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I PROFESSOR PHILIP LLOUIS HAZFELIL make oath and state as follows:

1. I am currently the holder of the following positions:

(a) Director, Child and Adolescent Mental Health Services, Sydney Local Health
District (since July 2014);

(b) Conjoint Professor of Child and Adolescent Psychiatry, University of Sydney
(Concord Clinical School) (since February 2007); and

(¢) Director, Thomas Walker Hospital (Rivendell) Child, Adolescent and Family Mental
Health Services (since July 2006).

2. My curriculum vitae is attached and marked ‘Attachment PLH-1".

3. As Director of Thomas Walker Hospital (Rivendell) Child Adolescent and Family Mental
Health Services, I am responsible for the leadership and clinical management of Area
Child and Adolescent Mental Health Services, which includes Rivendell Child and
Adolescent and Family Service.

4, My Position Description is attached and marked ‘Attachment PLH-2".
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NSW Child and Adolescent Mental Health Services

5. Thave been asked by the Commission to set out my understanding of child and adolescent
mental health services across New South Wales (NSW). In broad terms, my understanding
is as follows:

(a) The Mental Health and Drug and Alcohol Office (MHDAO), which sits within the
NSW Ministry of Health, is responsible for developing, managing and coordinating
policy, strategy and program funding relating to mental health;

(b) The Ministry, in turn, is advised by a Child and Youth Mental Health Statewide
Subcommittee, which includes representation from the Local Health Districts, and
stakeholders such as consumer representatives, headspace and Child Health;

(¢) Within the MHDAO sits the MH~Children and Young People (MH—CYP) unit. The
MH-CYP unit provides leadership and support for mental health programs for
children and young people;

(d) NSW Child and Adolescent Mental Health Services (CAMHS) sit within the Mental
Health Service for each Local Health District and are responsible for providing
mental health services for young people aged 0—17 years inclusive. In 2000, a
benchmarking process was undertaken by MHDAO for the purposes of identifying
the level of need in NSW across the spectrum from community-based services, other
outpatient services and inpatient services. The document was revised in 2010. That
benchmarking process ultimately informed the policy direction for CAMHS. There
has been a major investment in CAMHS over recent years, so that by 2013 the target
for acute inpatient beds had been reached. In contrast, community CAMHS are
working with around one third of the services recommended in the benchmarking
process. Attached and marked ‘Attachment PLLH-3’ is a document summarizing the
benchmarking process as at 23 September 2010;

(¢) The day-to-day operations of CAMHS are the responsibility of 17 Local Health
Districts (LHD), which each typically serve around 700-800,000 residents, although
some are smaller. Each LHD is expected to provide generic community-based multi-
disciplinary CAMHS, however some LHDs do also offer more specialised services.
Some districts, but not many, have assertive community outreach teams. Nine
districts have acute CAMHS inpatient units. These acute units are expected to admit
young people from neighbouring districts where no acute unit is available;

(f)  There are 83 CAMHS beds across NSW, which is consistent with the benchmarking
undertaken in around 2000 and revised in 2010 (which I discussed above). Despite
this large number of beds, CAMHS manages less than half of all child and
adolescent inpatient admissions for mental health conditions. Of the inpatient
admissions for children and adolescents:

(i) around 40% are in designated CAMHS services;
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(i) around 40% are admitted to adult facilities; and
(iii) the remaining 20% are admitted to standard paediatric beds.

(g) Additional specialised services within NSW for mental health care, include:
(i)  the Justice Health and Forensic Mental Health Network; and

(i) the Sydney Children’s Hospital Network (which comprises the Sydney
Children’s Hospital at Randwick, and the Children’s Hospital at Westmead).

(h) In addition, there are several state-wide specialist mental health services in NSW,
namely:

(i)  the Rivendell unit (which I discuss further below);

(i) the Walker Adolescent Unit (the Walker unit) (which I also discuss further
below); and

(iii) Redbank House, which is located on the Westmead Hospital Campus in
Western Sydney. Initially, Redbank House provided services similar to the
Rivendell unit (which I discuss below), however it has recently shifted to a
more structured admission of around four weeks (a formulaic service). The
expectation is that patients of Redbank House will not stay longer than four
weeks. Redbank House also has an acute capacity.

(i)  There is no dedicated acute mental health inpatient unit in NSW for children.
However, some adolescent acute units will admit children under 12 years of age.

6.  New South Wales uses the UK four-tier model to describe mental health services, namely:
(a) Tier1 - primary care, delivered by non-specialists;

(b) Tier 2 — services that would be delivered by solo practitioners. There are no public
CAMHS services in this tier;

(c) Tier 3 - services that are general CAMHS community and outpatient services; and

(d) Tier 4 - services that are specialist CAMHS inpatient and intensive community
services.

7. Applying this framework, I consider both the Rivendell and Walker units to be Tier 4
services.

The Walker and Rivendell units

8.  The Walker and Rivendell units are part of the Concord Centre for Mental Health. The
Walker unit is located on the grounds of the Concord Hospital, whilst the Rivendell unit is
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10.

11.

12.

located on land adjacent to the hospital. The two units are linked operationally but are
administratively separate.

As Director of Thomas Walker Hospital (Rivendell) Child Adolescent and Family Mental
Health Services, I have overall responsibility for the clinical management and leadership
of the Rivendell unit. In addition I have responsibility for financial, facility and human
resource management.

Because the Walker unit is part of the Concord Hospital, responsibility for human resource
management and financial management resides with the hospital. My role and
responsibilities with respect to the Walker unit are to provide clinical and strategic
leadership.

Notwithstanding the administrative separation, the range of clinical interventions for
patients is common to both the Rivendell and Walker units (which I discuss below),
differing only in intensity.

I have been asked by the Commission to outline my understanding as to the operation and
management of the Rivendell and Walker units. My knowledge of each unit is as follows.

The Rivendell unit

13.

14.

15.
16.

17.

18.

The Rivendell unit is a state-wide tertiary referral service that opened in 1978. The
Rivendell unit is not a declared mental health facility as defined by s109 of the Mental
Health Act 2007 (NSW) (MHA). As such, all young persons are admitted voluntarily, with
the exception of those who might attend as part of the conditions of a Community
Treatment Order (in accordance with s 51 of the MHA).

The unit provides specialist multidisciplinary assessment and subacute integrated treatment
and rehabilitation to young people between 12 and 18 years with persistent mental
illness/es that lead to significant impairment.

Admission to the Rivendell unit typically does not exceed six months (two school terms).

In most instances, admission to the Rivendell unit is a step up from less intensive
community treatment, while for a minority it is a step down from more intensive treatment
in another inpatient setting (such as, for example, the Walker unit).

The focus of the Rivendell unit is on rehabilitation, reinstituting young people into an
educational program (schooling) and integrating them back into their families.

The Rivendell unit operates Monday to Friday during school terms. The level of admission
ranges from day admission to partial hospitalisation (four nights per week). Partially
hospitalised patients go home every weekend. An on-call consultant child and adolescent
psychiatrist is available 24 hours, 7 days a week.
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EXHIBIT63

19. Rivendell patients typically have been unable to attend school for a prolonged period
despite active community interventions.

20. The on-site Rivendell School provides education programs which are essential components
of rehabilitation and the restoration of developmental tasks.

Rivendell Model of Care

21.  The Rivendell unit model of care is recorded in the document attached and marked
‘Attachment PLH-4’,

22. In essence, the model of care provides for a range of evidence-based clinical interventions,
which include psychotherapeutic, behavioural, psycho-education and pharmacological
interventions. Other interventions employed at the Rivendell unit target and promote
physical health and progression in developmental tasks.

23.  The model of care also provides for interventions for family and carers, including family
therapy. Family meetings generally occur at the Rivendell unit at least fortnightly.

24. The Rivendell unit model of care outlines a number of exclusion criteria for Rivendell
admission. These include:

(a) homelessness (a patient in a stable out of home care placement is not excluded from
Rivendell);

(b) risk of suicide and /or self-injury greater than can be managed safely at Rivendell
(this requires consideration of acute ward referral);

(c) excessive risk to others, whether through violence, sexual offending, fire-setting or
drug dealing;

(d) primary diagnosis of oppositional defiant disorder or conduct disorder (admission
confers no benefit to outcome over outpatient therapy);

(e) primary diagnosis of eating disorder (re-feeding requires management in a
supervised medical setting);

(f)  patient/family/guardian unwilling or unable to provide consent.

The Walker unit

25.  The Walker unit is essentially a scaled-up Rivendell model. The Walker unit has the
capacity to provide involuntary treatment for patients under the MHA.

26. Since its opening on 4 May 2009, the Walker unit has operated as a 12-bed state-wide
inpatient long stay unit for young people between 12 and 18 years experiencing severe and
unremitting mental illness.

27. Unlike the Rivendell unit, the Walker unit does not have a day program. If a young person
is considered well enough to attend a day program, then they are generally transitioned to
the Rivendell unit (or elsewhere).
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EXHIBIT63

28. I was personally involved in the planning and establishment of the Walker unit.
Specifically:

(a) during the design and build of the new Concord Campus in around 2005, a ward was
designated for an adolescent mental health facility, but it was subsequently
earmarked for another clinical purpose;

(b) during the 2007 state election campaign, a candidate for the local electorate
announced that that an adolescent mental health inpatient unit would be developed
and, as a result, I was urgently tasked with developing a model of care for this
proposed facility,

(¢) in developing the model of care for the Walker unit, I understood the expectation of
the local candidate was that the new unit would be an acute unit, located in the
Concord Campus. However, my concerns with this included that the Concord
Campus is a long way from paediatric expertise; an acute unit at Concord did not fit
with the state-wide bed planning; and I considered that there were better ways to
augment existing acute adolescent mental health services.

(d) Given these concerns, [ proceeded to develop a model of care for a unit located in
the Concord campus which was targeted at young people having severe and
persistent mental illness. My goal in developing the model of care for this new unit
was twofold, namely to:

(i) alleviate the pressure on the acute units who were at that time each managing
2-3 young patients with severe and persistent mental illness. By freeing up
these beds, the model of care aimed to alleviate the bed block for the acute
units and help the units to run more efficiently and effectively; and

(i1)  Dbetter suit young patients with severe and persistent mental illness who were
not responding to treatment in other settings. I recognised that such patients
were not well suited to treatment in an acute setting and were not being well
served in acute units. The focus of acute units is necessarily on stabilising new
admissions, which requires a lot of clinical time. As a result, those patients
with ‘slow burning’ disorders were not receiving the attention that they needed
in the acute setting,.

29. Interms of physical attributes, the Walker unit is unusually large for a CAMHS inpatient
unit. There are two distinct main living areas. Sometimes there will be an incident
requiring intervention and staff can deal with that incident in one living area, while the
remaining patients use the other living area. There is also generous outdoor space,
including a volleyball area.
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Walker unit model of care

30.

31.

32.

33.

34.

There is not currently any documented model of care for the Walker unit (unlike the
Rivendell unit), although one is being developed. A patient and family information
brochure, and a Walker unit referral form do however provide some guidance, and are
attached and marked ‘Attachment PLLH-5" and ‘Attachment PLH-6’.

The Walker unit model of care has never been evaluated or formally reviewed outside of
the standard accreditation process. Both the Rivendell and Walker units utilise the range of
routine outcome measures mandated by the National Outcomes and Casemix Collection
(NOCCQ), including the Health of the Nation Outcome Scales for Children and Adolescents
(HoNOSCA) and the Children’s Global Assessment Scale (CGAS), and the Strengths and
Difficulties Questionnaire (SDQ). The CGAS is utilised as a means of reporting/tracking
over time.

The Walker unit does not track the clinical progress of discharged patients over the
medium to long term. Instead, like other inpatient units, the unit tracks the 28-day
readmission rate post-discharge. The Walker unit’s 28-day readmission rate is currently
zero. This compares to a 28-day readmission rate of around 20% for the acute adolescent
units. NSW state-wide data indicates that a shorter length of stay is associated with a
higher readmission rate.

The Rivendell School (which is part of the Rivendell unit) provides educational programs
on-site, over the standard school year, to those patients in the Walker unit. Following a
request from patients, the Walker unit now also has a summer school program.

Family therapy is essential to the Walker (and Rivendell) model of care. Family meetings
are held at least fortnightly, and sometimes weekly. In my experience, geographic distance
of family is only a barrier to such processes if the family allows it to be — those families
who are motivated to be involved will find a way to get to the unit for family meetings.
Alternatively, it is sometimes possible to conduct family meetings by teleconference or
video conference, although that does somewhat change the dynamic of the meeting.

Referrals and admissions to the Walker unit

35.

The admission criteria for the Walker unit include the presence of severe mental illness,
with evidence of significant functional impairment and demonstrated treatment resistance.
In particular, all patients are required to have previously had treatment at a secondary
health care service. Most patients admitted to the Walker unit:

(a) have had a substantial period of treatment in an acute inpatient setting;

(b) have significant level of risk (the unit is configured to manage high risk patients);
and
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36.

37.

38.

39.

40.

41.

42,

(c) are characterised by being atypical (or exceptions), that is they have features or
complexities to their situation which are not commonly encountered in routine
CAMHS inpatient work.

Patients who are admitted to the Walker unit fall into four main groups. Namely, those
with:

(a) unremitting psychosis;
(b) unremitting mood disorder — generally bipolar, rather than unipolar depression;

(¢) neurodevelopmental disorders such as autism, usually complicated by intercurrent
psychosis or mood disorder; or

(d) unremitting/unrelenting suicidality arising from any cause.

Typically, at any one time, two of the 12 patients of the Walker unit have an emerging
borderline personality disorder. Staff try to cap the number of such admissions at two. This
is because a higher number of such patients has been shown to create problems in terms of
managing the ward milieu.

There are two ‘excluded’ groups who are not accepted into the Walker unit:

(a) adolescents who are homeless — a patient must have a stable care situation, which
may be an out of home care placement; and

(b) adolescents who the assessment team believes can be treated in a less restrictive
setting. The assessment team rejects, on average, around one quarter of referrals on
this basis.

Admissions to the Walker unit are required to involve the input of a child/adolescent
psychiatrist and come via a referring agency. As part of this process, the referring agency
is required to provide a narrative description of the patient’s difficulties as well as the
referrer’s expectations of treatment in the Walker unit.

In the event a patient’s referral is accepted, the referring agency is required to then
participate in the treatment process, before, during and after the admission. As a result of
these requirements, the quality of referrals to the Walker unit is generally very high.

Referrers are considered significant stakeholders for both the Rivendell and Walker units
and steps are taken to ensure the maintenance of strong operational and strategic links to
other CAMHS services. The extent of participation of the referrer during admission differs
between the Rivendell and Walker models. This reflects the fact that Rivendell patients
return home at least every weekend, and for day patients, overnight.

The assessment process for referrals into the Walker unit also involves the input of a
multidisciplinary team who visit the patient in their current treatment setting, and meet
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43.

 WIT9000050009

with the referring team and the family. Observation of the patient in their community and
family environments is considered to be an extremely informative tool and provides a
much better understanding of family dynamics. This information, in turn, assists the
assessment and development of a treatment plan for the patient. The value of this type of
assessment process is reflected (and motivated by) my knowledge of the operations of a
forensic service in the United Kingdom run by Professor Dame Sue Bailey (a child and
adolescent forensic psychiatrist and a past President of the Royal College of Psychiatrists).

The waiting list for the Walker unit is surprisingly short. There are usually only one or two
people waiting for admission, and they are generally admitted within one month. I believe
there are two main reasons for this, namely:

(a) the Walker unit deliberately does not put people on an endless waiting list. The
assessment team will not do an assessment unless (and until) the unit is in a position
to admit a patient within a reasonable period; and

(b) the demand for the services of the Walker unit has been lower than expected.
Colleagues in the acute units throughout NSW have adopted a practice of managing
patients in those units, knowing that the Walker unit is there as a safety net if needed.
I think acute unit staff enjoy the challenge of treating some of the more complex
patients.

Length of stay and discharge from the Walker unit

44.

45.

46.

47.

Although it has an admission cap of aged 18, the Walker unit does not arbitrarily discharge
patients from the Walker unit simply because they turn 18. There is some discretion. As a
matter of practice, staff of the Walker unit continually assess whether a patient is
improving within the unit, and admission will continue until the Walker team and the
referrer each agree that discharge is appropriate.

As stated above, it is a requirement of admission that the relevant referring agency for a
patient of the Walker unit has had ongoing participation in the treatment process during
and after the admission. As a result, the referrer, which is often the local CAMHS, is kept
appraised of the patient’s progress and ongoing level of risk in case they need to deal with
a crisis situation while the patient is away from Rivendell. For both Rivendell and Walker
patients, local CAMHS and the referring agency (if different) are engaged in discharge
planning.

There are a range of transition options available for patients from the Walker unit.
Generally, a patient is discharged back to the care of a local CAMHS. To date, only one
patient has sought discharge and transition to adult services.

The oldest patient at the Walker unit was 20 years of age, however this was an unusual
exception. Recent data show a range of 13-17 years, average age 15.3 years.
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48.

49.

50.

The length of stay for patients of the Walker unit has crept up over time. Initially the
typical length of stay was around 6 months. The most recent figure for average length of
stay in the Walker unit is 159 days, but there have been several admissions lasting for over
a year.

It is unusual for patients to stay longer than six months, however there have been a couple
of ‘outliers’. The longest length of stay was almost two years. Reasons for unusually long
stays are varied. One young person who stayed for over a year had unremitting suicidality
and an evolving psychotic disorder. Another patient had neurodevelopmental problems and
intercurrent psychosis. In general, patients with psychotic disorders have longer stays than
patients with other conditions.

At the same time, the seclusion rate within the unit has decreased. In December 2104 the
Walker Unit received a Star Performer’s Award from NSW Health for reduction in
seclusion and restraint.

A ‘typical day’ at the Walker unit

51.

The Commission has asked what a ‘typical day’ might look like for a Walker unit patient. I
would describe a typical day as follows:

(a) Itis ‘all hands on deck’ in the mornings to get the patients moving, showered and
ready for the day. Many of the patients have sleep difficulties and so will be sluggish
in the mornings. All of the patients share breakfast together;

(b)  On aschool day, the patients will then move to the school program. The space within
the unit used as the school room has grown over time because the school program is
so integral and important to the overall treatment program. During the school day,
the patients are the primary responsibility of the teaching staff, but there are always
nursing staff on hand. Sometimes nursing staff sit in with particular patients to help
them. Sometimes a patient will be too distressed or impaired to function in the
school room, and so they will be allowed to work elsewhere (such as in their room)
under supervision by the nursing staff;

(c) Arttherapy and music therapy generally happen within school hours, as part of the
schooling program;

(d) Out of school hours there is a lot of attention on physical fitness, which is
particularly important for those patients struggling with their weight. The Living
Skills cook teaches the patients about healthy eating and preparing meals;

(e) Inthe evenings, there is a combination of structured and unstructured activities
which are needed in order to keep structure and lower levels of aggression. There
may also be supervised walks or other activities if appropriate, subject to a risk
assessment for each patient;

~ weomosboie

Wimﬁﬁs Signature™” Justice of the Peace / Commissioner for Declarations / Lawyer

Doc No. 3034921 Page 10 of 18




EXHIBIT63

(f)  Most family therapy occurs out of school hours, and so after 3pm there will often be
family meetings; and

(g) Later in a patient’s progress they may be permitted to have family leave. This may
be for several hours during the day, or overnight.

Future of the Walker unit

52. Since it’s opening in 2009, there have been overtures from time to time to adapt the
operations of the Walker unit in some way.

53. For example, there have previously been moves to try and have the Walker unit accept a
mix of acute and longer stay patients. There has also previously been a suggestion to
include patients with (solely) eating disorders. Either of these changes would be bad
clinical practice, and I was involved in successfully resisting both.

54. Iam a strong advocate for the continuation and need for the Walker unit. I discuss the
basis of my position further below, under the heading ‘Opinion’.

The Barrett Adolescent Centre

55.  Prior to my involvement with the Expert Clinical Reference Group (ECRG), which I
discuss further below, I had only a general awareness of the existence of the Barrett
Adolescent Centre (BAC) in Wacol, Queensland.

56. When I established the Walker unit in 2009, I did not have any cause to examine or have
regard to the BAC model of care (despite their similarities).

57. At no time have I ever seen any formal documented model of care for the BAC. Instead,
through my involvement with the ECRG, I did once see a draft model of care, which I
understood had been prepared for a proposed replacement unit for the BAC, at Redlands.
Attached and marked ‘Attachment PLH-7’ is a copy of the draft model of care for the
replacement unit, which I saw as a member of the ECRG.

58. T assumed that this draft model of care was reflective of the model of care which was being
delivered at the BAC. Based on this draft model of care, and other information gleaned
through my involvement with the ECRG, I consider the BAC to have been most aligned
with the Walker unit model of care, rather than that of the Rivendell unit.

59. The key similarities between the BAC and the Walker unit were that both centres were
longer stay units for adolescent mental health patients, and had a focus on rehabilitation.

60. The key difference was that the patient group of the Walker unit appeared to be a step-up
from that of the BAC, in terms of the severity of the mental health issues being managed.
For example, the Walker unit had a much higher proportion of patients with psychosis, as
compared to the BAC.
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EXHIBIT63

ol.

62.

63.

64.

I have previously visited the Wacol campus where the BAC is located, however it was for
an unrelated purpose and I did not go inside the BAC.

On or about 23 October 2013, I recall receiving a visit from Dr Stephen Stathis (Clinical
Director of Child and Youth Mental Health Services) and Ms Judi Krause (Divisional
Director, Child and Youth Mental Health Services).

From speaking with Dr Stathis and Ms Kraus, I understood each to be visiting in the
capacity of members of an Extended Adolescent Treatment and Rehabilitation Strategy
Committee, which had been set up in Queensland to review alternative models of
adolescent rehabilitation and make recommendations.

In the course of this visit, Dr Stathis and Ms Kraus looked at the facilities and met with
myself, as well as with key staff of both the Rivendell and Walker units.

The Expert Clinical Reference Group

65.

66.

67.

68.

On 28 November 2012, I received an email from Dr Michelle Fryer, who I knew to be
Chair of the Queensland Branch of the Faculty of Child and Adolescent Psychiatry (the
Faculty) of the Royal Australian and New Zealand College of Psychiatrists.

Dr Fryer advised me that an ECRG had been set up in Queensland to provide advice in
relation to the operations of the BAC. Dr Fryer informed me that she was already a
member of the ECRG and that the Faculty had been invited to nominate another person to
join. Dr Fryer explained that the Queensland Branch had indicated that they wished to
nominate a person external to Queensland, and asked whether I would consider accepting
the appointment (which I did). Attached and marked ‘Attachment PLH-8’ is a copy of
this email, which I received from Dr Fryer on 28 November 2012, and my response of the
same date.

I was a member of the ECRG from around December 2012 until late March/early April
2013. 1did not receive any formal Letter of Appointment. Instead, attached and marked
‘Attachment PLH-9 is an email which I received on 5 December 2012 from Ms Vaoita
Turner (Planning and Partnerships Unit, Mental Health Alcohol and Other Drugs Branch),
confirming my membership of the ECRG.

In addition to myself, the members of the ECRG included:
(a) Dr Leanne Geppert (as Chair),

(b) Dr Michelle Fryer — (Chair of the Queensland Branch of Faculty of Child and
Adolescent Psychiatry, Royal Australian and New Zealand College of Psychiatrists);

(¢) DrJames Scott, Consultant Psychiatrist Early Psychosis, Metro North HHS;

(d) Dr David Hartman (Clinical Director, Community Youth Mental Health Service
(CYMHS), Townsville Hospital and Health Service);
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69.

(e) Dr Trevor Sadler (Clinical Director, BAC);
(®  Dr Ray Cash (Visiting Medical Officer);

(g) Ms Josie Sorban (Director Psychology, CYMHS, Children’s Health Qld Hospital
and Health Service);

(h) Ms Amanda Tilse (Operational Manager, Alcohol Other Drugs and Campus Mental
Health Services (ATODS), Mater Children’s Hospital);

(i) Ms Amelia Callaghan (State Manager Qld NT and WA, Headspace);

() Ms Emma Hart (Nurse unit Manager, Adolescent Inpatient Unit and Day Service,
Townsville HHS); and

(k) Mr Kevin Rodgers (Principal, Barrett School).

In or around January 2013 - approximately one month after the commencement of the
ECRG - Ms Cheryl-Anne Wilson also joined as a member of the ECRG. The ECRG had
recommended the involvement of a caret’s representative, and Ms Wilson joined the
ECRG in that capacity.

Role of the ECRG, and my role as a member of the ECRG

70.

71.

72.

73.

74.

The Terms of Reference for the ECRG essentially required that the ECRG provide expert
opinion to an overarching Planning Group, as to the means of promoting the development
of contemporary models of care in Queensland for adolescent mental health. A copy of the
Terms of Reference for the ECRG is attached and marked ‘Attachment PLH-10’.

I understand the reference in the Terms of Reference to ‘contemporary models of care’ to
mean the most current evidence-based and accepted approach to care. The key difficulty
with this Term of Reference was (and remains) that the body of evidence to support
models of mental health care for children and adolescents at the severe end of the spectrum
is extremely limited. Currently, practice is necessarily largely informed by clinical
experience and benchmarking against other services.

I would describe the ECRG as being an impressive and efficient process given the size and
complexity of the task. The process allowed for frank discussions and disagreement. A lot
of work was undertaken by members outside of committee meetings.

Throughout January, February and March 2013, the ECRG met regularly (at times,
weekly). I recall that there was a sense of pressure which was driven by the Planning
Group, who the ECRG reported to. I did not have any direct contact with the Planning
Group and am unaware who its members were.

Although I was not directly involved in the process, I am aware that during the life of the
ECRG, the Chair of the ECRG (Dr Geppert) was responsible for reporting, at intervals, to
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75.

76.

the Planning Group and receiving responses back. I cannot recall the specifics of any of
the responses given by the Planning Group to the ECRG, however I recall Dr Geppert
advising that the responses were along the lines of, ‘Yes, that model of care will be
considered’ or ‘No, that type of model might not be considered’.

I do not recall receiving any feedback from the Planning Group with respect to the
inclusion of a Tier 3 service as one of the ECRG’s recommendations.

I had two main responsibilities during my time as a member of the ECRG. The first of
these was to supply other members of the ECRG with evidence concerning the models of
care for Rivendell and Walker units (which I did). The second was to review draft versions
of the ECRG report, prior to its finalisation in around March/April 2013.

Recommendations of the ECRG

77.

78.

79.

80.

81.

One of the recommendations of the ECRG was that ‘Inpatient extended treatment and
rehabilitation care (Tier 3) is an essential service component’. I remain supportive of this.

For a state the size of Queensland, I consider that a lack of a Tier 3 service for adolescents
will create difficulties and put pressure on the other levels of service, including ‘bed block’
for acute inpatient units.

From my experience working in adolescent mental health, I am aware that staffing and
resourcing shortages in acute units mean that adolescent patients, who are placed in those
units, do not receive the type and intensity of care which they need in order to be
rehabilitated and transition back into the community. I discuss this further below in my
statement, beneath the heading ‘Opinion’.

Another recommendation of the ECRG was that ‘Interim service provision if BAC closes
and Tier 3 is not available is associated with risk’. I remain comfortable with this
recommendation, also.

The primary risks which I identified in this scenario included discontinuity of care,
suboptimal care and loss of staff and their skills. From my involvement on the ECRG, I
became broadly aware that staff were leaving the BAC as a consequence of the uncertainty
surrounding the continuation of its operations (and hence their employment). These staff
were leaving and finding employment elsewhere.

The Planning Group

82.

I have been told by Commission staff that following the release of the ECRG report, the
Planning Group issued its own report which passed comment in respect of each of the
recommendations made by the ECRG. I have never read nor been provided with a copy of
any such document.
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83. Ihave been told by Commission staff that in this document, the Planning Group made the
following comment in respect of ECRG recommendation two (that a tier 3 service be
prioritised to provide extended treatment and rehabilitation for adolescents with severe and
persistent mental health illness):

Accept with the following considerations.

Further work is needed to detail the service model for a Tier 3. Models involving a statewide,
clinical bed-based service (such as the Barrett Adolescent Centre) are not considered
contemporary within the National Mental Health Service Planning Framework (in draft).
However, there are alternative bed-based models involving clinical and non-clinical service
components (e.g., Y-PARC in Victoria) that can be developed in Queensland to meet the
requirements of this recommendation. Contestability reforms in Queensland may allow for this
service component to be provider agnostic.

84. With respect to this statement by the Planning Group, [ consider that there has been a
misreading of the values of the National Mental Health Plan and the role of the Y-PARC

services in Victoria.

85. The National Mental Health Planning framework is driven by the early intervention model.
It is a very robust model but does not manage patients who progress in acuity and intensity
and therefore have different needs to those at the early intervention stage. It is not
appropriate for the Planning Group to use the absence of consideration of services for
young people with severe and persistent mental health disorders in the National Mental
Health Plan, as justification for closing BAC.

86. The second reason why I do not consider this comment by the Planning Group to be
particularly helpful or relevant is because the Y-PARC model of care is not the same as
that in place at facilities such as the BAC and the Walker unit. An effective system of care
needs varying levels of intensity, and each level has its own validity. Whilst it is not the
role of Y-PARC to manage the ‘top end’ of severity, this is the role of a facility such as the
BAC.

Opinion

87. AsIhave stated above, I consider there to exist a vacuum in terms of evidence-based
literature on what is the ‘best model of care’. I am not aware of any literature that supports
the proposition that longer-stay units, such as the Walker unit and the BAC, are the best
model of care for adolescents with severe, complex and persistent mental disorders.

88. However, equally, I am not aware of any literature that supports the proposition that
longer-stay units are harmful or are not the best treatment model for adolescents with
severe and complex mental illness.

89. Itis clinical folk-lore to assert that it is not a good idea to hospitalise certain adolescent
mental health patients. I appreciate the basis for such statements is driven by a concern
that, in a hospital setting, there is contagion owing to difficult interpersonal relationships, a
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tendency to get into conflict with staff, and consequently an increase in self-harm. I am not
aware of any evidence on which to base this belief.

90. The risk of any intensive long-term care is that an adolescent patient may become
dependent on the unit, making transition out of the unit more difficult. However, one of the
tasks of the admission process for the Walker and Rivendell units is to assess risk of
dependency, and to develop a strategy to manage the risk.

91. Importantly, intensive long-term care, such as that provided in the Walker unit or at the
BAC, is appropriate only in circumstances where all other options have already been
deemed unhelpful. It is consequently a trade-off: risk versus benefit. In appropriate
circumstances, the benefit will outweigh the risk.

What is the ‘best model of care’?

92. Based on my experience managing the Walker unit, I consider facilities such as the Walker
unit and the BAC to be most useful for those adolescents with severe psychosis and mood
disorders, or a person who has ongoing suicidal ideations that are assessed as critical and
dangerous. For example, adolescents who are being rescued on a regular basis and, without
admission, will die either by intent or misadventure.

93. TItis my professional opinion that any person with a milder condition (including self-

- harming or suicidal ideation with ambiguous intent) which is responsive to community
care, should not be placed in a long stay unit. It is also my opinion that long-stay inpatient
units are not useful for adolescents with a primary diagnosis of either conduct disorder
(primarily delinquency) or an eating disorder. There are effective models for the
community management of people with conduct disorder. Patients with restrictive eating
disorders need access to specialised medical care and are therefore better managed in
general hospital beds or combined mental health/medical units.

94. Facilities such as the Walker unit and the BAC are important in any statewide mental
health service, in order to take away the demands from the acute units.

95. Based on my experience working in the area, I am aware that adolescent patients with
chronic mental health needs are not well catered for in acute wards. This is because staff
will necessarily focus most of their attention on new admissions who require a lot of the
clinician’s time. In addition, the patients with persistent severe conditions are at risk of
becoming destabilised each time a new acutely unwell and distressed patient is introduced
to the unit

96. By placing adolescents with chronic mental health needs in specialised services, there is a
benefit for both the acute services (in terms of allowing staff to run the acute facilities
more efficiently and effectively) as well as for the patients concerned (in terms of ensuring
that they receive the specialised care that they require in order to rehabilitate).
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97. Based on my clinical experience working with adolescent patients in the mental health
area, I consider that it is important to have a model of care and system of care for
adolescents which:

(a) has a continuum of services at differing levels (one of which is a facility such as the
BAC or the Walker unit);

(b) allows patients to move seamlessly in and out of services along the continuum;

(c) ismindful of the developmental stages of an adolescent patient, as well as the
severity and phase of their illness;

(d) builds in components that ensure the maintenance of patient physical and dental
health and optimises education; and

(e) maintains contact between the patient and their supports (family/carer).

98. It is not possible to be any more specific beyond this. This is because models and systems
of care in different jurisdictions have evolved in different ways, driven predominantly by
different funding models, rather than clinical imperatives. I am aware of the existence of a
number of intensive community-based models of care, which are cited as alternatives for
the treatment of young people with severe and complex mental illness. My views in
respect of some of these alternatives, are as follows:

(a) Assertive community treatment/outreach: I consider these programs to have a place
in the continuum of care, however they do not play a role with respect to adolescents
with persistent/treatment-resistant mental health illnesses. The reason for this is that
such programs are crisis oriented and have a brief and focused intent. They are not
helpful for a patient whose mental health illness is chronic, because it pushes the
problem into an acute arena, whereas the aim is to avoid crises.

(b) Day programs: Day programs play an important step up/step down role, such as
between Rivendell and the Walker unit. These programs help patients, for example,
return to education or vocational training. However, in order to be of use, a patient
must first have a stable base. For this reason, they are not helpful for patient’s whose
mental health issues are severe.

(¢) Residential treatment units (non-hospital): I was at variance with the ECRG in
relation to the appropriateness of residential treatment units for adolescents with
severe and persistent mental health issues. I would not have recommended the option
of a residential treatment unit and do not see them as a viable option. The basis for
my position is that care is not being provided by clinical staff. I consider it important
that clinical staff be involved in the provision of care, which necessarily includes
monitoring of medication and counselling.
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(d)

care models to be effective, however not for the group of patients whose mental

Wraparound services or other types of intensive care management: I consider these

health issues are severe and persistent. Instead, I consider this care model to be most

appropriate for adolescents with conduct disorders, substance abuse or trauma.

(e) Family preservation/intensive home treatment: 1 consider this care model to be
effective, however not for the group of patients whose mental health issues are
severe and persistent.
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PERSONAL DETAILS
Postal Address:
Thomas Walker Hospital (Rivendell)
Hospital Rd
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Australia
Date of Birth:
Place of Birth: Erith, England
Citizenship: Australia, United Kingdom, New Zealand
QUALIFICATIONS

B Med Sc, 1978, Otago University

MB ChB, 1980, Otago University

Fellow of the Royal Australian and New Zealand College of Psychiatrists (FRANZCP), 1988
Certificate of Accreditation in Child Psychiatry (RANZCP), 1989

PhD (Medicine), University of Newcastle, 1997

CURRENT APPOINTMENTS

Director, Thomas Walker Hospital (Rivendell) Child, Adolescent and Family Mental Health Services.
Appointed July 2006

Director, Child and Adolescent Mental Health Service, Sydney Local Health District.
Appointed July 2014

Conjoint Professor of Child and Adolescent Psychiatry, University of Sydney (Concord Clinical School)
Appointed February 2007

PREVIOUS APPOINTMENTS

Dec 2011-Dec 2014
Discipline Head, Psychiatry, University of Sydney

March 1998 — Dec 2014
Conjoint Professor of Child and Adolescent Psychiatry, University of Newcastle

Sept 2006 — June 2014
Director, Infant, Child and Adolescent Mental Health Services, Sydney South West Area Health Service.

March 1998-July 2006
Director of Child and Youth Mental Health, Hunter New England Mental Heaith Service.

Jan 1993-March 1998
Senior Lecturer in Psychiatry, Faculty of Medicine, University of Newcastle.
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May 1997-March 1998
Head of Discipline of Psychiatry, Faculty of Medicine, University of Newcastle.

April 1989-Dec 1992
Lecturer in Psychiatry, Faculty of Medicine, University of Newcastle.

Dec 1989-March 1998
Visiting Medical Officer (Academic) to the Department of Psychiatry, Mater Misericordiae Hospital,
Waratah.

Oct 1989-March 1998
Visiting Medical Officer (Academic) to the University Psychiatry Unit, Lingard Hospital, Merewether.

July 1995-March 1998
Clinical Director, Behaviour Problems Clinic, and Visiting Medical Officer (Academic) to the Child
Psychiatry Service, Wallsend Hospital Campus.

Aug 1995-May 1996
Acting Head, Discipline of Psychiatry, Faculty of Medicine and Health Sciences, University of Newcastle

Feb 1991-Feb 1995
Director of Child and Adolescent Psychiatry, Department Paediatrics, John Hunter Hospital, Newcastle,

NSW.

Feb 1989-April 1989
Staff Specialist in Child Psychiatry, Child & Adolescent Mental Health Service, Flinders Medical Centre,

Adelaide, South Australia.

Feb 1987-Feb 1989
Fellow in Child Psychiatry with the Child & Adolescent Mental Health Service, Flinders Medical Centre,

Adelaide, South Australia.

Feb 1983-Feb 1987
Registrar in Psychiatry with the Child, Adolescent and Family Health Service, Psychiatric Services
(affiliated with Flinders Medical Centre), Adelaide, South Australia.

Dec 1980-Dec 1982

House Officer with the Wellington Hospital Board, Wellington, New Zealand. Clinical rotations included
general surgery, general medicine, general hospital psychiatry, psychiatric hospital, accident and
emergency, and neurosurgery.

MEMBERSHIP OF PROFESSIONAL BODIES

Royal Australian & New Zealand College of Psychiatrists
Faculty of Child and Adolescent Psychiatry (RANZCP)
Biological Psychiatry Section (RANZCP)

Australian Society for Psychiatric Research

American Academy of Child and Adolescent Psychiatry
Association for Child Psychology and Psychiatry (UK)
Cochrane Collaboration

PUBLICATIONS

Books and monographs

1. Hazell P. Attention deficit hyperactivity disorder in preschool aged children. Vol 1 in Clinical
approaches to early intervention in child and adolescent mental health. Series eds Kosky R, O'Hanlon
A, Martin G, Davis C. Adelaide: Australian Early Intervention Network for Mental Health in Young
People, 2000.
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Hazell PL. "Neglect and abuse of children”. In RJ Kosky, HS Eshkevari, VJ Carr (Eds.) Mental
Health and liiness: A text book for Health Science Students. Sydney; Butterworth-Heinemann 1991,
pp 62-66.
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Mental Health and lliness: A text book for Health Science Students. Sydney; Butterworth-Heinemann
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V. Sydney; WHO Collaborating Centre 1997 pp 62-65.
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International 2000 pp 65-72.
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Hazell P. Depressive disorders in children and adolescents. In: “Clinical Evidence. A Compendium
of the Best Available Evidence for Effective Health Care”. 3™ Edn. Ed Godlee F. London; BMJ
Publishing 2000 pp 448-454.

Hazell P. Depression in children and adolescents. In: “Clinical Evidence. A Compendium of the
Best Available Evidence for Effective Health Care”. 4th Edn. Ed Barton S. London; BMJ Publishing,
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Hazell P. An evidence based approach. In “The Clinician’s Guide to Psychotropic Prescribing in
Children and Adolescents” Eds Nunn K, Dey C. Newcastle; Child and Adolescent Mental Health
Statewide Network 2003 pp 2-7.
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Annual meeting of the New Zealand Branch of the Faculty of Child and Adolescent Psychiatry,
Royal Australian and New Zealand College of Psychiatrists, Turangi, 30 Nov-2 December,
2005

Hazell P*. The controversy surrounding SSRIs for children and adolescents. Annual meeting
of the New Zealand Branch of the Faculty of Child and Adolescent Psychiatry, Royal
Australian and New Zealand College of Psychiatrists, Turangi, 30 Nov-2 December, 2005

Hazell P*. The development of integrated child health and mental health programs. Annual
meeting of the New Zealand Branch of the Faculty of Child and Adolescent Psychiatry, Royal
Australian and New Zealand College of Psychiatrists, Turangi, 30 Nov-2 December, 2005
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K. Effectiveness of psychological and pharmacological treatments for self-harm patients: An
ongoing Cochrane systematic review and meta-analysis. European Symposium on Suicide &
Suicidal Behaviour, Tallinn, 29" August 2014.

Hazell P, Sprague, Sharpe J, Feilds K. How opening specialist CAMHS inpatient units
affected the flow of juvenile admissions to adult psychiatric and paediatric medical units in
New South Wales, Australia (poster). European Psychiatric Association Meeting, Vienna,
Austria, 28-31 March 2015

Sciberras E, Nicholson J, Anderson V, Hazell P, Jongeling B, Silk T, Bisset M, Ukoumunne O,
Efron D. Do outcomes for children with subthreshold ADHD differ from children with ADHD
and non-ADHD controls? A community-based study. Symposium presentation accepted 16"
International ESCAP congress, Madrid, Spain 20-24 June 2015.

Bowden M, Hazell P. Family adjustment when an infant has a serious illness: putting research
into practice. Free paper accepted 16™ International ESCAP congress, Madrid, Spain 20-24
June 2015.

Green J, Rinehart N, Anderson V, Efron D, Nicholson J, Hazell P, Sciberras E. Autism
spectrum disorder symptoms in children with ADHD: association with parent, couple and
family functioning. Poster presentation accepted 16th International European Society for Child
and Adolescent Psychiatry Congress, Madrid, Spain 20-24 June 2015

Hazell P, Sprague, Sharpe J, Feilds K. How opening specialist CAMHS inpatient units
affected the flow of juvenile admissions to adult psychiatric and paediatric medical units in
New South Wales, Australia. RANZCP Faculty of Child and Adolescent Psychiatry Meeting,
Port Vila, Vanuatu 2 October, 2015

*Invited speaker

State and local conferences

1.

Hazell PL. "The referral process and its influence on subsequent case management”. Presented
to the Child Psychiatry Interest Group half day seminar, Newcastle, December 1989.

Hazell PL*. "Adolescents in the 90s". Presented to the Annual Meeting of the Paediatric Nurses
Association (New South Wales) Hunter Region Zone, Maitland, August 1990.

Hazell PL*. "Children of psychiatrically ill parents”. Presented to Prince of Wales Children's
Hospital Child Psychiatry Conference, Prince of Wales Children's Hospital, Sydney, October
1991.

Hazell PL*. "Towards an effort theory of attention deficit disorder". Presented to workshop
"Research approaches to attention deficit disorder". Prince of Wales Children's Hospital,
Randwick, October, 1991. Discussant: Dr Rachel Gittelman-Klein, Columbia University, New
York.

Hazell PL*. "Trauma debriefing". NSW Guidance and Counselling Association. "Trauma

debriefing. After the headlines fade .... keeping trauma workers alive.” University of Western
Sydney, Westmead Campus, November, 1991.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21

22.

Armstrong D, Clarke W, Callan K, Hazell PL*. Workshop: "Multidisciplinary approach to
behavioural disorders". Presented to 4th Annual NSW Community Child and Family Health
Conference, Newcastle, January, 1992.

Hazell PL*. "Adolescents exposed to peer attempted and completed suicide - pathogenic effects,
interventions". Presented to "Critical Incidents and Psychic Trauma in the Young - Sequelae and
Management". Child Adolescent and Family Conference, Redbank House, Westmead Hospital,
March 1992.

Hazell PL*. "What to expect following the traumatic death of a student”. Presented to Prince of
Wales Department of Child and Adolescent Psychiatry Conference "Traumatic death and suicide
in adolescence: the school's response”. Prince of Wales Children's Hospital, Sydney, March 13
and April 2, 1992,

Hazell PL*. "Postvention: What can and should be done". Presented to Prince of Wales
Department of Child and Adolescent Psychiatry Conference "Traumatic death and suicide in
adolescence: the school's response”. Prince of Wales Children's Hospital, Sydney, March 13
and April 2, 1992.

Hazell PL*. "Attention deficit disorders". Presented to the Hunter Paediatric Society Paediatric
Update, Kirkton Park, Pokolbin, August 8, 1992,

Hazell PL*. Workshop: "Inattention and disruptive behaviour in children”. Presented to the Lake
Macquarie South Education Cluster Development Day, Wangi Wangi, August 12, 1992,

Hazell PL*. Understanding dysfunctional families. Presented to the Hunter Institute of Mental
Health seminar; Pastoral care and recognising mental iliness, Newcastle, Oct 14, 1992.

Hazell PL*. The child who doesn't sleep. Presented to the Hunter Postgraduate Medical Institute
Update Series Ill: "I'm not sleeping well", Newcastle, April 3, 1993,

Hazell PL*. "Attention Deficit Hyperactivity Disorder". Presented to the Rural Doctors Association
Meeting, Pokolbin, July 24, 1993.

Hazell PL*. Workshop: "Youth suicide in rural Australia". Presented to the Rural Doctors
Association Meeting, Pokolbin, July 25, 1993.

Hazell PL*. "An update on Attention Deficit Hyperactivity Disorder”. Presented to the Annual
Meeting of the Hunter Paediatric Society, Maitland Sept 24, 1993.

Hazell PL*. "The relevance of comorbidity to child and adolescent psychiatry.” NSW Branch of
the Faculty of Child and Adolescent Psychiatry, RANZCP. NSW Institute of Psychiatry, May 10,
1994,

Hazell PL*. "ADHD. A clinical overview." Workshop presented to the Hunter Association of
Behaviour Intervention Teachers Conference, Newcastle July 12, 1994.

Hazell PL*. Attention Deficit Hyperactivity Disorder. Presentation to the Macquarie Hastings
Division of General Practice Mental Health Education Day, Port Macquarie, July 26, 1997.

Hazell PL*. ASuicide Prevention in Young Males@. Presentation to the Macquarie Hastings
Division of General Practice Mental Health Education Day, Port Macquarie, July 26, 1997.

Hazell PL*. APharmacological treatment of ADD/ADHD.@ Paper delivered to the Hunter Institute
of Mental Health Symposium on ADD/ADHD, Newcastle, August 8-9, 1997.

Hazell P*, Heim C, Bisits A, Hackworthy C, Webber M. AMelancholia in Music@. Paper

presented to the 5th Lingard Symposium ADepression: How Sharp is the Cutting Edge?@.
Newcastle, NSW, Nov 21-22, 1997.
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23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Hazell P*. The overlap of Mania with ADHD. NSW Branch, Faculty of Child and Adolescent
Psychiatry, RANZCP, Sydney, May 12, 1998.

Hazell P*. The scope for early intervention in bipolar affective disorder. Presented to the
Australian Early Intervention Network Symposium, Newcastle, July 21, 1998.

Hazell p*. Children’s experience of parents with mental illness. Presented to Hunter Institute of
Mental Health/Children of Parents Sufering Mental liness Conference. “Meeting the Challenge.
Maximising Resilience in Children, Newcastle, 27 November, 1998.

Hazell P*. My depressed young patient is not getting better. What should | do? Presented to the
1999 Rivendell Conference “Sweet medicine or a bitter pill? Psychiatric medication in young
people”. Concord Hospital, Sydney, 30 March, 1999.

Hazell P*. Evidence based child psychiatry. Presented to the Annual Scientific Day of the NSW
Faculty of Child and Adolescent Psychiatry, RANZCP, Sydney, 4 June, 1999.

Hazell P, Sly K. The effectiveness of treatments for preschool aged children with ADHD: A
systematic review. Presented to Hippocrates and Socrates V (Children’s Hospital Education
Research Institute Conference). Positive Solutions for Challenging Behaviours, University of
Sydney, Sydney, 2-3 June, 2000.

Hazell P, Devir H, Goh D, Peacock G, Smith L. A specialized clinic directed to prepubertal
children presenting with challenging behaviours. Presented to Hippocrates and Socrates V
(Children’s Hospital Education Research Institute Conference). Positive Solutions for Chalienging
Behaviours, University of Sydney, Sydney, 2-3 June, 2000.

Hazell P. The relationship between Attention Deficit Hyperactivity Disorder and Mood Disorders.
Presented to Hippocrates and Socrates V (Children’s Hospital Education Research Institute
Conference). Positive Solutions for Challenging Behaviours, University of Sydney, Sydney, 2-3
June, 2000.

Tarren-Sweeney M, Vimpani G, Hazell P, Keatinge D, Callan K. A study of the perceived service
needs of Hunter region families who have children with disruptive behaviour problems. Presented
to Hippocrates and Socrates V (Children’s Hospital Education Research Institute Conference).
Positive Solutions for Challenging Behaviours, University of Sydney, Sydney, 2-3 June, 2000.

Hazell P*. Use of stimulants in preschoolers. Paediatric Psychopharmacology Conference,
Sydney, 16 Feb, 2001.

Hazell P*. Management of complex comorbid symptoms in young people with ADHD. Redbank
Youth Conference 2001: Dislocation and transormation in the lives of young people. Westmead,
10 August, 2001.

Hazell P*. Attention Deficit/Hyperactivity Disorder and Tourette Syndrome. Tourette Syndrome
Association of Australia Symposium on Tourette Syndrome and Associated Disorders, Newcastle,
4 May, 2002

Hazell P*. Why | am chaotically attracted to fish. Aetiological theories for bipolar disorder.
Symposium on Biological Causes for Psychiatric lliness, Newcastle, 9 August, 2003

Hazell P*. The school's response to suicide. Youth Suicide Postvention Forum, Westmead, 6
November, 2003

Hazell P*. Rating scales for ADHD. Achenbach Conference, North Sydney Education Centre,
North Ryde, 26 July, 2004,

Hazell P*. A collaborative service model. One Child Joint Paediatric and Child Psychiatry Meeting,
Gold Coast, 15-17 July, 2005.

Hazell P*. Should adolescent self-harmers and suicide ideators be hospitalised? One Child Joint
Paediatric and Child Psychiatry Meeting, Gold Coast, 15-17 July, 2005.
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40. Hazell P*. Fidgety Phil. Presented to Hippocrates and Socrates X (Children’s Hospital at
Westmead Education Research Institute 10" Annual Conference)- Learning About Learning
Difficulties. Westmead, 1-2 September, 2005

41. Hazell P* Pharmacotherapy of autism with ADHD. Association of Doctors in Developmental
Disability Annual Clinical Conference, Newcastle, 4 Nov, 2005

42. Hazell P*. Tailoring management of ADHD to the needs of the adolescent patient. Putting
Evidence Into Practice to Reach and Teach ADHD, Children’s Hospital at Westmead Education
Research Institute Conference, Westmead, 6 September, 2007

43. Hazell P* The effectiveness and risks of antipsychotic drugs in paediatric bipolar disorder. Black
Dog Institute Symposium on Paediatric Bipolar Disorder, Sydney, 8 Oct, 2009

46. Hazell P*. Self-harm and suicide in young Australians. RESEARCH TO PRACTICE SEMINAR:
ADOLESCENT SELF HARM AND SUICIDE. Sydney, 25 Sept, 2014

47. Hazell P*. Are We Medicalizing Naughtiness? Paper delivered to the Myths and Dogma Symposium,
Concord Research Week, Concord RGH, 26 August, 2014

*Invited speaker
Conference Convenor

1. Continuities and Discontinuities in Youth Mental Health. Sydney 10 Nov, 2007

2. Youth Mental Health Symposium. Managing Transitions in Youth Mental Health Care (Better)
Sydney 14-16 November 2008

3. Youth Mental Health Symposium. Impacts on the Developing Brain. Melbourne 8&9 August 2009

4. Youth Mental Health Symposium. Regulation and Dysregulation. Brisbane 7 &8 August 2010

5. Youth Mental Health Symposium. Clinical Reason in Complex Cases, Melbourne, 6-7 August,

2011
6. Clinical Insights Symposium ADHD Sydney 17-18 March, 2012
7. Annual Meeting of the Faculty of Child and Adolescent Psychiatry, RANZCP, Manly, 3-5 Oct, 2012

Thesis

1. Discriminative stimulus properties of drugs. Submitted for the degree Bachelor of Medical Science,
University of Otago, 1978.

2. Effortful and automatic mental processes in Attention Deficit Hyperactivity Disorder and related
disorders. Submitted for the degree of PhD, University of Newcastle, 1997.

Dissertations

1. Children’s perceptions of their psychiatrically ill parents. Submitted to fulfil requirements of Part I
examination for Fellowship of the Royal Australian and New Zealand College of Psychiatrists, 1988.

2. The referral process and its influence on case management. Submitted to fulfil requirements for

Certificate of Accreditation in Child Psychiatry, Royal Australian and New Zealand College of
Psychiatrists, 1989.

RESEARCH GRANTS

1. University of Newcastle Research Management Committee Grant No 158462. "Are there unique
deficits in Attention Deficit Hyperactivity Disorder? 1991. $7,000.

2. NH&MRC Primary Grant No 920385. "The role of mental effort in Attention Deficit Hyperactivity
Disorder" 1992-1994. Approx. $100,000. Associate investigator: Prof V Carr.

3. Hazell and Lewin. University of Newcastle Research Management Committee Grant "Friends of
Adolescent Suicide Attempters". 1994. $10, 000
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Hazell and McDowell. NSW Health Outcomes Project. Monitoring of outcomes of children
with Attention deficit Hyperactivity disorder and related conditions treated with stimulant
medication.1994/1995. $25,600.

Carter, Carr, Dawson, Hazell, Henry, Lewin and Whyte. NSW Health Outcomes Project. Self
poisoning patients: Assessment, management, prevention and clinical outcomes. $30,000.
1994/1995.

Vimpani and Hazell. NSW Dept of Health Special Grant. Rural Adolescent Self Harm Project.
$25,000. 1994-

Hazell, Henry and Cotton. A systematic review of the efficacy of behaviour therapy in the
treatment of Attention Deficit Hyperactivity Disorder. University of Newcastle Research
Management Committee Grant. $5,500. 1996

Henry, Hazell, Buckley, O=Connell, Hill and Robertson. University of Newcastle
Infrastructure Grant. Systematic Review Group. $135,000. 1996-1997.

Waring T, Hazell P, Holbrook P. Evaluation of the National Mental Health in Schools Program.
Commonwealth Department of Health and Family Services. $150,000. 1998-1999.

Hazell P. Guidelines for early intervention in Attention Deficit Hyperactivity Disorder. Australian
Early Intervention Network (AusEinet). $12,300. 1998-1999.

Hazell P, Lewin T, Carr V. A prospective study of manic symptoms in ADHD males. NH&MRC
Primary Grant No. 990132. $100,000. 1999-2000.

Hazell P, Stuart J. Randomized double blind placebo control trial of clonidine augmentation of
psychostimulant treatment for children aged 6-14 years with comorbid ADHD and Oppositional
Defiant Disorder/Conduct Disorder. Australian Rotary Health Research Fund. $60,000. 2000-
2001.

Karayinidis F, Hazell P. Switching attention between tasks in attention-deficit hyperactivity
disorder (ADHD) and control children: A behavioural and electrophysiological study. Australian
Research Council Small Grant. $10,200. 2000.

Karayinidis F, Hazell P. Switching attention between tasks in attention-deficit hyperactivity
disorder (ADHD) and control children: A behavioural and electrophysiological study. John Hunter
Children’s Hospital Research Foundation $8000. 2000.

Hazell P, Martin G. Developmental group psychotherapy for deliberate self-harm. American
Foundation for Suicide Prevention $125000 2004-2006

Martin G, Hazell P, Harrison J, Taylor A, Swannell S. Australian National Epidemiological Study
of Self Injury (ANESSI). Commonwealth Department of Health and Aging $494,016 2007-2008

Hazell P, Hirneth S, Hanstock T. Juvenile Bipolar Disorder: Evaluation of Symptom Profiles,
Treatment Outcomes, and Predictors of Treatment Effectiveness for Clients from a Community
Mental Health Clinic. Australian Rotary Health Research Fund, $51,800 2009

Eapen V, Hazell P, Ward P, Barton G, Faure-Brac G. Evaluation of health promotion and
preventive lifestyle intervention for young patients receiving antipsychotic medication: Impact on
weight gain and quality of life. Australian Rotary Health Research Fund, $50,000 2009

Hazell P, Chow CM, Steinbeck K, Hawke C. Sleep, puberty and depression. Australian Rotary
Health Research Fund, $18,000 2010

Reddihough D, Marraffa C, Hazell P, Lee K, Kohn M, Wray J. Muiti-site randomised controlled trial

of fluoxetine in children and adolescents with autism. NH&MRC Project Grant No. 607332.
$481,825. 2010-2012.
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21. Nicholson J, Efron D, Sciberras E, Hazell P, Anderson V, Okoumunne O. The Childrens’ Attention
Project: A community-based longitudinal study of children with ADHD and non-ADHD controls.
NH&MRC Project Grant No. 1008522, $846441. 2011-2015.

22. Steinbeck K, Hawke C, Hazell P, Skinner R, Ivers R, Booy R, Cumming R, Fulcher R. The Archer
Study- Puberty and Adolescence NH&MRC Project Grant No. 1003312.$975651. 2011-2014

23. Hanstock T, Clayton E, Hazell P. Omega-3 supplementation for children and adolescents with
bipolar disorder. Behavioural, Cognitive & Social Sciences-Psychology-UNE Seeding Grant
Scheme.$7000 2011

24, Silk T, Anderson V, Scibberra E, Nicholson J, Efron D, Hazell P. Trajectories in brain structure
and function for children with and without ADHD: Associations with academic, cognitive, social,
and mental health outcomes NHMRC Project Grant Application: APP1065895 $1,174,958.30
2014-2018

Teaching grants

1. Waring T, Hazell P. National Youth Suicide Strategy. Inclusion of youth suicide prevention in
relevant university educational programmes. Commonwealth Department of Health and Family
Services. $300,000. 1997-1998.

AWARDS

1. Anthony Eden Cup for Public Speaking, New Zealand secondary schools 1974

2. University Junior Scholarship (New Zealand) 1975-1979

3. Medical Research Council of New Zealand Student Scholarship 1978

4. Elaine Schlosser Lewis Award for Research in Attention Deficit Disorder, American Academy of
Child and Adolescent Psychiatry 2004.

5. Hunter Chiidren's Research Foundation Community Award for Research Excellence-
Achievement in Research, 2004

6. Hunter Children's Research Foundation Research Mentor of the Year, 2005

OTHER ACADEMIC ACTIVITIES

Journal Reviewer

CONOOTAWN =

RGN
WN~O

Australian and New Zealand Journal of Psychiatry 1992~
CNS Drugs 1997-

Australian Psychologist 1998-

Journal of Paediatrics and Child Health 1998-

Journal of Traumatic Stress 1999-

Journal of Child Psychology and Psychiatry 2000-
Medical Journal of Australia 2000-

British Medical Journal and affiliated publications 2000-
Clinical Child Psychology and Psychiatry 2000-

. Biological Psychiatry 2002-

. Archives of General Psychiatry 2003-

. Bipolar Disorders 2004-

. Acta Paediatrica 2005-

. Pediatrics 2005-

. Public Library of Science- Medicine 2005-

. Journal of the American Academy of Child and Adolescent Psychiatry 2006-
. American Journal of Psychiatry 2006-

. Pediatric Drugs 2007~
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. International Journal of Mental Health Systems 2007-

. Expert Review of Neurotherapeutics 2008-

. Progress in Neuro-Psychopharmacology & Biological Psychiatry 2008-
. Expert Opinion on Pharmacotherapy 2008-

. Journal of Affective Disorders

. British Journal of Clinical Pharmacology 2009-

. Asia-Pacific Psychiatry 2009-

. Australian and New Zealand Journal of Public Health 2009-
. Suicide and Life-Threatening Behavior 2009-

. Journal of Clinical Psychopharmacology 2010-

. British Journal of Psychiatry 2010-

. Children and Youth Services Review 2011-

. Early Intervention in Psychiatry 2011-

. Current Medical Research and Opinion 2011-

. Neuropsychiatric Disease and Treatment 2012-

. Review of General Psychology 2012-

. Advances in Mental Health 2012-

. Neuropsychiatry 2013-

. Australian Family Physician 2013~

. Psychology Research and Behavior Management 2013-
. Asian Journal of Psychiatry 2014-

. Neuropsychology 2014-

. European Child and Adolescent Psychiatry 2014-

. Australian Medical Student Journal 2014-

. The Scientific World Journal 2014-

. Epidemiology and Psychiatric Services 2014-

. Neurology Research International 2015-

. Psychopharmacology 2015-

. Disability and Rehabilitation 2015-

Grant Reviews

OCOENOIPORWON -~

ARC 1989-

Research Management Committee (University of Newcastle) 1989-
NH&MRC 1994-

Channel 7 Children's Research Foundation (SA) 1995-

Wellcome Institute (UK) 1995-

New Zealand Medical Research Council 1996-

Victorian Mental Health Foundation 1998-

Children’s Research Foundation 1999-

The Hospital for Sick Children Foundation (Toronto Canada) 2000-

. New Zealand Neurological Research Foundation 2000-

. Canadian Institutes of Health Research 2001-

. German Federal Ministry for Research and Education and the German Research Foundation 2007-
. Israel Science Foundation 2011-

. Dutch health care research proposal 2015-

Other Reviews

1. RTI-UNC Evidence-based Practice Centre (USA) 2004-
2. National Health Service (UK) Health Technology Assessment Programme 2005-
3. Australian Medicines Handbook 2005-

Editorial Panels

ZEE N

Bulletin of the Faculty of Child and Adolescent Psychiatry, RANZCP 1995-2000

Depression, Anxiety and Neurosis Systematic Review Group, Cochrane Collaboration 1995-
Developmental, Psychosocial and Learning Problems Review Group, Cochrane Collaboration 2002-
The Clinician 2003-

Current Opinion in Psychiatry- Guest Special Section Editor 2006-21012

Member, editorial board, Current Opinion in Psychiatry 2013-
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Examiner

1. RANZCP Year 1 exams 1993-2002.

2. Theses for Bachelor of Medical Science, Diploma in Clinical Epidemiology, Master of Educational
Studies, Master of Public Health, Doctor of Philosophy, Doctor of Medicine

3. Member for the RANZCP Committee for Examinations Oct 2000- Oct 2006

Consultancy

1.

2.

3.

Witness to the NSW Parliamentary Subcommittee on Social Issues Inquiry into Rural Suicide,
August 30, 1994,

Member of the Expert Clinical Reference Group (ECRG) of the Barrett Adolescent
Strategy.Queensland, 2013

Expert adviser to the National Children’s Commissioner examination into intentional self harm in
children, May 13, 2014

Conference Organising activities

1.

ahrwbd

o

Member, Scientific Committee, Faculty of Child and Adolescent Psychiatry RANZCP Annual
Meeting, Sydney 1998

Chair, Scientific Committee, Youth Mental Health symposium (funded by Janssen) 2007-2011
Member, Scientific Committee, Excellence in Child and Adolescent Psychiatry, Istanbul, 2011
Chair Scientific Committee, Clinical Insights (funded by Shire) 2012-2013

Chair, Scientific Committee, Faculty of Child and Adolescent Psychiatry RANZCP Annual
Meeting, Sydney 2012

Member, Advisory Board to the 7™ Congress of the Asian Society for Child and Adolescent
Psychiatry and Allied Professions New Delhi 2013

ADMINISTRATIVE RESPONSIBILITIES

Academic

1. Member of the Research Committee. Faculty of Medicine, University of Newcastle March, 1990-
Jan 1998.

4. Member of the Program Evaluation Committee, Faculty of Medicine, University of Newcastle
February, 1991- March 1998.

5. Joint Coordinator of the neuropsychiatry term, Year 2 medical undergraduates University of
Newcastle 1989-1998.

2. Coordinator of the Year 1 medical interview skills program University of Newcastle 1991-1998.

3. Coordinator of the Bachelor of Medical Science program, University of Newcastle Jan 93-Jan 98

4. Research Officer (acting) for the Hunter Institute of Mental Health Aug 93- Aug 94.

5. Member of the Admissions Committee, Faculty of Medicine, University of Newcastle April 93-Feb
98

6. Member of the interim Financial Management Committee for the Faculty of Medicine and Health
Sciences, University of Newcastle,1996.

7. Acting Head of Discipline of Psychiatry, University of Newcastle, August 1995 to May 1996.

During this period prepared submission to the CUDA Review of the Faculty of Medicine and
Health Sciences, participated in the Heads of Discipline Committee responding to the CUDA
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10.
1.

12.

Clinical

1.

Review, and participated in the Faculty review process in general. Also successfully recruited
psychiatrist to the senior lecturer position vacant from Jan 95, position filled July 1996.

Head, Discipline of Psychiatry, University of Newcastle May 1997-March 1998.

Member of the Research Committee, NSW Institute of Psychiatry, Dec 1998 — June 2001.
Member of the Academic Advisory Board, NSW Institute of Psychiatry Nov 2000-Oct 2003
Head, Discipline of Psychiatry, University of Sydney, Jan 2012-Dec 2014

Coordinator, child and adolescent psychiatry teaching, Sydney Medical School, 2014-

Director of the Child and Adolescent Psychiatry Unit within the Department of Paediatrics, John
Hunter Hospital, February 1991- February 1995 .

Member of the management group for the Department of Paediatrics, John Hunter Hospital
February 1991- February 1995.

Member of the Paediatric Service Development Group, Hunter Area Health Service October
1992-2008.

Deputy Superintendent, Nexus Child and Adolescent Psychiatric Inpatient Unit, Feb 2003-August
2004

Director, Rivendell Child Adolescent and Family Mental Health Services 2006-
Director, SSWAHS Infant Child and Adolescent Mental Health Services 2006-2014
Member, Statewide (NSW) CYMHS Subcommittee 2006-

Director, SLHD Child and Adolescent Mental Health Service 2014-

Professional

Member and Public Officer of the Postgraduate Training Committee in Psychiatry for the
Newcastle and Central Coast Psychiatry Training Scheme 1989-20086.

Past member of the Standing Committee for Child Psychiatry, NSW Institute of Psychiatry.
Past member of the Child Psychiatry Advisory Committee to the NSW Department of Health.
Member Committee for Examinations RANZCP Oct 2000-Oct 2006

Chair, Observed Clinical Interview Subcommittee, RANZCP Committee for Examinations, Oct
2002-Oct 2006

Chair of the Subcommittee for Advanced Training in Child and Adolescent Psychiatry, RANZCP
and member, Committee for Training and Dual Fellowship Training Committee, RANZCP Feb
2007-May 2013

Treasurer, NSW Branch Faculty of Child and Adolescent Psychiatry, RANZCP 2010-

Member, RANZCP Clinical Practice Guideline Subcommittee on Self Harm
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Community
1. Member of the Kotara SSP (emotionally disturbed) school council June 93-June 95.

2. Member, NSW Paediatric Clinical Trials Working Party, reporting to the Ministry for Science and
Medical Research 2005-2006

3. Member, Mental Health Research Advisory Group to the Dept Of Health NSW 2006

4. Member, NSW Child Death Review Team, June 2015-

EXTRACURRICULAR
1. Leader, 2" violins, Strathfield Symphony Orchestra
2. Member (violin 2) Strathfield String Quartet

3. Deputy Leader, 2 violins, NSW Doctors Orchestra
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Sydney South West Area Health Service
Area Mental Health Service

JOB DESCRIPTION

IDENTIFICATION

POSITION TITLE: Director Child & Adolescent Mental Health
Services, Thomas Walker Hospital (Rivendell) &
Associated Services,

Eligible for conjoint position with the University of
Sydney

QUALIFICATIONS: a Medical degree registrable in NSW
a FRANZCP or equivalent recognised specialist
psychiatrist qualification
a Certificate of Advanced Training in Child &
Adolescent Psychiatry (RANZCP) or recognised
_equivalent.
CONDITIONS: Director role subject to four year term and eligible for
reappointment

Substantive Post: Senior Medical Practitioner

In accordance with the Salaried Medical Practitioners

(State) Award.
SUMMARY OF ROLE: Leadership and clinical management of Area Child &
Adolescent Mental Health Services, which includes

Rivendeli Child and Adolescent and Family Service.

ORGANISATIONAL The Director of Child and Adolescent Services will
ENVIRONMENT: have responsibility for Child & Adolescent Mental
Health Services in the North East cluster of Sydney
South West Area Health Service. These

responsibilities will include responsibility for clinical
and service development, strategy, quality
improvement and resource management. This
position includes direct responsibility for the Rivendell
Child, Adolescent and Family Service.

The position reports to and is under the direction of the
Area Director of Mental Health Services.

Direclor CAMH . Revised December 2005. JD.doc
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SYDNEY SOUTH WEST AREA MENTAL HEALTH SERVICES

DIRECTOR, CHILD AND ADOLESCENT MENTAL HEALTH

STATEMENT OF DUTIES

POSITION TITLE: Director Child & Adolescent Mental Health

Services, Thomas Walker Hospital (Rivendell) &
Associated Services.

Eligible for conjoint position with the University of

Sydney
AWARD in accordance with Salaried Medical Practitioners
CLASSIFICATION: (State) Award.

RESPONSIBLE TO:

SSWAHS Area Clinical Director Mental Health in all
matters to do with the Area Health Service and to the

Associate Dean of the Central Clinical School of the -

University of Sydney on University matters.

Summary of Position:

a

Oversee the management of Child & Adolescent Mental Health Services
within the North East cluster of Sydney South West Area Health Service
which addresses both a population focused approach to Area residents and a
tertiary service within New South Wales.

Facilitate the development of a comprehensive mental health program for
children and young people.

Facilitate the implementation of effective strategic planning process.

Facilitate the development of a balanced range of services, maintaining a
consistent and uniform approach to policy development and service provision.
Oversee the clinical management resources allocated to Child and
Adolescent Mental Health in the area within a framework of quality and
accountability, in partnership with the Director of Nursing, Area Mental Health

Service.

Responsibilities:

Working in consultation with the Area Director Mental Health and Area Mental
Health Executive the Director has the following responsibilities:

Director CAMH, Revised December 2005, JD.doc
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Strategic Tasks

Contribute to the development and implementation of strategies to set the
direction of a comprehensive Child and Adolescent Mental Health Services.
Ensure the strategies are consistent with National and State Mental Health
policies and plans.

Review these strategies in consultation with staff, consumers, carers, other
appropriate service providers and the defined community.

Provide expert advice on Child and Adolescent Mental Health Service needs
and service priorities.

Identify and support the professional development of staff working in Child
and Adolescent Mental Health Services.

Advise on the co-ordination and implementation of data systems, including
those, which identify severity, and patterns of mental health problems and
mental disorders.

Advise on inter-sectoral issues and strategies to develop effective working
relationships between mental health services, other government departments
and other relevant service providers.

Advise on a framework across the Area which provides service evaluation,
outcome measurement, research and continuous quality improvement.

Other relevant duties as required.

. Clinical & Management Tasks:

a Be responsible for the management of multidisciplinary clinical staff of the
Child & Adolescent Mental Health Service.

a Be responsible for all treatment programs in the service.

o Maintain a clinical caseload and be responsible for the assessment,
therapeutic management and inter-agency liaison of these cases.

o Ensure appropriate communication and collaboration between different
professional groups, including teaching staff in the provision of an
integrated multi-modal care of children and families.

o Liaise and collaborate with the Principal of the Rivendell education
program regarding the delivery of special education services to the young
people attending classes in the Service. Liaise with Department of
Education and Training staff on the provision of local and regional Mental
Health Services.

o Maintain close collaborative links with the Child and Adolescent Teams
managed by the Division of Population Health. In particular ensure
comprehensive consultative services are provided to these teams.

o Establish links with referring agents within Sydney South West Area
Health Service and across the state.

o Develop and maintain an up to date Policy and Procedures Manual and
produce an Annual Report.

a Ensure regular appraisals of all Health staff and appropriate follow up
where there are concerns.

Director CAMH., Revised December 2005, JD.doc
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Attend a yearly appraisal of a professional performance with the Area
Director Mental Health.

Teaching & training Tasks

Provide clinical supervision to registrars in training in accordance with
RANZCP guidelines.

Provide tutorials and clinical experience to medical students of the
University of Sydney.

Organise teaching of medical students from the University of Sydney.
Develop links with the University of Sydney Department of Psychological
Medicine and with other universities as appropriate and promote research
within the Area Child and Adolescent Mental Health Service.

Maintain conjoint appointment functions with the University of Sydney
based on level of appointment.

GENERAL ACCOUNTABILITIES

Quality Improvement

. To implement quality activities to guide service delivery and
continued improvement.
. To facilitate work practice reviews to ensure current standards are

maintained and technological changes are incorporated to reflect
corporate objectives.

® To implement recommendations for improvement which may
emanate from work practice reviews.
° To ensure compliance with the standards contained within the

Australian Council on Health Care Standards Guidelines for
Accreditation.

Training

° To attend Induction.

. To ensure employees are provided access to appropriate training
and development to assist them in personal development.

° To attend annual training in the following:

Fire Safety

Infection Control

Cardio Pulmonary Resuscitation
Manual Handling

Management of Aggression

*  * % ®

and any other training courses specified by management which will
enhance personal development and productivity requirements.

Director CAMH. Revised December 2005, JD.doc
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* as appropriate to the position of the employee and the
facility.

i Corruption Prevention

To report any suspected fraud in the workplace.
To minimise the incidence of corruption and fraud within the

workplace.
To instigate investigations into any suspected incidences of fraud

and corruption.

Y Policies and Procedures

To ensure familiarity with, and adherence to, relevant NSW Health
Depariment, SSWAHS and Facility / Services policies and
procedures that are relevant to the performance of the duties
specified in this Job Description.

A commitment to reduce waste generation and segregate general,
clinical and recyclable waste for safe disposal. Participate in waste
reduction strategies which avoid, reduce recycle and re-use waste.
Comply with Privacy legislation and corresponding SSWAHS
Policies and procedures.

To ensure staff have access to, and adhere to, policies and
procedures required for the performance of their duties.

V Code of Conduct

To abide by the SSWAHS Code of Conduct.

Y Occupational Health and Safety Responsibilities

To ensure compliance with the following:

Occupational Health and Safety Act (2000) and amendments
Workers Compensation Act 1987 and amendments

Workplace Injury Management and Workers Compensation Act
1998 and amendments

NSW Health Department Guidelines Australian Standards

To ensure all accidents and incidents are reported, recorded,
investigated and analysed and short and long term corrective action
is taken and its effectiveness evaluated.

To participate in the Workplace Rehabilitation Programme.

To notify the Rehabilitation Coordinator of all injuries and ensure
effective rehabilitation of injured workers,

To ensure regular workplace inspections are conducted and
recorded and all reported risks are assessed and appropriate action
taken to manage risks and evaluate its effectiveness,.

To ensure staff are familiar with emergency procedures by

Direclor CAMH. Revised December 2005, JD.doc
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organising attendance at appropriate training (for example: Fire
Safety Training).
A\ Smoke Free Environment

° To abide by the SSWAHS Smoke Free Environment Policy.
VIl EEO and Affirmative Action
o To abide by EEO principles, policies and procedures.

e To promote, implement and evaluate EEO and Affirmative Action
policies and sirategies.

IX Performance Management

. To participate in the SSWAHS Performance Management
Programme.

X Child Protection Guidelines

. To facilitate staff awareness of the NSW Health, SSWAHS and
local service child protection policies and procedures, including

reporting requirements

° To facilitate staff attendance at appropriate training programs for
Child Protection.

° To facilitate provision of appropriate supervision/support to staff
who are involved in critical incidents/child protection issues.

The above is a brief statement of the duties of the positionasat:  / /

As occupant of this position, | have noted this Statement of Duties.

Director CAMH. Revised December 2005, JD.doc



EXHIBIT 63 WIT]@(;[.EOT_.Q_?S{L 3

NSW Health Mental Health Program Council
MHPC 10-05 COUNCIL PAPER

Ref No: MHPC 10-05 Agenda Item No.5.3 Tab 10 Authors: G Stewart, S Hailstone

J Burgess
Date: 23 Sept2010

MENTAL HEALTH - CLINICAL CARE AND PREVENTION -
SERVICE PLANNING MODEL (MH-CCP)

RECOMMENDATION:
THAT the Mental Health Program Council:

1.  APPROVE/ENDORSE the content of the NSW MH-CCP model i.e. the care
packages, and the specifications shown in the Excel Spreadsheets.

2. NOTE that if the NSW MH-CCP model as presented is approved, then the final
document to accompany NSW MH-CCP 2010 will be prepared.

BACKGROUND:
NSW MH-CCP

Since the MH-CCP discussion document was sent out in 2009, MHDAO has
consulted with AHSs and revised the model in consultation with the relevant sub-
committees of the MHPC and the MH-CCP Expert Advisory Group.

The MH-CCP Project Team has completed cross checking final information to be
included in the model. The care package specifications for each of the six age
groups are shown at Attachment 1-6. The Excel spreadsheets for each of the six
age groups are shown at Attachments 7-12.

A comparison of MH-CCP 2000 vs. MH CCP 2010 is provided at Attachment 13,
which also includes projections through to 2021. Some key points from this
comparison are:

1) The estimated cost of implementing the new model would be 24% higher than that
of the old model. This varies between age groups, with a much larger increase for
older people (53%) and children and adolescents (34%) than for adults 18-64 (17%).

2) The increase for older people largely reflects the inclusion of services for the
Behavioural and Psychological Symptoms of Dementia (BPSD)

3) Within the child/ adolescent group, the increases for infants aged 0-1 (110%) and
teenagers aged 12-17 (50%) are much larger than those for toddlers 2-4 (30%) and
for primary schoolers aged 5-11 (0%).

4) The increase for infants reflects the fact that the older model used a very
conservative estimate — those at extreme risk only. The increase for teenagers
reflects more intensive Early Psychosis services and non-acute inpatient care.

- A forum for mental health leadership in NSW -
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The agreed finalisation procedure was that the MH-CCP EAG and the MH Program
Council members will be able fo review the basic spreadsheets and care packages
and in the light of a summary of their consequences make comments before the final
documentation is prepared.

RISK ANALYSIS:

] In general there has been an increase in the intensity of clinical care in the
modelling to date, which will significantly increase the predicted costs for all age
groups.

ABORIGINAL IMPACT:

J There is no specific modelling of Aboriginal Mental Health Services.
CALD IMPACT:

s There is no specific modelling of CALD Mental Health Services.
RURAL SERVICES IMPACT:

*  There is some specific modelling of rural versions of Care Packages where the
relevant sub-committees identified a need to have different packages.

ATTACHMENTS:
1 MH-CCP 2010 care package specifications age group 0-1

)
2) MH-CCP 2010 care package specifications age group 2-4
3) MH-CCP 2010 care package specifications age group 5-11
4) MH-CCP 2010 care package specifications age group 12-17
5)  MH-CCP 2010 care package specifications age group 18-64

[¢2)

)

) MH-CCP 2010 care package specifications age group 65+

) MH-CCP 2010 Excel spreadsheet age group 0-1

) MH-CCP 2010 Excel spreadsheet age group 2-4

9) MH-CCP 2010 Excel spreadsheet age group 5-11

10) MH-CCP 2010 Excel spreadsheet age group 12-17

11) MH-CCP 2010 Excel spreadsheet age group 18-64

12) MH-CCP 2010 Excel spreadsheet age group 65+

13) MH-CCP 2010 vs. MH- CCP 2000: an indicative comparison

o~
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MH-CCP 2010 vs. MH-CCP 2000: a comparison

OVERALL COMPARISONS

For the purposes of comparing MH-CCP version 1.11 (MH-CCP 2000) with Version 2010,
we have applied two updates to the older model. These are:

The calculations in the previous model have been re-based to the standard NSW
population of 2006 rather than 1996. This has only a small effect.

The inpatient staffing ratios (clinical FTE per bed) have also been re-based from the
1997 Queensland Health “Optimal Staffing profiles” to the current NSW staffing ratios
used in MH-CCP 2010. The modelled ratios were close to NSW practice in 1998, but
are now out of date because of the impact of the Reasonable Nursing Workloads
provisions in the Award negotiated in 2003. The impact of this change is considerable,
but it is not an optional change. To indicate that this comparison is with a version of MH-
CCP 2000 that has been updated to 2006, we refer to it as MH-CCP 2006.

Table 1 — Overall Cost Summary, MH-CCP v2006 and v2010

MENTAL HEALTH CLINICAL CARE AN

VENTION MODEL PARAMETERS

NSW by Age Group B - 2to4 I 51011
POPULATION

Standard populations 100,000 100,000
NSW pop 2006 258,400 621,900

APPROX MULTIPLIER FROM VER 1.11 TOVER 2

NSW by Age Group

MENTAL HEALTH CLINICAL CARE

POPULATION

Standard populations

100,000
4,285,000

NSW pop 2006
% b

APPROX MULTIPLIER FROM VER 1.11 TO VER 2

The main points of the comparison are:

* The estimated cost of implementing the new model would be 24% higher than that of
the old model. This varies between age groups, with a much larger increase for older
people (53%) and children and adolescents (34%) than for adults 18-64 (17%).

* The increase for older people largely reflects the inclusion of services for the
Behavioural and Psychological Symptoms of Dementia (BPSD)

¢ Within the child/ adolescent group, the increases for infants aged 0-1 (110%) and
teenagers aged 12-17 (50%) are much larger than those for toddlers 2-4 (30%) and
for primary schoolers aged 5-11 (0%).

* The increase for infants reflects the fact that the older model used a very conservative
estimate — those at extreme risk only. The increase for teenagers reflects more
intensive Early Psychosis services and non-acute inpatient care.

- A forum for mental health leadership in NSW -
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SUMMARY OF RESOURCE PREDICTIONS

Employed Clinical Staff

MENTAL HEALTH CLINICAL CARE AND PREVENTION MODEL PARAMETERS

NSW by Age Group
POPULATION

Standard populations —

NSW pop 2006

% by agegrp

WO

Ambulatory Care (per 100K age-speclfic population)
Inpatient care staff

Place Based care staff

TOTAL STAFF NUMBERS REQUIRED FOR NSW 2006
Check ™" N
WORKFORCE (Clinical FTE staff) Curr
Ambulatory Care {per 100K age-sggc_:l_(r!ggcpulallon) o
inpatient care staff
Resldential care staff

TOTAL STAFF NUMBERS REQUIRED FOR NSW 2006

115 88.8 108.3
0.0 29 5.5

1,248 7,395 17,376

140,000 140,000 140,000

140,000

IRATIO

Note 1: This comparison is based only on the workforce employed by NSW Health. It does
not take into account the large increase in HBOS and HASI services that appear only as
costs because they are contracted with other providers. This has a major impact on the
comparisons for Ages 18-64.

Note 2: The 2006-07 “actual” data reported here comes from the latest version of the Mental
Healih Establishments Database provided to the Strategic Planning and Evaluation (SPE)
team in the Mental Health and Drug and Alcohol Office, which is dated May 2009.

The general results shown here are consistent with the cost increase data already
discussed, as would be expected since the costs are (largely) derived from staff numbers.
The overall increase in employed staff is only about 10%, and the increase in employed staff
is almost entirely confined to the age groups 0-17 and 65+, with the middle group remaining
unchanged overall. Within that, however, there is a substantial shift of staff from inpatient
care to ambulatory care, reflecting the much lower estimate of need for non-acute inpatient
care (in particular), and the increased emphasis on ambulatory care. In addition, the 17%
increase in costs for the Adult age group is in contracted HASI and related care that
generates no increase in employed staff.

Note that the staff-based indexes of need met for the oldest and youngest age groups were
just above 50% on the old model, and are substantially below 50% on the new one, while the
adult 18-64 index remains unchanged at 70%. It is not a new result for NSW that services
are more concentrated on the adult group here than in other jurisdictions.
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NSW by Age Group
POPULATION

NSW pop r2()(r)6
%by agegrp

E

_Acute o
Non-Acute (but not VLS)

VLS

PROGRAM PLACES (per 100k, age-specific)

PROGRAM PLACES

Various age-specific CAMHS

_ Supported Living In the C: (HBOS & L-HASI)

Supported Living in the {M-HAS! & above or equiv.)

HACF Partnership (65+)}

The main changes in hospital bed requirements between the models are as follows:
* The requirement for hospital beds is doubled (from 4.5 to 9.9 per 100,000 aged 0-17),

most of which is the addition of Non-Acute beds for ages 12-17.

¢ There is no material change in the Acute bed requirements for ages 18-64. This is

partly the result of savings achieved by expansion of HASI.

¢ There is a large reduction in Non Acute requirements for Ages 18-64, from 18.8 per
100,000 to 5.4 per 100,000). This is mainly the result of analysing NSW length of
stay distributions to identify the proportion that are accommodated within an ALOS of

14 days as modelled for Acute. This is explained in detail in TAB B.
* There is a small increase in the requirements for very long Stay (VLS) beds

* There is a small increase in the Acute bed requirements for people aged 65+. Note
that a third of these beds are now modelled as being located in Acute units for adults
18-64 (14 day ALOS), while the others are SMHSOP units (35 day ALOS).

* The increase from 9.1 to 15.3 Non-Acute beds per 100,000 people aged 65+ reflects
two opposed factors. The requirements for Non-Acute beds for those with primary
mental illnesses have decreased from 9.1 to 3.1 (for the same reasons as for Adults
18-64), but this is outweighed by the new requirement for 12.7 beds in TBASIS units

for those with BPSD.

e There is a large reduction in the estimated demand for VLS beds for those aged 65+,
reflecting the development of partnership models with residential aged Care facilities

(see below).

The previous model did not represent “places” in programs of care other than hospital beds
or 24 hour supported community residential units. These places tend to be age-specific, and
quite different in cost, so that totals are not very meaningful. The main changes are the
HASI and related services for adults ages 18-64, which are now a major feature of the
model, and the MH-RACF partnerships for people aged 65+. Both of these have the effect

of reducing demand on hospital beds.
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SUMMARY BY AGE GROUP

The draft “calculator” for MH-CCP 2010 produced the following results for NSW when
applied to the projected populations from 2006 through 2021. The “All Age” summary, which
is not particularly meaningful as rates per 100,000 total population, but similar tables for
each age group follow.

OVERALL PREDICTIONS, ALL AGES

 CLINICAL STAFF (FTE)
CHeck -
NON -INPATIENT CLINICAL STAFF
Ambulatory Care only (+/- HBOS, +/-Aged Care)
_Prevention andpromotion
Ambulatory MLD
Anbulatory MODERATE
Anbulatory SEVERE (exceptasbelow) . . ...
___Ambulatory Care around Inpatient episodes
_ Gl 1o ED altenders (including non-adrritted PECC) .
(/L 1o Patients in general beds o
__Patients in MH Beds e
. Ambulatory Support for Program Places )
. Supported Living In the Commmuniy (HASIand equivalent)
Other o
RACF Partnerships
INPATIENT CLINICAL STAFF
Acute
. Non-Acute
VLS
PLACE-BASED CLINICAL STAFF
Varlous age-specific

BEDS & PROGRAM PLACES

HOSPITAL BEDS
__Acute IP Beds

BP(12-17,1824)
___Other Acute (remainder of Acute beds)

Non-Acute IP Beds
___BP(12-17) (use of HLSbeds)

TBASES (65+) B
Other Non-Acute (remainder of Non-Acute beds) 309 823, 838
VLS beds 730 ) 813
PROGRAM PLACES 19,765 20,764 21,720
Varlous age-specific CANHS - 1w’y 18 14 15
___Supported Living in the Commrurity (HBOS & L-HAS) 16155| 16,714 17,225
Supported Living in the Comrrunity (M-HASI & above or equiv.) 1451 1,528 1,602
RACF Parinership (65+) 2,145 2,507 2,879
... Speclal School Places I L
Resldents with primary Ml in RACFs (MI C/L only) 10,169|
_PrvateHospitalBeds o7y ziof
neral Hos| 421 458

General Hospilal Beds
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 0 and 1

CLINICAL STAFF (FTE)
L LR
NON -INPATIENT CLINICAL STAFF
__ Ambuilatory Care only (+/- HBOS)
___ Prevention and promotion
Anbualoy MLD
Ambulalory MODERATE

B _ Ambulatory SEVERE (except as below )

~_Ambulatory Care around Inpatient episodes

UL to ED attenders (including non-admitted PECC)
Patients In general beds

_ MHAcute RCFU

Ambulatory Support for Program Places

163 169
163 169

INPATIENT CLINICAL STAFF
__MHAcute RCFU
Other Non-Acute
PLACE-BASED CLINICAL STAFF
ECU ntensive Outpatient stay

BEDS & PROGRAM PLACES

HOSPITAL BEDS
. Acute IP Beds
MH Acute RCFU
Non-Acute IP Beds
Other Non-Acute

PROGRAM PLACES

__Non-MH Resources

Private Hospital Beds
General Hospital Beds
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 2 -4
Persons MH-CCP 2006 2011 2016 2021
Age 24 23-Aug-10
Population 100,000 261,709 286,162 297,620 309,522
" CLINICAL STAFF (FTE) 59.11 155 169 176 | 183
Chéck O
NON -INPATIENT CLINICAL STAFF 58.73 154 168 175 182
__ Ambulatory Care only (+/~HBOS) ~~~ {58.08 152 166 173 180
_____Preventlon and prorotion . 12,28 32 35| 37 38
Arbulaiory MLD B ] o . 6.81 18] 19 20 21
___Arbulatory MODERATE 738f 19 21| 22 23
. Ambulatory SEVERE (except as below ) 31.60 83 | 90| 94| 98
___Ambulatory Care around Inpatient episodes 0,59 2] 2 2| 2
X "C/Lto ED altenders (including non-admiited PECC) 004f 0] o 0 .o
Patients in general beds or residential CFU 039 1l 1 1 e
. MHAcute RCFU o 0161 oy , 0 0 o
____Ambulatory Support for Program Places _o.07 0 0 ] 0
__ Fanily Care Ciinic stay o 0.04 0 B 0 ol o
ECU intensive Qutpatient siay + Special School 0.02 0 0 0 0
INPATIENT CLINICAL STAFF 0.17 0 0 1 1
MH Acute RCFU e 047y O 0 = 1 ns
Other Non-Acute - - - - -
PLACE-BASED CLINICAL STAFF 0.21 1 1 1 1
ECU Intensive Ouipatient slay 0.21 1 1 1 1
BEDS & PROGRAM PLACES 0.87 2 2 3 3
HOSPITAL BEDS 0.09 0 0 0 0
__Acute IP Beds 0.08 0| 0 ol o
MH Acute RCFU 009 | 0 0 0 0
_Non-Acute IP Beds 0.00 - - - -
Other Non-Acute - - - - -
PROGRAM PLACES 0.77 2 2 2 2
ECU Intensive Oulpatlent stay + Special School 0.77 2 2 2 2
Non-MH Resources - - - -
__ Spocial School Places ) ogaf 2| 3 3
. Private Hospital Beds _ ) eg2f 0] o o] é
General Hospilal Beds 0.27. 1 1 1 1
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 5 - 11

Persons MH-CCP 2006 2011 2016 2021
Age 5-11 23-Aug-10
Population 100,000 623,631 627,698 669,528 704,208
_CLINICAL STAFF (FTE) 63.86 398 401 428 450
CreK S - Al i s A . Ao
NON -INPATIENT CLINICAL STAFF 59.51 371 374 398 419
___Ambulatory Care only (+/- HBOS) 56.85 ... 885} 87| 381|400
. Prevention and pronmotion e 12.28 77 o 82 87
_Ambulatory MLD » 680] = 42 43 45 .48
___ Anbulatory MODERATE 9.60 60 60 64 68
_____Arrbulatory SEVERE (except as below } e 28,17 176 177 89| 198
~__Ambulatory Care around Inpatient episodes 2.58 ; 16 6, 17 18
G to EDattenders (including non-admitted PECC) 012 1 i 1 T
_____CA 1o Patients in general beds 033y 2 2 2 2
Other Acute e 213 1B 13 14 15
_____ Other Non- Acute ) - - - - -
____Ambulatory Support for Program Places  ]0.08 o] 0 1] 1
Day program + Specfal School ) 0.08 0 Q 1 1
INPATIENT CLINICAL STAFF 2.34 15 15 16 16
_____Other Acute e 2,34 15 15 8| 18
Other Non-Acute - - - - -
PLACE-BASED CLINICAL STAFF 2.01 13 13 13 14
Day program-+ Special Schoal 2.01 13 13 13 14
BEDS & PRBOGRAM PLACES 2.88 18 18 19 20
HOSPITAL BEDS 142 7 7 7 8
___Acute IP Beds I 7 7 7 8
__ Other Acule {(remainder of Acutebeds) 2y 7 7 7 8
___Non-Acute IP Beds ~—|0.00 - - -
Other Non-Acute n - - - -
PROGRAM PLACES 1.77 11 11 12 12
Day program + Speclal School 1.77. 11 11 12 12
..Non-MH Resources e [ T Y B
i g’;érciaISchoalPlaces S o wzzl i ) 12 ) : 12
_ Private Hospital Beds e o5 ol ol 9l 4
General Hospital Beds T 0.73 5| 5 5
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 12 - 17

Persons
Aget2d7
Population

CLINICAL STAFF (FTE)

T 2006 2011 2006 2021

. 547991 556740 559833 587153

Cl 982 987 | 1,035
ChERR - - EAA S TR AL RO b
NON -INPATIENT CLINICAL STAFF 725 729
______Ambulatory Care only (+/- HBOS) 583 586
Prevention and promotion _ ~ 68
. AubuloyMD 2N
_Anbuklory VODERATE el e8]
Ambulatory SEVERE (except as below ) #“5y M8
G to FDattenders (including non-admitted PECC) 6 T
__GL to Patlents In general beds 40 40|
__ BP(12-17) Acute 19 20
77777 Other Acute 54 .54
___BP(i217)HLS 12 12
AAAAAAAAA Other Non- Acule N i ni
_____Ambulatory Support for Program Places - - -
INPATIENT CLINICAL STAFF 252 256 258 270
777777777 BP (12-17) Acute 39 40 40 | 42
Other Acute T 42202 A 92 93 - 94 98
. BP(1217)HLS 64 65 66 69
Other Non-Acute 57 58 58 61
PLACE-BASED CLINICAL STAFF - - - -

BEDS & PROGRAM PLACES

HOSPITAL BEDS 154
Acute IP Beds 80
_ BP(12-17) (use of Acutebeds) 28|
. Other Acute {remainder of Acutebeds) 52
... AdotherActte Z - -
Non-Acute IP Beds 73 H| 17
__BP(12-17) (use of HLS beds) . 39 .88 _ 41
Other Non-Acute (remainder of HLS beds) 34 35 36
PROGRAM PLACES - - -
__Non-MH Resources = - - .
_ Special School Places - -
Private Hospital Beds .y 094 5 ¢ 55 5
General Hospilal Beds 37 37
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SUMMARY RESOURCE REQUIREMENTS FOR AGES 0 - 17

T Cheek™

WIT.900.005.0068

CLINICAL STAFF (FTE) =

NON -INPATIENT CLINICAL STAFF

Ambulatory Care only (+/- HBOS)

Arrbulatory MLD -

Prevention and prormotion e

o AAmbuldtory MODERATE

__ Ambulatory SEVERE (excepl as below)

_Ambulatory Care around Inpatient episodes

C/L 1o ED attenders (including non-admitted PECC)
GAL to Patlents in general beds

Patients in MH Beds

Ambulatory Support for Program Places

INPATIENT CLINICAL STAFF

Acute

Non-Acute

PLACE-BASED CLINICAL STAFF

Various age-specific

BEDS & PROGRAM PLACES

HOSPITAL BEDS

Acute IP Beds

~BP(12-17) (use of Acule beds)

__ Other Acute (remainder of Acute beds)

BP (12-17) (use of HLS beds) _ e

_Non-Acute PBeds

Other Non-Acute (remainder of HLS beds)

PROGRAM PLACES

Various age-specific

__Non-MH Resources

... Private Hospltal Beds

General Hospilai ‘Beds

. Spoclal School Places
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 18 — 64

WIT.900.005.0069

General Hosph‘al Beds

Persons MH-CCP. 2006 2011 2016 2021
Age 18-64 23-Aug-10
Population 100,000 4,287,672 4,503,295 4,658,946 4,801,318
CChLlNICAL STAFF (FTE) ; 17257 7,399 | 7,772 | 8,040 | 8,286
oK d e A . RS A NS S5 E N & A SIS el
NON -INPATIENT CLINICAL STAFF 80.90 3,469 3,643 3,769 3,884
Ambulatory Care only (+/- HBOS) 54,69 2,345 2,463 2,548 | 2,626
Prevention and prormotion 504 227 235
__ AnbubloryMLD . 580 261
___Ambulatory MODERATE | 16,76 | 155 )
Arbulatory SEVERE (except as below) o 27.09 1,220 |
___Ambulatory Care around Inpatient episodes  123.83 1,073
G/l to D attenders (including non-admitled PECC) 170 77
CA to Patlents In generalbeds i8t)
. EHP(IB24) 1.65
_OtnerAcule R 1787 )
_ . Non-Acute 0.75
VLS (Parinership tirre only) 0.05 2 2|
Ambulatory Support for Program Places 237 ‘ 102 111
SCL-Low (1.5 - 25 hrs/wk) 0.66 28| 31
HBOS (Ni specific - HBOS applies to any clinical package) . - L - -
L-HASland eq SLG 0.66 28| 30 31 32
____SLC-High (8-12hrsiwk) o 140 60| 63 65 67
MHASlandeqSIC of9f 8 el 8 )
HH ] 121 52| 54 56
. SLG-Very High (16 - 35 hrsiwk) 0.31} 14 14 ]
V-HASIand eq SLC B 029 12 13 14 14
X-HAS! and eq SLGC (Parinership time only) 0.02 1 1 1 1
INPATIENT CLINICAL STAFF 88.80 3,808
Acute IP Clinical Staff e |8787 2,469
EP (18-24) - - 7.78 333
Acute (90%) 43.30
. Acute - htensive (10%) _ . 577
Al other Acute ) -
___Non-Acute [P Clinical Staff o 9.62
_ Very Long Stay (VLS) Clinical staff T e
VLS PBeds-Rehabiltaton N 282
VLS IP Beds-Extended Care 11,78 ]
PLACE-BASED CLINICAL STAFF 2.88
X-HAS! and eq SLC 2.88
BEDS & PROGRAM PLACES 436.30
HOSPITAL BEDS 49.72
___Acute IP Beds o |s0.94
__Bes2y ' asf  te2| s
Acute (80%) 23.66 |
Acute - Intensive (10%) e 263 | 1
Al othet Acute B - - - - -
Non-Acute IP Beds R 4 230 242 250 258
Very Long Stay (VLS) . i 13.42 575 604 625 644
VLS IP Beds-Rehabilitation 37| 230 242 250 258
VLS IP Beds-Extended Care 8.05 345 363 375 387
PROGRAM PLACES 386.58 16,575 17,409 18,011 18,561
___SLC-Low (1.5-25hrsiwk) 358.75 15,382 16,155 16,714 17,225
___HBOS 32827 14,075 14783 | 15294 15,761
L-HASlandeqSLC - 30.48 1307 | 1,373 1,420 1,463
___SLC-High (8-12hrsiwk) e ]20.33 872 915 | 947 976
_ MHASland eq SLG 488] 209 220 227 234
__ HHASlandeqSLG o 15.45 662 | 696 720 742
SL.C-Very High (16 - 35 hrsiwk) 751 822 338 350 360 |
__ V-SlandeqSLG I 280 o] e 116 120
X-HASland eq SLC 5.01 215 226 233 241
_Non-MH Resources ] - - - -
" Nursing Home ) 0.00
Private Hospil 3.25
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 65+

_ CLINICAL STAFF (FTE)

CREcK B 7290900 O T R
NON -INPATIENT CLINICAL STAFF 883
_Ambulatory Care only (+/- Age care packages) 415

__Prevention and promotion 28

U Ambulatery LD _62
Ambulatory MODERATE o 252
___Anbulatory SEVERE (except as below) s
. Ambulatory Care around Inpatient episodes 232
G/ to ED altenders {including non-admitted PECC) 44
Gl to Patlents in general beds 36
. Acute in general adult unt B . 59
__Acute in SMHSOP unit . ~ 72
_Non-Acute(M) N 5
16

22

_ SLC-Low (1.5-25 hrsiwk)
__HBOS (Nil specific - HBOS applies to any ciinical package)

L-HASlandeqSLC

SLC-High (8-12hrsiwk)

_M-HASlandeq SLC

__H-HASland eq SL.C

SLC-Very High (16 - 35 brs/wk) 16 19 22

OP-HASI(eq V-HAShand eq SLC 18 19 22
____ X-HASlandeqSLC e - o -

____ BACF dtays R 160 187 214
Gl taresidents w ith primary Ml in RACFs (Mi only} 72 84 96
MH-RACF partnership (Ml and BPSD) 88 103 118
INPATIENT CLINICAL STAFF 997 1,165 1,337

. Acute IP Clinical Staff 578 676| 776
Kc?ute In general adult untt 186 o8 250

. Acute in SMHSOP unit
__Non-Acute IP Clinical Staff
_Non-Acute (M)
~__TBASIS (BPSD)
Very Long Stay (VLS) Clinical staft
PLACE-BASED CLINICAL STAFF
__ RACF Partnerships

_ MH-RACF partnership (Ml and BPSD)

X-HAS! and eq SLC {DoH operated CR24 units)

BEDS & PROGRAM PLACES

HOSPITAL BEDS
Acute IP Beds .
. Acute in general adult unit
_Acute In general adult unit - ntensive (10% In Mi 30% In BPSD)
_Acute in SMHSOP unit

___Acute In SMHSOP unit -n[n/ensive {10% in M, 30% in BPSD)
___Non-Acute IP Beds

__TBASIS (BPSD)
Very Long Stay (VLS)
PROGRAM PLACES (supporied Living in the Commun
. SLGC-Low (1.5-25 hrsiwk)
. HBOS
___L-HASland eq SLC
SLC-High (8-12hrsiwk)
M-HASland eq SLC

H-HASland eq SLC

SLCVeryHigh (t6-85hrsiwk) 98| 23
_ OP-HASI(eq V-HASI) and eq SLC 198 231 266
RACF Partnerships 2,145 | 2507| 2,879
MH-RACF partnership (Ml and BPSD) 2,145 2,507 2,879
_Non-MH Resources - - I
__Residents vith primary Mi in RACFs (MiC/Lonly) Cioge9) 11,887 13,648
Private Hospital beds (Mi only) 45 52 60
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- A forum for mental health leadership in NSW -
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Rivendell Child Adolescent &Mental Health Service
Thomas Walker Hospital

Hospital Road

Concord West, NSW 2138

Rivendell Unit
Model of Service

1. What does the service intend to achieve?

Mental disorders are the most prevalent ilinesses in adolescence. They have the potential to carry
the greatest burden of illness into adult life.

The Rivendell Unit is a State-wide tertiary referral service providing specialist multidisciplinary
assessment and integrated treatment and rehabilitation to young people between 12 and 18 years
of age with persistent mental iliness/es that lead to significant impairment. A history of school non-
attendance or school dysfunction is a feature common to most young people attending the
program. Many also experience chronic family dysfunction, which serves to exacerbate the severity
and persistence of the disorder and associated disabilities.

The Rivendell Unit is part of the State-wide CAMHS continuum of care that includes centre based
and mobile community based treatment teams, residential and day programs, acute adolescent
mental health inpatient units, a longer stay high severity unit, a young person’s forensic unit and a
rehabilitation and sub-acute unit. The Rivendell Unit also interfaces with other mental health
providers including general adult psychiatric services, specialized early psychosis teams, youth
mental health services, private practitioners, and Headspace. In most circumstances admission to
the Rivendell Unit is a step up from less intensive community treatment, while for a minority it is a
step down from more intensive treatment in an acute inpatient setting.

Treatment undertaken by the Rivendell Unit will include an extensive range of therapeutic
interventions and comprehensive activities to assist in the development and recovery of the young
person. The program will folliow structured phases incorporating assessment, establishing a
therapeutic alliance and developing realistic therapeutic goals, treatment and rehabilitation, and
transfer of care planning to facilitate reintegration back to community based treatment. Education
programs provided by the Rivendell School (an integral part of the Rivendell Unit) provide essential
components of rehabilitation and restoration of developmental tasks.

The key functions of the Rivendell Unit are to:

s plan an admission to accommodate the individual characteristics of the young person;

e ensure a level of admission consistent with least restrictive care and capacity to access the
service. Level of admission will range from day admission to partial hospitalisation (four nights
per week);

o build upon existing comprehensive assessment of the young person (obtaining a thorough
treatment history from service providers and carers);

1
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provide flexible and targeted programmes that can be delivered in a range of contexts
associated with the Rivendell Unit including individual, the designated school, community,
group and family;

provide individually tailored, targeted, phased, evidence based treatment interventions to
alleviate or treat symptoms that will ultimately assist recovery and restoration of educational
and social functioning;

provide a range of interventions to assist progression in developmental tasks which may be
arrested secondary to the mental iliness;

provide intensive support to enable successful transition to an educational or vocational
pathway;

provide intensive intervention to address family issues that may be impeding recovery;

provide assertive transfer of care planning to integrate the young person back into their family,
educational pathway, community and appropriate local treatment services.

The principles underlying these functions of the Rivendell Unit are to:

provide care in the least restrictive environment appropriate to the young person’s development
stage;

develop treatment and rehabilitation programs in partnership with young people and their
parents or carers;

provide treatment and rehabilitation within an appropriate timeframe (when the admission
exceeds 6 months the young person’s ongoing freatment must be negotiated with the referring
team to ascertain the potential clinical gains and risks of continued treatment;

provide varying levels of care on the basis of acuity of behaviours associated with mental
illness with consideration for the safety of self and others and after consideration of the young
person’s capacity to undertake daily self care activities;

assist with establishment of care systems for transition to community treatment.

2. Who is the service for?

The Rivendell Unit is available for NSW and ACT young people:

e » o o o

who are aged 12 — 18 years;

who are eligible to attend high school;

with severe and complex mental illness;

who have impaired development secondary to their mental illness;

who have persisting symptoms and functional impairment despite previous treatment delivered
by other components of child and adolescent mental health services including child and
adolescent psychiatrists, CAMHS community clinics, private mental health clinicians, acute
inpatient child and adolescent mental health services and Headspace;

who will benefit from a range of clinical interventions;

who have the capacity to manage voluntary treatment.

The Lawson Program treats young people with severe and complex mental illness with primary
diagnoses of depressive disorders, anxiety disorder (separation anxiety, generalised anxiety
disorder, social anxiety disorder) and obsessive compulsive disorder. They typically have been
unable to attend school for a prolonged period despite active community interventions.

The Yaralla Program treats young people with severe and complex mental iliness with primary
diaghoses of psychotic disorders, bipolar affective disorder and the comorbidities of autistic
spectrum disorders. They typically have been unable to attend school for a prolonged period
despite active community interventions.

Exclusion criteria for Rivendell admission include:
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e homelessness (a client in a stable out of home care placement is not excluded from

Rivendell);

¢ risk of suicide and /or self-injury greater than can be managed safely at Rivendell (this
requires consideration of acute ward referral);
o excessive risk to others, whether through violence, sexual offending, fire-setting or drug

dealing;

¢ primary diagnosis of oppositional defiant disorder or conduct disorder (admission confers no
benefit to outcome over outpatient therapy);
« primary diagnosis of eating disorder (re-feeding requires management in a supervised

medical setting);

¢ client/family/guardian unwilling or unable to provide consent.

The Rivendell Unit is not a declared mental health facility as defined by Section 109 of the NSW
Mental Health Act, 2007. As such all young persons are voluntary with the exception of those who
might attend as part of the conditions of a Community Treatment Order (in accordance with Secion
51 of the NSW Mental Health Act, 2007).

3. What does the service do?

The key components of the Rivendell Unit are defined here. These components are essential for

the effective operation of the Rivendell Unit.

Treatments provided by the Rivendell Unit will be

based on evidence based practices tailored to meet the individual's mental health needs.

Given below are key components and elements our service.

Key Elements

Comments

Key Components

3.1.0
Working with other service
providers

3.1.1

The Rivendell Unit will develop
and maintain strong partner-
ships with other components of
the CAMHS network.

3.1.2
Shared-care with the referrer
will be maintained

3.1.3

The Rivendell Unit will develop
and maintain partnerships with
other relevant health and non-
health services that interact
with young people with severe
and complex mental illness.

At an organisational level, this
includes participation in the
State-wide Child & Adolescent
Mental Health Subcommittee.

In the provision of service this
includes processes for regular
communication with referrers in
all phases of care of the young
person in the Rivendell Unit.

This includes formal
agreements with Concord
Hospital to provide emergency
medical services, and CAMHS
and adult acute mental health
facilities to provide services
should a Rivendell patient
require more restrictive care.

Dietetic services to liaise with
and advise on the manage-
ment of eating disorders,
adequate nutrition, obesity,
interactions with psychotropic
medications etc.
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Key Components

3.14

Rivendell Unit staff will comply
with NSW Health policy
regarding mandatory reporting
of a reasonable suspicion of
child abuse and neglect.

3.1.5

When young people have
specific needs (e.g.sensory
impairment, transcultural) to
ensure effective
communication, Rivendell Unit
will engage the assistance of
appropriate services.

3.1.6

Provision of appropriate
educational services.

Key Elements

This includes but is not limited
to Family and Community
Services, Disability and Aged
Services, Housing, Education
and Police.

Non-government agencies
such as Burnside, Life Without
Barriers, Families First, NGO
Specialised Schools,
Rosemount Youth Service,
WAYS.

Mandatory child protection
reporting of a reasonable
suspicion of significant child
abuse and neglect.

Certain population groups
require specific consideration
and collaborative support. This
includes people from culturally
and linguistically diverse
(CALD) backgrounds and
Aboriginal and Torres Strait
Islander people.

The Rivendell Unit School is a
dedicated facility provided by
the Department of Education
and Training. It is regarded as
an integral part of the Rivendell
Unit.

Comments

3.2.0
Referral, access and triage

Key Components. =

3.2.1

State-wide referrals from
treating mental health
professionals are accepted for
planned admissions.

3.2.2.

All referrals are made to a
rostered intake worker. All
non-accepted referrals are
reviewed at a weekly allocation
meeting

Key Elements

A single point of referral intake
ensures consistent collection of
adequate referral data and
immediate feedback on
appropriateness.

Comments

3.3.0
Initial Assessment

3.3.1
Assessments will be prompt
and timely

This assessment enables
further determination of the
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3.3.2

The young person and their
family are assessed at
Rivendell by two clinicians.
Consideration can be given
for video conference in unusual
circumstances

3.3.3

The assessment is to
determine diagnosis,
formulation, treatment targets
and modalities, stage of
readiness for change and the
capacity to work with the
Rivendell programme. This
includes assessment of risk in
the Rivendell environment.

A comprehensive clinical
formulation is developed from
the assessment, which is
refined and updated secondary
to ongoing assessment
process.

3.34

Mental Health Assessment:
The Rivendell Unit will obtain a
detailed assessment of the
nature of mental illness, their
behavioural manifestations,
impact on function and
development and the course of
mental iliness.

3.35

Family/Carers Assessment:
The Rivendell Unit will obtain
detailed history of family
structure and dynamic, or
history of care if the young
person is in care.

3.3.6

Development Assessment:
The Rivendell Unit will obtain a
comprehensive understanding
of developmental disorders
and their current impact.

potential for therapeutic benefit
from the admission, the impact
on or of being with other young
people and some assessment
of acuity.

The formulation is reviewed
and refined at weekly case
review meetings.

Assessment begins with the
referral and continues
throughout the admission.

This process begins with the
referral and continues
throughout the admission.

This process begins with
available information on
referral and during the
admission.
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3.3.7

Educational Assessment:
Educational assessments are
an essential component of
assessment.

3.3.8

Functional Assessment;
The Rivendell Unit will obtain
assessments on an youngd
person’s function in tasks
appropriate to their stage of
development.

3.3.9

Alcohol and Other Drug
Assessment:

Assessments of alcohol and
drug use will be conducted with
the young person on admission
and routinely throughout
ongoing contact with the
service.

3.3.10

Physical Health Assessment:
Physical health status will be
assessed at initial assessment.

Physical examination will occur
within 24 hours of admission.

Physical health will be routinely
assessed and monitored
throughout the admission.

Additional resources,
education and training to
improve the physical health
management of young people
with mental illness is available.

The Rivendell School will
assess schools attended,
previous educational
attainments, current
educational strengths and
difficulties. These will be
integrated into the formulation.

This assessment commences
with the initial assessment and
continues throughout the
admission.

Evidence-based treatment
interventions may be
incorporated in their care plan.

Appropriate physical
investigations should be
performed as necessary.

Documented evidence of the
physical health assessment will
be included in the young
person’s clinical record.

Outcomes of physical health
assessments will be
incorporated in recovery
planning.

All efforts will be made to
ensure 100% of young people
have a nominated GP.

Potential physical health
problems will be identified and
discussed with the GP and/or
other primary health care
provider.

Metabolic health will be
systematically monitored in any
patient prescribed
antipsychotic or mood
stabilizing medication.
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Key Components

Key Elements

Comments

3.4.0
Admission Decision

3.4.1

The decision to offer
admission is made at the
multi-disciplinary ~ Admissions

Meeting. The immediate
management plan (ie need for
further information and

planning for the admission,
which usually includes DET) is
made.

34.2

The Inpatient Director adds the
young person's name to the
Inpatient List on the ‘G’ drive.

3.4.3

Responsibility for the clinical
care of the young person
remains with the referring
service until the young person
is admitted to the Rivendell

This promotes reflection on
likely success of treatment, risk
management and therapeutic
planning with input from senior
clinicians.

In making a decision to admit
to the Unit, the Admissions
Team will consider the:

(hAdequacy and availability of
community treatment based on
a thorough treatment history
from service providers and
carers with a view fo assessing
the likelihood of therapeutic
gains by attending the
Rivendell  Unit and the
likelihood of the young person
to experience a positive
therapeutic outcome.

(i)Potential for treatment at
Rivendell Unit to assist with
developmental progression

(iiyPotential adverse impacts
on the young person of being
admitted to the unit (e.g.
isolation from existing supports
and/or cultural connection).

(iilPotential adverse impacts
posed by the young person to
other inpatients and staff. (e.g.
the risks posed by aggression
to self and others,
inappropriate sexualised
behaviour, substance misuse).

(iv)Other possible safety
issues.

This process monitors changes
in acuity and the need for
admission to help determine
priorities for admissions.

The assessing clinicians can
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Key Components

3.5.0
Pre- Admission Meeting

Unit .

If there is a waiting period prior
to admission, the assessing
clinicians will liaise with the
referrer until the adolescent is
admitted.

3.4.4.

Priorities for admission are
determined on the basis of
educational stage.

Year 12 students, for whom
school non-attendance would
be most detrimental to
educational  progress, are
given highest priority.

3.4.5.

Rural referrals — young people
from rural and regional NSW
are offered residential
treatment. In considering the
adequacy of outpatient
treatment prior to admission,
the team will recognise that
some rural areas have limited
resources.

Young people from
metropolitan Sydney may be
offered residential day or a
combination of residential and
day treatment.

3.4.6

Youth and their families are
given the Rivendell Admission
Information Booklet, which
includes written information on
the programs, expectations
and rules

Key Elements

3.5.1

A pre-admission meeting will
be organised when an inpatient
place becomes available.

3.5.2
The preadmission meeting is

| Comments.

also advise the referrer
regarding the management of
young people with severe and
complex mental iliness.

Information regarding local
accommodation options will be
available for families.

Information regarding
subsidised travel for rural
families may be sought through
the Rivendell SSP School.

The pre-admission meeting
enables the young person and
the family to meet some staff
and negotiate their
expectations of admission.
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Key Components

used to negotiate the:

s goals of admission

¢ rights and responsibilities

o informed written consent
for admission

¢ risk assessment and risk
management plan

¢ proposed length of stay
and proposed transfer of
care plan

¢ young person’s and
family’s understanding of
mini-team member roles
and contact details

¢ day or residential or
combination of both

Key Elements

.~ | Comments . 5

3.6.0
Risk Assessments

3.6.1

A key function of the intake
and assessment process will
be to assess risk prior to
admission.

3.6.2

Risk assessments will be
initially conducted on
admission and a risk
management plan will be
formulated. Ongoing risk
assessments will occur and the
management plan will be
reviewed according to need.

All risk assessments will be
recorded in the patient charts

Risk assessment will be in
accordance with the risk
assessment contained in the
State-wide standardised
clinical documentation.

The outcome of assessments
will be promptly communicated
to the young person, the parent
or guardian and other
stakeholders (if the young
person consents).

Documentation of all past
history of deliberate self harm
will be included in assessment
of current risk.

Will include a formalised
suijcide risk assessment.

The frequency of review of risk
assessments will vary
according to the levels of
acuity for the various risk
behaviours being reviewed,
with a minimum of weekly
reviews to occur.

Key Components | Key Elements Comments
3.7.0 3.7.1
Care Plan An Initial Care Plan is During admission, young




EXHIBIT 63

WIT.900.005.0081

Key Components

3.8.0
Clinical Interventions

Key Components

developed in consultation with
the young person and their
family/carers on admission.

Key Elements

3.8.1.

Clinical interventions will be
individualised according to the
young person’s treatment
needs.

All interventions must
demonstrate attention fo
developmental frameworks and
will be evidence based.

Key Elements

 Comments

Comments

people have access to a range
of least restrictive, therapeutic
interventions determined by
evidence based practice and
developmentally appropriate
programs to optimise their
rehabilitation and recovery.
Continual monitoring and
review of the young person’s
progress towards recovery is
made in collaboration with the
treating team, young person,
the referrer, the family and
other relevant agencies.

Where conflicting goals exist
they will be clearly outlined and
addressed in a way that is

most consistent with the young
erson’s own goals and values

Therapists will receive
recognised, specific training in
the mode of therapy identified.

The therapy is modified
according to the capacity of the
young person to utilise the
therapy, developmental
considerations and stage of
change in the iliness.

The therapist will have access
to regular supervision.

3.9.0
Psycho therapeutic
Interventions

3.9.1

Psychotherapeutic

interventions may include :

¢ individual verbal therapeutic
interventions utilising a
predominant therapeutic
framework (e.g. Cognitive
Therapy).

¢ individual non-verbal
therapeutic interventions
within established
therapeutic framework (e.g.
art, music therapies etc.)

¢ individual supportive verbal

Specific therapies may use
integrations from a range of
psychological frameworks. i.e
supportive therapies will be
integrated into the overall
therapeutic approaches to the
young person.

Staff undertaking supportive
interventions will receive
training in the limited use of
specific modalities of therapy
and have access to clinical
supervision

Throughout the day and in the

10
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| Key Components

or non-verbal or behavioural
therapeutic interventions
utilising research from a
number of specific
therapeutic frameworks (e.g.
Trauma Counselling,
facilitation of art therapy).

* psychotherapeutic group
interventions (e.g.
Mindfulness Based
Cognitive Therapy, CBT,
DBT).

Key Elements

evenings, the nurses will use
real-time opportunities to help
the young person practice
skills learned in individual
therapy

Comments

3.10.0
Behavioural Interventions

3.10.1

Behavioural interventions are
utilised to enhance adaptive
behaviours and reduce
unhelpful behaviours and may
include:

behavioural activation;
activity scheduling;
relocation;

systematic desensitisation;
¢ positive reinforcement;

¢ pleasant event scheduling;
¢ |ogical consequences;

e distress folerance activities;
o use of level system;

¢ use of sensory room.

These maybe implemented
individually and/or in groups.

3.10.2

Patients who engage in self-
harm while on or off the unit
not requiring acute medical
care will typically be placed on
reflection leave for 24 to 48
hours. On return the incident
will be reviewed with the young
person and carer and treating
team

Strategies for harmful

Behavioural programs are
constructed under appropriate
supervision.

Evidence for effectiveness of
intervention will be monitored.

Effectiveness of behavioural
program at individual and
program level will be reviewed.

Group based interventions are
individualised according to
adolescents in the group with
common issues and may
include adventure based and
community based activities

All staff should be familiar with
specific policy and practice
guidelines related to the
management of acute
behavioural disturbance within
the Rivendell Unit. Temporary
separation from the program
reduces the likelihood of
contagion amongst other
patients.

A specific management plan
will address the young
person’s distress and any
associated behavioural
disturbance. The plan will
include predictors, triggers,
signs and symptoms of
increasing agitation/impending
aggression, and will be
developed for every adolescent
whose risk assessment
identifies actual or potential

11
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3.11.0
Psycho-education
Interventions

3.12.0
Family & Carer Interventions

Key Components -

Key Components = |

behaviours to others include:

e verbal de-escalation

e use of outside environ-
ment where safe.

e increased visual
observation;

e  de-escalation techniques

. development of a
management plan targeting
the specific
behaviour/symptom

. use of medication to

relieve agitation/aggression

Key Elements

3.11.1

Psycho-education includes
specific or general psycho-
education on mental iliness
and normal development in
young people.

Key Elements

Family and carer interventions
are offered to support the
family/carer while the young
person is in the Rivendell Unit.

Family interventions are
integrated with other
therapeutic approaches.

Specific family therapy
interventions can take the form
of supportive family therapy
specific parenting programs
(Tuning into Teens) and
Parent Support Group.

aggression as an issue. The
plan will list preventative
strategies and de-escalation
strategies.

| Comments

Available to young people and
their parents/carers.

This includes the sexual safety
group and the protective
behaviours group.

| Comments

This will include family

meetings occurring at a

frequency of no less than once

per fortnight throughout the

admission and allows for:

- psycho education for
parents/carers

- monitoring of mental health
of parents/carers and
supporting access to
appropriate mental health
care as needed

- monitoring the risk of abuse
or neglect, and fulfilling
statutory obligations if child
protection concerns are
identified

- promoting qualities of care
which enable reflection of
qualities of home

Evidence for effectiveness of
the intervention and
interactions with staff will be
reviewed.

Therapists will have
recognised fraining in family

12
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therapy and access to
continuing supervision.

Key Components

'Key Elements

Comments

3.13.0

Interventions to Facilitate
Tasks of Young Person
Development

Key Components

| Key Elements

3.13.1

Interventions are provided to
promote appropriate
development in a safe and
validating environment.

3.13.2
Individualised educational
programs will be developed

Individual based interventions
are provided to promote
development in young people.

Group based interventions
recognhise the developmental
stage of the participants.

Interventions are provided
under the clinical direction of a
nominated clinician and have
defined goals.

The Rivendell School will
develop individual educational
goals with the young person
taking into account academic
capacities and mental state.

Curriculum will be provided by
external education providers
including the young person’s
current school curriculum.

The school program s
determined by the School
Principal after  continuing
consultations with clinicians.

The Rivendell School will
contribute to life skills
programs fo prepare the young
person for work skills or
transition to the community.
Comments ‘

3.14.0
Pharmaclogical
Interventions

3.14.1

Medication will be prescribed,
administered and monitored as
indicated by clinical need, and
will involve shared decision
making between the treating
team and the adolescent and
their family/carers.

Administration of medications
will occur under the direction of
a consultant psychiatrist.

Across all treatment settings all
prescriptions, dispensing and
administration of medicines will
comply with NSW Health
policies, guidelines and
standards.

Education is given to the young
person and parent(s)/carer
about medication, potential
benefits and potential adverse
effects.

13
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Key Components

Key Elements

The medication management
will be informed wherever
possible by evidence based
medication guidelines. Where
needed, strategies focussed on
medication adherence will be
in place.

Side effect monitoring will be
routinely conducted with
particular emphasis on
metabolic complications of
psychopharmacological
treatment.

Comments

3.15.0
Other Interventions

Key Components .
3.16.0

Physical Health
Interventions

3.15.1

Sensory modulation is an
approach aimed at teaching
clients to learn to use their
sensory systems to modulate
their responses, in order to
improve participation in
meaningful life activities.

3.15.2

Electroconvulsive therapy
(ECT) will be available where
indicated and will be provided
according to NSW Health
guidelines. This will be
administered at the ECT suite,
Concord Centre for Mental
Health, by a suitably
credentialed clinician.

Key Elements

Sports psychology will be
available for young people.

Fitness regimes will be guided
by sports psychologist and
implemented by nursing staff.

Healthy eating will be
promoted by availablilty of
health food options.

Afternoon physical activity
groups will be held.

Dietitian consultation will be
available

ECT is subject to a specific
policy compliance with
Australian clinical practice
guidelines, and is administered
in accord with the Mental
Health Act 2007

Dietitian attends the Unit
weekly for individual
consultation and treatment
planning.

14
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Key Components

Key Elements

Comments

3.17.0
Care Coordination

| Key Components ,

3.17.1

Prior to admission, each young
person is assigned a clinical
care team, comprising a
consultant psychiatrist, as case
manager, a primary nurse and
a teacher.

3.17.2

The Team will be responsible

for:

e providing centre
orientation to the young
person and their
parent(s)/carer(s)

e monitoring the
adolescent’s mental state
and level of function in
developmental tasks

s assisting the adolescent to
identify and implement
goals for their care plan

e acting as the primary
liaison person for the
parent(s)/carer and
external agencies during
the period of admission and
during the discharge
process

o assisting the adolescent in
implementing strategies
from individual and group
interventions in daily living
providing a detailed report
of the adolescent’s
progress at the weekly
team meeting

Key Elements

The Case Manager can be a
member of the Rivendell Unit
treating team and is appointed
by the Rivendell Unit Inpatient
Director

¢ An orientation information
pack will be available to
young people and their
parent(s)/carer(s).

¢ The frequency of monitoring
will depend on the levels of
acuity.

o Adolescents at high risk and
require higher levels of
observations will be
reviewed daily

¢ Monitoring will integrate
information from individual
and group interventions and
observations. This includes
weekly reviews by the
consultant psychiatrist

_Comments

13.18.0
Clinical Review

3.18.1

Continual monitoring of the
young person’s progress
towards their recovery plan
goals will occur through a
process of structured clinical
reviews involving the Rivendell
Unit multi-disciplinary team
(including the Rivendell
School) and relevant external

o Weekly clinical reviews are
documented on Care
Review Forms.

e Care Plans are formally
reviewed and updated at
intervals ideally of two
weekly, but not more than
monthly.

15
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community agencies.

3.18.2

Weekly Team Meeting:

A weekly team meeting will be
held to integrate information
from and about the young
person, interventions that have
occurred, and to review
progress within the context of
the case plan.

3.18.3

Ad hoc case review meetings
(mini team meetings) may be
held at other times if clinically
indicated.

e There will be an established
agenda for discussion of
cases, with concise
documentation of the
content of the discussion
and the ongoing plan of care
recorded on the Care Plan

¢ Outcome measures and the
young person’s progress will
be reviewed in accordance
with State-wide policy
concerning standardized
mental health outcome
measures.

¢ The summation should
include attendees, clinical
issues raised, treatment
care plan, requirements for
additional collateral and
responsible for actions.

¢ All members of the clinical
team and a representative of
the Rivendell School who
provide interventions for the
adolescent will have input
into the case review.

s A consultant psychiatrist will
chair the case review
meeting and take
responsibility for ensuring
that assessments and
management plans are
adequate, and for decisions
taken during formal case
reviews.

Audits will ensure that reviews
are being conducted.

These will be initiated after
discussion at the case
conference or at the request of
the adolescent, or may be
required to address complex
clinical issues and following a
critical event.

16
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Key Components

Key Elements

Comments

3.19.0
Collection of data, record
keeping and documentation

Key Components

3.20.0
Discharge Planning

| Key Elements

3.20.1

3.19.1

Rivendell Unit staff will enter
and review all required
information into CERNER in
accordance with approved
State-wide and district
business rules.

3.19.2

All clinical record keeping will
comply with legislative and
local policy requirements

3.19.2

Rivendell Unit utilise the range
of routine outcome measures
mandated through the National
Outcomes and Casemix
Collection (NOCC), including
the Health of the Nation
QOutcomes Scale for Children
and Adolescents (HONOSCA),
the Children’s Global
Assessment Scale (CGAS) and
the Strengths and Difficulties
Questionnaire (SDQ).

Planning for discharge from
Rivendell Unit should
commence when the

Comments

‘ :Dis'charge pla’nn'ing should

¢ progress notes will be
consecutive within the
clinical record according to
date

e personal and demographic
details of the young person,
their parent/carer(s) and
other health service
providers will be up to date

o clinical records will be kept
legible and up to date, with
clearly documented dates,
author/s (name and title) and
clinical progress notes

e all contacts, clinical
processes and care
planning, educational
progress, and case review,
will be documented in the
young person’s clinical
record

¢ there will be a single clinical
record for each young
person which will align with
any electronic record.

¢ Routine outcomes data is
utilised at all formal case
reviews

¢ Results of routine outcomes
data will be discussed with
adolescents and their
family/carers to consider and
monitor changes in
symptoms and functioning

e Qutcomes data is used in
developing and reviewing
recovery plans.

address potential significant
obstacles e.g. accommodation,
engagement with another

17
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assessment phase has been
completed. This should involve
key stakeholders including the
young person, parents and
carers.

3.20.2

Discharge planning will involve
multiple processes at different
times that attend to therapeutic
needs, developmental tasks
and reintegration into the
family

3.20.3

Discharge planning will require
the ascertainment that the
potential accommodation is
safe and appropriate. In most
cases, this will be the family
home, or established care
arrangements. Where the
family home is unsafe, unable
to provide the necessary
support or where care
arrangements do not exist,
safe supervised
accommodation with adequate
supports will be sought

3.204

Discharge summaries need to
be comprehensive and indicate
diagnosis, treatment and
Interventions provided,
progress of care,
recommendation for ongoing

mental health service.

The decision to discharge is at
the discretion of the consultant
psychiatrist in consultation with
the multidisciplinary team.

e Discharge planning will
occur in close collaboration
with the young person and
their family

¢ Discharge planning will
consider the young person’s
potential for optimal
functioning and determine
the level of care required to
support that functioning as
an inpatient, partial inpatient,
day admission or in the
community.

» Discharge planning
recognises the needs at
times that re-admission may
be necessary where risk of
relapse is high.

e Where the family home or
usual care arrangements are
appropriate and supportive,
every endeavour will be
made to encourage the
adolescent to return

* The adolescent will be
integral to all planning for
accommodation on
discharge

¢ Parents providing a safe and
supportive environment will
always be involved in
planning for accommodation
on discharge.

o Any decision to not return
the young person to the
home of origin will be made
in collaboration with the
young person and their
parents/guardians if they are
under the age of 18

o The Registrar, Case
Coordinator and key
clinicians will prepare this
letter and the Consultant
Psychiatrist is responsible

18
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Key Components

care and procedures for re-
referral.

3.20.5

Discharge summaries need to
be comprehensive and indicate
diagnosis, treatment and
interventions provided,
progress of care,
recommendation for ongoing
care and procedures for re-
referral.

3.20.6

If events necessitate an
unplanned discharge, the
Rivendell Unit will ensure the
young person’s risk
assessments were reviewed
and they are discharged or
transferred in accord with their
risk assessments.

Key Elements

for ensuring that discharge
summaries are sent to key
health providers (e.g. GP)
on the day of discharge.

e Follow up direct contact with
ongoing key health service
providers (e.g. GP) will
occur to ensure discharge
information was received.

¢ Discharge summary should
identify relapse patterns and
risk assessment/
management information.
This will be prepared by the
clinicians involved in direct
interventions.

| Comments

3.21.0.
Transfer/Transition of Care

3.21.1

All appropriate community
based support will be co-
ordinated prior to discharge.
The young person’s community
treating team will be identified
in the clinical record and
communication will be
maintained during the
transition period

e Guidelines for internal
transfers will be clearly
written, and receiving teams
will make contact before
transfer is concluded. A
written and verbal handover
will be provided with every
transfer/discharge process.

s During the transition phase
there will be an appropriate
plan to ensure smooth
transition of care. This will
support continuity of care for
the young person and
ensure the early
engagement of all service
providers in ongoing care.
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_Key Components

3.21.2

Depending on individual needs
and acuity some adolescents
may require transfer to another
child or adolescent inpatient
unit

Key Elements

The Rivendell School will be
primarily responsible for and
support school reintegration.

Transfer procedures will be
discussed with adolescents,
their family and carers.

Processes for admission into a
young persons acute inpatient
unit will be followed, with
written and verbal handover

provided
Comments ~

3.22.0
Continuity of Care

3.221

Referrers and significant stake
holders in the young person’s
life will be included in the
development of Care Planning
throughout the admission.
Local CAMHS may remain as
other service providers.

3.22.2

Responsibility for emergency
contact will be clearly defined
when a young person is on
extended leave

3.22.3

Specifically defined joint
therapeutic interventions
between the Rivendell Unit and
the referrer can be negotiated
either when the young person
is attending the Service or on
periods of extended leave

Referrers and significant stake
holders are invited to
participate in the Case Review
meetings

The Case Coordinator will
liaise more frequently with
others as necessary

Responsibility for emergency
contact will be clearly defined
when a young person is on
extended leave

Joint interventions can only
occur if clear communication
between the Rivendell Unit and
external clinician can be
established

An example would include the
referrer providing parent
support while the young person
is in the Rivendell Unit.
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Key Components

| Key Elements

Comments

3.23.0
Team Approach

Key Components

| Key elements

3.23.1
A multidisciplinary team
approach to care is provided.

3.23.2

Staff employed by the
Department of Education and
Training will be regarded as
part of the team.

3.24.0
Working with families, carers
and friends

3.24.1

Adolescents and carers will
contribute to continued practice
improvement of the service.

3.24.2
We will work collaboratively
with families and carers.

e Young people and
family/carers will be
informed of the
multidisciplinary approach to
mental health care on
admission to Rivendell Unit.
The discipline specific skills
of the multidisciplinary team
will be utilised as
appropriate in all aspects of
service provision.

Department of Education and
Training supports the Rivendell
Unit in providing teaching and
resource staff for the school.

Comments

e This will occur via:

-consumer and  carer
participation in
collaborative treatment
planning

- young person and carer
feedback tools

- young person and carer
feedback will inform staff
training and service
development.

e Information sharing will
occur in every case unless
a significant barrier arises,
such as inability to gain
appropriate lawful consent.

e The family/carer is
identified in the young
person’s clinical record and
where relevant, it is clearly
identified that they
understand the treatment
plan and agree to support
the provision of ongoing
care to the young person in
the Rivendell Unit. Young
person/guardian consent to
disclose information to and
to involve the family/carers
in the care will be sought in
every case.
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Key Components

3.24.3

Parents/carers will have their
needs assessed as indicated
or requested. If parent/carer
mental health needs are
identified the Rivendell Unit will
attempt to meet these needs
and if necessary refer to an
adult mental health service.

3.24.4

Support services will be offered
to families and carers. e.g.
ARFMI, SANE, Inner West
Support Services and Helpline.

Key Elements

e ldentification of
family/carers and their
need is part of the
assessment process and is
included in care planning.

e Adolescent consent is not
required to offer
family/carers education and
support.

¢ Support may be provided
by a member of the Mental
Health Service or another
organisation.

Comments

3.25.0
Peer Support Services

3.25.1
All young people will be offered
information and assistance to

Peer support services may be
provided by internal or external

access local peer support services.
services e.g. Reach Out,

Twenty 10, Black Dog.

4. Related services

The Rivendell Unit is part of the CAMHS network of services in NSW and as such maintains strong
operational and strategic links to other CAMHS services.

5. Caseload

Caseload sizes need to consider a range of factors, including complexity of need, current staff
resources within the team, and the available skill mix of the team.

Under normal circumstances, case coordination will not be provided by students or staff appointed
less than 0.4 FTE. Typically Case Coordinators are allied health or junior medical staff.

6. Workforce

Clinical staffing will incorporate the child and adolescent expertise and skills of psychiatry, nursing,
psychology, clinical psychology, neuro-psychology, sports psychology, social work, other specialist
CAMHS staff and access to a dietitian. While there is a typical staff establishment, this may be
altered according to need.

Administrative support is essential for the efficient operation of the Rivendell Unit.

7. Team clinical governance

Clinical decision making and clinical accountability will be the ultimate responsibility of the
Consultant Psychiatrist, who reports to the Inpatient Director, who reports in turn to the Director of
Rivendell Child Adolescent and Family Mental Health Services. At a local level, the service is
managed by a core team including the Nurse Unit Manager, Senior Allied Health Professionals,
Consultant Psychiatrists, an Adolescent Advocate, and the School Principal. This team will meet
regularly in management meetings chaired by the Director of Rivendell Child Adolescent and
Family Mental Health Services.
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The Rivendell Unit will be directly responsible to Corporate Governance of SLHD. The
Management Committee reports to the Director who is a member of the cross-district Executive.

Performance management of nhon-nursing staff lies with senior discipline staff in collaboration with
the Unit Director.

Nursing staff performance management is the responsibility of the NUM who is in turn
performance managed by the Nurse Manager.

8. Hours of operation

The Rivendell Unit operates Monday — Friday during school terms.
An on-call consultant child and adolescent psychiatrist is available 24 hours, 7 days per week.

Access to the full multidisciplinary team will be provided weekdays during business hours and after
hours by negotiation with individual staff.
Routine assessments and interventions will be scheduled during business hours.

During holidays Rivendell hosts day and residential programs for a number of organisations
including SLASA, STARTS, ALIV, SICRYS, COPMI. The operation of these programmes is not

covered in the MOS document.

9. Staff training

Staff will be provided with continuing clinical education opportunities, mandatory training, clinical
supervision, and other support mechanisms to ensure that they are clinically competent. All training
and education will be based on best practice principles and evidence-based treatment guidelines,
and will be underpinned by the NSW Health CAMHS workforce development strategy.

Education and training will include a focus on strategies and mechanisms to foster meaningful
adolescent and carer participation across all levels of service delivery, implementation and
evaluation.

Education and training should include (but will not be limited to):

¢ NSW Health mandatory training requirements (fire safety, aggressive behaviour management,
cultural awareness and training etc.)

¢ Rivendell Unit orientation training

¢ CAMHS Key Skills training

principles of the service (including models of recovery and rehabilitation and staff/young person

interactions and boundaries etc.)

risk assessment and management with special reference to suicide risk.

knowledge of adolescent and family development and psychopathology

developmentally appropriate assessment and treatment

specific clinical and therapeutic skills

team work

principles and practice of other CAMHS facilites - community clinics, inpatient and day

programs, alcohol and drug services and forensic outreach services

« medication management

o  NSW Mental Health Act 2007

¢ engaging and interacting with other service providers

Staff from the Rivendell Unit will engage in CAMHS training. The Rivendell Unit will deliver training
to other components of the CAMHS where appropriate.
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Where specific therapies are being delivered staff will be trained in the particular modality of the
therapy e.g. family therapy, cognitive behaviour therapy.

10. The Rivendell Unit functions best when:

there is an adequate skill mix, with senior level expertise and knowledge being demonstrated
by the majority of staff

strong internal and external partnerships are established and maintained

clear and strong clinical and operational leadership roles are provided

all staff are provided with regular supervision, professicnal support and training

Rivendell Unit is seen by all CAMHS staff as integral and integrated with the CAMHS
continuum of service

there is an explicit attitude that young people can and do recover from mental iliness

service evaluation and research are prioritised appropriately

young people and their family/carers are involved in all aspects of care.

L e e R e e e

24



We alm to help young people
and thelr famllles in a holistic
way, recognising that young people
often need help with a variety of
issues not just illness.
We try to create a supportive and
therapeutic environment with clear

expectations, limits and boundaries.

When a young person is referred
to us, several members of the

Walker team visit the young person

and family in the first instance.

This meeting determines whether
we are likely to be able to help,

and how best to do so.
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Coming to Walker.

Following an assessment involving the young person,
their carers and treating team, a decision is made on
whether to admit to the Unit. Admission is based on
agreed goals. Most young people are admitted under
the Mental Health Act. Our aim is to work with the
young person so they are well enough that they no
longer need to be under the Mental Health Act.
Their family then can help them make decisions

about their care.

Our building is secure, so people cannot walk in or

out whenever they feel like it. Many young people feel
nervous about admission: they worry about missing
their family and friends, sleeping away from home,
enrolling in a new school or having to meet new
people. This is normal and eases with time but please
speak to us if you have any concerns. We try to adapt
our programs to manage these fears and any other

worries you may have.

How we can help.

Treatment at the Walker Unit is provided by a
multidisciplinary team including nursing staff,
social workers, psychiatrists, clinical psychologists,
neuropsychologist, sports psychologist, chaplaincy,
occupational therapist and an art therapist. Young
people admitted to the Unit are offered individual
and group therapy.

Parents, carers and siblings will be requested to
participate in weekly family therapy sessions.. If we
believe other members of the family need support,

they will be directed to the appropriate service.

. Learning Centre

The Rivendell School runs a learning centre within the
Walker Unit staffed by teachers and school learning
support officer. The staff members involved will depend

upon our assessment of what is most likely to help.

The average stay here is six months and can be more
or less depending on the young persons needs. We
run fun, supervised group outings to places such as
movies, the swimming pool, the beach and shopping

centres. These outings help young people with their

WIT.900.005.0097

independence, confidence and social skills

and reflect normal adolescent activities.

Young people need to be on their gold
achievement level (which means they are

being responsible and working hard towards
their goals) to be invited to take part in group
outings.

You may have many questions about the Walker
Unit. The pre-admission meeting is usually the
best time to ask, when you will meet some of
the clinicians who will be working with you.

We have detailed information on therapeutic

programs and activities and we will discuss

these in more detail when we meet with you.
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THE WALKER UNIT SYDNEY 50UTH WEST

AREA HEALTH SERVICE
Concord Centre for Mental Health
NSWEHEALTH

Walker Unit Referral Form

The Walker unit is a twelve bed, state wide, medium stay unit which provides care for young
people experiencing severe and unremitting mental illness. The unit has the capacity to
provide involuntary treatment for patients under the NSW Mental Health Act.

Admission criteria for the Walker Unit will include the presence of severe mental iliness, with
evidence of significant functional impairment and demonstrated treatment resistance. All
patients that will be considered for admission will have had treatment at a secondary health
care service and will be referred from a child and adolescent mental health service. Most
patients have had a substantial period of treatment in an acute inpatient sefting, although
patients who fulfil admission criteria but are currently sustained in the community will also be
considered. Given the eligibility criteria, we expect that most of the patients will have a
significant level of risk.

Each referral will be reviewed for eligibility, and if appropriate, an assessment will be offered.
The assessment process will involve multi disciplinary team visiting the patient in their current
treatment setting, and also meet with the referring team and the family. During the visit the
team will begin the engagement process with the young person and their family. If the patient
is accepted for admission to the Walker unit, the assessment team will seek to set
achievable goals for the admission. If the patient is not accepted for treatment at the Walker
program, we will provide an opinion on the patient, including reasoning as to why the patient
is not suitable for admission, and if requested, suggestions for ongoing management.

The goals of the program are to stabilize the psychiatric symptoms, and if possible, achieve a
reduction or remission of the presenting symptoms. The unit also aims to achieve an
improvement in the level of independent functioning for the young person, with the aim of
engagement with an educational or vocational programme congruent with an individual
young person’s developmental trajectory. Treatment will be multidisciplinary, with the
emphasis on functional recovery, and will be delivered in collaboration with educational and
vocational training services. This will include an in-reach Department of Education program
which will be accessible at a Learning Centre on the ward.

Coexisting physical conditions requiring medical monitoring/support will require negotiation
for access to appropriate paediatric and medical care.

The referring agency will be asked to have ongoing participation in the treatment process,
before, during and after the admission. In particular, it will be important for the referring
agency to work with the Walker Unit, the patient and the family to assist in planning for
discharge from the program. A collaborative approach will be required to find appropriate
accommodation, to facilitate access to educational or occupational programs, and to arrange
treatment with local mental health services. The Walker will offer consultation services to the
treating team following discharge from the program.

The Walker Unit

Building 105

Concord Centre for Mental Health
Concord Hospital

Hospital Road, Concord West, NSW 2138
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Additional Documentation

A summary and formulation of the patient’s history is needed from a child and adolescent psychiatrist. This
should indicate how the young person fulfils the admission criteria, and outline the aims of admission to the
Walker Unit.

We suggest you include any relevant reports or information that will assist in the assessment process. These
may include:

Developmental history

Family history, assessment of the family system and past family interventions
Psychological treatments

Educational and Occupational history, educational / occupational reports
Past medical history, medical reports or episodes of treatment

Important investigations (Eg. Neuroimaging, Electrophysiology, Pathology)
Neuropsychological testing

History of interaction with DOCS and any relevant reports

NN
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Referral Details

Referring Agent Details

Referrar NamME: ...ttt e a e
DESIGNALION: oot e
OrgANISALION «.ueeiriiiiiiiiiiiie ettt e s etett e et et ae e tat ettt e teraeeeeaennrarararrrras
HEAN SEIVICE! ... e a e n e a e
Contact person for this referral (if different from above): ..o
Telephone NUMDEE: ..o e e e e e e e
= DU PP
o 4= T OO OPUPPUPPPPPPR R
Details for Teleconferencing FacCliti©s: .....cuivivieiiicieiiiiier e

Client Details

L0711 o1 N\ E=T o 41 OSSPSR PPUPPPPPP
Date Of Birth: ..o
F X (o | =TT USRS
LCT=T T 1= RSP
Mental Health ACt STatUS: .. ..ooreeiice ettt e e e e e e arne s
Care (Iegal) StatUs: ... ... bbbt aa e e e e e n s
Address patient will return t0: ...,
Educational/Vocational Status: .........ooooiiiiiiiiii e
PrIMAIY Carer: ittt e e e e et e e e e e e e e e e e e eeeeeeaeaas
Address of Primary Carer: .......cooo ittt eeee e e e e v e e
Telephone number for Primary Carer: .........oooicciieiiiinirie et
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Risk Assessment

The Walker unit expects to manage patients who exhibit disruptive, aggressive, self harming, suicidal and
other hard to manage behaviours. It is vital for the referring agency to accurately identify the Risk issues for
the referred patient and his or her family so that an effective Risk Management Plan can be devised. The
referring agency is encouraged to fill out the following risk assessment form. Alternatively the standard
MHOAT risk assessment form can be filled out and supplemented by relevant additional information.

GENERAL RISK FACTORS T o
Background factors Y | N | UK | cCurrentfactors Y | N[ UK
Major psychiatric iliness Disorientation or disorganisation
Diagnosed Personality Disorder Disinhibition/intrusive/impulsive behaviour
Significant alcohol/drug abuse history Current intoxication/withdrawal
Serious medical condition Significant psychical pain
Intellectual disability/cognitive deficits Other (specify)
Significant behavioural disorder (<18 years)
Other (specify)
Further Discussion of Identified General Risk Factors
SUICIDE RISK FACTORS
Background factors Y | N | UK [ Currentfactors Y | N ] UK
Previous suicide attempts Recent significant life events
History of other self harm Hopelessness/despair
Family history of suicide Expressing high levels of distress
Separated/widowed/divorced Expressing suicidal ideas
Isolation/lack of role Self-harming behaviour
Other (specify) Current plan/intent
Other (specify)
Further Discussion of Identified Suicide Risk Factors
VIOLENCE/AGGRESSION RISK FACTORS
Background factors Y | N | UK | Currentfactors Y | N[ UK
Previous incidents of violence Recent/current violence
Previous use of weapons Command hallucinations
Criminal history Paranoid ideation about others
Previous dangerous/violent ideation Expressing intent to harm others
Childhood abuse/maladjustment Anger, frustration or agitation
History of predatory behaviour Reduced ability to control behaviour
Other (specify) Access to available means
Contact with vulnerable person/s
Other (specify)

Further Discussion of Identified Violence / Aggression Risk Factors
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FAMILY RISK FACTORS

Background factors

Y | N ] UK

Current factors

History of domestic violence

Current domestic violence

History of violence between family members

Current violence between family members

Forensic history in a family member

Current significant drug or alcohol use

History of drug and alcohol use by a family
members

Current risk of withdrawal from drug and
alcohol use

History of medical illness in a family member

Significant current mental illness in a family
member impacting on functioning

History of predatory behaviour by a family
member

Further Discussion of Identified Family Risk Factors

OTHER VULNERABILITIES

Background factors

Current factors

History of absconding

Desire / Intent to leave hospital

History of sexual vulnerability

Vulnerability to sexual expioitation / abuse

History of financial vulnerability

Current delusional beliefs

History of falls

Physical illness

History of harm to children

Parental / carer status or access to children

History of blood borne virus infection

Non-adherence to medication / treatment

Further Discussion of Identified Vulnerabilities

Protective Factors

Global Assessment of Risk

High Medium

l.ow

Suicide

Self harm

Violence / Aggression

Vulnerability

Absconding

Other

Current Risk Management Plan
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

The model of service template - Queensland public mental health
services

» The model of service (MOS) template used in the development of this service
component is part of a larger document that will describe public; ‘ental health services
in Queensland.

escribes ewdence based best practice
s clinically drl\(eh positive and inclusive
eas

« Generic informati L gardmg the Queensland public mental health service will be
addressed in the introduction to the MOS document e. g. role descriptions, where to find
a service, policy and practice frameworks.

Please note that all drafts need to be forwarded to Leianne McArthur prior to broad
dissemination.

For more information, please contact the A/Manager of the Model of Service Project —
Leianne McArthur at Leianne_McArthur@health.qgld.gov.au or 0439924992.
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EXHIBIT 63 WIT.900.005.0105

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Adolescent extended treatment and rehabilitation centre

model of service

1. What does the service intend to achieve?
Mental disorders are the most prevalent illnesses in adolescence an
carry the greatest burden of illness into adult life.

The Child and Youth Mental Health Service (CYMHS) Adoles
Rehabilitation Centre (AETRC) is a statewide service pm\/ldmga
assessment and integrated treatment and rehabilitation to adolescents bt
age with severe, persistent mental illness/es. The majorlty of ‘adolescen \
psychosocial impairment as a result of their mental |Hness/es and pres
complicated by developmental co-morbidities. Manyﬁ‘f Iso experience chronic family dysfunction,
which serves to exacerbate the severlty and per3|st Q[ the dls'order and assomatéé‘l disabilities.

ey have the potential to

Extended Treatment and
'pecnallst multidisciplinary
en 13 and 17 years of
bresent with severe
tations are often

Treatment programs undertaken by the

interventions and comprehensive activities) to ‘

adolescent. The program will follow structured ph’as S|

therapeutic alliance and developlng realistic therapeu ‘

planning to facilitate reinte back to commmi;!y‘”based tr ltment.
' ke

ate the mdlwdual+charactenstlcs of adolescent.
istent W|th Ieast restrictive care and capacity to access the
om:de lay admission to partial hospitalisation to providing
lgh acuity in a safe, structured, highly supervised

24- houmnpa’ue car
u‘ 4| " i U

prowde

o lndIVId all‘ ;ta"
o targeted,“ 4
o phased;
o evidence based
treatment interventions to alleviate or treat distressing symptoms and that will ultimately assist
recovery and reintegration back into the community
e provide a range of interventions to assist progression in developmental tasks which may be
arrested secondary to the mental iliness
e provide intensive support to enable successful transition back to the community. This will
include the provision of step down accommodation for adolescents who cannot return home,
who are in transition to the community and who remain in need of substantial clinical care while
preparing for independent living in the community
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EXHIBIT 63 WIT.900.005.0106

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

The aim of these functions of the AETRC contribute to:

¢ targeted, phased treatment and rehabilitation incorporating a range of therapeutic interventions
delivered by appropriately trained staff.

e assertive discharge planning to integrate the adolescent back into their community and
appropriate local treatment services.

The principles underlying these functions of the AETRC are to:

e provide care in the least restrictive environment appropriate to the adolescent’s developmental
stage

* develop treatment and rehabilitation programs in partnership with adolescents and where
appropriate their parents or carers. .

* provide treatment and rehabilitation with an appropriate tlmeframef =pecn‘|c cases when the
admission exceeds 6 months the case must be presented to the‘"lhtake panel for review 6

month after admlssmn)

2. Who is the service for?
The AETRC is available for Queensland adolescents:
¢ who are aged 13 — 17 years

¢ who are eligible to attend high school' .,
* with severe and complex mental illnes
* who have impaired development secondary’
¢ who have persisting symptoms and functlonal im

by other components of child and adoles en “';men ~, et

clinics, Evo‘f

Severe ang cornp Ve Iness in adolescents occurs in a number of disorders. Many
adolescents present wit lexiarray of co-morbidities. AETRC typically treats adolescent

CiT o

e
: depression, usually in the context of childhood abuse. These

e Adolescents diagn d'with a range of disorders associated with prolonged inability to attend
school in spite of active community interventions. These disorders include Social Anxiety
Disorder, Avoidant Disorder of Childhood, Separation Anxiety Disorder and Oppositional
Defiant Disorder. It does not include individuals with truancy secondary to Conduct Disorder.

e Adolescents diagnosed with complex post traumatic stress disorder. These individuals can
present with severe challenging behaviour including persistent deliberate self harm and suicidal
behaviour resistant to treatment within other levels of the service system.

* Adolescents with persistent psychosis who have not responded to integrated clinical
management (including community-based care) at a level 4/5 service.
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EXHIBIT 63 WIT.900.005.0107

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

e Adolescents with a persistent eating disorder such that they are unable to maintain weight for
any period in the community. These typically have co-morbid Social Anxiety Disorder.
Treatment will have included the input of practitioners with specialist eating disorders
experience prior to acceptance at AITRC. Previous hospital admissions for treatment of the
eating disorder may have occurred. Any admission to AETRC of an adolescent with an eating
disorder will be linked into the Queensland Children’s Hospital (QCH) for specialist medical
treatment.  Adolescents requiring nutritional resuscitation will be referred to QCH. For
adolescents over 15 years of age specialist medical treatment may be met by an appropriate
adult health facility.

Suitability for admission will be undertaken by an intake panel that will consist of:
e the AETRC director/delegated senior clinical staff "y
» referring specialist and/or Team Leader

e representative from CYMHS in the relevant districts.
representatlve from Education Queensland

In making a decision the panel will consider the:
* likelihood of the adolescent to experience a posi
* potential for treatment at AETRC to assist with’ devel pJnental” 1

. potentlal adverse impacts on the adolescent of beln'g; \dmitted to the unit (e. g |solatlon from

» potential adverse impacts on other adolescent "
e possible safety issues !

A comprehensive recovery and
will be in place prior to admlss

Adolescents who re’éféh i

ﬂf“f\ 18" lpiﬁhday dunng admlssmn will be assessed on a case by case
basis by the panel. The pan

will consider whether m '
—

tur

) contmued *?admlssw

i ixf i

Some young eople may posie

consnderable risk to others. Admission to AETRC will be decided on
LHtld|SC|pl|nary review panel.
3; not restricted to:
er of offences of a violent or sexual nature
» adolescents w1th G uct Disorder
* ongoing significantiﬁélJbstance abuse

When determining the admission of adolescents where recurrent absconding is a significant risk,
the likelihood that the adolescent will experience a positive therapeutic outcome needs to be
considered.

In specific cases when the admission exceeds six months the case must be presented to the
AETRC panel for review following the initial six month admission.

Draft Model of Service

Author: C & Y Sub Network — BAC Review Work Group
Additional questions for Trevor Sadler by Bernice Lendich
14/12/2012

Page 5 of 29



EXHIBIT 63 WIT.900.005.0108

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Treatments provided by the ADP will be based on evidence based practices tailored to meet the
individual’'s mental health needs. Interventions will be delivered by appropriately skilled
multidisciplinary staff that has access to professional development and clinical supervision.

The AETRC is gazetted as an authorised mental health service in accordance with Section 495 of
the Mental Health Act.

3. What does the service do?

The key components of an AETRC are defined here. These components are essential for the
effective operation of an AETRC.

Table 1: Key components and elements of an adolescent extended ir atment'and rehabilitation
centre M

Key component Key elements Comments
3.1.0 3.1.1 * At an organisational level, this
Working with other  The AETRC will develop and includes participation in the
service providers maintain strong partnerships with Statewide Child and Youth Mental
other components of the CYMHS Health Sub Network.
network.
3.1.2 e In the provision of service this
Shared-care with the referrer and includes processes for regular
the community CYMHS will be communication with referrers in all
maintained. phases of care of the adolescent in
AETRC.
313 : e - This includes formal agreements
The AETRC panel will develop and with health service district (HSD)
maintain partnerships with other facilities (paediatric and adult
relevant health services that interact health services) and/or QCH to
with adolescents with severe and provide medical services for
complex mental illness. treating medical conditions which

may arise e.g. medical
management of overdoses;
surgical management of severe
lacerations or burns from self
injury.

e Dietetic services to liaise with and
advise on the management of
eating disorders, adequate
nuftrition, obesity, interactions with
psychotropic medications etc.

¢ This may include developing
conjoint programs for youth
with developmental difficulties
or.somatisation disorders

e This includes but is not limited 1o
the Department of
Communities (Child Safety),
the Department of
Communities (Disability
Services) and the
Department of Communities
(Housing & Homelessness)
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WIT.900.005.0109

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

Key elements

Comments

3.1.4

AETRC staff will comply with
Queensland Health (QH) policy
regarding mandatory reporting of a
reasonable suspicion of child abuse
and neglect.

3.1.5

When adolescents have specific
needs (e.g. sensory impairment,
transcultural) to ensure effective
communication, AETRC will engage
the assistance of appropriate
services

and Education Queensland
Mandatory child protection
reporting of a reasonable
suspicion of child abuse and
neglect.

Hyperlink to:

Hy
®

meeting the needs of children for
whom a person with a mental
illness has care responsibilities
[http://gheps.health.qgld.gov.au/me
ntalhealth/html/careofchild.htm].
child safety policy
[http://gheps.health.gld.gov.au/mh
alu/documents/policies/child prote
ct.pdf].
mental health child protection form
[http://gheps/health.gld.gov.au/pati
entsafety/mh/documents/child ‘pro
t.pdf
Certain population groups
require specific consideration
and collaborative support. This
includes people from culturally
and linguistically diverse
(CALD) backgrounds and
Aboriginal and Torres Strait
Islander people.
perlinks to:
interpreter services
[http://www.health.gld.gov.au/multi
cultural/interpreters/QHIS home.a
sp]
hearing impaired/deafness
[http://www.health.qld.gov.au/paho
spital/mentalhealth/docs/damh_co
n_info.pdf]
transcultural mental health
[hitp://www.health:gld.gov.au/paho
spital/gtmhc/default.asp]
Aboriginal and Torres Strait
Islander Cultural Capability
Framework 2010-2033
[http://gheps.health.qld.gov.au/atsi
hb/docs/atsiccf.pdf]
Indigenous mental heaith
[http//www.health.gld.gov.au/ment
alhealth/useful_links/indigenous.a
sp]
multicultural mental health
[http://www.health.gld.gov.au/ment
alhealth/useful_links/multicultural.
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WIT.900.005.0110

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

Key elements

Comments

asp]

3.2.0
Referral, access
and triage

3.21
Statewide referrals are accepted for
planned admissions.

3.2.2

Responsibility for the clinical care of
the adolescent remains with the
referring service until the
adolescent is admitted to the
AETRC.

3.23

All referrals are made to the Clinical
Liaison,  ~Clinical = Nurse - and
processed through the intake panel.

3.24

The adolescent -is - assessed : after
referral either in person or via
videoconference.

3.25
If there is a waiting period prior to

“admission, the Clinical Liaison,

Clinical:Nurse.will liaise with the
referrer-until the adolescent is
admitted.

3.2.6

Priorities .- for = admission .. are
determined on the basis of levels of
“geuity, the risk of ‘deterioration, the
current mix . of ~adolescents on the
unit, the potential impact for the
adolescent and others of admission
at that time, length of time on the
waiting list -and.  age -at time of
referral.

e This supports continuity of care for
the adolescent.

¢ A single point of referral intake
‘ensures consistent collection of
adequate referral data and
immediate feedback on
appropriateness.

* The pre-admission assessment
enables the adolescent o meet
some staff and negotiate their
expectations of admission.

» This assessment enables further
determination of the potential for
therapeutic benefit from the
admission, the impact on or of
being with other adolescents and
some assessment of acuity.

e This process monitors changes in
acuity and the need for admission
to help determine priorities for
admissions.

» The Clinical Liaison, Clinical Nurse
can also advise the referrer
regarding the management of
adolescents with severe and
complex mental iliness following
consultation with the treating team.

¢ This expedites an appropriate
assessment interview and liaison
with the referrer if there is a period
of time until the adolescent is
admitted.

3.3.0

Draft Model of Service
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

Key elements

Comments

Assessment

Assessments will be prompt and

timely.

33.2

A comprehensive clinical
formulation is developed from the
assessment, which is refined -and
updated = secondary - o -ongoing
assessment processes

health, development and family
are to be completed -within two
weeks of admission.

Hyperlink to:

mental health clinical
documentation
[http://gheps.health.gld.gov.au/pati
entsafety/mh/mhform.htm]

All assessment processes will be
documented -and - integrated - into
the care plan.

Hyperlink to:

child and youth recovery plan form
[http://gheps.health.qgld.gov.au/pati
entsafety/mh/documents/cyms_re

covery.pdf]

The outcome of assessments will
be promptly communicated to the
adolescent, the  parent or
guardian,  and-other -stakeholders
(with consent of the adolescent)

Hyperlink to:

Health Services Act 1991
Confidentiality Guidelines
[http://gheps.health.gld.gov.au/lalu
/admin_law/privacy- docs/conf gui
delines.pdf].

right to information and

information privacy
[hitp://www.health.gld.gov.au/foi/d
efault.asp]. :
information sharing
[http://gheps.health.qld.gov.au/csu
/InfoSharing.htm].

carers matter
[http://www.health.gld.gov.au/mhc
arer/].

The formulation is reviewed and
refined at case review meetings

3.4.0
Mental Health
Assessment

Draft Model of Service

3.4.1

The AETRGC will obtain a detailed
assessment of the nature of mental
iliness, their behavioural
manifestations, impact on function
and development and the course of
the mental illness.
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

Key elements

Comments

3.4.2

The Consultation Liaison Clinical
Nurse will obtain a detailed history
of the interventions to date for the
mental iliness.

3.4.3 :

Mental Health Act 2000
assessments will be conducted by
Authorised Mental Health
Practitioner -and/or authorised
doctor.

and youth
[http:gheps.health.gld.gov.au/patie

ntsafety/mh/documents/cyms_con
ass.pdf].

¢ This is obtained by the time of
admission.

Hyperlink to:

s Mental Health Act 2000
[http://www.legislation.qgld.gov.au/
LEGISLTN/CURRENT/M/MentalH
ealA00.pdf].

3.51
AETRC will-obtain ‘a detailed hijstory

This process begins with the

3'5'0. of family structure and dynamics, or referral and continues throughout
Family/Carers history of care if the adolescent is i he admissi
Assessment y if the adolescent is in the admission.
care.
3.6.0 3.6.1 e This process begins with available
Developmental The AETRC will-obtain a information on referral and during
Assessment comprehensive understanding of the admission.
~ developmental disorders and their
current impact. ‘
3.6.2 » . This occurs upon admission and
The AETRC will obtain information will primarily be obtained by the
on schooling as it is available. AETRC school.
3.7.1 ¢ This assessment occurs
3.7.0 The AETRC will obtain assessments throughout the admission.
Functional on an adolescent’s function in tasks
Assessment appropriate to their stage of
development.
3.8.0 - 3.8 e Appropriate physical

Physical and Oral
Health
Assessments

Routine physical examination will
occur.on admission.

3.8.2
Physical and oral health will-be
routinely assesses and monitored

investigations should be informed
as necessary.

Hyperlink to:

» - ‘physical examination and
investigations form
Thitp://gheps.health.gld.gov.au/pati
entsafety/mh/documents/cyms ph

ysical.pdf].
Linl§ i[o:

metabolic monitoring
form

¢ “Documented evidence of the
physical and oral health
assessment will ‘be included in the

Draft Model of Service
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

Key elements

Comments

throughout the admission.
Additional resources, education and
training to improve the physical and
oral health management of
adolescents with mental illness is
available at:

Hyperlink to:

» gctivate: mind & body
[http://www.activatemindandbody.co
m.au/]

adolescent clinical record.
Outcomes of physical health
assessments will be incorporated in
recovery planning.

All efforts will be made to ensure
100% of adolescents have a
nominated GP.

Potential physical and oral health
problems will be identified and
discussed with the GP and/or other
primary health care provider

3.9.0
Risk Assessments

3.9.1
A key function of the panel will be to
assess risk prior to admission.

3.9.2

Risk assessments will be initially
conducted on admission and
ongoing risk assessments will occur
at a frequency as recommended by
the treating team and updated at
case review.

All risk assessments will be
recorded in the patient charts and
electronic clinical record (CIMHA).
Risk assessment will be in
accordance with the risk
assessment contained in the
statewide standardised clinical
documentation.

The outcome of assessments will
be promptly communicated to the
adolescent, the parent or guardian
and other stakeholders (if the
adolescent consents)

Hyperlink to:

CYMHS Risk Screening Tool
[http://gheps.health.gld.gov.au/pati
entsafety/mh/documents/cyms_sc
reen.pdf]
Documentation of all past history of
deliberate self harm will be included
in assessment of current risk.
Will include a formalised suicide

“risk assessment,

The frequency of review of risk
assessments will vary according to
the levels of acuity for the various
risk behaviours being reviewed,
with a minimum of weekly reviews
to.occur.

3.10.0
Alcohol ‘and : Other
Drug

3.10.1

Assessments of alcohol and drug
use will be conducted with the
adolescent on admission and
routinely throughout ongoing contact
with the service.

Hyperlink to:

Drug Assessment Problem List
[hitp://gheps.health.gld.gov.au/pati
entsafety/mh/documenis/cyms.dr
ug.pdf]
dual diagnosis policy 2008
[hitp://www.health.qgld.gov.au/mh/d
ocs/ddpolicy final.pdf].
Interventions range from evidenced
for --substance - use ‘disorders - to
freatment of primary mental illness

Draft Model of Service
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

Key elements

Comments

and incorporated in their recovery
plan.

3.11.0
Recovery Planning

3.11.1

An initial Recovery Plan is
developed in consultation with the
adolescent and their family/carers
on admission.

3.11.2
Every effort will be made to ensure

that treatment care planning focuses

on the adolescent’s own goals

During admission, adolescents
have access 10 a range of least
restrictive, therapeutic
interventions determined by
evidenced based practice and
developmentally appropriate
programs to optimise their
rehabilitation and recovery.
Continual monitoring and review
of the adolescent’s progress
towards their-Recovery Planning
is reviewed regularly through
collaboration between the ireating
team, adolescents, the referrers
and other-relevant agencies.
recovery plan
[hitp://gheps.health.gld.gov.au/pati
entsafety/mh/documents/amhs ‘re
cplan.pdf].

“sharing responsibility for recovery:
creating and sustaining recovery
orientated systems of care for
mental health
[http:gheps.health.gld.gov.au/ment
alhealth/docs/Recovery.pdf].
Where conflicting goals exist they
will be clearly outlined and
addressed in a way that is most
consistent with the adolescent’s
own goals and values.

3.12.0
Clinical
interventions

3.12.1

Clinical interventions will be
individualised according to the
adolescent’s treatment needs.

All interventions must demonstrate
attention to developmental
frameworks and will be evidence
based.

Therapists. will receive recognised,
specific training in the mode of
therapy identified.

The therapy is modified according
to the capacity of the adolescent to
utilise the therapy, developmental
considerations and stage of change
in the iliness.

The therapist will have access to
regular supervision.
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component Key elements

Comments

3.13.0 3.13.1
Psychotherapeutic  Psychotherapeutic Interventions can
Interventions include:

e individual verbal therapeutic
interventions utilising a
predominant therapeutic
framework (e.g. Cognitive
Therapy)

e individual non-verbal therapeutic
interventions within established
therapeutic framework (e.g. sand
play, art, music therapies etc.)

* individual supportive verbal or
non-verbal or behavioural
therapeutic interventions utilising
research from a number of
specific therapeutic frameworks
(e.g. Trauma Counselling,
facilitation of art therapy)

e psychotherapeutic group
interventions utilising specific or
modified Therapeutic
Frameworks (e.g. Dialectical

» Specific therapies will incorporate
insights from other frameworks
(e.g. Cognitive Therapy will
incorporate understanding from
Psychodynamic Therapies with
respect to relationships).

¢ Supportive therapies will be
integrated into the overall
therapeutic approaches to the
adolescent.

e Can be used at times when the
adolescent is distressed or to
generalise strategies to the day to
day environment

e staff undertaking supportive
interventions will receive training in
the limited use of specific
modalities of therapy and have
access to clinical supervision

Behaviour Therapy):
3.14.0 3.14.1 ¢ Behavioural programs are
Behavioural Behavioural Interventions - - can constructed under appropriate
Interventions include: supervision.

e individual tailored behavioural
intervention for a specific clinical
problem. . (e.g. - desensitisation
program for anxiety)

. group tailored behavioural
interventions for a group of
adolescents manifesting a
common problem

» individual general behavioural
interventions to reduce specific
behaviours (e.g. absconding).
These general behavioural
interventions will be tailored to
individual circumstances

e general or specific behavioural
interventions to modify the
behaviours of a number of
adolescents involved in group
behaviours

3.14.2

Behavioural interventions for self

harm behaviours include:

» using questionnaires to determine
the reasons for the incident of self

¢ Evidence for effectiveness of
intervention will be monitored.

»  Effectiveness of behavioural
program at individual and Centre
level will be reviewed.

» Group based interventions are
individualised according to
adolescents in the group with
common issues and may include
adventure based and community
based activities

¢ All staff should be familiar with
specific policy and practice
guidelines related to the
management of acute behavioural
disturbance within the AETRC.

* A specific management plan will
address the adolescents distress
and any associated behavioural
disturbance. The plan will include
predictors, triggers, signs and
symptoms of increasing
agitation/impending aggression,
and will be developed for every

Draft Model of Service
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

Key elements

Comments

harm

¢ increased visual observations

e resiricting access to areas of the
ward where an adolescent can be
observed

* use of the de-escalation area
ranging from an area to which an
adolescent voluntarily withdraws
as a safe place up to restraint
and seclusion as a last resort

e use of medication if indicated

The adolescent is informed of and

encouraged to utilise strategies to

use alternatives to self harm, e.g.

talking with staff, use of the sensory

room; utilising non-verbal therapies.

3.14.3

Behavioural interventions for

behaviours which cause harm to

others include:

= verbal de-escalation

» use of outside environment where
safe

e use of safe forms of reducing
aggression e.g. sensory room,
punching bag

¢ use of the de-escalation area
ranging from an area to which an
adolescent voluntarily withdraws
as a safe place up to restraint
and seclusion as a last resort

¢ use of medication if indicated

= review of precipitants to
aggression

The adolescent is informed of and

encouraged to utilise strategies.to

use alternatives to aggression, e.g.

talking with staff, use of the sensory

room, utilising non-verbal therapies.

adolescent whose risk
assessment identifies actual or
potential aggression as an issue.
The plan will-list preventative
strategies and de-escalation
strategies. Intervention strategies
will include:

increased visual observation
de-escalation techniques
development of a management
plan targeting the specific
behaviour/symptom

service provision in a designated
de-escalation area with the
capacity for high dependency and
seclusion

use of medication to relieve
agitation/aggression

Only when all other interventions
have not had a therapeutic effect,
restraint and/or seclusion will be
utilised. These interventions are
delivered by qualified staff
following a comprehensive risk
assessment.

3.15.0
Psycho-education
interventions

3.15.1

Psychoeducation includes general
specific. ~ or  general  psycho-
education on mental illness.

Available to adolescents and their
parents/carers

Draft Model of Service
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component Key elements Comments
3.16.0 3.16.1 ¢ This will include and allows for:
Family Family interventions are offered to - psycho education for

Interventions

support the family/carer while the
adolescent is in the AETRC.

3.16.2

Supportive family interventions will
be integrated into the overall
therapeutic approaches to the
adolescent.

parents/carers

- monitoring of mental health of

parents/carers and supporting access
to appropriate mental health care as
needed

- “monitoring the risk of abuse or
neglect, and fulfilling statutory
obligations if child protection
concerns are identified ;
- promoting qualities of care which
enable reflection of qualities of

home

- support clinicians in reviewing
interactions with and attitudes
towards adolescents.

Evidence for effectiveness of the
intervention and interactions with
staff will be reviewed.

Therapist will have recognised
training in family therapy and

access to continuing supervision.

3.17.0
Interventions to
Facilitate Tasks of
Adolescent
Development

3.17.1

Interventions  are  provided to
promote appropriate development in
a safe and validating environment.

Individual based interventions are
provided to promote an aspect of
adolescent development.

Group based interventions are
individualised according fo
adolescents in the group which
promote aspects  of adolescent
development which ‘may . include
adventure based and recreational
activities.

Interventions are provided under
the clinical = direction of a
nominated - clinician and - have
defined goals.

Schooling is individualised
according | ‘to. -an .adolescent’s
current school curriculum,

academic capacities ‘and mental
state. ;
The school program is determined

by the School Principal after
continuing - consultations - with -
clinicians.

3.18.0
Pharmacological
Interventions

3.18.1
Medication - will -be administered,
prescribed . “and - monitored as

Across all treatment settings all
prescriptions, dispensing and
administration of medicines will

Draft Model of Service
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

Key elements

Comments

indicated by clinical need, and will
involve shared decision making
processed between the treating
team and the adolescent and their
family/carers.

- Administration - of psychotropic
medications will .occur under the
direction of = the  consultant
psychiatrist.
- Administration - of  non-
psychotropic medications (including
medications for general health) will
occur under medical supervision

comply with Queensland Health
policies, guidelines and standards.

Hyperlink to:

National Inpatient Medication
Chart
[http://www.safetyandquality.gov.a
u/internet/safety/publishing.nsf/Co
ntent/DODABD9912D44A14CA25
7516000FDABB/
$File/20795.pdf].
clinical guidelines
[http://gheps.health.qld.gov.au/me
ntalhealth/guidelines.htm].
medication liaison on discharge
[http://gheps.health.gld.gov.au/me
dicines/documents/general_policie
s/medic_ liaison_discrg.pdf].
safe medication practice unit
[hitp://gheps.health.gld.gov.au/me
dicines/].
therapeutic guidelines-
psychotropic
[hitps://online-tg-org-
au.cknservices.dotsec.com/ip/].
Queensland Health Medication
Management Plan
[http://www.safetyandquality.gov.a
u/internet/safety/publishing.nsf/Co
ntent/0AAD5CC37045BF99CA257
751001C2543/$File/medicationsaf
etyplan.PDF]
Education is given to the
adolescent and parent(s)/carer
about medication and potential
adverse effects.
The medication goals of the
adolescent/guardian will be
integrated with evidence based
clinical treatment guidelines.
Where needed, strategies focussed
on medication adherence will be in
place.
Side effect monitoring will be
routinely conducted with particular
emphasis on metabolic
complications of
psychopharmacological treatment.
Regular administration and
supervision of psychotropic
medications occurs.

3.19.0

Draft Model of Service

3.19.1

Author: C & Y Sub Network — BAC Review Work Group
Additional questions for Trevor Sadler by Bernice Lendich

14/12/2012
Page 16 of 29



EXHIBIT 63

WIT.900.005.0119
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Key component Key elements Comments

Other Interventions Sensory Modulation is an approach e
aimed at teaching clients to learn to
use their sensory systems to
modulate their responses, in order N
to improve participation in
meaningful life activities.
3.19.2 .
Electroconvulsive therapy (ECT) will
be available where indicated and
will -“be - provided - according . to
Queensland Health guidelines.

Sensory modulation is utilised
under the supervision of trained
staff.

Effectiveness of the approach is
monitored.

ECT is subject to a specific policy
compliance with Australian clinical
practice guidelines, and is
administered in accord with the
Mental Health Act 2000

Hyperlink to:

electroconvulsive therapy
auidelines
[http://gheps.health.gld.gov.au/me
ntalhealth/docs/ect_guidelines 31
960.pdf].

o . All staff will have ABM training at
the level deemed appropriate
within AETRC

Refer: High Dependency Unit
Guidelines?/hyperlink to policy
statement -on reducing and where
possible eliminating restraint and
seclusion in Queensland Mental
Health services/Visual observations
policy/occupational violence
prevention training

Parents/carers are immediately
informed of changes in a childiis
behavioural presentation.

3.20.0 3.20.1 .
Care Coordination  Prior to admission, a Care

Coordinator will be appointed for

each adolescent.

Draft Model of Service

Author: C & Y Sub Network — BAC Review Work Group
Additional questions for Trevor Sadler by Bernice Lendich
14/12/2012
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The Care Coordinator .can be a
member. of the AETRC treating
team and is appointed by the
AETRC director
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Key component Key elements

Comments

3.20.2

The Care coordinator will be

responsible for:

¢ providing centre orientation to
the adolescent and their
parent(s)/carer(s)

e monitoring the adolescent’s
mental state and level of
function in developmental tasks

¢ - gssisting the adolescent to
identify and implement goals for
their care plan

¢ acting as the primary liaison
person for the parent(s)/carer
and external agencies during the
period of admission and during
the discharge process

- assisting the adolescent in
implementing strategies from
individual and group
interventions:in daily living

e providing a detailed report of the
adolescent’s progress for the
care planning meeting.

A )
KR

Draft Model of Service
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Additional questions for Trevor Sadler by Bernice Lendich
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¢ An orientation information pack will
be available to adolescents and
their parent(s)/carer(s).

¢ The care coordinator will be noted
on CIMHA as principal service
provider.

Hyperlink cimha business rules

Statement on documentation

All adolescents have a designated
psychiatrist on CIMHA

¢ The frequency .of monitoring will
depend on the levels of acuity.

* Adolescents at high risk and
require higher levels of
observations will be reviewed daily

¢ Monitoring will integrate information
from individual and group
interventions and observations.

e This includes daily reviews by the
registrar,.and twice weekly reviews
by the consultant psychiatrist.
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Key component
3.21.0
Clinical Review

Comments

Key elements
3.21.1
Continual - ~monitoring  of - the

adolescent’s progress towards their
recovery plan goals will ~occur
through a - process —of structured

clinical - reviews involving the
AETRC multi-disciplinary team and
relevant external community
agencies.

3.21.2

Ad hoc case review meetings may
be held at other times if clinically
indicated

Care Plans are formally reviewed
and updated at intervals ideally of
two months, but not more than
three months.

There will be an established
agenda for discussion of cases,
with concise documentation of the
content of the discussion and the
ongoing plan of care recorded on
the adolescent integrated mental
health application (CIMHA) and on
the adolescent care review
summary. A copy is to be
downloaded and included in the
clinical file.

Ouicome measures and the
adolescent’s progress will be
reviewed,

The summation should include
aitendees, clinical issues raised,
treatment care plan, requirements
for additional collateral and those
responsible for actions.

The Community Liaison Clinical
Nurse is responsible to ensure
adolescents are reviewed

The adolescent, referring agencies
and other key stakeholders will
participate in the Clinical Review
process.

All. members of the clinical team
who provide interventions for:the
adolescent will have input into the
case review.

The consultant psychiatrist will
chair the case review meeting and
take responsibility for ensuring that
assessments and management
plans are adequate, and for
decisions taken during formal case
reviews.

Annual audits will ensure that
reviews are being conducted
These will be initiated after
discussion at the case conference
or-at the request of the adolescent,
or may be required to address
complex clinical issues and
following a critical event.

Hyperlink to:

Clinical Incident management

Draft Model of Service
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Key component

Key elements

Comments

implementation standard
[hitp//www.health.gld.gov.au/patie
ntsafety/documents/cimist.pdf].
child and youth recovery plan form
[hitp://gheps.health.gld.gov.au/pati
entsafety/mh/documents/cyms re
covery.pdf

CIMHA business rule
[http://gheps.health.gld.gov.au/me
ntalhealth/cimha/factsheets.htm].
child adolescent care review
summary form
[http://gheps.health.gld.gov.au/pati -
entsafety/mh/documents/cyms.cr -
eview.pdf]

3.22.0
Case Conference

e a weekly case conference will be
held to integrate information from
and about the adolescent |,
interventions that have ‘occurred,
and to review progress within the
context of the case plan

available members of the treating
team should " attend each - case
conference

3.23.0

Collection of data,
record keeping and
documentation

Draft Model of Service

3.23.1
AETRC will enter and review all
required information into the CIMHA
inaccordance  with  approved
statewide 'and district - business
rules.

3.23.2 ,

All clinical record = keeping  will
comply with legislative and local
policy requirements

Author: C & Y Sub Network — BAC Review Work Group
Additional questions for Trevor Sadler by Bernice Lendich
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Hyperlink to:

CIMHA business rule ;

[http://gheps.health.qld.gov.au/me

ntalhealth/cimha/factsheets.htm].
progress notes will be consecutive
within the clinical record according
to date
personal and demographic details
of:the adolescent, their
parent/carer(s) and other health
service providers will be up to date
clinical records will be kept legible
and up to date, with clearly
documented dates, author/s (name
and title) and clinical progress
notes
all contacts, clinical processes and
care planning, including case
review, will be documented in the
adolescent’s clinical record
there will be a single clinical record
for each adolescent which will align
with any electronic record

Hyperlink to:

retention and disposal of clinical
records
[http://gheps.health.gld.gov.au/poli
cy/docs/pol/gh-pol-280.pdf].
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Key component

Key elements

Comments

3.23.3

AETRC utilise the range of routine
outcome  measures  — mandated
through the National Outcomes and
Casemix Collection (NOCQC),
including the Health of the Nation
Outcomes Scale for Children and
Adolescents (HONOSCA), the
Children’s Global Assessment Scale
(CGAS) and. the. Strengths and
Difficulties Questionnaire (SDQ).

=
Clinical
Documentation

E

Kok

Accepted
Terminology

Routine outcomes data is utilised at
all formal case reviews
Resulis of routine ocutcomes data
will be discussed with adolescents
and their family/carers to consider
and monitor changes in symptoms
and functioning
Outcomes data is used.in
developing and reviewing recovery
plans.

3.24.0
Discharge
Planning

Draft Model of Service

3.24.1

Planning for discharge from AETRC
should commence when the
assessment phase has been
completed with key stakeholders
and the adolescent being actively
involved.

3.24.2

Discharge planning will involve
multiple processes at different times
that attend to therapeutic needs,
developmental tasks and
reintegration into the family

3.24.3

Discharge planning will require the
ascertainment that the potential
accommodation is safe and
appropriate. In most cases, this will
be the family home, or established
care arrangements. Where the
family home is unsafe, unable to
provide the necessary support or

Author: C & Y Sub Network — BAC Review Work Group
Additional guestions for Trevor Sadler by Bernice Lendich
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Discharge planning should address
potential significant obstacles e.g.
accommodation, engagement with
another mental health service.

The decision to discharge is at the
discretion of the consultant
psychiatrist in consultation with the
multidisciplinary team.

Discharge planning will occur in
close collaboration with  the
adolescent and their family
Discharge planning will consider
the adolescent’s  potential for
optimal functioning and determine
the level of care required to support
that - functioning . 'as. an_ inpatient,
partial inpatient, day admission or
in the community :
Discharge planning recognises the
needs at times that re-admission
may be necessary where risk of
relapse is high.

Where the family home :or usual
care arrangements are appropriate
and supportive, every. endeavour
will be made to encourage the
adolescent to return '
The adolescent will be integral to all
planning - for accommodation on
discharge

Parents providing a safe and
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Key component

Key elements

Comments

Draft Model of Service

where care arrangements do not
exist, safe supervised
accommodation with adequate
supports will be sought.

3.24.4

Discharge .summaries need 1o be
comprehensive and indicate
diagnosis, freatment and
interventions provided, progress. of
care, recommendation for ongoing
care and procedures for re-referral.

Author: C & Y Sub Network — BAC Review Work Group
Additional questions for Trevor Sadler by Bernice Lendich
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supportive environment will always
be involved in planning for
accommodation on discharge.

The Department of Child Safety will
remain - primarily = responsible  for
providing timely and appropriate
accommodation for an adolescent
in .their care.  ?Hyperlink -to - MOU
between Queensland Health and
Department of Child Safety?

Any decision to not return the
adolescent -to the home of origin
will be made in collaboration with
the adolescent and their parents as
their guardians if they are under the
age of 18

If parents are unavailable or
unwilling - to.~ be . ‘involved - in
negotiations about accommodation,
a referral will: -be:-made 1o :the
Department of Child Safety on the
grounds of neglect. If this referral
is - not: accepted, accommodation
options will be sought by the
AETRC ‘on the basis of being age
appropriate, safe, and levels of
supervision and support available
The adolescent will be equipped to
live independently in preparation for
discharge outside of home

The adolescent will be. offered trial
of -independent: living 'in the step
down facility attached 1o the unit as
long -as ‘they are safe enough to
stay . there, ‘but: require reasonable
levels of clinical support during the
day and evening

The Registrar, Care Coordinator
and key clinicians will prepare this
letter and the consultant
psychiatrist is responsible for
ensuring that discharge summaries
are sent to key health service ‘
providers (E.g. GP) on the day of
discharge.

Follow up direct contact with
ongoing key health service
providers (e.g. GP) will occur to
ensure discharge information was
received:

Discharge summary should identify
relapse patterns and risk
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Key component

Key elements

3.24.5

If events necessitate an unplanned
discharge, the AETRC will ensure
the adolescent’s risk assessments
were reviewed and they are
discharged or.transferred in accord
with their risk assessments.

Comments

assessment/ management
information.

this ~will be prepared by the
clinicians - involved = “in - direct
Interventions

3.25.0
Transfer/Transition
of care

Draft Model of Service

3.25.1

All appropriate community based
support will be co-ordinated prior to
discharge.  The adolescent’s
community treating team will be
identified in the clinical record and
communication will be maintained
during the transition period.

3.25.2

Author: C & Y Sub Network — BAC Review Work Group
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Guidelines for internal transfers will
be clearly written, and receiving
teams will ‘'make contact - before

transfer. is “concluded.: A “written
and...verbal ' handover - will . be.
provided with every

transfer/discharge process. :
During the transition phase there
will be an appropriate plan to
ensure smooth transition of care.
This will support continuity of -care
for the adolescent and ensure the
early -engagement . of - all - service -
providers in ongoing care. ‘
The AETRC School will be primarily
responsible for and support school
reintegration.

For adolescents ‘not returning - to
their-homes, the AETRC will ensure
adolescents = have  appropriate
accommodation 1o be discharged
to. Preparation for this leave may
include trials of leave while still
resident in the step down facility.

A community living and
management  plan  will  be
developed with the adolescent, the
community : follow up . service and
the accommodation provider when
the young person is not able to live
at home.

The community ~mental health
service, whether in the public or
private sectors will become the
principal service provider when the
young person no longer requires
any level of inpatient or day service
at the AETRC

Transfer procedures will be
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Key component

Key elements

Comments

Depending on individual needs and
acuity some adolescents may
require transfer to another child or
adolescent inpatient unit.

3.25.3

Transfer to an adult inpatient unit or
community care unit may be
required for adolescents who reach
their 18" birthday and the AETRC is
no longer able to meet their needs.

discussed with adolescents, their
family and carers.

* Processes for admission into an
adolescent acute inpatient unit will
be followed, with written and verbal
handover provided.

e Transfer procedures will be
discussed with adolescents, their
family and carers.

* Processes for admission into an
adult acute mental health inpatient
unit will be followed, with written
and verbal handover provided.

3.26.0
Continuity of Care

3.26.1

Referrers = and significant  stake
holders in the adolescent’s life will
be included in the development of
Care  Planning = throughout  the
admission. = Local - CYMHS = may
remain as other service providers.

» Referrers and significant stake
holders are invited to participate in
the Case Review meetings

e The Care Coordinator will liaise
more frequently with others as
necessary

Responsibility for emergency
contact will be clearly defined when
an adolescent is on extended leave.

» This will be negotiated between the
AETRC and the local CYMHS

3.27.2 _
Specifically defined joint therapeutic
interventions between the AETRC
and the Referrer can be negotiated
either when the adolescent is
attending the Centre or on periods
of extended leave

¢ Joint interventions can only occur if
clear. communication between the
AETRC and external clinician can
be established

e An example would include the
referrer providing parent support
while  the. adolescent is. .in  the
AETRC

3.27.0 3.27.1 » Adolescents and family/carers will
Team Approach A multidisciplinary team approach to be informed of the multidisciplinary
care is provided. approach to mental health care on
admission to AETRC.
¢ The discipline specific skills of the
multidisciplinary team will be
utilised as appropriate in all aspects
of service provision. :
3.27.4 Department of Education and Training
Staff employed by the Department - supports the AETRC in providing
of Education and Training will be teaching and resource staff for the
regarded as part of the team. school.
3.28.0 3.28.1 e This will occur via:
Working with . Adolescents. and . carers . will -consume and carer
families, carers contribute to continued practice participation in_collaborative
and friends improvement of the service. treatment planning

Draft Model of Service
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- adolescent and carer feedback

fools

- .adolescent - and carers - will
inform
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Key component

Key elements

Comments

Draft Model of Service

3.28.2

Every effort will be made o contact
family, carers and significant others
promptly - on acceptance into
EATRC. ' Family/carers/significant
others will be involved in the mental
health care as much as possible.
Significant . effort -will ‘be made to
support this involvement.

3.28.3

Parents/carers will have their.needs
assessed as indicated or requested.
If parent/carer mental health needs
are  identified the AETRC. will
attempt to meet these needs and if
necessary refer-to. an adult -mental
health service,

3.28.4
Support services will be offered to

Author: C & Y Sub Network — BAC Review Work Group
Additional questions for Trevor Sadler by Bernice Lendich
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staff training.

Information - sharing will occur in
every case unless a significant
barrier arises, such as.inability to
gain appropriate lawful consent.
The family/carer is identified in the
adolescent clinical record. - -and
where - relevant, it . is - clearly
identified that they understand the
treatment plan -and -agree ‘1o
support the provision of ongoing
care to the adolescent in the
AETRC.

Adolescent/guardian - -consent ' to
disclose - information -to ~and -to
involve - the family/carers in. the
care will be sought in every case.

Hyperlink to:

Health Services Act 1991:
Confidentiality Guidelines
[http://gheps.health.gld.gov.au/lalu
/admin_ law/privacy..docs/conf. gui
delines.pdf].

right to information and
information privacy
[http://www.health.qld.gov.au/foi/d
efault.asp].

information sharing
[http://gheps.health.qgld.gov.au/csu
/InfoSharing.htm].

Guardianship and Administration
Act (Qld) 2000
[http://www.legislation.gld.gov.au/
LEGISLTN/CURRENT/G/GuardAd
minA00.pdf].

Decision making for children and
young people
[http://www.childsafety.gld.gov.au/
right-to-
information/publications/viewpubli
cation.aspx?publication=94].
Identification of family/carers and
their need.is part of the
assessment process and is
included in care planning.

Hyperlink to:

carers matter
[http://access.health.qld.gov.au/hid/
MentalHealth/CarerInformation/car

ersMatterYoureNotAlone is.asp

Adolescent consent is not required
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Key component Key elements Comments
families and carers. to offer family/carers education
and support.

e Support may be provided by a
member of the MHS or ancther
organisation.

3.28.5 Hyperlink to:

Adolescents of parents with a e  Child Protection Act 1999

mental illness - will be = routinely [hitp://www.legislation.gld.gov.au/
considered ~as - part . of - all LEGISLTN/CURRENT/C/ChildPro
assessments,  and  interventions tectA99.pdf].

provided/facilitated if needed. « . child safety policy

[hitp://gheps.health.gld.gov.au/mh
alu/documents/policies/child_ prote
ct.pdf].

¢ - meeting the needs of children for
whom a person with a mental
illness has care responsibilities
[http://gheps.health.qgld.gov.au/me
ntalhealth/ntml/careofchild.htm].

¢ mental health child protection form
[http://gheps/health.gld.gov.au/pati
entsafety/mh/documents/child_pro
t.pdf].

e Family Support Form

http://gheps.health.gld.gov.au/pati
entsafety/mh/documents/family-'s

upp.pdf

 information sharing
[http://gheps.health.gld.gov.au/csu
/InfoSharing.htm].

3.29.0 3.29.1 e Peer support services may be
Mental Health Peer All adolescents will be offered provided by internal or external
Support Services information and  assistance to services.

access Iocal peer support services

Hrl

T

The AETRC Isp
maintains strong ope
education and traini g‘? to health professionals within CYMHS on the provision of
comprehensive mental health care to adolescents with severe and complex disorder.

AETRC operate in a complex, multi-system environment involving crucial interactions with
education providers, the Department of Communities (including Child Safety, Disability
Services, and Housing and Homelessness services), child health services, alcohol and
other drugs services. AETRC will establish and maintain effective, collaborative
partnerships with general health services, in particular CYMHS and services to support
young people eg Child Safety Services. AETRC will develop Memorandums of
Understanding to facilitate these relationships.

Draft Model of Service
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??statement about AETRC school
Check if all listed below are correct, or is some missing

The AETRC will develop the capacity for research into effective interventions for young
people with severe and complex disorder who present to an intensive and longer term

facility such as AETRC. Strong links with universities will be developed to support this
process.

Key internal relationships include
e Child and Youth Mental Health Services (CYMHS) mcludmg Child and Youth

Effective relationships (and a working knowledge of the serwce the ,ﬁplrnowde) will also be
developed with other internal service providers mcludmg (but not limited 16):
* Aboriginal and Torres Strait Islander mental | “
 Queensland Transcultural Mental Health'seryj
» Adult mental health services
e Acute Care Teams
e Community Care Units

Key external (district) relationships include:
e Primary Care Provnders K 'g’q;

H
4
W

Wlllh‘mcorporate the child and adolescent expertise and skills of
psychiatry, nursmg, psyohology, social work, occupational therapy, speech pathology and
other specialist CYMHS staff. While there is a typical staff establishment, this may be
altered according to levels of acuity and the need for specific therapeutic skills.

Administrative support is essential for the efficient operation of the AETRC.

All permanently appointed medical and senior nursing staff appointed (or working towards
becoming) authorised mental health practitioners.

7. Team clinical governance

Draft Model of Service
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Clinical decision making and clinical accountability will be the ultimate responsibility of the
appointed Consultant Psychiatrist - Director. At a local level, the centre is managed by a
core team including the Nurse Unit Manager, Senior Health Professional, the Consultant
Psychiatrist, an Adolescent Advocate, a Parent Representative and the School Principal.
This team will meet regularly in meetings chaired by the Consultant Psychiatrist.

The centre will be directly responsible to the corporate governance of the Health Service
District within which the AETRC is located. The operation of this corporate governance
structure will occur through the AETRC clinical director reporting directly to the Director,
Child and Adolescent Mental Health Services, within the relevant Health Service District.
Interim line management arrangements may be required.

8. Hours of operation )
The AETRC provide a 24 hour service, with nursing staff ry ,,,stered cover these shifts.
An on-call consultant child and adolescent psyohlatnst te avallable 4
week. i
Access to the full multidisciplinary team will be p otflded weekdays dunn
and after hours by negotiation with individual staf

24 hours, 7 days a week telephone crisis support
is available. A mobile response will not be available:
While some variation may occur, routine assessments
during business hours (9am -5pm) 7 day week.
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9. Staff trammg

competent All tramlng and edul atlon will be based on beslt'practloe principles and

nt gwde t, ‘

|

Education aj d fraining sho ‘;Id include (but will not be limited to):

« Queenslan f"l-‘i”ealth mandatory training requirements (fire safety, etc)
AETRC orientation traln[ng

CYMHS Key Skillsitrain

clinical and operational skills’/knowledge development

team work i

e principles of the service (including cultural awareness and training, safety, etc.)

e principles and practice of other CYMHS entities; community clinics, inpatient and day
programs

e medication management

e Mental Health Act 2000

* developmentally appropriate assessment and treatment

e engaging and interacting with other service providers and

» risk and suicide risk assessment and management.
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ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Staff from the AETRC will engage in CYMHS training. On occasion AETRC will deliver
training to other components of the CYMHS where appropriate.

Where specific therapies are being delivered staff will be trained in the particular modality
of the therapy e.g. family therapy, cognitive behaviour therapy.

10. The AETRC functions best when:

e there is an adequate skill mix, with senior level expertise and knowledge being
demonstrated by the majority of staff

 strong internal and external partnerships are established and maintained

e clear and strong clinical and operational leadershlp roles are provided

o all staff are provided with regular supervision, professional support and training

e AETRC is seen by all CYMHS staff as integral and‘mtggrated with the CYMHS
contmuum of serwce

» service evaluation and research are prioritised approprlately
« adolescents and their family/carers are involved'in all aspects of care.
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PLH-T

From: Philip Hazell

Sent: Wednesday, 28 November 2012 1:08 PM

To: Michelle Fryer

Subject: RE: Qld review of service provision for adolescents with serious mental illness
Hi Michelle,

I will need to clear it with my director of mental health (I think | will wait until after EQuIP next week before asking
him) but that should be fine. Would be good to see the terms of reference asap.

Regards

Phil

Philip Hazeli
BMedSc MBChB PhD FRANZCP Cert Accred Child Psychiatry

Director | Infant Child and Adolescent Mental Health Services Sydney and South Western Sydney Local Health
Districts; Head, Discipline of Psychiatry, Sydney Medical School

Rivendell, Thomas Walker Hospital, Hospital Rd, Concord West 2138

From: Michelle Fryer

Sent: Wednesday, 28 November 2012 12:54 PM

To: Philip Hazell

Subject: Qld review of service provision for adolescents with serious mental iliness

Dear Phil,

The only medium to long-term facility in Queensland for adolescents with serious mental illness has to cease
operating at its current location and this has prompted a review of the model of care which is planned to involve an
expert reference group including specialists from inter-state. The Qld branch of FCAP has nominated you, as a child
and adolescent psychiatrist with the requisite expertise, to take part and, on behalf of the planning team, | have
been asked to make an informal approach to you in the first instance. If you are interested, a formal invitation from
the convenes of the planning group will follow.

It is anticipated that the review will occur over the next 6 months, and the planning group is keen to have the
members of the expert reference group identified as soon as possible.

If you'd like further information or to discuss, please contact me on or email me your
number and when you are available.

Regards,
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Michelle Fryer.

This email has been scanned for the Sydney & South Western Sydney Local Health Districts by the Messagelabs
Email Security System.

Sydney & South Western Sydney Local Health Districts regularly monitor email and attachments to ensure
compliance with the NSW Ministry of Health's Electronic Messaging Policy.
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PLH=
From: Vaoita Turituri
Sent: Wednesday, 5 December 2012 10:54 AM
To: David Hartman; Emma Hart; James Scott;
Josie Sorban; Michelle Fryer; Ray Cash; Trevor Sadler; Amanda Tilse;
Philip Hazell;
Cc: Emma Foreman; Leanne Geppert
Subject: Expert Clinical Reference Group_Agenda
Attachments: Meeting scheduled_2013.doc; Draft Agenda_ BAC ECRG.doc

Dear members,

Thank you for agreeing to participate as a member of the Expert Clinical Reference Group established to
recommend a model(s) of care that will meet the needs of adolescents requiring subacute mental health
care in Queensland.

Please find attached an agenda for our inaugural meeting scheduled for Friday 7 November from 9.00 am -
10.30 am at Level 2, Room 2.3, 15 Butterfield St, Herston. Also attached is a draft schedule of meetings
for your information.

If would like to video or teleconference to this meeting, can you please respond back to me by COB today
to enable us to organise the technology please.

If you require parking, please also let me know at your earliest convenience by reply email so that I can
organise this for you also.

Many thanks
Vaoita

Vaoitto Tuwrituwri

Planning and Partnerships Unit

Mental Health Alcohol and Other Drugs Branch
Health Services and Clinical Innovation Division
Level 2, Queensland Health Building

15 Butterfield Street

BRISBANE QLD 4006

GPO Box 2368

FORTITUDE VALLEY BC QLD 4006

This emall, including any attachments sent with it, is confidential and for the sole use of the intended recipient(s). This confidentiality is
not waived or lost, if you receive it and you are not the intended recipient(s), or if it is transmitted/received in error.

Any unauthorised use, alteration, disclosure, distribution or review of this email is strictly prohibited. The information contained in this
email, including any attachment sent with it, may be subject to a statutory duty of confidentiality if it relates fo health service matters.

file:///C:/Users/rzcorn/Desktop/Professor%20Hazell%20attachments/PL.H-9.htm 30/10/2015
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If you are not the intended recipient(s), or if you have received this email in error, you are asked to immediately notify the sender by
telephone collect on Australia or by return email. You should also delete this email, and any copies, from your

computer system network and destroy any hard copies produced.

If not an intended recipient of this email, you must not copy, distribute or take any action(s) that relies on it; any form of disclosure,
modification, distribution and/or publication of this email is also prohibited.

Although Queensland Health takes all reasonable steps to ensure this email does not contain malicious software, Queensland Health
does not accept responsibility for the consequences if any person's computer inadvertently suffers any disruption to services, loss of
information, harm or is infected with a virus, other malicious computer programme or code that may occur as a consequence of

receiving this email.

Unless stated otherwise, this email represents only the views of the sender and not the views of the Queensland Government.

This email has been scanned for the Sydney & South Western Sydney Local Health Districts by the

Messagelabs Email Security System.
Sydney & South Western Sydney Local Health Districts regularly monitor email and attachments to ensure

compliance with the NSW Ministry of Health's Electronic Messaging Palicy.

file:///C:/Users/rzcorn/Desktop/Professor%20Hazell %2 0attachments/PLH-9.htm 30/10/2015



EXHIBIT 63

Date: | 30.11.12 Date: N/A Version: | Final Draft

1.1 The purpose of the Expert Clinical Reference Group is to:
Provide expert clinical advice to promote the development of a contemporary evidence based model of care to meet the
needs of adolescent mental health consumers who require subacute treatment and rehabilitation.

2.1 The Expert Clinical Reference Group will consider that the model(s) of care:
o will clearly articulate a contemporary model(s) of care for subacute mental health treatment and rehabilitation for
adolescents in Queensland
o will be evidenced based, sustainable and align with Queensland mental health policy, National mental health
policy, National mental health service planning frameworks and future funding models.
will take into account the Clinical Services Capability Framework (for Mental Health) and
+ will replace the existing Statewide services provided by Barrett Adolescent Centre — The Park.

3.1 Members:
¢ Dr Michelle Fryer, Faculty Child and Adolescent Psychiatry
Dr James Scott, Consultant Psychiatrist Early Psychosis, Metro North HHS
Dr David Hartman, Clinical Director, CYMHS, Townsville HHS
Dr Trevor Sadler, Clinical Director, BAC, West Moreton HHS
Dr Ray Cash, VMO Consultant Psychiatrist, CYMHS, Children’s Health Qld HHS
Professor Philip Hazel, Director, Infant Child and Adolescent Mental Health Services, Sydney and South Western
Sydney Local Health Districts
Ms Josie Sorban, Director of Psychology, CYMHS, Children’s Health Qld HHS
Ms Amanda Tilse, Operational Manager, Alcohol Other Drugs and Campus Mental Health Services, Mater
Children's Hospital
¢ Ms Amelia Callaghan, State Manager Qld NT and WA, Headspace
o Ms Emma Hart, NUM, Adolescent Inpatient Unit and Day Service, Townsville HHS
o Mr Kevin Rogers, Principal, Barrett Adolescent Centre School

[ .

The Chair on behalf of the Expert Clinical Reference Group, will invite additional nominated National experts on an as
needs basis to provide additional input into the development of a contemporary evidence based model of care.

3.2 Proxies:
Due to the time limited nature of this reference group, it is unlikely that the use of proxies will be effective.

4.1 Dr Leanne Geppert, Director Planning and Partnerships Unit, Mental Health Alcohol & Other Drugs Branch
(MHAODB)

5.1 MHAODB will provide the secretariat to the Expert Clinical Reference Group.

Terms of Reference Expert Clinical Reference Group Page 1 of 2
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6. Reporting relﬂtiéns‘hips: -

6.1 The Expert Clinical Reference Group will provide its recommendation regarding contemporary model(s) of care to the
planning group as per the Project Plan for the Barrett Adolescent Strategy.

7SubComm|ttees =

7.1 Nil.

8.1 Given the expected short duration of this forum, it is anticipated that the Expert Clinical Reference Group will meet on
at least a fortnightly basis (in person or tele/videoconference) until a recommended model of care is developed. It may
reconvene on an as needs basis to examine plans regarding the implementation of an endorsed model of care.

9.1 The quorum for Expert Clinical Reference Group meetings will be half of membership plus one.

These Terms of Reference may be altered following committee consultation and endorsement by the Chief Executive
West Moreton HHS and A/Executive Director MHAODB on the recommendation of the Expert Clinical Reference Group.

Chairperson: Dr Leanne Geppert, Director Planning and Partnerships Unit, MHAODB

Date: Signature:

Terms of Reference Expert Clinical Reference Group ‘ Page 2 of 2





