
Figure 2. Schematic of the PARC service in Cairns 

Entry 

Day 1-3: 
 
 Resident: 

• Orientation to the 
facility incl. 
familiarization with 
house rules, meeting 
with staff, residents, 
room allocation 

• Management of 
personal property, 
valuables 

• Contact with family 
and carers 

• Allocation to a 
keyworker 

Psychological Recovery Review: 
• Daily: resident and PARC clinician to review mental state and conduct a risk assessment* 
• Daily: resident and keyworker to discuss recovery needs and evaluate progress toward their recovery goals 
• Weekly: case managers from CHHHS or other agencies about progress and future treatment planning** 
• Daily: resident’s progress notes prepared by keyworker 
• By request: Family/carers engagement 

*On weekends and public holidays a designated member of the Acute Care Team (ACT) visit the service once per day to check in with residents who have 
been identified as requiring daily clinical follow up. If there are no such residents, the designated member of the ACT team makes a daily phone call to 
PARC facility instead. ** Individual Recovery Plans may be reviewed more frequently at the resident’s request. 

Exit 
Exit with outreach 

(~8 weeks follow up) 

PARC staff: 
• Client introduction to 

staff, carers, other 
residents, facility, 
individual and group 
activities 

• Developing Individual 
Recovery Plans 

• Registration on 
Mindlink 

• Client information up 
on whiteboard 

• Exit planning 

Hospital (CHHHS) staff: 
• Medication 

requirements – 
Webster pack 

• Medical/Clinical review 
scheduled within 7 days 

• Case manager 
complete PARC 
medication support 
sheet 

• Commence 
documentation 

• Exit planning 

Residents’ daily 
routine:  
• Morning meetings 

(individual with 
PARC clinician, 
keyworker) and 
group meetings 

• Voluntary activities 
aiming at 
developing skills, 
such as cooking, 
painting, 
swimming, walking, 
relaxation, outings, 
gardening, yoga 

• Meeting with 
visitors 

• Assessment and reflection on 
recovery goals 

• Notification of all relevant individuals 
and agencies with the clients’ consent 

• Discharge process checklist 
• Transportation to the place of 

residence (in necessary) 

Eligibility criteria: 
• Be currently receiving mental health or alcohol and other drugs 

services. 
• Be willing to actively participate in planning and working on 

recovery. 
• Require intensive support to prevent a mental health relapse or 

require services to prevent a hospital admission. 
• Require intensive support to further recovering before returning 

home after a hospital admission. 
Exclusion criteria: 
• Being acutely unwell, or considered at high acute risk of self-

harm, aggression or harm to others, or require admission to an 
inpatient mental health unit. 

• Require a withdrawal/detox program; however, it can be a 
consideration post detox. 

• Homelessness is the primary issue. 
• Being unwilling to engage in the PARC program. 

PARC staff: 
• Manager (n=1) 
• Team leader (n=1) 
• Mental health clinician (n=1) 
• Community mental health practitioner (n=8) 
• Keyworker (n=8) 
Outreach: 
• Team leader/Family engagement worker (n=1) 
• Community mental health practitioner (n=2) 

Step-down from 
inpatient unit 
For recovery 

Step-up from 
community 

For treatment 

PARC assessment: 
•In person 
•Via phone 


