	responsible”	is	defined	in	
the NSW Guardianship Act 1987.

The person responsible is not the same as the next of kin.

Physical restraint
The restriction of a person’s movement or behaviour by the use 
of a device or physical force.

Positive approaches

An approach to behaviour support which aims to provide a 
respectful and sensitive environment in which the client is 
empowered to achieve and maintain their individual lifestyle 
goals. Positive approaches to behaviour support are non-aversive, 
person-centred, solution-focused, holistic and skill based.

Positive practices
Practices which are consistent with the principles of the 
positive approach.

PRN
A term used generally in the administration of medication, 
which is an abbreviation of the Latin term “pro re nata” 
meaning “as required”.

Progress notes

Progress notes accurately and professionally record all 
communications relating to work being undertaken in 
accordance with a service agreement. They are maintained by 
behaviour support practitioners and identify issues of concern 
in the work process as well as particulars of the matter being 
recorded. Progress notes include relevant emails or email 
attachments.

Prohibited practice
Practices which interfere with basic human rights, are unlawful 
and unethical in nature, and are incompatible with the objects 
and principles of the NSW Disability Services Act (1993).
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Psychoactive medication

Psychoactive medications have, as their primary function, effects 
that influence cognitive ability (i.e. effects on thought processes, 
emotions and/or perception) and behaviour. In other words, 
psychoactive medications are those medications which exert an 
effect upon the mind, and are capable of modifying mental activity.

Psychotropic medication
In the context of ADHC policy, psychotropic medication 
includes psychoactive medication and androgen-reducing 
medications used to influence behaviour.

Quality Feedback Tool 
(QFT)

A tool designed to assist in the evaluation of work practices in 
the provision of behaviour support services to a client against 
key performance indicators. It is part of a broader sampling 
process to test quality assurance in relation to policy and work 
practice requirements. It is recommended that this audit be 
conducted for multiple service requests in order to establish 
standard quality levels.

Response cost

This is the withholding from a person of positively valued items 
or activities in response to a particular behaviour or set of 
behaviours (e.g. access to a computer game or TV program). A 
response	cost	strategy	is	classified	as	a	restricted	practice.

Restricted access

The use of physical barriers such as locks or padlocks, the use 
of increased supervision, or the imposition of enforceable 
limits or boundaries in an environment beyond normally 
accepted community practices (e.g. keeping a wardrobe door 
or front door locked) in order to limit a person’s access to items, 
activities or experiences, with the intention of manipulating a 
particular behaviour or managing risk.

Restricted practice

A	distinct	number	of	restrictive	strategies	also	have	significant	
additional safeguards placed upon their use by ADHC. Such 
strategies	are	classified	as	restricted	practices.	The	use	of	a	
restricted practice must be informed by strict written guidelines 
which provide clear conditions and limitations on their use. 
Implementation of a restricted practice requires both:

a) legal consent; and

b) authorisation by an internal Restricted Practice  
 Authorisation Panel (RPAP).

Restrictive practice
Any practice or strategy which is inherently restrictive, 
impacting on the rights, freedom or dignity of a client.
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Restricted Practice 
Authorisation (RPA)

In addition to consent, any recommendation for the use of a 
restricted practice requires formal authorisation by a Restricted 
Practice Authorisation Panel (RPAP) internally governed by the 
service provider.

This is to ensure that the use of any restricted practice is 
clinically	justifiable	and	can	be	safely	implemented	within	the	
context of policy and practice requirements. This authorisation 
is formal, conditional and time-limited and is known as 
Restricted Practice Authorisation (RPA)

Seclusion
The	placement	of	a	person	in	isolation	for	an	unspecified	time	
in an environment from which they cannot leave, usually as a 
crisis response.

Service user
The service user (or client) is the individual diagnosed with an 
intellectual disability, on whose behalf the service partner is 
delivering support.

Stakeholder
A	person	identified	within	the	support	system	of	the	service	
user.

Support plan

In the context of behaviour support, the term “support plan” 
includes any documented plan developed by a behaviour 
support service or for purposes of delivering a behaviour 
support service.

Support System
The extended system of interactions in a client’s life including 
all those which impact on their quality of life and support

Time out See Exclusionary time out

Work practice

Pertaining to work practices of the behaviour support 
practitioner in relation to delivery of a behaviour support 
service to an individual, their families, and carers and/ or to 
their support system.



– 42 – 

References
•	 Behaviour	Support:	Policy	and	Practice	Manual	Part	1	(A)	Guidelines	for	the	provision	of	 
 behaviour support services for people with an intellectual disability

•	 Behaviour	Support	Policy,	Office	of	the	Senior	Practitioner,	Ageing,	Disability	and	Home	Care,	 
 January 2009

•	 Behaviour	Support:	Policy	and	Practice	Manual	Part	2,	Guidelines	for	the	provision	of	 
 behaviour support services for people with an intellectual disability: ADHC procedures and  
 templates January 2009

•	 Restricted	Practice	Authorisation	(RPA)	mechanism:	Operational	Guide,	Version	1.1,	Office	of	 
 the Senior Practitioner, Ageing, Disability and Home Care Department of Human Services NSW  
 June 2010

•	 Behaviour	Support	Policy:	Version	4.0	Office	of	the	Senior	Practitioner	Ageing,	Disability	and	 
 Home Care, March 2012

•	 Duty	of	Care:	Whose	Rights?	-	A	guide	for	staff	who	are	working	with	people	with	disabilities,	 
 Villamanta Legal Service 2010, 

•	 NCAT	Guardianship	Division	–	Fact	Sheet	–	guardianship	and	restrictive	practices	–	January	 
 2014

•	 NCAT	Guardianship	Division	–	Fact	Sheet	–	‘person	responsible’	–	January	2014



– 43 – 

Submission for Restricted Practice Authorisation (RPA)P LANNED RPA _1
NSWA geing, Disability and Home Care, Family and Community Services January 2009

Page 1 of 3

RPA_1

Planned
Submission for Restricted Practice Authorisation (RPA)

1. Details of Service User

Name: DOB: DD/MM/YYYY

Address: Street Address

Suburb, State and Postcode CIS No.:

2. Key support staff

Case manager/Key worker:

Phone: Fax:

Unit/team:

Supervisor:

Phone: Fax:

3. Category of proposed Restricted Practice (select)

Exclusionary Time Out (ETO) Psychotropic medication (PRN) Restricted access

Physical restraint Response cost Seclusion

4. Prior RPA history

Category of restricted practiceD ate RPA grantedV alidity period Date of expiry

5. Documents attached with submission (select)
(a) Current Individual Plan (IP)

(b) Behaviour Assessment Report (BAR)

(c) Multi-element Behaviour Support Plan (BSP)

(d) Incident Prevention and Response Plan (IPRP)

(e) Current Lifestyle and Environment Review (LER)

(f) Protocols for monitoring use of the proposed practice

(g) Other (specify)

6. Summary of identified challenging behaviour 
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a) Description of behaviour 

b) Background to behaviour
eg. history of episodes of the identified challenging behaviour, environmental cues/known triggers, 
history of intervention including prevention and response strategies trialled and their outcome

c) Identified risk from behaviour

7. Detailed summary of proposed Restricted Practice

a) Description of the proposed practice/strategy 

b) Expected outcomes related to the proposed practice/strategy

c) Rationale for the use of the proposed practice/strategy.
    Why are positive practices alone unable to achieve the desired outcomes?

d) Schedule of review of the proposed practice/strategy

e) Fade-out strategies

f) Implementer training

8. Submission completed by Behaviour Support Practitioner

NameP osition

Unit/team locationP hone

SignatureD ate

9.E ndorsement from supervisor / line manager

NameP osition

Unit/team locationP hone

SignatureD ate

Comments / Recommendations:
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10. Details of person to approach for for legal consent

Name:

Status:
(please specify: eg. legal guardian, 
person with parental responsibility

Phone:F ax

RPAP use only

Date submission received Database updated

Date acknowledged Initial
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Page 1 of 2

RPA_2

Interim
Submission for Restricted Practice Authorisation (RPA)

1. Details of Service User

Name: DOB: DD/MM/YYYY

Address: Street address

Suburb, State and Postcode CIS No.:

2. Key support staff

Case manager/Key worker:

Phone: Fax:

Unit/team:

Supervisor:

Phone: Fax:

3. Category of proposed Restricted Practice (select)

Exclusionary Time Out (ETO) Psychotropic medication (PRN) Restricted access

Physical restraint Response cost Seclusion

4. Prior RPA history

Category of restricted practiceD ate RPA grantedV alidity periodD ate of expiry

5. Documents attached with submission (select)
(a) Current Individual Plan (IP)

(b)C urrent Lifestyle and Environment Review (LER)

(c) Protocols for monitoring use of the proposed practice

(d)O ther (specify)

6. Summary of identified challenging behaviour 

a) Description of behaviour 

b) Background to behaviour
eg. history of episodes of the identified challenging behaviour, environmental cues/known triggers, 
history of intervention including prevention and response strategies trialled and their outcome
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c) Identified risk from behaviour

7. Detailed summary of proposed Restricted Practice

a) Description of the proposed practice/strategy 

b) Expected outcomes related to the proposed practice/strategy

c) Rationale for the use of the proposed practice/strategy.W hy are positive practices alone 
unable to achieve the desired outcomes?

d) Implementer training

8. Submission completed by Behaviour Support Practitioner

Name Position

Unit/team location Phone

SignatureD ate

9.E ndorsement of supervisor / line manager

Name Position

Unit/team location Phone

SignatureD ate

Comments / Recommendations:

10. Details of person to approach for legal consent

Name:

Status:
(please specify: eg. legal guardian, 
person with parental responsibility

Phone:F ax

RPAP use only

Date submission received Database updated

Date acknowledged Initial
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Restricted Practice Authorisation Panel (RPAP) Checklist: General Work Practice RPAP Check 1
NSW Department of Ageing, Disability and Home Care  January 2009

RPAP
Check 1

Restricted Practice Authorisation Panel (RPAP)

Checklist: General Work Practice
   RPA Panel Complete this Checklist for ALL Restricted Practice Submissions.

Element: Multi-element Behaviour Support Plan or Incident Prevention and Response Plan 

(IPRP).

For additional information in relation to work practice requirements refer to the Behaviour 
Support: Policy and Practice Manual, PART 1(B) – Work Practice.

Evidence (Select)

1. Developed and endorsed by a Behaviour Support Practitioner Yes No

Comments:

2. Currency: clearly dated with schedule for review Yes No

Comments:
3. Evidence of comprehensive assessment, analysis and formulation
(Behaviour Assessment Report) Yes No

Comments:
4. Evidence of collaboration between Behaviour Support Practitioner,
Service User (where appropriate), their family/ carer/ advocate and other 
significant stakeholders Yes No

Comments:

5. Profile of the Service User including relevant diagnoses Yes No

Comments:

6. Identifies significant aspects of the support system Yes No

Comments:
7. Clear description of each targeted behaviour, including topography,
impact and history Yes No

Comments:

8. Description of previous interventions, strategies and related outcomes Yes No

Comments:

9. Description of positive strategies and related goals/ objectives Yes No

Comments:

10. Clear implementation instructions for carers Yes No

Comments:
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Restricted Practice Authorisation Panel (RPAP) Checklist: General Requirements for a RestrictedP ractice
RPAP Check 2

NSW Ageing, Disability and Home Care, Family and Community Services January 2009

Page 1 of 2

RPAP
Check 2

Restricted Practice AuthorisationP anel (RPAP)
Checklist: General Requirements for a Restricted Practice

   To be completedb y RPA Panel for RPA Submissions for all Restricted Practices EXCEPT 
psychotropic medication PRN. 

Element: The restricted practice is clearly defined in the context of the multi-element 
BSP or IPRP. 

Evidence (Select)

1. Description of the proposed practice Yes No

Comments:

2. Expected outcomes related to the proposed practice/ strategy Yes No

Comments

3. Rationale for the use of the proposed practice/ strategy Yes No

Comments

4. Clearly defined roles and responsibilities Yes No

Comments

5. Clearly defined contextual variables Yes No

Comments

6. Clearly defined proposed frequency of use Yes No

Comments:

7. Clearly defined monitoring requirements Yes No

Comments:

8. Clearly defined reporting protocols Yes No

Comments

9. Schedule of review of the proposed practice/ strategy Yes No

Comments:

10. Fade-out strategies Yes No

Comments:

11. Provision for appropriate consent Yes No

Comments

12. Carer training and implementation plan Yes No

Comments:
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RPAP Check 2

NSW Ageing, Disability and Home Care, Family and Community Services January 2009
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For additional information in relation to work practice requirements refer to the Behaviour 
Support: Policy and Practice Manual, PART 1(B) – Work Practice. 
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Restricted Practice Authorisation Panel (RPAP) Checklist: (A) Exclusionary Time Out Or (B) Seclusion 
RPAP Check 3

NSWA geing, Disability and Home Care, Family and Community Services January 2009
Page 1 of 1

RPAP
Check 3

Restricted Practice AuthorisationP anel (RPAP)
Checklist: (A) Exclusionary Time-Out (ETO) or 

(B) Seclusion
To be completedi n addition to RPA Check 1 and Check 2.
Please select as appropriate:

Exclusionary time Out (ETO) Seclusion

Element: BSP or IPRP includes requirement for ongoing maintenance of an ETO/ 
Seclusion Register which records the following: 

Evidence

1. Date, time and location of each episode of implementation Yes No

Comments

2. Brief description of environment and events prior to implementation Yes No

Comments

3. Description of presenting behaviour Yes No

Comments

4. Detail of other less restrictive strategies attempted (if any) Yes No

Comments

5. Consequences/ outcomes of less restrictive strategies attempted Yes No

Comments

6. Reason for use of ETO/Seclusion Yes No

Comments

7. Duration of ETO/Seclusion Yes No

Comments

8. Periodic observational notes of the presentation of Service User Yes No

Comments

9. Name and position of staff directing use of strategy Yes No

Comments
10. Name and position of staff responsible for conducting and 
recording observations of Service User Yes No

Comments
11. Evidence of ETO/Seclusion Review Meetings held after each 
episode Yes No

Comments
For additional information in relation to work practice requirements refer to the Behaviour 
Support: Policy and Practice Manual, PART 1(B) – Work Practice. 
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Restricted Practice Authorisation Panel (RPAP) Checklist: (A) Physical Restraint Or (B) Response Cost
RPAP Check_4

NSWA geing, Disability and Home Care, Family and Community Services January 2009
Page 1 of 1

RPAP
Check 4

Restricted Practice AuthorisationP anel (RPAP)
Checklist: (A)P hysical Restraint or

(B) Response Cost
   To be completedb y RPA Panel in addition to RPA Check 1 and Check 2.
   Please select as appropriate:

Physical Restraint Response Cost

Element: BSP or IPRP includes requirement for ongoing maintenance of a Physical 
Restraint/ Response Cost Register which records the following: 

Evidence

1. Date, time and location of each episode of implementation Yes No

Comments

2. Brief description of environment and events prior to implementation Yes No

Comments

3. Description of presenting behaviour Yes No

Comments

4. Detail of other less restrictive strategies attempted (if any) Yes No

Comments

5. Consequences/ outcomes of less restrictive strategies attempted Yes No

Comments

6. Reason for use of strategy Yes No

Comments

7. Duration Yes No

Comments

8. The people involved in implementation of the strategy Yes No

Comments

9. Name and position of staff directing use of strategy Yes No

Comments

10. Consequences/Outcomes Yes No

Comments
11. Where a child or young person is physically restrained, evidence of 
the provision of support and counselling in each instance Yes No

Comments
For additional information in relation to work practice requirements refer to the Behaviour 
Support: Policy and Practice Manual, PART 1(B) – Work Practice. 
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Restricted Practice Authorisation Panel (RPAP) Checklist: Psychotropic medication administered on a prn basis.
RPAP Check_5

MNC District - Ageing, Disability and Home Care, Family and Community Services January 2009
Page 1 of 2

RPAP
Check 5

Restricted Practice AuthorisationP anel (RPAP)
Checklist: Psychotropic medication administered on a 
prn basis.

   To be completedb y RPA Panel in addition to RPA Check 1.

Element: Written PRN protocol as an integral component of the BSP or IPRP.

Evidence (Select)

1. The name and contact details of prescribing Psychiatrist/Paediatrician Yes No

Comments

2. The chemical and brand names of the medication Yes No

Comments
3. Name and contact details of the person giving informed consent for 
the medication Yes No

Comments
4. The circumstances/conditions under which the medication may be 
administered Yes No

Comments
5. Any physical examination or investigation required prior to 
administration Yes No

Comments
6. Instructions regarding the permissible dose, how to administer it and 
how often Yes No

Comments

7. Purpose of the prescribed medication and the desired outcome Yes No

Comments

8. The maximum dosage permissible in a 24 hour period Yes No

Comments

9. Possible side effects/adverse effects (eg. on quality of life) Yes No

Comments
10. The likely time frame between administration of the drug and the 
onset of the beneficial effect Yes No

Comments

11. Symptoms of overdose Yes No

Comments

12. Monitoring, recording, response and reporting instructions Yes No

Comments: 

13. Regular review by the treating Psychiatrist/Paediatrician Yes No
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Restricted Practice Authorisation Panel (RPAP) Checklist: Psychotropic medication administered on a prn basis.
RPAP Check_5

MNC District - Ageing, Disability and Home Care, Family and Community Services January 2009
Page 2 of 2

For additional information in relation to work practice requirements refer to the Behaviour Support: 
Policy and Practice Manual, PART 1(B) –W ork Practice. 

Comments

14. Involvement of Behaviour Support Practitioner in medication review Yes No

Comments






